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FOREWORD 
 
 
During the past ten years, childhood deaths worldwide have decreased by 15 percent.  This is 
mainly due to improved medical treatment combined with increasing access to health care. 
However, this reduction has not been reduced evenly in all areas, and in some countries child 
mortality has even increased. Altogether, more than 10 million children under five years of 
age die each year in developing countries. In trying to respond to this problem, WHO and 
UNICEF developed in the early 90’s a new approach to deal with child health: the Integrated 
Management of Childhood Illnesses (IMCI). This  
methodology has three components: 
 

1. Improvement in the case-management skills of health staff through the provision of 
locally adapted guidelines on IMCI and through activities to promote their use 

2. Improvements in the health system required for effective management of childhood 
illness 

3. Improvement in family and community practices. 
 
In January of 2001, CORE held a workshop in Baltimore City, Maryland, USA for   more 
than 100 members of the international PVO community.  Participants developed a framework 
to operationalize the third component of IMCI: A Framework for Household and Community 
IMCI. 
 
The framework has three elements sustained by a multisectorial platform: 
 

• Element #1: Improving partnerships between health facilities and communities 
they serve 

 
• Element #2: Increasing appropriate, accessible care and information from 

community-based providers 
 
• Element #3: Integrated promotion of key family practices critical for child health 

and nutrition. 
 
CRS has looked at the recommendations of WHO, the meeting of PVOs in Baltimore, 
research-based literature, and personal experience in the field to comprise this guide for CRS 
field workers. This Facilitator’s Guide is intended to help plan for the training of community-
based health providers who diagnose and provide treatment in any form to children outside 
the formal health system. It is a guide designed to operationalize Element 2 of C-IMCI, 
which is specific for improving the technical abilities of community health workers in 
managing child health. The manual is divided  
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into chapters consisting of clinical guidelines designed for the management of sick children 
aged 60 days to 5 years old (Note:  The guide recommends that sick children aged 1 to 59 
days old should be referred immediately to the nearest health facility).  
 
The table of contents at the beginning of the book lists the diseases and preventive health 
tasks. The methodology used in the implementation of these clinical guidelines follows a 
similar approach for each topic, ‘assessment-classification-identification’. The learning 
methodology recommended in this manual follows an educational approach based on 
‘reflection-definition-recognition-application’ for conditions known to be the most prevalent 
health problems in the region. 
 
Each chapter is specific to a certain health concern.  Chapter 8 has two versions: high 
malarial region and low malarial region.  If you have either a high or low transmission of 
malaria in your region, choose the corresponding section.  If malaria is ruled out, then the 
Community Health Worker (CHW) must continue assessment of fever, which is covered in 
Chapter 9.  If malaria is not prevalent in your region, please disregard Chapter 8. 
 
The CRS Facilitator’s Guide is designed for a short intensive training preferably near 
community/municipal health centers.  The length of training will be dependent on the amount 
of material taken from this guide to be used in your region and it could range from a few 
days to a week.  At the end of the training, the community health worker is expected to assess 
and classify health problems and recommend appropriate actions. 
 
Rationale for IMCI Implementation    
The Integrated Management of Childhood Illness (IMCI) is a strategy to address the most 
common causes of illness (morbidity) and mortality (deaths) among children under five 
which was developed and initiated by the World Health Organization (WHO) in 
collaboration with UNICEF in 1995.   
 

• It addresses major child health problems, which are infectious in nature, often 
accompanied by or with underlying nutritional problems. 

• It integrates case management of the most common causes of childhood deaths.  
Based on the prevalence of diseases in your region, diseases can be chosen from this 
booklet and assembled for case management.  

• It promotes preventive interventions such as Vitamin A supplementation, 
breastfeeding, and nutritional counseling. 

 
It seeks not  to focus the majority of available resources on one health issue, rather it looks at 
a child holistically with the possibility of having multiple health problems in addition to 
preventive needs. 
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ACRONYMS / ABBREVIATIONS 
 

BCG  Bacille Calmette-Guerin vaccine used for the prevention of tuberculosis 

cc   Cubic centimeter (equal to a milliliter or mL); commonly used to 

measure medication in liquid form  

CHW    Community Health Worker 

C-IMCI   Community (Based) Integrated Management of Childhood Illnesses 

CRS  Catholic Relief Services, a PVO 

DPT  Combination immunization that protects against diphtheria, pertussis and 

tetanus 

HBV  Vaccine against Hepatitis B 

g   Gram (equal to 1000 milligrams); commonly used to measure medication 

dosage  

kg.  Kilogram; commonly used to measure weight of a child 

ORS   Oral Rehydration Solution 

mg  Milligram  

mL   Milliliter (equal to a cc or cubic centimeter); commonly used to measure  

liquid quantity  

MOH  Ministry of Health 

NGO  Non-Governmental Organization 

L   Liter (equal to 1000 milliliters); commonly used to measure liquid 

quantity. 

PEM    Protein-Energy Malnutrition                             

PVO  Private Voluntary Organization 

Tsp   Teaspoon = 5 milliliters 

Tbsp    Tablespoon = 15 milliliters 

WHO  World Health Organization 

UNICEF United Nations International Children's Emergency Fund 
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CHAPTER 1: 
FACILITATOR CHAPTER:  GUIDE FOR C-IMCI MANUAL 
 
 
OBJECTIVES 
 
At the end of the session, the facilitator will be able to 
 
• Recognize the general outline and content of each chapter 
• Clarify the purpose of the methods used to teach the participants 
• Understand the outline and flow of each chapter 
• Locate facilitator instructions throughout the manual 
• Understand the need to adapt this manual to the country, region, and community  
 
 
CONTENTS 
 
• General outline of chapters 
• Guidelines for facilitators 
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The C-IMCI handbook contains the following: 
 
1. SECTION 1 OF MANUAL: ASSESS & CLASSIFY 

This section consists of 13 chapters. The first three chapters provide a rational 
overview of the Integrated Management of Childhood Illness strategy and its process; 
in addition there is a general explanation on how to use the recording form, and how 
to communicate with a child caretaker. From Chapters 5 to 14, IMCI specific disease-
conditions, starting with “general danger signs”, are explored. The section on malaria 
has been divided, according to magnitude of prevalence, into two options: malaria in 
High Transmission Regions, and malaria in Low Transmission Regions. Chapter 11 
to 14 address activities related to prevention, such as immunization and Vitamin A 
supplementation.  
 

2.   SECTION 2 OF MANUAL: HOME CARE TREATMENT & FOLLOW-UP 
GUIDELINES   
The second portion of this manual is the ‘Home Care Treatment and Follow-Up 
Guidelines’.  This section specifically addresses treatment and procedures related to 
each of the diseases/conditions included in section 1 of this manual. Due to the 
generic approach of this manual, treatments and procedures are expected to follow 
national guidelines, therefore this section only constitutes a guide or a footprint to 
follow and replace with local procedures and treatments. In light of programmatic 
effectiveness and sustainability, it is highly recommended that the guidelines taught 
to the CHW’s follow the MOH’s recommendations.   

 
 
The outline for the 1st half of the manual is: 

I. Reflection 
II. Definition 
III. How to Recognize  
IV. Skill Development 
V. Evaluation of Disease or Prevention Activity: 
 Management of Recording Form 
VI. After Evaluation: Define What To Do And How To Do A Referral 
VII. Refer the Child 

 
 
I.  REFLECTION 
Following adult techniques of education, the first section of each chapter asks the 
community health workers (CHW’s) to reflect or look back on their own experiences. 
The purpose is to allow the participant to have an account of his/her own 
knowledge/experience on the subject discussed, and subsequently builds upon that 
knowledge through the application of the rest of the educational process.  Each chapter 
has a series of questions related to the topic (disease or prevention technique) that 
participants are encouraged to reflect upon on an individual basis.  After time has been 
given for each CHW to think individually on the question, they can share their answers 
with the group.   
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II.  DEFINITION 
The second step in the training approach is the definition section. This section simply 
defines the disease or the prevention activity.  Its main purpose is to give the facilitator 
and CHW some information on the topic.  In some chapters, information is given 
regarding the disease process or the benefits of the prevention activity.  This is meant to 
supplement the basic teachings of the manual. Every disease/condition included in this 
handbook has been defined according to up-to-date literature as well as World Health 
Organization guidance. 
 
III.  HOW TO RECOGNIZE…  
This section of the chapter explains specifically ‘how to recognize’ the disease or 
whether a prevention activity has been missed. The section’s intent is to provide space to 
the participant to start putting into practice the knowledge discovered (through the 
reflection process) and newly acquired (through the process of definition).  This section 
starts with a summary of the symptoms in a box.  The box below illustrates what this 
looks like. After the box, each sign of the disease is explained in detail.  This section is 
enough to determine whether or not the child has a symptom. 
 
 
 
 
 
IV.  SKILL DEVELOPMENT 
This section supports the learning process by encouraging the participant to practice old 
and recently acquired knowledge, and thus improved skill development. Videos, specially 
designed to this purpose, are shown to the participants. Each video will show specifically 
the disease/condition related to the topic being discussed. The videos are interactive and 
actively promote the viewers participation through sections of questions and answers. 
 
V.  EVALUATION OF DISEASE AND MANAGEMENT OF RECORDING 

FORM 
Participants will pair up with each other and visit homes with children under two years of 
age. The CHW will learn to look for the signs and symptoms discussed in the chapter and 
utilize the health recording form for that disease or prevention activity.  The majority of 
the children in the community will be healthy.  This gives the CHW the chance to assess 
healthy children. This part of the training process builds on the premise that CHWs 
should be able to identify and recognize those children that are in need of urgent referral. 
In other words, to recognize the deviant child from the norm. Thus, the learning process 
in this step tries to build in the participant’s conscience the perception of a normal child, 
and compare this child with the one shown in the videos. In addition, by visiting homes, 
the CHW will get experience in going to people’s homes.  They will be able to practice 
the communication techniques presented in Chapter 4. 
 

CHECK FOR DIARRHEA 

ASK: Does child have diarrhea?  If YES, check for diarrhea
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VI.   AFTER EVALUATION: DEFINE WHAT TO DO AND HOW TO DO A 
REFERRAL 

After the CHW has evaluated the child, there are simple instructions on what to do.  If the 
child is to receive home care, the CHW must go to the second portion of the manual, 
‘Home Treatment and Follow-Up’ guidelines. Other options are urgent referral, non-
urgent referral, and no problem. 
 
VII.  REFER THE CHILD 
This is the last section of each chapter, and it describes step by step the process by which 
a sick child is referred to a higher level of health care. The process is iterative in each 
chapter, notwithstanding some differences in sections 3 and 4 for the specific disease or 
prevention technique. 
 
The outline for the 2nd half of the manual is: 

I. Summary Table 
II. Outline of Chapter 
III. Summaries of ‘WHAT TO DO’ 
IV. Home Care Treatments 
V. Follow-Up Visit Recommendations 

 
 

I.  SUMMARY TABLE 
Each chapter of “Part 2 of manual” starts with a table summarizing the classifications and 
their treatments. The purpose of the summary table is to put everything that is being 
described on one page for that disease.  This allows the CHW to get the ‘big picture’ or 
complete perspective of the classifications and treatments 
 
II.  OUTLINE OF CHAPTER 
This is directly after the summary.  This allows for the CHW to easily find what they are 
looking for in the chapter. 
 
III.  SUMMARIES OF ‘WHAT TO DO’ 
Each classification of a disease has a summary of ‘what to do’ after you’ve evaluated the 
child.  While there is a summary at the end of each chapter in the first section of the 
manual, the first section doesn’t incorporate follow-up visits and home care procedures.  
This puts all the information in one place. 
 
IV.  HOME CARE TREATMENTS / PROCEDURES 
This section gives step-by-step instructions on how to give home care for children who 
are not sick enough to be referred to a health center.  These may be different where you 
are located.  It is important that the facilitator uses the MOH recommendations and 
adapts it locally to the community. 
 
V.  FOLLOW-UP RECOMMENDATIONS 
This section follows the procedures for home care.  When a CHW has given instructions 
to the mother for home care, the CHW should return to the home for a ‘follow-up’ visit to 
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ensure that the procedure or treatment is properly being done.  Recommendations on 
when to return for a certain disease are given in this section of the chapter.  Chapter 20 
gives a summary of the ‘follow-up’ visit recommendations for all the diseases. 
  
ANNEXES TO THE MANUAL 
There are currently 3 annexes at the end of the manual.  Your country may put more 
annexes in place for your country.  The CHW can use these annexes for references.  
Currently, the three annexes give guidance on: 
• Annex A: Prioritizing problems when a child has more than one problem: what to do 
• Annex B: How to teach a mother to give oral drugs at home 
• Annex C:  Medication Dosage Information  

(general:  needs to be adapted to country specifics) 
 
Facilitator Guidelines 
Throughout this manual, you’ll be able to see specific facilitator instructions by looking 
for a box titled,  “Facilitator’s Instructions”. Inside this box, another box is located with 
the instructions.  There is a box on this page to illustrate what you will see throughout the 
manual.  The purpose of this box is not to read it aloud to the Community Health 
Workers (CHW).  It is simply to guide you, the facilitator, within that chapter. 
 
 
 
 
 
 
 
Adaptation of Manual 
As you go through each chapter, it should be adapted to your country or Ministry of 
Health (MOH) recommendations and policies.  In addition to these changes made in-
country, you will find that you need to adapt this manual to your region or community.  
An example is the Malnutrition Chapter.  Foods that are local to that community and 
accessible should be put into the food recommendations.  If you as the facilitator or CHW 
feel that a certain local word describes something better, it is encouraged to use the local 
word.  An example is the word ‘diarrhea’, a lot of communities have different common 
words used to describe this. 
 
When teaching the CHW’s, it may become apparent to you that some signs of disease are 
too difficult for the CHW to learn and to apply in the field.  It may be necessary to 
eliminate certain signs or symptoms because they are too complex for the CHW.  Be sure 
to discuss this with other peers working with IMCI to decide which signs, if any  should 
be eliminated.   
 
The goal of IMCI is to teach the CHW to assess and classify a disease or lack of 
prevention service.  After this is accomplished, the CHW will either refer the child to a 
health clinic or teach the mother how to give home treatment.  If the CHW teaches the 
mother, a follow-up visit will be made to ensure that the mother learned the teachings.  

Facilitator Instructions 
 Divide the participants into small groups. Ask each group to reflect on the following 

questions. Then share reflections with group. The facilitator should know how much time 
is allotted for each activity / section in order to ensure that there is enough time for all the 
activities planned for the day.
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CHAPTER 2: THE INTEGRATED CASE MANAGEMENT 
PROCESS / RATIONAL 
 
Process of IMCI  
Integrated case management relies on case detection using simple clinical signs and 
research-based treatment. As few clinical signs as possible are used. The IMCI process 
(see figure 1) includes three basic steps for every health topic included: 
 

! Assess a child through questions and observation. First the Community Health 
Worker checks for the presence of danger signs. Henceforth, s/he “evaluates” the 
presence of main symptoms related to cough/difficult breathing, 
diarrhea/dehydration, malaria, fever, ear infections and malnutrition. The 
following step includes the assessment of immunization status and vitamin A 
supplementation. 

! Classify the condition of the child using a color-coded triage system. Thus, red 
color indicates urgent need for referral; the yellow color indicates referral, 
and green color, home-management and follow-up. 

! Identify specific treatments for the child. Each treatment is determined in 
accordance to the color-coded classification and explained in detail in the clinical 
guidelines. 

 
Figure 1. Process of the management of cases in the IMCI strategy for children of 2 months to 5 years old. (modified from 
WHO/UNICEF “model chapter for textbooks”) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Check for DANGER SIGNS 
• Convulsions 
• Lethargy/ unconsciousness 
• Inability to drink / breastfeed
• Vomiting 

 

Assess MAIN SYMPTOMS 
• Cough / dificulty breathing 
• Diarrhea 
• Malnutrition 
• Other problems 

Assess   IMMUNIZATION status 
and vitamin A supplementation 

Classify Conditions and Identify 
Treatment Actions 

Urgent Referral 
Referral 

Home Treatment
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CHAPTER 3: USING THE GUIDELINES FOR COMMUNITY 
HEALTH WORKERS (CHW) 
 
 
OBJECTIVES 
 
At the end of the session, the participants will be able to: 
 
• Identify the case management steps for children age 2 months up to 5 years of age. 
• Describe the case management steps using the Child Health Recording Form. 
 
 
CONTENTS 
 
• Case Management Step 
• Child Health Recording Form 
 
 
METHODS 
 
• Lecture with discussion  
• Open forum 
 
 
MATERIALS 
 
• Meta cards  
• Enlarged version of the Child Health Monitoring Form 
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REFLECTION 
 
 
 
 
 
 
 
DEFINITION 
 
The case management steps are the same for all sick children from age 2 months up to 5 
years. These guidelines do not include case management for children one day to 59 days 
old, therefore we recommend that children within this range of age (1 to 59 days old) and 
with any kind of illness be referred to the nearest health facility. 
 
When visiting a mother with a child from 2 months to 5 years old: 

! Greet  
! Explain the reason for the visit to the caretaker  
! Listen actively 
! Use the ‘Child Health Recording Form’  

 
* There is an example of the Child Health Recording Form at the end of this chapter. 
 
 
 
 
 
 
 
 
 
The recording form has 3 columns: PROBLEM, ASK/LOOK, and WHAT TO DO. This 
form guides the Community Health Worker in assessing the ‘PROBLEM’ by asking 
questions that leads to the second column, classifying the child’s illness. The 
‘LOOK/ASK’ column categorizes the child’s illnesses in the color’s red, yellow, or 
green according to the severity of the illness.  This is followed by the last column, 
‘WHAT TO DO’, which identifies if referral and/or treatment guidelines need to be 
addressed. Each column is explained in more detail.  Present the record form to the CHW 
while explaining each of these columns. 
 
Col 1: The ‘PROBLEM’ column on the left side of the recording form describes the 

most common health problems to assess.  Depending on where you are located, 
some diseases are more prevalent than others.  Training may not be long enough 
for the CHW’s to learn all of the diseases. Choose which health problems are the 
most important and list them in sequential order of the most importance.   

Facilitator Instructions 

Show the enlarged version of the recording form.  Ask the participants what they notice
or observe about the form. 

Facilitator’s Instructions 

The facilitator should discuss carefully the usage of the Child Health Recording 
Form as described and shown below: 
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Col 2: The ‘LOOK / ASK’ column presents a list of symptoms that need to be assessed 

by the CHW.  For each of the child’s main symptoms, the CHW will select either 
YES or NO and circle it in the YES/NO option.  In the third column, treatment 
and referral decisions will be made based on the answers to these YES/NO 
questions. 

 
Col 3: The ‘WHAT TO DO’ column helps you to quickly identify which referral is 

necessary along with any home treatment / education. The classification is made 
by the colors: RED, YELLOW, and GREEN.  This simply means that the health 
care worker makes a decision about how severe the illness is and designates the 
appropriate color to it.  This decision is based on the child’s main symptoms. 
Appropriate referrals are recommended for each classification color.  The color 
red means that the child should be urgently referred to the nearest hospital.  If no 
hospital is accessible, refer the mother and child to the nearest health facility (i.e. 
clinic). The color yellow means that the problem is not urgent, but still should be 
referred to a health center.  The color green means that care can be given at home.  
In addition to the color, additional care may be recommended during this 
assessment. 
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CHILD HEALTH RECORDING FORM 
Date: ________________ 
Name of Child:___________________________________________________________ 
Age in Years:_______  Age in Months (if under 1 years old): _______   
Sex ______ Weight: ________kg  Temperature: _________ 
 

PROBLEM LOOK/ASK WHAT TO DO 
If YES to any question, 

Urgently Refer to 
Health Center 

 
CHECK FOR 
GENERAL 
DANGER  
SIGNS 

 
# Not able to drink or breastfeed YES    NO 
# Vomits everything                     YES    NO 
# Convulsion                                 YES    NO 
# Very sleepy or unconscious      YES    NO 
 

If NO to all questions, 
Continue with assessment 

 
 
Check for a 
Fever 

# If thermometer is available, take 
temperature under the arm of the child.  
                        ________ C 
 

# Temperature is 37.5 C or higher? YES    NO 
OR 

# If no thermometer is available,  
      does child feel hot?                YES    NO 

OR 
# Felt hot in the last three days?    YES    NO 

If YES to any question, 
 
Further Assess:  Diagnosis is 
dependent on whether or not 
malaria is present where you 
are.  If fever is present, 
choose the region that you 
are in for further assessment: 
# HIGH malaria region 
# LOW malaria region 

HIGH  
Malarial Region: 
Does child have a 
fever? 
 
If YES 

Child has Malaria (no further assessment needed to 
diagnose malaria): 
 
*Note: Be sure to assess for pneumonia before treatment 
is given; antimalarial treatment differs depending on 
presence or absence of pneumonia.   
For guidance on assessing pneumonia, see section: 
‘Cough or Fast Breathing’ 

If child has a fever,  
child has: 
Malaria 
Refer to Health Center 
# Give first dose of 
antimalarial medication 
# Give Paracetamol if  
fever is 38.5C or above 
(See *Note in previous box) 
If NO to all questions, child 
has  
Malaria 
Refer to Health Center 
# Give first dose of  
   antimalarial medication 
# Give Paracetamol if  

fever is 38.5C or above 

 
LOW  
Malarial Region: 
 
Does child have a 
fever? 
 
If YES 

 
Are there signs of: 
# Ear Infection?   YES    NO 
# Runny Nose?                               YES    NO 
# Cough?                                        YES    NO 
# Measles?                                      YES    NO 
# Danger Signs?                              YES    NO 
# Any obvious infections?              YES    NO 

If YES to any question, 
Not Malaria 
Continue assessment with 
NO malaria region 
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Family Name _____________________________________Child’s Name ______________________ 
 
 

PROBLEM LOOK / ASK WHAT TO DO 
 
If YES, child has: 
Complicated Fever 

Urgent Referral 
to Health Center 

• Give small amounts of 
liquids frequently (extra 
fluids) 

• Continue Breastfeeding 
• Give Paracentamol if 

temperature is 38.5C or 
above. 

 
• For how long?                               ______ days 
 
• If more than 7 days,  
     has fever been present  
      each day?                      YES    NO 

If NO,  
continue to assess child for 
malaria by moving to the 
next ‘LOOK/ASK’ box. 

 
• Generalized Rash  

  
 AND 
 

• one of the following: 
      cough, runny nose, or red eyes       YES    NO 

If YES, child has: 
Measles 

Urgent Referral 
to Health Center 

• Give Vitamin A 
• Give small amounts of 

liquid frequently  OR 
continue breastfeeding 

• Give Paracetamol if 
temperature is 38.5C or 
higher 

 
No Malaria 
Region: 
 
FEVER 
(assumption that 
there is no 
malaria) 
 
Does child have a 
fever? 
  
If YES, 
Start Assessment 
In This Box 

 
 
 
NO SIGNS OF: 

• Fever more than 7 days 
• No Generalized Rash 

with cough, runny nose or red eyes 

If NO signs are present,  
child has: 

Uncomplicated Fever 
Refer to Health Center 

• Give small amounts of 
liquid frequently 

• Continue Breastfeeding 
• Keep child in well 

ventilated room 
• Give sponge bath to 

lower temperature 
• Follow-up in 24 hours 
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Family Name _____________________________________Child’s Name ______________________ 
 

PROBLEM LOOK / ASK WHAT TO DO 

If YES to any question, child 
has: 

Pneumonia 
Urgent Referral to 

Health Center 
 

Does the child 
have cough or 
fast breathing? 
 
 
If YES 

# Count the number of breaths in one minute: 
_________________ breaths per minute 

 
# Does child have 

fast breathing?     YES NO 
 

# Does child have 
chest indrawing?  YES NO 
 

# Does child have 
strange sounds in chest? YES NO 

If NO to all questions, child 
has: 

Common Cold 
See guidelines for 

Home Care 
 
If YES to any question, child 
has: 

Diarrhea with severe 
dehydration 

Urgent referral to 
Health Center 

# Advise caretaker to give 
frequent sips of ORS on 
the way 

# Continue breastfeeding 
 

 
Is the child: 
 
# Sleepy or unconscious?          YES    NO 
 
# Not able to drink or breastfeed? YES    NO 
 
# Sunken eyes?                            YES    NO 
 
# Pinch skin:  skin goes back very 
     slowly (longer than 2 seconds) YES    NO 
 
# Blood in the stool   YES NO 

If NO to all questions,  
Continue to 

assess for diarrhea 
 

If YES to both questions, 
child has: 

Diarrhea with 
dehydration 

Refer to Health Center 
 

Assess for 
Diarrhea: 
 
Ask Mother: 
Does child have 
more stools (use 
local word) than 
usual?  
 
