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INTRODUCTION 



During the 1970s Pakistan developed n Prirnary Health Care Programme to bring essential health 
and related services to people where they were living and to lielp them participate in their own 
care. The programme, which is ongoing, co~nprises the eight essential elements of primary healtli 
care defined by WHO and UNICEF in 1978 at Alma-Ata: 

1. Education concerning comlnon health proble~ns, and methods of preventing and 
controlling them; 

2. Promotion of adequate food supply and proper nutrition; 

3. An adeqi~ate supply of safe water and basic sanitation; 

4. Maternal and child health, i~icluding family planning; 

5 .  I~n~nunization against major infectious diseases; 

6. . Prevention and control of locally endemic diseases; 

7. Appropriate treatment of colnlnon diseases and injuries; 

8. Provision of essential drugs. 

After ten years' experience with this programme, however, it became obvious that a 
co~nprehensive health care approach was too broad to bring about a sufficiently rapid reduction 
of Pakistan's high under-five mortality rate over the short ter~ii. Furtlier~nore, evaluations 
revealed that healtli care providers in Pakistan were not adequately meeting cliildrens' liealtli 
needs. The following reasons were cited: 

The basic training of medical students and paramedics did not include current 
child 11ealtl1 ir~fonnation; 

In-service t~.aining was neither systematic nor well organized; 

The supel-visory system in  place was one of dictating and checking rather than a 
participatory, supportive model; 

Services did not focus on the four main reaso~is for the high child mortality rnte. 

In the early 1980s the Pakistan Child Survival Pro-ject, PCSP, was fomulated to address these 
deficiencies in Pakistan's healtli care progralnlne for children. 



The PCSP is a priinary child health care prograln~ne with a strong focus on the developing child 
and on improving first level health care services in the management of the four major child 
killers--diarrhoea, malnutrition, acute respiratory infections and childhood diseases preventable 
by immunization. 

In addressing these four intervention areas, the project has developed six components: 

1. Planning and Management 
2. Training 
3. Health Infonnation Systems 
4. Cominunication 
5. Drugs and Logistics 
6. Research 

These components are interrelated and together address the needs of three essential groups--the 
administrators, the supervisors and the health care providers--in the establish~nent of an effective 
child health care delivery system in Pakistan. 

I TRAINING STRATEGY 

The training component of the PCSP is a large and important one. It aims at effecting change 
in the behaviour of health service providers and consuiners. Separate training sessions are held 
for Mos, paramedics and their supervisors. 

The project has identified the specific and coininon responsibilities of child health care workers 
and child caretakers in meeting children's needs, not only in illness and recovery, but in the 
course of their nonnal development. 'The project aims to train health professionals at all levels 
to recognize children's health needs, and to meet these needs in the four specified intervention 
areas by working with facility staff and parents of the child. 

Accomplishing these objectives requires attention well beyond training in clinical and health 
education skills. The PCSP training strategy includes the development of skills in management, 
administration, supervision and technical support for staff at various levels of the health delivery 
system. It exposes paramedics, MOs and their supervisors to the concept of in-service education 
as a requirement of professional development. Furthennore, the prograi~~lne has a built-in 
supervisory and monitoring system to ensure that the knowledge and skills acquired in  training 
are applied in the subsequent delivery of health care. In this course, the supervising officers will 
be exposed to the concept of supportive supervision and instructed on liow to iinpletnent the 
supervisory and monitoring tools. 



The four cornerstones of the PCSP training strategy are: 

1. Continuing education as an ongoing professional responsibility 

2. An integrated approach to health care delivery using tea~nwork 

3. Child-focussed training involving the mother as a team ~ n e ~ n b e r  

4. Job-specific, competency-based training 

CONTINUING EDUCATION AS AN ONGOING PROFESSIONAL RESPONSIBILITY 

What is meant by "continuing education"? 

Continuing education encolnpasses all of the learning opportunities a health professional takes 
advantage of in order to keep his or her medical knowledge and other I-elevant skills up-to-date. 
This may mean in-service training provided by the e~nployer, or i t  may entail the health 
workers's own initiatives to continue learning as an ongoing p~.ofessional com~nitnient. 

Why is continuing education important? 

Continuing education is important for health professionals in order to prevent the deterioration 
of knowledge and skills, to improve existing knowledge and skills and to become acquainted with 
new information and practices in medicine and health care delivery. In a field in which new 
knowledge doubles every ten years, continuing education is essential. 

Who is responsible for continuing education? 

In the health field, ad~ninistrators, supervisors and health professio~lals are e q ~ ~ a l l y  responsible 
for continuing education. 

The health administrators are responsible for the development, implementation, nionitoring and 
evaluation of continuing education policies and progralnlnes in priority areas. 

In-service training ensures quality health care by providing health professionals with opportunities 
to maintain their existing knowledge and skills and by keeping them up-to-date on new and 
current medical practices. The PCSP is working on the development of an in-service health 
education policy and the establishment of a continuing education systelil in the health sector. 
This course exposes supervisors to their roles in assuring the continuing education of their staff 
members. 



The supervisor assesses hisher staff's performance and identifies individuals and areas requiring 
further training. Helshe then confers with higher level administrators for individual or policy 
decisions. An effective supervisory system is therefore a prerequisite for relevant, practical in- 
service training. 

The health team members are responsible for bringing their own needs for supplementary training 
to the attention of the supervisor. In addition, each health professional should keep abreast of 
current developments in the health field by reading medical journals and textbooks, by attending 
conferences, by listening to relevant radio and television progl.ainines, and by discussing health 
questions and issues with colleagues. 

As a supervisor you can encourage your staff to keep up-to-date. 

Where does Pakistan stand with regard to continuing education policy? 

Though the need for in-service training has been acknowledged for over 20 years, there is, to 
date, no actual in-service coiltinuing education policy in  Pakistan. Nor, i n  spite of major efforts 
by government and by donors, has the battle to lower child mortality rates produced satisfactory 
results. Today there is an urgent need to have an in-service continuing education policy at the 
national and provincial levels. The Government of Pakistan is currently developing such a policy. 
The PCSP, with assistance froin USAID, is helping to forinulate this policy and, is working to 
establish a responsive plan for a continuing education system in  Pakistan's health sector. 

With or without a continuing education policy, the supervisor has a professional obligation and 
the capability to provide some in-service training to those helshe supervises. The supervisor of 
a facility needs to develop and monitor in-service training at the ficility. For example, a person 
joining a facility team needs to be oriented to the functioning of the facility so that he/she can 
be an effective member of the team. This orientation can be given by ally ~nember of the team-- 
but a system has to be established. Similarly, teaching the staff a new procedure can be done 
at facility level either by the supervisor or a staff member. 

When your staff attend an in-service training session, data on the personnel trained and the 
subject of the training is entered in the training register. Refer to this to assess training needs 
of your staff. 

AN INTEGRATED APPROACH TO HEALTH CARE DELIVERY USING TEAMWORK 

The PCSP approach is integrated in several ways. The four intervention areas are seen as part 
of an integrated systeln of health promotion, illness prevention and disease treatment. In this 
way, the needs of the whole child are addressed. Secondly, the approach is integrated in that it 
involves the health care staff, the health care officials and the  noth her or caretaker as active 
members of the health care team. 



In Pakistan, primary liealtli care services are delivered through a system of RHCs, BHUs and 
MCH centers. These services cannot be provided by ally single person. It is not possible for any 
one health worker to acquire all the necessary skills and to have enoi~gli time to do everything 
to satisfy the multiple healtli care needs of an individual, family or com~niiiiity. 

For the proper delivery of primary liealtli care services a group of people trained in various skills 
will be required to work together as a team with tlie MO as the team leader, and with an RHC 
or BHU as a base. Everyone on the staff of the health centre, as well as the patient or hisher 
family and the co~ninunity leaders, is a member of tlie healtli team. The health team works in 
both the health centre and tlie co~n~nunity to provide primary healtli care services. The DHO as 
a supervisor of the health facility team oversees their activities. 

/ 

In the health centre the health team provides both care to individuals seeking medical aid and 
illness preventive and health promotive services. The patient is a crucial member of the health 
team because the staff is there to meet hisher needs. However, in order to provide primary 
health care to the colnmunity, tlie health team should work closely witli com~nunity leaders and 
community development workers of other organizations. Representatives from the co~nmunity 
also need to be considered members of the health team. The district level supervisor assures that 
the health team provides appropriate and adequate services to meet the comniuiiity's health care 
needs through periodic visits for assessment and support to the staff. 

The health team should communicate witli the parents, families and commu~iity leaders to help: 

Identify health needs 

Determine priorities 

Identify each team member's role in seeking solutions to the identified and 
prioritized health needs 

Prepare a plan of action to meet the needs 

Teach about illness prevention and health pro~notioii 

For a team to function well, eacli team member must know: 

The objective of the team--to improve the health of the people through the 
delivery of pri~nary health care services. For each service, there are specific 
duties for eacli of tlie tea111 members. (See Appeildix for responsibilities of MO, 
paramedic and supervisors.) 

The rules governing the affairs of the team--the government policies and 
regulations must be followed by the team members. As a supervisor you need to 
review these as indicated. 



The individual's responsibility--each member shoilld understand the role hefshe 
is required to perform as part of the team. 

The need for cooperation--team members should cooperate ainong themselves to 
achieve their objectives. As a supervisor you need to encourage and facilitate this 
cooperation. 

The authority of the team leader--members should respect the authority of the 
team leader who plans, organizes, directs and coordinates the team's activities and 
helps its members achieve their objectives. You as a supervisor need to make 
sure that the team respects and takes direction from the team leader. 

All team members must work under the same principle--that of doing their jobs properly and 
showing interest in meeting the health needs of the people. No one ~nelilber is Inore important 
than another. All are equally important. Each member should cooperate and coordinate with 
others to achieve the comlnon goal. If one Inember fails to do liis job properly, the performance 
of the entire team suffers. Thus, each member working in a team makes a significant 
contribution in helping tlie team to deliver essential health services to the community. You as 
a supervisor need to set an example. 

As a supervisor you will see that the attention of the facility staff is focussed on the child as a 
whole and not on the disease condition alone. The child should be assessed for nutritional and 
immunization status and for any illness. 

For all children coming to the facility, you will assure that the staff follows tlie case management 
guidelines for integrated child-focussed health services as listed in tlie chart on the following 
page. 

You will make certain that throughout the above process the mother will be involved, first, as 
information provider and then, as a responsible partner in prevelitioll (immunization), health 
promotion (nutrition counselling) and management of tlie child's illness at the facility and at 
home. 

CHILD-FOCUSSED TRAINING INVOLVING T H E  MOTHER AS A TEAM MEMBER 

This entire programme is designed around the needs of the growing child. It is based also on the 
premise that proper history taking, diagnosis, treatment and follow-up care in the management 
of child illnesses or illness prevention must involve the full participation of mothers or caretakers. 
The PCSP has tried to use simplified language for communicating with  noth hers and is strongly 
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promoting improved interpersonal communication skills for liealth workers in order to involve 
Pakistani mothers, most of whom are illiterate, in the health care process. 

Traditionally, child health care in Pakistan has focussed on the treatment of disease. The PCSP 
focusses on keeping children well or on helping them retuni to good health after they have been 
affected with an illness. 

Central to this philosophy of child care is the mother, who plays an indispensable role in keeping 
a child healthy, in recognizing the first signs of illness when it occurs and, once an illness has 
been diagnosed and treatment prescribed, in providing the required co~itinuation of treatment at 
home. The mother or caretaker is also an invaluable source of i~ifonnatio~i regarding the child's 
health history. 

It has been recognized that adequate care cannot be provided for children without the co- 
operation of a well-informed mother or caretaker. Most Pakistani ~notliers do riot have sufficient 
knowledge and skills in disease prevention, treatnient ant1 follow-up care to adequately care for 
themselves and their children. 

In order to teach ~notliers to participate in meeting their children's health needs, health care 
providers must first develop effective interpersonal communication skills. The majority of 
Pakistani mothers can neither read nor write. Instructions must be give11 in simple language and 
repeated time and time again. Simple demonstrations of pl-ocedures ~ i i ~ l s t  be given. Mothers 
should be encouraged to repeat these instructions to ensure full understanding, and sliould cany 
out procedures under tlie watchful eye of a health provider until their colnpetelicy is certain. 
Most importantly, the instructions must be given kindly and patiently to gain tlie mother's trust 
and give her confidence in her own ability to take a responsible role i n  tlie liealth care,of her 
child. 

The WHO has developed and tested simple, effective lang~lage and methods for diagnosis, 
treatment and follow-up care which ~i~others  can easily understand. This approach is particularly 
effective in  the treatment of diarrhoea and respiratory infections. Assess~llent terms such as 
"history taking", "observation", "palpation" and "auscultation" are replaced by the simple 
language of "asking", "looking", "feeling" and "counting". For examination, a stethoscope 
is replaced by the use of senses we all possess. These approaches, because of their simplicity, 
can be taught to ~notliers, and used by mothers, to determine wlietlie~. or not tlie child is sick. 
In this training WHO'S simple language and metliods of case ~nan;rge~nent are taught. 

In a nutshell, the PCSP places great emphasis on the mother as an irlformation provider and an 
informutio~l  receive^. throughout the process of diagnosis, treatment and follow-up care in the four 
intervention areas. 



JOB-SPECIFIC, COMPETENCY-BASED TRAINING 

The PCSP training package includes separate training units for paramedics, MOs, and supervising 
officers. During tlie training, all three categories of staff will have an overview of the others' 
training, in order to understand the responsibilities each has in  tile process of health care delivery. 
Briefly, the MO's training will have an elnpllasis on diagnosis and treatment of a condition, 
involving the mother. The paramedic's training will focus on carrying out procedures related to 
the MO's work and in counselling mothers on their role in  developing and maintaining the health 
of their children. The supervisor's training will focus on hisbier role in providing supportive 
supervision including essential materials and manpower, in inonitoring and evaluating the post- 
training performance of the paramedics and MOs and in  developing ways to support the 
implementation of the training. 

This course for supervisors is of six days duration. The first day will cover the introduction to 
the course, role of supervisor, concept and type of supelvision and tools of supervision. Day two 
will cover the topics of communication, nutiition and immunization, followed by diarrhoea and 
acute respiratory infections on the third day. Day four will sulnlnarize the first three sessions 
and lead to the topic of Integrated Child Survival Services and the supervisor's role in assuring 
adequate and appropriate children's services from the FLCFs. 

The first four days will provide the supervisors with an overview of the content of training of 
MOs and paramedics and provide opportunities to discuss the supervisors' role in assuring 
effective delivery of integrated child survival services by FLCF personnel. Days five and six will 
consist of practical experience i n  using the Supervisory Checklist by visiting an FLCF, observing 
the operation of the facility and by filling out the checklist. Morning sessions will consist of 
visits and observations at an FLCF. In the afternoon sessions discussions will be held on the 
experience of using tlie checklist. 



This course uses a combination of training methods to impart the specific knowledge and skills 
required for supportive supervision. In other words, training is job-centered. Both the trainers 
and participants play.an active role in the process of helping the supervisors improve their skills, 
acquire new knowledge and apply what they are learning to their day to day work. The following 
training methods are used: 

1. Lecture and discussion--Theoretical content is presented by the trainer in lecture form 
followed by discussion based on the experiences of the participants and trainers. 

2. Audio visual aids--Video tapes and wall charts are used mainly to demonstrate the case 
management process of diarrhoea and dehydration, and acute respiratory infections. 
Overhead projector and transparencies are used for nutrition, immunization and 
communication. 

3. Reading assignments--Each participant is responsible for referring to the next day's 
training agenda and reading the topics for that day. 

4. Practical Experience--Observation of FLCF staff perfor~nance is scheduled so that 
participants will have firsthand experience in the use of the Supervisory Checklist to 
document findings. 

11 TEACHING M m ~ o v  I CRITERIA FOR USING TIIE Mm11oo 1 1  
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I CONTENT OVERVIEW 

This training course for supervisors covers seven main topics which will be addressed in the 
following order: 

Management & Supervision 
Communication 
I~n~nunization 
Nutrition 
Diarrhoea and Dehydration 
Acute Respiratory Infections 
Integrated Child Focussed Case Management Guidelines 

The Training Module on each of the above intervention areas is taught in tlie following sequence: 

1. Introduction to the Topic 
Background information is presented--such as the extent of tlie problem and the 
Government of Pakistan's policy. Participants are briefed as to tlie aniount of time 
required for practical work and on tlie reading and wl-itten assign~nents for tlie module. 

2. Learning 0 bjectives 
These are introduced to increase the participants' understanding of the topic and of the 
knowledge and skills they need to develop in order to improve case management in their 
own facilities. The objectives are stated in the Participant's Manual at the beginning of 
each module. 

3. Theory 
This section specifies the theoretical information which  nus st be learned in order to satisfy 
the objectives outlined above. Tliis section also i~icludes an overview of the training 
given to other personnel. 

4. Practical Work 
Each participant is given a Supervisory Checklist and an opportunity to observe staff 
performance during a role play in class or during management of a case in an OPD in 
order to become familiar with the checklist. 

5. Evaluation 
Each participant is asked to complete an evaluation fonn at the end of each day. 



MODULE 1 

MANAGEMENT & SUPERVISION 



LEARNING OBJECTIVES 

LEARNING OBJECTIVES FOR INCREASED KNOWI,ED(;I': AND UNDERSTANDING 

Upon co~npletion of this  nodule, you will be able to: 

1. State Govern~nent of Pakistan's policy for the provisio~l of pri~nll-y liealtll care services 
and the supervisors' role in providing those services. 

2. Define supervision. 

3. List three areas i n  which supervisors need to iniprove i n  order to become effective. 

4. State how dist~ict level supervisors' and MOs' respo~lsibilities are sin~ilar and how they 
are different. 

5 .  Describe the three  neth hods of supervision and the give advilntages and disadvantages of 
each. 

6. Describe the Supe~visory Checklist and Work Slleets, and list the steps in  using them. 

7. Describe the probleln solvillg process and list the steps in  it. 

LEARNING OBJECTIVES FOR IMPROVING SUPERVISORY SKILLS 

Upon completion of this  nodule you will be able to: 

1. Use the Supervisory Checklist for planning and pe~fonning a supervisory visit. 

2. Apply the problelli solving steps to pmble~ns co~n~nonly identified by the checklist. 



The Government of Pakistan has made it a high priority to provide primary health care coverage 
to the maximum number of people in the shortest possible time. Primary health care services 
are provided from the dispensaries, RHCs, BHUs, MCH centers and OPD of hospitals. 
Supervisors posted at district and tehsil levels are required to manage the facilities within their 
encatchment areas and to provide supportive supervision to the FLCF staff through visits to each 
facility at least quarterly. 

RESPONSIBILITIES OF DISTRICT LEVEL SUPERVISORS 

The district level supervisor is the administrative head of all FLCFs in his/lier assigned area. 
Helshe works closely with the MOIC in i~nple~nenting the prinlary healtll care services with a 
special focus in child suivival intervention areas. 

The duties of the district level supervisor fall under three broad categories: management and 
coordination, supervision, and monitoring and evaluation. 

Provides policy and programme guidelines to the MOs and paramedics of FLCFs. 

Reviews the job descriptions of the MOIC and the staff with the MOIC .and 
explains hislher responsibilities and limitations. 

Receives requests for the resources required to provide child survival and other 
services; and arranges for quarterly deliveries and as otherwise needed. 

Assures that staff have been provided with all their entitled benefits, i.e., housing, 
utilities, leaves, training, etc. 

Coordinates activities with tile Director General r\nd the Divisional Director of 
Health Services and the Medical Superintendent of the District Headquarter 
Hospital; and regularly keeps each informed on the activities of the staff at the 
FLCF. 

Coordinates with the MS of DHQH on the training of staff and in facilitating 
referrals to and from DHQH. 



Coordinates with the Divisional Director of andlor Director General of Health 
Services in facilitati~ig the i~nple~nentation of health sewices from FLCFs i n  
hisAier area--including planning and releasing f i~~lds,  posting essential staff and 
provicling essential material resources. 

. Visits each facility at least quarterly; iiieets will1 the staff to discuss 
ilnplementation of the programme and any needs they may have, and provides 
guidance. 

Assures provision of quality health care including child su~vival services through 
observation and filling out of the Supervisory Checklist. 

Assesses need for and plans for scheduling of staff training. 

Participates in training at the facility or district level. 

3. MONITORING AND EVAI~UATION 

Assesses the physical resources and conditioli of the building and arranges for 
needed repair and ~nailite~ialice work. 

Assesses recordslregisters and fonns on: 

Status of service provided 
Immediate notifiable diseases and preventive ~neasures taken 
Status of supplies, furnishings and drugs 
Communication, i.e., telephone, letters, fax, telex 
Training 

Submits quarterly reports or encloses the MOIC's reports on: 

Number of patients attending the clinic 
Percentage of patients receiving adequate care 
Status of staff 
Status of drugs, vaccines and other essential resources 
Number of training events and the number of participants. 

Reports annually, or as indicated, on proble~ns faced by his staff; how they were 
managed, and what problelns remain to be solved in tlie following year. 

Submits annual budget for each facility based on the current year's expenditure 
and services provided. 



SKILLS REQUIRED FROM DISTRICT SUPERVISORS 

For you to be effective as a supervisor, you need to be equipped with skills in the following 
areas: 

1. Technical/Clinical 
2. Com~nunication 
3. Management and Supervision 
4. Problem Solving 

To be able to carry out your supervisory functions, you need to be familiar with the 
responsibilities of the MO and the paramedical staff of the FLCF in  the delivery of health care 
services. You must see that the FLCF staff provides quality health care to the co~n~nunity in all 
fields, especially in the following areas: 

Immunization 
Child Nutrition 
CDD 
ARI 

The main objective in this training is to prepare you to supervise arid assess the abilities of the 
facility staff to provide adequate and appropriate integrated case management services to tlie child 
coming to the facility. Adequate and appropriate services include diagnosis, treatment, 
counselling, referral and follow up services. It also means involving the  noth her or caretaker at. 
each step of intervention. 

Adequate case management includes the following steps: 

Assessment 
Classification 
Treatment 
Counselling and follow up in the four intervention areas 

h,Iansge~nent of each of the intervention areas will be covered in separate training modules. 

X supervisor has three primary functions in providing effective supervision--observing, 
intervening and reporting. These functions involve working with and tlil.ough people to get the 
iiork done. Communication with both subordinates and superiors is vital for tlie efficient and 
effective delivery of health services. Since communication is a new field in the health sector, you 



may not have received any training in the methods of communication. This training will 
familiarize you with the RUI model of communication which has been developed i n  Pakistan for 
use by health professionals. RUI stands for Rapport, Understanding and Intluence or Intervening. 

Rapport means establishing sympathetic relations with another person. This assures that the other 
feels accepted and respected. With a foundation of acceptance and respect, com~nunication can 
flow more easily. Understanding requires empathy, tlie art of putting oneself in the position of 
another. With an empathetic attitude, one will Inore easily acquire the skills of listening carefully 
and asking relevant questions to get more information. Influence or intervening means producing 
or taking a desired action to solve or prevent problems. 

These models have been further modified in accordance with the three supervisory tecl~niques 
of observation, intervention and reporting. A separate training module on interpersonal 
communications will present these concepts in detail. 

3. MANAGEMENT AND SUPERVISION 

This module focusses on the concept of the health team working together and on the supervisors' 
responsibilities in managing tlie available resources including manpower, money, material, time 
and space as they pertain to the delivery of child survival health sewices offered from the FLCFs. 

All of the activities of management are interlinked and for our purposes divided into two areas. 

Management includes: administration/logistics 
coordination 
monitoring 

Supervision includes: the process of helping an individual or group to get their 
assigned tasks completed 
training 

Management is making efficient use of existing resources and getting people to work 
harmoniously together to achieve objectives. The MO as a team leader and you as supervisor 
share the same kind of lnanagelnent responsibilities: to make efficient use of the resources at 
hand (staff, budget, time, space, drugs, and equipment) in order to meet the health needs of the 
BHU's or RHC's encatchment area. The difference is that while he is responsible for his facility 
and the health team, you are responsible for managing all the health teams at the facilities in your 
assigned area. Since the rules and regulations governing the management of these resources are 
familiar to you, your responsibility is to help the MOIC understand them. 

The concept of supportive supervision as part of overall management is fairly new. Managers are 
taught to work in a team: to identify problems, resources and solutions with the team. Since this 
is a new and different concept from the existing practice, a course for supelvisors blending both 



technical and managerial responsibilities in assuring delivery of adequate and appropriate child 
health services in the four child survival intervention areas Iias been developed. The process of 
supervision is the same for all illnesses or conditions. Therefore, i t  is assunled tliat focussi~lg on 
tl~sss four major killers of children will demonstrate what effective supervision is and tliat those 
vlio are trained to be supportive supervisors in child survival inte~vention areas will use tliis 
process in other areas as well a~id become effective supervisors instead of only adnlinistrative 
i tispectors. 

Lastly, solving problems, is the most difficult task to perfonn, yet it is the one that is perhaps 
the most important. Solving a problem entails four steps that are easy to recite and difficult to 
euecute. 

1. Identify a problem. 
2. Analyze the problem. 
3. Generate a solution to the problem. 
4. I~nple~nent the solution. 

Some basic concepts related to each of these steps are given in a separate chapter of tliis module 
(page 36-39). 

THE DISTRICT LEVEL SUPERVISOR AND THE MOIC OF A FACILITY 

Everyone must work as a team to improve tlie healtli of the co~nmunity. However, one person 
needs to take responsibility for the leadership of the team. Since the MO has rnany years of 
education and holds the senior position, he is considered the team leader. Tlie MO is an MBBS 
21-aduate and is expected to act as the team leader and to provide direction and guidance in all 
tile health centre activities. He should, therefpre, be fully conversant with the area, its 
topography and its health needs. He will have both technical and managerial responsibility for 
running the centre. His technical responsibilities include diagnosis, treatinelit, referral and follow- 
up services for individuals who are sick, as well as for illness prevention and liealtll pro~notive 
services. 

An MO has spent five years in an academic institution learning his technical responsibilities. 
However, new knowledge and procedures develop rapidly in  the health field. Therefore the MO 
i h  being trained in tlie Integrated Child Survival Course to update his essential knowledge and 
skills in  primary child liealtli care. He is expected to use his professional judgement and refer 
to additional technical resources (reference books, specialists, supervisors) anytime he is in doubt. 

Tlie MO is supervised by tlie designated ADHOPHO. Since he receives no formal management 
11-aining, yet is respo~isible for tlie ad~ninistration and ~nanage~nent of tlie health facility, you as 
a supervisor need to guide and teach him lnarlagelnent responsibilities. 



SUPERVISION I' 
THE PROCESS OF SUPERVISION 

Supervision is the art of overseeing the work of subordinates. It is a helping process--ensuring 
staff competence, effectiveness and efficiency, through observation, discussion, support and 
guidance. The supervisor plays a key role in creating a spirit of teamwork, cooperation and 
devotion to duty. You as a districtltehsil level supervising officer need to serve as a role model 
and to assist the MOIC to be an effective supervisor of his facility. 

The supervisor at the district level, in addition to co~npletion of hisher basic training at medical 
college, has had a number of years of experience in the treatment of illnesses and in managing 
administrative concerns. But because the field of supervision is new, this experience is based 
on trial and error. Many supervisors have not been introduced to the newer concept of suppo~tive 
supervision. They have been exposed to the concept of ad~ninistritive nlanagement by inspection 
which consists of checking performance and punishing. 

There are three main styles of supelvision: 

Autocratic 
Supportive (or democratic and participatory) 
A combination of the two 

Supervisors who use an autocratic style are dictatorial, give orders and discourage feedback or 
questions about the orders. The health worker has no say in how the work is done. He has to 
carry out the order the way it was given. In this style of supervision, co~n~nunication is one-way. 
The staff do not receive guidance from the supervisor regarding work performance, nor are they 
able to provide him with feedback. This work style tends to humiliate team workers, curbs 
initiative and makes them irresponsible or less responsible. 

The second style of supervision is supportive. Supportive supe~vision is said to exist when the 
supervisor involves his team in identifying certain problen~s and together finding solutions to the 
problems within the available resources. 

Team members like to be consulted in matters relating to their functions. They are then Inore 
interested in carrying out their duties, bettering the prospect of achieving the objectives. 
Therefore, the supervisor should include team members in planning, i~nple~nenting and evaluating 
the services from their facilities. He should listen to them, encourage their participation and give 
each staff member increasing responsibility and recognition as skills improve. With supportive 
or participatory supe~vision health workers have a feeling of belonging to the team, thus 
motivating them to work harder. They will also accept decisions, discuss their doubts and may 
work with greater co~n~nit~nent, enthusias~n and self-confidence. 



Supportive supervision is 
supervisors are infrequent 
need to be developed. 

particularly effective for health workers in rural areas where visits by 
. Under such circumstances, independence, self-reliance and confidence 

The third style of supervision is combination of the first two. Neither of these first two styles 
described are applicable in  all situations. This third supervisory style blends some of the 
autocratic with the supportive style. 

On the whole, people like to be involved in planning and decision making. But the reality is that 
the staff of FLCFs are not involved in rnaking policy decisions, yet are responsible for 
implementing them. In this case, you as supervisor have to see that government policy, such as 
immunizing children under one and the rational use of drugs in treatment of diarrhoea and acute 
respiratory infections, are implemented. You are being an authoritarian. But, you can soften this 
situation by involving your team in looking at the problems in imple~nenting the policies and in 
trying to overcome these problelns so that imple~nentation is possible. 

The decision on which style of supervision to use depends on the kind of work to be done and 
the kind of people to be supervised. You as a supervisor must adapt your style of supervision 
according to the needs and circu~nstances based on the followi~lg job and personnel factors: 

Job factors 

The complexity of the job 
The difficulty of the job 
The need for quick decisions 
The need for constant results 
The need for creative work 

Personnel factors 

The skill, reliability and experience of health workers 
Their willingness to accept responsibility and to make decisions 

Generally, as a supervisor you are dealing with people; therefore. adherence to the following 
points will make the supervisory task easier no matter which style you are using. 

Treat everyone fairly. Government rules and regulations assure fair treatment. 
Know and abide by government n~les on: 

Attendance 
Perfonnance 
Leave 
Discipline 
Finance 



Treat all staff, regardless of their position, as being very in~portant to the health 
team. Do not show favoritism. 

Show that you are interested in the welfare of each team member. 

Help each teain inember to take full respoilsibility for his/her particular job by 
praising good work and encouraging team members to take the initiative in their 
jobs. 

Be sensitive to the feelings of each staff member. Do not humiliate ally team 
member. Humiliation breeds contempt and antagoilism. 

Try to understand your staff's problems by encouraging discussion of and by 
offering assistance in solving the problems. 

Ensiire sure that instructions are carried out. 

Delnonstrite a willingness to inake personal sacrifices to assist siibordinates it1 

times of crisis. 

Provide ongoing training. Giving support and guidance llelps improve the skills 
of the teain members. 

Be responsible for siipervising the staff and for the maintenance of supplies, 
equipment, buildings and grounds. 

Use an aiithoritarian approacll when necessitry, si~ch i ~ s  i n  case of an emergency 
when there is no time for consultation. 

TRAINING 

Training is an educational process. It is the act of imparting knowledge and skills. Assessing 
the need for training and planning to meet these needs are part of the siipervisory task. 

Health care constantly changes as new ways of preventing, diagnosing and treating diseases are 
discovered. Health workers must always be ready to learn new methods, even after completiilg 
their basic training. The MO needs to continilally assess his staff's knowledge and skills, 
providing learning opportunities as needed. In order to improve their abilities and the quality of 
service, the MO should obtain up-to-date reference materials for the staff's use. The district level 
supervisor should assist in providing these materials. 

The district level supervisor should answer the following three questions to identify the needs of 
the staff and the available resources. 



What needs to be learned? 

Observe the staff providing the service. 

Use the checklist to identify hislher strong and weak areas in clinical skills. 

Discuss your findings with the MOIC and the staff to see how you can help. 

What is the best way to teach the subject? 

This answer depends the subject and who can teach it. 

If reinforcing a routine procedure, an MO or other appropriate staff can provide. 
the necessary instruction. 

If a new procedure is to be leanled, the staff may have to be sent to a training 
programme. 

Always keep in  mind that the principles of adult learning should be applied. 

Where can the training take place? 

Once you have identified staff deficiencies, a training session call be held at: 
The local facility 
Arrangements can be inade for participation in a scheduled training. 

The district supervising officer or the MOIC should meet with the staff to explain 
what they are expected to learn during the training session. 

After the training, the MOIC should observe their performances to determine how 
much they have learned. 

The names of those who attended the training should be entered in the Training 
Register. 

METHODS OF SUPERVISION 

There are a number of methods of supervision that can be used to oversee the activities of those 
you supervise. The first is direct observation. The second is review of record. The third and 
most common and useful for your purposes is group or individual r~reetings or conferences. A 
checklist which includes the first two of these methods has been developed as a tool for you to 
use. You as supervising officer of the MOIC, must make certain that helshe is also using these 
methods in the day to day supervision of the facility. To supel-vise sonleone on the job, the 
supervisor must visit the work site as scheduled or as time permits. It is not possible for the 



disuict level supervisor to visit his fiaci l i  ties frequently because of tlie distance and because of 
otlier responsibilities. However, it is possible for each supervisor to visit a facility once in a 
quarter or four tiriies a year. And i t  is important to cover as niucli as possible in assessment, 
planning, monito~.ing and evaluation (luring each visit. i~s i~ ig  tlie Supervisory Checklist to 
document your observations and inte~ventions. Infol-mation fi-om tliese visits should tlierl be 
incorporated in a report and sent to superiors in ad~iiinistl-ation. 

Observation. Observe staff ~iie~iibers to assess liow tlie case ~iianage~iient process is ilnple~nented 
and how accurately p~.ocedures are followed. Observiition is also ide~itifyi~ig tlie problems and 
difficulties encountered i n  carrying out tlie ti~sks entrusted to different ci~tegories of workers. 

Tlie hIO slioultl be enco11ri1gc.d and supported to periodically observe staff pel-for~iiance to ensure 
that all staff are carrying out tlie work properly. Tlie MO must ensure an orderly and clean 
working environ~iient--the rooms, verandas and grounds. As part of assessment, tlie district level 
supervisor  nus st carry out spot cliecks of tlie FCLF, observe tlie general attitude and functioni~ig 
of all staff, and observe i~iil)le~iientation of case manage~iient of cliildren. Completing Section 1 
of tlie Supel-visory Checklist will help you assess tlie quality of care. 

Review of Record. Review of records also helps with tlie assessment of supply and demand for 
services as well as staff perfor~niince. If records are well maintained, you know the staff are 
doing tlieir jobs. Also tlie clt~i~lity of tlie records and tlie quirntity of resources i n  tlie register 
provide clues as to adecluacy of tlie resources supplied to the facility. Tlie MO should be 
instructed to periodici~lly review tlie records to assess tlie adecluacy of logistic support. Tlie 
various types of recortls t l i i ~ t  i~re ~nai~itailied at tlie fi~cility i1l.t: covered in tlie section on 
~iionitoring and t.vi11ui11ion. Co~iiplcling the Work Slicets o n  I<esourct: Manage~iient in  tlie 
Supervisory Checklist will provide infor~iiation on liow we1 l resources are riianaged by fiacilily 
staff. 

Meetings. Groups or individual meetings and conferences can help to clarify identified needs 
or proble~ns. They ;ire also useful in pla~i~ii~ig and ~iio~iitori~ig activities. A regularly scheduled 
staff meeting firrcilitates tea~iiwork. Tlie MOIC should be encoulaged to schedule staff meetings 
regi~larly to discuss work loads, resources and problems; iuid to discuss experiences wlietlier 
rewarding, frustrating, or routi~ie. A record of these meetings should be ~nairitained to sliare with 
district supervisors during visits. 

A staff ~neetilig should be held on tlie day of a supel.visory visit so that tlie supervisor may 
discuss liis obse~vatio~is with tlie staff arid involve them in pla~i~iing and rnoriitoring future 
activities. This forurn can also be used to discuss group concerns or needs. 

When an issue concerns one person, an individual conference will illlow for privacy, freedom of 
expressiori arid respect for the individual wliile saving tiliie for tliose wlio are riot involved. 
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AGENERALRULETOFOLLOW 

Discussion of personal matters, discipline and evaluation 
should be tlealt with only in an i~~tlividual meeting. 



MANAGEMENT 

ADMINISTRATION 

Administration is the act of managing an office. So~neti~nes tlie two teniis administration and 
management are used interchangeably. In this course administration refers to tlie operation of 
health services based on government rules and regulations. A district health system based on 
primary health care is a Inore or less self-contained segment of tlie national health system. As 
DHOIADHO you are responsible for the proper functioning of all tlie health facilities in your 
area. Similarly the MO is responsible for the proper functioning of tlie health facility of which 
he/she is in charge. In your position as administrator and supervising officer you should be able 
to provide guidance to the MO on all service and financial matters as per government rules. The 
most common rules are: 

1. Government servants' conduct rules - . PP.  . 0 .. . .. 
L. ~love~nment  servants. ettlclency crr a ~ s c ~ p l ~ ~ i e  rules 
3. Government servants' leave rules 
4. Financial rules and delegation of financial powers 
5 .  General instructioris for drawing and disbursing officers 
6. Pension rules 
7. Provident fund n~ les  
8. Purcllase rules 
9. Travel allowance rules 
10. Medical attendance and rei~nburse~nent rules 
1 1. Local Government Ordinance 

Most of these are available in governlnelit publications. In addition, one of tlie most useful 
guidancelreference materials for an MO regarding health matters is the Medical Manual. 

The DHO also must ensure that: 

All staff report for duty as per govern~iient rules for the winter, summer or 
Rn111azun schedules. ~veryone  works tlie sulne number of hours. Some staff must 
be available to tend to any patients who come after hours or on holidays. The 
attendance register is maintained for this purpose. 

There is sufficient staff available to cany out the activities of the centre before 
approvilig or forwarding leave applications. When there is a staff shortage all 
personnel, including the MO, may have to take on additional responsibilities. 
The staff are paid regularly and on time. The MO is responsible for signing the 
pay bills for all the staff other than doctors. These should be prepared by the 
clerk seven to ten days before the elid of tlie month and submitted to tlie 
DHOIADHO after they are signed. During tlie first week of the succeeding 



month, the clerk should collect and bring the cash to tlie centre. The MO must 
be present at the tiliie of salary distribution to countersign all tliu~nb impressions 
and to certify that paylnent Iias been made in his presence. He  nus st sign against 
the entry in the cashbook t'or tlie total ariiount received and disbursed. 

The annual list of recluir-ernents for instn~ments. cln~gs, ecli~ip~iient, linen, clothing 
and other supplies is prepar-ed i n  October for the following year and submitted to 
the district office. The supplies will be available fro111 the district supervisor after 
sanction of the budget in June. 

Written instn~ctions are available for the distribu~ion of drugs and supplies, as well 
as for elnergency local purchases, when the district office is unable to provide the 
requested ite~ns. 

A dispenser 01. an HT keeps an up-to-date inventory and stock register and is 
responsible for co~lrc t  accounting. 

Vehicles are properly maintained and ii logbook kept. 

A record of staff pelfor~nance is kept and an annual confidential report is 
completed. 

The MO i~n~nediately notifies the district officer and takes any necessary action 
if there are indications of epide~nics or disasters. (See Instn~ctions for Imlnediate 
Reporting of Disease on page 133. 

During your visit, you must observe staff activities under the MOIC and learn how they c o ~ i ~ ~ l ~  
with the above points. You will need to provide necessary instructions, support and feedback. 

COORDINATION 

Coordi~iation means the orderly management of group effort to ~)l.ovitle unity of action in pursuit 
of a comlnon ub-jective. Coordination in the setting of an RHC or B H U  needs teamwork--FLCf 
staff, DHO staff, community resources--in order to meet health needs of the co~ii~nunity. 

For example, when a feverish patient is brought to tlie RHC by his Family, tlie health team must 
work together to make a diagnosis and provide proper treatment. When the doctor exa~nines him 
and suspects ~naluria, he is refel~ed to the laboratory for a blood test. Tlie laboratory technician 
tests his blood and reports back to the MO. The MO prescribes treat~nent and fillally a dispenser 
gives the prescribed drugs. At least four people coordiniited their activities so that a sick person 
could receive treatment: the patient's fu~nily, the doctor, tlie laboriltory technician and the 
dispenser. This is called intra-agency coordination. 



It is often necessary to coordinate with outside organizations as well. This is called inter-agency 
coordination. Inter-agency coordination is essential for successful primary health care and 
irlvolves both health institutions as well as other institutions, such as scl~ools, law enforcement 
agencies, agricultural organizations and others. 

The MO needs support and instruction from the supervisor to coordillate with: 

Co~nmuni ty leaders 
Tehsil or District Headquarters Hospitals 
Other government offices and institutions sucll as schools, WAPDA, 
PH Engineering, the Agriculture Department, Inosques and the police 

MOs usually do well in coordinating their staff within the facility, but often feel hesitant about 
going to other organizations to seek help. ?his attitude and pr;tctice ~ l l ~ ~ s t  change. The district 
level supervisor can bring about a change in the MO's behavioul and  ;~ttitude by assisting in 
'developing a list of the existing resources and organizations in the encntchnlent area. By 
detennining what sewices and products these groups provide and by discussing wit11 them how 
they can coordinate activities and resources, the FLCFs will provide better services to the 
community. 

Health staff can develop a list of specific co~nmunity resources by gathering the following 
infonnation: 

* Identifying infonnation: 

Name of the institution/service . 

Location: Address and landmarks; for example--near the mosque 

Who to contact: 

Name and title of a person 

C What are the require~nents for using this resource? 

Male or female 
Age group 

• Conditions: unemployed, unable to read and write, poor, class eight passed, 
resident of the village, district, etc. 

How can one make use of this resource? 

Apply in person 
Request the service in writing 
Be referred/directctl through the community leader, Pesh Ilnaln, 
government official, MO, etc. 



When are the services of the resource available? 

Usual government office hours 
Specific days of the week or month 
Specific times of the year 
Twenty-four hours a day 

Once the list of resources in the community has been developed, a system for using these 
resources must be devised. Members of various orga~lizatio~ls together will look at how best to 
serve the community. This is coordination. 

The DHO is responsible overall for developing and establishing a working relationship with 
various organizations within the district; while the MOIC is responsible for his/her encatchment 
area. The MO, especially, should establish a referral system from the union council to the RHC 
and from the RHC to the hospital. Developing this referral system will better serve the 
coln~nuni ty. 

The MOIC, in consultation with the DHO, shou'ld carry out the following steps to develop a 
referral system for the proper utilization of existing resources. 

The MOIC or his designated staff meet with the decision-making officials of each 
agency and develop a systeln of referral. 

Once the re fe~~a l  system is developed, the MO assists centre staff and the 
comlnunity to make appropriate use of the systeln. 

Meetings with officers from referring agencies should be arranged to exchange 
experiences, to compliment each other and to rectify any weak areas. The DHO 
should be present at some of these meetings. 

The MOICs are not given any tlxining in Inanagelnent and supelvision yet have tremendous 
responsibilities in this area. You must provide support during your visits to the facility so that 
hisher skills i n  supervision improve. 

MONITORING AND EVALUATION 

Monitoring means watching the progress, achievements and standard of work of a programme. 
Monitoring can be done by every staff member with the help of a checklist, individual or group 
discussion and by reviewing records and reports. The first two items have been discussed. 

Records and registers are the memory system of the facility and reports are the information 
systeln. Both records and reports are used to collect data on service delivery, resource 
management and coln~nuni ty health needs. 



Recently, the Federal Ministry of Health in collaboration with the PI-ovincial Health Depart~nerlts 
has developed a comprehensive Health Management Information System for First Level Care 
Facilities (HMISFLCF). A consensus has been reached during three consecutive National HMIS 
Workshops to replace existing forms and registers in first level care facilities by a revised set of 
data collection instruments (See table on page 35). For all these data collection instn~ments, 
detailed instructions have been developed and gathered in  a co~nprehensive Instruction Manual 
for First Level Care Facility Staff. 

At the district level, three data collection instruments have developed: 

DRl - Supervisory Checklist 
DR2 - Training Register 
DR3 - Personnel Management Register 

Under the new HMISFLCF a simplified reporting system will be used. Only three reports will. 
be sent from the facility level. 

FF 1. Immediate Report Reports on an immediate basis on disease outbreaks. In-charge of 
FLCF is responsible for filling in and triansmission. 

FF 2. Monthly Report Reports comprel~ensive data on priority diseases, health care 
activities provided, and resources. In-charge of the FLCF 
supervises filling in and transmission. 

FF 3. Yearly Repon Repons data for which more frequent reporting is not necessary; 
e.g., buildin~equipment/transport, drugs/vaccines/supp1ies and 
population data. In-charge of the FLCF supervises filling in and 
transmission. 

From the ~ i s t n c t  level, one report will be sent: 

DF 1. Quanerly District 
Report Repons on data collected at the district level: data from 

Supervisory Checklists, data from Household Based Surveys, and 
data on personnel postings and training. DHO supervises the 
filling i n  and transmission. 



Data from FLCFs and district level reports are used to assess work progress in relation to targets 
or schedules, availability of staff and their perfonnance, adequacy of the resources supplied and 
health service utilization by individuals in the community. This inforli~ation is also used for 
planning and budgeting. It must be accurate and current. The district level supervisor works with 
the MOIC to assure proper collection and transmission of these reports. For proper planning the 
supervisor also needs to make sure IiisPier office staff properly completes tlie Quarterly District 
Report and forwards i t  as scheduled. 

Detailed instn~ctions for use of tlie Supervisory Checklist will be given later in this module. 



FLCF-Based Data Collection Instruments 

INDIVIDUAL PATIENT 1 CLIENT RECORD CARDS 

OPD Ticket 
Referral Form 
Mother and Child Health Card 
Family Planning Card 
Investigation Request Form 
TB Facility Card 
TB Patient Card 
Chronic Disease Facility Card 
Chronic Disease Patient Card 
Immunization Card 
IDD Card 

FACILITY RECORD KEEPING 

- SERVICE DELIVERY REGISTERSICHARTS: 
FR1 - OPD Register 
FR2 - Abstract Register for Priority Diseases 
FR3 - Child Health Register 
FR4 - Mother Health Register 
FR5 - Family Planning Register 
FR6 - TB Register 
FR7 - IDD Register 
FR8 - Laboratory Register 
FR9 - Daily EPI Register 
FR10 - Permanent EPI Register 

:AGILITY RECORD KEEPING 

I - ADMINISTRATIVE REGISTERSICHARTS: 
FR11 - Population Chart of Catchment Area 
FR12 - Birth Register 
FR13 - Stock Register: MedicinesISupplies 
FR14 - Stock Register: EquipmentIF rniturellinen 
FR15 - Meeting Register < 
FR16 - Daily Expense Register 
FR17 - Attendance Register 
FR18 - Log Book 
FR19 - Stock Register: Vaccines 



L PROBLEM S ~ L V I N ( ;  

Despite the fiict t1i;lt tlirougliout our lives we are required to solve problems, we do not always 
do a good jc;b of it. We fall into easy habits of juniping to conclusions, or avoiding proble~iis, 
or passing our problems on to so!iieone else. Folzunately, there has been progress in tlie area of 
systematic problelii solving tliat lielps one to avoid these mist~tkes. 'file problem solving process 
has been examined and broken down into a series of steps tliat, if followed, will speed the 
solution of most common lic;~l~li service proble~iis. 

There are olily a few basic steps in tlie problem solving process but tliese may be expanded to 
additional steps if a problem is complex or difficult. We will start with the four basic steps and 
expand upon them as necessary: 

1. Finding a problem 
2. Understanding tlie cause of the problem . 
3. Generating a solution that responds to tlie cause of tlie problem 
4. 11nplementin.c that solution 

With the Supe~visory Checklist these four steps are often sufficient ils the streng~li of tlie 
checklist is tliat it  finds problems and states the111 in ter~iis ~ l i i i t  l ~ i ~ d  directly to an ~~nderstanding 
of the cause of tlie problem and how to solve it. 

For example: if tlie problem is tliat tlie MO does not clieck on the immi~nization of eacli cliild 
lie sees and tlie cailse of that problern is tliat lie didn't know lie was supposed to do tliat, the 
solution is to tell tlie MO that lie sliould ~iiake tliat clieck for every cliild. This example ]nay 
seen1 trivial because the solution is so obvious. However, wlien proble~iis are found in  sucli 
concrete terms. the solutions often are obvious and easy to iliiplement. 

