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Chapter1-Introductlon

The World Health Organization (WHO) has developed an
Integrated approach to the assessment, classification,
treatment, and counseling of sick children and their care­
takers The approach forms the basIs for new treatment
gUidelines It provides for Integrated management of child­
hood Illnesses (IMCI) acute respiratory infection, diarrhea,
malana, measles, and malnutntlon IMCI leads to an accu­
rate Identification of Illnesses In outpatient settings, pro­
motes treatment of major Illnesses, and speeds up referral
of severely III children Each child's ImmUniZation status IS
checked, vaCCination IS given as needed, and nutntlon
counselmg IS provided For more information about IMCI,
see Annex 1

Many developmg countnes and international agencies are
Interested In the development and Implementation of an
Integrated approach to both the technical and program­
matic management of Sick children Studies have shown
that children brought to health facilities often are III from
multiple causes Some causes are acute, others are under­
lying and often unrecognized The World Development
Report, published by The World Bank In 1993, estimates
that Integrated management of childhood Illnesses IS one of
the most cost-effective public health interventions In devel­
opmg countnes

The new approach to IMCI requires new skills WHO and
UNICEF have prepared a training course (available In
November 1995) for health workers at first-level health
faCilities to teach the skills of Integrated management of
childhood Illnesses including the Interpersonal skills neces­
sary to communicate effectively With caregivers Other
aspects of public health programs require modification to
accommodate IMCI-for example, mOnltonng, proVIsion of
drugs, and commUnication actiVities ThiS gUide addresses
Issues requIrIng attention In prepanng for the introduction
oflMCI

Program managers and other deCISion makers at all levels
of the health system need to make an Informed deCISion to
Introduce IMCI They need to assess the eXisting Situation,

WHAT IS AN

INTEGRATED

APPROACH TO

THE SICK

CIDLD?

WHAT ARE THE

PREPARATORY

ISSUES?

GUidefor the IntroductIOn ofIntegrated Management ofChildhood Illness 1



Figure 1·1: Introducing IMCI - Possible Preparatory Steps Issues Tasks

Training (5)

Policy (6)

DecIsIon and ~
Assessment (3)

~ Coordmatlon & - Drug Availability (7)
planning to Intro- Management (4)

--;7'

duce IMCI (2)

- Define functions Communication (8)
- Decide whom to Involve
- Decide how to coordinate

IMCI support
- Take action to follow up

MOnltonng &
EvaluatIon (9)

~ () = refers to chapters In gUide

- Select target groups
- Assess coverage and set targets

Review trammg course
- Prepare a tralnmg plan

- Review policies
- Identify Issues
- Plan actions

- Assess drug availability
Review drug lists
Identify facilities with drugs
and plan actions

- Decide how to coordmate IEC
- Review communication

resources
- Develop IEC strategies and

plan actiVities



Chapter1-Introducnon

address Issues of coordination and management, formulate
any needed policies, and plan for training, drug availability,
mOnltonng of health workers' performance, commUnication
activities, and evaluation of progress In the Implementation
of IMCI (See Figure 1-1) This gUide addresses each of
these preparatory Issues and refers to other available tools
and gUidelines that are useful for the introduction of IMCI

A checkhst for the development of a preparatory plan to
Introduce IMCI IS found on page 9, Chapter 2

WHY A GUIDE?

This gUide has been prepared to serve as a practIcal aid In
prepanng an Integrated approach to the sick child It
serves three main purposes

Assessment-to provide gUidance for gathenng the
information necessary for analysIs and decIsion
making

Decision process-to provide a process for sys­
tematically addreSSing the Issues In preparation for
IMCI

Participation-to ensure that all appropnate offi­
Cials, at all adminIstrative levels of the health system,
from all relevant programs, are engaged In the
process

Most Issues are country-specific and will require local
approaches and solutions ThiS gUide helps Identify coun­
try-specifiC Issues and offers suggestions for addreSSing
them

Purposes

Guuiefor the IntroductIOn ofIntegrated Management ofChIldhood Illness 3



Chapter1-Introduction

WHAT ARE THE

OUTPUTS?

Preparatory actlOns

DecIsIOn and plannmg to
mtroduce IMCI

CoordmatlOn and
management

PolIcy formulatIOn

PlanDlng trammg

Drug AvadabllIty

This gUide helps managers to take the following actions to
Introduce Integrated case management

Make a decIsion and draft a preparatory plan to
Introduce IMel

Define the national, regional, and dlstnct levels'
functions In support of Integrated management of
childhood Illness OMCn at dlstnct level

Identify the managers responsl ble for IMet at
national/regional levels

Establish a mechanism to coordinate IMCI-for
example, a functional IMet task force, committee, or
other body at the national and regional level

Identify Issues that require a poliCy decIsion

Make recommendations for the formulation of na­
tional drug poliCies that are consistent with IMet
treatment gUidelines

Develop tram mg strategies on who to train, how to
tram, and the content of case management training
for health workers at fl rst-Ievel health facIlities

Establish tramlng targets

Develop a tramlng plan to support Implementation of
dlstnct-levellMCI tramlng, mcludlng Interpersonal
communication tralnmg

Recommend ways to Improve availability of drugs In
health faCIlities

Include key IMet drugs In the national drug lists

Identify linkages between tralnmg actiVities and drug
availability

4 GUide for the IntroductIOn ofIntegrated Management ofChIldhood Illness



Decide how to coordinate and manage IEC activI­
ties

Review IEC resources and activities

Prepare for the development of IEC strategies and
planning of communication activities

Chapter1-Introduction

CommuDicatlOns

The preparatory actions wdl be Included In this gUide
In 1997 when tools are available to address these
Issues

ThiS gUide has been prepared for program managers,
decIsion makers In ministries of health at national and
regional levels, and their technical adVisers The process
engages district-level decIsion makers and, where appro­
priate, others-for example, relevant ministrieS, non-gov­
ernmental organizations (NGOs), and private sector inStitu­
tions

Consultants working for international or bilateral agencies
or private voluntary organizatIOns (PVOs) may find the
gUide useful as a manual or planning tool when working
wIth national, regional, and dIstrict managers to prepare for
Integrated case management training at the district level

It will be especially useful to those who facIlitate the various
preparations needed ThiS gUide can assist In

reviewing Issues and facIlitating discussions,

gathering and analyzing data,

examining optIons and making decIsions, and

Identifying available resources

As the gUide IS used, It wd I be refined to Incorporate coun­
try expenence In planning and Implementing Integrated
case management

MODitormg

EvaluatIOn

THE PREPARATORY

PROCESS

Who Will use thiS
gUide

GUidefor the IntroductIOn ofIntegrated Management ofChildhood Illness 5



Chapter I-Introduction

The sequence of
preparatory steps

How long w,ll,n,t,al
preparatIOns take?

The sequence of preparatory steps as suggested m Figure
1 1, page 2, will differ accordmg to the country context
This gUide IS designed to faCilitate the whole preparatory
process, or to be used m part to address a speCifiC Issue
only For example, some countries already have a coordl­
natmg mechanism and will not need to address this Issue,
others have the required mformatlon readily available and
will not need to conduct a review prior to addressmg a
specific Issue

The time mvolved m plannmg for support to mtegrated case
management WIll vary dependmg on the activities under­
taken For comprehensive preparations, the time frame
may be as follows

Review of available data and 1-2 weeks

data collection*

Plannmg coordmatlon and management 2-3 days

Planning of training 3-4 days

Policy review 5 days

Adaptation of IMel algorithm and 6 months
preparation of train Ing materials see below

Planning for drug availability 2-3 days

Plannmg for communicatIOn 5 days

Planning for mOnitoring and evaluation

* If an m-depth reView, survey, or formatIve research IS needed, SIX weeks
or more may be requIred

6 GUidefor the IntroductIOn ofIntegrated Management ofChildhood Illness



Chapter1-Introduction

Thus, It may be necessary to devote 24-34 work days to
the mltlal preparations Preparations can be phased over a
perrod of several months, or addressed m mtenslve ses­
sions over a two- to three-week penod

The adaptation ofthe algonthm and trammg matenals will
require additional time and should therefore start as soon
as possible How to do the adaptation IS descnbed m the
"Management of ChIldhood Illness Adaptation GUide" pre­
pared by WHO, CHD A workmg draft IS available Uuly
1996) for limited dlstnbutlon and use With the assistance of
tramed adaptation experts WHO has estimated that It will
take about SIX months to adapt the WHO/UNICEF trammg
course and to do the necessary course preparations See
Annex 1 6 for the WHO/UNICEF approach to mltlal plan­
nmg by countnes for IMCI and Annex 6 for an outlme of
the Adaptation GUide

Most preparatory activitIes can be earned out as the man­
date of a coordmatmg committee (workmg group or task
force), established at the national or regional level, wlthm
the scope of work and budget of their regular work The
adaptation and preparation of IMCI gUidel mes and maten­
als and Initial trammg of tramers will require fundmg and
technrcal support durrng the preparatory phase

Data-gathenng actiVities and meetmgs to faCilitate deCISion
makmg may mvolve additional costs

For more mformatlon about mtegrated management of
childhood Illnesses see Annex 1 See Annex 1 6 for the
WHO/UNICEF approach to mltlal plannmg of IMCI and
Annex 6 for an outlme of the steps mvolved m the adapta­
tIOn of the IMCI trammg course prepared by WHO!
UNICEF

AdaptatIOn and
preparatIOn oflMCl
algorzthm and
traInIng materzals

What does preparing
for IMCI cost?

Background reading

GUidefor the Introduction ofIntegrated Management ofChildhood Illness 7
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Chapter 2 - Decide andPlan to Introduce IMCI

This chapter suggests how to make an Informed decIsion
about whether to Introduce Integrated management of
childhood Illness (IMCI) and how to develop a preparatory
plan It Includes activities to Inform decIsion makers and
factors to consider In introducing IMCI

An explicit and Informed decIsion to Introduce IMCI IS often
needed as explained below

A common understanding of the speCIfic approach de­
SCribed In the WHO/UNICEF Sick child algorithm and
training course IS Important Perceptions may differ re­
garding what needs to be done at diStriCt, regional, and
national levels Familiarity With the adaptation module will
help m understandmg what steps are Involved m adapting
generic IMCI materials to speCIfiC country conditions (see
Annex 6)

Although general mterest In IMCI IS Widespread, the com­
mitment of high-level deCISion makers IS needed Imple­
mentmg IMCI requires speCIfiC actions-for example,
establlshmg a coordmatlng body and conducting tralnmg
actiVIties These actiVIties require commitments of time,
manpower, and funds The process of deCiding to support
IMCI can help mltlate such commitment and develop con­
sensus

Factors that Influence effiCient and effective Implementation
of IMCI need to be conSidered-for example, prevIous
POSitive experiences of case management tramlng, involve­
ment of an actIve program manager, and structural readI­
ness (reorganizatIon that facilitates coordination and mte­
gratlon of health service delivery)

ThiS chapter suggests tasks-see Table 2-1-Involved m
makmg an Informed deCISion and to prepare for Implemen­
tatIOn of IMCI

PURPOSE

RATIONALE

A common
understanding

Commitment

Effective
ImplementatIOn

APPROACH

GUldefor the IntroductIOn ofIntegrated Management ofChildhood Illness 1

If



Chapter 2 - Decide and Plan to Introduce IMCI

Tasks

Who to Involve

DECIDING TO

INTRODUCE IMCI

1. Provide
Information

11 Gather
documentation

Table 2-1 Tasks for Deciding and Planning
to Introduce IMCI

1 Provide information
1 1 Gather documentation
1 2 Conduct Informal diScussions

2 Organize an onentatlon forum
21 Identl'fy participants
22 Prepare agenda

3 ReView factors influencing the deCISion
3.1 Identify and diSCUSS key factors
3.2 Make a decIsion

4 Plan next steps and take action
4.1 Plan preparatory steps
42 Prepare for an assessment

Early In the process, Involve all key partners and collabora­
tors Seek their Input so they can help gUide the prepara­
tory phase and mobilize resources Potential partners are
listed on page 4 (sectIOn 2 1) of thiS chapter

The World Health Organization (WHO) and several other
agencies have prepared matenals that can be helpful In
informing deCISion makers and potential partners about
IMCI and the requirements for Implementation Matenals In
the IMCI information kit (Included In Annex 1) are

Introduction to the new approach to IMCI (CDR!
WHO folder and update)

Descnptlon of the IMCI course (CDRlWHO)

2 GUIdefor the IntroductIon ofIntegrated Management ofChIldhoodIllness



Chapter 2 - DecIde andPlan to Introduce IMCI

Excerpts from the World Development Report 1993
("Investing In Health")

The WHO/UNICEF approach to initial planning for
IMCI

Figure Pathway to survival From the USAID CDC
"Framework for program development Integrated
chtldhood Illness management consolidating and
extending a decade of child survival gains" Uune
1994)

Overheads for IMet presentation (CDRlWHO)

In addition, speCific country mformatlon will be helpful­
for example, health faCi IIty survey information on childhood
case management, household survey data, disease burden
estimates, and other data on childhood mortality and mor­
bidity, health services, and training

Review and presentation of these data Will help to show the
potential benefits of IMCI

Use as many opportunIties as possible to Inform Interested
parties about IMet and advocate support for Its Implemen­
tation Informal diSCUSSions With key deCISion makers In
the minIstry of health and With others (for example, NGOs,
international agencies, pnvate sector institutions) help
mobilize support for active partiCipation In introdUCing
IMet Informal diSCUSSions also prepare partners to be
active partiCipants In IMCI planning

Make a list of all potential partners to VISit Arrange infor­
mal meetings to discuss IMet and share documentation

OrganIzing an onentatlon forum-for example, a national
seminar-IS a useful way to Inform and advocate for Imple­
mentation of IMCI The forum can serve as an opportun Ity
to mform and Involve key partners m the deCISion to intro­
duce IMet and start preparations for Implementing IMet
Selection of participants and agenda design are Important
for reaching consensus and achieVing commitment

12

2.

Conduct mformal
discussIOns

Organize an
orzentatwn
forum

GUidefor the IntroductIOn ofIntegrated Management ofChildhood Illness 3



Chapter 2 - Decide and Plan to Introduce IMCI

21

22

IdentIfy
partIcipants

Prepare agenda

An OrientatIOn forum requires advance planning to ensure
that deCision makers and other key persons attend Per­
sons to inVite to a forum Include

ministry of health offiCials national, regional, and
district managers of disease-speCific programs and
directors of maternal and child health, primary health
care, training and manpower, health educatIon (or
IEC) and drug policy diVIsions,

other ministries with responsibility for health-for
example, ministry of local government,

international agencies, including WHO, UNICEF, The
World Bank, bilateral agencies, and PVOs,

medical and other professional aSSOCiations,

non-governmental organizations Involved In child
health or health services, and

UniVerSities and training institutions

It may be practical to Include a large group In the presenta­
tions and to Involve a smaller group In the deCISion-making
process and In the actual preparations and planning

In collaboration with key partners, prepare the agenda for a
forum Below are suggestIons for meeting objectives

Proposed objectives

To proVide Informatlon on IMCI and the WHO/
UNICEF charts and training course

To diSCUSS factors influencing effective and efficient
introduction of IMCI

To deCide (or recommend) whether or not to Intro­
duce IMCI In the country or In a region or district

To develop a preparatory plan

Table 2-2 presents a sample agenda for a one-day forum to
orient and diSCUSS IMCI It will need to be finalized In

collaboration with Interested parties

4 GUidefor the IntroductIOn ofIntegrated Management ofChildhood Illness



Chapter 2 - Decide andPlan to Introduce IMCI

Table 2-2 Sample Agenda One-Day IMCI Orientation

Topic Method Responsible

Mornmg
Opening

Introduction to
IMet
Country situation

The IMet Train Ing
Course

Afternoon.
Prepanng for
Implementation of
IMCI

Review IMCI
Implementation
factors

Recommendations

Closing remarks

Keynote address

Presentation

Presentation
and DISCUSSion

Presentation and
diScussion

Break

Presentation of
preparatory steps
including adapta­
tion

GUided
dlScusslon*

High-level official

WHO or other
IMCI expert
MInistry of health

Presenter who IS
famlharwlth WHO/
UNICEF course

Facilitator familiar
With IMCllmple­
mentation Issues

FaCilitator famil­
Iar With this
gUide

Ministry of health

*Gulded diSCUSSion IS described In section 3 below

IdentIfy and discuss Important factors that Influence IMCI
Implementation and make a deCiSion about whether to
Introduce IMCI The diScussion can be held dunng the
Orientation forum as descnbed above, or In a separate
smaller meeting With key deCISIon makers It should follow
the presentation of informatIon on IMCI, It may be advIs­
able to make the deCiSion at a later stage when all partiCI­
pants are knowledgable about the factors to be conSidered

3. RevIew factors
Influencmg the
deciSIOn

GUldefor the IntroductIOn ofIntegrated Management ofChildhood Illness 5



Chapter 2 - Decide and Plan to Introduce IMCI

31 Identify and
dIscuss key factors

Identify the key factors mfluencmg IMCI Implementation
List factors on a flip chart Lead a diScussion on each of
the factors mentioned Ask persons who propose factors
to explain why they are Important m the decIsion to under­
take IMCI and for the preparation

The questions and comments on key factors listed below
may be helpful m stimulating diScussion

Conclude and summanze the diScussion of each Important
factor by indicating whether the conditions for introducing
IMCI eXist

Question Do childhood Illnesses contribute to the major burden of
diseases ID the populatIOn?

IMCI IS a potential cost-effective approach m an area
where ARI, diarrhea, measles, malana, and malnutntlon
are major causes of death and Significantly contn bute to
the burden of diseases

Question Are there any potential galDs to IDtroduclDg !Mel?

The expected gains from actiVities aimed at Improvmg the
management of childhood Illnesses, including Implementa­
tion of preventive actiVities (nutntlon counseling, Immuniza­
tion, and vitamin A supplementation) may have to be
weighed against pOSSible trade-offs Among the gains are
Improved quality of care, Increased attention to missed
opportUnities, Increased effiCiency In trammg, and reduced
drug costs by selective use of essential drugs POSSible
trade-offs are reduced attention to other competing prob­
lems and to preventive mterventlons at household level

QuestIon Is there knowledge of and commItment to IMel?

Commitment to undertake Integrated case management
actiVities must be based on a common understandmg of
what IS mvolved and knowledge about the available tools
and matenals

6 GUIdefor the IntroductIOn ofIntegrated Management ofChIldhood Illness



Chapter 2 - Decide and Plan to Introduce [MCI

QuestIOn Does consensus eXISt on how to support an mtegrated
approach to the management of chIldhood Illnesses, or can It be
achieved?

Consensus about how to support IMCI may evolve dunng
the review process and In making JOint decIsions

QuestIOn Is It timely to start !MCI activities m a specific district
or area?

This question IS best answered after reviewing the current
situation, but the group may know that a certain dlstnct IS
sUitable for effective Implementlon

Question Can support and resources be mobilIzed for !MCI?

lMCl IS estimated to be one of the most cost-effective
public health and essential health services interventions, but
there are Initial additional costs for adaptation and prepara­
tion of matenals, training of trainers, upgrading facilities for
training, Implementing training courses, and the proVIsion
of drugs To obtain the resources needed for Initial Imple­
mentation activities, collaboratIOn With a donor organ Izatlon
IS helpful

Question What other factors affect !Mel ImplementatIOn?

Health reform and reorganization Within the ministry of
health may make thiS an opportune time to bnng programs
concerned With child survival together at the national and
dlstnct levels

PrevIous POSitive case management training expenences
may be encouraging

The availability and Involvement of an active program man­
ager can expedite ImplementatIOn

Well coordinated training and IEC efforts can Increase
demand, caregiver satisfaction, and enhance health pro­
moting behaviours In the home as well as In health facIlities

GUIdefor the IntroductIOn ofIntegrated Management ofChIldhood Rlness 7



Chapter 2 - Decide andPlan to Introduce IMCI

Severe Infrastructure problems-for example, nonfunctIonal
drug systems-may be Important constraints

LImited access to and use of health facilities may limit the
benefits of IMCI training of health facility staff, analyzing
the reasons for low access and making the new service
known In the community can Improve effective Implementa­
tion

32 Make a decIsIon Decide whether to Introduce IMCI based on a diScussIon of
key Influenclng factors

If all the condItions are met (for example, yes to all
the questions In section 3 1, pages 6-7), the time IS
sUitable for introduction of IMCI

If only some condItions are met (no to questions In
section 3 1), It may not be the nght time to Introduce
IMCI Other activities may be of higher pnonty

Once a decIsion has been made, the next step IS to develop
a preparatory plan to address the major Implementation
Issues descnbed In this gUide

4. Plan next steps
and take actwn

41 Plan preparatory
steps

Review the flow chart In Figure 1-1 and browse through the
rest of the gUide Review the tasks Involved In addreSSing
each Issue and the steps In the adaptatIon process (Annex
1 6 and 6) Reach agreement on the next steps to take,
assIgn responsibilities for actions, and choose a date to
complete the actions

The development of a plan for the preparatIon phase should
Include actions to address the major Implementation Issues
The Initial plan might be preliminary, revised as the result of
review activities and as Issues are dealt with In the devel­
opment of a preparatory plan to Introduce IMCI, the follow­
Ing planning check list will be useful The gUide and tools
developed by WHO/UNICEF will be helpful In planning and
completing the steps

8 GUIdefor the IntroductIon ofIntegrated Management ofChIldhood Illness



Chapter 2 - Decide and Plan to Introduce IMCI

CHECK LIST OF POSSffiLE PREPARATORY TASKS

Tasks

o Provide mformatlon

o Gather documentation

o Conduct mformal dIScussions

o Organize an orientation forum

o Identify particIpants

o Prepare agenda

o Conduct Orientation

o Prepare for assessment

o Select assessment team

o Decide on Issues

o RevIew protocol and data sources

o Select documents for assessment

o Identify key mformants

o Determme needs for health faCility VISitS

o Select site for VISitS

o Tram the assessment team

o Cond uct the assessment

o Review documents

o Interview key mformants

o VISit health facIlities

Issue Organization & Management

o Select IMCI coordmatlon team

o Decide how to coordmate and manage IMCI

Where In the gUide?

Chapter 2

Chapter 2

Chapter 3

Chapter 3

Chapter 4

Guufefor the IntroductIOn ofIntegrated Management ofChildhood Illness 9



Chapter 2 - Decide and Plan to Introduce IMCI

Issue Trammg Chapter 5*

0 Develop a tramlng preparation plan with all the adaptation steps

0 Review of case management policies and condi-
tions to be rncluded rn course

0 Development of new poliCies and gUidelines

0 Health facIlity VISits

0 Nutntlon consultation

0 adaptation of feeding advise

0 Agreement and finalization of case management
gUidelines and system of patient records

0 Incorporation of new gUidelmes Into charts, modules
other eXisting Job aids etc

0 Translation

0 Layout and pnntlng

0 First course

0 Selection of Participants

0 Identification of Training sites

0 Selection of FacIlitators

0 Scheduling of course

0 Develop a training Implementation plan Chapter 5

0 Select target groups

0 Set training targets

0 Review training course

Issue Policy Chapter 6

0 Identify policy Issues

0 Plan followup actions

* See also WHO Adaptation gUide outline (Annex 6)

10 GUldefor the IntroductIOn ofIntegrated Management ofChildhood IUness



Chapter 2 - Decide and Plan to Introduce IMCI

Issue Drugs Chapter 7

0 Assess IMCI drug availability

0 Review eXisting drug gUidelines and lists

0 Plan followup actions

Issue CommUnication Chapter 8

0 Decide how to coordinate IEC activities

0 Review current IEC resources and activIties

0 Develop strategies and plan activities

0 Identify behaviors, audiences, strategies

0 Plan formative research

0 Decide on IEC strategies and messages

0 Develop materials production plan

0 Plan to Improve and malntam health worker com-
mUnication skills

Issue MOnltormg & EvaluatIOn Chapter 9

GUldefor the Introduction ofIntegrated Management ofChIldhood Illness 11
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This chapter describes how to assess the eXisting situation
for treating sick children The purpose of the rapid assess­
ment IS to collect the information needed to make decIsions
or recommendations for coordinating and managing inte­
grated management of childhood Illness (lMCI), planning
training, setting poliCies, Identify commUnication messages
and their channels, and ensuring drug availability

Information about the current situation and the country
context IS needed to prepare for effective Implementation of
IMCI actiVities For example, planning requires knowledge
of eXisting poliCies, available resources, lOgiStiCS con­
straints, current and planned training actiVities, epidemiO­
logical data, and case management practices Managers at
diStriCt, regional, and national levels and health workers In
health facilities can help proVide the needed information,
other information IS available from records and reports

The assessment IS an Integral part of the preparatory
process for IMCI A list of questions are found at the end
of this chapter on pages 10-15 Each Item proVides infor­
mation for a step In the deCISion-making process (chapters
4-8) Sample protocols for key Informant interviews and
health facility VISitS are presented In Annex 3 These will
proVide answers to the questions listed The pages are
color-coded for easy reference, and the same numbers
are used In the sample protocol and the list of questions
These numbers are also given In the deCISion-making
process [In brackets] to make the data easier to use

Suggested review methods Include

Desk reView-reView of household and health
facility surveys or rapid Integrated health facility
assessment, reports on mOnitoring and supervisory
VISits, planning documents, and other reports and
records of the ministry of health (MOH)

PURPOSE

RATIONALE

ASSESSMENT

METHODS
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Key mformant mtervlews-structured interviews
with managers within and outside the MOH at na­
tional, regional, and district levels

VISitS to health facIlities-structured interviews and
observations of facility management and case man­
agement services

REVIEW TASKS Table 3-1 presents a summary of the assessment tasks

Table 3-1 Summary of Assessment Tasks

1 Prepare for the assessment
1.1 Select assessment team
1.2 DeCide on Issues
1.3 Review protocols and data sources
1.4 Select documents for assessment
1.5 Identify key Informants
1.6 Determine needs for health facility VISltS*
1.7 Select sites for VISltS*
18 Prepare schedule and lOgiStiCS
19 Train the assessment team

2. Conduct the assessment
21 Review documents
22 Interview key Informants
23 VISit health faci htles

3. Compile and summarize data
31 Compile and summanze data
32 Plan the next step

*see also RapId Integrated Health Facility Assessment (The
BASICS ProJectiUSAID)

Analyses of the data are descn bed In chapters 4-8
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Chapter 3 -IMCIAssessment

Preparation for the assessment should be initiated at least
a month before the actual review

Select a team of managers from dlstnct, regional, and
national levels of the ministry of health to participate In the
assessment-If possible, the decIsion makers who will be
actively Involved In the analysIs, planning, and preparations
for IMCI Include potential partners (for example, interna­
tional agencies and representatives of the pnvate sector)

Agree on the Issues to be addressed A comprehensive
review addresses the Issues presented In the gUlde­
coordinatIOn and management, training, policy, drug avail­
abIlity, and commUnication If necessary, divide the as­
sessment team Into sub-groups to address one or more
Issues

Review the list of questIons at the end of this chapter
(pages 10-15) and adapt the selected sample protocols
(Annex 3) Decide whether to do pretesting For easy
reference, numbers In the protocols correspond to sections
and paragraphs In the gUide Additional country-specific
questions and Issues may be Included Identify relevant
sources of data within the country Many different
sources of mformatlon provIde the data to answer
questions m the sample protocols If the mformatlon IS
avaIlable in program documents, reports, and records,
consider conductmg a desk revIew only However,
mtervlews with key mformants and VISits to health
facIlities Will help to obtam mformatlon from additional
sources and involve managers and health professIon­
als m the process

Identify and collect documents that are needed for the
assessment Among the documents to consider are

planning documents-for example, plans of actions
of disease-specific programs,

health services statistics and reports on health facili­
ties, staffing, and training,

1.

1 1

12

13

14

Preparefor the
assessment

Select reVIew
team

DeCIde on Issues

Review protocols
and data sources

Select documents
for reVIew
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health faCility and household surveys on childhood
morbidity, mortality, treatment rates, and case man­
agement practices,

focused ethnographic surveys and other studies
related to childhood morbidity and mortality,

treatment and drug policy gUidelines,

evaluations, and

consultant reports on IMCI-related tOPiCS

To collect these documents, contact program managers In
the ministry of health and other organizations Involved In
support to health services delivery and evaluation

If available data are extensive, further investigation-for
example, key Informant interviews and health faCility VIS­
Its-may be unnecessary

15

16

Identify key
mformants

Determme needs
for health facIlity
VISitS

Select indiViduals to be key Informants for interviews at
national, regional, and district levels Among the persons to
conSider are

program managers from disease-speCific programs
at national, regional, and district levels,

other managers In charge of training, health ser­
Vices, pharmaceuticals, and drug policy

experts on clinical case management, clinical train­
Ing, drug policy and management, manpower devel­
opment, commUniCatIOn, and health educatIon and
nutrition,

health professionals,

medical professional aSSOCiations, and

representatives of NGOs, PVOs, and international
agencies

DeCide whether to Include health faCIlity VISitS as part of the
assessment If data are available from health faCility sur­
veys or supervisory VISitS, there may be no need for VISitS
to health facilities If VISitS to health facilities are made,
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rapid assessment of a few selected facilities usmg struc­
tured Intervlew and observation protocols IS proposed
(Annex 3) A rapid mtegrated health facility assessment
can be carned out as descnbed m the gUldelmes prepared
by The BASICS Project Reasons for mciudIng VISits to
health facilities to conduct rapid assessment might Include

to Involve and interview selected health workers and
thel r supervisors,

to VISit health facilities In the dlstnct where IMCI
training IS likely to start to assess faCIlity functions
and tral nmg Sites, and

to get firsthand ImpreSSions of case management
practices

The Rapid Integrated Health FaCilIty Assessment protocols
will help

to determine current knowledge and practices,
barners to effective case management practices,
and the adequacy of training and supervision of
health care workers

VISitS can focus on a region or dlstnct where IMCI may be
Initiated-for example, In an area that has high childhood
mortality, an Interested donor to support activities, and the
advantage of regular availability of drugs Sites to VISit
Include training facilities and central and regional medical
stores In selecting regions, diStriCtS, and faCIlIties to VISit,
a statistically representative sample IS not necessary

If a Rapid Integrated Health FaCIlity Assessment IS planned,
see BASICS gUidelines for how to prepare and conduct the
assessment

A time schedule for the assessment IS proposed below,
adapt It to fit the country context Add time to summarIze
the findings and ImpreSSions, If necessary

17

18

Select sItes for
VISItS

Prepare schedule
and logIstIcs
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Logistical arrangements have to be made In advance and
will depend on the number of assessment subgroups and
site selection

Table 3-2 Sample TIme Schedule

Day ActiVity Location

1-2 RevIew of documents Central

Interviews at national level

3-6 Health faCility VISits (3-6) Dlstnct!
Interviews at dlstnct level regIOn
Interviews at regional level

7 Continued review of documents Central
Interviews at national level

8-10 CompilatIon
Summary and report wntlng

Note If health facility VISitS are not Included, the assessment
can be completed In a week This sample time schedule does
not mclude a Rapid Integrated Health Facility Assessment as
described by The BASICS Project

19 Tram the review
team

To ensure that the team has a common understanding of
the purposes of the questions, and that they ask the ques­
tions In the same way, go through all the questions In the
protocols together Make sure all team members under­
stand thel r roles and are adequately prepared for the tasks
to be undertaken Team members who will be observing
health care workers will require special training

2. Conduct the
revIew

21 Review documents Collect information from available planning documents,
records, and reports and complete the selected protocols
Use health faCility and household case management sur­
veys to assess the current status and coverage of case
management practices If available information IS exten­
Sive, for example, on key indicators and gaps In program
Implementation, further investigation may be unnecessary
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Interview key Informants to collect informatIon on organiza­
tion and management, training, poliCies, and drug availabil­
Ity DIVide the team Into subgroups to enable them to focus
on one Issue and/or one geographical area

VISit selected health faCIlities to collect information from
health workers about facIlity functions and to observe case
management performance

Plan the VISitS to health faCIlities In each dlstnct or region
for consecutive days Three subgroups VISiting two faCi 11­
ties a day over a three-day penod can complete 18 faCIlity
VISitS and 18-36 interviews (See BASICS gUidelines for
planning of health facility VISitS as part of the Rapid Inte­
grated Health Facility Assessment)

22

23

Interview key
mformants

VISit health
facdloes

3. CompIle and
summarIze
data

Compile assessment findings and summanze results To
faCIlitate analysIs and deCISion making, organize the find­
Ings so they answer questIOns relating to each Issue ac­
cording to the protocols

Prepare a summary report of the main fmdlngs to present
to deCISion makers and to assist In shanng the main find­
Ings at meetings

After completing the assessment, use the information
collected to address key Issues and prepare plans, as
descnbed In chapters 4-8 Depending on the Issues se­
lected for the assessment, each deSignated subgroups can
work on one Issue

Unless there IS already an established coordinating mecha­
nism, start by examining the organization and management
Issue Chapter 4 proVides further gUidance

31

32

Compdeand
summanze data

Plan the next step
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SAMPLE
PROTOCOLS: BRIEF

DESCRIPTION

CoordinatIOn and
management

Training

Polley

Drug aVailability

Sample protocols for each of the Issues-coordination and
management, training, policy, and drug avarlabrllty-are
organized to draw information from a vanety of sources
(Annex 3) Thus, each protocol can be used to collect
information from different Informants or documents, or can
be modified by the review team to use with other sources
Questions are organized to correspond to sections of the
gUide and are Identified In the gUide by numbers In brack­
ets (for example [prot 4 3])

The protocol for key Informant interviews can be used at all
levels (dlstnct, regional, and national) and can be modified
to fit specific country needs

The questionnaire relating to training can be used to gather
information from key Informants, health faCIlity and house­
hold survey data, and other reports The draft protocol
Identified questions that are answered most reliably by
health facrllty or household survey data Because health
faCIlity and household survey data may not be avarlable,
information from supervisory or health facIlity VISitS can be
used

The checklist for revlewmg current policies IS bnef because
policy Issues are addressed In depth In the adaptation
module prepared by WHO Most information can be gath­
ered by contacting different programs or diVISions at the
national level In the ministry of health Information regard­
Ing the status, diSSemination, and Implementation of poli­
cies may require investigation at other levels

The protocol for drug avarlabrllty draws on information from
different sources, including key Informants at all levels,
VISitS to medical stores, pnvate pharmaCIsts, and health
facIlities
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A rapid health faCility survey Instrument has been devel­
oped by USAID/BASICS It IS designed to collect informa­
tion on the quality of case management for common
causes of childhood mortality and information on availability
of drugs, supplies, matenals, and clinic organization ThIs
tool can be used by dlstnct, regional, and central MOH staff
to review and plan for IMCI, including collecting information
useful In addressing the Issues In the gUide

A sample protocol for health faCility VISitS IS Included In this
gUide for

facIlity management-interview and observation,

health worker interview, and

case management observation

Information from health facility VISitS IS useful In completing
protocols on training and drug availability The health
facIlity assessment protocol In the gUide also provides data
on policy, mOnltonng, and commUnications Data obtained
can be useful when information from surveys and supervi­
sory VISitS IS sparse Observation of case management IS
optional

The protocol should be pretested dunng preparation for the
review If observation of case management IS planned,
observers shou Id be trained In IMel by a trainer who has
the appropnate clinical skills

Health facllity
assessment tool

Other health facillty
assessmentprotocols

GUidefor the IntroductIOn ofIntegrated Management ofChildhood Illness 9



Chapter 3 -IMCIAssessment

LIST OF QUESTIONS

Issue CoordInatIOn
and management

QuestIOns for addressmg the Issue of !Mel coordmatlOn and
management

1 2-1 7 What functions are earned out at different levels of
the ministry of health?

1 1 policy
1 2 technical adVice
1 3 coordInation
1 4 planning and Implementation
1 5 supervision
1 6 drug management
1 7 budgeting and financing

1 8 Who are responsible for carrying out these functions
Within the ministry of health? Are others outSide the miniS­
try of health Involved and responsl ble for any of these
functIOns?

1 9 Is there any functioning task force, committee, or
other coordInatIng body concerned With case management
and quality of care of Sick children? Who are Involved
WithIn and outSide the ministry of health? What deCISions
do they make?

1 10 Who at the different levels, If any are responSible for
" plannIng and Implementation of

- maternal child health (MCH) actiVities?
- diarrheal diseases control (CDD)?
- ARI?
- malaria prevention and control?
- nutrition promotion?
- ImmUniZation actiVities (EPI)?
- train Ing actiVities/case management skills train Ing?
- Integrated child health actiVities?
- IEC actiVities?
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1 11 Who currently provides finanCIal resources to
support child health activities? Who may be Interested In
supporting case management of sick children? Is there
any expenence with user-fee Initiatives?

1 12 What does the minIstry of health's organizational
chart look like?

1 13 What staffing changes may happen as a result of
integration? What will be the roles of national managers
In charge of disease-specific programs? Who are most
likely to be In favor of Integrated activities?

1 14 What programs have clearly defined goals and
targets-any experiences that will be useful for Integrated
case management activities?

1 15 Which health Issues currently have high VISibilIty
and high-level political commitment and support? What
factors contnbute to thIS?

QuestIons for the plannIng of trammg

2 1 What does the health facility system look like In the
area (diStriCt, region, or country)? What types of health
faCIlities are considered first-level facilities?

2 2 How many first-level health faCIlIties (by category)
are there In the area (dlstnct/reglon/countryp

2 3 How many health workers assess and treat children
In all the first-reach health faCIlIties In the area?

2 4 What are the tasks of (each category of) health
worker who manages children? Do they assess, treat,
and give adVice or only give adVice and refer?

2 5 What are the current case management skills and
knowledge (of each category) of health proViders? What
are the gaps/weaknesses In the current case manage-

Issue. Training
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ment performance (of each category) of health provlderl

What are the most Important case management defIcIen­
Cies that have been Identlfledl

2 6 What are the language and reading skills of health
workers at fl rst-Ievel health faCilltlesl

2 7 Who supervises case management practices at flrst­
level health facilities (Internal supervision and/or external
VISitS from outsldeF

2 8 Who do most caretakers of sIck children seek treat­
ment from (Include the most common health providers-for
example, public, private, NGOF

2 9 How many health workers at first-level health faCilities,
have, and have not, been trained (clinIcal hands-on practi­
cal training) In the area, In

- ARI case managementl

- diarrhea case managementl

- nutrition counseillngl

- malarta case managementl

- measles case managementl

- Integrated sick child case managementl

- Interpersonal commUnication skllisl

2 10 Who are the most influential health professlonalsl

2 11 What categories of health workers are most likely to
benefit from the current WHO/UNICEF training course on
Integrated case management of childhood Illnesses (with
minor modification If any), conSidering their language and
reading skllisl

2 12 In what population group are most ofthe sick children
foundl Any Identified risk group-for example, urban/rural
or refugee populatlonl
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2 13 What functlonmg trammg sites (for example, diarrhea
tramlng units or DTUs) eXist?

2 14 When are most cases of ARI, diarrhea and malana
available for c1mlcal training? Is there any penod of overlap
In peak seasons?

2 15 How many trained tramers can be made available to
conduct case management (including communrcatlon skills)
training?

2 16 What funds are or can be made available for tramlng
actiVIties? What are potential sources of funding?

2 17 Is any decentralized case management train mg bemg
conducted?

2 18 What expenences m on-the-Job train mg eXist?

2 19 What, If any, trammg of pnvate sector health provId­
ers eXist?

2 20 What has the expenence been m mformmg or onent­
Ing health providers on case management?

221 What are the most common causes of death m chil­
dren?

2 22 What essential drugs are or can be made available to
treat the most common causes of death?

2 23 For what duration of trammg can health workers be
away from work?
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Issues: Policy QuestIOns for addressmg IMCI case management polIcy Issues

What IS the national policy on

3 1 the case management of children with diarrhea (includ­
Ing drugs for dysentery and cholera) In health faCilitIes?

3 2 home case management of diarrhea including recom­
mended home flUids and foods dUring and after diarrhea?

3 3 breastfeedlng?

3 4 home case management of ARI?

3 5 the case management of ARI In health faCilities (lnel ud­
Ing drugs for moderate and severe pneumonia)?

3 6 malaria prevention and case management?

3 7 measles case management2

3 8 nutritional management and adVice of Sick chlldren 2

Vitamin A supplementatlon 2 Growth mOnitoring?

3 9 ImmUniZation?

3 10 drugs (essential drugs) for first-level government and
private sector drug use?

3 11 prescription and use of antibiotiCS by level of care and
category of health workers?

3 12 prescription and use of injections by level of care and
category of health worker?
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For any of the above policies,

What IS the status of each policy

Is It fully endorsed by the ministry of health?

Is It disseminated outSide of the ministry of health? If yes,
how?

Does It cover public and private sectors?

Is It Implemented? How?

QuestIons for the review of IMCI drug availability

4 1 What IMCI drugs and vaccines are available at flrst­
level health facIlities, at central and regional medical stores,
and In private pharmaCIes?

42 What IMCI drugs are out of stock at health faCIlities?

43 What are pOSSIble reasons why some of the IMet
drugs are miSSIng or available at Irregular Intervals In health
facIlitIes?

44 Why are some drugs available In central/medical
stores and not In health facilities?

4 5-46 What IMCI drugs are not Included In major drug
lists, manuals, and gUIdelines, covering public and private
health sectors?

4 7 What standard drug lists and gUidelines are present In
health facilItIes?

48 Do the first-health faCIlitIes keep drug inventories and
records on orders and reordenng?

Issue Drug
avallabllzty
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4 9 If yes to 4 8, what percent of the tIme have IMCI drugs
been out of stock dunng the prevIous year?

4 10 Which of the IMCI drugs are used for other purposes
than management of childhood Illnesses?

4 11 Which health facIlities have some IMCI drugs avail­
able at some time?

Issue
CommunIcatIOn

QuestIOns for addressmg commuDlcation

8 1 What IEC services are currently provided by what
units, to which units, In the MOH?

82 What form of coordination of IEC activities eXists
between disease speCific programmes?

8 3 How can the development of messages and other
communicatIOn actiVities be coordinated between Unlts/
diVIsions?

84 Who are active In health commUnication outSide of the
MOH, and how are they Involved In MOH communication
actiVities?

8 5 Who are Involved In health commUnication at each
level of the health care system?

8 6 What do managers or other staff (at national, regional,
dlstnct levels) responsible for health communication do?
What are the roles and responsibilities of each position?

8 7 Can IMel be assigned as a responSibility for any of
the health communicators listed above (8 5)? What task
can be done by whom at what level?

8 8 How do the health communicators functions at the
national, regional, dlstnct levels-are they able to carry out
their assigned tasks?
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8 9 Does the MOH have the capacity to develop a commu­
nication strategy and plan for IMCI? Do staff have skills In

conducting formative research? Message development and
testing?

8 10 Does the MOH have the capacity to Implement a
commUnication plan for IMCI? Do staff have the capacity to
develop materials, manage commercial resources such as
media and printers? Do they have trainers skilled In inter­
personal commUnication?

8 11 What communication components are missing (ref
8 8-8 10F Can commUnication tasks be carned out else­
where, by outside experts? Would training of staff Im­
prove the capacity?

8 12 Can an lEe mOnitoring and evaluation system be
established and operatlonallzed?

POSSible behavIOrs

8 13 What preventive, care seeking and home case man­
agement behaviors have been found most likely to achieve
and maintain good health In children?

8 14 Which of these behavIOrs will be targeted?

POSSible determmants

8 15 What are people currently dOing In these behavior
areas?

8 16 What are barriers to changing their current behaviors
to the Ideal behaviors?

8 17 What might motivate them to change their behaviors?

POSSible target audiences

8 18 Who are the different target audiences that might
mfluence performance of these behaviors?
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8 19 What resources are available In the
famllY,communlty, or health system that could be employed
to bnng about behavior change?

Developmg lEe strategy and messages

8 20 Which behaviors are most Important to change?

8 21 Which determinants of those behaviors are probably
the most cntlcal?

822 Which determinants are most likely to be amenable to
change?

823 Which strategies would be most likely to bnng about
the desired change with each target audience?

824 Which messages are the most likely to be under­
stood, to motivate people to change, and to lead to mainte­
nance of the new behavior?

8 2S What strategies and messages are being Imple­
mented by other units/programs within the MOH that need
to be Integrated or coordinated?

Improvmg health worker commUDIcatlOn

826 What gaps eXist In the correct performance of the
commUnication of case management? What are the Identi­
fied weaknesses In adVISing caretakers?

8 27 What non-training approaches will most likely Improve
health worker commUnication performance?