 
If YES, 
Start Assessment 
In This Box 

 
Is the child: 
 
# Irritable or restless               YES    NO 
 
                  AND / OR 
 
# Drinks eagerly, thirsty             YES    NO 

If NO to one or both 
questions, child has: 

Diarrhea with 
no signs of dehydration 

See Guidelines for 
Home Care 
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Family Name _____________________________________Child’s Name ______________________ 
 

PROBLEM LOOK / ASK WHAT TO DO 
If YES to any question, 
Child has Ear Infection. 
# Continue to assess 
   further for ear infections 

Ask mother:  
Does child have 
an ear problem? 
If YES 
If NO, go to 
‘Assess for 
Malnutrition’ 

 
• Is there ear pain      YES    NO 

OR 
• Does child rub ear frequently?  YES    NO 

OR 
• Is there liquid in either ear? YES    NO 

If NO, Skip the ear infection 
sections completely. 

If YES, then child has 
Chronic Ear Infection 

Refer to Health Center 
# Dry ear by wicking 
# Teach mother to continue 

dry ear by wicking 
# If child has pain, give 1 

dose of paracetamol 

 
If child has liquid 
in ear,  
then 
 
 
If child does not 
have liquid in 
either ears,  
then,  

 
 
• How long has liquid 

been in ear?                               _______ days 
 
• Has it been more  

than 2 weeks?   YES    NO 

If NO, child doesn’t have a 
chronic ear infection, 

Continue to assess 
for ear infection 

If YES, then child has 
Mastoiditis 

Urgent Referral to 
Health Center 

# Give first dose of 
appropriate antibiotic 

# If child has pain, give 1 
dose of paracetamol 

 
 
• Is there tender swelling  

around the ear? (mastoiditis) YES    NO 

If NO,  
Continue to assess 
for ear infections 

 
 
Continue to  
assess for ear 
problem, Start  
here 

 
• If there are NO signs of Chronic Ear Infection    
 

AND 
 
• No signs of Mastoiditis 

If YES to both questions, 
then child has: 

Acute Ear Infection 
Refer to Health Center 

# Give one dose of 
appropriate antibiotic 

# If liquid is present, dry 
the ear by wicking 

# If child has pain, give 1 
dose of paracetamol 
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Family Name _____________________________________Child’s Name ______________________ 
 

PROBLEM LOOK / ASK WHAT TO DO 

If YES to either question, 
then child has: 

Severe malnutrition 
Urgent referral to 

Health Center 

Does child have: 
 
• Visible severe wasting     YES    NO 
 
• Edema of both feet                  YES    NO 

If NO to both questions, 
continue to assess for 

‘malnutrition’ 
that isn’t severe. 

If YES, then child has: 
Malnutrition 

Refer to Health Center 
# Assess for Breast 

Feeding problems 
# Refer to guidelines for 

feeding 
recommendations. 

 

 
 
 
Assess for 
Malnutrition 

• Weigh Child:    _______kg 
 
• Plot weight on graph. 
 

Compare weight of child with  
last weight measurement 
 
Does the child have low weight  

      for age or no weight gain  
      since last measurement?          YES    NO If NO, child is not low 

weight for age.   
• Skip ‘Breastfeeding 

Problems’  
AND 

# Go To ‘Check for 
Vitamin A Supplement’ 

 
Assess for  
Breast Feeding 
Problems 
 
Is child low 
weight for age? 
 
If YES, 
 
If NO, go to  
‘Check for  
Vitamin A 
Supplement’ 
 

 
 
 
• Does the child breastfeed? YES NO 
  

OR 
 
• Will child be given an urgent  

referral to the hospital for 
       another problem?   YES NO 

 
If child isn’t breastfeeding 
OR is being referred to the 
hospital for another problem, 
do not assess for 
breastfeeding problems. 
 
If child is breastfeeding 
AND is not being referred to 
the hospital for another 
problem, go to Assess 
Correct Positioning. 
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Family Name _____________________________________Child’s Name ______________________ 
 

PROBLEM LOOK / ASK WHAT TO DO 
If YES to any question, show 
mother the correct way to 
position the baby when 
breast-feeding. 
 

Continue with Assessment 

 
 
Assess 
Positioning of 
Baby 

Assess child breastfeeding for 4 minutes: 
 
• Is chin of baby touching  

the mother’s breast?  YES NO 
 

• Is baby’s mouth wide open? YES NO 
 
• Is the lower lip of the baby  

turned outward?   YES NO 
 

• Is more areola above the  
mouth rather than below? YES NO 

 
• Is the infant suckling effectively? YES NO 

If NO to all the questions, 
child is correctly positioned 
when breastfeeding. 
 
Continue to assess for 
problems with mother’s 
breast(s) 

If NO drying, cracking, or 
pain.   

Go to “Check for  
Vitamin A 

Supplement” 
If NO to: 
3rd follow-up visit 

AND 
If YES to:  
dryness / cracking or 
swelling / pain.   
 

See Guidelines for  
Home Care 

of Breast Problems 

 
Assess breast(s): 
  
Does mother 
complain of 
problem(s) with 
breast(s)? 
 
 
If YES, 
 
 
 
If NO,  
go to the next 
section of this 
form. 

 
• Is there dryness and/or cracking  

at or around the nipple?  YES NO 
 
   
 
• Is there swelling and/or pain 
       (engorgement) of the breast? YES NO 
  
   
 
• Is this the 3rd consecutive visit that the mother has 

had pain and or cracking skin on the  
breast(s)?    YES NO 

If YES to: 
This is your 3rd visit to the 
mother for breast problems 

AND 
YES, there is continued 
dryness / cracking or 
swelling / pain.   
 

Urgent Referral to  
Health Center 
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Family Name _____________________________________Child’s Name ______________________ 
 

PROBLEM LOOK / ASK WHAT TO DO 
Check for 
Vitamin A 
Supplement 
 
(Children 6 
months old or 
older ONLY) 

 
 
• Has child received Vitamin A  

within the last six months? YES    NO 

If NO, child 
Has Not Received  
Vitamin A 

Home Care includes: 
# Give Vitamin A  

capsule 
# Inform caretakers on the 

importance of Vitamin A 
 
If child has all  
vaccinations for age,  
then child has: 

Complete schedule 
# Congratulate caretaker 
# Advise on future 

immunizations 

 
 
Check for 
Vaccinations: 

In the table below, go to the age of the child.  Check 
if the vaccines up to this age were given.  If 
something has not been given, circle the vaccine. 
 

 
AGE 

At 
Birth 

1 ½ 
Months 

2 ½ 
Months 

3 ½ 
Months 

9 
Months 

BCG Polio 1 Polio 2 Polio 3 Measles 
 DPT 1 DPT 2 DPT 3  

 
VACCINE 

 HBV 1 HBV 2 HBV 3  
 
*Note, this table will be adapted to country specifics 
of vaccination types and time given 

If child has not received a 
vaccination for his/her age, 
then child has: 

Incomplete schedule 
# Inform caretaker on 

advantages of 
vaccination 

Refer for vaccination to 
nearest health center 

Does the child have any other problems? 
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THE SICK CHILD AGE 2 MONTHS UP TO 5 
YEARS: 
 
 
 

ASSESS PROBLEM  
AND 

CLASSIFY COLOR 
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CHAPTER 4: 
COMMUNICATING WITH AND COUNSELING MOTHERS AND 
CAREGIVERS 
 
 
 
 
 
 
 
 
 
 
 
 
OBJECTIVES 
  
After the session, the participants will be able to: 
 

• Explain importance and techniques of effective communication 
• Explain techniques in counseling mothers 
• Demonstrate skills in communicating and counseling mothers 

 
CONTENT   
 

• Effective ways in communication 
• Counseling techniques 

 
METHODS 
 

• Reflection session 
• Lecture-discussion 
• Role play 

 
MATERIALS 
 

• News prints  
• Cartolina for meta-cards  
• Writing Utensils  
• Paper 

 
MAIN RESOURCE (Chapter 4) 
 
WHO/CDR/95.14.B (1995) Assess & Classify the Sick Child Age 2 Months Up to 5 
Years.  World Health Organization & UNICEF 

 
The common complaint by caregivers or persons seeking health services at
health centers is the way the health personnel or health workers communicate
with them.  Advice is often given directly and in some cases in a harsh manner.
This usually happens when health workers are confronted with the same
problems all the time of which they think is a simple case of negligence. 
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REFLECTION 
 
 
 
 
 
 
 
Communication in Growth Promotion 
 
A Sad Story 
 
A mother comes to the clinic with her very small baby.  She has lost her Growth 
Monitoring Card or Yellow Card and feels very frightened to tell the health worker.  The 
health worker shouts at the mother, ‘Where is your Growth Monitoring Card?’  The 
mother whispers her response.  The health worker shouts, ‘If you cared more about this 
little baby you wouldn’t forget to bring that card.’ 
 
The mother looks down and hands over the child who is crying.  The health worker 
weighs the child, shakes her head sadly, and writes information in her own book without 
telling the mother what she is writing. 
 
The mother is frightened and worried.  She thinks:  ‘Is there something wrong with my 
son?’  The health worker then speaks very quickly to the mother ‘Your son is 
underweight.'  Give him more food more times a day.  Use fruit and vegetables and 
breastfeed him more often.  That’s all!  Next time, bring your Yellow Card!’ 
 
 
 
After reading the story, start the discussion by asking the participants the following 
questions: 

 
“What did the health worker do in ‘A Sad Story?” 

(Record their ideas on newsprint, and add some suggestions from the list below.) 
 
• Scolded 
• Spoke quickly 
• Used a nutrition message that may have been inappropriate 
• Wrote information without telling the mother 
• Told mother what to do 
• Gave orders instead of information 
• Ask participants: “What else could you add?” 
 
 
 

Facilitator’s Instructions 

Read the story to the participants and let them reflect for a few moments. 
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2. Now, ask the participants to think of 3 ways they would expect the mother to act as a 

result of what the health worker did in the story’ 
 

“What would the mother probably do as a result?” 
(Record their ideas on newsprint, and add some suggestions from the list below.) 

 
• Worry 
• Get discouraged 
• Lose hope 
• Forget the message 
• Feel bad that she does not have enough fruit and vegetables 
• Decide not to return next time 
• Tell her sisters and friends about the harsh person 
• Ask the participants what else could you add? 
 
3. Ask Trainees to think about how the health worker could have improved the 

communication.  Record/write responses and reinforce their answers through a brief 
lecture – (box) Specific Ways to Communicate Well. 

 
 
DEFINITION 
 
Counselling the mothers of small children in child survival, growth and development is 
both an art and a science. An example of the science is in the weighing of the child, 
charting the weight and interpreting the growth curve. The art is in effective 2-way 
communication with the mother: Listening attentively to the mother’s perspective and 
sharing new information in a sensitive, systemic and sure manner. The health worker also 
needs to be confident in helping the mother to evaluate the situation and make decisions 
for herself about child health problems.  
 
Training of health workers in communication skills – especially learning to listen, is a 
way of empowering mothers to promote their children’s health. It allows mothers to voice 
their opinions and views as to why their children are or are not healthy. This is important 
because much can be learnt from mothers whose children thrive, even in adverse 
conditions.  
 
When counselling a mother, here are some concepts that need to be kept in mind when 
working with mothers: 
 
• Actively listen to the mother 

At the beginning of an interview try to give minimal input and let the mother do as 
much of the talking as possible. Encourage the mother to keep giving her story by 
words such as: “Yes, mmm, aha, and then…” Only towards the end of an interview 
should you cover what aspects you particularly want answers to.  
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• Facilitative or open-ended questions 
When asking a question try to use facilitative or open-ended questions. These are 
questions that encourage the mother to talk freely. These questions often begin with 
words such as: “How, tell me about, why”. You could also look puzzled or say “I 
don’t follow you…” This will encourage the mother to elaborate. 

• Use helpful non-verbal communication 
This shows that you are interested in the mother and involves such basic techniques 
as: Sitting forward attentively as you listen and not leaning back or playing with your 
pen; smiling if the mother smiles; nodding in response to a statement to show 
understanding. 

• Reflect back to what the mother says 
This means repeating what the mother says in the same or similar words. This shows 
the mother that you have heard and understood what she said and encourages her to 
say more. The mother is encouraged to say more if you say the phrase almost as a 
question. For example, the mother says that Sipho (replace with common name in 
region) had a fever and then goes on without elaborating. You could then say: “You 
say Sipho (replace with common name in region) has had some fever?” Saying the 
last word “fever” at a higher pitch of voice also encourages the mother to elaborate 
further. 

• Empathize 
This means showing that you understand what the mother feels about a situation as if 
it were your own situation.  

• Avoid judgmental attitudes or words which sound judging 
These words or statements may make the mother feel that she is wrong or that there is 
something wrong with the baby. These words can include: right, wrong, badly, good.  
 

Specific Ways to Communicate Well 
 
• Evaluate the child’s situation with the mother, in other words ask ‘how her child has 

been since he/she was last seen’ 
• Talk to the mother to establish priorities 
• Share practical information with the mother, i.e.  ‘praise her for what she does well 

then give her relevant nutrition and health messages’ 
• Assist the mother to take action 
• Listen to the mother and offer encouragement 
• Create a comfortable learning environment for the mother 
• Call her by her name 
• Listen to what she has to say 
• Ask facilitative or open-ended questions 
• Give the mother time to think 
• Make sure you are clearly heard and understood 
• Do not give too many messages or information at once 
• Make a plan about how to involve all the relevant family members, i.e. father, 

grandmother, and aunty who will support the mother
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Helpful Non-Verbal Communication 
 
• Keep your head level 
• Pay attention 
• Remove barriers 
• Take time 
• Touch appropriately 
 
Listening and Learning Skills 
 
• Use helpful non-verbal communication 
• Ask open questions 
• Use responses and gestures which show interest 
• Reflect back what the mother says 
• Emphasize – show that you understand how she feels 
• Avoid words which sound judgmental 
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CHAPTER 5: GENERAL DANGER SIGNS 
 
 
OBJECTIVES   
 
At the end of the session, the participants will be able to:  
  

• Recognize the general danger signs in sick children. 
• To use or fill-in the recording form correctly 
• Demonstrate skills in referring sick child to the hospital. 

 
 
CONTENT 
 

• General Danger Signs  
• Basic assessment on general danger signs 
• Steps in referral  

 
 
METHODS 
 

• Reflection Session 
(sharing of experiences) 

• Mini-lecture 
• Field practicum 
• Video exercise  
• Practice exercise through recording form   
• Lecture-discussion   

 
 
MATERIALS 
 

• Paper 
• Writing Utensils 
• Recording form 
• Referral form 
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REFLECTION 
 
 
 
 
  
 
 
 
 

1. Have you ever been in the presence of a dying or very sick child? 
2. What were the signs that would indicate to you that the child was very sick or 

dying? 
3. What was the disease the child was suffering from? 
4. What did the mother or caretaker report for how the disease started? 
5. If the child was at a very sick stage, why did the mother or caretaker not seek help 

before the disease progressed to this stage? 
6. What are some signs that you would consider to indicate danger? 

 
 
DEFINITION 
 
A child with a general danger sign has a serious problem. Children with a general danger 
sign need URGENT referral to a hospital. They may need lifesaving treatment with 
intravenous antibiotics inserted into the vein, oxygen, or other treatments that usually are 
only available at hospitals. If no hospital is available, then refer mother and child to the 
nearest health facility or clinic. 
 
 
HOW TO RECOGNIZE DANGER SIGNS 
 
The first topic in the column of “PROBLEM” (Recording Form) that you will find is 
titled CHECK FOR GENERAL DANGER SIGNS. 
 
Ask the questions and look for the clinical signs described in the box. 
 
 
 
 
 
 
 
 
 
 

Facilitator Instructions 

Divide the participants into small groups. Ask each group to reflect on the following 
questions. Then share reflections with group. The facilitator should know how much time 
is allotted for each activity / section in order to ensure that there is enough time for all the 
activities planned for the day.

CHECK FOR GENERAL DANGER SIGNS  
 
ASK:       

! Is the child able to drink or breastfeed?  
! Has the child had convulsions? 
! Does the child vomit everything? 
 

LOOK: 
! See if the child is very sleepy or unconscious 
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# ASK: IS THE CHILD ABLE TO DRINK OR BREASTFEED? 
 
A child has the sign “not able to drink or breastfeed” if the child is not able to suck or 
swallow when offered a drink (clean water) or breast milk.  
 
When you ask the mother if the child is able to drink, make sure that she understands the 
question. If she says that the child is not able to drink or breastfeed, ask her to describe 
what happens when she offers the child something to drink. For example, is the child able 
to take fluids into his mouth and swallow it? If you are not sure about the mother’s 
answer, ask her to offer the child a drink of clean water or breast milk. Look to see if the 
child is swallowing the water or breast milk. 
 

# ASK:  DOES THE CHILD VOMIT EVERYTHING? 
 
A child has the sign “VOMIT EVERYTHING” if the child is not able to retain what 
he/she has eaten or drank.  What goes into the child’s mouth must come back out of the 
child’s mouth.  The community health worker needs to ask the mother if the child vomits 
every time he/she is being fed.  For this sign to be positive, the answer needs to be every 
time; if the child is able to retain something, then this sign is absent.   
 
If in doubt, the community health worker should offer the child something to drink; and 
observe what happens thereafter.  If the child vomits everything immediately, he/she has 
retained nothing and the child has vomited everything. Then this sign is present.  If the 
child doesn’t vomit immediately, the child is retaining some food or drink.  Then this 
sign is absent.  
 

# ASK: HAS THE CHILD HAD CONVULSIONS? 
 
During a convulsion, the child has trembling movements of the entire body.  The child’s 
arms and legs stiffen because the muscles are contracting. The child may loose 
consciousness or not be able to respond to spoken directions. 
 
Ask the mother if the child has had convulsions during this current illness. Use words the 
mother understands. Or give an example that the mother may know as convulsions such 
as “fits” or “spasms.”  

 

# LOOK: TO SEE IF THE CHILD IS VERY SLEEPY OR UNCONSCIOUS? 
 
A very sleepy child is not awake and alert when she should be. The child is drowsy and 
does not show interest in what is happening around him. Often the very sleepy child does 
not look at his mother or watch your face when you talk. The child may stare blankly or 
without any facial expression appearing to not notice what is going on around him. 
*Continued on Next Page* 
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An unconscious child cannot be awakened. He does not respond when he is touched, 
shaken or spoken to. 
 
Ask the mother if the child seems unusually sleepy or if she cannot wake the child. Look 
to see if the child wakens when the CHW or mother talks to the child, shakes the child or 
claps their hands near the child. 
 
  
SKILL DEVELOPMENT 
 
 
 
 
 
 
 
 
 
 
 
EVALUATION OF DANGER SIGNS:  
MANAGEMENT OF RECORDING FORM 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
PROBLEM LOOK / ASK WHAT TO DO 

If YES to any question, 
 

Urgently Refer 
to Health Center 

CHECK FOR 
GENERAL 
DANGER  
SIGNS 

# Not able to drink or breastfeed YES    NO 
# Vomits everything                     YES    NO 
# Convulsion                                 YES    NO 
# Very sleepy or unconscious      YES    NO 

If NO, 
Continue with assessment 

 

Exercise with videos 
(FACILITATOR’S INSTRUCTIONS) 
 

1. In this section, the CHWs’ will be presented a video in which they will try to 
identify very sleepy or unconscious children from normal children. 

2. Once the CHWs have identified the cases, each will write in a piece of paper 
the name of the child who was very sleepy or unconscious. 

Exercise with recording form 
(FACILITATOR’S INSTRUCTIONS) 
 

1. During this exercise you will receive and learn to use the “Child Health 
Recording Form”.  The ‘General Danger Sign’ section of this form is 
illustrated below this box. 

2. Ask a fellow Community Health Worker to pair with you 
3. Go out into the community and visit three houses each, where there is a child 

under two years of age. 
4. Check for general danger signs and fill up the form accordingly. 
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AFTER EVALUATION:  
DEFINE WHAT TO DO AND HOW TO DO A REFERRAL 
 
If the child has a general danger sign, complete the rest of the assessment 
immediately. This child has a severe problem. There must be no delays in his or her 
treatment.  URGENT REFERRAL TO HEALTH CENTER. 
 
 
REFER THE CHILD 
 
Do the following four steps to refer a child to hospital: 
 
1.  Explain to the mother or caretaker the need for referral, and get her agreement 

to take the child. If you suspect that she does not want to take the child, find out 
why. 

 
Possible reasons are: 
 
# She thinks that hospitals are places where people often die, and she fears that her 

child will die there too. 
# She does not think that the hospital will help her child. 
# She cannot leave home and tend to her child during a hospital stay because there 

is no one to take care of her other children, or she is needed for farming, or she 
may lose a job. 

# She does not have money to pay for transportation, hospital bills, medicines, or 
food for herself during the hospital stay. 

 
 
2.  Calm the mother’s fears and help her resolve any problem. For example: 
 
# If the mother fears that her child will die at the hospital, reassure her that the 

hospital has physicians, supplies, and equipment that can help cure her child. 
# Explain what will happen at the hospital and how that will help her child. 
# If the mother needs help at home while she is at the hospital, ask questions and 

make suggestions about who could help. For example, ask whether her husband, 
sister or mother could help with the other children or with meals while she is 
away. 

# Discuss with the mother how she can travel to the hospital. Help arrange 
transportation if necessary. 

# You may not be able to help the mother solve her problems and be sure that she 
goes to the hospital. However, it is important to do everything you can to help. 

 



 33

3.  Write a referral note for the mother to take with her to the hospital. Tell her to 
give it to the health worker there. Write: 
 
# The name and age of the child 
# The date and time of referral 
# General danger sign detected 
# Treatment that you have given 
# Your name and the name of the municipality 

 
 
4. Give the mother any supplies and instructions needed to care for her child on the 

way to the hospital 
 
# If the hospital is far, give the mother additional supplies of any drug you may be 

using for the case and tell her when to give them during the trip. If you think the 
mother will not actually go to the hospital, give her the full course of treatment, 
and teach her how to give them. 

# Tell the mother how to keep the child warm during the trip. 
# Advise the mother to continue breastfeeding. 
# If the child has some or severe dehydration and can drink, give the mother some 

Oral Rehydration Solution for the child to sip frequently on the way. 
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CHAPTER 6:   
COUGH OR DIFFICULT BREATHING 
 
 
OBJECTIVES   
 
At the end of the session, the participants will be able to: 
 

• Recognize signs of cough and difficult breathing 
• Identify critical steps in referral. 
• Advise mothers on home management of cough and difficult breathing. 
• Give follow-up care. 
• Fill-in recording form correctly. 

 
 
CONTENT 
 

• Signs and symptoms of cough and difficult breathing 
• Steps in referral 
• Using the recording form 

 
 
METHOD 
 

• Reflection Session 
• Lecture-discussion  
• Field practicum 
• Exercise with videos & recording form  

 
 
MATERIALS 
 

• Paper 
• Writing Utensils 
• Recording form 
• Referral form 
• Watch with a second hand or digital watch  
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REFLECTION 
 
 
 
 
 
 
 
 
 

1. What do you think are the main causes of respiratory infections in your 
community? 

2. How do you recognize a respiratory infection in a child? What are the signs? 
3. What are the signs of Pneumonia? 
4. What kind of treatments do you know and/or have used in the past to treat this 

type of infection? 
 
 
DEFINITION 
 
A cough is a sudden, audible expulsion of air from the lungs.  Coughing is an essential 
protective response that serves to clear the lungs, bronchi or trachea of irritants and 
secretions in addition to preventing aspiration of foreign material into the lungs.  
Coughing is a common symptom of diseases of the lungs. 
 
A child with cough or difficult breathing may have an illness that is not life threatening, 
such as the common cold. The child may also have a severe and life-threatening disease 
such as pneumonia. 
 
Pneumonia is an infection of the lungs. Pneumonia is often caused by bacteria. Children 
with bacterial pneumonia may die from too little oxygen in their blood because the 
infection spreads into the entire body. 
 
Most of the children with cough that you will see will have only a mild infection. These 
children are not seriously ill. They do not need treatment with antibiotics. Their families 
can manage them at home. 
 
You need to identify the few, very sick children with cough or difficult breathing who 
need treatment with antibiotics. Fortunately, you can identify almost all cases of 
pneumonia by checking:  FAST BREATHING, CHEST INDRAWING, and 
STRANGE SOUNDS.  
 
When children develop pneumonia, their lungs become stiff. As the lungs become stiff, 
less oxygen can air them. One of the body’s responses to stiff lungs and less oxygen is 
fast breathing. When the pneumonia becomes more severe, the lungs become even stiffer, 
the bodies response is chest indrawing. Chest indrawing is a sign of severe pneumonia. 

Facilitator Instructions 
 
 Divide the participants into small groups. Ask each group to reflect on the following 

questions. Then share reflections with group. The facilitator should know how much time
is allotted for each activity / section in order to ensure that there is enough time for all the
activities planned for the day.
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HOW TO RECOGNIZE PNEUMONIA 
 
 
 
 
 
 
 
 
 
 
 
 
 
If caretaker answers no to the question, ‘Does the child have cough or difficult 
breathing?’, you can move to the next problem on the child record form.  If the caretaker 
was unsure or answered YES to the question, continue to assess the child. 
 

# LOOK: COUNT THE BREATHS IN ONE MINUTE 
 
You must count the breaths the child takes in one minute to decide if the child has fast 
breathing. The child must be quiet and calm when you look and listen to his breathing. If 
the child is frightened, crying or angry, you will not be able to obtain an accurate count of 
the child’s breaths. 
 