Problem solving becomes Illore complicated wlien we move away froni tlie checklist (and there 
are soliie problems tliat might be identified by tlie checklist where tlie solution is not direct and 
easily seen). The number of proble~ii solving steps can grow cluite long for co~nplex proble~ns 
where the causes are obscure, tlie possible solutions are numeroils, and our knowledge about tlie 
effectiveness of tlie possible solutions is limited. Of course one wants to solve il problem in  tlie 
fe~vest steps possible. 'To avoid perfomling ~~~~~~~~~~~~y steps. tlie st~pe~visor,  or other problem 
solver, can ask Ilimself a q ~ ~ e s t i o ~ l  at the conclusion of eacli step to see if Ile llas to perfonn 
intermediate steps or can just do the main steps. The steps and cluestions are tlte following: 



Step 1. Define a Problem 

A problem is identified by using one of the checklists, by i~lterviewi~lg patients as they leave the 
clinic, from comments of staff, or from the HMIS. 

Question: 1s the problem stated in operational tenns? Not in terms of a preferred solution (e.g., 
lack of a laboratory); and not in vague or abstract tenlis (e.g., poor co~~i~iiunication, weak 
counseling, inaccurate diagnosis). If the problem is not stated in operational tenns, the supervisor 
must keep asking why and what until he has defined the problem in concrete behaviors. For 
example, "Why do you say communication is poor?" If the answer is tliat tlie person doesn't 
receive the information she needs, ask, "What needed infoniiation don't you receive?" and so 
on. 

When the supervisor is satisfied tliat the problem is stated as concretely as possible, then he may 
proceed to the next question. 

Question: Are tliere more detected proble~ns than can be addressed right now'? The cliecklist 
will find lots of proble~iis and tlie supervisor will frequently be faced witli more problems than 
he can deal witli in one visit. If there are too many problenis to deal witli, tlie supervisor ~ i i ~ ~ s t  
establish priorities among tliem to reduce the nuniber of problems to a nuniber tliat can be dealt 
with now. This is done by rating the probleliis on tlie basis of factors tliat the supervisor and 
staff believe are relevant to tlie problems tliey have found. Some c o ~ i ~ ~ l i o n  factors for rating 
problems include: 

a Importance - is the problem an ili~portalit one in that it either is concer~ied with an 
activity that is done a lot in ;lie cli~iic (therefore the problem affects Inany people), or tlie 
problem is found in a critical activity tliat if done wrong, can have grave liealtli 
consequences for patients? 

a Visibility - is the problem one that people call see? If they cannot see the problem or its 
effects, tliey will be less interested in solvillg it. 

a Feasibility - is it I-easonably possible to solve this pi-obleni? Some problems -- but fewer 
than many people believe -- require resources to solve tlie~n; if those resources are not 
available then it is not feasible to solve them. 

a Fast tuni-around - can the problem be solved quickly while people are still interested in 
it? 

a Appeal - does the problem appeal to staff becaust: it affects tliem personally or they feel 
professionally concerned ahout it? 



Question: Is the problem stated in terms of an outcome (e.g., 40 percent of blood slides are 
inaccurately read) which is the result of a process (in the blood slide exa~nple tlie process would 
extend from collectioii of the blood sa~nplz to final recording of the results) or in terms of a 
behavior (e.g., the technician does not know how to adjust tlie scope)'? If the problem is the 
result of a process, then that process must be taken apart so that the activities that make up the 
process can bk individually examined to see which one(s) cause(s) the problem. 

Step 2. Understand the Cause 

In a many instances where the problem has come from using the checklist, the cause will be 
immediately evident. For example, blood slides are not made because there are no slides 
available. More often, however, the supervisor will liave to dig a little to understand the cause. 

Question: Is the cause of the problem obvious? If it is not, the problem solver will have to 
collect data to generate possible causes. 

Ouestion: After collecting infonilation on causes, does the information suggest the possibility 
of more causes? If so, then tlie supervisor must collect additional data on the newly discovered 
possible causes. 

Ouestion: Have data been collected to the point where educated guesses ]nay be comfortably 
made about what truly lies beneath the problem? If yes, select the most probable cause(s). 

Step 3. Generate a Solution 

Once the most likely causes have been brought to light it  may be relatively easy to generate 
possible solutions. 

Question: Is tlie solution to tlie problem obvious from the cause? A cause of a problem which 
is lack of knowledge implies tlie obvious solution of training. However, a problem that is caused 
by a lack of motivation does not have an obvious solution. If tlie solutions do not come naturally 
from an understanding of tlie causes, the supervisor will liave to generate a list of possible 
solutions. 

Question: Are more solutions generated than can be implemented? If yes, then the supervisor 
will have to select tlie most promising solutions. This lnay be done by prioritizing them. 

Question: Can tlie solutions be prioritized? So~netimes we find we know so little about the 
effectiveness of tlie different possible solutions that we cannot choose among them. If the 
solutions c a n m  be prioritized, tlie supervisor has to collect data on tlie effectiveness of the 
proposed solutions. This information may come from experts, froin s~~ia l l  field trials, etc. 



Step 4. Implement the Solution 

The implementation plan should be spelled out in the solution. If the supervisor has worked with 
the clinic staff in  generating solutions and selecting the preferred solution, i~nple~nentation will 
be easier. 

Question: Is there any uncertainty about the effectiveness of the solution? If the cause of a 
problem was a broken microscope and the solution was to replace it, we can be pretty sure that 
the solution will be effective and no special follow-up is required. If, however, the problem was 
low vaccination coverage and the solutions being implemented were several, follow-up may have 
to take place on two levels. First, conduct special follow-up on the indicator that best reflects 
the problem as originally defined. If the problem was low vaccination co~npletion rates, then that 
is the indicator that should be checked. 

Question: Was the problem the result of a process? If so, in addition to assessing the indicator 
associated with the problem (e.g., vaccination co~npletion rates), you also have to study indicators 
that tell whether the solutions were properly implemented. For exa~nple: if, in an attempt to 
improve vaccination co~npletion rates, one of the solutions is to have each mother repeat the date 
of the next vaccination and point to that date on a calendar, then you should check to see if 
mothers are being asked to do that and whether, in fact, they are able to do it .  

Question: Are the results of these evaluations positive? If not, go back to step 2 and repeat the 
cycle. 

The point of all this is that a problem may be solved by racing througll the four steps when the 
problem is simple and the solution self-evident. Or the problem can drag through 17. steps if 
the answers to the qi~estions posed along the way so dictate. 



SUPERVISORY CHECKLIST 

The Supervisory Checklist is a district level data collection instrument for assessing the 
operational status of FLCFs within the encatchment areas. This is a tool for you to use not only 
in assessing but in planning, implementing and monitoring preventive and curative health 
activities so as to bring about an i~nprove~nent in the quality of health care delivered by the 
FLCF, specifically in the area of child health services. 

The Supervisory Checklist has two parts: a set o f  worksheets, and a summary. 

The set of worksheets contains 15 worksheets, 9 for assessment of quality of care delivered for 
priority health proble~ns, and 6 for assessnient of resource ~nanagement. You will first use 
relevant sheets from this package to assess the ficility and staff pe~.formance. Your final scores 
from each of the case Illanagement or resource ~nanagement sheets are then copied on the 
siirnmary. 

The Sum~narv consists of four pages. The first page contains the iderltifying i~lfor~rration on the 
institution to be visited and a supervisory visit prepal-ation section for that institute. The second 
page covers individual case ~n:lnage~nent and provides irlfor~natio~l on the quality of care on a 
three-point scale: poor, insufficient and appropriate. This page can be filled i n  only after 
colnpleting the Individual Case Management Work Sheets 1 through 9 of the first set. The third 
page is on resource management assessment and provides infol.mation on the adequacy of 
equip~iient, personnel, procedures and record keeping. This page can be filled in only after 
co~npleting the Resoilrce Manage~nent Work Sheets 1 through 6 of the first set. The last page is 
for noting feedback on the visit. 



HOW TO USE THE SUPERVISORY VISIT FORMS AND CIIECKLIST 

Previsit Activity 

1. In piaeparing for a visit to a facility, be sure to have both parts of the checklist, the 
worksheets. and the sum1nary. 

2. Fill in the identifying infonnation on the FLCF you are going to visit. 

3. Photocopy from the Personnel Register, and take along the most recent personal status of 
that facility. 

4. Fill in the date of your previous visit. This information is in your Supervisory Checklist 
used on the last visit or in your diary. 

5 .  Study the Supervisory Checklist used on the previous visit: 

* List all actions taken for that facility since your last visit. 

* List any special needs or proble~ns that you noted on your previous visit and any 
that have come to your attention through reports, co~nplaints or suggestions froin 
any source. These issues should be checked on during the current visit. 

6. Mentally review the needs of the facility and make a list of any other requirements you 
need to address. 

On site 

Preparation 

1. Review your list on the preparation sheet. 

2. Decide what particular activities and/or areas you are going to assess. 

3. Take out the relevant Work Sheets on Individual Case Management and/or Resource 
Management. 

Observation 

4. Explain to the staff that, as part of your supervision, you are going to observe facility 
activities. Instruct them to carry on with their normal routines. 



5. Based on your observation, complete the work sheets. 

6. Assign a final assesslnerlt score. 

7. Continue the same approach in  same room or with same staff, as time allows, until you 
have filled out all the work sheets you had planned to use on this visit. Assign a final 
assessment score for each work sheet. 

Documentation 

8. Transfer your final assessnlent ratings from the work sheets to the summary checklist i n  
the appropriate sections of the Individual Case Management and Resource Management 
sheets. 

9. On the last page, Feedback On The Visit, summarize your findings. Note down points to 
bring to FLCF staffs' attention. Refer to this suln~nal-y checklist when discussing the 
status of the facility with the staff. 

Intervention/Discussion (using problem solving approach) 

10. Conduct a group meeting. Infor~n the staff of the following: 

Note improvements since the last visit. Compli~nent the staff on their 
achieve~ne~l ts. 

B. Proble~~isheeds identification 

List all problems you identified on the previous visit that still need further 
improvement. 

Ask for any proble~ns the staff want to list. Also add to the list those 
problems/~leeds you observed during this visit. 

Discuss possible causes. 

Priori tize the list of problems. 

Discuss possible solutions. 



C. Agreed upon plan 

Ask first for staff's input on how identified needs/problems should be 
managed. 

Give your recommendations/decisions. 

Decide on the staff's and the supervisor's responsibilities to resolve the 
identified problems within a specified time frame. 

D. Review the problerns and plan with the staff. 

E. Infonn the staff on the date of your next visit. 

Conduct dernonstration or training where and when feasible. 

After  the visit 

Report 

11. Complete the checklist. 

12. Make a list of and plans for activities to be carried out. 

13. File your checklist. 



I .  You will observe two role plays - First: a supervisory visit to an FLCF using the 
conventional appro;rcl~. Second: a visit using the Supervisory Checklist. Disciiss which 
one is Inore effective. 

2. Use the Supervisory Checklist in different types of first level care facilities as explained 
by the trainers. 



Supervisory 
Checklist 

INSTRUCTIONS 

September 1 ,  1992 



GENERAL INSTRUCTIONS 

The supervisory checklist is a district level data collection instrument intended to improve quality 
of patient and facility management in first level care facilities. 

1. Purpose 

1.1. To help supervisors at the district level to assess as objectively as possible quality 
of case management and of resource management in first level care facilities under 
their responsibility. 

1.2. To serve as a tool for continuing education of the staff in first level care facilities. 

1.3. To provide to divisional, provincial, and national public health managers the 
necessary data for monitoring quality of care in first level care facilities. 

2. Users 

The supervisory checklist can be used by all types of district and tehsil/taluka level supervisors, 
such as District Health Officers (DHOs), Assistant District Health Officers (ADHOs), Taluka 
Officers, Assistant Health Inspectresses (AHTs), Field Supervisory Medical Officers (FMSOs), 
etc. 

It can be used simultaneously by several supervisors, e.g. ADHO for curative care, AH1 for 
m;~ternal care etc. At the end of each quarter, the checklist should be available to the District 
Health Officer so that he can draft the Quarterly District Report. 

3. Presentation 

The Supervisory Checklist for First Level Care Facilities provides summary statements on all 
activities performed in the first level care facility. It first gives a framework for the preparation 
of a supervisory visit. I t  then has a Section 1 on Case Management, and a Section 2 on Resource 
Management. Finally i t  gives a framework for the provision of feedback to the health facility 

. staff. 

Following are a series of work sheets permitting the supervisor(s) to assess in detail the 
pt.rforn~;i~lce of t11e I1~';1ltl1 staff for e;ich of the activities in case management and in resource 
management, so that the statements given in the Supervisory Checklist can be made more 
objective. 
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WORK SHEETS 

Section 1: Individual Case Management 

Following is a series of work sheets permitting to assess quality of care provided lo p?tients/clients for priority health 
care activities: 

1. Sick child Under Five 

1.1 General Child Care 
1.2 Diarrhoea1 Disease Case 
1.3 . Acute Respiratory Infection Case 
1.4 Management of Nutritional SL?tus 
1.5 Management of Immunization Status 

2. Growth Monitoring in Child Under Thrcc 

3. Immunization Session 

4. Prenatal Care 

5. Delivery Care 

6. Postnatal Care 

7. Neonatal Care 

8. Family Planning 

9. Tuberculosis (follow-up) 

Assessment by the supervisor is performed through observation of the health care provider in action (except for 
tuberculosis). During his supervisory visit, the supervisor selects a numbcr of c;lses to he observed and uses the work 
sheets to make a detailed check on the case managerncnt. For most of the priority hcalth carc activities, stnndard case 
management guidelines are available and can be consulted in addition to thc work shects. 

For each health care activity, observalions on a maximum of five cases can bc rccortled. For e;lch item, write in the 
appropriate box, one of the following scores: 

YES: Item was correctly performed by the staff 
NO: Item was not or incorreclly performed by the staff 
NA: Assessment of this item was not applicable for this particular casc 

At the end of the work sheet, 'Yes' and 'No' scores are totalled, and the percentage of 'Yes' scores out of the total 
'Yes' and 'No' scores is calculated. These percentages can then be transferred to (he supervisory checklist. 



Section 1: Individual Case Management Institution Name: 

Work Sheet I: Sick Child Under 5 

Name of Supervisor: 
(if differertr from'frortr page) 

Date of Supervision: 
(if rlifferertr porn fro~tr page) 

i I I i I I 1 3.3 Looks at condition of nose, mouth, ear 
I 

Case 1 Case 2 Case 3 Case 4 Case 5 

Work Area Set: [? 
Y N 

Name of SL~ffi -, 

I 

! I I 
3.4 Looks at chest indrawing 

3N 

4. 

3.5 

3.6 

3.7 

3.1 

4.1 

4.2 

L 

1. 

1.1 

1.2 

1.3 

9 -. 
2.1 

2.2 

2.3 

2.4 

2.5 

I1 

Counts respintion 

Takes skin pinch 

Takes tempemture (if indicated) 

Checks Immunization Card 

Takes weight (child under 3) 

Classification 
Was child correctly classified? 

ARI case 

Diarrhoea case 

4.3 

: 1 

Previous  bag^ B 

Rapport 

Was mother greeted? 

Was mother asked to sit down? 

Was mother asked reason for coming to the facility? 

History 

Asks for age of child 

Asks change in eatingtdrinking pattern 

Asks change in bowellurine output 

Asks for change in activity 

Asks for other symptoms 

Asks for child's immunization status 

I 

Case with other symptoms 

4.1 

1N 

I 

4.4 , Case with no symptoms 

According to need for vaccines 

According to nutritional staus 



Case 1 Case 2 Case 3 Case 4 Case 5 

5a 1 ~ a n a ~ e r n e n t  

5.1 Were child's needs correctly managed? 

I According to WHO protocol for ARI case 

1 According to WHO protocol for Diarrhoea cow 

5.2 Refers complicated case appropriately 

5 N  ]V Manages correctly nutritional needs of child 

6 1 Advice 1 I 1 1 1 I 
6 . 4  ~ x ~ l a i n s o  parents findings of child's condition 

- - 

I -- 

- 

6.2 Explains needlno need for drugs 

6.3 / Explains when to bring back the child 

1 
- - - 

7.1 ( Gives appointment for next visit 

6.1 

6 N  

7.2 1 Checks if mother has well 
1 given md date of next appointment 

8. Reporting 

8.1 Completes MCH card 

Gives appropriate immuniziition advise 

Gives appropriate nutritional advise 

8.2 ! Completes OPD Register 1 

7 I Follow-up 

8.3 1 Uses R e f e d  Forms 1 
- - - 

For General Child Care (all cases) 
IVrite rlrcn~ber of 'Yes' scores over tom1 nuntbcr of 'Yes' arid 
'No' scores 

For ARI Cases 
IVrite rlunlber of 'Yes' scores ovcr total rruntber of 'Yes' nrrd 
'No' scores 

For Diarrhoea Cases 
IVrire number of 'Yes' scores over total nrtntber of'Yes' nnd 
'No' scores 

For Immunization Management (2.1 1* 6.1) 
\Vrite number of 'Yes' scores over- total rlrtntber o f  'I' scores 

. Total 'Yes' 
Total 'Yesl+'No' 

I 

For Nutritional Management ( 2 3  -* 6.N) 
IVrite rlumber of 'Yes' scores ovcr roml nrtntber of 'N' scores 

- - -- 

Final Assessment: Percentage of 'Yes' scores out of total 'Yes' and 'No' scores: ! 

General Child Care: 

ARI Case: 

Diarrhoea Case: 

70 i 

96 I 
7 

Immunization Management: 
- 

Nutritional Management: 

I 

% - 
9 6 ,  



Work Sheet 2: Growth Monitoring in 
Child Under Three 

Section 1: Individual Case Management 
Inslitulion Name: 

Case I Case 2 Case 3 Case 4 Case 5 

Name of Supervisor: 
(if differet~t from front page) 

Work Area Set: a / Name of Stall: -+ I 

Date of Supervision: 
(if differet~l from fronl page) 

1. I Tares scale to 0 at the beginning of the 1 weighing session 
I 

2. ' A s b  mother for MCH card and if first 1 time. issues m MCH card 

! 
3. i Determines age of child as precisely as 

' possible 

4. ' Undresses the child before weighing I 
i 

6 .  ; Records age correctly on MCH card 
I 

5. Reads weight correctly 

7. (Records weight correctly on MCH card 
I I 

-7 

8. Explains result to mothers 
! 

I 9. Tdks about need to maintain breast-feeding / 
1 or good weaning practices I I I I I I 

11. ' A s b  mother if she had any questions about I 
I child's status 

i 

10. / Explains mother if child needs speci;~] 
1 feeding or other attention 

- 

Total 'Yes' 
Total 'Yes'+'h'o' 

12. 1 Gives appropriate appointment for next , p+---h 
Write number of 'Yes' scores over tola1 ,lumber 
of 'Yes' and 'No' scores. 

I I I I I I 

I 

Final Assessment: Percentage of 'Yes' scores over total 'Yes' and 'No' scores: 

I 

. .- .. -- 



Work Sheet 3: Immunization Session 1 1 
j Section 1: Individual Case Management 

Name of Supervisor: Date of Supervision: 
(if direrent from front page) - (if differe,it f,atn front page) 

-. 

lnslilulion Name: 

Case 1 Case 2 Case 3 Case 4 Case 4 

Work Area Set: 0 
Y N 

Total 'Yes' 
Totnl 'Yes'+'NoS 

Name of Slall: -t 

2. 

PREVIOUS PAGE BLANK 

1. 

- 
Uses correct syringe and needle 

Uses sterile needle and syringe for each 
injection 

- 

3. I Gives injection at the correct place 
I 

4. Uses the correct route for injection 
I 

Final Assessment: Percentage of 'Yes' scores over total 'Yes' and 'No' scores: 

I 

5 .  

-- -- 

Records dates of immunization on 

. 

I 

- -- 

1 appropriate cards and registers 
1 

6.  /Informs mother when the child needs to be 

-- 

- - - - - 

I 

-- 

7. 

8. 

9. 

' 10. 

brought back 

Asks the mother to repeat the instructions 
to assure that she understood 

Rinses and sterilizes reusable syringes and 
needles 

Discards disposable syringes and needles 

Discards opened vials of vaccines 

. 

- - - 

I 

I 
&- 

Write taumber of 'Yes' scores over total ~~rrtnber 

of 'Yes' and 'No' scores. I 



i Section 1: Individual Case Management Institution Name: 

Work Sheet 4: Pre-Natal Care 
I 

; 4.3 1 Identifies any need for referral 1 I 1 1 I . 1 

I 
I Name of Supervisor: Date of Supervision: 

(if r~ifferetrt from frotrt page) I -- 
(if r~ifferetrt fiott~ front page) 

Case 1 Case 2 Caw 3 Caw 4 Case 5 

,5 .  1 Management I I 1 1 1 I 

Work Area Set: rl n 
Y N 

1 5.1 Provides routine drugs (FFC) 

j 5.2 Completes TT vaccination 

; 5.3 1 Manages problems by protocol 1 1 I I I I 

Name of Swfl: --+ 

' 6. (Advice I 1 1 I I 1 

1. , 1.1 

1 1.2 

2. 

2.1 
r 

, 2.2 

2.3 

1 3. 

/ 6.1 (Advices on feeding qnd rest I 1 1 I 1 1 

- -  

Rapport 

Friendly attitude 

Listens carefully 

History taking 

Checks medical/obstetric history on first visit 

Asks for last menses 

Probes into complaints 

Examination 

-- 

i 6.4 Explains signs of labour I 1 I 1 I 1 

I 3.1 
i 

3.2 / 3.3 

3.4 

4 .  
; 4.1 

' 4.2 

I 6.2 

i 6.3 

1 6.5 I Explains how to conduct home delivery 1 I 1 1 I 1 

Checks pelvis on first visit 

Checks BP, weight, oedema, urine 

Checks fundus height 

Checks position baby >32 wks 

Classification 

Assesses gestation period 

Identifies correct risk level 

W m s  for smoking & drugs 

Advices place of delivery 

/ 6.6 / Advices emergency action I 1 1 I I I 

1 7.1 1 Gives appointment for next check-up I I 1 I 1 1 
1 7.2 C o n f i s  date of next visit 
1 

18. Reporting 

PREVIOUS PAGE BLANK 

8.1 

8.2 

Final Assessment: Percentage of 'Yes' scores out of total 'Yes' and 'No' scores: 
pap- 

I 
-- 

Completes MCH card 

Completes Mother Health Register 

Write number of 'Yes' scores over total number of 
'Yes' and 'No' scores. 

- - 
I I 

_I - .. _ --- - -_- 

I 
_. . . -- 

I 

Tad *YCS'+*NO' 





Work Sheet 6: Post Natal Care -+ - -- - --I 
Section 1: Individual Case Management 

Name of Supervisor: Date of Supervision: 
(if different front front page) 

-. 
(if different from front page) 

- --- -- -- 

Ins~itu~ion Namc: 

Case 1 Case 2 Case 3 Case 4 Case 5 

Work Area Set: Name of Staff: + 

Y N 

1.1 / Friendly attitude I I I 1 1 1 
2. 1 History taking 

2.1 / Reviews history using MCH card 
- - 

2.2 1 Determines maternal risk factors 

3. Examination 
---- -. .- . 

I 3.1 Checks pulse and temp 

3.2. Checks breasls, palpate abdomen 

3.4 ; Checks legs forthromboses 

4. ' Classification 

4.1 Identifies postnatal risklproblem 1 1 I 1 1 I 
4.2 Identifies need for referral 1 1 1 I I . I  

5.2 Manages puerperal pyrexia I 1 I 1 1 1 

5 Management 

5.1 Provides routine care (protocol) ! 

7 I Follow-up - 
7.1 Explains any high risk 

6 / Advice 

6.1 !Promotes breast-feeding 

6.2 1 Explains breast and lochin care 

7.2 1 Confms  date of next visit I 1 1 I 1 I 

-- 

Final Assessment: Percentage of 'Yes' scores out of total 'Yes' and 'No' scores: 2. .!I 

6.3 1 Counsels for family planning 
.- L 

8 ! Reporting 

8.1 1 Completes MCH card and Mother Health 
1 Register I 

Write number of 'Yes' scores over total nrr~nbrr 
of 'Yes' and 'No' scores 

PREVIOUS PAGE BLANK 

pp . - - -- 

. 

I 

-- 

I I 



I Section 1: Individual Case Management Institution Name: 

1 Work Sheet 7: Neonatal Care 
I -. -- - -- . -- 

I 

1 

! Name of Supervisor: 1 Date of Suprvisinn: 
I (if differetl I frotn frotll page) (if' clifleretr I from fro111 page) I- - - - - - - -. -. --- -- - 

Case 1 Case 2 Case 3 Case 4 Case 5 

i Work Area Set: Name of Staff: + ' 
I 

j Y N  
I 

( 1. Rapport -7-7--l---~-- 
i 1 .1  ( Shows interest in baby I ( 7 - m  

1.2 Keeps it on mother lap 

12.  ist tor^ 
1 2.1 Checks birth weight on MCH card 

i 2.2 Ash  feeding history *':;I 
i 2.3 A s h  immunization history 

i 3. Examination 

/ 3.1 Checks respiration, pulse, temp 

I 3.2 Checks jaundice - 4 - 1  
3.3 Checks umbilical stump 

I 3.4 Weighs and notes weight change 

4. 1 Classification 

4.1 ( Identifies neonate's risks 

I 4.2 Determines weight g i n  since hinh 

4.3 ( Identifies major problems 

4.4 / Identifies need for referral 

5 Management 

5.1 1 Provides routine care according to protocol I I 1 I I 1 
5.2 Manages respiratory distress 

6 1 Advice 

6.1 Encourages breast feeding 

6.2 ( Advises on immunization 

7 1 Follow-up 

7.1 1 Explains any high risk 

7.2 Confirms date of next visit 
- -- - 

8 Reporting 
-- - - - - - - -- . - . 

8.1 Completes MCH card and Child Health T d a l  'YC,' 1 Register Tad 'YCS'+'NO' - -- - - 
LVrirr number of 'Yes' srores owr lorn1 t~rttnhi~r 
of 'Yes' and 'No' srores I I I I 

_ _ _  L -  -- - 

Final Assessment: Percenl:rge of 'Ycs' scores out of lolal 'Ycs' and 'No' scorcs: 
. - - - - - - 

96 
- 
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' Section 1: Individual Case Management i 
I 

Work Sheet 8: Family Planning 

lnslilulion Name: 

1 Name of Supervisor: Date of Supervision: 
(if rliJJere11t fioin front page) - I -. . -- . (if cIifJfren/ frort~ fionr page) 

.- 1 

PREVIOUS PAGE BLANK 

Case 1 Case 2 Case 3 Case 4 Case 5 

I 

/Work Area Set: n I Y N 

Name of Sufk + 
-- 

j I .  
! 1.1 

/ 1.2 

12. 

[ 2.1 

( 2.2 

- 

Rapport 

Friendly attitudelapproach 

Effective communication 

History 
-. 

For selection of couple 

For determination of method 

-- - - 

-- -- -- 

! 

I 3.3 
3.4 
3.5 

1 ' 4. 
4.1 

4.2 

5 

5.1 
6 

--- 

Breasts 

Genital tract 

C~rculatory syslemlveins 

Classification 

Asks for couples preference 

Agrees on appropriale method 

Management 

Prescribes correct dose(s) 

Advice 

pp 

- - - 

- 

- - - -- 

- 

- .- - 
Final Assessment: Percentage of 'Yes' scores out of lotnl 'Yes' and 'No' scorcs: 

-. - 

.- -. 

I 7.2 

7.3 

18 
, 8.1 

I 

I 8.2 

-- 

~old  'Ycb'+'No' 

I 

- -- 

I 

Where to go for re-supplies ----- 
Confirms date of next visit 

Reporting 

Completes Family Planning portion of 
MCH Crud or Family PlnnningEPI C:ud 

Completes Fmily Planning Register 

1 
I 

- 

/ lVriv nrunber of 'Yes' scores over 1 0 1 1  1111tt1ber 
of 'Yes' ar~d 'No' scores 

I 



Section 1 : Individual Case Management Institution Name: 

I Work Sheet 9: Tuberculosis (follow-up) I 
Name of Supervisor: Date of Supervision: 

(u clri7ere11l from fronr pnge) (u cliffererrr from fronr page) 
. . 

VerVy rhe Tr~berculosis Regisrer a~rdfive lirherrulosis Fadlily C(rr(ls presetlrly in rrse. For rcrch cnrd, ntlsuvr rhe follouit~g qrrr.nio/r~ 
by Yes. N o  or NA 

Case 1 Case 2 Case 3 Case 4 Case 5 

r Name of Sufl. -) 

Work Area Set: 

9.1 

Wrire nrunber of 'Yes' scores over rornl tlarihn. 
of 'Yes' n t ~ d  'No' scores. 

Was the patient correctly registered in [he 

I 9.2 Was address filled in so that patienl could 

Final Assessment: Percentage of 'Yes' scores out of total 'Yes' and 'No' scores: 

i 1 Tuberculosis Register? 
I 

9.3 

9.4 
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be traced? 

Where default actions taken according to 
inslruclions? 

-- 

Where spulum smear controls performed 
1 according lo instructions? 

9.5 , Where appropriate, was the final status of 
, the patient recorded and registered in the 
Tuberculosis Register? 



Section 2: Resource Managenlent 

Following is a series of work sheets to assess resource m'magement by the health care st:ifk 

1. Labohtory 

2. Community Development Activities 

3. Personnel Management 

4. Cold Chain Management 

5. Physical Resources Management 

6. Record Keeping System 

These work sheets can help the supervisors to make a final assessment on the management of various resources by the facility 
staff. The results are transferred to the supervisory checklist. 
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1 Section 2: 
I 

Resource Management 
Institution Name: 

I Work Sheet 1: Laboratory ~ 1 
I (only for centres with equipped laboratory) 

I 
- - - -- -- - --- - - --I 

I 

, Name of Supervisor: 
, 
I (if d#erer~l from fi'onl paxc) 

Date of Supervision: 
(if rliffermr fronz frorrr page) 

-- -- 

Verify Status of Microscope 

1.1 Is the existing microscope in good working 
condi lion? EKlu NA Y N 

1.2 Malaria Slides 

Choose 10 slides examitled in the preceding month. Re-examir~e the slides nrrrl trote rlre resrtlts. Cross 
check the resrclts wirh those recorrlerl in  the Laboratory Register. 

No. of slides with correct result r - 7  
Percentage of slides with correct result D 

1.3 Sputum AFB Slides 

Choose 10 slides exanuncrl in  the precerlit~g morrth. Rcexarrur~e the slirlrs n11r1 rrote tlrr rrsnlts. Cross 
check the results with rhose recor(ler1 i r ~  the L(~borfltory Register. 

~ o . ' o f  slides with correct result r-1 
Percentage of slides with correct result IT! 
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Work Sheet 2: Community Development 1 1 
Section 2: Resource Management 

lnstilulion Name: 

Name of Supervisor: Date of Supervision: 
(if rlifferet~t fr'ottt fr'otrl page) (if rliff(~ren/ fron~ frot~t page) - -.-.. --~--- -. ~ . 

Activities 

2.1 Is population chart posled visibly? UL i 
Y N- 

-- 

2.2 Has i t  been updated for lhis year? L-1 
Y N  

2.3 Is a map of the catchment area posled visibly? 

2.4 Are the most imporlant villages of the catchment area plotted on the map? 

2.5 Does staff actually know the target populations for various aclivities'? CTl 
Y N 

2.6 Is the following health education malerial displayed in (he cenlre? 

On Oral Rehydration 

On Vaccination Program fl C I  
Y N 

On Breast feeding 

On Appropriate Weaning Pracliccs 

On Family Planning 

\'et.ify Meeting Register 
2.7 Were meetings with commu~~ity lcntlcrs or wilh Ilcalth committees held during the I:al quiulcr? 

2.8 Were Health Education sessions hcld in surrounding schools during the Inst quarler? 

It1 health facilities with female staff (WMO, UIV.  FIIT) 
2.9 Does the staff maintain regular contacts and supcrvisc thc TBAs in the villages of the catchment 

s e a ?  

Write number of 'Yes' scores over lotrrl tlttmber of 'Yas' trtrtl 'No' srorcs. 

Final Assessment: Percentagc of 'Ycs' scorcs out of lol;~l 'Ycs' ant1 'No' scorcs: 
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I Section 2: Resource Management 
I 

l~isti~ution Name: 

1 Work Sheet 3: Personnel Management 1 

Verify sraffitrg parrern of rhe healrh faciliry, compare with itlformrion nr~ailable it1 Persotitiel Matlagetnet11 Register. 
Updare Personnel Managemenr Register where necessary. 

I 
I / Name of Supervisor: 
! (if differenr from frotit page) 

3.1 Is aduty roster displayed in the heallh facility? U c-I 
Y N  

Date of Supervision: 
(if differetrr from frotlr page) 

3.2 Are written job descriptions available lo the staff? 

3.3 Is the daily attendance register kept up to date? 

Verify meering register 

3.4 Where an adequate number of staff meetings organized in the health f;icility during the last quarter? ij 
Y N 

Write t~wnber of 'Yes' scores over roral tliitnber of 'Yes' arid 'No' scores. 

Final Assessment: Percentage of 'Yes' scores out of total 'Yes' and 'No' scores: 
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---- 

Section 2: Resource Management 

- --- .- - -. - - 

Institution Nntac: 

Work Sheet 4: Cold Chain Management 
- --4- - - 1 

i 
Name of Supervisor: Dale of Supervision: 

(if different fr.om frotit po,qiJ) (if cliffi~rc~rrt f w n ~  frottt page)  
-- _. -_-- -- 

i 
_I 

3.1 Is refrigerator placed at correct psition? 

4.2 Is plug secureil? 

4.3 Are door and rubber of the door in order? 

4.4 Is floor around the refrigcrator dry (no leakage)'? 

4.5 Is thermostat working and set corrcctly'? 

4.6 Is daily temperature sheet displayed and kept up to date'? 

4.7 Are vaccines and dilutes at proper place in the refrigerator? 

3.8 Are vaccines stored within the limits of the expiry dates? 

4.9 Are the door shelves empty'? 

4.10 Is there an automatic gener;rlorl? 

4.1 1 Is there a voltage regulator'? 

4.12 Are alternate amngemcnts made in case of power cut? 

IVritc~ rtrrtuber of 'Yes' scores o ~ ~ i ~ r  t o t ~ I  t~r~~t iber  of 'Yes' nt1(1 'No' sc:ores. 

Final Assessment: Percentage of 'Yes' scores out of lotal 'Yes' and 'No' scores: 
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Work Sheet 5: Physical Resources I 

Management - - 

Section 2: Resource Management 

Name of Supervisor: I Date of Supervision: I 

l~~stitution Namc: 

5.1 Are the following equipmenditems in good working condition7 

(if ~'ifferetrr fro111 f,'t>ttl page) 

Weighing Scale (adults) 

(if clifferenr fiort~ frottr page) I 
I 

Weighing Scale (childrcn) Cl1J 
NA Y N 

-- A - - - -- - - - - --- -- . I 

First Aid Kit 

X-Ray machine 

Others? (Make snggesriorrs) 

5.2 Physical Inventory Equipment/Furniture/Linen (once a year) 

Select 10 irems as  reporred itt Ins1 yearly reporr. 

Does physically verified status correspond with reported status for these 10 ilems? ff)lo, cliscnss 
resrilis with IIC. 

E Ci 
Y N 

5.3 Physical Inventory Drugs/Vaccines/Supplies 

Select 10 irenu as rel>orled it1 last rnotithly report. 

Does physically verified halmce correspond with reported Bal:v~cc for 111csc 10 itenls'! II' no, 
discuss results with I/C. 

5.4 Transport (if avail;lhlc) 

Verify log book fi)r proper 1r.w of vehicle. Disi:nss resrrlrs ndlh IIC. 

The transport means of the health facilily were appropriately used as verified through thc log hook. L-1 
Y N  
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6.1 All required registers and plienl/client forms are in use according lo lhc HMISFLCF Inslructions 
Manual. DL! Y N  

Section 2: Resource Management 

Work Sheet 6: Record Keeping System 

Name of Supervisor: 
(if diyererrt from frorrt page) 

6.2 Immediale reports for epidemic outbrealts were made up when necessary and duly completed. nu 
Y N 

- 

Instilulion Name: 

- - 

Dale of Supervision: 
(if (liffircrlt from f,Wlt page) 

- - --- - -- - - --- - - - 

6.3 Immediate reports were sent out in a timely manner. Or3 
Y N 

6.4 Monthly reports were made up correctly from records and registers av;~il;lble in the cenlre. c-1 
Y N  

6.5 Monthly reports were sent out according to time schedule. UE 
Y N 

6.6 Updated graphic representations on priority activities of the health facility are visihly displayed. Cl 
Y N 

6.7 All forms and registers are available in sufficient quantity 

Number of 'Yes' scores over total number of 'Yes' and 'No' scores 

Final assessment: 

Percentage of 'Yes* scores out of total 'Yes' and 'No' scores 
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[Province] Health Department 

SUPERVISORY CHECKLIST 
For First Level Care Facilities 

1 Institution Name: 

I , Division: 

I / District: 

Tehsil/Taluka 

: lncharge Name: 

Name of Supervisor: 

Year: 

Quarter: a m  
Date of Visit: I I I 

Preparation for' Supervisory Visit 

Date of previous visit: I I 

Action taken since previous visit: 

Are there special problems from previous visit that need to be followed during the current visit? 

List: 

Any special needs/requirements? 

Take the following documents with you or make photo copies of relevant parts. 

1. Personnel Management Register 
2. Last Monthly Report of the Health Institution 
3. Last Year Report of the Health Institution (once a year) 
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Section 1: Individual Case Management 

Make final assessment on case management of the following health care activities using the scores obtained through the worksheets. For health 
care activities not performed in the supervised health facility, tick the box 'NA' (Not Applicable). 

Quality of Case Management 

N A Poor lnsuff icient Appropriate 
(<SO%) (50 - 430%) (280%) 

1. Sick Child Under Five 

1.1 General Child Care 

1.2 Diarrhoea1 Disease Case 

1.3 Acute Respiratory Infection Case 

1.4 Management of Nutritional Status 

1.5 Management of Immunization Status 

2. Growth Monitoring in Child Under Three 

3. Immunization Session 

4. Prenatal Care 

5. Delivery Care 

6. Postnatal Care 

7. Neonatal Care 

8. Family Planning 

9. Tuberculosis (follow-up) 

Supervismy Checklist (DR 1 )  
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Section 2: Resource Management 
Make final assessment on the management pertomance of the health staff tor the following resources, using the scores obtained through the 
worksheets. For resources not available in the supervised health facility, tick the box 'NA' (Not Applicable). 

1. Laboratory 

1.1 Microscope in good working condition 000 
NA Y N 

1.2 Laboratory diagnosis of malaria is of acceptable quality. 
(Malaria diagnosis correct for 2 80% of slides) 

1.3 Laboratory diagnosis of tuberculosis of acceptable quality. 
(Tuberculosis diagnosis correct for r 80% of slides) 

2. Community Development Activities 

Management of community development activities is of acceptable quality. 
(A 'Yes' answer was recorded for 2 80% of management indicators) 

3. Personnel Management 

Personel Management is of acceptable quality. 
(A 'Yes' answer was recorded for 2 80% of management indicators) 

4. Cold Chain Management 

Cold Chain Management is of acceptable quality. 
(A 'Yes' answer was recorded for r 80% of management indicators) 

5. Physlcal Resources Management 

5.1 r 80% of essential equipment is in good working condition 

5.2 Physical inventory check for equipmenUfurniture and linen is satisfactory 

5.3 Physical inventory check tor drugshraccin~slsupplies is satisfactory 

5.4 Transport means of the health facility were appropriately used Don 
NA Y N 

6. Record Keeping System Management 

The Management of the Record Keeping System is of acceptable quality. 
(A 'Yes' answer was recorded lor 2 80% of management indicators) 
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Feedback On The Visit 

( 1. Improvements noticed since previous visit: I 

I 

2. Problems identified during previous visit that need still further improvement: r 
I 

3. Problems identified during this visit: 

I 

I 

Recommendations to Health Staff: 

1 5. Actions to be taken by supervisor: 1 

6. Problems to be followed at next visit: 

1 I 
I 7. Date of next visit: 

='age 4 9 1 Supenismy Checklist (DR 1)  

PREVIOUS PAGE BLANK 



MODULE 2 

COMMUNICATION 
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1,EARNINC OBJECTIVES 

LEARNING OBJECTIVES FOR INCREASED KNOWLEDGE AND UNDERSTANDING 

Upon co~npletion of this  nodule you will be able to: 

1 .  State why an adequate system of co~ii~nunication is important for effective supervision. 

2. List tile three basic skills esse~itial for co~n~nunication. 

3. List tlie skills required for establishing rapport. 

3. List tlie skills reyuil-ed for undel-standing. 

5 .  List the skills recluired for influencing. 

6. Co~npare tlie differences and si~nilari ties in  co~ii~nunici~tion between Iiealtli service 
provider and niotlier a~id between a supervisor and supervisee. 

LEARNING OR.IECTIVES FOR IMPROVING SUPERVISORY SKILLS 

Upon co~npletio~i of this ~iiodule you will be able to: 

1 .  Observe a staff-patient interaction and assess liis/lier ability to establish "rappo~t", 
"understand" the condition of tlie cliild and "intluence" tlie riiotlier on needed cliild care. 

2. Use tlie Supervisory Checklist to assess and docu~iient tlie staff's obility to co~ii~iii~~iicate 
with the  notl lie^. of tlie child. 

3. Use tlie infoniiatio~i collected to give feedback to the staff on their performances and to 
make plans for maintaining q~~al i ty  i l l  co~n~ni~~iication wliile providing child health 
services. 

PREVIOUS PAGE BLANK 



4 

INTRODUCTION 

A district level supervisor oversees the work of health team inembers of facilities within hisher 
geographical area. The overall purpose of this supervision is to assure that the health care being 
provided at the facility is of high quality. co~~tributes to the well bei~:g of the community, and 
confor~ns to the tecllnical and ad~ninistrative pol icy norms. 

Since super.lisors are not on the premises every day, i t  is often challenging to supervise staff 
effectively. Given the distance of the facilities and the scope of the work, i t  is realistic to expect 
a district supervisor to visit the facility approxilnately four times a year. Given these factors and 
the nature of the work, this is not an ideal situation. Nevertheless, the supervisor has to try to 
do hisher best wit11 limited resources of time; otherwise problelns would go uncorrected. A key 
factor in minimizing proble~ns within ant1 outsitle the team is the establishment and mainteniincc 
of an adequate system of communication. This co~nmunication goes in two directions: upwarcl 
to the leadel-ship, and downward to the llealtl~ care team 

A supervisor co~libi~les three methods in  providing effective supelvision. 

OBSERVING: to assure that he/she correctly perceives staff and facility pel-for~nance. 

INTERVENING: throtrgh feedback, training, clarification and explanation. 

REPORTING: to his/her superiors in the ad~ninistr:rtion to comn~unicate progress anti 
problems requiring action at the next level of the system. 

These functions rest on a very sig~lifica~lt role that a supervisor milst perfor~n. He or she lnllst 
be able to articulate clearly the "mission" 01- vision that planners and airthol-ities have for the 
health care system. A key role in supervision and management is to assure that all members 01' 
the team are clear about the mission that guides and infol-nls their wo~.k. The mission far the 
Government of Pakistan ant1 for this group is to improve the Ilealth system of the country. 

Before proceedi~~g to a cliscussion of the bi~sic interpel-sonill conlnlunicirtio~l skills associated with 
effective supewision, we will concluct an exercise to de~nonstrate and clarity wlliit is meant b ~ .  
co~nmunicating the "niissio~~". 



EXERCISE 1 

Role Play No. I .  A supervisor visits a facility for tlie first time since tlie MO and paramedics 
attended tlie Integrated Child Survival Training Course. He holds a staff meeting and asks those 
who liave'returned from tlie course what they are going to tlo to make tlie service integrated and 
child-focussed. 

From this role play we should be clearer about the underlying approach and rationale for tlie 
supervisory role. 'The next portion of this interpersonal co~iimu~iication module will focirs on 
presenting information and conducting practical exercises to assist participants in  strengthening 
the interpersonal com~nunication skills necessary to enhance tlieir performances as supervisors. 
Tlie Work Sheets on Individual Case Management of tile Supervisory Checklist liave been 
prepared for you to docu~nent your observation of staff perfonnance. 

I OBSERVATION SKILLS 

In order to guide Iiealtli team ~ne~iibers in tlie colrect perfonnance of their dirties, tlie supe~visor 
must be able to understand tlie current state of tlie pe~fortiiance of tlie tea111 and tlie facility. Tliis 
is done by observing staff performance, inspecting tlie pliysici~l facility, and reviewing records. 
While the latter two activities are reli~tively straibhtforward, observing staff perfomlance is 
somewhat nlore challenging. Tlie tirst recluire~nent for effective observi~tio~i is t l i i~ t  tlie supervisor 
must know what tlie staff ~iie~iiber is expected to do. Tliis requires tliot tlie supervisor be cleal- 
about the job descriptions of tlie staff wliorn Iielshe will obse~ve, as well as liave (and be able 
to express) as clear an idea as possible of tlie standards of pe~fonnilnce by which lie/slie will 
judge the performance of tlie Iiealtli team member. 

There is a second ~.equirement for effective obselvation. Tlie supervisor must be able to establisl~ 
a climate with the healtli team member that puts the individual sufficiently at ease to permit tlie 
observation to take place in a ~iatitral environment. To do so, tlie supervisor must establish a 
good rapport with the staff member. This rapport must be based on the notion of supportive 
supervision, as discussed earlier. Tlie supervisor must assure tlie staff ~iieniber that tlie purpose 
of the observatio~is (and subsequent interventions) are to Iielp tlie supe~visor work effectively. 

If the supelvisor has established a role as a supportive me~iiber of tlie team, who is there to help 
everyone understand tlie ~nission and to i~nprove their skills i n  i~npleme~iting a common ~nission. 
then the task of establisliing a climate of rapport is relatively easy. 



OVERVIEW OF MO AND PARAMEDIC TRAINING 

MOs and paramedics were trained in the imple~nentation of WHO case management guidelines. 
Incorporated in  these guidelines are the steps of interpersonal com~nunication between the mother 
and health sqrvice provider. 

As supervisors may not have received this training, we will review tlie interpersonal 
com~nunication principles. This will serve two purposes: one, i t  will assist sirpervisors to see what 
they should be ~nonitol-ing in the provider-patient interactions: arid two, i t  will introduce common 
principles anti vocabulary which are applicable to supervisor-staff co~nnii~nication. This 
foundation will contribute to your understallding of how these principles apply both to tlie work 
of the health team and to your work as a supervisor, 

In training the MOs and paramedics, we introduced a three-part summary of interpersonal 
com~nunication skills. We demonstrated to tlieln that by being alert to certain principles and 
practices, they could greatly increase tlie probability that patients would hear and act on what the 
provider was saying. The three elements of effective comn~unication are Rapport, Understanding, 
and Influence. 

F i g .  3 I 
Three key ele~ne~~ts :  Rapport, Understanding, and Influelice are depicted i n  the Wheel of 

Interpersonal Co~nmunication 

BEST AVAILABLE COPY 



By rapport we mean the establishing of sy~npathetic relations wit11 the other. In the case of tlie 
MO this means the mother; whereas with you, tlie supervisor, i t  means your staff. The elements 
of establishing rapport are the same for the supelvisor-staff relationship as they are for the 
provider-patient re1ationsl;ip. Establishing sy~npatlletic relations assures that the other person 
feels accepted and respected. With such a foundation of respect and acceptance, communication 
can flow bore easily. The other person's fears of judgment or criticism are reduced, resulting i n  
a greater likeliliood that tlie individual can say what lie/slie wishes, and tliat tlie individual can 
take in  tlie infor~nation or feedback that you wish to s1ia1-e. 

