sl e

INTEGRATED MANAGEMENT

ILLNESSES (IMNCI)

Physicians Manual 2023




This manual is updated by the Ministry of Health in collaboration with
the USAID Health Services Quality Accelerator Activity. It is made
possible by the support of the of the American People through the
United States Agency for International Development (USAID). The
contents are the responsibility of the Ministry of Health and do not

necessarily reflect the views of USAID or the U.S Government.



Integrated Management of Neonatal and Childhood lliness (IMNCI) “Physician Manual”

FOREWORD

The Ministry Of Health (MOH) recognizes the importance of the Integrated Management of Childhood
lness (IMNCI) strategy in improving the quality of care for sick children and has made its

implementation a priority.

The critical element of the IMNCI program is the evidence-based integrated approach with a focus on
new-born and childhood iliness and wellbeing. This program that will be implemented within the
Primary Health Care (PHC) facilities will also help address the acute shortage of pediatricians at

facilities.

It is my pleasure to introduce the IMNCI program “Training Manual”, which has been developed to
support Health Care Providers (HCPs) in their efforts to improve the health and well-being of children.
This “Training Manual" is an essential resource for HCPs seeking to develop the knowledge and skills
necessary to effectively implement the IMNCI program in their day-to-day work.

| encourage all HCPs to use this manual in their efforts to provide high-quality care for sick children,
to be their guide on the identification and management of common childhood illnesses, and to
contribute to the global effort to improve child health.

| would like to extend our deepest gratitude to the contributors of this guidance from the MOH, the
Royal Medical Services, and Jordan University Hospital for their expertise and unwavering commitment
to developing this guidance. | am confident that this program will contribute to our efforts to reduce
childhood morbidity and mortality.

Finally, | dedicate a special acknowledgment to the USAID Health Services Quality Accelerator Activity
team for their diligent efforts in collaborating with the MOH to develop this “Training Manual”.

Minister of Health
Dr. Firas Hawari
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ACRONYMS
BCG Bacille Calmette-Guerin
DPT Diphtheria, Pertussis, and Tetanus Vaccine
ECF Extra-Cellular Fluid
HBV Hepatitis B Vaccine
HCP Health Care Provider
HF Health Facility
Hib Haemophilus influenzae type b
IM Intramuscular
IMNCI Integrated Management of Neonatal and Childhood lliness
IPV Inactivated Polio Vaccine
v Intravenous
IVF Intravenous Fluid
MDI Metered Dose Inhaler
MMR Measles, Mumps, and Rubella Vaccine
MOH Ministry of Health
NG Nasogastric
OPV Oral Poliovirus Vaccines
ORS Oral Rehydration Salts
ORT Oral Rehydration Therapy
PRN Pro Re Nata - which means “as the situation demands”.
RMNCH Reproductive, Maternal, Newborn, and Child Health
RV Rota Virus
UNICEF United Nations International Children's Emergency Fund,
USAID United States Agency for International Development
VAD Vitamin A Deficiency
WHO World Health Organization
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INTRODUCTION

The USAID Health Services Quality Accelerator Activity is a five-year activity (August 4, 2021, to
August 3, 2026), with the overall strategic objective to sustain and advance improvements in equitable
Reproductive, Maternal, Newborn, and Child Health (RMNCH) outcomes, specifically targeting
disadvantaged segments of the population. The Activity is employing new and innovative approaches
to achieve two expected results: (I) Improved quality of equitable RMNCH services, and (2)
Strengthened Ministry of Health’s (MOH’s) leadership and governance capacity to lead to improving
the quality of care. The Activity is also engaging the private sector to leverage long-term and
commercially viable gains.

Remarkable progress has been made in the last years in Jordan to reduce under-five mortality. Despite
this, still, the main causes of mortality among children under 5 are preventable causes, including
diarrhea and lower and upper respiratory infections, followed by infectious diseases and injuries.

The Integrated Management of Neonatal and Childhood lliness (IMNCI) was introduced in Jordan in
2002 and was updated in 2017 to reduce preventable mortality, minimize illness and disability, and
promote healthy growth and development of children under five years of age, though, there is still a
need to institutionalize it as an integrated approach to child health that focuses on the well-being of
the whole child.

IMNCI is a strategy that integrates all available measures for health promotion, prevention, and
integrated management of childhood diseases through their early detection and effective treatment,
and promotion of healthy habits within the family and community. It focuses on the well-being of the
whole child. IMNCI aims to reduce death, iliness, and disability, and to promote improved growth and
development among children under five years of age. IMNCI includes both preventive and curative
elements that are implemented by families and communities as well as by Health Facilities (HFs).

The main value of IMNCl is to use a symptom-based approach that allows general partitional at primary
health centers to assess and manage sick children. This allows medical professionals like specialized
doctors to focus on sicker patients on a referral basis while providing access to care to communities
that do not have access to the traditional health system.

IMNCI guidelines are designed for the management of sick children aged from birth up to five years.
They include methods for assessing signs that indicate severe disease; assessing a child’s nutrition,
immunization, and feeding; teaching parents how to care for a child at home; counselling parents to
solve feeding problems, and advising parents about when to return to a HF. These guidelines describe
how you should care for a child who is brought to your health post with an illness, or for a scheduled
follow-up visit to check the child’s progress. The guidelines give instructions on how to routinely
assess a child for general danger signs (or possible bacterial infection in a young infant), common
illnesses, malnutrition, and anemia and to look for other problems. In addition to treatment, the
guidelines incorporate basic activities for illness prevention.( Jordanian protocol for well child

The MOH in collaboration with USAID Health Services Quality Accelerator Activity adopted and
updated the global IMNCI guidelines that had been launched by the World Health Organization
(WHO) and UNICEF and promoted as the service delivery model to reduce death, illness, and
disability and to promote growth and development among children under 5 years of age. this program
is designed for use in outpatient clinical settings with limited diagnostic tools, it will allow HCPs to
determine if a child should be urgently referred to another HF, if the child can be treated at the first
level facility or if the child can be safely managed at home.

This manual will strengthen the capacity of HCPs (GPs in specific) in recognizing danger signs promptly,
making referrals per criteria, assessing child growth and development milestones, and checking
nutrition and vaccination statuses to improve vaccination coverage at the national level.
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IMNCI CASE MANAGEMENT PROCESS

The IMNCI case management process involves a stepwise approach consisting of the following
elements: Assessment, Classification, Treatment, Counselling, And Follow-Up.

The healthcare provider has to Assess a child by checking first for general danger signs, asking
questions about common conditions including cough, difficulty breathing, fever, ear pain, and diarrhea
examining the child, and checking growth and development, nutrition, and immunization status.

Based on the initial assessment he Classifies a child’s illnesses using a color-coded classification system
according to whether it requires: urgent attention and referral or admission for inpatient care, is a
severe classification - (PINK), specific medical treatment (an appropriate antibiotic or other
treatment.) and advice (YELLOW), or simple advice on home management (GREEN).

After classifying all conditions, Identify specific treatments for the child. Ifa child requires an urgent
referral, give essential treatment before the patient is transferred. If a child needs treatment at home,
develop an integrated treatment plan for the child. Then Counsel the mother/caregiver about the
child’s health. When a child is brought back to the health post as requested, give Follow-up care and,
if necessary, reassess the child for new problems.

IMNCI Case Management

Focused Assessment Classification

Danger signs Need to Refer

Main symptoms Specific Treatment
Growth & development —

Home Management
Assessment 3

Nutritional status

Immunization status

Other Problems

Counsel & Follow-up

Counsel the mother/caregiver! - Identify treatment!

Follow-up Treat
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STEPS OF CASE MANAGEMENT FOR SICK CHILD

Check the child for DANGER SIGNS
If no Danger Signs, ASK:!

- Does the child have cough or difficult breathing?

. . For any “YES” answer, Ask further questions.
- Does the child have diarrhea? Y ) q
- Docs the chd have dior [ — o LN et

- Does the child have an ear problem? Based on this classify the illness

Then check the child for growth and development, malnutrition, and Anemia.
Then check the child’s immunization status.
Then check the child for other problems.

CLASSIFY ILLNESS AND IDENTIFY TREATMENT

|«|

TREAT THE CHILD OR REFER

- If the child needs to be referred, give appropriate pre-referral treatment

- Give Intramuscular (IM) drugs in clinic

- Give increased fluids for diarrhea and continue feeding

- Teach the mother/caregiver to give oral drug at home (antibiotics, iron, vitamin A, ...etc.)
- Teach the mother/caregiver to treat local infections at home (eye, ear, mouth, throat)

(e

COUNSEL THE MOTHER ABOUT:

Using the process: ASK, PRAISE, ADVICE, CHECK
* Food and feeding problems * Fluid intake during illness * When to return * The mothers’ health

| FoLLow-uP [

I Don’t forget to ask for other complaints and problems.
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ASSESSMENT

The first step in the IMNCI assessment process is to greet the mother/caregiver and ask about the
child.

Greeting the mother/caregiver has two purposes:

First, greeting makes the mother/caregiver feel welcome in the clinic. Greeting and welcoming the
mother/caregiver is an important first step in building trust. It begins with good and caring
communication.

Second, it helps you to gather important information about why the child is coming to the clinic.

Good communication skills involve the following:

Listen — Listen carefully to what the mother/caregiver tells you. This shows you are taking her/his
concerns seriously.

Simplify Words — Use words the mother/caregiver understands. If she/he does not understand
what you ask her/him, she/he cannot give the information you need to assess and classify the child
correctly.

Give Her Time — Give the mother/caregiver time to answer the questions. She/he might need
time to decide if a sign you are asking about is present.

Be Clear — Ask additional questions when the mother/caregiver is not sure about her/his answer.
If she/he is not sure that a certain symptom or sign is present, ask additional questions. Help
her/him make her/his answers clearer.

Praise — Praise the mother/caregiver for what she/he is doing right. This will reinforce
good practices.

What to do when you as HCP see the mother/caregiver and her sick child?

I. Greet the mother/caregiver appropriately and ask her/him to sit with the child.

You need to know the child's age so you can choose the right case management chart. “Look at
the child's record to find the child's age.”

o [f the child’s age is up to 2 months, assess and classify the young infant according to the steps
on the YOUNG INFANT chart.

o If the child is age 2 months up to 5 years, assess and classify the child according to the steps on
the ASSESS & CLASSIFY chart.

Look to see if the child's weight and temperature have been measured and recorded. If not, weight
the child and measure his temperature later when you assess and classify the child's main symptoms.
Do not undress or disturb the child now.

1. Ask the mother/caregiver what the child'’s problems are.
Record what the mother/caregiver tells you about the child's problems.

e An important reason for asking this question is to open good communication with the
mother/caregiver. Using good communication helps to reassure the mother/caregiver that the child
will receive good care. When you treat the child's illness later in the visit, you will need to teach
and advise the mother/caregiver about caring for the sick child at home. So, it is important to have
good communication with the mother/caregiver from the beginning of the visit.



Integrated Management of Neonatal and Childhood lliness (IMNCI) “Physician Manual”

Caregivers can be very stressed and emotional when a child is ill. HCPs need to communicate
concern and care for the child’s health, and the family’s situation. Good communication helps to
reassure the mother/caregiver that the child will receive good care.

lll. Determine if this is an initial or follow-up visit for this problem.
o [f this is the child's first visit for this episode of an illness or problem, then this is an initial visit.
o If the child was seen a few days ago for the same illness, this is a follow-up visit.

During a follow-up visit, the HCP finds out if the treatment he/she gave during the initial visit has
helped the child. If the child is not improving or is getting worse after a few days, the HCP refers
the child to a hospital or changes the child's treatment.

When patients arrive at most clinics, clinic staff identify the reason for the child's visit. Clinic nurses
obtain the child's weight and temperature and record them on a patient chart, Then the
mother/caregiver and child see a doctor.

ASK: first time coming to the clinic for this problem

YES

ASSESS and CLASSIFY
according to IMNCI.

Give follow-up care according
to IMNCI.

CHECK FOR GENERAL DANGER SIGNS:

A child with a general danger sign has a serious problem; most children with a general danger sign
need URGENT referral to a hospital. They may need lifesaving treatment with injectable antibiotics,
oxygen, or other treatments, which may not be available in your clinic. Complete the rest of the
assessment immediately.

If a child has a general danger sign, you must take IMMEDIATE ACTION

A general danger sign is present if:

- The child is not able to drink or breastfeed

- The child vomits everything

- The child has had convulsions or is convulsing now
- The child is lethargic or unconscious.

- The child is cyanosed.

For details refer to PART II.
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For all sick children - ask the mother/caregiver about the child’s problems, then

CHECK EVERY SICK CHILD FOR GENERAL DANGER SIGNS

NO signs are present. YES, one or more signs present.

The child requires an
URGENT REFERRAL

Continue assessment quickly so referral
is not delayed.

CONTINUE ASSESSMENT:

- Assess for main symptoms (Cough, difficulty breathing, diarrhea, fever, ear problems),
- check for growth and development, malnutrition & anemia, immunization status, and
other problems.

ASSESS FOR MAIN SYMPTOMS

In the IMNCI after checking for general danger signs the HCP should ask the following questions to
check for main symptomes. It should not be assumed that the mother/caregiver will always remember
and tell all the problems the child may have e.g., chronic ear infections, and persistent diarrhea are
forgotten.

Ask the caregiver the following questions:

® Does the child have a cough or difficult breathing?
@ Does the child have diarrhea?

@ Does the child have any ear problems?

@ Does the child have a fever?

® Does the child have any other problem?

Ask mother/caregiver if the child has any other symptoms and do assessment and diagnosis in the
usual way.

For details refer to PART IL.

CHECK THE CHILD’S GROWTH

Basic growth assessment involves measuring a child's weight, length or height, and head circumference,
and comparing these measurements to standard growth parameters.

The main steps of growth assessment include:

e Measurement of weight, "length or height" and head circumference.

® Plot these measurements on growth curves (WHO Z-Score Charts).

@ Interpretation of growth indicators.

e Correct measurement, fixation and interpretation is essential to identify developmental problems.
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Children growth parameters will be measure by the Nurse/Midwife and reflected on the Z-score
charts, Interpretation of the points drawn represents the state of the child's development.

Next to each growth chart in the Growth Record, there is a list of the growth problems represented
by plotted points that are above or below certain z-score lines. Read points as follows:

e A point between the z-score lines -2 and -3 is “below -2.”
e A point between the z-score lines 2 and 3 is “above 2.”

Notice that an indicator is included in a certain definition by being plotted above or below a particular
Z-score line. If it is plotted exactly on the Z-score line, it is considered in the less severe category.
For example, weight-for age on the -3 line is considered “underweight” as opposed to ‘“severely
underweight.” See ANNEX I for the summary of definitions of growth problems in terms of Z-scores.

CHECK THE CHILD’S DEVELOPMENT

The first five years of a child's life are particularly important as they are the primary stage for a child's
future learning and development. Therefore, it requires building the capacities of service providers to
monitor the development of children under five years in accordance with their age group, and to
discover cases that suffer from a delay in development in order to effectively monitor the progress of
children, help in obtaining the necessary services, and provide advice to parents and caregivers.

The development is assessed using the ASQ-3 (Ages & Stages Questionnaires- 3rd edition) ANNEX
Il. 1t is a developmental screening tool designed for use by early educators and health care
professionals. It relies on parents as experts, is easy to use, family-friendly, and creates the snapshot
needed to catch delays and celebrate milestones. It covers all developmental domains including the
gross and fine motor, pertinent to the early detection of motor development delay.

Perform the developmental screening using the ASQ-3 routinely at each age group visit using the
related age group tool. If scores are in the white zone, continue screening at each routine visit. if the
scores are in the grey zone, repeat ASQ-3 every 3 months. If the score is in the black zone or if
failed the motor components of the ASQ-3, refer the child to a specialist.

CHECK THE CHILD’S NUTRITIONAL STATUS

Feeding assessment:
Conduct nutritional assessment. Ask the mother/caregiver “What the child ate yesterday.” if yesterday
was unusual, ask for the usual day.

e Did the child receive breast milk? How many times during the day? How many times during the
night?

e Did the child take any other food or fluid?

e Did the child eat 3 meals of thick consistency?

e Did the child eat animal food, a milk product, pulses, nuts (or seeds), and vegetables (or fruit)?

@ Did the child eat a sufficient number of meals and snacks for his/her age?

® Was the quantity of food eaten at main meals appropriate for a child’s age?

® Do you encourage the child to feed by him/herself?

Assess the breastfeeding technique if the child:

e Has low weight for age.

e The mother/caregiver complains of feeding difficulty.

e The baby is in his first week of life.

e Taking other feeds.

e Feeding less than 8 times per day and have no reason for referral to hospital.
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Check for a correct position as follows:
Infant’s neck straight or bent slightly backward, Infant’s body close to mother’s body, and Infant’s
whole body supported.

Check for correctness of attachment as follows:
Chin touching the breast, Mouth wide-open, Lower lip turned outward, and more areola is seen above
than below the infant’s mouth.

Check for signs of effective suckling:
Slow & deep sucks sometimes with pausing, sounds of swallowing, and fullness of cheeks.

Children from (2 — 5) years of age: Diet is assessed by asking the mother/caregiver about the type, quality
and quantity of foods, frequency, composition of main meals and snacks and assess the daily physical
activity.

Check Nutrition Status — (Malnutrition and Overweight):
Check baby’s weight, Hight and reflect the numbers on the charts.

SCREEN FOR ANEMIA:

Check for pallor and apply the “Screening & Management of Anemia for Children Under 5” clinical
pathway. ANNEX IlI.

Table I: Anemia classification and action to be taken accordingly.

Hb I'l gm /dl or more Normal Praise caregiver

From 10.9 — 10 gms /dl Mild e Start oral iron 3-6mg /kg of elemental iron.

e Advise the caregiver to give iron rich foods.
e Follow up and re-check Hb after 4 weeks.

e If Hb raises by | gm continue iron treatment for 3-

From 9.9 — 7 gms /dl Moderate 4 months and re.assess
e Treatment stops after one month from reaching
the normal HB level (HB || gm/dl and more).
Selew 7 e pardl Severe Refer to hospital for further assessment and

management

Check the child's vitamin a supplementations status:

Vitamin A helps maintain surface tissue of the eyes and respiratory, intestinal, and urinary tracts. It
also helps the immune system to resist severe infections. Vitamin A deficiency (VAD) is the leading
cause of preventable blindness in children. It also increases the risk of disease and death from severe
infections particularly measles, diarrhea, and pneumonia.

Vitamin A is given both to treat and to prevent disease:
e |t is given as treatment to children with measles or severe malnutrition.
@ |t is given as a supplement to prevent VAD.
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Many children in our country have some degree of VAD, which does not show. Therefore, giving
vitamin A to all children aged 9 months or older will prevent VAD. This will of course include
children with persistent diarrhea, malnutrition, pneumonia, and other illness. In several studies,
this approach has been shown to reduce mortality in areas with VAD.

Another important way to prevent VAD is to ensure that infants are breastfed and that after six
months of age, they are fed complementary foods rich in vitamin A.

Example of vitamin A-rich food:

- Egg.
- Cheese.
- Oily fish.

- Fortified low-fat spreads.

- Milk and yogurt.

- Yellow, red, and green (leafy) vegetables, such as spinach, carrots, sweet
potatoes, and red peppers.

- Yellow fruit, such as mango, papaya, and apricots.

All children will receive two doses of vitamin A supplement during vaccination:

The first dose of vitamin A will be given with measles vaccine at 9 months “capsule = 100000 IU”,
The second does with booster doses OPV/IPV, DPT, and MMR at |8 months “capsule = 200000 IU.”.
If the second supplementation dose is not given at the proper time, it can still be given later at any
time up to the age of 3 years according to our MOH policy.

CHECK IMMUNIZATIONS STATUS

Ideally, every child must complete a vaccination before celebrating his/her second birthday. Therefore,
you must assess every child at the HF. You need to check whether they have been vaccinated up to
the appropriate National Vaccination Schedule (Table 2), and if not, you should give any missed
vaccinations on the day of the visit.

The recommended vaccine should be given when the child reaches the appropriate age for each dose.
If vaccination is administered too early, protection may not be adequate. If there is any delay in giving
the appropriate vaccine, this will increase the risk of the child developing the disease.

Ask the mother/caregiver if the child has an immunization card. If the mother/caregiver answers YES,
Compare the child's immunization record with the recommended immunization schedule. Decide
whether the child has had all the immunizations recommended for the child's age.

If the mother/caregiver says that she/he does NOT have an immunization card with her/him: Ask the
mother/caregiver to tell you what immunizations the child has received. Use your judgment to decide
if the mother/caregiver has given a reliable report. If you have any doubt, immunize the child according
to the National Immunization Guidelines2.

Table 2: National Vaccination Schedule.

Soor‘) after - Bacille Calmette-Guerin (BCG)
birth

2 Refer to the below link for the “National Vaccination Guideline™:
https://www.moh.gov.jo/EchoBusV3.0/SystemAssets/Communicable/%D8%A7%D9%84%D8%AA%D8%B7%D8
%B9%D9%8A%D9%85.pdf
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(I month)

- Inactivated Polio Vaccine (IPV)

At the age of 2 | - Diphtheria, acellular Pertussis, and Tetanus (DTaP)
months - Haemophilus influenzae type b (Hib)
(61 days) - Hepatitis B Vaccine (HBV)

- Rota Virus (RV)

At the age of 3

months IPV, DTaP, Hib, HBV, RV, and Oral Poliovirus Vaccines (OPV)
(91 days)
At the age of 4
months IPV, DTaP, Hib, HBV, RV, and Oral Poliovirus Vaccines (OPV)
(121 days)
Atthe age of 9 |\ (les, OPV, Vitamin A (100000 1.U)
months
At the age of I | - Measles, Mumps, and Rubella (MMR)
year - Hepatitis A Vaccine (HAV)

- DPT, MMR, Vitamin A (200000 1.U)
- Hepatitis A Vaccine (HAV)
- Oral Poliovirus Vaccines (OPYV)

At the age of 18
months

Record all immunization on the child’s immunization card. Record the date you give each dose. Also
keep a record of the child’s immunization in the immunization logbook or the child’s medical record
depending on what you use at your clinic.

If a child is going to be referred, do not immunize the child before referral. The hospital staff at the
referral site should decide immunizing the child when the child is admitted. This will avoid delaying
referrals.

Children with diarrhea who are due for OPV should receive a dose of OPV during this visit. However,
do not count the dose. The child should return in 4 weeks for an extra dose of OPV.

Advise the mother/caregiver to be sure that other children in the family are immunized.

Also, Advice the mother for “Additional Vaccines” to her child if she is able to afford, as these are
not covered under the national free vaccination program, see table Below.

e At the age of 2 months - (61 days)

e At the age of 3 months - (91 days)

e At the age of 4 months - (121 days)
e At the age of 18 months

Conj. Pneumococcal Vaccine

e At the age of 13 months

e At the age of 4 years Varicella Vaccine

e Seasonal (after 6 months of age) Flu Vaccine
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Route of Vaccines Administration. (See Figure 1)

Bacille Calmette-Guerin (BCG) Intradermal

Oral Poliovirus Vaccines (OPV) Orally (2 drops)
Inactivated Polio Vaccine (IPV) Intramuscular
Diphtheria, Pertussis, and Tetanus (DPT), (DTaP) Intramuscular
Haemophilus influenzae type b (Hib) Intramuscular
Hepatitis B Vaccine (HBV) Intramuscular
Hepatitis A Vaccine (HAV) Intramuscular

Rota Virus (RV) orally
Measles subcutaneous
Measles, Mumps, and Rubella (MMR) subcutaneous
Subcutaneous
0
Intramuscular - NicaeaROuS Intradermal

"

90°

I Vein

Muscle Subcutaneous
tissuye

Dermis Epidermis

Figure I: Injection Technique.

Adverse Event Following Immunization:

After receiving an immunization, a child may develop an adverse event. adverse event following
immunization is an unwanted or unexpected event occurring following the administration of the
vaccine(s). Such an event may be caused by the vaccine(s), or it might have occurred by chance (it
would have occurred despite vaccination).

The majority of vaccines cause minor adverse events, and therefore these should be explained to the
mother/caregivers. These minor events include low-grade fever, or pain or redness at the injection
site. These common adverse events do not require any management from the HCP.