Tell the mother you are going to count her child’s breathing. Remind her to keep her 
child calm. If the child is sleeping, do not wake the child. To count the numbers of 
breaths in one minute use a watch with a second hand or a digital watch.  Look for 
breathing movement anywhere on the child’s chest or abdomen.  
 
The cut-off for fast breathing depends on the child’s age. Normal breathing numbers per 
minute are higher in children age 2 months up to 11 months than in children aged 1-year-
old to 5 years old.  For this reason, the cut-off for identifying fast breathing is different 
for these two groups of children, thus: 
 
 
 
 
 
 
 
 
 
 

Child’s Age       Fast Breathing 
 

Child is 2 months to 11 months old   50 breaths per minute or more 
 

Child is 12 months to 5 years old   40 breaths per minute or more 

CHECK FOR COUGH OR DIFFICULT BREATHING 
 
ASK:       

! Does the child have cough or difficult breathing?   
 

If YES, Then 
LOOK: 

! Count the breaths in one minute 
! Listen for strange sounds in the chest of the child 
! Check for chest indrawing 
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Before you look for the next two signs: chest indrawing and strange sounds, watch the 
child to determine when the child is breathing IN and when the child is breathing OUT. 
 

# LOOK: CHEST INDRAWING 
 
Look for chest indrawing when the child breathes IN. Look at the lower (the lowest-last 
rib, where chest meets the abdomen) chest wall. The child has chest indrawing if the 
lower chest wall goes IN when the child breathes IN. Chest indrawing occurs when the 
effort the child needs to breath in is much greater than normal. In normal breathing the 
whole chest wall and the abdomen move OUT when the child breathes IN. When chest 
indrawing is present, the lower chest goes IN when the child breathes IN.  
 
For chest indrawing to be present, it must be clearly visible and present 
all the time. 
 
If you only see chest indrawing when the child is crying or feeding, the child does not 
have chest indrawing. 
 

# LOOK: AND LISTEN FOR STRANGE SOUNDS 
 
If you hear strange and harsh sounds when the child is breathing IN, this could mean that 
the child’s air tube is being obstructed.  This may be due to an inflammation. Air may be 
reaching the lungs in small quantities. This can be a life-threatening situation. If you hear 
the strange sound only when the child is crying, this is not considered a strange sound. A 
strange sound is only considered if you hear the sound all the time and when the child is 
calm and breathing IN.  
 
 
SKILL DEVELOPMENT 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Exercise with videos 
(FACILITATOR’S INSTRUCTIONS) 
 

1. In this section you will be presented a video in which you will try to identify
fast breathing, chest indrawing, and strange sounds. 

2. Once you have identified your cases you will write in a piece of paper the 
number of the child and your classification. 
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EVALUATION OF COUGH OR DIFFICULT BREATHING: 
MANAGEMENT OF RECORDING FORM 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
PROBLEM LOOK / ASK WHAT TO DO 

If YES to any question, 
child has: 

Pneumonia 
Urgent Referral to 

Health Center 

Does the child 
have cough or 
fast breathing? 
 
 
If YES, 

# Count the number of breaths in one minute: 
_________________ breaths per minute 

 
# Does child have 

fast breathing?     YES NO 
 

# Does child have 
chest indrawing?  YES NO 
 

# Does child have 
strange sounds in chest? YES NO 

If NO to all questions, 
child has: 

Common Cold 
See guidelines for 

Home Care 

 
 
 
WHAT TO DO AFTER EVALUATION:  
DEFINE WHAT TO DO AND HOW TO DO A REFERRAL 
 
If the child has fast breathing OR chest indrawing OR strange sounds, complete the 
rest of the assessment immediately. This child may have pneumonia. There must be 
no delays in his or her treatment. The child needs to be REFERRED immediately to 
the nearest clinic or hospital. 
 
Note: If child is in a high malarial area, it is assumed that the child has malaria in 
addition to pneumonia.  First dose treatment before urgent referral differs in this scenario. 
See guidelines for treatment if child is in a high malarial region. 

 

Exercise with recording form 
(FACILITATOR’S INSTRUCTIONS) 
 

1. During this exercise you will receive and learn to use the “Child Health
Recording Form”.  Below this box is an illustration of the ‘Cough or
Difficult Breathing’ section of this form. 

2. Ask a fellow Community Health Worker to pair with you 
3. Go out into the community and visit three houses each, where a child under

two years of age is present. 
4. Ask the mother for permission to count breathing, look for chest

indrawing, and hear for strange sounds. 
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If the child does NOT have fast breathing, does NOT have chest indrawing, and 
does NOT have strange sounds, then the child has no signs of pneumonia or severe 
disease. This child does not need an antibiotic. Instead, give the mother advice about 
good HOME CARE.  This child may have a common cold, which normally improves 
in one to two weeks. 
 
 
REFER THE CHILD 
 
Do the following four steps to refer a child to hospital: 
 
1.  Explain to the mother or caretaker the need for referral, and get her agreement 

to take the child. If you suspect that she does not want to take the child, find out 
why. 

 
Possible reasons are: 
 
# She thinks that hospitals are places where people often die, and she fears that her 

child will die there too. 
# She does not think that the hospital will help her child. 
# She cannot leave home and tend to her child during a hospital stay because there is 

no one to take care of her other children, or she is needed for farming, or she may 
lose a job. 

# She does not have money to pay for transportation, hospital bills, medicines, or 
food for herself during the hospital stay. 

 
 
  2.  Calm the mother’s fears and help her resolve any problem. For example: 
 
# If the mother fears that her child will die at the hospital, reassure her that the 

hospital has physicians, supplies, and equipment that can help cure her child. 
# Explain what will happen at the hospital and how that will help her child. 
# If the mother needs help at home while she is at the hospital, ask questions and 

make suggestions about who could help. For example, ask whether her husband, 
sister or mother could help with the other children or with meals while she is away. 

# Discuss with the mother how she can travel to the hospital. Help arrange 
transportation if necessary. 

# You may not be able to help the mother solve her problems and be sure that she 
goes to the hospital. However, it is important to do everything you can to help. 
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3. Write a referral note for the mother to take with her to the hospital. Tell her to 
give it to the health worker there. Write: 

 
# The name and age of the child 
# The date and time of referral 
# Sign detected: fast breathing, chest indrawing or strange sound 
# Treatment that you have given 
# Your name and the name of the municipality 

 
 
4. Give the mother any supplies and instructions needed to care for her child on the 

way to the hospital 
 
# If the hospital is far, give the mother additional supplies of any drug you may be 

using for the case and tell her when to give them during the trip. If you think the 
mother will not actually go to the hospital, give her the full course of treatment, and 
teach her how to give them. 

# Tell the mother how to keep the child warm during the trip. 
# Advise the mother to continue breastfeeding. 
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CHAPTER 7: DIARRHEA 
 
OBJECTIVES    
 
After the session, the participants will be able to:                              
 

• Define diarrhea 
• Recognize signs of dehydration 
• Name ways to prevent dehydration 
• Describe three ways to prevent diarrhea prevention 
• Identify steps to do in referral 

 
CONTENT 
 

• Definition and Assessment of diarrhea 
• Assessment of Dehydration 
• Preparation of Oral Rehydration Solution (ORS) 
• Steps in referral 
• Using the recording form 
 

 
METHODS 
 

• Reflection Session 
• Small Group Discussion 
• Mini-Lectures 
• Lecture-discussion 
• Demonstration and Return-Demonstration 
• Field practicum 
• Exercise with videos and recording form 

 
MATERIALS 
 

• Paper 
• Writing Utensils 
• Packets of ORESOL  

(or country specific ORS) 
• Glasses of water 
• Picture cards 
• Recording form 
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REFLECTION 
 
 
 
 
 
 
 
 
 

1. What do you think are the main causes of diarrhea in your community? 
2. What can be done in a household in this community to prevent diarrhea? 
3. How do you distinguish a mild case of diarrhea from a severe form? (What are the 

signs of dehydration?) 
4. What kind of treatments do you know and/or have used in the past to treat this 

type of infections? 
 
 
DEFINITION 
 
Diarrhea occurs when stools contain more water than normal. It is common in children, 
especially those between 6 months and two years of age Babies who are exclusively 
breastfed often have stools that are soft; this is not diarrhea. The mother of a breastfed 
baby can recognize diarrhea because the consistency or frequency of the stools is 
different than normal. 
 
Mothers usually know when their children have diarrhea.  The mother knows how many 
stools per day the child usually has. If the child has diarrhea, the mother will notice that 
the child will have more stools than usual throughout the day.  There is usually a 
commonly used word for diarrhea.  Use this when asking the mother about her child’s 
stools. 
 
Diarrhea is almost always a result of fecal-oral contamination – that is from people 
getting small amounts of the feces of humans and animals into their mouths.  Diarrhea 
can be prevented by blocking the transmission of the feces to the mouths of the children.  
Proper disposal of all feces, everyone washing their hands properly, and storing water 
correctly are the best ways to prevent diarrhea.  Below is an illustration of how people get 
feces in their mouths through water and food sources. 
 
    WATER 
    (Fluids) 
 
    GROUND 
    (Fields) 
FECES         FOOD   Children (mouths) 

FLIES 
 
HANDS 

Facilitator Instructions 
 
 Divide the participants into small groups. Ask each group to reflect on the following

questions. Then share reflections with group. The facilitator should know how much time
is allotted for each activity / section in order to ensure that there is enough time for all the
activities planned for the day.
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HOW TO RECOGNIZE DIARRHEA AND DEHYDRATION  
 

 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
If caretaker answers no to the question, ‘Does the child have diarrhea?’, you can move to 
the next problem on the child record form.  If the caretaker was unsure or answered YES 
to the question, continue to assess the child 
 

# LOOK: AT THE CHILD’S GENERAL CONDITION 
 
There are two general danger signs that you would like to check when evaluating a child 
with diarrhea, these are: very sleepy or unconscious.  Please refer to chapter 5 on 
General Danger Signs for a review of these two signs. 
 
A child has the sign restless and irritable if the child is restless and irritable all the time 
or every time he is touched or handled. If an infant or child is calm when breastfeeding 
but again restless and irritable when he stops breastfeeding, he has the sign “restless and 
irritable”.  Many children are upset just because they are in the clinic. Usually these 
children can be consoled and calmed. They do not have the sign “restless and irritable”. 
 

# LOOK: FOR SUNKEN EYES 
 
The eyes of a child who is dehydrated may look sunken. Decide if you think the eyes are 
sunken. Then ask the mother if she thinks her child’s eyes look unusual. Her opinion 
helps you confirm that the child’s eyes are sunken. 
 

CHECK FOR DIARRHEA AND DEHYDRATION 
ASK:       

! Does the child have more stools than usual?  
 

If YES, continue with Ask and Look, 
 

ASK: 
! Is there blood in the stool?   
! For how long does the child have diarrhea?  

LOOK: 
! Look at the child’s general condition. Is the child very sleepy or 

unconscious? 
! Offer the child fluid. Is the child: not able to drink or drinking poorly? 

Drinking eagerly, thirsty? 
! Look for sunken eyes 
! Pinch the skin of the abdomen. Does it go back slowly (longer than 2 

d )
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# LOOK: OFFER THE CHILD SOMETHING TO DRINK 
 
Ask the mother to offer the child some water in a cup or spoon. Watch the child drink. 
 
A child is not able to drink if he is not able to take fluid in his mouth and swallow it. 
For example, a child may not be able to drink because he is lethargic or unconscious. Or 
the child may not be able to suck or swallow. 
 
A child is drinking poorly if the child is weak and cannot drink without help.  
 
A child has the sign drinking eagerly, thirsty if it is clear that the child wants to drink. 
Look to see if the child reaches out for the cup or spoon when you offer her water. When 
the water is taken away, see if the child is unhappy because she wants to drink more. 
 

# LOOK: PINCH THE SKIN OF THE ABDOMEN 
 
Ask the mother to place the child on a flat surface, so that the child is flat on his back 
with his arms at his side (not over his head) and his legs straight. Or, ask the mother to 
hold the child so he is lying flat in her lap.   
 
Locate the area on the child’s abdomen halfway between the umbilicus and the side of 
the abdomen. To do the skin pinch, use your thumb and first finger. Do not use your 
fingertips because this will cause pain. Place your hand so that when you pinch the skin, 
the fold of skin will be in a line up and down of the child’s body and not across the 
child’s body. Firmly pick up all of the layers of skin and the tissue under them. Pinch the 
skin for one second and then release it. When you release the skin, look to see if the skin 
pinch goes back: 

- Slowly: the skinfold remains raised for one second or more 
- Immediately: the skinfold goes back immediately 

 
If the skin stays up for even a brief time after you release it, decide that the skin 
pinch goes back slowly. 
 
 
SKILL DEVELOPMENT 
 
 
 
 
 
 
 
 
EVALUATION OF DIARRHEA AND DEHYDRATION:  
 

Exercise with videos 
(FACILITATOR’S INSTRUCTIONS) 
 

1. In this section you will be presented a video, in which you will try to identify 
the child’s general condition, sunken eyes, ability to drink, and skin pinch. 

2. Once you have identified your cases you will write in a piece of paper the 
number of the child and your classification. 
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MANAGEMENT OF RECORDING FORM 
 

 
 
 
 
 
 
 
 
 
 
 
 

PROBLEM LOOK / ASK WHAT TO DO 
If YES to any question, 
child has: 

Diarrhea with severe 
dehydration 

Urgent referral to 
Health Center 

# Advise caretaker to 
give frequent sips of 
ORS on the way 

# Continue breastfeeding 
 

Is the child: 
 
# Sleepy or unconscious?          YES    NO 
 
# Not able to drink or breastfeed? YES    NO 
 
# Sunken eyes?                            YES    NO 
 
# Pinch skin:  skin goes back very 
     slowly (longer than 2 seconds) YES    NO 
 
# Blood in the stool   YES NO  

If NO to all questions,  
Continue to 

assess for diarrhea 
 

If YES to both questions, 
child has: 
Diarrhea with dehydration 
Refer to Health Center 

 

Assess for 
Diarrhea: 
 
Ask Mother: 
Does child have 
more stools (use 
local word) than 
usual?  
 
 
If YES, 
Start Assessment 
In This Box 

 
Is the child: 
 
# Irritable or restless               YES    NO 
 
                  AND / OR 
 
# Drinks eagerly, thirsty             YES    NO 

If NO to one or both 
questions, child has: 

Diarrhea with 
no signs of dehydration 

See Guidelines for 
Home Care 

 

Exercise with recording form 
(FACILITATOR’S INSTRUCTIONS) 
 

1. During this exercise you will receive and learn to use the “Child Health Recording 
Form” Below this box is an illustration of the diarrheal section on this form. 

2. Ask a fellow Community Health Worker to pair with you 
3. Go out into the community and visit three houses each, where a child under two 

years of age is present 
Ask the mother for permission to evaluate the child’s general condition, sunken eyes, and 
ability to drink, and skin pinch. 
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WHAT TO DO AFTER EVALUATION:  
DEFINE WHAT TO DO AND HOW TO DO A REFERRAL 
 
Refer Urgently to Health Center if the child has any of the following signs:   

• very sleepy 
• unconscious 
• not able to drink 
• has sunken eyes;  
• when you pinch the skin of the abdomen, the skin goes back 

slowly;  
• has blood in the stool 

 
Refer to Health Center if child has either of the following signs: 

• irritable or restless 
• drinks eagerly; thirsty child 

 
 
Home Care can be given to child if the child does NOT have any of the above listed 
signs.  Give the mother good advice about good home care. Chapter 15 has 
information on homecare for child with diarrhea. CHW should work with the 
household on prevention of diarrhea through improvement of three key household 
hygiene behaviors.  The CHW shall observe the household, ask questions and then 
discuss with and show the household how diarrhea can be prevented.  Chapter 15 
also gives procedures on assessment and counseling of households for key hygiene 
behaviors promoting prevention of diarrhea. 
 
 
                                                                                                                                                                              
 
 
 
 
 
                                                                                                                                                              
 
 
 
 
 
 
 
 
 
 

3 F procedure: 
 

1. Fluids: Give the child more fluids than usual to prevent dehydration  
2. Feeding: Continue to feed the child, to prevent malnutrition 
3. Fast referral: Take the child to a health worker if there are signs of 

dehydration or other problems                                                                           
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REFER THE CHILD 
 
Do the following four steps to refer a child to hospital: 
 
1. Explain to the mother or caretaker the need for referral, and get her agreement 

to take the child. If you suspect that she does not want to take the child, find out 
why. 

 
Possible reasons are: 
 
# She thinks that hospitals are places where people often die, and she fears that her 

child will die there too. 
# She does not think that the hospital will help her child. 
# She cannot leave home and tend to her child during a hospital stay because there is no 

one to take care of her other children, or she is needed for farming, or she may lose a 
job. 

# She does not have money to pay for transportation, hospital bills, medicines, or food 
for herself during the hospital stay. 
 
 

2. Calm the mother’s fears and help her resolve any problem. For example: 
 
# If the mother fears that her child will die at the hospital, reassure her that the hospital 

has physicians, supplies, and equipment that can help cure her child. 
# Explain what will happen at the hospital and how that will help her child. 
# If the mother needs help at home while she is at the hospital, ask questions and make 

suggestions about who could help. For example, ask whether her husband, sister or 
mother could help with the other children or with meals while she is away. 

# Discuss with the mother how she can travel to the hospital. Help arrange 
transportation if necessary. 

# You may not be able to help the mother solve her problems and be sure that she goes 
to the hospital. However, it is important to do everything you can to help. 

 
 
3. Write a referral note for the mother to take with her to the hospital. Tell her to   
    give it to the health worker there. Write: 
 
# The name and age of the child 
# The date and time of referral 
# Sign detected: child’s general condition, sunken eyes, ability to drink, skin pinch 
# Treatment that you have given (related to first aid for diarrhea cases) 
# Your name and the name of the municipality 
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4.  Give the mother any supplies and instructions needed to care for her child on the 
way to the hospital 

 
# If the hospital is far, give the mother additional supplies of any drug you may be 

using for the case and tell her when to give them during the trip. If you think the 
mother will not actually go to the hospital, give her the full course of treatment, and 
teach her how to give them. 

# Tell the mother how to keep the child warm during the trip. 
# Advise the mother to continue and increase breastfeeding. 
# Provide the mother with Oral Rehydration Solution  
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Option 1 for Chapter 8: High Malarial Region 
 
 
 
CHAPTER 8: 
MALARIA (HIGH TRANSMISSION REGION) 
 
 
 
OBJECTIVES   
 
At the end of the session, the participants will be able to:  
  

• Describe the symptoms of malaria 
• Explain the importance of assessing fast breathing 
• Fill-in the recording form correctly 
• Demonstrate skills in referring sick child to the hospital. 

 
 
CONTENT 

• Signs and symptoms of malaria and malaria with pneumonia 
• Using the Record Form 
• Management of referral of child  

 
 
METHODS 
 

• Reflection Session 
• Mini-lecture 
• Field practicum 
• Video exercise  
• Practice exercise through recording form   
• Lecture-discussion   

 
 
MATERIALS 
 

• Papers 
• Writing Utensils 
• Recording form 
• Referral form 
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REFLECTION 
 
 
 
 
 
 
 
 
 
1. How do you recognize a child with malaria?  What are the signs? 
2. How do you recognize a child with a grave case of malaria? What are the signs? 
3. How do you recognize a child with malaria and pneumonia?  What are the signs? 
4. What kinds of treatments do you know and/or have used in the past to treat a child with   
    malaria? A child with malaria and pneumonia? 
5.  How do you prevent malaria in your community? 
 
 
DEFINITION 
 
Malaria is a parasite that infects the red blood cells of a person.  The parasite is 
transmitted by the bite of a mosquito.  If a mosquito carrying the parasite that causes 
malaria bites a person, the person will develop the disease. This person now has malaria. 
 
Fever alone is considered sufficient to make a diagnosis of malaria in those localities with 
high risk of transmission. Other common symptoms of malaria include chills, headache, 
nausea, vomiting, yellow eyes, dark urine and excessive sweating.    
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
If there is an answer of YES to any of the questions, the child has a fever.  If you are in 
an area where malaria is common, fever is enough information to diagnose the child with 
malaria. 

CHECK FOR MALARIA 

ASK: 
! Has the child felt hot in the last three days? 
 

LOOK: 
! Does the child have an axillary temperature 37.5 C or higher?  OR 
! Does the child feel hot now? 

Facilitator Instructions 
 
 Divide the participants into small groups. Ask each group to reflect on the following

questions. Then share reflections with group. The facilitator should know how much time 
is allotted for each activity / section in order to ensure that there is enough time for all the
activities planned for the day.
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HOW TO RECOGNIZE MALARIA 
 

# LOOK: AXILLARY TEMPERATURE 
 
Put thermometer under the arm as close to the shoulder as possible of the child.  Put the 
arm down to the child’s side.  Be sure that the skin of the child is touching the 
thermometer and it is not touching the clothing.  Wait three minutes or count to 210.  
Read thermometer.  If temperature is 37.5 C or higher, the child has a fever. 
 

# LOOK:  FEELS HOT 
 

A thermometer is the best way to measure body temperature of a child.  If no 
thermometer is available, feel child’s forehead with palm of hand.  If forehead is 
noticeably hot, child has a fever.  If you are unsure whether or not the child is hot, ask the 
mother if the child is hot.  If mother states that child is hot, child has a fever. 
 
 
HOW TO RECOGNIZE MALARIA & PNEUMONIA 
 
 
 
 
 
 
 
 
 
 
 
If a child has a cough with fast breathing in addition to the fever, child may also have 
pneumonia.    
 

# LOOK: COUGH WITH FAST BREATHING 
 
If child has a cough, count how many breaths the child has in one minute.  This will 
determine if the child is breathing faster than normal.   
 
Breathing fast for a child, 2 to 12 months old, is 50 or more breaths per minute.  
Breathing fast for a child, 13 months to five years old, is 40 or more breaths per minute.   
See section of manual on pneumonia for more information. 
 
BE CAREFUL! 
The type of antimalarial treatment differs for malaria with pneumonia verses malaria 
without pneumonia. 

CHECK FOR PNEUMONIA 

If child presents with malaria, then 
 
 
LOOK:  

! Does child have a cough with fast breathing?                       YES NO 
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SKILL DEVELOPMENT 
 
 
 

 
 
 
 
 
 
 
 
EVALUATION OF MALARIA OF RECORDING FORM 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

    Exercise with recording form 
(FACILITATOR’S INSTRUCTIONS) 
 

1. During this exercise you will receive and learn to use the “Child Health Recording
Form”.  Below is an illustration of the ‘Fever / High Malarial Region’ section of this
form. 

2. Ask another person to pair with you 
3. Go out into the community and visit three houses each, where a child under two years of

age is present 
4. Ask the mother for permission to evaluate the child for child’s general condition,

temperature, and absence of other obvious infections.       
 

Exercise with videos 
(FACILITATOR’S INSTRUCTIONS) 
 

1.  In this section you will be presented a video, in which you will try to identify the
child’s temperature by thermometer and touch.  

2. After determining that the child has a fever, you will identify if the child has a cough
with fast breathing. 

3. Once you have identified your cases you will write in a piece of paper the number of the
child and your classification. 
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PROBLEM LOOK / ASK WHAT TO DO 
 
Check for a 
Fever 

# If thermometer is available, take 
temperature under the arm of the child.  
                        ________ C 
 

# Temperature is 37.5 C or higher? YES    NO 
OR 

# If no thermometer is available,  
      does child feel hot?                YES    NO 

OR 
# Felt hot in the last three days?    YES    NO 

If YES to any question, 
 
Further Assess:  Diagnosis 
is dependent on whether or 
not malaria is present 
where you are.  If fever is 
present, choose the region 
that you are in for further 
assessment:  
# HIGH malaria region 
# LOW malaria region 

HIGH  
Malarial Region: 
Does child have a 
fever? 
 
If YES 

Child has Malaria (no further assessment needed to 
diagnose malaria): 
 
*Note: Be sure to assess for pneumonia before 
treatment is given; antimalarial treatment differs 
depending on presence or absence of pneumonia.   
For guidance on assessing pneumonia, see section: 
‘Cough or Fast Breathing’ 

If child has a fever,  
child has: 

Malaria 
Refer to Health Center 
# Give first dose of 
 antimalarial medication 
# Give Paracetamol if  

fever is 38.5C or above 
(See *Note  

in previous box) 
 
 
 
WHAT TO DO AFTER EVALUATION:  
DEFINE WHAT TO DO AND HOW TO DO A REFERRAL 
 
If child has malaria with cough and fast breathing, child will be given 
cotrimoxazole.  This child has a severe problem. There must be no delays in his or 
her treatment. The child needs to be REFERRED immediately to the nearest clinic 
or hospital. 
 
If child has malaria without cough with fast breathing, child will be given first dose 
of antimalarial medication.  Child needs to be REFERRED to nearest health facility. 
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REFER THE CHILD 
 
Do the following four steps to refer a child to hospital: 
 
1.  Explain to the mother or caretaker the need for referral, and get her agreement 

to take the child. If you suspect that she does not want to take the child, find out 
why. 