828 Where and how can commUnication training, coach­
Ing, superviSIOn, or other non-training methods be inte­
grated or coordinated With training In clinical skills?
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This chapter addresses three management questions
affecting Integrated management of childhood Illness
(IMCI)

What are the functions of managers at national and
regional levels In support of child health services
delivery and quality care?

Who should be actively Involved In IMCI at the na­
tIOnal and regional levels?

How should the IMCI initiative be coordinated and
managed?

To move toward an Integrated approach to the management
of sick children, coordination and management of support
are needed at all levels of the health care system
Changes may require consensus among many decIsion
makers In the Ministry of Health Changes affect the roles
of, and the need for coordination and linkages between
disease-speCific programs In the longterm, It may affect
the organizational structure and functions of health ser­
vices

In most countnes, disease-speCIfic programs are at differ­
ent stages of development, often operating Within maternal
and child health or primary health care diVISions Manag­
ers may be concerned about the roles of eXisting dlsease­
speCIfiC programs In the Implementation of Integrated
actiVities Some degree of integration may eXist at the
dlstnct level and staff may be ready for IMCI training, but a
clearly defined approach IS often needed at the national
level

Where health services are being decentralized, the IMCI
Initiative can proVIde an epidemiologically rational and cost­
effective way to Improve delivery of care Within the frame­
work of such efforts Because organizational structures
differ among countries, natIonal strategies that build on
eXisting expenences, use available expertise, and recog­
nize current functions and responsibilIties Within the miniS­
try of health Will probably be the most effective ones to

PURPOSE

RATIONALE
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APPROACH

Tasks

Implement A coordinating mechanism may be needed,
with clearly defined linkages to programs that already
provide services to mothers and children Some countnes
may choose an Intenm or temporary IMCI coordinating
mechanism until a permanent organizational solution IS
established

The assessment team's interviews with managers at na­
tional, regional, and district levels provide information that IS
useful In addressing coordination and management
(Chapter 3 outlines the assessment process) Numbers In
square brackets-for example [prot 1 1], refer to relevant
sections of the sample protocol on coordination and man­
agement A list of questions IS also found at the end of this
chapter, on pages 12-13

Table 4-1 outlines the tasks for reaching consensus on
coordinatIOn and management

Table 4-1 Tasks to Address Coordination and
Management

1 Define functions
1 1 Assess current functions In the MOH

1.2 Assess future IMel functions

2 Decide whom to Involve
2.1 Identify relevant organizational Units

2.2 Select IMCI coordination team

3 Decide how to coordmate IMCI support

31 Review and discuss examples of organiza-
tional coordination

32 ConSider other factors

4 Take actions to follow up
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The assessment team (or a subgroup of the team) may
assess information on coordination and management and
make recommendations (see Chapter 3) Alternatively, a
unrt with responsibilities for (Integrated) health services
delivery or a high-level decIsion-making body within the
ministry of health may address Issues of coordination and
management

Persons to Include are

representatives of the technrcal and managerial
aspects of IMCI,

representatives from dlstnct and regional levels, and

persons authonzed to make decIsions

Representatives from other Involved mlnlstnes, NGOs, and
donor agencies may participate too, but keep the group
small enough to ensure full participation and effiCiency

DecIsions on coordination and management can be
handled In a two-day meeting, dunng a senes of planning
sessions on a weekly baSIS, or dunng the first preparatory
meeting descnbed In Chapter 2 (page 3)

Start the meeting on coordination and management by
presenting a summary of the findings of the assessment
(see Chapter 3)

Who to Involve

How long does it take?

COORDINATION AND

MANAGEMENT

1 Define
functIOns

ReView the current mlnrstry functions that are related to
IMCI uSing information collected dUring the assessment
Table 4-2 presents a matnx to assist In defining functions at
vanous levels of the health care system

*The numbers In brackets refer to Items In the review list of ques­
tions and In the sample protocols

1 1 Assess current
functions In the
MOB [prot 1 I­
I 7]*
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The following questions may be helpful In gUiding dIscus­
sIOn

Policy Which levels of the health care system are
Involved In setting poliCIes on case management,
drugs, and other tOPICS that affect case management
In health faCIlities [prot 1 1F

Techmcal advIce Which levels of the health care
system make decIsions on technical Issues and
provIde technIcal advice on case management (for
example, case management gUIdelines, training
matenals, courses, and health education messages)
[prot 1 2]2

CoordinatIOn Which levels of the health care
system coordinate activitIes to Improve case man­
agement (for example, training of health workers)
[prot 1 3]2

Planning and Implementation' Which levels of the
health care system prepare work plans for Imple­
mentatIon at the health facIlity level (for example,
work plans for case management training of health
workers) [prot 1 4F

SupervIsIon. WhIch levels of the health care system
supervIse the case management performance In
health facIlities [prot 1 SF
Drug procurement and supply Which levels of
the health care system are Involved In the procure­
ment and dIstribution of drugs and vaccines [prot
1 6P
Budget and financing Which levels of the health
care system receive funds and are responSible for
managing the budgeting and fmanclng of case
management activIties (for example, training) [prot
1 7P
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Table 4-2 Managenal Functions for Case Management
by Levels of the Health Care System

Functions National RegIonal Dlstnct
level level level

Policy

Technical
advice

Coordination

Plannmg and
Implementation

Supervision

Drug procure-
ment and
supply

Budget and
financing

After completing Table 4-2, review the information provided
and assess future functions and responsibilIties for IMCI
activitIes For each task, ask which level of the ministry of
health should carry out the preparation, planning, and
ImplementatIOn of support to dlstnct-levellMCI activities
DIscuss and clarify the roles at different levels

Summanze the future functions of national, regional, and
dlstnct levels for management of IMCI activities

Outcome oftask 1 2 Future responslbliltiesfor the
management ofsupport to fMCf activities are
clarified.

12 Assess future
IMCI functIOns
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2 DecIde whom to
Involve

2 1

22

IdentIfy relevant
orgamzatIonal umts
[prot 1 8-1 10]

Select IMCI
coordmatIOn team

Identify the speCifIC Units or persons within the ministry of
health who carry out the functions listed In Table 4-2 For
each function, Identify others outside the MOH who are
Involved In IMCI functions-for example, other ministrieS,
NGOs, PVOs, or collaborating agencIes

Select the appropnate divIsions or Units to coordinate and
manage support for IMCI Implementation From among the
many Units Involved, select a core management team
(working group or task force members) conslstmg of those
who need to be Involved on a day-to-day basIs Consider
the followmg criteria In selectmg team members

good managenal skills,

experience m Implementmg public health programs,
and

technical skills In ARI, COD, malaria, nutrition,
measles, drug management, tramlng, or communica­
tion

DIscuss and decide how to keep those who are not part of
the core management team mformed and Involved

Outcome oftask 2 2 Managers who willform the
core management team supportmg fMCf are
selected.

3 DecIde how to
coordInate
IMel support

[prot 1 9-1 12]

31 Review and
discuss examples
oforgamzatIonal
coordmatIon

The selected IMCI coordinatIOn team may Involve persons
In different Units that do not routinely coordinate their
activities ThiS section outlmes several examples of organi­
zational coordination Use the examples to assist m review­
Ing the eXisting country context and select the most SUitable
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arrangement The following examples are neither mutually
exclusive nor exhaustive Each country needs to develop
ItS own approach to coordinating support for IMCI

Example 1 An IMel task force

The first example IS to form an IMCI task force, committee,
or working group, bringing together the relevant depart­
ments to work at the national level The task force desig­
nates responsibilities and mayor may not have a full-time
coordinator To manage activIties at the district level, a
Similar task force may have to be established at district
and/or regIonal levels

An IMCI task force may be useful and feasible when one or
more of the following conditIons apply

There IS hIgh-level commitment to IMCI

The programs Involved are In different departments

EXisting programs cannot be merged Into one inte­
grated program

Disease-specific programs are In early stages of
development and need to remain separate programs
at the national level

Example 2 A case management umt

The second example IS to form an IMCI case management
Unit managed Within the maternal and child health (MCH) or
primary health care (PHC) diVISions of the ministry of
health The Unit might be managed as a project EXisting
programs either take on an expanded coordinating role or
they are merged Into a new Integrated Unit

The IMCI unit may have a full-time manager and obJectIves,
strategies, targets, and plans of action Sl mllar to those of a
comprehensIve program A mechanism for allocation of
funds eXists and some funds may be channeled directly to
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district-level activities The IMCI unit coordinates with other
divIsions (for example, malaria and pharmaceuticals) to set
policies and plan activities If the Unit IS a project, It may
have a limited time span (for example, two to three years)

An IMCI Unit may be useful and feasible when one or more
of the following conditions apply

Case management programs (for example, COD and
ARI) are already In one divIsion and can merge or
coordinate their activities easily

A strong MCH or PHC divIsion eXists, with COD and/
or ARI programs that can effectively manage a
PriOrity public health initiative and collaborate with
other divIsions

The CDO and ARI programs are In the same stages
of development and coordination, or integration Into
one case management program would be effiCient
and effective

Example 3 A national IMCI program

The third organizational example IS a national IMel program
coordinated at the national level and supporting Implemen­
tatIOn at all levels The national program has all the ele­
ments of a comprehensive publiC health program (stated
obJectives, strategies, specified targets, and activities) It
may have ItS own funding, which may be allocated directly
to national and district levels A national manager coordi­
nates activities A national program encompasses, and
may replace, disease-specific case management pro­
grams

A national IMCI program may be useful and feasible when
one or more of the following conditions apply

There IS high-level commitment to child survival
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EXisting disease-specific programs can merge easily
Into a new Integrated program, or no disease-spe­
cIfiC programs eXist

Most disease-specific programs are located In the
same unrt In the mlnrstry of health

Staff have expenence In managing child survival
program activities

Example 4 IMel activities at dIstract level

The fourth example IS to Introduce IMCI as an activity or a
set of activities at dlstnct level

IMet activities may be an option when one or more of the
follOWing condItIOns apply

There are no functional disease-speCific programs,
but the need for Integrated activities at the regIonal
or dlstnct level has been Identified and planned at
that level

Public health interventions are planned and managed
at the dlstnct level With little or no national level sup­
port

No one IS designated to coordinate child survival
programs at the national level

Child survival actIvities are carned out on an ad hoc
basIs, sometl mes by NGOs or other organrzatlons In
the pnvate sector

There IS a need to Introduce IMet as a pilot project
(or operations research project) In a dlstnct to pro­
Vide lessons learned pnor to deCiding on IMet as a
national pnonty
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32 Consider other
factors [prot 1 11,
1 13-1 15]

After reviewing the various possible examples of organiza­
tional coordination, consider other relevant factors

Funding [prot 1 11]

IMel activities require funding (often external) In the
early stages of development Which arrangement
will most likely mobilize funds or shift resources for
the Implementation of planned activities?

Goals and targets [prot 1 13]

Which arrangement will be able to establish recog­
nized goals and targets and achieve them?

Effectiveness [prot 1 14]

Which arrangement will be the most effective In

reaching consensus and getting things done?

High VISibility [prot 1 15]

Which arrangement IS most likely to achieve high
VISibility and high-level political commitment and
support?

DeCide (or recommend) a way to coordinate and manage
support for IMCI activities Summarize the decIsion In a
proposal to be submitted for high-level endorsement

Outcome oftask 32 A deCISion IS made on how to
orgamze fMCf and whom to actively Involve In Its
management
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Possible actions to follow up on the decIsions regardrng
coordrnatlOn and management are listed below

Establish the coordrnatrng mechanism to support the
plannrng and Implementation of IMCI activIties
Assign responsibilities and tasks

Prepare a plan of action and budget (and brIefrng)
for potentIal donors (see Chapter 5 on trarnrng)

Organize a policy meetrng (see Chapter 6 on
policy)

Advocate and coordrnate with others-for example,
by brIefing relevant staff, conductrng a child survIval
semrnar, organlzrng regular meetings to keep all
rnterested partIes Informed, and Involvrng the medi­
cal profeSSIOnal aSSOCiatIOns

4. Take actIOns to
follow up
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LIST OF QUESTIONS

QuestIons for addressmg the ISsue of IMel coordmatlOn and
management

1 2-1 7 What functions are carned out at different levels of
the ministry of health?

1 1 poliCY?
1 2 technical advice?
1 3 coordination?
1 4 planning and Implementation?
1 5 supervision?
1 6 drug management?
1 7 budgeting and financing?

1 8 Who IS responsible for carrying out these functions
within the ministry of health? Are others outSide the miniS­
try of health Involved and responsible for any of these
functIons?

1 9 Is there any functioning task force, committee, or
other coordinating body concerned with case management
and quality of care of sick children? Who IS Involved within
and outSide the ministry of health? What deCiSions do they
make?

1 10 Who, If anyone, at the different levels IS responsible
for planning and Implementation of

- maternal child health (MCH) actiVities?
- diarrheal diseases control (CDD)?
- ARI?
- malaria prevention and control?
- nutrition promotion?
- ImmUniZation actiVities (EPI)?
- training actlvltles/case management skIlls training?
- Integrated child health actIVities?
- commUnication actiVities?

Issue CoordinatIOn
and management
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1 11 Who currently provides financial resources to
support child health actlvltlesl Who may be Interested In
supporting case management of sick chlldren l Is there
any experience with user-fee Jnltlatlvesl

1 12 What does the organIzational chart of the ministry
of health look Ilkel

1 13 What programs have clearly defined goals and
targets-any experiences that wIll be useful for Integrated
case management actlvltlesl

1 14 What changes In staffing may happen as a result
of Integratlonl What will be the roles of national manag­
ers In charge of disease-specific programsl Who IS

most likely to be In favor of Integrated actlvltlesl

1 15 Which health Issues currently have high VISibility
and high-level political commitment and supportl Whyl
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This chapter addresses three major questions

Chapter 5 - Issue: Training

PURPOSE

Who needs training In case management of Sick
children;?

How can training coverage be Increased?

What case management skIlls are needed;?

The answers to these questions form the baSIS for a com­
prehenSive training strategy and plan

This gUide suggests steps to develop a training plan that
considers both the preparatory phase and the broader
Issues of the Implementation phase

In Integrated management of childhood Illness (lMel), only
hands-on, practical training, including communrcatlon
skills, IS defined as training Training can be given through
formal courses and on-the Job-training Seminars and
lectures Without practice are referred to as Orientation

IntrodUCing IMCI at home and In health facilities can re­
duce the mortality of Sick children Although a number of
changes are needed to shift from a disease-specific to an
Integrated approach at district level, one of the most Critical
components IS the training of health workers In Integrated
case management

In most countries, training actiVities are ongoing, In particu­
lar those training actiVities organrzed by disease-speCific
programs Trainers and facilities for hands-on practical
training may be available EXisting training plans can be
reVised to Include IMCI training Retraining available train­
ers, upgrading faCilities, and revIsing plans may be the
most efficient way to Introduce IMCI training

WHO and UNICEF have developed treatment charts and an
11-day training course for health workers at first-level
faCIlities The course and a draft adaptation module are
available

RATIONALE
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APPROACH

Tasks

Whom to Involve

Developing a comprehensive training plan for health work­
ers at first-level health faCilities (for example, dlstnct health
centers or hospitals) Involves selecting target groups,
assessing and deciding how to Increase training coverage,
and making operational decIsions on the training course
Table 5-1 outlines the tasks

Table 5-1 Tasks In Developing a Training Plan

1 Select target groups

1.1 Identify target groups

1.2 Estimate training denominators

1 3 Decide pnonty target groups and selection
cntena

2 Assess training coverage and set targets

21 Assess training coverage and targets

22 Decide how to Increase coverage and revise
targets

3 Review training course

31 Assess case manarement needs and health
worker's skills leve

32 Review training matenals

4 Prepare a training plan

Information and data gathered In the assessment section
are used to complete the tasks Numbers In square brack­
ets (for example, [prot 2 1]) refer to the list of questions
and to relevant sections of the sample protocols

The IMCI team can plan training as part of their work In

coordinating and managing support for IMCI activities at
the dlstnct level (see Chapter 4 on coordination and man­
agement)
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Alternatively, the task can be assigned to a team of manag­
ers and trainers representing the dlstnct, regional, and
natIonal levels A team of eight to 10 persons IS optimal
One member of the team should serve as a facIlitator to
ensure that the team IS Informed about IMCI and the IMCI
training course developed by WHO and UNICEF The
faCilitator can also gUide the group through the planning
tasks

A preparatory traIning plan can be developed at the very
begInning of the process to Introduce IMCI (see Chapter 2,
page 8), followed by a more comprehensive plan as a
result of the initial exploratory phase Alternatively, a train­
Ing plan can be drafted that IS reViewed and revised after
the In Itlal preparatory phase, as expenences of introducing
IMCI IS gained

AnalysIs of relevant data and preparation of a training plan
require three to four days

When to plan
training?

How long does It
take?

DEVELOPING A

TRAINING PLAN

Developing a traIning plan Involves selecting target groups,
assessIng and planning ways to Increase trainIng cover­
age, and deCiding on trainIng courses or matenals ThiS
section discusses each task At the end of the chapter are
two worksheets

The selection of target groups Involves IdentifyIng whom to
train and estimating how many people are In each group
To gUide the process, thiS section IS organized around a
senes of questions

1 Select target
groups
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1 1 Identify target
groups for tralDlDg
[prot 2 1-28]*

QuestIOn What facilItIes provIdefirst-level health care servIces for
SIck chIldren?

Draw an organogram of the health care system on a flip
chart [prot 2 1] This will help to Identify target groups for
case management training The organogram shows the
different health facilities at different levels of the health care
system There may be more than one system of health
faCIlIties operating under different mlnlstnes or divISions
The organogram may cover only the publIc health care
system, or It may also show pnvate health faCilIties Note
any missing data on health faCilities (to be added later)
Define first-level health faCilIties

QuestIOn Who manages SIck chIldren atfirst-level health facilItIes?

Identify the key categones of health workers who manage
(assess, treat, advise, refer) Sick children at first-level
faCilIties [prot 2 2] (If Job descnptlons eXist, refer to
them) Wnte the categones In the organogram

QuestIOn How many health care provIders manage SIck chIldren at
first-level healthfacliltles?

In some settings It will be possible to determine the actual
number of proViders In all local areas [prot 2 3] In other
settings, use the organogram to estimate the minimal num­
ber of proViders

If there are no records of the exact number of proViders,
estimate the number offlrst-Ievel health faCilIties on the
organogram and the number of health workers treating Sick
children at each faCIlity Plan to train at least two proViders
at each faCility that has two or more health care proViders

On the organogram, wnte the actual or estimated numbers
of health proViders who treat Sick children at first-level
health faCIlities

*The numbers In brackets refer to Items In the review list of ques­
tions and In the sample protocols

4 GUidefor the IntroductIOn ofIntegrated Management ofChildhood Illness



Chapter 5 - Issue: Training

QuestIOn What are the tasks, responslbilltles, and skill levels ofthe
health care providers managmg sick chl1dren atfirst-level facilltles?

DISCUSS the tasks of health care providers [prot 2 4] If
possible, refer to their Job descnptlons Consider whether
their tasks Include all aspects of case management (as­
sessment, treatment, adVice), prescnptlon dispensing only,
or adVice and referral only For example, In some settings
the health workers who assess cases are not allowed to
treat them (for example, by prescnblng drugs) IMel tasks
may be divided among available health workers An assIs­
tant weighs and records children on arnval, a doctor exam­
Ines and prescnbes, and a nurse explams and counsels

Assess current knowledge and skills based on available
health facility survey data, supervlsory/monltonng reports,
and/or ImpreSSions of health workers' performance based
on VISitS to selected facilities [prot 2 5] If no case man­
agement skills tramlng has been conducted, or there IS a
high turnover rate of trained health workers, case manage­
ment skills are probably needed

Assess the language and readmg skills of health workers at
fl rst-Ievel health facilities [prot 2 6]

Define the tasks, responsibilities, and skill levels of the
vanous health care providers Summanze the major case
management deficiencies and gaps (ThiS mformatlon will
be useful at a later stage In the planning of tralnmg )

QuestIOn Who supervises case managementpractices m first-level
healthfacilltles?

Identify who supervises the health workers who manage
cases [prot 2 7] In planning, Include these supervisors In
the same tramlng With health workers who manage cases, If
appropnate

QuestIOn Who are other Important providers ofhealth care to Sick
children (mslde or outside the publlc health system) [prot 2 8J?

If data suggest that at least 30 percent of Sick children are
seen by proViders outside the public health system, list
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these health workers and estimate their numbers Profes­
sional associations may be a source of information on
pharmaCists and private practitioners

Outcome oftask 11 An organogram shows all the
health provzders who manage szck chzldren atfirst­
level health faczlztzes In the publzc health care system,
their numbers and responszbzlztzes Other provzders
In the przvate sector also are zdentified. The tasks
and current skzlls ofhealth care provzders are
descrzbed brzefly

12 Estimate tralDlDg
denommators

Worksheet 5-1 (page 21) provides a format for estimating
how many of the health providers who manage sick chil­
dren, need training ThiS IS called the training denominator
In the first column of the worksheet, write the categories of
staff with responsibilities for case management at first-level
health faCilities (The information was written on the
organogram dUring Identification of target groups) Include
all the Identified categories of providers

In the second column, write estimates of the numbers of
each category These are training denominators that will
be used to estimate the training targets, the proportion of
health workers needing training who can actually be
trained

In the third column, for each category, write the total num­
ber of persons already trained In some aspects of case
management of sick children [prot 2 9] It may be useful
to divide the column Into subcategOries (for example, ARI,
CDD, malaria, IMCI) to proVide an overview of prevIous
experiences In clinical skills training If there are any health
workers trained In Integrated clinical skills training, de­
SCribe the content and methodology to compare It With the
new WHO/UNICEF IMel training course

In the fourth column, calculate the number of health work­
ers who have not been trained In IMCI (column 2 minus
column 3)
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This provides an overview of currently trained and un­
trained health workers Note that even If health workers
have been trained In disease-specific case management,
Integrated case management training provides new clinical
skills on how to assess, c1assrfy, treat and advise

Outcome oftask 1 2 Target groups and trammg
denommators are clarified.

The number of health workers who need to be trained
(column four) may be very large Options to conSider are
ordenng pnontles, phasing of actiVities over time, and
focusing geographically

QuestIOn Who are prIOrity target groupsfor trammg?

Review the information on Worksheet 5-1 In establishing
pnontles, conSider the follOWing questions

Who treats most cases [prot 2 8F

Who are the most influential proViders of care
[prot 2 10F

Who are first-level care proViders [prot 24]2

For which health workers can appropriate training
matenals be made available for timely Implementa­
tion [prot 2 11F
Who serves the patient population In greatest need
[prot 2 12F

QuestIOn What selectIOn CriterIa WIll be used?

List Important cnterla to be used In selecting trainees and
trainers

For trainees, conSider the follOWing criteria

Worker IS directly responsible for case management
or supervision of case management

13 DeCIde pnonty
target groups and
selectIOn crIteria
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Worker will practice case management after train­
Ing

Worker has no prior training In case management

For trainers, consider the following criteria

Worker IS available full-time throughout training

Worker IS available for follow-up after training

Worker IS convinced of and committed to correct
case management

Worker IS confident In hands-on case management
and training

Worker IS enthusiastic about the tOPiCS

Worker IS a good communicator

Outcome oftask 1 3 PrzOTlty target groups and selectIOn
crzterla are Identified.

2.

21

Assess traInIng
coverage

Assess trammg
coverage and
targets [prot 2 13­
2 16]

Although many health workers need training, only a few
can receive quality case management training In a short
period of time Increasing training coverage Involves
reviewing training targets and exploring strategies to in­
crease training coverage

USing Worksheet 5-1 (page 21, remaining columns), make
a preliminary assessment of how many health workers can
be trained per year [prot 2 13-2 16] and estimate the
training targets First determine the optimal number of
partiCipants per course The number will depend on the
estimated caseload, and It IS usually not more than 15-20
partiCipants per course Then determine the average
number of courses that are feaSible per year, taking Into
account

availability of functioning training sites [prot 2 13],

the season for case management train Ing (when
there will be sufficient cases of ARt, malaria, and/or
diarrhea [prot 2 14],
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the availability of trained trainers [prot 2 15] and the
ratio of trainers to trainees, and

availability offunds [prot 2 16]

In column five, estimate the total number of participants to
be trained annually by multiplying the number of particI­
pants per course by the number of courses per year

In column SIX, estimate the annual training target for each
category of trainers by dividing the total number of particI­
pants to be trained (from column five) by the number need­
Ing training (from column four)

In column seven, Identify whom will be responSible for
organizing the training courses and whom to Involve In
collaboration Consider collaboration with non-governmen­
tal organizations (NGOs), profeSSional associations, pnvate
sector institutions, universities, and other health worker
training schools

Preliminary estimates developed In the preceding section
may indicate a need to accelerate training and Increase
coverage DeCISions on how to Increase training coverage
have major Implications In planning for manpower, maten­
als, scheduling, and budget ThiS section assists In making
these decIsions by presenting a number of advantages and
disadvantages for each training strategy

USing information gathered In the review [prot 2 17-2 22]
and the information on Worksheet 5-1 (page 21), discuss
the vanous options for increasing training coverage and
decIde whether to Include any of them In the training plan

DecentralIZed trammg courses [prot 2 17]

Advantages

Training can be conducted In small hospitals without
speCially eqUIpped training sites

Training can be planned and Implemented by re­
gional/district team

22 Decide bow to
Increase traInlDg
coverage and revise
targets [prot 2 17­
222]
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Training can be adapted to meet local needs

Decentralized training may reduce travel and per
diem costs for participants

DIsadvantages

Smaller faCilities may have fewer cases with the
signs and symptoms needed for hands-on practice

Quality may be affected by the availability of fewer
experienced tral ners

Training materials, equipment, and supplies may not
be readily available

On-the-Job trammg [prot 2 18]

Health workers can be trained at their own facIlities dUring
the regular work day For example, trainers or co-workers
may work with health workers as part of a follow-up to
formal training to reinforce skills or as part of supervision
or monitoring Distance learning training courses provide
another type of on-the-Job training Each type of training
deserves consideration as a way to Increase training cov­
erage and Improve performance On-the-Job training may
require modification of training materials and methods and
field testing and evaluation to assess feasibility and effec­
tiveness

Advantages

On-the Job training can be focused on observed
individual needs

Individualized training and feedback are possible

Problems specific to the workplace can be Identified
and solved

Workers remain on the Job

On-the-Job training can occur when there IS a Sick
child available for Immediate practice
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Disadvantages

On-the-Job training requires a trained co-worker,
tutor, supervisor, or coach to provide feedback

Hands-on supervised practIce may be limited, affect­
Ing the quality of training

Preservlce trammg

In the long run, Improving basIc training for medical stu­
dents and nurses IS the most effective way to ensure that all
health workers have the skills to assess and treat sick
children and advise caretakers Activities to Improve basIc
train Ing merrt consideration

Advantages

Preservlce training establishes correct case man­
agement from the beginning of health workers'
training

Preservlce training Involves specialists and the
medical establishment, both are Important for peer
Infl uences and program support

Establishing correct practIces In training institutions
can provide a model for health professionals

By institutionalizing Improved case management,
preservlce training may be more likely to achieve
sustained change than on-the-Job training

Disadvantages

Changing the CUrrIcula of medical and nursing
schools requIres conSiderable resources

Many steps are Involved, including policy making,
materrals development, and working with deans

The effects on child survival may be delayed for
several years

Medical CUrrIcula may not be a responsibility of the
ministry of health

GUldefor the IntroductIOn ofIntegrated Management ofChzldhood Illness 11
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Private sector trammg [prot 2 19]

Pnvate sector providers may be difficult to reach How­
ever, many pnvate practItioners belong to professional
aSsociations that may be Interested In collaborating with the
ministry and international agencIes Many pnvate practitio­
ners are employed In both public and pnvate sectors

Advantages

Pnvate sector providers may have credibility and
Influence In the community

Pnvate sector providers often see children first,
before help IS sought at public faCilities

DIsadvantages

Pnvate providers may not want to leave their prac­
tices to attend training

Performance after training may be difficult to
assess

Many pnvate proViders depend on drug prescnptlons
for thel r Income

Pnvate proViders may not treat the children who are
most In need

Information and orientatIOn [prot 2 20]

When formal training and other options to Increase cover­
age have been conSidered, there may stili be large num­
bers of health proViders who are unable to attend any
training actiVities over the next few years ProViding them
With information or onentatlOn on the management of Sick
children IS Important Onentatlon actiVities are less effec­
tive than training In changing practices and influencing
quality of care They require time and personnel Thus the
cost should be weighed against the outcome Information
Imparted through face-to-face commUnications IS usually
more effective than wntten Information
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Advantages

Seminars and other forms of Orientation can reach
large audiences

Orientations can Influence knowledge and attitudes

Seminars can be relatIvely easy to plan and Imple­
ment, and can be presented th roughout the year

Seminars and Orientations can reinforce training
activitIes

DIsadvantages

Information without practice IS not likely to change
behavIors

Seminars do not provide hands-on practIce

Seminars and Orientations may divert scarce re­
sources from more effective kinds of training

After considering all options, summarize the decIsions on
ways to Increase training coverage Assess whether the
targets on Worksheet 5-1 (page 21) can be Increased
Revise the targets and enter them on the worksheet

Common causes of death among chrldren In most develop­
Ing countnes are acute respiratory infections, diarrhea,
measles, malaria, malnutrition, and related complications
Often, these diseases are missed or assessed Incorrectly
WHO and UNICEF have prepared a course to assist In
training health workers at first-level health facrlltles In inte­
grated case management The course IS accompanied by
an adaptation gUide The Integrated course proVIdes skills
that most health workers need For the training to have a
positive effect on quality of care, health workers also need
essential drugs Thus, In planning and Implementing the
IMCI training course, the availability of drugs and other
factors must be conSIdered

ThiS section proVides gUidance In Identifying training weak­
nesses and gaps It IS not Intended to make major changes
In the core content of the Integrated training course pre­
pared by WHO and UNICEF, but rather to deCide on skIlls

3 Review
tralnmg course
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to emphasize In training and to make other country-speCific
recommendations for preparation, modification, and adap­
tation of the course The process can help to confirm the
relevance and appropriateness of the WHO/UNICEF
course In addressing country-specifIC needs, and help
gain local ownership of the training course The subse­
quent adaptation process will further these goals

Note The WHO/UNICEF IMCI trammg course does not
present disease-specific tOPiCS "back-to-back," but
desCribes a more holistic Integral process for assess­
ment of a sick child.

3 1 Review case
management needs
and health workers'
skill levels
[Prot 25, 29, 221­
223]

Assess factors that may Influence the effectiveness of the
IMel training Use information collected dUring the assess­
ment [prot 2 5, 2 9, 221-2 23] and on Worksheet 5-2
(page 22) to faCilitate the process Worksheet 5-2 (page
22) can be drawn on a flip chart Factors to be conSidered
and worksheet instructions are outlined below

Toplcs/dlseases [prot 221J

What diseases are the most common cause of death
In children under five years of age?

List the diseases In order of magnitude In the first column
of Worksheet 5-2 (page 22)

Case management skllls needed [prot 25 and 2 22J

Which of the diseases Identified need Improvements
In assessment, treatment, or counselling?

In the second column of Worksheet 5-2 (page 22), check
(V"') the diseases of sick children (listed In the first column)
that require Improved case management skills

Drugs avallable [prot 2 23J

For which diseases are the essential drugs required
for correct case management usually available?

In the third column, check (V"') the diseases for which
drugs are or can easily be made available to provide cor-
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rect case management A list of the IMCI drugs IS found In
Annex 2

Case management training has not been conducted [prot 2 9]

What case management training has not been con­
ducted?

In the fourth column of Worksheet 5-2 (page 22), check
(V"') the diseases that have not been covered In past or
current case management training courses (dlsease­
speCifiC or Integrated) of health workers at first-level faCili­
ties

Review Worksheet 5-2 (page 22) and Identify the PriOrity
tOPiCS for Improvement In case management The diseases
that have a check mark In all columns may be prioritized,
however, some factors may be more Important than others
and may Influence the PriOrity For example, prevIous
training may be less Important than other factors, even
health workers who have been trained may not practice
correct case management and may need retraining Write
the top five PriOrity subjects In column five

Outcome PrlOrzty tOpiCSfor case management
trammg have been Identified.

Review the IMCI training course prepared by WHO and
UNICEF to assess whether the PriOrity tOPiCS (Identified In

3 1) are covered by the materials and the methodology IS
appropriate for the target group selected

In assessing the appropnateness of the course for flrst­
level health workers, consider such factors as

the reading ability of participants [prot 2 11],

the language skills of participants [prot 2 11], and

the duration of the course and the time health work­
ers can be away from work [prot 2 24]

32 Review trammg
materials [prot 2 11
and 224]
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DISCUSS ways to train health workers on prlonty tOPiCS that
are not covered In the course For example, how to incor­
porate a tOPiC (e g dengue fever), or replace malana (If It
does not eXist) with other prevalent fevnle Illness Note The
need to Include additional pnonty tOPiCS have to be
weighed against the duration and current design of the
course

What speCIfic recommendations for modifICation of the
course emerge from this planning exercise? For example

What tOPiCS need emphasIs?

What skills need emphasIs?

Is there need for translation?

Is there need for modification of training methods for
first-level health workers?

Are specIfic adaptations needed for different areas
of the country, region, or dlstnct?

Summanze recommendations for modification and adapta­
tion, some are already Included In the WHO adaptation
module List the training course to be used for the pnonty
tOpiCS Identified and complete the final column of
Worksheet 5-1 (page 21)

Outcome oftask 3 2 Trammg matenals are
reviewed andpOSSible modification needs Identified.
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Use the information In Worksheets 5-1 and 5-2 (pages 21
and 22) to prepare a detailed training plan A plan outline
IS presented below This training plan Includes the overall
planning of support to training activities and focuses on the
preparatory activities A more detailed work plan for train­
Ing fl rst-Ievel health workers will need to be developed at the
district level

4 Prepare a
TraInIng plan

Describe the current status of training, including the status
of case management and past and current training activI­
ties Explam the need for mtegrated case management
training at first-level health facIlities

State the specific objectives for the tramlng plan at national,
regional, and/or district levels

Outline the main strategy decIsions made regarding whom
to tram, how to Increase coverage, and what to focus on In
Implementation Examples of tOPiCS to be covered are
given below

P71071ty target groups,

numbers to be tramed,

selectIOn oftramers and tramees,

plans for trammg coverage (decentrallzatwn, phased
mtegratwn, preservlce, p71vate sector, on-the-Job trammg),

trammg courses and mate71als to be used,

when and where to tram (tlmmg andgeographIc phasmg),
and

momtormg actIvItIes to provIde skIlls remforcement

OUTLINE

Current status

ObjectIves

StrategIes
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Preparatory activItIes Specify the preparatory activities needed to Implement
training and Identify who IS responsible for each of these
activities and for the sources of fundmg (some of these
preparatory tasks are also described m Chapter 2, page 9­
11) Examples of tOPiCS to be covered are listed below

AdaptatIon andpreparatIOn oftrammg materials and charts

Who will adapt the IMCI course prepared by WHO and
UNICEF and modify It, If needed? When? Prepare a plan
for modification, adaptation, and translation (see Annex 1 6
and 7 for more information on preparation for training and
adaptation) Include the followmg adaptation steps (see
WHO/U NICEF Adaptation Module)

Review of case management policies and gUidelines
(see Chapter 6 on policy)

Review feedmg problem, Identify feeding
recommentatlons, draft nutntlOn gUidelines for IMCI
feeding box

Adapt gUidel Ines and Incorporate Into charts and
modules

Translate course matenals

Layout and print all matenals

A vallablilty ofdrugs

Plan activities to ensure sustained availability of selected
drugs for use dunng training and for case management
after training (see Chapter 7 on drug availability)

Trammg sItes

Indicate plans for expanding eXisting training sites and for
mOnitoring their quality

Trammg ofTramers

Plan training of trainers course and Identify individuals to
be trained

18 GUidefor the IntroductIOn ofIntegrated Management ofChildhood Illness
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CoordmatlOn

Identify plans to coordinate the introduction of IMCI training
with train Ing for other health sector Initiatives

CommumcatlOn

Coordinate training with other commUnication activities
(see Chapter 8 on communication)

Momtonng

Plan the mOnltonng of trained health workers dUring and
after Who wd I mOnitor and how? (See chapter Chapter 9
on mOnltonng )

Fundmg

Identify partners Interested In funding the planning and
Implementation of IMCI training

Prepare a table with the budget for all preparatory training
activities with the source of funding indicated and con­
firmed

Budget

GUIdefor the IntroductIOn ofIntegrated Management ofChildhood Illness 19
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Questions for the plannIng of traInIng

Chapter 5 - Issue: Training

LIST OF QUESTIONS

2 1 What does the health facility system look like In the
area (district, region, or country)~ What types of health
facIlities are considered fIrst-level health facilitIes?

2 2 How many fl rst-Ievel health faCIlities (by category) are
In the area (dlstrlct/reglon/country)~

2 3 What IS the total number of health workers who assess
and treat chIldren In all the first-reach health facIlities In the
area~

2 4 What are the tasks of (each category of) health worker
managing children? Do they assess, treat, and give adVice
or only give adVice and refer?

2 5 What are the current case management skills and
knowledge (of each category) of health providers? What
are the gaps/weaknesses In the current case management
performance (of each category) of health provider? What
are the most Important case management deficiencies,
including missed dIagnOSIs, that have been Identified?

2 6 What are the language and reading skills of health
workers at first-level health facilitIes?

2 7 Who supervises case management practIces at flrst­
level health faCIlities (Internal supervIsion within and/or
external VISitS from outsldeP

2 8 Who do most caretakers of sick children seek treat­
ment from (Include the most common health provlders­
e g , public, private, NGOP
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2 9 How many health workers at first-level health facilities,
have and have not been trained (clinical hands-on practical
training) In the area, In

- ARI case management?
- diarrhea case management?
- nutntlon counseling?
- malana case management?
- measles case management?
- Integrated sick ch lid case management?
- Interpersonal commUnication skills?

2 10 Who are the most influential health professionals?

2 11 What categories of health workers are most likely to
benefit from the current WHO/UNICEF training course on
Integrated case management of childhood Illnesses (without
any or minor modification), consldenng their language and
reading skills?

2 12 In what population group are most of the sick children
found? Any Identified risk group-eg I urban/rural or refu­
gee population?

2 13 What functioning training sites (e g, DTUs) eXist?

2 14 When are most cases of ARI, diarrhea, and malaria
available for clinical training? Is there any period of overlap
In peak seasons?

2 15 How many trained trainers can be made available to
conduct case management (including commUnication skills)
training?

2 16 What funds are or can be made available for train Ing
activities? What are potential sources of funding?

2 17 Is any decentralized case management training being
conducted?
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2 18 What expenences In on-the Job trammg eXist?

2 19 What, If any, trammg of pnvate sector health provid­
ers eXIsts?

2 20 What has been the expenence m mformlng or onent­
mg health providers on case management?

2 21 What are the most common causes of death In chil­
dren?

2 22 For the most common causes of death, what are the
maIn case management weaknesses and gaps?

2 23 What essential drugs are or can be made available to
treat the most common causes of death?

2 24 For what duration of trammg can health workers be
away from work?

GUidefor the IntroductIOn ofIntegrated Management ofChildhood Illness 25
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This chapter addresses the following policy questions

Chapter 6 - Issue: Policy

PURPOSE

What current national and regional policies are
inconsistent with Integrated case management
(IMCI) of sick children?

What aspects of IMel (assessment, classification
and treatment, and advice) require policy deCISions?

What activities (other than training) are Influenced
by new or reVised policy deCISions?

In many countries, case management poliCies have been
established-for example, policies developed by the na­
tional ARI, CDD, EPI, and malaria programs, some of
these might require modification Other countries do not
have established policies to gUide deCISions such as when
to preSCribe drugs (In treatment of malaria or diarrhea,
etc ), or what adVice to give mothers on nutrition, or when
to proVide vitamin A and measles vaccine

National policies are needed to adapt training materials,
ensure that essentIal drugs are proVIded, make communi­
cation messages conSistent, and for the organization of
work at the health faCility

Integrated management of childhood Illness OMCI) must be
based on state-of-the-art pnnclples for case management
at home and In health faCilities The WHO and UNICEF
gUidelines and the generic Sick child case management
charts proVide an algOrithm for assessment, claSSifIcatIOn,
and treatment The gUidelines are expected to be appli­
cable In most developing countries where Infant mortality IS
higher than 40 per 1,000 live births and where there IS P
falctparum malana

ThiS gUide helps managers to review and Identify case
management and other policy Issues In preparation for the
adaptation of training materials, and to make other recom­
mendations for action

RATIONALE

APPROACH

Tasks
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The adaptation module prepared by WHO and UNICEF will
help In ascertaining policies and gUidelines for the adapta­
tion of clinical modules and charts (Ref Adaptation GUide,
Management of Chtldhood JIIness, WHO/U NICEF)

Table 6-1 Tasks Involved In Assessing Current Policies

1 Review current case management policies

2 Identify case management policy Issues

3 Identify other policy Issues

4 Plan follow-up actions

The process for gathenng the information needed IS de­
scnbed In Chapter 3, reView, the sample protocol for as­
sessing drug policy questions IS found In Annex 3 A
summary list of policy questions IS also found at the end of
this chapter (pages 7-8)

Whom to Involve

How long does It
take?

The IMCI management team shou Id be Involved In setting
poliCies related to IMCI Other persons may also particI­
pate In development of speCific poliCies that go beyond the
mandate of the IMCI management team

Because broad participation and consensus are Important
In the development of policy, call on national expertise and
resource persons when needed Endorsement of policy
often requires presentation of poliCies at the highest levels

USing this gUide to review poliCies and prepare for adapta­
tion takes a few days Completion of the tasks descnbed In

the WHO Adaptation GUide may take several (SIX) months,
depending on the Issues, the need to conduct research
and the procedures used The development of offiCial
poliCy and formal endorsement may also take a long time
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REVIEW POLICIES

Review any eXisting policies on the case management of
ARI, diarrhea, measles, malana, and malnutntlon How to
do It IS descnbed In the WHO Adaptation GUIde Also
review any drug policies, nutntlon, and ImmUniZation poli­
Cies related to IMCI Summanze the current policies and
the status of endorsement, diSSemination, and Implementa­
tion Identify any inCOnsistencies between current case
management poliCies as stated In program policy docu­
ments and the new IMCI case management chart

List all the poliCy Issues that need to be addressed To
facilitate Identification of speCific policy Issues, Table 6-2
presents examples of IMCI policy Issues

Review Table 6-2 and the AdaptatIon GUIde IdentIfy Items
that reqUIre a policy decIsion

*The numbers In brackets refer to Items In the review list of ques­
tions and In the sample protocols

1

2

Review current
case
management
pollcles
[prot 3 1-3 12J*

Identify case
management
pollcy Issues

GUidefor the IntroductIOn ofIntegrated Management ofChildhood Illness 3
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Table 6-2 Examples of national IMCI policy Issues

Drug Recommended flrst- and second-line anti blOt-
policies ICS for pneumonia, acute ear infection, signs

of severe disease, dysentery, cholera

Recommended flrst- and second-line
antlmalanal

Recommended cough remedies (and harmful
cold/cough remedies to aVOId)

The formula for each drug that should be
provided to health faCilities

Cotnmoxazole pedlatnc and/or adult tablets
Chloroquine syrup and tablets
Iron syrup and/or tablets
DRS, including volume of water

Level of health facIlities having flrst- and sec-
ond-lIne oral drugs

Level of health faCilIties having Intramuscular
drugs (quinine, chloramphenicol)

DRS solutIOn for home case management

Is mebendazole an appropnate drug to have
available;? (In what areas are hookworm and
whipworm affecting children;?)
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Nutrition
poliCies

Case
manage­
ment
policies

Chapter 6 - Issue: Policy

Which children should be given vitamin A
supplementation? Should all children be
given vitamin A at regular Intervals, or should
It only be given to children with signs of
vitamin A deficiency (foamy patches on
white of eye) or measles?

Locally appropriate breast milk substitutes

Locally appropriate energy- and nutrient-rich
foods

Is the country a hlgh-, low-, or no-malaria
risk setting? Are selected areas high-risk?

What method IS to be used for timing one
minute when counting breathing rates? (If a
timing device IS to be used, who will procure
timing devices for all health workers?

The appropriate signs of anemia Can eyelid
pallor be used? (Or does the InCidence of
other eye problems make eyelid pallor a
difficult sign to use?)

The fluids to recommended for home case
management of diarrhea

Immunlza- The recommended Immunization schedule
tlon policy

What are the national gUidelines on missed
opportunities?
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3.

4.