Skills and attitudes needed to establish ,rapport 

Greeting the person with wannth and acceptance 
Giving your full attention 
Using appropriate language 
Showing respect and patience 
Being pleasant 
Showing concern and interest 
Sending positive nonverbal messages 
Avoiding judgmental responses 
Acknowledging the others' feelings 

For tlie MO, tlie more he/slie can apply these principles, tlie greater the likelihood tliat a patient 
will trust a~id be open to ~iiedical advice. And for you as a supervisor, tlie same holds true. If you 
can build rapport using these basic skills, you will be better able to create a climate in which you 
can observe tlie work you are there to oversee and have a positive effect 011 improving those 
areas that need further work. Old-fashioned approaches to supervision were based on asserting 
authority. While a certain authority is required, the modem supervisor knows that the outcome 
of hisher work is measured by improved performance. The Illore tlie staff member trusts and 
feels at ease with tlie supervisor, tlie Inore readily lie/slie will respond to guidance. 

You may wonder about tlie principle of "avoiding judgmental responses." How can you give 
feedback without responding judgmentally? What is meant here is to focus on the objective 
infonnation and to provide supportive coaching, rat lie^. than humiliating the other person. For 
example, if you observe tliat a provider has given incomplete or incorrect information, you can 
say: "Let's review tlie case management protocol for this probleni," laather than saying: "You 
don't understa~id the first thing about treating x." Your goal is to i~iiprove the service, not to 
demonstrate your superiority. 

If you observe and practice these skills of developing rapport, you will find that you have 
established a climate with your staff tliat will e~iliance both your ability to understand the 
individual's strengths and weaknesses and to provide the guidance and counsel that will lead to 
better performance. 



Later in this session we will do a few role plays that will let us practice these skills in a 
supervisory setting. 

The second element in the interpersonal commu~lication training concerns what we call 
understanding. Here again, tlie skills are just as valid for supervisors as they are for service 
providers. 

The attitude required to achieve understanding is sometimes called "empathy." A simple 
definition of empathy is "trying to put oneself in the position of tlie other." In supervisory 
relationships, there is often a certain te~isio~l felt by a person in the presence of the supervisor. 
This can affect the performance of tlie staff member. Likewise, patients at a health facility can 
be unco~nfortable due to fears and a sense of social distance or iriferiority with respect to doctors. 
The skills in which we train the medical and paramedic staff are designed to assure good quality 
communication and therefore, good quality care. 

To both diagnose a healtll problem and a performance problem, one must understand what the 
other is trying to express and what needs to be observed and asked. With an empathetic attitude, 
one will more easily acquire the skills of listening carefully and asking relevant questions in 
order to diagnose the problem. The skills and attitudes required for accurate understanding of 
another are as relevant for supe~visors as they are for MOs. 

Skills and attitildes required for understanding 

Listening with concentration 
Avoiding interrupting 
Appreciating the view of the other person 
Asking questions in a manner that encourages the other person to respond 
Eliciting info~i~~ation from the rnother about changes in the child's health status 
Avoiding "yes" or "no" questions 
Asking checking or probing questions 

Checking or follow on qi~estio~is are asked when tlie statenlent given does not provide a full 
answer. It is a colnnlon practice of people to only provide part of the information. In order to 
understand a situation or condition, co~nplete answers are essential. An example of the checking 
and follow on questions used with ~notllers in better understanding a situation is given on the 
next page. You can use similar questions with a staff member. 



You can see that the skills involved in assuring that a practitioner acliieves understanding with 
a patient are parallel to the skills a supervisor needs to understand and establish rapport with tlie 
staff. When procedures are i~lvolved that you can not fully observe on a brief visit, you will want 
to ask checking and probing qiiestions to detcr~ni~ie wlletller the Iiealth team member lias a 
sufficient level of lliastery of the matter at hand. 

The final portion of our interpersonal co~nmunication training of MOs and para~nedics focusses 
on what we have called influencing. In our work with you, we have called this stage intervening. 
Once again, the analogy and parallel to your work as a supervisor is self-evident. 

First Checking Question 

Wliat will you do for your 
child's diarrhoea when you 
go home? 

What will you give your 
child to eat? 

How will you make tlie 
ORS solution at home? 

How much ORS 01. otlier 
drink will you give to your 
child? 

How will you know if your 
I child needs to come back to !I 

Mother's Response 

I will give him sotnetlli~lg to 
drink. 

Soft, mashed foods. 

I will mix the packet with 
one litre of water. 

01ie sniall cup. 

If lie is not getting better. 

I 

Follow-on Checking 
Question 

Wliat if Ile refuses or 
vomits? 

I-low often will you feed 
him? 

Can you show ~ n e  how you 
do i t ?  

At wliikt titlie of day will 
you do tliat? 

How does he look when lie ~ 
is Iiealtliy? 

the llealtll centre? 



- 

INFLUENCING OR INTERVENING 

Once you have observed and understood, you ]nay need to intervene or influence in order to 
reco~n~nend i~nprove~nents and modifications in what the health team is doing. As we have been 
saying all along, tlie better tlie quality of your rapport and understanding, tlie greater tlie 
likelihood that you will be effective in offering constructive criticism to your staff. They will be 
convinced that you respect their work, understand their progress and problems, and can contribute 
to improving their performance. 

The MOs have learned that influencing means producing or taking a desired action to solve or 
prevent problerns. Tliis is tlie stage where die MO builds up011 the est;tblished rapport and 
understanding to move toward the actions necessary to support the child's health. This typically 
involves actions such as: 

Bringing tlie child for i~n~nunizations on schedule 
Giving appropriate treat~iient 
Advising the ~notlier 
Advising otlier staff rnembers 
Making sure tliat tlie message is correctly perceived 
Making use of tlie health fdcility 
Assisting tlie ~notlier to understand and practice selected health behaviors at home 
Instilling confidence in tlie mother to maintain or change her behaviour 

The skills and knowledge required for influencing 

Having up-to-date information on standard treatment guidelines and preventive methods 

Acknowledgiiig and appreciating the mother for appropriate steps she has taken for the 
health of tlie cliild 

Speaking directly but calmly to tlie ~notlier (or other person) 

Being specific rather than gener;tl 

Using language that the mother can understand 

Reviewing tlie advice and asking the tnotlier to repeat the desired actions (checking that 
tlie otlier persoti undel-stands) 

Providing key information in writing 



Once again, the basic irlterpersonal co~nmunication skills in which the PCSP has been trainins 
MOs are clearly related to those required for effective supervision. Let's take a minute to discuss 
these similarities. 

Discussion: 

Whnt does "RUI" stand for ? 

How is corn~nunication between a supervisor and supervisee similar to that of a 1110tller 
and a health service provider? 

EXERCISE 3 

Role Play No. 2. The MO is talking with a ~notlier and a staff member. Carefully observe the 
points that help or liinder con~~nunication You will be asked to form two groups. One group is 
to look for all poilits that hinder co~n~nunication. List a~id present them. The second group will 
list and present what should have been done to I-ernove tlie Iiindrances. 

We have just seen how supervisors can support improved interpersonal corn~nunication in a 
health post setting. This is one of the functions a supel-visor ~iiust undertake. The supervisor has  
Inany other functions all of which can be conducted more effectively by developi~ig skills in the 
use of the RUI   nod el. 

REPORTING 

At the beginning of this module, it was pointed out that for supervisors communication goes i n  
two directions: upward, to the leadership and downward to the health care team. The upward 
co~n~nunication is to report progress or to cornn~unicate proble~ns requiring action. Routine 
reports are required to be sent from facility and district level to report progress. 

The district level supel-visor also needs to ~naintain c o l i ~ ~ ~ ~ i ~ ~ i i c ; ~ t i o ~ i  with tlie team at tlie district. 
divisional and provincial levels for a number of reasons. 



COMMUNICATIONS WITH THE HEALTH TEAM AT DISTRICT LEVEL 

Coordinates with ADHO and AIHS regarding supervisory visits to FLCFs. 

Communicates with M.S. DHQ hospital regarding referral of cases from FLCFs and 
training arrangements for FLCF staff. 

Directs preparation of annual and supplementary budgets at district health office for 
FLCFs according to their requirements. 

Takes action regarding postings. 

Transfers staffs of FLCFs. 

Takes action regarding administrative and financial matters relating to FLCFs. 

Takes action regarding training of FLCF staff. 

Receives and consolidates reports from FLCFs in the district. 

COMMUNICATION WITH OFFICERS AT DIVISIONAL AND PROVINCIAL LEVELS 

Coordinates and follows the instructions of divisional and provincial authority regarding 
imple~nentation of health programs according to provincial and national health policy. 

Requests for posting or transfer of personnel of FLCFs which are beyond the scope of 
district authority. 

Requests for ielease of funds according to the sanctioned budget. 

Obtains sanction for procuring material resources beyond the authority of the district 
office. 

Seeks approval for in-se~vice training of FLCF staff. 

Submits reports as required under the regulations. 

Submits demands for annual budget requirements. 

Obtains sanction or approval under the financial and ad~ninistrative rules and cases in 
matters beyond the powers of district health authority. 

Forwards ACRs in relevant cases. 



Records of co~nmunication with district, provincial and federal levels and with other organizations 
need to be maintained. Co~n~nunicatiorl can be verbal, written or by telepllone. All written 
communications must be recorded. Tlle government has developed guidelines for the use of the 
various methods of communication. The MOIC sllould be instructed when to use a telephone, 
letter, telex or telegra~n. Follow the suggested format for co~l-espondence for letters, memo and 
DO letter. 

Letter 
The word letter ordinarily denotes a written message. The official letter is written in a specified 
form and is used for for~nal communication, such as: 

Letters addressed to official authorities should begin with the salutation "sir" and end with 
the subscription "your obedient servant". 

Letters addressed to non-officials or groups of persons should begin with salutation. 
"Dear sir/sirsM and sllould end with the subscription "yours truly" followed by signature 
and designation of person writing the letter. 

Memorandum (Memo) 
A memo is an informal method of official correspondence used in the following situations: 

With officers of equal status within the same provincial govenllnent or correspondence 
with subordinate offices 

In replying to petitions or applications 

DO Letter 
The DO letter concenis an official matter but is written in a persolla1 style. It is used between 
government officers in the following cases: 

When the subject should receive the personal attention of the officer addressed 

When a delayed action needs to be brought to the perso~lal notice of the officer addressed 

In cases of security or urgency 

In cases of a personal nature 



EXERCISES 
---- 1 

SII pervisory Checklist Exercises 

1. Observe a facility staff tending to n child and assess his/her communic;~tion skills using 
the Supel-visosy Checklist. Complete the following itellis on Intli\lid~~itl Case Manapenent 
Work Sheet #1: All of Items: 

1 
6 
7 
8 

2. Attend a staff meeting, give feedback from your observation of the staff's co~nmunication 
skills. Identify both strong arid weak points. Colnplenlent the111 on strong points. Plan 
together to strengthen weak areas. Infonn staff of your next visit. 



Work Sheet 1: Sick Child Under 5 

Section 1 : Individual Case Management 
I 

-- 

Ins~i~ution Name: 

a. 

Case 1 Case 2 Case 3 Case 4 Case 5 

Name of Supervisor: 
I (if different front fro111 pnge) 

Date of Supervision: 
(if cl~ifferet~t from front page) 

Work Area Set: 

Y .N 

1 1.3 1 Was mother asked reason for coming to lhe facility? ] 1 I 1 I I 

Name of Staffi -+ 

I 
1.1 

1.2 

History 

1 2.1 Asks for age of child 

Was mother greeted? 

Was mother asked to sit down? 

1. Rapport 

1 

j 2.2 
I 
I 
I 2.3 

2N I Asks for nutrition intake assessment I I I I 1 1 .  

Asks change in eatingfdrinking pattern 

Asks change in bowellurine output 

! 2.4 

! 2.5 
I 

2.1 

I 

' 3. Examination 1 1 -  1 

Asks for change in activity 

Asks for other symptoms 

Asks for child's immunization status 

I 3.1. 1 Looks at genera1 condition (colour, aIertness) I 1 I I I 1 
3.2 Looks at condition of eyes, e m  

3.3 i Looks at condition of nose, mouth, ear I 

! 3.4 Looks at chest indrawing 

/ 3.5 1 Counts respiration 

3 N  Takes weight (child under 3) I I I 1 1 I 
Classification 

I Was child correctly classified? 

-- - 

: 3.6 ' Takes skin pinch 

3.7 

' 3.1 

Takes temperature (if indicated) 
~~~~~~~ 

Checks Immunization Card 

4.1 

! 4.1 / According to need for vaccines 
I I I I I I 

ARIcase 

I 4.3 / Case w l  other symptoms 

4.4 ! Case with no symptoms 

I 4 N  According to nutritional status 1 I 1 I 1 I 

, 4.2 1 Diarrhoea case 
- 



Case 1 Case 2 Case 3 Case 4 Case 5 
-- 

Management 

Were child's needs correct1 y managed? 

According to WHO protocol for ARI case 

According to WHO protocol,for Diarrhoea case 

According to acceptable standards for other cases 
*. 

Refers complicated case appropriately 

Manages correctly immunization needs of the child 

6.1 1 Explains to parents findings of child's condition 
. . 

5 N  

6 

Manages correctly nutritional needs of child 

Advice 

1 6.1 Gives appropriate immunization advise 1 I 1 I I 1 

; 6.2 / Explains need/no need for drugs 
I\---- 

) 6.3 1 Explains when to bring back the child -t 
----- 6 N  1 Gives appropriate nuvilionid advise 

7 1 Follow-up 

8.2 1 Com~letes OPD Register 1 1 I 1 I 1 

t 

I - 1, T O I ~  *Yesa 

/ 8.3 1 Uses R e f e d  Forms Tad 'Yes'+'No' 

1 
/ 7.1 

7.2 

8. 

8.1 

Gives appointment for next visit 

Checks if mother has well understood treatmentladvice 
given and date of next appointment 

Reporting 

Completes MCH card 

For General Child Care (all cases) 
' \\'rite t~wnber of 'Yes' scores over n t l  tlrrrnber of 'Yes' and I 

'NO' scores I 

1 For Immunization Management (2.1 * 6.1) 
\ ~ r i t e n ~ e r o / ~ Y e s s . s c o r e s o v e r t o t a l t ~ ~ r r ~ ~ e r o f ~ ~ s c o r e r  I I I I I I I I I 

IVrire number of 'Yes' scores over rornl nrrmber cf 'Yes' and 
'h'o' scores 

For Diarrhoea Cases 
\Vrile number of 'Yes' scores over roral nutnber cf 'Yes' attd 
'No' scores 

For Nutritional Management (2.N + 6.N) 
Ii'rite number of 'Yes' scores over tom1 nutnber of "K scores , 

1 

1 

1 

/ ARI Case: I 1 

1 

Final Assessment: Percentage of 'Yes' scores out of total 'Yes' and 'No' scores: 

1 

1 

; General Child Care: 

' Immunization Management: I 7% 

1 

% 

1 I Diarrhoea Case: 

I 
Nutritional Management: 1 %J - 

109 

1 

1 

% 
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MODULE 3 

IMMUNIZATION 
r 

WHO material on EPI has bee11 used exensively. 
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r LEARNING OBJECTIVES 

LEARNIF~CJ OBJECTIVES FOR INCREASED KNOWLEDGE AND UNDERSTANDING 

During the training you will receive theoretical information and will also be exposed to practical 
situations which will increase your knowledge and understanding about: 

1. Six vaccine-preventable diseases of childhood 

2. Health services providers' responsibilities in delivery of immunization services to children 
and pregnant women/women of CBA 

3. Skills in supervising the immunization activities at FLCF 

You will receive the above infonnation through lectures, reading material and discussion. On 
completion of the training you will be able to: 

1. Define EPI. 

2. State the extent of the problem of vaccine-preventable diseases. 

3. State Government of Pakistan's policy regarding EPI. 

4. State the targets of EPI. 

5. State Ilnmunization Schedules. 

6. Describe the 01-ganization of the EPI programme and delivery of immunization services. 

7. Describe the role of the MOIC in ilnple~nenting the EPI progralnrne at the FLCF. 

8. Describe ~naintenance of the cold chain. 

9. State how to find the rnonthly target population. 

10. State how to carry out a monthly evaluation. 

11. Describe how to fill in and interpret the ilnmunization monitor chart. 

PREVIOUS PAGE BLANK 



LEARNING OBJECTIVES FOR IMPROVING SUPERVISORY SKILLS 

Upori completion of this ~iiodule you will be able to: 

I .  Obkerve and assess FLCF stiiff competency in carrying out inlmunization activities using 
supervisory work sheets. 

2. Assess the availability and i~tilization of material resources for providing EPI services by 
visiting the EPI rooni. 

3. Assess the quality of record keeping by reviewing tlie EPI register, temperature chart and 
stock register. 

4. Identify strengtlis and constraints in  the delivery of EPI services and determine the need 
for in-service training in EPI. 

5 .  Give feedback to tlie facility staff on the findings after completing tlie Supervisory 
Checklist. 

6. Compliment staff on ~\cliieven~ents. 

7. Meet with facility staff and work out a plan.witli them to solve tlie identified problems 
and improve EPI services. 



THE EXPANDED PROGRAMME ON IMMUNIZATION 

EPI is a disease prevention activity aimed at reducing morbidity and mortality from childhood 
diseases preventable by immunization. These diseases are referred to as tlie EPI target diseases. 
They are diphtheria, pert~~ssis (whooping cough), tetanus, neonatal tetanus, poliomyelitis, measles 
and childhood tuberculosis. 

The EPI programme is a global programme. In Inany developi~ig countries, i t  is being assisted 
by WHO, UNICEF and other donor agencies. In Pakistan tlie progralnlne began in 1978 and 
continues today. 'I'lie programme is monitored regularly, including field assessments. The global 
target of the programlne is to provide immunization services against tlie six target vaccine- 
preventable diseases to over 95% of infants and wolnen of child-heal-ing age by tlie year 2000. 

EXTENT OF THE PROBLEM AND GOVERNMENT OF PAKISTAN POLICY 

Infectious diseases are a ni+jor problem in Pakistan. Thousands of children die and many more 
are incapacitated or crippled for life with tlie complications of poliomyelitis, diphtheria, pertussis, 
tetanus, measles and tuberculosis. 

Ilnmunization has been recognized and accepted as one of tlie most important colnponents in tlie 
prevention and control of co~n~nunicable diseases. I~nrnu~iization is a basic health service and 
has been integrated in PHC. Specific targets of tlie Govern~iient of Pakistan's programme are: 

1. Attain an immunization coverage of 100% 
2. Eradicate polio~nyelitis by tlie year 2000 
3. Eliminate neonatal tetanus by tlie year 1995 
4. Reduce measles incidence by 95% by tlie year 1995 
5. Reduce diphtheria incidence to a ~iegligible level 
6 .  R e d u c e  per t i~s s i s  inc idence  to a rnini~nurn level  
7. Reduce childhood tuberculosis incidence to a minimuni level 

ORGANIZATION OF EPI SERVICE DELIVERY IN PAKISTAN 

The Federal EPI cell, headed by the National EPI Manager, is responsible for: 

Making pla~is 
Health education 
Coordination with International Health Agencies 



Monitoring, training and evaluation of the prograinine 
Procurement of EPI supplies, vaccines, cold c l~a i~ l  equipment and transport 

Provincial governments are responsible for imple~l~entation of the EPI programme. 
The prograinlne is  naila aged at: 

Provincial level by a programme inanager 
Divisional level by Deputy Director/Divisional Director and FSMO 
District level by DHO, ADHO, DSV & TSVs. 

EPI services are provided through: 

Static centers 
Outl-each teams 
Mobile teil~ns 

RESPONSIBILITIES OF DISTRICT LEVEL SUPERVISORS 

The district level supervisor lias technical and admiilistrative responsibilities in assuring adequate 
and appropriate i~n~nunization selvices. 

1 .  Technical 

Ensure that cllildren under 5 years of age and pregnant women coining to the 
facility are protected against vaccine-preventable diseases through immunization. 

Ensul-e that pregnant wo1ne11 and inotllers coming to the facility are counselled 
regal-ding the need for immunization for themselves and their children. 

Maintain the cold chain, keeping all vacciiies between 0" and 8". 

2. Administrative 

Fill all sanctioned posts, 

Ensure that the facility staff is properly trained il l  delivering EPI services. 

Ensure that each staff member knows his/her job description. 

Ensure that staff ineinbers carry out their duties according to the rules, regulations 
and schedule. 



Ensure that target and coverage rates agree. 

See that records are riiaintained properly ilnd tliitt reports are sent to the district 
office on schedule. 

Ensure that a propel- place for i~ii~iii~~iizi~tic,n is available in tlie facility. 

Ensure that esse~itial resoul.ces are availi~ble at the facility. (See page 134 for list 
of essential resources.) 

Observe how tlie MOIC is Carrying out liis responsibilities in i~iiplementing EPI at tlie FLCF in 
five areas: technical, ad~iiinistration, sitpelvision. training, coordin;ltion and ~iiouitoring. 

OVERVIEW O F  M0 AND PARAMEDIC TRAINING I 
SUMMARY OF MOIC RESPONSIBILITIES 

In i~nple~iienti~ig EPI, tlie MOIC is responsible for tlie technical, administrative, supervisory, 
training, coordination and ~iionitoring activities of hisher facil i ty. 

1.  Technical 

1 . 1  Assess cliildren arid women attending tlie fi~cility to determine i~nrnunization 
needs. 

1.2 Properly im~nunize children and ~iiai-ried woliien in tlie encatcli~iient area. 

I .3  Properly maintain tlie cold c1i;lin at FLCF ;rnd oirtreacli clinics. 

I .4 Ensure tliat tlie vaccine in stock is potelit and ilnexpired and that staff carries out 
proper sterilization. 

1.5 Ensure tliat staff knows liow to test for damagcd DPT and TT vaccine by spot 
checking. 

1.6 Check tliat appropriate tecliniclues ;ire used by tlie staff i n  administering various 
irii~iiunizations. 

1.7 Ensure tliat surveillance reports iire sent to tlie DHO regularly every month. 



1.8 Observe children and women being vaccinated and complete items 1 through 2 I, 
3 I, 4 I, 5 I, 6 I and item 7 on the Work Sheet # l .  Then enter the final score on 
Supervisory Checklist item #1.5 and 3. 

2. Administration 

2.1 Ensure that at least one staff member trained in EPI is always on duty. 

2.2 Ensure that a female staff member is on duty. 

2.3 Ensure that the necessary equipment and supplies are available and in working 
condition. 

2.4 Ensure that the necessary forms, registers and cards are available at the 
immunization centre. 

3. Supervision 

The MOIC supervises the activities of static and outreach teams in: 

3.1 Organizing an im~nunization session 

3.2 Motivating the comlnunity for immunization 

3.3 Preparing for an i~n~nunization sessio~i 

3.4 Ensuring transportation of vacci~ies to outreach clinics at optimum temperature 

3.5 . Conducting an iinmunization station 

3.6 Monitoring the availability and proper use of equipment and supplies 

4. Training 

4.1 Ensure that the staff responsible for implementing EPI guidelines are fully 
knowledgeable aiid skilled. If needed, arrange for training in  coordination with 
DHO, ADHO or FSMO. 



5. Coordination 

5.1 Coordinate with DHO to ensure regular receipt of all imlnunization and related 
supplies to the centre. 

5.2 Fill all sanctioned posts. 

5.3 Evaluate irllmunization activities of his/lles centre with DHO. 

6. Monitoring 

6.1 Ensure that the following records and reports are propesly maintained: 

Im~nunization card--given to each im~nunized child and pregnant woman 
Daily vaccination register 
Permanerlt vacci~lation register 
Vaccine stock and temperature registers 
Vaccination performance and vaccine consumption record 
Monthly surveilla~~ce repost of casesldeatl~s in vaccinated children from 
any of the 6 target diseases 
Log book of the vehicle 
Immediate report 

MANAGEMENT OF IMMUNIZATION 

The primary objective of the integreted approach to case manngernent is to focus on the total 
health needs--preventive, curative and pro~notive--of the child rather than dealing with a single 
intervention. All women and childr-en attencling a health facility must be assessed for their 
immunization needs. For manage~nent of i~nmunization the facility staff dlould carry out the 
following procedures: 

Assessment: Whether vaccinated 
vaccination card 
BCG scar 
History 

Classify: Stage of vaccination according to immunization schedule 
Immunization: If ~.equised, im~nunize according to the scl~edules. 
Follow up: According to the schedules 

The programme focusses on immunizing children under one year of age (without rejecting 
eligible higher age groups) and women of child-bearing age. The National Immunization 
Schedule is presented in the following two charts. 



JNIMUNIZATION SCHEDULE FOR CIIILDREN 
DOSE AND ROUTE OF ADMINISTRATION 

Check dose according to instructions on label/folder. 

Vaccine ' 

BCG 

Polio 

D.P.T 

Measles 

** 
Children having severe reaction to first injection of D.P.T should be given D.T. 
in the future. 

There is no contraindication for vaccination except when the child is so seriously ill that he/she 
requires liospitalization. 

Dose 

0.05 ml or 

0.1 1n1 

2 drops/dose* 

0.51nl** 

0.51111 

For all fully uni~nmunized children 2-4 years old give two doses of D.T. (0.5 ~nl/dose), three 
doses of OPV and one dose of measles. There must be at least a one month interval between 
each polio and D.T. vaccination. Give one dose of BCG (0.1 ml/dose) if no BCG scar is 
present. 

Age 

soon after birth 

after one year of age 

Birth - 14 days 
at 6 weeks----0PV 1 
at 10 weeks---OPV 2 
at 14 weeks---OPV 3 
one year after 0PV3 

--booster 

at 6 weeks----DPT 1 
at 10 weeks---DPT 2 
at 14 weeks---DPT 3 
one year after DPT3 

--booster 

9 months 01- soon after 

Si te/Route 

right 
upper 
arm 

lateral 
side of 
thigh 

left upper 
ann 

intrader~nal 

oral 

intl-amuscular 

subcutaneous 



vaccine NO. I When to i~nmunize 

TT 1 

TT 2 

TT 3 

DOSE: 0.51111 each time Check manufacturer's instructions. 
ROUTE: Intra~nuscular injection in the upper ann 

At first contact or as early as possible during pregnancy 

At least four weeks after TT I 

At least six months after TT 2 
- -  - - 

T T 4  

TT 5 

Note: Those women who received the 3-dose DPT series i n  early childhood, and have the card 
to verify so, will need three i~~.jections of TT during their child-bearing period (15 - 45 years of 
age). The first TT i~!jection is to be given at first contact after reaching 15 years of age. The 
second injection is given one year after the first; and the third, one year after the second. 

- - - - - 

At least one year after fi 3 

At least one year after TT 4 I 

f i e o ~ o n a l  Stores 

/; " " l l ~ t  ""'mi 

Health C e n i O  t 

+/ 
Mobi le  or Outreach Servlcc 

D~roensary  

F i g .  4 The Cold Cnan. 

BEST AVAILABLE COPY 



TIIE COLD CHAIN 

(;UIDEI,INES FOR MAINTENANCE O F  (.:OI,I) ( .IIAlN AT FI.(:I? 

In tlieir training, the hlOs have been instl.ucted o n  tlie ~ i i i~ in~en;~nce  o f  the colt1 chain. You as 
supervisor need to ensulr tllat tlie following points ilre I~ring ~x;icticetl. 

111 order to keep vaccilies potent, it is crilc.i;~l that ; I I I  \/acc.i~ies are stored at a te~iipel-ature 
between zero and +X degrees centigr;tde. 

To be effective, vaccines liiust stay cold f1.0111 the tirlie they leave the ~iiani~fncti~rer to the 
time of their use. 

Before vacci~ies rei~cli tlie Iiealtli centre: 

They ~iiilst be collected fro111 tlir st;itioil wl1t.l.e they i11.e issired and stored at tlie 
correct cold t e l i~ l~e r i~ t~~re  in a refri~el.aror. 

If they are carried to iln otitrei~~li sessioli, tliry 11lilst be t~a~ispo~.ted ill a vaccine 
carrier \\/it11 frozen ice packs or ice. 

They must be kept colt1 dul-ing rl,iinsit. 

The vaccine must be l~li~ced in il cup of ice while ilii~iii~l~izatio~i is in progress. 

Each stationary RHC/BHIJ is pl-ovitied will1 il ref~.igeriiro~.. Viiccille can be kept in  good 
condition in ill1 RHC refrigerator for one ~llon~li.  providetl tlie recolii~iiendetl teli~perature 
is maintained. 

Once tlie vaccines are stc,l.t.d in tlie refrigeri~tor, the teliipel;ltilre ~ i l i~s t  be eliecked morriing 
and ever~ilig with a tliel.liiolileter slid recorded. A si~liil~lt: r.ecol.cl is given oli page 125. 

Wliile you are visiting tlie EPI 1-oo11i you slioulti: 

Identify those ~~rocedures that ;ire being follo\ved ;11i(1 tliose t l i ~ l t  are not. 

Record your findiligs on tlie Kesoilrce Mil~ii~ge~iit.nt Work Sheet #4 on cold chain 
1ilanagelilent. 



Loading the refrigerator 

Keep vaccirles on the TOP and MIDDLE sllelves of the 111;1in compartment. 

Stadk the vaccines carefully so that air can move between the boxes. 

Keep plastic bottles of water or spare ice packs on the LOWER shelf of the main 
compartment. (The water helps to keep the refrigerator working at a constant 
temperature.) 

Keep the diluent water to reconstitute measles and BCG in the main co~npartlnent with 
the vaccine. 

Have a special box i n  the ~nain conlpal-tnlent to keep "RETURNED" vaccine that has 
been taken to an im~nunization sessio~l in a vaccine carrier. 

Freeze ice packs and ice cubes in the freezer. 

DO NOT put any food or drink in the vaccine refrigerator. Food and drink can make the 
refrigerator too wann. 

DO NOT put any vaccine in the door shelves. Vaccine is not cold enough in the door 
shelves. 

DO NOT keep "EXPIRED" vaccines or "PARTLY USED" vaccines in the refr.igerator. 
These will have to be thrown away. 

If you have to keep these vacci~ies to show your supewisor, keep them so~newliere 
outside the refrigerator and mark them clearly. 

KEEP THE DOOR CLOSED. Ope~ii~ig the door makes the refrigerator warm. 

. When ~ O L I  m ~ ~ s t  open the door, plan what ~ O L I  will do  first. Then open the door, d o  what 
you have to do, and close the doo~. again quickly. 

Try not to open the refrigerator door more than two or three times a day. 

If the electricity supply is cut off, do not ope11 refrigerator door. If current is off for two 
hours, start the sza~idby electrical generator (2.2 K.V, if available). For a longer time 
transfer the vaccine to cold box or vaccine carrier with ice i~ntil electricity comes on 
again. 



Packing the Vaccirles for the Outreach Clinic 

See that the vaccine carrier is packed properly, observing tlie following points: 
Check the vaccine carrier to ~nake sure that: 

The,li<l fits tiglitly. 
There are no cracks. 

Take the ice pack and/or ice cubes fro111 the freezer and leave them on the table for 5 to 
10 minutes to warn1 tlie~n up a bit. If the ice pack is too cold, it lnay freeze the DPT. 
When llle outside of tlie ice pack is wet and not frosty, arrange the packs and/or ice cubes 
in the vaccine carrier as below: 

If using ice cubes. 
Use only ice cubes in bags. 
Put a bag of cubes at tlie bottom of tlie carrier. 
Put the vaccines on the ice. 
Put a bag of cubes on top of tlie vaccine vials. 

Pack first the vaccines that were taken to the last i~iimunization session but which were 
not used. (Keep the111 ill a special box in tlie refrigerator ~narked "I-eturned".) 

Take the oldest vaccilies that have been in the refrigerator for the longest time. 

Check the expiration date on the label of each vial. If the expil'irtion Ilas passed, do not 
use the vaccine. Take it out of tlie refrigerator and record i t  :is "wasted". 

Close the refrigerator door. 

Put one ice pack inside each wall of the carrier, or a bag of cubes on the bottom. 

Put the vaccine vials in the niiddle of tlie ice. 

Place a t1iermomete1- with the vaccine to  non nit or the temperature. 

Put newspaper, cardboi~d or plastic foam aro~r~ld the DI'T ;lnd 7T vaccines, and betweell 
them and tlie ice packs. Do not let DPT/DT atid 7T vacci~ies toucll tlie ice. Tliey might 
freeze and get damaged. 

Put a bag of ice cubes or ice packs on top of the vaccines. 

Close the lid tiglltly. 

Keep the vacci~les and diluent in the vaccine carrier until you i11.t: ready to use them. 



A VACCINE CARRIER CAN KEEP VACCINES COLD FOR 36 HOURS 
IF YOU 

KEEP THE LID ON TIGHTLY 
LEAVE ALL THE ICE INSIDE 
KEEP IT IN TI-IE SHADE r 

Going to an im~nunization session, the health worker may use a public bus, a bicycle or any 
suitable conveyance. The imnlunization kit and vaccine carrier should be firmly packed oilto the 
back of the cycle or other transport. The healtll worker should: 

Keep the vaccine carrier shaded. 
Go straight to the location of the iln~nunization session. 
Not stop or delay on the way. The vaccines may become wann. 
Not go dangerously fast. 

THE VACCINE STOCK AND TEMPERATURE REGISTER 

The purpose of this fonn is to check on the supply and temperature conditions of vaccine on ;1 

daily basis for a full ~nontll to ensure that adequate an~ounts of vacci~le are available and the 
quality, or potency, of the vaccine is guaranteed. 

AH[) C L O S E  
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FINDING THE MONTHLY TARGET POPULATION OF CHILDREN 

To do the mo'hthly evaluation you must know the MONTHLY TARGET POPULATION. 

1. Find the TOTAL POPULATION of the areas served by the health centre or outreach site. 

2. Determine the NUMBER OF BIRTHS PER YEAR. To do this, calculate 4% of the total 
population. 

3. Find the monthly target population by dividing the yearly target by 12. 

POPULATION X 4/100 = number of target children for one year 
POPULATION X 41100 = number of target cl~ildren for one rnonth 

12 

Example: 

The population of your area is 10000. 

The number of births per year is 10000 X 41100 = 400 

The number of new target children per year--the vearlv tarnet--is 400. 

400 vearly target = 34 monthly target 
12 

The number of new target children per month is 34. 

FINDING THE TARGET POPULATION OF PREGNANT AND CBA WOMEN 

The target population of pregnant and CBA women can be calculated by the above method using 
the following percentages. 

Expected pregnancies = 4% of the population 
CBAs (15 - 49 years) = 22% of the population 

The estimated quantity of doses for various vaccines are calculated on the basis of target 
population with a 50% reserve stock for BCG vaccine and a 25% reserve stock for other 
vaccines. 



MONTHLY EVALUATION 
s t  

To make a monthly evaluiltion: 

1. Determine tlie percentage of tlie mo~itlily target of cliildren who received each vaccine for 
the month. 

Example: 

Number receiving DPT 1 X 100 = Percentage immunized witli DPT 1 
Target for tlie lnolitli 

2. Determine the drop out rate by calculating the percentage of children who received tlie 
first dose but did not receive tlie remaining doses of the vaccine. 

Example: 

Number receiving DPT 1 - Number receiving DPT 3 X 100 = Drop out rate 
Number receiving DPT 1 

3. Note if children sick witli tlie target diseases are coming to tlie clinic. 
Keep a record of cliildre~i who come to the clinic witli tliese diseases. 
Count up tlie total every month and make a siliiple chart as below. 

Mo111h 
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4. Compare eacli moi~tli witli tlie sillile month of  tlie previoi~s year. Check if the number of 
cases decreases or increases eacli yeill.. 

5. Ask WHY each cliil(l with one of the target tlise;ises \\!as not im~iiunized. 

Did tlie ~notlier not bring the child for i~ii~nunizatio~i? 
Was tlie clii l r l  not i~iiniunized because lie/slie was sick? 
Did tlie child have the vaccirie but it  did not work'? Wily? 
Decide what action to take in each case. 

MONITORIN(; MONTHLY IMMUNIZATION COVERA(;E 

To nio~iitor tlie ~nontlily i~ i~~ i~un iza t io~ i  coverage at a11 FLCF calculate the percentage of tlie 
rno~itlily target population of cliiltlren and niotliers that are i~ii~nunized witli eacli vaccine every 
111011tl1. 

When you look at these figures for several ~iiontlis together, you can see iipproxi~iiately what 
percentage of children and mothers are being i~iimunized. You can see whether a large or a s~ilall 
pelacelitage is being reaclied; and you can deter~iiine if tlie nu~iil>ers are increasing or decreasing. 

A special  non nit or chart showing tlie same information in more detail is used to detenni~ie tlie 
cu~nulative total. 

T H E  IMMUNIZATION MONITOR CHART 

In some ways the  non nit or cliart is like a cliild's g~.owtli chart. I t  sliows liow tlie ni~~nbers of 
i~n~nunized cliildren in your area are growing. 

Study tlie cl ia~t  on page 131. There are twelve scluares going across tlie chart, representing tlie 
twelve ~nontlis in a year. Tlie beginnirig of tlie year is on tlie left. Tlie nuriibers on tlie riglit side 
of tlie twelve squal-es going up and down are tlie pelrentage of tlie yearly target population. Find 
tlie percentage target lines for 100, 75, 50 and 25 percent of tlie tilrget. 

All lines are at 0 as you starting ~iionitol-inp at tlie beginning of tlie year. Tlie lilies rise as they 
progress across tlie clii~rt, showing the growing nuniber o f  children who should be i~n~iiunized 
as the year passes. 



Preparing the chart for your population 

1. Fill in the target nulnber scale using your own target numbers. First calculate your yearly 
and ~nonthly target popi~lations . Then use those target numbers to make the target 
nulnber scale on the left side of the chart. Follow these steps: 

1.1 Put 0 in the bottom space. 
1.2 Move up one space and write the number for one ~nontll's target. 
1.3 Move up another space and put the number for two ~nonths' target. 
1.4 Move up one more space and write the nulnber for three months' target. 
1.5 Continue to move up one space at a time, e;ich time adding to the previous 

monthly target number. 
1.6 When you reach the top space, fill in the target number for twelve months. 
1.7 The yearly target is opposite 100 percent. 

2. Write the months of the year from January to December along the bottom of the chart. 

Filling in the chart 

1. Use the c11al.t to monitor one or several vaccines. 

1.1 Make a separate line on the chart for each vaccine. 

1.2 Write the number of doses given for each vaccine in the rows of spaces below the 
chart. Two rows of spaces are needed for each vaccine. 

2. Write the nulnber of doses given each month in the top row of spaces for each vaccine. 

3. Write the total nulnber of doses given in the year so far (all the previous months and this 
month added together) in the lower space. This is called the cumulative total. 

Drawing the line on the chart 

1. Find the line that goes up the chart at the end  of the month. 

2. Go up the line unti l  you are opposite the number on the target number scale that is the 
same as the cumulative total for the vaccine. 

3. Make a dot. 

4. After a few months, join the dots to lnake a line for each vaccine. 



Interpreting the chart 

1. Detennine which line your own cumulative total line is near. This tells you 
approxi~nately what percentage of your target population is being irn~nunized as the year 
passes. 

Observation of immunization activities 

1. During a visit to an FLCF, look at the chart and colnpare the target with tlie actual 
number of i~n~iiunization cases. You will then: 

Co~npliment the staff on their achievements. 
Ask for reasons for not reaching the target. 
Modify the inimunization plan based on the experience of tlie previous quarter. 



lmmunizatlon Monltor Chart 

Health facility: 0 i:ak h d ~ i  c e r t k e  Target population: 3 0 C  

Yea:: !99! . Minimum coverage 
Vacane: OD\' I GPi': target for the year: 8570 UJ;* opu 3 



I r  
Immunization Monltor chart 

Heann raciliry: 

Year: 

~ a m d :  poDuiat~on: 

M~n~mum coverage 

t a p !  ior tne vear: 

1 Jan / i e b  I Mar /  AD^ 1 May I June ( July 1 Avg / Sepl I Ocl / Nov I Doc / 
I 

I I I I 1 I I I 1 I tn tne montn 

i i  1 1 1 1 1 i 1 1 i i  I Cumulat~ve tor tne year lots' 

I 1 ( I 1 I Numberimmun~zed 
I a the month 

I ( ( I / 1 / I I / ( / 1 ~umu~ativetota~ tor tne year 



IMMEDIATE REPORT ON EPIDEMIC DISEASES 

3 4 5 7 . . . .  I I ~ i o ,  11 12 
i 

. . . .  . . . . . . . . . .  ...... .. . _ 1  1 .--_I .- 

/ 
- ---- 

1 I 
i 

1 Vaccination Statys 
Sr. Date i Date of ( Name j sex 1 ; MIF Age 1 Address No. : Reported Onset I t Not , , , Action Taken , Referred To 

i - ... ... ......... .. .......--...- ........ . - .  . .  1 
' Vacc. ! Vacc. I Vacc. i L- ' - ~1- L- 

1 1  I I 
. . . . . .  . .... .. .... . . ......... .. ..... . . , . - 1 . - . .  

1 I I i 
2 i i I j 1 

. . . . . . . . . . . . .  . . . . . . .  .... ... ... . . . .  . . .  . .  .... : - 4  .+--. ~.'. -. : ' - + I . . .  i I ~- . 3 . .  -. -~ 

i 3 
I ! 

- - .-. ., ~ - ...... ...... . . . . . . .  .......- . . . . . . .  .. -... .. 
I .I - ~ - ~ j  . . 1 .  . i . .  -~ .- - -- A 

4 ; ! ! 
i 

~ . ....... ... ...... ...... - . . . . .  ; . . ~ - '  I ~.~ - - -- - ; 
i I 1 

5 1 
.. ~- - ~- - 1 i . , . . L--. 

6 i 
I 
1 

-- .............. - 7  -- 

7 i 
. . . . . . . . . . .  . C ..... -. + 1 _. __ -. -. -. 

&-- 
-- 

8 
p~ 

I 
- I-_ 

9 

10 -- 

11 

..... 

& .  .. . .  .. 

A. Identification No.: 1 1 7 1 m  
-- 

0. Institution Name: 

Report within 24 hours to the District Health Officer any case of the following health problems. Use a separate 
sheet for each disease. Attach additional sheets if required. 

\ 

106. Cholera 
C. Province: Cj 107. Suspected Meningococcal Meningitis 
D. Divlston: ::: I-] 108. Poliomyelitis 
E. District: i only rl 109. Measles 
F. TehsillTaluka: I - - / - j Other disease which presents a serious epidemic threat, 
G. Union Council: - 

specify: 
H. lncharge Name: I. Signahne: I 



I SUPPLIES AND EQUIPMENT 
i 

EPIPer~nanent Register: Vaccination 
EPI Register: Daily Performance 
Maternity and Child Health Card (Iinmunization cards) 
Case definition of EPI Target Diseases 
Ilninediate Report 'on Epidemic Diseases 
Monthly Report 

2. Equipment 

For Cold Chain 

Refrigerator 
Icepacks 
Vaccine carrier 
Ther~nometer to record temperature 
Temperature record chart 

For Sterilization 

Steam sterilizer or boiling pan 
S~nall container for needles 
Stove 
Matches 
Timer crock 

For Injections 

Syringes - 5cc, 1 . 0 0 ~ ~  
Needles for mixing, intra~nuscular, subcutaneous, and intradennal 
Forceps - 2 pairs 
Small tray with lid for syringes 
Metal file to open a~npoules 
Two s~nall dishes for swabs (one dry, one with spirit) 
Cotton 
Cotto11 clot11 to l~old a~npoules 



For Cleaning 

A bowl in which to soak used syringes and needles 
Box or bag to collect trash 
Box to take garbage away 

0'' Handwashing items--soap, water, clean towel, etc. 

Vaccines 

Tetanus Toxoid Measles Virus (Live, Attenuated, Dried) 

Polio Oral Trivalent Diphtheria and Tetanus 

DPT BCG (Dried) 



EXERCISES I] 
Classroom Fxercise 

In this set of exercises you will be given a situation in irnplernentation of the EPI programme. 
Review the infonnation a~ id  identify those areas that are satisfactory and those that require further 
action. For those requiring further action, suggest appropriate actions after co~npleting the four 
steps of problem solving. 

1. The centre's cold chain records were reviewed. It was found that the temperature was 
above 20°C for 5 days. When asked, centre staff said that the wick for the refrigerator 
needed to be replaced but that no wick had been available for four days. 

Using the four steps of proble~n solving, state what you would do at each step. 

2. The following table provides i~n~nunization activities of an RHC. Use this information 
and the four steps of proble~ii solving to identify and solve the problem. 

3. During the visit to the facility you were informed tliat the drop out rate was high and the 
above table verified it. You also observed during a vaccination session tliat children and 
mothers were being properly irn~nunized but they were not being told when to return. 

Vaccine 

BCG 
DPT 3 
OPV 3 
Measles 
TT2 + (given to 
pregnant women) 

Protected at birtli 
against neonatal 
tetanus 

Using the four steps of problem solving, complete this exercise. 

1990 Coverage 

60 
45 
47 
40 
17 

1991 Targets 

8 0 
7 5 
7 5 
75 
45 

100% of number 
receiving DPTl 

1 99 1 Coverage 

65 
5 3 
50 
53 
27 

56% 

- 



4. During your observation in an EPI room, you noticed that the vaccinator had liis work 
area well orgariized and neat. He gave tlie required vaccines ~~s i l ig  tlie correct dose and 
route. You reviewed tli; immunization cards of tlil'ee babies between the ages of 6 to 12 
months. None of tliese three babies had received BCG 01. measles vaccines. When asketi 
why tliese vacci~ies were not administered on tliis day, tlie vaccinator replied that these 
vacci~ies are given on Satul-days only. What actio~is would you take in tliis situation'? 

5.  You were observing tlie EPI room of a teaching hospital and were impressed with the 
vaccinator in liis thoroughness in  giving the vaccine, i n  recording and in cleaning tlie 
equipment. When you reviewed tlie EPI cards of all tlie children, you noticed that BCG 
was not marked on four cards. From talking to the mother, you discovered that all four 
children were delivered at that hospital. 

What further infonnation would you ask for and what actions would you take? 

6. When you are visiting an RHC, the MOIC co~nplai~is about tlie vaccinator who went on 
leave for two days and had not yet returned two weeks later. 

What steps would you take? 

7. During your visit to tlie facility you noticed that some parents were bringing their own 
plastic syringes to tlie i~nmunization. 

What action would you take? 

8. Some mothers told tlie vaccinator that they wanted their children immunized because 
there had been soliie deaths in tlie village from measles. No measles had been reported 
to your office or on tliis visit. 

What steps would you take on the basis of tliis information? 



Supervisorv Checklist Exercise 

During the supervisory visit observe the immunization activities in tlie health centre and co~nplete 
the relevant items in tlieattached Supervisory Checklist Work Sheets regarding the i~nmunization 
procedure and,, related resource lnatiagelnent items. 

Complete following items on Individual Case Management Work Sheet #1: 

1 tlirougli 2.1 
3.1 
4.1 
5.1 
6.1 
7.1 - 7.2 

Complete all items on Individual Case Management Work Sheet #3. 

Complete all items on Resource Management Work Sheet #4. 

Fill in the appropiiate sections on Resource Management Work Sheet #5. 

Fill in the following items on Resource Manarrement Work Sheet #6. 

Transfer your final score from the work sheets to the sumlnary part of the Supervisory 
Checklist. On the Individual Case Management page answer: 

On the Resource Management page answer: 

Summarize findings of your visit and give feedback: 

On i~nmunization practices 
On availability and utilization of material resources 
On record keeping and repol-ting 



Meet with the staff in groups and/or as individuals. 

Identify strengths and constraints in delivery of EPI services. 

Compliment staff on acco~nplish~nents in pi-oviding im~nunization services. 

Give feedback to the facility staff on your findings. 

Identify training needs for im~nunization and other areas; arrange for training. 

Work out a'plan with the facility staff to solve identified problems/constraints 
wi~ll i  11 a sl)ccil'ictl lilllc I'ra~~lc. 

Infonn the staff of the date of your next visit. 



I Section 1: Individual Case Management 

I Work Sheet 1: Sick Child Under 5 

i Name of Supervisor: 
(if different frolt; fratlf page) 

Institution Name: 

Date of Supervision: 
(if different frotn front page) 

Case 1 Case 2 Case 3 Case 4 Case 5 

' Work Area Set: i 
I 

91 Name of Stafk 4 

1 1.  

I 1.1 
1 

1 1.2 

1.3 

r 2. 

2.1 

2.5 1 ~ s k s  for other symptoms i I 

Rapport 

Was mother greeted'? 

Was mother asked to sit down? 

Was mother asked reason for coming to the facility'? 

History 

A s h  for age of child 

, 2.2 
I 

! 2.3 

Asks chnnge in eatinddrinking 

Asks change in bowel/urinc output 

1 3. 1 Examination I 1 1 I I I 

; 2.1 

j 2 N  

Asks for child's immunization status 

Asks lor nutrition intake assessment 

j 3.3 1 ~ o o k s  at condition of nose, mout h, ear i 1 I I I i I 

: 3.4 ~ o o k s  atchest indrawing 

-- - 
I 

I 3.1 

, 3.2 

I 
- 

3.1 1 Checks Immunization Card 

3 N  I Takes weight (child under 3) 

Looks at general condition (colour, alertness) 

Looks at condition of eyes. ears 

I 3.5 ' Counts respiration 

1 4 .  Classification 1 Was child correctly d;irsified1? 

4.1 1 ARI case 

I 

3.6 

3.7 

4.2 1 Diarrhoea case 
.- - 

Takes skin pinch 

Takes temperature (if indicated) 

4.3 1 Case with other symptoms I I 
- -- .- - - 

4.4 ' Case wilh no symptoms 

1.1 According to need for vacci~ies 

1 N  According to nutritional status 

14 1 
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Case 1 Case ? 
~ . .-T .... ...- . 

Management 1 I 
Case 5 

Were child's needs corrcclly managed? 

According to WHO prolocol for ARI case 

According to WHO protocol for Diarrhoea case 

I According IS, acceptable stand;rrds lor other cases - - - - - - . - 

5.2 / Refers complicated case appropriately 
--- 

+---I -- - -- 

5.1 I Manages correctly immunization needs of the child 
I 

5 N  I Manages correctly nutritional rleeds of child 

. 6  i Advice 

6.1 . Explains to parents findings of cllild's condition 1 
-~ - - ~  

6.2 i Explains needlno need for drugs 

6.3 I Explains when to bring back the child 
- --. - - . -. - - -- - -- -- -- 

6.1 Gives appropriate immunizalion advise 
- - - -- - - -- - -- - - - - - - - 

6 N  Gives appropriate nutritiollal advise 
- - - . - - - - - -. - - -. - - - -- -- 

7 Follow-up I 
- - - - -- -- -C - -  ! 1- - - - -, 1 

7.1 ' Gives appointment for next visit 
-- , - - -- -. . - . - - - - . 

7.2 ' Checks if mother has well understood Ireatment/advice 1 1 1 1 I I 

1 given and date of next appointment 

8. Reporting 

8.1 / Completes MCH C X ~  i I I I 1 I 
8.2 Completes OPD Register 

8.3 / Uses Referral Forlns 1 1 
For General Child Care (all cases) 
Write nimtber of 'Yes' scores oller fofnl ~rionber of 'Yes' allrl 
'No' scores 

- - 

For ARI Cases 
Write nuntber of 'Yes' scores ol1er fofol ~rirrriber of 'Yes' nlirl 
'No' scores 

I 
For Diarrhoea Cases 1 1 I 
lVrite nitmher of 'Yes' scores o1vr totnl ~iroriher of 'Yes' olirl 
'No' scores 

1 1 .  . 

For Immunization Management (2.1 -* 6.1) I 

1Vrite liittrlber of 'Yes' scores ovcr totnl ~irrrrihi~r of 'I '  sc.ores 
' / 

I - 

For Nutritional Management (2.N -* 6.N) 
Write rlitt~~her of 'Yes' scores ovrr totcrl niclrd~er of' 'N' scores L -. -- . .- 

Final Assessment: Percentage of 'Yes' scores out of total 'Yes' and 'No' scores: 1 
General Child Care: 

-- -- - A .. .. - 

ARI Case: 
- - -- --- - -- - - - . . . . . - . -- -. . - -- -. .- 

Dinrrhoea Case: I 
- -- -- -- -. -- -. - 1 I 1 

. - - 
Immunization Management: 

- - - - - - - -. -- - -- - .- 

Nutritional Management: 
-. - .- -- 

'A 
-- 
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Section 1: Individual Case Management 
-. - .- .. . . - 

Institution Name: 

1 Work Sheet 3: Immunization Session I 
I Name of Supervisor: Date or Supervision: I 

(if differet~r frott~ fro11 I pnge) (if d i f f i ~ r~ t~ r  fi.ott~ frotlr page) 
-- -- - - - - - -- -- - -- I - - - -- - -- -- 

Case 1 Case 2 Case 3 C'asc 4 Case 4 

I 

7 .  ) A s h  the mother to repeat ,he instructions 

i 
1 to assure that she understood 

-- 

Work Area Set: C n 
I Y N  

' 5 .  

I 8. , Rinses and sterilizes reusable syringes and 
needles I 

I 

Name of ShfE -+ 

~ 
Records dates of immunization on 
appropriate cards and registers 

9. ~iscards~disposable syringes and needles 1 

,a _ _ __ -__  1-- 
6. I Informs mother when the child needs to be I brought back 

: 10. 1 Discards opened vials of vaccines 

I 

1 1. 

I 

12. 

i 3. , 

1-1 T"," ""s' 

Total 'Yes'+'No' 

Uses sterile needle ,md syringe for each 
injection 

Uses correct syringe and needle 

Gives injection at the correct place 

1 
Wrire nltmber of 'Yes' scores over lorn1 nronDer 1 

I of 'Yes' arld 'No' scores. 

Final Assessment: Percentage of 'Ycs' scores over tot;il 'Yes' and 'No' scores: 8 

4 .  Uses the correct route for injection 

PREVIOUS PAGE BLANK 



1 Section 2: Resource Management I Institution Name: 

I Name of Supervisor: I Date of Supervision: 
(if different from fro111 page) 

I (if different front front puge) 

I ! Work Sheet 4: Cold Chain Management 
I 
I 

4.1 Is refrigentor placed at correct position? 

- 

3.3 Is plug secured'? 

1.3 Are door and rubber of the door in order'! 

4.1 Is floor ;uound the refrigerator dry (no le,lkage)'? 

4.5 Is thermostat working and set correctly? 

1.6 Is daily temperature sheet displayed nnd kept up to date? 

4.7 Are vaccines and dilutes at proper place in the refrigerator? 

4.5 Are vaccines stored within the limits of the expiry dates'? 

4.9 Are the door shelves empty? 

4.10 Is there an automatic generator? 

1.1 I Is there a voltage regul;itor? 

3.12 Are alternate :mngements made in case of power cut? 

\Vrire ruunber of 'YES' s(:ores over tot(i1 rti{mher 'Yes' atld 'rVo' scores. 

Final Assessm.ent: Percentage ot' 'Ycs' scorcs out of totnl 'Yes' ;~nd 'No' scores: 

PREVIOUS PAGE BLANK 



1 Work Sheet 5: Physical Resources I 1 
/ Section 2: Resource Management 
I 
I 

Institution Name: 

! Name of Supervisor: I Date of Supervision: ! 

1 Management 
, 
! 

(if clifferetlt from frotlr page) 1 (if differell from front pclge) - 

I ! 

5.1 Are the following equipmentlitems in good working condition'? 

Sterilizer 

Weighing Scale (adults) 'z 
NA Y N 

Weighing Scale (children) 

First Aid Kit 

X-Ray m3c hine 

Others'? (Make sl t~gest iot~s)  

5.2 Physical Inventory Equipment/Furniture/Linen (once a year) 

Select 10 i t e m  as reporter1 in lust ycariy reporr. 
7-  

Does physically verified status correspond with reponed slatus for these 10 items'? If no, iliscltss 
I ' .  

results wirh IIC. Y N  

5.3 Physical Inventory Drugs/Vaccines/Supplies 

Select 10 items as reported in lust tnonthly report. 

Does physically verified balance corrcspond with rcported bdnnce for ~hcse 10 ilcms? If  no. r-  
, , 

discuss resulls with IIC. - 
Y K  

5.4 Transport  (if available) 

Verify lo,? hook for propcr rtse 1.f vehicle. Disolrss resltlts with IIC. 
-- 

The tnnsport means of the he:~llh I'acili~y wcre :~ppropriately used :IS verified through the log book. 
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1 Section 2: Resource Management 
I 

I 
i Name of Supervisor: Date of Supervision: - 

I 
I Work Sheet 6: Record Keeping System ! -- 

6.1 All required registers and p:~licnt/clicnt forms arc in use according lo llie IIMISFLCF Inslructions 
Manual. [? 1) Y N 

(i/ dflero~f j r o n ~  frurrf page) 

6.2 Immediare repons for epidemic outbreaks were made up when nccessnry and duly completed. rn I-: 
- A  

Y N  

(i/ cliNercttf from fronf page) ! 

6.3 Immediate repons were sent out in a tinlcly manner. 

-- --- 

6.4 Monthly repons were made up correctly from records and regisicrs ;~v:lilal)lc in rhc ce11l1-e. rJ 1. 
Y N 

6.5 Monrhly reports were sent out according to time schedule. 

,- -- 
6.6 Updated graphic represenra~ions on priority activities of the he:llth I':~ciliry arc visibly displayed. I :  

6.7 All forms and registers are available in sufficient quantity 

Number of 'Yes' scores over total number of 'Yes' and 'No' scores 

Final assessment: 

Percentage of 'Yes' scores out of total 'Yes' .and 'No' scores 
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Section 1: Individual Case Management 

Make final assessment on case management of the following health care activities using the scores obtained through the worksheets. For health 
care activities not performed in the supervised health facility, tick the box 'NA' (Not Applicable). 

1. Sick Child Under Five 

1.1 General Child Care 

1.2 Diarrhoea1 Disease Case 

1.3 Acute Respiratory Infection Case 

1.4 Management of Nutritional Status 

1.5 Management of Immunization Status 

2. Growth Monitoring in Child Under Three 

3. Immunization Session 

4. Prenatal Care 

5. Delivery Care 

6. Postnatal Care 

7. Neonatal Care 

8. Family Planning 

9. Tuberculosis (follow-up) 

Quality of Case Management 

N A Poor lnsuff icient Appropriate 
(<50%) (50 - <80%) (280%) 

Page 2 
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Section 2: Resource Management 

Make final assessment on the management performance of the health staff for the following resources, using the scores obtained through the 
worksheets. For resources not available in the supervised health facility, tick the box 'NA' (Not Applicable). 

1. Laboratory 

1.1 Microcscope in good working condition 

1.2 Laboratory diagnosis of malaria is of acceptable quality. 
(Malaria diagnosis correct for 2 80% of slides) 

1.3 Laboratory diagnosis of tuberculosis of acceptable quality. 
(Tuberculosis diagnosis correct for 2 80% of slides) 

2. Community Development Activities 

Management of community development activities is of acceptable quality. 
(A 'Yes' answer was recorded for 2 80% of management indicators) 

3. Personnel Management 

Personel Management is of acceptable quality. 
(A 'Yes' answer was recorded for 2 80% of management indicators) 

4. Cold Chain Management 

Cold Chain Management is of acceptable quality. 
(A 'Yes' answer was recorded for 2 80% of management indicators) 

5. Physical Resources Management 

5.1 2 80% of essential equipment is in good working condition 

5.2 Physical inventory check for equipmenVfumiture and linen is satisfactory 

5.3 Physical inventory check for drugs/vaccines/supplies is satisfactory 

5.4 Transport means of the health facility were appropriately used 

6. Record Keeping System Management 

The Management of the Record Keeping System is of acceptable quality. 
(A 'Yes' answer was recorded for 2 80% of management indicators) 
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Feedback On The Visit 

1 1. Improvements noticed since previous visit: I 

1 2. Problems identified during previous visit that need still further improvement: 1 

3. 
I 

Problems identified during this visit: 7 

1 4. Recommendations to Health Staff: 1 

I 

5. Actions to be taken by supervisor: 1 

6. Problems to be followed at next visit: 

7. Date of next visit: 

S U ~ I V I S O I ~  Checklist (OR 1) 
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MODULE 4 

NUTRITION 

This ~ll;rlcri;~l is 1;tlic11 f ro l l~  Ntluiliol~ for R'i111;uv Hc;dlh C';lrc Worlicrs clcvclopccl ill P;lkist;ui by a group of nuwition 
cxpcns. 
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LEARNING OBJECTIVES FOR INCREASED KNOWLEDGE AND UNDERSTANDING 

Through lectures, reading and discussions you will increase your understanding of nutrition 
p rogrames  in Pakistan and the health service provider's responsibilities in minimizing nutrition 
problems. On co~npletion of training you will be able to: 

1. State the inagnitude and type of nutritional problems. 

2. State Government of Pakistan policy. 

3. Identify vulnerable groups. 

- .  . . - - -  
4. Describe how nutrition service can be integrated into primary health. 

5 .  Describe food groups and their functio~is i n  the body. 

6 .  State an individual's daily food require~iie~it based on age, sex and stage of development. 

7.  Describe tlie tools of dietary assessment for determining the nutritional needs of women 
and children. 

8. Describe the process of growth monitoring of infants and children. 

9. Describe how to complete iI growth chart. 

-- . . . . . 
10. Describe liow nuaition education can be ettective in ilnprovlng dietary practice. 
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LEARNING OBJECTIVES FOR IMPROVINC SUPERVISORY SKILLS 

During training you will be familiarized with the procedures related to nutrition services and 
given opportu~~ities to observe MOs and paralnedics. On colnpletion of this module you will be 
able to: 

I .  Assess the staff's colnpeteilcy in llutritional needs assessment of infants and children, as 
well as pregnant and lactating women. 

2. Assess the staff's colnpetency in colnpleti~lg a growth chart and weighing pregnant 
women. 

3. Assess the staff's colnpetency ill coi~nselli~ig wolnen on nleeting their and their children's 
~liitritio~lal needs. 

4. Use the Supe~viso~y Checklist i n  docume~lting the staff's competency, resource 
availability and the cli~ality of nutrition service bei~lg provided. 

5 .  Help tile facility staff to identify their acl~ieveiiiel~ts and their weak areas in providing 
nutrition services. 

6. Plan with the staff in improving nutrition services. 





The prevalence of anaemia was found to be about two out of every three children between seven 
months and five years of age, and 45%) among pregnant and lactating women. 

Iodine deficiency diseases are entleniic in  the northern areas of the country, and it is estimated 
that fifteen million people Iiiay be at risk. 

Evidence of clinical Vitamin A deficie~icy is not conimon in Pakistan, but the magnitude of mild 
deficiency is not known anti niay be significant. 

Only 43% of children 111ider five years of age were foi~ncl to be of nonnal nutritional status, whi.le 
42% were stunted (low height for age), 11 % were wasted (low weight for height) and 4% were 
both stunted and wasted. 

Prevalence Stunting And Wasting 
Pakistan 1 985-1 987 

Wasted (1 1.0%) 

Fig. 10 



The survey results, as shown in the following graph, illustrate that usually high rates of wasting 
occur arnong Pakistani infants under one year old. One child in five is wasted even before six 
months of age. and the prevalence remains high in older children. 

WASTING IN YOUNG CHILDREN 

PAKISTAIS AND EXPECTED PAITERN 

Fig. 11 
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The following graphs prepared from survey findings regarding feeding of children show that: 

About 90% of infants are breastfed in the first few months of life; while breastfeeding 
rapidly declirles up to i\ge two. 

Only 14% of children age 4-6 months are consuming food in addition to milk. 

Only 55% of children age 10-12 months receive food other than milk. 

PDEAST FEEDING PREV-ALENCE 3 1 L  

S T  - BY AGE GROUPS 

Fig.  12 



CHILDREN EATING ANY FOOD 

PAKISTAN - BY AGE GROUPS 

Fig. 13 

I t  can easily be inferred from this situation that by adopting exclusive breastfeeding for 
infaits and intl.oducing ;ipprop~-iate weaning foods ;it tlie proper age the nutritional status of 
children in Pakistan can be ~iiucli iriiproved. 

THE PREVENTIVE APPROACH 

Nutritional progralnliies can be cost effective when they focus on prevention. 

Good nutrition and proper feeding practices prevent other illnesses and disabilities. 

Many of the long-tenn consequences of protei~i energy malnutrition and micronutrient 
deficiencies are il-I-eversible. 

Nutrition activities need to be inregrated into ongoing priniary health care 
programmes. 

The preventive i~pproaclles I l l i ~ t  i1l.t: 11iost likely to be effective in coinbating malnutrition in 
Pakistan include p~.oniotion of breastfeeding, i~iiproved child feeding practices, better diets for 
adolescent girls and woliien, consu~nption of vitamin and mineral-rich foods, plus 
s\~pple~nentation when necessary (iodized salt, prenatal iron and folate supple~nents). 



GOVERNMENT NUTRITION PROGRAMMES 

Breastfeeding Policy 

The National Breastfeeding Steering Co~n~nit tee develops policies and plans in collaboration 
with the Govern~iie~it of Pakistan and international agencies. It serves as the coordinating 
body and technical resource for all activities related to breastfeeding including training, 
research, prograliuiie planning and advocacy. It is also a resource for information and training 
materials on breastfeeding. The Committee plans to assist in training health workers at the 
district level. 

J .  p-* 2 
Government  o f  Pakis tan & Ministry o f  Health, Specia l  Educat ion a n d  Socia l  Welfare 

BREASTFEEDING POLICY FOR HEALTH FACILITY 1 
BREAST MILK IS THE IDEAL FOOD FOR BABIES. THE HEALTH FACILITY SHOULD DO THE 
FOLLOWING TO PROTECT, PROMOTE AND SUPPORT BREASTFEEDING. 

1. All health facility staff including doctors, health technicians, lady health vis~tors, 
vaccinators and community health workers shall work together to ensure the 
implementation of the breastfeeding policy. 

2. All relevant health care staff shall be trained in the skills necessary to implement this 
policy. 

3. Health facility staff shall ensure that all expectant mothers, at clinic visits or during 
outreach activities. receive education on the benefits and management of breastfeeding, 
the dangers of bottle feeding, and the dietary needs during pregnancy and lactation. 
Prenatal exams shall include breast examination. 

4. At delivery, newborn infants, including premature infants, shall be put on the breast rvrthln 
one hour of delivery, Bables should be fed on demand, every 2-3 hours for a mln~mum ol 

, e~ght feedings wlthin 24 hours. 

I 5. Exclusive breastfeedinq shall be promoted from birth to 4-6 months. No water, ghufti. 
fresh anlmal milk, infant formula or other liquid is to be given to an exclusively breastfed 
infant. Tratned health care staff shall help mothers having breastfeeding problems to 
continue to Oreastfeed. 

6. Staff shall promote the introduction of semi-solid foods at 4-6 months with continued 
breastfeeding up to 2 years. 

7. NO feeding bottles and pacifiers shall be allowed in the health facility. 

8. No promotlonal materials about formula, feeding bottles and pacifiers, such as posters, 
free samples or glM items, shall be allowed in the facility nor shall they be given to the 
mother. 

9. NO health care staff shall recelve gifts, free samples, donations, free tralnlng, etc. irom 
formula manufacturers. 

10. Mothers shall be given SufflCient educatlon in group classes, individual counseling and,cr 
home vis~ts so that they wlll be able to explain that : 

breastfeeding should be started within one hour of delivery aner birth because: 
- Colostrum IS important for babies and protects them for infection. 

I 
I I . frequent breastfeeding increases breastmilk production. I 
I 

I 
. baores should be fed only mother's m ~ l k  for the flrst four to SIX months because: I .- 11 1s the best food for bables. 

i .- 11 prevents ~nfectlons. 1; 
/ . bottleleeding can cause serlous illness and death. 
1 . supplementary foods should be started between four and SIX months. I 

I . lactating mothers should eat more food and drlnk more llou~ds to maxlrnlze the~r ~ ~ l k  
. 

I 
I 

~ L l ~ p l y  

Policy Develooed by : tlal~onal Steerrng Csmmlrtee on Breas~leea~ng 
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Lactation Management Training 

As part of the government's initiative to promote and support breastfeeding, the NBSC has 
introduced a plan to train tealns of lnedical personnel at San Diego, Callifornia's Wellstart 
Lactation Management Programme. In 1992 ten tearns of pediatricians, obstetricians and 
lii~rses fro111 teacliing hospitals tlirougliout Pakistan will Iii~ve been trained. 

Up011 their return, the tealns will train the staffs in their hospitals and establish clinics for 
treating serious lactatio~i problems. These tealns will provide technical support and leadership 
to the provincial breastfeeding co~nlnittees. The teams will also assist in provincial-level 
training to proliiote breastfeeding education. 

Growth Monitoring 

Govenimttlit policy is to provide facilities for growtli monitoring and nutrition counselling in 
all FLCFs througliout tlie coirntry. 

Trained manpower is a requisite to tlie successful i~iiplelnentation of nutrition programmes. 
The federal government, in  collaboration with PI-ovincial governments, has initiated a 
prograln~ne to train ~iiedical and parilnedical staff in nutrition and nutrition education 
techniques. This programme has so far undertaken tlie training of MOs, female MOs and 
lady health visitors in all of the provinces as well as in Azad Kashmir. 

The provincial nutrition cells, in cooperatio~i with provincial health departments, have 
launclied trailling ill tlie distl-icts prioritized by tlie provincial governments. The goal is to 
train personnel to ilnplelnent and lno~iitor nutrition activities at their centres and in their 
co~nmunities. 

Iodine Deficiency Disorders Control Program 

Iodine deficiency disorders. IDD, are a major piiblic health problem in Pakistan. The 
northern areas of the country, Azad Jarnlnu and Kashmir, tlie Northern Areas and the northern 
districts of NWFP are recognized as some of the world's most severely endemic areas for 
IDD. Si~rveys from these e~idelnic areas show the prevalence of IDD as high as 70%. In 
otlier regioris of the country, including the plains of NWFP, Punjab Sindh and Balochistan, 
1DD endemic areas have also been reported. I t  is esti~iiated that approxi~nately fifteen million 
people are at risk for the full  spectrum of IDD. 

Although not all of tlie consequences of iodine deficiency are reversible once they occur, 
iodine deficiency can be prevented by iodine supple~nentation. The government launched a 
short tenn iodized oil project in  1987, with the objective of administering iodized oil to the 



target population of children from birth to nine years of age, arid to women up to 45 years of 
age in the highly endemic regions of AJK, NAs and the northern districts of NWFP. The 
target populations i11 these project areas are currently estimated at 6.8  nill lion. Approxi~nately 
1.2 million have received iodine supplementation to date. One oil injection is effective for 
three to four years, while a single dose of two caosules tievelops iodine stores that will last 
from one to two years. 

In 1989, the Nutrition Sector of the Planning and Developlnent Division in collaboration with 
the Utility Stores Colporation developed a plan for producing iodized salt and distributing it 
to the project areas. The coordination and marketing costs are covered by the government 
and the salt is sold at tlie saliie 111arket price 11s colnmon rock salt. The iodized salt is 
available as packaged salt i n  all Utility Stores and other sllops in the ende~nic area. 

MOs should prescribe iodized salt for all people living in the endemic areas. They also 
should encourage traders and shopkeepers to sell and promote iodized salt. Iodized salt 
should be stored away from sunlight, but should be displayed in view of the customers. 

Iron 

One of the ~nr?jor signs of iron cleficiency is anemia. Although provincial health departments 
are distributing iron sulphatc tablrtx through sonie selecled centres a scheme is being prepared 
to l~niversalize the dihr~,ibution a1 tlle national level. The psogmmme Inay be launched in 
early 1992. 

In 1975 the government requested WFP assistance i n  providing a programme of 
supplementary feeding integrated into basic health services. The objectives of the program 
are: 

To reduce  he high incidence of PI-otein-calorie 1i1;rlnutr.ition among preschool children, 
pregnant women and nu~-si~ig nlotllers 

To promote bertt.~ cl~iltl anti fuli~ily feeding 

To encourage greater attendance at health and welfare centres in order to provide more 
opportunities for intensive activities in i~nmunization, mother and child health care and 
sanitation education 

To lay the foundation for an ;~ppropriate distribution systeiil for food, particularly 
among the ~iiost needy of Pakistan's popul;~tio~i 



The groups eligible to receive WFP rations are pregnant and lactating mothers and children 
between six months and eighteen months of age who are poor and malnourished and weigh 
less than 80% of the standard weight-for-age. 

Recently, the foodbasket has changed from wheat, dried ski~nlned Inilk and edible oil to 
edible oil. tea, sugar, pulses and wheat soyabean flour. The main emphasis of the project will 
now be on pro~noting the use of primary healtll care facilities. Twelve hundred health outlets, 
which are mainly ad~ninistered by provincial health departments and supervised by provincial 
health depart~nents and by DHOs, will register about two hundred beneficiaries. 

During emergencies such as the famine in Thusparker, Sindh, or national calamities such as 
earthquakes and floods, WFP provides food com~nodities. WFP also has an afforestation 
project in which workers receive half their pay as food. 



Through review of the nutrition content of the MO and paramedic training you will become 
familiar with the procedures and services they are expected to carry out. You will then be 
able to observe and assess the quality and quantity of services provided and take necessary 
steps to assure adequate and appropriate nutrition services to people in the community. This 
section begins with the roles of the health team and the procedures for determining nutrition 
needs taught to the MOs and other health workers. 

ROLE OF THE MEDICAL OFFICER 

The MO will ordinarily undertake the following responsibilities: 

See all patients referred by the LHVIFHT. 

Confir111 the clinical assessment of the LHVFHT and prescribe treatment as indicated. 

Refer patients when ~-ecluired to secondary and tertiary healtll care facilities. 

Reinforce the counselling, points thiit were disc~~ssed with the LHV or FHT. 

Conduct nutrition counselling. 

Solicit the help and participation of volunteers fro111 the com~nunity. 

Conduct on-the-job tsaining of staff and volunteers, and provide up-to-date 
infonnation. 

Supervise the work of LHVs and FHTs. 

Maintain ecluip~nent. Scales should be calibrated weekly to ensure proper functioning. 

Periodically observe the LHV's technique of ~neasuring; then take a duplicate 
I I I C ~ I S L I ~ ~ I I I ~ I I I  ;111(i COIIII) ;~I .C tI~tf ~ W O  to ;~SSCSS iICCLIriIC'Y. 

Ensure that the I,HV has ildecllliltt. time, spilce and ~naterials for counselling. Observe 
her counselling iipproacli and give guidance OII  ilny incorrect and ~ ~ ~ i s s e d  points, 
reinforce effective appl.oaches and suggest alternatives when necessary. 

Check that plotting of growth charts, recording of pregnancy weight gain, and filling 
of registers is performed; and check that the infos~nation is reasonable. Help LHVs 
avoid spending too I I I L I C ~  time on records rather than on patients. 



Ensure tlie availability of equiy~nent, growth cliarts, stationery, teaching aids, iron and 
folate supplements, etc. 

Encourage linnie visits and co~n~nunity evolvenient. 

Educate staff oli tlie i~nportance of nutrition services and tlie preventive approach. 

Listen to staff concerns arid give tlietn tlie opporti~nity to provide feedback on 
difficulties and sirccesses. 

Don't forget to congrdtulate the staff on a job well done. especially in the face of 
nunierous constraints. 

ROLE OF THE LADY HEALTH VISITOR AND FEMALE HEALTH TECHNICIAN 

The LHV A N D  FHT will normally pe~l'onii nutl-ition related activities in the following areas: 

Paediatric Care 

Assess nutritio~lal risk to cliildren. 

Weigh all children. 

Record weight on the cliild's health cliart and interpret tlie growth curve. 

Provide preventive nutritional counselling and I>romote good nutrition. 

Conduct diet histories and food frequencies for those identified as "at risk." 

Conduct clinical assessment and refer patients needing further advice to the MO. 

Provide individualized nutrition counselling and follow up. 

Prenatal Care 

Weigh all pregnant wnlnen. 

. Record weight and assess weiglit gain. 

Provide preventive counselling on n~atenial diet. 

Prescribe iron and folic acid supple~nents. 

Conduct diet Ilistories and food frequencies wlie~i indicated. 



Most patients do not come to the health centre specifically for nutritional problems. 
Therefore the promotion of good nutrition and care for other health problems needs to be 
integrated into the roles of health staff. Nutrition services as outlined in the following flow 
chart are delivered through the primary health care outlets. 

NUTRITIONAL SERVICES 

P A T I E N T  P 
A l l  P r e g n a n t  Wullten 
A l l  C h i l d r e n  llncler Acje 5 

Weigh 

A l l  F1reqnLin t  Wolnen 
A l l  ( : l i i l d ~ - e n  Un( l r r  Aclr 7 

Preventive 
Nutrition Counselling 

I n c l i v i d u a !  
S m a l l  G r o u p  

Appointment for 
Preventive Services 

Individual Nutritional 
Assessment and 
Counselling 

D i e t  H i s t o r y  
F o o d  F r e q u e n c y  
C l i n i c a l  A s s e s s m e n t  
N u t  r i t . i o n  C o u n s e l l i n g  

Medical/Preventive Services 

I rrurrul~izat i u n  i t  i t l d i r : d t . + d  
c : ~ ~ r a t i v +  r:irre ~ C ! I  r : o l ~ ~ p i ; i i n t  
[ : c~n ' i i r r l~a t  i o n  of c 1 i n i c ; i l  
~111 t r i  t i o n d l  n:.::-:~':::;,:r~te'nt 
H c ' i n f o t - c e  nl l t  L - i r  i;,n c 0 t l n : : e l i i n g  
i1r4+riii r it1 ::A L-+ 

Follow-up 
Appointment 
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Nutritional services in the health centre 

1. Risk Assessment 

All children under five years old should be assessed for risk of malnutrition, using a check list of risk 
factors. All pregnant woman should also have a risk assessment completed. In Pakistan children and 
women are vul~ierablc to ~nalnutrition due to the followi~ig faclors. 

Children 

Non-exclusive breastfeeding . I~iadequate and inappropriate wealling practices 
Recurrent episodes of diarrhoea and ARI 
Bottle feeding 

Wonien 

Chronic u~~dcniutrilio~i 
Lack of knowledge about balanced die1 
Insufficieal dietary intake in closely spaced pregnaicies and lactation 

2. Malnutrition Risk Factors 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  ... , , , , , , , . . , , , , I ::::::::::::,:,iii:::::~::;$:;~~:c:::;:,:::jj:~:::j:::::::;:;;~:;:;:;:;:::.;:.:. <A:~::i::::.j:.t::.~~::~<:<::<~.A::::::$3:<::j!::::::::fj.:::::::1:::::::::::$j:;$:~; !.. .... .:..,,.::. .................................................. . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  ...... ...................... ................... :.:.:.:.:.:.:.:..:. ......A ..... ........ i.j. ', .................. .............. ,::>, ,::: %::,: jsacii,~:ij:I,:~~~~~:~:.:~::~~,~~~:~:,,~~~:~c~cj~~.~,,:~,~,:.:.:.;~:~~.~,~~.~.~~,,~,: .................................................... ........................................... ..'.. ..................... .. i; ....................... .......... 
......... ............................. ..................... :,:.:.:.;.: :...:.:,: >: : ............................................... 

_._.: ...,.... 
.................. ......................................................... .................................. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  ................................ ............................................. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  . . . . . . . . . . . . . . . . . . . . . . . .  ::.::.::.:.:.:.:.,:.> ~ ~ 8 ' ~ ~ ~ ~ ; $ g g g ~  . . . . . . . . . . . . . . . . . . . . . . . .  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  ..................... : . . . . . . . . . . . . . . . .  . . .  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  ..... .......................................... ....... ........................... . . . . . . . . . . .  . . . . . . . . . . .  . . -2.r.: ........................................ <...'.'.'.'.'.'.'...?..............x....... 

* Molher: ill * Low birth weight 
working 
incompetent * Twins 

* Falher: ill * Mixed feeds or  bottle feeding 
u~ielnployed 

* Delayed feeding of solid foods * Parental loss: 
(dea Wdesertioil) * Chronic/recurrent diarrhoea 
( t j i vo r~c /~epa r i l h )  

4‘ Recurrent respiratory infections 
* I I I ; N ~ C ~ ~ L I ~ I C ~  i91~iltli~;rrc li)r workil~g WOIIICII 

* 
* Olilis nicdia. measles. TB, pneumonia, 

Drug adtliction 111 I';ullily whooping cough 

* More th;ul two childrcn under live yean: * 
I ~ ~ c o n ~ p l e t e  vaccinations 

of agc 

* * Others (congenital anomalies, e.g. cleft 
Previous inlhnl/child dear h 

lip) 



3. Growth Monitoring 

All children fro111 birth to 36 nionths of age who come to the health centre should be weighed, have 
their growth plolled and have appropriate action initiated. 

4. Prenatal Weight 

All pregnant woliien conling lo the health centre should be weighed and have their weight gain 
assessed. 

5. Clinical andlor Riochemical Assessment 

Children at risk of developing malnulrilion need to be examined for signs of PEM and 
~~~icronulrient deticicncics. 