However, if the adverse events are significant, they should be reported to the HCP. Common adverse
events also do not contraindicate subsequent vaccination.
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Tell the mother/caregiver which vaccine her child will receive today. Tell her/him about the
possible side effects.

Below is a Brief Description of the Side Effects of Each Vaccine:

BCG: A small red tender swelling then an ulcer appears at the place of the immunization after
about 2 weeks. The ulcer heals by itself and leaves a small scar. “Tell the mother/caregiver a small
ulcer will occur and to leave the ulcer uncovered. If necessary, cover it with a dry dressing only.”

OPV: No adverse effects.

DPT: Fever, irritability, and soreness are possible side effects of DPT. They are usually not serious
and need no special treatment. Fever means that the vaccine is working. “Tell the mother/caregiver
that if the child feels very hot or is in pain, she/he should give paracetamol. She/he should not wrap the
child up in more clothes than usual.”

Measles and MMR: Fever and a mild measles rash are possible side effects of the measles vaccine
and MMR. A week after you give the vaccine, a child may have a fever for | - 3 days. Fever means
that the vaccine is working. “Tell the mother/caregiver to give paracetamol if the fever is high.)

Hepatitis B & A: No adverse effects. Can be given with any of the above-mentioned vaccines:
DTaP, OPV, BCG, or Measles.

Hib: No adverse effects. Can be given with any of the above-mentioned vaccines: DTaP, OPYV,
BCG, or Measles.

Contraindication to Vaccine

A contraindication is a condition when the vaccine is not advised due to some potential and serious
adverse effects. First, it is important to note that common illnesses are not a contraindication to
vaccination. Therefore, no sick child, including the malnourished child, should miss vaccination. A child
should only miss the vaccination if there is a clear contraindication.

There are only four situations at present which are contraindications to immunization:

I. Very severely ill children who need to be hospitalized, should delay vaccination.

2. If a child has had severe reactions from DTaP injection (convulsions or shock within seven days of
the most recent dose) or had recurrent convulsions or another active neurological disease of the
central nervous system, don’t give that child DTaP. Give him DT vaccine.

3. BCG, MMR, or any live attenuated vaccine, which should not be administered to children with

clinically apparent Acquired Immune Deficiency Syndrome (AIDS) or immune deficiency
disease.

4. If the child had severe allergic reaction (e.g., anaphylaxis) after a previous dose or to a vaccine
component.

5. If the child had history of intussusception, don’t give that child Rotavirus Vaccine.

Check the immunization status of every child you treat at your clinic.

Decide if the child needs an immunization today, or if the mother/caregiver should be told to
come back with the child later for an immunization.

Remember there are no contraindications to the immunization of a sick child if the child is well
enough to go home.
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Complications of Vaccines and How to Deal with Each:

Abscess at injection site:

If the child develops painful swelling that is warm to touch at the injection site “Abscess”, he/she must
be examined to determine future course of action. If the abscess is small, the doctor may simply
prescribe antibiotics that will ensure complete cure. If the abscess is big, incision and drainage will be
done (except the BCG vaccine) as follows: after administering anaesthesia, the doctor opens the
abscess and drains the pus. The procedure is followed by bandaging the area and prescription of
antibiotics (preferably to refer the child to specialist if applicable).

Anaphylaxis after vaccine injection:

Anaphylaxis is a serious, potentially life-threatening allergic reaction to foreign antigens. Signs and
symptoms onset appears suddenly and progress rapidly over several minutes and involves two or more
body systems. (see figure 2). The most frequently involved systems are skin, respiratory, and less often
cardiovascular and gastrointestinal. For details on management refer to ANNEX IV.

AR D &

+ Sense of * Nasal congestion |+« Wheezing * Nausea + Tachycardia
‘impending doom’ |+ Rhinorrhea « Persistent cough Emesis * Hypotension
* Acute onset of * Sneezing « Chest tightness Cramping + Syncope
feeling unwell + Respiratory distress Diarrhea
* Changein
demeanor (infants
and toddlers)
« Cutaneous:
* Flushing
* Urticaria
* Angioedema
*  Pruritus

.

.

Figure 2: Anaphylaxis symptoms

Convulsion (Vaccine-related seizures)

Vaccine-related seizures require careful evaluation of the vaccine(s) involved, seizure type and duration
to determine a safe course for revaccination. For details on management of these seizures please refer
to heading below “TREAT A CONVULSING CHILD WITH DIAZEPAM”.
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CLASSIFY CHILD’S ILLNESS

When you are assessing a sick child, a combination of individual signs leads to one or more
classifications, rather than to a diagnosis. IMNCI classifications are action-oriented illness categories
which enable HCP to determine if a child should be urgently referred to a hospital, if the child can be
treated at the health centre (e.g., with oral antibiotic, Oral Rehydration Salts (ORS), etc.), or if the
child can be safely managed at home.

CLASSIFICATION TABLES:

Signs of illness and their classifications are listed on the ASSESS&CLASSIFY chart in classification tables.
Most classification tables have three rows. If the chart is in colour, each row is coloured either PINK,
YELLOW, or GREEN. The colour of the rows tells you quickly if the child has a serious illness. You
can also quickly choose the appropriate treatment.

Classification in a PINK row needs urgent attention and referral or admission for inpatient care.
This is a severe classification.

Classification in a YELLOW row means that the child needs an appropriate antibiotic or other
treatment. The treatment includes teaching the mother/caregiver how to give the oral drugs or
treat local infections at home. The HCPs advise her/him about caring for the child at home and
when she/he should return.

Classification in the GREEN row means the child does not need specific medical treatment such
as antibiotics. The HCP teaches the mother/caregiver how to care for the child at home. For
example, you might advise her/him on feeding the sick child or giving fluid for diarrhea.

Depending on the combination of the child’s signs and symptoms, the child is classified in either the
PINK, YELLOW, or GREEN row. That is, the child is classified only once in each classification
table.

To classify a child’s illness, you must follow the steps as they are presented in this manual. The first
step is to decide if the child should be classified as having Very Severe Disease, then to classify for other
illnesses.
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IDENTIFY TREATMENT

After classifying all the conditions present, a HCP identifies specific treatments for the sick child or
the sick young infant.

- If a child requires urgent referral (PINK classification), essential treatment to be given before
referral is identified.

- If a child needs specific treatment ( ), a treatment plan is developed, and
the drugs to be administered at the clinic are identified. The content of the advice to be given to the
mother/caregiver is decided on.

- If no serious conditions have been found (GREEN classification), the mother/caregiver should
be correctly advised on the appropriate actions to be taken for care of the child at home.

IDENTIFY URGENT PRE-REFERRAL TREATMENT NEEDED

When a child needs urgent referral, you must quickly identify and begin the most urgent treatments
for that child.

How Do You Urgently Refer the Child?

There are four steps to referring a child or a sick young infant to hospital:
I. Explain to the mother/caregiver the need for referral and get her/him agreement to take the child.
2. Calm the mother/caregiver’s fears and help her/him resolve any problems. For example: if the
mother/caregiver fears that the child will die at the hospital, reassure her/him that the hospital has
physicians, supplies, and equipment that can help cure the child.
3. Write A Referral Note for the mother/caregiver to carry. Tell her/him to give it to the HCP
there. The note should include:
- The name and age of the infant or child.
- The date and time of referral.
- Description of the child’s problems.
- The reason for referral (signs/symptoms for classification).
- Treatment that you have given.
- Any other information that the hospital needs to know in order to care for the child, such as
earlier treatment of the illness or immunizations needed.
- Your name and the name of your clinic.

4. Give Supplies and Instructions Needed to care for her child on the way to the hospital:
If the hospital is far, give the mother/caregiver additional doses of antibiotics and tell her/him when
to give them during the trip. If you think the mother/caregiver will not actually go to the hospital,
give her/him the full course of antibiotics, and tell the mother/caregiver how to keep the young
child warm during the trip. Advise the mother to continue breastfeeding and if the child has some
or severe dehydration and can drink, give the mother/caregiver some ORS solution for the child
to sip frequently on the way.

If referral is not possible, you should do whatever you can to help the family care for the child. If
referral is not possible, continue with prereferral treatment until the child is able to leave for the
hospital.

If an infant or child does not need URGENT referral, check to see if the child needs non-urgent
referral for further assessment. For example, for a cough which has lasted more than 30 days, or for
fever which has lasted 7 days or more, you would record, “Refer for assessment.” Although the
mother/caregiver should take the child for assessment promptly, these referrals are not as urgent.
Any other necessary treatments may be done before referral.
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IDENTIFY TREATMENTS FOR PATIENTS WHO DO NOT NEED
URGENT REFERRAL

The guidelines provide algorithms/charts for assessing and treating the common illnesses based on the
classification, you will develop an integrated treatment plan. If a child requires an urgent referral, give
essential treatment before the patient is transferred. If a child needs treatment at the clinic, you will
often give the first dose in the clinic. Give immunizations if needed. You will advise caregivers on home
treatment.

Treat any other problems according MOH guideline.
Refer the child for any other problem that YOU cannot manage.

Treat a Convulsing Child with Diazepam

A convulsing child should be managed rapidly and correctly before urgent referral to avoid
complications.

DIAZEPAM ampoule (10 mg / 2ml) is the main treatment for current convulsion. It can be used
rectally to control current convulsions in a dose of 0.5 mg/kg.

The treatment of convulsions includes also managing the airway to be sure the child can breathe,
reducing high fever rapidly and treating the child to prevent low blood sugar.

» Manage the airway:
Make sure that the child is able to breathe, turn the child on his or her side to reduce the risk of

aspiration (that is drawing fluid, vomits or mucous into the lungs with a breath).

Do not try to insert anything in the mouth to keep it open. If secretions are interfering with
breathing, insert a catheter through the nose into the throat and remove the secretions by suction.
If the lips and the tongue are blue, open the mouth to see that it is clear or put a finger into the
mouth to scoop anything visible out.

» Give diazepam:
- Give Diazepam IV 0.2 mg/kg if IV access is possible.

- Give Diazepam in a dose of 0.5 mg/kg Rectally if IV access is not possible in 5 minutes (in 90
seconds if the child is shocked).
- Determine the correct dose of diazepam according to the age or weight of the child.

How to give DIAZEPAM rectally:

- Draw up the dose of diazepam into a small syringe. Then remove the needle.

- Attach a piece of NG tubing to the syringe if possible.

- Insert 4 to 5 cm of the tube or the tip of the syringe into the rectum and inject the
diazepam solution.

- Remove the syringe and hold the buttocks together for a few minutes.

- Expect the effect in a few minutes.

- In 10 minutes, if convulsions continue, give diazepam again.

- In 10 more minutes (that is, 20 minutes after the first dose), if convulsions continue and
the child is breathing well, give diazepam again (Max. 3 times). Watch closely for
respiratory depression.
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DIAZEPAM?
AGE or WEIGHT (10 mg/2 ml solution)
Dose: 0.5 mg/kg “Rectally”
| month up to 4 months
(3- <6 ke) 0.5 ml
4 months up to 12 months 1.0 ml
(6 -<10kg) ’
12 months up to 2 years
(10 - < 12 ke) [.25 ml
2 years up to 3 years
(12- < 14 kg) 1.5 ml
3 years up to 5 years
(14- 19 kg) [.75 ml

> If high fever, lower the fever:

A high fever can be the cause of a convulsion. Therefore, it is important to rapidly reduce the fever,
sponge the child with room temperature water at the neck, axillae, and groin to reduce the fever
immediately. Sponging is justified only in a child with convulsions because it is important to reduce
the high fever as soon as possible. When a child is convulsing actively, it is not safe to administer
oral drugs such as paracetamol because of the risk of aspiration. Wait until the child is fully awake

before giving paracetamol.

» Treat the child to prevent low blood sugar:
Children who are convulsing may have low blood sugar. After the convulsions are controlled, treat

the child to prevent low blood sugar. Avoid giving a large volume of fluid, in case the child convulses
again, as too much fluid could lead to aspiration.

? Max. Dose for children under 5-years is 5 mg/Dose.
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COUNSELING

THE APAC PROCESS

APAC stands for: ASK, PRAISE, ADVICE, and CHECK. Apply APAC process Every time you see a
patient and mother/caregiver.

ASK and LISTEN

You have already learned that asking questions is critical for assessing the child’s problems. Listen
carefully to find out what the child’s problems are. Listen to what the mother/caregiver is already
doing for the child. Then you will know what she/he is doing well, and what practices needs to be
changed.

PRAISE

It is likely that the mother/caregiver is doing something helpful for the child, for example, a mother
breastfeeding. Praise the mother/caregiver for something helpful she/he has done. Be sure that the
praise is genuine. Only praise actions that are indeed helpful to the child.

ADVISE

Some advice is simple. For example, you may only need to tell the mother/caregiver to return with
the child for follow-up in 2 days. Other advice requires that you teach the mother/caregiver how to
do something. For example, how to give medicine doses at home, or change the way they breastfeed
so that the infant attaches better.

Tips for teaching caregivers:

- Use understandable words,

- Focus on the most important messages,

- Be calm and reassuring,

- Show an example using familiar items,

- Give feedback during practice and affirm,

- Encourage questions and answer all of them.

CHECK

Understanding after you give advice. You want to be sure that the mother/caregiver understands
correctly. Ask questions to find out what the mother/caregiver understands and what needs further
explanation. When asking the mother/caregiver questions to check her/his understanding, ask checking
questions. Praise the mother/caregiver for correct understanding. If she/he does not understand
correctly, explain your advice again.

A critical component of IMNCI is counselling caregivers on:

e Home treatment (e.g., treating local infections, giving oral drugs),

e Feeding and fluids during sickness,

@ Breastfeeding, and other well childcare.

e Advise the mother/caregiver to return for follow-up on a specific date.

® Teach mother/caregivers when to return immediately if child shows signs of severe illness.

You will need to advise a caregiver when to return to the clinic for 3 situations:
- A scheduled follow-up visits for the child’s current problems.

- For the next well-child visit and immunizations.

- Immediately if the child shows signs of severe illness.

COUNSEL THE MOTHER ABOUT HER OWN HEALTH

During a sick infant visit, listen for any problems that the mother herself may be having. The mother
may need treatment or referral for her own health problems. If the mother is sick, provide care for
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her, or refer her for help. Advise her to eat well to keep up her own strength and health. Make sure
she has access to family planning.

WHEN TO RETURN IMMEDIATELY

For all children going home, you will advise the mother/caregiver when to return immediately. This
means to teach the mother/caregiver certain signs that mean to return immediately for further care.
“Use local terms that the mother/caregiver will understand” (Table 3).

Table 3: When to return IMMEDIATLY.

Advise the mother to return IMMEDIATELY if the child has any of these signs!

- Not able to drink or breastfeed
Any sick child who is: - Becomes sicker

- Develops fever

If the Child has NO PNEUMONIA: Cough or | - Fast breathing

cold, also if: - Difficult breathing

- Blood in stool

If child has DIARRHEA, also if: - Drinking poorly

Exception:
If the child already has a fever, you do not need to tell the mother/caregiver to return
immediately for a fever.

FEEDING RECOMMENDATIONS DURING SICKNESS AND
HEALTH

These feeding recommendations are appropriate both when the child is sick and when the child is
healthy. During illness, children may not want to eat much. However, they should be offered the
types of food recommended for their age, as often as recommended, even though they may not take
much at each feeding. After illness, good feeding helps make up for weight loss and helps prevent
malnutrition. When the child is well, good feeding helps prevent future illness (Table 5).

Sick child visits are a good opportunity to counsel the mother/caregiver on how to feed the child both
during illness and when the child is well.

RECOMMENDATIONS FROM BIRTH UP TO 6 MONTHS OF AGE

The best way to feed a child from birth to at least 6 months of age is to breastfeed exclusively. Exclusive
breastfeeding means that the child takes only breastmilk and no additional food, water, or other fluids
(with the exception of medicines and vitamins, if needed). Breastfeed children at this age as often as
they want, day and night. This will be at least 8 times in 24 hours.

RECOMMENDATIONS FOR AGES 6 MONTHS UP TO 12 MONTHS

The mother should continue to breastfeed as often as the child wants. However, after 6 months of
age, breastmilk cannot meet all the child's energy needs. By 6 months of age, all children should be
receiving thick, nutritious complementary food gradually increase the amount of complementary foods
given, complementary foods are the main source of energy.

If the child is breastfed it is important to continue to breastfeed as often as the child wants, day and
night. The mother/caregiver should give the complementary foods after breastfeeding to avoid
replacing breastmilk (3 times daily).

33



Integrated Management of Neonatal and Childhood lliness (IMNCI) “Physician Manual”

If the child is not breastfed, give complementary foods 5 times daily. (If possible, include feedings of
milk by cup. However, cow's milk and other breastmilk substitutes are not as good for babies as
breastmilk.)

GOOD COMPLEMENTARY FOODS:

Good complementary foods are energy-rich, nutrient-rich, and locally affordable. Examples in
some areas are thick cereal with added oil or milk, fruits, vegetables, pulses, meat, eggs, fish, and
milk products. If the child receives cow's milk or any other breastmilk substitute, these and any
other drinks should be given by cup, not by bottle.

RECOMMENDATIONS UP TO 24 MONTHS OF AGE

During this period the mother should continue to breastfeed as often as the child wants and also give
nutritious complementary foods. The variety and quantity of food should be increased. Family foods
should become an important part of the child's diet. Family foods should be chopped so that they are

easy for the child to eat. Give nutritious complementary foods or family foods 5 times a day. (See
table 4).

Table 4: Feeding Recommendations up to 24 Months.

m TYPE OF FOOD FREQUENCY | AMOUNT | TEXTURE

At least 6 times
Less than 6 : ; N d‘ay a}nd 2
Exclusive breastfeeding times in night and --- ---
months
as often as baby
demands
Breastfeeding and start cher fqo ds ?-3
times daily with 2-3
6-9 months complementary food, can Puree foods
. . breastfeeds as tablespoons
introduce single food
demands
Vegetables, fruits that baby | 3 meals + a snack 1/2 - 3/4
9-12 months can pick and eat. with frequent cup at each Mashed
Breastfeeding to continue breastfeeds meal
3 meals + 2 34— |
12 months Vegetables, meat, fish, and snacks with cUD oF More Chopped to
fruits with breastfeeding frequent P pick and eat
breastfeeds at each meal
3 meals + 2 |
Vegetables, meat, fish, and snacks with
I5 months o . cup or more chopped
fruits with breastfeeding frequent at each meal
breastfeeds
Family food with 3 meals + 2 !
I8 months ; cup or more chopped
breastfeeding snacks
at each meal
I As other
24 months Family food 3 T::(I:sk: 2 cup or more family
at each meal members
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RECOMMENDATIONS FOR AGES 2 YEARS AND OLDER

At this age the child should be taking a variety of family foods in 3 meals per day. The child should also
be given 2 extra feedings per day. These may be family foods or other nutritious foods which are
convenient to give between meals.

Feeding Problems

In addition to differences from the feeding recommendations, some other problems may become
apparent from the mother's answers.

Examples of such problems are:

Difficulty breastfeeding: The mother may mention that breastfeeding is uncomfortable for her, or
that her child seems to have difficulty breastfeeding. If so, you will need to assess breastfeeding. You
may find that the infant's positioning and attachment could be improved.

Use of feeding bottle: Feeding bottles should not be used. They are often dirty, and germs easily
grow in them. Fluids tend to be left in them and soon become spoiled or sour. The child may drink
the spoiled fluid and become ill. Also, sucking on a bottle may interfere with the child's desire to
breastfeed.

Lack of active feeding: Young children often need to be encouraged and assisted to eat. This is
especially true if a child has a very low weight. If a young child is left to feed himself, or if he has to
compete with siblings for food, he may not get enough to eat. By asking, "Who feeds the child and how?"
you should be able to find out if the child is actively being encouraged to eat.

Not feeding well during illness: The child may be eating much less or eating different foods during
illness. Children often lose their appetite during illness. However, they should still be encouraged to
eat the types of food recommended for their age, as often as recommended, even if they do not eat
much. They should be offered their favourite nutritious foods, if possible, to encourage eating.
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FOLLOW-UP CARE

HOW TO MANAGE A CHILD WHO COMES FOR FOLLOW-UP:

As always, ask the mother/caregiver about the child's problem. You need to know if this is a follow-
up or an initial visit for this illness.

Once you know that the child has come to the clinic for follow-up of an illness, ask the
mother/caregiver if the child has, in addition, developed any new problems.

For example, if the child has come for follow-up of pneumonia, but now he has developed diarrhea,
he has a new problem. This child requires a full assessment. Check for general danger signs and assess
all the main symptoms and the child's nutritional status. Classify and treat the child for diarrhea (the
new problem) as you would at an initial visit. Reassess and treat pneumonia according to the follow-
up box.

Remember:
If a child has any new problem, you should assess the child at an initial visit.

If the child does not have a new problem, document the follow-up based on the child's previous
classification.

® Assess the child according to the instructions in the ASSESS & CLASSIFY chart. They may also tell
you to assess additional signs.

® Use the information about the child's signs to select the appropriate treatment.

e Give the treatment.

e |f a mother/caregiver returns with the child who had a cough or cold, or diarrhea (without dysentery
or persistent diarrhea on the previous visit), because after 5 days the child is not better, do a full
assessment of the child.

IMPORTANT:

If a child who comes for follow-up has several problems and is getting worse, REFER THE
CHILD TO the HOSPITAL. Also REFER THE CHILD TO THE HOSPITAL if a second-line
drug is not available, or if you are worried about the child or do not know what to do for
the child. If a child has not improved with treatment, the child may have a different illness than
suggested by the chart. He may need other treatment.
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CASE MANAGEMENT FOR GENERAL
DANGER SIGNS:

A child with a general danger sign has a serious problem; most children with a general danger sign
need URGENT referral to a hospital. They may need lifesaving treatment with injectable antibiotics,
oxygen, or other treatments, which may not be available in your clinic. Complete the rest of the
assessment immediately.

If a child has a general danger sign, you must take IMMEDIATE ACTION

A general danger sign is present if:

- The child is not able to drink or breastfeed

- The child vomits everything

- The child has had convulsions or is convulsing now
- The child is lethargic or unconscious.

- The child is cyanosed.

CHECK FOR ANY GENERAL DANGER SIGNS

Assessing for general danger signs involves four steps. You will ASK three questions and LOOK to
observe the child’s actions.

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 or breast milk.

If you are not sure about the mother/caregiver's answer, ask her/him 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.
A child who is breastfed may have difficulty sucking when his nose is blocked. If the child's nose
is blocked, clear it. If the child can breastfeed after his nose is cleared, the child does not have
the danger sign, "Not able to drink or breastfeed."

ASK: Does the child vomit everything?

A child who is not able to hold anything down at all has the sign "Vomits everything." What goes
down comes back up. A child who vomits everything will not be able to hold down food, fluids,
or oral drugs.

A child who vomits several times but can hold down some fluids does not have this general
danger sign. If you are not sure of the mother/caregiver's answers, ask her/him to offer the
child a drink. See if the child vomits.

ASK: Has the child had convulsions?

During a convulsion, the children may do jerky movements with arms and legs, child’s arms and
legs stiffen because the muscles are contracting. The child may lose consciousness or not be
able to respond to spoken directions.

Ask the mother/caregiver if the child has had convulsions during this current illness. Use words
the mother/caregiver understands.

LOOK: See if the child is lethargic or unconscious.

A lethargic child is not awake and alert when he should be. He is drowsy and does not show
interest in what is happening around him. Often the lethargic child does not look at his
mother/caregiver or watch your face when you talk. The child may stare blankly and appear
not to notice what is going on around him.
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An unconscious child cannot be wakened. He does not respond when he is touched, shaken
or spoken to.

Ask the mother/caregiver if the child seems unusually sleepy or if she/he cannot wake the child.
Look to see if the child wakens when the mother/caregiver talks or shakes the child or when
you clap your hands.

Note: If the child is sleeping and has cough or difficult breathing, count the number of breaths first
before you try to wake the child.

LOOK: See if the child is convulsing now.

During a convulsion, the child may do jerky movement with arms and legs, or the child’s arms
and legs stiffen because the muscles are contracting. The child may lose consciousness and is
not able to respond to spoken directions.