Identify other
polley Issues

Plan follow­
up actIOns

Introducing IMCI at first-level health faCilities will Influence
many aspects of how work IS organized It may require
policy changes-for example, changes In personnel re­
sponsibilities and tasks, Job descriptions, record keeping,
and patient flow

Identify Issues that will require a policy decIsion and plan
when the policy review and reVISion can take place and
whowlll do It

After policy and adaptation deCISions (or recommenda­
tIOns) have been made, disseminate the policies widely
Consider activities that are Influenced by the new or re­
vised policies and plan follow-up actions

Possible actions Include

Prepare a national or regional IMCI policy statement
for wide distribution

Adapt generic matenals-for example, the case
management chart (as outlined In the adaptation
gUide), training matenals, drug lists (essential and
other drug supply), and communication messages
(advice to mothers) and their channels

ReView and revise other relevant policies-for ex­
ample, personnel policies, and organization of work
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QuestIons for addressmg IMel case management ISSUes
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LIST OF QUESTIONS

Questions

What IS the national policy on

3 1 the case management of chil­
dren with diarrhea (lncludmg drugs
for dysentery and cholera) In health
faCilities?

3 2 home case management of
diarrhea (mcludmg recommended
home fluids and foods durrng and
after dlarrheaF

3 3 breastfeedmg?

3 4 home case management of ARI?

3 5 the case management of ARI In
health facilities (mcludlng drugs for
moderate and severe pneumonia?

3 6 malarra prevention and case­
management?

3 7 measles case management?

3 8 nutrrtlonal management and
advice of sick children? Vitamin A
supplementation? Growth mOnltorrng?

Possible Sources
of information

The National COD
Programme or MCH

The National COD
Programme or MCH

MCH

The ARI Pro­
gramme or MCH

The ARI Pro­
gramme or MCH

The Malarra Pro­
gramme

EPI or MCH

Nutrition or MCH
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Questions

3 9 Immunization?

3 10 drugs (essential drugs) for flrst­
level government and pnvate sector
drug utilization?

3 11 prescnptlon and use of antibiot­
ICS by level of care and category of
health workers?

3 12 prescnptlon and use of inJec­
tions by level of care and category of
health worker?

For any of the above poliCIes.

What IS the status of each policy

Is It fully endorsed by the MOH?

Possible Sources
of information

The EPI
Programme

Pharmaceutical
DlvlslonfThe
Essential Drugs
Programme

Pharmaceutl ca I
DlvlslonfThe
Essential Drugs
Programme

Pharmaceutical
DlvlslonfThe
Essential Drugs
Programme

Is It disseminated outside of the MOH?
If yes, what are the communication channels?

Does It cover both public and pnvate sectors?

Is It Implemented? How?

{See also the WHO/UNICEF Adaptation module for the manage­
ment of childhood Illnesses}
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This chapter addresses three drug management Issues
related to the treatment of the sick child

What drugs and vaccines needed for Integrated
management of childhood Illness OMcn are available
or missing at health facilities? Why?

What IMCI drugs are Included In or absent from
essential drug lists, national formulatones, and other
drug lists In public and pnvate sectors?

In what locations are IMCI drugs and vaccines
usually available? Why?

A selection of essential drugs, vaCCines, and supplies must
be available In health facilities to sick children To ensure
drug availability, It IS Important to assess the drug availabil­
Ity pattern, review eXisting drug lists and gUidelines, Identify
bottlenecks In the drug supply system, and take appropnate
action Major problems In the drug system are beyond the
scope of thiS gUide

Data collected In the review help to address the drug IS­
sues Numbers In brackets-for example, [prot 4 3]­
refer to relevant Items of the sample protocol for review of
drug availability Table 7-1 Identifies three tasks to address
baSIC drug availability Issues

Table 7-1 Tasks In AsseSSing Drug Availability

1 Assess availability of IMel drugs and vaccines

1 1 ReView data on essential IMCI dn..:gs and
vacCines

1 2 Identify influenCing factors

1 3 Identify pOSSible actions

2 ReView drug gUidel Ines and lists

2 1 Examine drug gUidelines and lists

22 Make recommendations for including IMCI
drugs

3 Identify faCilities with drugs and plan actions

3 1 Identify faCilities with drugs and vaccines
available

3.2 Plan follow-up actiVities

PURPOSE

RATIONALE

ApPROACH

Tasks
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Whom to mvolve

How long does It
take?

ASSESSING DRUG

AVAILABILITY

1 Assess avail­
abliity ofIMel
drugs and
vaccmes [prot
4 1-4 10]*

1 1 RevIew data on
essential IMel
drugs [prot 4 1-4 2]

National, regional, and dlstnct managers In charge of
coordinating the support to IMCI need to be Involved In

assessing drug availability For effective problem solving
and action, also Involve the persons In charge of drug
policy, pharmaceuticals, and procurement and supplies of
drugs and vaccines If possible, Involve representatives of
the pnvate sector, for example, drug manufacturers or
dlstnbutors

Drug availability Issues can be addressed In a one- to two­
day meeting Implementation of recommendations will
require more time, espeCially If new drugs are being added
to the national drug liSts, or If Improvements are being
made In the drug supply system

The purpose IS to assess the drug availability pattern uSing
data from health facilities (for example, health facIlity sur­
veys, health facility assessment) and other sources of
information Possible reasons for nonavallabillty of essen­
tial drugs and actions to ensure availability of IMCI drugs
Will be Identified

Review available data and list (on a flip chart) the IMCI
drugs and vaccines that are usually missing In all or most
health facilities Possible sources of information Include
reports on supervisory VISitS, health faCility surveys, drug
utilization studies, EPI reports, and other documents avail­
able from the authontles responSible for drug and vaccine
procurement and dlstnbutlon Data gathered dunng the
review uSing the sample protocol (Annex 3) and VISits to
health faCilities will provide additional information to assess
drug availability

*The numbers In brackets refer to Items In the review list of ques­
tions and In the sample protocols
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DISCUSS and list possible reasons why drugs are not regu­
larlyavallable Consider the following factors

Drug pohcles and gUldehnes [prot 4 5-4 6]

Are the essential IMel drugs Included In the national
essential drug IIst'?

LogIStics problems [prot 43, 44,48]

Are the drugs In stock at national and regional medi­
cal stores but not at health faCIlities? If yes, why?

Are the drugs available at some facilities and not
others? Are drugs available at Irregular Intervals? If
yes, why?

Are the drugs ordered or reordered?

Are there problems With stock keeping at central,
regional, or district levels?

Pubhc sector problems [prot 4 1]

Are the drugs available In the private sector but not
In public health facilities?

Inappropriate drug use [prot 4 10]

Are drugs unavailable because they are used for
other purposes?

List pOSSible actions to take to address each of the most
likely influencing factors Further investigations may be
needed to understand and deal With factors influencing
drug availability

12

13

Identify mfluencmg
factors [prot 4 2­
410]

Identify pOSSible
actIons
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2. RevIew drug
gUldellnes and
lIsts [prot 4 5­
47J

21

22

Examme drug
gUidelInes and lIsts

Make
recommendations
for mcludmg IMCI
drugs

Identify and review all drug gUldelrnes, lists, and
formulatones Compare the drugs on the lists with the IMCI
drug list (Annex 2) Identify the drugs that need to be
rncorporated rnto the different gUidelrnes and drug lists

Examples of drug lists to review are

essential drug lists,

national drug formulatones,

drug gUidelrnes for health facilities,

national pharmacopoeias,

UNICEF drug supply list and list of other
agencies provldrng drugs, and

emergency relief drug supply lists

Make recommendations and plan actions for rncorporatrng
IMCI drugs rnto major drug gUidelmes or lists Actions may
rnclude the followmg elements

For each unavailable drug, prepare a proposal with a
rationale, backed up with sCientific references that
mdlcate why the speCific drug needs to be rncluded

Organize a drug policy review meetmg to achieve
consensus for action

PetitIOn for the rncluslon of the relevant drugs on the
agenda of planned drug poltcy review meetrngs
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Identify and list the health facilities where IMCI drugs are
available or can be made available most of the time

Possible activities to Improve drug availability and manage­
ment Include

Plan to start IMCI training activities In a district
where drugs are available (or can be made avail­
able) In health facIlities (see 3 1 above)

Coordinate actions to Improve drug availability with
training activities to Improve drug use

Make recommendations or take action to solve any
problems with the unavailability of drugs In facilities

Plan and conduct training on drug management at
health facilities (*)

Plan actions to Involve the private sector In the proVI­
sion and supply of IMCI drugs

Conduct further investigation Into drug supply prob­
lems

3. Identify
!acIlztles wIth
drugs and plan
actIons

31 Identify facIlities
with IMel drugs
and vaccmes
avaIlable [prot 4 11]

32 Plan follow-up
activIties

The BASICS project and WHO have developed a training
course on how to manage drugs at the health faCility For
further information, contact CHD at WHO or The BASICS
Project

* TralDlDg on drug
management at the
health facility
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QuestIons for the reVIew of drug avaIlabilIty

Chapter 7-Issue: Drug Availability

LIST OF QUESTIONS

4 1 What IMCI drugs and vaccines are available at flrst­
level health facilities, at central and regional medical stores,
and In private pharmacies?

4 2 What IMCI drugs are out of stock at health faCilities?

43 What are possible reasons why some of the IMCI
drugs are missing or available at Irregular Intervals In health
facllI tl es?

4 4 Why are some drugs available In central/medical
stores and not In health facIlities?

45-46 What IMCI drugs are not Included In major drug
liStS, manuals, and gUidelines covering public and private
health sectors?

4 7 What standard drug lists and gUidelines are present In
health facilities?

48 Do the first-line facIlities keep drug inventories and
records of orders and reordering?

49 If yes to 4 8, what percent of the time have IMet drugs
been out of stock dUring the prevIous year?

4 10 Which IMCI drugs are used for purposes other th3n
management of childhood Illnesses?

4 11 Which health facIlities have some IMet drugs avail­
able at some time?
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This chapter addresses the following communication ques­
tions

How can communrcatlon activities In support of IMCI
be effiCiently organ Ized?

What IEC resources are available to support IMCI?

What preparatory steps are required to develop and
Implement an IMCI communrcatlon plan?

The answers to these questions help to draft communrca­
tlon strategies and to plan IEC activities In support of IMCI

The effectiveness of IMCI will depend to a large extent on
the communrcatlon skills of the trained health workers­
listening, advIsing, and motivating caretakers to take the
appropriate measures at home to prevent disease, recog­
nizing danger signals, and taking action when a child
becomes III to speed the child's recovery Through the
mass media and other means, health communrcators can
aim directly at caretakers and their communrtles with accu­
rate informatIOn that reinforces appropriate behaviors to
prevent and treat Illness and seeks to change those which
are inappropriate The development of IMCI communrcatlOn
strategies must address health worker commUnication skills
and Identify other means to reach caretakers

In many situations the health worker may be the principal
means of reaching the caretaker Health workers must be
able to eliCit and process information from the caretaker In

order to make culturally appropriate recommendations

To Improve the communrcatlon performance of health care
proViders adopting IMCI IS therefore essential Communi­
cation skills form an Integral part of the health worker/
caretaker interaction In IMCI c1lnrcal training Health work­
ers ask the caretakers many questions about the child's
symptoms and what has been done at home to treat the
child They use thiS information to claSSify the disease,
treat the child and adVise the caretaker on home care of
the Sick child

PURPOSE

RATIONALE
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Equally Important are communication efforts aimed directly
at caretakers through various channels, Ie, the mass
media and community approaches A child spends most of
his/her life In the home, and the family usually does not
seek contact with the health system until the child IS sick
The responsibility for keeping the child In good health
through good nutrition, hygiene behaviors, and timely
Immunization, for recognizing danger signs and seeking
care, and for managing the sick child at home rests with
the caretakers and those around them

Planning IMCI commUnication activities presents a chal­
lenge to provide appropriate messages that reflect the
different worlds of the caretaker and the health workers,
and that meet the demands of, and are consistent with the
new treatment gUidelines

APPROACH

Tasks Table 8-1 Tasks In Preparing for IMCI
Communication ActIvIties

1 Decide how to coordinate and manage IEC
activities
1 1 Review Infl uenclng factors
1 2 Decide how to coordinate IMCI IEC

2 Review current IEC resources and activities
21 Assess manpower resources
22 Review IEC activities and Identify IMCI

responsibilities
23 Assess communication capacity

3 Develop strategies and plan activities
3 1 Identify behaviors, audiences, strategies
3.2 Plan formative research
33 Decide on IEC strategies and messages
34 Develop materials production plan
35 Plan to Improve and maintain health worker

commUnication skills
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All the programme managers and technical experts Involved
In the coordination of IMCI (See Chapter 4, Coordination)
need to be Involved In the review and planning of IMCI IEC
activities CommUnication specialists and representatives of
Interested parties (e g donors, academic institutions,
pnvate sector) with extensive expenences In IEC also
should be Included To manage the ongoing IEC efforts, a
committee might be formed (See first task below)

Research and early developmental work IS stili ongoing to
Identify the key determinants to effective homecare of sick
children and to learn how to most effectively Influence
those behaviors This need not delay efforts to Improve
advice to caregivers through multiple channels at the same
time as IMCI services are made available IMCI proVides a
unique opportUnity to coordinate and Integrate training and
commUnication efforts from the preparatIon phase through
Implementation to evaluation

Addressing the IEC Issues In thiS gUide, Ie, conducting
the tasks (1 1-2 3) listed above, might take a few days or
weeks depending on how readily available the information
IS Message development and other planned actiVities (3 1 ­
3 5) take a few months to Implement In preparation for IMCI
communication interventions For example, the steps In the
WHO/UNICEF Adaptation gUide for training takes Up to SIX
months to Implement, thiS Includes some lEe preparatory
actiVities such as the review and development of feeding
adVice-not covered In thiS gUide

Whom to Involve

When to start fMCf
communicatIOn
efforts

How long does It
take?
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1 Decldmg on the
coordmatlOn
and
management of
lEe [prot 8 1 ­
84]*

11 RevIew mfluencmg
factors [prot 8 1-8 4]

In deciding how to organize IEC efforts consider the follow­
Ing factors for effective and efficient coordination and
management

Integration of IMCI communication efforts with other
MOH IEC efforts

The current organization and management of IEC
throughout the MOH system, including the degree of
decentralization of IEC planning and management

The need to facilitate the coordination and manage­
ment of related functions ( Ie, formative research,
strategy and message development, matenals devel­
opment, management of mass media, mOnltonng
and evaluation) without creating a separate "vertical"
IMCI commUnication Unit

The Involvement of available commUnication special­
IstS from different levels, managers famIliar with the
IMCI technical content, and commUnication experts
outsIde of the MOH, I e academic institutions, media
organizations, NGOs and PVOs with extensive com­
mUnication expenence

12 DeCIde how to
coordmate IMCI
IEC

After considering all the above factors and other country
speCific factors, a decIsIon needs to be made how to best
address them An option IS to use and strengthen an eXist­
Ing group/unit within the MOH or an eXistIng Interagency
lEe group

*footnote the number In brackets refer to Items In the review list of
questions (p 13) and In the sample protocols
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The second task IS to assess the current IEC capacity
including prevIous IEC efforts related to child health and
who the potential resource persons are and what they are
dOing A worksheet IS proVided on page 6 to faCIlitate an
overview of whom to Involve at what level, assess what they
do and what their capaCIties are to support IMCI

While IMCI may be new to many mlnlstnes of health, many
may already have conducted substantial IEC work In cer­
tain areas that are part of IMCI, such as diarrhea or ARt
ReView of these pnor expenences, including formative
research, media matenals, and evaluation data on results
will help the IEC planning team set pnontles

QuestIon Who IS Involved In health commUnlcatlOn at each level of
the health care system'

Identify pOSSible "health communJcators"* at each level of
the health care system List them In column (1) of the
worksheet

QuestIon What do managers or other staff( at natIOnal, regIOnal
anddIstrict levels) responsIblefor health commUnlcatlOn do' What
are the roles ofeach posItIOn'

In assessing the current roles and functions, refer to Job
descnptlons If they eXist The health care proViders are
Included at the health faCIlity level List the roles and func­
tions In column (2) of the worksheet

QuestIon Can responslbllltlesfor IMCI elements be assumedby any
ofthe stafflIsted above'

List pOSSible IMCI commUnications tasks In column (3) of
the worksheet You might conSider any of the follOWing
examples of pOSSible assignments for the managers re­
sponSible for commUnication actiVities at the national,
regional and dlstnct levels

*footnote Health commUnicators Will be used to descnbe those
persons whose primary role IS to plan, manage, and Implement
health-related IEC actiVities, for example, IEC speCialists or coordI­
nators and health educators

2

21

22

ReView current
lEe resources
and actlvltles
[prot 8 5-8 12J

Assess manpower
resources [prot 8 5­
8 8]

RevlewIEC
actIVItIes and
IdentIfy IMCI
responsibilItIes
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WORKSHEET 8-2: REVIEW OF IEC MANPOWER AND IDENTIFICATION OF IMCI

FUNCTIONS

(1) IEC manpower (2) Current roles and (3) Possible IMel tasks
"Health communication" responsibilities

National level

Regional level

Dlstnct level

Health facility level
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NatIOnal level

Allocate resources for IMCI communication actIvI­
ties

Act as liaison wIth internatIonal technical and donor
agencies

Develop IEC strategIes

Develop IMCI messages

Produce matenals e g mother's card In coordina­
tion With the development oftraln rng matenals

Manage national media

RegIOnal or provlDclal level

Adapt IMCI messages, If necessary

Manage budget and planning

(If decentralized system)

Provide logIstical support

Store IEC matenals

Coordinate tralnmg of health workers and supervi­
sors

Conduct mOnltonng

District level

ProvIde front-Ime commUnIcatIon services to com­
mUnItIes

Tram communIty health workers

Collect and analyze quantitative and qualitative data
and use this to plan local strategies and actIvities

Act as catalyst for communIty participation
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23 Assess
commUDlcatlOn
capacity [prot 8 9­
8 12]

The overview of available manpower resources and their
potential roles and functions (Sections 2 1-2 2) forms the
baSIS for assessing the capacity of the MOH to plan and
Implement commUnications activities The following Issues
need to be addressed next

Skills-Does the MOH have the capacity to develop a
communication strategy and plan for IMCI? Who has the
skills to develop and test messages? Who has the skills In
formative research, Interpersonal communication training,
management of medIa and printers, matenals development?

Fmanclal-Does the MOH have the finanCial capacity to
Implement a commUnication plan? What are potential
sources, and who are the potential Interested donors?

Mlssmg components-What components are missing In

planning and Implementing IEC? Can they be met by train­
Ing or Identified elsewhere?

Other resource-Consider other IEC manpower and
finanCial resources (e g private sector, NGOs, professional
aSSOCiations and academiC institutions) to work With and
mobilize In support of IMCI Radio and teleVISion organiza­
tions, both public and private, are particularly Important to
potential partners

Identify and agree on pOSSible IMCI responsibilities to
assign them

ThiS information regarding skills, financial resources and
other Identified needs and resources will be useful In the
next step to develop a communication plan, including
communication training, resources mobilization etc
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In developing the strategies and messages, a series of
steps, starting wIth Identification of the Ideal caretaker
behaViors and leading to a change from current behaVIors
to the Ideal behaViors, need to be taken

How to do all the Important tasks IS beyond the scope of
thIs gUIde, including how to Identify behaVIors, audiences,
and strategIes for behaVior change, conduct formative
research to ftll In gaps In information, decide on strategies
and messages, and develop and Implement a matenals
production plan Below IS a bnef descnptlon of some of the
essential activIties to review and consider In preparation of
IMCI commUnicatIon

An Important starting POint In the development of strategies
and messages IS to examine the deSired caretaker behaVIor
In the adapted IMCI chart (See Annex 5 for the genenc
charts) These Include behaViors In three areas preven­
tIOn, recognition of danger sIgns and care seeking and
correct home case management Some of these behaViors
are crosscutting, or apply to all Illnesses Others are diS­
ease speCIfic Working closely With clinical experts, com­
mUnicators should examine the messages for consistency

A few key behaViors can be selected on which to focus
IEC efforts ThiS can be done based on a set of cntena,
agreed on by the MOH Possible cntena, In addition to the
potential to decrease morbidity and mortality, might Include

percentage of caretakers already practicing the
behaVior,

strength of the belief system or tradition acting as a
bamer to changing the behaVior, and,

feaSibIlity of changing the behaVIor

3.

31

Develop lEe
strategIes and
plan actIvItIes
[prot
8 13-828]

IdentIfy behaViors,
audiences, and
strategies for
behaVior change
[prot 8 13-8 19]
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The selected behaviors can be Influenced by an approach
aimed at eliminating barriers to individual behavior change,
motivating people to change, and reinforcing positIve be­
haviors (See "A Tool Box For Building Health Communica­
tion Capacity", obtained from The BASICS Project) In
summary, a behavioral approach to message development,
would Include a review of key behaviors, Identification of
the determinants of those behaviors, and design of inter­
ventions which will Influence dIrectly speCIfic determinants

32

33

Conduct formative
research to fill m
mformatIon gaps

Decide on
commUDlcatlOn
strategies and
messages [prot
820-825]

There may be a lot of information available In some areas
and very little In others For example, some countnes have
well developed strategies and messages regarding
diarrhoeal diseases, but little IS known about caretakers'
current behavior and the determinants of that behavior for
ARI and other childhood diseases Communicators may be
aware that words eXist In the mother tongue for chest
Indrawlng, but little IS known about why women do not seek
help Immediately or what might motIvate them to do so
Before strategies and messages for broader communica­
tion efforts can be developed, focused formative research
may be needed to fill In these gaps In information (For
more information, see A Toolbox For BuIlding Health Com­
mUnication CapacIty, The BASICS Project)

Once data has been collected and analyzed for ItS Implica­
tions, and communicators have gone through the tasks
bnefly descnbed In 3 1 and 3 2, decIsions regarding strat­
egies and messages can be made

A variety of commUnication strategIes eXist To effect
changes In caretaker behaVior, commUnicators may
choose mass medIa, community partiCipation approaches,
focus resources on health workers as the pnmary commu­
nication vehicle, combine face-to face advice with sched­
uled demonstrations or they may use a mix of these and
other approaches Each medium has different audiences
and functions, as indicated In the table on the follOWing
page
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CommUnication Strategies Target Audiences

Mass media, counseling, Individual caretakers
social marketing

Commumty mobl hzatlon Commumtles

Train lng, motivation, Health workers
mal ntenance

Organizational develop- Health Institutions
ment, policy advocacy

A vanety of message strategies IS also possible, and
these need careful consideration Messages broadcast on
national media are by neceSSity, of a different nature than
those disseminated by health workers or groups In a par­
ticular community National media messages must be more
genenc and universal and local messages more speCifiC
For example, national radiO programs about diarrhea might
promote the genenc message of promoting more flUids and
continued feeding, while local health and community work­
ers could teach speCifiC solutions Logical phaSing or
sequencing of messages must also be taken Into ac­
count-e g, teaching about the danger of a particular
Illness before teaching how best to treat It In the home

The operational plan for the development of IEC matenals
should Include deSignation of personnel to accomplish the
plan, a timetable for each actiVity, and estimated costs
Activities should Include Identifying target audiences,
developing creative bnefs* for each matenal, selecting
commUnication channels, determining media miX, develop­
Ing a dlstnbutlon strategy, pre-testing matenals and pro­
dUCing and dlstnbutlng matenals The preparation of train­
Ing matenals IS a key component of the planning of IMCI
training (see Chapter 5, Training), preparation of additional
IEC matenals needs to be coordinated With the develop­
ment of such core IMCI training matenals

* A creatIve brief IS an outlme of target audiences and key technical
mformatlOn proVided to the matenals production team

34 Develop a materials
productIOn plan
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35 Plan to Improve and
mamtam health
worker
commuDlcatIon
[prot 8 26-8 28]

In the WHO/UNICEF case management training course,
Interpersonal commUnication skills training IS an Integral
part In order to Improve and maintain health worker com­
mUniCatIOn, other Issues to conSider In addition to training
are

non-training approaches that Will Increase health
workers' performance of appropnate and effective
commUnication

where and how communication training, coaching,
superviSion, or other non-training methods can be
Integrated Into interventions aimed at Improving
clinical performance

Correct performance of IMCI requires the health worker to
treat the caretaker With respect, ask questions about symp­
toms and treatment at home, listen attentively to the care­
takers' responses, know how to estimate the caretaker's
capacity and willingness to follow adVice, know how to
adVise appropnate home care, have a follow-up procedure
In place to demonstrate and work closely With mothers to
proVide appropnate follow-up and preventive measures In
the home, and verify that the caretaker has understood the
information given and knows when to come back However,
the few minutes available for face-to-face interaction dUring
a clinical encounter IS an Important limIting factor

For more information how to address these communication
Issues (3 1-3 5), see Annex 4

The follOWing check list will help ensure that all the neces­
sary lEe preparatory steps are taken ThiS list can be used
both when developing a commUnication plan and In mOni­
tOring the actiVities
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IEC PREPARATORY STEPS: A CHECK LIST

o Establish a mechanism for the management of IMCI commUnication actiVities
Define Its relationship With the IMCI coordinating team

o Identl'fy the functions to be carned out In support of IMCI (I e formative research,
message development, materials development, supervision) Decide how these
functions are managed and Integrated Within or coordinated With the MOH health
education Unit

o Identify who at the diStriCt, regional, and national levels do communication and
what thel r responSibilities are

o Conduct an assessment of the capacity to plan and Implement a commUnication
strategy

o Identify who outSide the MOH are Involved In commUnication efforts for IMCI that
could be mobilized for IMCI

o ReView the Ideal home case management (including careseeklng) behaViors

o Conduct (partiCipate In) the adaptation of food and flUid recommendations, Identifi­
cation of local terms, and drafting and pretesting of the mothers card) as outlined
In the adaptation steps for the IMCI chart and training course (The WHO Adapta­
tion GUide)

o Identify feaSible target behaViors

o Collect and review eXisting child health messages and matenals (e g diarrhea,
ARI, or nutntlon messages)

o ReView eXisting formative research, If any, and plan formative research to fill In
any gaps In information and data needs

o Develop a commUnication strategy based on the data

o Develop a materials production plan including incorporation of adapted gUidelines
and chart, translation, layout, and pnnt

o Plan superviSion of commUnication actiVities

o Develop a commUnication training plan to address gaps In communication skllls­
including the training of health workers In Interpersonal commUnication skills an
Integral part of IMCI case management training

o Prepare a time table for planned IEC actiVities

o Develop a budget for one year or two years

o DeCide how mOnitoring and evaluation will be carned out, conSider integratIOn With
overalllMCI mOnitoring and evaluation of health workers performance
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QuestIons for addressmg commUnIcatIon (Reference to pages 4-12)

8 1 What IEC services are currently provided by what
Units, to which Units, In the MOH?

82 What form of coordination eXists between disease
speCific programmes?

8 3 How can the development of messages and other
commUnication activities be coordmated between Unlts/
diVIsions?

8 4 Who IS active m health commUnication outside of the
MOH, and how are they Involved In MOH lEe programme
activities?

8 5 Who IS Involved In health commUnication at each level
of the health care system?

8 6 What do managers or other staff (at national, regional,
dlstnct levels) responsible for health commUnication do?
What are the roles and responsibIlIties of each position?

8 7 Can IMCI be assigned as a responSibIlity for any of
the health commUnicators listed above (8 SF What task
can be done by whom at what level?

8 8 How do the health commUnicators function at the
national, regional, dlstnct levels-are they able to carry out
their assigned tasks?

89 Does the MOH have the capaCity to develop a commu­
nication strategy and plan for IMO? Do staff have skIlls In
conducting formative research? Message development and
testing?

LIST OF QUESTIONS
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8 10 Does the MOH have the capacity to Implement a
communication plan for IMel? Do staff have the capacity to
develop materials, manage commerCial resources such as
media and printers? Do they have trainers skilled In inter­
personal communrcatlon?

8 11 What communrcatlon components are missing (ref
8 8-8 10)? Can communrcatlon tasks be carned out else­
where, by outside experts? Would training of staff Improve
the capacity?

8 12 Can an IEC mOnitoring and evaluation system be
established and operatlonallzed?

Selectmg target behaviors

8 13 What preventive, care seeking and home case man­
agement behaviors have been found most likely to achieve
and maintain good health In children?

8 14 Which of these behaviors will be targeted?

Possible determmants

8 15 What are people currently dOing In these behavior
areas?

8 16 What are barners to changing their current behaviors
to the Ideal behaviors?

8 17 What might motivate them to change their behaviors?

POSSible target audiences

8 18 Who are the different target audiences that might
Influence performance of these behaviors?

8 19 What resources are available In the
famllY,communrty, or health system that could be employed
to brl ng about behavior change?

16 GUIde/or the IntroductIOn 0/Integrated Management o/ChlldhoodIllness



Chapter 8 -Issue: CommunIcations

Developmg lEe strategy and messages

820 Which behaviors are most Important to change?

8 21 Which determmants of those behaviors are probably
the most cntlcal?

8 22 Which determmants are most likely to be amenable to
change?

8 23 Which strategies would be most likely to bnng about
the desired change with each target audience?

824 Which messages are the most likely to be under­
stood, to motivate people to change, and to lead to mamte­
nance of the new behavior?

825 What strategies and messages are bemg Imple­
mented by other Units/programs wlthm the MOH that need
to be mtegrated or coordmated?

Improvmg health worker commUnicatIOn

8 26 What are the commUnication gaps m the case man­
agement of sick children? What are the Identified weak­
nesses In adVISing caretakers?

8 27 What non-trammg approaches will most likely Improve
health worker commUnication performance?

8 28 Where and how can commUnication trammg, coach­
Ing, supervision, or other non-trammg methods be mte­
grated or coordmated With traInmg m clinical skIlls?

GUIdefor the IntroductIOn ofIntegrated Management ofChildhood Illness 17



Chapter 8-Issue: Communications
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Chapter 9 -Issue: Monitoring and Evaluanon

WORK IN PROGRESS

[MONITORING AND EVALUATION

WILL BE INCLUDED IN 1997]

GUIdefor the IntroductIOn ofIntegrated Management ofChIldhood Illness 1



Chapter 9 - Issue: Monitoring andEvaluation
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INTEGRATED MANAGEMENT OF CIllLDHOOD ILLNESS

SEPTEMBER, 1996

ANNEx 1. BACKGROUND MATERIALS "INFORMATION KIT"

ANNOTATED BmLIOGRAPHY

1 WHO Brochure

2 The WHOIUNICEF Approach to Integrated Management of the SIck ChIld

3 WHO Integrated Management of the SIck Child Presentation Charts

4 BASICS Pathway to SurvIval

5 From the World Development Report, The World Bank, 1993:

Table B.6 DIstrIbutIOn ofthe dIsease burden in chIldren In demographIcally
developIng economIes, shOWIng the ten maIn causes, 1990

Table 3.2 Actual and proposed allocation ofpublIC expendIture on health in
developIng countrIes, 1990

6 The WHOIUNICEF approach to InItIal PlannIng by Countrzes for Integrated
Management of ChIldhood Illness, Update 1995 and Course DescrzptlOn



Integrated management of the sick child

ARI-malarla I 6%

~
Integrated management of the sick child

DIvIsIon of DIarrhoeal and
Acute RespIratory DIsease Control

World Health OrgamzatlOn
1211 Geneva 27

SWItzerland

Tel +41 22 791 2632/ Fax +41 22 791 4853

Integrated management of the sick child

For further InformatIon
please contact

THE ROLE OF THE
WORLD HEALTH ORGANIZATION

During the past 15 years WHO has developed and widely

promoted simple methods for the diagnosIS and treatment of

diarrhoea and acute respiratory infections

These approaches are preventing an estimated I 5 million

deaths each year

Measles vaCCination has also been vIgorously promoted and

most of the world's children are now protected

Now WHO In collaboration With UNICEF is developing an

integrated approach to the management of the five maJor fatal

childhood illnesses pneumonia diarrhoea malaria measles, and

malnutrition

The Integrated management of the sick child recognizes

that many children have two or more diseases at the same

time it helps health workers deai effectively with most of the

cases they see And It Is COSt effective for programme

management, training and supervision

ARI-HIV 02%
ARI-pertU$$ls 2 1%

Halarla...-anaemla 06%

Seven out of 10 childhood deaths In
developmg countnes are associated with

one or more of these five conditions

acute respiratory Infections (chiefly pneumonia)
diarrhoea
malaria
measles

malnutrition

DEATHS AMONG CHILDREN

Distribution of 122 million deaths
among children less than 5 years
mall developmg countnes, 1993

ARI-measles 5 2%
Measles 24%

Olarrhoea-measles I 9%

Dlarrhoea-HIV 0 3%

-
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WHAT KILLS-2~OOO CHILDREN EACH DAY
IN THE DEVELOPING WORLD?

Pneumonia
Children in all countries of the world suffer from frequent

coughs and colds but in developing countries these are often
associated with life threatening pneumonia, the leading cause of
death In children under five years

Diarrhoea
While diarrhoea sometimes occurs in sudden epidemics - cholera

being the best known example - most forms of diarrhoea are
frequent unwelcome aspects of dally life Diarrhoea Is the
second most common cause of death in children

Malaria
Both the malaria parasite and the mosquitos that carry it

have shown a remarkable ability to adapt to human efforts to
control this Widespread disease Malaria takes its hIghest toll
In children most of the one million deaths each year are
among African children

Measles
Since the introduction of effective measles vaccines, this

disease has become rare in the Industrialized world and its
occurrence In developing countrres has been dramatically
reduced The cases that continue to occur however, may lead
to death, often associated with pneumonia or diarrhoea

Malnutrition
One In every four children In the developing world suffers

from malnutrition In addition to the misery of constant hunger,
these children are much more likely to succumb to Infections
Almost one thIrd of childhood deaths are among the
malnourished

Malnutrition may result Simply from a lack of sufficient food
More commonly the quality of food given to children is
deficient in Its energy content, In the proteins needed for
growth or in other essential nutrients In addition many
children are deprived of the critical nutritional and protective
benefits of breastfeedlng

Integrated management of the sick child

WHY DO THESE DEATHS OCCUR?

mChildren in many parts of the developing world live in
conditions which favour these diseases general poverty poor
water supply sanitation and hygiene Inadequate and crowded
housing, and excessive air pollution

IJ When children fall III with one of these diseases they may
be at particular risk because their families do not Immediately
recognize the danger or take them to an Inappropriate health
care provider who Is unable to provide life saving treatment.

[] Even when treatment Is sought at a health care facility it
may not be adequate health workers are often poorly trained
and supervised or lack the essential drugs and equipment
needed to prOVide good care

El lack of awareness and Inaccessible or Ineffective treatment
are compounded by Widespread harmful practices These include
some traditional treatments the increasing use of breast milk
substitutes which heighten the risk of Infection and death and
the wasted expenditure on useless and sometimes dangerous
pharmaceutical products

All of th~s~ f~ctors c~n b~

iddressed. The most urgent need
is to ensure thit children who ire
t~ken to ~ hei/th Cire prOVider ire
correctly ~ss~ssed ~nd provided
with the tr~~tment they require.

Integrated management of the sick child

WHAT CAN BE DONE ABOUT THIS TRAGEOY ?

For Pneumonia
Health workers can be taught to detect pneumonia early by

recognizing viSible danger signs
Treatment Is With antibiotics, In most cases costing only

IS US cents for a full course of tablets Some cases need
treatment In hospital Including Injectable antibiotics and oxygen

For Diarrhoea
Half of all dIarrhoea related deaths are due to dehydration

Most of these can be prevented by giving more flUids along
with continued feeding at home and by treating dehydration
With oral rehydration salts costing as little as 10 US cents

Some diarrhoeal episodes are persistent and need simple
dietary management, while dysentery requires treatment With
antibiotics - in most cases inexpensive oral tablets

For Malaria
While control of malaria is complex In most cases life saving

treatment Is a short course of Inexpensive oral medication,
usually resulting in rapid and complete recovery

For Measles
Although there is no treatment for the measles virus Itself,

the disease need not be fatal If adequate attention is given to
treatment of assOCiated Illnesses and to the child s nutrition

For Malnutfltlon
Changing children s diets IS not easy and depends on

appropriate food being available Mothers can be taught, however
which foods are Important for their children that frequent
feeding Is Important, and that prompt treatment of Infections
IS essential to keep their children well nourished

Breastfeedlng must be promoted as crrtlcal to the nutrition
of young children and to their reSistance to infection It should
be the exclusive source of nourishment and fluid in the first
four to SIX months of life and should be continued along with
complementary feeding

Integrated management of the sick child



Integrated Management of the Sick Child
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FIVe dIseases cause
7 out of 10 chIld deaths

Smce 1990 around 60 mllhon chIldren
dIed before theIr fifth birthday FOI ty two
milhon of them were lolled by dIarrhoea
pneumOnIa measles malana 01

malnutntlOn Unless actIOn IS taken now
1n even larger number of hves will be lost
before the }ear 2000 Inexpensive
tleatments would save most of those hves

At leasl three m every four of the
c1uldren seekmg health care every day
suffer from one or more of these fIve
condllIons SlI1ce symptoms may overlap
illS not al\\ a> s easy to decide which
conditions are present

Itll'~~ , ~
\tl~
~~

World Health Orgamzatlon

DiviSIOn of DIarrhoeal and Acute RespIratory
DIsease Control
DI\ ISlon of COllllllullIcable Dlse1se, DIVISIOn of
Control of Tropical Diseases Acnon Programme on
Essential Drugs Global Progiamllle for V,CCllles
Materll1l1nd Child Heahh 1nd F111l11} Phnnlllg
NUlrlnon Or11 Helhh Progrll1lllle fOi lhe
Ple\entlon of Bhndlles, 111d Specl1l Progrlnll11e fOI
Research 1nd Tlallllllg III Troplc1l Diseases III

colhborallon \\ IIh UNICEF and the World Bank

WHOICDRl9S 5
DISTR GFNrRAI
ORIClNAl ENC IISH

Standard treatment
guIdelInes

Newly developed tre1tment gUldeimes for
the Sick child cover the most common
potentially fatal conditIOns The health
worker assesses every c1uld for

• non speCIfIc danger signs
• four mam symptoms

- cough or diffIcult breathmg
- diarrhoea
- fever
- ear problems

• nutntloml status
• ImmUnIZatIOn status

The gUldehnes enable the health worker
to claSSIfy e1ch childs Illness accordmg to
whether the child needs

• urgent referral
• speCIfIc medICal treatment and advice
• SImple advice on home management

The chIld IS given vaccmatlons as needed
1nd other problems are assessed

GUldehnes for management of the SIck
child 111 outpatient settmgs are available on
wallcharts and m booklets

Integrated management of the stck
chIld focuses on the child rathel than on a
speCIfIC dIsease It makes IdentifIcation of
Illnesses more accurate and aVOids
duphcatlon of effort

",'
~

TraInIng
Trammg of health workers I' ba,ed on

the treatment gUldelmes and emphaSizes
hands on practice The trammg matenals
must be adapted to local situations so
th1t for II1st1nce local food, and dnnks
can be mentIOned or locally appropnate
drugs lecommended

Further gUldehnes and trammg
matenals Will cover

• Improvmg health workers
performance

• managmg drug supphes at
the health faclhty

• assessmg and
changmg
family
behaVIOurs
regardmg the
cale of Sick
children

• hospllal care of
children With severe
Illness

Impact
A<.cordmg to the World De\ e10pment

Report 1993 management of the SIck child
IS among the most cost effective health
mterventlOns m both low and middle
mcome countnes

It was 1ssessed to be the mterventlon
hkely to have the greatest Impact m
reducmg the global burden of disease

The 1990 WOlld SummIt for
ChIldren set a goal for the reductIOn

of chIldhood mortahty by 50% by
the year 2000 Integrated
management of the SIck child IS
essentIal to reachmg that goal
WIthout It, mIlhons of chIldren
WIll not hve to see the new
century

DeSIgn Manl} n Langleld

Pholo UNICEr/5BB1/Roger LemO}ne



Diarrhoea
22.8°ib

Percentages of deaths associated With
Acute ReSpIratory Infectlons CARl) 33 7%
MalnutntIOn 29 0%
DIal rhoea 24 7%
Malana 77%
Measles 95%
One or more of these condmons 71 0%

ARI/Measies
52%

Measles
2.4°ib

DlarrhoealMeasles
19%

Other
331%

Malaria
6.2°ib

ARI/Malana
16%

Distribution of 12.2 tnillion deaths alDong children
less than 5 years old in all developing countries, 1993

ARI
26.9°ib

For further mformatIon, contact The DIrector DIvISIOn of DIarrhoeal and Acute Respiratory
DIsease Control, World Health OrgamzatIon, Avenue AppIa, CH-1211 Geneva 27, Switzerland
Tel +4122 7912632 Fax +41227914853
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o AdaptatIon of the course content

The Course requires adaptation In all countnes The process ofadapting the genenc course matenals to
country-specific pohcles and guidelines IS one that Involves an extensive effort and may take four to SIX
months The steps of the adaptatIon process are summanzed In the box below and are descnbed In the
4.daptatlOn GUide Laymg out the detaIls of how these steps WIll be carned out In a lOgICal and tImely
sequence needs to be part of the overall planmng process

Steps In the Adaptation Process

Revtew ofcurrent natIonal pohaes and gwdellnes on the management of the condItIons to be Included in the course I
ThIs may Involve consIderatIon ofadd1tIonal condltlons (e g. dengue In some AslaD coootnes) or deletIng conditIons I
Included lR the genenc course (e g malana In coootnes where this 15 not a problem) Countnes should be cautIous I

about mtroducmg too many new elements mto an already e-uenslvc course Furthermore there IS a serious nsk that I
the course WIll become too large Ifelements of Primary Health Care other than the care of Sick children are

I
Included. For all conditIons selected., the specific pohcles and gwdellnes reccmmended by the 1vI0H modified If

I

necessarY need to be lRcluded In the adapted \-erston of the cotJ!SC Tlus may be as Simple as filling In the
blanks of the charts or as complex as developing new sectIons of the charts and modules

2 Development of new pohaes and gwdehnes In some Instances the MOH may not yet have poliCies and gUidelines I

and deciSIOns WIll need to be made on desired recommendatIons. I

3 ConfirmatIon of actUal case management praeuces through V1Slts to health facilitIes. These VISIts are not as complex I
as those included In processes such as the WHO/CDR "Health Facthty Surveys The purpose IS Simply to obsene I
actual practIce and contrast It WIth offi~ al recommendatIons I

I

I

~ VISlt by a nutntIon consultant, or gwdance given to local nutntIonlSts to carry out adaptatIons of feedmg
recommendauons and IdenuficatIon ofcommon local feedIng problems The need to Idenufy specific feedmg
recommendauons and to match these With actual feedIng practices Will reqwre a special consultant \-ISH In many
coootnes At the conclUSIon of this consultancy draft nutnuoD gwdebnes WIll have been prepared

:> Agreement on draft case management gwdebnes to be Included In the course The adaptauon process also needs to

I
Include agreement on a system ofpatIent reccrds that can be used by health workers after tralmng

6 Circulauon of all draft gwdelmes and adaptatIons to relevant MOH staf( '11us step WIll often require a number of
rounds ofconsultatIon and redraftIng.

7 FInalIzauon ofadapted gwdehnes. Once reVIsed gwdehnes are finalized. central/reglonal staff need to be mfonned
If these COnstItute a change from current praeuce or PreVIOUS reccmmendabons

8 IncorporatIon ofgwdehnes mto the genenc charts and modules. lRCludlng the • mother Scard "f11IS step WIll also I

lRvolve testIng the mother's can1 to make sure that It 15 understood by the mothers for whom It IS deSigned

9 TranslatIon ofall course matenals

10 Layout and pnnung ofall matenals

..,20
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o Trammg site requirements

The CrItena for selecting the sItes for clImcal practice are descnbed In the "Course Director's GUide In
additIon to outpatIent facIlItIes, at least one inpatIent facIlIty IS reqUIred to ensure that enough patIe'1ts with
danger signs and signs requmng referral are available for demonstratIOn These sites must also already
have or be able to procure the essentIal drugs needed for traImng and case management followmg traImng
The operatIonal and 10gIstlc requIrements for conducting the courses wIll most llkely best be met m
hospitals With estabhshed DTU/ATUs

o Selection of participants for lDltlal courses

The partICIpants for the first course(s) should be selected from among first-level facIhty staffwho have
day-to-day responsIbdity for managmg SIck cruldren They should be from health faCIhtIes where drug
supphes are acceptable and where follow-up IS feaSIble and hkely to occur The inItial course should not
be conSidered a "TraImng ofTramers" course, because the country wdl need to assess the performance of
trained staff as they actually treat cases Trammg these staffwdl also prOVIde the best opportunity for
subsequent momtonng of the lmpaet of the course For the same reason, It may be preferable for the
trammg 10 the first year to focus on one or two regIons, or distnets

.. 19



DIIn1Ioea 22.5%

TO'J2U, ASSOCIATED
WITH.
-ARI 332%

I'lIlIlnuaillcn 29~
c:lIazItloea &4.2%
I11lI1aDa 72%
I'~ 9.8'6
I - ODe or more ol theM

6 cond1l1or.a 71'li

Why an mtegrated approach to management of the sick child?