 
Possible reasons are: 
 
# She thinks that hospitals are places where people often die, and she fears that her 

child will die there too. 
# She does not think that the hospital will help her child. 
# She cannot leave home and tend to her child during a hospital stay because there is 

no one to take care of her other children, or she is needed for farming, or she may 
lose a job. 

# She does not have money to pay for transportation, hospital bills, medicines, or 
food for herself during the hospital stay. 

 
 

2. Calm the mother’s fears and help her resolve any problem. For example: 
 
# If the mother fears that her child will die at the hospital, reassure her that the 

hospital has physicians, supplies, and equipment that can help cure her child. 
# Explain what will happen at the hospital and how that will help her child. 
# If the mother needs help at home while she is at the hospital, ask questions and 

make suggestions about who could help. For example, ask whether her husband, 
sister or mother could help with the other children or with meals while she is away. 

# Discuss with the mother how she can travel to the hospital. Help arrange 
transportation if necessary. 

# You may not be able to help the mother solve her problems and be sure that she 
goes to the hospital. However, it is important to do everything you can to help. 

 
 
3.  Write a referral note for the mother to take with her to the hospital. Tell her to 

give it to the health worker there. Write: 
 
# The name and age of the child 
# The date and time of referral 
# Signs detected: temperature 38.5 C or higher, hot to the touch, or history of fevers; 

presence of cough; if cough is present, record number of breaths per minute   
# Treatment that you have given  
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# Your name and the name of the municipality 
 
 

4.  Give the mother any supplies and instructions needed to care for her child on the 
way to the hospital 

 
# If the hospital is far, give the mother additional supplies of any drug you may be 

using for the case and tell her when to give them during the trip. If you think the 
mother will not actually go to the hospital, give her the full course of treatment, and 
teach her how to give them. 

# Tell the mother how to keep the child warm during the trip. 
# Give first dose of antimalarial medication.  Please consult national guidelines for       

treatment of malaria plus pneumonia. 
# Give Paracetamol if temperature is 38.5 C or higher 
# Advise mother to continue breastfeeding 
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Option 2 for Chapter 8:  Low Malarial Region 
 
 
 
CHAPTER 8:  
MALARIA (LOW TRANSMISSION REGION) 
 
 
OBJECTIVES   
 
At the end of the session, the participants will be able to:  
  

• Assess fever in a child 
• Rule out other signs of infection; explain why this is important. 
• To use or fill-in the recording form correctly 
• Demonstrate skills in referring sick child to the hospital. 

 
 
CONTENT 

• Signs and symptoms of malaria  
• Assess the absence of other infections 
• Using the Record Form 
• Management of referral of child  

 
 
METHODS 
 

• Reflection Session 
• Mini-lecture 
• Field practicum 
• Video exercise  
• Practice exercise through recording form   
• Lecture-discussion   

 
 
MATERIALS 
 

• Paper 
• Writing Utensils 
• Recording form 
• Referral form 
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REFLECTION 
 
 
 
 
 
 
 
 
 

1. How do you recognize a child with malaria? 
2. How do you recognize a child with a grave case of malaria?  What are the signs? 
3. How do you differentiate between malaria and other infections? 
4. What kinds of treatments do you know and/or have used in the past to treat a child 

with malaria?  A child with malaria and pneumonia? 
5. How do you prevent malaria in your community? 

 
 
DEFINITION 
 
Malaria is caused by a parasite that infects the red blood cells of a person.  The parasite is 
transmitted by the bite of a mosquito.  If a mosquito carrying the parasite that causes 
malaria bites a person, the person will develop the disease.  This person now has malaria. 
 
Fever alone is considered sufficient to make a diagnosis of malaria in those localities with 
high risk of transmission.  Other common symptoms of malaria include chills, headache, 
nausea, vomiting, yellow eyes, dark urine, and excessive sweating. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

CHECK FOR MALARIA 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

ASK: 
! Has the child felt hot in the last three days? 
 

LOOK: 
! Does the child have an axillary temperature 37.5 C or higher?  

OR 
! Does the child feel hot now? 

 
If YES to any of the above questions, then 
 
LOOK: 

! NO SIGNS OF:  
      Ear Infection, Runny Nose, Measles, Coughing, 
      Any Danger Sign, OR Other Obvious Infection 

 

Facilitator Instructions 
 
 Divide the participants into small groups. Ask each group to reflect on the following 

questions. Then share reflections with group. The facilitator should know how much time
is allotted for each activity / section in order to ensure that there is enough time for all the
activities planned for the day.
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HOW TO RECOGNIZE MALARIA 
 

# LOOK: AXILLARY TEMPERATURE 
 
Put thermometer under the arm as close to the shoulder as possible of the child.  Put the 
arm down to the child’s side.  Be sure that the skin of the child is touching the 
thermometer and it is not the clothing.  Wait three minutes or count to 210.  Read 
thermometer.  If temperature is 37.5 C or higher, the child has a fever. 
 

# LOOK:  FEELS HOT 
  
A thermometer is the best way to measure body temperature of a child.  If no 
thermometer is available, feel child’s forehead with palm of hand.  If forehead is 
noticeably hot, child has a fever.  If you are unsure whether or not the child is hot, ask the 
mother if the child is hot.  If mother states that child is hot, child has a fever. 
 

# LOOK: FOR OTHER INFECTIONS 
 
If your area (i.e. village) only has a few cases of children with malaria, fever is more 
likely to be a symptom from another infection. Therefore, if child has fever, it is 
necessary to rule out other signs of infection before diagnosing the child with malaria. It 
may therefore save time if the health care worker assesses the child for all other diseases 
before assessing for malaria.  
 
The signs of infections include stiff neck, ear infection, runny nose, measles, coughing, 
any danger sign, or any other obvious infection.  Refer to other sections of manual for 
specific information on diagnosis of the most common infections.   
 
If child does not have any signs of other infections, child is diagnosed with malaria. 
 
 
SKILL DEVELOPMENT 
 
 
 
 
 
 
 
 
 
 
 

Exercise with videos 
(FACILITATOR’S INSTRUCTIONS) 
 

1. In this section you will be presented a video, in which you will try to identify the
child’s temperature by thermometer and touch.  

2. After determining that the child has a fever, you will identify if the child has
malaria or another type of infection. 

3. Once you have identified your cases you will write in a piece of paper the
number of the child and your classification.  
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EVALUATION OF MALARIA OF RECORDING FORM 
 
 
           
 
 
 
 
 
 
 
 
 
 
 
 
 

PROBLEM LOOK / ASK WHAT TO DO 
 
 
Check for a 
Fever 

 
# If thermometer is available, take 

temperature under the arm of the child.  
                        ________ C 
 

# Temperature is 37.5 C or higher? YES    NO 
OR 

# If no thermometer is available,  
      does child feel hot?                YES    NO 

OR 
# Felt hot in the last three days?    YES    NO 

If YES to any question, 
 
Further Assess:  Diagnosis 
is dependent on whether or 
not malaria is present 
where you are.  If fever is 
present, choose the region 
that you are in for further 
assessment:  
# HIGH malaria region 
# LOW malaria region 
 
If NO to all questions, 
child has  

Malaria 
Referral to Health Center
# Give first dose of  
   antimalarial medication 
• Give Paracetamol if 

fever is 38.5C or above 
 

 
LOW  
Malarial Region: 
 
Does child have a 
fever? 
 
If YES 
 

 
Are there are signs of: 
# Ear Infection?   YES    NO 
# Runny Nose?                               YES    NO 
# Cough?                                        YES    NO 
# Measles?                                      YES    NO 
# Danger Signs?                              YES    NO 
# Any obvious infections?              YES    NO 

If YES to any question, 
Not Malaria 

Continue assessment with 
NO malaria region 

 
 

Exercise with recording form 
(FACILITATOR’S INSTRUCTIONS) 
 

1. During this exercise you will receive and learn to use the “Child Health Recording
Form”  Please refer to the illustration below on the ‘Low Malarial Region’ section of
this form. 

2. Ask another person to pair with you 
3. Go out into the community and visit three houses each, where a child under two years of

age is present 
4. Ask the mother for permission to evaluate the child for child’s general condition, 

temperature, and absence of other obvious infections. These include the absence of an 
ear infection, runny nose, cough, measles, danger signs or other obvious infections. 
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WHAT TO DO AFTER EVALUATION:  
DEFINE WHAT TO DO AND HOW TO DO A REFERRAL 
 
If child has fever with no other signs of infection, give first dose of antimalarial 
medication. REFER CHILD TO A HEALTH FACILITY.                                                                            
 
 
REFER THE CHILD 
 
Do the following four steps to refer a child to hospital: 
 
1.  Explain to the mother or caretaker the need for referral, and get her agreement 

to take the child. If you suspect that she does not want to take the child, find out 
why. 

 
Possible reasons are: 
 
# She thinks that hospitals are places where people often die, and she fears that her 

child will die there too. 
# She does not think that the hospital will help her child. 
# She cannot leave home and tend to her child during a hospital stay because there is 

no one to take care of her other children, or she is needed for farming, or she may 
lose a job. 

# She does not have money to pay for transportation, hospital bills, medicines, or 
food for herself during the hospital stay. 

 
 
2. Calm the mother’s fears and help her resolve any problem. For example: 

 
# If the mother fears that her child will die at the hospital, reassure her that the 

hospital has physicians, supplies, and equipment that can help cure her child. 
# Explain what will happen at the hospital and how that will help her child. 
# If the mother needs help at home while she is at the hospital, ask questions and 

make suggestions about who could help. For example, ask whether her husband, 
sister or mother could help with the other children or with meals while she is away. 

# Discuss with the mother how she can travel to the hospital. Help arrange 
transportation if necessary. 

# You may not be able to help the mother solve her problems and be sure that she 
goes to the hospital. However, it is important to do everything you can to help. 
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3.  Write a referral note for the mother to take with her to the hospital. Tell her to 
give it to the health worker there. Write: 

 
# The name and age of the child 
# The date and time of referral 
# Sign detected: temperature 38.5 C or higher, hot to the touch, or history of fevers; 

record the absence of signs of other infections  
# Treatment that you have given 
# Your name and the name of the municipality 

 
 

4.  Give the mother any supplies and instructions needed to care for her child on the 
way to the hospital 

 
# If the hospital is far, give the mother additional supplies of any drug you may be 

using for the case and tell her when to give them during the trip. If you think the 
mother will not actually go to the hospital, give her the full course of treatment, 
and teach her how to give them. 

# Tell the mother how to keep the child warm during the trip. 
# Give first dose of antimalarial medication 
# Give Paracetamol if temperature is 38.5 C or higher 
# Advise mother to continue breastfeeding 
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CHAPTER 9:  
FEVER  (Assumption: NO MALARIA) 
 
OBJECTIVES   
 
At the end of the session, the participants will be able to:  
  

• Assess fever in a child 
• Distinguish complicated from uncomplicated fever 
• Assess for measles 
• To use or fill-in the recording form correctly 
• Demonstrate skills in reference on sick child to the hospital. 

 
 
CONTENT 

• Signs and symptoms of a fever and measles 
• Using the Record Form 
• Management of referral of child  

 
 
METHODS 

• Reflection Session 
• Mini-lecture 
• Field practicum 
• Video exercise  
• Practice exercise through recording form   
• Lecture-discussion   

 
 
MATERIALS 
 

• Paper 
• Writing Utensils 
• Recording form 
• Referral form 
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REFLECTION 
 
 
 
 
 
 
 
 
 

1. What do you think the significance is when a child has hot body or fever? 
2. What do you think are the main causes of hot body or fever among children under 

5 years old in your community? 
3. How do you recognize measles (native name) in children? 
4. What do you do when a child has hot body or fever in your house? 
5. When do you think a child with hot body or fever needs to be treated at the clinic? 

 
 
DEFINITION 
 
Fever is defined as a body temperature at 37.5 C or higher.  If a thermometer is not 
available to take the temperature, the child is defined as having a fever if they are hot to 
the touch.  If fever is not present, but the mother states that the child has been hot in the 
last three days, the child has a history of fever.  Fever taken by thermometer, touch, or 
mother’s recall is defined as fever.  Fever is present when a child is suffering from a 
disease.  The disease causing hot body or fever can be mild or grave. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
If YES is answered to any of the above questions, the child has a fever.  Additional 
assessment is needed to decide if child has complicated verses uncomplicated fever or 
measles. 
 

CHECK FOR FEVER 

ASK: 
! Has the child felt hot in the last three days? 
 

LOOK: 
! Does the child have an auxiliary temperature 37.5 C or higher?  

OR 
! Does the child feel hot now? 

 

Facilitator Instructions 
 
 Divide the participants into small groups. Ask each group to reflect on the following

questions. Then share reflections with group. The facilitator should know how much time
is allotted for each activity / section in order to ensure that there is enough time for all the
activities planned for the day.
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HOW TO RECOGNIZE FEVER 
 

# LOOK: AXILLARY TEMPERATURE 
 
Put thermometer under the arm as close to the shoulder as possible of the child.  Put the 
arm down to the child’s side.  Be sure that the skin of the child is touching the 
thermometer and it is not the clothing.  Wait three minutes.  Read thermometer.  If 
temperature is 37.5 C or higher, the child has a fever. 
 

# LOOK: FEELS HOT 
  
A thermometer is the best way to measure body temperature of a child.  If no 
thermometer is available, feel child’s forehead with palm of hand.  If forehead is 
noticeably hot, child has a fever.  If you are unsure whether or not the child is hot, ask the 
mother if the child is hot.  If mother states that child is hot, child has a fever. 
 
If child has a fever, assess child for complicated fever and measles: 
 
   
 
 
 
 
 
 
 
 
 
 
If child has fever present for 7 days or more, child has complicated fever. 
 
 
 
 
 
 
 
 
 
 
 
 
If child has fever with generalized rash and either cough, runny nose or red eyes, then the 
child has measles. 
 
 
 

COMPLICATED FEVER 

ASK: 
! How long has child had a fever?                                    _____ Days 
! If more than 7 days,   

has fever been present each day?                                    YES    NO 

MEASLES 

LOOK: 
! Does child have generalized rash with 

one of the following: cough, runny nose or red eyes?          YES    NO 



 65

SKILL DEVELOPMENT 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
EVALUATION OF MALARIA OF RECORDING FORM 
 
           
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Exercise with videos 
(FACILITATOR’S INSTRUCTIONS) 
 

1. In this section you will be presented a video, in which you will try to identify the 
child’s temperature by thermometer, touch, and mothers recall.  

2. After determining that the child has a fever, you will further assess the child for 
the duration of the fever and measles. 

3. Once you have identified your cases you will write in a piece of paper the 
number of the child and your classification.  

Exercise with recording form 
(FACILITATOR’S INSTRUCTIONS) 
 

1. During this exercise you will receive and learn to use the “Child Health Recording 
Form”  Please refer to the next page for an illustration of the ‘No Malaria Region or 
Fever’ section of this form. 

2. Ask another person to pair with you 
3. Go out into the community and visit three houses each, where a child under two years of 

age is present 
4. Ask the mother for permission to evaluate the child for child’s temperature, skin, face, 



 66

PROBLEM LOOK / ASK WHAT TO DO 
If YES, child has: 

Complicated Fever 
Urgent Referral  
to Health Center 

• Give small amounts of 
liquids frequently (extra 
fluids) 

• Continue Breast Feeding 
• Give Paracentamol if 

temperature is 38.5C or 
above. 

 
 
 
• For how long?                               ______ days 
 
• If more than 7 days,  
     has fever been present  
     each day?                      YES    NO 

If NO,  
continue to assess child for 
malaria by moving to the next 
‘LOOK/ASK’ box. 
 

 
• Generalized Rash  

AND one of the following: 
      cough, runny nose,  red eyes        YES    NO 

If YES, child has: 
Measles 

Urgent Referral to  
Health Center 

• Give Vitamin A 
• Give small amounts of 

liquid frequently OR 
continue breastfeeding 

• Give Paracetamol if 
temperature is 38.5C or 
higher 

NO THREAT 
OF MALARIA 
 
FEVER 
(assumption that 
there is no 
malaria) 
 
Does child have a 
fever? 
 
If YES, 
Start Assessment 
Here 

 
 
NO SIGNS OF: 

• Fever more than 7 days 
• No Generalized Rash 

            with cough, runny nose or red eyes 

If NO signs are present,  
child has: 

Uncomplicated Fever 
Refer to Outpatient  

Health Care 
• Give small amounts of 

liquid frequently 
• Continue Breastfeeding 
• Keep child in well 

ventilated room 
• Give sponge bath to lower 

temperature 
• Follow-up in 24 hours 
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WHAT TO DO AFTER EVALUATION:  
DEFINE WHAT TO DO AND HOW TO DO A REFERRAL 
 
COMPLICATED FEVER 
If child has fever present for 7 days or more, the child has complicated fever.  
URGENT REFERRAL TO HEALTH CENTER 
 
UNCOMPLICATED FEVER 
If child has fever, but answered NO to questions for complicated fever and measles, 
child has uncomplicated fever.  REFER TO HEALTH CENTER 
 
MEASLES 
If child has fever with generalized rash with either a cough, runny nose, or red eyes, 
this child has measles.  Give Vitamin A.  URGENT REFERRAL TO HEALTH 
CENTER. 
 
 
REFER THE CHILD 
 
Do the following four steps to refer a child to hospital: 
 
1.  Explain to the mother or caretaker the need for referral, and get her agreement 

to take the child. If you suspect that she does not want to take the child, find out 
why. 

 
Possible reasons are: 
 
# She thinks that hospitals are places where people often die, and she fears that her 

child will die there too. 
# She does not think that the hospital will help her child. 
# She cannot leave home and tend to her child during a hospital stay because there is 

no one to take care of her other children, or she is needed for farming, or she may 
lose a job. 

# She does not have money to pay for transportation, hospital bills, medicines, or 
food for herself during the hospital stay. 

 
 

2. Calm the mother’s fears and help her resolve any problem. For example: 
 
# If the mother fears that her child will die at the hospital, reassure her that the 

hospital has physicians, supplies, and equipment that can help cure her child. 
# Explain what will happen at the hospital and how that will help her child. 
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# If the mother needs help at home while she is at the hospital, ask questions and 
make suggestions about who could help. For example, ask whether her husband, 
sister or mother could help with the other children or with meals while she is away. 

# Discuss with the mother how she can travel to the hospital. Help arrange 
transportation if necessary. 

# You may not be able to help the mother solve her problems and be sure that she 
goes to the hospital. However, it is important to do everything you can to help. 

 
 
3.  Write a referral note for the mother to take with her to the hospital. Tell her to 

give it to the health worker there. Write: 
 
# The name and age of the child 
# The date and time of referral 
# Signs detected: temperature 38.5 C or higher, hot to the touch, or history of fevers; 

length of fever; rash with cough, runny nose, or red eyes 
# Treatment that you have given  
# Your name and the name of the municipality 

 
 
4.  Give the mother any supplies and instructions needed to care for her child on the 

way to the hospital 
 
# If the hospital is far, give the mother additional supplies of any drug you may be 

using for the case and tell her when to give them during the trip. If you think the 
mother will not actually go to the hospital, give her the full course of treatment, and 
teach her how to give them. 

# Tell the mother how to keep the child warm during the trip. 
# Give paracetamol if temperature is 38.5 C or higher 
# Give Vitamin A if child has generalized rash with cough, runny nose, or measles. 
# Advise mother to continue breastfeeding 
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CHAPTER 10: EAR INFECTIONS 
 
 
OBJECTIVES   
 
At the end of the session, the participants will be able to:  
  

• Describe the symptoms of an ear infection 
• Explain the differences between an acute and chronic ear infections 
• Describe the symptom, ‘tender swelling’ for the diagnosis of mastoiditis 
• Demonstrate skills in using the recording form 
• Demonstrate skills in referring of child to the hospital. 

 
 
CONTENT 
 

• Signs and symptoms of ear infections 
• Differences between acute ear infection, chronic ear infection,  

and mastoiditis 
• Using the Record Form 
• Management of referral of child  

 
 
METHODS 
 

• Reflection Session 
• Mini-lecture 
• Field practicum 
• Video exercise  
• Practice exercise through recording form   
• Lecture-discussion   

 
 
MATERIALS 
 

• Paper 
• Writing Utensils 
• Recording form 
• Referral form 
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REFLECTION 
 
 
 
 
 
 
 
 
 
1. How do you recognize a child with an ear infection? What are the signs? 
2. How do you distinguish between a chronic and an acute ear infection? 
3. What do you do when a child has an ear infection in your house? 
4. When do you think a child with an ear infection needs to be treated at a clinic? 
5. How do you lower the chance of a child getting an ear infection?  
 
 
DEFINITION 
 
Ear infections in children are often started by a bacterial infection in the nose and throat 
(upper respiratory system).  Many times, the infection travels from there to the ear. Once 
the infection is located at the ear, thick liquids (pus) collect inside the ear causing 
inflammation leading to pain and often fever.  Inflammation means that the skin of the 
ear is puffy, red, and irritated. 
 
If the child is not treated, the eardrum may break open leaving a hole in the ear. This 
allows for pus to leave the ear relieving the child of pain.  Due to the hole in the eardrum, 
the child may suffer from hearing loss.  The eardrum may either heal by itself or continue 
to produce pus.  If the pus continues to be present, the child may become deaf in that ear. 
 
In rare cases, the infection can spread from the eardrum to the bone behind the ear.  This 
bone is called the mastoid bone. This causes a severe infection called mastoiditis. 
  
 
 
 
 
 
 
 
 
 
 
 
If there is an answer of YES to any of the questions, the child has an ear infection.  It is 
now necessary to distinguish if the child has an acute ear infection, chronic ear infection  

CHECK FOR EAR INFECTION 

ASK MOTHER:   
Does child have an ear problem? 

If No, skip ear infections 
If Yes, continue to assess 

ASK: 
! Is there ear pain? 
! Does the child rub his ear frequently? 

LOOK: 
! Is the child irritable and rubbing an ear(s)? 
! Is there liquid in the ear? 

Facilitator Instructions 
 
 Divide the participants into small groups. Ask each group to reflect on the following

questions. Then share reflections with group. The facilitator should know how much time
is allotted for each activity / section in order to ensure that there is enough time for all the
activities planned for the day. 
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HOW TO RECOGNIZE AN EAR INFECTION 
 

# ASK: EAR PAIN? CHILD BEEN RUBBING EAR(S)? 
 
It is difficult to assess a child who can’t verbalize what they are feeling.  It is necessary to 
ask the mother if the child has had any changes in his/her behavior. Ask the mother if the 
child has been showing signs of having ear pain.  These include increased irritability and 
excessively rubbing an ear(s). 
 

# LOOK: UNHAPPY CHILD RUBBING EAR(S) 
 
Watch the child throughout the visit to see if child shows any signs of ear pain.  These 
include an unhappy child and rubbing of his/her ear(s). 
 

# LOOK:  LIQUID PRESENT IN EAR 
  
Move child to an area where there is adequate light shining on one of the child’s ears.  
Look into the ear and observe for any fluid. If the fluid is thick and not clear, it is pus. 
The child has an ear infection.  If it is clear like water, ask if the child has been in water. 
If the child has not been near any water, the child has an ear infection.  Check both ears. 
 
 
HOW TO RECOGNIZE A CHRONIC EAR INFECTION 
 
 
 
 
 
 
 
 
 

CHECK FOR A CHRONIC EAR INFECTION 

ASK: 
! How long has liquid been in the child’s ear? 
 
! Has it been longer than 2 weeks? 
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# ASK: HOW LONG HAS LIQUID BEEN IN EAR? 
 
If child is old enough to talk, ask both the mother and the child how long the liquid has 
been in the ear. If the child and/or mother are having difficulty remembering when it 
started since it was a long time ago, find a way to easily measure two weeks.  An 
example: If there is market day once a week, ask if there was fluid present in the ear more 
than two market days ago.  If the liquid was present for 2 weeks or longer, the child has a 
chronic ear infection. If the liquid was present less than 2 weeks, the child has an acute 
ear infection. 
 
HOW TO RECOGNIZE MASTOIDITIS 
 
 
 
 
 
 
 

# FEEL: TENDER SWELLING BEHIND EARS 
 
At the same time, put each hand gently behind each ear lobe on the child’s head.  
Compare if there are any differences between the two sides.  If the head feels more 
elevated than the other, there may be swelling behind the elevated ear.  Observe if the 
child feels pain as you touch behind his/her ears.  
 
It is necessary to have both swelling and tenderness on the same side. If the child has 
swelling and pain behind the same ear during this procedure, the child has mastoiditis.  If 
the child does not have swelling or pain on the same side, the child does not have 
mastoiditis. 
 
 
SKILL DEVELOPMENT 
 
 
 
 
 
 
 
 
 
 
 

Exercise with videos 
(FACILITATOR’S INSTRUCTIONS) 
 

1. In this section you will be presented a video, in which you will try to identify if the child 
has an ear infection. 

2. Determine if the child has pain and/or pus in the ear; length of time that pus has been 
present; tender swelling behind either of the ears 

3. Once you have identified your cases you will write in a piece of paper the number of the 
child and your classification.  