LOOK: See if the child is cyanosed.

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 delay in his treatment.

For all sick children - ask the mother/caregiver about the child’s problems, then
CHECK EVERY SICK CHILD FOR GENERAL DANGER SIGNS

NO signs present. YES, one or more signs present.

The child requires an
URGENT REFERRAL

Continue assessment quickly so referral is
not delayed.

CONTINUE ASSESSMENT:

- Assess for main symptoms (Cough, difficulty breathing, diarrhea, fever, ear problems),
- check for growth and development, malnutrition & anemia, immunization
status, and other problems.

CLASSIFY VERY SEVERE DISEASE

The first step is to decide if the child should be classified as having Very Severe Disease (Table 5).
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Table 5: Classification of Very Severe Disease

TREATMENT
(Urgent pre-referral treatments are in bold
point.)

CLASSIFY

AS

Any general danger sign:

¢ ; e Treat convulsions if present now.
eThe child wunable to drink/

breastfeed well e Complete assessment immediately.
S Ch”d vomits  persistently Very e Give first dose of an appropriate
(everything) Severe antibiotic IF NEEDED.

e The child has history of convulsions Disease :
during present illness, or convlsing ® Treat the child to prevent low blood

NOW sugar.

e The child is lethargic/unconscious e Refer URGENLY to hospital.
® The child is cyanosed

TREATMENT OF VERY SEVERE DISEASE

Identify urgent pre-referral treatment needed:

When a child needs urgent referral, you must quickly identify and begin the most urgent treatments
for that child.

The following urgent pre-referral treatments are for sick children aged 2 months up to 5
years:

e Ensure that airway is patent and administer oxygen at the rate of 5-6 liters/minute if child has signs

of hypoxia such as cyanosis or irritability.
- Start Cardiopulmonary Resuscitation (CPR) if child is not breathing. For details on procedure

please see ANNEX'V.

e Maintain circulation if severe dehydrated or shocked:
Secure IV line and infuse normal saline at the rate of 20 ml /kg (over 5 minutes), Repeat | or 2 doses
normal saline if necessary to stabilize the circulation, then continue with (Glucose Saline).

e |f the baby breastfeeding and able to feed continue.
e Treat convulsions if present now (give DIAZEPAM rectally).

e Give an appropriate antibiotic (Ceftriaxone 100 mg/kg) if suspected septicaemia “If the referral will
take more than one hour” or suspected meningitis immediately.

e Treat wheezing if present (give rapid acting bronchodilator).
e Give PARACETAMOL if indicated.

® Provide ORS solution so that the mother/caregiver can give frequent sips on the way to the hospital
if moderate dehydrated. (if conscious and tolerate feeding)

Please Note: Treat other emergent situations such as convulsion, severe croup, severe wheeze, etc.
identified during assessment, and do not delay referral to give non-urgent treatments such as wicking
the ear or oral iron treatment. If immunizations are needed, do not give them before referral. Let
hospital personnel determine when to give immunizations. This will avoid delaying referrals.

42



Integrated Management of Neonatal and Childhood lliness (IMNCI) “Physician Manual”

CASE MANAGEMENT FOR COUGH OR
DIFFICULT BREATHING

Respiratory infections can occur in any part of the respiratory tract such

as the nose, throat, larynx, trachea, air passages or lungs. A child with

cough or difficult breathing may have pneumonia or another severe s

respiratory infection. a1
~

Pneumonia is an infection of the lungs. Both bacteria and viruses can cause '“’:"‘Mr

pneumonia. In developing countries, pneumonia is often due to bacteria. Ci

The most common are Streptococcus pneumoniae, Hemophilus influenza, and ,‘

staphylococcus. Children with bacterial pneumonia may die from hypoxia or

sepsis. ‘ -

There are many children who come to the clinic with less serious
respiratory infections. Most children with cough or difficult breathing have only a mild infection. For
example, a child who has a cold may cough because nasal discharge drips down the back of the throat.
Or the child may have a viral infection of the bronchi called bronchitis. These children are not seriously
ill. They do not need treatment with antibiotics. Their families can treat them at home.

HCPs need to identify the few, very sick children with cough or difficult breathing who need treatment
with antibiotics. Fortunately, HCPs can identify almost all cases of pneumonia by checking for these
two clinical signs:
I. Fast breathing:

When children develop pneumonia, their lungs become stiff.

One of the body's responses to stiff lungs and hypoxia is fast AT AT
breathing. A= N A
"\ \ . \
2. Chest indrawing: 5 G
When pneumonia becomes more severe, the lungs become | . .. , \
iy Wiy - L

even stiffer. Chest indrawing may develop. Chest indrawing | s see —
AU AR -
is a sign of severe pneumonia. (see figure 3)

Pathophysiology of pneumonia: Figure 3: chest indrawing

The increase in the respiratory rate is the earliest sign in pneumonia, it could be detected two days
before the appearance of pathological changes in chest x-ray, and presence of crepitation on
auscultation of the chest.

I) Early pathological changes in pneumonia:
Reactive oedema in the alveoli due to invasion of lung |[STIMULUS @ RESPONSE
spaces by some leukocytes and organisms without =
destruction of the mucosal cells or extensive |
involvement of interstitial tissue. These changes lead | t ©:
to thick alveolar membrane which interferes with the | * acidosis ! Heart Rate
\
|

'
T cO Respiratory Rate

)
| Tidal Volume

transfer of oxygen and carbon dioxide leading to: ) ;
. . . | Stress Stroke Volume
. HYPOXIA — Stimulation of the respiratory centers
in the brain.
Il._ACIDOSIS —): Incrj;lse in respiratory rate (see Figure 4: Respiratory Stimuli and Response
igure 4).

2) Late pathological changes in pneumonia:
After 2 days without proper antibiotic treatment the pathological changes are:
I. The exudate becomes massive.
II. Leukocytes become packed in the alveoli and replace oedema fluid.
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These changes lead to the appearance of:
- Chest indrawing.

- Crepitations on auscultation.

- Opacity in chest X-ray. (see Figure 5)

Therefore, with fast breathing, we can detect pneumonia two days earlier
before crepitations become audible and opacity becomes seen in chest X-
ray.

Figure 5: Right upper
Lobar Pneumonia

ASSESS COUGH OR DIFFICULT BREATHING

A child with a cough or difficult breathing is assessed for:
® How long the child has had a cough or difficult breathing?

e Fast breathing,

® Chest indrawing,

e Stridor in a calm child,

® Wheezing in a calm child.

Does the child have Cough or difficult breathing

If YES, Ask: LOOK, LISTEN, FEEL:
- Count the breathing in | minute.
For how lons? - Look for chest indrawing CHILD MUST BE
- For how fong: - Look and listen for stridor CALM

- Look and listen for wheeze

For ALL sick children, ask about cough or difficult breathing.

ASK: Does the child have cough or difficult breathing?
"Difficult breathing" is any unusual pattern of breathing. Mother/caregivers describe this in
different ways. They may say that their child's breathing is "fast" or "noisy" or "interrupted."
If the answer NO, look to see if YOU think the child has cough or difficult breathing. If the
child does not have cough or difficult breathing, ask about the next main symptoms, diarrhea.
Do not assess the child further for signs related to cough or difficult breathing.
If the mother/caregiver answers YES, ask the next question.

ASK: For how long?
A child who has had cough or difficult breathing for more than 3 weeks has a chronic cough.
This may be a sign of tuberculosis, asthma, whooping cough, or another problem.

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/caregiver you are going to count the child's breathing. Remind
her/him to keep the child calm. If the child is sleeping, do not wake the child.”

To count the number of breaths in one minute:

|. Use a watch with a second hand or a digital watch.

2. Look for breathing movement anywhere on the child's chest or abdomen. Usually, you
can see breathing movements even on a child who is dressed. “If you cannot see this
movement easily, ask the mother/caregiver to lift the child’s shirt. If the child starts to cry, ask
the mother/caregiver to calm the child before you start counting.”
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If you are not sure about the number of breaths you counted (for example, if the child was
actively moving and it was difficult to watch the chest, or if the child was upset or crying),

repeat the count.

The cut-off for fast breathing depends on the child's age. Normal breathing rates are higher in children
aged 2 months up to 12 months than in children aged 12 months up to 5 years. For this reason, the
cut-off for identifying fast breathing is higher in children 2 months up to 12 months than in children
aged 12 months up to 5 years (Table 6).

Table é: The cut-off for identifying fast breathing in children.

If the child is: The child has ‘“fast breathing” if you count

2 months up to 12 months 50 breaths per minute or more

|2 months up to 5 years 40 breaths per minute or more

’ﬁN ote:

The child who is exactly 12 months old has fast breathing if you count 40 breaths per minute or
more.

Before you look for the next two signs -- chest indrawing and stridor -- watch the child to determine
when the child is breathing IN and when the child is breathing OUT.

LOOK for chest indrawing.
If you did not lift the child's shirt when you counted the child's breaths, “ask the
mother/caregiver to lift it now.”
Look for chest indrawing when the child breathes IN. Look at the lower chest wall (lower
ribs). 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 breathe in is much greater than
normal. In normal breathing, the whole chest wall (upper and lower) and the abdomen move
OUT when the child breathes IN. When chest indrawing is present, the lower chest wall
goes IN when the child breathes IN.

If you are not sure that chest indrawing is present, look again. If the child's body is bent at the
waist, it is hard to see the lower chest wall move. “Ask the mother/caregiver to change the child's
position so the child is lying flat in her/his lap.” If you still do not see the lower chest wall, go IN
when the child breathes IN, the child does not have chest indrawing.

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.

If ONLY the soft tissue between the ribs goes in when the child breathes in (also called
intercostal indrawing or intercostal retractions), the child does not have chest indrawing. In
this assessment, chest indrawing is lower chest wall indrawing.* It does not include "intercostal
indrawing."

LOOK and LISTEN for stridor.
Stridor is a harsh noise made when the child breathes IN.

4 This is the same as "subcostal indrawing" or "subcostal retractions."
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Stridor happens when there is a swelling and narrowing of the larynx, trachea, or epiglottis.
This swelling interferes with air entering the lungs. It can be life-threatening when the swelling
causes the child's airway to be blocked. A child who has stridor when calm has a dangerous
condition.

To look and listen for stridor, look to see when the child breathes IN. Then listen for stridor.
Put your ear near the child's mouth because stridor can be difficult to hear.

Sometimes you will hear a wet noise if the nose is blocked. Clear the nose and listen again. A
child who is not very ill may have stridor only when he is crying or upset. Be sure to look and
listen for stridor when the child is calm.

You may hear a wheezing noise when the child breathes OUT. This is not stridor.

LOOK and LISTEN for Wheeze.

Wheeze is a soft, musical noise when the child breathes OUT. It may be caused by the
narrowing of the small airways of the lungs or by a contraction of the smooth muscles
surrounding the airways in the lung.

Look to see when the child is breathing OUT, listen for the wheezing noise by holding your
ear near the child’s mouth (since the noise may be difficult to hear). Breathing out takes longer
than normal and requires effort. Sometimes so little air moves that there is no noise, look to
see if the breathing out phase requires great effort and is longer than normal. Use a
stethoscope to hear the child's lungs for any wheezes or abnormal sounds.

If the child is wheezing, ask the mother/caregiver “if her child has had a previous episode of
wheezing within the last year”. A child with “recurrent wheeze” has had more than one episode
of wheeze in a 12-month period.

The main causes of wheezing are asthma and respiratory infections including bronchiolitis.

It is important also to LISTEN to the “Auscultation Findings of Pneumonia” that includes
crackles (rales, crepitations), decreased breath sounds, bronchial breath sounds, egophony,
bronchophony, and whispered pectoriloquy. Wheezing more common in viral and atypical
pneumonias. (For details see ANNEX VI).

CLASSIFY COUGH OR DIFFICULT BREATHING

There are three possible classifications for a child with cough or difficult breathing. They
are:

- Severe Pneumonia or Very Severe Disease or,

- Pneumonia or,

- No Pneumonia: Cough Or Cold

Here is the classification for cough or difficult breathing (Table 7).

Table 7: Classification for Cough or Difficult Breathing

o Any GENERAL DANGER SIGNS SEVERE . Give f .
PNEUMONIA ive first dose of an appropriate

oR antibiotic.

e Stridor in calm child OR e Treat wheezing if present.

5 These conditions are often called croup.
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OR VERY SEVERE ® Treat the child to prevent low blood
) . DISEASE sugar.
¢ Chest indrawing. o Refer URGENTLY to hospital.

(If chest indrawing & wheeze go
directly to “Treat Wheezing”
then reassess after treatment).

e Give an appropriate antibiotic

e Treat wheezing if present.

e If coughing more than 3 weeks, refer
for assessment.

e Soothe the throat and relieve the
cough with a safe remedy.

e Fast breathing.
(If wheeze, go directly to “Treat PNEUMONIA
Wheezing” then reassess after

treatment). - .
e Advise mother/caregiver when to
return immediately.
e Follow-up in 2 days.
e Treat wheezing if present.
e If coughing more than 3 weeks, refer
for assessment.
e No signs of pneumonia or very NO PNEUMONIA: |® Soothe the throat and relieve the
severe disease. i cough with a safe remedy.
(If wheeze, go directly to “Treat | COUGH ORCOLD | - qic mother/caregiver when to
Wheezing”). return immediately.

e Follow-up in 5 days if not improving.
e Follow-up in 2 days if wheeze
present.

How to use the classification table:

After you assess for the main symptom and related signs, classify the child's illness.

For example, to classify cough or difficult breathing:

Look at the PINK (or top) row. “Does the child have a general danger sign? Does the child have chest
indrawing or stridor in a calm child?”

If the child has a general danger sign or any of the other signs listed in the PINK row, select the
severe classification, SEVERE PNEUMONIA OR VERY SEVERE DISEASE.

If the child has chest indrawing and wheeze go to “Treat Wheezing” directly before selecting the
classification. Children presenting with chest indrawing and fast breathing if accompanied with
wheezing should be managed differently since both pneumonia and wheezing can cause chest
indrawing and fast breathing, use a rapid acting bronchodilator to do further assessment of child
with wheeze.

. If the child does not have the severe classification, look at the (or second) row. “Does
the child have fast breathing?”
If the child has “fast breathing”, select the classification in the row, PNEUMONIA.

If the child has “fast breathing” and wheeze treat wheezing immediately before selecting the
classification.
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e

If the child has wheezing, give a dose of a rapid-acting bronchodilator (acts rapidly when given
by inhalation as a vapor). This is why they are called “rapid-acting bronchodilators”. They can
be used in a health center to treat a child who is wheezing.

3. If the child does not have the severe classification or the classification in the YELLOW row, look
at the GREEN (or bottom) row. This child does not have any of the signs in the PINK or
YELLOW row.

If the child does not have any of the signs in the PINK or YELLOW row, select the classification
in the GREEN row, NO PNEUMONIA: COUGH OR COLD.

4. Whenever you use a classification table, start with the top row. In each classification table, a child
receives only one classification. If the child has signs from more than one row, always select
the more serious classification.

TREATMENT OF COUGH OR DIFFICULT BREATHING

A Child Classified as Having Severe Pneumonia or Very Severe Disease is
Seriously lll.

The child needs urgent referral to a hospital for treatments such as oxygen or injectable antibiotics.
If a child has been classified with severe pneumonia or a very severe disease you should give the
child, the first dose of Antibiotic as listed in (Table 8) before the child leaves your HF. The antibiotic
helps prevent severe pneumonia from becoming worse. Then refer the child urgently to the hospital.

For severe pneumonia (Table 8):
- The recommendation of treatment are AMPICILLIN injections, or CEFUROXIUME injection.

Table 8: Antibiotics for Treating Severe Pneumonia Dosage Details

AGE or AMPICILLIN

WEIGHT Dose: 50 mg per kg - Add 2.5 ml sterile water

to vial containing 500 mg

2 months up to 4 months or (4 - < 6kg) 1.0 ml = 200 mg
4 months up to 9 months or (6 - < 8kg) 1.5 ml = 300 mg
9 months up to 12 months or (8 - < 10 kg) 2 ml = 400 mg
12 months up to 3 years or (10 - < 14 kg) 3 ml = 600 mg
3 years up to 5 years or 14 - 19 kg) 4 ml = 800 mg

CEFUROXIUME

Infants and children | month of age and older: 75 to 150 mg/kg/day every 8 IV or IM.
Maximum dose: 2000 mg/day

CEFTRIAXONE

I month or older: 50 to 75 mg/kg/day IV or IM in divided doses every 12 hours
Maximum dose: 2000 mg/day?®

¢ https://www.drugs.com/dosage/ceftriaxone.html#Usual Pediatric Dose_ for Pneumonia
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In infants and children 6 months to 5 years of age: 14 mg/kg per day in 2 divided doses orally.
Maximum dose: 600 mg/day

The duration of treatment is 5-10 days.

If you Have Classified the Child as Having Pneumonia.

You can treat the child without referring him or her to hospital. The child will need treating with
antibiotics.

In many HFs more than one type of antibiotic will be available. You must learn to select the most
appropriate antibiotic for the child's iliness. If the child is able to drink, give an oral antibiotic.

For pneumonia the recommendation of treatment is in order (Table 9):
I. AMOXICILLIN-CLAVULANATE

2. AMOXICILLIN syrup (high dose “90 mglkg/day”)

3. CEFUROXIME

4. COTRIMOXAZOLE (SULFAMETHOXAZOLE/TRIMETHOPRIM)

5. CEFDINIR as a third-generation cephalosporin.

Some children have more than one illness that requires antibiotic treatment. Whenever possible, select
one antibiotic that can treat all of the child's illnesses.

Table 9: Antibiotics for Treating Pneumonia Dosage Details

AMOXYCILLIN/ COTRIMOXAZOLE
I Ei T AMOXICILLIN- |  CEFUROXIME (TRIMETHOPRIM + | CEFDINIR
CLAVULANATE SULFAMETHOXAZOLE)
90 mg/kg/day | 20-30 mglkgiday | Ti?mngfétg; day of e /I'(;/ day
Maximum Dose 4000 mg/day 1000 mg/day ﬁ?m“;tgr’]gzﬂ mZ?doay
(40 mg Trimethoprim
+
Dosage form (Syrup) EEPEREERL 125 mg/5 ml Sulfame'czhogxz;i o)/ 5 '25ng/ >
ml
2 months
up to 12
months 2.5-5 ml 2.5-5 ml 3.5-8 ml 2.5-5 ml
(4-<10
|2 months
upto5
years 5-10 ml 5-10 ml 8- 13 ml 5-10 ml
(10 - <19
kg)

7 UpToDate:
https://www.uptodate.com/contents/imagelimageKey=PEDS%2F8056 | &topicKey=PEDS%2F5987&search=Ceph
alosporins%20children%20pneumonia&source=see_link
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AMOXYCILLIN/ COTRIMOXAZOLE
Antibiotic Name AMOXICILLIN- CEFUROXIME (TRIMETHOPRIM + CEFDINIR
CLAVULANATE SULFAMETHOXAZOLE)
Three times . . . . Once
daily Twice daily Three times daily daily?
Duration For 7-10 days For 7-10 days For7-10 days Fo;a;;lo

For ATYPICAL PNEUMONIA after 5 years:
- Macrolide (ERYTHROMYCIN or AZITHROMYCIN or CLARITHROMYCIN).

-

If you Have Classified the Child “No Pneumonia: Cough or Cold”.

This child does not need an antibiotic. You should give the mother/caregiver advice about good
home care. Teach her/him how to soothe the child’s throat and relieve the cough with a safe remedy
such as breastmilk for exclusively breastfed infants, or home fluids such as tea with honey or fruit juice.
Advise her/him to watch for fast or difficult breathing and to return to the HF if either one of these
develops in the child.

A child with a cold normally improves in -2 weeks. However, a child who has chronic cough (a cough
lasting more than 21| days) may have tuberculosis, asthma, whooping cough, or another problem. You
should refer the child with a chronic cough to the hospital for further assessment.

Give PARACETAMOL for Fever (>38°C):
PARACETAMOL lowers a fever and reduces pain (Sore Throat or Ear Pain). (Table 10)

Table 10: PARACETAMOL Dosage Details.

Medication Name PARACETAMOL

10-15 mg/kg/dose

Maximum Dose 4000 mg/day
Dosage form (Syrup) 125 mg/5 ml
2 monthz up Zok months 2.5-3.5 ml
4 monthz up tlc(; ||< months 3.5-6 ml
12 mon)hf :FI’ 4th>( : years 6-8.5 ml
3 yealrz UP< tIC; 5|< Years 8.5-11.5ml
Frequency & Duration Every 6 hours until fever or pain gone

If a child has high fever, give one dose of PARACETAMOL in clinic. Tell the mother/caregiver to give one
dose every 6 hours until the high fever is gone.

® You can give the daily dose divided into two doses.
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If the Child Have Wheezing

If the child has wheezing without difficulty breathing, give nebulized SALBUTAMOL 2.5 mg (0,5 ml),
dilute with 0.9% sodium chloride to obtain a total volume of 3 ml in the reservoir of the nebuliser. to
be repeated every 20 to 30 minutes if necessary and do not repeat the dose if a significant rise in basal
heart rate seen (Table | 1&12).

Table II: Wheezing Treatment

WHEEZING + Give One dose of rapid acting bronchodilator
GENERAL DANGER SIGN or STRIDOR and Refer IMMEDIATELY
WHEEZING + Rapid acting bronchodilator (Reassess the child
“no GENERAL DANGER SIGN” + 30 minutes later)
“no STRIDOR”
IF CHEST INDRAWING bersists Treat for SEVERE PNEUMONIA (refer)

- Treat for PNEUMONIA,

- Give further dose of rapid acting
bronchodilator (Give nebulizer SALBUTAMOL
3 times for one hour) if not improved refer.

FAST BREATHING with wheeze

Treat for “NO PNEUMONIA: COUGH OR COLD”

no FAST BREATHING (Give inhaled SALBUTAMOL 2 puffs PRN)

PNEUMONIA with WHEEZE - Treat for PNEUMONIA,
- Give one dose of nebulizer SALBUTAMOL in

clinic 3 times for one hour.
no PNEUMONIA: COUGH OR COLD with - Tell the mother/caregiver inhaled
WHEEZE SALBUTAMOL to give 2 puffs PRN.

Table 12: Bronchodilator Dosing Details.

RAPID ACTING — BRONCHODILATOR

0.5 ml SALBUTAMOL
Nebulized SALBUTAMOL (5 mg/ml) Plus 2.0 ml saline

Metered Dose Inhaler (MDI) with spacer device

(100 mcg / dose) 2-3 puffs
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SALBUTAMOL can be given by:

|. A nebulizer

This is equipment consisting of a container for a liquid mixture of SALBUTAMOL and normal saline. A
pump is used to pressurize the mixture into vapour and a mask to cover the nose and mouth for the
child to inhale the vapour (see figure 6).

2. A Metered Dose Inhaler (MDI):

This is a small handheld canister of pressurized SALBUTAMOL With a spray valve. The child breathes
in the vapour (see figure 7).

Figure 7: A Child Using Metered Dose Inhaler with
Spacer

Figure 6: A child on Nebulizer Machine.

NOTE: If neither a nebulizer nor an MDI is available, ADRENALINE subcutaneous injection can be
used as a rapid acting bronchodilator in severe cases. Give 0.0l mg/kg/dose from an adrenaline
ampoule 1/1000 dilution.

To give SALBUTAMOL MDI:

Children under five years old lack the coordination for using an MDI by themselves. They often
cannot use the mouthpiece or breathe in when the inhaler is pressed. To overcome their
problems, use a spacer device. This allows the SALBUTAMOL to be squirted into an enclosed space.
The child breathes in through a hole, which is placed over the nose and mouth.

Spacer devices are available commercially or can be made by modifying locally available containers
such as one-liter plastic bottles or plastic cups.

If the child cooperates and breathes through a mouthpiece an effective spacer can be made by
inserting the MDI in a one liter

Plastic bottle. Depress the inhaler to generate 2 puffs and instruct the child to inhale with the
mouth closed around the mouth of the bottle (5 breaths).