Every year some 12 nulhon chIldren die befoie they reach their fifth bIrthdav, manv of them
dunng the first year of lIfe Seven m every 10 of these cluld deaths are due to diarrhoea.
pneumorua, measles, malana or malnutntlon - and often to a combmatlon of these conditions
Every day, nulbons ofparents seek health care for their chl1dren, talang them to hospitals health
centres, pharmacists, commuruty health care prOVIders and tradItional healers I\t least three out
offour of these cluldren are suffenng from one of these five condmons The dlstnbution of the
mam causes ofdeath In cluldren under five years m developmg countnes IS shown m the figure

Because there IS conSiderable overlap In the SIgnS and symptoms of several of the major
childhood diseases, a smgle dIagnOSIS for a SIck cluld IS often mappropnate Focusmg on the
most apparent problem may lead to an assocIated, and potentIally hfe-threatenlng, condltlon
bemg overlooked Treatmg the cluld may be complIcated too by the need to combme therap)
for several conditions

Dlstnbunon of 12.2 million deaths among children less than
5 years old lD all developmg countnes, 1993
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What are the advantages of this approach?

Integrated management of the sIck chl1d leads to more accurate Idenuflcauon of illnesses
m outpauent settmgs ensures more appropriate and, where possIble, combmed
treatment of all the major illnesses and speeds up referral of severe Iv ill chIldren
Health workers are trained m how to commUnIcate key health messages to mothers. thus
helping them understand how best to ensure the health of theIr chIldren

ThIS Situation argues for chIld health programmes that address not smgle dIseases but
the SIck chIld as a whole A lot has been learned from dIsease-speCIfIc control
programmes In the past 15 years The challenge [5 to combine these lessons mto a Single
more effiCIent and effective approach to managing chIldhood Illness A number of
programmes In WHO and UNICEF have responded to th1~ challenge by developing an
approach now referred to as Integrated management of the SIck chIld Alreadv a number
of other agenCIes, InstItutIOns and mdividuais are contnbutIng to thIS tnmauve

EVidence from surveys of health worker performance and of management of Illness In

the home suggest that, In both these areas, Improvements can be made that are hkely to
reduce mortahty SIgnIficantly As potentIally fatal Illnesses In chIldren are often brought
to the attentIon of health workers at fIrst-level health faCIlmes, the InItIauve for
Integrated management of the SIck chIld IS fOCUSing first on ImprOVing their performance
through traInIng and suppon At the same tune work has started on approaches to
changing fannly behaVIour In relatIOn to SIck chIldren including when and where faffilhes
seek care outsIde the home

The approach gIves attentIon to preventIon of cluldhood dIsease as well as to treatment
It emphasIZes the lmponance of lInmumzatlon, VItamm A supplementation If necessary,
and unproved Infant feedmg, including exclUSIve breastfeedIng

Integrated management of the SIck chl1d means effiCIency In trammg, ,ind In the
supervISIon and management of outpatlent health facllmes Wastage at re'Sources IS
reduced because chIldren are treated With the most cost-effectIve 1Otervenuon for theIr
condltlon The approach aVOIds the duplIcatIOn of effort that may occur In a serIes of
separate disease control programmes

AccordIng to the World Bank's World Development Report 1993, management at the SIck
child IS the mtervention lIkely to have the greatest Impact 10 redUCIng the global burden
of dIsease ThIS approach alone IS calculated to be able to prevent 14% of that burden
m lOW-income countnes Accordmg to the same report, management of the Sick chIld
ranks among the most cost-effective health 1OterventIOns m both 10w-1Ocome and rruddle­
1Ocome countnes

2



WHY INTEGRATED MANAGEMENT OF THE SICK CHILD
IS A PRiORI1Y?

The health svstem and the services It dehvers should

address major health problems
respond to the demands of the populatiOn
have a Slgmficant Impact on health status
address prevention as well as cure
be cost-effectIve and. J.f possible, cost saVIng
Improve equity

Integrated management or the Sick child meets all of these cntena.

Addressmg a maJor health problem Pneumoma. diarrhoea. measles, malana and
malnutntlon together account for 7 out of 10 of the 33 000 deaths that occur daJ1y among
the chUdren of the developmg world

Responcbng to a demand Every day milliOns of parents take their ciuldren for care to
hospitals and health centres, pharmaCISts and commumty health care prOVIders At least 3
out of 4 of these Sick children are suffermg one of these five conditions

Impact on health status The World Bank's World Development Report 1993 Investmg m
Health IdentIfied management of the Sick cluld as the mtervenbon hkely to have the
greatest Impact on the global burden of dISease, potentIally avertmg 14% of that burden m
low-mcome countnes or more than tWice the amount averted by the next most effectJve
mterventlon, chIldhood Immumzatlon

Prevention as well as cure Wiule management of the SIck dnld focuses on treatment It
also prOVIdes the OpportUDlty for, and emphasIZeS. the two most Important preventJve
mtervenbons for chdd health Immumzatlon and Improved nutnbOn, especlallv
breastfeedlng

Cost-effectiveness The same World Bank report ranked management of the Sick chIld
among the 10 most cost-effeettve mterventlons m both low- and mlddle-mcome countnes

Cost savmg: Inappropnate management of chtldhood dIsease IS wasteful of scarce
resources such as mtraveno11S tlwds and antibiotics Control programmes speCific to a
smgle dIsease have been effeettve but can be meffiClent beca11Se of dupl1catlon of effort
Integrated management of the Sick chtld addresses both of these concerns and should result
eventually m cost savmg although an IIIlUal 1I1cceased Investment will be needed for tramIng
and reorgamzanon.

ImprovlDg equIty- Virtually all children of the developed world and most well off clnldren
10 the developing world have ready access to the SImple affordable treatments needed to
protect them from death due to these five dIseases However, most dnldren of the
developmg world do not have access tQ thIs hfe saVIng care Given that th1S IS one aspect
of meqwty which Em be addressed immedIately, With proven, mexpeuslVe mtervenuons, It
should be addressed as a matter of urgency

3



Research on the management of the sick chtld

Research IS an essential component of all programmes to reduce mortalItv and morbIdltv
m chIldren Several research studIes have already been earned out to provIde
mformatlon for fmalIzmg the four SIck chIld case management charts (see below) These
mclude evaluatlOn of the Assess and classlfy chan m Bangladesh, GambIa, Kenya and
Uganda and studIes on the clImcal predIctOrs of anaemIa m GambIa, Kenva, \1alaWl and
Uganda The studIes have led to modIfICatIOn or valldatlon of the followmg aspects of
the protocol

the clImcal SIgns for classIfymg chIldren as requmng antImalanals m low­
rIsk areas have been refmed,

• the clImcal SIgns for classIfyIng chIldren as haVIng severe anaerrua requmng
referral have been Improved for greater specIficIty,

detectIOn of fever by touch was shown to be sufficIently sensltlve and
speCIfIC to JUStify the recommendation to "feel the chIld for fever" If no
thermometer IS avaIlable,

VISIble severe wastmg was found to be adequate to detect most chIldren
wIth very low weight-for-height for referral to hospital,

the rate of referral and antibionc use with the reVIsed protocol were found
to be acceptable

A multlcentre study on persIstent dIarrhoea m Bangladesh, IndIa, MeXICO, PakIstan, Peru
and VIet Nam has prOVIded Important findIngs that have been used to update the
recommendanons for management of perSIstent dIarrhoea

FmdIngs from a study on pneumoma, sepSIS and memngms In EthIOpIa, GambIa, Papua
New GUInea and the PhllIppmes have also been used to complete the recommendanons
for dIagnOSIS and treatment In young Infants

WHO has drawn up a lIst of future research pnonnes related to management of the SIck
chIld In adchnon to ImproVIng the detection and treatment of the fIve major Illnesses,
areas where more mformanon IS needed mclude

detectIon and management of anaemIa and memngms
nutntlonal management

• management speCIfic to the SIck young Infant
• reasons why mothers do not seek health care for SIck chIldren
• IdentIficatIon of hlgh-nsk cmldren

adequacy of clImcal management In fust-Ievel health facllmes

WhIle much research IS concerned WIth blOmedical questIons, there IS also a need for
funher behaVIoural research on, for example, commurucanon with mothers mcludIng the
adaptanon of adVIce on feedmg to local condmons

4



Research has been carned out bv a number of collaboratIng mstItutIons and coordmated
by the WHO DIvIsIon of DIarrhoeal and Acute Respiratory DIsease Control and the
WHO SpecIal Programme for Research and Trammg m TropIcal DIseases From 1993
to now a senes of consultatIons has been orgamzed to obtam expert adVIce on vanous
tOpICS, to reView research fmdmgs and to redetme research pnontles Two research and
development coordmatIon meetmgs have also been held wnh partICIpatIOn of a WIde
range of current or potentIal collaborators

What tools are bemg developed?

Case manaiement iUIdehnes

Integrated outpatient management of the SIck child at the first-level health faCIlIty has
been descnbed on four wallcharts WhICh WIll also be avaIlable In booklet form These
guIdelInes are based on expenence to date and on the findmgs of some focused research
studIes The charts are tItled, respectlvely

• Assess and clasSIfy the szck chzld age 2 months up to 5 years
• Treat the chzld
• Counsel the mother
• Assess, classzfy and treat the slck young tnfant age 1 week up to 2 months

Mana~ement of chIldhood Illness a tramme course

The case management guIdelmes constitute the techmcal core of a trammg course that
has been developed for first-level health faCIlIty workers This course COnsists of a set
of SIX tramIng modules for partiCIpants, still-photo exerCISes, Video film and detailed
InStruCtlons for the course drrector and course facilitators It emphasIzes hands-on
praCtlce of the skills taught A full descnptIon of the course IS presented In the Annex

A guIde to local adaptatIon of the traImng matenals IS also In preparanon ThIS wIll
mclude guIdance on modlficatlon of such trungs as foods and flUids to be Included when
counselling the mother, antImIcrobIals of chOIce m a particular epidemIologIcal context,
and other pohcy deCISIOns

On-the-Job trauune m manaeement of drue supplIes

Gwdelmes for conduetmg a tralmng workshop followed by supeIVlsed practlce In the
place of work have been developed m collaboratIon With the USAID-funded BASICS
Project to help health workers better manage the drugs essennal for management of Sick
chl1dren They Will be field-tested soon and are expected to be ready for use by the end
of 1995

/
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Other matenals under development

Two other sets of gUldehnes • on Improvmg health workers' performance and on assessmg
and changmg tamlly behavIOurs related to care tor sIck children - are bemg developed WIth
the help of specIalists In these areas

As many Sick children require referral to a hospItal, a further trammg course IS bemg
developed on mpatIent case management of the Sick child

Work has also begun on a survey manual for assessmg health worker performance, based on
those already aVailable for diarrhoea and ARI GUidelines for mtroducmg the Integrated
approach m countnes are also bemg put together

Field-testmg of Management of chlldhood lllness

A pretest of the course m Gondar, EthIopia, m August 1994, followed by several weeks of
observatlon of the trcuned health workers, yIelded very promlsmg results Followmg the
pretest course matenals were finalized m preparation for a full field test mcludmg matenals
for course mstructors ThiS field test was CarrIed out m Arusha, Tanzania m February­
March 1995

A full report of the field test IS aVilllable The findmgs were largely posltlve The course
was conducted m Enghsh and, not surpnsmgly, health workers With a better command of
Enghsh handled more readily the mdlvldual work requmng readmg Health worker
performance dunng the course 10 both wntten exercises and chmcal practice was evaluated
All three types of health workers mcluded 10 the field test were able to learn and apply the
process of assessment, clasSification, treatment and counselhng at a very acceptable level of
performance The tables below show some of the more Important findmgs from the field
test

6



Table 1 Proportion of children correctly classified by health worker tvpe

Health worker type

MCH aIdes

(N=206)
% (#)

Rural medIcal
aIdes
(N= 161)
% (#)

MedIcal
aSSIstants
(N=98)
% (#)

Cough

DIarrhoea

Fever

Ear

MalnutnUon/AnaemIa

FeedIng Problems

Total, all symptoms

84% (127/152)

90% (71/79)

94% (114/121)

100% (6/6)

97% (148/152)

50% (7/14)

90% (473/524)

83% (95/114) 87% (55/63)

77% (41/53) 86% (32/37)

91 % (87/96) 93% (50/54)

100% (4/4) 100% (3/3)

87% (109/125) 83% (53/64)

81 % (13/16) 100% (14/14)

86% (349/408) 88% (207/235)

Table 2: Proportion of cases where treatment was correctly Identified

MCH aIdes
Rural medIcal aIdes
Medical asSIstants

All combIned

74% (64/87)
73% (65/89)
92% (37/40)

77% (166/216)

Table 3: ProportIOn of treatments observed to have been gIven correctly

Cotnmoxazole 89% (31/35)
ChloroquIne 92% (49/53)
Paracetamol 100% (16/16)
Plan A 84% (21/25)
Soothmg remedy /93% (27/29)

Total 91% (144/158)

7
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Plans for Implementation

The concept of the Integrated approach to chIldhood illness has been welcomed by many
countnes In some lt w111 fa well mto reorgamzatIons of health semce management that
are already under way In others, orgaruzatIonal changes or clearly defmed collaboratl... e
arrangements between eXIstmg disease-specific programmes Will be needed

WHO, UNICEF, the World Bank and therr collaborative partners Will work With
countnes to help adapt the new matenals to the country context, to plan how
Implementatlon of actlvltles can best be managed and to evaluate the expenence
Panicularly close momtonng of Ironal expenence Will be earned out 10 a small number
of countnes

CollaboratIng partners

Many InStitutiOns are collaboratmg 10 thiS ImtlatIve as listed 10 the attached table

BIlateral aId agencies from many countnes, the World Bank, UNDP and UNICEF are
suppomng these effons through therr fund10g of WHO Programmes Funds specIfically
deSignated for thiS lmtIatlve have been proVIded to WHO by the Governments of
Australla, Luxembourg, Norway and SWitzerland and by the US Agency for International
Development In addition, UNICEF and some bilateral agenCIes have allocated funds
for management of the sIck chIld 10 therr health projects 10 countnes

f
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Collaboratmg mstltutlOns

In additIon to the MinistrIes of Health In countnes where actIVIties related to mtegrated
management of the sick chtld have been carned out, the followmg mstHUtIOns have collaborated

World Health OrgaDlzatlon (Programmes/UDlts)
DIVISion of Diarrhoeal and Acute Resplratorv Disease Control (CDR)
DIVISion of Commumcable Diseases (CDS)
DIVISion of Control of Tropical DISeases (CTD)
Action Programme on Essenual Drugs (DAP)
Global Programme on AIDS (GPA)
Global Programme for Vaccmes and Immunization (GPV)
Maternal and Chtld Health and Pamdy Planmng (MCH)
Nutnuon (NUT)
Oral Health (ORH)
Programme for the Prevention of Blmdness (PBL)
Special Programme for Research and Trauung m Tropical DISeases (TOR)

World Bank
Department of Population, Health and Nutnuon

UNICEF
Chtld SUrYlval Umt
Bamako Imuauve Umt
Nutnuon Umt

Other JDstttuttons
Ethiopia

The Gambia
Italy-
Kenya

South Afnca

Tanzama
UK.

USA

Viet Nam

AddIS Ababa University
Gondar Medical College
Medical Research Counal
Istltuto Burlo Garofalo·
Kenya Medical Research Institute
Wellcome Trust
The South Afncan InstItute for Medical Research
Umverslty of Cape Town
Tanzaman Food and NutnbOD Umt
Cambndge University
London School of HYgiene and Tropical Medlcme
Liverpool School of Tropical MedIcme
Medical Research Counal
Save the ChtldreD Fund
Umverslty of Edtnburgh
Academy for Educabonal Development, USAID/SARA
Centers for DISease Control and Prevention
Johns Hopkins UnIverstty, USAID/Chl1d SurVIval Project
Harvard Institute for International Development,
USAlD/ADDR

I\.flchtgan State Umversity
The Partners!uop for Cluld Health Care, Inc.
LJSAID/BASICS

UniversIty of Colorado
Umverslty Research Corporation, USAlD/Qua1J.ty A~urance

Project
Wellcome Trust

9



Distr~bution of 12.2 million deaths among children less than
5 years old in all developing countries, 1993

ARI-mostly pneumonia 24.6%

-!i

ARI - t1IV 0 2%
ARt - pertussIs 2.1%

ARI .. malaria 1.6%

Malaria 5eG%

Malaria anaemia 0.6%

Other 33.1%

Source WHO 1994

ARI - measles 5.2%

Measles 24%
DI,rrhoea-mCi!~sles1 9%
Diarrhoea - HIV 0.3%

Diarrhoea 22.5%

TOTAL ASSOCIATED
WITH:
-ARI 337%
- malnutnnon 29 0%
- dlarrhoea 24 7%
-malana 77%
- measles 9 5%
- One or more of these

5 condlnons 71%
---- -- ---- I



Overlaps in clinical presentation

SICK CHILD
AGE 2 MONTHS
UP TO 5 YEARS

YOUNG INFANT c

Cough & fast breathing:
R fa/ciparum malaraa
Pneumonia

Severe anaemia

Severe malnutrition
confuses diagnosis of:
- pneumonia
- severe dehydration

Pneumonia/sepsis/meningitis
Most illness

Abnormally sleepy or difficult to wake:
Cerebral malana
Meningitis
Severe dehydration
Severe hypoxic pneumonia

~
pneumoma

Measles ear infection
laryngotracheitis
diarrhoea

~

DNlslon 01 Diarrhoeal andAcute ResplratOlY Disease Control (CDR)



MALNUTRITION
- refer severe

* weigh. If low WFA -+ F/U· weigh In 2 weeks, more nutritional counseling
* vitamin A deficiency (Bltot spots, corneal clouding)

INFANT FEEDING ADVICE
- continue feeding during Illness -+ breast, other
- suggestions for complementary food
- special advice for persistent diarrhoea

* best of the breastfeedlng counseling course
* more on solving problems with complementary feeding

MEASLES
- pneumonia
- ear Infection
- laryngotracheitis
- diarrhoea

* vitamin A
* sore mouth
* conjunctivitis

MALARIA
- empiric Rx for fever

* low/high malaria risk settings
* first-, second- line antimalarial
* quinine for severe malaria

Integrated
Management of
the,Sick Child

'.

""'"\i"
~

IMMUNIZATION
* avoid missed opportunities -+ Immunize all sick children who go home

DNision 01 Diarrhoeal and Acute Respiratory Disease Control (CDR)



I YOUNG INFANT
- pneumonia/sepsis/meningitis

ARI
COO

I-- MALARIA
- empiric Rx for fever

MALNUTRITION
- refer severe

MEASLES
-pneumonia
• ear Infection
• laryngotracheitis
• diarrhoea

, INFANT FEEDING ADVICE
• continue feeding during Illness~ breast, other
• suggestions for complementary food
- special advice for persistent diarrhoea

-~

IMMUNIZATION

DIVIsion 01 DIarrhoeal and Acute Respiratory DIsease Control (CDR)



111(Uura{;;d Ilt;JllaUt!II\t!llt of ellUullOud ilh\t!:;G
I ~ 1

-A

Integrated

clinical
guidelines

and
training
materials

-~

-~
-~

~ ~

• •
National
programmes
collaborate in
integrated

training
courses ...

~
\

Integrated

clinical case

management



-~
~

Integrated management of childhood illness
WHO/UNICEF training course for first level health facilities

Assess the child

Check the child for danger signs.
Then ask:
Does the child have cough or difficult breathing?
Does the child have diarrhoea?
Has the child had fever?
Does the child have an ear problem?

Then check the child for malnutrition and anaemia.

Then check the child's immunization status.
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Intf;lgrated management of childhood illness
WHO/UNICEF training course for first level health facilities

Charts

• Assess and classify the sick child
Age 2 months up to 5 years

• Treat the child

• Advise the mother

• Assess, classify and treat the sick young infant
Age 1 week up to 2 months



Integrated management of childhood illness
WHO/UNICEF training course for first level health facIlities

Further assess the child and classify the illness

-..
~

Integrated management of childhood Illness
WHOAlNICEF lraillng txUIlII for bleWl heaII1 faalrlle6

, . •.. AS:~SS l~~ chilli .. .. ....1
,

ChICk !hi cllild lordanger ligna.
JIlgnask
aoe. rtJe dJJId ltM CCllIgh ordIItIcuIf blNthlnQ?
DC!M rtM dIIIdhM dIIn1IclM1
HIs 'huh/fdhid,...,
DOlI rtM childbM1l'J"pIObIIIm?

lbl1ttdlfH:k lit /MIdlor malnulritJon lind illHml.(

::lbCa dleok1tlt ChIltf$ ~tllUllOll t:tMUa

:·:C··--"~"·----"'·... ...

{<:.
"",

,

For any "yes" answer,

further questions

Based on this:
Classify the illness(es)

For all children:
Classify nutritional status
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Wl~llt~qwU~Qm~~Qtrqbi'~,1tQIi iJJ~~%~
WHO/UNICEF training course for first level health facilities

Treat the child

• Teach the mother to give oral drugs at home (antibiotic,
antimalarial paracetamol, iron, vitamin A)

• Teach the mother to treat local Infections at home (eye, ear,
mouth, throat)

• Drugs for clinic administration (quinine, chloramphenicol)

• Give Increased fluids for diarrhoea and continue feeding



-~

Sick child essential drugs: First level facility

-ORS
- Oral antibiotic

- often cotrimoxazole
-± additional second line

- Oral antimalarial
-± second-line

-Iron
-Vitamin A
• Paracetamol
• (mebendazole)
• Tetracycline eye ointment
• Gentian Violet
• Quinine } 1M
• Chloramphenicol

DIVISion of Diarrhoeal andAcute RespIratory Disease Control (CDR)
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IR~~~tEtql»imiAQfV»SWl ~ft Qbj'A~J:t~QIi iJJ»~.
WHO/UNICEF training course for first level health facilities

Advise the mother

• Food

• Fluids

• When to return

Process: ask, praise, advise, check
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Integrated management of childhood illness
WHO/UNICEF Training Course for First-Level Facility Health Workers

4 other sets of materials in development

... Monitoring and improving health worker
performance

... Management of drug supplies at health facilities

... Interventions for family behaviour change,
particularly related to careseeking and home case
management

... Inpatient case management training course

DIVISion 01Diarrhoeal andAcute ResplTatOf'J Disease Control (CDR)



Integrated management of childhood illness
Training materials for management of inpatients

Integrated assessment and
classification of illness

Separate treattment modules

ARt and
associated
conditions

Very severe febrile illness
(including severe malaria,

meningitis)

I
Integrated guidelines for

monitoring progress

Diarrhoea and
severe

malnutrition

--- ----~

~
~.,.$Q

DIVISion of Diarrhoeal and Acute Respiratory Disease Conlrol (CDR)



Covered by chart
(87%)

Fever
Cough

Diarrhoea
Ear problems

Frequency of presenting complaints of 450 children
(as volunteered by their mothers),

Gondar, Ethiopia, 1994
,

,
Skin lesions _

Abdominal pain •
I

Eye discharge __
Dental problems I

Neck swelling I
Generalized swelling I

Anorexia I
Rectal prolapse I

Headaches I

1

!
Not covered by chart

(13%)

(not recorded) •

0% 10% 20% 30% 40% 50% 60% 70%

_ DIvision of Diarrhoeal and Acuta Rasplratol}' Disease Control (CDR)
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Main symptoms of 440 sick children
MRC, Gambia

Cough

Diarrhoea

Fever

Ear problem

45.0%

92.5%

84%

..-
\J'

___________ PercentMje of all cl1~lgren _
DIvIsion 0/ Diarrhoeal andAcute Respiratory Disease Control (CDR)



Health worker using sick child chart
versus expert clinician with laboratory

, Sen$1tlvltY" Specificltv
Pneumonia

,
~

.. Gambia 780" 90%

.. Kenya 98% 62%
lIP Ethiopia 86% 92%

Malaria • History fever
... Kenya (high risk) 96% 21%
.. Gambia (low risk) 100% ~~' "'- '.3%'1'

,, , ,. .... ........ >....... < " ,, , ,'" , -eo: "':: :l: ;." <.<-. ;. ,. ~, , , l ~ ~ ~ ~, ... "::') ...... , , ,

Malaria .. T > 37..9 or splenomegaly , ' .. ~ ...< I •, ... ,. ... ,. ... <-

too Gambia (dry season) , 81% ' 50%

" , , ,
Ear infection
... Gambia 39% 97%
.. Kenya 51% 88%

Malnutrition
.. Kenya 95% 78%

'if...,
~

-----~--- - ----~-~-----
DW/slOn of Diarrhoeal and Acute Respiratory Disease Control (CDR)

----



, ,
, ,

:{
><

:: ~~

~...t l' "'''''<;l;H:.r,n~··
< 1 $·V~ll:~.~ I-

• ~ ~~,<'-~. I,... a ;
• J1<l~~tk.<tV <'

~~ P' ,
(,.....< '(

,; /~ At ~A '. ~:,

y '1,"~(~<- "( -=*" 1:,."..... ... -: ~ ,,-: (:J I" ,Ml n, Ll'
<il ~~I l,"l Ad',
<~"<m:( f,)( ~~-c

0..2

< " i't~'7

2.0

4.0

40..0

25.0

14..&

Annuelcoet
.-OALY

USI
40~O

)oj. nIHi-l-};'; )0, ;.;r'i 'i a,;.;.;);.)on .. ;'jon )oJ> ;)o)

"i'"'t< #,u «AI (.(..... ~"!«-t«~

... ~ \"= 0{

/ ~... > v

14~<·' ~
-: t~-cW~'"

~ '(")o)o},.;. 'i"-

:<-::: h'--:C,(" ~~"'""V".........~~ .... :.:.;:u...~~~)/:.~...):
" , !~J,' ~l ' 1 <<< < 1 '

"oC ~ (~~)<,('$ ~~;(" -:5 )0 ~'« {, <.'(

,;i!Gi..< ,t ~~ <
'<lY:'~ "," !it~

<
l

, «

'i ,. )HUHHnUununUHHHUtHU""">U",,,uu,,,,,,..,.,.,.,.·,.,.,.U,..HtH nut t "H'iHUn,. ;. H t t ,. )oUt tun,. H ,. U U,.. H H .,.H,. ,.. »t,..»,..n,..~,..»),..u

Proportion of total global disease burden averted

Family planning

EPI Plus

Treatment of STD's

Prenatal and delivery care

AIDS prevention programme

Management of the sick child

Cost-effective pac;kages of public health interventions and essential clinical services
( j

Short-course chemotherapy for TB 11%

School health programme I01%

Tobacco and alcohol programme I01%

4.0

225

425

0..6

0.3

0.3

Source World Bank Development Report, Investing In Health, 1993 DALY = Disability-adJusted life year
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Potential interventions for a lIuniversal packagell with a
cost-effectiveness of less than US$ 150 per DALY averted,

Mexico 1994

Intervention " ,ICost per ~ALY averted
, , ' ~ in US$ ~

1 Management of the sick child 11
1-)0 ~ .... ~ ~ ... ..:... ;' >

, 2 'Jf.~n! Of,~~n!';~!~~';: ':: ,', . ',!~" ':,
3 <'<'T1ueat~"ent~o" d·lavrmoe~'a Itln'~ ~~;~, \~~~ /~ /.<\ ~ </'~~~{>Vfi1~':.+ ~< ~.-:; <~' :' <

~ , '!J' 11 , ~ " <, ~, ~ , , $,," • " ,'< v ,
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DIVISIon of DIarrhoeal and Acute ResplTatory DIsease Control (CDR)



Almost three quarters of childhood deaths are associated with just 5 causes

Malaria • 1 million

Measles· 1 2 million

Diarrhoea· 3 2 million

•f All other causes - 3 9 mIllion

t Malnutntlon - 3 7 mIllIon

•f ARI • 4 3 millIon

t
t
i

ttt
ttt

t t t t " deat~s lIt t t t
ttttttttttttttt
ttttttttttttttt
ttttttttttttttt

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

-
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... "
DN/sion of Diarrhoeal and Acute Respiratory Disease Control (CDR)
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Immunlzallon,
water/sanitation and

other preventive
services In community

Pathway to Survival

INSIDE THE HOME

OUTSIDE THE HOME

Informal
Community Services

Formal Community Services

Referral level
facility



Table B 6 Dlstnbubon of the dISease burden In cIuldren In demograplucaIIy developmg
econonues, ShOWlllg the ten maIn causes, 1990

ChIldren under 5 ChIldren ages 5-14
Female Male Female Male

Total DALYslost (mIllions) 250 268 67 75

DlSe/l5es and lnJunes Rank Percent Rank Percent Rank Percent Rank Percent

Commumcable and pennatal 732 746 571 520
Infectlous and parasItic 375 372 485 452

TuberculosIS 05 05 []] 57 [2] 41
STDs and HIV 10 aID 10 aID 24 19

Syphilis 05 05 00 00
Human ImmunodefiCIency VlI1lS 05 05 03 01

DIarrheal dISeases OJ 162 OJ 157 I3J 71 I3J 61
Cluldhood cluster GJ 107 GJ 106 aJ 86 Ul 81

PertussIS 18 19 16 15
Pobo 03 04 20 25
Measles 56 55 41 34
Tetanus 29 29 08 07

Malana []J 47 []J 47 []J 49 []J 43
Inteshnal helmmths 00 00 OJ 123 OJ 114

AscaT15 00 00 76 71
Tnchuns 00 00 46 42

RespIratory InfectIOns OJ 185 Ul 176 OJ 79 OJ 69
Pennatal aJ 172 OJ 199 00 00

NoncommunIcable 21 1 199 284 272
Nutntlonal and endocnne 64 61 37 24

Protem energy malnutnbon [l] 24 [§] 21 03 03
IOdme defiCIency [i] 13 [i] 12 02 02
Vltanun A defiCIency [§] 23 [l] 22 00 00
Anenuas 03 03 [§] 30 19

Neuropsyduatnc 1 1 10 75 9 1
EpIlepsy 02 03 []j 26 35

RespIratory 20 18 32 40
Asthma 02 02 23 26

Congemtal 65 66 12 10

InJunes 57 55 145 207
Umntentlonal 46 46 126 18 1

Motor vehIcle 04 04 37 [ID 44
Falls 12 10 19 rEJ 31
Drownmg 06 07 17 aJ 32

Intentional 10 08 20 26

Note The rankmgs refer to health mterventlon pnontles dISease groups are ranked only when there IS a single mterventlon or accepted cluster of
mterventlons for controlling the dISeases mcluded In the group
o Can be substanha1ly controlled WIth cost-effective mterventlOn less than $100 per DALY saved
o Can be parhallv controlled WIth moderately cost-effective mterventlons $250 to $999 per DALY saved (There are few or no mterventlons m

0
the range of $100 to $250 per DALY saved)
Cannot be controlled m a cost-effective manner $1 000 or more per DALY saved

CJ Preventive and therapeutzc interventions have not been evaluated for cost-effectiveness

222



Table 3 2 Actual and proposed allocatIon of publIc expendIture on health m developmg countrIes, 1990
(dol/ars per caprta)

Package component

Spendmg under the proposed padage
Lou>- MIddle Al/

mcome mcome devdopmg
coul/tnes countnes" countne<

Estimated
actual

spendm~ all
developrng
countne< Contents

Public health

Essential chnIcal services
(minimum package)

4

8

7

15

5

10 4-6

EPI Plus school health
programs tobacco and alcohol
control health nutrItion and
famllv plannmg mformatlon
vector control STD
prevention mOnItonng and
surveJilance

TuberculosIs treatment
management of the sick child
prenatal and dehvery care
family planning STD
treatment treatment of
mfectlon and mmor trauma
assessment advice and pam
alleviatIOn

Total public health and 12 22
minimum essential chnIcal
services

Discretionary chnIcal servlces< -6 40

15

6

5-7

13-15 All other health services
mcludmg low cost
effectiveness treatment of
cancer cardiovascular disease
other chromc conditions
major trauma and
neurological and psychiatriC
disorders

Total 6 62 21 21
Note Current spendmg on essentIal chmcal servIces .s eshmated to be 20-30 percent ot total pubhc expendIture on health on the basIs of estimates
In World Bank health sector reports The numbers reported should be regarded as approxImatIOns
a Estimated for an Income level of 5350 per capita
b EShmated for an mcome level of $2 500 per capIta
c EShmated reSIdually The negative number for low Income countnes reflects total spending belm., the cost of the package
Source World Bank calculatIons World Bank sector reports on Ghana (1989) IndIa (1992) IndoneSIa (1991) JamaICa (1989) Jordan (1989) MeXICO
(1989) Nlgena (1991) PakIstan (1992) Turkey (1990) and Venezuela (1992)

to cost-effective pubhc health measures and essen­
tIal clInIcal care delIvered maInly m health centers
and commUnIties In many countnes the share of
publIc spendmg devoted to these basIc servIces
has been fallIng m recent years In Brazil 64 per­
cent of publIc spendmg on health m 1965 was for
preventIve and publIc health actiVItIes, but by the
mId-1980s the share had dropped to 15 percent
and hospItals absorbed fully 70 percent of expendI­
ture The resultmg weakness of the pnmary care
network leads patIents to seek care m hospItals up
to 80 percent of the cases crowdmg hospItal emer­
gency rooms could be treated as effectIvely but
more cheaply at the pnmary level

In the world as a whole, almost half the eXIstmg
d1sease burden IS from commUnIcable dIseases
nutrItional dIsorders, and maternal and pennatal
causes It 1S pnmarily these problems that an ap
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propnate package of cost-effectIve care would ad
dress Even the best-des1gned care package could
not prevent all the health damage from these d1S­
eases because of the low cost-effectIVeness of some
mterventIons and the mcreasmg margmal costs of
even the best ones Still because of the SIZe of the
burden and the low cost per DALY of the mterven­
tIons, It IS reasonable to conclude that publIc ex­
pendIture on health should InItIally be concen
trated on those condItIons What thIS ImplIes for
the dIstnbutIon of spendmg by type of mput or
level of facilIty IS less clear but It probably means
that facilIties above the d1StrICt hospItal level
should account for only a small share of the total
pnmarIly for dealIng WIth referrals

Table 3 2 Illustrates the degree of m1sallocatlon
of health spendmg by comparmg estImated actual
expendIture WIth what would be spent for a pack-
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ImtIal planmng by countnes for mtegrated management of chIldhood Illness

Introduction

The development of an unproved system for proVIdmg care for sIck chIldren wIll
be a long-term undertakIng m all countnes WhIle the potentIal benefIts and cost­
effectiveness of an mtegrated approach to case management are Important and
reahstically prorrusmg, development needs to be seen as mcremental, and WIll eventually
Include InItial trammg of health staff and other proVIders of care, relIable proVISIon of
essentIal drugs, remforcement of slalls through momtonng and supervIsIon, and changes
In home management and care seekmg practIces

Countnes mterested m plannmg for the prOVISIon of unproved mtegrated care WIll
have already accumulated valuable expenence WIth smgle dIsease programmes such as
CDD and ARI, and m some cases WIth trammg m breastfeedmg counsellIng A
challenge In buIldmg on these programmes will be to preserve them whIle more
Integrated approaches are bemg developed It IS suggested that countnes begIn by
provIdmg opporturuties for coordmation between current programmes, postpomng
conSIderatIon of the pOSSIbilIty of structural changes to ensure mtegrated programmes

At the present tune, the only "SIck chIld" gwdelInes aVailable to countrIes are
those m the WHO/UNICEF trammg course "Management of ChIldhood Illness," and the
accompanyIng AdaptatIon Gmde WhIle a number of other gwdelmes and matenals are
bemg developed (e g InpatIent treatment gwdelmes, tools for momtonng and
evaluatIOn), It IS not expected that these will be available before 1997, With the pOSSIble
exceptIOn of a course on management of drug supphes m health facl1mes The broad
range of matenals already avaIlable for smgle dISease programmes, however, are
avaIlable, and these should contmue to be used They can often be used In a combIned
manner

Thus, In considenng how they can begm developmg Improved mtegrated case
management, countnes are considenng how to do two thIngs

1 Plan to carry out "Management of ChIldhood lllness" courses

2 Contmue to carry out smgle or combmed programme actIVItIes

Other gmdehnes are available on the second of these subjects, and these notes
WIll thus concentrate on planmng for use of the new SIck chIld tralrung course

ImtIaI onentation meetmg

Some countnes WIll be approachIng the subject by creatmg a worlang group or
task force devoted to "SIck child planmng" Others may have deSIgnated a partIcular
IndIVIdual to begm plannIng Others may SImply be Interested m learnmg more about
the general "SIck chIld mItlatlve" or the new WHO/UNICEF course



WHO and other agenCIes can make avaIlable a small team of consultants to work
WIth countnes on planmng and early ImplementatIon of the course It is suggested that,
10 each country, two consultants partIcIpate 10 an ImtIal onentatIon meet1Og, a clImcian
farmlIar With the techmcal foundatIOns that underlIe the course, and a manager or
planner famIlIar With the development of sound trammg plans WIth10 the context of
dIsease control programmes The first traunng course should not be planned for a date
less than SiX months after this tmtlal VISIt The need for careful course adaptatIon makes
thIS long lead tIme necessary

Because part of the Job of the consultants Will be to proVIde mformatlon as the
basiS for MOH deCISIons about whether and how further steps to plan and carry out
courses Will be developed, they WIll need to work With staff who are 10 a pOSltiOn to
make such deCiSIons If a v.orlang group has not already been establIshed, It is
recommended that one be created, and that It mclude the Programme Managers of
vanous dIsease programmes (COD, ARI, Malana, NutntIon, BFHI, EPI, etc ), as well
as a semer MOH offiCial, who may !:>erve as chaIrman. Smce this IS a "worlang" group,
it should be kept small Some countnes may WISh, however, to mclude other MOR staff
(staff responsIble for Maternal and ChIld Health, Commumcable DIsease Control,
Traimng, Essential Drugs), mfluentIal paematnCIans or heads of tralmng institutIOns, or
representatIves of donor agenCies

The 1OtroductIon of the "Management of ChIldhood Dlness" course 10 some "early
use" countnes dunng the forthcomIng year Will prOVIde an Important opportumty to
progreSSIvely tram a pool of mdiViduals who would be able to asSiSt other countnes 10
the regIOns m the cruCIal steps m prepanng, adaptIng and planmng the 1OtroductIon of
the course and momtonng the process and outcomes

Dunng the onentatIon meetIng, the necessary steps m planmng and carryIng out
the course Will need to be descnbed The follOWing subjects should be mcluded

1 PrerequlSltes WHO beheves that the only prereqwsltes to us10g the course are
an understandmg of what IS 1Ovolved, a WIllmgness to make the necessary
cornrmtments necessary to meet the resource and orgamzatlonal reqwrements of
the course, and a practIcal plan for the mtroductIOn of traImng and associated
follow-up actIVitleS as descnbed below

The eXIstence of properly functlomng drug supply systems, staff performance
momtonng systems, fully acceptable case management at referral centres, well
deSIgned 1OterventIOns for Improvmg household care, and a health system whIch
10tegrates the functIOns of the programmes concerned With the Sick child are all
deSIrable and can be developed m tIme Health faClhty staff are already treatIng
the condItIOns covered m the course, however, and adequate chmcal skills,
IncludIng those Involved In managIng cases m a tegrated manner, are essentlal
to 1II1proVing care Even pnor to a more compr 15Ive system, such traImng can
be expected to result m 1II1proved performan.. In nearly all health faCIhtles
some drugs are avaIlable some of the tIme, and therr rational use Will Improve
case management and ensure that ltmIted supplIes are used more effectIvely By
planmng the IntroductIOn of the Integrated traInmg to focus on those parts of the
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country where drug supplIes and referral are of acceptable quahty, and VISltS to

facIlItIes for supervIsIon are feasIble, countnes can gam the confIdence to lInprove
these essentIal elements to support the phased mtroductIOn of mtegrated case
management

2 DescnptIOn of the "Management of Clnldhood illness" course A bnef descnpnon
of the course, mcludmg the target audience, the course content, the trainIng
methods, the role of and selectIon cntena for facilitators and partICIpants, and
traImng SIte reqUIrements IS prOVIded m Annex 1

3 DescnptIOn of the course adaptatIon process The seetlon of thIS document tItled
"AdaptatIon Process" descnbes thIs step At the InItIal meetmgs, the consultants
can explam the techmcal basIS for the clImcal guIdelInes, respond to questIOns
from the group, and begm to explore those areas where adaptatIOn WIll be
necessary (see reference document, the draft "AdaptatIOn GUlde")

DeciSion to Introduce "Management of ChIldhood Illness"

At thIs pomt, MOR staff will be able to deCide whether they Wish to use the
course and are ready to make the COIIlIl1ltments necessary for Its mtroductIOn Some
countnes may find that the course and the processes mvolved m Its mtroductIOn are
more complex than they had appreCIated pnor to the consultant VISIt, and may conclude
that they will not develop further plans for Its mtroductIon Other countnes may deCIde
that the mvestment IS JustIfied In these countnes the development of a plan for
mtroducmg the course IS the next step

Plan for introduction of "Management of Childhood Illness"

A plan should be developed for mtroducmg the new "Management Of ChIldhood
Illness" course, With technIcal asSIstance by the programme management consultant In
most countnes, thIS plan would cover only the first year Before the end of thIS year,
deCISIOns will have to be taken about the future use of the course and planmng for
subsequent years An Important aIm of the first year actIVItIes should thus be to gam
expenence m the use of the course and to clanfy the orgamzatIOnal and techmcal
requIrements for Its effectIve large-scale ImplementatIon. Plans for subsequent traImng
WIll be more realIstIc If they are made With the benefit of the expenence of the Imtlal
courses

It should be noted that the process by whIch thIS plan IS prepared may vary Widely
between countnes The consultants Will help the natIonal authonties to develop the
process that best SUIts the country SItuatIon.
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The plannIng process would focus on

1 The organlZatzonal framework wlthm which the course wzll be zmplemented As the
fIrst year IS Intended to be a learmng penod for those Involved With the tralrung,
It IS not proposed that major structural or orgaruzatIOnal changes be made In the
MiruStry as a first step It IS, however, essential that Inltial courses be planned
and Implemented With the full partICIpatIOn of the concerned dIsease control
programmes and m a context that makes use of trammg and follow-up resources
lIkely to be aVailable m the longer term

2 Adaptatzon process The process of adaptIng the genenc course matenals to
country-specIfic polICIes and gwdelmes (as descnbed below and In the draft
"AdaptatIon GUIde") IS one -hett mvolves several steps and may take up to four to
SIX months Laymg out tt ~ detaIls of how these steps Will be carned out In a
lOgical and timely sequenc~ needs tv be part of the overall planmng process

3 Partzczpants The partICI..:';u)ts for the first course(s) should be selected from
among first-level facIhty st<J.ff who have day-to-day responsIbIlIty for managing SIck
chIldren They should be from health facIhties where drug supphes are
acceptable and where follow-up IS feasIble and hkely to occur The IruUal course
should not be consIdered a '''frammg ofTrainers" course, because the country Will
need to assess the performance of tramed staff as they actually treat cases
TraInIng these staff Will also prOVide the best opporturuty for subsequent
morutonng of the Impact of the course For the same reason, It may be
preferable for the trammg m the first year to focus on one or two regIOns, or
distnets

4 Facllztators As mdicated m the course descnptIon, the role of the trainers or
faCIlItators m thIs course 15 even more cntIcal than It was for other CDD and ARI
courses The basIC traInlng method InVolves modellmg or demonstratIng correct
performance and then workIng closely With partICipants on the applIcatIon of the
speCIfic skills contamed In the modules The specIfic tasks of the facIlItators are
descnbed In the "FaCIlItator GUIde for TeachIng Modules" (pages A 1-5 and I 3-8,
see Annex 2) and the "FaCilItator GUIde for Conducting ClImcal PractIce"

FaCIlItators should be chosen from among staff who have extensIve c1Inlcal
expenence (see "Course DIrector's GUIde, p 20-21) They should also have
expenence m trammg that has Involved practIce