Pregnant ant1 laclaling woliicn should be cxa~nincd for signs of anaemia and have an 
assess~lle~ll of I~cnloglobin conccntr;ttion. 

. All patienls ill  areas where iodine deficiency is endemic should be examined for goiter or other 
symplonls of  IDD. 

0. Ili~b Risk N~rfl.ition ('ol~as~lling 

High risk nutrition cou~iselling should be provided to thefollowing groups: 

. Parents of children with growlh fallering or parents of those who are at risk of developing a nutrition- 
related problem. 

. Parents of ~nal~iourished children 

. Pregnant and lactating women 

. Patients suffering from micronutrient deficiency, or those at risk of developing it 

7. Nutrition Supplementation 

. Pregnant wonleli shfiuld receive 120 mg iron and 51K) mg folk acid daily. 

. Low birlh wciglil i~if;rrils at two nlonlhs of ;rge should rcccivc iron syrup or t;rblels :rt I m@g body 
weight per day. 

. All patients with iodine deficiency or those who ;Ire at risk of developing iodine deficiency should be 
advised to use iotlinc salts. 

If malnutrition suplllerne~lts are not avnili~ble at the celitre they should be prescribed. 

8. Preventive Counselling: Promotion of Good Nutrition 

Every contact with meml,ers of the community should he used as an opportunity to promote good nutrition. 



ROLE OF SUPERVISOR 

As a district level supervisor you should encourage and assist the health teams at the FLCFs 
to promote good nutrition and to be on the lookout for cases of children or women who are 
"at risk." You are to carry out the following activities to assure adequate nutrition services. 

1. Pay regular supervisory visits to each health facility in the area; and use the 
Supervisory Checklist to provide effective supervision of nutrition activities including 
support, guidance and quality control. 

2. Develop a plan for providing nutrition services at the health facilities, including the 
following activities: 

Identification of groups at risk for malnutrition 
Nutrition counselling to prevent malnutrition in a risk group 
Treatment for patients with malnutrition 
Pro~notion of good nutrition practices within the context of population services 
provided by health facilities 

3. Motivate staff tcl perform better by congratulating them for jobs done well. 

4. Assist the health staff in implementing nutrition services by providing additional 
training, resources or changes in procedures in defective areas. 

5 .  Make arrangenients with other hospitals for referral cases. 

6. Ensure availability of equipment, growth charts, stationery, training aids, iron, folate, 
vitamins and micronutrient supplernents, etc. 

7. Listen to staff concerns and give opportunities to provide feedback on difficulties and 
successes. 

8. See that all s;lnctioned posts are tilled. 

<I. Maintain proper records at the centre and at the district office. 

10. See that adequate space is available for interviewing, weighing and counselling. 



Food Groupings And Their Functions 

As a guide to nutrition assessment and counselling, the chart on the following page shows the 
reco~nmended d;lily allow;~nce of essentird nutrients for both males and females according to age 
and stage of develop~~le~lt . 

PROTEIN RICH: 

VITAMINS & 
MMERALS: 

ENERGY: 

chicken 
breastinilk 

fruits 
vegetables 

fats 
oils 
sugar 

protection 
growth 

energy 

Vitamins A and C ,  
iron 
folic acid 

calories 
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PROTOCOL FOR NUTRITIONAL ASSESSMENT AND COUNSELLING OF CHILDREN 

1. Assess nutritional risk for all children under five years, using the Malnutrition Risk 
Assessment Checklist. 

2. Conduct growtll monitoring for all children under three years old. 

Assess the cliild's age. 
Zero the scale. 
Undress the child to light indoor clothes. 
Measure the child's weight to the nearest 0.1 kilogram. 
Plot the child's weight on the growth chart. 
Discuss growth pattern with mother. 

3. For children with inadequate growth and/or one or more risk factors, conduct a dietary 
assessment. 

Use the Diet History Question Guide and take notes. 
Conduct an In-Depth Food Frequency and take notes. 
Co~npare tlie currelit feeding practices with Daily Food Guide. 

4. Follow general counselling principles. 

Use visual aids. 
Involve the mother or family by asking questions. 
Reinforce positive behaviours. 
Use the counselling messages from the cui~iculu~n. 
Check that the patient understands and is able to apply the counselling in daily life. 
Schedule a follow-up visit. 

5A. For children with ~lor~nal growth, or no SB. For children with inadequate growth 
identified risk: provide age appropiiate and/or one or more risk factors: follow 
preventive ~iutritio~i counselling, as the high risk individual counselling 
follows. protocol. 

For all i n t i ~ i l s  hon l  I)irlli lo two years old: 

Cou~lsel falllilies on opti~ilurn 
breastfeeding practices tliat are age 
appl-opriate. 
P I -ov ide  in format ion  and 
cou~isel l ing 011 breastfeeding 
proble~ns and diet during lactation. 
Stress tile disadva~itages of bottle 
feeding. 
Explain that no special hygiene is 
required when breastfeeding. 
Advise on the best age to introduce 
supple~nentary foods. 

Use infonllation from nutrition 
assessment tools to identify 
important dietary changes needed, 
and discuss with the family how to 
imple~nent them. 
Provide counselling, following the 
poi11 ts described in the preventive 
section, with additional practical 
information provided on problem 
areas. 

Provide additional advice on the 
management of malnutrition, low 
birth weight, and nutrition 



For all infants three months to one year 1 
old: I I 

Provide information on feeding i 
solid and semi-solid foods and I 
continued breastfeeding. 1 

For children over one year old: 

Give practical exarnples of 
local and affordable foods. 
Discuss the consistency and 
types of foods appropriate for 

Discuss feeding requirements. 

, 

Encourage the mother to 
continue breastfeeding until at 
least two years of age. 
Discuss frequency of feeding. i 
Demonstrate types and amounts , 
of food; and hygienic 1 
preparation of food. I 

Discuss how and what to feed I 
during illness. I I 

different ages. I 
Demonstrate amounts and 1 
discuss frequency of feeding. , 
Discuss proper hygiene. I , 
Discuss how and what to feed , 
during illness. 

For adolescents: 

Discuss food needs. 

Rel;~te hotl needs to fiiture 
Ile;~l tI1 ; I I I ~  l1;1vi1lg Ileal tllier 
babies. 

With older adolescents, provide , 

gener;il infor~n;ltion on the 
advantages of breastl'eeding and the 
hazards of bottle feeding. 

requirements related to illness, as 
appropriate. 
Schedule follow up appointments 
for monitoring and counselling as 
frequently as required. 
Check that families understand and 
are able to implement counselling 
advice; and that they return for 
scheduled follow-up visits. 
Refer children who do not improve 
or who have severe problems 
beyond the scope of the BHU to 
other facilities. 



DETERMINING NUTRITIONAL NEEDS OF CHILDREN AND WOMEN 

Nutritional status can be assessed if information is available on growth patterns, past eating 
practices, and current food intake of tlie individual. Counselling aimed at maintaining or 
improving nutritional status is also based on tliis information. The following methods for 
obtaining the necessary i~ifor~natio~i are used. 

1. Diet history is used to discover infor~natio~i about past eating practices and food beliefs 
that will be useful i n  nutrition counselling. (See Overview of MO training.) 

2. Diet recall for111 is used to assess current practices. It is the most accurate way to get 
information about a pe14son's nutrient intake withotit sopliisticated weighing of actual food 
items. It is important to list all food and drink take11 during the past 24 hours and to get 
a good esti~iiate of tlie actual amount of each food item. 

3. Food frecll~ericv guide provides tips on getting an accurate record of food intake. 

Start with tlie most current 111eal and work backw;~rds. Mention the day of the 
week illid ally other special evelit to help tlie person remember what was eaten. 

Tly to interview the person who prepared and served the food. 

Use plates, cups, bowls, glasses, food niodels or dry food iterns to estimate the 
amount eaten. Re~iiember that the amount eaten determines the nutritional value. 

Ask probing questions. 

What was added to the food dul-ing preparation or when served? 

How much was served: was it all eaten? 

What else was eaten outside the liorne, at tea shops, school or while 
visiting? 

What beverages did they drink and what was added to them? 

Did every one eat the same food'? Remember that foods prepared for the 
faniily may not be served to all fa~nily members. 

Was this day typical'? If riot, how was it different? If it was very different 
you may want to do another recall on a more typical day. 



DIET RECALL FORM 
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How often do youlor your d ~ i l d  eat the following foods? (For the past 2 months) 
Itow many times? 
How much? (lor key ibods) 

. . 

FOOD . , : . . 

roti 

rice 

potato 

corn 

. . .  . . . . . . . . . . . . . .  
. ,, ,DAILy'. , . ,  . , 

. . .  . . 
. ,  : .  

(nun~brr of fin~es) 

. . . . . . : . . . . . . .  
. 

. . . . .  . . ,.. A: . . 

. (trr,n~ ber of dttres) . 

fruils 

leafy grccn or ormgc 
vcgctablcs 

other vegclablcs 

Icgunlcs, dlll 

meat, chicken or fish 

egg 
~ililk 

yvghurt 

panccr 

lassi 
I 

gllcc 

oil 

sugar 
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biscuits 

sofl drinks soda 
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fruil juice (frosr) 

tca 

sallosa 

brcal~liilk 

weaning Ibods: 
kllilcliri, choori. 
dalia, kllccr, clc. 
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ASSESSMENT OF GROWTH IN INFANTS AND YOUNG CHILDREN 

By catching and addressing problenls early, nlonitoring growth has great value in promoting health and 
preventing nlalnutrition. When correctly used it can be a sinlple but powerful tool for the nutrition 
education of ~nothcrs ant1 f:lnlilies. 

Children under three years of age should be weighed according to the following schedule which, up to 
the age of I2 nlonths, coincides with the immunization schedule; and then every 6 rnonths up to the age 
of three: 

h wceks 12 months 
I 0  wecks 18 rnonths 
14 weeks 24 months 
6 months 30  illonths 
9 ~llonths 36  months 

G r o w t h  Moni to r ing  

A growing child is a healthy child, and the 111ost sensitive measure of change in growth rate is 
weight. 

. A balanced diet is needed for adequate growth ant1 nlaintenance of health. 

. Ma~iy  ~notllcrs do 1101 recognize the rel;~tio~lsllip bclween feeding and growth and do not know the 
;rppropri;rtc clu;iil~ity ant1 cliiiility 01' diet lo I'ectl Ihcir chiltl. 

Growth faltering or a slowing down of the rate of growth may be the first sign that dietary intake 
is inadequate. Malnutrition can be detected long before it becomes clinically apparent by means 
of repeated wcighing ;uld charting (i.e. growth ~nonitoring). 

Growth lhltering may also be caused by recurrent illness. Energy requirements increase during 
illness while lllc inlakc of food is often reduced. Growth rllonitoring records the pattern of 
weight gain and ai~lls for the child's curve to follow the standard curve on the chart, regardless 
of the colour of the channel. The direction of the growth line is ~iiore important than the position 
of the dots. 

. lncrease in weight with age is more irllportant thnn weight on any one occasion. Normal healthy 
cllilclrc~i slioultl bc wcigllctl a1 tllc li~llcs of Illcil. i~unlu~lizalions, at three nionlli intervals up to one 
year of age. and then at six illonth intervals up lo three years of age. 

Lack of wcigllt gain bclwecn two weighirlgs indicates a problc~ll that ~llust be addressed by diet 
asscssnlclit ant1 counselling to prevent the tlcvclop~nent of nlalnutrition. The child should be 
weighed ag;rin ill o ~ l c  ~llonlll. A Sollow-up nppoi~llnic~lt for weighing and counselling should occur 
within one inontll. 

I t  is inlperative to clearly understand that the primary objective of growth monitoring is 
promotion of growth and prevention of malnutrition - NOT detection of malnutrition. 

Growth nloniloring is only useful if action is taken to correct feeding practices when growth 
faltering is dcteclctl. 



If nlothers arc involved in thc process, charting growlh can be a way to make growth "visible," 
teach nlothcrs ahwt the relationship between he;~ltli ;111tl growth, and reinforce behaviour changes 
such as i~llprovcd feeding practices. Mothcrs should be praised for a growing child. Growth 
chans are not ouly ;I tool for assessing a chiltl's growth and catching problc~ns early, but also a 
tool for tcaclri~lg 111othcrs. 

. Wei~ht  for Anc is the most sensitive indicator of growth and an objective assessment that 
detects even ~ninor changes in the rate of growth. It is the rnost useful indicator for growth 
monitoring in children. It docs not distinguish between acute or current malnutrition ("wasting") 
and chronic or previous malnutrition ("stunting"), bul is a co~nposite of both of these conditions. 

1. Make sure that the scale is hanging securcly in such a position that a child being weighed will not 
touch tlnc wall. lloor, or I'unlilurc. 11 is csscntiiil thal the dial on the balance is low enough so it 
can be read at eye level easily. Ask the mother lo undress the child. 

2. Attach a pair of tllc empty weighing pnnts or inl'anl sling to the hook of the scale and adjust the 
dial to zem, [hen relnovc the pants from the scale. 

3. Havc the ~notlicr hold II IC  child. Put your anlls through the leg holes of the pants. Grasp the 
child's fcct and pull thc lcgs through the leg liolcs. Make certain that one strap is in front of the 
child so he will h;ung srraighl. 

4. Attach the strap of the pants to the hook of the scale. DO NOT CARRY THE CHILD BY THE 
STRAP ONLY. Gcntly lower thc child ant1 allow him to hang frecly. 

5 .  Check the chiltl's position. M;kc sul'e he is hanging frecly and not touching anything. Repeat 
any sleps as ncccss;lry. 

6. Hold the dial of tlic scale (do not touch Ihc child or the lower parts of the scale). Read weight to 
the nearest 0. I kg. Rend the measurement when the child is still and the scalc needle is stationary. 
Even children who are very active, which causes the needle to wobble greatly, will become still 
long enough to take a rciwling. WAIT FOR THE NEEDLE TO STOP MOVING. 

7. Read the weight 0111 loud, ant1 if you have an assist;r~lt, have hi111 write i t  down or help remember 
it. Othcnvisc. concclllr;llc o n  llle wcight so th;u you ciun re~llc~llbcr i t  cxacrly. You ~iiust not walk 
;IW;IY I I . O I I I  1 1 1 ~  \1,,1Ic \ V I I I I C  I I I C  cli~l(l I \  h l i l l  I I ; I I I ~ ~ I I ~ .  

8 .  Holtl tllc cl~il(l in o11i~ ;IIIII i111tl gcntly l i l t  I l lc  clliltl Ijy Illc Ijotly. DO NOT LIFT THE CHILD BY 
THE STRAP OF 'THE WEICiHINC; PANTS. Rclc;~sc thc strap l ro~n thc hook of the scale with 
your frec h;untl. 

9. Wrile thc wciplll on ii piece of paper ;IS soon ;is you can. Then plot thc weight of the chart, 
cxpl;~ining lhc nlcaning lo tllc chiltl's ~nothcr. 

(Adapted fronl: How lo Wcighl ;uld Mcnsure Children, (IN. 1980) 



MEASURING CHILD'S WEIGHT WITH A HANGING SCALE 

F i g .  14 

STAND UP SCALE WITH BEAM AND BALANCE 

F i g .  15 



1. Make surc tIi;~t tlic sc;~lc is o11 a stable, lcvcl surl';rcc. Adjust llie scalc Lo zero. Ask Ihe 
mothcr to unclrcss tlic chiltl. Placc llic child. silli~ig or lying. on the "pan" of the balance. 

2. Placc thc 5 kg. wcighl o n  llic hook at Ihe clid 01' the beam. I f  the bean1 drops, the child 
wciglls lcss Illi111 5 kg, so rcuiovc thc weight and use the sliding poise on the bean .  

3. Slide the poise toward Ihc elid of the bearii. gradually. until the beam drops. Adjust the poise 
back and forth slighlly u~itil the bean1 is "lloating" ,and the pointer at the end of the beam 
pclinls at 7cro. 

4. Read h e  wcigllt t'roni the position of thc poise ant1 record i t .  Do not walk away fro111 a child 
sitling or lyilig 011  llic sci~lc ;IS i l  is possihlc li)r Illc clliltl 10 fall. 