CHECK FOR MASTOIDITIS 

FEEL: 
! Is tender swelling present behind the ear?
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EVALUATION OF EAR INFECTION  
OF RECORDING FORM 
 
           
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Exercise with recording form 
(FACILITATOR’S MANUAL) 
 

1. During this exercise you will receive and learn to use the “Child Health Recording Form”.  
See Illustration on the Next Page for ‘Ear Infection’ section of this form. 

2. Ask another person to pair with you 
3. Go out into the community and visit three houses each, where a child under five years of age 

is present 
4. Ask the mother for permission to evaluate the child for pain and/or pus in the ear; if pus is 

found, length of time that pus has been present, and presence of tender swelling behind 
either of the ears 
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PROBLEM LOOK / ASK WHAT TO DO 

If YES to any question, 
Child has Ear Infection. 

Continue to assess 
further for ear infections 

Ask mother: Does 
child have ear 
problem? 
If YES 
 
If NO, go to 
‘Assess for 
Malnutrition’ 

# Is there ear pain      YES    NO 
OR 

# Does child rub ear frequently?  YES    NO 
OR 

# Is there liquid in either ear? YES    NO If NO, go to new section 
on this form (skip ear 
infection sections) 

If YES, then child has 
Chronic Ear Infection 
Refer to Outpatient 

 Health Center 
# Dry ear by wicking 
# Teach mother to 

continue dry ear by 
wicking 

# If child has pain, give 1 
dose of paracetamol 

 
# How long has liquid 

been in ear?                               _______ days 
 
# Has it been more  

than 2 weeks?   YES    NO 

If NO, child doesn’t have a 
chronic ear infection, 

Continue to assess 
for ear infection 

If YES, then child has 
Mastoiditis 

Urgent Referral to  
Health Center 

# Give first dose of 
appropriate antibiotic 

# If child has pain, give 1 
dose of paracetamol 

 

 
 
# Is there tender swelling  

around the ear? (mastoiditis) YES    NO 

If NO,  
Continue to assess for 
‘acute’ ear infection 

 
If Child has Ear 
Problem 
 
 
 
Start Assessment 
Here 

 
 
# If there are NO signs of Chronic Ear Infection    
 

AND 
 
# No signs of Mastoiditis 

If YES to both questions, 
then child has: 

Acute Ear Infection 
Refer to Health Center 
# Give one dose of 

appropriate antibiotic 
# If liquid is present, dry 

the ear by wicking 
# If child has pain, give 1 

dose of paracetamol 
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WHAT TO DO AFTER EVALUATION:  
DEFINE WHAT TO DO AND HOW TO DO A REFERRAL 
 
 
ACUTE EAR INFECTION 
If child has ear pain and/or pus present less than 2 weeks, child has acute ear 
infection.    Give one dose of appropriate antibiotic.  If pain is present, give one dose 
of paracetamol.  REFER TO HEALTH FACILITY  
If pus is present: dry child’s ear by wicking. Go to Chapter 17 for home treatment 
for ear infections and page 116 for instructions on ear wicking 
 
CHRONIC EAR INFECTION 
If child has pus in ear for 2 weeks or longer, child has chronic ear infection. If pain 
is present, give one dose of paracetamol.   
REFER TO HEALTH FACILITY 
Dry child’s ear by wicking; teach mother to continue drying child’s ear by wicking 
Go to Chapter 17 for home treatment for ear infections and page 116 for 
instructions on ear wicking 
 
MASTOIDITIS 
If child has tender swelling behind either ear, child has mastoiditis.  Give one dose 
of appropriate antibiotic.  Give one dose of paracetamol for pain.   
URGENT REFERRAL TO HEALTH CENTER. 
 
                                                                                                                                            
REFER THE CHILD 
 
Do the following four steps to refer a child to hospital: 
 
1.  Explain to the mother or caretaker the need for referral, and get her agreement 

to take the child. If you suspect that she does not want to take the child, find out 
why. 

 
Possible reasons are: 
 
# She thinks that hospitals are places where people often die, and she fears that her 

child will die there too. 
# She does not think that the hospital will help her child. 
# She cannot leave home and tend to her child during a hospital stay because there is 

no one to take care of her other children, or she is needed for farming, or she may 
lose a job. 

# She does not have money to pay for transportation, hospital bills, medicines, or 
food for herself during the hospital stay. 
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2. Calm the mother’s fears and help her resolve any problem. For example: 
 
# If the mother fears that her child will die at the hospital, reassure her that the hospital 

has physicians, supplies, and equipment that can help cure her child. 
# Explain what will happen at the hospital and how that will help her child. 
# If the mother needs help at home while she is at the hospital, ask questions and make 

suggestions about who could help. For example, ask whether her husband, sister or 
mother could help with the other children or with meals while she is away. 

# Discuss with the mother how she can travel to the hospital. Help arrange 
transportation if necessary. 

# You may not be able to help the mother solve her problems and be sure that she goes 
to the hospital. However, it is important to do everything you can to help. 

 
 
3.  Write a referral note for the mother to take with her to the hospital. Tell her to 

give it to the health worker there. Write: 
 
# The name and age of the child 
# The date and time of referral 
# Signs detected: presence of pain and/or pus in the ear; if pus is found, length of time 

that pus has been present, and presence of tender swelling behind either of the ears 
# Treatment that you have given  
# Your name and the name of the municipality 
 
 
4.  Give the mother any supplies and instructions needed to care for her child on the 

way to the hospital 
 
# If the hospital is far, give the mother additional supplies of any drug you may be 

using for the case and tell her when to give them during the trip. If you think the 
mother will not actually go to the hospital, give her the full course of treatment, and 
teach her how to give them. 

# Tell the mother how to keep the child warm during the trip. 
# If fluid is present, teach mother to dry wick the ear by a demonstration 
# Tell mother to avoid water from getting into child’s ear when bathing and to avoid 

swimming. 
# Give Paracetamol if pain is present 
# Advise mother to continue breastfeeding 
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CHAPTER 11: MALNUTRITION  
 
 
OBJECTIVES 
 
 
After the session, the participants will be able to: 
 

• Describe the symptoms of malnutrition and anemia 
• Explain the main causes and effects of malnutrition. 
• Demonstrate skills in determining the nutritional status of a child. 
• Demonstrate skills in using the recording form.  
• Demonstrate skills in assessing child’s feeding and counseling mothers  

 
 
CONTENT 
 

• Signs and symptoms of Malnutrition and Anemia 
• Causes and Effects of Malnutrition and Anemia 
• Determination of Nutritional Status 
• Using the Recording Form 
• Assessing Child’s Feeding  & Counseling Mothers 

 
 
METHODS 
 

• Reflection sessions  
• Sharing  
• Practice exercise  
• Field practicum. 

 
 
MATERIALS 
 

• Transparencies  
• Kraft paper  
• Panel pens  
• Video tapes  
• Recording form 
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REFLECTION 
 
 
 
 
 
 
 
 
 
  
1. What do you understand about malnutrition? 
2. Is there a problem of malnutrition in your community? 
3. What do you think are the main causes of this problem in your community? 
4. What are possible solutions to these causes of malnutrition? 
5. Are their any community initiatives being implemented to address this problem?  
 If yes, could you explain them? 
6. What do you think are the immediate and long-term effects of malnutrition to a child? 
 
 
DEFINITION 
 
The most common nutritional deficiency that affects children is Protein-Energy 
Malnutrition (PEM).  Protein-energy malnutrition develops when the child is not getting 
enough food to meet his/her nutritional needs. A child who has had frequent illnesses can 
also develop protein-energy malnutrition.  The child’s appetite decreases, and the food 
the child eats is not used efficiently. In other words, the two main causes of protein-
energy malnutrition are not enough food and frequent infections such as diarrhea and 
others; in both the underlying cause is poverty.  
 
The visible effects of malnutrition are seen when a child is skin-and-bones, which is 
known as marasmus.  Another form of malnutrition to be seen is when the child presents 
swollen feet, which is known as kwashiorkor (both feet need to be swollen).  But these, 
marasmus and kwashiorkor, are the extreme forms of malnutrition.  Another way to 
identify a child who suffers from nutritional deficiency is through the determination of 
weight for age. The presence of palmar pallor is a sign of anemia. Pallor is unusual 
paleness of the skin.  
 
Identifying children with malnutrition and treating or referring them can help prevent 
many severe diseases and death. Some malnutrition cases can be treated at home. Severe 
cases need referral to clinic or hospital for special feeding, and specific treatment of any 
other related problem. 
 
 
 

Facilitator Instructions 
 
 Divide the participants into small groups. Ask each group to reflect on the following 

questions. Then share reflections with group. The facilitator should know how much time 
is allotted for each activity / section in order to ensure that there is enough time for all the 
activities planned for the day.
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HOW TO RECOGNIZE MALNUTRITION 
 

# LOOK: FOR VISIBLE SEVERE WASTING 
 
A child with severe wasting has marasmus, a form of severe malnutrition. A child has 
this sign if he is very thin, has no fat, and looks like skin and bones. Some children are 
thin but do not have severe wasting. To look for severe wasting, remove the child’s 
clothes, and look for the following signs: 

o Look to see if the outline of the child’s ribs is easily seen 
o Look the child from the side to see if the fat of the buttocks is missing 
o Severe wasting of the shoulders, arms, buttocks, and thighs 

 

# LOOK AND FEEL FOR EDEMA OF BOTH FEET 
 
A child with edema of both feet has a severe form of malnutrition known as 
Kwashiorkor. Edema of both feet is present when after applying pressure for a few 
seconds on the dorsum of foot, a pit or depression remains after the finger is removed. 
The depression or pit needs to be present on both feet at the same time. If the depression 
or pit is presence on only one foot, then this is not a sign of severe malnutrition. 
 

# DETERMINE WEIGHT FOR AGE 
 
To determine weight for age: 

1. Calculate the child’s age in months. Write the age of the child in a piece of paper 
or the child’s card 

2. Weight Using Salter-like Hanging Scale. Do the following: 
a. Hang the scale from a secure place like the ceiling bean. You may need a 

piece of rope to hang the scale at eye level. Ask the mother to undress the 
child as much as possible. 

b. Attach a pair of the empty weighing pants to the hook of the scale and 
adjust the scale to zero. 

c. Have the mother hold the child. Put your arms through the leg holes of the 
pants. Grasp the child’s feet and pull the legs through the leg holes. 

d. Attach the strap of the pants to the hook of the scale. DO NOT CARRY 
THE CHILD BY THE STRAP ONLY. Gently lower the child and allow 
the child to hang freely.  

 
 
 
 
 
 
 

 



 80

e. Check the child’s position. Make sure the child is hanging freely and not 
touching anything. 

f. Hold the scale and read the weight to the nearest 0.1 kg. Call out the 
weight when the child is still and the scale needle is stationary. Even 
children, who are very active, which causes the needle to wobble greatly, 
will become still long enough to take a reading. WAIT FOR THE 
NEEDLE TO STOP MOVING. 

g. Immediately record the measurement. 
h. Gently lift the child by the body. Release the strap from the hook of the 

scale. 
 

3. Plotting weight on graph: use the weight for age chart to determine weight for 
age. 

a. Look at the left-hand axis to  
locate the line that shows the  
child’s weight 

b. Look at the bottom axis of the  
chart to locate the line that 
shows the child’s age in months. 

c. Find the point on the chart where  
the line for the child’s weight  
meets the line for the child’s age. 

 
 

4. Decide if the point is above, on, or below the bottom curve. 
a. If the point is below the bottom curve, the child is very low weight for age. 
b. If the point is above or on the bottom curve, the child is not very low 

weight for age. 
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SKILL DEVELOPMENT 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
EVALUATION OF MALNUTRITION:  
MANAGEMENT OF RECORDING FORM 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Exercise to determine malnutrition in a child 
(FACILITATOR’S INSTRUCTIONS) 
 

1. In this section you will receive a weight for age graph and an exercise page with 
several cases (weight plus age) 

2. The facilitator will ask to determine the nutritional status of each case 
3. Pair with another Community health worker and revise each other nutritional 

classification 
4. Share your findings with the group 

 

Exercise with recording form 
(FACILITATOR’S INSTRUCTIONS) 
 

1. During this exercise you will receive and learn to use the “Child Health 
Recording Form” 

1. Ask a fellow Community Health Worker to pair with you 
2. Go out into the community and visit three houses each, where a child under 

two years of age is present 
3. Ask the mother for permission to evaluate the child’s nutritional status. 

Exercise with videos 
(FACILITATOR’S INSTRUCTIONS) 
 

1. In this section you will be presented a video, in which you will try to identify the 
child’s general nutritional condition by looking for severe wasting and edema of 
both feet. 

2. Once you have identified your cases you will write in a piece of paper the 
number of the child and your classification.  
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PROBLEM LOOK / ASK WHAT TO DO 

If YES to either question, 
then child has: 

Severe malnutrition 
Urgent referral to 

Health Center 
 

 
Does child have: 
 
# Visible severe wasting     YES    NO 
 
# Edema of both feet                  YES    NO 

If NO to both questions, 
continue to assess for 

‘malnutrition’ 
that isn’t severe. 

If YES, then child has: 
Malnutrition 

 
Refer to Health Center 
# Assess for 

breastfeeding problems 
# Refer to guidelines for 

feeding 
recommendations. 

 
 
Assess for 
Malnutrition 

# Weigh Child:    _______kg 
 
# Plot weight on graph. 
 

 
Compare weight of child with  
last weight measurement 
 
 
Does the child have low weight  

      for age or no weight gain  
      since last measurement?          YES    NO 

If NO, child is not low 
weight for age.   
# Skip ‘Breastfeeding 

Problems’  
AND 

# Go To ‘Check for 
Vitamin A 
Supplement’ 

 
 
 
WHAT TO DO AFTER EVALUATION:  
DEFINE WHAT TO DO AND HOW TO DO A REFERRAL 
 
If the child is showing visible severe wasting (the child’s ribs are easily seen, 
shoulders/arms/thigh are skin and bone, fat of the buttocks is missing) and or edema 
of both feet, this child has a severe nutritional problem. There must be no delays in 
his or her treatment. The child needs to be REFERRED immediately to the nearest 
clinic or hospital. Before the child leaves for the hospital, give the child a dose of 
vitamin A. 
 
If the child is NOT showing visible signs of severe wasting and/or edema of both 
feet; then the child has no signs of severe malnutrition. This child does not need to 
be referred to a hospital. Assess the child’s feeding and counsel the mother about 
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feeding according to the child’s ‘growth chart.  See Chapter 18 for Feeding 
Recommendations. 
 
 
REFER THE CHILD 
 
Do the following four steps to refer a child to hospital: 
 
1. Explain to the mother or caretaker the need for referral, and get her agreement 

to take the child. If you suspect that she does not want to take the child, find out 
why. 

 
Possible reasons are: 
 
# She thinks that hospitals are places where people often die, and she fears that her 

child will die there too. 
# She does not think that the hospital will help her child. 
# She cannot leave home and tend to her child during a hospital stay because there is no 

one to take care of her other children, or she is needed for farming, or she may lose a 
job. 

# She does not have money to pay for transportation, hospital bills, medicines, or food 
for herself during the hospital stay. 

 
 
2. Calm the mother’s fears and help her resolve any problem. For example: 
 
# If the mother fears that her child will die at the hospital, reassure her that the hospital 

has physicians, supplies, and equipment that can help cure her child. 
# Explain what will happen at the hospital and how that will help her child. 
# If the mother needs help at home while she is at the hospital, ask questions and make 

suggestions about who could help. For example, ask whether her husband, sister or 
mother could help with the other children or with meals while she is away. 

# Discuss with the mother how she can travel to the hospital. Help arrange 
transportation if necessary. 

# You may not be able to help the mother solve her problems and be sure that she goes 
to the hospital. However, it is important to do everything you can to help. 

 
 
3.  Write a referral note for the mother to take with her to the hospital. Tell her to 

give it to the health worker there. Write: 
 
# The name and age of the child 
# The date and time of referral 
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# Sign detected: visible severe wasting and/or edema of both feet 
# Treatment that you have given  
# Your name and the name of the municipality 
 
 
4.  Give the mother any supplies and instructions needed to care for her child on the 

way to the hospital 
 
# If the hospital is far, give the mother additional supplies of any drug you may be 

using for the case and tell her when to give them during the trip. If you think the 
mother will not actually go to the hospital, give her the full course of treatment, and 
teach her how to give them. 

# Tell the mother how to keep the child warm during the trip. 
# Advise the mother to continue and increase breastfeeding. 

 



 85

CHAPTER 12:  BREASTFEEDING 
 
 
OBJECTIVES 
 
After the session, the participants will be able to: 
 

• Explain the benefit of choosing breastfeeding over bottle feeding 
• Describe the differences between good and bad positioning 
• Demonstrate skills in how to express milk 
• Demonstrate skills in using the recording form.  
• Demonstrate skills that manage the most common breast problems  

 
 
CONTENT 
 

• Benefits of Breastfeeding over Bottle Feeding 
• Common Misconceptions about Breastfeeding 
• Assessing Child’s Feeding 
• Common Problems with Breastfeeding 
• Using the Recording Form 
• Counseling Mothers 

 
 
METHODS 
 

• Reflection sessions  
• Sharing  
• Practice exercise  
• Field practicum. 

 
 
MATERIALS 
 

• Transparencies  
• Kraft paper  
• Panel pens 
• Video tapes  
• Recording form 
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REFLECTION 
 
 
 
 
 
 
 

1. Why do you think breastfeeding is important? 
2. What are common breastfeeding practices among women in your community? 
3.   What is exclusive breastfeeding?  For how long should the mother exclusively  

Breast-feed her child? 
4. Do women prefer to breastfeed or bottle feed in your community? 
5. What do you think are the main reasons that mothers choose to breast or bottle-

feed? 
6. What are some common barriers that keep mothers from breastfeeding? 
7. What are possible solutions to these barriers? 
8. Do you know of any community women’s support groups addressing 

breastfeeding? 
 
 
DEFINITION 
 
Breast milk is one of the most important foods to help develop the body and intelligence 
of the child. The brain of a child is almost completely developed by 2 years of age. 
During that time, breast milk provides very important nutritious factors (amino acids) that 
help the development of the child. 
 
Breast milk protects the body of the child against infections. Breast milk is rich in 
substances that protect the child’s body (antibodies), reducing the chance of infection.  If 
the child is breastfed, this protection continues until the child’s second birthday.  
 
Breast milk is the only food that a child needs immediately after his/her birth until six 
months of age. Exclusive breastfeeding means that you only feed the baby with the 
mother’s breast milk and no other liquid or food is given to the child.   This is what is 
recommended during the first six months of the child’s life.  Breast milk right after the 
birth of a child is called “colostrum” and is the first type of breast milk after the delivery 
of the child.  
 
Colustrum is different than other types of milks.  It can have a different color, odor or 
texture.  This is normal.  This colostrum is very important because it has all the elements 
needed to feed the newborn.  It is rich in substances that protect the child against 
infections such as antibodies and Vitamin A.  While other milks can upset the baby’s 
stomach, colostrum keeps the stomach of the baby healthy.  
 
  Colostrum is the only food that a newborn needs  

during the first three days of life.

Facilitator Instructions 
 
 

Divide the participants into small groups. Ask each group to reflect on the following 
questions. Then share reflections with group. The facilitator should know how much time 
is allotted for each activity / section in order to ensure that there is enough time for all the 
activities planned for the day. 
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After the child reaches six months of age, complementary foods should be added in order 
to prevent malnutrition.  The mother’s breast milk is not able to meet all of the infant’s 
nutritional needs. 
 
 
 
 
 
Unlike other liquids including water, breast milk is free from contamination, has the right 
temperature, contains all necessary nutrients, is easily digested, and protects the child 
against infections.  During the first six months of life, exclusively breastfed children have 
a lower risk of getting diarrhea and pneumonia than children who are not exclusively 
breastfed.   
 
 
HOW TO ASSESS BREASTFEEDING 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
If the low birth weight child isn’t breastfeeding, then there is no breastfeeding to assess.  
Feeding recommendations should have been given previous to assessing breastfeeding.   
 
If  YES, continue to assess if a breastfeeding problem exists.  
 
If child is to be referred to hospital urgently, do not assess breastfeeding.  Simply refer 
child to hospital. 
 
If child is not to be referred to hospital urgently, continue to assess breastfeeding.   
 

Child has low birth weight 

ASK: 
Does the child breastfeed?      YES NO 
 
If NO, do not assess for breastfeeding and continue to next section of the record form. 
If YES, continue 
 
ASK: 
Will child be given an urgent referral  
to the hospital for another problem?     YES NO 
 
If YES, do not assess for breastfeeding and continue to next section of the record form. 
If NO, continue with assessing breastfeeding. 

Breast milk is the only food that a child needs until 6 months of age

At 6 months old, the baby needs  
complimentary food in addition to breast milk. 
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Part I:  How to Recognize Improper Positioning 
 

# LOOK: CHIN TOUCHING BREAST 
Child needs to be facing mother in order to get the maximum amount of breast in his/her 
mouth.  Mother should face child.  Child should have his/her chin touching the breast of 
the mother while breastfeeding. 
 

# LOOK:  MOUTH WIDE OPEN 
This is most important when the breasts of a woman are wide and less important with 
women with thin breasts.  It is necessary for the child to have his/her mouth wide open 
before the child starts to suckle on the breast to ensure that the child will get the 
maximum amount of breast.  The child does not get milk from suckling on the nipple, but 
from pushing on the chest behind the nipple. 
 

# LOOK:  LOWER LIP TURNED OUTWARD 
If lower lip is turned outward while attached to the mother’s breast, then the greatest 
suction of the breast milk is achieved. 
 

# LOOK:  MORE AREOLA ABOVE THAN BELOW THE MOUTH 
When looking at the child breastfeeding, look at the dark colored skin around the nipple.  
Note if more of the dark colored skin or areola is above or below the mouth.  Good 
positioning is when more areola is above the child’s mouth when compared to below the 
child’s mouth.  Some mothers may not have any of the areola showing when the child 
breastfeeds, this is okay.   

Assess Positioning of Baby to Mother when Feeding 
Has the infant breastfed in the last hour?  If infant has not fed in the previous hour, ask the 
mother to put infant to the breast.  Observe the breastfeed for 4 minutes. 
 
LOOK: 
Is the infant able to attach?  To check attachment, look for: 
# Chin touching breast     YES    NO 
# Mouth wide open     YES    NO 
# Lower lip turned outward    YES    NO 
# More areola (dark portion of the nipple) 

above than below the mouth    YES    NO 
# Is the infant suckling effectively  
(that is, slow deep sucks, sometimes pausing)?  YES NO 
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# LOOK:  INFANT SUCKLING EFFECTIVELY 
A child is getting the most milk when he/she takes long and slow sucks on the mother’s 
breast.  This shows good positioning of the child breastfeeding.  If the child suckles 
quickly, then the child is not getting enough milk and is trying to compensate by suckling 
more. 
 
 
SKILL DEVELOPMENT 
 
 
 
 
 
 
 
 
 
 
 
 
 
EVALUATION OF BREASTFEEDING:  
MANAGEMENT OF RECORDING FORM 
 
 
 
 
 
 
 
 
 
 
 
 
Note:  For the purposes of this exercise, the child does not have to be low weight to be 
assessed. 
 
 
 
 
 
 
 

Exercise to determine if there is a child positioned correctly to breastfeed 
(FACILITATOR’S INSTRUCTIONS) 
 

1. In this section you will be presented a video, in which you will try if the child is properly 
positioned to breastfeed. 

2. Once you have identified which cases have improperly breastfed and why, you will write 
in a piece of paper the number of the child and what is wrong with the positioning. 

3. Share your findings with the group 

Exercise with recording form 
(FACILITATOR’S INSTRUCTIONS) 
 

1. During this exercise you will receive and learn to use the “Child Health Recording 
Form”  See illustration on the next page of the ‘Breast Positioning’ section of this form.

2. Ask another person to pair with you 
3. Go out into the community and visit three houses each, where a child greater than 2 

months old breastfeeds.   
4. Ask the mother for permission to evaluate a feeding if mother has not fed her child 

within the last hour.  Evaluate the feeding for approximately 4 minutes.  
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PROBLEM LOOK / ASK WHAT TO DO 

 
Assess for  
Breast Feeding 
Problems 
 
Is child low weight 
for age? 
 
If YES 
 
If NO, go to ‘Check 
for Vitamin A 
Supplement’ 
 
 

 
 
• Does the child breastfeed? YES NO 
  

OR 
 
• Will child be given an urgent  

referral to the hospital for 
       another problem?   YES NO 

 
If child isn’t breastfeeding 
OR is being referred to the 
hospital for another 
problem, do not assess for 
breastfeeding problems. 
 
If child is breastfeeding 
AND is not being referred 
to the hospital for another 
problem, go to Assess 
Correct Positioning. 

If YES to any question, 
show mother the correct 
way to position the baby 
when breast feeding. 
 
Continue with Assessment 
 

 
 
Assess Positioning 
of Baby 

Assess child breastfeeding for 4 minutes: 
 
• Is chin of baby touching  

the mother’s breast?  YES NO 
 

• Is babies mouth wide open? YES NO 
 
• Is the lower lip of the baby  

turned outward?   YES NO 
 

• Is more areola above the  
mouth rather than below? YES NO 

 
• Is the infant suckling effectively? YES NO 

 
If NO to all the questions, 
child is correctly 
positioned when 
breastfeeding. 