FacilItators may best be chosen from already eXIstmg traInIng centres, such as
DTUs or ATUs If thIS IS done, and these centres are deSIgnated as "Sick ChIld
TraImng T ~ Its," they can serve as the focus for both the ImtIal course and the
first grou- subsequent courses Staff of the SCfUs can t'1en also partICIpate
In carrym .It the Health FaCilIty Quahty ReView, where romtonng and skIll
reInforcer _at follOWing InltIal traInmg are emphasIZed

In addItiOn to the course faCilItators, a speCial staff member to orgaruze work at
the inpatient faCIlIty IS needed, as descnbed 10 the "Course DIrector's GUIde" (on
p 19/20), and thIs person needs to be partIcularly well qualIfied In clImcal skIlls
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5 Trammg szte The cntena for selecting the sItes for clImcal practIce are descnbed
m the "Course DIrector's GUIde" (p 4-7) In addItIon to outpatIent facllmes, at
least one InpatIent faCIlIty lS requIred to ensure that enough patIents WIth danger
SIgns and SIgns requmng referral are avaIlable for demonstratlon These SItes
must also already have or be able to procure the essentIal drugs needed for
traImng and case management followmg trammg The operatlOnal and lOgIStIC
reqUIrements for conduetmg the courses will most lIkely best be met In

establIshed DTU/ATUs

6 Season It IS deSIrable that the trammg be conducted dunng a tIme of peak
InCIdence of as many of the dIseases covered In the course (pneumoma, dIarrhoea,
malana, measles, malnutntlon) as pOSSIble

7 Momtonng and evaJuatzon A bnef summary of these Important actiVItles IS
aVailable In Annex 3 They Include assessments of the course adaptatIon process,
of the qualIty of the courses themselves, and of the performance of partICIpants
dunng the courses, as well as careful documentatIon of performance follOWing
traImng and analySIS of factors mf!.uenClng performance (see "Course DIrector's
GUIde", p 101-114) The Informatlon denved from thIS momtonng process WIll
guIde the planmng for subsequent aeuVIties both In the medIUm and longer term

The process of momtonng traIned personnel Will also aun to remforce the traInmg
and address some praeucal problems encountered m the day-to-day use of the
new skills ThlS IS consIdered partIcularly Important for a course of thIS length
and compleXity

8 Subsequent courses Although long- or even medIUm-term plans are best
developed after the Imtlal courses have been assessed, plans for follow-up to the
first courses should be made In many countnes pnonty can be given to those
health facIhties and staff who treat the greatest number of cases

9 Other uses of the course Some countnes will also want to consIder use of the
course In pre-servIce tramIng at this early stage UnnI gUIdelInes on m-patIent
care are developed, pre-servIce traImng of phYSICIans In medIcal schools WIll not
be pOSSIble Use of the course m nursing and other para-medIcal schools mIght
be pOSSIble, however, and thIs can be explored follOWing the Imtial in-ServICe
expenence Although WHO IS not developmg a genenc guIde for presemce
traInmg In such schools, It IS currently explonng the modIficatIons needed for pre­
servIce use In nursmg and other paramedical schools

AdaptatIOn process

A major part of the collaboratIve effort between the MOR and the techmcal
consultants will be devoted to carrymg out the processes descnbed m the "AdaptatIon
GUlde" ThIs reqUIres an extensIve effort, and may take four to SIX months It mcludes
the followmg steps
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1 ReVIew of current natIonal polIcIes and guIdelInes on the management of the
condltlons to be mcluded m the course TIns may Involve consIderation of
additlOnal condltlons (e g dengue m some AsIan countnes) or deleting condulOns
mcluded In the genenc course (e g malana In countnes where thIS 1S not a
problem) Countnes should be cautIous about mtroducmg too many new
elements mto an already extensIve course For all condItIOns selected, the spec1flc
polICIes and guIdelines recommended by the MOH, modIfIed 1f necessary, need
to be Included m the adapted versIon of the course 11us may be as SImple as
"fillmg m the blanks" of the charts, or as complex as developmg new sectIons of
the charts and modules

2 Development of new polICIes and gwdehnes In some Instances the MOH may
not yet have polICIes and gwdelInes, and deCIslOns WIll need to be made on
desIred recommendatIons

3 ConfirmatlOn of actual case management prr ces through VISIts to health
faCIlItIes These VISIts are not as complex as tho mcluded m processes such as
the WHO/CDR "Health FaCIlIty Surveys" The purpose IS SImply to observe actual
praCtIce and contrast It WIth offiCIal recommendatIons

4 VISIt by a nutntlOn consultant, or gwdance given to local nutntlOmsts to carry out
adaptatIons of feeding recommendatIons The need to IdentIfy speCIfic feedmg
recommendatIons and to match these WIth actual feedmg practIces WIll reqUlre a
speCIal consultant VISIt m many countnes At the concluslOn of thIS consultancy,
draft nutntlon guldelmes WIll have been prepared

5 Agreement on draft case management guldehnes to be mcluded m the course
The adaptatIon process also needs to mclude agreement on a system of patIent
records that can be used by health workers after trammg

6 CirculatlOn of all draft gUIdehnes and adaptatIOns to relevant MOH staff ThIS
step WIll often reqUIre a number of rounds of consultatlOn and redraftmg

7 FmalIzatIon of adapted gwdelInes Once reVISed gUIdelInes are finalIzed,
central/regional staff need to be mformed If these constItute a change from
current practIce or preVIOUS recommendatIOns

8 IncorporatlOn of guldelmes Into the genenc charts and modules. mcludIng the
"mother's card" TIns step WIll also mvolve testmg the mother's card to make sure
that It IS understood by the mothers for whom It IS deSIgned

9 TranslatIon of all course matenals

10 Layout and pnntlng ot alJ 'atenals

ThIS IS the final step pnor to actually preparmg for and carrymg out the InItIal
course
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The planrnng descnbed m thIS document IS mtentIonally lIffilted to preparmg for
the fIrst few "Management of ChIldhood Illness" courses As mdicated above,
WHO/CDR suggests that longer term and more comprehensIve planmng not be
undertaken untIl the country has had the expenence of carry109 out these courses and
assesslOg theIr Impact on staff performance and the operatIonal ImplIcatIOns of theIr use

Annexes

1 Course Descnpuon
2 Facilitator GUIde for TeachIng Modules (pages A 1-5, 13-8)
3 Momtonng and EvaluatIon Descnpnon

Reference Documents

AdaptatIOn GUIde (draft)
Course DIrector's GUIde
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Management of childhood illness: course description

Every year some 12 nulhon cluldren dIe before they reach their fifth birthday, many of them dunng the first
year ofhfe Seven m every 10 of these chlld deaths are due to diarrhoea., pneumoma measles malana or
malnutntIon - and often to a combmatIon of these condltlons In addltlon to thiS substantial mortahty
these conditions are the reason for seekIng care at a health faclhty m at least three out of four sick children
Health faclhty staffare already treatmg these conditIons, and adequate chmcal skllls are essential to
Improvmg care Because there IS considerable overlap m the SignS and symptoms of several of the major
chlldhood diseases, a smgle dIagnosIs for a sIck cluld IS often mappropnate Focusmg on the most
apparent problem may lead to a co-eXIstmg, and potentIally hfe-threatemng, condItion bemg overlooked
Treatmg the cluld may be complIcated too by the need to combme therapy for several conditIOns

The WHOIUNICEF course Management ofChzldhood Illness trams health workers m first-level faclhues
(outpatient clImcs and health centres) to manage these Illnesses effectIvely man mtegrated fashIOn In Sick
chtldren between the ages of 1 week and 5 years The course approaches case management m an
mtegrated way, combmmg the steps needed for each condition TraImng health workers IS a kev activity
In the long-term undertakIng to Improve the system for proVIdmg care for Sick cluldren

Integrated management of the SIck cluld leads to more accurate IdentIfication of Illnesses m outpatient
settmgs, ensures appropnate combmed treatment ofall the major Illnesses and speeds up referral of
severely III cluldren Health workers are traIned m how to commumcate key health messages to mothers
thus helpmg them understand how best to ensure the health of their cluldren

o Target audience

The course IS aImed at hterate first-level faclhty health workers who can comfortably read and understand
textuallearmng matenals

The pretest m Gondar, Etluopla m July 1994 and the fieldtest ofthe draft course m Arusha., Tanzama In

March 1995 demonstrated the effectIveness of the course for mservtce traImng ofdoctors, medical
aSSistants, and chmcal nurses It also showed that health workers WIth less pnor traImng (m Tanzama., rural
medical aIdes and MeH aIdes) were also able to learn the case management process and performed well m
cllmc, however, because they had dlfficulty readmg the modules m EnglIsh. they reqUired more active
faclhtation and they were not able to complete the full course 10 the avaIlable tIme Later thiS year the
revIsed course will be translated mto the local language to more adequately test ItS effectiveness In tralnmg
other hterate first level facIhty health workers WIth less pnor trammg such as health assistants and rural
medical aIdes

The course IS currently bemg extensively reVIsed based on suggestIons from the fieldtest, to SimplIfy the
charts and the module text, to Improve the VIdeo and photographs, and to solve speCific techmcal problems
raIsed by the fieldtest The revIsed course WIll be aVaIlable by the end of August 1995

WHO IS also explonng how the course might be used dunng pre-servtce traImng for nurses and health
asSIstants
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o Course content

The mtegrated guldehnes try to bnng together the simplest possIble expressiOn of what needs to be done to
treat children In order to reduce mortality or to avert slgmficant dlsablhty The gUldelmes rely on
detectIOn ofcases based on simple cbmcal Signs and empmcal treatment, wuhout laboratory tests A
careful balance has been struck between sensItIvity and speCifiCity usmg as few chrucal signs as pOSSible
and ones that health workers ofvarymg backgrounds can be trained to recogmze accurately In additiOn to
case management of the most Important diseases, the course Incorporates slgruficant prevention of disease
through the promotIon ofbreastfeedmg, counseling to solve feeding problems, and Improving
ImmuruzatiOn coverage by ensunng the ImmuruzatIon ofSick chtldren

The Integrated guldehnes are descnbed on four wallcharts whIch are used In booklet form as a Job aide and
are taught usmg 7 tratmng modules and by clirucal practIce These guldehnes are based on chrucal
expenence to date and on the findmgs ofsome focused research studies

COURSE MATERIALS

Modules
Introduction
Assess and ClassIfy the Sick Chtld Age 2 Months up to 5 Years*
Identify Treatment
Treat the Cluld*
Counsel the Mother*
Management of the Sick Young Infant Age 1 Week up to 2 Months·
Follow-Up

Other trammg matenals/Job aides
4 wall charts (titles marked With • above)
Chart booklet
Mother's CQunselmg card
Recordmg form (for assess and classIfy)
Photo booklet
Videos

GUides
Course Director's GuIde
Facilitator GuIde for TeachIng Modules
FaCllltator Guide for Conductmg Chmcal Practice
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The guidelInes focus on detectIng and managmg the most cornmon potentially fatal Illnesses and associated
conditions They do not attempt to cover all cluldhood Illnesses USIng these guldelmes and the supportmg
course matenals, the facIhtators teach the health workers a systematic case management process

CASE MANAGEMENT PROCESS

• The health worker IS taught to first assess the cluld, asIang questIons and exammIng the
duld and checIang nnmuruzatlOn status

• Then the health worker IS taught to classify the cluld's Illness The classificatIOn of
Illness IS based on a colour-coded tnage system With wluch many health workers are
already fanuhar through use of the WHO case management guidelInes for diarrhoea and
acute respiratory mfectlons (ARI) Tlus classifies each 1llness accordmg to whether It
requIres

- urgent referral,
- specIfic medical treatment and adVIce, or
- SImple adVIce on home management

• After classIfYIng, specific treatments are IdentIfied Ifthe chIld IS bemg referred
urgently, health workers learn to give only the urgent treatments before departure

• Practical treatment mstructlons are prOVIded, mcludIng how to teach the mother to
adnuruster oral drugs, to mcrease flUIds dunng diarrhoea, and to treat local mfectIons at
home The mother IS adVIsed on the SIgns wluch IndIcate the chIld should ImmedIately be
brought back to clImc and when to return for follow-up

• Feedmg IS assessed (m chIldren less than 2 years and those who are malnounshed), any
feedIng problems are recorded, and counselIng on feedmg problems prOVIded
(summanzed on the chart Counsel the mother)

• Follow-up mstructIons for the vanous COndItIons IS prOVIded on the chart Treat the child
and explamed In a module

Health workers use a recordIng form whIch helps them keep track of the assessment findIngs and the
child's claSSificatIOns They are taught to make bnefchart entnes, recordIng the chIld's claSSIficatIons
(mcludmg feedIng problems), treatments, and scheduled follow-up VISItS

CommurucatIon skIlls are emphaSIzed In the course and are taught from the first day, m each module and
throughout the clIrucal practice as well as In role plays In the classroom.
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The folloWIng boxes summanze the case management and preyentton content of the course

COURSE CONTENT: SICK CHILDREN AGE 2 MONTHS UP TO 5 YE-\RS
CASE \lANAGEMENT

• General danger SignS

! The first step m the process IS to check for general danger signs the cluld IS lethargic or unconscIous not able to dnnk or
i breastfeed, vormung everythtng, and conwlslons (dunng tlus Illness) These dangers signs are nOI disease specific TheIr
I presence IOdlcates the chIld IS severely III and almosl always needs urgent referral

I Followmg thiS for all children. the health worker asks about four malO presenung symptoms cough or difficult
brealhmg, diarrhoea, fever and ear problems

• Cough or difficult breathmg

IThe child presentmg WIth cough or difficult breathlRg IS assessed by counung the breathmg rale lookmg and ltstentng
cor chest mdraWIng and stndor and aslong about the durauon of the cough ChIldren WIth fasl bre'lthmg but no chest
tndrawmg, stndor or a general danger Sign are classified as haVing pneumoma Chest IOdra"..mg stndor when c11m or 1

general danger Signs mdlcates severe pneumoma or very severe disease., requlnng referral Cluldren With none of these
signs have a Simple cough or cold and can be managed at home WIth a remedy to soothe the throat and rehe\e the cough
Those who have been coughIng for more than 30 dayS are referred for further assessment., to consider the possibility of
tuberculoSIs and other condlUons

These gwdehnes are Idenucal to the WHOIARI case management gwdehnes WIth the exceptIon of not Includmg Ihe
outpatient management ofwheezmg ChIldren WIth severe bronchospasm would be referred to hospital for management
on the basiS of their havmg chest andrawmg

• Diarrhoea

Health workers are taught how to manage acute watery diarrhoea (mcludmg cholera) dysentery (bloodv diarrhoea) and
persistent dIarrhoea (dIarrhoea that lasts 14 days or more) The assessment and classlficauon ofdeh\drauon has been
SImplified. drawmg on years of cl1mcal cxpenence WIth the CnD case management chan, and now relles on the child S
general conditIon, how fast the sian pInch returns. the presence or absence ofsunken eyes and how the child dnnks
RehydratIon therapy IS provtded to treat chmca1ly apparent dehydrauon (flmd Plans B and C) or to prevent Its developmg I

(flUid Plan A) Dysentery IS treated WIth an oral antIbiotIc effeeuve for Slugella Careful nutntIonal management IS I
provided for persistent diarrhoea. as well as treatment ofextra-mtesunallnfeeuons which mav be contnbutlng to the I
persistent diarrhoea These CnD gwdel1nes have already proven to be both praeuca1 and effectIve m the global effon to I

reduce mortahty and senous morbidIty from diarrhoea In young chIldren \

• Fever

Children WIth fever WIth a suff neck or a general danger Sign may have severe malaria, menmgltIs or another verY severe
febnle dIsease They are referred urgently to hospItal Management offebnle chlldren WIthOUt these severe signs depends
on whether the nsk ofmalana IS hlgh or low In a lugh malana nsk area or season. all cluldren WIth fever or a hlstorv of
fever are treated WIth the oral first-hoc anumalana1 In a low ma1ana nsk area. cluldren WIth fever or history of fever are
only given an anumalanal tithey have no runny nose (an acute upper respiratory mfeeuon) measles or other apparent
cause of fever The deciSion on whether a SIte IS high or low nsk must be made before the course based on knowledge of
the seasonabty of malana locally and a'l estImate of the proportion ofchlldren presenung to chmc WIth fever who ha\e
parasltaemla (If less than 50/0, the 1'113!_ a nsk IS low) Any chald WIth a fever every day for more than 7 days IS referred
for assessment for typhOid and other. -:.es

Cotrtmoxazole twice dally for 5 days has been shown to be an efficaCIOUS anu-malanal an young children which
eltmlnates the need to use both an antIblOuc and an antImalarial Given the overlap an chmcal presentation and the
treatment of pneumoma and malaria, cotnmoxazole alone IS recommended for the treatment ofchl1dren presenting with
cough. fast breatlung and fever (m setUngs where P faiclparum malana IS sensluve to sulfadoxme-pynmethamlne and
where thiS recommendauon has been lOcorporated anto nauonal polley)
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• Measles

Fe\ cr IS also the stanlng pomt for a classrlicauon of measles Despite substantial success In Improving ImmUnization
I CO\ erage In many developing countnes many measles cases conunue to occur TheIr case-fatahr. rate can be reduced bv
I usmg ",tamm A and good case management of the common complIcauons Urgent referral to hospital IS recommended I

Ifor those "nth severe pneumoma, stndor when calm (wluch may mdIcate lIfe-threatemng larvngotrachelus) corneal
I clouding severe malnutnuon, or general danger SIgns Mothers are taught to manage mouth ulcers and COnjunCtIVItis at II

home The management of dIarrhoea. pneumoma and ear mfeeuon complIcaung measles IS the same as when theY occur
In a cluld WIthout measles

• Ear problem I
A hlstorv and simple exanunaUon can dIsungwsh mastoldIus and acute and chromc ear Infeeuons Health workers learn
to refer mastOldms gIVe anubIOUCS for acute ear mfectlon and teach mothers how to WIck drY a dmmng ear

• Malnutntlon and anaemia

After assessing danger Signs and the four mam symptoms (cough or dtfficult breathIng, dIarrhoea fever and ear
problems) nUtrluonal statuS 15 assessed for aU cluldren VISIble severe wasung (marasmus) and oedema of both feet
(k\\ashlOrkor) IdentIfy cluldren WIth severe malnutnUon who need urgent referral to hospItal A verY low weight for age
Identifies a group of malnourtshed cluldren whose weIght gam should be morotored 10 a follow-up VIslt and whose
feedII1g needs careful assessment and any feedIng problems remedIed.

Se\ ere palmar pallor IS present 10 a lugh proporuon of chtldren WIth severe anaenua reqwnng referral to hospital for
transfuSion others requmng transfusIon present WIth cough or dIfficult breathIng and are referred With the clasSification
of se\ ere pneumoma or very severe dIsease Cluldren WIth some palmar pallor are treated With oral Iron for 2 months
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Breastfeed1ng techmque 15 observed for 4 nunutes 18 any young U1fant WIth d1fIiculty feechng. low weight-for age or
who IS not brcastfeedmg often enough or exclusively nus assessment detcmunes whether attachment IS good (chin
touchIng breast. mouth Wide open. lower l1p turned outward. and more areola V1Slble above than below tl-e mouth) and
whether the mfant 15 suckllng efl'eeuvely (slow deep sucks In bursts. SOmetmlCS paUSIDg) Ifnot, the health worker IS
tramed to help the mother Improve the mfant's poSItIon and attachment Infants WIth problems breastfeedmg are also
checked for thru:.h

4nne:::

COURSE CONTENT: YOUNG INFANT AGE 1 WEEK UP TO 2 MONTHS
CASE MANAGEMENT

A slITular process - assess, classIfy, IdentIfy treat. treaU1lent and counsel- 15 presented for the young Infant (age I

I
\\eek up to 2 months) and the sIck ctuld (age 2 months up to 5 years) Because the Slgns of pneumorua and other senous
bactenal mfecuons cannot be easl1y dlsungwsed., every young Infant IS assessed for a set of SIgns and If any one SIgn IS

I present., classified as havtng a possIble senous baetenallnfecuon These Infants are referred urgently after InlUal
I treatment which Includes anublotIcs and breastrnllk or sugar water to prevent low blood sugar Young Infants WIth I

diarrhoea are assessed and classdied lD the same way as older Infants, WIth the excepuon that how eagerly they dnnk IS I
not Included i

I

COURSE CONTENT: PREVENTION

• Nutritional counsehng

Children who are less than 2 years ofage or are classdiecl as malnounshed based on very low welght-for-age have theIr
feedmg assessed and compared With age-specUic feedmg recommendauons. With an 31m of Idenufymg specdic
remedIable feechng problems These ch1ldren are then seen lD follow-up to PJ'OVlde further help m resolVIng feedmg
problems and to check on thelf weight gam Local adaptatIon of these feed1ng recommendatlons and Identlficauon of
common feedIng problems are an Important step 18 adaptmg the course to each country (or large regIon) To try to
achieve an Impact on ch1ld nutritIon. the nutnboD counsehng focuses on help18g to solve the most Important
remedIable feedIng problems whtch arc common 18 the uea. rather than PJ'OVldmg general nutnuonal advtce

Sick cluid encounters PfCMde an oppGrtumty for the cle1lvery of sound. CODSlSteDt advIce on the nutnuon of the young
child both durmg and after dlness wIuch may have a Slgmficant unpact m reducmg the adverse effect of tnfeeuons on
nutnuonal status. ThIs mc1udeI tile promotIon ofbreastfeedmg and unproved wearung praeuces WIth locally
appropnate energy -aDd DUtneut-ncb foods. Speafic appropnate complementary foods are recommended and the
frequency of feedmS by age IS clearly bud ouL ExclUSive breastfeedIng 15 encouraged for the first 4-6 months. use of
bottles IS d1Scouraged at any age. and gwdance 15 pJ'OVlded to solve tmportant problems With breastfcedmg ThIs
IDcludes assessang the adequacy ofattachmcnt and suckhng (see seetlon on the Young Infant)

• ImmunIZation

Each chl1d 5 ImmuDlZatlOD statu. 15 checked and vacetnauons gtven as needed. The Importance and safety of
Immuruzmg SIck chtldren who arc not bemg referred to hospital can be conslSleDt1y taught and reInforced. resulung m
fe\\er mtssed. opportllJUues for Immumzauon.
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The gUidelInes define the rrummum level of knowledge, slall and supplies requIred to ensure health care of
reasonable qUalIty, USIng a short Itst ofessentIal drugs for outpatIent use In terms of equipment, the health
worker needs only a tlrrung deVice (a watch or other tImer) to allow an accurate count of the resplratorv
rate, a htre measure for the preparatIon oforal rehydratIon salts, a scale and a thermometer The course IS

applicable for facIlItIes WIth and WIthout the capaCIty to gIve mtravenous flwds

ESSENTIAL DRUGS FOR INTEGRATED
OUTPATIENT MANAGEMENT OF THE SICK CHILD

• ORS

• Oral antIbIotiC
± second hne

• Oral antuna1anal
± second hne

• Iron

• VitammA

• Paracetamol

• (mebendazole)

• TetracyclIne eye omtment

• GentIan Violet

• QUlmne
~• Chloramphemcol 1M

Cl TraInIng methods

The course reqwres a full 11 days and IS a combmauon ofclassroom work and hands-on chmcal
expenence Every mormng, WIth the excepuon ofthe first day, IS spent In the chme or hospital seemg SIck
chIldren The course proVides substantIal chmca1 expenence m assessment, classIficatIon, treatment and
counsellmg over these 10 chmca1 seSSIons Each paruClpant manages 30-50 SIck chIldren PartICipants
manage Sick chIldren under supel'Vlslon In the outpatIent ehmc and assess and clasSify hOSPItaliZed chIldren
under the guIdance ofa skilled mpatlent chmca1 mstructor The number ofclmIcal seSSIOns and the use of
hospitalIZed chJldren WIth SIgns ofsevere dIsease help assure that the chmca1 SIgnS on whIch the algonthm
IS based are accurately assessed, Incluchng the less common SIgns IndIcatmg severe disease requmng urgent
referral to hospn»

Every afternoon IS spent workmg WIth modules WIth wntten exercises WIth mdlVIdual feedback, group
dISCUSSIOns, dnlls, presentauons, demonstrauons, short answer exerCIses and role plays Several exerCIses
are based on Identlficauon of chmca1 Signs usmg a booklet ofphotographs and a Video The Vldeo also
demonstrates how to perfonn the assessment and presents several case studIes
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TRAINING METHODS

PresentatIOns
DemonstratIons
Readmg
Wntten case studies and other exercIses Wlth mdl'vldual feedback
Short answer exercIses
Practice prepanng ORS and other drugs
Role plays
Group dISCUSSIons
Dnlls
Photos demonstratIons, exercIses
VIdeo demonstrations, exerCIses, case studIes

OutpatIent chmcal practIce - assess, clasSIfy, treat and counsel
InpatIent chmcal practIce - assess, clasSify severe disease

CJ SelectIOn and trammg of faclhtators

FaCIlitators should be chosen from among staffwho have extensIve chmcal expenence They should also
have expenence m traImng that has Involved practice Faclhtators may best be chosen from already eXlstlng
trainIng centres, such as DTUs or ATUs

As wIth other WHO CDR courses, the faclhtator prOVIdes guIdance on how to use the course matenals,
mtroduces each module, answers questions, guides group actiVIties, models good chmcal skills, Includmg
commumcatlons skills, and IndIVldL !y assesses each partiCipant's performance on every exercIse For the
module exercises and dunng chmc.. practice, partiCipants are asked to show the faclhtator how they used
the charts to amve at theIr answers and any problems m case management deCISIons are remedied on the
spot In the chmc and the mpatlent ward, a faclhtator sees every chIld seen by the partICipants and, when
pOSSIble, observes the partICIpants' case management By usmg these teachIng methods, the faCIlItator can
make sure that partiCIpants have learned and are able to perform satisfactonly

Preparation of facilitators reqUIres 11 days offacdltator traImng Facilitators must learn the case
management process presented In the course, Includmg areas whIch may be unfanuhar to them such as
assessIng breastfeed1ng technIque, teachIng good commumcatlon skills or nutntIon counsehng Given the
size of the course and the unportance ofdemonstratIons, dnlls, role plays, group diSCUSSions, extensive
clImcal practice and other teachmg methods m complementmg the readmg, It IS essentIal that faclhtators be
well tramed and have tIme to practIce their skills It IS also Important to keep the faclhtator partiCipant
ratio low (1 faclhtator 3-4 particIpmts)

Special efforts must be made to Ide-ufy and prepare an effective mpatlent cllmcal Instructor Th1s
person must have the competence and confidence to sort through a ward of inpatients and select cases
appropnate for cltmcal practice, asSign these cases to partICIpants, dISCUSS theIr assessment and
claSSIficatIons, and assure correct IdentificatIon ofas many abnormal chmcal SIgnS as pOSSible
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.J Trammg Site requIrements

7"e cr te"la tor selectIng me sItes for Cllrlcal practice are descricea - -e Cour:e 0, ~e: ;:~ , Gt...:e
ldclt on to OlltDatIe"'t >ac llt'es at least O'1e Inpatient .ac'l,tv IS re:u ~e: a e'1sure 'Mar e"'OJ:f'l :ar e- ~ \
':::''':e~ ~Igns ara SlgflS rea ..M llg '"ere'"ral are ;nallaole tor demOrS,r2!;:;- T'1ese ~I .. e::. -- ....5,.: ~c ::. "e::.:
J.\e 0r oe aete to procLre 'be essentIal dr.... gs neeaea for trainIng a'": :ase rnanage"""e.-.r c,lo",r~ -::. - .. =

T 1e 0cerat.onal ana loglStlC reqUlre'11emS ror conouetIng the COL.~ses \tIl mas, ,el' :es :e ~et ­
oSDltals \\lth establlsnea OTt.., ATLs

:J SelectIon of parnclpants for InitIal courses

Tne partiCipants for the first course(s) should be selected from among nrst-[e\ el 'ac lit, ~,ar· \ "0 -.1\ e
Ja"-to-day responsibIlity for managing Sick children They ShOUld be '-am health taclll res \\re"e : ..... g
~uppJles are acceptable and where rollO\\-UD IS teaslble and lIkelY to occur The '1ltlal course ~rO\.. a -or
be consloered a Trammg or Tramers course because the countI"\ \\-Ill neea to assess, '1e :e~'Oi--rlC

,rained staffas they actually treat cases TrainIng these staff\\olll also orovlde the DeSt oppor!untt' or
~ubsequent rnomtonng of the Impact of the course For the same "eason It rna.. De prereraDle 'or -e
training In the first vear to focus on one or two regIons or dlsmcts
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:J -\daptanon of the course content

The course reqUires adaptation In all countnes The precess of adapting -e genenc ::ourse mate .:lIS \)
... aumr..-::>oec'fic pohcles and guidelines IS one that tn'vohes an e'aenSI\e e'=on ard mav take "our 0::>.,
months The steps of the adaptation process are summanzed In me box ce ow and are oesc~ Dec In 're
-1daprallol1 Ull/Je La\Ing out the detal1s ofho\\- these steps ""Ill be caIT'e~ out In a logical arc 'tTe',
,<:que'"",ce 1eeos to De p:u'" or the overall olanmng ~rocess

Steps In the ~daptanon Process

Re~ lew of current nauonal pohcles and guidelInes on the management of the cO'1dmons to be mcluded In the course
ThiS may Imol~e conslderauon of addluonal condmons (e g dengue 10 some ~lan countnes) or deleung conditions
mcluded 10 the genenc course (e g malana In countnes \\here thiS IS not a prooleml Countnes should be ~:lUUOuS

1bout introdUCing too many new elements Into an alread\ e,tenSI\e course F.mhermore there LS a serious rISk Ira[

the course \\111 become tOO large tfelements ofPnmarv He:llth Care other than me C:lre ot SIck children arc
Included For all condmons selected the speCific pOIlCles and guidelInes recor'""'Tlendcd b\ the \10H 'TlOdLfLc:d It

neceSS:ln need to be Included In the adapted \erSlon of the course ThiS ma... ce as Simple 1S ,tiling III llle
blanks of the chans or as complex as de\ elopmg new sections of the chans ara modules

, De... elopment of new poltcles and guldehnes In some Instances the \10H ma... Lot ... et ha\ e PClLCI'::S 1nd ;Uldcllrcs
1nd deCISions \\,11 need to be made on deSired recommendations

3 Confirmatlon of actual case management practlces through "''1S115 to health faCUlties These \ ISltS are not as comole\
as those Included In processes such as the WHO/CDR Health Faclhr. SW'\e'>s The purpose IS slmpl\ to obscr\e
actual practlce and contrast It With offiCIal recommendauons

~ \ lSIt bv a nUlntlon consultant or guIdance gl',en [0 local nutntlonlsts to cam ::ut adaptations of feeding
recommend:mons and Identlficauon of common local feedmg problems The need to Identlf\ ~pecl[i: feeding
recommendations and to match these with actu11 feedmg practices \\ III require J speCIal ~onsull1nt \ ISH In m,m
countnes At the conclUSIon of thiS consultancy draft nutntlon guidelines \\111 have been prep1fcd

;) -\greement on draft case management gutdelmes to be mcluded In the course The adaptation process also needs to
mclude agreement on a system ofpauent records that can be used b\ health \\onc:ers arlcr training

6 Clrculatlon of all draft guldehnes and adaptauons to relevant MOH staff TIus step \\ III often rcqUlre :l number 01

rounds of consultatlon and redrafung

... Fmaltzatlon of adapted guidelines Once re~ Ised guldeltnes are finahzed cenuaUreglon:l1 starT need to be tnlormcd
If these constitute a change from current practice or pre'> IOUS recommendatIOns

8 Incorporauon of guldehnes Into the genenc charts and modules Includmg the mother s card ThiS step \\ III also
m\-ol\·e testing the mother s card to make sure that It IS understood bv the mothers for \... hom It IS deSigned

9 Translauon of all course matenals

10 L1... out and pnntmg of all matf' .'i

."
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INTRODUCTION TO THIS FACILITATOR GUIDE

How does this course differ from other trammg courses?

*

*

*

*

*

The matenal In the course IS not presented by lecture Instead each
partIcIpant IS gIven a set of InstructIOnal booklets, called modules, that have
the basIC InformatIon to be learned Information IS also provIded through
demonstratIOns, photographs and vIdeotapes

The modules are desIgned to help each partIcIpant develop specIfic SkIlls
necessary for case management of sIck chIldren PartIcIpants develop these
skIlls as they read the modules, observe lIve and vIdeotaped demonstratIons
and practIce skIlls m wrItten exerCIses, vIdeo exercIses, group dIScussIons
oral dnlls, or role plays

After practIcmg skIlls m the modules, particIpants practIce the skIlls m a
real clImcal settmg, With supervIsIon to ensure correct patIent care

Each partICIpant works at hIs own speed

Each partICIpant dIscusses any problems or questIons With a facIlItator and
receIves prompt feedback from the facIlItator on completed exerCIses
(Feedback mcludes tellmg the partICIpant how well he has done the exerCIse
and what Improvements could be made)

What IS a FACILITATOR?

A facIlItator IS a person who helps the partICIpants learn the skIlls presented m the
course The facIlItator spends much of hIs tIme m dISCUSSIons With partICIpants,
eIther mdiVIdually or m small groups For facIlItators to gIve enough attentIOn to
each particIpant, a ratIO of one facIlItator to 3 to 6 partICIpants IS desIred In your
asSIgnment to teach tins course, YOU are a facIlItator

As a facIlItator, you need to be very famIlIar With the matenal bemg taught It IS
your Job to gIve explanatIons, do demonstratIons, answer questIons, talk WIth
partICIpants about theIr answers to exerCIses, conduct role plays, lead group
dIScussIons, orgamze and supervIse clImcal practIce In outpatlent clImcs, and
generally gIve partICIpants any help they need to successfully complete the course
You are not expected to teach the content of the course through formal lectures
(Nor IS thIs a good Idea, even If tins IS the teachmg method to WhICh you are most
accustomed )
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What, then, DOES a FACILITATOR do?

As a facIhtator you do 3 basic thmgs

You INSTRUCT

Make sure that each partIcIpant understands how to work through the
materials and what he IS expected to do m each module and each
exerCIse

Answer the partIcIpant's questIons as they occur

Explain any InformatIon that the partIcIpant finds confusmg, and
help hIm understand the mam purpose of each exerCIse

Lead group actIVItIes such as group dIscUSSIons, oral drIlls VIdeo
exerCises, and role plays, to ensure that learmng ObjectIves are met

Promptly assess each partIcIpant's work and gIve correct answers

DISCUSS With the particIpant how he obtained hIs answers m order to
IdentIfy any weaknesses m the partIcIpant's slalls or understandmg

PrOVIde additIOnal explanatIOns or practIce to Improve Skills and
understandmg

Help the partICIpant to understand how to use slalls taught m the
course m hIS own chmc

Explain what to do m each chmcal practice seSSIon

Model good chmcal Skills, mcludmg commumcation skills, durmg
chmcal practIce seSSIOns

GIve gUIdance and feedback as needed durmg chmcal practice
seSSIOns

2 You MOTIVATE

Comphment the partICipant on hIs correct answers, Improvements or
progress
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Make sure that there are no major obstacles to learmng (such as too
much nOise or not enough hght)

3 You MANAGE

Plan ahead and obtaIn all supphes needed each day, so that thev are
m the classroom or taken to the chmc when needed

Make sure that movements from classroom to clImc and back are
effiCIent

Momtor the progress of each partIcIpant

How do you do these thmgs?

*

*

*

*

*

Show enthusIasm for the tOPICS covered In the course and for the work that
the partIcIpants are dOIng

Be attentIve to each partIcIpant's questIons and needs Encourage the
partIcIpants to come to you at any tIme WIth questIons or comments Be
avaIlable durmg scheduled tImes

Watch the partIcIpants as they work, and offer IndIVIdual help If you see a
partIcIpant looking troubled, stanng Into space, not wntIng answers, or not
turmng pages These are clues that the partIcIpant may need help

Promote a fnendly, cooperatIve relatIOnshIp Respond posItIvely to
questIons (by sayIng, for example, "Yes, I see what you mean," or "That IS
a good questIon If) LIsten to the questIons and try to address the
partIcIpant's concerns, rather than rapIdly gIvmg the "correct" answer

Always take enough tIme WIth each partIcIpant to answer hIs questIons
completely (that IS, so that both you and the partICIpant are satIsfied)

What NOT to do.....

*

*

DurIng tImes scheduled for course actIVItIes, do not work on other projects
or dISCUSS matters not related to the course

In dIScussIons With partIcIpants, aVOid USIng facIal expressIOns or making
comments that could cause partICIpants to feel embarrassed
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*

*

*

*

*

*

*

Do not call on partiCIpants one bv one as m a tradltIonal classroom, WIth an
a'Wkward SIlence when a partIcIpant does not know the answer Instead ask
questIons dunng mdividual feedback

Do not lecture about the mformation that partIcIpants are about to read
Give on1\ the mtroductory explanatIons that are suggested m the Facllztator
GUlde If you gIve too much mformatIon too early, It may confuse
partIcIpants Let them read It for themselves m the modules

Do not reVIew text paragraph by paragraph (ThIS IS bonng and suggests
that partIcIpants cannot read for themselves) As necessaI'\' reVIew the
hIghlIghts of the text dunng mdividual feedback or group dISCUSSIOns

P. JId bemg too much of a showman EnthusIasm (and keepmg the
p ICIpants awake) IS great, but learmng IS most Important Keep watchmg
to _nsure that partIcIpants are understandmg the materIals DIfficult pomts
mav requIre you to slow down and work carefully WIth mdividuals

Do not be condescendmg In other words, do not treat partIcIpants as If
they are chIldren They are adults

Do not talk too much Encourage the partlCIpants to talk

Do not be shy, nervous, or worned about what to say ThIs Facllztator
GUide WIll help you remember what to say Just use It'

How can thzs FACILITATOR GUIDE help you?

ThIs Facllztator GUide WIll help you teach the course modules, mcludmg the VIdeo
segments There IS a separate gUIde to asSIst you WIth clImcal practIce sessIons the
Facllztator GUide for CllnlCal PractIce

For each module, thIs Facllztator GUIde mcludee:; the follOWIng

*

*

a lIst of the procedures to complete the module, hIghlIghtmg the type of
feedback to be gIven after each exerCIse

guIdelInes for the procedures These guideimes descnbe

how to do demonstratIons, role plays, and group dISCUSSIOns,
supplIes needed for these actIVItIes,
how to conduct the VIdeo exerCIses,
how to conduct oral dnlls,
pomts to make m group dISCUSSIOns or mdividual feedback
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*

*

ans\\er sheets (or possIble ans\\ers) for most exerCIses

a place to \\TIte do\\n pOints to make In additIon to those lIsted In the
gUidelInes

<\t the back of thIS Facllztaror GUide IS a sectIon tItled "GUldelInes for <\11
lVlodules (section I) ThIS section desCrIbes traImng techniques to use \\ hen
\\orkmg \\Ith participants dunng the course It also mcludes Important technIques
to use when

participants are \\orkmg indiVidually,
you are provldmg indIVidual feedback
vou are leadmg a group discussion
vou are coordmatmg a role play

The last four pages fold out so that vou can refer to them as needed

To prepare yourself for each module you should

*

*

*

*

*

*

*

*

read the module and work the exercISes,

read m thIS Facllztator GUide all the InfOnnatlOn prOVided about the
module

plan exactly how work on the module wIll be done and what major pOints
to make,

collect any necessarv supplIes for exercises In the module and prepare for
any demonstratIons or role plays,

thInk about sectIons that partICIpants might fmd difficult and questIons thev
mavask,

plan ways to help WIth dIfficult sectIons and answer pOSSIble questIons

thInk about the SkIlls taught In the module and how they can be applIed In

partICipants own clImes,

ask participants questIons that WIll encourage them to thInk about usmg the
skIlls 10 therr chmcs QuestIOns are suggested m appropnate places In the
Faczlztaror Guzde
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GUIDELINES FOR ALL MODULES

FACILITATOR TECHNIQUES

A Technzques for Motzvatmg Partzczpants

Encourage InteractIOn

Durmg the first day, you will talk mdividuallv with each participant
several times (for example durmg mdIvldual feedback) If \OU are
frIendly and helpful dUrIng these first mteractions It IS llkel\ that the
particIpants (a) wIll overcome theIr shyness (b) \'vill reahze that \ au
\'vant to talk with them, and (c) WIll mteract \'vlth \-ou more openh
and productively throughout the course

2 Look carefullv at each participant's work (mcludmg ans\\ers to
short-answer exercIses) Check to see If participants are ha\ mg am
problems, even If they do not ask for help If you show Interest and
gIve each particIpant undIVIded attentIon, the participants \'v111 feel
more compelled to do the work Also, if the particIpants knO\'v that
someone IS mterested m what they are domg thev are more llkeh to
ask for help when they need It

3 Be aVaIlable to the participants at all times

Keep PartIcIpants Involved In DISCUSSIOns

4 Frequently ask questIOns of participants to check their understandmg
and to keep them actively thmkIng and partICipatIng Questions that
begIn WIth "what" "why," or "ho\'v" require more than Just a few
\\ords to answer Avoid questions that can be ans\'vered \'vlth a
Simple "yes" or "no"

After askIng a questIon, PAUSE Give partIcIpants time to thInk and
volunteer a response A common mistake IS to ask a question and
then answer It yourself If no one answers your questIOn rephrasmg
it can help to break the tension of Silence But do not do thIS
repeatedly Some Silence IS productIve

5 Acknowledge all partiCIpants' responses WIth a comment a "thank
you" or a defimte nod ThiS Will make the partICIpants feel valued
and encourage partiCipatIOn If you thmk a partIcIpant has mIssed
the pomt ask for clarIficatIon or ask If another partiCipant has a
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suggestiOn If a participant feels his comment IS ndiculed or
Ignored he rna\- \\ ahdra\\ from the discussiOn entlrel\ or not speak
\- oluntanlv agaIn

6 Answer particIpants questiOns \\Ilhngl\ and encourage participants
to ask questIOns ',:l,ihen they have them rather than to hold the
questions untIl a later tIme

7 Do not feel compelled to answer everY question \- ourself
DependIng on the situation yOU may turn the question back to the
partICIpant or InVIte other partICIpants to respond You rna" need to
dISCUSS the questIon WIth the Course DIrector or another facilItator
before ansv.enng Be prepared to sa\- "I dOI1't know but I 11 trY to
find out"

8 Use names when you call on partiCIpants to speak. and ',:l,ihen you
give them credIt or thanks Use the speaker s name ',:l,ihen yOU refer
back to a preVIOUS comment

9 Al',:l,iays maIntaIn eve contact WIth the partICIpants so eyen one feels
Included Be careful not to always look at the same participants
LookIng at a partICIpant for a few seconds WIll often prompt a repl\
even from a shy partICIpant

Keep the SessIon Focused and LIvely

lO Keep your presentatIons lively

*

*

*

Present InfOrmatIOn conversatIOnally rather than read It

Speak clearly Vary the pItch and speed of vour vOice

Use examples from your own expenence and ask partiCIpants
for examples from their expenence

11 Wnte key Ideas on a flIpchart as thev are offered (ThiS IS a good
way to acknowledge responses The speaker WIll know hIS
suggestIon has been heard and WIll appreCIate haVIng It recorded for
the entIre group to see)

When recordIng Ideas on a fllpchart. use the partiCIpant s own words
If pOSSIble If you must be more bnef paraphrase the Idea and
check It WIth the partICIpant before wntIng It You want 10 be s
the partICIpant feels you understood and recorded hIS Idea accur<;
Do not turn your back to the group for long penods as you wrItt
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12 A.t the beginning at a dlscusslOn \\Tlte the mam question on the
fllpchart This \\ III help participants stay on the subject \\ hen
needed \\-aU.. to the fllpchart and pomt to the questIon

Paraphrase and summarize frequentlY to keep partiCipants tocused
A.sk. participants tor clanficatlOn of statements as needed -\Iso
encourage other participants to ask a speaker to repeat or clant\ his
statement

Restate the ongmal questIon to the group to get them focused on the
mam Issue agam If you feel someone wIll resist gettmg back. on
track first pause to get the group's attention tell them the\ ha\ e
gone astray and then restate the ongmal questIOn

Do not let se\ eral partiCIpants talk at once When thiS occurs stop
the talkers and assign an order for speakmg (For example sav
"Let s hear Dr Samua s comment first then Dr Sah ador s then Dr
Lateau s ') People usually \\ III not mterrupt If they kno\\ the\ \\ III
have a tum to talk

Thank participants \\-hose comments are bnef and to the pomt

13 Trv to encourage qUIeter participants to talk Ask to hear from a
participant m the group who has not spoken before or walk. to\\ard
someone to focus attentIOn on hIm and make him feel he IS bemg
asked to talk

Manage any Problems

14 Some partICIpants may talk too much Here are some suggestIOIlb on
how to handle an overly talkatIve partiCIpant

*

*

Do not call on thIS person first after askmg a question

After a partICIpant has gone on for some time sav 'You ha\ e
had an opportumty to express your views Let s hear what
some of the other partICIpants have to say on thIS pomt "
Then rephrase the questIon and mVIte other partiCipants to
respond or call on someone else Immediately
by saYing, "Dr Samua vou had your hand up a few mmutes
ago"
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*

*

*

\\ hen the participant pauses break m qUlckh and as\... to hear
from another member of the group or ask a questIon ot the
group such as "What do the rest of vou thmk about this
pomt""

Record the participant s malO Idea on the fllpchart -\s he
contmues to talk about the Idea pomt to It on the fllpchart
and sa, "Thank you 'We have already covered "our
suggestIon" Then ask the group for another Idea

Do not ask the talkative partICIpant any more questIons [f he
answers all the questIons directed to the group ask tor an
answer trom another mdlvldual speclficallv or from a specific
subgwup (For example, ask "Does anyone on thiS Side ot
the table have an Idea?")