5 .  11' Ihc clliltl \vi:iglls 111011- ( I I ; I I I  5 kg. (ic. hcani tlocs 1101 tlrop when 5 kg, weight is attached), 
lcavc tlic wcight h;ungillg. ;uld ;idjust Ihe poisc oli lllc hcalii as dcscribctl i l l  stcp #3 above. 

6. Read the wcight from the posilion of the poise. add 5 kg. for the hanging weight, and record 
thc total cliiltl's wciglit. 

7. If the scalc has ;I c:~pacily of more t h i ~ i  10 kg. i t  will include additional wcights beyond the 5 
kg. hanging wcight ;~ntl Ihc 5 kg. poisc (111 thc bci111l. Use the salne procedure with the 
adtlitioli;~l wcigllls lor Iiu:cvicr cl~iltlrcli. 

1 .  Have a11 adult stalid on the scale. 

2. Rci~tl tliu weigh1 ;untI rccortl the weight. 

3. Have tllc s;ililc ;~tlutt holtl Ihc l~~itlrcssctl ilil';un or clliltl on the scillc. 

4. Rcad uitl rccortl tI1c Ivcighl. 

5 .  Subtract tlic wcipllt 01'  tllc adult alolie fro~ll the colitbilied weight of the adult and child. This will 
give you an approxinl;~ic wci~l i t  for the chiltl. 

6. Rccord the clliltl's wcighl 011 the charl. 



The MO and the parmedic are to use an Individual Food Needs Assess~nent Form to obtain information 
on nutritional intake. This should be followed by weighing and recording on the growth chan which is 
on Ihe MCH card. The third slcp of assessn~ent involves comparing nutritional intake with recommended 
amounts and weights. This will provide specific inforn~ation on an individual's specific nutritional needs. 
Nutritional counselling and teaching is based on idenlilicd individual needs. 

INDIVIDUAL FOOD NEEDS ASSESSMENT 

I 

Srapie: 
rice 

chapatti 

\'irarsinld\.lineral: 
i r u ~ t s  

vegetables 

Prorein Rich: 
numes le, 

meat 

milk products 

breastmilk 

Etlergv Rich: 
oils 

fat 

sugar 

RECOM~IENDED 
I ~ T A K E  

ACTUAL 
INTAKE 

A D D I T I ~ ~ \ . ~ ~ .  
SEEDS . 



Nutrition counselling is an important component of nutrition services provided through primary 
health care outlets. Unless tlie niotliers/caretakers or family understand the relationship between 
health and appropriate food requirement, the much desired change in attitude towards dietary 
practices is not possible. Nutrition counselling is the most important single factor to bring about 
this change leading to proper nutrition of children and pregnant or lactating women. 

Who Receives Nutritional Counselling? 

All pregnant women and ~notliers of cliildre~l u~lder five years of age should receive some 
nutritional counselling at each clinic visit. even if tlie reason for attending the clinic is not 
related to nutrition. 

Everyone wit0 ii ~ilrtritio~i-related proble~n: 

tli_ch risk patients need individual cou~isellilig. 

. l'rsverltive ~iutritiolial counselling call he done individually 01- in slnall groups. 

GENERAL COUNSELLING GUIDELINES 

1. Breastfeeding sliould be co~itinued for at least two years. 

2. Breastmilk is a clean. inexpensive source of protein and energy 

3. Breastmilk can be fed eve11 if you are pregnant; breastfeeding during pregnancy won't 
harm you,  you^. baby, or the unborn cl~ild. 

4. Cl~ildrell one t o  two ytf;ir.s of ilge should be fed fil111ily foods witllout spices at least five 
tinies a day i n  ad(iition to brei~st~liilk. 

5.  Foods sliould be ei~ten from tlie four food groups. Oil or other fats should be mixed in 
foods every day. 

h. Snacks ;ire i~~iporranr for cliild~.en. Tliey sllould he nutritious and can be the salne foods 
ils tliose sewed at ~iieal ti~lie. 



7. Feeding young children recli~ires your patience and assistance to encourage them to eat 
an increasing a~iiou~it of food. They should receive their own plates of food and have 
adequate tililtt to finish 111e;lls. 

8. Good hygiene is essential during the preparatio~i and eating of food. 

Wash hands before preparation and before eating. 

If you are not serving the food immediately, keep the food cool and covered. 

Cook it to the boiling point before serving, then quickly cool to the correct 
feeding temperature. 

COUNSELLING MATERIAL AND MESSAGE FOR INFANTS, BIRTH TO 4 MONTHS 

1. Initiate breastfeeding as soon as a baby is born--within thirty minutes to one hour. 

2. Colostrum should be given from birth unti l  the milk comes in. 

3. Prelacteal feeds should not be given. 

4. Frequent, on-demand feedings should be given. 

5 .  A baby should feed from both breasts at each feeding. 

6. Water should not be give11 to a breastfed baby. 

7. Supplernentnry feedings of ani~nal milk or fonnula should not be given. 

8. No foods or interlacteal feeds should be given during the first four ~nontlis. 

9. Maternal dietary intake should be increased during lactation. 



4-6 Months 

Give breast~nilk at least 5-6 times per day. 
Feed se~liisolid foods 3-4 ti~lles per day, 
%-V3 pa0 eiicll feeding. 

7-9 Months 

Give breast~llilk at least 4 times per day. 
Feed semi-solid foods 3-4 times per day, 
1/3-95 pao each feeding. 
Include foods fro111 each food group daily. 

10- 12 Months 

Give breast~nilk d t  least 4 tinles per day. 
Feed chopped foods 3-4 times per day, 
M-)/J pao eacll feeding. 
Include foods fro111 each food group daily. 

NUTRITIONAL NEEDS OF INFANTS FOUR TO TWELVE MONTHS OLD 

Growth filtering in Pakistn~li cllildren occurs di~ring the first year due to i~iadeqilate caloric intake 
and repeated i~ltctioli  ;iliii dial-rlloeii. Diiirrlloe:~l diseases call be reduced by breastfeeding. This 
would also increase caloric intake. Feecling semisolid foods at the age c-rf 4-6 111onths will prevent 
~l~al~lutrition. 



NUTRITIONAL NEEDS OF CHILDREN THIRTEEN T O  SIXTY MONTHS 

Undemuuition is a continuing problem and a major health hazard for children under five years 
of age. Breastfeeding should be continued for as long as possible because of its nutritional and 
protective value. Due to a lack of knowledge, rnany ~notliers prolong breastfeeding beyond one 
year without adding weaning foods to the child's diet. Counselling mothers should improve the 
nutritional status of children, since nutritious foods are commonly available in the home but are 
often not fed to the child, or are fed in insufficient a~nounts. The following chart is a guide for 
determining the ~ ~ u t r i t i o ~ ~ a l  needs of young childl.en and for counselling. 

Daily Food Guide 
Young Children 

Vcgct ablcs 

Staple 

L 

Fluits 

95 pao M pao 

1 - 3 
YEARS 

2 rotis 

2 pieccs 

Milk 2 pao 2 pao 

4 - 6 
YEARS 

4 rotis 

1 

2 picccs 

Oils o r  f ; ~ t  4 teaspoons 

Iricludc crt Ic(~st 3 n ~ ~ c r l s  
crud 2 sttacks ccrch day.  



GENERAL GUIDELINES FOR FEEDING CHILDREN 13-60 MONTHS 

Feed softelled foods from the general family diet, but without spices. 

Food should be served in a separate cup, bowl, or plate. 

Feed the cliild three meals and s~iacks of highly ni~tritious foods. 

Add small alrroulrts of oils or ghee to food to increase calorie density without adding 
bulk. 

Offer a variety of foods to a child. 

Foods should be locally available, nutritious, and inexpensive. 

Avoid expensive, low-nntiient foods such as soda, biscuits, candy, etc. 

Encourage the cliild to feed hindherself. Allow ntlequate time to finish meals. 

To keep food safe: 

Prepare fresh food, and give i t  to the child as soon as possible after cooking. 

Store food covered in ii cool place, reheat to boiling, then cool to the appropriate 
temperature. 

Wash hands with soap, 

Ensure that the child washes liis/lier hands before eating and after using the toilet. 

Wash ute~~sils, clislies, and spoolis carefully, and keep food protected from dust 
;ind I'l ics. 

Feed a child who is i l l  more food than usual, and feed hiinher extra meals for a few 
weeks following nn illness. 



THE EFFECT OF ILLNESS ON NUTRITIONAL STATUS 
AND THE NEED FOR PROPER FEEDING 

Decreased food intake can be due to: 

Nasal obstruction and sore throat Withholding of food by mother 

- Loss of appetite or anorexia (all Respiratory distress in pneumonia, 
infections) sto~iiati tis-measles, cough in pertussis 

Vomiting (Grade I infections, TB, - Low nutrient or diluted foods 
~neasles. whooping cougli) 

Decreased absorption of food can be due to: 

Poor digestion (all infections) Mucosal enzyme deficiency (diarrhoea 
and measles) 

- Destruction of absorptive ~iiucosal cells 
(diarrhoea and ~iieasies) Rapid transit (diarrhoea and measles) 

Atr itrcrcused need fur rtutritiort can be due to: I 
Increased metabolic rate Need to repair damaged cells in gut, 

respiratory passage 
Increased catabolism 

Need for protein to build immune 
defenses 

Advantages of feeding during and after illness: I 
- Avoidance of effects of fasting such as ketosis 

Prevents PEM 
Sustains breastfeeding 

- Promotes growtli 
l~nproves growtli 
Ensures better and fitstel- recovery due to rapid cell repair, cell ~nobilization, cell growth, 
better pancreatic and bile secretions, Inore hor~no~ies and increased blood flow 



PROTOCIOL FOR NUTRITIONAL ASSESSMENT AND COUNSELLING 
OF PREGNANT WOMEN 

1 .  Assess nulrilio~lrrl risk. 

Visually assess women for ~ ~ ~ M C S S ,  short stature and paleness. 
Ask about other risk factors, such as a short birth interval (less than two years) and age 
younger Ihan seventeen years. 

2. Weigh all pregnant wtmcn and record [he weight. 

Calculate the weigh1 gain during the second ruid third trinlesters. 

3. For pregnzir wolllen wilh idcnlil'icd risk factors or inadequate weigh1 gain, contluct dietary 
assessments. 

Use lllc Dicl Hislory Qucslion Guitlc, ancl lakc ~lolcs. 
Co~lduct ill) ln-Dcplh Food Frequency, and takc ~lolcs. 
Co~ll l>i~r~ c111.1ullt li'ctli~lg p~.;rcticcs wit11 thc D;~ily Footl Guitlc. 

4. Follow general counselling principles. 

Use visual aids. 
Involve Ilie ~llothcr or l'a~llily by asking questions. 
Reinforce positive bch;lviours. 
Use the counselling nlessnges from the cumculunl. 
Check h;11 rllc p;rlicnl ulltlcrsl;rlds  he counselling ;eltl is able to apply i t  in tlaily life. 
Schedule follow-up visils. 

5A. For pregnant women willl no itlcntifiable risk thc101.s: 

Counsel on dielnry needs during pregnancy, following the Daily Food Guide. 
Prescribe iron ,md l'olic acid supplenlents. 
Provide inthnnalion about optinlulll breastfeeding practices and the disadvantages of bottle 
feeding. 
Conducl breast exanlination. 
Sclletlulc ;I 1i)llow-up rrppoi~ltnlent for anlcn;rtal care, weight gain ~nonitoring, and 
cc~u~~sc l l i~~g .  

5 R .  For I > I . ~ ~ I ~ ; I I ~ I  N ~ O I ~ ~ ~ I ~  ~ v i l l l  iclc~l~ilic(l risk kictors or i~~;~(lcc~u;~tc wci.clll g;ii~l: 

Use illl'onli;itio~l I'ronl nutrilion assesslllclll tools to identify inipo~lant tlictary changes 
~lccdctl. ;illtl tliscuss wit11 tllc I ' ;~~~iily Ilow to illlplcnlc~lt tllc~n. 
P~.ovitlc coullscllillg, IOllowi~lg lllc points dcscrihccl ill Ihc preventive scclion, with 
;idtlitio~l;il pr;~ctic;ll ~~~lOnli ;~l io~l  providetl o ~ l  llle plvblcnl areas. 
Check die wollian's understanding and abilil y lo iolplenlent counselling, and schedule a 
follow-up visil. 
Refer wolllcn wllo do no1 inlprovc or who Il;rvc scverc proble~iis bcyond Ihc scope of the 
BHIJ lo olllcr I;\cililics. 



NUTRITION DURING ADOLESCENCE PREGNANCY AND LACTATION 

Eating enough food to provide sufficient energy is particularly i~llportant for pregnant and lactating 
women. For ideal dietary intake follow "Daily Food Guide". Observe to see that the counselling 
material is available and pregnant or lactating wonien receive the following messages. 

What Are The Nutritional Needs Of Pregnant Women? 

Daily Food Guide 

6 roti 
3 fruits 
I pao vegetable 
I pao legunies 
lh pao meat or 1 egg 
2 M pao milk or yoghurt 
8 teaspoons oil or fat 

Many women are nor eating enough prior to pregnancy. 

Iron and folic acid rcquire~lle~lts need to be mel using dikily supplements. 

The daily dosage for prevention of anae~liia in pregnant women is 120 mg elenlental iron and 500 
lncg folate (2 tablets/diiy). 

What Are The Nutritional Needs Of Lactating Women:' 

Total caloric ncctls of a laclitti~ig womiun are 2700 calories: 

500 calories more than during pre-pregnancy 

200 calories more than during pregnancy 

Daily Food Guide 

b roti 
3 fruits 
1 pao vegetable 
1 pno lep~nies 
lh pao meat or 1 egg 
4 pao milk or yoghurt 
8 teaspoons oil or fiit 

Milk intake is increased by 1 %  pao from pregnancy. 

increased need lor Iluitls: water or otlier licluids slioultl be available to satisfy the thirst of the 
niother. 



Why Is Counselling To Improve The Diet Important During Lactation? 

An inadequate diet can start or continue the cycle of ~nalnutrition. 

It is important for a wolnali to eat and drink enough to satisfy hunger and thirst during 
lactation. 

Mothers can still produce enough milk if they don't improve their diets, but at the 
expense of their nut~.itio~ial status. 

For ~iialnourislied or well-nourished mothers tlie most important factor is producing an 
adequate milk supply is to breastfeed often and to have feedings of adequate length. 

An adequate diet during lactation: 

Keeps tlie ~iiotlier healthy. 
Makes her strong to care for and cany a baby. 
Keeps Iier strong for all lier productive work. 
Helps her to produce ~iiilk. 
Prevents depletion of the mother's body tissues. 
Ensures that she enters the next pregnancy well-nourished. 

Malnourished lactating women need to have in-depth diet counselling if the cycle of 
~nalnutri tion is to be broken. 

U~iderstand tlie risk factors that are contl-ibuting to tlie ~nalnutrition and counsel 
accordingly. 



1 SUqPLIES AND EQUIPMENT 

Ha~iging spri~ig or beam balance for weiglii~ig i~ifiirits 

Standard weights for balances 

Beam balance for adult and older children 

Growth charts and MCH cards 

Posters and lienltli education ~iiaterial 

Calendar of local events 

Standard cups Ilieasures 

Furniture such as cliairs, table, benches 

Lab service for Hb(% estimates 





BESTAVAILABLE COPY 



I EXERCISES 

Supervisorv Cllecklist Exercise 

During your visit lo lllc OPD, you will bc plnvidcd will) opl~onunilies lo observe MOs and paramedics 
in providing 1lulrilic11l;ll service. In co~ltlucting nutrilion;ll assesslnent you are lo obscrve the weighing of 

.... . . . . . . . . ~ . .  - .  . . 

wolllen and cllildrcrl, tilling oul of growlll cllans and IIlc provision of nutrition counsclling. During this 
observalion you arc to conlplctc the following Work Sheets and the Supervisory Checklist: 

1.  Intlividunl Casc M;~n;~pc~llcnl Work Sheel #I: 

Complete all of Itellls: I 
2 - 
.1 

Also conlplclc Ircllls: 4 N  
.sN 
(1 N 
7. 1 ;11ld 7.2 
8 :  I 

7 .  l~l( l ivi~li~;~l  C;ISC ~ I ; \ I ~ ; I . C C I I ~ C I \ I  Work Sllcc~ #2: All I I ~ I I I S  

3. I~ltl~v~tlual Case M;un;iyc~llcllt Work Slleel #4: 

, . 
llellls tor preplnlll wolllcll: h. 1 

7.1 ant1 7.2 ,. . 

4. I~vlividu;~l C;lsc M;III;LCCIIICIII Work Sllccl #O: 

ItenlS lor postnatal cilrc: L. 1 

4.1 
,, . 8.1 

5. Individual Case Mann,cc~llenl Work Shect #7: 

Complete Ilenls: 2.1 and 2.2 
3.4 
. - 

6. Rcsoirrcc M ; I I ~ ; I ~ ~ > I I ~ C I ~ I  Worh Sllccl #S: weighing sc;\lc.  lull ;untl clliltlrcn 

I .  worK out 111c 1111;11 scores lrolll 111e W O K  SIICCIS ;111(1 1111 111 I I I C  bupervlsory Lncctasr. 

,. - . . -  .. . . . . . . . . . . . . . . . .  .. .- ~ ~ - T ~ ~ ~' . ~ ~ ~ l l l l l a r ~ z c  your onsc1v;tllolls ancl tlnulngs. ~ c c r  W I I I ~  I I I C  01;111 10   IS CUSS IIIC I I I I U I I ~ ~ S .  ~ o l ~ l p ~ e r n e n ~  
them on rhcir acllicvc~llc~lls alld joilllly plan lo correct weak areas. 



Work Sheet 1: Sick Child Under 5 

Section 1: Individual Case Management Institution Name: 

Case 1 Case 2 Csre 3 Case 4 Care 5 

I Name of Supervisor: 
i 
I (if differen1 from fronr page) 

/ Work Area Set: '-1 rl Name of Soft -t - 
i I 

Date of Supervision: 
(if diferenr from front page) 

I 

1.7- Was mother asked to sit down? 
r 

I 
' 1.3 Was mother asked reason for coming to the facility'? I 1 I 1 

I 

7. I History I I I I 
I 

2.1 Asks lor age o l  child I 1 
i 2.3 Asks chnnge in cntingldrinking pattern 1 

I i ! 
I 

2.3 Asks change in bowel/urine output 1 I , i I 1 

r ~ s h c s o r  nutrition intake assessment 

2.4,  Asks for change in activity 

I I I I I ! 3. 1 Examination 

i 
i 

I I I 1 I 
3.1 Looks at general condilion (colour, alenness) ! ! I 

I 3.2 i Looks at condition of eyes. ears 1 I i 
1 I I 

7-- 

3.3 / Looks at condition of nose. mouth. ear 

I 
I I I 
1 I I 

i 
I 3.5 ' Counts respiration I I 1 

I , I I 3.6 Takes skin prnch I 1 

3.7 ' Takes tempenture (if indicated) I I I 1 
- - 

, 3.1 / Checks Immunimtion Card 

3.N ' Takes weight (child under 3) I I t I 1 
- - - 

4. Classification 
I Was child correctly classified'? 

4.1 I ARI u s e  1 I I I I 
I 1 

3.3 Diarrhoea case I 
1 

4.3 1 Case with other symptoms 

1 4.3 Case wi[h no symptoms I j 
I I 

I / 4.1 According lo need lor vaccines I I 1 1 I 

4 N  / According to nutrition11 status I 

1 I I 
--- 

203 



I 1 I I 1 : For Immunization Management (2.1 - 6.1) I 
I ~ I ; I / ~ I ~  I I 

LVrrte rirunber of 'Yes' scores over fornl n~imher c,f 'I'  scores ! I , I 

! i 
I For Nutritional Management ( ~ J V  - 6.N)  i / / / / / ~  1 1 

\Vt.ire tt~rrnhcr cf 'Yes' .SCOI.C~S o\'or f 0 f ( 1 1  t l l irnh~r of 'N '  S C O ~ C S  I ! I 
1 

Final Assessment: Pcrccntago of 'Yes' scorcs out of told 'Yes' and 'No' scorcs: 

Cue1 C o r 2  Care3 Case4 Case5 

- - 
General Child Cxe: 

Immunization Management: L70 

1 1 

Sa 

5.1 

I 

- 
I Nutri~ion;~l Management: 

Management 

Were child's needs correctly managed? t 

According to WHO protocol for ARI c s e  

According to WHO protocol for Diarrhoea c s e  

, According to acceptable strrndards for other cases 

5.2 Refers complicated case appropriately 

5 1 Manages correctly immun~zatron needs of the child 

Shr ' Manages correctly numtional needs of child 

6 Advice 

6.1 Explans to parents findings of child's condition 

6.2 Explains needno need for drugs 

6.3 ; Explans when to bnng back the chlld 

6 I Gives appropriate irnmunizrruon advlse 

6hr / Gives appropnate nutrltlond advise 

7 
I 

7.1 Gives appointment for next visit 

7.1, Checks if mother has well understood treatmendadvice i 

-- 
I 

I 

I given and date of next appointment 1 I I I 
I 8. 1 Reporting 
r ' 8.1 ( Completes MCH card 
L 

I 

! 
I I 

1 
H 2 Complctcs OPD Rcyisrcr 

-- 
I I 

I 
1 

Told 'Yes' 
~ a a l  'YCS'+'NO' 

I I 

8.3 j Uses Rcfeml Forms 1 I 

1 
/ i / i / i / i  / 

I For General Child Care (a11 cases) 
\Vrlre number of 'Yes' scores over rural number of 'Yes' and 
'No '  scores - 

i i 

\ ~ r r ~ e n m b e r o f ~ e s ' x o r e s r ~ r r r o r n l ~ ~ ~ i n l d a o f ~ e s a n d  I I I I ! I I 
'No'  scores j 1 I I 

I For Diarrhoea Cases 
, I I 

I 
LVrrre tlumber of 'Yes' scorrs lnprr totnl nlunber of 'Yes' und i / 

I 
; I  / / I l l '  I I  1 I 

',Vo' scores I 

/ 

For ARI Cases 



I 
N;l~ne ol' Supervisor: 1 Dale of Suprvision: 

(if ( f i ' r e ~ t l  from f'rorrf pa,ye) (if different from front page) 

1 Section 1: Individual Case Management 
, 
1 Work Sheet 2: Growth Monitoring in 
I Child Under Three 

Case 1 Case 2 Case 3 Case 4 Case 5 

Institution Name: 

I 

1. Asks mother for MCH c:ud :uid i f  first i 

rime. issues sn MCH c:ud 

Work  arc;^ Sct: '-7 '- I N:~tiic of Sl;iI'C + 
I L : I  
Y N t  I 

I 

3. Determines sge of child as precisely as 
possible 

I 

I 

1. ' Undresses the child before weighing 

I 

5. Resds weight correctly I I I 
I 1 I 

I I -- 

0. I Records age correctly on MCH card I I 
I i I I 

I 
-- I 1 I -- 

i 
I 

7. Records weight correcrly on MCH card I I I 

1 I I I 

i ! ! ! 8. : Explains result to mothers i I I 
I I i 
I I I 9. Talks about rleed to maintain bre:~st-feeding I ! i 

I 
1 or good weaning prscticcs I 

10. Explains morher ~f chrld needs specla1 
feeding or other attention 

I I 

11. ' Asks mother if she h;ld :rny questions nhout 
child's srar~is 

11. Givcs :~ppropriate appointnicnt for 11ext 
weighing 

LVrj~c trltnl/)rr of' ' Y ~ ~ s '  .u.oriJ.) o\-iJt .  lolo/ trlrfrrhrl- 

oj' 'Yes '  1~11rl ' .ilO' scores. 
I 

Final .Assessment: Pcrccnlagc ol' 'Ycs'  S C O ~ C S  over total 'Yes' and 'No' scores: % 



Work Sheet 4: Pre-Natal Care 
r 

Section 1 : Individual Case Management Institution Name: 

I Name of Supervisor: 
I 
i (if differelit from front page) 

Date of Supervision: 
(if different from front page) 

Case 1 Case 2 Case 3 Care 4 Case 5 

2.1 Checks medicd/obsteuic history on tirst visit I 1 1 ! I I 
2. 1 History taking i 

- - 

2.2 ~ s k s  for 1 s t  menses I ? I I I I 

I 
Work Area Set: 

Y N 

I 

I 

Name of ShfC -+ 

' 3.1 I Checks pelvis on first visit ! I 1 1 1 1 I 

I .  1 ( Friendly attitude I 

1.2 i Listens cmfully I 

j 1. ~apport  
I 

, 2.3 1 Probes into complaints I 

I 1 
3. Examination 

I 

I I 
I 

- 3.Y'Checks BP. weight, oedema, urine 1 i I I I 1 1 

I 

I 
I 
I I 

I 1 I 
I 3.3 1 Checks fundus height I 1 I 

I I I 

3.2 1 Identifies correct risk level i I I I 1 / I 

3.3 Checks position baby >32 wks I 

4. / Classification I 
I 

3.1 / Assesses gestation period 1 

i i I 4.3 Identifies my need for referral I 1 .  I 1 

! I 

I 5. Management 
I 
I 

I 5.1 /Provides routine drugs (FFC) 

/ 6.1 / Advices on feeding and rest I I I 

I I 1 I I 

I I I 5.2 1 Completes TTGccinatlon i I I 

/ 5.3 1 Manages problems by protocol ! 1 1 ! I 

-- ~~~ - - 
I 1 I - -  ~- 

i 
, 

j 6.2 Wams for smoking & drugs I 
: 6.3 i Advices place of delivery 1 1 j 1 

16. 1 Advice I 

6.4 I Explains signs of labour I I I i 

I I I i 

- 

6.5 Explains how to conduct home delivery I 
I I I 

-- 

6.6 Advices emergency action 1 I I 
1 

I 

7. Follow-up I i 1 I 

7.1 Gives appointment for next check-up I I I 1 1 

7.2 Confms date of next visit I I 

8. Re~ortinl!  I 

8.1 Completes MCH card 1 

Total 'Yes 
8.2 I Completes Mothcr Hcalth Reg~stcr 

-- - 

Write number of 'Yes' scores over total number of 
'Yes' md 'No' scores. / l / i / l / l / ;  

Final Assessment: Percentage of 'Yes' scores out of total 'Yes' and 'No' scores: I 



-- - 

E o n  1: ~ndividual Case Management 
I 

Institution Name: 

I 

Case 1 Case 2 Case 3 Case 4 Case 5 

Work Sheet 6: Post Natal Care 

1 Name of Supervisor: 
I (if different from front page) 
I 

1 Work Area Set: / 71 Name of Staff: -+ ( 

Date of Supervision: 
(if different from front page) 

I I I 
I I I .  j Rapport I I 

i I ! 
P 

1 
I I i I .  1 i Friendly attitude I ! i I 1 

- 

3. 1 History taking 
-- - 

3.1 Reviews htstory uslng MCH c u d  
I I , I 

2.7 ' Delerrn~nes malema1 risk factors 1 
I 3. 'Examination 

I 

I 1 ! 1 
- - 

I I 
I 

i 3.1 Checks pulse and temp I I 
I 

3.2 Checks b r a t s .  palpate abdomen I I 1 1 
1 1 ! 3.3 i Checks perineum~lochia I I i ! 1 

- -~ 

3.4 I Cl~ccks legs for t l~ron~l~oscs 

5 Management 1 I I 

1 I 

4. I Classification 
I 

1.1  / Identifies poslnatal risldprohlem I 
----- - -- - - A - - 

4.3 Idenufies need for referral 

-- - 

! 5.1 Provides routine care (protocol) 

I I 1 
I 

1 I 

I I i 
I 1 

! 

. - 
I ! 5.2 1 Manages puerperal pyrexia I I 
i 

I 
6 Advice ! 

I 

i 

6.1 Promotes breakfeeding I 1 
I 

6.2 Explains breas~ ;md lochi;r u r c  

6.3 . Counsels for hmily plannirlg 
-~ -- 

7 Follow-up 

- -  

8 Reporting I 
I 

8.1 Completes MCH card and Mothcr He:llth I 
I 

I I Total 'Yes' 

Register Tola1 .Yes'+*No' 

Write t~lunber of 'Yes' scores over rorrrl rrirrnhc~r 
, of 'Yes' and 'No' scores 

- 

I Final Assessment: Percenuge of 'Yes' scores out  of lotal 'Yes' and 'No' scores: 



Section 1: Individual Case Management Institution Name: 

I Work Sheet 7: Neonatal Care I 

'7- 
1 of Supervisor: 
I 
I (if different from fronl page) 

Date of Supervision: 
(if different from fronr page) 

3.1 ,Checks resplntlon. pulse. temp I I I \ , 1 
I 

3.2 1 Checks jaundice 
I 

I I 
I 

I 
I 

I 
I I 

Case 1 Caw 2 Case 3 Case 4 Case 5 

j Work Area Set: (7 -2' Name of SLIIT: -, - ~ i l  
Y N I  

; 1. Rapport 
1.1 / Shows interest in baby ! 

I I 4.1 I Identifies neonate's risks I I 

- I 

I 4.2 Determines weight gain since birth I I 

I I I 
I , 4.3 I Identifies major problems i 1 I I , I 
i- , 

I I I 4.3 1 Identifies need for referral 

1 I 
i 1 

I 
I 
I 
t 

, 1 I 

! I 1 I 

3.3 I Checks umbilical stump I 

5 
1 I 1 i 

I 1 
3.4 1 Weighs and notes weight change 

- -  

1 5 / Management 

I 

1 5.1 1 Provides routine care according to protocol I i I I 

5.1 Mmnges respintory distress j 1 I 

I I 
6 Advice I I 

' 1.2 ] Keeps i t  on mother lap 

2. / History 

1 

6.1 Encourages breast feeding I i I 

6.2 Advises on immun~zat~on I 
I I 

L I I I I 

4. I Classification I I I I I 7 
I 

7 Follow-up I I 

I I I 
I 
1 

- -- - 

7.1 Explains any high risk 

1 
1 

- - 

7.1 ' Confms date of next vis~t I 

8 Reporling -- 
8.1 Completes MCH c:ud and Child He:~lth Taal 'Yes' 

Reglster Ttsal 'Yes'+'NoS 

I 

- 
i I 

iV1.11e tllunber of 'Yes' scores u ~ e r  tor01 nlt~nber I 

/ I /  I I / I ' I ~3+ 'YES' und 'No' scores 1 ! 
4 

Final Assessment: Percentage ot' 'Ycs' scores out of t o d  'Yes' and 'No' scores: 
I % i 

L 

I 

I 
_I_C_ 

I 
I 

2.1 

2.2 

- 

Checks birth weight on MCH card I 
I 

Asks feeding history 
- - 

1 
3 

2.3 1 Asks immunization history 

3. 1 Examination I 

I ! I I 
I 



I Work Sheet 5: Physical Resources I I 

, . 
- ,  7 *  '\' .{.>7 iLlx . , -#<T.<~$&;:g . 
. I ,  ? i.>,-. r.'  

, .' ..':i>..:;'., 

Management 

. - .  
Section 2: Resource Management 

5.1 Are the following equipmentlitems in good working condition? 

Sterilizer 

, . .  
, ,. 

. : . ' - :?+ 
8 . , , ~ ....I' - , .  . ,  . 

. . Institution Name: , .. - . .  

I 
i Name of Supervisor: 
! (if different from front page) , 

Weighing Scale (adulls) 

Date of Supervision: 
(if different from front page) 

Weighing Scale (children) 

First Aid Ki[ 

Others? (Make srcggesrions) 

5.2 Physical Inventory EquipmentlFurniturelLinen (once a year) 

Select 10 items as reported in lust yearly report. 

Does physicidly verified status correspond with reported status for these 10 items? If no, discuss 
results with IIC. 00 

Y N 

5.3 Physical Inventory Drugs/Vaccines/Supplies 

Selrrr 10 irems as reported in lasr monrhly report. 

Does physically verified balance correspond wilh reported balance for lhese 10 items? If no, 
discuss results with IlC. 

00 
Y N 

5.4 Transport ( i f  available) 

Verify log book for propcJr usi. of vehicle. Discuss results wilh IIC. 

The transport mans  of the health facility were appropriately used as verified through the log book. OO 
Y N 



[Province] Health Department 

SUPERVISORY CHECKLIST 
For First Level Care Facilities 

District: 

lncharge Name: 

Name of Supervisor: 

Year: 

Quarter: 

I Date of Visit: I I 

Preparation for Supervisory Visit 

1 

Date of previous visit: I I I 

Action taken since previous visit: 

Are there special problems from previous visit that need to be followed during the current visit? 

List: 

Any special needs/requirernents? 

List: 

Take the following documents with you or make photo copies of relevant parts. 

1. Personnel Management Reg~ster 
2. Last Monthly Repod of the Health institution 
3. Last Year Report ol  the Health Institution (once a year) 



Section 1: Individual Case Management 

Make final assessment on case management of the following health care activities using the scores obtained through the woksheets. For heakh 
care activities not pedormed in the supervised health facility, tick the box 'NA' (Not Applicable). 

Quality of Case Management 

N A Poor Insufficient Appropriate 
(~50%) (50 - ~ 8 0 % )  (280%) 

Page 2 

Sick Child Under Five 

General Child Care 

Diarrhoea1 Disease Case 

Acute Respiratory Infection Case 

Management of Nutritional Status 

Management of lmmunization Status 

Growth Monitoring in Child Under Three 

Immunization Session 

Prenatal Care 

Delivery Care 

Postnatal Care 

Neonatal Care 

Family Planning 

Tuberculosis (follow-up) 

219 
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Section 2: Resource Management 

Make final assessment on the management performance of the health staff for the following resources, using the scores obtained through the 
worksheets. For resources not available in the supervised health facility, tick the box 'NA' (Not Applicable). 

1. Laboratory 

1.1 Microscope in good working condition 

1.2 Laboratory diagnosis of malaria is of acceptable quality. 
(Malaria diagnosis correct for r 80% of slides) 

1.3 Laboratory diagnosis of tuberculosis of acceptable quality. 
(Tuberculosis diagnosis correct for 2 80% of slides) 

2. Community Development Activities 

Management of community development activities is of acceptable quality. 
(A 'Yes' answer was recorded for r 80% of management indicators) 

3. Personnel Management 

Personel Management is of acceptable quality. 
(A  'Yes' answer was recorded for '. 80% of management indicators) 

4. Cold Chain Management 

Cold Chain Management is of acceptable quality. 
(A 'Yes' answer was recorded for r 80% of management indicators) 

5. Physical Resources Management 

5.1 r 80% of essential equipment is in good working condition 

5.2 Physical inventory check for equipmentlfurniture and linen is satisfactory 

5.3 Physical inventory check for drugs/vaccines/supplies is satislactory 

5.4 Transport means of the health facility were appropriately used 

6. Record Keeping System Management 

The Management of the Record Keeping System is of acceptable quality. 
(A 'Yes' answer was recorded for 2 80% of management indicators) 

Page 3 
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Feedback On The Visit 

I 1. Improvements noticed since previous visit: 

2. Problems identified during previous visit that need still further improvement: 

3. Problems identified during this visit: 

Recommendations to Health Staff: 

5. Actions to be taken by supervisor: 

I 
6. Problems to be followed at next visit: 

7. Date of next visit: 

Page 4 Supervisory Chedtlisr (DR1) 
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MODULE 5 

DIARRHOEA & DEHYDRATION 

- 

WHO cl~x-ts x1d Case Ma~l;tc~l~c'nt Guideline< I1:tve heel1 tlsed iu this llloclule. 

PREVIOUS PAGE BLANK 



r LEARNING OBJECTIVES 

LEARNING OBJECTIVES FOR INCREASED KNOWLEDGE AND UNDERSTANDING 

In  this tnodule yo11 will receive infonnation which will increase. your understanding of the 
problein of diarrhoea in Pakistan and of the responsibilities of health service providers in 
controlling this problein. You will receive this infonnation through lectures, reading material and 
discussion. On completion of tlie  nodule you will be able to: 

2. State tlie ~nagnitude of the diiirrhoea proble~ii in Pakistan. 

3. State Gover~i~nent of Pakistan policy for- co~itrol ;lnd tl-eatiiient of diarrhoea. 

4. Describe tlie role and responsibilities of FLCF staff in iinplementing government policy. 

5. Describe the role and responsibilities of tlie district level supervisor in assuring 
impleiiientatio~i of goverliinent policy. 

PREVIOUS PAGE BLANK 



LEARNING 0R.IECTIVES FOR IMPROVIN(; SUPERVISORY SKILLS 

Yo11 will he provided with ;it1 overview of tlie MO'S fitid paranledics training on diarrhoea, 
deliytlration and case Ii1;inugetilent; and you will have an opportunity to observe staff. On 
co~iil~letion of this ~ i~o t l i~ le  yoir will l ~ e  :ihle to: 

1. Assess the staff's colilpetency in carrying oitt the following procedures: 

Assesstiic~it of t1iarrlioe;i and degree o f  dehydration 

Man;i~e~iient of tlie degree of dehydratirm 

Rational use of drugs in diiirrhoea 

De~i~onl;tr.iition and preparation of ORS 

I~ivolvc~~i~c~tit of tlic ~iiotlit*~. ;ih itifor~ii;itio~i ~)t.o\fi(ler ;11id receiver o n  care of the child 

11istt.itctio1i ;tiid C ~ I I I I S C I I ~ I I ~  of tlie tnotller oti Ole j>t.oper c;i~-e of tlie child. 

2. Assess tlie availal~ility ;ind the use of ORS, n;iso-sastric tube, IV and drugs reconimended 
for tliat.t.lioea. 

3. Assess tlie ilitality of record ~i~aintenance. 

4. Use the Si~l~t-t-vist)t.y Checklist in tlocu~i~enting tlie staff's cotilpetency in diarrhoea case 
t1i;in;igetilent as  well as resource riliinagelilent. 

5. Help tlie FLCFs to identify their streligths :ind colistraints.in implelnenting diarrhoea 
control p~o~I~iitiiIi~t:  activities. 

6. Plan with tlir st;iff in ~ll;iinti~ini~lg optilnu~n clital i ty dial-rlioea case nlanagelnent. 



'INTRODUCTION - ',,, ,  ,, , , , , , ,  ' , 

WHAT IS DIARRHOEA? 

Diarrhoea is defined as three or more watery stools in 24 hours. 
Depending on its duration. diarrlioea can be classified as acute or persistent. In acute diarrhoea 
tlie episode lasts for less than two weeks. Persistent di;i~-rlioea lasts for two weeks or longer. 

When the loose stools also contain blood, the co~idition is called dysentery. 

Diarrhoea is ~iiost conimon i n  cliildren between six ~iiontiis and two years of age. It is also 
conimon in babies under six ~nontlis who are not breastfed. Breastfed babies often have soft 
stools which are not dianiioea. 

EXTENT OF THE PROBLEM 

Dian-hoea is the most common presenting syniptoni in cliildren under five years of age. It 
accou~its for about 40% of all deatlis i n  children of this age group. About 50% of diarrhoea 
cases i ~ ~ i d e r  two years are caused by rota vin~s. Bacteriirl and pl.otozoa1 infections are responsible 
for tlie rest of the cases. 

Diarrhoea remains tlie nl~iiiber one killer of Pakistani ciiildren. Out of the estimated 700,000 
cliildren under five years of age who die in Pakistan every year, over 200,000 die of diarrhoea 
or diarrlioea-related causes. Most of these cliildren die because they are dehydrated as a result 
of loss of water and electrolytes during dian4hoea. Dehydration combined with malnutrition 
accounts for   no st diarrhoea-related deaths. It is possible to reduce this number greatly by using 
tlie si~nple, inexpe~isive ORT or ORS solutions and co~it i~iui~ig to feed the cliild during illness. 

Even tlioi~gh scientific rese;i~.ch lias proven tliat ORT is tlie safest and most effective treatment 
for   no st diarrhoea patients. physicians in  Pakistan continue to treat diarrhoea patients with 
intravenous solutions, antibiotics and antilnotility drugs. Tliis practice is not only expensive and 
of ten ineffective but in the c a s e  of antimotil i ty (11-ugs, i t  i.; also ha~inful. Education of physicians, 
health workers and parcllr5 on tlie pi-oper treatmellt of' rlianlioea will save the lives of Inany 
children. 



GOVERNMENT POLICY 

The Governrnent of Pakistan planned a National Programme for Control of Diarrhoea1 Diseases 
during the Seventh Develop~nent Plan (1988-1993). Each of four provinces also has designated 
one Deputy Director of Health Services as CDC Project Director. The objectives of this 
programlne are to reduce: 

Morbidity from diarrhoea i n  children under 3 years by 25% 

Mortality from diarrhoea in  children under 5 years by 50% 

Hospital ad~nisskn rate and hospital case fatality rate each by 50% 

The following approaches were adopted to achieve the objectives: 

A massive health education programme directed towards the vital role of fluids and food 
in determine tlie prognosis of diarrhoea cases 

ORS available at a11 health outlets 

Promotion of tlie use of fluids at home at tlie onset of diarrlioea to prevent dehydration 

Pro~notion of proper feeding during and after a diarrhoea episode 

TARGETS 

End of June 1980: Health staff responsible for treatment of diarrhoea in major hospitals will 
be trained in effective case management of dia~~hoea.  They will further train physicians, 
paramedics and private practitioners in Diarrhoea1 Training Units. 

End of June 1991: Eighty percent of the country's population shall have access to effective 
case manage~nent at health facilities. 

Elid of June 1992: Dia~~lioea case management will be included in the curriculu~n of all 
~nedical and heal tli workers. 

Ninety percent of tlie parents shall have been educated or informed about: 

Management of diarrhoea at lio~ne 

Benefits of breastfeeding 

Personal and doniestic hygiene 

Proper feeding practices 



End of June 1993: Eighty percent of children under 5 years of age will have access to a 
trained ORS provider. 

In all health facilities 100% of diarrhoea cases (excepting the severely dehydrated) will be 
treated by ORT. 

111 March 1989, the Gavel-n~nent of Pakistan launclled a n:ltionwide project establishing Diarrhoea 
Training Units throughout the country in an effort to educate health professionals about simple, 
scientific, up-to-date approaches to the prevention and treatment of diarrhoea. Between 1989 and 
1991 DTUs were establislled in 10 teaclling hospitals. Beginning in January 1992, these DTUs 
will be converted into Cllild Survival Training Units, CSTUs. New CSTUs will open in the 
remaining teaching hospitals and selected District Headquarters Hospitals. The CSTUs will 
provide training in prevention and management of diarrlloea and acute respiratory infections, as 
well as in immunization services against the six vaccine-preventable diseases. Counselling on 
adequate nutrition for cllildren is also an important component of the course. 



PAKISTAN'S NATIONAL DIARRHOEA TREATMENT POLICY I 
ORAL REHYDRATION THERAPY (0RT):ORS + FOOD 

All diarrhoea cases will drink ORS (or other fluid) prior to Itxwing. 
All parents will be taught how to mix ORS. 
All parents will be taught how to give ORS (how ~nuch, how often, how long). ORS will be given using a cup and spoon or 
dropper. 
Special care/attentio~l will be given to neonates. especially low hirth weight. to avoid excessive use of ORS. Breastfeeding will 
be encouraged and assisted where needed. 
All parents will he given I to 2 ORS packets for home use. 

BREASTFEEDING 
Breastfeeding will be encouraged for all infants and continued even during rehydration. 

CONTINUEI) FEEI)IK(; 
Feeding appropriate for age will he encouraged to start no later than 4 hourb after start of rehydration. 
hlilk feeds will not he diluted hut may be mixed with cereals and can he offered during maintenance. 
No feeding bottles will he used. 

DRU(;S 
NI) anti-diarrhrxxll. i~r~tie~~~i!lic, a~ltispas~~totlic drugs will he usctl or prescrihctl for diarrhoea in children, especially under 5 years. 
Antibiotics will he uscd o~lly for specified i~ldications to he recorded UII the patient record whenever used. This will generally 
he resewed for hluody dyre~ltcry or other syste~nic infections. Only a single antibiotic will be prescribed. 

IV THERAPY 
I.V. will he used only for severe dehydration as de~no~lstrated by ohjective findings recorded on the patient reford form 

I.V. will be used only fur rehydratioil and stopped withi~l 6 hours of initiation. 
Ringer's lactate is preferred hut 0.9%, Saline with 5%) Dextrose is all acceptable alternative. Glucose/Dextrose solution alone 
will not he used. 
Patients on I.V. will he started on ORS as soon as they call drink. 

IMMUNIZATION 
Ensure th;lt no chil(i lcitves hefore its i~n~nu~lizalion is up-to-date (especially ~neasles). Similarly, the mother should be given 
TT i~n~nurlizatio~l. 

HY(iIKN15 
St;~ff will clc~llo~lstrnte COIIII I I I~II ICII~ to i~llporti~~lce of oers~)llnl Ilygie~~e hy ~ i l ~ l l i ~ ~ g  tlleu Il:~~lds after handling each patient. 

PLEASE ENSURE THAT 
I'arents leave only after they call explain in their own words the following: 
I. The Need for tllc Child to Drink More Fluids than Usual: 

- Mix OItS concctly using local measures. 
- Use OILS conectly t)ffering 1/2 to I tea cup for each stool or vomit and Inore if child desires. 

2. The Need l i~r  the Child to Continue Eating: 
- Rre;~stfecd, 2nd if h lnonths or older, state the food allti the approximate amount of food to feed child. 

3 .  Whl-11 to Ilsing IIIC Ch~ltl I{;tck: 
- Explni~l signs ( 1 1 .  dchydr:~tio~l allti irldicatio~ls to bring child hack. 

4 How to I)rcvl!nt I ) i ;~nl~t~c;~:  
- Explai~l the i~llport;~~lce i ~ f  llandwilslli~~g, breastfeedi~lp and tianger of bottle feeding. 

BESTAVAILABLE COPY 



RESPONSIBILITIES OF THE DISTRICT LEVEL SUPERVISOR 

1 .  Technical 

Ensure tliat the child with diarrhoea is assessed, classified and treated properly at the 
centre (as per WHO treatment charts). 

Ensure that the rnother of the child is counseled adequately by the centre staff regarding 
prevention and home care treatment of diarrhoea. 

2. Administrative 

Staff - 
Ensure that the staff is available in  the ORT conler. 

Fill all sanctioned fe~iiale posts. 

Ensure that tlie OPD staff is trained in case management of diarrhoea. . 
Detennine if the staff is able to manage the workload. 

See that the staff reports for duty on time. 

Ensure that tlie staff stays at the centre for a full working day. 

Ensure tliat tlie facility is staffed for emergencies 24 hours a day. 

Ensure that tlie diarrhoea related services at the center are placed appropriately. 

Provide the necessary material resources in sufficient quantity. (See page 255.) 

Records and reports 

See that the OPD register is filled out adequately. 

Ensure that monthly and irnliiediate reports I-egarding services delivered are prepared and 
sent to the concernetl headqua~ters on the scheduled dates. 

Ensure tliat tlie case management records of diarrhoea patients are maintained properly. 



, . 
OVERVIEW OF MOS AND PARAMEDICS TRAINING 

. I1 
WHO charts are used in training MOs and para~nedics in case management guidelines on 
diarrlioea. The paramedical staff's ~nain responsibilities lie in screening the children for 
dehydration stati~s and ~iianaging children with no deliyd~.atio~i and some dehydration using plans 
A & B. Those children who are severely dehydrated need to be assessed and managed under 
plan C by tlie MO or by a paramedic under his supervision. Only MOs can prescribe medication 
for diarrlioea. Pur~~iiedics need to colicelitrate on counselli~ig and teaching mothers on 
appropriate cliild care during and after diarrhoea to assure optinial growth and development. As 
supe~-vi:;ors you need to make sure tliat both MOs a~id p;ira~nedics are carrying out their assigned 
respc,ilsibilities in ~iianaging diarrhoea cases. 

WHAT IS DIARRHOEA? 

Tlie ~iu~iiber of stools ~icmiially passed i n  a day varies with tlie diet and the age of the person. 
In diur.r.ho~u, stools contain Inore water than nor~nal -- they are often called loose or watery 
stools. They liiay also contain blood, in  which case tlie diarrlioea is called dysentery. 

Mothers i~sually know when their children have diari-lioea. When diarrhoea occurs they may say 
tliat the stools srnell strong or pass noisily, as well as being loose and watery. By talking to 
mothers you can often find one or more useful local definitions of diarrhoea. In this course we 
will define diarrlioea as three or inore loose or watery stools in  a day (24 hours). Frequent 
passing of normal stools is not diarrlioea. 