 
Continue to assess for 

problems with breast(s) 
 

 
 
 
 
 
 
 
 
 
 
 
 



 91

Part II:  How to Assess Breast Problems 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

# ASK / LOOK:  DRYNESS OR CRACKING OF NIPPLE 
While looking at each breast, ask the mother if she has noticed her breast becoming dry 
and painful.  Note if there is any redness or irritation outside of the areola or dark skinned 
portion of the nipples.  This may be due to incorrect positioning or improperly removing 
the baby from the breast. 
 

# ASK / LOOK:  SWELLING OR PAIN OF THE BREAST(S) 
While looking at the breast for swelling, ask the mother if she feels pain because her 
breasts are so full when her baby starts to feed.  This may be due to the baby not feeding 
at certain times such as the night. 
 
 
SKILL DEVELOPMENT 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Exercise to determine if mother has problem with breast(s) 
(FACILITATOR’S INSTRUCTIONS) 
 

1. In this section you will be presented a video, in which you will try to identify the 
condition of the mother’s breast(s). 

2. Once you have identified your cases you will write in a piece of paper the 
number of the child. 

3. Share your findings with the group 

Assess Breast Problems 

ASK: 
Does mother complain of problems with breasts?   YES NO 
 
If NO, do not assess the mother’s breast(s). 
If YES, continue to assess mother’s breast(s). 
 
ASK / LOOK: 
Is there dryness and/or cracking at or around the nipple?  YES NO 
Is there swelling and/or pain (engorgement) of the breast?  YES NO 
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EVALUATION OF BREASTFEEDING:  
MANAGEMENT OF RECORDING FORM 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

PROBLEM LOOK / ASK WHAT TO DO 

If NO drying, cracking, or 
pain.   

Go to “Check for 
Vitamin A Supplement” 

If NO to: 
3rd follow-up visit 

AND 
If YES to:  
dryness / cracking or 
swelling / pain.   

 
See Guidelines for Home 
Care of Breast Problems 
 

Assess breast(s): 
  
 
Does mother 
complain of 
problem(s) with 
breast(s)? 
 
 
If YES, 
 
 
 
If NO, go to the 
next section of this 
form. 

 
• Is there dryness and/or cracking  

at or around the nipple?  YES NO 
 
   
 
• Is there swelling and/or pain 
       (engorgement) of the breast? YES NO 
  
 
   
 
• Is this the 3rd consecutive visit that the mother 

has had pain and or cracking skin on the 
breast(s)?    YES NO If YES to: 

This is your 3rd visit to the 
mother for breast problems 

AND 
YES, there is continued 
dryness / cracking or 
swelling / pain.   
 

Urgent Referral to  
Health Center 

 
 

Exercise with recording form 
(FACILITATOR’S INSTRUCTIONS) 
 

1.   During this exercise you will receive and learn to use the “Child Health 
 Recording Form”.  Refer to the illustration below the box  for the ‘Breast 
 Problems’ section of this form. 
2. Ask a fellow Community Health Worker to pair with you 
3. This session will not go in the community due to the sensitivity of the health 

problem.  Drawings or a model can achieve the same goal.  Assess for breast 
problem(s).   
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WHAT TO DO AFTER EVALUATION:  
DEFINE WHAT TO DO  
 
IMPROPER POSITIONING OR BREAST PROBLEM 
 
INCORRECT POSITIONING 
HOME TREATMENT 
If child is not correctly positioned to breastfeed, teach the mother the correct way to 
position the child.  There will not be a referral.  A follow-up visit will be made to 
insure that mother has learned to correctly position her child.  See Chapter 19 for 
home treatment procedures for breastfeeding problems. 
 
 
BREAST PROBLEM 
HOME TREATMENT 
If mother has difficulty breastfeeding due to cracking, engorgement and/or painful 
breast(s).  Teach mother how to relieve the pain in the ‘breastfeeding treatment’ 
chapter.  Health care worker will schedule a follow-up visit to visit the mother and 
child again at their home.  See Chapter 19 for home treatment procedures for 
breastfeeding problems. 
 
 
REFER THE CHILD 
 
Do the following four steps to refer a child to hospital: 
 
1. Explain to the mother or caretaker the need for referral, and get her agreement 

to take the child. If you suspect that she does not want to take the child, find out 
why. 

 
Possible reasons are: 
 
# She thinks that hospitals are places where people often die, and she fears that her 

child will die there too. 
# She does not think that the hospital will help her child. 
# She cannot leave home and tend to her child during a hospital stay because there is 

no one to take care of her other children, or she is needed for farming, or she may 
lose a job. 

# She does not have money to pay for transportation, hospital bills, medicines, or 
food for herself during the hospital stay. 
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2. Calm the mother’s fears and help her resolve any problem. For example: 
 
# If the mother fears that her child will die at the hospital, reassure her that the 

hospital has physicians, supplies, and equipment that can help cure her child. 
# Explain what will happen at the hospital and how that will help her child. 
# If the mother needs help at home while she is at the hospital, ask questions and 

make suggestions about who could help. For example, ask whether her husband, 
sister or mother could help with the other children or with meals while she is away. 

# Discuss with the mother how she can travel to the hospital. Help arrange 
transportation if necessary. 

# You may not be able to help the mother solve her problems and be sure that she 
goes to the hospital. However, it is important to do everything you can to help. 

 
 
3.  Write a referral note for the mother to take with her to the hospital. Tell her to 

give it to the health worker there. Write: 
 
# The name and age of the child 
# The date and time of referral 
# Sign detected: visible severe wasting and/or edema of both feet 
# Treatment that you have given  
# Your name and the name of the municipality 

 
 
4.  Give the mother any supplies and instructions needed to care for her child on the 

way to the hospital 
 
# If the hospital is far, give the mother additional supplies of any drug you may be 

using for the case and tell her when to give them during the trip. If you think the 
mother will not actually go to the hospital, give her the full course of treatment, and 
teach her how to give them. 

# Tell the mother how to keep the child warm during the trip. 
# Advise the mother to continue and increase breastfeeding. 
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CHAPTER 13: IMMUNIZATION STATUS 
 
 
OBJECTIVES 
 
 
After the session, the participants will be able to: 
 

• Discuss the importance of immunization for children before their first birthday. 
• Identify the different types of vaccinations needed by children and the 

recommended age for each. 
• Cite the contraindications to immunization. 
• Demonstrate skills in filling up the vaccination form and using the “ Child Health 

Recording Form”. 
• Give follow-up care 

 
 
CONTENT 
 

• Importance of Immunization 
• Recommended Age for Different Types of Immunization 
• Contraindications to Immunization 
• Using the Vaccination Card and Child Health Recording Form 
• Follow-up care 

 
 
METHODS 
 

• Reflection sessions  
• Sharing  
• Demonstration  
• Field practicum 

 
 
MATERIALS 
 

• Transparencies  
• Kraft paper  
• Vaccination card  
• Recording form  
• Writing Utensils 
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REFLECTION 
 
 
 
 
 
 
 
 
 
 

1. Why is vaccination important? And what are the diseases, which can be prevented 
by vaccination? 

2. Have you seen a child suffering from a disease, which could have been prevented 
by vaccination? How did you feel about it? 

3. What are possible reasons for not to vaccinate a child?  
4. What are possible reasons for some mothers not to have their child vaccinate? Do 

you think vaccines can be bad for a healthy child? Why? 
 
 
DEFINITION 
 
Immunization is something that is injected into a child’s body that acts to defend the 
body from specific diseases, such as the flu, polio, or measles. 
 
The first preventive activity you will check for is the immunization status. When you 
check the child’s immunization status you will use the above chart “check for 
immunizations”. Look at the recommended immunization schedule. 
 
Immunizations should be given only when the child is the appropriate age for each dose. 
If the child receives an immunization when he or she is too young, the child’s body will 
not be able to fight the disease very well. Also, if the child does not receive an 
immunization as soon as he is old enough, his risk of getting the disease increases. 
 
All children should receive all the recommended immunizations before their first birthday 
 
If the child has not have an immunization at the recommended age, he or she needs to 
receive that immunization as soon as possible. 
 
A child who is fully immunized is protected from communicable diseases. Immunizations 
should be given only when the child is at the appropriate age for each dose. If the child 
receives an immunization when he or she is too young, the child’s body will not be able 
to fight the disease very well.  On the other hand, if the child receives the vaccine later 
than is recommended, his/her body is unprotected against those diseases until the vaccine 
is received. 
 

Facilitator Instructions 
 
 Divide the participants into small groups. Ask each group to reflect on the following

questions. Then share reflections with group. The facilitator should know how much time
is allotted for each activity / section in order to ensure that there is enough time for all the 
activities planned for the day.



 97

 
If the child has not had an immunization at the recommended age, he or she needs to 
receive that immunization as soon as possible. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
HOW TO DECIDE IF A CHILD NEEDS  
IMMUNIZATION TODAY 
 
 
 
 
 
 
 
 
 
 
 
A table is provided on the child health record form.  Go to the age of the child.  Look at 
the vaccinations up to that age.  Circle any vaccinations that have not been given.  
 
 
 
 
 
 
 
 
 
 
 
 
 

CHECK FOR IMMUNIZATIONS
Check Vaccinations: 
 
AGE            At Birth 1-½ months 2 ½ months 3 ½ months 9 months  
  
VACCINE BCG  Polio 1  Polio 2  Polio 3  Measles 
    DPT 1  DPT 2  DPT 3 
    HBV 1  HBV 2  HBV 3 

Contraindications to immunizations: there are only three situations at present 
that are contraindications to immunization 
 

1. Do not give BCG to a child known to have AIDS 
2. Do not give DPT 2 or DPT 3 to a child who has had convulsions within 

three days of the most recent dose 
3. Do not give DPT to a child with recurrent convulsions. 

Facilitator’s Instructions 

When you check the child’s immunization status, you will use the chart below,
“check for immunizations” based on your national immunization schedule.  Countries 
may vary in the type and time of vaccinations given.  Below is a table of commonly
given vaccinations and times.  Alter this table according to your countries
recommendations. 
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Decide if the child needs immunization: 
 

# LOOK:  
At the Child’s Age on the Child Health Recording Form 

# Ask the Mother if the Child has an Immunization Card 
(adapt to country norms) 

 
If the mother answers YES, ask to see the card: 

o Compare the child’s immunization record with the recommended 
immunization schedule 

o If the child has an incomplete immunization status, circle the missing 
vaccination on the health record form.  Then refer the child to the nearest 
clinic with a referral form stating which vaccination(s) are missing. 

o If the child has a complete immunization status, please congratulate the 
mother. 

 
If the mother answers NO, please refer the child to the nearest clinic and fill a referral 
form.  
 
 
SKILL DEVELOPMENT 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Exercise with vaccination card 
(FACILITATOR’S INSTRUCTIONS 
 

1. In this section you will receive an empty vaccination card 
2. The facilitator will ask you to fill up the vaccination card according to a 

case example 
3. Pair with another Community health worker and revise each other 

vaccination card 
4. Share your findings with the group 
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EVALUATION OF IMMUNIZATION STATUS:  
MANAGEMENT OF RECORDING FORM 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
PROBLEM LOOK / ASK WHAT TO DO 

If child has all vaccinations 
for age,  
then child has: 

Complete schedule 
# Congratulate caretaker 
# Advise on future 

immunizations 

 
Check for 
Vaccinations: 

In the table below, go to the age of the child.  
Check if the vaccines up to this age were given.  If 
something has not been given, circle the vaccine. 
 

 
AGE 

At 
Birth 

1 ½ 
Months 

2 ½ 
Months 

3 ½ 
Months 

9 
Months 

BCG Polio 1 Polio 2 Polio 3 Measles 
 DPT 1 DPT 2 DPT 3  

 
VACCINE 

 HBV 1 HBV 2 HBV 3  
 
*Note, this table will be adapted to country 
specifics of vaccination types and time given 

If child has not received a 
vaccination for his/her age, 
then child has: 

Incomplete schedule 
# Inform caretaker on 

advantages of 
vaccinations 

Refer for vaccination to 
nearest health center 

 
 
 
 
 
 
 
 
 

Exercise with recording form 
(FACILITATOR’S INSTRUCTIONS) 
 

1. During this exercise you will receive and learn to use the “Child Health 
Recording Form” Refer to the illustration below of the ‘Vaccination’ 
section of this form. 

2. Ask a fellow Community Health Worker to pair with you 
3. Go out into the community and visit three houses each, where a child under 

two years of age is present 
4. Ask the mother for permission to evaluate the child’s immunization status.
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REFER THE CHILD 
 
Do the following four steps to refer a child to hospital: 
 
1.  Explain to the mother or caretaker the need for referral, and get her agreement 

to take the child. If you suspect that she does not want to take the child, find out 
why. 

 
Possible reasons are: 
 
# She thinks that hospitals are places where people often die, and she fears that her 

child will die there too. 
# She does not think that the hospital will help her child. 
# She cannot leave home and tend to her child during a hospital stay because there is no 

one to take care of her other children, or she is needed for farming, or she may lose a 
job. 

# She does not have money to pay for transportation, hospital bills, medicines, or food 
for herself during the hospital stay. 

 
 
2. Calm the mother’s fears and help her resolve any problem. For example: 
 
# If the mother fears that her child will die at the hospital, reassure her that the hospital 

has physicians, supplies, and equipment that can help cure her child. 
# Explain what will happen at the hospital and how that will help her child. 
# If the mother needs help at home while she is at the hospital, ask questions and make 

suggestions about who could help. For example, ask whether her husband, sister or 
mother could help with the other children or with meals while she is away. 

# Discuss with the mother how she can travel to the hospital. Help arrange 
transportation if necessary. 

# You may not be able to help the mother solve her problems and be sure that she goes 
to the hospital. However, it is important to do everything you can to help. 

 
 
3. Write a referral note for the mother to take with her to the hospital. Tell her to 

give it to the health worker there. Write: 
 
# The name and age of the child 
# The date and time of referral 
# Sign detected: visible severe wasting and/or edema of both feet 
# Treatment that you have given  
# Your name and the name of the municipality 
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4.  Give the mother any supplies and instructions needed to care for her child on the 

way to the hospital 
 
# If the hospital is far, give the mother additional supplies of any drug you may be 

using for the case and tell her when to give them during the trip. If you think the 
mother will not actually go to the hospital, give her the full course of treatment, and 
teach her how to give them. 

# Tell the mother how to keep the child warm during the trip. 
# Advise the mother to continue and increase breastfeeding. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 102

CHAPTER 14: VITAMIN A SUPPLEMENTATION 
 
 
OBJECTIVES 
 
 
After the session, the participants will be able to: 
 

• Explain the importance of Vitamin A in the body. 
• Identify the most common food sources of Vitamin A. 
• Cite the effects of Vitamin A deficiency. 
• Recognize the importance of vitamin A supplementation among children between 

the ages of 6 months to 5 years.  
• Demonstrate skills in using the Child Health Recording Form  

 
CONTENT 
 

• Importance of Vitamin A 
• Sources of Vitamin A 
• Effects of Vitamin A deficiency 
• Using the Child Health Recording Form 

 
 
METHODS 
 

• Reflection Sessions  
• Sharing  
• Practice exercise  
• Field practicum 

 
 
MATERIALS 
 

• Paper  
• Writing Utensils   
• Transparencies 

(or other form of teaching material)  
• Recording form 
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REFLECTION 
 
 
 
 
 
 
 
 
 
 

1. In your community what are the most common types of food given to children? 
2. Do adults and children eat at the same time? Same amount and type of food? 
3. What type of foods do you think are rich in vitamin A? Are they available in your 

community? 
4. What are the advantages of consuming vitamin A? 
5. What do you think are the main consequences of not consuming vitamin A? 

 
 
DEFINITION 
 
Vitamin A promotes growth in children and reduces the severity of infectious illnesses, 
especially measles and chronic diarrhoea.  When there is not enough Vitamin A in the 
body to carry out the body’s regular functions, it’s called Vitamin A deficiency. Vitamin 
A deficiency causes poor growth, lowered resistance to infections, night blindness (local 
name), permanent blindness and death. To prevent vitamin A deficiency, children need 
breast milk, eggs, yellow fruits (i.e. mango, papaya), or dark green leafy vegetables.  
Local foods should be discussed for each of these. 
 
Vitamin A supplementation (when given as capsules or syrup) among children between 
the ages of 6 month and 5 years reduces the chances of dying from measles, diarrhea, and 
the overall mortality.  
 
One high-dose supplement of vitamin A is sufficient to fully increase a child’s store of 
vitamin A for a period of 6 months. This is why supplementation of vitamin A is 
recommended every 6 months.  
 
 
 
 
 
 
 
 
 

Facilitator Instructions 
 
 Divide the participants into small groups. Ask each group to reflect on the following 

questions. Then share reflections with group. The facilitator should know how much time
is allotted for each activity / section in order to ensure that there is enough time for all the
activities planned for the day.
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HOW TO DECIDE IF A CHILD  
NEEDS VITAMIN A SUPPLEMENTATION 
 

# LOOK:  
At the Child’s Age on the Child Health Recording Form 

# Ask the Mother if the Child has Received Vitamin A in the Last 6 Months. 
 
If the mother answers YES: 

o And the child is older than 6 months please congratulate the mother. 
 
If the mother answers NO: 

o And the child is older than 6 months, inform the mother about the 
benefits of vitamin A for the health of her child, the food sources from 
where vitamin A can be obtained, and relevant activities in the 
community 

 
 
SKILL DEVELOPMENT 
 
 
 
 
 
 
 
EVALUATION OF VITAMIN A SUPPLEMENTATION: MANAGEMENT OF 
RECORDING FORM 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Vitamin A protocols 
 
AGE  under 6 months 6-11 months  1-5 years 
 
 
DOSE  not recommended 100,000 IU*  200,000 IU* 
 
Vitamin A is given orally, every 4 to 6 months 
 
* The dose amount can be changed to # of capsules depending upon national   

protocols 
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EVALUATION OF IMMUNIZATION STATUS: 
MANAGEMENT OF RECORDING FORM 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

PROBLEM LOOK / ASK WHAT TO DO 
Check for Vitamin 
A Supplement 
 
(Children 6 
months old or 
older ONLY) 

 
• Has child received Vitamin A  

within the last six months? YES    NO 

If NO, child 
Has Not Received  

Vitamin A 
Home Care includes: 

# Give Vitamin A 
capsule 

# Inform caretakers on 
the importance of 
Vitamin A 

 
 

Exercise with recording form 
(FACILITATOR’S INSTRUCTIONS) 
 

1. During this exercise you will receive and learn to use the “Child Health 
Recording Form” 

2. Ask a fellow Community Health Worker to pair with you 
3. Go out into the community and visit three houses each, where a child under 

two years of age is present 
4. Ask the mother for permission to evaluate the child’s vitamin A status. 
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CHAPTER 15: TREATMENT FOR DIARRHEA 
 

 
 

Choose One Treatment Course 
 

I. Diarrhea with No Dehydration 
II. Diarrhea with Mild Dehydration 
III. Diarrhea with Severe Dehydration 
IV. Diarrhea with Blood (Dysentery) 
V. PROCEDURES 

 
SUMMARY: 

TREATMENT COURSE FOR DIARRHEA 
 
  

NO 
DEHYDRATION 

 

 
MILD 

DEHYDRATION 

 
SEVERE 

DEHYDRATION 

 
Increase fluids 

 

 
YES 

 
YES 

 
YES 

 
Continue Feeding 

 

 
YES 

 
YES 

 
YES 

 
Give Rehydration 

Solution 
 

 
NO 

 
YES 

 
YES 

 
Teach Mother How to 

Make 
Rehydration Fluid 

 

 
 

YES 

 
 

YES 

 
 

NO 
 

 
Counsel Caretaker on 
Appropriate Hygiene 

Behaviors 
 

 
YES 

 
NO 

 
NO 

 
Referral 

 

 
NO 

Home Care 

 
YES 

Outpatient 

 
YES 

Urgent Referral 
to Hospital 
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I.  DIARRHEA WITH NO DEHYDRATION 
 

# HOME CARE  
(See Procedure 1 for details of home care; the rules are a summary) 
 
Rules of Home Care Treatment:  

1. Give Extra Fluid  
2. Continue Feeding 
3. When to go to a Health Facility 
4. Promote Proper Hygiene Behaviors 

# FOLLOW-UP VISIT for the Health Care Worker 
AFTER 5 DAYS:  check for presence and amount of diarrhea 
ASK: Has the diarrhea stopped? 

               How many loose stools is the child having per day? 
 
Treatment: 
• If diarrhea has not stopped (child is still having 3 or more loose stools per day).  

Then, Reassess for dehydration.  If no dehydration is present:  
(See Procedures 3 and 4) 

1. Give Rehydration Fluid to child   
2. Teach Mother how to Make and Give Rehydration Fluid to the child 
3. Refer child to an outpatient clinic 

 

• If the diarrhea has stopped (less than 3 loose stools per day), tell the mother to follow 
the usual feeding recommendations for the child’s age.  Go to the chapter 18, 
‘Feeding Recommendations’ for more information. 

 
II.  DIARRHEA WITH MILD DEHYDRATION 

# HOME CARE  (See Procedure 1) 

# REHYDRATION 

# Teach mother how to make and give rehydration fluid to her child.  See Procedures 
3, 4, and 5 for step-by-step instructions. 

# REFER FOR OUTPATIENT CARE 
 

III.  DIARRHEA WITH SEVERE DEHYDRATION 

# REHYDRATION 

# Give child rehydration fluid.  See Procedure 4 on how to rehydrate. 

# REFER TO HOSPITAL OR NEAREST CLINIC IMMEDIATELY 
 

IV.  DIARRHEA WITH BLOOD (Dysentery) 

# HOME CARE (See Procedure 1) 

# REFER TO HOSPITAL OR NEAREST CLINIC IMMEDIATELY 
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V.  PROCEDURES 
 
Procedure 1:  Home Care For Diarrhea 
 
Rule 1:  Give Extra Fluids 
$ Tell mother or caretaker to give as much fluid as the child will take.  The purpose of 

giving extra fluids is to replace the fluid losses during a diarrheic episode and thus 
prevent dehydration.  If the child is exclusively breastfed, it is important to increase 
the frequency and time at each breastfeeding event.  See procedures 3, 4, and 6 for 
explanations on how to give extra fluids and the appropriate quantity to prevent 
dehydration according to age of the child.   

 
Examples of appropriate extra fluids to give are: soups, vegetable soup, rice water, yogurt 
drinks, clean water, bean soup, passion fruit juice, juice without sugar, etc.  Recommend 
any other fluids specified by the national program for the control of diarrheal diseases. 
 
Rule 2:  Continue feeding the child who has diarrhea to prevent malnutrition 
$ If the child is exclusively breastfeeding, increase the frequency and time at each 

breastfeeding session.  If the child is already consuming solid food, continue to give 
these foods and in addition, give the child food more frequently.   

 
Recommend any other solid food specified by the national program for the control of 
diarrheal diseases. 
 
Rule 3:  When to go to the health facility 
$ Tell the caretaker to bring the child to a clinic or hospital immediately if the child 

presents any of the following signs: 
o Not able to drink or breastfeed 
o Becomes sicker 
o Blood in the stool 
o Repeated vomiting 

 
Rule 4:  Promote proper hygiene behaviors 
$ The CHW should counsel the caretaker on improvement of three key household 

hygiene behaviors.  
o Feces Disposal 
o Handwashing 
o Proper Storage of Water and Food 

 
 
 
 
 
 
 
 



 110

Procedure 2: Counsel Caretakers on Proper Hygiene Behaviors 
 
 
Diarrhea Prevention 

 
The CHW should work with the household on prevention of diarrhea through 
improvement of three key household hygiene behaviors (Feces Disposal / Handwashing / 
Proper Storage of Water and Food).  The CHW shall observe the household, ask 
questions and then discuss with demonstrations to the household on how diarrhea can be 
prevented. 
 
1. What do you think are the main causes of diarrhea in your community? (Ask, Discuss) 
2. What can be done in a household and this community to prevent diarrhea? (Ask, 
Discuss) 
 
* It is important that the mother or caretaker understand how diarrhea is caused and 
transmitted and why the three key hygiene behaviors are so important to prevent the 
family (especially the young children) from getting diarrhea.  It is important to explain 
how each of the three key hygiene behaviors – Feces disposal, Handwashing, and Water 
and Food Storage  - prevent diarrhea transmission 
 
Feces Disposal 
(KEY BEHAVIOR HYGIENE PROMOTION #1) 
 
Assess Households Feces Disposal Knowledge & Practices 
1. Why should we dispose of all human feces in a latrine or toilet? (Ask, Discuss) 
2. Is there evidence of proper disposal of all feces?  (Ask/Look/Discuss) 
 

• Is there a latrine or toilet? (Ask/Look) 
• Is it close in location to the house? (Ask/Look) 
• Is the latrine or toilet used?  (Ask/Look/Discuss)  
• Is the latrine or toilet clean? well maintained? (Look/Discuss) 
• Is the latrine or toilet used by children? (Ask / Look) 
• What happens to the feces of the little children (under five years old)?  