Young children who are unable to use a mouthpiece can inhale Nebulized SALBUTAMOL from a
spacer device with an opening that covers the child’s nose and mouth using a plastic cup. The
opening end of the cup is placed over the child’s nose and mouth as a mask and the MDI is placed
in a smaller opening made at the base of the cup. 2-3 doses are delivered while the child breaths
in and out.

So even if the child is uncooperative this method ensures drug delivery to the lungs. The MDI with
a spacer device is the most appropriate method for administration of inhaled SALBUTAMOL as a
rapid-acting bronchodilator in small HFs in developing countries and at home.
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COUNSEL THE MOTHER/CAREGIVER

Teach the Mother/Caregiver to Give Oral Drugs at Home

The oral drugs are given for different reasons, in different doses and on different schedules. However,
the way to give each drug is similar. That’s why it is essential to teach the mother/caregiver basic steps
of giving oral drugs. If a mother/caregiver learns how to give a drug correctly, then the child will be
treated properly. Follow the instructions below for every oral drug you give to the mother.

> Determine the appropriate drugs and dosage for the child's age or weight.
Use the TREAT THE CHILD chart to determine the appropriate drug and dosage to give the child.

» Tell the mother/caregiver the reason for giving the drug to the child, including:
Why you are giving the oral drug to her child, and What problem it is treating.

> Demonstrate how to measure a dose:
Collect a container of the drug and check its expiry date. Do not use expired drugs. Count out the
amount needed for the child. Close the container.

If you are giving the mother/caregiver tablets:

Show the mother/caregiver the amount to give per dose. If needed, show her/him how to divide a
tablet. If a tablet has to be crushed before it is given to a child, add a few drops of clean water and
wait a minute or so. The water will soften the tablet and make it easier to crush.

If you are giving the mother/caregiver syrup:

Show the mother/caregiver how to measure the correct number of millilitres (ml) for one dose at
home. Use the bottle cap or a common spoon, such as a spoon used to stir sugar into tea or coffee.
Show her/him how to measure the correct dose with the spoon (Table I3).

Table 13: Millilitres to Teaspoons Conversion

MILLILITRES (ml) TEASPOONS (tsp)

[.25 ml Y4 tsp
2.5 ml Y tsp
5.0 ml | tsp
7.5 ml 12 tsp
10.0 ml 2 tsp
15.ml 3 tsp

> Watch the mother/caregiver practice measuring a dose by her/him.
Ask the mother/caregiver to measure a dose by her/himself. If the dose is in tablet form and the
child cannot swallow a tablet, tell the mother/caregiver to crush the tablet. Watch her/him as she/he
practices. Tell her/him what she/he has done correctly. If she/lhe measured the dose incorrectly,
show her/him again how to measure it.

» Ask the mother/caregiver to give the first dose to her child.
Explain that if a child is vomiting, give the drug even though the child may vomit it up. Tell the
mother/caregiver to watch the child for 30 minutes. If the child vomits within the 30 minutes (the
tablet or syrup may be seen in the vomit), give another dose. If the child is dehydrated and vomiting,
wait until the child is rehydrated before giving the dose again.
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> Explain carefully how to give the drug, then label and package the drug.
Tell the mother/caregiver how much of the drug to give the child. Tell her/him how many times
per day to give the dose. Tell her/him when to give it (such as early morning, lunch, dinner, before
going to bed) and for how many days.

Write the information on a drug label:

a. Write the full name of the drug and the total amount of tablets, capsules, or syrup to complete
the course of treatment.

b. Write the correct dose for the patient to take (number of tablets, capsules, squirts, or spoonsful,
that is, Y2, |, 12...). Write when to give the dose (early morning, lunch, dinner, before going to
bed).

c. Write the daily dose and schedule, such as: “2.5 ml three times daily for 5 days”.

- Write the instructions clearly so that a literate person is able to read and understand them.

- Put the total amount of each drug into its own labelled drug container (an envelope, paper, tube,
or bottle). Keep drugs clean. Use clean containers.

- After you have labelled and packaged the drug, give it to the mother/caregiver. Ask checking
questions to make sure she/he understands how to treat the child.

> Explain that all the oral drug tablets or syrups must be used to finish the course of
treatment, even if the child gets better:
Explain to the mother/caregiver that if the child seems better, continue to treat the child. This is
especially important in the case of oral antibiotics because the bacteria may still be present even
though the signs of disease are gone.

Advise the mother/caregiver to keep all medicines out of the reach of children. Also tell her/him
to store drugs in a dry and dark place that is free of mice and insects.

» Check the mother/caregiver's understanding before shel/he leaves the clinic.

Ask the mother/caregiver checking questions, such as:
- "How much will you give each time?"

- "When will you give it?"

- "For how many days?"

- "How will you prepare this tablet?"

- "Which drug will you give 3 times per day?"

If you feel that the mother/caregiver is likely to have problems when she/he gives the child the
drug(s) at home, offer more information, examples, and practice. A child needs to be treated
correctly to get better.

Teach the Mother/Caregiver How to Soothe the Throat, Relieve the Cough with
a Safe Remedy

To soothe the cough, use a safe remedy. Such remedies can be home-made, given at the clinic, or
bought at a pharmacy. It is important that they are safe. Home-made remedies are as effective as
those bought in a store.

» If the child is exclusively breastfed, do not give other drinks or remedies. Breast milk is the best
soothing remedy for an exclusively breastfed child.

» Harmful remedies may be used in your area. Never use remedies that contain harmful ingredients,
such as atropine, codeine or codeine derivatives, or alcohol. These items may sedate the child.
They may interfere with the child's feeding. They may also interfere with the child's ability to cough
up secretions from the lungs.
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> When explaining how to give the safe remedy, it is not necessary to watch the mother practice
giving the remedy to the child. Exact dosing is not important with this treatment.

Soothe the throat, and relieve the cough with a safe remedy:

* Safe remedies to recommend:
- Breastmilk for exclusively breastfed infants.
- Homemade remedies e.g., anise, mint, chicken soup, fresh juice, yogurt, lemon juice with honey
(e.g., Mix juice of one lemon, add an equal amount of honey and twice the amount of clean
water, and then give the child | teaspoon 3-4 times a day).

* Harmful remedies to discourage:
- Cough syrup containing: Antihistamines, alcohol, atropine, codeine, mucolytics, Phenergan, and
expectorants.

FOLLOW UP

Follow-Up Visit for Pneumonia

When a child receiving an antibiotic for PNEUMONIA returns to the clinic after 2 days for follow-
up,

Follow these instructions:

PNEUMONIA follow-up

I. Check the child for general DANGER SIGNS

See ASSESS & CLASSIFY chart
2. Assess the child for COUGH or DIFFICULT BREATHING

ASK:

- Is the child breathing slower?
- Is there less fever?

- Is the child eating better?

- Is the child still wheezing?

PNEUMONIA Treatment:

|- If the child has a GENERAL DANGER SIGN or STRIDOR or CHEST INDRAWING or
has FAST BREATHING & WHEEZING or not WHEEZING but BREATHING RATE,
FEVER, & EATING are the same:
- Give a dose of pre-referral IM antibiotic.
- Give DIAZEPAM if the child has convulsions in the clinic
- If wheezing also gives a dose of rapid-acting bronchodilator.
- If STRIDOR present give dexamethasone.
- Then refer Urgently to hospital.

2— If the child breathing slower, has less fever, or eating better:
- Complete the 7-10 days of antibiotics (based on improvement).
- If the child is wheezing, also treat as below.
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3— If the child is WHEEZING but has no “GENERAL DANGER SIGN, FAST BREATHING
or CHEST INDRAWING”’:

I. If this is the first episode of WHEEZING or if the child has had a previous episode but has not
been referred: Continue inhaled SALBUTAMOL and refer for assessment.

I1. If the child has had at least one episode of WHEEZING before this and has already been referred
for assessment: Advise the mother/caregiver to continue with treatment prescribed by the referral
hospital.

If this child returns because condition has worsened, refer for further treatment.

The box first describes how to assess the child. It says to check the child for GENERAL DANGER SIGNS
and reassess the child for COUGH and DIFFICULT BREATHING. Next to these instructions, it says to
see the ASSESS & CLASSIFY chart. This means that you should assess GENERAL DANGER SIGNS and the
main symptom COUGH exactly as described on the ASSESS & CLASSIFY chart.

Then it lists some additional items to check:

Ask:

- Is the child breathing slower?
- Is there less fever?

- Is the child eating better?

- Is the child still wheezing?

When you have assessed the child, use the information about the child's signs to select
the correct treatment.

|- If the child has a GENERAL DANGER SIGN (not able to drink or breastfeed, vomits everything,
convulsions, lethargic or unconscious) or STRIDOR or CHEST INDRAWING or FAST
BREATHING & WHEEZE the CHILD IS GETTING WORSE.

This child needs:

- Give the first dose of the second-line antibiotic (if available) since the illness has worsened on the
first-line antibiotic for pneumonia,

- Give DIAZEPAM if the child has convulsions in the clinic,

- Give a dose of rapid acting bronchodilator if wheezing,

- Urgent referral to a hospital.

2— If the child is not WHEEZING but the BREATHING RATE, FEVER, & EATING are the
same. (The signs may not be the same as 2 days before, but the child is not worse and not
improving. The child still has fast breathing, fever, and poor eating.).

- If the child received the antibiotic, and you do not have another appropriate antibiotic available,
refer the child to a hospital.

- If a child with PNEUMONIA had measles within the last 3 months, refer the child to hospital.

3— If the child is BREATHING SLOWER, has less FEVER (that is, the fever is lower or is completely
gone) and is EATING better, the child is improving. The child may COUGH, but most children
who are improving will no longer have fast breathing.

- Tell the mother/caregiver that the child should finish taking the 7-10 days of the antibiotic. Review
with her/him the importance of finishing the entire 5 days.

4— If the child is WHEEZING but has no GENERAL DANGER SIGNS, FAST BREATHING
or CHEST INDRAWING. This child needs special care and follow up:
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i) If this is the first episode of WHEEZING or if the child has had previous episodes but has not
been referred for WHEEZING, continue treatment with SALBUTAMOL and refer for
assessment by a specialized doctor.

ii) If the child has had at least one episode of WHEEZING before this and has already been
referred for assessment, advise the mother/caregiver to continue giving the treatment
prescribed by the referral hospital. “Advise the mother/caregiver to return if the child’s
breathing becomes more difficult”. If this child returns because condition has worsened, refer
for further treatment.

Follow-Up Visit for No Pneumonia-Wheeze

When a child with NO PNEUMONIA-WHEEZE returns for a follow-up visit after 2 days, follow
these instructions:

NO PNEUMONIA-WHEEZE follow-up

I. Check the child for GENERAL DANGER SINGS See ASSESS & CLASSIFY
chart

2. Assess the child for COUGH or DIFFICULT BREATHING

ASK:

- Is the child breathing slower?
- Is there less fever?

- Is the child eating better?

- Is the child still wheezing?

|- If any DANGER SIGN, STRIDOR, or CHEST INDRAWING:
- Treat as above and refer URGENTLY to hospital.

2—- If fast breathing:
Treat as PNEUMONIA, also give inhaled SALBUTAMOL.

3— If child is WHEEZING but has no GENERAL DANGER SIGNS, Fast breathing, or CHEST
INDRAWING:

- If this is the first episode of WHEEZING or if the child has previous episodes but has not been
referred. continue SALBUTAMOL and refer for assessment.

- If the child has already been referred for a pervious episode of wheezing advise the
mother/caregiver to continue with treatment prescribed by the referral hospital.
Advise the mother/caregiver to return if the child’s breathing becomes more difficult. If this
child returns because condition has worsened, refer Urgently to hospital for further
treatment.

4- If no wheezing:
Complete 5 days of inhaled SALBUTAMOL.
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CASE MANAGEMENT FOR CHILD WITH
DIARRHEA

Diarrhea occurs when stools contain more water than normal. Diarrhea is also called loose or watery
stools. It is common in children, especially those between 6 months and 2 years of age. It is more
common in babies under 6 months who are drinking cow's milk or infant feeding formulas. Frequent
passing of normal stools is not diarrhea. The number of stools normally passed in a day varies with the
diet and age of the child. In many regions diarrhea is defined as three or more loose or watery stools in a 24-
hour period.

Mother/caregivers usually know when their children have diarrhea. They may say that the child's stools
are loose or watery. Mother/caregivers may use a local word for diarrhea.

Babies who are exclusively breastfed often have stools that are soft; this is not diarrhea. The
mother/caregiver of a breastfed baby can recognize diarrhea because the consistency or frequency of
the stools is different than normal.

Pathophysiology of DEHYDRATION:

Normal intestinal fluid balance

A healthy adult takes about 2 litres of fluid daily. Saliva and secretions of the stomach, pancreas and
liver add about 7 litres, making a total about 9 litres of fluid entering the small intestine daily. There,
water, and electrolytes are simultaneously absorbed by the villi and secreted by the crypts of bowel
epithelium. This causes a two-directional flow of water and electrolytes between the intestinal lumen
and blood. Since fluid absorption is greater than fluid secretion, the net result is fluid absorption.

Normally, nearly all the fluid entering the small bowel is absorbed. Any increase in secretion or
decrease in absorption will result in increased loss and diarrhea. There are several mechanisms
whereby sodium is absorbed by the epithelial cells of the small intestine. However, glucose-linked
sodium absorption is the only mechanism maintained during diarrhea and is the basis of Oral
Rehydration Therapy (ORT) with ORS solution.

After absorption, sodium is transferred to the Extra-Cellular Fluid (ECF) by an ion pump. The resulting
elevated osmolality of ECF causes water and other electrolytes to flow passively from the gut lumen
through intercellular channels and into the ECF.

Consequences of watery diarrhea

The loss of watery stools leads to loss of water plus sodium, chloride, and potassium bicarbonate
ions; vomiting adds to the fluid loss.
These losses cause dehydration, base-deficient acidosis, and potassium depletion.

Types of dehydration

|- Isonatraemic dehydration (serum Na 130-150 mmol/1) is the most common result of acute watery
diarrhea. Deficits of water and sodium are equal and serum osmolality is normal (275-295
mOsmol/l).

2- Hypernatraemic dehydration (serum Na>150 mmol/l), the net loss of water is greater than that
of sodium, the condition is most common in young infant. This results from ingestion, during diarrhea
of hypertonic fluids owing to their high content of sodium or sugar. If these are not efficiently
absorbed, they act as an osmotic force causing water to flow from the ECF into the gut lumen, thus
serum osmolality is raised to >295 mOsmol/l. Convulsions may occur, especially when the serum
sodium exceeds |65 mmol/l.
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3- Hyponatraemic dehydration (serum Na<|30 mmol/l), the net loss of sodium is greater than that
of water and the serum osmolality is lowered (<275 mOsmolL1). This results from ingestion, during
diarrhea, of large amounts of water or hypotonic fluids.

Clinical differentiation between the types of dehydration is not possible with reasonable
accuracy; fortunately, differentiation is not essential as their treatment is the same.

Metabolic acidosis (base-deficient acidosis)
This results from loss of bicarbonate in the stools. Clinically, breathing becomes deep and rapid and
serum bicarbonate to less than 10mmol/l.

Hypokalaemia
This may complicate dehydration, particularly in malnourished and young children. Potassium is lost in

diarrheal stools, but acidosis leads to movements of potassium from the cells to the ECF. This keeps
the serum potassium nearly normal. However, with correction of acidosis, potassium enters the cells
and Hypokalaemia develops if No Potassium supplements are given. Signs of Hypokalaemia include
HYPOTONIA, CARDIAC ARRHYTHMIAS, and PARALYTIC ILEUS.

Oral Rehydration Salts (ORS)

It is water, glucose, and electrolyte solution that can be taken by cup and spoon to correct and
prevent dehydration.

It contains electrolytes and bases to compensate for their losses in the stools. Glucose is added
in optimal amounts (2%). Without glucose, sodium is not absorbed during diarrhea, while
increasing the glucose concentration above 2% raises the osmolality of the solution leading to
osmotic diarrhea.

What are the Types of Diarrhea?
Most diarrhea which causes dehydration is loose or watery. Cholera is one example of loose or

watery diarrhea. Only a small proportion of all loose or watery diarrhea are due to cholera.

|- If an episode of diarrhea lasts less than 14 days, it is ACUTE DIARRHEA. Acute watery diarrhea
causes dehydration and contributes to malnutrition. The death of a child with acute diarrhea is
usually due to dehydration.

2- If the diarrhea lasts |4 days or more, it is PERSISTENT DIARRHEA. Up to 20% of episodes of
diarrhea become persistent. Persistent diarrhea often causes nutritional problems and contributes
to deaths in children.

3- Diarrhea with blood in the stool, with or without mucus, is called DYSENTERY. The most common
cause of dysentery is Shigella bacteria. Amoebic dysentery is not common in young children. A child
may have both watery diarrhea and dysentery.

ASSESS DIARRHEA

A child with diarrhea is assessed for:

» How long the child has had diarrhea?
» Blood in the stool to determine if the child has dysentery, and for
» Signs of dehydration.
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Does the child have diarrhea?

If Yes, ASK: LOOK and FEEL:
- For how long? - Look at the child’s general condition.
- Is there blood in the stool? Is the child Lethargic or Unconscious? Restless and irritable?

- Look for sunken eyes.

- Offer the child fluid. Is the child:
Not able to drink or drinking poorly?
Drinking eagerly, thirsty?

- Pinch the skin of abdomen. Does it go back:
Very slowly (longer than 2 seconds), Slowly?

Ask about diarrhea in ALL children:

ASK: Does the child have diarrhea?
Use words for diarrhea the mother/caregiver understands.
If the mother/caregiver answers NO, ask about the next main symptom, you do not need to
assess the child further for signs related to diarrhea.
If the mother/caregiver answers YES, or if the mother/caregiver said earlier that diarrhea was
the reason for coming to the clinic, record her/his answer. Then assess the child for signs of
dehydration, persistent diarrhea and dysentery.

ASK: For how long?
Diarrhea which lasts 14 days or more is PERSISTENT DIARRHEA.
Give the mother/caregiver time to answer the question. She/he may need time to recall the
exact number of days.

ASK: Is there blood in the stool?
Ask the mother/caregiver if she/he has seen red blood in the stools at any time during this
episode of diarrhea.

CHECK for signs of dehydration.
When a child becomes dehydrated, he is at first RESTLESS and IRRITABLE. If dehydration
continues, the child becomes LETHARGIC or UNCONSCIOUS.
As the child's body loses fluids, the EYES MAY LOOK SUNKEN (see figure 8). When
PINCHED, THE SKIN WILL GO BACK SLOWLY OR VERY SLOWLY (see figure 9 & 10)

A

Figure 9: Figure 5 Pinch Skin Test (which goes back very

Figure 8: Sunken Eyes. slowly)
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Sunken Reduced level Dry mucous Reduced
fontanelle of consciousness membranes tissue turgor

Eyes sunken and
tearless

Tachycardia
Hypotension
Peripheral vasoconstriction

Sudden weight loss

Reduced capillary
refill time

Figure 10: Signs of Dehydration

LOOK at the child's general condition. Is the child LETHARGIC or UNCONSCIOUS?
RESTLESS and IRRITABLE?

When you checked for GENERAL DANGER SIGNs, you checked to see if the child was
LETHARGIC or UNCONSCIOUS. If the child is LETHARGIC or UNCONSCIOUS, he has a
GENERAL DANGER SIGN. Remember to use this GENERAL DANGER sign when you classify
the child's diarrhea.

A child has the sign RESTLESS & IRRITABLE: if the child is RESTLESS and IRRITABLE all the
time or every time he is touched and 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/caregiver if shelhe thinks the child's eyes look unusual”. Her/his

opinion helps you confirm that the child's EYES ARE SUNKEN.

OFFER the child fluid. Is the child not able to drink or drinking poorly? Drinking eagerly, thirsty?
Ask the mother/caregiver 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 suck or swallow when ﬁ
offered a drink. A child may not be able to drink because he is lethargic A o
or unconscious. ﬂ‘l ™

- A child is drinking poorly if the child is weak and cannot drink without
help. He may be able to swallow only if fluid is put in his mouth.

- 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
him water. When the water is taken away, see if the child is unhappy because he wants to
drink more.

If the child takes a drink only with encouragement and does not want to drink more, he does
not have the sign "drinking eagerly, thirsty."
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PINCH the skin of the abdomen. Does it go back: Very slowly (longer than 2 seconds)? Slowly?
Ask the mother/caregiver to place the child on the examining table so that the child is flat
on his back with his arms at his sides (not over his head) and his legs straight. Or ask the
mother/caregiver 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 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:

- Very slowly (longer than 2 seconds)

- Slowly

- Immediately

If the skin stays up for even a brief time after you release it, decide that the skin pinch goes back
slowly.

Note: In a child with marasmus (severe malnutrition), the skin may go back slowly even if the
child is not dehydrated. In an overweight child, or a child with oedema, the skin may go back
immediately even if the child is dehydrated. Even though skin pinch is less reliable in these
children, still use it to classify the child's dehydration.

CLASSIFY DIARRHEA

There are three classification tables for classifying diarrhea:

1. All children with diarrhea are classified for dehydration.

2. If the child has had diarrhea for 14 days or more, classify for persistent diarrhea.
3. If the child has blood in the stool, classify for dysentery.

I - Classify Dehydration

There are three possible classifications of dehydration in a child with diarrhea:
|. Severe Dehydration.

2. Some Dehydration.
3. No Dehydration.

Two or more of the following:

- Lethargic or unconscious SEVERE

- Sunken eyes

- Not able to drink or drinking slowly 2LalBAL LN
- Skin pinch goes back very slowly

Two or more of the following:

- Restless, irritable SOME

- Sunken eyes (mild to moderate)
- Drinks eagerly, thirsty DEHYDRATION
- Skin pinch goes back slowly

Not enough signs to classify SOME or SEVERE DEHYDRATION DEHYDNRC;)ATI ON
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To classify the child's dehydration, begin with the PINK (or top) row.

- If two or more of the signs in the PINK row are present, classify the child as having SEVERE
DEHYDRATION.

- If two or more of the signs are not present, look at the (or middle) row. If two or more
of the signs are present, classify the child as having SOME DEHYDRATION.

- If two or more of the signs from the row are not present, classify the child has having
NO DEHYDRATION. This child does not have enough signs to be classified as having SOME
DEHYDRATION. Some of these children may have one sign of dehydration or have lost fluids
without showing signs.

2- Classify Persistent Diarrhea

After you classify the child's dehydration, classify the child for persistent diarrhea if the child has had
diarrhea for 14 days or more.

There are two classifications for persistent diarrhea:
|. Severe Persistent Diarrhea
2. Persistent Diarrhea

I-Severe Persistent Diarrhea
If a child has had diarrhea for |4 days or more and also has some or severe dehydration, classify the child's
illness as SEVERE PERSISTENT DIARRHEA.

2-Persistent Diarrhea
A child who has had diarrhea for 14 days or more and who has no signs of dehydration is classified as
having PERSISTENT DIARRHEA.

- Diarrhea for 14 days or more and SEVERE PERSISTENT
- Some or severe dehydration DIARRHEA
- Diarrhea for 14 days or more and PERSISTENT
- NO signs of dehydration DIARRHEA

3- Classify Dysentery

There is only one classification for dysentery:
- DYSENTERY

DYSENTERY
Classify a child with diarrhea and blood in the stool as having DYSENTERY.

Blood in stool DYSENTERY

You can assume that Shigella caused the dysentery because:
- Shigella cause about 60% of dysentery cases seen in clinics.
- Shigella cause nearly all cases of life-threatening dysentery.
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Finding the actual cause of the dysentery requires a stool analysis. It can take at least 2 days to obtain
the laboratory test results.

Note: A child with diarrhea may have one or more classifications for diarrhea. Record any diarrhea
classifications the child has in the Classify column on the Recording Form. For example, a child may
be classified as having NO DEHYDRATION and DYSENTERY at the same time.

TREAT DIARRHEA

You have learned to assess a child with DIARRHOEA, classify DEHYDRATION and select one of the
following treatment plans:

Plan A - Treat Diarrhoea at Home

Plan B - Treat Some Dehydration with ORS

Plan C - Treat Severe Dehydration Quickly

All three plans provide fluid to replace water and salts lost in DIARRHOEA. An excellent way to both
rehydrates and prevent DEHYDRATION in a child is to give him a solution made with ORS. IV fluid
should be used only in cases of SEVERE DEHYDRATION.