Diarrhoea is ~iiost colnnion in children, especially those between six months and two years of 
age. It is also coliilnon in babies i~nder six niontlis who are drinking cow's milk or infant 
feeding formi~las. Dillies who are t;iking only breast rnilk often have stools that are soft: this is 
not diarrhoea. 

Diarrhoea can be classified by its duration as acute or persistent. If an episode of diarrhoea lasts 
less than two weeks, i t  is (~clrtc) diarrlioea. If it lasts two weeks or longer, it is persistent 
dixrlioea. 

Why is Diarrhoea Dangero~ls? 

Tlie two ~iiain dangers of diarrlioea are death arid ~nalnutrition. Death f m n  acute diarrhoea is 
most often caused by loss of a large a~nount of water and salts from the body. This loss is called 
(1c~hpdr.utior1. Ancltlier i~nl~onant cause of deatli is dysentery. 

Diarrhoea is worse in persons with ~nalnutrition. Diarrhoea can also cause malnutrition and can 
niake it worse because: 

Ni~trients art: lost t'l.0111 tlie body during diarrhoea. 



Nutrients are used to repair damaged tissue rather tlian for growth. 

A person with diarrlioea may not be hungry. 

The mothers may not feed the child nor~nally during the diarrhoea; or even for some days 
after the diarrhoea is better. 

To prevent malnutrition food should be given to children with diarrhoea as soon as they will eat. 

How Does Diarrhoea Cause Dehydration? 

The body nor~nally takes in tlie water and salts it needs (input) through drinks and food. It 
nor~nally loses water and salts (output) through tlie stool, urine, sweat, and breathing. 

When the bowel is Ilealthy, water and salts pass from the bowel into the blood. When there is 
diarrhoea, the bowel does not work normally. Less water and salts pass into the blood, and more 
pass from the blood into tlie bowel. Thus, Inore tlian tlie nonnal amount of water and salts is 
passed in the stool. 

This larger than nonnal loss of water and salts from tlie body results in dehydration. Dehydration 
occurs when tlie output of water and salts is greater- then tlie input. The more diarrhoea stools 
a person passes, tlie Inore water and salts the person loses. Dehydration can also be caused by 
a lot of vomiting wliich often accompanies diarrhoea. 

Dehydration occurs faster in infants and young childl-en, in hot, dry climates and when there is 
fever. 

Treating Diarrhoea 

The most important aspects of treating of diarrlioea u e :  

To prevent dehydration from occuning, if possible 
To treat de1iydr;ition quickly and well if it does occur 
To feed tlie child 

Prevention of Deliydr;ition 

Dehydration can usually be prevented in the home by drinking extra fluids as soon as the 
dimhoea starts. Tlie national programme for control of diarrhoea1 diseases is working on 
identifying several "recom~nended Iiorne fluids" for this purpose. These include ORS solution, 
food-based fluids, siich iis yakhnee, lice-water or lassi, and plain water. ORS solution and food- 
based fluids that co~itai~i sollie salt ru-e most effective. Give one or more of the recommended 
fluids while contin~ring to feed tlie cliild. Tlie critical action is to give more fluids than usual, 
as soon as diarrhoea starts. If none of tlie fluids given contains salt, try to give the child food 
that is salted to tiiste. 



If dehydration occurs, the child should be brought to a community health worker or health centre 
for treatment. The best treatment for dehydration is oral therapy witli a solution made with ORS. 
ORS solution call be used alone to rehydrate 95% or more of patients with dehydration. Patients 
with severe dellydration recliiire reliydriition witli a naso-gastric tube or IV fluids at first, but ORS 
solution should be used in addition to IV fluids as soon as the patient can drink. ORS solution 
should be used alone when the signs of severe dehydration are gone. 

Feeding 

Feeding during the diarrhoea episode provides nutrients tlie child needs to be strong and grow, 
and t l -  prevent weight loss. (Fluids give11 to prevent or treat dehydration, such as ORS solution 
or otiier recommended home fluid, do not fulf i l l  tlie need for food.) 

Breastfed children sllould be offered the breast frequently. Other children should receive their 
usual milk or fonnulr~. Cllild~.en six ~iio~itlls or older (or infants who are already taking solid 
food) sllould be offered s~iiall amounts of nutritious, easily digestible food frequently. After the 
diarrhoea has stopped, an extra meal each day for two weeks will help the child regain weight 
lost during the illness. 

Other Treat~nents 

There are no drugs which safely and effectively help to stop diarrhoea. Antibiotics are not 
effective against 111ost diarrlioea-causing o~-ga~lisnls. They rarely help and can make some people 
sicker in the long term. Their indiscriminate use may increase resistance of some disease-causing 
organis~ns to ;~ntibiotics. 111 addition, antibiotics are costly, so money is wasted. Therefore, 
antibiotics should not be used routinely. Their appropriate use for dysentery and for suspected 
cholera cases witli severe dehydration is described later in this module. 

Antidiarrheal diugs and antiemetics should never be given to children and infants. None has 
proven value in treating diarrhoea arid soine can be dangerous. These include: adsorbents (such 
as kaolin, attapulgite, activated charcoal), antilnotility drups (such as codeine, tincture of opium, 
diphenoxyiate, lopernmide), or drugs to treat vomiting (such as chloi-promazine or phenergan). 
Soine of these drugs call cause paralysis of the gut, or they can make the child abrlormally 
sleepy. Some can he f:it;il if used i~nproperly, especi;llly i n  infants. 



USE THE APPROPRIATE TREATMENT PLAN 

Based on the assessment of the degree of dehydration, you will select one of the treatment plans 
found on the DIARRHOEA MANAGEMENT CHART. 

Treatment Plan A -- Treat Diarrhoea at Home 
Treatment Plan B -- Treat Dehydration 
Treatnie~lt Plan C -- Treat Severe Dehydration Quickly 

Follow the treatment plan selected. You will also need to treat any other problems that have 
been identified. In all cases, first co~npli~lient the  noth her for bringing the child in for care. 

Many mothers will expect to be given a ~nedici~le to stop the diarrhoea. But it is the dehydration 
that is the main cause of death. I t  is necessary to take time to explai~l to the mother that i t  is 
most i~nportant to treat dellydratio~l by replacing the fluids lost and to continue feeding the child. 
Explain that the ORS solution will not stop the diamlloea, but that it will help keep the child 
strong unt i l  the diitrrhoei~ goes ; I W ~ I Y  i n  a few di~ys. 

For cases of dysentery and for. suspected cllolera cases with severe dehydration, treatment with 
antibiotics is llecessi1l.y. I n    no st cases, however, treatlilent with drugs will not help. In nearly 
all cases, dia~rhoen will stop without special treatnlent. 

Every Iienlth worker ~iiay 1101 I I ; ~ V C  Llie skills or Llie s~~pplics to perf'onii all Llie steps listed in each plan. The 
supervisor liiust dcleniii~le which procerl~~res cxi  be pedoniierl by ;\ Iienlth worker in a conutiunity setting and which 
c a i  olily be pcrfort~icrl i l l  ;I facility. The supclvisor ~iiust givc c:~cli Iic;iltli worker the training, supplies and 
supervision needed to cxry  out treatmelit con'ectly. 

Study the section of the DIARRHOEA MANAGEMENT CHART titled "For Other Problems" 
to learn what to do about: 

Dysentery (diarrhoea with blood in  the stool) 
Persistent diarrhoea ( d i r u ~ h o e a  lasting f o r  14 days o r  m o r e )  
Severe mal~iutritio~l 
Fever 

Also read the section of the chart titled "Use of Drugs for Children with Diarrhoea". You will 
see that drugs are very rarely needed in treatment of diarrhoea. However, antibiotics should be 
used for dysentery and suspected cholera. A list of suitable antibiotics is listed at the end of this 
module. 

TREATMENT SHOULD END WITH THE MOTHER KNOWING 
WHAT TO DO AT HOME AND HOW TO DO IT 



ASSESSMENT FOR DEGREE OF DEHYDRATION 

FIRST, ASSESS YOUR PATIENT FOR DEHYDRATION 

CONDITION I 
EYES 

TEARS 

hlOUTH and 
TONGUE 

I THIRST 

Well, alert 

Normal 

Present 

Moist 

Drinks normally. not thirsty 

( I FEEL SKIN PINCH 1 I Goes back quickly I 
4. DECIDE 

5. TREAT 

COUNSELLING: E 

The patient has NO SIGNS 
O F  DEHYDRATION I 
Use Treatment Plan A 

* Restless. irritable* 

Sunken 

Absent 

Dry 

* Thirst!. drinks eagerly* 

* back slo\vly* 

If the patient has 2 or more 
signs, including at least one 
*sign,*there is SOhlE 
DEHYDRATION 

Weigh the patient, if possible, 
and use Treatment Plan B 

* Lethargic or unconscious; 
floppy* 

Very sunken and dry 

Absent 

Very dry 

* Drinks poorly or not able to 
drink* 

* Goes back very slo\vly* 

If the patient has two or more 
signs, including at least one 
*sign* there is SEVERE 
DEHYDRATION 

Weigh the patient and use 
Treatment Plan C URGENTLY 



TREATMENT PLAN A 
TO TREAT DIARRHOEA AT HOME 

I 

USE THIS PLAN TO TEACH THE MOTHER TO: 

C m w  to veal JI none tw c ~ l d ' s  Curern ePsOOe 01 OIYRY*J . Gwe mull wealmen la u u e  ep rwes  ol oarmcw~ . I 
i 

EXPLAIN THE THREE RULES FOR TREATING DIARRHOEA AT HOME: I 
I .  GIVE THE CHILD MORE FLUIDS THAN USUAL TO PREVENT DEHYDRATION: 

US. a recwnmemea nwne bus. wcn as J urea1 gruel 11 lnlr 1s MI poswa.  pwa ! 
urn raler Use ORS solullon l w  -men o e w ~ w o  In me ma #low - G*. rr mucn c4 v r s e  l ~ u o s  rr IM chlo weu l u e  Use Im amounts r m n  n*lor IC. I 
0% JS a Qu~0r  . Cor.18nue gtnng v r s e  11ua05 unta me olarrnoea noos 

I 
2. GlVg THE CHILD PLENT* OF FOOD TO PREVENT UNDERNUTRITION. I 

Q n t w  10 waat.leea trCqurnuy 
11 cnla 1s n 0rerr1.1.o. pus uu uuvl mu* II lne VYIO IS less l M n  6 monlns MZ i 
w r o t  y.1 tuung roola lnoa, oruta mod. u lamu. mln an e w  m O u N  01 raler to, , 
2 oavr ! 
II ma crwcl IS 6 m m  w aoer. w are* tulng solla I- 
. &sop*. a r e a  w w t r w r  rrvmy tooa maeo. 11 paultue. mm ~urres .  

wgeuues. am m u 1  or f en  u u  i or 2 l u rpocn~us  a vegeuae 011 to aau, 

-''9 . Gvm I r a n  k u ~  w u  or m r v r d  0- 10 pons p a r u l u n .  
. ' G*. h e w y  m e w e d  locms. Cool and m.m a g n ~  boa MI. 
. € m a p .  ur cnlo la eat. 0n.f toad a1 teas16 wner a aay 

I 
(10 WaehL. 

I . G*. IM rune  l o e x  aner olarrnoea slops, ma cyve ul emra maa ea:n OE/ IU I 
I 

3. TA&E THE CHILD TO THE HEALTH WORKER IF THE CHILD DOES NOT GET 
BETTER IN a DAYS OR DEVELOPS ANY OF rnE FOLLOWING: - ~ a n v  wrury s l m s  E a u q  or ouvlng poorly 

f iqx~lw m ~ u q  Fevar 

i 
M u h w w u  B I o c a ~ n u u r ~ o u  

I I 

CHILDREN StfOULO BE GIVEN ORS SOLUTION AT HOME. IF: _-.I-..; . nmr crrpl rmun c rr ~n .or- a m oanrpu p a r  a m  

. r ~ m m m ~ m p m O R S m u L W n ~ W ~ N n . o r w O r  

I 

IF THE cnla MU. BE GIVEH ORS SOLUTION AT HOME. SHOW THE MOTHER I 
HqW UCH ORS TO GIVE AFTER EACH LOOSE STOOL AND GIVE HER I 
. " ( d n  McIcrs FOR 2 m: I 

I 

. pram w cruu vc r n ~ l i o  m g l e n  aka e m  am uvlg a uwu mtasrre 

AU. 

~ u l f W l 2 4 m O n V a  

2 & Y r o r o y e u r  

lp  y e w  U m e  . 
SHOW THE MOTHER HOW TO M U  ORS. 

SHQW HER HOW TO GIVE ORS: 
I . x  

Amnunl o l  ORS l o  plve 
 an.^ aaeh looam at-I 

50.100 ml 

1 m . m  m 

Al mum as w m e d  

GH ';  HIT-^^ W(Y 1.2 -IS !U l U*ld -1 2 Yea1 . @ ~ ~ q q u m u p r r a n a c u p l a ~ , d ~ f t h l d .  
1) vu -10 m a s .  wrl  10 muua. Thcn pm um rolrnrn mae s b n i y  ( la urn-. 

I - IW u oosalmd n uu IUSI rue  a r a m  t u  mote ORS. - --- .- -.--.. 

Amount 01 ORS to provlar 
lor uaa JI horn. 

500 mU0.r 

1000 mumy 

2000 m ~ o a y  

BEST AVAILABLE COPY 



TREATMENT PLAN ,B \ 

TO TREAT DEHYDRATION 

APPROXIMATE AMOUNT OF ORS SOLUTION TO GlVE IN THE FIRST 4 HOURS: 

use the pattenl's age only when you bo rot k m  tk we~ght. The approxlmale amourn 01 ORS requtred 
(in ml) can also be calculated by mun~ply~ng the pallent's wsghl (in grams) t~mes 0 075. 

If the child wants more ORS than shown, give more. 
Encourage the mother to continue breast-feeding. 
For ~nfants under 6 months who are not breast-fed, also glve 100-200 ml clean 
water during thls period. 

L - 

OBSERVE THE CHILD CAREFULLY AND HELP THE MOTHER GlVE ORS SOLUTION: 

Show her how m ~ c h  solulion lo give her child. 
Show her how to gtve it - a teaspoonful every 1-2 minutes for a child under 2 years. 
trequenl SIPS from a cup lor an older child. 
Check from time to time to see 11 there are problems. 
I1 the child vomils, wait 10 minutes and then continue giving ORS, but more slowly, 

for example, a spoonful every 2-3 mlnutes. 
If the child's eyelids become puffy, stop ORS and give plain water or breast milk. 

Give ORS according to Plan A when the pIrH~ness is gone. 

Age: ' 

Weigh: 

in ml 

in locd 
measure 

IF THE MOTHER MUST LEAVE BEFORE COMPLETING TREATMENT PLAN 8: 

AFTER 4 HOURS, REASSESS THE CHILD USING THE ASSESSMENT CHART. THEN 
SELECT PLAN A, B, OR C TO CONTINUE TREATMENT. 

If lhero iye no sign3 of dehydratlon, shift to Plan A. When dehydration has been 
corrected, the chlld usually passes urine and may also be tired and fall asleep. 

- If signs indicating some dehydratlon are still present, repeat Plan 8, but stan lo 
oner food, mtlk and juice as described in Plan A. 

If signs edicating severe dehydratlon have appeared, shift lo Plan C. 

Show her how much ORS to give to finish the 4-hour treatment at home. 

Lew Ihan 4 
monlhs 

Lest than 5 kg 

200-400 

1 

Give hgy enough ORS packets to complete rehydration, and for 2 more days as 
shown in Plan A. 

12 -23 
rnonlho 

8 - 10.9 kg 

600-800 

4 - 1 1  
rnonlhs 

5 - 7.9 kg 

400-600 

Show her how to prepare ORS solution. 

a Explain to her the three rules in Plan A for treating her child at home: 
- to give ORS or other fluids until diarrhoea stops 
- to feed the child - to bring the child back to rhe heallh worker, if necessary. 

2 - 4  
yean 

11 - 15.9 kg 

800-1200 

S -14 
Yean 

16 - 29.9 kg 

1200-2200 

15 years or 
older 

XI kg a more 

P00-4000 



TREATMENT PLAN C 
TO TREAT SEVERE DEHYDRATION QUICKLY 

FOLLOW THE ARROWS. IF ANSWER IS 'YES'. GO ACROSS. IF 'NO'. GO DOWN 

S~an IV tlu~as rmmeaalely I1 lhe pallent can ar~nr. gave 
ORS by moutn whle ine ar~p 1s sel up GIVO 10o ml1k.Q 
R~nger 5 Lacrate Soluuon (or. 11 no1 avadab~c. M t m v  
satme). a~vlaea as lollovn' 

I 
I 

Rfpcal once 11 ra41a1 pulrr IS SIIU wry rrah or na orleaab~r 

- Raasserr IIW pallen! every 1.2 MUIS If nyarac~on 4s MI 

unpfovtng. give ins IV ar~p more faplaty. 
Also glve ORS (aoaa 5 m l R ~ )  as soon ar ~ru patlent 
can armk: urualy ah@ 3 4  nous (~nlanls) or I .2 nours 
(doer palranls). 
Ahef 6 noucs (nlanls) of 3 M w s  (aaet pallenls). evaluale 
the parlent rnlng Ine assessment cnan Tnrn cnoose Ine 
appfoptlate Plan (A. B or C) to ccnlnue Ireanent 

Send In8 palten1 Immecratecy lor IV lrealmenl 
II I!M pallen1 un artnh. prov~ae Ine morher nlln ORS 
SMul10n ana snow her now lo give II aur~ng rne l r~p 

- 
Then 90.r 
I0 ml'q n 

5 noutr 

2 112 noutr 

A9 l 

rnlanls 
lunacc 12 monas) 

0o r1  

SIUI renyaralon by lube r t ln OR5 SOIUIIM Gtve 20 ml/ 
hg/hout for 6 b r s  ( I O I ~  01 120 mllhg) 
Raarsess lru pallan r n r y  I .Z Murs 
- I1 m r e  IS repealed m~ng a Inueaslq anaom~rul 

Qslens~on, glw VU n ~ a  mue slowly - II nyaral~on 1s MI ~mprovlng aher 3 nows. send me 
pallent tor IV tneulpy 

Anet 6 nours, reassess the pallen1 ana choose lne 
appopclale Ttea~menl Plan 

F rsl gnn 
30 mlhg ln . 
I nou~ . 

--- 
30 mwlas ' 

SIM tenyotallon by rnoutn nlln ORS s o ~ u u m .  gwng 20 

mVkgnm !or 6 nours (low 01 120 mulg). 
Reassess IM) patlea awry 1.2 hours. 
. II thete IS tepeued voml!lng, pve Ihc llurd mofe 

@ M Y  - I1 hyatalm Ir MI tmprovlng ahor 3 W s ,  sow In8 
palm1 lor IV thefapy 

Ahec 6 hours. teassess me paltenl an0 cnoose Ine 
appopc~ale Ttaarmen Plm. 

H posrlW. Obsmo Uw paberu P least 6 hous aher renyoal~on lo be sue lne 
m w  can m W r n  hydtabm gnng O f 6  sCUul~on Dy mourn. 
I 1n8 para o 2 yaws a M  mere o W e r a  Y, yow yea. g w  an 
~p r0p r l a l e  oral m b n r c  ahef h e  pallen IS alert. 

BEST AVAILABLE COPY 



THEN, FOROTHER PROBLEMS 
I ASK ABOUT BLOOD IN IF BLOOD IS PRESENT 

THE STOOL 
Treat for 5 days with an oral antibiotic recommended lor 
Shlgella in your area. 

I Teach the mother to teed the child as described in Plan A. 1 
See the child again after 2 days if: - under 1 year of age 

- initially dehydrated 
- there is still blood in the stool 
- not getting better 

If the stool is still bloody after 2 days. change to a secand 
oral antibiotic recommended for Shigella in ycur area. 
Give it for 5 days. I 

1 ASK WHEN THIS EPISODE OF IF DIARRHOEA HAS LASTED AT LEAST 14 DAYS: I 
/ DIARRHOEA BEGAN Refer to hospital if: - the chlld is under 6 months old 

- dehydration IS present. (Refer the child after 
treatment of dehydration.) 

Otherwise, teach the mother to feed her child as in Plan A. 
except: 

- dilute any animal milk with an equal volume cf water 
or replace it w~ th  a fermented milk product, S l j i n  as 
yoghufl. - ,&sure full energy intake by giving 6 meals a day of 
thck cereal and added oil, mlxed with vecje!aoles. 
pulses, meat, or fish. 

I Tell the mother to bring the child back after 5 days: 

1 - if diarrhoea has not stopped, refer to hospital. - II d~arrhoea has stopped, tell the mother to: 
- use the same foods for the child's regular diet. 
- after 1 more week, gradually resume the usual 

animal milk. 
- glve an extra meal each day for at least 1 month. 

1 
I LOOK FOR SEVERE IF THE CHILD HAS SEVERE UNDERNUTRITION: ] 

Do not attempt rehydration; refer to hospital for macagement. I 
Provide the mother with ORS solution and show her how to 
give 5 mllkglhr during the trip. 

ASK ABOUT FEVER 'AND 
TAKE TEMPERATURE 

IFTEMPERATURE IS 39. C OR GREATER: 
Give paracetamol. 

IF THERE IS FALCIPARUM MALARIA IN THE AREA, 
and the chlld has any fever (38'or above) or htstorj cf fe:.er In 

the past 5 days: 

Give an antimalarial (or manage according to your malarra 
programme recommendat~on). 



USE OF DRUGS 
FOR CHILDREN WITH DIARRHOEA 

ANTlElOTlCS should ONLY be used for dysentery and suspcted cholera. Otherwise, 
they are inneffective and should NOT be given. 

ANTIPARASITIC drugs should ONLY be used for: 

hoebiasis, after antibiotic treatment of bloody diarrhoea for Shlgella has failed or 
trophozoites of E. histolytlca containing red blood cells are seen in the faeces. 

Giardiasis, when diarrhoea has lasted at least 14 days and cysts or trophozoites of 
Glardla are seen in faeces or small bowel fluid. 

ANTIDIARRHOEAL DRUGS and ANTIEMETICS should NEVER be used. None has 
proven practical value. Some are dangerous. 

RECORD DATA 

Record the data on the child in the OPD Register and fill in the following infonnation: 

Na~iie 
Age (01- date of birth) 
Date of v is i t  

* Reason for visi t  
Diag~iosis 
Type of treatment or seivice provided 



WHO RECOMMENIIED INSTRUCTIONS 

O N  

ORS, IV & RATIONAL USE OF DRUGS 



WHAT IS IN ORS SOLUTION'! 

ORS often comes in packers containing the following ingredients in the stated amounts: 
Glucose (a for111 of si~gar) 20.0 grams 

Sodil~m Cllloride (ordinary salt) 3.5 grams 

TI-isodiu~n citrate, diliydrate 2.9 grams 
OR 

Sodium Bicarbonate (baking soda) 2.5 grams 

Potassiuln Chloride 1.5 grams 

Packets that contain tilcse ingredients in  tliese aniotlnts are rnade for mixing in one litre of 
drinking water. 

Note: Some packets of ORS are lnade for slnaller volu~lles of water; they have smaller amounts - 
of the same ingredients. I t  is critical that tlie correct anlount of water be used to mix any packet. 
If not enough water is used, the solution will be too strong and may be dangerous. If too much 
water is used, tile solution will be too dilute nnd 111ny not be as effective. 

When ORS packets :we not available, ORS solution call be ~nade. 

STEPS TO MIX ORS SOLUTION 

Wash your hands with soap and water. 

Pour all the powder from one packet into a clea~l container. Use whatever container is 
available such ;IS ;l .i;lr, bowl or bottle. 

Measure 1 litre of clean water (or con'ect alnount for packet used). It is best to boil and cool 
the water, hut if this is ~iot possible use the cle:ulest dri~iking water available. 

Pour the water into the container. Mix well until tlie pnwder is co~npletely dissolved. 

, . Taste the solution so you know tbliat : I  , - b  . e 

Mix fresh ORS solutio~i each day i n  a L!,LII container. Keep tlle container covered. The solution 
can be kept and used for one day (24 hours). Throw away any solution remaining from the day 
before. 

BEST AVAILABU COPY 



STORE SUPPLIES OF ORS SAFELY 

not exceed 30°C (86°F). I f  ORS is stored a long time above this 
it m:iy 111elt or turn brown. In iiddition, hul~lidity should not exceed 80%. If 

a long titile in high hit~nidity, the product is likely to cake. If you do not 
area whicli meets these two guidelines, it will be best to stock a small 

sucll as the nutnber that will be used in three ~nonths. 

Keep storage areas clear of all types of insects, rats and mice. Arrange cartons so that sharp 
ob-jccts will not nxike lioles in the ixickets. Ar~xnge cartons of ORS so that identification 
marks and other labels c;in be easily seen and so that the oldest ORS (identified by date) 
will be used first. 

Every three ~nonths, inspect a few ORS packets, randolnly chosen, looking for signs of 
darl~agt: or illlj>ropcr sc;~li~lg 01' t l l ~  packet. Shake tllr 1j;lc.ket to check whether tlle powder is 
still free-tlowing. I f  it is hard, Ii~mpy or pasty, open the packet. 

If tlie powder is white, the product is in petfect condition. (If it is hard but still white, it 
is ;ill right.) 

If the powder is brown or dark bl-own, the ORS has deteriorated and should not be used. 
Throw away a11 such packets. 

I 
If the powder is yellow, the ORS is still effective and safe, but such stocks should be 
u e d  as sooil as possible. 



W H E N  PACKETS OF ORAL REHYDRATION SALTS ARE N O T  AVAILABLE 

Ilealth worker sllould t~llderstand tlie routine proceilures for orclering ORS packets, and 
procedure for obtaining eliiergency supplies quickly. 

If ORS packets are not available, and it is necessary to prepare large quantities of an oral 
I-ehy(lt~utiotr jlirid and dispense prepared fluid, ingredients can be measured in bulk and 
mixed tlloroughly in  all appropriate volume of drinking water. The cleanest available 
drinking water should be used. Boiled water, cooled before use, or chlorinated water is best. 
However, the prep~ired fluid sllould not be kept for 11iore tllan 24 hours and should not be 
dispensed ill  clu;intities in excess of the 24 Ilour volulne requirement. 

he following table sllows a11 example of ~naking U I I  O I - L I I  t-c~liy~lr.uriot~ jluicl in large 
(Ex;l~nple is for 5 litres): 

'he ingredients slloulcl I>c nlei~su~.etl pl-ecisely usi 11.g a sciile (wllicli may be available in  a 
pllarmacy). This is especially i~nporraat in  measari~lg pc,tassium chloride because 

in potassiunl nie;isure~nents are d;ingerot~s. 

11' a ~u'cc-isc I ~ ~ c ; I s ~ I I . ~ I ~ ~  sc;ilc is ~ i o ~  ;iv;iilal?lc. I ) I ' ~ ~ ~ ) ; I I ' C  lI1th f 'luitl will~out putassiu~n cllloricle. 
I n  this case, if the child is already taking solid food, advise the ~notlier to give fresh fruit 
juice or ~naslled banana to provicle potassiu~n. I' 1 
I 

'bo trot r71i.v I(~t:yr trt17orrtrt.s c!f sulr ~ r t ~ d  S I I S U I .  itr d t ;v t i )~. l l~ ,  as it is very difficult to make the 
'nlixtures u~lifornl. Rather. prepare only the a~nou~l t  of dry ingredients to be added to a I  specified a~nount o f  water, for example 5 ,  1 0  or 20 Iitres. This assures that the solution will 
I have tlie mrrect con~po\ition. 



ORS SOLUTION PREPARATION 

Ingredients for 1 litre of 011 litres of nn oral 
r.chydrntiotl fluid 

Water 1 litre X 5 = 5 litres 

Sodiunl chloridc 
(co~nnlon salt) 

Trisodium citrate. 
dihydrate 

Glucosc 
or 

- - - - - - - - - - - - - - sucrosc 
(common sugar) 

Note 

Use the cleanest available 
drinking water. Boiled 
water, cooled before use. 
or chlorinated water is 
best. 

20 g 
or 

--------------- 40 g 

You must have this to 
make the solution. 

20 g X 5 = 100 g 
or 

------------------ 40 g X 5 
= 200 g 

You must have one of 
these to make the solution. 

You can make the solution 
without this, but it is 
better if you have this 
ingrcdicnl. 

You can make the solution 
without this, but it is 
better if you have this 
ingredient. 
Do not add potassium 
chloride ifyou do not 
have a precise measuring 
scale. 

If la~~,qer. volun~cs of' the jlltid c1t.e pr.epat.cd, rl~e ciniolrtir of' each itigredient should be increased 
~)t.opc)r.tiorrorcly. 



H O W  T O  SET UP A N  O R T  CORNER IN A HEALTH CENTRE 

A special area in the healrh centre should be arranged Ibr oral rehydrrttion therapy. Mothers and their 
children who need OUS solution will stay at the health centre for several hours. A conveniently located 
and adequately equipped "ORT conler" will help the stat'l' 10 Inanage dchydrated cases more easily. 

I. Sclecl Ihc locs~ion li)r rhc ORT comer. This shoultl be a place: 

. Staff frequently pass, such as near the reception area or examination room (but not in a passage), 
so Ihc child's progress call bc observed mcl rhc niorlicr can be encouraged 
Near a walcr source 
Near a toilet and washing facilities 
Pleasant and well ventilated 

2. Arriu~gc furnilurc. ill lllc ORT comcr 

Table for ~uixing ORS solulion and holding supplies 
Shelves to lloltl supplies 
A bench or chairs with a hack whcrc rllc ~nolllcr call sil co~llfortnbly while holding the child 
A s~nall table whcrc lllc ~nollier can convenicnlly lesl the cup of solution 

3. Organize supplies in the ORT comer. (These alnounts arc for a health centre that receives 25-30 
diarrhoea cases ill  n week.) 

ORS packets ( a  supply of nt least 300 p;lckels a mondi) 
Six boltlcs Ilia! will hold the correct amount o f  water Ihr mixing the ORS packet -- including 
sonle con1ai1lc1.s likc those that ~notliers will havc ;II Ilo~lie 
Six cups 
Six spoons 
Two tiroppcrs (n1;ly be easier to use than n spoon with slnall infants) 
Motlicr's (';t~.tls 
Soap ( f b r  1l;uitlwashing) 
W E SIC ~ ; I S ~ C I  

Tally shcct (opliol1;ll) -- a r;llly is kept of dinrrlioca cascs treated each day in children under five 
ycilrs ant1 i l l  oltlcr childrct~. 

Posters on thc w;rlls of t l~c  OUT corner about treatlliclit and prcvcntion of diarrhoea and dehydration 
will be particularly illreresling lo ~ilolhers. Since ~llotllers will sit in the ORT comer for a long time, 
i t  is a gootl opponuliily for thc~ll lo l en~n  about ORT i111d other i~nportant interventions such as 
brcastfeeding, wc;uling fbotls, use of clean walcr, handwashing and use of lawines. Also include 
posters will) inli)nil;~tion or1 iniriiunizntion. 



INTRAVENOUS THERAPY FOR SEVERE DEHYDRATION 

Technique of Ad~iii~listration 

The technique of administration of intlavenous fluids can only be taught by practical 
demonstration by someone with experience. Ititruve~~ous therapy should be given only by trained 
persons. Several general poi~lts are ~nade here. 

The needles, ti~bi~lg bottles, and fluid used for int~.ilvenoi~s tllerapy   nu st be sterile. 

Intravenous therapy can be give11 into ally convenient vein. The most accessible veins are 
generally those in  front of the elbow, on the back of the Iland, or, in infants, on the side of the 
scalp. USE OF NECK VEINS OR INCISION TO LOCATE A VEIN ARE USUALLY NOT 
NECESSARY AND SHOULD BE AVOIDED IF POSSIBLE. In cases requiring rapid 
resi~sc.itation, il neeclle niay be introduced into the fenlorill vein where i t  must be held firmly in 
place and removed as soon as possible. (The fenloral vein is just medial to the femoral artery, 
which can i~sually be located by its pi~lsation.) In  so~lle cases of severe dehydration, particularly 
in adults, infusion i n t o  two veins  nay be necessary; one infusion can be removed once 
rehydration is well in p1.ogl-e~~. 

I t  is i~sefi~l to 11liirk i~ltriive~loi~s fli~id bottles ;it V ; I I . ~ ~ L I S  levels to sllow the times at which the fluid 
should have fallell to tliose levels. This allows easier ll~orlitoii~lg of the rate of administration. 

Solutions For Intra\lenous I~ifusiori 

Altliougll a nu~llber of intravenous solutions are available, they all lack some of the electrolytes 
i n  the concentration needed by severely dehydrated patients. To ensure adequate electrolyte 
replace~nent, sollie ORS solution should be given as soon as the patient is able to drink, even 
while IV therapy is being given. The followi~lg is a brief discussio~l of the relative suitability 
of several i~ltravenous solutions. 

Preferred solution 

Ri/l~qc~t.'s Lucrurc~ Sol~rrio/r (also called Ha~t~na~ln ' s  Soli~tion for Injection) is the best co~n~nercially 
available solution. I t  supplies a11 adequate concentration of sodiu~n, and sufficient lactate, which 
is nletabolized to hic.;~~.honate, for the correction of :icido?;i>. It can be used in all age groups for 
dehydration due to acute dial-rlloea of all cause\. Early ~xovisiou of ORS solution and early 
resu~llption of feeding will provitle the reqi~i~-etl a~noi~nts of potassii~~n and glucose. 

A cceptahle solzction s 

Not.nlu1 Suli/to (also called Isotonic or Physiological Saline). This solution is often readily 
available. It  will not correct the acidosis and will not replace potassium losses. Sodium 
bicarbonate 01. sodiu~n lactate and potassiu~n cllloride call be given at the same time, but this 
requires careful calci~l:itions of a~nou~lts, and ~llonitoring is difficult. 



Hulj~srr.c~tr,qth Dur.r.o~~'s Solrrtiotr (also called Lactated Potassic Saline). This solution contains 
less sodiu~n chloride than is needed to efficiently correct the sodiu~n deficit from severe 
dehydration. 

Hulf' Nor-t?1u1 SUI~IIC ill 5% D ~ Y I I - O S P .  Like Normal Saline, this will not correct acidosis nor 
replace potassii1111 losses. I t  also co~itai~is less sodii~tli chloride than is needed for efficient 
correction of dellydration. 

If any of these soli~tions are used, they should be supplemented by ORS solution given by mouth 
as so011 as the patient can drink. That way the patient will receive potassium, bicarbonate, and 
sodium. which may not be provided adequately by the above solutions. 

Unsuitable solution 

fluill Gluc.oso urld Dc~.vt~.osi) So11rtio11.s should not be used as they provide only water and sugar. 
They do not contain electrolytes and thus they do not correct the electrolyte losses or the 
acidosis. 

Providing I V  Therapy For Severe Dehydration 

The purpose is to give the patient a large quantity of fluids qi~ickly to replace the very large fluid 
loss which has resulted in  severe dehydration. 

Begin intravenous therapy quickly in the amount specified on the DIARRHOEA 
MANAGEMENT CHART. If the patient can drink, start giving ORS by rnouth unti l  the drip 
is running. Tlie f i n t  portion of &lie fluid (30 ml/kg) is give11 very rapidly (within 60 minutes for 
infants under 12 ~iiontlis, within 3 0  ~nini~tes for older cliildre~i and adults) to restore the blood 
volume and prevent death from shock. The rest of the fluid (70 ~nl/kg) is given more slowly to 
complete rehydration. 

During the course of IV therapy, progress should be assessed every 1-2 hours to determine if the 
rate of administration is satisfactory or needs to be increased. In particular, attention should be 
given to: 

The nutnber and vo lu~ne  of stools passed 
The extent of vo~iiiting 
The presence of, and changes in,  tlie signs of dellydration 
Whether the rehydration tli~id is being give11 si~ccessfull y and in adequate amounts 

If tlie signs of dehydration and the diarrhoea and vo~niting have become worse or remain 
unchanged, the rate of administration and the amount of fluid given may need to be 
increased. 



ANTIBIOTIC 'TREATMENT OF CHOLERA AND OF DYSENTERY 

Paediatric lablel 

Sulphamethoxazole 

Paed~at ric lablel 



'Selection of an a~iti~iiicrobial should be based on se~isitivity patterns of strains of Vibrio 
cholerue 01 and Shi,qellu isolated in the area. 

'Antibiotics are recom~nended for patients older than two years with suspected cholera 
and severe dehydration. 

3Doxycycline is the anti~nicrobial of choice for adults because only one dose is required. 
See below for treatment of pregnant wolnen. 

'Tri~nethoprirn + Sulfa~nethoxazole (also na~iied co-tri~noxazole) is the antimicrobial of 
choice for children. Tetracycli~ie is equally effective; however, in some countries it is not 
recoln~nended for paediatric use. 

'Ft~razolidone is tlie a~iti~nicrobial of choice for pregnant wolnen. 

"Other choices include erythro~nycin and chlora~nplienicol. 

7 Sh i~e l l u  is the most important cause of dysentery in young children. An antimicrobial to which 
most Shigellu i n  the area are sensitive should be selected. If the stool is still bloody after 
two days, the anti~nicrobial should be stopped and a different one used. In many areas 
tri~nethopri~n-sulfarnetlioxazole is the drug of choice and nalidixic acid is an alternative. 
Resisnrice to a~iipicillin is frequent. 



ANTIMICROBIAL TREATMENT OF PARASITIC DIARRHOEA 

ADULTS 

Dose 
(in tablets) 

750 mg (3 
tablets) 

3 times a 
day, 

5 days 
(10 days for 

severe 
disease) 

250 mg (1 
tablet) 

3 times a 
day, 

5 days 

r-UII n R F N  CHILDREN 

1 1  DISEASE DISEASE 

I 

ADULTS 

I Allloebiasis is an uni~si~al cause of dysentery i n  young children. Metronidazole should be given 
only when trophozoites of Ei l ran~o~hu hisrcdyric- containing red blood cells are seen in the faeces 
or when bloody stools persist after consecutive treatment with two antilllicrobials (each given for 
two days) that are ilsually effective for S h i ~ r l l u  in  the area. 

I ORAL 
ANTIBIO 

TIC 

'Treatment for giardiasis should be given only when diarrhoea is persistent (lasting at least 14 
days) and cysts or troj,hozoites of G ~ L I I - ~ ~ u  ;ire see11 in faeces or small bowel fluid. Tinidazole 
and ornidazole are also effective. Tinidazole is given in a single dose of 50 mg per kg, with a 
maxilnum dose of 2 grains. Use of ornidazole should follow the manufacturer's 
recomlnendatiol~s. 

750 mg (3 
tablets) 

3 times a 
day, ASIS' tablet 

INTESTI Metronida 
N AL zole 

AMOERI 250 Ing 
ASIS' tablet 

GIARDIA Metronicla 

(in tablets) I 
Doselfrequen 

CY/ 
duration 

10 nlg per kg 
3 times a day, 

5 days 
(10 days for 

10 nlg per kg 
3 times a day, 

5 days 
(10 days for 

severe 
disease) 

5 ~ n g  per kg 

I1 

zole 3 times a day. 
5 days 

Estimated dose in tablets 
according to body weight in kg 

3-5 
kg 

1/4 1/4 

. f ib 

- 1 1/4 
I 

I r 

11 

l /z 1/4 

6-9 
- 

1/4 1/4 

M 

15- 

kg 

1 

kg 

1 

10- 

kg 

lh 

kg 

lh 

CY/ 20- 

kg 

1 

kg 

1 

kg 

- p 

19 14 29 

- 

/ n 

1 
15- 
19 

110 -  
14 

20- 
29 



II ... 
SUPPLIES AND EQUIPMENT 

1. Forms 

Dia-rhoea Case Record Fonns (WHO) 

2. Equipment 

Jars ~iiarked with volulne lneasurelnelit 
Bed or table with arrangement to suspend bottles for IV fluid 
Scalp vein butterfly 
Baby scale and adult scale 
Plastic cups and spoolis 
Cotton gauze 
Droppers 
Syringes 
Therliiolneters 
Soap 
Garbage/trasli bin 
Waslibasin 
Benclilchairs for mothers 
Clock 
Water cooler 
Nasogastric tube 

3. Drugs 

For Rehvdration 

ORS packets 
Rin2el.s Lactate with giving set 

For Cholera 

Tetracycline 
Doxycycline 
F i ~ r ~ ~ z o l i d o ~ ~ e  
Trin~etliopri~n - Sulfa~netlioxazole 



Shieella Dvsentery 

Tri~~~etliopt-im - SulF~niethoxazole 
Nalidixic Acid 
Anlpicil l in 

Metronidazole 
Q\linacrine 



EXERCISES 
-.. . , , , .. 

Supervisorv Checklist Exercise 

You will observe a liealtli facility staff managing a child with diarrhoea. Take out the 
Supervisory Checklist and Work Sheets and complete indicated items. 

Individual Case Management Work Sheet #1: 
Items 1.1 - 1.3 

2.1 - 2.N 
3.1 - 3.N 
4.2. 4.3, 4.1 and 4.N 
5.1 

All Items: 6 
7 
X 

Deteniiine tlie finkrl assessment score and enter on Resource Management Work Sheet #6, 
Itel11 6.1 and on tlie summary, Individual Case Management page Item 1.2. 

Su~nniarize youl. findings on case management of diarrhoea and complete Feedback, page 4, 
on the sulnmary of tlie Supervisory Checklist. 

Present your findings. 

Ask for staff input. 

Plan together to ~naintain acceptable standard of dia-rlioea case management. 

Give date of next visit. 



Section 1: Individual Case Management Institution Nme: 

Work Sheet 1: Sick Child Under 5 I 

/ 
Namc of Supervisor: I Date of Supervision: 

(if diffcrenr front fronr papcl I 
I (v differcnr from fronr page) 

Case 1 Case 2 Case 3 Care 4 Care 5 

Work Area Set: Name of Staff: - 1 
Y N  

I 

1.2 ' Was mother asked to sit down? 

1.3 ' Was mother asked reason for coming to the facility? , 

I 
I. Rapport I 

1.1 ' was mother greeted? I 

2.1 Asks for age of child 

! I 

i 

3.3 , Asks change in eatingldrinking pattern 1 i 1 

i I ~ ~ 1  2.3 : Asks change in bowellurine output 

3.4 :  AS^ for change in activity I I 1 i I I 
2.5 : A s h  for other symptoms i ! ! I I I i 

I I 
I I I I 2.1 Asks for child's immunization status 

_'A1 Asks for nuuition intake nssessment - Examination 1 -7 . 

3.1 Looks at general condition (colour. alertness) I 

3.2 Looks a1 condition of eyes. e;us , 

3.3 ' Looks at condition of nose. mouth. ear i. 
3.4 Looks at chest indrawing I I 

3.5 Counts respiration 
I 

- -- -- 

3.6 T:~kes skin  inch 

3.7 Takes tcmper,lture (if indic:~~cd) 
I 

3.1 Checks lmmuniz3lion Card 
I 

3.N . Takes weight (child under 3) I i I ; 
.- 

4 .  Classification 
Was child correcdy classified? 

4.3 Case with othcr symptoms 1 1 

I 

4.1 ARI case I 

4.3 D i m h m  case i 
I 

I 

1 
I 

4.N According to nutritional stal~ls 1 I I I 

-- - . - -- -- ---- ' v  

PREVIOUS PAGE BLANK 

I 
j 
I w 
i b 

I 4.4 1 Case with no symptoms ! 
I 

4.1 According to need for vaccines I 
I 



G r c  1 G s c  2 G r c  3 Care 4 G r c  5 

53 Management -- 
5.1 Were child's needs correctly managed? 

According [o WHO protocol lor ARI cast 

Accord~ng to WHO proloco1 lor Diarrhoc;~ case 
I I 

I 
I I 1 ! According to acceptable standards for other cases ! 

! i 
5.2 ' Rcfcrs complicated case approprintcly i I 

! j 
5.1 ' Manages correclly immunization needs of the child 1 1 1 1 

5iZ, i Manages correctly nutritional needs of child ! i I 

I ! 
I 

6 Advice I I - 1  
I 

6.1 Explains to parents flndlngs of child's condition I 

1 I 

6.1 Explans need/no need for drugs I ! 
- - 

1 

6.3 Explains when to bring back the child 
I 

! I 
I 6.1 G~ves appropriate ~mmunization advise I I 

1 
oiZ, Gives appropriate nutritional advise I I I I I 

I I 

7 Follow-up i I I i 
, I I I 

7.1 ' Gives appointment for next visit I I I 

7.2 1 Checks if mother has well understood veatmenthdvice I 1 1 1 1 
given and dale of next appointment 1 I 1 I 

I 

8.1 Completes OPD Repis~er , 

I I - 1  

- - - - - .- -- - -. - 1 Total 'Yes' 
8.3 1 Uses Rcferral Forms I 1 Tual 'Yes'+'No' 

8. ! Reporting I i 

- I 
I 

I For General Child Care (all cases) I 
i 

IVrire r~untber of 'Yes' scores over roral rlunlber of 'Yes' and i / . / / i / !  , I  / I 

' N o '  s('orcs I 1 
I 

I 
! 

i 
For ARI Cases 
Mfrire nlo~tber of 'Yes' scores over. rural rllrnlber of 'Yes' and j I 1 
'ho' scorcs I 

I I I I 

For I l i u r rh t~a  Cases 
\\'r.iicv rrrtnrt)cr- c,f' '1'c.r' .rc.orcs or8cr. ic11t11 rllr~jrt)c,r of 'Ycs' alrd 
' N o '  scores 

8.1 Completes MCH card I 

I I I 
I 

For Immunization Management (-7.1 " 6.1) 
\Vrire nuntber of 'Yes' scores over rnral nunlher r , f  'I '  scores 

I 
I For Nutritional Management (-7.N + 6.N)  

Write number of 'YES' scores over. roral number of 'N' scorcs 1 
Final Assessment: Pcrccntngc of 'Yes' scorcs out of total 'Ycs' and 'No' scores: 

Diarrhoea Case: I 9% 1 

I General Child Care: 
. ~ ~ -  

' ARI Ca.e: 

; Immunization Management: I 96 1 

% 

% 
I I 

26 1 
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1 Nutritional Management: 
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Section 2: Resource Management 

6.1 All required registers and patient/client forms are in use according to the HMlSmCF Instructions 
Manual. 0 D  Y N 

Institution Name: 

h a n ~ c  ol Supcn1lhor: 
{if difirrrrtr ,/r.oni fr'onr /)fl,ptl) 

6.3, lmmcdintc repons for cpidcmic outbreaks were madc up when necessary and duly completed. nn 

I 
Work Sheet 6: Record Keeping System I 

Date or Supervision: 
( ~ f  diffcrcnr from frnnr page) 

6.3 Immediate rcpons were sent our in a timely manner. n TI 

6.3 Morllhly reports were made up correctly from records and registers available in the centre. 

6.5 Monlhly report.. were sen1 oul according to time schedule. 

6.6 Updated graphic representations on prioriry activities of the health facility are visibly displayed. 

6.7 All forms and registers are available in sufficient quantity 

Number of 'Yes' scores over total number of 'Yes' and 'No' scores 

Final assessment: 

Percentage of 'Yes' scores out of total 'Yes' and 'No' scores 



~ction 1: Individual Case M'anagement 

3 ~ e  final assessment on case management of the following health care activities using the scores obtained through the worksheets. For heallh 
re activit~es nof DerfofrrIed in the su~ervfsed health facility, tick the box 'NA' (Not Applicable). 

Quality of Case Management 

Poor lnsutficient Appropriate 
(~50%) (50 - <80Y0) (280%) 

S~ck Cnild Under Flve 

1.1 General Child Care 

1.2 D~arrnoeal D~sease Case 

1.3 Acute Respiratory lnfect~on Case 

1.4 Management of Nutritional Status 

1.5 Management of Immunization Status 

2 Growtn Mon~tor~ng in Child Under Three 

3. lmmunizat~on Session 

4 .  Prenatal Care 

5 .  Dellvery Care 

6. Postnatal Care 

- 
1 .  Neonatal Care 

8. Family Planning 

9. Tuberculosis (follow-up) 
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Feedback On The Visit 

1 Improvements noticed srnce previous vis~t: 

2.  Prooiems laentifled durlng previous v~sit that need still further improvement: I 
I 

3 Problems loent~ileo dur~ng th~s ~ ~ s i t  

i !  

! 