(Ask/Look/Discuss) 
• Are there feces in the house or in the yard or around the latrine on the ground? 

(Look/Discuss) 
 
Counsel Mother on Feces Disposal 
The latrine or toilet should not be so far from the house or so hard to get to that it will not 
be used.  A latrine that is being used will not have things stored in it.  There will be signs 
that people use it such as a door that opens and closes, paper or material for cleaning, and 
probably some smell. 
 
A latrine or toilet that is being well maintained will be clean inside – There should be no 
feces or urine on the floor.  The door should work easily and there should be a lid that 
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should be kept shut.  There should be paper or other material for cleaning.  The family 
should not dispose of garbage in the latrine. 
 
All of the feces of little children must be collected and disposed of in the latrine or toilet.   
 
Handwashing 
(KEY BEHAVIOR HYGIENE PROMOTION #2) 
 
Assess Households Handwashing Knowledge & Practices 
• Why is it important to wash our hands? (Ask, Discuss) 
• Does the family have the items needed for proper handwashing? (Ask /Look) 
• Does the family have a place where handwashing takes place? (Ask / Look) 
• Does the mother or caretaker wash their hands at the key times?  (Ask / Look) 
• Does the mother or caretaker wash their hands using the proper technique?   

(Ask /Look/Demonstrate) 
 

Counsel Mother on Handwashing 
The family should have water, soap or ash, and a clean towel that is used only for drying 
the hands. 
 
There should be a spot where the water, soap or ash, and a dry towel are all kept, where 
family members wash their hands.  Water that is used to wash and rinse hands should not 
create a nuisance in the house or the yard. 
 
There are five times that the hands should be washed: 
1.  After going to the bathroom;  
2.  After cleaning a child’s bottom;  
3.  Before preparing any food;  
4.  Before eating any food; 
5.  Before feeding children  
 
Mother or caretaker should be able to demonstrate how to properly wash hands.    

• Uses water  
• Uses soap or ash 
• Washes both hands.  
• Rubs hands together at least three times.   
• Dries hands with a clean towel (that is only used to dry hands and nothing else), 

or in the air. They should not dry their hands on dirty rags or on their own pants, 
skirts or shirts. 

 
Proper Storage of Water and Food 
(KEY BEHAVIOR HYGIENE PROMOTION #3) 
 
Assess Households Storage of Water and Food Knowledge & Practices 
• Why is it important to properly store water and food in the house? (Ask / Discuss) 
• Is drinking water properly stored?  (Look / Discuss) 
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• Is food stored properly? (Look / Ask / Discuss) 
 
Counsel Caretaker on Proper Storage of Water and Food 
Water should be stored in containers that have narrow necks that make it difficult for 
flies, dirt, and children’s fingers to get to the water. 
 
The container should be covered. 
 
The container and the cover should be kept clean. 
 
Water should be poured from these containers – nothing should be put into the container 
to get water. 
 
After it is prepared, food should be eaten as soon as possible.  Storage of food should 
follow the following principles:   
• The food should be kept in a clean well-covered container  
• The food should be served only with a clean serving spoon – not hands 
• Children should not be able to eat from the storage container 
• The best thing is to re-heat this food before serving it again 
 
 
Procedure 3: How to Make Oral Rehydration Solution 
 
 

# Wash your hands with soap and clean water 
# Take a half-liter container, and clean it.  (A soda bottle is 

approximately 1 Liter.) 
# Put a half-liter of water into the container. 
# Then put a “pinch” of salt (using three fingers to make a 

“pinch”)  
# Put a “fistful” of sugar. 
# Stir the water with a clean spoon so that there is no 

remaining sediment. 
# Taste the prepared solution. Correctly prepared solution 

tastes like tears. 
# The solution can be left at room temperature for up to 6 

hours. However, if the solution has been left at room 
temperature for longer than this, it should be discarded and 
new home-based ORS should be prepared. 

 
 
Procedure 4: How to Give Oral Rehydration Solution 
 
How to Give Home Based Oral Rehydration Solution 
• If the child is under two years of age, give a teaspoonful every 1-2 minute. 
• If the child is two years or older, give frequent sips from a cup. 
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• If the child vomits, wait ten minutes. Then give the solution more slowly (for 
example, a spoonful every 2-3 minutes). 

• Keep giving the solution until diarrhea stops. 
 
Teaching clues: 
 
• Tell the mother or caretaker how important this procedure is to help the child to get 

better and prevent dehydration. Assure the mother or caretaker that this disease will 
not need the use of expensive antibiotics or anti-diarrheic.  

 
• Ask checking questions: 

“What materials would you use to prepare the home-based oral rehydration 
solution at home?” 

“How many times per day will you provide liquids during a diarrhea episode?” 
“What else will you do, would you give expensive drugs, such as antibiotics?” 

 
 
Procedure 5: For the Health Care Worker, Aggressive Treatment with Oral 

Rehydration Fluid 
 

Give ORS over 4-hour period 
 

Rehydrate Child over 4 hours with Oral Rehydration Fluid 
 

 
AGE 

 

 
Up to 4 
months 

 
4 months up 

to 
12 months 

 

 
12 months up to 

2 years old 

 
2 years old up 

to 
5 years old 

 
WEIGHT 

 

 
Less than 6 

kg 

 
6 - <10 kg 

 
10 - <12 kg 

 
12 – 19 kg 

 
Amount of pre-packaged ORT 

 to give over a  
4-Hour Period of Time 

(In Milliliters or ml) 

 
 

200 – 400 ml 

 
 

400 – 700 ml 

 
 

700 – 900 ml 

 
 

900 – 1400 ml 

 
* Note:  If child wants more fluids, give him/her more.   
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Procedure 6:  Teach Mother how much fluid to give 
 

 
 

 
FLUID REPLACEMENT  

 
 

AGE 
 

Amount of fluid to give in addition to the usual fluid intake 
 

Up to 2 years old 
 

50 to 100 ml after each loose stool 
 

 
2 years old or more 

 
100 to 200 ml after each loose stool 
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CHAPTER 16:  TREATMENT FOR MALARIA 
 
 
SUMMARY 
 
If Child has MALARIA, 
 

1. Determine if child also has pneumonia 
# If child has malaria and pneumonia, the anti-malarial medication will 

differ 
2. Look at ‘Teach the Mother to Give Oral Drugs at Home’ in order to determine 

what type of medication to give the child. 
3. Weigh Child.  If there is no method to weigh the child, get the child’s age. 
4. Teach mother and treat child at the same time. Refer to ‘Teach the mother to 

Give Oral Drugs at Home’ in order to counsel and teach mother on giving oral 
drugs to their child. 

5. Teach mother how to prevent malaria in the future.  See below. 
 
Communicate verbally and in-writing when you will be returning for a follow-up visit. 
See below. 
 
 
 
 
OUTLINE 
 
I.  Teach mother and Medicate Child at the same time 
    See ‘Teach the mother to give oral drugs at home’ Guidelines. 
 
II.  Other Treatment than Medication  
# Bring down the child’s temperature by washing child with a wet cloth or sponge. 
# Offer more fluids.  See ‘Fluid Recommendations’ page  
# Put the child in a well ventilated room   
# Ventilated means the room is not closed, air can move in and out through an open 

window and/or door.  This helps cool down the room, which cools down the child. 
# Prevention 
$ Put clothing on child that covers the majority of the body (i.e. long sleeve shirts, 

pants, shoes, socks, etc.) during times that mosquito’s are higher in numbers.  
Examples are in the early morning and evening, when sitting in the shade. 

$ Mosquito Nets:  If mosquito nets are available in your area, teach the mother that 
a child prevents getting infected with malaria at nighttime by sleeping under a 
treated mosquito net. 
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III. Follow-Up Visit for the Health Care Worker 
 

# AFTER 2 DAYS, This is the 2nd Visit to the Client: 
 
LOOK / ASK:  If thermometer is available, take child’s temperature.  If thermometer is 
not available, feel child’s head.  Decide if child’s temperature has decreased (or feels less 
hot).   
 
$ If fever is below 38.5 C or the child’s head is less hot since the last visit, congratulate 

the mother for giving the anti-malarial medication.  Remind the mother that the 
illness will come back if she does not use continue to use the anti-malarial medication 
until it is gone. 

$ If fever is 38.5 C or above OR the child’s head feels hot:   
Do a full assessment – redo the record form for all diseases.  Skip the ‘Malarial 
Region’ section on the recording form and assess using ‘Fever; No Malarial Region’.  
You will be assessing other illnesses besides malaria that may cause the fever. 

 
Treatment: 

o If child has a general danger sign, treat as ‘Very Severe Febrile Disease’.  Refer 
urgently to Hospital. 

o If child has any cause of fever other than malaria, provide treatment for that 
cause.  Go to that section of the manual. 

o If malaria is the only apparent cause of fever, Treat with second-line oral anti-
malarial.  Continue with the same teaching as the first visit.  Refer to the 
beginning of this section for summary on how to treat malaria and follow it again. 

o If no second-line anti-malarial medication is available, REFER TO HOSPITAL.   
 
Tell mother that you will return in five days to reassess 
 

# AFTER 7 DAYS:  This is the 3rd visit to mother and child: 
 
If fever has been present at the second follow-up visit OR fever is present for 7 days, 
refer to Hospital 
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CHAPTER 17:  TREATMENT FOR EAR INFECTIONS 
 

 
SUMMARY: 

TREATMENT COURSE FOR EAR INFECTIONS  
 

  
MASTOIDITIS 

 
ACUTE EAR 
INFECTION 

 
CHRONIC EAR 
INFECTIONS 

 
Give One Dose of 

Antibiotic 

 
YES 

 
YES 

 
NO 

 
Teach Mother  

How to Give Antibiotic 

 
NO 

Immediate Referral 
To Hospital 

 
 

YES 

 
 

NO 

 
If pus is present, 
Teach Mother to 

dry ear by wicking 

 
NO 

Immediate Referral 
To Hospital 

 
 

YES 

 
 

YES 

 
Teach mother 

how to prevent future 
ear infections 

 
OPTIONAL 

Main concern is 
Immediate Referral 

To Hospital 

 
 

YES 

 
 

YES 

 
Give a follow-up date 

 
NO 

Refer to hospital 

 
YES 

 
YES 

 
 

Referral 
 

YES 
Urgent Referral to  

Hospital 

 
*Optional 
Refer to  

Health Center 

 
*Optional 
Refer to  

Health Center 
 
* Consult national guidelines on whether or not to refer to health center for acute and/or 
chronic ear infection 
 
 
 
Choose One Treatment Course  
 
     I.     Mastoiditis 
 
    II.    Acute Ear Infection 
 
    III.   Chronic Ear Infection 
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I.  MASTOIDITIS TREATMENT 
 

# Give First Dose of Appropriate Antibiotic; Refer to MOH recommendations for dose 
and type of antibiotic to give. 

# Refer child immediately to the hospital 

# If child has ear pain, give one dose of Paracetamol.  Refer to ‘Teach the Mother to 
Give Oral Drugs at Home’, Section III for correct dosage for child’s weight or age. 

# If time permits and mother is not overwhelmed, advise mother to avoid water from 
entering child’s ear. 
 
 
 

 
 
 
 
 
 
II.   ACUTE EAR INFECTIONS 
 

# Give First Dose of Appropriate Antibiotic. 

# Urgently Refer Child to Hospital or Nearest Clinic 

# If child has ear pain, give one dose of Paracetamol.  Refer to ‘Teach the Mother to 
Give Oral Drugs at Home’ (Annex B), Section III for correct dosage for child’s 
weight or age. 

# If time permits and the mother is not overwhelmed, advise the mother to avoid water 
from entering the child’s ear. 

# If pus is present, Teach mother how to dry the ear by wicking.  See Ear Procedure 2 
on the following page.  Follow Procedure.  

# Follow-Up 
 
1.  AFTER 5 DAYS: Give 2nd Visit to Mother and Child 
 
Reassess ear problem.  Refer back to Chapter 10 to Assess for Ear Problem. 
Measure the child’s temperature. 
Treatment: 

• If there is tender swelling behind the ear or child has a high fever (38.5 C or 
above), refer Urgently to the Hospital. 

• Acute ear infection:  if ear pain or discharge persists, treat with 5 or more days of 
the same antibiotic.  Continue wicking to dry the ear.  Follow-up in 5 days. 

Ear Procedure 1:  Preventing Further Ear Infection 

# Avoid swimming altogether 
# Wet sponge or cloth and wash child.  Do not put child in water to bath.  Avoid 

water from entering the infected ear(s).
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If no ear pain or discharge, praise the mother for her careful treatment.  If she has not yet 
finished the 5 days of antibiotics, tell her to use all of it before stopping. 
 
2.  FIVE DAYS AFTER SECOND VISIT:  Revisit Mother and Child for 3rd visit 

# Repeat the same assessment as the first follow-up visit.  Do not give more antibiotics 
if ear is still not healed.  Treat as a Chronic Ear Infection. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Ear Procedure 2: Dry the ear by wicking 
1. Use clean, absorbent cotton cloth or soft strong tissue paper 

for making a wick. Do not use a cotton- tipped applicator, a 
stick or flimsy paper that will fall apart in the ear. 

2. Place the wick in the child’s ear until the wick is wet. 
3. Replace the wet wick with a clean one. 
4. Repeat these steps until the wick stays dry. Then the ear is 

dry 
 

5.  Wick the ear three times per day. 
6.  Use this treatment for as many days as it takes  
     until the wick no longer gets wet when put in  
     the ear and no pus drains from the ear. 
7.  Do not place anything (oil, fluid, or other substance)  
     in the ear between wicking treatments.   
8.  Do not allow the child to go swimming.  
     No water should get in the ear. 
 
TEACHING METHOD: 
# Observe the mother as she practices the procedure. Give feedback. 
# Ask checking questions: 

“What materials would you use to make the wick at home?” 
“How many times per day will you dry the ear with a wick?” 
“What else will you put in your child’s ear?” 

# If the mother thinks she will have problems wicking the ear, help her solve the problems. 
(Ask her what she thinks the problem(s) is.  Encourage her to demonstrate how to wick
the child’s ear.) 
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III. CHRONIC EAR INFECTION 
 

# If child has ear pain, give one dose of Paracetamol.  Refer to ‘Teach the Mother to 
Give Oral Drugs at Home’ (Annex B), Section III for correct dosage for child’s 
weight or age. 

# Teach mother how to dry the ear by wicking.  Go to Ear Procedure 2 under Acute Ear 
Infections.  Follow Procedure. 

# Go to Ear Procedure 1. Teach mother how to prevent ear infection from getting 
worse. 

# Follow-Up  
 
AFTER 5 DAYS: Reassess ear problem.  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 the Hospital. 
# Chronic ear infection: Check that the mother is wicking the ear correctly.  Encourage 

her to continue. 
 
If no ear pain or discharge, praise the mother for her careful treatment. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 121

CHAPTER 18:  FEEDING RECOMMENDATIONS 
 
 
I. Eating Properly 
* Assess child’s feeding.  Ask questions about the child’s usual feeding and feeding 
during this illness (See questions below).  Compare the mother’s answers to FEEDING 
RECOMMENDATIONS, which are given in the table on the following page. 
 
ASK:   1. Do you breastfeed your child?   

If yes, continue to the next question. 
    If no, go to question 4. 
  2. How many times a day? 
 3. Do you also breastfeed during the night? 
 4. Does your child take any other food or fluids? 
    If yes, continue to the next question 
    If no, go to question 9. 
 5. What food or fluids? 
 6. How many times a day? 
 7. What do you use to feed the child? 

8. If the child is very low weight for his age:  How large are the serving? Does the 
child receive his own servings?  Who feeds the child and how? 

9. During this illness, has the child’s feeding changed?  If yes, how? 
 
 
II.  Feeding Recommendations for Healthy and Sick Children 
*NOTE: This table needs to be adapted to your specific region because food types will 
differ. 

 
FEEDING RECOMMENDATIONS 

 
Up to 6 months  
of Age 

6 Months up  
to 12 Months 

12 Months up 
to 2 years 

2 Years & 
Older 

 
Breastfeed as often as the 
child wants, day and night, 
at least 8 times in 24 hours 
  
Do not give other food or 
fluids 

 
Child should be breastfed as often 
as the child wants at least 6 times 
per day. 
 
Add complimentary foods to the 
diet.  (Examples of this include 
softened potato, rice, beans, and 
vegetables) 
 
Give at least 6 tablespoons per 
serving of family food. 
 
 3 times per day if breastfed 
        OR 
5 times per day if not breastfed 

 
Breastfeed as often as 
the child wants. 
 
Give at least 6 
tablespoons per 
serving of family 
food 5 times per day. 
 
 

 
Give family foods at 
least 3 times per day.  
Also, twice daily, 
give nutritious food 
between meals, such 
as: 
________ 
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III.  Feeding Problems 
*If the child is not being fed as described in section 1 under ‘Feeding Recommendations’, 
counsel the mother accordingly.  In addition to the Feeding Recommendations: 
 

• If the mother reports difficulty with breastfeeding, assess breastfeeding.   
As needed, show mother the correct positioning and attachment for breastfeeding.  
See Chapter 10 on breastfeeding for guidance. 

 
• If the child is less than 6 months old and is taking other milk or foods: 

- Build the mothers confidence that she can produce all the breast milk that the 
child needs 

- Suggest giving more frequent, longer breastfeeds, day and night, and 
gradually reducing other milk and foods. 

- If the mother is away from the child due to work, etc. suggest that the mother 
expresses milk to leave for the baby. (See Procedure 6 on page 126 for 
guidance on expressing and storing milk for your baby) 
 

• If other milk (not breast milk) needs to be continued, counsel the mother: 
- Breastfeed as much as possible, including at night. 
- Make sure that other milk is a locally appropriate breast milk substitute, such 

as cows’ milk. 
- 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 the bottle 
- Show the mother how to feed the child with a cup 

 
• Children greater than 6 months old or started on food should be advised to 

increase watery foods 
- Give examples of appropriate foods from your region.  Philippine example: 

vegetable soup, rice water, yogurt drinks, clean water, bean soup, passion fruit 
juice, juice without sugar 
 

• 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 longer if possible 
- Use soft, varied, appetizing, favorite foods to encourage the child to eat. 
- Clear a blocked nose if it interferes with feeding. 
- Expect that appetite will improve as child gets better 

 
• Follow-up any feeding problems in 5 days 
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III.  PROCEDURES 
 

Procedure 1:  How To Feed Child With Cup or Spoon 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Procedure 2:  How to Burp a Baby After Breastfeeding 
 
 

 
 

 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 

How to feed a young child with a cup or spoon 
(First clean the cup and spoon with soap and water if boiling is not possible.) 
 

1. Hold the young child upright or almost upright on your 
lap. 

2. Hold a spoon or small cup of milk to the young child’s 
mouth. 

3. Tip the cup or spoon so the milk just reaches the child’s 
lips.  If you are using a cup, rest it lightly on the child’s 
lip and let the edges of the cup touch the baby’s upper lip.

4. Do not pour the milk into the baby’s mouth.  Let the baby 
take the milk into its mouth from the cup or spoon.  For 
very small or ill children / babies, it may be better to use a 
spoon. 

Helping the baby burp (wind) 
 
 

When some babies suckle, they swallow air, which can make them 
uncomfortable.   

 
• You can help a baby bring this air up if you hold the baby on your 

shoulder or chest (See Picture) 
OR 

• Rub the child’s back or rub its back while it sits or lies on your 
lap. 

 
 
 
Both of these positions will also help comfort a restless baby or a baby that cries more than usual. 
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CHAPTER 19: TREATMENT FOR BREASTFEEDING 
PROBLEMS 

 
 
 
 
 
I.  TABLE: Breastfeeding Problem and Treatment Summary  
 
 

PROBLEM 
 

TREATMENT 
 
 
Not enough milk  
 

 
Counsel Mother:   
Even mother’s that are malnourished have enough milk in their breasts to 
exclusively feed their child for the first six months. 
A mother’s body knows to produce more milk when the child suckles on the breast.  
If the child suckles more, more milk will be produced and vice versa. 
Be sure to breastfeed continuously, even at night 

 
 
Mother’s milk isn’t 
the best alternative 
 

 
Counsel Mother: 
Mother’s milk is the best method to feed the child.  It is made specifically to fill the 
child’s needs.  It has the exact amount of protein and fat that he/she needs.  In 
addition, it helps the child fight diseases.  Other types of milk such as bottle milk 
or cows’ milk  don’t do this.  Mother’s Breast Milk is the best food for her baby. 

 
 
Nipples aren’t big 
enough to 
breastfeed 
 

 
Counsel Mother: 
Women with any shape of a nipple can breastfeed.  This includes inverted or flat 
nipples.  It is not necessary to have a protruding nipple for breastfeeding.  The milk 
does not come from the nipple, it comes from the breast. 

 
 
Mother won’t be 
with child 
  

 
Teach Treatment: 
If mother has to go to work or leave for a portion of the day when the child will 
need to eat, the mother can express her milk in a container.  This can be given to 
the child.   
See Procedure 6 for step-by-step instructions on how to take milk from the breast 
and save it for the baby when the mother is not present. 

 
Baby can’t suckle 
the mother’s breast 
correctly 

 
Counsel Mother on proper positioning.   
See procedure 1 for correct positioning. 

 
Pain due to cracked 
or engorged breast 
 

 
Counsel Mother on proper attachment and detachment of baby from mother’s 
breast.  See procedure 1 
Sooth breast pain.  See procedure 2 
A breast that is so full of milk that the breast has pain, See procedure 3 



 125

II.  PROCEDURES 
 
Procedure 1:  Correct Positioning 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

How to hold the baby when breastfeeding 
 
When breastfeeding, it is important to hold the baby so it can suckle and swallow easily.   
The mother should also be in a relaxed, comfortable position so that her milk can flow well. 

# Support the baby’s head with your hand or arm. 
# It’s head and body should be in a straight line. 
# Wait until its mouth is opened wide. 
# Bring the baby close to the breast and tickle its lower lip with the nipple 
# Then move the baby onto your breast 
# The baby should have a big mouthful of the breast with the nipple deep inside its mouth. 

 
 

GOOD ATTACHMENT  BAD ATTACHMENT 
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Procedure 2:  Sore and/or Cracked Nipples  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Procedure 3:  Sore or/and Engorged (full) Breasts 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Treatment of Sore or/and Cracked Nipples 
 

Do not pull your breasts out of the baby’s mouth.  Let the baby feed as long 
as it wants.  When it is done, it will let go of the breast itself.  If you need to 
stop before the baby is ready, pull down on its chin or gently put the tip of a 
clean finger into its mouth. 

 
# Sooth sore nipples with breast milk at the end of a feeding.  When the baby has stopped 

feeding, squeeze out a few drops of milk and rub them on the sore places.   
# DO NOT use soap or cream on your breasts.  The body makes a natural oil that keeps the 

nipples clean and soft. 
# Avoid rough or tight clothing 
# If possible, leave breasts open to air and sun.  This helps them heal. 
# Continue to feed from both breasts.  Start on less sore breast and then switch to sore breast 

when the milk is flowing. 
# If the pain is too great when the baby suckles, remove the milk by hand and feed the baby 

with a cup or spoon.  See Chapter 17, Procedure 1 on how to feed young child / baby with 
cup or spoon.  The sore should heal in 2 days. 

Treatment for Pain or Swelling in Breast 
# Feed the baby often, at least every 1 to 3 hours, and on both breasts.  
# Sleep with baby nearby so you can breastfeed easily during the night. 
# If the baby cannot suckle well, remove some milk by hand until the breast is soft enough.  Let the 

baby try to attach to the breast and suckle again. 
# After feeding, apply cool cloths or fresh cabbage leaves to the breasts. 
 
The swelling should go down in 3 days.  Swelling of breast that doesn’t improve can become a larger 
problem.  Refer to next procedure (Procedure 4) if swelling still exists. 
 
           Breastfeed in the Day     AND       Breastfeed in the night 
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Procedure 4:  Breast Pain: Blocked duct or Mastitis 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Procedure 5:  Warm Bottle Method 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Treatment for blocked duck and mastitis 
 
1.  Take temperature or feel if forehead is hot.  If mother has pain, a temperature 37.5 C or higher, or 

feels hot, Give Paracetamol to the child. 
 
2.  Home Treatment 
# The most important treatment is to continue breastfeeding minimally every two hours. 
# Apply warm wet cloths to the painful breast for 15 minutes before you breastfeed 
# Continue to feed the baby often, especially from the painful breast.  Make sure the baby is 

holding the breast well in its mouth (See procedure 1 for correct positioning of baby) 
# As the baby feeds, gently massage the lump, moving your fingers from the lump toward the 

nipple.  This will help to clear the blocked duct. 
# If you cannot breastfeed, remove your milk by hand or use the warm-bottle method 

(Procedure 5).  Milk must continue to flow from the breast(s) to clear the blocked duct. 
# Wear loose-fitting clothing, and rest as much as you can. 

 
Most mastitis clears up in 1 day or 24 hours.  Follow-up in one day.  If no improvement is seen, refer 
to health clinic. 