15 Try to IdentIfy partiCIpants who have dIfficulty understand109 or
speakmg the course language Speak slowly and dIstmctlv so "ou
can be more easily understood and encourage the partICIpant 10 hiS
efforts to commUnIcate

DISCUSS WIth the Course DIrector anv language problems which
senously Impair the abilIty of a participant to understand the \vntten
matenal or the diSCUSSions It may be pOSSible to arrange help tor
the partiCipant

DISCUSS disruptive partiCipants With your co-facIlItator or 'WIth the
Course Director (The Course Director may be able to diSCUSS
matters pnvately With the disruptive mdlVIdual )

Remforce Participants' Efforts

16 As a faCIlItator, you WIll have your own stvle of mteractmg 'WIth
participants However, a few technIques for remforcmg partiCipants
efforts mclude

*

*

*

aVOldmg use of faCial expressIOns or comments that could
cause partiCipants to feel embarrassed

sittIng or bendIng down to be on the same level as the
partiCipant when talkIng to hIm

anSwerIng questions thoughtfulh rather than h _li1v,
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*

*

encourag1Og partIcIpants to speak. to \OU b\ allo'W1Og them
tIme

appearmg 10terested saymg 'That s a good
questIOn/suggestion I

17 Remforce partIcIpants 'Who

*

*

*

*

*

try hard

ask for an explanatIon of a confusmg pomt

do a good Job on an exerCIse

partIcIpate 10 group dISCUSSIons

help other partIcIpants (wIthout distractmg them by talk10g at
length about melevant matters)

B Techniques/or Relatmg Modules to ParticIpants' Jobs

DISCUSS the use of these case management procedures 10 partIcIpants
own clImcs The gUIdelInes for gIvmg feedback on certam exerCIses
suggest specIfic questIOns to ask (For example 10 Identify
Treatment ask 'Where the partIcIpant can reter chIldren wIth severe
claSSIficatIons 10 Treat the Chlld ask 'W'hat flUIds \\111 be
recommended for Plan A, and ask whether he dIspensed drugs to
mothers, 10 Follow-up ask whether mothers 'W'Ill br10g a child back
for folloVv-up) Be sure to ask these questIons and lIsten to the
partICIpant's answers ThIS WIll help partIcIpants begm to thmk
about how to apply what they are learnmg

2 ReInforce partICIpants who dISCUSS or ask questIons about us10g these
case management procedures by acknowledgmg and respondmg to
theIr concerns
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C Technlquesfor Asslstmg Co-faczlltators

Spend some time \\ Ith the co-tacllItator \\ hen assIgnments are first
made Exchange mtormation about prIor teachmg experIences and
mdl\ Idual strengths \\eaknesses and preferences -\gree on roles
and responslbl1ltles and how \ ou can \\or\-. together as a team

.,

..,
,)

4

ASSist one another m pro\ Idmg mdl\ Idual teedbac\-. and condw.. tmg
group diSCUSSIOns For example one facilitator rna" lead a group
diSCUSSIOn and the other rna. record the Important Ideas on the
flIpchart The second faCIlitator could also check the Factlaaror
GlIlde and add any pomts tl-' pa\ e been omitted

Each day reVlev. the teach. actl\ ItIes that will occur the ne'\t da\
(such as role plays demons ons and drIlls) and agree who \\Ill
prepare the demonstration h,.<iJ the drIll pia\! each role collect the
supplIes etc

Work together on each module rather than takmg turns havmg sole
responsibility for a module
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ANNEX 3
MONITORING AND EVALUATION

For countnes who plan to mtroduce the "Management of ChIldhood Illness' course, It

IS recommended that momtonng and evaluatIOn plans be developed early to allow
them to learn as much as possIble from therr expenence

MONITORING OF COURSE IMPLEMENTATION

Momtonng IS needed to help countnes identIfy those aspects of the course that are
gOing well, and those that need unprovement Momtonng should not Interfere wIth
the process of planmng for and carrymg out effecuve tramIng, it should build on
eXisting aCUVIties whenever possIble It is recommended that lIDtial momtonng efforts
be sunple, addressmg only the most unportant questIons Over tune, countnes may
want to expand the momtonng to address additIOnal questIOns about the course or
the performance of partiCIpants The followmg questlons should be addressed In
developmg the momtonng plan

1 What should be momtored? At a mmmlUIn, WHO believes that all countnes
implementmg the "Management of Clnldhood Dlness" course should plan to
momtor the followmg

a whether the courses are carned out as planned ThIS would mclude the
tlme spent dunng the course on each of the modules, the number of cases
managed and reVIewed by each course partiCIpant, and whether the methods
used by facilitators were those recommended m the "Facilitator GUIde for
TeachIng Modules" and the "Facilitator GUIde for Conducting ClImcal
PractIce" Sunple recordIng forms for tins Information will be developed by
WHO and dlstnbuted With the course matenals

b whether the course matenals are adapted and translated appropnately
Careful attentlon should be drreeted to the IdentIfication of any sectiOns of the
wntten matenals or exerCISes that are not consIstent With natIonal pohcy or
gwdelInes, or are not clear to partICIpants or facilitators ThiS Will be
particularly unportant the first time the course is earned out, and In later
courses where partiCIpants are drawn from groups dIfferent from those who
have been tramed preVIously DIfficultles ansmg from adaptatlon and
translatIon should be soliCited from faCIlitators at the close of each trmmng
day, and systematIcally recorded

c whether partIgpants are able to perform the new skIlls presented In the
course As a routIne part of the course, faCilitators Will be observIng and
recordIng the performance of partICipants on wntten exerCIses and In chmcal
practIce (a form for this purpose WIll be dIstnbuted With the course) These
findmgs Will be dIScussed by facilitators at the end of each day, and should
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serve as the basIS for momtonng whether partICIpants are able to perform the
new skIlls presented m the course Dunng the course Itself, the Course
DIrector should identIfy someone to be responsIble for collectmg and
summanzmg the observatIons made by facIlItators In mmal courses, countnes
may want to look closely at the background and charactenstIcs of partIcIpants
who perform well, and those who have dIfficulty In learmng the matenal ThiS
mformation Will be needed when developmg longer-term plans for traImng

d whether the tramed factlItators conduct subsequent courses ThIS
mformation should be collected routmely through the use of a standardIzed
trackmg form for tramed facthtators A model form Will be dIstnbuted With
the course

2 Who should conduct the monuonng? One or more mdlVIduals spould be
assIgned clear responsIbIlIty for orgamzmg the collectlon and sUTnmary of
momtormg mformation Dunng the course, faCIlItators can systematically
record informatiOn on partICipant performance, but they Will be very busy and
someone other than a faCIlItator WIll need to be responsIble for ensunng that
thts InformatIOn IS collected and promptly summanzed

3 How wzll the monztonng results be used to zmprove future courses? Each country
WIll need to speCIfy how the Information collected dunng each course Will be
mcorporated mto the planmng of subsequent courses If momtonng is
effectIve, It results m a lIst of actIOns that need to be taken The plan should
speCIfy who Will be responsIble for ensunng that momtonng results are acted
upon

MONITORING AND EVALUATION OF COURSE EFFECITVENESS IN
IMPROVING THE CASE MANAGEMENT OF CHILDHOOD ILLNESS

The ObjectIve of the "Management of Childhood lllness" course IS to Improve the
qUalIty of care prOVided m first-level facthnes for chI1dren With a partIcular range of
Illnesses After traunng has taken place, countnes Will need to assess how well
tramed workers are able to manage childhood Illness In theIr own faCIlItIes ThIS
assessment may take place on a small scale, as follow-up for indIVidual workers after
traImng, or on a larger scale, as a means of evaluatmg progress toward dIStrICt or
natIonal targets after most workers In an area have been trained

WHO and the USAID-funded BASICS project are currently developmg a "Health
FaCIlIty QualIty ReView" (HFQR) method for momtonng ~nd evalua·mg the qualIty of
case management of chtldhood illness after lnItIal tralnIng The me 'Iod Will not only
assess case management and aspects of the health faCilIty .it may "upport or Impede
correct performance, It will also take advantage of the assessment VISIt to proVide
mdiVIdual feedback and reInforcement The "surveyors" who conduct the VISItS may
be the faCilItators who conduct the tratmng Thts would ensure that feedback and
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remforcement were proVIded by mdiVIduals who are competent In case management
and fanulIar With the standards taught In the course The HFQR gUidelInes WIll be
ready for use by countnes m 1996

The HFQR will also be desIgned to support the measurement of a lInuted number of
standard mdIcators that may be summanzed across facilities, diStnets, or at a natIOnal
level These measures will not prOVIde a complete pIcture of faCilIty-based
management of chJ..1dhood illness, but InStead can serve as mdicators of progress. or a
means of alertmg those mvolved m planmng and carrymg out traunng or other key
serVIce areas (e g, drug management, supervISIOn) to potential problems

In three to four years, WHO will modIfy the course based on lessons learned through
country expenences All countnes who deCide to carry out the course are therefore
requested to prepare wntten summanes of theIr expenences In course adaptatIon.,
course plannmg, and course Implementation and follow-up, and to share these
summaries With WHO

-
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SUPPLIES NEEDED AT CLINICAL PRACTICE SITES

At the clImcal practice sites, there should be a rellable supply of lelevant sick-chIld drugs
and other suppltes, such as 1

AntibIOtIcs

*

*

*

*

*
*
*
*

Cotnmoxazole
Adult Tablet
(80 mg tnmethopnm + 400 mg suIphamethoxazole)
Pediatric Tablet
(20 mg tnmethoprun + 100 mg sulphamethoxazole

Cotnmoxazole Syrup
(40 mg tnmethopnm + 200 mg sulphametho>.azole)
Amoxlcllhn Tablet (250 mg)
Amoxlcllhn Syrup (125 mg per 5 ml)
Chloramphemcol Intramuscular
(l000 mg vial mixed With 5 ml sterIle water = 200 mg/ml)
GentamicIn tntramuscular
-- 2 rnl vials contamIng 20 mg=2ml at 10 mg/ml, or
-- 2 ml vials contalmng 80 mg::: 8m} at 10 mg/ml to be mixed with 6 ml stenle water
Benzylperucl1lm Intramuscular
Vials of 600 mg (1 000 000 UDltS) to which stenle water will be added
NalIdiXIC ACid Tablets (250 mg)
Tetracychne Tablets (250 mg)
Furazolidone Tablets (100 mg)
ErythromycIn Tablets (250 mg)

Antunalanals:

*

*
*

Chloroqume Tablets
- 150 mg base
- 100 g base

Chloroqume Syrup (50 mg base per Sml)
Sulfadoxme and Pynmethamme Tablets (500 mg sulphadoxme +
25 mg PYrImethamme)
QumIne Intramuscular
- 300 mg/ml (m 2 rot ampoules) usmg qUlnme salt
- 150 mg/ml (m 2 ml ampoules) usmg qUlI11ne salt

1Not all of the forms orformulations lIsted here are un-aersally avaIlable VIe first-lme and second-Ime oral
antlOIOllCS and antImalanals recomm.ended for your country and the fomlS an.d fonnulatlons ofall drugs Will be
zdennfied ..,.,hen the matenals are modified as dlrecled 11l the adaptatton guzde
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Antipyretics

J!<

*
Paracetalnol Tablet (500 mg)
Paracetamol Tablet (100 mg)

Other drugs

*'
*

*
*
""

*

Small bottles of safe, soothmg cough remedy (optzonal)
Tetracychne Eye Omtment - small tubes
Gentian Violet - small bottles
Mebendazole Tablets (100 mg or 500 mg)
Iron/Folate Tablets (200 mg ferrous sulfate + 250 meg folate [60 mg elemental Iron])
Iron Syrup (100 mg ferrous fumerate per 5 mt [20 mg elemental Iron per mI))
Vltarmn A Capsules
- 200 000 lU
- 100000 IV

SO 000 lU
Vltamm A Syrup

For rehydration therapy.

*
*

Rtnger's Lactate Solut1on for IV admmlstratiOn
Oral Rehydration Salts Premixed Packets -- or the followmg mgredlents with amounts
specified for nuxmg WIth 1 lltre water

Glucose (200 g) -- (or 40 g sucrose)
Sodium chlonde (3 5 g)
TnsodlUm Citrate, dIhydrate (2 9 g).- (or 2 5 g sodium bIcarbonate)
PotassIUm chlonde (1 5 g)

VaCCInes'

adequate supphes of BCG, OPV, DPT and Measles vaccmes

Other supplIes

*
*
*
*'
I/<

*

Timers for counting fast breathmg
Thennometers
Scales for welghmg children and Infants accurately
Cloth WIcks for drymg drammg ears
Soft cloths for applYing gentian Violet
Clean dnnkmg water for mIXmg ORS and for offenng flUid to chIld when assessmg
for signs of dehydratIon
Glasses, cups and spoons
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Sample Protocol
to AssIst m

PreparatIon for Integrated Management
of ChIldhood Illnesses

September, 1996

Coordmatlon and Management
(See GUIde, Chapter 4)

IntroductIon

To move toward an Integrated approach to the management
of SIck chIldren, coordInatIon and management of support are needed
at all levels of the health care system UnderstandIng the current
system IS an Important part of prepanng for ImplementatIOn ThIs
draft protocol IS mtended to faCIlItate the process ofunderstandmg the
current system of coOrdInatIOn and management and prepanng to
make changes It IS a draft, questIOns may be added, deleted, or
modIfied to fit partIcular country CIrcumstances

QuestIons are orgarnzed to correspond to sectIons ofthe guIde
(espeCIally Chapter 4) and are IdentIfied In the gUIde by numbers In
brackets (for example, [prot 1 1]) The protocol may be used to
collect InfOrmatIOn from managers m the health care system or to
orgamze InformatIOn aVaIlable from studIes or regular momtormg
actIVItIes SuggestIons on whom to Involve and how and when to
gather data are presented In chapters 3 and 4

InstructlOnsfor zntervlewers are presented zn ltahcs Focus
on collectIng accurate data and data that can be analyzed and used
Remember that the goal IS to collect mformatIOn needed to make
Informed deCISIons



Coordmatzon and Management Protocols - 9/96

Coordmatlon and Management

Complete thIS sectlOn before begznnzng to conduct an zntervzew or record datafrom documents

Date

Source ofdata
(name and tItle of respondent or tItles ofdocuments)

Level (CIrcle one) NatIOnal
RegIOnal
DIstnct

(name)
(name)
(name)

IntervIewer (or person fillmg out questIonnaIre)

Begzn by zntroduczng yourself, establzshzng rapport wIth the znterviewee, and explaznzng the purpose of the
znterview For example

We are collectzng znformatlOnfrom managers zn varlOUS settzngs to better understand managenalfunctlOns
for case management ofchIldhood Illnesses We are explorzng opportunztzes to Improve the cost-effectzvess
and qualzty ofcare for SIck chIldren There are no nght or wrong answers we areJust znterested zn your
vzews on how thzngs work today andyour suggestlOns for zmprovement

Use the matrzx on the followzng page to ask a serzes ofquestlOns and record responses QuestlOns are lzsted zn
column 1 responses can be wntfen zn column 2 (and column 3, where applzcable) The matrzx corresponds to
Table 4-2 zn the Guzde
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Coordmatzon and Management Protocols - 9/96

FunctIons of the 18 Who IS
MInIstry of Health (MOR) responslble?*

Level (circle one) NatIOnal Response Write m response, or Circle
RegIOnal Y (yes), N (no), or "don't know" (name of divIsion,
District UnIt or program)

11 Policy

At thIS level, are polIcy declSlons been
made on

I case management Y N Don't
know

Explam

drugs selectIOn Y N Don't
know

ExplaIn

12 Techmcal adVice

Do you gIve techrucal adVIce on case Y N Don't
management-for example do you prepare know
treatment gUIdelInes? Explain

13 CoordmatIon Y N Don't
know

Durmg the past two years, has case ExplaIn
management trmmng been coordInated by
thIs level?
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Coordmatzon and Management Protocols - 9/96

Functions of the 18 Who IS
MInIstry of Health (MOH) responsIble?*

Level (cIrcle one) NatIOnal Response Write In response, or cIrcle
RegIOnal Y (yes), N (no), or "don't know" (name of dIvIsIon,
DistrIct umt or program)

14 Planmng and Implementation

Dunng the past two years, have plans of y N Don't
actIOn been prepared for case management know
trammg? Explam

15 SupervIsIOn

Does someone (umt) supervIse case Y N Don't
management at health facIlItIes? know

Explam

16 Drug procurement and supply

Are deCISIons and actIOn regardmg drug y N Don't
procurement and supply taken at thIS know
level? Explam

17 Budget and financIng

Does management of funds for case Y N Don't
management take place at thIS level? know

Explam

*Include others outside ofthe ministry of health who are Involved In and responsible for, any of the functIOns hsted

4



Coordmatwn and Management Protocols - 9/96

1 9 Descnbe any coordmatIOn at thIS level for ongomg programs for mtegrated cluld health Who IS mvolved
WIthIn and outsIde the MOR?

What are the achIevements?

What are the dIfficultIes?

110 Who at thIs level, If anyone, IS responsIble for the plannIng and ImplementatIOn of

MeR

CDD

ARl

Malana preventIon and control

nutntIOn

EPI

trammg actIvItIes

mtegrated cluld health actIvItIes

111 Who currently proVIdes financIal resources to support chIld health actIvItIes?

Are any user fees IrutIatIves m place? Descnbe

112 What does the mIrustry of health's orgamzatIonal chart look lIke (at thIs level)? If possIble, draw the
organogram

113 What programs have clearly defined goals and targets at thIs level?

5
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114 We are mterested m your VIews on ways to Improve health servIces to sIck chIldren Do you have
suggestIOns?

What concerns do you have about the possIble mtroductIOn of mtegrated case management? For example, do you
expect any changes m staffing or m the roles and responsIbIlItIes of managers m charge of dIsease-specIfic
programs?

Who IS most lIkely to favor ICM?

Who IS most lIkely to resIst ICM?

What assIstance, If any, do you antIcIpate needmg as a manager, If there IS a change to ICM?

WhIch three health Issues currently have a hIgh level of polItical commItment and support?

1

2

3

Why?

Why?

Why?

Thank you for your asszstance Ifyou would lzke to share addztzonal thoughts or obtazn addztzonalznformatzon
please let me know

Immedzatelyfollowzng the zntervzew, revzew the questlOnnazre to ensure that all responses are filled zn properly and
clearly

6



Sample Protocol
to Assist In

Preparation for Integrated Management
of ChIldhood Illnesses

September, 1996

TraInIng
(See GUIde, Chapter 5)

IntroductIOn

Integrated management of cluldhood Illnesses calls for new
skIlls UnderstandIng the current skIlls of health care provIders IS an
Important part of prepanng for change Tlus draft protocol IS
mtended to facIhtate the process of understandmg current skIlls,
practIces, and trammg arrangements Data obtamed can be used to
determme who to tram, how to mcrease trammg coverage, and course
desIgn The protocol IS a draft, questIOns may be added, deleted, or
modIfied to fit partIcular country CIrcumstances

QuestIons are organIzed to correspond to sectIons ofthe guIde
(espeCIally Chapter 5) and are IdentIfied m the gUIde by numbers m
brackets (for example, [prot 2 1]) The protocol may be used to
collect InformatIon from managers and health care provIders m the
health care system or to organIze mformatIon aVailable from studIes
or regular momtormg actIvItIes (for example, health facIhty or
household survey data) SuggestIOns on whom to mvolve and how
and when to gather data are presented m Chapters 3 and 5

InstructlOnsfor mtervzewers are presented m ztalzcs Focus
on collectIng accurate data and data that can be analyzed and used
Remember that the goal IS to collect InformatIOn needed to make
mformed decIsIons
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Trammg

Complete thzs sectzon before conductmg an mterVlew or recordmg datafrom documents

Date

Source of data
(name and tltle of respondent or tltles ofdocuments)

Level (CIrcle one) NatIOnal
RegIOnal
DIstnCt

(name)
(name)
(name)

IntervIewer (or person fillIng out questIOnnaIre)

Begm by mtroducmg yourself, establzshmg rapport wzth the mtervzewee, and explammg the purpose of the
mtervzew For example

We are collectmg mformatzon from managers and health care provzders m varzous settmgs to better
understand exzstmg sTalls and practzces m case management of chzldhood zllnesses We are explormg
opportunztzes to zmprove the qualzty ofcare for szck chzldren There are no rzght or wrong answers, we are
Just mterested m your vzews on how thmgs work today and your suggestzons for zmprovmg the current
system

2
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2 1- Do you have an organogram for the health facIlIty system m thIs area?
23

y N

Ifyes go over the organogram and make sure you understand It Attach a copy to thls questlOnnazre

Ifno, ask respondent to draw an organogram Go over It together to make sure you understand

Dfthe followmg types of health facIlItIes, WhICh are consIdered fIrst-level facIlItIes? IndIcate how many
fIrst-level facIlItIes there are m thIs regIOn (or dIstnct) and the total number of health workers who assess
and treat SICk chIldren m those faCIlItIes

2 1 Type of faCIlIty 2 2 How many fIrst-level 23 Number of health workers
(Clrcle first-level faCllltles) faCIlItIes m regIOn (or assessmg and treatmg chIldren at

dIStnCt)? fIrst-level facIlItIes

Health post

Health clImc

Health center

DIStnCt hOSpItal

Other

24 We are mterested m the tasks of health workers m provIdmg health care to chIldren m fIrst-level health
faCIlItIes, partIcularly who assesses, claSSIfIes, treats, adVIses, and refers SIck chIldren

3
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In the chart below, cIrcle the categories ofhealth worker znfirst-levelfacllztzes
For those categories that are cIrcled, ask the questIOns
Do medIcal assIstants assess? Classify? Treat? AdvIse? Refer?
Repeatfor other categorIes ofhealth worker that are cIrcled andfill zn the chart below by czrclzng Yfor yes
and N for no OmIt categories ofhealth workers that do not work mfirst-levelfacllztles

Does the health worker
Category of Health Worker
(Circle those mfirst-Ievelfacliltles) Assess? Classify? Treat? Advise? Refer?

MedIcal assIstant Y Y N Y Y Y
N N N N

Nurse Y Y N Y Y Y
N N N N

Doctor-speclahst Y Y N Y Y Y
N N N N

Doctor-other Y Y N Y Y Y
N N N N

PhannaCIst Y Y N Y Y Y
N N N N

Other Y Y N Y Y Y
N N N N

Are there Job descnptIOns that can provIde addItIOnal mformatIOn on the tasks of health workers? (CIrcle
response Ifyes, obtazn copIes and attach them to thls questIOnnaIre)

y N

2 5 What are the strengths m case management skIlls and knowledge for each category ofhealth worker? How
could case management performance be Improved? [old 26]
(Write responses zn the chart below Probe for specific examples ofeXlstzng skIlls and specific examples ofareas
for Improvement)

4
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Category of health worker 2 5 Strengths In 2 5 How could case 2 6 Language skIlls
case management management and readmg abIlIty
skIlls and performance be
knowledge Improved?

MedIcal aSSIstant

Nurse

Doctor-specIalIst

Doctor-other

Phannacist

Other

26 What language(s) are first-level health workers fluent m? What IS therr abIlIty to read extensIve text and
do wntten exercIses?

Responses to 24-26 are based on (Clrcle the approprIate)

OpmIOn SupervIsory VISItS Health FaCIlIty Survey

Health faCIlIty assessment Other sources

Obtam any report that provldes addltlOnal mformatlOn on health facllzty case management practlces

5
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2 7 Who supervIses case management practIces at first-level health facIlItIes?

(name)

(Czrcle one ofthe followzng )
Is supervIsIon mternal

external

(tItle)

(handled by mternal staffl)?
(VISItS from outsIde personnel)?

2 8 Do you have data on the percentage ofcaretakers who seek treatment for sIck chIldren at (Czrcle response
andfill zn percentage)

publIc faCIlItIes?
pnvate faCIlItIes?
NGOs?
Don't know

Source of InformatIOn -------------------------------
29 How many workers m first-level health faCIlItIes have receIved clImcal, hands-on trammg m case

management of varIOUS chIldhood Illnesses? How many workers at first-level health faCIlItIes have not
receIved trammg m case management of varIOUS chIldhood Illnesses? (Fzll zn the chart below If
respondent does not know, wrzte d k)

How many workers at How many workers at first-
first-level health facIlIties level health facIlities HAVE

Area of case management trammg HAVE received hands-on, NOT received hands-on,
practical trammg? practical trammg?

Acute respIratory mfectIOn (ARI) case
management

DIarrhea (eDD) case management

NutrItIOn counselIng

MalarIa case management

Measles case management

Integrated SIck chIld case management

2 10 In your VIew, who could be most helpful m mfluencmg change m the current health care system? LISt
categones of workers and, If appropnate, names and tItles

6
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2 11 In your VIew, wluch health workers would benefit most from the currently aVaIlable WHOIUNICEF trammg
course on management ofcluldhood Illnesses, consldenng theIr language and readmg skIlls?

2 12 Can you Identify any populatIOn groups m wluch cluldren are at lugh nsk of severe Illness? GIve the reason
for your opmIOn

2 13 What traImng sItes eXIst m thIs area? Name them Are they functIOmng?

1

2

7

y

y

N

N

Don't know

Don't know
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2 14-2 16 The followzng znformatlOn provzdes a framework for estzmatzng znformatlOn on traznzng coverage
Please wnte zn the answer or clrcle the appropnate response

2 14 Durmg wlnch months are the most cases avaIlable for chnIcal trammg?

DIarrhea"-----

ARI. _

Malma" _

2 15 How many tramed tramers can be made avaIlable to conduct mtegrated case management trammg?

2 16 What funds are or can be made avaIlable for trammg actIvItIes?

Please suggest potentIal sources of fundmg for traInIng

217-220 IndIcate the tOPIC(S) for case management trammg

2 17 Is any decentrahzed case management traInIng bemg conducted?

2 18 Does any on-the-Job tramIng eXIst? ExplaIn

2 19 What trammg eXIsts for private health care prOVIders?

220 Dunng the past year, have any efforts been made to mform health proVIders about case management (for
example, onentatIOn)? ExplaIn

8
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221-224 The followmg questiOns WIll help to assess case management needs
for the most common causes ofdeath In cluldren In your VIew, what are the most common causes
of death In chIldren? What case management skIlls are most needed? What essentIal drugs are
avaIlable for treatment?

Wrzte responses m the first column on the left and ask other questlOns m relatlOn to that response Responses
correspond to the first three columns ofWorksheet 5-2 m Chapter 5

Summary of Case Management SkIlls Needed

221 What are the most common 2 22 What case management skIlls 2 23 What essential drugs
causes of death III chIldren? are needed most? are avaIlable for

treatment?

Source of InformatIOn Source of InformatiOn Source of InformatiOn

224 In your VIew, for how long can the dIfferent categones ofhealth workers at first-level health workers at first­
level health faCIlItIes be away for a trmmng course? Suggest the maxImum duratIon

Thank you for your asszstance Ifyou would lzke to share addztlOnal thoughts or obtam addltlOnal znformatlOn
please let me know

Immedzatelyfollowmg the zntervzew, reVlew the quesfwnnmre to ensure that all responses are filled m properly and
clearly

9



Sample Protocol
to AssISt In

Preparation for Integrated Management
of ChIldhood Illnesses

September, 1996

Polley
(See GUIde, Chapter 6)

Introduction

ThIs sample protocol IS desIgned to help managers reVIew and
IdentIfy polIcy Issues and make recommendatIOns for actIOn Many
countrIes already have case management polIcIes that were developed
by specIfic programs, such as the natIonal acute respIratory InfectIOn
(ARl) program PolIcIes may be appropnate for Integrated case
management, or may requrre modIficatIOn CountrIes may not have
establIshed polIcIes to gwde deCISIons such as when to provIde
VItamIn A or measler vaCCInes NatIonal polIcIes are Important for
mtegrated case management because they provIde a standard for
adaptIng trammg matenals, provIdIng essentIal drugs, and makIng
communIcatIon messages consIstent

Chapter 6 provIdes examples of questIOns that may be
answered by natIonal polIcIes In thIs protocol, polIcy areas are
orgamzed In a chart that also IndICates possIble sources of polIcy
mformatIOn Thus, the protocol provIdes a framework for a desk
reVIew of natIonal polIcIes AddItIOnal InformatIon on polICIes IS
provIded m the WHOIUNICEF AdaptatIOn module

Instructzonsfor zntervzewers are presented zn ztalzcs Focus
on collectIng accurate data and data that can be analyzed and used
Remember that the goal IS to collect InformatIon needed to make
Informed deCISIons
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Sumrnanze mformatIOn on the followmg chart and attach avaIlable pohcy statements

QuestIons and PossIble Source oflnformatIOn RegardIng PolIcIes Relevant to IeM

QuestIOns PossIble Is polIcy Is polIcy CIrcle Is polIcy
Sources endorsed by dIssemmated to sectors In Implemented?

What IS the MOH? health care WhICh How?
natIonal polIcy (WrIte or cIrcle provIders? polIcy IS
on source used) applIcable
(SummarIze
majorpohcy
Items)

3 1 Case NatIonal CDD Y N DK y N DK Pubhc Y N DK
management m program
health facIlItIes Pnvate
ofchIldren WIth MCH
dIarrhea (mclude
any polIcIes
relatmg to
dysentery or
cholera)

32 Home case NatIonal CDD Y N DK Y N DK Pubhc Y N DK
management of program
dIarrhea, Pnvate
mcludmg MCH
recommended
home flUids and
foods dunng and
after dIarrhea

2
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QuestIOns and Possible Source of Information RegardIng PolIcies Relevant to IeM

QuestIOns Possible Is polIcy Is polIcy Circle Is polIcy
Sources endorsed by dlssemmated to sectors In Implemented?

What IS the MOH? health care which How?
natIOnal polIcy (Write or circle providers? polIcy IS
on source used) applIcable
(Summanze
major polIcy
Items)

33 MCH Y N DK Y N DK PublIc Y N DK
Breastfeedmg

Pnvate

34 Home case ARI program Y N DK Y N DK PublIc Y N DK
management of
acute respIratory MeR Pnvate
infectIons (ARI)

35 Case ARIprogram Y N DK Y N DK PublIc Y N DK
management of
AR1 mhealth MCH Pnvate
faCIlItIes
(mcludmg drugs
for moderate
and severe
pneumoma)

3
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QuestIOns and Possible Source oflnformatlOn RegardIng Policies Relevant to ICM

Questions Possible Is policy Is policy Circle Is policy
Sources endorsed by dissemInated to sectors In Implemented?

What IS the MOH? health care which How?
natIOnal policy (Write or Circle providers? policy IS
on source used) applicable
(SummarIze
maJor polIcy
Items)

36 Malana MalarIa Y N DK Y N DK PublIc Y N DK
preventIOn and program
case Pnvate
management

37NutntIOn NutntIOn Y N DK Y N DK PublIc Y N DK
management and
adVIce for SIck MCH Pnvate
children
(vltammA
supplementatIon
? Growth
momtonng?)

4
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Questions and Possible Source oflnformatlOn Regardmg Policies Relevant to ICM

Questions Possible Is policy Is policy Circle Is policy
Sources endorsed by dissemmated to sectors m Implemented?

What IS the MOH? health care whIch How?
natIOnal polley (WrIte or cIrcle providers? policy IS
on source used) applicable
(Summanze
major polIcy
Items)

3 8 Measles case EPI Y N DK Y N DK PublIc Y N DK
management

MeR Pnvate

39 EPI program Y N DK YN DK PublIc Y N DK
ImmumzatIOn
schedule, Pnvate
vaccmatIOn of
SIck chIldren?

310 Drugs PharmaceutIcal Y N DK Y N DK PublIc Y N DK
(essentIal for DIVISIOn
first-level Pnvate
government and EssentIal Drugs
pnvate sector Program
drug utIhzatIon

5
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QuestIOns and PossIble Source of InformatIOn Regardmg PolIcies Relevant to ICM

QuestIOns PossIble Is polIcy Is polIcy Circle Is policy
Sources endorsed by dlssemmated to sectors m Implemented?

What IS the MOH? health care WhICh How?
natIOnal polIcy (Write or cIrcle providers? policy IS
on source used) applIcable
(Summanze
maJor polIcy
Items)

311 Who PharmaceutIcal Y N DK Y N DK PublIc Y N DK
prescnbes DIvISIOn
antIbIOtIcs Pnvate
(category of Essential Drugs
health worker)? Program

312 Who PharmaceutIcal YN DK Y N DK PublIc Y N DK
prescnbes DIVISIon
InjectIOns Pnvate
(category of EssentIal Drugs
health worker)? Program

After completmg the chart, reVlew zt to be sure that responses are filled m properly and clearly Attach copzes ofrelevant
documents consulted

6



Sample Protocol
to Assist lD

Preparation for Integrated Management
of Childhood Illnesses

September, 1996

Drug Availability
(See GUIde, Chapter 7)

Introduction

ThIs sample protocol IS deSIgned to help managers assess the
aVaIlabIhty ofdrugs for mtegrated management of clnldhood Illness
(IMCI), reVIew eXlstmg drug lIsts and gmdelmes, and examme the
drug situatIOn m health facIhtles These are preparatory steps to
Improvmg the drug supply system and ensunng that essentIal drugs
and supphes are aVaIlable to SIck chIldren Major problems m the
drug system are beyond the scope of tlus protocol

Chapter 7 provIdes overall gUIdance ThIs protocol provIdes
a framework for mtervIewmg knowledgeable mdIVlduals, such as
pharmaCISts, drug vendors, and managers ofmedIcal stores, to obtaIn
mformatIOn on drug aVaIlabIhty AlternatIvely, It may be pOSSIble to
gather data from eXIstmg surveys or evaluatIOns to gaIn an
understandIng ofthe drug-related actIOns needed to prepare for IMCI

InstruetlOns for intervIewers are presented In ItaZzes Focus on
collectmg accurate data and data that can be analyzed and used
Remember that the goal IS to collect mformatIOn needed to make
mformed declSlons
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Drug AvaIlabIlity

Complete thIS sectIOn before conductmg an mtervzew

Date ---------
Source ofdata _

(name and tItle of respondent or tItles of documents consulted)

Level (cIrcle one) NatIOnal
RegIOnal
DIstnct

IntervIewer

(name)
(name)
(name)

Begm by Introducmg yourself, establzshmg rapport wzth the Intervzewee, and explammg the purpose
ofthe Intervzew For example,

We are collectmg mformatIOnfrom managers and health care provzders In varIOUS settings
to better understand eXIsting patterns of drug avazlabillty Our mterest zs m the case
management ofchzldhood zllnesses There are no rzght or wrong answers we are Just
mterested m your VIews on how thmgs work today and your suggestIOns for Improvmg the
current system

2
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4 1 Below IS a lIst of IMCI drugs and vaccmes that may be used m treatmg cluldhood Illnesses
Answer the questIOns m the chart to mdIcate aVaIlabIlIty and reasons for nonavaIlabilIty m
first-level faCIlItIes, central and regIOnal medIcal stores, and pnvate pharmaCIes SpeCIfy
sources of mformatIOn (opInIOn, records, supervISOry reports, health faCIlIty assessment
survey) _

CIrcle Y for yes, N for no, and D K for don't know
If the answer IS yes, m some but not all (faCIlItIes, stores or pharmaCIes), wnte In "some"
after cIrclmg Y
If the answer IS no, IndIcate reason for nonavaIlabilIty (If you know)
IndIcate the numbers or names of faCIlItIes, stores, pharmaCIes In the area reVIewed

Summary of drug avaIlabIlity ID first-level facIlItIes, medIcal stores and pharmaCies ID area

List of drugs What drugs and vaCCIDes are avaIlable ID

First-level Central medical RegIOnal medIcal Pnvate
faCIlItIes? stores? stores? pharmaCies?

I (--1 numbers ( ) ( ) ( ) numbers
names or names or numbers
numbers

AmoxicIllm Y N DK Y N DK Y N DK Y N DK
tablets/syrup

Chloramphemcal Y N OK Y N OK Y N DK Y N DK
1m

Chloroqume tablets Y N DK Y N DK Y N DK Y N DK

Cotnmoxazole Y N DK Y N OK Y N DK Y N DK
pedlatnc/adult
tablets

Erythromycm Y N OK Y N OK Y N DK Y N OK
tablets

GentamICIn 1m Y N OK Y N OK Y N DK Y N OK

NaladIxic aCId Y N OK Y N OK Y N OK Y N DK
tablets

3
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Summary of drug avaIlabIlity In first-level facIlIties, medIcal stores and pharmacIes In area

LIst of drugs What drugs and vaCCines are avaIlable In

FIrst-level Central medIcal RegIOnal medIcal Private
facIlitIes? stores? stores? pharmacIes?
(---1 numbers ( ) ( ) ( ) numbers

names or names or numbers
numbers

Normal salIne Y N OK Y N OK Y N OK Y N OK

Oral rehydratIon Y N OK Y N OK Y N OK Y N OK
salts

Paracetamol tablets Y N OK Y N OK Y N OK Y N OK

Pynmethamme Y N OK Y N DK Y N OK Y N DK
sulfa

Qummelm Y N OK Y N OK Y N OK Y N OK

RIngers lactate Y N DK Y N DK Y N OK Y N OK

Tetracychne eye Y N DK Y N DK Y N OK Y N OK
omtment

Vaccmes
BeG Y N DK Y N OK Y N OK Y N DK

Y N OK
OPV Y N OK Y N DK Y N OK

Y N OK
OPT Y N DK Y N DK Y N OK

Y N OK
Measles Y N DK Y N OK Y N OK

Vltamm A capsule Y N OK Y N OK Y N OK Y N OK

4
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Summary of drug availabilIty m first-level facIlIties, medical stores and pharmacies m area

List of drugs What drugs and vaccmes are avaIlable m

First-level Central medical Regional medical Private
facIlIties? stores? stores? pharmacIes?
(---1 numbers ( ) ( ) ( ) numbers

names or names or numbers
numbers

Other Y N DK Y N DK Y N DK Y N DK

4 2 Go back over the lIst ofdrugs ill the chart above and cIrcle any that you know have been out
of stock In health facIlItIes dunng the past three months

4 3 In your opImon, what are the mam reasons why some drugs and vaCCInes are not aVaIlable
In health faCIlItIes?

1 _

2 _

3 _

4 4 SometImes drugs are aVaIlable m central medIcal stores, but are not aVaIlable ill health
facIlItIes Do you know why thIs occurs? Y N

Explam

45 Does thts country have a natIOnal essentIal drug lIst?
Ifyes, obtam a copy or find out where It can be obtamed

Y N DK

46 What other drug lIsts and gmdelmes eXIst ill pubhc and pnvate health sectors? What IMCI
drugs are not Included m the drug llsts or gUldelmes? LIst the drugs m the table below

Drug lIst or gwdelmes PublIc and/or pnvate sectors IMCI drugs not Included

5
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47 Are any of the standard drug hsts above present m health facIhtIes? Y N DK

Explam (be specIfic) _

48 Do health facl1ltIes keep a drug mventory? Y N DK

Explam

Do health facliltIes keep records of drug orders? Y N DK

Explam

4 9 If yes to 4 8, do you have mformatIOn on the average percent oftune that any of the IMCI
drugs or vaccmes were out of stock m the preVIOUS year?

Selected IMCI drugs out of stock Percent of tIme last year (%)

4 10 Do you know Ifany ofthe IMCI drugs are used for purposes other than the management of
chl1dhood Illnesses? Y N D K

Explam _

4 11 LIst name or area ofnames ofhealth faCIhtIes where some IMCI drugs were aVailable m the
past three months

drugsIMCIsomeWItharea(s)orfacIlItIeshealthFIrst-level
aVailable _

Thankyoufor your asszstance Ifyou would lzke to share addztzonal thoughts or obtazn addztzonal
znformatzon, please let me know

After completzng the questzonnazre, revzew zt to be sure that responses are filled zn properly and
clearly Attach copzes ofrelevant documents consulted
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HEALTH FACILITY ASSESSMENT

See "Rapid Integrated Health FacIlIty Assessment GUidelInes," prepared by The BASICS
Project for protocols and gUIdelInes for how to conduct health facIlIty assessment

OPTION SAMPLE Health FacIlIty Assessment,
Integrated Management of ChIldhood Illness

Purpose
To suggest gaps m applIed knowledge and slaJls, to explam nnssed dIagnosIs (classIficatIOns),
and mdicate possIble factors contnbutmg to the performance ofhealth workers ThIs Will help to
understand report of current practIces, and to plan trammg and other actIvItIes to ImprOve case
management of SICk chIldren

The InformatIon gathered durmg health facIlIty VISItS Will help to answer the questIOns related to
plannmg oftrammg and drug avaIlabIlIty, as outlmed m chapters 5 and 7 of GUldefor the
IntroductlOn ofIntegrated Management ofChzldhood Illness

When to use the protocols

The InStruments can be used dunng VISItS to selected health facIlItIes for rapId assessment ofcase
management of SIck chIldren and factors mfluencmg care

If the VISItor/supervIsor/surveyor IS not tramed m mtegrated case management, only forms 1 and
2 should be used Procedures for analysIs of the data are not mcluded here

The Health FaCIlIty Assessment Instruments mclude

1 FaCIlIty management

IntervIew With head ofhealth faCIlIty (for example, chIefofhOSPItal, department head of
PedIatnc OPD, etc) and observatIon of the health faCIlIty regardIng faCIlIty support to
case management ofSIck chIldren

2 Health worker IntervIew

IntervIew ofhealth worker(s) managmg outpatIent pedIatnc cases on the day of the health
faCIlIty VISIt

3 Case management observatIon

To use this protocol the observer needs to be trained m case management of SIck
chIldren, based on the mtegrated algonthm
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The cases Include all SIck chIldren age two months up to five years seekIng care for
convulSIOns, InabIlIty to dnnk, cough or dIfficult breathIng, dIarrhea, fever, malarIa,
measles, or nutntIOnal problems, or who are abnormally sleepy or dIfficult to wake

The health worker can be asked to state out loud what he or she IS lookIng for and what IS
found dunng assessment and claSSIficatIOn Ifhealth workers do not volunteer
InfOrmatIOn on how treatment IS selected, they can be asked on what baSIS they made the
declSlon No promptIng IS done dunng observatIOn
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Draft Form 1 FACILITY MANAGEMENT

FacIlIty name
FacIlIty type
Urban/Rural
IntervIewer

Date _
_____________ (HOSPItal, Health Center)

-----------CU,R)

INTERVIEW WITH CLINIC HEAD

1 How many people work at thIs facIlIty?
2 How many ofthe staffwho work here manage sIck chIldren?
3 How many of the staffwho manage sIck chIldren have been tramed m the case

management of
dIarrhea?
ARI?
measles?
malana?
nutrItIonal problems?
EPItrammg?
other case management trammg? SpecIfy

4 How many hours per day IS the OPD of thIs facIlIty open?

5 Where are complIcated cases referred?

6 How far away IS the nearest referral sIte?

7 For how many ofthe last 90 days has the facIlIty had stocks ofthe followmg drugs to
dIspense to patIents?

a Cotnmoxazole tablets or syrup
b AmoxlclllIn tablets or syrup
c Erythromycm tablets
d NalIdIXIC aCId tablets
e Chloramphemcol mtramuscular
f GentamIcm Intramuscular
g Chloroqwne tablets
h Qwmne Intramuscular
I Fansldar
J Paracetamol tablets
k Tetracyclme eye omtment
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I Vltamm A capsules
m RIngers lactate
n Oral RehydratIOn Salts
o Vaccmes

BCG
OPV
DPT
Measles

If0-30 to any of the above, why?