: 4.  Recommendations to Health Staff: 

i 

I 5. Act~ons to be taken by supervisor: 1 

I 

7. Date of next visit: 

- - 

1 
I - -  

j I 
1 6. Problems to be followed at next VISI~: - 
- 

Page 4 

~ 

Supervisory Chedtl~st (DR1) 
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MODULE 6 

ACUTE RESPIRATORY INFECTIONS 

W H O  111;11cri;1l ill M ; I I I ; I ~ C I I I L ~ ~ I ~  01 '  ACLIIC Kespi~.i~Io~.y I l~l 'e~tiol~s II;IS heell ~lsecl cxtellsively in this niodule. 
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LEARNING OBJECTIVES 
. .  1 

LEARNIN(; 0IJ.IECTIVES FOR INCREASED KNOWLEDGE AND UNDERSTANDING 

During training you will receive tlie latest inforrnatio~i on ARI management through lecture, video 
and discussions. On cc~mpletion of this niodule you will be able to: 

I. State tile m;lgnitude of acute respiratory problelns in children. 

2. State tlie Government of Pakistan's ARI Control Progra~n~ne's two objectives. 

3. Describe the two case management cl~arts on ARI and how to use each. 

4. Name tll~.cc parts to AKl case Iiianagclliellt. 

5. Describe tlie role of MOs ;111d paralnedics in i~nple~nenting ARI programme guidelines. 

0. List district level supervisor's responsibilities in assuring ilnple~nentation of ARI case 
Inanagelneli t. 

LEARNIN(; OR.1ECrI'IVES FOR IMPROVIN(; SUPERVISORY SKILLS 

During training you will be provided witli oppo~tunities to observe children with respiratory 
infections in tlie classroo~ii and i l l  tlie OPD and to assess the competency of the facility in 
imple~iientatio~i of ARI control progralii ob.jectives. On coliipletion of this  nodule you will be 
aide to: 

I .  Observt: and assess fr~cility staff co~iipetelicy i n  assessing and classifying a child 
witli ARI. 

2. Assess staff's colnpliance with the rational ilse of dnigs in ARI case management. 

3. Assess cti1ff.s coinp1i;ince in assessment of i~nmunization and nutritional status of 
cliilllrrn with ARI. 

4. Assess availability and utilization of essential resources in ARI case management. 

5 .  Assess staff's colnpetelicy in  counselling and teaching inothers on caring for a 
child witli ARI. 

6. Assess clunlity of record keeping in the OPD register. 
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7. Ide~itify strengths and constrailits in  i~iipletnenting ARI control programme 
guidelines. 

8 .  Co~iiplete tlie Supervisory Checklist itellis on ARI and use this information to 
assess needs. 

9. Give feedback to facility staff after co~iipleting the Supervisory Checklist. 

10. Caliipli~~ie~it  staff 011 tlieil acliieveliients. 

i I .  Work out ii plan with staff to solve tlie ide~itified PI-oblems in i~nplelnenting ARI 
~ I I . O ~ ~ ; I I N  guidcli~~es. 



MAGNTTUDE AND TYPES OF ARI PROBLEMS 

Children with respiratory infections make up a large portion of patients seen by health workers 
in health centres and other first level care facilities. Most children 0 to 4 years of age have about 
four to six acute respiratory infections each year. 

Respiratory infections include infections in any area of the respiratory tract including the nose, 
ears, throat (pharynx), voice box (larynx), windpipe (trachea), air passages (bronchi or 
bronchioles), or lungs. 

Many areas of the respiratory tract can be involved in an illness, and there can be a wide variety 
of signs and sylnptonls of infection. These include: 

Cough 
Difficult breathing 
Sore throat 
Runny nose 
Ear problenls 

Fever is colnlnon in acute respiratory infections. Fortunately, most children with respiratory 
syrnpto~ns have orlly a ~nild infection, such as a cold 01. bronchitis. They may cough because the 
nasal discharge fro111 a cold drips down the back of the throat, or because they have a viral 
i~~t'ection of the broncl~i (b~.o~\cllitis). Tl~ey ;we not se~.iously i l l  and call be treated well at home 
by their families without ilntibiotics. 

However, some children may develop pneumonia. If this lung infection is not treated with an 
antibiotic, death may result either by diminishing the intake of oxygen, or by an overwhelming 
infection from bacteria entering the bloodstrea~n (called sepsis or septicemia). About one-fourth 
of all children less than five years of age who die i n  developing countries die of pneumonia. It 
is, in f ~ c t ,  one of the two most common causes (along with diarrhoea) of death in children. In 
some areas, pneuinonia is the most colnlnon cause of death. Many of these deaths are in young 
infants less than 2 ~nonths of age. 

The fc~llowing two figures show the percent of deaths by pneu~nonia for children under five years 
of age. The first figure shows that 27% of deaths occur in neonates. The second shows that up 
to 60% of deaths occur ill children under 6 months of age. This signifies that very young infants 
are more at risk. The third graph reflects admission of OPD patients with ARI. More than one- 
third of the caseload in OPD is due to ARI. No study has been conducted in Pakistan to collect 
mortality data. 

Therefore, the proper treatment of children under five, especially infants, who have pneumonia 
can preatly reduce deaths. In order to treat these cllildren, the health worker must be able to 



carry out the difficult task of identifying the high risk cases of early pneumonia before they 
become very serious i~nd end in deirtll. 

The WHO ARI progralilliie has accordingly developed case management guidelines for early 
diagnosis and treatment of infants from birth to 2 months and from 2 months to 5 years of age. 

THE PAKISTAN ARI  CONTROL PROGRAMME 

The Pakistan ARI Control Progra~iime has the following two objectives: 

1. To reduce ~nortality from ARI, in particular pneumonia, in children under five years of 
age 

2. To reduce the i~iappmpriate use of antibiotics and other drugs for the treatment of ARI 
in cliildren 

Percent of Pneumonia Deaths* 
occurring in the neonatal period 

t:atnrnendu, t.lep81 Sicnl~an, Chlna blecnakas, Kenya Iumle.  bezel 



. ----.-- 
Percent of Pneumonia Deaths* 
occurring in infants (6 mos old 

percent 
70 

I 

" 
Jumla, Nepal Banglaaesn Tanzania Macnak39, Kenya 

i m K of pneu deaths 

Source :  WHO A R I  Cause o f  Death  i n  C h i l d e r n  1986 

ARI MORBIDITY RANGE 
IN PAKISTAN 

(FROM AVAILABLE DATA UPTO 1989) 

TOTAL ADU18810NB ALL OPD WTIEHTB 

0 COUUUNITY~~ ILLNt8SEB 

Source :  Khan M.A and Rehman G . N .  The A R I  i n  C h i l d e r n ' s  H o s p i t a l ,  
I s l amabad .  F i r s t  N a t i o n a l  ART Workshop I s l amabad  1989.  
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The acute respiratory infection management training of MO and paramedics includes the 
following conditions: 

Cough or difficult breathing 
Ear proble~ns or sore thlnat 
Fever 
Wheezing 

In order to provide you with an ovelview of MO and paralnedic training in a very short time, you 
will be briefed on the ARI Case Management charts so that you can assess whether or not the 
staff at the facility are i~npletnenting these reco~nlnended guidelines. You will also be shown a 
video on assessment of ARI in children. 

ARI Case Managelllent charts for assessment classification and treatment are presented in the 
following sequence. If you want explallatiolls of these charts, please refer to the manual, 
Management of the Young Child With an Acute Respiratory Infection. 

1. Management of a child with cough or difficult breathing 

The young infant less than 2 lnonths 
The cllild age 2 lnonths to five years 
I-lonie cart: instri~ctio~ls for cllildren 2 months to 5 years 
Give an antibiotic 
Advise mother to give home care 
Teach mother to give antibiotics at home 
Treat fever 
Treat wlleezing. 

2. Management of a child with an ear problem 

Dry the ear by wicking 
Give a11 antibiotic 

3. Managelllent of the child with sore throat and infection 



Select the appropriate case management chart' 

Cough or Difficult Breathing? 

Use the chart: 

Management of rk Child wirh 
Cough or Dificulr Brearhing 

Ear problem or 
Sort throat? 

the charc 

M a ~ g e m c n r  of rk Child 
with an Ear Problem or 
Sore Throat 

A larger scale chart is available in the WHO.-AFU Module 

Advise 
mother on 
home care 
and treat 
fever, if 
present 



TSE YOUPbG lNFAhrT 
(4GE LESS THAN 2 MONTKS'' 

i 
j 

SIGNS: 
@ Stopped feeding well, 
e Convulsions, 

Abnormally drowsy or 
oifficult to wake, 
Grunting or groming 
Wheezing, or 
Fever or feels too cold 
Cyanosis 

! I 
ICUSSIFY AS:; 

VERY 
I I SEVERE DISEASE 

1 TREATMENT: 

b Refer URGENTLY to hospltal 
for antlbiotic by injection if 
any of the above signs. 

b Give first dose antibiotic 
(preferably injection) 

@ Fast breathing 
(60 per minute or MORE) 
or 
Severe chest indrawing/ 
nasal flaring 

No fast breathing 
(LESS than 60 per minute) 
and 
No severe chest indrawing or 
danger signs. 

]CLASSIFY  AS:^ SEVERE PNEUMONIA I NO PNEUMONIA 
I b I 

I TREATMENT: 
b Refer URGENTLY to hospital 

for antibiotic by injection i f  
any of the above signs. 

b Give first dose antibiotic. 
preferably injection 

(if referral is not feasible, treat 
with antibiotic and tollow closely. 

b Advise mother to give 
home care: 
b Keep baby comfortably warm 
b Breastteed trequently. 
b Clear nose it it 

interferes with feeding. 
b Watch tor signs of Illness. 

b Advise mother to return if: 
b Illness worsens. 
b Breathing is difficult. 
b Feeding becomes a 

problem. 
b High tever 



, , 
/ I 

/ I  SIGNS: . Not able to drink, 
I 

1 I 
, . 
4 .; 

i 

! CLASSIFY AS: SEVERE DISEASE 
j 
1 I 

i b Refer URGENTLY to hospital 
I 1 b Give first dose antibiotic. 1 
I TREATMENT: I b Treat fever, If present. 

, . 1 I I b Treat wheezing, it present. 
I 

( b If cerebral malaria is posslble, I 7 - -- . - / -.~ . .-I . - . .\-- I give antimalarial. 1 . _  __ 4 - 

a Cnest inarawing. (esp 
SIGNS: : su~costal) wlth or without NO chest Indrawing, 1 ;;:hest ~ndrawlng, 

I tast breathlng i and 
I Fast breathing I No fast breathlng 

I I Per mmute Or more If chUd 1 ( ~ e s r  than SO per mlnute I C ~ I I ~  I I" recurrent wheezing. 
2 months up to 12 months; 

go dlrectly to 2 montns UD to 12 montns 
40 per minute or more If chlld Less than 40 per mlnute ~t ch~ld 

I 12 mon!hs up to 5 years) 
I I 

I 
I CLASSIN AS: 1 SEVERE PNEUMONIA j PNEUMONIA 

1 NO PNEUMONIA: 
COUGH OR COLD 1 . If coughing than 30 

refer for assessment . Assess and treat ear problem or 
sore throat, If present (see chart). . Advise mother to give home care . Treat fever, If present. . Treat wheezing, i t  present. 

i 
I 

i TREATMENT: 

i 
! 

i 
i 

is taking an antibiotic for pneumonia: 

THE SAME 

WORSE 

SIGNS: Breathing slower, 
Less fever. 
Eating better 

I 

I . Advise mother to give home care 

b Refer URGENTLY to hospital. . Give antibiotic. 
b Give first dose antibiotic. I . Treat Iever, If present. 

IMPROVING 

Not able to drink. 
Has chest indrawing. 
Has other danger signs. 

'I 

b Treat fever, If present. 
Treat wheezing, If prment 
(It reterral is not feasible, treat 
with antibiotic and follow 

j closely. 

b Treat wheezlng, If present. . Advise mother to return with 
child In days reassess- 
ment, or earlier if the child is 
gettlng worse. 

I 
PREATMENT: .Refer URGENTLY to hospital h Change antlb~otic or Refer . F~nish 5 days of antibiotic 



HOME CARE INSTRUCTIONS 
FOR CHILDREN AGE 2 MONTHS UP TO 5 YEARS 

WITH ACUTE RESPIRATORY INFECTIONS 

. . 

Feed the Child 
Feed the child d u  

. . 



1 b Give lirsl cluso ol alrl i l~iul ic ill ul i~l ic.  I 

P ~ d v i s e  Mother* to Give Hoir~e Care 

AGE or WEIGI I I 

.- - - - - . - . 

I O S K  1Itn11 7 IIIOIIIII? ( .  5 ICO) 

b I~ icrease lluirls. F Soollle l l le  tllrortt n l id  relieve I l le cotrylr wit11 

b III~;IC~S~ 111 c;I:;II~!c:(~III~~. safe, siriil)le I ernedies. 

I I : I l l  I I l1i11. Most Ir~l()oitarlt: Watcll lor s l y r~s  of ~ ) r~c t r l i i c~ r~ ia .  

r Feed tlle clliltl. 
1 3 1  11 I?! (;I ~ i l d  1~1(:1( I ltlicl(1y to I1 I(! I IC:IIII I VJOI I ~ P I  il 
F lh(call I ~ I I ~  I )P~.,OIIICS ( l i l l i~ ;~~l l .  

F Feed I I I C  (:I II ICJ  ~ J I J I  11 ill~~c?sz, 
F 111 call l i t  ILJ I)r?[;olrlcs f;~:;l 

b It~crcasc! I(lrv l i ~  nllc?t 1111lcs:;. 
? (;l~il(l is 1101 :!I lo  (11 i~ilq. 

(:Ic~I 111~1 I 11 ) , ; I )  il 11 11  IIOI I(!I~!? wiI11 
b ( : l~il[l l~ r ! ( : (  )II IPS :;i!:l(c~ I( ! ( ! (  l i~ I! 1 

. . . . . . . . . . . - . . . . . . . . . . . . . . . - . . . . . . .  

cot1 i r~~oxnzolc  

I ~ ~ ~ ~ l f i l l r r l l ) ~ i ~ ~ ~  I ! ; I I ~ ~ ~ ~ I : I I I I ( ' ~ ~ I ~ ) * ; ~ : ( I ( ~ '  

b I ,wcr 1i111vc 11:rlIy l(21 I I ~ v ~  

z;)!nq> 
A a l ~ ~ l l  I n l ~ l r l  

~ i t l g l , -  511~11( ]11! (1~)  llrg II;~II,-~~I,B~,I~I~I 

(IlO rllu II~II~PIII~I(~I~III I 71") lll!l 
t ~ 1 ~ ! 4 1 1 ~ 1 1 ]  ~ ~ ~ l l ~ l r ~ ~ r ! ~ ~ l ~ l ~ l ~ ~ 7 f ~ ~ ~ ~  

~ ~ ~ ~ I ~ ~ I I : I I I I ~ I I ~ ~ ~ ~ , ~ : , ~ I ~ )  134-1 r> IIII) 
.................-....-............................. 

l /d4 7.5 I 

BEST AVAJLA BLE COPY 

2 I O I I I S  I to 7 I I I I I I  ( 9  kg) 11% 5.0 1111 I / ?  I 

--- ----- 
17 III~?IIIIIS t ~ p  I(J !i y n n ~ c  ( 1 0 .  I0 l q q )  I 7.5 1111 I 10 0 1111 

-- . . . . . . . - .  .........-...-... ...- 

I 5 1111 

I 5 1111 

. . . . . . . . . .  -- 

. ..,... 

n rdux~( : t l  1.114 

b IIIICII I~IIIPS tln i ly  
for J clays 

1 nlylp( S~IIIO 

1?5 11111 

0 I i r r  5 1111 

1 / 1  7 5 1111 

* I f  tllo clriltl is Icss tllnl: 1 r ~ l o ~ l l l i  old, give 1.25 r l r l  sy1t11) twlce claily. 

Avoitl colrirrlo.u;~zolc ill i111arlls less I l lal l  v l ic  111v1l1li 01 aye wllo ale ~ ) r r ~ ~ ~ r n I ~ r r c ?  

or j a ~ ~ l ~ d i c e t l .  
.. . .- ....................... 

. .  

AMI'I(;II I 1 1 1  

b I 1,111 I~IIII~T~ ~ I n i I y  
1111 5 0 : ly r  

I nl11~1 S~IIIIP 

;"d) l l l l ~  

?!;I) III~I i t r  5 1111 

I /? ;I 1; 1111 

................. 



TEACH THE MOTHER TO GIVE THE ANTIBIOTIC AT HOME 

1. Explain carefully to the mother how much of the antibiotic to give, how many 
times daily, and when to give it. Write it down for her. If she cannot read, -draw 
a simple picture. 

2. Give the mother enough antibiotic for 5 days. Explain to the mother that she 
must: 

Give the child the antibiotic for 5 .days, and 

Finish the five-day treatment, even if the child seems better. 

3. Make sure that the mother understands all the instructions and will be able to 
carry them out. There are several ways to do this: 

Ask the mother to repeat the instructions (e.g., the dosage). Then, 
correct any misinformation. 

Ask the mother to demonstrate what she has heard. Then, if 
necessary, show her again how to do the step comctly. 

Help the mother plan how she will give the antibiotic on the 
dosing schedule. 

Ask her what problems she might have giving the child the 
antibiotic. Then, help her to overcome any problems. For 
example: 

I 

* If she is working away from home and will 
have difficulty giving all doses, help her identify 
someone who could care for the child and give 
the child the antibiotic when she is away. 

4. Advise the mother on how to give home care 

5. Ask the mother to bring the child back to be reassessed in 2 days, or sooner if 
the child worsens. You need to &assess the child to see whether. the child is 
improving with the antibiotic. 

Treatment instructions should always end with the 
mother knowing what to do at home and how to do it. 



ANTIBIOTIC EXCEPT W A YOUNG INFANT 
(LESS THIN 2 UOt4Tn.S). 

1 ) Treat Fever 
In a lalc~parurn 
nlaldr~ous area: 

P'RACETAt.lOL u0ses: 

- Every SIX hours 

Age or 
We~ghl 

2 n,olllnA up lu I1 nomlb 
6-0 h~ 

I? ",#,#dIO. .,,a 10 3 t,b*Pll, 

10 l l  lil~ 

3 )E.l. upto 5 ,.n. 
15.1ill.g 

r.uy I C V C ~ .  Fever lor r Ccvca I: 1t~y1, 0 F u v c 1  1s no1 

BEST AVAILABLE COPY 

' ~ ~ - - ~ ~ ~ ~ ~ ~ ~ ~ . ~ ~ c 1  (: 3 s . t j  rirl firtory 01 lever lave days. 

b Treat Wheezing: only for M. 0 k  
Ch~ la rcn  vrolh Flrsl E p ~ r o d e  of WtlcCZlng 

II nt IC.LpI31UIy ~ \ A I U ~ :  - CWC i l r ~ l , ~ ~ d : ~ ~ o y  ~~G*L~C.I~JIGI 3010 ICICI 

If no1 111 rcrp.ialuly dlslrcss W G#VL 01.11 s.llr,tdlarrlol Isv 5 days 

Cnlldren wl ln  Recurrent Wheezlng (Asthma) 
G v c  araplo acting broncnodriator 
AssCSs the ch~la s c o ~ l m n s  30 m w l c s  lalet 

IF: THEN: 
RESPlRnTORY DISTRESS OR ANY- Treat lor SEVERE PNEUMONIA of 
DANGER SIGN VEA"  SEVERE DISEASE (Relci) 

RESPIAATOHY DISTRESS AND 

FAST BREATHIt4G Trca! lor Pt,EUMOIIIA (wclude 
oral salutrtarnol) - 

N 3  FAST DREATHltlG -+ Trcal lur r l 0  PtriUlr.GlI~k (r~cluae 
oral satoutdmot) 

ORAL SALBUTAMOL - Three ltrnes cay 
IOI live aays 

AGE or 
WEIGHT 

2 months up to 12 months 

(' l o k g 1  

(1 loo0 - 12 months up l o  5 years 
(10-19 kg)  

Gweanan~~nubrJ  
(w"Cal accwdi*lo r ~ e l e r  lor 
yrnu nuuro 

~ssrssment 

r~commmr~dal~ons.) 

l G~ve 
PJracClJrnDI. 

Advlre 
motner to 
gtve more 
IIUI~~. 

2 mg 
lablelS 

1/2 

1 

4mg 
cablcls 

1/4 

112 



EAR PROBLEM 

TREATMENT INSTRUCTIONS 

ASSESS 

!ASK: LOOK, FEEL: 
I 

Does the chtld h a v e  e a r  p a ~ n ?  Look fo r  pus dratntng horn the ear 
, Does the ch t l d  have pus aralnlng hom the ear? o r  red, lmmoblle ear drum ( b y  otoscopy). 
I For how l o n g ?  Feel f o r  t e n d e r  s w e l l t n g  beh~nd the ear .  

i 

CLASSIFY THE ILLNESS 

a 

I ) Give an Antibiotic 

S I ~ N ~  . 1 ~ n 3 e f  s*,eli!ng behrnd !he ear I . Pus Orsonrn? I r o n  Ine e t !  

1 LESS tnan ~ r c o  weens 
or / Ear parn 

i or 
Red !mmoblle ear arum 

I 
(by 0JoS~0py) 

I 

I 
C U S S I F Y  AS: \ MPSTOIDITIS 

ACUTE 
EAR INFECTIOtJ 

TREATMENT: b Refer URGEf.1Tl.Y to  hospital I Grve an a n l ~ b r o t ~ c  for l lve 
Oays. as lo r  pneumonia / b G ~ v e  11rsI dose anl~brol ic 

! 
' b Dry the ear by Wlckhng 

b Reassess ~n live days 

b ?real lever 11 presenl Treat fever I1 presenl 

b Gave paracetamol tor patn b G ~ v e  pr r rce tamol  lor p r l n  

? Give tirst oosc 01 ant ib~ot~c In cllntc 

p Instruct motner on now to grve tne antlbrolrC lor lave aays at nome 

P I I S  orarnrnp l r o r i  lnc ear 
Isvo weens or t.1OfiC 

I 

. . - , - - -  

114. 2 4 ml' 114' 2.5 ml 112 

1 2 months up to 12 months ( b 0  hp)  1 / a  s.0 mi 112 5.0rnl 1 

12 monlns up to 5 years (1019 kpl 1 1 10.0 rnl 1 

11 the cnlla IS less than 1 monln ola, grve 1.25 m l  syrup twlce salty. 
Avola cotr~rnoxaaole In lntsnls less tnan one month 01 ape who are premature 

CHRONIC 
EAR INFECTION 

b Reler for one assessment 
11 ooss lb~e  

F Dry the ear by wlck~ng  

F Treat fever 11 present 

Grve paracetamol lor pa ln  
1 

Ampic i l l in  
I 

i AGE or WEIGHT 

1 ) 5ry the Ear by Wicking 

Amoxyc i l l ~n  I 

I b Dry the ear'at leaa  3 times a day: 

Cotr i rnoxazole 
nr,nelnCYm - L r : . n l - l W n 0 l U D 1  

- .m . 7% -L 12smg I 250 mg 
."'*.",.,n -.., -... ..lo"."lno..,D. 

n . . r n .  250.mo on 5 ml I m. In 5 ml I 
.n.,r( I.D*: 5.8.~ 

.*or ,",no" 
, ,  o m  

1 Roll clean, a b s o r b e n t  c l o th  l n t o  a wck. r Remove the wck when wet. 

r T I  m e  0 , C Four lmmcs aall). I 
tor 5 aavs I tor soavs I 1 

I 
Tablet Syrup I Table: Syrup 

I Ptace the wick in the ch i ld 's  ea r .  r Replace t h e  w i ck  w i t h  a clean one until tne ear is d y .  

, I. .5. ."",O.. , l i .s0. \:  
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SORE THROAT 
I ASSESS I 

ASK: LOOK. FEEL: 

: 5  :he t D i l =  aDlE !O orrnk' 
j 3 e s  !ne ~ h ~ l d  nave a sore !n!zt:^ 

CLASSIFY THE ILLNESS 

SIGNS: i Not able to dr~nlr , Tender. onlarged lymph 
I noooonnech 

I and 
I I . Wnlto osudele on Inroal ' 
I 

TREATMENT: ( b Reler 10 hospilal 

b G~ve bonzathrne penlctll~n I 1 or emoryci~l~n,emp~cillrn i F L v e  sale. s o m ~ n p  romedy i 
I , tor sore throal I 

1 b Treat lever. il present. ; Treat lever, it present. 
! I 

I I . Give parace~amol lor pain ' I b GIUO paracelnmol lor parn . I 

b Treat Fever In8  talclparurn 
malarhous eroa: 

1 I I I I I 1 
I 
1. Fever 1% nhgh Fover 1s no1 *" 'ever' t I I o r  Fover lor 

more men 1 ( ?  Jg3C1 h19h (~39'C) . ,,Islory 

PARACETAMOL OOWS: 17 
Every six hours 

Roter lor 
assossmen~ 

10 GIVE ANlI8IOlIC 
EXCEPT IN A YOUNG INFANl 

(LESS IMAN 3 hlOlllHSl 

) Give Benza thine Penicillin 
l o r  suspecled streptococcal sore throat 

BENUTHINE PENICILLIN lrvl I 

Or amoxycillln, amplcill ln. tor ten  aays 

Soothe the throat with rah ,  rlmplr rrmrdkr.  

Give paracetarnot tor pain and hvrr.  

BEST AVAILABLE COPY 



SUPERVISOR'S RESPONSIBILITIES 

1. Technical 

Ensure a child brought to the FLCF with ARI is assessed, classified and treated according 
to WHO guidelines. 

Ensure that the  noth her of the child with ARI is counselled and taught home care 
procedures by staff. 

2. Administrative 

Staff - 
Ensure that the staff is regular in attendance. 
Fill all sanctioned posts. 
Properly train the staff in managing ARI cases. 
Detennine if the staff is able to handle the work load. 
Resolve any conflict among staff members. 
See that each staff rnernber knows hisher job description. 
Identify staff members needing in-service training. 

Time 
See that all staff report for duty on time. 
Ensure that staff r e k i n  at the-center for full a full working day. 
Ensure that the duty roster of the center is prepared for holidays and after regular working 
hours. 

Space 
Ensure that sufficient space is available for the free flow of patients in the OPD for their 
assessment and treatment. 

Material 
Ensure that the equip~nent, drugs and supplies for ARI cases are available in sufficient 
quantities. (See page 289 for list.) 

Records and Reports* 
Prepare the monthly and immediate reports regarding services delivered and send to the 
conceniec.1 headcluarters on the scheduled dates. 

Evaluation of Services 
Carry out supervisory visits to FLCFs in order to assess the quality of ARI services 
delivered by the health center staff and to help improve these services. 



Supervisorv Visit 
Observe the facility staff and assess the quality of service and management of ARI 
patients on the basis of the following criteria: 

Did the staff ask the mother: 

About any change in the child's eatinddrinking pattern 
If the child has had fever? If so, for how long 
If the child is coughing? If so, for how long 
If the child is able to drink 
About any change in activity 
If the child has had ear pain 
If the child has had difficulty in breathing 
If the child has puss discharge from the ear 
If the child has a sore throat 
If the young infant (age less than two months) has stopped feeding well 
If the cliild has had convulsions 

Examination 

Did the staff: 

Check the temperature 
Count respiratory rate 
Note color of nails 
Examine ears and nose for discharge 
Look and listen for stridor 
Look ;~nti listen for wheezing. Is it recu~rent'? 
Examine throat 
Check for clinically severe undernutrition 
Observe for difficulty in  breathing 
See that the child is abnormally sleepy or difficult to wake 
Look for chest indrawirlg 

Classification 

Did the staff classify the child according to the WHO protocol as: 

A very severe disease 
Severe pneumonia 
Pneulnonia 



No pneu~nonia (cough or cold) 
Ear problem 
Sore throat 

Treatment 

Did the staff: 

Prescribe antibiotics 
Was this antibiotic available? 
Prescribelgive any other medicine 
Enter il; the OPD register the administration of antibiotics or the writing of a 
prescription 

Counselling the mother 

Did the staff tell tlie mother: 

To co~iti~lue giving fluids and food 
To clear the nose if Inucous interferes with feeding 
To offer extra fluids to the sick child and to increase breastfeeding to infants 
To keep the child at normal temperature 
How to administer prescribed medicines 
About tlie importance of co~npleting a drug regimen 
How to watch for cya~iosis 
How to watch for chest indrawing 
Did the staff make sure that the mother understood the instructions 
When to return 
To return i~ninediately if: 

Breathing becomes difficult 
Breathing becomes fast 
Child is not able to drink 
Child becomes sicker 



Acute Respiratory Infection Case Record forms 
ARI prescribed register for OPD 

2. Equipment 

Otoscope 
Torch 
Tongue depressor 
Suction machine 
Nasogastric tube 
Weighing scale 
Nebulizer 
Watch (each trainee should have one for counting respiration) 
Tliermo~neter 

3. Drugs 

Antibiotics 

Cotrinioxazole Tab. (Tri~netliopri~n + suphamethoxazole) 
A~noxycillin 
Ampicillin 
Procaine penicillin 
Benzyl penicillin 
Kanamycin, gentatnicin (amino-glycoside) 
Chloramplie~iicol 
Cloxacillin, fluecloxacillin, oxacillin 

Other d n ~ c s  

A~ninopliylline 
Epinephrine and adrenali~lt. 111 000 
Salbuto~nal 
I'ar~ceta11101 

4. Other si~pplies 

Cotton 



Classroom Exercise 

Problem #1: 
As a supervisor you were visiting a BHU and observed the MOIC examine and talk to patients. 
He seemed to have a very pleasant and easy going personality. He took time to talk to adult 
patients and parents of children and made them feel at ease. A child was brought in with a 
cough and fever of 4 days duration. The MO prescribed 1 tablet (250 mg) amoxcyline, three 
times daily for 5 days. He instructed the mother to cn~sli and mix the medicine with a small 
amount of food. The mother seemed satisfied when she left the MO's room. 

I .  Based on the above infonnation, state which parts of a case management was implemented 
and which part was not visibly implemented. 

2. Where woi~ld you record this observation'? What is your final assessment score on ARI case 
management'? 

3. What feedback would yo11 give to the staff on this observation'? 

4. What additional infolination would yo11 obtain from the staff? How would you involve them 
in ilnplelnenting ARI case management guidelines at the facility'? 

Problem #2: 
In January, you observed an MO at work in the OPD. He was examining children. You wrote 
down infonnation yo11 gathered on one case. 

Child's age--2 years 3 months 
Respiratory rate 54/min 
Child was coughing and running a fever of 39.2" (for three days, according to the mother) 

The MO told ~notlier that the child has fast respiration indicative of pneumonia and needs 
antibiotics. He crushed a tablet of Cotri~noxazole mixed it with some banana and asked the 
mother to give it to the child. He gave her 15 tablets for 5 days and told her to return in two 
days for reassessment. He also advised paracetalnol for fever. He encouraged the moth&r to give 
the child more fluids and small fi-ecluent feedings during the illness and recovery. He concluded 
the visit by aski~lg ~l le  ~llotlle~ to repeat what she was to tlo i n  caring for her child. 

1. Colnplete your Work Sheets and Supervisory Checklist and assign a final score for ARI case 
manaf ement. 

2. What feedback would yo11 give to your staff bused on this case? 



Supervisory Checklist Exercise 

You will have an opportunity to observe staff in managing a child with ARI. As part of your 
supervisory visit: 

Complete the following items on the Supervisory Checklist, Individual Case Management 
Work Sheet #1: Itelns: 

1 through 3.N 

Check that appropriate entries on the MCH card and OPD Register are made. . . 

Summarize findings of your visit: 

On case management of ARI patients 
011 availability and utilization of resources 
On record keeping 

Give final assessment score for ARI case management 

Check appropriate boxes in the sulnmary part of the Supervisory Checklist, Individual Case 
Manaaement page. Itelns: 

1.1 

Meet with the staff in groups andor as individuals. 

Identify strengths and constraints in delivery of ARI services. 

Complilnent staff on accolnplishlnents and providing services to ARI patients. 

Give feedback to the facility staff on your findings during the supervisory visit, 

Identify training needs for facility staff. 

Workout a plan with the f~cility staff to solve identified constraints/problems within a 
specified time frame. 



Section 1 : Individual Case Management lnstitulion Name: 

Work Sheet 1: Sick Child Under 5 - 
Name of Supervisor: 

(if differen! ,from fron! page) 

1.1 ' Was mother greeted? 

1.2 Was mother asked to sir down? 

Date of Supervision: I 
I 

(if diflerent from front page) i 

Case 1 Case 2 G s e  3 Case 4 Case 5 

I i - -r -- 

1.3 Was mother asked reason for comlnp to the facility? I 1 ! 1 
7 I -. History I i I 

~p~ 

Work Area Set: Name of Staff: -r 

I 

I 
1. Rapport 

2.1 Asks for age of child 1 i I 
I I 

I 

I 
I 

I 2.2 , Ash change in eatingdrinking pattern 1 1 I 

j 

2.3 / Ask change in boweljurine outpur 

2.4 Asks for change in activity 

I j I I i -  1, 
I 1 

2.5 1 Asks for other symptoms 

2.1 ; Asks for child's immunization strrtus 

I i j 3.1 Looks at general condition (colour, alenness) 
I 

i 1 I 

I I I 3.2 ; Looks at condition of eyes, ears I I I 

1 1 1 
! 1 

2iV Asks for nutrition intake assessment 

3. I Examination I 
I 

I I I I I I 
3.4 ( Looks at chest indrawing I I I I I 

I I 
i j I 
I 1 1 I 

3.5 Counts respiration 

3.6 ; Takes skin pinch I I 
I I 

I I 1 

i f I - 

3.1 1 Checks Immunization Card I I I 
3.7 ' Takes temperzlture (if indicated) 1 1 I 1 I 

3.N Takes weight (child under 3) ! 

4.3 1 Case with other symptoms - 
I I I I 1 

I 

I 3.1 / ARI case 

4.2 1 Diarrhoea case 

4.4 1 Case with no symptoms 1 i I I 1 I 

4. Classification 
Was child correctly classified'? I 

I i 
-- 

?.I  ' According to nccd for vaccincs 1 

4iV ' According to nulritional status 1 I I , 
293 

PREVIOUS PAGE BLANK 



G s e  1 G s c 2  G s c  3 G s e  4 Gle 5 

i I 
According to WHO protocol for D h o e a  case I 

i 
. I 

5a 1 Management 

i 
Accord~n~ to acceptable standards for other cases , 

I 

5.2 Refcrs complica~ed case appropriately I 4 

1 

I 

- - 7 1 

5.1 Manapes correctly immunmtion needs of the child 1 i i 

5.1 1 Were child's needs correctly managed? I I I I i 
, 

According to WHO protocol for ARI case 
I I i 
I , I 

i 5 N  Manages correclly nutritional needs of child i I 
h Advice I I 

6.1 : Explains to parents findings of child's condirion 
I 1 
I I , 

6.2 Explains ncedtno necd for drugs 

I I i 
I 

6.3 i Explains when to bring back lhe child I 1 
I I 

6.1 1 Givcs appropriate immunization advise 1 1 i I i 
-- - 

6 N  Gives appropriate nulri1ion;il advisc 

7.2 1 Checks if mother has well understood treatment,advice 1 
i given and date of next appolnlmenl -- --- 1 I / )  I 

8 .  Reporting 

I 1  
I I I I 

I - - ! I I 

8.1 Compleles MCH card 1 I I I 

7 ; Follow-up ! 1 1 
1 

7.1 Gives appointment for next visil ! 
I I i 

8.2 ' Completes OPD Register I I I 

I 

I 
I 

8.3 1 Uscs Referral Forms 1 , I 
I 

I 

For General Child Care (all cases) 
Write tuunber of 'Yes' scores ol1rt. rotal t~unlher of 'Yes' a t ~ d  
'No' scores 1 I I I 

I ! 

For ARI Cases 
M'rite )lumber of 'Yes' scores over roral r~lln~her of 'Yes' arld 
'No' smres 

Total 'Yes' 
Total 'Yes'+'No' 

For Diarrhoea Cases 
H'rirr. tiurnhcr c , j  'I'cs' srorcs cn8cr i(1tiz1 tl~irnhcr if ' }cs '  a t~d  
'No '  srores 

, For Immunization Management (2.1 6 6.1) 
: lYrirc t ~ u r ~ ~ h e r  of 'Yes' srorcs ovcr rotal nunlher of 'I' smres 

I For Nutritional Management ( 2 N  6.N) 
Write number of 'Ycs' scores over total number of 'N' scores 

Final Assessment: Percenlage of 'Yes' scores oul of lotal 'Yes' and 'No' scores: 

General Child Care: 

ARI Case: 
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96 

Immunization .Management: 
I 

1 Nutritional Management: 
L - 

Diarrhoea Case: 

% 

CX6 



Section 1: Individual Case Management 

Make final assessment on case management of the following health care activities using the scores obtained through the wo&sheeis. For h e m  
care activities not performed in the superwsed health facility, tick the box 'NA' (Not Applicable). 

Quality of Case Management 

N A Poor Insufficient Appropriate 
( 4 0 % )  (50 - <80%) (280%) 

Sick Child Under Five 

General Child Care 

Diarrhoea1 D~sease Case 

Acute Respiratory Infection Case 

Management of Nutritional Status 

Management of Immunization Status 

Growth Monitoring in Child Under Three 

Immunization Session 

Prenatal Care 

Delivery Care 

Postnatal Care 

Neonatal Care 

Family Planning 

Tuberculosis (follow-up) 

Page 2 
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Feedback On The Visit 

1. Improvements noticed since previous visit: 

I 4 I 

i 2. Problems identified during previous visit that need still further improvement: 

I I 

i 3. Problems identified during this visit: 

! 

- -  - 

j 
/ 4. Recommendations to Health Staff: 

5. Actions to be taken by supervisor: 

- - - - - --- 

6. Problems to be followed at next visit: 

I 

7. Date of next visit: 

Page 4 
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MODULE 7 

INTEGRATED CHILD FOCUSSED 
CASE MANAGEMENT GUIDELINES 

PREVIOUS PAGE BLANK 



LEARNING OBJECTIVES FOR INCREASED KNOWLEDGE AND UNDERSTANDING 

This ~iiodule is the final pliase of your training and reviews the sessions of the previous days to 
prepare you for providing supportive supervision to your staff in  the FLCFs. On completion of 
this session you will be able to: 

1. State tlir rationale of I~itegrtltcd Child Survival Training. 

2. Describe and discuss tlie importance of communication arnong health team members within 
a facility and between facilities. 

3. Describe and discuss tlie importance of teaching ilnd counselling mothers on appropriate 
Ineasures to enl~ance a cliild's well-being. 

4. Describe the need for and method of referral to a District Headquarters Hospital or Teaching 
Hospital. 

5.  State the importance of ~nonitoring and providing supportive supervision in implementation 
of child survival activities. 

LEARNING OBJECTIVES FOR IMPROVING SUPERVISORY SKILLS 

During this module you will be provided with instructions on the use of The Supervisory 
Checklist and Work Sheets in monitoring child health services. You will also be provided with 
opportunities to observe MOs and pnra~nedics in the OPD. On completion of training you will 
be able to use the Supervisory Checklist and: 

1 .  Assess your staff's competency in assessing, classifyillg and managing the health and medical 
needs of children coming to the facility. 

2. Assess tlie i1vail:tbility of essential personnel and material resources in child health services 
and their use by the staff. 

3. Identify the staff's strengths and weaknesses in case and resource management of adequate 
and appropriate child health services in the four intervention areas. 

4. Obtain input from staff on their acliievernents, problems, needs and concerns. 

5 .  Plan with staff to implement the actions necessary for improving child health services by 
identifying the responsibilities of the supervisor and of the staff. 

PREVIOUS PAGE BLANK 



Traditionally, diseases and their treatments have been the focus of medical training. However, 
the experiences of llealtll service providers all over the world have gradually broadened this 
thinking. It is now recognized that children's health status is determined by many factors 
including biological, psycllological and social factors. Biological factors are those having to do 
with growth and development. Psycho-social factors are environ~nental influences such as family 
inconle. size and co~nposition of the fa~nily, educationiil level of parents or caretaker, family 
customs, habits and home remedies, and available health care services. 

Tlle reill iz;~t ion t l l i ~ t  ti)cussing 0111 y 011 tlie treatment of ill~less is illadequate and inappropriate has 
resulted in ;I cll:illge in 1l1edic;rl curricula. The focus now is increasingly on the child as a 
growing and dcvclol~i~ig I ) ~ I ' S O I I  will1 basic I~caltli ~icetls tliiit vary according to age. Health needs 
call be answered by liealtli pro~iiotion services, such as the giving of required vaccines, nutritional 
counselling or by the diagnosis and treatment of disease. Medical needs refer to those needs 
arising out of illness whereas liealtli needs cover those needs related to illness prevention and 
health pro~notion. . . 

This course began by reviewing the ob-jectives of PCSP training, which is to improve health 
services to cllildre11 iri t'our intervention areas tlirougli the training of paramedics, MOs and their 
supervisors. We ;~lso enlplinsized tl1;it all levels of liealtli workers must work together as a team 
to bring about iun i~ilproverilent in Iiealtll service. 

The child sul-viva1 training package is integrated in two ways. Information from the four 
i~iterve~ltiorl areas is put together to affect the growing child; and the efforts of all levels of health 
perso~l~lel are put together to better serve the cllild. 

It is crucial that supervisors uid a11 11ie11itWrs of tlie Ilealtli teain remember the rationale.behind 
the integrated approach to the child si~rvival training. 

The child mortality rate can be reduced significantly only by considering the total 
well-being of the developing child. 

Health professio~lals must work together in meeting the child's health needs, One 
single health orofessionul is rlot capable of rlleeting all of a child's health needs. 

The involvement of the mother or caretaker is vital to improving a child's health 
sl;1l 11s. 

Si~lcc nc\v i~~li)r.nl;rt iori ill  paediat rics (loul)les every ten years, the continuing 
education of health professionals is esse~ltial. 

In-service trairling must be job-specific and ~)r.ovided to personnel at each level of 
the health care systerll. 



In the design of this course, there were three reasons for focussing on health promotion and 
illness prevention. First, these are areas which in the past have received minimal attention. 
Second, if attention is not given to health promotion and illness prevention activities, the 
morbidity rate will remain high even if the mortality rate is brought down. Third, if children are 
visiting a facility regularly for services such as growth monitoring and immunization, their 
illnesses may be identified at a11 earlier stage. These visits also provide the opportunity for the 
health profession;il to counsel parents about personal hygiene and diet at home. 

Sraff of FLCFs  iced to be cotivinceci tliat every cliild co~iri~ip to a facility may have unrecognized 
health or medical needs, or both. Once the child's needs are identified, the staff must be directed 
to counsel the parent and to work out a plan for tlie childs' health care with the parent. 

The main training objective of this section is to prepare you as a supervisor to provide adequate 
and appropriate health care to children coming to your facilities. Adequate and appropriate care 
includes proper diagnosis. treatment, referral and follow up services based on the age and 
condition of the child. It also means involving the ~notlier or caretaker at each step of the 
intervention. 

This module specifically focusses on the si~pervisor's role in  providing supportive supervision 
wiiich includes: 

Monitoring and evaluating competency in case management as well as the availability and 
use of resources 

Giving periodic feedback to staff and obtaining their inputs 

Planning with staff to improve health sewices in the four intervention areas 

During the last four days, tlie govern~lient's policies and programmes in these four intervention 
areas and the supervisor's responsibilities in each of these areas were discussed separately. In 
this section your newly-acquired knowledge and skills will be put together so that your 
supervisory role focusses on assuring adequate and appropriate care to a growing child with 
~nzdical iinci tiral~li neccis co~ning to a liealtli facility . You ire expected to apply this expertise 
to assess your stilff's colnpetency in meeting both the health and the medical needs of children. 



The Integrated Case Management Guidelines have been developed as part of the government's 
newly integrated child-focussed approach to training. These guidelines are meant to be used by 
MOs in assessing a11 children coming to the facility. Supervisors are to encourage and ensure that 
all staff imple~nent tlie guidelines for all children and to discourage them from focussing only 
on treatment of an identified illness as has been the prevailing practice. 

As supervisors you are to help bring about a change in health service practices by assisting the 
staff to adopt this new approach to assessing a child for health and medical needs and to help 
tlie mother by counselling and teaching her on the needs of her child for optimal growth and 
development. 

CASE MANAGEMENT GUIDELINES 

1. Inquire of tlie mother her reasons for coming to the facility. List the reasons. 

2. History: 

Ask mother 

Age of the child 
Any change in  food 01- fluid intake 
Any change in activity 
Hisher i~nniunization status 
Any chiin~e in  ~notio~i  
Any cliarigc i n  uri11;iry outyi~t 
Presence of cough or difficult breathing 
Fever 

Look and Listen 

Look at general co~iditio~i - colour, alen~iess and activity 
Cough 
Breathing - lapid, wheezing, stridor 
Runny nose 
RLIIIIIY ears 
Conditio~i of throat 



Carry out the following procedure: 

Count respiration and note quality 
Take weight and record weight on growtll chart 
Take teliiperature if indicated 
Verify imniunization status 
Pinch skin to deter~ni~ie skin turgor 

4. Classify child as: 

Refer to: 

Having syiiipto~iis of ARI 

Having sylnptorlls of diarrhoea 

Having a need for i~nmunization 

Weighing less tliiin expected weight for 
age 

Having other symptoms 

Infonii of services available from the 
facility for future use 

ARI Case Manage~nent 

Diarrhoea Case Management 

Iin~ni~nization Schedule 

Growth Managenlent Chart 

Manage as per symptoms 

5.  Treatment: Treat according to classificatio~i and reco~runendatio~i on treatment chart and 
government policy. 

Diagnosis 
Treat~iient at facility and :it lionie 
Nutritio~i accordiny ro sti~te of i\lness/liealtll an:i iige 
Fluiti i n t i~k t -  i~ccorxiirrg to state of ill~le~~/lltti~ltll i111d age 
Sy~iiptc>uiatic 1.elief for paill, fever, aiid difficulty in breirthing or eating. 
When to br'i11.g cliild back to facility: 

for reassessment of PI-esent illness 
for i ~ r s t  inl~l~irnization 
for growth monitoring 
when ~notlier feels cliild is not well 

7. For tliose crrses wliicli c ~ n n o t  be inanaged properly at your facility, make referrals. For the 
following two situ;~tiol\s refen'i\l is a must: 

Cliildren recluiring investigations not available at the facility 
Severely i l l  c1iild1-en ~tcluiri~lg specialized or intensive care 



A Tool For Supervisors 

The Supervisory Checklist was introduced in the  nodule on Management and Supervision. 
Sections of the checklist were discussed under the subsequent modules as a way to thoroughly 
familiarize you with this tool. In  this final phase of training the checklist will be reviewed so that 
on completion of this section you will know how to use this tool for effective supervision. 

Take out the two sections of the Supe~visory Checklist. Let us review the instructions to be clear 
on how to use this tool. 



- 

I EXERCISES . ,. 

Supervisory Checklist Exercises 

Take the Supervisory Checklist and tile acco~npanying Work Sheets to the assigned centre. You 
have three hours for your visit. Co~nplete the following sets of activities: 

1. Pre-visit activities 

2. 0 1 1  site activities 

Prepare for observation of staff performance on case and resource management 

Observation and docu~nentation 

Intervention 

3. Post visit activities 

Co~nplete checklist 

Consolidate infot.~nation with other checklists 

Make repon 



At the beginning of training course, the duties of district level supervisor was discussed. As you 
have learned, these duties fall under three broad categories: management and coordination, 
supervision. and monitoring and evaluation. Management and coordination activities move both 
upward to the divisional and provincial levels as well as downward to the health facility level. 
Supervision, monitoring and evaluation ~nainly flow in  downward direction to the facility level. 

During these six days of training you were instructed to use the Supervisory Check list as a tool 
i n  assessing the delivery of child health services. You have been instructed to work with facility 
team me~nbers to verify the identified problems. develop a plan to solve these problems by 
identifying the responsibilities of individual team 11le1nbe1.s including yourself. Finally, you were 
asked to develop and discuss a plan for lnonitoring and evaluation of the agreed upon plan. To 
fulfill these duties you have worked on assessments according to Individual Case Management 
Work Sheets #1,2.3 and Resource Management Work Sheet #4 and sections of Resource 
Management Work Sheets #2,3,5 and 6. This course has concentrated solely on the Child 
Survival Interventions areas because first, this pro-ject is child-focussed; second, your supervisees, 
MOs and paramedics, have been or will have been trained in Child Survival Intervention case 
management; and finally, in order to imple~nent these case management guidelines it has been 
agreed that certain resources are essential and that it is the supervisor's responsibility to provide 
these resources. The Focus of this training has bee11 mainly on supervision, monitoring and 
evaluatio~l of the Facility staff -- the downward flow of the supervisor's activities. 