The only types of diarrhoea that should be treated with antibiotics are diarrhoea with SEVERE
DEHYDRATION with DYSENTERY.

CLASSIFY AS TREATMENT

e If the child has NO other severe classification:
- Give fluid for severe dehydration (Plan C)

SEVERE e If the child also has another severe classification:
DEHYDRATION - Refer URGENTLY to hospital with IV access if possible, or
give mother/caregiver frequent sips of ORS on the way (if able
to drink),

- Advise the mother to continue breastfeeding (if able to drink).
o |f the child also has a severe classification:
- Refer URGENTLY to hospital with mother/caregiver giving
frequent sips of ORS on the way,

SOME ; . :
) i et ) - Adwse‘ the mother to continue breasjcfeedmg.
(B:EHYDRATION e Give fluid and food for some dehydration (Plan B).
e Give Zinc supplement for 10-14 days (if available).
e Advise the mother/caregiver when to return immediately
e Follow-up in 5 days if not improving
e Give fluid and food to treat diarrhea at home (Plan A)
NO e Give Zinc supplement for 10-14 days (if available).
DEHYDRATION e Advise the mother/caregiver when to return immediately

® Follow-up in 5 days if not improving

PLAN A: Treat Diarrhea at Home
PLAN A is to treat a child who has diarrhea with NO DEHYDRATION.

The 4 Rules of Home Treatment are:

|. Give Extra Fluid (as much as the child will take).
2. Give zinc supplement.

3. Continue Feeding.

4. When to Return immediately.
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Plan A is an important treatment plan. Children with DIARRHOEA who come to a HCP with NO
DEHYDRATION will be put on Plan A.

Children with DEHYDRATION need to be rehydrated on Plan B or C, then on Plan A. Eventually,
all children with DIARRHOEA will be on Plan A.

Plan A involves counselling the child's mother/caregiver about the 4 Rules of Home Treatment.
Therefore, your teaching and advising skills are very important for Plan A. Now study Plan A.

l. Give Extra Fluid (as much as the child will take).

» TELL THE MOTHERICAREGIVER:

Give as much fluid as the child will take. The purpose of giving extra fluid is to replace the fluid
lost in DIARRHEA and thus to prevent DEHYDRATION. The critical action is to give more fluid
than usual, as soon as the DIARRHEA starts.

Tell the mother to breastfeed frequently and for longer at each feed. Also explain that she should
give other fluids. ORS solution is one of several fluids recommended for home use to prevent
DEHYDRATION.

If the child is exclusively breastfed, it is important for this child to be breastfed more frequently
than usual. Also give ORS solution. Breastfed children under 6 months should first be offered a
breastfeed then given ORS.

If a child is not exclusively breastfed, give one or more of the following:
* ORS solution

* Food-based fluids

* Clean water

In most cases a child who is not dehydrated does not really need ORS solution. Give him extra
food-based fluids such as soups, rice water and yoghurt drinks, and clean water (preferably given
along with food).

It is especially important to the mother/caregiver to give ORS solution at home in these 2

situations:

|. If the child has been treated on Plan B or C during this visit: In other words, the child has just
been rehydrated. For this child, drinking ORS solution will help keep the DEHYDRATION
from coming back.

2. If the child cannot return to a clinic if the DIARRHEA gets worse: For example, the family lives far
away or the mother/caregiver has a job that she/he cannot leave.

» TEACH THE MOTHERICAREGIVER HOW TO MIX AND GIVE ORS. GIVE THE
MOTHERICAREGIVER 4 PACKETS OF ORS TO USE AT HOME.

When you give the mother/caregiver ORS, show her how to mix the ORS solution and give it
to her child. Ask the mother/caregiver to practice doing it herself while you observe her.

The steps for making an ORS solution are:

I. Wash your hands with soap and water.

2. Measure 200 ml of clean water. It is best to boil and cool the water, but if this is not
possible, use the cleanest drinking water available. If the 200 ml cup is not available measure
200 ml by using a small soft drink bottle.

3. Pour the water into the container. Use any available container, such as a cup or bowl.

4. Pour all the powder from one packet of ORS into a clean container (the cup or the
bowl) containing the water. Mix well until the powder is completely dissolved.
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Explain to the mother/caregiver that she/he should mix fresh ORS solution each day in a clean
container, keep the container covered, and throw away any solution remaining from the day
before. “Give the mother/caregiver 4 packets of ORS to use at home and 200 ml cup if available.”

» SHOW THE MOTHERICAREGIVER HOW MUCH FLUID TO GIVE IN ADDITION TO
THE USUAL FLUID INTAKE:

Explain to the mother/caregiver that the child should drink the usual fluids that the child drinks
each day and extra fluid.

Show the mother/caregiver how much extra fluid to give after each loose stool:
- Up to 2 years — 50 - 100 ml after each loose stool
- 2 years or more — 100 - 200 ml after each loose stool

Explain to the mother/caregiver that the DIARRHEA should stop soon. ORS solution will not
stop DIARRHEA. The benefit of ORS solution is that it replaces the fluid and salts that the child
loses in the DIARRHEA and prevents the child from getting sicker.

Tell the mother/caregiver to:

- Give frequent small sips from a cup or spoon. Use a spoon to give fluid to a young child.

- If the child vomits, wait 10 minutes before giving more fluid. Then resume giving the fluid, but
more slowly.

- Continue giving extra fluid until the DIARRHEA stops.

Before the mother/caregiver leaves, check her/his understanding of how to give extra fluid
according to Plan A.

Use questions such as:

- What kinds of fluid will you give?

- How much fluid will you give your child?

- How often will you give the ORS solution to your child?

- Show me how much water you will use to mix ORS.

- How will you give ORS to your child?

- What will you do if the child vomits?

Ask the mother/caregiver what difficulties she/he expects when she/he gives fluid to the child.
For example, if she/he says that she/he does not have time, help her/him plan how to teach
someone else to give the fluid.

2. Give ZINC (age 2 months up to 5 years)

- Children <6 months old — 10 mg/day for 10 to 14 days.
- Children >6 months old — 20 mg/day for 10 to 14 days

3. Continue Feeding.

Counsel the mother/caregiver on appropriate feeding to sick child. If a child is classified as
PERSISTENT DIARRHEA, you will teach the mother/caregiver some special feeding
recommendations.

4.When to Return.

You have learned the signs when a mother/caregiver should return immediately to HCP.

Tell the mother/caregiver of any sick child that the signs to return are:
- Not able to drink or breastfeed.

- Becomes sicker.

- Develops a fever.
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If the child has DIARRHEA, also tell the mother/caregiver to return if the child has:
- Blood in stool.
- Drinking poorly.

"Drinking poorly" includes "not being able to drink or breastfeed." These signs are listed separately, but
it may be easier to combine them. You could simply tell the mother/caregiver to return if the child
is "drinking or breastfeeding poorly."

PLAN A: TREAT DIARRHEA AT HOME

Counsel the mother on the 4 Rules of Home Treatment:
|- Give Extra Fluid,

2- Give zinc supplement

3- Continue Feeding,

4- When to Return

. GIVE EXTRA FLUID (as much as the child will take)

> TELL THE MOTHER/CAREGIVER:
- Breastfeed frequently and for longer at each feed.
- If the child is exclusively breastfed, give breastmilk only.
- If the child is not exclusively breastfed, give one or more of the following: ORS solution,
Food-based fluids (such as soup, rice water, and yogurt), and Clean Water.
- Continue giving these fluids until DIARRHEA stops.
It is especially important to give ORS at home when:
- The child has been treated with Plan B or Plan C during this visit.
- The child cannot return to a clinic if the DIARRHEA gets worse.

» TEACH THE MOTHER/CAREGIVER how to mix and give ORS. Give the
mother/caregiver 4 packets of ORS to use at home.
» SHOW THE MOTHER/CAREGIVER how much fluid to give in addition to the
usual fluid intake:

- Up to 2 years — 50 - 100 ml after each loose stool

- 2 years or more — |00 - 200 ml after each loose stool

Tell the mother/caregiver to:
- Give frequent small sips from a cup (or give a teaspoonful every |-2 minutes for a child
under 2 years.
- If the child vomits, wait 10 minutes. Then continue, but more slowly (for example, a
spoonful every 2-3 minutes).
- Continue giving extra fluid until DIARRHEA stops.
2. GIVE ZINC (age 2 months up to 5 years)

» TELL THE MOTHER/CAREGIVER how much zinc to give (20mg tabs)
- 2 months up to 6 months — |/2 tablet daily for 14 days.
- 6 months or more — | tablet daily for 14 days.

» SHOW THE MOTHER/CAREGIVER how to give ZINC supplements.
- Infant — dissolve the tablet in small, expressed breast milk or clean water.
- Older children — tablet can be chewed or dissolved in a small amount of clean water in a
cup.

3. CONTINUE FEEDING
4. WHEN TO RETURN
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PLAN B: Treat Some Dehydration with ORS
Plan B is to treat a child who has DIARRHEA with SOME DEHYDRATION.

Plan B includes an initial treatment period of 4 hours in the clinic. During the 4 hours, the
mother/caregiver slowly gives a recommended amount of ORS solution. The mother/caregiver gives
it by spoonful or sips.

A child who has a SEVERE CLASSIFICATION and SOME DEHYDRATION needs urgent referral to
hospital®. Do not try to rehydrate the child before he leaves. Quickly give the mother/caregiver some
ORS solution. Show her/him how to give frequent sips of it to the child on the way to the hospital.

Otherwise, if a child who has SOME DEHYDRATION needs treatment for other problems, you should
start treating the DEHYDRATION first. Then provide the other treatments.

After 4 hours, reassess and classify the child for DEHYDRATION using the ASSESS AND CLASSIFY chart.
If the signs of DEHYDRATION are gone, the child is put on Plan A. If there is still some DEHYDRATION,
the child repeats Plan B. If the child now has SEVERE DEHYDRATION, the child would be put on Plan
C

> Determine amount of ORS to give during first 4 hours.

Use the table below (Table 14) Plan B to determine how much ORS to give. A range of amounts
is given. Look below the child's weight (or age if the weight is not known) to find the recommended
amount of ORS to give. For example, a 5-kg-child will usually need 200-400 ml of ORS solution in
the first 4 hours.

Table 14: Recommended ORS Amount According to Age and Weight (in the Ist 4 hours).!?

Younger than 4 months up 12 months up | 2 yearsupto4 | 5 years up to

4 months to || months | to 23 months years 14 years
Weight <5kg 5-79kg 8- 109 kg Il - 159 kg 16 —29.9 kg
200 — 400 400 - 600 600 - 800 800 - 1200 1200 — 2200

The amounts shown in the box are to be used as guides. The age or weight of the child, the degree
of DEHYDRATION and the number of stools passed during REHYDRATION will all affect the amount
of ORS solution needed. The child will usually want to drink as much as he needs. If the child wants
more or less than the estimated amount, give him what he wants.

Another way to estimate the amount of ORS solution needed (in ml) is described below the box.

FORMULA:
Multiply the child's weight (in kilograms) by 75.
WEIGHT (KG) X 75 (ML) = Amount of ORS solution needed.

For example, a child weighing 8 kg would need:
8 kg X 75 ml = 600 ml of ORS solution in 4 hours.

* The exception is a child with the severe classification, SEVERE PERSISTENT DIARRHOEA. This child should
be rehydrated and then referred.
10 https://www.aafp.org/pubs/afp/issues/2019/06 | 5/p732a.html
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Notice that this amount fits in the range given in the box. The box will save you this calculation.

Giving ORS solution should not interfere with a breastfed baby's normal feeding. The mother
should pause to let the baby breastfeed whenever the baby wants to, then resume the ORS solution.
For infants under 6 months who are not breastfed, the mother/caregiver should give 100-200 ml
clean water during the first 4 hours in addition to the ORS solution. The breast milk and water will
help prevent hypernatremia!! in infants.

> Show the mother/caregiver how to give ORS solution.

Find a comfortable place in the clinic for the mother/caregiver to sit with the child. Tell her/him
how much ORS solution to give over the next 4 hours. Show her/him the amount in units that are
used in your area. If the child is less than 2 years, show her/him how to give a spoonful frequently.
If the child is older, show her/him how to give frequent sips from a cup. Sit with her/him while
she/he gives the child the first few sips from a cup or spoon. Ask her/him if she/he has any questions.

If the child vomits, the mother/caregiver should wait about |0 minutes before giving more ORS
solution. She/he should then give it more slowly.

Encourage the mother/caregiver to pause to breastfeed whenever the child wants to. When the
child finishes breastfeeding, resume giving the ORS solution again. The mother/caregiver should not
give the child food during the first 4 hours of treatment with ORS.

Show the mother/caregiver where she can change the child's nappy or where the child can use a
toilet or potty. Show her where to wash her hands and the child's hands afterwards.

Check with the mother/caregiver from time to time to see if she/he has problems. If the child is
not drinking the ORS solution well, try another method of giving the solution. You may try using a
dropper or a syringe without the needle.

While the mother/caregiver gives ORS solution at the clinic during the 4 hours, there is plenty of
time to teach her/him how to care for the child. However, the first concern is to rehydrate the
child. When the child is obviously improving, the mother/caregiver can turn her/his attention to
learning. Teach her/him about mixing and giving ORS solution and about Plan A. It is a good idea
to have printed information that the mother/caregiver can study while she/he is sitting with the
child. The information can also be reinforced by posters on the wall.

> After 4 Hours:

After 4 hours of treatment on Plan B, reassess the child using the ASSESS AND CLASSIFY chart.
Classify the DEHYDRATION. Choose the appropriate plan to continue treatment.

Note: Reassess the child before 4 hours if the child is not taking the ORS solution or seems to be
getting worse.

If the child has improved and has NO DEHYDRATION, choose Plan A. Teach the mother/caregiver
Plan A if you have not already taught her/him during the past 4 hours. Before the mother/caregiver
leaves the clinic, ask good checking questions. Help the mother/caregiver solve any problems she/he
may have given the child extra fluid at home.

Note: If the child's eyes are puffy, it is a sign of over HYDRATION. It is not a danger sign or a sign of
hypernatremia. It is simply a sign that the child has been rehydrated and does not need any more
ORS solution at this time.

'"If a child has hypernatremia, a child has excessive sodium in his blood.
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The child should be given clean water or breast milk. The mother/caregiver should give ORS
solution according to Plan A when the puffiness is gone.

If the child still has SOME DEHYDRATION, choose Plan B again. Begin feeding the child in clinic.
Offer food, milk, or juice. After feeding the child, repeat the 4-hour Plan B treatment. Offer food,

mil

k and juice every 3 or 4 hours. Breastfed children should continue to breastfeed frequently. If

the clinic is closing before you finish the treatment, tell the mother/caregiver to continue treatment at home.

If the child is worse and now has SEVERE DEHYDRATION, you will need to begin Plan C.

> If the Mother/caregiver Must Leave Before Completing Treatment

Sometimes a mother/caregiver must leave the clinic while the child is still on Plan B, that is, before
the child is rehydrated. In such situations, you will need to:

- Show the mother/caregiver how to prepare ORS solution at home. Have her/him practice this

before she/he leaves.

- Show her/him how much ORS solution to give to complete the 4-hour treatment at home.

- Give her/him enough packets to complete REHYDRATION. Also give her/him 2 more packets as

recommended in Plan A.

— Explain the 4 Rules of Home Treatment:

Give Extra Fluid

Explain what extra fluids to give. Since the child is being treated with Plan B during this visit,
the mother/caregiver should give ORS at home. Explain how much ORS solution to give after
each loose stool.

2. Give ZINC (age2months up to 5 years)

* Tell the mother/caregiver how much zinc to give (20mg tabs):
- 2 months up to 6 months — 1/2 tablet daily for 14 days.
- 6 months or more — | tablet daily for 14 days.

* Show the mother/caregiver how to give ZINC supplement:
- Infant — dissolve tablet in small, expressed breast milk or clean water.
- Older children — tablet can be chewed or dissolved in a small amount of clean water in a
cup.
. Continue Feeding
Instruct her/him how to continue feeding during and after DIARRHEA.
. When to Return
Teach her the signs to bring a child back immediately.
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Plan B: Treat Some Dehydration with ORS

Give in clinic recommended amount of ORS over 4 hours period.

> Determine the amount of ORS to give during the first 4 hours.
Use the child’s age only when you do not know the weight. The approximate
amount of ORS required (in ml) can also be calculated by multiplying the child’s
weight (in kg) times 75.

4 months up to | 12 months up to | 2 years up

Up to 4 months

|2 months 2 years to 5 years
Weight <6 kg 6-<10kg 10-<12kg 12 - 19 kg
In ML 200 — 400 400 - 700 700 - 900 900 - 1400

- If the child wants more ORS than shown, give more.
- Encourage the mother/caregiver to continue breastfeeding.

- For infants under 6 months who are not breastfed, also give 100-200 ml of clean
water during this period.

> Show the mother/caregiver how to give ORS solution.

- Give frequent small sips from a cup.
- If the child vomits, wait 10 minutes. Then continue, but more slowly.

- Continue breastfeeding whenever the child wants.

> After 4 hours:
- Reassess the child and classify the child for DEHYDRATION.

- Select the appropriate plan to continue treatment.

- Begin feeding the child in the clinic.
> If the mother/caregiver must leave before completing treatment:

- Show her/him how to prepare ORS solution at home.
- Show her/him how much ORS to give to finish the 4-hour treatment at home.

- Give her/him enough ORS packets to complete REHYDRATION. Also,
give her/him 8 packets as recommended in Plan A.

- Explain the 3 Rules of Home Treatment:
|I. GIVE EXTRA FLUID.
2. GIVE ZINC (age 2 months up to 5 years).
3. CONTINUE FEEDING.
4. WHEN TO RETURN.

PLAN C: Treat Severe Dehydration Quickly

Severely dehydrated children need to have water and salts quickly replaced. Intravenous Fluids (IVF)
are usually used for this purpose.

REHYDRATION therapy using IVF or using a Nasogastric (NG) tube is recommended only for children
who have SEVERE DEHYDRATION. (for details on NG tube procedure sece ANNEX VII)

The treatment of the SEVERELY DEHYDRATED child depends on:
|- The type of equipment available at your clinic or at a nearby clinic or hospital,
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2-The training you have received, and

3- Whether the child can drink.

To learn how to treat a SEVERELY DEHYDRATED child according to Plan C at your clinic, you will
read and study an ANNEX VIII that matches your situation.

ANNEX VIII.C-1 Teaches you how to treat according to Plan C if:
- Your clinic has IV equipment and acceptable fluids, and
- You have been trained to give IV fluid.

ANNEX VIII.C-2 Teaches you how to treat according to Plan C if:
- You cannot give |V fluid at your clinic, and
- IV treatment is available at another clinic or hospital that can be reached within 30
minutes.

ANNEX VIII.C-3 Teaches you how to treat according to Plan C if:
- You cannot give IV fluid at your clinic,
- There is no clinic or hospital offering IV treatment nearby,
- Your clinic has NG equipment, and
- You are trained to use a NG tube.

ANNEX VIII.C-4 Teaches you how to treat according to Plan C if:
- You cannot give IV fluid at your clinic,
- There is no clinic or hospital offering IV treatment nearby,
- You cannot give NG therapy, and
- The child can drink.

If you cannot give IVF or NG fluid and the child cannot drink, REFER the child URGENTLY to the
nearest clinic or hospital which can give IVF or NG treatment.

To determine how you will treat a child who needs Plan C treatment, refer to the flowchart below.
Read the questions in order from top to bottom and answer for the situation at your clinic. Note the
first time you answer YES. Turn to the appropriate ANNEX VIII (as indicated on the flowchart) and
continue reading.
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PLAN C: Treat Severe Dehydration Quickly

To determine the appropriate PLAN C treatment, read the question.
If the answer is YES, go across. IF the answer is NO, go down.

START HEREI

Turn to Annex C-I
Read if you can give IV treatment
thoroughly. Do the exercise at the
end of the annex.

Can you give IVF
immediately?

Is IV treatment
available nearby (within YES
30 minutes)?

Are you trained to use
an NG tube for
rehydration?

Turn to Annex C-4

Can the child drink? YES }:{) Read if you can give PLAN C
treatment by mouth. Do the exercise
at the end of the annex.

Turn to Annex C-2
Read if IV treatment is available
nearby thoroughly. Do the exercise
at the end of the annex.

YES Read if you are trained to use an NG
tube. Do the exercise at the end of

the annex.

{ Turn to Annex C-3

[ N )

NO

N

Refer URGENTLY to
the hospital for IV or
NG treatment.
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TREAT PERSISTENT DIARRHEA

|. Severe Persistent Diarrhea (treat dehydration and refer)
2. Persistent Diarrhea (refer for assessment to specialist)

CLASSIFY AS TREATMENT

SEVERE PERSISTENT * Treat dehydration.
DIARRHEA * Refer URGENTLY to hospital.

PERSISTENT DIARRHEA | < Refer to specialist.

TREAT DYSENTERY

Give an oral antibiotic recommended for Shigella in your area to treat DYSENTERY. Tell the
mother/caregiver to return in 2 days for follow-up care to be sure the child is improving.

CLASSIFY AS TREATMENT

e Treat for 5 days with an oral antibiotic recommended for Shigella
DYSENTERY e Advise the mother/caregiver when to return immediately
e Follow-up in 2 days

Recommended treatment is to give one of (Table 15):
I- AZITHROMYCIN — Ist choice.

2- CEFEXIME

3- SULPHAMETHEXAZOL-TRIMETHOPRIM

Table 15: Antibiotics for Treating DYSENTRY Dosage Details

COTRIMOXAZOLE
Antibiotic Name AZITHROMYCIN CEFIXIME (Trimethoprim +
Sulfamethoxazole)

8 8-10 mg/kg/day of
Maximum Dose 500 mg/dose!'? 400 |69 mg/day‘Of
mg/day!'3 Trimethoprim

100 mg/5 (40 mg
Dosage form (Syrup) 200 mg/5ml Ig Trimethoprim +
m 200 mg

12 Azithromycin (Systemic): Pediatric drug information.
UpToDate: https://www.uptodate.com/contents/azithromycin-systemic-pediatric-drug-
information?search=AZITHROMYCIN+children&amp;source=panel_search_result&amp;selectedTitle=[~147&

amp;usage_type=panel&amp;showDruglabel=true&amp;display rank=|

13 Cefixime: Pediatric drug information.
UpToDate:https://www.uptodate.com/contents/cefixime-pediatric-drug-
information?search=cefixime+children&amp;source=panel_search_result&amp;selectedTitle=1|~30&amp;usage
_type=panel&amp:;kp_tab=drug pediatric&amp;display rank= |
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COTRIMOXAZOLE
Antibiotic Name AZITHROMYCIN CEFIXIME (Trimethoprim +
Sulfamethoxazole)
Sulfamethoxazole)/5
ml
2 months up to 4
months [-1.5 ml [.5-2.5 ml 2.5-4 ml
4 - <6 kg
4 months up to 10
months [.5-2.5 ml 2.5-6.5 ml 4-6 ml
6 - <10 kg
12 months up to 5
years 2.5-5 ml 6.5-8 ml 6-12 ml

10 - <19 ke

FOLLOW:-UP VISIT FOR DYSENTERY

When a child classified as having DYSENTERY _returns for a follow-up visit after 2 days, follow
these instructions:

RE-ASSESS the child for DIARRHEA:

ASK the mother/caregiver questions to find out if the child is improving.
- Are there fewer stools?
- Is there less fever?
- Is the child eating better?
- Is there less blood in the stool?
- Is there less abdominal pain?

Then use the information about the child’s signs to decide if the child is the same, worse, or
better.

Select the appropriate TREATMENT:
> If the child is DEHYDRATED at the follow-up visit, use the classification table to classify the child’s
DEHYDRATION. Select the appropriate fluid plan and treat the DEHYDRATION.