8 For what treatment(s), other than the treatment of chIldhood Illnesses, do you use the
above drugs? List other treatment purposes for each drug

9 Ifyou do not have any of the above drugs, or you run out ofany of them, IS It difficult to
get more?

yes
Descnbe

no

10 Are any of the standard drug hsts, formulary manuals or treatment guldehnes present m
the health facIlIty? If yes, specify Ifposslble, obtain a copy

11 Is there a reordenng scheme or do you have to make a special request when you need
more drugs?

reordenng scheme special request

12 a Do you keep drug mventory records?
b Do you keep records oforders/reordenng?
If no, why not?

y
y

N
N

13 If yes to 12 a, estimate the percent of time that the drugs were out of stock last year
Wnte estimates next to lIst ofdrugs m Item 7

14 Have you received trammg m the case management of
a ARI?
b CDD?
C EPI?
Other case management trammg?
d Specify
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15 Have there been any trammg seSSIOns m tIns facIlIty?
Ifyes, descnbe

Y N

16 Do you observe staff m theIr treatment ofchIldren? Y N

17 Do you use checklIsts to assess performance? Y N

18 Do you receIve momtonng or supervIsory VISItS
for MCH, PHC, CDD, ARI, malana, EPI actIvItIes,
or any other actIvItIes by an external supervIsor? Y N
If yes, speCIfy

(If yes go to ----> 19, Ifno ----> 22)

19 What dId tIns supervIsor do dunng the last VISIt

20 Are these VISItS helpful for your actIVItIes? Y N

21 How can they be Improved? Descnbe

22 What are the most pOSItIve aspects to working m thIs place?

23 What do you thInk are the mam factors that hmder health workers abIlIty to manage SIck
chIldren?

OBSERVATION OF THE FACILITY
SIte

24

25

26

27

Is there any speCIal area for MCHlPHC actIVItIes,
such as an ORT area?

Is there a speCIal area for health educatIOn?

Is there a functIOmng water tap nearby
(WithIn two mmutes' walk)?

Is there a latrme patIents can use?
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28 Is there a functlOmng weIghmg scale? y N

29 Is there a functlOmng thermometer? y N

30 Is there any timIng deVIce? y N

31 Is there a regIster book? y N
If yes, how many cases of In the last five days
a malnutntIon
b measles
C ARI
d dIarrhea
e malana
f fever
g pneumoma
h do not know

32 Are the follOWIng Items readIly avaIlable In the facIlIty?
a cups Y N
b spoons y N
C IV supplIes y N
d needles disposable y N
e hypodermIc needles y N

33 Salt or salIne solutIOn y N

34 Paper and penCIls Y N

35 ImmumzatlOn cards y N

36 Mothers cards or handouts for mothers? y N

Comments on observation of the facIlIty SIte
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Drug supply

37 Are the folloWIng drugs m stock
a Cotnmoxazole pedlatnc/adult tablets y N
b Amoxlcillm tablets/syrup Y N
c Erythromycm tablets y N
d NalIdlXlc aCid tablets y N
e ChloramphemcollID y N
f GentamIcm 1m Y N
g Chloroqume tablets y N
h Qummelm y N
I Fansldar y N
I Paracetamol tablets y N

J TetracyclIne eye omtment Y N
k VItamIn A capsule y N
I RIngers lactate y N
m Oral RehydratIon Salts y N
n Vaccmes Y N

BCG Y N
OPV y N
DPT Y N
Measles Y N

38 Does the facIlIty have
a drug ordermg forms y N
b drug mventory y N

Comments on observation of drug supply
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Draft Form 2 HEALTH WORKER INTERVIEW

FaCIlIty name
FacIlIty type
UrbanlRural
IntervIewer

Date
--- (HOSpital, Health Center)

-----------(U,R)

BASIC DATA

1 Category ofhealth worker nurse doctor
2 S~ M F
3 How long have you worked In thIs hOSpItal? _
4 How many patIents dId you see yesterday? _
5 Do you thInk that you treat

a fewer than you can handle?
b as many as you can handle?
c more than you can handle?

6 Of the patIents you saw yesterday, how many were sIck chIldren?

7 In the last month have you seen any chIldren WIth
a severe pneumoma
b dIarrhea WIth severe dehydratIOn
c convulsIOn
d severe febnle Illness
e severe malana
f severe malnutntIon

y
y
y
y
y
y

N
N
N
N
N
N

TRAINING

8 Have you attended any chmcal traImng course on the case management of chIldren WIth
~? Y N
DIarrhea? Y N
Other? SpecIfy

(Ifyes, go to -----> 9, Ifno -----> 19 )

9
10
11

Where was thIs trammg held?
How long dId thIs trammg last?
In thIs traInIng dId you treat patIents yourself?
(Ifyes ----->12, Ifno -----> 15 )
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12 What proportIOn oftrammg mvolved dIrect patIent care?
a less than half
b more than half
c about the same

13

14

15

In the trammg, dId you take care of severe or complIcated cases?
If yes, specIfy

DId the mstructors provIde feedback durmg practIcal sessIOns?

Dunng the trammg dId you prepare plan ofactIOn?
If yes----> 16, If no----> 18 )

Y N

Y N

Y N

16 Have you Implemented thIS plan
a not at all?
b some of It?
c all of It?

17 What dId you find that helped m Implementmg your plans after trammg?

18 What (If any) were the problems you encountered m ImplementIng what you learned?

SUPERVISION

19 When you have a complIcated case, IS there someone m thIs facIlIty With whom you can
dISCUSS the case? Y N

20 Do you have an Immediate supervIsor (one based at thIs faCIlIty)? Y N
(If yes ----> 21, If no -----> )

21 Does tlns person observe you treatIng patIents? Y N

22 Who IS the assIgned person outsIde this hOSpItal who IS responsIble for momtonng case
management? (name/don't know)

23 Has he or she VISIted m the last three months? Y N

24 DId he or she observe you treatmg cases? Y N
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INFORMATION

25 Do you or the hOSpItal receIve any newsletter or other matenals to keep you current on
nutrItIon, dIarrheal dIsease, ARl, EPI, or other tOPICS? Y N
Ifyes, specIfy

KNOWLEDGE
Assessment

26 What danger SIgnS do you look for m a sIck chIld?
a able to drInk?
b convulsIOns?
c abnormally sleepy or dIfficult to wake?
SpecIfy

27 What do you ask all mothers about, when they brmg a sIck chIld for treatment
a Danger SIgnS
b IfchIld has cough and/or dIfficulty breathmg
c DIarrhea
d Fever
e Why she has come
f Other questIOn, SpecIfy

28 If a chIld has cough or d1fficult breathmg, what do you ask about?
a for how long?
b other, specIfy

What do you look for?
b counts per mmute
c che~IndraWlng

d look and lIsten for stndor
e other, specIfy

29 Ifa cmld has dIarrhea, what do you ask about?
a for how long?
b IS there blood m stool?
c other, specIfy
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30 To decIde If a cluld With dIarrhea IS dehydrated, what do you look for
a general condItIon
b sunken eyes
c tears
d offer flUid to see thust
e skmpmch
f other, speCIfy

31 If the chIld has fever,
What do you ask about?
a IS the cluld vomltmg
b other, specify

What do you look for or do?
C measure temperature
d look or feel for neck stIffness
e look for runny nose
f look for sIgns suggestIng measles
g other, specify

32 What are the sIgns suggestmg that a chIld has measles?
a generalIzed rash
b cough, runny nose, or red eyes

If the chIld has measles, what dId you look for
C sore mouth
d pus drammg from the eye
e cloudmg ofthe cornea
f other, speCIfy

33 In addItIon to the above, what else do you check all sIck chIldren for?
a ImmuruzatlOn status
b NutrItIOnal status malnutrItIon, anaemIa
c Ear problem
d Other problems, speCIfy

34 What do you look for, or do, when you check a chIld for malnutrItIon and anaemIa?
a VIsIble severe wastmg
b eyelId pallor
c cloudmg of cornea
d foamy patches
e edema ofboth feet
f weigh the chIld
g determme weIgh for age
h other, speCIfy
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ClassIficatIOn

35 How do you decIde that a clnld has
Pneumoma?
a fast breathIng
b no chest mdrawmg
c other sIgn, specIfy

36 DIarrhea WIth some dehydratIOn?
a restless, Imtable
b sunken eyes
c absent tears
d dry mouth and tongue
e tlnrsty, drInks eagerly
f skm pmch go back slowly
g other SIgn, specIfy

37 Malana?
a fever (m clImc or report)
b fever and no runny nose or measles
c other, specIfy

38 ComplIcated measles?
a generalIzed rash
b cough
c runny nose
d red eyes
e pus from eye
f sore mouth

39 Severe malnutrItIon?
a VIsIble, severe wastIng
b severe eyelId and palmar pallor
c cloudIng ofthe cornea
d edema of both feet
e other, specIfy
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Treatment

How do you treat and/or adVIse a nme-month old chIld With
36 Pneumoma?

a antIbIotIc
b soothe throat/reheve cough
C return In two days or If worse
d other

37 DIarrhea WIth some dehydratIon?
a gIve ORS (Plan B)
bother

38 Dysentery?
a antIbIotIc
b return m two days, If worse,

under one year
measles In last SIX weeks,
or dehydrated InitIally

C other

39 Persistent dIarrhea?
a adVIse on feedIng-If adVIse on feedIng, speCIfy
b return In five days
C other

40 Malaria?
a cotnmoxazole-If cotnmoxazole, give reason
b oral antlmalanal
C paracetamol
d return In two days If fever perSIsts
e return If fever returns In 14 days
f other

41 uncomphcated measles?
a vltammA
b return m five days If fever
C return In 14 days for follow-up
d other
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42 MalnutntIOn or anemIa?
a vitammA
b Iron
c adVise on feedmg
d return m 14 days
e other
Ifa -d, gIve the reason(s)

43 ImmumzatIOn status shows three DPT. four OPV. one BeG vaccmations accordmg to
card, what do you do?
a gIve measles
b adVise to go for measles ImmUnIzatIOn
c other. specIfy
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Draft Form 3 (OptIOnal) CASE MANAGEMENT OBSERVATION

FaCIlIty name
FacIlIty type
Urban/Rural
Observer

Date
_____________ (HOSPItal, Health Center)

----------(U,R)

Assessment and classIficatIOn by observatIon

1

2

Does the health worker ask
a The mother why she has come?
Ifyes, speCIfy

Does the health worker ask
a Is the chIld able to drInk?
b Has the chIld had convulsIOns?

y

y
y

N

N
N

3 Does the health worker check to see If the chIld IS abnormally sleepy or dIfficult to
awaken? y N

4 Does the health worker ask
a Does the chIld have cough or dIfficult

breathIng y N
(Ifmother answers yes---> 4b, If no----> 5)

b Does the health worker
ask for how long? y N

C count the breaths 10 one mmute? Y N
d look for chest 1Odraw1Og? Y N

5 Does the health worker ask
a Does the chIld have dIarrhea? y N

(If mother answers yes---> 5b, If no----> 6)

Does the health worker ask
b for how long? y N
c IS there blood 10 the stool? y N

Does the health worker examme
d chIld's general condItIon? y N
e sunken and dry eyes? y N
f tears? y N
g whether mouth IS dry or mOIst? Y N
h offer flUId to examme thIrst? y N
1 skm by p1OchIng? Y N
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6 Does the health worker ask
a Has the cluld had fever? Y N

(If mother answers yes---> 6b, If no----> 7)
b Does the health worker ask

IS the cluld vomltmg repeatedly/not able to hold anythIng down?
Y N

c Does the health worker measure the temperature or feel the chIld for fever?
Y N

If yes, specify

6 Does the health worker look or feel
d for neck stIffness? Y N
e for runny nose? Y N
f for SignS suggestmg measles? Y N
If yes, specify

generalized rash y N
cough, runny nose or red eyes Y N

(If the cluld has measles---> 6g, If no------> 7)

Does the health worker look for
g sore mouth? Y N
h pus draImng from eyes? Y N
I cloudmg ofthe cornea? Y N

7 Does the health workers look for
a vIsible severe wastmg? Y N
b cloudmg ofthe cornea? Y N
c foamy patches on the white of the eye? Y N
d edema ofboth feet? Y N
e Does the health worker weigh the cluld? Y N
Ifyes, does the health worker
f detennme weight for age? Y N

8 a Health workers' (HW) classdicatlOn(s)? Check below

9 b Observers' (0) classdicatlOn(s)? Check below

10 Treatment gIVen? Specify
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ClassIficatIons

Severe pneumorua or very severe dIsease
Pneumorua
Cough and cold

DIarrhea WIth severe dehydratIOn
DIarrhea WIth some dehydratIon
DIarrhea WIth no SIgnS ofdehydratIon
Severe persIstent dIarrhea
PersIstent dIarrhea
Dysentery

Very severe febnle Illness
Malana

Severe complIcated measles
ComplIcated measles
UncomplIcated measles

Severe malnutntIon or severe anemIa
MalnutntIon or anemIa

Other dIagnosIs or classIficatIons
SpecIfy

11 Observer's conclUSIOn about treatment deCISIOn

HW
(a)

o Treatment gIven
(b) (c)

12 If chIld has chest mdrawtng, stndor when calm, stIff neck, severe malnutntIOn or severe
anemIa, or severe clasSIficatIOn (accordmg to observer_? health worker_? both_?),
does the health worker admIt or refer urgently? Y N

13 Are antIbIOtIcs prescnbedigiven? Y N
Ifyes, what was the reason?

14 a blood m stool? Y N
b suspected cholera? Y N
c pneumorua? Y N
d severe measles? Y N
e other, speCIfy
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15
16

Is oral antImalanal drug gIven?
Is drug admirnstered by mJectIOn?
If yes, specIfy and gIve the reason

y
y

N
N

17 Is vitamm A gIven? Y N

18 IfdIarrhea, IS treatment gIven accordmg to Plan
A,B,orC? Y N
a ORS at health facIlIty? y N
b IV rehydratIOn? Y N
c home WIth ORS? Y N
d home With advIce on homeflUlds? y N
e other? y N

19 Does the health worker check the chIld's
ImmurnzatIOn status? Y N

ADVICE TO MOTHERS

20 Does the health worker
a ask questIOns to find out what the mother IS already

domg for her chIld? Y
b praIse the mother for what she does well? Y
c advIse her how to treat her chIld at home? Y
d check the mother's understandmg? Y

N
N
N
N

21 Does the health worker advIse the mother on
a feedmg dunng and after Illness? Y N
b when to brIng the chIld back? Y N
c gIvmg oral drugs at home? Y N
d ImmurnzatIOn? Y N
e nutrItIOn, mcludmg breastfeedmg Y N
f other, specIfy

Ifyes to any of above (19-21), descrIbe
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COMMUNICATION RESOURCES

Resource People and InstItutIOns

Those who would like gUidance m commUnication plannmg and development may
contact

The Director, CDR DIvIsion, The World Health Organrzatlon, 1121- Geneva 27,
SWitzerland

The Information Center at BASICS, 1600 Wilson Boulevard, SUite 300, Arlmgton,
VA 22209, USA (703)-312-6800 -Phone (703)-312-6900 - Fax

Tools and Other Readings

A Tool Box for BUlldmg Health Communication Capacity
Date Apnl1995
Produced by HEALTHCOMIAED/USAID
Focus This Tool Box was developed as a collection of practical, field-tested tools that
can be used as needed by managers and practitioners of health commUnication m the
developmg world It mcludes an overview of modern health communrcatlon methodology
and a set of concepts, models, strategies and tools developed and used m the field The
matenals are m the order one wou Id normally follow m developmg a program, and takes
the reader from the first step of Identrfymg target behaViors, through formatIve research,
strategy development, Implementation, and fmally, momtonng and evaluatIon They can
be used one tool at a time, or as a gUide to strengthen the personnel's skills and confi­
dence to apply the methodology m their own communrcatlon programs

A Program Plannmg GUide
Date In progress
Produced by BAS ICS
Focus: A gUide to assist country managers to design, Implement, and momtor communi­
catIOn/behaVIOr change programs

Communication for Child Survival
Date June 1988
Produced by HEALTHCOMIAED/USAID
Authors Mark R Rasmuson, Renata E Seidel, Wilham A SmIth, Elizabeth Mills Booth
Focus This manual presents a systematic public health communIcation methodology for
child survival programs (mcludes several examples, charts, etc)



The Handbook for Excellence In Focus Group Research
Date 1995
Produced by AED/HEALTHCOM/USAID
Author Mary Debus
Focus A practical gUide to planning, conducting and uSing focus groups, including
case studies and strategies

ImmunizatIOn the Behavioral Issues
Date July 1990
Produced by International Health and Development AssoCIates for USAID Office of
Health
Author Barbara Pillsbury, Ph D
Focus The goal of Immunization the BehavIOral Issues IS to brrng together findings
from qualitative research and the related literature about behavioral factors In Immuniza­
tion and to make recommendations to health planners for fine-tuning programs to in­

crease and sustain ImmUniZation coverage

Notes from the Field CommUnication for Child Survival
Date Apnl1993
Produced by HEALTHCOM/AED/USAID
Authors Renata E Seidel (Editor)
Focus Notes from the Field IS a collection of field notes and case studies that demon­
strates problems and solutions In the process of changing health services and practices



MANAGEMENT OF CHILDHOOD ILLNESS
SICK CHILD
AGE 2 MONTHS UP TO 5 YEARS
ASSESS AND CLASSIFY THE SICK CHILD TREAT THE CHILD, continued

World Health Organization
DIVISion of Diarrhoeal and
Acute Respiratory Disease Control

unicef.

SICK YOUNG INFANT
AGE 1 WEEK UP TO 2 MONTHS

Assess, Classify and Identify Treatment

Check for General Danger Signs
Then Ask About Main Symptoms

Does the child have cough or difficult breathing?
Does the child have diarrhoea?
Does the child have lever?

Classlly malana
Classify measles

Does the child have an ear problem?
Then Check for Malnutrition and Anaemia
Then Check the Child s Immunization Status
Assess Other Problems

TREAT THE CHILD

Teach the Mother to Give Oral Drugs at Home
Oral AntibiotiC
Oral Antlmalanal
Paracetamol
Vitamin A
Iron
Mebendazole

Teach the Mother to Treat
Local Infections at Home

Treat Eye InlecllOn with
Tetracycline Eye Ointment

Dry the Ear by Wlcklng
Treat Mouth Ulcers with Gentian Violet
Soothe the Throat Relieve the Cough with

a Sale Remedy

Give These Treatments In Clinic Only
Intramuscular Antibiotic
QUinine lor Severe Malana
Prevent Low Blood Suger

~

"G

2

2
3
4
4
4
5
6
6
6

7
8
8
8
8
8

9
9
9

9

10
10
11

Give Extra Fluid for Diarrhoea
and Continue Feeding

Plan A Treat Diarrhoea at Home
Plan B Treat Some Dehydration with ORS
Plan C Treat Severe Dehydration Quickly

Immunize Every Sick Child As Needed

Give Follow up Care

Pneumonia
Persistent Diarrhoea
Dysentery
Malana (Low or High Malana Risk)
Fever Malana Unlikely (Low Malana Risk)
Measles with Eye or Mouth Complications
Ear Inlectlon
Pallor
Very Low Weight

COUNSEL THE MOTHER

Food
Assess the Child s Feeding
Feeding Recommendations
Counsel About Feeding Problems

Fluid
Increase Fluid Dunng Illness

When to Return
Advise the Mother When to Return to

Health Worker

Counsel the Mother About
Her Own Health

12
12
13

13

14
14
14
15
15
15
16
16
16

17
18
19

20

20

21

ASSESS, CLASSIFYAND TREAT THE SICK YOUNG INFANT

Assess, ClaSSify and Identify Treatment
Check lor Possible Bacterial Inlectlon
Then ask Does the young Inlant have diarrhoea?
Then Check lor Feeding Problem or Low Weight
Then Check the Young Inlant s Immunization Status
Assess Other Problems

Treat the Young Infant and Counsel the Mother
Oral Antibiotic
Intramuscular Antibiotics
To Treat Diarrhoea See TREAT THE CHILD Chart
Immunize Every Sick Young Inlant
Treat Locallnlectlons at Home
Correct Positioning and Attachment lor Breaslfeedlng
Home Care lor Young Inlant

Give Follow up Care for the Sick Young Infant

Local Bacterial Inlectlon
Dysentery
Feeding Problem
Low Weight
Thrush

RECORDING FORMS

SICK YOUNG INFANT

SICK CHILD

WEIGHT FOR AGE CHART

22
23
24
25
25

26
26

1213
27
27
28
28

29

29

30
30
30

31

33
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ASSESS AND CLASSIFY THE SICK CHILD
AGE 2 MONTHS UP TO 5 YEARS •

ASSESS
ASK THE MOTHER WHAT THE CHILD S PROBLEMS ARE

• Determine If this IS an initial or follow up VISit for this problem
If follow up VISit, use the follow up instructions on TREAT THE CHILD chart
If Initial VISit assess the child as follows

CHECK FOR GENERAL DANGER SIGNS
I ASK LOOK

• Is the child able to dnnk or breast/eed? • See If the child IS lethargic or unconscious
• Does the child vomit everything?
• Has the child had convulsions?

A child with any general danger sign needs URGENTattention, complete the assessment and
Bny pre referral treatment Immediately so referral Ie not delayed

CLASSIFY

USE ALL BOXES THAT MATCH THE
CHILD'S SYMPTOMS AND PROBLEMS

TO CLASSIFY THE ILLNESS

IDENTIFY
TREATMENT

THEN ASK ABOUT MAIN SYMPTOMS:
Does the child have cough or difficult breathing? SIGNS CLASSIFY AS TREATMENT

(Urgent pre-referral treatments are In bold print)

~
~

IF YES, ASK LOOK, LISTEN, FEEL ClaSSify • Any general danger SEVERE ~ Give first dose ofan appropriate antibiotic

COUGH or sign or PNEUMONIA ~ Refer URGENTLY to hospital *

For how long? CO~, ••b~•• m0", mm"" } DIFFICULT • Chest Indrawlng or OR VERY

BREATHING
• Stridor In calm child SEVERE DISEASE

Look for chesl mdrawmg CHILD MUST
BECALM • Fast breathing ~ Give an appropriate antibiotic for 5 days

Look and listen for stndor ~ Soothe the throat and reheve the cough with
PNEUMONIA a safe remedy

llthe child Is Fast breathing Is ~ Advise mother when to retum Immediately

2 months up 50 breaths per ~ Follow up In 2 days
to 12 months minute or more

12 months up 40 breaths per No signs of pneumonia ~ If coughing more than 30 days refer for assessment
to 5 years minute or more or very severe disease NO PNEUMONIA

~ Soothe the throat and relieve the cough with a

COUGH OR COLD
safe remedy

~ AdVIse mother when to retum Immediately
~ Follow up In 5 days If not Improvmg



Two of the following signs ~ If child has no other severe classilicalion
Give Iluid lor severe dehydrallon (Plan C)

for :V • Lethargic or unconscious OR
IF YES, ASK LOOK AND FEEL DEHYDRATION • Sunken eyes SEVERE If child also has anothsr severe classlflcstlon

• Not able to drink or drinking DEHYDRATION
Refer URGENTLY to hospItal with mother gIvIng
frequent sIps of ORS on the wey

For how long? Look at the child s general condition poorly AdvIse the mother to continue breastfeedlng
Is there blood In the stool? Is the child • Skin pinch goes back very slowly

Lethargic or unconscious?
~ /I child Is 2 years or older end there Is cholera In

your ares, gIve antibIotic for cholera
Reslless and Irritable?

Look lor sunken eyes - Two 01 the lollowlng signs ~ Give fluid and lood lor some dehydrallon (Plen B)

Offer the child fluid Is the child Classify Reslless Irntable ~ If child also has a severe classification

DIARRHOEA Sunken eyes SOME Refer URGENTLY to hospital with mother gIvIng

Not able to drink or drinking poorly? Drinks eagerly thirsty frequent sIps of ORS on the way

Dnnklng eagerly thirsty? - • Skin pinch goes back slowly DEHYDRATION AdvIse mother to continue breastfeedlng

. Pinch the skin 01 the abdomen
~ Advise mother when to return Immediately

Does It go back ~ Follow up In 5 days II not Improving

Very slowly (longer than 2 seconds)? Not enough signs to classify as NO ~ Give flUid and food to treat diarrhoea at home (Plan A)
Slowly? some or severe dehydrallon DEHYDRATION ~ AdVise mother when to return Immediately

~ Follow up In 5 days II not Improving

• Dehydration present SEVERE .. Treat dehydration belore relerral unless the child has

.n'lfdffl~ PERSISTENT another severe classlflcallon

14 days or more DIARRHOEA
.. ReIer to hospital

No dehydrallon PERSISTENT ~ AdVise the mother on leedlng a child who has
PERSISTENT DIARRHOEA

DIARRHOEA .. Follow up In 5 days

andlfblo~
in stool Blood In the stool

DYSENTERY
.. Treat for 5 days wllh an oral antibIotic recommended

for ShIgella In your area
.. Follow up In 2 days

If referral Is nol pOSSIble menage the child as descflbed m Management of Childhood Illness Treatlhe Child
Annex Whare Referrells Nol Possible and WHO guldelmes for Inpallenl care

3

DANGER SIGNS COUGH
nlARRHOI=A

~
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Does the child have fever?
(by history or feels hot or temperature 375 C" or above)

HIGH MALARIA RISK

IF YES High ~ Any general danger sign or
VERY SEVERE

I> Give quinIne for severe malaria (first dose)

DeCide Malana Risk Malaria Risk
Stiff neck I> Give first dose ofan appropriate antIbiotic

high or low FEBRILE I> Trest the child to prevent low bloodsugar

THEN ASK LOOK AND FEEL DISEASE I> Give one dose ofpsracstemolln clinIc for hIgh fever
(38 5 C or above)

I> Refer URGENTLY to hospltel

For how long? · Look or feel for stiff neck - Fever (by history or feels hot I> If NO cough with fest breathing treat wIth oral antImalarial

If more than 7 days has fever · Look for runny nose
or temperature 37 5 C or OR

been present every day?
ClaSSify

above) If cough with fast breathing treat with cotrlmoxszole for 5 days. Has the child had measles within Look for signs of MEASLES MALARIA I> Give one dose ofparacetamolln clinIc for hIgh fever
the last 3 months? FEVER (38 5 C or above)

Generalized rash and I> AdVise mother when to return Immediately
One of these cough runny nose l- I> Follow up In 2 days of fever persists
or red eyes I> If fever IS present every day for more than 7 days refer for assessment

------------------------------------------------- LOW MALARIA RISK

If the child has measles now or Look for mouth ulcers LOW.;> Any general danger sign or I> Give quinIne for seWIB mslsrfa (first dose) unless no ma1MfII risk.

within the last 3 months Are they deep and extensive? Stiff neck VERY SEVERE I> GIve first dose ofan appropriate antIbiotic
Malaria Risk

FEBRILE I> 7RIst the child to provent low bloodsugar

· Look for pus draining from DISEASE
I> Give one dose ofpsracstamolln clinIc for hIgh fever

the eye (38 5 C orabove)
I> Refer URGENTLY to hospital

Look for clouding of the cornea NO runny nose and I> If NO cough with fast breathIng treat with oral antimalarial
NO measles and OR
NO other cause of fever If cough with fest breathIng treat wIth cotrlmoxszole for 5 days

MALARIA I> Give one dose of paracetamolln clinIc for high favar
(38 5 C or above)

I> AdVIse mother when to return Immedletely
I> Follow up In 2 days II lever persists
I> " lever is present every day for more than 7 days

refer lor assessment

Runny nose PRESENT or FEVER- I> Give one dose ofparacetamolln clinic for hIgh fever
Measies PRESENT or

MALARIA
(385 C or above)

• Other ceuse 01 lever I> AdVise mother when to return Immediately
PRESENT UNLIKELY " Follow up In 2 days If fever persists

" If fever Is present every day for more than 7 days
refer for assessment

If MEASLES >• Any general danger sign or
now or wIthIn last SEVERE I> GIve VItamIn A

Clouding of cornea or
COMPLICATED " Give first dose ofan appropriate antIbiotIc

3 months Classify Deep or extensive mouth I> If clouding of the comf18 orpus drslnlng from the eye apply
ulcers MEASLES'" tatrscycllne11l oIntment

I> ReferURG£ TLYtohospltal

Pus draining from the eye or
MEASLES WITH I> GIve VItamIn A

Mouth ulcers I> Ifpus draInIng from the eye treat eye Infection with tetracycline
EYE OR MOUTH eye oIntment

COMPLICATIONS'" I> " mouth ulcers treat With gentian Violet
I> Follow uo In 2 davs

Messles now or Within the
MEASLES I> GIve VitamIn A

last 3 months

These temperatures are based on wUf/ary temperature Rectal temperature readings are approximately 0 5 C higher

Other Important complications ofmeasles pneumonia stndor dlarlhoea ear infection and malnutntlon are claSSIfied In other tables



Does the child have an ear problem?

t
~

IFYES,ASK

• is there ear pain?
• Is there ear discharge?

If yes lor how long?

LOOK AND FEEL

Look for pus dralnrng from the ear
Feel for tender swelling behind the ear

Classify
EAR PROBLEM

• , T~«d.Elr $,W6I1Jn~ b~»rl\(J the ear
",ASTOfOITIS

.. GIVB fIrst doq of ttn spproprlaN1 ttntlblotlc

.. Rive f'fAt, f6~~b&'l:/'R<:etltmOI for pain

.. ~f(Jr G '£. 0 ho,pltsl

• Pus IS seen draining from the Ii> Give an antibiotic for 5 days
ear and discharge Is reported ACUTE EAR Ii> Give paracetamol for pain
for less than 14 days or INFECTION Ii> Dry the ear by wlckmg

• Ear parn Ii> Follow up In 5 days

------------------------ ---------------- ----------------------------------
• Pus is seen dralnrng from the CHRONIC EAR Ii> Dry the ear by wlcklng

ear and discharge Is reported
INFECTION

Ii> Follow up in 5 days
for 14 days or more

• No ear pain and NO EAR No additional treatment
No pus seen draining from

INFECTIONthe ear

5
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THEN CHECK FOR MALNUTRITION AND ANAEMIA

LOOK AND FEEL

Look for vIsible severe wasllng

Look for palmar pallor Is It

Severe palmar pallor?
Some palmar pallor?

Look for oedema of both feet

Determine weight for age

Classify
NUTRITIONAL

STATUS
· VIsible severe wasllng or

SEVERE
~ Give Vltsmln A

· Severe palmar pallor or· Oedema of both feet MALNUTRmON OR ~ Refer URGENTLY to hospltsl

SEVERE ANAEMIA

Some palmar pallor or ~ Assess the child s feeding and counsel the mother on feeding
• Very low weight for age according to the FOOD box on the COUNSEL THE MOTHER chart

If feeding problem follow up In 5 days

ANAEMIA
~ If pallor

Give Iron
OR VERY Give orsl antimalarial If high malaria risk

LOW WEIGHT Give mebendazole If child Is 2 years or older and has not had a
dose In the prevIous 6 months

~ AdVise mother when to return Immediately

~ If pallor follow up In 14 days
If very low weight for age follow up In 30 days

Not very low weight for age and ~ If child Is less than 2 years old assess the child s feeding and
no other signs of malnutrition NO ANAEMIA counsel the mother on feeding according to the FOOD box on

AND NOT VERY the COUNSEL THE MOTHER chart

LOW WEIGHT
If feeding problem follow up In 5 days

~ Advise mother when to return Immediately

THEN CHECK THE CHILD'S IMMUNIZATION STATUS

IMMUNIZATION SCHEDULE

AGE

Birth
6 weeks
10 weeks
14 weeks
9 months

VACCINE

BCG
DPT1
DPT2
DPT3
Measles

OPVO
OPV1
OPV2
OPV3

~
~

\

I ASSESS OTHER PROBLEMS I
MAKE SURE CHILD WITH ANY GENERAL DANGER SIGN IS REFERRED after first dose of an appropriate antlblollc and other urgent treatments

Exception Rehydration of the child according to Plan C may resolve danger signs so that referral IS no longer needed
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TREAT THE CHILD
CARRY OUT THE TREATMENT STEPS IDENTIFIED ON

THE ASSESS AND CLASSIFY CHART

OJ

~
S"

~ GIve an Appropriate Oral AntIbIotIc
~ FOR PNEUMONIA ACUTE EAR INFECTION OR VERY SEVERE DISEASE

TEACH THE MOTHER TO GIVE FIRST LINE ANTIBIOTIC -- -- - - ---- - -

ORAL DRUGS AT HOME SECOND LINE ANTIBIOTIC -- -- -- --

Follow the Instructions below for every oral drug to be given at home COTRIMOXAZOLE AMOXYCILLIN
(Inrnethopnm + sulphamethoxazole) ~Give three times

Also follow the Instructions listed with each drug s dosage table ~ Give two limes dally for 5 days dally for 5 days

ADULT TABLET PEDIATRIC TABLET SYRUP TABLET SYRUP

AGE or WEIGHT
BOmg 20 mg Irlmethopnm 40 mg tnmelhopnm

250mg
125mg

Inmalhoprim + 100 mg + 200 mg per5ml

~ Determine the appropriate drugs and dosage for the child sage + 400 mg sulphamelhOxazole sulphamethox8zole
sulphamelhoxazole perS ml

or weight 2 months up to 12 1/2 2 50ml 1/2 5mlmonths (4 < 10 kg)

~ Tell the mother the reason for giving the drug to the child 12 months up 10 5 1 3 75 ml 1 10ml
years (10 19 kg)

~ Demonstrate how to measure a dose ~ FOR DYSENTERY

Give antIbiotic recommended for ShlgBlla In your area for 5 days

~ Watch the mother practice measuring a dose by herself FIRST LINE ANTIBiOTIC FOR SHIGELLA -- -----
SECOND LINE ANTIBIOTIC FOR SHIGELLA ____ -

.. Ask the mother to give the first dose to her child
COTRIMOXAZOLE NALIDIXIC ACID

.. Explain carefully how to give the drug, then label and package the drug
(lrlmethopnm + sulphamelhoxazole) ~ Give four times dally for 5 days
~ Give two times dally for 5 days

-
AGE or WEIGHT TABLET

.. If more than one drug will be given, collect, count and package each 250 mg

drug separately 2 months up to
1/44 monlhs (4 < 6 kg)

See doses abova --
.. Explain that all the oral drug tablets or syrups must be used to finish 4 months up to 12 monlhs

1/2(6 < 10 kg)
the course of treatment, even If the child gets beUer

12 months up to 5 yesrs 1
(10 19 kg)

~ Check the mother's understanding before she leaves the clinic
~ FOR CHOLERA

Give anliblotlc recommBnded for Cholera In your area for 5 days

FIRST LINE ANTIBIOTIC FOR CHOLERA ---- -- -- -
SECOND LINE ANTIBIOTIC FOR CHOLERA

TETRACYCLINE COTRIMOXAZOlE ERYTHROMYCIN FURAZOLIDONE
~ Give four I mes (Irimelhoprlm + .. Give four I1mes .. GIve lour times

dally for 3 days s Iphamelhox8zole)
dally for 3 days dally for 3 days.. G vo tw"o tImes dally for 3 days

AGE or WEIGHT
TABLET TABLET TABLET

250mg 250 mg 100mg
-----

2 monlhs up to 4 1/4
months (4 < 6 kg) See doses above
4 months up to 12 1/2 1/2

months (6 < 10 kg)
7 12 months up to 5 1 1 1/4

years (10 19 kg)

ANTIBIOTICS
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TEACH THE MOTHER TO GIVE
ORAL DRUGS AT HOME
Follow the Instructions below for every oral drug to be given at home
Also follow the Instructions listed with each drug's dosage table

~Give an Oral Antimalarial
FIRST LINE ANTIMALARIAL

SECOND LINE ANTIMALARiAL

~ IF CHLOROQUINE
ExplalO to the mother that she should watch her child carefully lor 30 minutes alter glVlOg a
dose 01 chloroquine If the child vomits within 30 minutes she should repeat the dose and
return to the CIIOIC for additional tablets
ExplalO that Itching IS a possible Side effect 01 the drug but is not dangerous

~ IF SULFADOXINE + PYRIMETHAMINE Give slOgIe dose In cllnrc

CHLOROQUINE SULFADOXINE +

~ Give for 3 days
PYRIMETHAMINE

~Glve single dose In cliniC

TABLET TABLET SYRUP TABLET
AGE or WEIGHT (150 mg basal (100 mg base) (50 mg base per 5 ml) (500 mg sulfadoxlne

DAY 1 DAY 2 CAV3 DAY 1 DAY 2 DAY 3 DAYt DAY 2 DAY a + 25 mg pynmelhamlne)

'o! months up to 12 1/2 1/2 112 1 1 112 75 ml 75ml 50ml 112months (4 < 10 kg)
12 months up to 3 1 1 112 1 112 1112 112 150ml 150ml 50ml 1years (10 < 14 kg)
3 years up to 5years 1 112 1 112 112 2 2 1 11. 1(14 19 kg) - ,

~ Give Paracetamol for High Fever (> 3S.S0C)
or Ear Pain

~ GIVe paracetamo\ every 6 hours until htgh lever or ear palO IS gone

PARACETAMOL

AGE or WEIGHT TABLET (100 mg) TABLET (500 mg)

2months up 10 3years (4 < 14 kg) 1 1/4

3years up to 5yeers (14 19 kg) 1 112 1/2

8

~ Give Vitamin A
~ Give two doses

Give Ilrst dose In clrnrc
• Give mother one dose to give at home the next day

VITAMIN A CAPSULES VITAMIN A SYRUP
AGE

200000lU 100000lU 50000lU Concentration

Up 10 6 months - 112 capsule 1 capsule, --
6 months up to 12 months 112 capsule 1 capsule 2 capsules

12 months up to 5 years 1 capsule 2 capsules 4 capsules

~ Give Iron
~ Give one dose dally lor 14 days

IRONJFOLATE TABLET IRON SYRUP
AGE or WEIGHT Ferrous sulfate 200 mg + 250 meg Folate Ferrous fumarate 100 mg per 5 ml

(60 mg elemental Iron) (20 mg element.ltron per ml)

2months up 10 4monlhs (4 < 6 k9) - "'- \ .
100 ml « 1141sp)

4monlhs up 1012 monlhs (6 < 10 kg) , - 125 ml (114 tap)

12 monlha up to 3ye.rs (10 < 14 kg) 112 tablet 200 ml«1/2tap)

3 years up to 5years (14 19 kg) 112 tablet 2 5 ml (112 tap)

~ Give Mebendazole
~ Give 500 mg mebendazole as a Single dose In clime If

hookworm/whipworm are a prOblem In children in your area and
the child IS 2 years 01 age or older and
the child has not had a dose In the prevIous 6 months



TEACH THE MOTHER TO TREAT LOCAL INFECTIONS AT HOME

~
'" J

~ t:xplaln to the mother what the treatntent Is and why It should be given

~ Describe the treatment steps listed In the appropriate box

~ Watch the mother as she does the flrat tre,U»ent In the clinic (except remedy
for COL/gh or sore throat)

~ Tell het how often to do the treatment at home
I

~ If l1eeCled for treatment at home, give mother the tube of tetracycline ointment
or a small bottle of gentian violet

~ Check the mother's understanding betore she leaves the clinic

~ Treat Eye Infection with Tetracycline
Eye Ointment

~ Clean both eyes 3 times dally

• Wash hands
• Ask child to close the eye

Use clean cloth and water to gently wipe away pus

~ Then apply tetracycline eye ointment In both eyes 3 times daily

• Ask the child to look up
• Squirt a small amount of ointment on the Inside of the lower lid
• Wash hands again

~ Treat until redness IS gone
~ Do not use other eye ointments or drops or put anything else In the eye

9

~ Dry the Ear by Wicking
~ Dry the ear at least 3 times dally

• Roll clean absorbent cloth or soft strong tissue paper Into a wick
• Place the wick In the child sear

Remove the wick when wet
• Replace the wick with a clean one and repeat these steps unlllthe ear Is dry

"

~ Treat Mouth Ulcers with Gentian Violet
~ Treat the mouth ulcers twice dally

Wash hands
• Wash the child s mouth wilh clean soft cloth wrapped around the finger and wet

with sail water
Paint the mouth with half strength gentian violet

• Wash hands again

~ Soothe the Throat, Relieve the Cough
with a Safe Remedy

Safe remedies to recommend
Breastmilk for exclusively breaslfed Infant

Harmful remedies to discourage
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GIVE THESE TREATMENTS IN CLINIC ONLY
... Explain to the mother why the drug Is given

... Determine the dose appropriate for the child's weight (or age)

... Use a sterile needle and sterile syringe Measure the dose accurately

... Give the drug as an Intramuscular InJection

... If child cannot be referred, follow the Instructions provided

... Give An Intramuscular Antibiotic
FOR CHILDREN BEING REFERRED URGENTLY WHO CANNOT TAKE AN ORAL ANTIBIOTIC
II> Give first dose of Intramuscular chloramphenicol and refer child urgently to hospital

IF REFERRAL IS NOT POSSIBLE
II> Repeat the chloramphenicol InJection every 12 hours for 5 days
II> Then change to an appropnate oral antibiotic to complete 10 days of treatment

CHLORAMPHENICOL
AGE or WEIGHT Dose 40 mg r,er k~

Add 5 0 ml stenle water 0 via containing
1000 mg = 56 ml at 180 mg/ml

2 months up to 4 months (4 < 6 kg) 10 mt = 180 mg

4 months up to 9 months (6 < 8 kg) 15ml=270mg

9 months up to 12 months (8 < 10 kg) 20 ml = 360 mg

12 months up to 3 years (10 < 14 kg) 25 ml = 450 mg
- -

3 years up to 5 years (14 19 kg) 35 ml = 630mg

10

"'Give Quinine for Severe Malaria
FOR CHILDREN BEING REFERRED WTH VERY SEVERE FEBRILE DISEASE
II> Check which qUinine formulation IS available In your cliniC
II> Give first dose of Intramuscular qUinine and refer child urgently to hospital

IF REFERRAL IS NOT POSSIBLE
II> Give first dose of Intramuscular qUinine
II> The child should remain lying down for one hour
II> Repeat the qUinine Injection at 4 and 8 hours later and then every 12 hours until the child IS

able to take an oral antlmalanal Do not continue qUinine Injections for more than 1 week
II> If low nsk of malana do not give qUinine to a child less than 4 months of age

INTRAMUSCULAR QUININE
AGE or WEIGHT --- ---

150 mg/ml (m 2 ml ampoules) 300 mg/ml (m 2 ml ampoules)

2 months up to 4 months (4 < 6 kg) 04ml 02ml

4 months up to 12 months (6 < 10 kg) 06ml 03ml
12 months up to 2 years (10 < 12 kg) 08ml 04ml

2 years up to 3 years (12 < 14 kg) 10ml 05ml
3 years up to 5 years (14 19 kg) 12ml 06ml

qummesslt
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~ Treat the Child
to Prevent Low Blood Sugar

.. If the child IS able to breastfeed

Ask the mother to breastfeed the child

.. If the child is not able to breastfeed but Is able to swallow

Give expressed breastmllk or a breastmllk substitute
If neither of these IS available, give sugar water

Give 30 50 ml of milk or sugar water before departure

To make sugar water Dissolve 4 level teaspoons of sugar
(20 grams) In a 200 ml cup of clean water

.. If the child Is not able to swallow

Give 50 ml of milk or sugar water by nasogastnc tube

11
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GIVE EXTRA FLUID FOR DIARRHOEA AND CONTINUE FEEDING
(see FOOD advice on COUNSEL THE MOTHER chsrt)

~ Plan A: Treat Diarrhoea at Home

Counsel the mother on the 3 Rules of Home Treatment
GIVe Extra Fluid, Continue Feeding, When to Return

GIVE EXTRA FLUID (as much as the child will take)

.. TELL THE MOTHER
Breastfeed frequently and for longer at each feed
If the child IS exclusively breastfed give ORS or clean water In
addition to breastmllk
If the child Is not exclusively breastfed give one or more of the
follOWing ORS solution food based fluids (such as soup rice
water and yoghurt drinks) or clean water

It Is especially Important to give DRS at home when
the child has been treated with Plan B or Plan C durIng thIs vIsit
the child cannot return to a clmlc If the diarrhoea gets worse

.. TEACH THE MOTHER HOW TO MIX AND GIVE ORS GIVE THE MOTHER
2 PACKETS OF ORS TO USE AT HOME

.. SHOW THE MOTHER HOW MUCH FLUID TO GIVE IN ADDITION TO THE
USUAL FLUID INTAKE

Up to 2 years 50 to 100 ml after each loose stool
2 years or more 100 to 200 ml after each loose stool

Tell the mother to
Give frequent small SipS from a cup
If the child vomits walt 10 mmutes Then continue but more slowly
Continue giVing extra flUid until the diarrhoea stops

~ Plan B: Treat Some Dehydration with DRS

GIVe In cliniC recommended amount of DRS over 4-hour period

.. DETERMINE AMOUNT OF ORS TO GIVE DURING FIRST 4 HOURS

AGE Up to 4 months 4 months up to 12 months up to 2 years up to
12 months 2 years 5 years

WEIGHT <6 kg 6 < 10 kg 10 < 12 kg 12 19 kg

Inml 200 400 400 700 700 900 900 1400

Use the child5 age only when you do not know the weight The approximate amount of
ORS reqUired (m ml) can also be calculated by multlplymg the childs weight (m kg) times 75

• If the child wants more ORS than shown give more
• For Infants under 6 months who are not breastfed also give 100 200 ml

clean water during this period

.. SHOW THE MOTHER HOW TO GIVE ORS SOLUTION
• Give frequent small SipS from a cup
• If the child vomits walt 10 minutes Then continue but more slowly
• Continue breastfeedlng whenever the child wants

.. AFTER 4 HOURS
• Reassess the child and claSSify the child for dehydration
• Select the appropriate plan to continue treatment
• Begin feeding the child In ellnrc

.. IF THE MOTHER MUST LEAVE BEFORE COMPLETING TREATMENT
• Show her how to prepare ORS solution at home
• Show her how much ORS to give to flnrsh the 4 hour treatment at home
• Give her enough ORS packets to complete rehydration Also give her 2

packets as recommended In Plan A
• Explain the 3 Rules of Home Treatment

~

2

3

CONTINUE FEEDING}

WHEN TO RETURN
See COUNSEL THE MOTHER chart

2

3

GIVE EXTRA FLUID }

CONTINUE FEEDING

WHEN TO RETURN

See Plan A for recommended fluids
and

See COUNSEL THE MOTHER chart



GIVE EXTRA FLUID FOR DIARRHOEA AND CONTINUE FEEDING
(See FOOD advice on COUNSEL THE MOTHER chart)

~ Plan C: Treat Severe Dehydration Quickly

AGE First give Then give
30 ml/kg In 70 mllkg In

Infants
(under 12 months) 1 hour 5 hours

Children
(12 monlhs up to 5 years)' 30 minutes I 21/2 hours

• Start IV fluid Immediately If the child can drink give ORS by
mouth while the drip is set up Give 100 ml/kg Ringer s Lactate
Solution (or If not available normal sahne) diVided as follows

~VES.