As yo11 are well awnre, not all of the Work Sheets in the Supervisory Checklist have been 
discussed in this training. You are advised to use complete the checklist to assess the quality and 
quantity of services and resources in  ~naternal and neonatal care, malaria and tuberculosis just 
as you have practiced with the Child Survival Interventions. This checklist will also help focus 
your activities in  1nanage111ent and coordination in  the uyw:~rr? :~~:ivity flow from the dismct. 

For example, use the checklist to assess the staff's practice in providing maternal and neonatal 
care and to determine the available resources at the facility for providing these health services. 
Once the staff's skill i n  case management in assessed you can identify those prescribed steps in 
case ~nanage~lient that i11.e beins carried out satisfactorily, those being carried out unsatisfactorily 
and those that ill-e not being carried out at all. For resources, assess their availability and 
utilization. Sum~nir~.ize what is available or unavailable, and assess whether or not the available 
resources are being used properly. If resoui.ces are not being used properly, instructions on 
pl-opttl- use needs to be included in the tr;rining. 

Community developnlent activities of the facility staff should also be looked at and summarized 
on the checklist. Those activities that have been suggested and are not being carried out may 
need to be initiated in the training either at the facility 01- at district level. 



You should su~n~narize your findillgs on the needs and problems in all areas in a report to the 
DG Health on the status of activities and resources, identifying and suggesting steps that need 
to be taken. 

For example, if staff in a fdcility are not carrying out prescribed activities because of lack of 
skill. the information sllould be forwarded to other projects, such as Family Health, so that the 
information can be used in designing a more meaningful mining programme for MO's and 
paralnedics. If the resources necessary for carrying out prescribed activities are not available at 
the facility, the ad~ninistrators, such as the DD and DG Health, need to be informed. They can 
then look at the budgets and decide from where these resources can be obtained and process for 
approval, procurement and delivery. 

In suminary, you have been instructed during this week-long training session to use the 
Supervisory Cllecklist as a tool to assess the case and resource management skills of facility staff. 
Once an assess~nent is made you have been instructed to help solve, with facility staff, the 
identified problems in Child Sulvival Intervention areas so that child health services are 
improved. For services in ~nater~lal and neonatill care, tuberculosis and ~nalaria, you have not 
received instn~ctions. However, you can and sllould use the checklist to assess and identify 
existillg problel~is and play an active role in planning, managing or solving the identified 
problems with admillistrative officials so that all Ilealth services in the district are improved. 
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Appendix 1 

Statement of Work For Paramedical Staff 
(LHVIFHT) 

in Child Survival Areas 

I. As members of the health team of a RHC. BHU or OPD of a hospital (First Level Care 
Facility) where tlie team leader is the liiedical officer, tlie paramedical staff will provide 
lnailily liealtli promotive, illness preventive and some treatment services. The paramedical 
staff will specially focus on following tasks in  providing child survival services as part 
of their total responsibility at the facility. 

1. Screen a11 children under five and lactating women 

2. Enquire the reason for co~ni~ig to the facility note down need for other than child 
survival services. For all children coming to the facility follow guide lines listed 
below. For dian-Ilea, and ARI follow WHO case management guidelines. For 
other coliditions follow existing facility practices. 

3. Ask 

Name and age of the cliild 
Any change in food or t'luid intake 
Ally cliange i n  activity 
l~iimu~iiza~ion status 
Cough or difficult breathing 
Any change in  notion or urinary output 

4. Look, and listen for: 

General condition, color. alei-tness slid level of activity 
BCG inark (if not verified previously) 
Cougl1 
BI-eatliing - rapid/wlieezi~ig/stridor/cIiest indrawing 
R u n ~ i y  ~iose 
Sore tliroal 
llar ctiscllargt. 



5. Carry out following procedure: 

Count respiration and note quality in terms of regularitylpresence or 
absence of other respiratory symptoms. 
Take weight and record weight on growth chart 
Verify i~nrnilnization information with i~n~nunization card. 
Take temperature if indicated 

6. Classify child as 

6 .  I Coming for im~nunization 
6.2 Coming for growth monitoring and nutrition counselling 
6.3 Returning as per recom~ne~ldation of the MO following treatment 
6.4 Having symptoms of ARI 
6.5 Having syrnptoms of diarrhea 
6.6 Having other symptoms that can be managed at the facility 
6.7 Having other sy~npto~ns that can not be managed at the facility 

7. Manage the child's condition by 

7.1 Providing needed i~n~nunization and advise for when to return. 

7.2 Explain to mother child's weight curve using growth chart and identify 
hisher nutritional needs after co~npleting diet assessment form and provide 
~~utrition counselling as indicated. 

7.3 Obtain reports fro111 mother on progress or lack of progress of the child's 
condition resulting from pl-escribed treatment and obtain information on 
oresent status of the child. Encour~ge  noth her to report to the MO on 
above points. Reinforce meeting the nutritional and immunization needs 
of the child. 

7.4 For a child suffering from ARI 

( I )  Age less than 2 ~nonths and 2 months up to 5 years with a 
classification of no pneu~nonia: cough or cold - manage as per 
WHO case nli~nage~nent guidelines starting with assessment. 

(2)  Age 2 months up to 5 years with any classification of pneumonia, 
severe pneumonia or very severe disease - Have the child examined 
by a MO; Explain, demonstrate and reinforce MOs advise on case 
management. 

(3) Age less than two months with classification of very severe disease 
and pneil~nonia have MO examine the child. Explain, demonstrate 
and reillforce MO's advise on case management. 



7.5 For a child suffering from diarrhoea 

(1) Assess i~11 diarrhea cases and manage children classified as having 
no sign of dehydration and some dehydration following WHO 
treatment plan. 

(2) A child with severe dehydration must be seen by a MO and 
inanaged under his supervision until the child improves to be 
classified as having some or no dehydration. 

(3) A cliild sufferi~~g from d ia~~l iea  with blood in the stool or diarrhea 
lasting more tlia~i I4 d i \ y ~  ~ i i i~s t  be examined and managed by a 
MO or under his supervision. 

7.6 A child suffering from other than diarrhea or ARI and whose treatment 
needs can be met witli facility resources, - paramedics may provide illness 
preventive and health promotive coutiselling and other services. However 
seriously ill children must be seen and treatment prescribed by MO. The 
paramedic niay explain, de~nonstrate and reinforce, MOs recommendations. 

7.7 A child coming to the facility with signs and symptoms that cannot be 
~nanaged witli facility resources should be seen by a MO who needs to 
write the r e f e ~ ~ a l  note. Tlie paramedic staff explains reasons for referral, 
and discusses witli parents's how to get to the referred institute, what to 
[;\kc tlwir i111(1 W I I O I N  10 ~ \ P P S O ; I C I ~ .  

8 .  (.:o~rnsel nlot hers on: 

Keeping cliildren liealtliy by utilizing available services from health outlets 
and by adopting adequate personal hygiene habits, and by giving adequate 
aniount and type of food. 

11. The parainedical staff will also carry out the following support procedures to ensure 
appropriate, adecluate and safe services. 



General 

Te~iiperature Taking 

Maintaining a clean and orderly work station; ensuring availability of drinking 
water for patients and their co~npanions. 

Maintaining assigned registers by filling in information daily. 

I~nmunization 

Loading and using the refrigerator. (When vaccinator not available) 

Cllecki~ig the ternpentLI1.e of the niain co~npnrt~iie~it and keeping a chart. 

Defrosting the refrigerator 

Cleaning and sterilizing i~n~nunization instruments. 

Preparing for an i~n~nunization session at the facility. 

3. Nutrition and Growth Monitoring 

Correct weighing of the child and wolneli 

Completing the growtli clian and its explanation to the mother 

Dict intake and risk assess~nent on women and children 

Nutrition counselling specific to woman's and child's identified needs. 

Visit schedules. 

4. - ARI 

Instruction for giving prescribed ~nedicine 

tablets 
\ 

syrup 



Advise mother to give home care 

Keeping the child warm 

Ear wicking 

Home re~nedies for sore throat and cough 

Incscase tluids 

Feeding the child during and after illness 

Clearing the nose if it interferes with feeding 

When to bring child back to the facility 

5. Diarrhoea 

Maintenance of ORT 

Preparation of ORS 

Use of Home fluids when ORS not available 

Feeding during and after diarrhoea 



Appendix 2 

Statement of Work For Medical Officers 

A Medical Officer's technical responsibilities to children include provision of direct care by 
himself or through his staff for proper diagnosis, treatment, referral and follow-up, in an out- 
patient or in-patient Department. 

1.1 Each child attending OPD is seen by a MO. A history is taken 
from the mother in order to identify children who are at risk of 
developing health problelns or who are suffering from illness. 

1.2 Cllildreli who have not been fully immunized are referred to 
receive iln~nunization, or1 this visit if needed, or when it is 
indicated. 

1.3.1 Children whose weight is nornu! or above normal are seen with the 
111other and the history of food intake for the child is obtained. The MO 
colnpares hisb~er intake with reco~nlnended daily intake for the age group 
and assesses whether or not nutritional needs are being met. Helshe 
discusses observations and findings with the mother and gives appropriate 
advice for the ilninediate or near future to prevent problems of 
~nalnutrition. 

1.3.2 For children whose weight is below normal for hisher age, the MO 
obtai 11s nutrition history via diet recall and identifies quantity and quality 
of food required for recovery and maintenance of proper growth for this 
child. Helshe discusses with the motller how she can meet these needs and 
lidvises her to return to the centre ~nonthly until the child catches up with 
hisher expected weight gain. 

1.4 For cl~ildren suffering from diarrhoea, the MO follows the 
diarrhoea case managelnent guidelines. 

For children suffering from acute respiratory infection, the MO 
follows ARI case nlanagelnent guidelines. 



For children who have other diseases or who are suffering from 
additional symptoms, the MO diagnoses and treats accordingly, 
using the same process that is used in case management for 
diarrhoea or ARI. 

1.7 For children who can not be managed at the facility, the MO 
makes a referral. 

1.1 The MO makes rounds once or twice a day to assess condition of patient. 
Helshe discusses findings and observations with parents and asks if they 
have any questions. Helslie responds to their queries and provides 
necessary information. 

Tlie MO makes sure that prescribed treatment or medication is 
administered. 

Helshe checks on patient's and caretaker's diet and makes 
suggestions. 

Wheri patient is ready for discharge, the MO talks to parents as to 
what to expect, what steps to take to continue to care for the child 
in meeting hisher ~nedical, nutritional and immunization needs. 
Helslie infonns or suggests when child should return to the facility. 



Appendix 3 

Responsibilities of District Supervisors 

Statement of Work Tlle District Level Supervisor (DHOIADHO, FSMOIAHI) is the 
administrative head of all facilities in his assigned area and works closely with the MO incharge 
in  i~nplementing the primary health care services with a special focus in child survival 
intervention areas. 

The duties of llle Distric~ Level Supervisor fall under three broad categories: Management and 
coordination; supervision; and monitoring evaluation. 

1.1 Coordinates ac tivi ties with the Director General and the Divisional Director of 
Health Services and the Medical Superintendent of the District Head Quarter 
Hospital. Regularly keeps each informed on the activities of his staff of FLC 
Facilities. 

1.2 Provides policy and programme guidelines to the medical officers and paramedics 
of FLCF. 

1.3 Goes over MOIC and his team members job descriptions with the MOIC and 
expli~i~ls Iiis/her responsibilities and li~nitations. 

1.4 Receives requests for essential resources required to provide child survival and 
other services and arrilnges for their delivery qunnerly and as needed. 

1.5 Coo~.llinates with tlle MS of DHQH on training of staff and in facilitating referrals 
to and fro111 DHQH. 

1.6 Cool-tli~ii~tcs with Divisional Director and or Director General of Health Services 
i n  facilit:~ting implementation of health services from FLC facilities in his area - 
i~lcluding pla~lning and releasing of funds, posting of essential staff and provision 
of essentii~l ~naterial resources. 

1.7 Assures rliat staff Iiave been pl-ovided with a11 their entitled benefits adequately i.e. 
liousing, utilities, leaves, training etc. 



Supervision 

2.1 Visits ei~cli facility at least cluarterly, lileets with the staff to discuss 
i~nple~nent;ition of the prograriiliie and i111y needs they may have and provides 
guidance. 

2.2 Assures provision of adequate liealtli service including child survival services 
tlirougli observation of their practice and filling out of the supervisory check list. 

2.3 Assesses staff's need for training and plans for scheduling them. 

2.4 Participates in  training at the facility or district level as indicated. 

Monitoring mid Evalilation 

3.1 Assesses tlie condition of the bi~ilding and needed repair and maintenance work 
and arranges for them. 

3.2 Assess records/registers on: 

Status of service provided. 

S tatils of supplies, funlisliings and drugs. 

Co~ii~iii~~iication, i.e. teleplione, letters, fax, telexes. 

Training 

3.3 Sub~iiits clt~artttrly reports or e~icloses the MOICs reports on: 

Number of patierits attellding the clinic. 

Stiltt~s o f  staff. 

Status of drugs, vaccines and other essential resources. 

Nu~iiber of training events, persons trained. 

3.4 Reports ;~nnually on proble~iis faced by liis staff, how they were managed and 
wliilr probleliis re11i;rin to be solved in tlie following year. 

3.5 Subrnits an~iually budget for each facility based on current year's expenditure and 
services provided. 
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GENERAL INSTRUCTIONS 

The supervisory checklist is a district level data collection instrument intended to improve quality 
of patient and facility management in first level care facilities. 

1. Purpose 

1 . 1 .  To help supervisors at the district level to assess as objectively as possible quality 
of case management and of resource management in first level care facilities under 
their responsibility. 

1.2. To serve as a tool for continuing education of the staff in first level care facilities. 

1.3. To provide to divisional, provincial, and national public health managers the 
necessary data for monitoring quality of care in first level care facilities. 

2. Users 

The supervisory checklist can be used by all types of district and tehsil/taluka level supervisors, 
such as District Health Officers (DHOs), Assistant District Health Officers (ADHOs). Taluka 
Officers, Assistant Health lnspectresses (AHIs), Field Supervisory Medical Officers (FMSOs), 
etc. 

It can be used simultaneously by several supervisors, e.g. ADHO for curative care, AH1 for 
maternal care etc. At the end of each quarter, the checklist should be available to the District 
Health Officer so that he can draft the Quarterly District Report. 

3. Presentation 

'The Supervisory Checklist for First Level Care Facilities provides summary statements on all 
activities perfor~ned in the first level care facility. It first gives a framework for the preparation 
of a supervisory visit. It  then has a Section 1 on Case Management, and a Section 2 on Resource 
Manage~nent. Finirlly i l  gives ;I framework for the provision of feedback to the health facility 
staff. 

Following are a series of work sheets permitting the supervisor(s) to assess in detail the 
performance of the health staff for each of the activities in case management and in resource 
management, so that the statements given in  the Supervisory Checklist can be made more 
objective. 



WORK SHEETS 

Section 1: Individual Case Management 

Following is a scrics oC work shccls pcrliiillilig to assess quqlity of cnre provided to p;itienls/clienls for priority health 
cnre ;iclivitics: 

I. Sick C'liiltl IJl~tlcr Five 

1.1 General Child Care 
1.2 Di;lrrhtxal Diseasc Case 
1.3 Ac~~lc  Rcspiriilory lnfcction Case 
1.4 Manngcmcnt of Nulritional Status 
1.5 Man:igcmcnt of immunization Sl;ilus 

2. Growlh Moniloring in Child Under Three 

5 .  Dc 1 i very Ciuc 

9. Tuberculnsis (follow-up) 

Assessment by the supervisor is performed through observation of the health care provider in action (except for 
tuberculosis). During his supervisory visit, the supervisor selects a number of cases to be observed and uses the work 
sheets to make a detailed check on the case mimagement. For most of the priority health care activities, standad case 
management guidelines are avail;lble and can be consulted in addition to the work sheets. 

For cacli Iic;iltli c;irc ;~c'livity. ol)scrv;~lions on ii tn;ixinlun~ oI' I'ivc c;ises ciin bc rccordcd. For each item, writc in the 
;i~)prolwi;ilc l>ox,  onc ol' ~ h c  lbllowi~~g scores: 

YES: Item was correclly performed by the staff 
NO: Ilcln was no1 or incorrcctly pcrformcd by the staff 
NA: Assessmenl of lhis ilem was not applicable for this particular case 

At the end of the work shccl. 'Yes' md 'No' scores are to~~lled, and the percentage of 'Yes' scores out of the total 
'Yes' ;md 'No' scorcs is c;ilculntcd. These percentages can lhen he transferred to the supervisory checklist. 



! 
I Section 1: Individual Case Management I Institution Name: 

1 Work Sheet 1: Sick Child Under 5 1 1 

Case 1 Case 2 Case 3 Case 4 Case 5 

I - - -  - 

I 
I I Namc of Supervisor: 
I (if different front front page) 

I 1 Work Area Set: 

Date of Supervision: 
(if diflerenl from front page) 

Rapport 
1 I I I 

I I 
! 1.2 i Was mother asked to sit down? I 1 1 1 1 '- 1.3 ( Was mother asked reason for coming lo the facility? 1 -- 
2. History 

t - -  . - - - - - -- .- . +--- 

2.2 Asks ch;mge is e;1tin13/driuking pallem 
Y -. . 

I I i i 

/ 2.3 1 Asks change in bowellurine oulpul I I I I 1 1 

2.1 ' Asks for age of child 

2.4 Asks for change in activity 
, - -.-p---p--.--------p- I 

1 

.- 
2.5 I Asks for other symptoms - 

. - . .. ~.. . . ~  ~ ~ ~ . ~ ..~ - .. . . - J---J-~ 14 

I 
child's immunizarion status I I 

I I I I I 

2.N 1 Asks for nutrition intnkc nssess~nent 1 1 1 I 1 I 
- -- \ Examination 

r - I I I 

. -- 
A Looks at general condition (colour. alertness) 

I I 1 I I I 

3.2 Locks ;rt condition of cycs, c;us 
_t -- . - - -- -- J ---- I-- J -;I 
3.3 j Looks at condition of nose, mouth, ear 1 1 I 1 I 1 
3 4  1 Looks at chest indrawing 

-- - 

3.5 Counts respiration 
- - - - - - -- - - - - -- - -- 

3.6 [Tales skin pinch 
i - ~ 
- ~- - -  

3.7 [Takes temperature (if indicated) 
p~ 

~ . d- v 
-9.1 c;wd . C ~ E ~ S  ~Iyu",zation I 

I . 

3.N Takes weight (child undcr 3) 
C- -~ .- 

Classification 
Was child correclly classified? 

I 
4 2 Diarrhoea case 

I - - . --Lj. - . . - -. .- . . . -. - - - 

1 4.3 

4.1 1 According to need for vaccines 

C;lsi; wilh other symptoms 

I I 

4.N 1 According to nutritional status 1 
I 

1 1 

---I 

__i__ 
I 

I L 4.4 Case with no symptoms 



Case 1 Case 2 G s c  3 G s c  4 G s e  5 

I I 5n  l Management 1 
Were child's needs correctly managed? 

1 According to WHO protocol for ARI c w  I 

According 10 WHO prolocol for Dianhoea cxse 

According 10 acccplahlc s1nntl;uds for olhcr c:ws 
.. . . . . . . .  .............................. I 

5.2 Rclcrs complicated case appropriately I 
, 5.1 1 Manages correctly immunization needs of the child 
I - . ---- + - A L L  ' 

5.N 1 M:rnages correctly nutritional needs of child 

...... ..-.-.-....-..... .-....... 

Explains lo parelils findings of child's condition 
............. ......... .-.A- ' LI. 

I 
6.2 1 Explrlins need/no need for drugs 

. - . .-..... ... 

to bring h ~ c k  tlic child 

1 6.1 1 Gives appropriate immuniziition advise I I 1 1 1 
Gives nppropriafe nutritio~ial advise 
- - . - - - L - - 1  
Follow-up 1 --- .. 

I 
I I 1 

Gives appointment for next visit - I 
I I u 

Checks if mother has well understood treatmentladvice 
given and date of next appointment 

- . -- 

Reporting 1 1 1 1 I 

Completes MCH card 
-------- --. 

Completes OPD Regisler 
-- - Total 'Yes' 

Uses Referral Forms Tocll 'Yes'+'No' 
........... .- ........ 

For General Child Care (all cases) 
Wrile rlwnbcr of 'Yes' srores over fofnl number of 'Yes' and / / / 

.... 

Wrife t~umber of 'Yes' scores over IOINI number of 'Yes' and 

-- -. -. . - - - -. - -- - 

/ 
'No' scorcs 

.............. C- L-- 
/ For Immunization Management (2.1 -* 6.1) 
I IVrite nrimhcr of 'Yes' scores (nlpr tola1 rrrinther of 'I' srores 

- . - - . - - - - . - . . - - . -- -. t--- 

/ For Nutritional Management (2.N 3 6.N) 
I Write trrmber of 'Yes' scores over tottrl nrimhcr of 'hi' scores / I 
. 
( Final Assessment: Pcrccntnge of 'Ycs' scorcs out of total 'Yes' and 'No' scores: 

. . .  ......... ~~ ......... ~ ...... . . . .  ~ ~~ ~ --1----- 

General Child Care: 
I ....... .- - . . - - -~ .-- 

ARI Case: 
.... - .. -.-- . . 

' Dimhoea Cme: 
I 

- - .- -- - . . -- 
% -1- - 

l~r~munization Managcment: 
---- - - - - - - - .- - 

Y ufrit ional Management: 
.......................... ~ ~ ..... .... .~ ~ L- . ~. 

96 



-- - 
I - s e Z n  1 : Individual Case Management 
I 
I Work Sheet 2: Growth Monitoring in 
Child Under Three 

Institution Name: 7 
I 

Name of Supervisor: 1 Date of Supervision: I 
(if difleretlt frott~ fwtit p n , ~ ~ )  I (if diflerenr from front page) 

-- 

Case 1 Case 2 Case 3 Case 4 Csse 5 

1 -  - 

( Work Area Set: 1 Name of Staft 4 

Y N  
I .... ... ...-L--- .......... .- .- 

I. ]Tams scale to O at the heginning of the 
weighing session 
- - -- - - - -- - 

2. ,Asks mother for MCH card 'and if firs1 
, time, issues an MCH c:ud 

I 3 / Determines age of child as precisely :bs 1 / possible 1 
I 

, I 

-- --t- Undresses the child before weighing 
I 

5. Reads weight correctly I 

I I - - 

10. ' Explains mother if  child seeds spec1.1 
I 1 feeding or other allenlion 

. ............. . . . . .  . . . . . . . . . . . . . - . .  

, . ,  ....... .......... . . . . .  -1. 
I I. I Asks nlotllcr iC sllc h:ltI ;lay y~~cstio~ls ;lhoul 

/c t l i~(~*s  s1:11us I 
I I , .... . . . . . . . . . . . . .  - -..... - 

12. Gives appropriate appointment for next / weighing 
I 1 

-- 

............. 

Wrjlr namhcr of 'lc.vo slr>rc.v 01.(7 tot(11 ,~ *n~hr r  1 
(,1' 'Yes' and 'No'  sr.orc.s. 

/ 

----- 

-- - - L - _ _ A L  

Final Assessment: Percentage ol' 'Yes' scores over total 'Yes' and 'No' scores: 

I 
.- .-, -1 , :: Records age correc~ly on MCH card 

-- 

Records weight correclly on MCH card 

t- - 

result to mothers 
- ... - - -. - - --- - 

need to mainlain hreasr-feeding 
or gtnnl wc;llriag ~>r;~criccs 

I 
i 
! 



! Section 1: Individual Case Management Institution Name: 
I 

1 Work Sheet 3: Immunization Session 
1- 

1 Name of Supervisor: 
I 

Date of Supervision: 
(if different from front page) (if different from front page) 

Case 1 Case 2 Case 3 Case 4 Case 4 
. 

Work Area Sel: 1 F o r  ~ : I R  4 

Y N 
1 

Discards disposnble syringcs :aid necdlcs 1 

I 

I I 
Gives injection at the correct place 

-.- -- - - - - -- +-A- 
Uses the correct route for injection I 

-- . .~ . - . -. . 

Discards opcncd vi;lls ol' vaccincs 

sterile needle and syringe for each 

t -- 

syringe and nccdlc I 

Records dates of immuniz;rlion on 
appropriate cards and registers I 
-- - . 1-- 

LVritc~ nrunhpr of 'Yos' so'orcJs ol9cr. tort11 rl~rrnhc~r 

of  'YES'  und ' N o '  scores. 
I I 

I 

-_ - -_--A 

Final Assessment: Perccntnge of 'Ycs' scores over total 'Yes' and 'No' scores: 

I 
I 
I 

Informs molher when the child needs to bek 1 1 , brought back 
~ ~ ~ ---. ~ -- 

Asks ~ h e  mother lo rcpc;bl llic instructions 
to assure th;rt shc undcrs1tx)d 

.. . 

~leedlcs 
Ri~rscs :rnd slcrilizcs rcus:ll)lc syri~bgcs ;ultl 

i 



Work Sheet 4: Pre-Natal Care L 
I 

i Section 1 : Individual Case Management 

I 
I Name of Supervisor: 

Institution Niune: 

Date of Supervision: I 
Case 1 Case 2 Case 3 Case 4 

. - - - - - - - - 
Case 5 1 Work Arca Scl: Name d ~raff:-7 - - 1 - - 7 r 1 7  

Y N  

I - 

(if different from front page) 
-- 

I I .  1 Rapport 1 I I I I 1 

(if different from front page) 

/ 2.1 I Checks medical/obstetric history on first visit I I I I I 
1 2.2 1 ~ s k s  for 1x1 mcnscs I I I I I1 

3.4 Checks psition baby 132 wks 1 1 1 1 1 

i 2.3 
........ 

3. , 
! 3.1 

/ 3.2 

i--i:~ 

5.2 ) Completes lT vaccination I I I I I I 

5.3 1 Manages problems by protocol 1 1 I 1 1 i 

Probes into complaints 

1 

I 1 I 
I 

-- I +---- 
- - - - - - 

4.qldentifies any need for referral 

6. Advice 

6.1 / Advices on feeding and rest 

6.2 ' Warns for smoking & drugs 
.......... .. . . . . . . . . . . . . . .  -- 

6.3 Adviccs pl:lcc of dclivcry 
-4- 

. . . .  ..... . .c-. ..~ . -  - .  + ------- 4 ! I I 
(1.4 Expl;~ins signs of lahour 1 I i 

.............. I 
0.5 i Explaios how lo co~ducl ho111c dclivcry 1 1 i i 

- 

.............. 

Examination 
-- 

Checks pelvis on first visit 
- 

5. 1 Management I 

I 

: 6.6 Advices emergency action 

7. 1 Follow-up 

- 

Checks fundus height i 

- 

5.1 Provides routine drugs (FFC) I 

7.1 Gives appointment for next check-up 1 i I 1 1 I 

Checks BP. weight. OMlcn~a. urine 

I 1  
. . -- - -- -. - -- - 

I 
I I 

. 

I 

7.2 1 Confirms date of next visit 1 I 1 I 1 1 

I 

8. 1 Reporting 
, + ...... ..... 

8.1 Completes MCH card 
- --+ - -. - -- - - - I +-- 

8.2, Complcles ~ o l h e r  Hcalth Rcgislcr t ................................ . 

I 
, - - . ~  i t Wrilc number of 'Yes' scarcs ovcr lol;ll number o f ,  

T d  'Yes' 
Total 'Yer'+'No' 
. - . - - - - . - - --- 

'Yes' and 'No' scores. i / l / l / $  / 
, ... . . . . . . .  i.- I - - L  
Final Assessment: Pcrcenlngc of 'Ycs' scorcs out of to~irl 'Yes' and 'No' scores: % 

/ / 



! Section 1: Individual Case Management I Institution Name: 

I Work Sheet 5: 
I 
I 

( Name of Supervisor: ID of Supervision: 
I (if ciifferent from frorrt page) 

- -- - - - .. - - - . . -- - - - -- -- -. 
(if different from front page) 

~ 

. .  

Reporting -~ 
................ ..... ... 

Total 'Yes' 
Total 'Yesl+'No' 
- - -. -- - - 

n~crnber of 'Yes' and 'No'  scores 1 
I -- 

Final Assessment: Percentage of 'Yes' scores out of total 'Yes' and 'No' scores: 
----- - -- 4X 

Case 1 Case 2 Case 3 Case 4 Case 5 

' Work Area Set: n nl Name of Staff: -r 

. . . . . .  - . !'! ~ ~ ~ ~ 

I. [Rapport -~ 
1.1 

.- 

Helps mother to relax 

a 

1.2 Instructs clearly and calmly 
- -. - 

12. History taking -- 

2.1 Uses MCH card to chcck risks 
. . . . . . . . . . . . .  1 2.2 Identifies gcslaion irriod 

................................ 

2.3 Idcntifics hours of I; I INIU~ 
.~ ~ . . . .  .............. .. 

/ 3. Examination 
................ ~ 

.... 

-- -. 

~ 

..... . 1 

.......... 

; 3.0 Ex;u~lincs ~x:lvis,~c~vix by VE 
I 4. , Classification I 

.....-............... . . . .  -. -- I , ~ _( 
1 4.2 ldent~fies foetal distress 
1 

-- 

J 
. . . . . . . . . . . .  .......... ... .. . 5.4 Checks cervix/desccnd 2-hourly - .- 

5.5 Gives sugary drinks 
5b 

i 5.6 
' 5.7 

5.8 
5.9 Cleans mouth and nose of baby -- 

I 5.10 Checks if placenta complelc .- - . 7- 
.- ~ 

-- 

Management Normal Delivery 
Clean instruments/hands/perineum 
Controls slow delivery head 
Checks cord around neck 

------- 



I Work Sheet 6: Post Natal Care 

'=on 1 : Individual Case Management 

Name of Supervisor: 1 Date of Supervision: 
(if diflerent from frr~nt page) pL -- (if diflerent from front page) 

Institution Name: 

Case 1 Case 2 Case 3 Care 4 Cau 5 
- I work h a  Set: 11 n Name of Shff: --+ 

Y N 

I 

2.2 / Determines maternal risk fnclors 
I I 
I 1 I I 1 

1.1 Friendly attitude 
LI ' 

i 3.3 Checks perineum/lochia 1 I 1 1 I .I 

-- I 

I 1. ( Examination 
. - .- 1 Z. I / ~~K.ctcs pulse and lcnlp 

I - - -  

, 3.4 (Checks legs for thromboses I 1 I I 1 ' - 1  

.~ 

i 4.2 / Identifies need for referral 
I 

1 I I i I 

3 . 2 p e c k s  breasts, palpale ;tbdomen 

I 4 .  1 Classimtion 

I 4.1 1 Identifies postnatal risWprohlem 

I 5 I Management 1 1 1 1 I 1 I 

1 

I 

-. -.- 

I 

i 5.1 / Provides routine care (protocol) 

- 
i 

- - 

: 5.2 1 Manages puerperal pyrexia I 1 i 1 i I 1 

- - .  

6 Advic;. 
-- 

6.1 Promotes hreaql-fwding I 
. .  . I . . , . . .. -. -. ~. -- 

6.2 Explains breast and lochia care I 
. -  - .  .. - .  .. +._.__._C___~ 

6.3 ! Counsels for family planning I +- 
! I ! I 
I I 

7 / Follow-up 
I 

I I I I I 
7.1 Explains any high. risk I 

- .- - - 
7.2 Confirms dale of next visil 

Completes MCH crud and Mother Health 
Register 

I 
I 

8 1 Reporting 

Toul 'Yes' 
Toul 'Yerl+'No' 

I Write number of 'Yes' scores over total number 
of 'Yes' and 'No' scores I 

I 

I Final Assessment: Percentage of 'Yes' scores out of total 'Yes' and 'No' scores: 

I 



/ Section 1: Individual Case Management Institution Name: 

'Work Sheet 7: Neonatal Care 
-- I 

Name of Supervisor: 

I (u dflerent from front page) 
Date of Supervision: 

(if different from front page) 

Case 1 Case 2 Case 3 Case 4 Case 5 

-ppp 

I 

1. 

1.1 

1.2 

12. 

1 2.1 

2.2 

2.3 

3. 

1 3.1 

/ 1 2  

3.3 

i 4. -- 
4.1 

! -- 
4.2 

4.3 

4.4 
r '. 

5 

5 .  

1 5.2 

In 
I 1 0. I 

, 0.3 
r- 
I 7 

7.1 
. . . .  I 7.2 

Told 'Yes' 
Told 'Yes'+'No' 

Rapport 
- - 

Shows interest in baby 
---- --------- 

Keeps it  on mother lap 

 ist tor^ 
--- 

Checks hinh weight on MCH card 

Asks fceding history 

Asks immunization history 
-- 

/ 8.1 

I 
I L - - - - - - -  

- -- 
\ i f ~  lftl I I I I ~ I I ~ ) ~ ~ .  of ' Y P . ~ '  . ~ t ~ o r t ~ , s  ~ I - ( - I  fof(11 11111nhi~r  

1 of 'Yes' and 'No' scores / 

- 

--- 

I -r ____._____..~_-__ . ....... .... 

1 8 1 Reporting 
-- 

Completes MCH card and Child Health 
Rcgistcr 

Examination 

Checks respiration, pulse. temp 

Explains any high risk 
-̂̂ ------ 

.. - -- . . . . . . . .  

Co~ifirrns &?lc of next visit 

- 

... . . . . . . .  

........ 

Cllccks j;,undice 
. ............ - .... 

Checks umbilical stump 
... 

, - I I I I I I -- 

..----.---p.--p--.-.--. 

P 

- ~ 

. . . - . . . - .  

. 

, Final Assessment: Percentage of 'Yes' scores out of total 'Yes' and 'No' scores: 9 

-- 

Weighs and notes weight change 

Classification 

Identifies neonate's risks 

~ e t e n i n e s  weight gain since birth 

Identifies major problems 
-- 

Identifies need for rcferral 

Management 

Pmvides~outine care according to prntoc+- 

Manages respiratory distress 
-- 

Advice 

EI IL .OI I~ : I~~S  t)rc:~~t Scctli~ig 
~. ......... 

Advises oli irnnlu~lix/;rtioll 
-. ~ . 

Follow-up 
-- 



Section 1: Individual Case Management Institution Name: 

Work Sheet 8: Family Planning 

I Name of Supervisor: 
(if drfferent from front page) 

Date of Supervision: 
(if different from front page) 

/ 1.1 1 Friendly attitude/approach 1 I I 1 I 1 

G r e  1 Care 2 G s e  3 Cue4 C u e 5  

Work Area Sel: 

Y N  

/ 3. 1 Examination 1 1 1 i I 1 

Name of Staff: --+ 

1 1.2 

2. 

I 2.1 

2.2 

I 3.1 ( Blood Pressurc I I 1 1 1 1 

1. 1 Rapport 

3.2 ' Weight / weight change 1 -_-_ _ _ 
I 3.3 1 Breasts 

Effective communication 
I------ 

History 

For selection of couple 
-- 

For determination of method 

1 3.4 Genital n c t  1 I 1 i I 1 

---- 

i 6.2 I Possible side effects 1 1 1 1 1 1 

4.1 I Asks for couples preference 
. - 

4.2 

5 
- 

- 

Agrecs on appropriate mcthd 

Management 

6.3 1 What to do if they occur 
-- -- - - - .. -- ---I 

i- to return for follow- , 
7.2 

7.3 
- - 

H 
- . - 
8.1 

Wire nwnber of 'Yes' scores ovcr roral nrrmnher 
I of 'Yes' and 'No' scores 

5.1 

6 

6.1 
I 
1 

+- 

[ I MCH Card or Family Plmning/EPI Card ~ 1 
8.2 Completes Family Planning Rcgistcr 

Prescribes correct dose(s) ------ 
Advice 
Explains and verifies client's understanding 
of correct usage of selected method 

I 

"P 
Where to go for re-supplies 

I 

C o n f h s  date of next visit 
- -  - - - - - 

-Reporting 
-- 

Completes Family Planning portion of 

- 

i- I I I 1 I I I 

- 

T d ' Y u '  
~d 'Yes'+'Nol 

I Final Assessment: Percentage of 'Yes' scores out of total 'Yes' and 'No' scores: 9h 1 

ppp-- 

1 

-- 



Institution Name: 

Work Sheet 9: Tuberculosis (follow-up) I-- 
I Name of Supelvisor. I Date of Supervision: 

1 . . 
(if different from ~ front page) A --. (if different from front page) 

V~r i f y  the Tuberculosis Register atldfive Tuberculosis Facility Cards presently in use. For each card, answer the following ques 
by Yes, No or N A  

Case 1 Case 2 Case 3 Case 4 Case 5 

1 Work Area Sel: 

patient correctly registered in the 

instructions? 

Where sputum smear controls performed ~ 
according to instructions? I 

9.5 ( Where approp"ate, was the final status of 1 
the palient recorded and registered in the 

I Tuberculosis Register? 
I 
1 

Write number of 'Yes' scores over total number 1 
of 'Yes' and 'No' scores. 

I I 

-- 
I 

I Final Assessment: Percentage of 'Yes' scores out of total 'Yes' and 'No' scores: 



Section 2: Resource Management 

Following is a series of work sheets to assess resource management by the M t h  care staff: 

1. Laborntory 

2. Community Development Activities 

3. Personnel Management 

4. Cold Chain Management 

5. Physical Resources Management 

6. Record Keeping System 

These work sheets can help the supervisors to make a find assessment on the management of various resources by Ihe facility 
staff. The results are transferred to the supervisory checklist. 



Section 2: Resource Management 

1 Work Sheet 1 : Laboratory 
1 (only for cenws with equipped labaratory) 

Institution Name: 

i 

I Name of Supervisor: Date of Supervision: 
I 
I (if differenr from front page) (if different from front page) 

Verify Srarus of Microscope 

1.1 Is [he exisling microscope in good working 
condition'? 

1.2 Malaria Slides 

Choose 10 slides exr~mni~~erl in rhr precurlifrg morllh. Re-examinr rhe slides and nore rhe resulrs. Cross 
chcck the results wirh rhosc rri-ortlerl in rhr Laborarory Regisler. 

No. of slidcs with corrccl rcsull 

Percenrage of slides with correcl rcsull 17 
1.3 Sputum AFB Slides 

Choose 10 slides exanuned in rhe preceding monlh. Re-examine rhe slides and nore the resulrs. Cross 
check the resulrs nirh rhosc recorded irr rhe Laboratory Register. 

No. of slides with correct result 

Pcrcc~ltagc of slides wilh corrcct rcsull 



1 Activities 
I 

.- 

Section 2: Resource Management 

Work Sheet 2: Community Development 
Institution Name: 

2.1 Is population chat posted visibly? 

Name of Supervisor: 
(if different from front page) 

2.2 Has i t  been updated for this year' on  
Y N 

Date of Supervision: 
(if different from front page) 

2.3 Is a map of the catchment area posted visibly? 

2.4 Are the most important villages of the caichment area plotted on the map? 

2.5 Docs staff xtually know the t;ugct popuhtions for various xtivities? 

2.6 Is the following hc;rltk cduc;ition m:acrid displayed in the cenlre? 

On On1 Rchydrntion 

On Vaccination Program 

On Appropriate Weaning Pract iccs 

On Family Planning 

\/c1r.ify Meel i r l~  Regisr~r 

2.7 Wcrc l~iccli~igs with c o t ~ i t ~ ~ ~ ~ ~ i i t y  Ic;~tlcrs or with hc;ilth conimiltccs hcld tl~~riag the I:at qu:utcr'? an  
Y N 

2.8 Wcrc Hcnlth Education scssions hcld in surrounding schools during the Inst quwer? on  
Y N 

111 hccrlrh firr-ililic.~ nirh ftlrrutl[* srr!ff ( W M O .  L I I V ,  1;1173 

2.9 Does the staff maintain rcgulx contacts and supervise the TBAs in the villages of the catchment 
area? 

nun 
NA Y N 

Wrire number of 'Yes' scores over rornl number of 'Yes' and 'No' scores. F3 
Final Assessment: Percentage of 'Yes' scores out of total 'Yes' and 'No' scores: l - T  



1 Section 2: Resource Management Institution Name: 

I 1 Work Sheet 3: Personnel Management 1 

Verify staffing pattern of the health facility, compare wirh information available in Personnel Management Register. 
Updtrte Personnel Managenlent Rcgis l~r  &*here necessary. 

I 
1 Name of Supervisor: 
I 
I 
1 - _ _ -  

(if different f rom front page) 

3.1 Is a duty roster displayed in the health facility? nu 
Y N 

Date of Supervision: 
(if different from front page) 

3.2 Are written job descriptions available to the staff? 

3.3 Is the daily attendance register kept up to date? 00 
Y N 

Verify mectitlg rcgisfcr- 

3.4 Whcrc an ;rdcqu;rlc nu~nlwr of' s1;lI.f ~nccli~~gs organized in the he;~lth facility during the 1;ist qu,Wer? UU 
Y N 

Write nwnber of 'Yes' scores o\'cr total number 4 'Yes' and 'No' scores. 

Final Assessment: Percentage of 'Yes' scores out of total 'Yes' and 'No' scores: 



( Work Sheet 4: Cold Chain Management 

Section 2: Resource Management Institution Name: 

4.1 Is refrigerator placed at correct position? rr' 

Nirmc of Supervisor: 
(if d~flerenr from fror~r pcqe) 

4.2 1s plug secured? 

Date of Supervision: 
(if differenr from front page) 

4.3 Are door and rubber of the door in order? no  
Y N 

4.4 Is floor around the refrigerator dry (no leakage)? on  
Y N 

4.5 Is thermostat working and set correcl)y? 

4.6 Is daily lemperature sheet displayed and kept up to date? 

4.7 Are vaccines and dilutes at proper place in h e  refrigentor? 

4.8 Are vaccines stored within the limits of the expiry dates? 

4.9 Are the door shelves empty? 

4.10 Is there an automnlic gcnerator? 

4.1 1 Is thcre a volt;\gc: rcgul:rtor? 

4.12 Are alternate mngements made in case of power cut? 

Wrile rrumber of 'Yes' scores over lortrl r~utnber of 'Yes' ond 'No' srwes. 

Final Assessment: Percentage of 'Yes' scores out of total 'Yes' and 'No' scores: 



I Section 2: Resource Management 
I Institution Name: 

1 Work Sheet 5: Physical Resources 
, Management 

N;rme of Supervisor: I Daa of Supervision: 
(u differi>t11 f r o t ~  fiot11 / ) ( I ~ ~ L ~ )  I (if different from front page) 

5.1 Are the following equipmentlilems in good working condi~ion? 

Slcrilizer 

Weighing Scale (adults) 

Weighing Scale (children) 

First Aid Kil 

X-Ray machine 

Others'? ( M ~ k r  s r r ~ ~ ~ c ~ s t i ~ r r s ~  

5.2 1'hysic;tl Inventory E:c~t~iontrnt/E'urniturc./l.inen (otlce ;, yc;rr) 

I h ~ s  ~~lrysic:rlly vailicd sl:llrls coc.c.cs~o~~tl will1 rcln,rlctl sl;~lus for Ilrcsc 10 ilcms'? !f tro, clisr.rtss 
rcscilts with IIC. 13 n 

Y N 

5.3 Physical Inventory Drugs/Vaccines/Supplies 

Select 10 itcms as rcJportcd in last nw~lthly rqjort. 

Does physically verified halance correspond with reported balance for these 10 items? If no, 
discuss rcsr~lls wilh 1/C. Y N 

5.4 Transport (if ;~vnilable) 

Vervy 108 book for- prolwr risiJ of \~elrirle. Discuss results with IIC. 

The tnnsporl means of Ihe he;dth facility were appropriately used as verified through the log hook. D O  
Y N  



! 1 Section 2: Resource Managelllent , Institution Name: 
I 

I 

I Work Sheet 6: Record Keeping System 1 I 
I 

I Ni~rnc of Supervisor: Date of Supervision: 

-- - 
(if different from front page) (if different from 

6.1 All required registers and ptientlclient forms m in use according lo the HMIS/FL€F Instruclions 
Manual. • Y N 

6.2 Immediate reports for epidemic outbreaks were made up when necessary and duly completed. o n  
Y N 

6.3 Immediate reports were sent out in a timely manner. 

6.4 Monthly reports were madc up correctly from records and registers available in the centre. no  
Y N 

6.5 Monthly reports were sent out according to time schedule. 

6.6 Updated graphic represcncntions on priority activities of the health facility are visibly displayed. 00 
Y N 

6.7 All forms and registers are available in sufficient quantity 

Nu111ln.r 111' 'Ycs' scores ovcr lol;ll I I I I ~ I ~ ~ . ~ .  of 'Ycs' :IIICI 'No '  ,worts 

Final assessment: 

Pcrccntngc of 'Ycs' scores out of lot;~l 'Ycs' and 'No' scores 



[Province] Health Department 

SUPERVISORY CHECKLIST 
For First Level Care Facilities 

Preparation for Supenrisory Visit 

Institution Name: 

Division: 

District: 

Tehsiualuka 

lncharge Name: 

Date of previous visit: I I 

Name of Supervisor: 

Year: 

Quarter: ~ ~ ~ @ l  

Date of Visit: 1 I I 

Action taken since previous visit: 

Are there special problems from previous visit that need to be followed during the current visit? 

List: 

Any special needsirequirements? 

List: 

Take the following documents with you or make photo copies of relevant parts. 

1.  Personnel Management Register 
2. Last Monthly Repod of the Health Institution 
3. Last Year Report of the Health Institution (once a year) 



Section 1: Individual Case Management 

Make final assessment on case management of the following health care activities using the scores obtained through the worksheets. For he: 
care activities not performed in the supervised health facility, tick the box 'NA' (Not Applicable). 

Quality of Case Management 

Poor lnsufl icient Appropriate 
(40%) (50 - <80%) (280%) 

1. Sick Child Under Five 

1.1 General Child Care 

1.2 Diarrhoea1 Disease Case 

1.3 Acute Respiratory Infection Case 

1.4 Management of Nutritional Status 

1.5 Management of Immunization Status 

2. Growth Monitoring in Child Under Three 

3. Immunization Session 

4. Prenatal Care 

5. Delivery Care 

6. Postnatal Care 

7. Neonatal Care 

8. Family Planning 

9. Tuberculosis (follow-up) 
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Section 2: Resource Management 

Make final assessment on the management performance of tY~e health staff for the fol&win~ resources, using the scores obtained through the 
worksheets. For resources not available in the supervised health facility, tick the box 'M' (Not Applicable). 

1. Laboratory 

1.1 Microscope in good worlong condition 

1.2 Laboratory diagnosis of malaria is of acceptable quality. 
(Malaria diagnosis correct for r 80% of slides) 

1.3 Laboratory diagnosis of tuberculosis of acceptable quality. 
(Tuberculosis diagnosis correct for r 80% of slides) 

2. Community Development Activities 

Management of community development activities is of acceptable quality. 
(A 'Yes' answer was recorded for 2 80% of management indicators) 

3. Personnel Management 

Personel Management is of acceptable quality. 
(A 'Yes' answer was recorded for 2 80% of management indicators) 

4. Cold Chain Management 

Cold Chain Management is of acceptable quality. 
(A 'Yes' answer was recorded for 2 80% of management indicators) 

5. Physical Resources Management 

5.1 2 80°/~ of essential equipment is in good working condition 

5.2 Physical inventory check for equipmentlfumiture and linen is satisfactory 000 
NA Y N 

5.3 Physical inventory check for drugs/vaccines/supplies is satisfactory 

5.4 Transport means of the health facility were appropriately used 

6. Record Keeping System Management 

The Management of the Record Keeping System is of acceptable quality. 
(A 'Yes' answer was recorded for 2 80% of management indicators) 
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Feedback On The Visit 

1 1 .  Improvements noticed since previous visit: 

I 2. Problems identified during previous visit that need still further improvement: 

- 

3. Problems ident~fled durlng thls vlsit: 

Recommendations to Health Staff: 

1 
r5. Actions to be taken by supervisor: 

1 I 

j 6. Problems to be followed at next visit: I 

7. Date of next visit: 