> If the number of stools, amount of blood in stools, fever, abdominal pain, or eating is the same or
worse, stop the first antibiotic and give the second-line antibiotic recommended for Shigella. (Look at
TREAT DYSENTERY chart). The lack of improvement may be caused by antibiotic resistance
of Shigella.

- Give the first dose of the new antibiotic in the clinic.
- Teach the mother/caregiver how and when to give the antibiotic and help her/him plan how to

give it for 5 days.
- Advice the mother/caregiver to bring the child back again after 2 more days.

'* You can give the daily dose divided into two doses.
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If after being treated with the second-line antibiotic for 2 days the child has still not improved, the
child may have Amoebiasis. Check for the presence of trophozoites of E. histolytica in a fresh stool
sample.

If present treat the child with METRONIDAZOLE. If no Amoebiasis refers to the hospital.

However:
If the child is less than 12 months old, or
If the child was DEHYDRATED on the first visit.

This child is at high risk. Refer this child to hospital.
If the child has fewer stools, less blood in the stools, less fever, less abdominal pain, and is eating better, the
child is improving on the antibiotic. Usually all of these signs will diminish if the antibiotic is working.

If only some signs have diminished, use your judgment to decide if the child is improving. Tell the
mother/caregiver to finish the 5 days of the antibiotic. Review with the mother/caregiver the
importance of finishing the antibiotic.

DYSENTERY FOLLOW-UP CARE

After 2 days:
Assess the child for diarrhea. — See ASSESS & CLASSIFY chart.

ASK:

- Are there fewer stools?

- Is there less fever?

- Is the child eating better?

- Is there less blood in the stool?
- Is there less abdominal pain?

TREATMENT:
> If the child is DEHYDRATED, treat DEHYDRATION.
» If the number of stools, amount of blood in stools, fever, abdominal pain, or eating is the same
or worse:
- Change to second-choice oral antibiotic recommended for Shigella.
- Give it for 5 days. Advise the mother to return in 2 days.
- Exceptions: if the child either:
- Is less than 12 months old Refer to the hospital.
- Was DEHYDRATED on the first visit, Refer to the hospital.
> If fewer stools, less blood in the stools, less fever, less abdominal pain, and eating better,
continue giving the same antibiotic until finished.
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CASE MANAGEMENT FOR THROAT
PROBLEM

One of the most frequent symptoms of a common cold is a sore throat. The majority of sore throats
are due to viruses and get better in a few days with good home care and no additional treatment.
Most children only need a safe, soothing remedy for a sore throat, to keep the throat moist. The sore
throat will get better on its own without antibiotic treatment.

However, a sore throat requires an antibiotic if a STREPTOCOCCAL infection is suspected. A
streptococcal sore throat (streptococcal pharyngitis, often called strep. throat) needs to be treated
with an effective antibiotic because the bacteria can cause rheumatic fever (a disease that involves the
joint and can lead to heart damage). The purpose of antibiotic treatment is to kill all the streptococcal
bacteria to prevent rheumatic fever.

ASSESS THROAT PROBLEM:

Throat problems should be checked in ALL children even if they do not complain of Sore throat,
because young children with a sore throat cannot express themselves. All Children should be checked
as follows:

ASK:
» Does the child have a fever?
> Does the child have a sore throat!?

LOOK and FEEL:

» Feel for enlarged tender lymph node(s) on the front of the neck. (see figure I[)
» Look for a red (congested) throat.

» Look for whit e or yellow exudate on the throat and tonsils.(see figure |2)

Postauricular

Figure 11:
Anatomy of Cervical lymph-nodes

Occipital
Superficial
cervical
Posterior
cervical
Supraclavicular.

Preauricular
Submental

Submaxillary
Tonsillar

Anterior
cervical

Figure 12:
Congested vs Exudative Tonsillitis
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Here is the box from the “Assess” column that tells you how to check a child for a throat problem:

Check for throat problems.
ASK: LOOK & FEEL:
* Does the child have a * Feel for enlarged tender lymph node(s)
fever? (By history or on the front of the neck.
feels hot or Classify
temperature 37,5 C or * Look for a red (congested) throat. Throat
more) Problem
* Look for white or yellow exudate on the
e Does the child have a throat and tonsils.
sore throat!

“Check for throat problems in ALL sick children.”

ASK: Does the child have a fever?
By fever, we mean an axillary temperature of 37.5°C or more, or, if a thermometer is “Not
available”, the child is feeling hot by hand, or the mother/caregiver gives a history of fever during
the present illness.

ASK: Does the child have a sore throat?
Ask the mother/caregiver if the child has a sore throat. Use words that the mother/caregiver
understands. If the mother/caregiver answers YES, record her/his answer by circling it on the
recording form. If the mother/caregiver answers NO or says she/he cannot tell or she/he does
not know, assume the child does not have a sore throat. If the child is less than age 2 years, it is
unlikely that one can know whether the child’s throat is sore. Continue assessing the child for
signs related to throat problems.

FEEL the neck for enlarged tender lymph node on the front of the neck.
Feel the glands in the front of the neck to see if either or both are enlarged and tender.

LOOK for redness (congestion) of the throat.

LOOK for white or yellow exudate on the throat and tonsils.
Look into the throat with a light (such as a torch or flashlight). See if there is white or yellow
exudate (white or yellow patches) on the throat and tonsils.

CLASSIFY THROAT PROBLEM:

There are three possible classifications of throat problems:
» STREPTOCOCCAL SORE THROAT.

» NON-STREPTOCOCCAL SORE THROAT.

» NO THROAT PROBLEM

Streptococcal Sore Throat

A child who has fever OR sore throat and TWO of the following signs: enlarged tender lymph nodes
in the front of the neck, red (congested) throat and white or yellow exudate on the throat and tonsils
is classified as having STREPTOCOCCAL SORE THROAT.

Non-Streptococcal Sore Throat

If the child has a sore throat OR not enough signs to classify him as Streptococcal sore throat, he is
classified as NON-STREPTOCOCCAL SORE THROAT.

Most children less than 5 years old with a sore throat usually have a viral infection (NON-
STREPTOCOCCAL) and should not be treated with antibiotics.
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No Throat Problem
If the child has no throat symptoms and signs (with or without fever) he is classified as having NO
THROAT PROBLEM. The presence of fever alone will not affect the classification, because fever can be
due to other causes.

Here is the table for the classification of throat problems from the ASSESS & CLASSIFY chart:

SIGNS CLASSIFY AS

Fever or sore throat and 2 of the following:

* Red (congested) throat STREPTOCOCCAL
* White or yellow exudate on the throat SORE THROAT
* Enlarged tender lymph nodes on the neck

* Sore throat NON-

or STREPTOCOCCAL
* Not enough signs to classify as streptococcal sore throat SORE THROAT

* No throat signs or symptoms NO

(with or without fever) SORE THROAT

Don’t check the throat in a child with stridor while calm.

TREAT THROAT PROBLEM:
STREPTOCOCCAL SORE THROAT

A child who has tender, enlarged lymph nodes in the front of the neck and white exudates on the
throat is classified as having STREPTOCOCCAL SORE THROAT.

Use the following table to determine the dose:

dose of intramuscular BENZATHINE PENICILLIN (if available):

BENZATHINE PENICILLIN

Add 5 ml sterile water to vial containing 1.200.000 unit = 6 ml
at 200.000 unit / ml

< 5 years 3.0 ml = 600.000 unit!s

Procedure for giving benzathine penicillin injection:
Follow these steps when giving BENZATHINE PENICILLIN intramuscular injection.
I. Use the TREAT THE CHILD chart to determine the appropriate dose.

'* Penicillin G benzathine (long-acting intramuscular): Pediatric drug information.
UpToDate:https://www.uptodate.com/contents/penicillin-g-benzathine-long-acting-intramuscular-pediatric-
drug-
information?search=BENZATHINE+PENICILLIN+children&amp;source=panel_search_result&amp;selectedTitl
e=1~50&amp;usage_type=panel&amp;kp tab=drug pediatric&amp;display rank=|1
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2. BENZATHINE PENICILLIN is usually packaged as a powder in a 1,200,000-unit rubber topped vial.
Add 5 ml of sterile water to the vial and shake it well until it becomes completely dissolved.

3. Use a sterile needle and syringe to give the injection.

4. Make sure the child is lying down.

5. Give the drug as a deep IM injection in the front of the child’s thigh, not in the buttock.

If only oral antibiotics are available, give AMOXICILLIN '¢ , PENICILLIN V, or
ERYTHROMYCIN - for details see the table below:

Table 16: Oral Antibiotics for Treating STREPTOCOCCAL SORE THROAT Dosage Details:

AMOXYCILLIN/ COTRIMOXAZOLE
Antibiotic Name AMOXICILLIN- PENICILLIN V (Trimethoprim +
CLAVULANATE Sulfamethoxazole)

“ 50 mg/kg/day <27 kg: 250 mg daily!? 50 mg/kg/day

1000 mg/day 500 mg/dose 4000 mg/day

Dosage form (Syrup) 250 mg/5 ml 125 mg/5 ml 200 mg/5 ml

2 months up to
|2 months [.5-3.5 ml 10 ml 1.25-3 ml

2 months up
to5 years 3.5-6.5 ml 10 ml 3-6 ml

Once daily Twice daily Four times daily

If the child has a sore throat give one dose of PARACETAMOL in the clinic. Tell the mother/caregiver
to give one dose every 6 hours or until the pain is gone.

' Amoxicillin: Pediatric drug information. UpToDate. (n.d.). https://www.uptodate.com/contents/amoxicillin-
pediatric-drug-

information?search=amoxicillin+pediatrict+dosing+fallicular+tonsolitis&amp;usage type=default&amp;source=se
arch_result&amp;selectedTitle=3~|50&amp:display rank=3

'” Treatment and prevention of streptococcal pharyngitis in adults and children.

UpToDate: https://www.uptodate.com/contents/treatment-and-prevention-of-streptococcal-pharyngitis-in-
adults-and-
children?search=Streptococcus%2C+group+A%3A+treatment&amp;source=search_result&amp;selectedTitle=
| ~150&amp;usage_type=default&amp;display rank=1#H425081859
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2 months up to 4
months 2.5-3.5 ml
4 - <6 kg
4 months up to |12
months 3.5-6 ml
6 - <0 kg

12 months up to 3
years 6-8.5 ml
10 - <14 kg
3 years up to 5
years 8.5-11.5 ml
14 - <19 kg

Frequency & Duration Every 6 hours until fever or pain gone

Here is the table for the classification of throat problems from the CLASSIFY & TREATMENT
chart:

CLASSIFY AS TREATMENT

* Give BENZATHINE PENICILLIN.
STREPTOCOCCAL * Soothe the throat with a safe remedy.

SORE THROAT * Give PARACETAMOL for pain.
* Advise mother/caregiver when to return immediately.
¢ Follow up in 5 days if not improving.

NON- * Soothe the throat with a safe remedy.
STREPTOCOCCAL * Give PARACETAMOL for pain.
SORE THROAT * Advise mother/caregiver when to return immediately.

¢ Follow up 5 days if not improving.

NO

SORE THROAT * Continue assessment of the child.
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CASE MANAGEMENT FOR
EAR PROBLEM

A child with an ear problem may have an ear infection. When a child has an ear infection, pus collects
behind the eardrum and causes pain and often fever. If the infection is not treated, the eardrum may
burst. The pus discharges and the child feel less pain. The fever and other symptoms may stop, but
the child suffers from poor hearing because the eardrum has a hole in it. Usually, the eardrum heals
by itself. At other times the discharge continues, the eardrum does not heal, and the child becomes
deaf in that ear.

Sometimes the infection can spread from the ear to the
bone behind the ear (the mastoid) causing
MASTOIDITIS (see figure |3). Infection can also spread
from the ear to the brain causing MENINGITIS. These
are severe diseases. They need urgent attention and
referral.

Ear infections rarely cause death. However, they cause
many days of illness in children. Ear infections are the
main cause of deafness in developing countries, and
deafness causes learning problems in school. The ASSESS Figure 13: Mastoiditis
& CLASSIFY chart helps you identify ear problems due to

ear infections.

ASSESS EAR PROBLEM

A child with an ear problem is assessed for:

ASK:

* Agonizing ear pain

* Ear discharge and

¢ If the discharge is present, how long the child has had discharge?

LOOK and FEEL:
* Pus draining from the ear, and
* Tender swelling behind the ear, a sign of mastoiditis.

Here is the box from the "Assess" column that tells you how to assess a child for an ear problem.

Does the Child have an Ear problem?

ASK: LOOK & FEEL: Classify
* Is there ear pain? * Look for pus draining from the ear.

; . : Ear
* Is there ear discharge? * Feel for tender swelling behind the ear-. Problem

If yes, for how long?

Ask about ear problems in ALL sick children.

ASK: Does the child have an ear problem?
If the mother/caregiver answers NO, record her/his answer. Ask about the next main symptom,
fever. Do not assess the child for the ear problem. If the mother/caregiver answers YES, ask the
next question:
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ASK: Does the child have agonizing ear pain?
Agonizing ear pain during the present illness can mean that the child has an ear infection. If the
mother/caregiver is not sure that the child has ear pain, ask if the child has been irritable, crying
all the time sleepless, and rubbing his ear.

ASK: Is there ear discharge? If yes, for how long?
Ear discharge is also a sign of infection. When asking about ear discharge, use words the
mother/caregiver understands. If the child has had an ear discharge, ask for how long. Give her/him
time to answer the question. She/he may need to remember when the discharge started. You
will classify and treat the ear problem depending on how long the ear discharge has been present.

LOOK for pus draining from the ear.
Pus draining from the ear is a sign of infection, even if the child no longer has any pain. Look
inside the child's ear to see if pus is draining from the ear. If no pus we must use the otoscope
if available to see the tympanic membrane. Look for erythema, bulging, changes in color.

FEEL for tender swelling behind the ear.
Feel behind both ears. Compare them and decide if there is tender swelling of the mastoid
bone. In infants, the swelling may be above the ear. Both tenderness and swelling must be present
to classify MASTOIDITIS (deep infection in the mastoid bone). Do not confuse this swelling
of the bone with swollen lymph nodes.

CLASSIFY EAR PROBLEM

There are four classifications for EAR PROBLEM:
*« MASTOIDITIS

* ACUTE EAR INFECTION

* CHRONIC EAR INFECTION

* NO EAR INFECTION

Here is the classification table for ear problems from the ASSESS & CLASSIFY chart:

* Tender swelling behind the ear-. MASTOIDITIS

* Pus is seen draining from the ear and discharge is reported for less

i ,t\ﬁ‘a” '45“{5: P b ot ACUTE

! o pus but signs of infection seen by otoscope EAR INFECTION

* Agonising ear pain.

* Pus is seen draining from the ear and discharge is reported for 14 CHRONIC
days or more. EAR INFECTION
* NO ear pain and NO puss seen draining from the ear, but ear NO
problem suspected EAR INFECTION
Mastoiditis

If a child has tender swelling behind the ear, classify the child as having MASTOIDITIS.

Acute Ear Infection
If you see pus draining from the ear and discharge has been present for less than two weeks, or if there
is ear pain, classify the child's illness as ACUTE EAR INFECTION.
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Chronic Ear Infection
If you see pus draining from the ear and discharge has been present for two weeks or more classify the
child's illness as CHRONIC EAR INFECTION.

No Ear Infection

If there is NO ear pain and NO pus is seen draining from the ear, the child's illness is classified as NO
EAR INFECTION. The child needs no additional treatment. but still, there is an ear problem e.g., the
mother/caregiver might notice that the child is rubbing or pulling the ear. You may advise the
mother/caregiver to go to an ENT specialist for assessment.

TREAT EAR PROBLEMS
MASTOIDITIS

Give an intramuscular antibiotic, If the child has MASTOIDITIS needs an antibiotic before he leaves

for the hospital.
Give this child a single dose of AMPICILLIN by IM injection (Dose: 50 mg per kg, Add 2.5 ml sterile
water to a vial containing 500 mg). Then refer the child urgently to the hospital.

ACUTE EAR INFECTION'

Give an appropriate oral antibiotic: Children with ACUTE EAR INFECTION need an antibiotic. In many
HFs, more than one type of antibiotic will be available. You must learn to select the most
appropriate antibiotic for the child's ilness. If the child can drink, give an oral antibiotic.

Give an appropriate oral antibiotic for ACUTE EAR INFECTION (give for 10 days) (Table 17):
» AMOXYCILLIN (high dose),

» AMOXYCILLIN-CLAVULANATE,

» CEFUROXIME.

» CEFDINIR (in case of penicillin allergy).

Table 17: Antibiotics for Treating Acute Ear Infection Dosage Details

Antibiotic Name AMOXYCILLN | Amoxicillin-—| - or pOXIME | Cefdinir 19
clavulanate

90 mglkglday | 90 mglkg/day | 30 mglkg/day?0 | |4 mglkg/day

Maximum Dose 4000 mg/day | 4000 mgl/day 1000 mg/day 600 mg/day

'8 Acute Otitis media in children: Treatment. UpToDate:https://www.uptodate.com/contents/acute-otitis-media-
in-children-
treatment?search=cefuroxime+children&source=search_result&selectedTitle=1~69&usage type=default&displ

ay_rank=1
' In case of a PENICILLIN allergy
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Antibiotic Name amoxyciyn | Amoxicillin- - cp e poXIME | Cefdinir 19
clavulanate
Dosage form (Syrup) 250 mg/5 ml 457mg/5ml 125 mg/5 ml 125 mg /5ml

2 months up
to 12 2.5-5 ml 2.5-5 ml 2.5-5ml 2.5-5 ml
Single Dose | months (4-

Per Age or | <10 kg

Weight [2 months
up to 5 5-10 ml 5-10 ml 5-10 ml 5-10 ml
years (10-
Three times . . . . .
Frequency daily Twice daily Twice daily Once daily
Duration For 10 days For 10 days For 10 days For 10 days

,.,
)
P
2
2

If the child has ear pain give one dose of PARACETAMOL in the clinic. Tell the mother/caregiver to
give one dose every 6 hours or until the pain is gone. (Table 18)

Table 18: Paracetamol Dosage Details

Medication Name PARACETAMOL

10-15 mg/kg/dose

Maximum Dose 4000 mg/day
Dosage form (Syrup) 125 mg/5 ml
2 monthz up Zok months 2.5-3.5 ml
4 monthz up tl?) |I< months 3.5-6 ml
12 mor;gh:s :IT 4th>( : years 6-8.5 ml
3 yealr‘s1 UP< tIC; 5|< Years 8.5-11.5ml
Frequency & Duration Every 6 hours until fever or pain gone

Here is the classification table for ear problems from the CLASSIFY & TREATMENT chart:

CLASSIFY AS TREATMENT

* Give the first dose of the appropriate antibiotic.
MASTOIDITIS * Give the first dose of PARACETAMOL for pain.
* Refer URGENTLY to hospital.
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CLASSIFY AS TREATMENT

* Give an antibiotic for 10 days.

* Give PARACETAMOL for pain.

* Dry the ear by wicking.

* Advice the mother/caregiver when to return IMMEDIATELY.
* Follow up in 5 days.

ACUTE
EAR INFECTION

CHRONIC * Dry the ear by wicking.
EAR INFECTION * Refer to ENT specialist.

NO

EAR INFECTION * Advise the mother/caregiver to go to an ENT specialist for assessment.

COUNSEL THE MOTHER/CAREGIVER

Dry the Ear by Wicking

To teach a mother/caregiver how to dry the ear by wicking, first tell her/him it is important to keep
an infected ear dry to allow it to heal. Then show her/him how to wick her child's ear.

As you wick the child's ear, tell the mother/caregiver to:

* 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.

* Place the wick in the child's ear until the wick us wet.

* Replace the wet wick with a clean one.

* Repeat these steps until the wick stays dry. Then the ear is dry.

Observe the mother/caregiver as she/he practices. Give feedback. When she/he is finished, give

her/him the following information.

* Wick the ear 3 times daily.

* 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.

* Do not place anything (oil, fluid, or other substance) in the ear between wicking treatments.

* Do not allow the child to go swimming. No water should get in the ear.

Ask checking questions, such as:

- "What materials will 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/caregiver thinks she/he will have problems wicking the ear, help her/him solve them.

FOLLOW-UP VISIT FOR EAR INFECTION

When a child classified as EAR INFECTION returns for a follow-up visit after 5 days, follow the
instructions below. These instructions apply to an acute or a chronic ear infection.
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Ear Infection:

After 5 Days:

- Reassess for ear problems. See ASSESS & CLASSIFY chart
- Measure the child’s temperature

Treatment:

» If there is tender swelling behind the ear or high fever (38.5 C or above). Refer
URGENTLY to hospital.

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

» Chronic ear infection: refer to ENT specialist assessment.

» If no ear or discharge, praise the mother/caregiver for her/his careful treatment. If she/he
has not yet finished the 5 days of the antibiotic, tell her/him to use all of it before stopping

» Reassess the child for ear problem and measure the child's temperature (or feel the child for fever).
Then select treatment based on the child's signs.

» If you feel a tender swelling behind the ear when compared to the other side, the child may have
developed mastoiditis. If there is a high fever (an axillary temperature of 38.5 C or above), the child
may have a serious infection. A child with tender swelling behind the ear or high fever has gotten
worse and should be referred to a hospital.

» Acute ear infection: If ear pain or ear discharge persists after taking an antibiotic for 5 days, treat
with 5 additional days of the same antibiotic. Ask the mother to return in 5 more days so that you
can check whether the ear infection is improving.

» If the ear is still draining or has begun draining since the initial visit, show the mother/caregiver
how to wick the ear dry. Discuss with her/him the importance of keeping the ear dry so that it will
heal.

» If no ear pain or discharge, praise the mother/caregiver for her/his careful treatment. Ask her/him
to continue the same antibiotic for another 5 days in order to ensure complete healing and cure.

» If discharge, from the ear was for 14 days or more refer to ENT specialist assessment.
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CASE MANAGEMENT FOR CHILD WITH
FEVER

If the Childs age less than 3 months and has fever should be referred. If the case worsens refer to
hospital IMMEDIATELY.

ASSESS FEVER

A child has the main symptom of fever if:

» A child who has a history of fever during the present illness or
» A child who feels hot or

» A child who has an axillary temperature of 37.5 C or above.

Assess the child with fever?! for:
- How long the child has had a fever.
- Stiff neck.

Does the Child Have a Fever?

(By history or feels hot or temperature 37.5 C* or more)

IF YES:

Then ASK:

. ?
For how long! CHECK: Classify

* If more than 5 days, . ) )
has the fever been Check for meningeal signs. Fever

present every day?

* These temperatures are based on axillary temperature. Rectal temperature readings are
approximately 0,5 C or higher.

Ask about and MEASURE fever in ALL sick children.

ASK: Does the child have a fever?
Check to see if the child has a history of fever, feels hot, or has a temperature of 37.5 C or
above.

The child has a history of fever if the child has had any fever with this illness. Use words for
"FEVER" that the mother/caregiver understands. Make sure the mother/caregiver understands
what fever is. For example, ask the mother/caregiver if the child's body has felt hot.

2! On the ASSESS & CLASSIFY chart, fever, and high fever are based on axillary temperature readings. Thresholds
for rectal temperature readings are approximately 0.5 C higher.

If your clinic measures an axillary temperature, the fever is 37.5 C (99.5 F). The high fever is 38.5 C (101.3 F). If
your clinic measures a rectal temperature, the fever is 38 C (100.4 F). The high fever is 39 C (102 F).
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Look to see if the child's temperature was measured today and recorded on the child's chart.
If the child has a temperature of 37.5°C or above, the child has a fever.

If the child has a fever (by history, or temperature 37.5°C or above), assess the child for
additional signs related to fever. Assess the child's fever even if the child does not have a
temperature of 37.5 C or above or does not feel hot now.

ASK: For how long? If more than 5 days, has a fever been present every day?
Ask the mother/caregiver how long the child has had a fever. If the fever has been present for
more than 5 days, ask if the fever has been present every day.

CHECK for MENINGEAL SIGNS.
A child with fever and stiff neck may have MENINGITIS. A child with MENINGITIS needs
URGENT treatment with injectable antibiotics and a referral to a hospital. While you talk
with the mother/caregiver during the assessment, look to see if the child moves and bends
his neck easily as he looks around. If the child is moving and bending his neck, he does not
have a stiff neck.