Warm bottle method  
(removing milk from breast into bottle) 

This method works best if the breasts are too full or very painful.  
  
           1.              2.         3.  
 

 
 
 

# Clean a large glass bottle (approximately 1 Liter) that has a 3-4 cm wide mouth such as a Coca-
Cola or Fanta bottle. 

# If the mother intends to give the baby the milk, boil water for 20 minutes.  Let water cool down for 
a couple of minutes.  If the mother only intends to relieve her breasts, it is not necessary to boil the 
water.  Hot water is sufficient. 

# Warm the bottle by filling it slowly with the hot water.  The bottle may crack if you fill it too fast. 
# Wait a few minutes and then pour the water out. 
# If the mother plans to feed the child the milk, be sure to let the mouth and neck of bottle cool so 

that the bottle does not burn the mother. 
# Fasten the bottle mouth over the nipple so that is makes a seal. 
# Hold it firmly in place for several minutes.  As it cools, it will gently pull the milk out. 
# When the milk flow slows down, mother uses her finger to loosen the seal around the breast. 
# Repeat on the other breast if it is also painfully full.  Now you can comfortable breastfeed your 

baby. 
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Procedure 6:  Saving Milk For When Mother Is Away From Child 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

How to Express Milk and Save It for Your Child when Mother is Not Home 
 

STEP 1 
 
 
 
 
 
 
 
 
 

STEP 2 
 
 
 
 
 
 
 
 
 
 
 
 
 
At first, not much milk will come out.  With practice, you will remove more milk.   
You will need to remove about half a cup of your milk as many times as your child eats in a day or a
minimum of 3 times per day. The person who gives the baby your milk when you are not around can let
you know if there was enough.  
 
Note:  If you start to practice 2 weeks before you return to work, you will be able to remove enough 
milk by the time you must be separated from your baby. 
 
STEP 3 
 
 
 
 
 

How to Clean Jar before putting Breast Milk in it 
 

1. Wash and rinse a wide-mouth jar and lid with soap and clean water. 
2. Leave the jar and the lid in the sun to dry.   
3. Just before using the jar, boil water for 20 minutes and pour water into jar.  
4. Wait a few minutes while the boiled water is in the jar and then pour it out 

(See pictures 1 and 2 in Procedure 5) 
 
Wash your hands with soap and water before touching the jar or your breasts 

How to Express Milk from Your Breasts 
 

1. If possible, find a quiet place.  Think about your  
child during the following procedure. 

2. Place your fingers and thumb at the back edges    
of the nipple (the darker part) 

3. Press in toward the chest (do not squeeze the 
nipple.  The milk comes from behind the nipple)

4. Then relax your fingers, moving them all around 
the nipple.  You should not feel any pain. 

 
Repeat several times on each breast.   

How to store the expressed milk 
 
• Keep in same jar. Keep the jar in a cool place away from sunlight and the milk can 

be used for 8 hours.  
OR 

• You can bury the closed container in wet sand, clay pot with cool water or keep it 
wrapped in a cloth that is kept wet all the time, and it will keep for about 12 hours.
    OR 

• If kept in a refrigerator, milk lasts for 2-3 days.  The cream (fat) in the milk will 
separate; so before giving it to the baby, shake the container to mix the milk.  Heat it 
gently in warm water.  Test the milk on your arm to make sure it is not too hot by 
shaking a few drops onto your arm. 
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III.  FOLLOW-UP CARE 
 
1.  AFTER 5 DAYS:  Give 2nd visit to Mother and Child. 

# Reassess breastfeeding Problem 
o If the problem was positioning, ask the mother to demonstrate how she 

gives breast milk to her child. 
o If the women had painful or cracked breasts, reassess breast(s) to see if the 

breasts have started to look better. 

# Treatment for correct positioning 
o If mother is still incorrectly feeding the baby, gently tell the mother how 

she can improve the positioning of her baby. 
o If mother is correctly feeding, congratulate the mother on being a good 

mother. 

# Treatment for cracked or painful breast(s) 
o If breast(s) is no longer or less painful since the last visit, congratulate the 

mother on correctly caring for herself.  Be sure that mother has continued 
to breastfeed and there are no problems with this. 

o If the breast(s) is the same or worse with regards to cracking or pain, teach 
mother to follow Procedure 4.  You will need to visit the mother in 24 
hours or approximately 1 day to see if the breast(s) are improving.  If they 
are not, refer mother to the hospital or clinic. 
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CHAPTER 20:  FOLLOW-UP VISITS 
 
 
**Advise the mother when to return to Health Worker. 
  
 
SUMMARY  
 
Advise mother when you will be returning to her home for a follow-up visit. 
 
If Child Has: Follow-Up In: 
 
PNEUMONIA 
DYSENTARY 
MALARIA, if fever persists 
MEASLES, with eye or mouth complications 

 
 

2 Days 

 
DIARRHEA 
ACUTE EAR INFECTION 
CHRONIC EAR INFECTION 
FEEDING PROBLEMS 
Any Other Illness, if not improving 

 
 
 

5 Days 

 
PALLOR 

 
14 Days 

 
VERY LOW WEIGHT FOR AGE 

 
30 Days 

 
 

When to Return Immediately 
*Advise the mother to take the child to the nearest clinic or hospital if the child has any 
of these signs: 
 
 
Any Sick Child who: 

 
• Not Able to Drink 

or Breastfeed 
• Becomes Sicker 
• Develops a Fever 

 
If child has no: 
PNEUMONIA, COUGH or COLD, also return if: 

 
• Fast Breathing, 
• Difficult Breathing 

 
If child has DIARRHEA, also return if: 
 

 
• Blood in Stool 
• Not Drinking or 

Breastfeeding 
Poorly 
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I.      Pneumonia 
 
AFTER 2 DAYS: check for general danger signs.  Assess child for cough or difficult 
breathing.  Refer back to the Assess and Classify portions of the manual. 
 
ASK:  Is the child breathing slower? 
           Is there less fever? 
           Is the child eating better? 
 
Treatment: 

• If chest indrawing or a general danger sign is present, refer urgently to the 
hospital. 

• If the breathing rate, fever, and eating are the same, refer child immediately to the 
hospital. 

• If breathing is slower, less fever, or eating better, complete the 5 days of 
antibiotics. 

 
II. Diarrhea 
 
AFTER 5 DAYS:  check for presence and magnitude of diarrhea 
 
ASK: Has the diarrhea stopped? 
          How many loose stools is the child having per day? 
 
Treatment: 

• If diarrhea has not stopped (child is still having 3 or more loose stools per day), 
do a full assessment of the child.  Give any treatment needed.  Then refer to the 
hospital. 

• If the diarrhea has stopped (less than 3 loose stools per day), tell the mother to 
follow the usual feeding recommendations for the child’s age. 

 
III. Malaria 
 
AFTER 2 DAYS, Refer urgently to hospital.   
 
IV. Ear Infection 
 
AFTER 5 DAYS: Reassess ear problem.  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 the Hospital. 

• Acute ear infection:  if ear pain or discharge persists, treat with 5 or more days of 
the same antibiotic.  Continue wicking to dry the ear.  Follow-up in 5 days. 

• Chronic ear infection: Check that the mother is wicking the ear correctly.  
Encourage her to continue. 
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• If no ear pain or discharge, praise the mother for her careful treatment.  If she has 
not yet finished the 5 days of antibiotics, tell her to use all of it before stopping. 

 
V. Feeding Problem 
 
AFTER 5 DAYS: Reassess feeding 
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, follow-up with another 
visit. 

• If the child is very low weight for age, revisit mother in 30 days after the initial 
visit to measure the child’s weight gain. 

 
VI. Very Low Weight 
 
AFTER 30 DAYS: 
Weigh the child and determine if child is still ‘very low weight for age’. 
Reassess Feeding 
 
Treatment: 

• If child is no longer very low weight for age, praise the mother and encourage her 
to continue. 

• If child is still very low weight for age, counsel the mother about any feeding 
problem found.  Revisit the mother in one month.  Continue to see the child 
monthly until the child is feeding well and gaining weight regularly or is no 
longer very low weight for age.   
*Exception: If you do not think the feeding will improve, or the child has lost 
weight, Immediately Refer the child to the Hospital 

  
IX. Anemia 
 
AFTER 5 DAYS: 
 
Treatment:   

• Give Iron or Folic Acid.  Go to ‘Teach the Mother to Give Oral Drugs at Home’ 
(Annex B) to find both the dosage and how to teach the mother to give oral 
medication.  

• Give mother iron tablets so that she can continue to give iron to her child every 
day for 2 months. 

• Follow-up every 14 days. 
• If the child has anemia after 2 months, Refer to Hospital for Further Assessment. 
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ANNEX A 
Prioritize Problems:  If Child Has More Than One Problem 

 
 

WHAT IS MOST IMPORTANT??? 
 
 
Determine priority of advice 
 
When a child has only one problem to be treated, give all of the relevant treatment 
instructions and advice recommended.   
 
When a child has several problems, the instructions to mothers can be complex.  In this 
case, you will have to limit the instructions to what is most important.  You will have to 
determine: 
 
$ How much can this mother understand and remember? 
$ Will there be a follow-up visit?  If so, some advice can wait until then. 
$ What advice is most important to get the child well? 

 
If a mother seems confused or you think that she will not be able to learn or remember all 
the treatment instructions, select only those instructions that are most essential for the 
child’s survival.  Examples of essential treatments include giving antibiotic or anti-
malarial drugs and giving fluids to a child with diarrhea.  Teach the few treatments well 
and check that the mother remembers them. 
 
 
 
 
 
 
 
 
 
 
 
 
You can give the other treatment instructions with a follow-up visit.  Make a list of 
what wasn’t taught.  On the next follow-up visit, assess if mother has learned what was 
taught on the last visit.  If she has, continue to teach one or two new items that were on 
your list. 
 
 
 
 
 

 When a child has more than one problem or classification, you must refer to the TREATMENT / 
WHAT TO DO recommendations.  The colors of the classification:  red, yellow, and green will 
help you to determine priority. 
$ RED needs urgent attention and referral.  Do only what is indicated.  If there is more than 

one red ‘treatment/what to do’, follow all of them. 
$ YELLOW means that the child may need a referral, which is not as urgent as red.  

Therefore, yellow is second priority to red, but more important than green. 
$ GREEN means most of the time that home counseling or treatment will be done.  This 

color is your last priority when more than one colored treatment is indicated. 
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ANNEX B 

HOW TO TEACH A MOTHER TO GIVE ORAL DRUGS AT HOME 
 
 

 
 

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. 
 
1. Determine the appropriate drugs and dosage for the child’s age or weight 

# Go to the appropriate drug in this chapter; the table will give dosage for 
child’s age or weight 

 
2. Tell the mother the reason for giving the drug to the child 
 
3. Demonstrate how to measure a dose 

# Go to the description below on ‘How to Measure Liquids’ 
 

4. Watch the mother practice measuring a dose herself 
 
5. Ask the mother to give the first dose to the child 
 
6. Explain carefully how to give the drug, then label and package the drug 
 
7. If more than one drug will be given, collect, count and package each drug separately. 
 
8. Explain that the oral drug tablets or syrup must be used to finish the course of 

treatment, even if the child gets better 
 
9. Check the mother’s understanding before she leaves the clinic 
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I.  HOW TO MEASURE MEDICINE 
 
Procedure 1:  How to Measure Liquids  
 
Sometimes instructions ask you for a specific amount of liquid to give the child.  For 
example, it might ask that you give 5 cc (cubic centimeters).  Cubic centimeters (cc) are 
the same as Mililiters (ml).  Therefore, you would measure out 5 ml. 
 
 
 
 
We will use milliliters (ml) from now on to explain how to measure liquids.  Remember 
that milliliters are the same thing as cubic centimeters (cc). 
 
In many areas around the world, 1 Liter is equal to a soda bottle (i.e. Coca Cola).  This is 
then used as a measuring device. 
Choose items that are common in the area, such as 1L Coca Bottle, so that you are able to 
teach mothers how to measure liquids in items that they can obtain. 
 
 
 
 
 
 
 
 
 
 
 
 
Procedure 2:  How to Measure Pills 
 
1.    Know How Much Drug is in Each Pill or Capsule 
 
Many medicines, especially antibiotics, come in different weights and sizes.  To be sure 
that you are giving the child the right amount, check how many grams or milligrams each 
pill or capsule contains.  
 
1000 milligrams = 1 gram 
1 gram = .001 milligrams 
 
 
 
 
 
 

Cubic centimeters   =   cc   =   Milliliters   =   mL

Easy to Remember Measurements: 
 
1 teaspoon = 1 tsp = 5 milliliters (ml) 
 

 
 

1 tablespoon  = 1 Tb = 15 milliliters (ml) 

 

An Example:  An aspirin tablet has 325 milligrams (mg) 
of aspirin. There are three ways to say          
and write 325 mg.   
They are:     

0.325 g 
  325 g 
  325 mg 
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2.  Decide If Table or Pill is Too Big, Too Small or Just the Right Size 
 
If the medication you have isn’t the weight or size that you want, you may have to use 
only a portion of the pill or more than one. 
 
Tablet is the Right Size:  If the tablet is the right size, then give the child the entire tablet. 
 
 
Tablet is Too Big 
 
 
 
 
 
 
 
 
Tablet is Too Small 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Example:  Tablet has 500 mg.  You need 250 mg. 
 

# Split the tablet in half.  Capsules can’t be 
broken. 

 
# Give half of the tablet to the child 

Example:  Tablet has 200 mg.  You need 400 mg. 
 
# You need two tablets  

 
 
Example:   Tablet has 100 mg.  You need 250 mg. 
 

# You need 2 ½ tablets 
# Get out 3 tablets 
# Split one tablet in half 
# Give child 2 tablets with one half of the tablet 

that you broke
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II.  HOW MUCH MEDICINE TO TAKE 
 
Procedure 3:  Measure Dosage with Weight of Child 
 
# Weight is measured in kilograms.  If you know how much the child weighs, you can 

figure out how much medication to give the child. 
# The dosage is per kilogram per day (An example:  2 mg / kilogram (kg) / day) 
 
Example:   The medication says the child needs 5 mg / kilogram / day 
  Child weighs 10 kilograms. 
 

5 mg for every kilogram equals 50 mg over a day 
   OR 
5 mg x 10 kilograms = 50 mg for the child over a day 

 

# Teaching Tips:  Do Not Take More Medication than Advised 
Some people think that taking more of a medication than advised will heal the body 
faster.  This is not correct and can be very dangerous!  Instead of helping to heal the 
body, it hurts the body.  If a person decides to take a lot more medication than prescribed, 
it could in some cases cause death.   
 
 
 
 

# Teaching Tips:  Child feels better; Let’s Save the Remainder of the Medication 
A mother might think that once her child is feeling better, the child doesn’t need the 
medication.  She may decide that since she doesn’t have a lot of money, she will save the 
remainder of the medication for another time that someone in the family is sick.   The 
truth is that even though the child may look better, the sickness still lives in the body.  
The full amount of medication needs to be given to the child to kill off the sickness.  If 
the medication is stopped early, the sickness will come back even stronger and the 
medication may no longer work.  This means that the mother will have to buy stronger, 
more expensive medication. 
 
 
 
III.  When To Take Medication 
 
 
 
 
 
 
 
 

It’s important to finish all of the medication that is given, even if the child is 
feeling better.  The disease won’t be gone until all of the medication is given.

Do not take more medication than is advised or given to you.  More medication 
will hurt the child and will not help the child get better faster. 
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III. WHEN TO TAKE MEDICATION 
It is important to take medications at the correct time.  Some medicines should only be 
taken once a day.  Others need to be taken more often.  If you have a watch or clock, you 
can write down the appropriate times to take a medication.  If they do not have a watch or 
clock, you can describe what part of the day the medication is too be taken.  Below are 
some examples. 
 
Example 1:  Take 1 pill each day for 7 days. 
Choose the best time for the mother, such as when she feeds the child or before the child 
is put to bed.  Tell the mother to give the medication at about the same time each day. 
 
Example 2:  Take 2 pills each day until medication is finished. 
Give one pill in the morning and one before bedtime. 
 
Example 3:  Take 3 pills each day or one every 8 hours. 
If there is no clock or watch, tell the mother to give one pill at Sunrise, one in the 
afternoon, and one at night. 
 
If the mother has a watch or clock, ask her what times are the best to medicate the child 
and write those times down for her. 
 
If you are writing a note for someone who does not know how to read, you can draw 
them a note like this: 
 
 
 
 
 
 
 
  
 
 
Then below the picture, you can draw in the amount of medication and explain carefully 
what it means.  Below is an example of two ways that you could draw out how to give 
medication. 
 
Give ½ tablet three times a day,  
one at  lunch time,  
one at dinner when the sun sets,  
and one at bedtime 
 
Give 1 capsule three times a day,  
one in the morning (sunrise),  
one at lunch (daytime) ,  
and one before bed. 

 
 

  Sunrise (morning)  /    Day    /    Sunset (evening)    /    Night Time 
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ANNEX C: 
MEDICATION DOSAGE INFORMATION 

 
 
I. ORAL ANTIBIOTICS 
 
A. Pneumonia, acute ear infections or signs of severe disease 
First-line antibiotic: Cotrimoxazole 
Second-line antibiotic: Amoxycillin 
 

 COTRIMOXAZOLE 
(trimethoprim and sulfamethoxazole) 

2 times daily for 5 days 

AMOXYCILLIN 
3 times daily 

for 5 days 
 
 

Age 
or 

Weight 

Adult Tablet 
 

(80 mg 
trimethoprim + 

400 mg 
sulfamethoxazol) 

Pediatric Tablet 
 

(20mg 
trimethoprim 

+ 100mg 
sulfamethoxazole) 

Syrup 
 

(40mg trimethoprim 
+ 200mg 

sulfamethoxazole per 
5 mL) 

Tablet 
 

(250 
mg) 

Syrup 
 

(125 mg 
in 5 mL)

2 months 
up to 12 
months 

(4-<10 kg) 

 
 

½ 

 
 
2 

 
 

5.0 mL 

 
 

½ 

 
 

5.0 mL 

12 months 
up to 5 
years 

(10-19 kg) 

 
 
1 

 
 
3 

 
 

7.5 mL 

 
 
1 

 
 

10.0 mL 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 140

B. Dysentary 
Give Cotrimoxazole for 5 days 
First-line antibiotic for Shigella: Cotrimoxazole 
Second-Line antibiotic for Shigella: Ampicillin 
 

 COTRIMOXAZOLE 
(trimethoprim and sulfamethoxazole) 

2 times daily for 5 days 

AMPICILLIN 
4 times daily 

for 5 days 
Age or 
Weight 

Adult Tablet 
 

(80 mg 
trimethoprim + 

400 mg 
sulfamethoxazol) 

Pediatric Tablet 
 

(20 mg 
trimethoprim 

+ 100 mg 
sulfamethoxazole) 

Syrup 
 

(40 mg 
trimethoprim 
+ 200 mg of 

sulfamethoxazole 
per 5 mL) 

Tablet 
 

(250 
mg) 

Syrup 
 

(125 mg 
in 5 mL) 

2 months up 
to 12 

months 

 
1/2 

 
2 

 
5.0 mL 

 
1/2 

 
5.0 mL 

12 months 
up to  

5 years 

 
1 

 
3 

 
7.5 mL 

 
1 

 
10.0 mL 

 
 
C. Cholera 
Give antibiotic recommended for cholera in your area for 3 days 
First-line antibiotic for Cholera: Tetracycline 
Second-line antibiotic for Cholera: Cotrimoxazole 
 

 TETRACYCLINE 
4 times daily 

for 3 days 

COTRIMOXAZOLE 
(trimethoprim and sulfamethoxazole) 

2 times daily for 3 days 
Age or 
Weight 

Tablet 
 

(250 mg) 

Adult Tablet 
 

(80 mg 
trimethoprim + 

400 mg 
sulfamethoxazol) 

Pediatric Tablet 
 

(20 mg 
trimethoprim 

+ 100 mg 
sulfamethoxazole) 

Syrup 
 

(40 mg trimethoprim 
+ 200 mg of 

sulfamethoxazole per 5 
mL) 

2 months 
up to 4 
months 

 
Do not use at this 

age 

 
1/2 

 
2 

 
5.0 mL 

4 months 
up to 12 
months 

 
1/2 

 
1/2 

 
2 

 
5.0 mL 

12 months 
up to 5 
years 

 
1 
 

 
1 

 
3 

 
7.5 mL 
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II. ORAL ANTIMALARIALS 
 
Malaria 
First-line Antimalarial: Chloroquine 
Second-line Antimalarial: Sulfadoxine + Pyrimethamine (Fansidar) 
 
If Chloroquine: 
$ Explain to the mother that she should watch her child carefully for 30 minutes 

after giving a dose of chloroquine.  If the child vomits within 30 minutes, repeat 
the dose and return to the clinic for additional tablets. 

$ Explain that itching is a possible side effect of the drug, but is not dangerous 
 

If Sulfadoxine + Pyrimethamine:  Give single dose at the clinic. 
 

 CHLOROQUINE 
 

Give for 3 Days 

SULFODOXINE + 
PYRIMETHAMINE 

 
Give single dose in clinic 

Age or Weight Tablet 
(150 mg base) 

Syrup 
(50 mg base 
per 6 mL) 

Tablet 
(500 mg Sulfadoxine + 
24 mg Pyrimethamine) 

 
Day 

1 
Day 

2 
Day 

3 
Day 

1 
Day 

2 
Day 

3 
1 Day Treatment  

 
2 months up 
to12 months 
(4 - <10 kg) 

 
½ 
 

 
½ 

 
½ 
 

 
7.5 
ml 

 
7.5 
ml 

 
5.0 
ml 

 
½ tablet 

 
12 months up 
to 3 years old 
(10 - <14 kg) 

 
1 

 
1 
 

 
½ 
 

 
15.0 
ml 

 
15.0 
ml 

 
5.0 
ml 

 
1 tablet 

3 years old up 
to 5 years old 
(14 - 19 kg) 

 
1 ½ 

 

 
1 ½ 

 
½ 
 

 
 

   
1 tablet 

 
 
* Consult national guidelines for treatment of malaria plus pneumonia. 
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III. PARACETAMOL 
 
Fever OR Ear Pain 
Give Paracetamol for High Fever (>38.5 C) or Ear Pain every 6 hours until high fever 
and ear pain is gone. 
 

Weight and Age Tablet 
(100 mg)

Tablet 
(500 mg)

Oral Solution1 

(48 mg per 1 ml)
2 months up to 3 years old 

(4 - <14 kg) 
 
1 

 
¼ 

 
2.5 ml 

3 years old up to 5 years old 
(14 – 19 kg) 

 
1 ½ 

 
½ 

 
4.0 ml 

 
 
IV. VITAMIN A 
 
When to give, how often 
 
A. Measles, Persistent Diarhhoea, Severe Malnutrition 
Give first dose to child in home 
Give mother one dose to give at home the next day 
Revisit mother in 2 to 4 weeks for third dose of Vitamin A 
 
B. Pneumonia 
Give one dose to child 
 
C. Supplementation for Children 9 months or older 
If no dose of Vitamin A has been given to child, give one dose of Vitamin A 
 
For A through C, record dose on the child’s health card 
 

VITAMIN A CAPSULES 
Age 200,000 IU 100,000 IU 50,000 IU

 
Up to 6 months old 

 

  
½ 

 
1 

 
6 months old up 
to 12 months old 

 
½ 
 

 
1 

 
2 

 
12 months old up 

to 5 years old 

 
1 

 
2 

 
4 

 
1Calculation of dosage: Nursing 97 Drug Handbook, NDH, Springhouse Corporation 
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V. IRON or FOLIC ACID 
 
Give iron or folic acid to child with anemia  
If you know that the child has sickle cell anemia, give folic acid only. 
 

 IRON FOLIC ACID 
 

Age or Weight 
Tablet 

(Ferrous Sulfate)
200 mg 

Syrup 
(Ferrous Furmarate)

60mg per 5 ml 

Tablet 
(1 mg) 

Tablet 
(5 mg) 

2 months old up 
to 4 months old 

(4 - <6 kg) 

  
2.0 ml 
(½ tsp) 

 
2 ½ 

 

 
½ 

4 months old up 
to 12 months 

(6 kg - <10 kg) 

 
 
 

 
2.5 ml 
(½ tsp) 

 
2 ½ 

 
½ 

12 months old up 
to 3 years old 
(10 - <14 kg) 

 
½ 
 

 
4.0 ml 

(<1 tsp) 

 
2 ½ 

 
½ 

3 years old up to 
5 years old 

(14 – 19 kg) 

 
½ 
 

 
5.5 ml 
(1 tsp) 

 
2 ½ 

 
½ 

 
*Note:  If the child is receiving the anti-malarial medication, sulfadoxine-pyrimethamine, 
do not give iron/folate tablets until 2 weeks after medication is given 
 
 
VI. MEBENDAZOLE 
Given for Hookworm and Whipworm 
 
$ Give 500 mg Mebendazole as a single dose if: 

# Hookworm/whipworm are a problem in children in your area, and 
# The child is 2 years of age or older, and 
# The child has not had a dose in the previous 6 months 
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