NO

.. FOLLOW THE ARROWS IF ANSWER IS YES GO ACROSS IF "NO " GO DOWN

START HERE i

Can you give
Intravenous (IV)
fluid Immediately?

Is IV treatment
available nearby
(wlthm 30 minutes)? !l-VES.

•NO..

Repeat once If radial pulse IS 51111 very weak or not deteclable

Reassess the child every 1 2 hours If hydration status Is not
Improving give the IV drip more rapidly

• Also give ORS (about 5 mllkg/hour) as soon as the child can
drink usually after 3 4 hours (Infants) or 1 2 hours (children)

• Reassess an mfant after 6 hours and a child after 3 hours
ClaSSify dehydration Then choose the appropriate plan
(A B or C) to continue treatment

Refer URGENTLY to hospllalfor IV treatment
• If the child can drmk provide the mother with ORS solution

and show her how to give frequent sips during the trip

Are you trained to
use a naso gastric
(NG) tube for
rehydration?

•NO.. ~VES.

NO..
Refer URGENTLY
to hospital for IV or
NG treatment

• Start rehydration by tube (or mouth) wllh ORS solution give
20mllkgihour for 6 hours (total of 120 mllkg)

• Reassess the child every 1 2 hours
If there IS repeated vomiting or Increasing abdominal
distension give the fluid more slowly
If hydration status Is not Improvmg after 3 hours send the
child for IV therapy

After 6 hours reassess the child ClaSSify dehydration Then
choose the appropriate plan (A B or C) to continue treatment

NOTE
If possible observe the Child at least 6 hours after rehydration
to be sure the mother can maintain hydration giving the child
ORS solution by mouth

I IMMUNIZE EVERY SICK CHILD, AS NEEDED I

I

13
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GIVE FOLLOW-UP CARE
.. Care for the child who returns for follow up using all the boxes that match

the child s previous classifications

.. If the child has any new problem, assess, classify and treat the new problem
as on the ASSESS AND CLASSIFY chart

~PNEUMONIA

14

~DYSENTERY

Treatment
.. If chest Indrawlng or a general danger sIgn give a dose of second line antibiotic

or Intramuscular chloramphemcol Then refer URGENTLY to hospital

After 2 days

Check the child for general danger signs }
Assess the child for cough or difficult breathmg
Ask

Is the child breathing slower?
Is there less fever?
Is the child eatmg better?

See ASSESS & CLASSIFY chart

After 2 days

Assess the child for diarrhoea > See ASSESS & CLASSIFY chart
Ask

Are there fewer stools?
Is there less blood m the stool?
Is there less fever?
Is there less abdommal pam?
Is the child eatmg belter?

Treatment

.. If breathmg rate fever and eating are the same change to the second line
antibiotic and advise the mother to return m 2 days or refer (If this child had
measles wlthm the last 3 months refer)

.. If breathing slower, less fever, or eating better complete the 5 days of antibiotic

.. If the child Is dehydrated treat dehydration

.. If number of stools, amount of blood In stools, fever, abdominal pain, or eating
Is the same or worse

Change to second line oral antibiotic recommended for Shigella m your area Give It
for 5 days Advise the mother to return In 2 days

~ PERSISTENT DIARRHOEA

After 5 days

ExceptIons If the child IS less than 12 months old or } Refer
was dehydrated on the first VISit or to
had measles within the last 3 months hospital

~

Ask
Has the diarrhoea stopped?
How many loose stools IS the child havmg per day?

Treatment

.. If the dIarrhoea has not stopped (child Is stili having 3 or more loose stools
per day) do a full reassessment of the child Give any treatment needed Then refer
to hospital

.. If the dIarrhoea has stopped (child having less than 3 loose stools per day)
tell the mother to follow the usual feedmg recommendations for the child sage

.. If fewer stools less blood In the stools, less fever, less abdominal paIn, and
eating better continue giving the same antibiotic until fmlshed
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GIVE FOLLOW-UP CARE
... Care for the child who returns for follow-up using all the boxes that match

the child's previous classifications

... If the child has any new problem, essess, classify and treat the new problem
as on the ASSESS AND CLASSIFYchart

~MALARIA (Low or High Malaria Risk)

If fever persists after 2 days or returns within 14 days

Do a full reassessment of the child > See ASSESS & CLASSIFY chan
Assess for other causes of fever

Treatment

.. If the child has any general danger sign or stiff neck treat as VERY SEVERE
FEBRILE DISEASE

.. If the child has any cause of fever other than malaria provide treatment

.. If malaria Is the only apparent cause of fever

Treat with the second line oral antimalarial (If no second line antimalarial IS
available refer to hospital) Advise the mother to return again In 2 days If the
fever persists

If fever has been present for 7 days refer for assessment

PNEUMONIA PERSISTENT DIARRHOEA DYSENTERY
MAl AI=IIA 1=1=111=1=1 MI=AClI I=Cl
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~FEVER·MALARIA UNLIKELY (Low Malaria Risk)

If fever persists after 2 days

Do a full reassessment of the child > See ASSESS & CLASSIFY chan
Assess for other causes of fever

Treatment

.. If the child has any general danger sign or stiff neck treat as VERY SEVERE
FEBRILE DISEASE

.. If the child has any cause of fever other than malaria provide treatment

.. If malaria Is the only apparent cause of fever

Treat With first line oral anllmalarlal Advise the mother to return again In 2
days If the fever persists

If fever has been present for 7 days refer for assessment

~MEASLES WITH EYE OR MOUTH COMPLICATIONS

After 2 days

Look for red eyes and pus draining from the eyes
Look at mouth ulcers
Smell the mouth

Treatment for Eye Infection

.. If pus Is stili draining from the eye ask the mother to desCribe how she has treated
the eye infection If treatment has been correct refer to hospital If treatment has not
been correct teach the mother correct treatment

.. If the pus Is gone but redness remains continue the treatment

.. If no pus or redness stop the treatment

Treatment for Mouth Ulcers

.. If mouth ulcers are worse, or there Is a very foul smell from the mouth refer
to hospital

.. If mouth ulcers are the same or better continue uSing half strength genllan Violet
for a total of 5 days



~
V,

~

GIVE FOLLOW-UP CARE
.. Care for the child who returns for follow up using all the boxes that match

the child's previous classifications

.. If the child has any new problem, assess, classify and treat the new problem
as on the ASSESS AND CLASSIFY chart

..- EAR INFECTION

After 5 days

Reassess for ear problem > See ASSESS & CLASSIFY chait
Measure the child s temperature

Treatment

.. If there IS tender swelling behind the ear or high fever (38 5 C or above) refer
URGENTLY to hospital

.. Acute ear Infect/on If ear pain or discharge persists treat with 5 more days of
the same anllblotlc Continue Wlcklng to dry the ear Follow up In 5 days

.. Chronic ear Infection Check that the mother IS wlcklng the ear correctly
Encourage her to continue

.. If no ear pain or dIscharge praise the mother for her careful treatment If she has
not yet finished the 5 days of antibiotiC tell her to use all of It before stopping

..-FEEDING PROBLEM

After 5 days

Reassess feeding > See questions at the top of the COUNSEL chait
Ask about any feeding problems found on the Initial VISit

.. Counsel the mother about any new or continuing feeding problems If you counsel
the mother to make significant changes In feeding ask her to bnng the child
back again

.. If the child IS very low weight for age ask the mother to return 30 days after the
Initial VISit to measure the child s weight gain
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"-PALLOR

After 14 days

.. Give Iron Advise mother to return In 14 days for more Iron

.. Continue giVing Iron every 14 days for 2 months

.. If the child has palmar pallor after 2 months refer for assessment

"-VERY LOW WEIGHT

After 30 days

Weigh the child and determine If the child IS stili very low weight for age
Reassess feeding > See questions at the top of the COUNSEL chait

Treatment

.. If the child IS no fonger very tow weight for age praise the mother and encourage
her to continue

.. If the child IS stili very tow weight for age counsel the mother about any feeding
problem found Ask the mother to return again In one month Continue to see the
child monthly unlll the child IS feeding well and gaining weight regularly or IS no
longer very low weIght for age

Exception
If you do not think that feeding Will Improve or If the child has lost weight refer
the child

IF ANY MORE FOLLOW-UP VISITS ARE NEEDED
BASED ON THE INITIAL VISIT OR THIS VISIT,

ADVISE THE MOTHER OF THE
NEXT FOLLOW-UP VISIT

•
ALSO, ADVISE THE MOTHER

WHEN TO RETURN IMMEDIATELY
(SEE COUNSEL CHART)



FOOD

COUNSEL THE MOTHER •
~ Assess the Child's Feeding

Ask questions about the child s usual feeding and feedmg dUring this Illness Compare the mother's answers to the Feedmg Recommendations
for the child's age In the box below

t'"
V\
0'

ASK- ~ Do you breastfeed your child?
- How many times dUring the day?
- Do you also breastfeed dUring the night?

~ Does the child take any other food or flUids?
- What food or flUids?

How many times per day?
What do you use to feed the child?

- If very low weight for age How large are servmgs? Does the child receive his own servmg? Who feeds the child and how?

~ DUring this Illness, has the child's feeding changed? If yes, how?

17
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~ Feeding Recommendations During Sickness and Health

2 Years
and Older

12 Months up to
2 Years

6 Months up to
12 Months

4 Months up to
6 Months

Up to 4 Months
of Age

• Breastfeed as often as
the child wants, day
and night at least 8
times In 24 hours

• Do not give other
foods or flUids

• Breastfeed as often as the
child wants day and night at
least 8 times In 24 hours

• Only If the child
shows Interest In semisolid
foods or
appears hungry after
breastfeedlng, or
IS not gaining weight
adequately

add complementary foods
(listed under 6 months up to
12 months)

Give these foods 1 or 2 times
per day after breastfeedlng

• Breastfeed as often as the
child wants

• Give adequate servings of

3 times per day If breastfed,
5 times per day If not
breastfed

~

• Breastfeed as often as the
child wants

• Give adequate servings of

or family foods 5 times per
day

• Give family foods at 3 meals
each day Also tWice dally
give nutntlous food between
meals such as

• A good dally dIet should be adequate In quantIty and Include an energy nch food (for example, thIck cereal with added OIl), meat, fiSh, eggs or pulses and frUIts and vegetables

Feeding Recommendations For a Child Who Has PERSISTENT DIARRHOEA

• If stili breastfeedlng give more frequent longer breastfeeds day and night

• If taking other milk
replace With Increased breastfeedlng OR

• replace With fermented milk products, such as yoghurt OR
replace half the milk With nutnent nch semisolid food

• For other foods, follow feeding recommendations for the child's age

t-'
'3



.... Counsel the Mother About Feeding Problems
If the child Is not being fed as described in the above recommendations, counsel the mother accordingly In addition

~

.. If the mother reports difficulty with breastfeedlng, assess breastfeedlng (See YOUNG INFANT chart )
As needed, show the mother correct positioning and attachment for breastfeedlng

.. If the child Is less than 4 months old and is taking other milk or foods

BUild mother's confidence that she can produce all the breastmllk that the child needs
- Suggest giVing more frequent, longer breastfeeds, day and night, and gradually reducing other milk or foods

If other milk needs to be continued counsel the mother to

Breastfeed as much as possible, including at night
- Make sure that other milk IS a locally appropriate breastmllk substitute

Make sure other milk IS correctly and hygienically prepared and given In adequate amounts
FInish prepared milk Within an hour

.. If the mother IS using a bottle to feed the child

Recommend substituting a cup for bottle
Show the mother how to feed the child With a cup

.. If the child Is not being fed actively, counsel the mother to

Sit With the child and encourage eating
Give the child an adequate serving In a separate plate or bowl

.. If the child is not feeding well during illness, counsel the mother to

Breastfeed more frequently and for longer If possible
- Use soft, vaned, appetizing, faVOUrite foods to encourage the child to eat as much as possible,

and offer frequent small feedings
- Clear a blocked nose If It Interferes With feeding

Expect that appetite Will Improve as child gets better

.. Follow-up any feeding problem In 5 days

19
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FLUID
~ Advise the Mother to Increase Fluid During Illness

FOR ANY SICK CHILD

.. Breastfeed more frequently and for longer at each feed

.. Increase fluid For example give soup nce water yoghurt drinks or clean water

FOR CHILD WITH DIARRHOEA

.. GIVing extra flUid can be lifesaving Give flUid according to Plan A or Plan B on TREAT THE CHILD chart

WHEN TO RETURN

Advise mother to return Immediately If the child has any of these signs

Any sick child • Not able to drink or breastfeed
• Becomes sicker
• Develops a fever

If child has NO PNEUMONIA • Fast breathing
COUGH OR COLD also return .f • Difficult breathing

-

If child has Diarrhoea also return If • Blood In stool
• Drinking poorly

~ Advise the Mother When to Return to Health Worker

,
\~
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WHEN TO RETURN IMMEDIATELY

FOLLOW UP VISIT

Advise the mother to come for follow up at the earliest time listed
for the child s problems

NEXT WELL CHILD VISIT

If the child has Return for
follow up In

PNEUMONIA 2 days
DYSENTERY
MALARIA If fever persists
FEVER MALARIA UNLIKELY If fever persists
MEASLES WITH EYE OR MOUTH COMPLICATIONS

PERSISTENT DIARRHOEA 5 days
ACUTE EAR INFECTION
CHRONIC EAR INFECTION
FEEDING PROBLEM
ANY OTHER ILLNESS If not Improving

PALLOR 14 days

VERY LOW WEIGHT FOR AGE 30 days

Advise mother when to return for next ImmUniZation
according to ImmUniZation schedule

~,
~



~

.. Counsel the Mother About Her Own Health

.. If the mother Is sick, provide care for her, or refer her for help

.. If she has a breast problem (such as engorgement, sore nipples, breast mfectlon), provide care for her or refer her for help

.. Advise her to eat well to keep up her own strength and health

.. Check the mother's Immunization status and give her tetanus toxoid If needed

.. Make sure she has access to

- Family plannmg

- Counselling on SiD and AIDS prevention

21
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ASSESS, CLASSIFY AND TREAT THE SICK YOUNG INFANT
AGE 1 WEEK UP TO 2 MONTHS •

ASSESS

ASK THE MOTHER WHAT THE YOUNG INFANT S PROBLEMS ARE

• Determme If this IS an Initial or follow up VISit for this problem
If follow up VISit use the follow up Instructions on the bottom of this chart
If Initial VISit assess the young mfant as follows

CLASSIFY

USE ALL BOXES THAT MATCH INFANT'S
SYMPTOMS AND PROBLEMS TO

CLASSIFY THE ILLNESS

IDENTIFY
TREATMENT

CHECK FOR POSSIBLE BACTERIAL INFECTION SIGNS CLASSIFY AS TREATMENT'
(Urgent pre-referreltreatmente are In bold prInt)

YOUNG
INFANT

MUST BE
CALM

~

'"

ASK

• Has the Infant
had convulsions?

LOOK, LISTEN, FEEL

• Count the breaths In one minute }
Repeat the count If elevated

• Look for severe chest Indrawlng
• Look for nasal flaring
• Look and listen for grunting
• Look and feel for bulging fontanelle
• Look for pus draining from the ear

Look at the umbilicus Is it red or draining pus?
Does the redness extend to the skin?

• Measure temperature (or feel for fever or low
body temperature)

• Look for skin pustules Are there many or
severe pustules?

• See If the young Infant IS lethargic or unconscIous
• Look at the young infant s movements

Are they less than normal?

Classify
ALL YOUNG

INFANTS

• Convulsions or
~ Give first dose of Intramuscular

• Fast breathing (60 breaths per antibiotics
minute or more) or

• Severe chest Indrawlng or ~ Treat to prevent low blood sugar
• Nasal flanng or
• Grunting or ~ Advise mother how to keep the Infsnt
• Bulging fontanelle or

POSSIBLE
warm on the way to the hospital

• Pus draining from ear or
• Umbilical redness extending SERIOUS ~ Refer URGENTLY to hospital ..

to the skin or BACTERIAL
• Fever (37 5 C· or above or INFECTION

feels hot) or low body
temperature (less than 35 5 C·
or feels cold) or

• Many or severe skin pustules or
• LethargiC or unconscious or
• Less than normal movement

· Red umbilicus or draining ~ Give an sppropflste oral antibiotic
pus or LOCAL ~ Teach the mother to treat locallnfecllons

• Skin pustules BACTERIAL at home
~ Advise mother to give home care for the

INFECTION young Infant
~ Follow up In 2 days



THEN ASK:
Does the young Infant have diarrhoea?
I

IF YES, ASK LOOK AND FEEL

For how long?
• Is there blood In the

stool?

• Look at the young Infant s general
condllion Is the Infant

Lethargic or unconscious?
Restless and Irritable?

• Look for sunken eyes

• Pinch the skin of the abdomen
Does It go back

Very slowly (longer than 2 seconds)?
Slowly?

for ""-
DEHYDRATION/

i

ClaSSify
DIARRHOEA

Two of the following signs

• Lethargic or
unconscious

• Sunken eyes
• Skin pinch goes back

very slowly

Two of the follOWIng sIgns

• Restless Irritable
• Sunken eyes
• Skin pinch goes back

slowly

SEVERE
DEHYDRATION

SOME
DEHYDRATION

"If Infant does not have POSSIBLE
SERIOUS BACTERIAL INFECTiON

Give fluid for severe dehydration
(Plan C)

OR
.. If Infant also has POSSIBLE

SERIOUS BACTERIAL INFECTION
- Refer URGENTLY to hospital

with mother giving frequent sips
of ORS on the way
Advise mother to continue
breastfeedlng

.. Give flUid and food for some
dehydration (Plan B)

.. If Infant also has POSSIBLE
SERIOUS BACTERIAL INFECTION

Refer URGENTLY to hospital
with mother giving frequent sips
of ORS on the way
Advise mother to continue
breastfeedlng

• Not enough signs to
classify as some or
severe dehydrallon

..Give flUids to treat diarrhoea at
NO DEHYDRATION II home (Plan A)

and If diarrhoea
14 days or more

and If blood
In stool

These thresholds are based on aXillary temparature The thresholds for rectal temperature readmgs are approximately 0 5 C higher

If referral Is nol possible see Management of Childhood Illness Treat the Child Annex Where Referral Is Nol Possible

23

• Diarrhoea lasllng 14
days or more

• Blood In the stool

SEVERE
PERSISTENT
DIARRHOEA

DYSENTERY

.. If the young Infant IS dehydrated
treat dehydration before referral
unless the Infant has also
POSSIBLE SERIOUS BACTERIAL
INFECTION

.. Refer to hospital

.. Treat for 5 days with an oral
antibiotic recommended for
Shigella In your area

., Follow up In 2 days

~

\
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THEN CHECK FOR FEEDING PROBLEM OR
LOW WEIGHT.

~---------------------------------------------------------------------~

Has no Indications to refer urgently to hospital

ASK LOOK, LISTEN, FEEL

IF AN INFANT Has any difficulty feeding
Is breastfeedlng less than 8 times In 24 hours,
Is taking any other foods or drinks, or
Is low weight for age,

AND

.. Give first dose of Intramuscular
antibiotics

.. Treat to prevent low blood sugar

.. Advise the mother how to keep the
young Infant wsrm on the way to the
hospital

.. Refer URGENTLY to hospltsl

.. AdVise mother to give home care for the
young mfant

.. Praise the mother for feedmg the infant
well

.. Advise the mother to breastfeed as often
and for as long as the mfant wants day
and mght

• If not well allached or not suckling
effeclively teach correct positioning
and attachment

If breastfeedlng less than 8 times m 24
hours adVise to Increase frequency of
leedlng

.. If receiving other foods or dnnks counsel
mother al:jout breastfeedlng more reducing
other foods or drmks and-using a cup

• If not breastfeedmg at all

Refer for breastfeedlng counselling
and possible relactatlon

AdVise about correctly prepare
breastmllk substitutes and usmg a
cup

.. If thrush teach the mother to treat thrush
at home

.. AdVise mother to give home care for the
young mfant

.. Follow up any leedlng problem or thrush
m 2 days
Follow up low weight for age In 14 days

FEEDING
PROBLEM

OR
LOW WEIGHT

NO FEEDING
PROBLEM

NOTABLE TO
FEED POSSIBLE

SERIOUS
BACTERIAL
INFECTION

• Not low weight for age
and no other signs of
Inadequate feeding

• Not suckling at all

• Not well allached to
breast or

• Not suckling effectively
or

• Less than 8 breastfeeds
In 24 hours or

• Receives other foods or
drrnks or

Low weight for age or

• Thrush (ulcers or white
patches In mouth)

ClaSS/~I. Not able to feed or
FEEDING

I. No attachment at all or

good attachment

TO CHECKATTACHMENT LOOK FOR

Chin touching breast
Mouth wide open
lower lip turned outward
More areola vIsible above than below the mouth

(All of these signs should be presenllf the attachment Is good)

If the mlant has not fed m the prevIous hour ask the
mother to put her Inlantto the breast Observe the
breastfeed for 4 mmutes
(If the mlant was led durrng the last hour ask the mother II
she can walt and tell you when the Infant IS willing to feed
agam)

Is the Infant able to allach?
no attachment at all not well attached

• Is the mfant suckling effectively (that IS slow deep sucks
sometimes pausing)?

not sucklmg at all not suckling effectIVely sucklmg effectlVety

Clear a blocked nose If It mterferes With breastfeedmg

• Look for ulcers or white patches In the mouth (thrush)

• Is there any difficulty feedmg? • Determme weight for age
Is the mfant breastfed? If yes
how many times in 24 hours?

• Does the mfant usually receive
any other foods or drmks? II yes
how often?

• What do you use to feed the
mlant?

ASSESS BREASTFEEDING

• Has the mlant breastfed m the
prevIous hour?

~
\sJ



THEN CHECK THE YOUNG INFANT'S IMMUNIZATION STATUS:

IMMUNIZATION SCHEDULE

AGE

Birth
6 weeks
10 weeks

VACCINE

BGG OPVO
DPT 1 OPV 1
DPT2 OPV2

~
~

I ASSESS OTHER PROBLEMS I

25
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TREAT THE YOUNG INFANT AND COUNSEL THE MOTHER
"'GlVe an ApproprIate Oral AntIbIotIc

For local bacterial mfectlon
First line antibiotic
Second hne antibiotic _

COTRIMOXAZOLE AMOXYCILLIN
tnmethopnm + sulphamethoxazole .. Give 3 times dally for 5 days
.. Give 2 times dally for 5 days

Adult Tablet Pedlatnc Tablet Syrup Tablet Syrup
AGE or WEIGHT single strength (20 mg tnmethopnm (40 mg tnmethopnm

(80 mg tnmethopnm + 400 +100 mg +200mg 250mg 125 mg In 5 ml
mg sulphamethoxazole) sUlphamethoxazole) sulphamethoxazole)

Birth to 1 month « 3 kg) 1J2 125 ml 125ml
1 month to 2 months (3 4 kg) 1/4 1 25ml 1/4 25ml

* Avoid cotnmoxazole In Infants less than 1 month of age who are premature orJaundiced

For dysentery
Give antibiotiC recommended for Shigella In your area for 5 days

First hne antibiotic for Shigella
Second hne antibiotic for Shigella _

... GIve First Dose of Intramuscular AntIbIotIcs
.. Give first dose of both benzylpenicillin and gentamicin Intramuscular

GENTAMICIN BENZYLPENICILLIN
Dose 2 5 mg per kg Dose 50 000 umts per kg

WEIGHT Undiluted 2 ml OR Add 6 ml sterile water To a vial of 600 mg (1 000 000 Units)
vial containing to 2 ml vial containing Add 2 1 ml stenle water = OR Add 3 6 ml stenle water =

20 mg = 2 ml at10 mg/ml 80 mg = 8 ml at 10 mg/ml 2 5 ml at 400 000 unJIs/ml 4 0 ml at 250 000 unlts/ml

1 kg 025ml 01 ml 02 ml

2 kg 050ml 02ml 04ml
-

3 kg 075ml 04ml 06 ml

4 kg 100ml 05ml 08ml

5 kg 125 ml 06ml 10ml

AVOid uSing undiluted 40mglml gentamicin The dose IS 1/4 of that listed

.. Referral is the best option for a young Infant claSSified With POSSIBLE SERIOUS BACTERIAL INFECTION
If referral IS not possible give benzylpenicillin and gentamicin for at least 5 days Give benzylpeniCillin every 6
hours Q!y§ gentamicin every 8 hours For Infants In the first week of hfe give gentamicin every 12 hours



TREAT THE YOUNG INFANT AND COUNSEL THE MOTHER

~ To Treat Diarrhoea, See TREAT THE CHILD Chart

~ Immunize Every Sick Young Infant, as Needed

~Teach the Mother to Treat Local Infections at Home

~ Explain how the treatment IS given
~ Watch her as she does the first treatment In the cllmc
~ Tell her to do the treatment tWice dally She should return to the cllmc If the infectIon worsens

~
"fiO"

To Treat Skin Pustules or Umbilical Infection

The mother should
~ Wash hands
~ Gently wash off pus and crusts with soap and water
~ Dry the area
~ Paint with gentian violet
~ Wash hands

27

To Treat Thrush (ulcers or white patches In mouth)

The mother should
~ Wash hands
~ Wash mouth with clean soft cloth wrapped around the finger

and wet with salt water
~ Paint the mouth with half strength gentian violet
~ Wash hands

ANTIBIOTICS
f ni'" Ito I IMI:'I:t'"rIt"\~IO

,I,..
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TREAT THE YOUNG INFANT AND COUNSEL THE MOTHER

..Teach Correct Posltlonmg and Attachment for Breastfeedmg

~ Show the mother how to hold her Infant
with the Infant s head and body straight
facing her breast with Infant's nose opposite her nipple
wIth Infants body close to her body
supporting Infant's whole body not Just neck and shoulders

~ Show her how to help the Infant to attach She should
touch her mfant s lips with her mpple
walt until her Infant s mouth IS opening wide
move her Infant qUickly onto her breast aiming the Infant's lower lip well below the mpple

~ Look for signs of good attachment and effective suckling If the attachment or suckling IS not good try agam

.. AdVise Mother to GIVe Home Care for the Young Infant

~ FOOD}
Breastfeed frequently as often and for as long as the Infant
wants day and night dunng Sickness and health

FLUIDS

~ WHEN TO RETURN

Follow Up VIsIt

If the Infant has Return for follow up In

LOCAL BACTERIAL INFECTION 2 days
DYSENTERY
ANY FEEDING PROBLEM
THRUSH

LOW WEIGHT FOR AGE 14 days

~ MAKE SURE THE YOUNG INFANT STAYS WARM AT ALL TIMES

When to Return Immediately

AdVise the mother to return Immediately if the
young Infant has any of these signs

Breastfeedlng or dnnklng poorly
Becomes Sicker
Develops a fever
Fast breathing
Difficult breathing
Blood In stool

~

In cool weather cover the Infant s head and feet and dress the Infant With extra clothing



~

GIVE FOLLOW-UP CARE FOR THE SICK YOUNG INFANT

... LOCAL BACTERIAL INFECTION

After 2 days
Look at the umbilicus Is It red or draining pus? Does redness extend to the skin?
Look at the skin pustules Are there many or severe pustules?

Treatment

~ If pus or redness remams or IS worse refer to hospital

~ If pus and redness are Improved tell the mother to continue giVing the 5 days of antibiotic and continue treating
the local Infecllon at home

... DYSENTERY

After 2 days
Assess the young Infant for diarrhoea > See Does the Young Infant Have Diarrhoea?" above
Ask

- Are there fewer stools?
Is there less blood In the stool?
Is there less abdominal pain?
Is the young Infant eating better?

- Has fever developed?

Treatment
.. If the young Infant IS dehydrated, treat dehydration

.. If number of stools, amount of blood In stools, abdominal pain, and eating are the same or worse,
or fever develops refer to hospital If fever give first dose of Intramuscular antibiotics before referral

~ If fewer stools, less blood In the stools, less abdominal pain, and eating better continue giVing the
same antibiotic until finished

29

LOCAL. INFECTION
DYSENTERY I _ I
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GIVE FOLLOW-UP CARE FOR THE SICK YOUNG INFANT
~ FEEDING PROBLEM

After 2 days
Reassess feeding > See 'Then Check for Feeding Problem or Low Weight above
Ask about any feeding problems found on the initial VISit

.. Counsel the mother about any new or continUIng feeding problems If you counsel the mother to make significant
changes In feeding ask her to bnng the young Infant back again

.. If the young Infant IS low weight for age ask the mother to return 14 days after the initial viSIt to measure the
young Infant s weight gain

ExceptIon
If you do not think that feeding WIll Improve or If the young Infant has lost weIght refer the child

~ LOW WEIGHT
After 14 days
Weigh the young Infant and determine If the Infant IS stili low weight for age
Reassess feeding > See 'Then Check for Feeding Problem or Low WeIght above

.. If the Infant IS no longer low weight for age praise the mother and encourage her to continue

.. If the Infant IS stIli low weIght for age, but IS feeding well praise the mother Ask her to have her Infant weighed
again Within a month or when she returns for ImmUniZation

.. If the Infant IS stili low weight for age and stili has a feedIng problem counsel the mother about the feeding
problem Ask the mother to return again In 14 days (or when she returns for ImmUniZation If thiS IS Within 2 weeks)
Continue to see the young Infant every few weeks until the Infant IS feeding well and gaining weight regularly or IS no
longer low weight for age

ExceptIon
If you do not think that feeding Will Improve or If the young Infant has lost weIght refer to hospital

~ THRUSH
After 2 days
Look for ulcers or white patches In the mouth (thrush)
Reassess feeding > See 'Then Check for Feeding Problem or Low Welghf above

.. If thrush Is worse or If the Infant has problems with attachment or suckling refer to hospital

.. If thrush Is the same or better and If the Infant IS feeding well, continue half strength gentian Violet for a total of 5 days



MANAGEMENT OF THE SICK YOUNG INFANT AGE 1 WEEK UP TO 2 MONTHS
Age Weight kg Temperature °C

Initial VISit'_ Follow up VISlt'_

CLASSIFY

Name _

ASK What are the Infant s problems' _

ASSESS (Circle all signs present)

CHECK FOR POSSIBLE BACTERIAL INFECTION
• Has the Infant had convulSIons' • Count the breaths In one minute breaths per minute

Repeat If elevated Fast breathing'
• Look for severe chest Indrawlng
• Look for nasal flaring
• Look and listen for grunting
• Look and feel for bulging fontanelle
• Look for pus draining from the ear
• Look at the umbilicus Is It red or draIning pus'

Does the redness extend to the skin'
• Fever (temperature 37 5°C or above or feels hotl or

low body temperature (below 35 50 C or feels cool)
• Look for skin pustules Are there many or severe pustules'
• See If the young Infant IS lethargiC or unconscIous
• Look at young Infant s movements Less than normal?

DOES THE YOUNG INFANT HAVE DIARRHOEA? Yes _ No_
• For how long' Days • Look at the young Infant s general conditIon Is the Infant
• Is there blood In the stool? LethargiC or unconscIous'

Restless and Irritable'
• Look for sunken eyes
• Pinch the skin of the abdomen Does It go back

Very slowly {longer than 2 seconds\?
Slowly'

THEN CHECK FOR FEEDING PROBLEM OR LOW WEIGHT
• Is there any difficulty feeding' Yes_ No_ • Determine weight for age
• Is the Infant breastfed' Yes _ No _

If Yes how many tImes In 24 hours' __times
• Does the Infant usually receive any

other foods or drinks' Yes _ No_
If Yes how often'

• What do you use to feed the child'

Low Not Low

If the Infant has any dIfficulty feeding IS feeding less than 8 times In 24 hours IS takIng any other food or drinks or
IS low weight for age AND has no indIcations to refer urgently to hospital

ASSESS BREASTFEEDING
• Has the Infant breastfed In the

In the prevIous hour'
If Infant has not fed In the prevIous hour ask the mother to put
her Infant to the breast Observe the breastfeed for 4 minutes

Yes - No -
Yes - No -
Yes - No -
Yes - No -

goodno attachment at all not well attached
attachment

• Is the Infant able to attach' To check attachment
look for

Chin touching breast
Mouth Wide open
Lower lip turned outward
More areola above than below the mouth

• Is the Infant suckling effectively (that IS slow deep sucks
sometimes pausmg)?

not sucklmg at all not sucklmg effectively sucklmg effectively

• Look for ulcers or white patches In the mouth (thrush)

CHECK THE YOUNG INFANT S IMMUNIZATION STATUS Circle ImmUniZations needed today Return for next
ImmUniZation on

OPT 2

(Datel

OPVO OPV 1 OPV 2

ASSESS OTHER PROBLEMS



TREAT

Return for follow up ,n

Give any ImmUnizations needed today



MANAGEMENT OF THE SICK CHILD AGE 2 MONTHS UP TO 5 YEARS
Child s Name Age Weight kg Temperature __DC

ASK What are the child s problems?_______________________ Initial VISit?_ Follow up VISlt?_
ASSESS (Circle all signs present) CLASSIFY

CHECK FOR GENERAL DANGER SIGNS General danger sign present?

NOT ABLE TO DRINK OR BREASTFEED LETHARGIC OR UNCONSCIOUS Yes No
VOMITS EVERYTHING Remember to use danger sign
CONVULSIONS when selectmg classifications

DOES THE CHILD HAVE COUGH OR DIFFICULT BREATHING? Yes- No-
• For how long? _Days • Count the breaths In one minute

__breaths per mmute Fast breathing?

• Look for chest mdrawlng

• Look and listen for stndor

DOES THE CHILD HAVE DIARRHOEA? Yes No-
• For how long?_Days • Look at the child s general condition Is the child
• Is there blood m the stooP Lethargic or unconscIous?

Restless and Irritable?

• Look for sunken eyes

• Offer the child flUid Is the child
Not able to dnnk or dnnklng poorly?
Dnnkmg eagerly thirsty?

• Pinch the skin of the abdomen Does It go back
Very slowly (longer than 2 seconds)?
Slowly?

DOES THE CHILD HAVE FEVER? (by history/feels hot/temperature 375°C or above) Yes- No-
Decide Malana Risk High Low
• For how long? _Days • Look or feel for stiff neck
• If more than 7 days has fever been • Look for runny nose

present every day? Look for signs of MEASLES
• Has child had measles within • Generalized rash and

the last 3 months? • One of these cough runny nose or red eyes---------------------------------------------------------------------------------- ----------------------
If the child has measles now • Look for mouth ulcers
or wlthm the last 3 months If Yes are they deep and extensive?

• Look for pus drammg from the eye

• Look for cloudmg of the cornea

DOES THE CHILD HAVE AN EAR PROBLEM? Yes- No
• Is there ear pam? • Look for pus draining from the ear
• Is there ear discharge? • Feel for tender swelling behind the ear

If Yes for how long? Days

THEN CHECK FOR MALNUTRITION AND ANAEMIA

• Look for vIsible severe wasting

• Look for palmar pallor
Severe palmar pallor? Some palmar pallor?

• Look for oedema of both feet
• Determine weight for age

Very Low Not Very Low

CHECK THE CHILD S IMMUNIZATION STATUS Circle ImmUniZations needed today Return for next
ImmUnization on

BeG
-- --

DPT3DPT 1 DPT 2

-- -- -- -- --- (Date)OPV 0 OPV 1 OPV 2 OPV 3 Measles

ASSESS CHILD S FEEDING If child has ANAEMIA OR VERY LOW WEIGHT or IS less than 2 years old Feeding Problems

• Do you breastfeed your child? Yes_No_
If Yes how many times m 24 hours?__tlmes Do you breastfeed dunng the night? Yes _ No _

• Does the child take any other food or fluids? Yes_ No-
If Yes what food or fluids?

How many times per day? _times What do you use to feed the child?
If very low weight for age How large are servmgs?
Does the child receive hIs own serving? _ Who feeds the child and how?

• Dunng this Illness has the child s feeding changed? Yes_ No-
If Yes how?

ASSESS OTHER PROBLEMS



TREAT

Remember to refer any child who has a danger sign
and no other severe classification

Return for follow-up In

AdVise mother when to return Immediately

Give any ImmUnizations needed today

Feeding adVice
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ADAPTATION GUIDE

A gUide to Identlfymg necessary adaptations of clmlcal poliCIes and
gUidelmes and to adaptmg the charts and modules
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This document IS one of three which compnse this draft Adaptation GUIde

Part 1

Part 2

Part 3

Section A Deciding What Adaptations are Needed and Identifying Appropnate
Adaptations
Section B Technical BasIs for Adapting Clinical GUidelines, Feeding
Recommendations and Local Terms

Study Protocols
Section C Protocol for Identifying Local Terms
Section D Protocol for Adapting the Feeding Recommendations
Section E Protocol for Designing and Pre-testing an Adapted Mother's Card

ProdUCing the Adapted Materials
Section F Procedures for Adapting the Charts and Modules
Section G Recording Form and Module Changes Required for Specific Chart
Adaptations

ThiS IS a working draft Sections Band G are Incomplete Additional sections and an updated
version Will be prOVided to consultants and national staff Involved In adaptation

Please prOVide comments and further mput to WHO/CHD Geneva SWitzerland
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SECTION F Procedures for adaptmg the charts and modules

Staff requIred

EqUIpment and supplIes requIred

FIRed-pencIl all changes mto the chart booklet and recordmg forms

F 2 Make a lIst of all changes needed m the charts, lIst any other changes needed
m the modules whIch do not appear on the charts and modIfy the lIst of
essentIal SIck chIld drugs

F 3 Adapt the recordmg forms usmg the computer fIles

F 4 Adapt the modules and the answer sheets m the Facllztator GUide for Modules
(and make any other changes m facllitator guIdes)

F4 1 Follow the mstructIOns m SectIon G If any of the adaptatIons that you
need to make are descnbed there For other adaptatIons, read through
the modules and mark changes needed

F4 2 Check all the changes for accuracy, consIstency and completeness

F 5 Change the computer fIles

F5 1 Enter all changes In the computer fIles

F5 2 Pnnt out and check all the computer changes m the modules and
faCIlItator guIdes

F 6 Translate the tralnlng matenals, If needed

F6 1 GIve the translator the lIst of key word to translate fIrst Then check
them

1

2

3

4

4

5

5

6

6

6

8

8

9

F6 2 Translate the chart booklet and recordmg forms, consIstently usmg the 9
agreed translatIons of the key words, Includmg the local terms

F6 3 Translate the adapted modules, bemg consIstent WIth the chart booklet
vocabUlary and agreed translatIons of the key words

F64 Also translate the answer sheets In the Facllztator GUide for Modules

x

9

10



and, If necessary, all of the facl1ltator guides and the Course Dzrector
Guzde

F6 5 Pnnt out the translated modules and translated parts of the guides Then 10
check them carefully agamst the adapted modules m EnglIsh

F 7 Prepare camera-ready adapted (and translated) charts and chart booklet

F 8 Pnnt out the final modules and recordmg forms (adapted and translated)
and proof carefully

F 9 Tape and wnte m necessary Items to complete the modules, facl1tator guides
and other matenals

FlO Copy the answer sheets from the Faczlztator Guzde for Modules

FII Prmt the course matenals
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Appendix F-l

AppendIX F-2
AppendIX F-3

AppendIX F-4
AppendIX F-5
Appendix F-6

SpecIfications of pnnters for producmg the modules and
other documents m Wordperfect
Managmg the computer files
Wordperfect settmgs and features used m the files for the
modules and recordmg forms
LIst of key words and related words for consistent use
GUIdelmes for wntmg slIIlpler Engllsh
Check llst for producmg the adapted matenals
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SECTION G Recordmg form and module changes reqwred for specIfic chart
adaptatlons

DetaIled 11sts of changes requIred for each guldeime change (other than fill-m-the
blank) and revIsed classIficatIon tables and other chartboxes

GlAdd management of acute convulsIons

G 2 Delete low malana nsk, so that the nsk of malana IS always consIdered to be
hIgh

G 3 Add a category for no malana nsk and add questIOns to assess travel to
malanous areas

G 4 Delete cotnmoxazole as recommended treatment for a chIld classIfied as
havmg both PNEUMONIA and MALARIA, so the chIld WIll receIve an
antIbIotIC for PNEUMONIA and an annmalanal for MALARIA

G 5 Add case management of relapsmg fever

G 6 Add other antmucroblal OptIOns

G6 1 Oral antIbIotIC for pneumoma and ear mfectIon substItute a fIrst-lIne
oral antIbIOtIC other than cotnmoxazole

G6 2 Oral antIbIOtIC for pneumoma and ear mfectIon add an addItIonal
second-lIne antIbIOtIC

G6 3 Oral antIbIOtIC for Shigella add a second-Ime antIbIOtIC whIch IS not
currently on the chart (example shown IS cIprofloxacm)

G6 4 Intramuscular antIbIOtIC change the pre-referral antIbIOtIC or add an
alternatIve to chloramphemcol

G6 5 Oral antImalanal substItute a first-Ime oral antImalanal other than
chloroqume

G6 6 Oral anttmalanal add an addltlonal second-lIne oral antImalanal
(example shown IS sulfalene-pyrtmethamme)

G 7 Add InstruCtIOns not to gIve Iron If a chIld has SIckle cell anaemIa

Xll



G 8 Add Vitanun A syrup as a possIble fonnulatlOn

G 9 Add Vitanun A supplementatIon for all chIldren

G10 Add an exerCIse on chartmg

GIl Add management of wheezmg

Gll1

Gll 2

G1l3

Inc1udmg both treannent of wheezmg and change m the
claSSIficatIon of SEVERE PNEUMONIA If a clnld WIth
wheezmg and chest mdrawmg responds well to rapId-actIve
bronchodl1ators

Treannent of wheezmg only

Wheezmg management taught as follow-on trammg, after the
course (to be added later)

G12 Add mUltIVItanuns m the outpatIent management of perSIstent dIarrhoea

G13 CorrectIOns m the genenc matenals whIch always need to be made (m
development- please request up-to-date verSIon from WHO CRD)

AppendIX G-l Pnnt-outs of dIskette files files of major text addltlOnas
and adapted recordmg fonns for speCIfic adaptatIOns
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