If you did not see any movement, or if you are not sure, draw the child's attention to his
umbilicus or toes. For example, you can shine a flashlight on his toes or umbilicus or tickle
his toes to encourage the child to look down. Look to see if the child can bend his neck
when he looks down at his umbilicus or toes.

If you still have not seen the child bend his neck himself, ask the mother/caregiver to help
you lay the child on his back. Lean over the child; gently support his back and shoulders with
one hand. With the other hand, hold his head. Then carefully bend the head forward toward
his chest. If the neck bends easily, the child does not have a stiff neck. If the neck does not bend
easily, the child has a stiff neck. Often a child with a stiff neck will cry when you try to bend
the neck. (see figure 14 and |15)

o _
| ay

Brudzinski's sign:
Flexion of the hips and knees in
response to neck flexion

Kernig's sign:
Resistance to extension of leg
while the hip is fiexed

Figure 14:

Meningeal Signs

Normal fontanelle

Bulging fontanelle
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Figure 15: Normal vs Bulged Fontanelle
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CLASSIFY FEVER

There are three classifications of FEVER:
> VERY SEVERE FEBRILE DISEASE

> FEVER POSSIBLE BACTERIAL INFECTION
> FEVER BACTERIAL INFECTION UNLIKELY

Very Severe Febrile Disease:
If the child with fever has any general danger sign or a stiff neck, classify the child as having a VERY
SEVERE FEBRILE DISEASE.

Fever Possible Bacterial Infection:

If the child with fever has any apparent cause of fever present e.g., pneumonia, dysentery, acute ear
infection, sore throat, cellulitis, or abscess, etc., classify the child as having FEVER POSSIBLE BACTERIAL
INFECTION.

Most viral infections last less than a week. If the child’s fever has persisted every day for more than 5
days, refer the child for additional assessment.

Fever Bacterial Infection Unlikely:
If the child has a fever with no apparent cause denoting bacterial infection classify the child FEVER
BACTERIAL INFECTION UNLIKELY.

TREAT THE FEVER
Give PARACETAMOL For Fever (>38 C) in the clinic, Paracetamol lowers fever.

Medication Name PARACETAMOL

10-15 mg/kg/dose

Maximum Dose 4000 mg/day
Dosage form (Syrup) 125 mg/5 ml
2 month: up Zok months 2.5-3.5 ml
4 monthz up tl?) |I< months 3.5-6 ml
12 mor;gh:s :pl» 4tc|>( : years 6-8.5 ml
3 yealrz UP< tIC; 5|< Years 8.5-11.5ml
Frequency & Duration Every 6 hours until fever or pain gone

If a child has a high fever, give one dose of PARACETAMOL in the clinic. Tell the mother/caregiver to
give one dose every 6 hours until the high fever is gone.

FOLLOW:-UP VISIT FOR FEVER

Any child classified as having FEVER should return for a follow-up visit if it persists daily. If the fever
persists 2 days after the initial visit this may mean that the child has any complication or there may be
some causes of fever that were not apparent at the first visit.

The instructions for conducting a follow-up visit for a child classified as having FEVER POSSIBLE
BACTERIAL INFECTION or BACTERIAL INFECTION UNLIKELY are the following:
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If fever persists:
- Do a full reassessment of the child. > See ASSESS& CLASSIFY chart.

- Assess for other causes of fever.

Treatment:
» If the child has any general danger signs or a stiff neck, treat it as a VERY SEVERE FEBRILE
DISEASE.
» If the child has any apparent cause of fever provide treatment.
» If the child has no apparent cause of fever:
- Advise the mother to return again daily if the fever persists.
- If the fever has been present for 5 days, refer for assessment.

Do a full reassessment of the child as on the ASSESS & CALSSIFY chart. As you reassess the child look
for the cause of the fever, possibly pneumonia, meningitis, measles, ear infection, or dysentery. Also
consider whether the child has any other problem that could cause the fever, such as tuberculosis,
urinary tract infection, Osteomyelitis, cellulitis, or abscess. Then select the appropriate treatment in
the follow-up box.

» If the child has any general danger sign or stiff neck, treat as VERY SEVERE FEBRILE DISEASE.

» If the child has any apparent cause of fever, provide the needed treatment, or refer for the care of
that cause.

» If the child has no apparent cause of fever.
- Advise the mother to return again daily if the fever persists.
- If the fever has been present every day for 5 days, refer the child.

Further diagnostic tests are needed to determine the cause of this child’s persistent fever.
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Why are young infants special?
Young infants differ from older infants and children in the ways they show signs of infection:

* They become ill and die very quickly from serious bacterial infections. Severe infections are the
most common serious illness during first 2 months of life.

* Special risk for low-birth-weight infants: Infants under 2.5 kilograms at birth are low weight.
Infections are particularly dangerous in low-birth-weight infants. This means the infant had low
weight at birth, due either to poor growth in the womb or to prematurity (being born early).

* Infants often show only general signs when seriously ill, such as difficulty in feeding, reduced
movements, fever, or low body temperature.

* Newborn infants are often sick from conditions related to labor and delivery. Newborns with
any of these conditions require immediate attention. Some infants are premature or born before 37
weeks of pregnancy. They may have trouble in breathing due to immature lungs. These conditions
include birth asphyxia, birth trauma, preterm birth, and early-onset infections such as sepsis from
premature ruptured membranes.

Young infants have important care requirements to protect them from infection during the first
months of life. This care includes:

* EXCLUSIVE, ON-DEMAND BREASTFEEDING, which provides young infants with the nutrients and
antibodies they require for healthy growth, development, and immune function.

* KEEPING INFANTS WARM, particularly through methods like skin-to-skin contact.

* MAINTAINING GOOD HYGIENE by washing hands every time before holding an infant, and keeping
the umbilical cord area clean, which is vulnerable to infection.

* IMMUNIZING a young infant on schedule.
* SEEKING IMMEDIATE CARE IF THERE ARE SIGNS OF SEVERE DISEASE.

As you have learned, the IMNCI process (ASSESS, CLASSIFY, TREAT) is the same for young infants
and children. However, as infants have some special care requirements, they are assessed for specific
symptoms and signs.
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ASSESS AND CLASSIFY THE SICK YOUNG
INFANTS

When you assess by looking for signs of SEVERE DISEASE, you will ask questions of the
mother/caregiver, and also make your own observations. It is important to assess the signs in the
order on the chart. The young infant should be calm.

There are some clinical signs observed in young infants which differ from those in older children (2
months — 5 years).

Young infant’s clinical signs have special characteristics that must be consideredwhen

classifying their illnesses:

* They can become sick and die very quickly from severe diseases.

* They frequently have only general danger signs like, less movements, fever or low bodytemperature,
poor feeding etc.

* MILD CHEST INDRAWING is normal in young infants because their chest wall is soft.

For these reasons, ASSESSMENT, CLASSIFICATION and TREATMENT of the sick young infants are
different from older child.

The assessment procedure for this age group includes:

* Greeting the mother/caregiver, history taking and communicating with the caregiver about the
young infant’s problem.

* Checking for VERY SEVERE DISEASES.

* Checking for JAUNDICE.

* Assessing if the young infant has DIARRHEA.

* Checking for FEEDING PROBLEMS or LOW WEIGHT.

* Checking for young infant’s IMMUNIZATION STATUS.

* Assessing other problems.

As the signs of PNEUMONIA and other serious bacterial infections cannot be easily distinguished in
this age group, it is recommended that all sick young infants should be assessed first for signs of VERY
SEVERE DISEASE.

Assess Infant for Severe Disease and Local Infection

At the beginning of assessment and classification of
sick young infants; some of the clinical signs that
indicate VERY SEVERE DISEASE/POSSIBLE
SERIOUS BACTERIAL INFECTION are to be look
for.

World Health Organization (WHO)

recommends that “young infants with

any sign of possible serious infection

should be managed at a hospital with

injectable antibiotics and supportive
care”.

These clinical signs are briefly discussed below:

> MOVEMENT ONLY WHEN STIMULATED OR NO MOVEMENT AT ALL.
Young infant’s often sleep most of the time and this is not a sign of illness. If a young infant does
not wake up during the assessment, ask the mother/caregiver to wake him. An awake young infant
will normally move his armsor legs or turn his head several times in a minute if you watch him closely.
Observe the infant’'s movements while you do the assessment. If the infant is awake but has no
spontaneous movements, gently stimulate the young infant. If the infant moves only when stimulated
and then stops moving, or does not move even when stimulated, it is a sign of SEVERE DISEASE.

> STOPPED FEEDING WELLINOT ABLE TO FEED.
Ask the mother/caregiver this question. Any difficulty mentioned by the mother/caregiver is
important. A young infant who was feeding well earlier but is not feeding well now may have a serious
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infection. These infants who are either NOT ABLE TO FEED or are STOPPED FEEDING WELL should
be referred urgently to hospital.

This is the most important and earliest sign of infection in young infants.

Note: When an infant takes less than 50% of the previous feeding is called stopped feeding well.

» CONVULSION.
All children who have had convulsions during the present illness or is convulsing now should be
considered seriously ill.

> PERSISTENT VOMITING.

It is known as a symptom of a large variety of systemic disorders. It can be defined as vomiting for 3
or more times in | hour. It is widely used as a warning sign of SEVERE ILLNESS.

> APNEA
IT is defined by the cessation of breathing for 20 seconds or longer. Ask mother/caregiver, if the
infant had such episode of breathing cessation for 20 seconds or more. Use the commonly usedword
“suffocation”.

» MAJOR BLEEDING.
Ask the mother/caregiver if the infant has had major bleeding (bleeding from mouth, nose, throat, and
rectum, etc.) during this current illness. Use words the mother/caregiver understands.

> BULGING FONTANELLES.
A bulging fontanelle is an outward curving of an infant’s soft spot (fontanelle). A tense or bulging
fontanelle occurs when fluid builds up in the brain or the brainswells, causing increased pressure
inside the skull. Bulging fontanelle is sign of meningitis in young infants with an open fontanelle.

» CENTRAL CYANOSIS.
Determine whether there is bluish or purplish discoloration of the tongue inthe inside of the mouth
and tip of the nose. Central cyanosis is a sign of HYPOXIA (Diminished O2 saturation in blood <
90%).

> FAST BREATHING.
Young infants usually breathe faster than older children do. The breathing rate of healthy young infant
is usually less than 60 breaths per minute. Therefore, 60 breaths per minute is the cut—off rate to
identify fast breathing is this age group. If the count is 60 breaths or more, the count should be
repeated, because the breathing rate of a young infant is often irregular. The young infant
will occasionally stop breathing for a few seconds, followed by a period of faster breathing. If the
second count is also 60 breaths or more, the young infant has fast breathing.

> SEVERE CHEST INDRAWING.
Mild chest indrawing is normal in a young infant because of softnessof the chest wall. Severe chest
indrawing is very deep and easy to see. It is a sign of PNEUMONIAor other serious bacterial
infection in a young infant.
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» FEVER/IHYPOTHERMIA
It may equally indicate bacterial infection. Fever
in a young infant may indicate a serious bacterial
infection and may be the only sign. Young infants X
can also respondto infection by dropping their and nothing else.

body temperature (Hypothermia) to below 350 Qn-demand: as'ofterT as they want, day and
C night at least 8 times in 24 hours.

All infants up to 6 months should
breastfeed:
Exclusively: infant takes only breast milk

» REDNESS OF THE UMBILICUS OR DRAINING PUS
It is a sign of umbilical infection. Early recognition and treatment of an infected umbilicus are
essential.

» SKIN PUSTULES.
Examine the skin of entire body. Skin pustules are red spots or blisters whichcontain pus.

Checking for JAUNDICE.
JAUNDICE: It is yellow coloration of skin, sclera and mucus membrane.

To look for jaundice, press the infant’s skin over the forehead with your fingers to blanch. Remove
your fingers and look for yellow discoloration. If there is yellow discoloration, the infant has jaundice.
To assess for severity of the disease, repeat the above process on the hands and soles of the infant’s
feet.

Assessing if the young infant has DIARRHEA.

A young infant has diarrhea if the stools have changed from the usual pattern and are frequent and
watery (more water than fecal matter). The frequent semi-solid stools of a breastfed baby are not
diarrhea,

All sick young infants should be checked for DIARRHEA. Assessment, classification, and management of

diarrhea in sick young infants are similar to those in older children. However,assessing thirst by offering

a drink is not reliable, so “drinking poorly” is not used as a sign for the classification of DEHYDRATION,

* Look at the young infant's general condition. Does the infant: move only when stimulated? not move
even when stimulated? Is the infant restless and irritable?

* Look for sunken eyes.

* Pinch the skin of the abdomen. Does it go back: Very slowly? Slowly?

Assessment of FEEDING and WEIGHT

* Breast feeding frequency including night feeds.

* Type of other foods or fluid.

* Frequency of other feeding and how feeding is given.
* Feeding patterns during this illness.

* No vomiting

Breastfeeding

Signs of Good Positioning Signs of Good Attachment
* The whole body fully supported ¢ Chin touching breast
* Body closes to the mother * Mouth wide open
* Straight head and body * Lower lip turned outward
* Facing breast, nose opposite to nipple | * More areola visible above than below the mouth
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Determine weight for age:
Weight status in infants must be assessed using the sex-specific weight-for-age chart. Plot result and
find the intersection of the lines for the child’s weight and age and determine if this point is considered
normal or low weight for age.

Checking IMMUNIZATION STATUS

As for older children, IMMUNIZATION STATUS should be checked in all sick young infants. lliness is

not a contraindication to immunization.

* At birth, BCG should be given.

* At 8 Weeks, Hexaxim vaccine (Hexa) - first dose (Inactivated poliovirus vaccine (IPV) Diphtheria,
Tetanus, and Pertussis vaccine (DTaP) Haemophilus influenzae vaccine, Hepatitis vaccine) and ROTA
vaccine - first dose should be given.

* Check the mothers IMMUNIZATION STATUS and give her T.T and Vit-A if needed.

Assessing OTHER PROBLEMS

As for older children, all sick young infants need to be assessed for other problems mentioned by the
mother/caregiver or observed during the examination. If a serious problem is found s/he should be
referred to the hospital.

IMNCI FOR THE SCK YOUNG INFANT (UP TO 2
MONTHS OF AGE)

GREET THE Mother / CAREGIVER

ASK: Child’s age (this chart is for sick young infants) ASK: initial r follow-up visit for problems?
ASK: what are the infant’s problems? MEASURE: weight and temperature

ASSESS MAIN SYMPTOMS

Jaundice

Diarrhea

Feeding problem & growth
Check immunizations.
Assess other problems &
mother’s health

Even if Present

ASSESS FOR ——

GENERAL DANGER SGNS
for very severe disease

All danger
signs require
urgent referral

CLASSIFY
URGENT TREAT IN TREAT AT
REFERRAL CLINIC HOME
(RED) (YELLOW) (GREEN)
URGENT REFERRAL REFERRAL NOT REQUIRED REFERRAL NOT REQUIRED
REQUIRED
. IDENTIFY . IDENTIFY
D IDENTIFY pre- TREATMENT TREATMENT
referral treatment. . TREAT 3 COUNSEL
. URGENTLY REFER . COUNSEL mother/caretaker on
mother/caretaker home treatment
o FOLLOW-UP o FOLLOW-UP CARE
CARE
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CLASSIFICATION OF SICK YOUNG INFANT

BACTERIAL INFECTION

There are two classifications for bacterial infection:
I. POSSIBLE SERIOUS BACTERIAL INFECTION
2. LOCAL BACTERIAL INFECTION

I. POSSIBLE SERIOUS BACTERIAL INFECTION

- Lethargic or unconscious OR

- Central cyanosis OR

- Not able to feed OR

- Convulsion now or history of convulsion during current illness OR

- Fever (temperature 37.5 C° or feels hot) or low body (temperature < 35.5

C° or feels cool) OR

- Persistent vomiting OR FOSSIBLESERIOLS
. . BACTERIAL

- Apnea (cessation of breathing for 20 seconds or longer) OR INFECTION

- Fast Breathing OR OR

- Severe chest indrawing OR VERY SEVERE

- Nasal flaring OR DISEASE

- Grunting OR

- Bulging fontanelle OR

- Had major bleeding OR

- Severe pustules (10 or more, or big boil) in the infants’ skin OR

- Pus draining from the umbilicus and redness with extended redness to

the skin

2. LOCAL BACTERIAL INFECTION:

e
g INFECTION

- 10 skin pustules.

JAUNDICE

There are three classifications for jaundice:
|. Severe JAUNDICE

2. JAUNDICE

3. No JAUNDICE

I. SEVERE JAUNDICE:

A sick young infant is classified as SEVERE JAUNDICE if he has yellow palms and soles OR Jaundice
that appears on the first day of life (it’s always due to an underlying disease).

Any jaundice if age less than 24 hours OR yellow palms and soles at any
age OR Jaundice that persists beyond the age of two weeks needs further SEVERE JAUNDICE
investigation.

2. JAUNDICE:
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A sick young infant is classified as JAUNDICE if he has jaundice which appeared after 24 hos of age
AND the palms and soles are not yellow.

Jaundice appearing after 24 hours of age AND palms and soles not

JAUNDICE
yellow

3.NO JAUNDICE

A Young infant is classified as NO JAUNDICE if he has none of the signs of SEVERE JAUNDICE and
JAUNDICE.

: NO
No signs of JAUNDICE JAUNDICE
DIARRHOEA
SEVERE DEHYDRATION
Two of the following signs:
- Movement only when stimulated or no movement at all SEVERE
- Sunken eyes DEHYDRATION
- Skin pinch goes back very slowly
SOME DEHYDRATION
Two of the following signs:
- Restless, irritable SOME DEHYDRATION
- Sunken eyes (Mild-Moderate)
- Skin pinch goes back slowly
NO DEHYDRATION
Not enough signs to CLASSIFY as SOME or SEVERE DEHYDRATION NO
S DEHYDRATION
FEEDING PROBLEMS OR LOW WEIGHT
VERY LOW WEIGHT FOR AGE
Weight < 1.5 kg in infants at birth, or any weight less than (-3 S.D.) VERY
Bne= .o 58 > OF afly WElg = LOW WEIGHT
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FEEDING PROBLEM OR LOW WEIGHT

* Not well attached to breast
* Not suckling effectively

¢ Less than 8 breastfeeds in 24 hours FEEDING PROBLEM
* Receives other foods or drinks OR
* Low weight for age LOW WEIGHT

* Thrush (ulcers or white patches in mouth)

NO FEEDING PROBLEM

NO FEEDING

Not low weight for age and no other signs of in adequate feeding PROBLEM

Note: To find out the low weight for age uses the weight-for-age growth chart- Birth to 5 years.

If weight-for-age falls below the line expressed as -2, he/she will be classified as LOW
WEIGHT for age.

TREAT THE SICK YOUNG INFANT (AGE 0-59 DAY)

Urgent Pre-Referral Treatments for Sick Young Infants (Age 0-59 Day) for Very
Severe Diseases

The first step is to give urgent pre-referral treatment(s) and establish IV access if it's possible.

The following are urgent pre-referral treatments include:

* Ensure that airway is patent and administer oxygen at the rate of 5-6 liters/minute if child has
signs of hypoxia such as cyanosis or irritability.
- Start Cardiopulmonary Resuscitation (CPR) if child is not breathing.

* Maintain circulation if severe dehydration or shocked:
Secure IV line and infuse normal saline at the rate of 20 ml /kg (over 5 minutes), Repeat | or 2 doses
normal saline if necessary to stabilize the circulation.

* Control temperature as necessary e.g., PARACETAMOL for high fever (38.5 °C or above).
PARACETAMOL Dose: 10 to 15 mg/kg per dose (maximum dose | g) orally 4-6 hours (with no
more than five doses in a 24-hour period) with a maximum daily dose of 75 mg/kg per day up to 4
g/day.

* Give First dose of intramuscular antibiotics for possible serious bacterial infection or very severe
disease and Collect blood for culture studies to send along with the patient (if available in facility).

- Give intramuscular GENTAMICIN: 4- 5 mg/kg body weight per day.

- Give intramuscular AMPICILLIN: 50 mg/kg body weight.

* Keeping the infant warm on the way to the hospital:
Teach the mother/caregiver how to keep the young infant warm on the way to the hospital:
- Hold the infant in skin-to-skin contact. OR
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- Keep the young infant clothed or covered as much as possible all the time, especially in cold
weather. Add extra clothing, including a hat, gloves, and socks. Wrap the infant in a soft, dry cloth,
and cover with a blanket.

* Prevention of HYPOGLYCEMIA with breast milk?2:

Your treatment and instructions to the mother/caregiver will depend on if the infant is able to feed

and swallow. If the infant is:

- ABLE TO BREASTFEED, ask the mother/caregiver to breastfeed.

- UNABLE TO BREASTFEED, BUT ABLE TO SWALLOW:
v Give 20-50 ml (10 ml/kg) expressed breast milk before departure
v If not possible, give 20-50 ml (10 ml/kg) (to make, dissolve 4 level teaspoons of sugar, or 20

grams, in a 200 ml cup of clean water)

- UNABLE TO SWALLOW, do a Glucose check and then give 20-50 ml (10 ml/kg) of expressed breast
milk/ formula by a NG tube (for details on procedure see ANNEX VII), or if it’s possible give IV
Fluids (Glucose Saline 5%).

Neonatal hypoglycemia:

Defined as a plasma glucose level of less than 30 mg/dL (1.65 mmol/L) in the first 24 hours of life
and less than 45 mg/dL (2.5 mmol/L) thereafter.

CLASSIFICATION TREATMENT

(For all infants before referral)

* Give |V fluid (normal saline) 10-20 ml/kg over | hour.
POSSIBLE . e .
SERIOUS BACTERIAL ° Give the first dose of antibiotics. The recommended choices are
intramuscular GENTAMYCIN and oral AMPICILLIN.

INFES;{ JeI * Prevent low blood sugar by giving breast milk or formula.
VERY SEVERE . /:\:vtliz hn;:tiizlrlcareglver how to keep the infant warm on the way
DISEASES Lo

* Refer URGENTLY to hospital.

* Advise the mother how to keep the infant warm on the way to the
SEVERE JAUNDICE hospital.
* Refer URGENTLY to hospital.

* If the infant has no other severe classification:

- Give fluid for SEVERE DEHYDRATION (20 mL per kg of normal saline
over |0-15 minutes Intravenously.

- If intravenous access not possible and the infant can swallow start
rehydration by tube (or mouth) with breastmilk/ formula: Give 20
mL/kg body weight per hour- Refer the infant to the hospital
Urgently!

SEVERE
DEHYDRATION

22 Sugar water can be given if breast milk is not available during transport.
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Treatment at the Outpatient Department for Sick Young Infants 0 Day Up to 2
Months (Young Infant Does not Require Urgent Referral).

After you complete the assessment, determine the integrated treatment (as described in Chart.),
provide necessary treatments in the clinic, as necessary, advise the mother/caregiver on home
treatment, and when to return to the clinic.

Young infants with this classification typically have an infected umbilicus or a skin infection with good general
condition. The treatment includes giving an appropriate oral antibiotic at home (AMOXICILLIN 75-
100 mg/kg/day divided into 2 doses twice daily) for 5 days.

The mother/caregiver will treat the local infection at home and give home care. She/he should return
for a follow-up in daily to be sure the infection is improving (Bacterial infections can progress rapidly in
young infants).

Teach the mother to treat local infections at HOME.

* Explain how the treatment is given.

* Watch her/him as she/he gives the first treatment in the clinic.
e Tell her/him to return to the clinic if the infection worsens.

To treat skin pustules or umbilical infection

The mother/caregiver should give the treatment twice daily for 5 days as follows:

* Wash hands.

* Gently wash off pus and crusts with soap and water.

* Dry the area = Paint the skin or umbilicus or cord with full-strength with local antibiotic ointment
[/ cream.

* Wash hands again.

To treat thrush (ulcers or white patches in mouth):

The mother/caregiver should give the treatment 4 times daily for 7 days:

* Wash hands.

* Paint the mouth antifungal medication (drops or a gel) containing NYSTATIN using a clean, soft cloth
wrapped around the finger.

* Wash hands again.

CLASSIFICATION TREATMENT

(For all infants before referral)

* Give an appropriate oral antibiotic. The recommended choices are oral
LOCAL UMBILICAL| AMOXYCILLIN for 5 days.

SKIN INFECTION | ° Treat local infections and teach the mother/caregiver to do it at home.
* Follow up in daily.

* Advise the mother/caregiver to give home care.

* Advise the mother/caregiver to return immediately if the infant’s palms
or soles appear yellow.

* If the young infant is older than 2 weeks, refer to a hospital for
assessment.

* Follow-up in daily.

JAUNDICE
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TREATMENT
(For all infants before referral)

CLASSIFICATION

* Give fluid and breast milk for some dehydration:
- Advise the mother to continue breastfeeding.
SOME - Advise the mother when to return immediately.
DEHYDRATION - Follow-up in | days if no improvement.
e If the infant also has another severe classification:
- Refer URGENTLY to hospital.

* Advise the mother to continue breastfeeding at home.
* Advise mother when to return immediately.
* Follow-up in | day if no improvement.

NO
DEHYDRATION

* Give appropriate feeding advice. (Including correct position and
FEEDING PROBLEM attachment)
OR e If thrush, teach the mother/caregiver how to treat thrush at home.
LOW WEIGHT * Follow-up in 2 days if feeding problem or thrush present.
* Follow-up in 7 days if low weight.

COUNSELLING A MOTHER/CAREGIVER

As with older children, the success of home treatment depends on how well the mother/caregiver
knows:

— How to give the treatment,

— Understands its importance,

— Knows when to return to a HCP.

» Counselling the mother/caregiver of a sick young infant:
* Teach how to give oral drugs.
* Teach how to treat local infection.
* Teach how to manage breast or nipple problem.
* Teach correct positioning and attachment for breastfeeding.

» Counsel on feeding problems:
* If not well attached or not suckling effectively, teach correct positioning and attachment.
* If not able to attach well immediately, teach the mother to express breast milk and feed by a cup.
* If breastfeeding less than 8 times in 24 hours, advise to increase frequency of feeding.
* Advise the mother/caregiver to breastfeed as often and as long as the infant wants, day and night.
* Advise about correctly preparing breast-milk substitutes and using a cup.
* Advise the mother/caregiver how to feed and keep the low-weight infant warm at home.
* If thrush, teach the mother/caregiver to treat thrush at home

» Counsel the mother/caregiver about her own health.

> Advise about food and fluids: Advise to breastfeed frequently, at least 8 times/24 hours and/ or as
often as possible and for as long as the infant wants, day and night, during sickness and health

> Advise when to return immediately:
e Unconsciousness
e Convulsion
* Vomiting persistently
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* Bulging fontanelle

e Central cyanosis

* Bleeding excessively

* Severe chest indrawing

* Breastfeeding or drinking poorly
* Reduced activity

* Becomes sicker

* Develops fever

* Feels unusually cold

* Fast breathing

* Difficult breathing

* Palms and soles become yellow

Teach the Mother/Caregiver to Give Oral Medicines at Home.

Follow the instructions below to teach the mother/caregiver about each oral medicine to be given at

home, and the instructions listed with the dosage table for each medicine:

» Determine the appropriate medicines and dosage for the infant’s age or weight.

» Tell the mother/caregiver why the medicine is being given to the infant.

» Demonstrate how to measure a dose.

» Watch the mother/caregiver practice measuring a dose by herself.

» Ask the mother/caregiver to give the first dose to her infant.

» Explain carefully how to give the medicine, then label and package the medicine.

» If more than one medicine will be given, collect, count, and package each medicine separately.

» Explain that all the tablets or syrups must be used in order to finish the course of treatment, even
if the infant gets better.

» Check the mother/caregiver’s understanding before she leaves the clinic.

FOLLOW-UP VISIT.
RETURN FOR
IF THE INFANT HAS FOLLOW.UP:
* JAUNDICE
o LOCAL BACTERIAL INFECTION Daily
« DIARRHEA

« FEEDING PROBLEM
« THRUSH 1 2 eEyE

* LOW WEIGHT FOR AGE In 7 days

> Advise when to return for the next immunization according to the immunization schedule.
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ANNEXS:

ANNEX I: GROWTH PROBLEM ASSESSMENT

Compare the points plotted on the child’s growth charts with the z-score lines to determine
whether they indicate a growth problem. Measurements in the empty boxes are in the normal
range.

Growth indicators

2L | cngthiheight | Weightfor | Weightfor | ., Head
for age age length/height Circumference
| Age
Above 3 See note | Obese
Macrocephaly
Above 2 Overweight
See note 2

Possible risk of

Above | overweight
(See note 3)

(median) 0

Below -1
Below -2 Stunted Underweight Wasted Microcephal
(See note 4) & phaly
Severely
Below -3 Severely stunted underweight Severely wasted . Severe
(See note 4) Microcephaly
(See note 5)
Notes:
A child in this range is very tall. Tallness is rarely a problem unless it is so
excessive that it may indicate an endocrine disorder such as a growth-
Note . e .

I hormone-producing tumor. Refer the child in this range for assessment if you
suspect an endocrine disorder (e.g., if parents of normal height have a child
who is excessively tall for his or her age).

Note A child whose weight-for-age falls in this range may have a growth problem,

2 but this is better assessed from weight-for-length/height or BMI-for-age.

Note A plotted point above | shows possible risk. A trend towards the 2 z-score
3 line shows definite risk.
Note . . . .

4 It is possible for a stunted or severely stunted child to become overweight.
Note . o -

5 This is referred to as very low weight in IMCI training modules.
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ANNEX Il: Development Assessment using the ASQ-3 (Ages
& Stages Questionnaires- 3rd edition)
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ANNEX Ill: SCREENING & MANAGEMENT OF ANEMIA
FOR CHILDREN UNDER 5 - CLINICAL PATHWAY
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ANNEX IV: ANAPHYLAXIS MANAGEMENT.

ANNEX IV.I: ANAPHYLAXIS MANAGEMENT PATHWAY.2

Anaphylaxis

Assess for:

Upper airway obstruction
(stridor, oral swelling)

or
Lower airway obstruction
(wheeze, respiratory distress)
or

Shock

! {dizziness, pale, clammy)

(" Call for help
\Podﬁonﬂaaﬂm.nmmm«smj

+
NO ——{Cardiac arrest?}—— YES
+ Il

g Adrenaline IM b
Use auto injector if available Rm :l':m":"g’
(preferred injection site upper outer thigh)
Adults: 0.5mg (0.5ml of 1:1,000)
Children: 10mcg/kg (0.01mL/kg of 1:1,000)
(min dose 0.1mL, max dose 0.5mL)
Repeat every 5 minutes as needed 3
-
(" Attach cardiac monitoring )
High flow oxygen Observe (4 hours min)
IV access -
Bor abaak: ,_’ Monitor vital signs, reassess ABC
0.9% saline rapid infusion Consider steroids and oral
Adults: 1,000mL antihistamine
\_ Children: 20mL/kg s
3 )
Call for specialist advice
Consider:
« Transfer to advanced care setting * Adrenaline infusion
* Further 0.9% saline * Inotropic support
= Nebulised adrenaline for upper * Nebulised salbutamol for lower
airway obstruction airway obstruction

e )

2 Australia, A. P. L. S. (n.d.). Algorithms: Anaphylaxis. Algorithms | Anaphylaxis. Retrieved March 13, 2023, from
https://www.apls.org.au/algorithm-anaphylaxis
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ANNEX IV.II: APLS GUIDELINES: DRUGS IN ANAPHYLAXIS24

Dosage by age

Drugs in anaphylaxis
Less than 6 6 months to 6
6-12 years More than 12 years
months years
A:::T;I;n?t;r I 50 micrograms 300 micrograms (0.3 500 micrograms (0.5
1oSP (0.15ml of 1:1000) ml of 1:1000) ml of 1:1000)
practitioners

0 micrograms / kg
0.1 ml/kg of 1:10,000 (infants and young children) OR
0.01 ml/kg of 1:1000 (older children)®

Adrenaline IV Titrate | microgram / kg
Crystalloid 20 ml / kg

Hydrocortisone
(IM or slow 1V)

Adrenaline IM
in-hospital practitioners

25 mg 50 mg 100 mg 200 mg

* Australia, A. P. L. S. (n.d.). Algorithms: Anaphylaxis. Algorithms | Anaphylaxis. Retrieved March 13, 2023, from https://www.apls.org.au/algorithm-anaphylaxis

2 The strength of IM adrenaline is not intended to be prescriptive, | :1000 or 1:10,000 could be used depending on what is practicable. The problem with sticking solely to
[:1000 is that when used in infants and small children, you are then drawing up very small volumes.

% | microgram / kg given over | minute (range 30 seconds to 10 minutes), e.g., according to local protocol, one of these adrenaline doses can be diluted in saline to a volume
of 10 ml, giving a solution of | mcg/kg/ml.
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ANNEX V: CARDIOPULMONARY
RESUSCITATION (CPR) PROCEDURE

ANNEX V.I: SUMMARY OF HIGH-QUALITY CPR

COMPONENTS27

Infants (age less than | Children (age | year to
year excluding new-born) puberty)
Make sure the environment is safe for rescuer and victim

Check for responsiveness.
Shout for help.
Assessment and Check breathing.
activation Check pulse.
(Breathing and pulse check can be performed simultaneously
within less than |0 seconds).

Compression-
Ventilaption Ratio | rescuer — 30:2
Without Advanced
. 2 rescuers — 15:2
Airwa
Compression-
Ventilation Ratio Continuous compression at a rate of 100-120/min.
with Advanced Give | breath every 6 seconds (10 breath/min).
Airwa
Rate
At least one third AP At least one third AP
Compression (anteroposterior) diameter of (anteroposterior) diameter of
Depth chest chest
About 4 cm. About 5 cm.
| rescuer
2 fingers in the center of the
chest, just below the nipple 2 hands or one hand (optional
line. for very small child) on the
Hand Placement 2 rescuers lower half of the breastbone
2 thumbs -encircling hands in (sternum).
the center of the chest, just
below the nipple line.

Chest Recoil Allow full recoil o chest after each compression.

%7 Summary of high-quality CPR components for BLS providers - summary of high-quality CPR components for
BLS providers component scene safety recognition: Course hero. Summary of High-Quality CPR Components
for BLS Providers - Summary of High-Quality CPR Components for BLS Providers Component Scene safety
Recognition | Course Hero. (n.d.). Retrieved March 13, 2023, from
https://www.coursehero.com/file/1 6028 | 26/Summary-of-High-Quality-CPR-Components-for-BLS-Providers/
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ANNEX V.Il: PEDIATRIC BASIC LIFE SUPPORT FOR HEALTH
CARE PROVIDERS - SINGLE RESCUER?,

Pediatric Basic Life Support Algorithm for Healthcare Providers—Single Rescuer

’k Verify scene safety. )

« Check for responsiveness.
= Shout for nearby help.
= Activate the emergency response system
| viamobile device (if appropriate). |

* Provide rescue breathing,

Normal No normal
breathing, Look for no breathing bresthing. ;,brmeamn ;vogiae::}fmn
PO b T N
gency more than 10 seconds..
responders arrive. J Is pulse definitely felt -
within 10 seconds?
Yes HR <60/min No
with signs of poor
perfusion?
No breathing o
or olnly gatsi:l?'g. * Continue rescue |
pulse not fe breathing; check
pulse every 2
minutes.
= If no pulse, start
CPR.

system (if not already done),

Activate emergency response
and retrieve AED/defibrillator.

* 1rescuer: Perform cycles of
30 compressions and 2 breaths. -
* When second rescuer arrives,
perform cycles of 15 compressions
and 2 breaths.
* Use AED as soon as it is available.

StartCPR 1

After about 2 minutes, if still alone, activate
emergency response system and retrieve AED ‘
{ (if not already done). J

Shockable rhythm?
Yes, No,
shockable nonshockable

* Give 1 shock. Resume CPR * Resume CPRimmediately for
immediately for 2 minutes 2 minutes (until prompted by AED
(until prompted by AED to allow to aliow rhythm check).
rhythm check). * Continue until ALS providers take

= Continue until ALS providers take over or the child starts to move.
over or the child starts to move.

%8 Part 4: Pediatric basic and advanced life support: 2020 ... - circulation. (n.d.). Retrieved March 13, 2023, from
https://www.ahajournals.org/doi/ 0.1 16 1/CIR.000000000000090 |
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ANNEX V.IlII: PEDIATRIC BASIC LIFE SUPPORT FOR HEALTH
CARE PROVIDERS - 2 OR MORE RESCUERS?.

Pediatric Basic Life Support Algorithm for Healthcare Providers—2 or More Rescuers

( Verify scene safety.

* Check for responsiveness.

* Shout for nearby help.

» First rescuer remains with the child.
Second rescuer activates emergency
response system and retrieves the
AED and emergency equipment.

Normal No normal P
g~ breathing, Look for no breathing breathing, * Provide rescue breathing,
( Monitor until pulsefelt / oronly gasping and check pulse felt 1 breath every 2-3 seconds,

emergency pulse (simultaneously). or about 20-30 breaths/min.
responders arrive. Is pulse definitely feit * Assess pulse rate for no
within 10 seconds? more than 10 seconds.

b

Yes HR <60/min No
with signs of poor

No breathing perfusion?

or only gasping,
puise not felt

Y

/.

. StartCPR. )

* Continue rescue
breathing; check
pulse about
every 2 minutes.

* If no pulse, start

CPR.

Y

Start CPR

« Firstrescuer performs cycles of
30 compressions and 2 breaths.

* When second rescuer returns,
perform cycles of 15 compressions
and 2 breaths.

* Use AED as soon asitis available.

!

Check rhythm.
Shockable rhythm?

No,
nonshockable

Yes,
shockable

* Give 1 shock. Resume CPR * Resume CPRimmediately for

immediately for 2 minutes 2 minutes (until prompted by AED

(until prompted by AED to allow to allow rhythm check).

rhythm check). * Continue until ALS providers take
* Continue until ALS providers take over or the child starts to move.

over or the child starts to move.

? Part 4: Pediatric basic and advanced life support: 2020 ... - circulation. (n.d.). Retrieved March 13, 2023, from
https://www.ahajournals.org/doi/ 0.1 16 1/CIR.000000000000090 |
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ANNEX VI: IMPORTANT ASPECTS OF THE PHYSICAL
EXAMINATION IN A CHILD WITH
SUSPECTED PNEUMONIA

Physical examination . L.
Possible significance
feature

General appearance
(state of awareness,

cyanosis)30

Most children with radiographically confirmed pneumonia appear ill.

Vital signs

Temperature

Fever may be the only sign of pneumonia in highly febrile young
children; however, it is variably present and nonspecific.

Respiratory rate

Tachypnea3! less predictive of radiographically confirmed pneumonia
than hypoxemia or increased work of breathing.

Tachypnea correlates with hypoxemia.

Absence of Tachypnea helps to exclude pneumonia

Degree of respiratory

Respiratory distress is more specific than fever or cough for lower
respiratory infection

distress
Tachypnea Described in section on "Vital signs"
Hypoxemia Predictive of pneumonia

Increased work of breathing:

Retractions

More common in children with pneumonia than without; absence does
not exclude pneumonia

Nasal flaring

More common in children with pneumonia than without; absence does
not exclude pneumonia

Grunting

Sign of severe disease and impending respiratory failure

Accessory muscle use

Sign of severe disease

Head bobbing

Sign of severe disease

Lung examination:

Cough

Nonspecific finding of pneumonia

Auscultation

Findings suggestive of pneumonia include crackles (rales, crepitations),
decreased breath sounds, bronchial breath sounds, egophony,
bronchophony, and whispered pectoriloquy.

Wheezing more common in viral and atypical pneumonias

Tactile fremitus

Suggestive of parenchymal consolidation

Dullness to percussion

Suggestive of parenchymal consolidation or pleural effusion

Mental status

Altered mental status may be a sign of hypoxia

3 For young infants: Ability to attend to the environment, feed, vocalize, and be consoled.
' World Health Organization definitions of tachypnea according to age are as follows: <2 months: >60
breaths/min; 2 to 12 months: >50 breaths/min; | to 5 years: >40 breaths/min; 25 years: >20 breaths/min.
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ANNEX VIl: NASOGASTRIC TUBE PROCEDURE

INDICATIONS OF NASOGASTRIC TUBE INSERTION:

* Dehydration from vomiting/diarrhoea and not drinking enough.
* Not getting enough nutrition through their normal diet.
* They cannot swallow the medications they need.

PROCEDURE: (see figure 16)

I. Wash your hands before and after the procedure.
2. Obtain and record consent for the procedure.

3. Collect equipment (nasogastric tube, enteral use 50mls syringe, pH indicator paper or strip, water
to flush, tape to secure, glass of water/juice if appropriate).

4. Explain the procedure to the child and or parent and gain informed consent.

Babies can be wrapped in a blanket or towel to help keep them secure and laid flat on their back
(unless another adult is available to assist holding the child); older children may prefer to sit up
with their head tilted slightly forward.

6. Determine length of tube to be inserted by measuring the tip of the tube from nose to ear and
then measure from ear to stomach note the mark on the tube or keep your fingers on the point
measured.

Lubricate tip of the tube using water.
Insert tip of tube into nostril and slide backwards along the floor of the nose.
If there is any obstruction, pull tube back and turn it slightly and advance again.

10. As the tube passes to the back of the nose, advise child/young person to take sips of water (if
appropriate) to help the tube go down or in the case of a baby offer them a dummy if they have
one.

I 1. If at any time the child/young person starts coughing or their colour changes stop the procedure
immediately and remove the tube.

12. Advance the tube until you reach the point where the tube was measured.

13. Secure the tube in position a tape at the nose.

14. The position of the tube must be confirmed after passing it and prior to using it for administering
any feed or medications.

This task should only be undertaken by registered practitioners and parents/carers who have
been assessed as being competent.

DO NOT introduce anything down the tube before gastric placement has been
confirmed.

CHECKING THE POSITION OF A NASOGASTRIC TUBE:

The responsibility for ensuring correct tube placement lies with the registered practitioner.
The best method to be used to check the position of the nasogastric tube is using pH paper.
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The following methods are less reliable for confirming tube placement:

* Auscultation of air insufflate through the tube (‘whoosh’ test).
* Observation of feeding tube aspirate.
* PH paper reading.

- A pH value of less than 5.5 excludes tube pulmonary placement and it is safe to commence
administration of feed/medicines via the tube.

- A pH value greater than 5.5 indicates possible placement in the intestine or tracheobronchial tree.
Do not administer anything via the tube.

Tip of nose

Bottom of
breastbone N

/

/‘/'

_— Bely buttan | l

Figure 16: Nasogastric tube insertion
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ANNEX VIill: PLAN C TREATMENT

ANNEX VIIL.C-I: IF YOU CAN GIVE INTRAVENOUS (1IV)
TREATMENT

If you can give IV treatment and you have acceptable solutions such as Normal Saline or Ringer's Lactate
at your clinic, give the solution intravenously to the SEVERELY DEHYDRATED child.32

Some of the terms in this part of Plan C may be new to you. Read the following to understand how
the terms are used in Plan C.

- The “DRIP” refers to the IV equipment and solution.
- The “Rate of the drip” refers to the number of drops per minute that the IV fluid is given.

- The “While the drip is set up” means during the time you are preparing the IV equipment; IV fluid

and you are putting the IV needle into the child's vein.

- The “HYDRATION STATUS?” refers to whether the child is normally hydrated or dehydrated and

the extent of dehydration. A child classified as NO DEHYDRATION has not lost enough fluid to show
signs of dehydration. A child classified as SOME DEHYDRATION or SEVERE DEHYDRATION has less
than a normal amount of fluid in the body. To assess a child's hydration status, refer to the signs

on the ASSESS & CLASSIFY chart.

- The “RADIAL PULSE” refers to the pulse felt over the radial artery. The radial artery is the main
blood vessel at the wrist on the side of the thumb.

Provide IV Treatment for SEVERE DEHYDRATION:

- When you provide IV therapy for SEVERE DEHYDRATION, you give the child a large quantity of fluids
quickly. The fluids replace the body's very large fluid loss.

- Begin IV treatment quickly in the amount specified in Plan C. If the child can drink, give ORS by
mouth until the drip is running. Then give the first portion of the IV fluid (20 ml/kg) very rapidly
(within 30 minutes). This will restore the blood volume and prevent death from shock. Then give
80 ml/kg more slowly to complete REHYDRATION.

- During the IV treatment, assess the child every | - 2 hours. Determine if the child is receiving an
adequate amount of IV fluid.

32 This annex will not teach how to give intravenous treatment. Annex D includes a brief review of how to give
IV fluids, solutions to use, and the rate at which IV fluids should be given.
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Steps to rehydrate a child INTRAVENOUSLY.

It includes the amounts of IV fluid that should be given according to the age and weight of
the child:

e Start IV fluid IMMEDIATELY. If the child can drink, gives ORS by mouth while the drip is set
up. Give 100 ml/kg Ringer’s Lactate Solution (or, if not available Normal Saline), divided
as follows:

Infants
(under 12 months) 20 minutes* 5 hours

Children
(12 months up to 5 20 minutes* 2 1/2 hours

* Repeat twice if the radial pulse is still very weak or not detectable.

* Reassess the child every [-2 hours. If hydration status is not improving, give the IV drip more
rapidly.

* Also give ORS (about 5 ml/kg/hour) as soon as the child can drink: usually after 3-4 hours
(infants) or 1-2 hours (children).

* Reassess an infant after 6 hours and a child after 3 hours. Classify dehydration using the
assessment chart. Then choose the appropriate PLAN (A, B, or C) to continue treatment.
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ANNEX VIII.C-2: IF IV TREATMENT IS AVAILABLE NEARBY

You are not able to provide IV treatment at your clinic. However, |V treatment is available at a clinic
or hospital nearby (within 30 minutes).

What to do:
* Refer URGENTLY to hospital for IV treatment.

* IF the child can drink, provide the mother/caregiver with ORS solutions and show her how to give
frequent sips (give 5 ml/kg/hr) during the trip. “She should encourage her child to drink on the way to
the facility.”
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ANNEX VIIIL.C-3: IF YOU ARE TRAINED TO USE A NASOGASTRIC
TUBE.

You cannot give IV treatment at your clinic and there is no nearby clinic or hospital offering IV
treatment.

If you are trained to use an NG tube, rehydrate the child by giving ORS solution with an NG tube.

Steps to rehydrate a child by NG tube.

» Start rehydration by tube (or mouth) with ORS solution: give 20 ml /kg/hour for 6 hours (total of
120 ml /kg).

* Reassess the child every -2 hours:

- If there is repeated vomiting or increasing abdominal distension, give the fluid more slowly.
- If hydration status is not improving after 3 hours, send the child for IV therapy.

* After 6 hours, reassess the child. Classify DEHYDRATION. Then choose the appropriate plan (A,
B, or C) to continue treatment.

NOTE:

If possible, observe the child at least 6 hours after rehydration to be sure the mother can maintain
hydration and give the child ORS solution by mouth.

e If possible, observe the child at least 6 hours after rehydration to be sure the mother can
maintain hydration and give the child ORS solution by mouth.
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ANNEX VIII.C-4: IF YOU CAN ONLY GIVE PLAN C TREATMENT
BY MOUTH.

You cannot give IV fluids at your clinic. There is no clinic or hospital nearby that can give IV treatment.
You are not able to use an NG tube for rehydration.

To give Plan C treatment by mouth:

* Start rehydration by tube (or mouth) with ORS solution: give 20 ml/kg/hour for 6 hours (total of
120 ml /kg).

* Reassess the child every -2 hours:
- If there is repeated vomiting or increasing abdominal distension, give the fluid more slowly.
- If hydration status is not improving after 3 hours, send the child for IV therapy.

* After 6 hours, reassess the child. Classify DEHYDRATION. Then choose the appropriate plan (A,
B, or C) to continue treatment.

NOTE:

If possible, observe the child at least 6 hours after rehydration to be sure the mother can maintain
hydration and give the child ORS solution by mouth.

e |f possible, observe the child at least 6 hours after rehydration to be sure the mother can
maintain hydration and give the child ORS solution by mouth.
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