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FOREWORD 

The Ministry Of Health (MOH) recognizes the importance of the Integrated Management of Childhood 

Illness (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 illness 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. 

I 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. 

I 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. I am confident that this program will contribute to our efforts to reduce 

childhood morbidity and mortality. 

Finally, I 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”. 

 

Dr. Firas Hawari 

Minister of Health  

The Hashemite Kingdom of Jordan 

 

 

 



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

 

3 

 

  



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

 

4 

 

ACKNOWLEDGMENT: 

The development of the IMNCI program “Training Manual” was a collaborative effort, and we are 

grateful to the contributors of the manual, who dedicated their time and expertise to its development. 

We also extend our thanks to the many HCPs who provided feedback and input during the manual's 

development, and who will use it in their daily work.  

In particular, we thank the Technical Committee: 

MOH: 
Dr. Reyad Al-Sheyab 

Director of Primary Health Care Administration    

Dr. Hadeel Al-Saeh 

Director of Woman and Child Health Directorate  

Dr. Basem Al-Zoubi 

Chief of Pediatric Specialty       

Dr. Juma Taha 

Chief of Family Medicine Specialty      

Dr. Areej Hijjawi 

Child Health Department Head       

Royal Medical Services: 

Dr. Faten Al-Awaysheh 

Chief of Pediatrics and Neonatology Specialty     

Dr. Khansaa Abu-Ghonmi 

Chief of the Family, Emergency, and Aviation Medicine Department  

Jordan University Hospital: 
Dr. Joumana Baramky 

Senior Pediatric Consultant / Nephrologist     

USAID Health Services Quality Accelerator Activity: 

Dr. Raja Khater 

Senior Service Delivery Advisor  

Dr. Seepsa Ghounajoqa 

Clinical Quality Improvement Advisor 

Waleed Ziadeh 

Clinical Quality Improvement Advisor 

Dr. Nawar Mustafa 

Clinical Quality Improvement Specialist  

Dr. Suha Khalifeh 

Consultant for USAID Health Services Quality Accelerator Activity   

Editing and Review: 
Dr. Wolfgang Rennert 

Professor, Department of Pediatrics, MedStar Georgetown University 

Branding: 
Ms. Zoya Shehadeh 

Communication Advisor   

  



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

 

5 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



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

 

6 

 

TABLE OF CONTENT 

Foreword ....................................................................................................................................................2 

Acknowledgment: .....................................................................................................................................4 

Table Of Content ......................................................................................................................................6 

Acronyms ................................................................................................................................................. 10 

Introduction............................................................................................................................................. 12 

Part 1: Introduction to Case Management for Sick Child ............................................................. 14 

IMNCI CASE MANAGEMENT PROCESS ......................................................... 16 

STEPS OF CASE MANAGEMENT FOR SICK CHILD ...................................... 17 

ASSESSMENT ..................................................................................................... 18 

CHECK FOR GENERAL DANGER SIGNS: ........................................................................... 19 

ASSESS FOR MAIN SYMPTOMS ............................................................................................... 20 

CHECK THE CHILD’S GROWTH ........................................................................................... 20 

CHECK THE CHILD’S GROWTH & DEVELOPMENT ...................................................... 21 

CHECK THE CHILD’S NUTRITIONAL STATUS................................................................. 21 

SCREEN FOR ANEMIA: .............................................................................................................. 22 

CHECK IMMUNIZATIONS STATUS ...................................................................................... 23 

CLASSIFY CHILD’S ILLNESS ............................................................................ 28 

IDENTIFY TREATMENT .................................................................................... 29 

IDENTIFY URGENT PRE-REFERRAL TREATMENT NEEDED ......................................... 29 

IDENTIFY TREATMENTS FOR PATIENTS WHO DO NOT NEED URGENT 

REFERRAL .................................................................................................................................. 30 

COUNSELING .................................................................................................... 32 

THE APAC PROCESS .................................................................................................................. 32 

COUNSEL THE MOTHER ABOUT HER OWN HEALTH ................................................ 32 

WHEN TO RETURN IMMEDIATELY...................................................................................... 33 

FEEDING RECOMMENDATIONS DURING SICKNESS AND HEALTH ...................... 33 

FOLLOW-UP CARE ........................................................................................... 36 

HOW TO MANAGE A CHILD WHO COMES FOR FOLLOW-UP: ............................. 36 



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

 

7 

 

PART 11: CASE Management for Common Problems in Children (age 2 months up to 5 

years)......................................................................................................................................................... 38 

CASE MANAGEMENT FOR GENERAL DANGER SIGNS: .............................. 40 

CHECK FOR ANY GENERAL DANGER SIGNS .................................................................. 40 

CLASSIFY VERY SEVERE DISEASE ........................................................................................... 41 

TREATMENT OF VERY SEVERE DISEASE ............................................................................. 42 

CASE MANAGEMENT FOR COUGH OR DIFFICULT BREATHING ............. 43 

ASSESS COUGH OR DIFFICULT BREATHING ................................................................... 44 

CLASSIFY COUGH OR DIFFICULT BREATHING .............................................................. 46 

TREATMENT OF COUGH OR DIFFICULT BREATHING ................................................ 48 

COUNSEL THE MOTHER/CAREGIVER ................................................................................. 53 

FOLLOW UP ................................................................................................................................. 55 

CASE MANAGEMENT FOR CHILD WITH DIARRHEA .................................. 58 

ASSESS DIARRHEA ...................................................................................................................... 59 

CLASSIFY DIARRHEA ................................................................................................................. 62 

TREAT DIARRHEA....................................................................................................................... 64 

TREAT PERSISTENT DIARRHEA ............................................................................................. 74 

TREAT DYSENTERY .................................................................................................................... 74 

FOLLOW-UP VISIT FOR DYSENTERY .................................................................................. 75 

CASE MANAGEMENT FOR THROAT PROBLEM ........................................... 77 

ASSESS THROAT PROBLEM: .................................................................................................... 77 

CLASSIFY THROAT PROBLEM: ............................................................................................... 78 

TREAT THROAT PROBLEM: .................................................................................................... 79 

CASE MANAGEMENT FOR ............................................................................... 82 

EAR PROBLEM.................................................................................................... 82 

ASSESS EAR PROBLEM ............................................................................................................... 82 

CLASSIFY EAR PROBLEM .......................................................................................................... 83 

TREAT EAR PROBLEMS ............................................................................................................. 84 

COUNSEL THE MOTHER/CAREGIVER ................................................................................. 86 



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

 

8 

 

FOLLOW-UP VISIT FOR EAR INFECTION .......................................................................... 86 

CASE MANAGEMENT FOR CHILD WITH FEVER .......................................... 88 

ASSESS FEVER ................................................................................................................................ 88 

CLASSIFY FEVER ........................................................................................................................... 90 

TREAT THE FEVER ...................................................................................................................... 90 

FOLLOW-UP VISIT FOR FEVER ............................................................................................... 90 

Part 111: Case Management for INFANTS (age 0-59 days) ......................................................... 92 

ASSESS AND CLASSIFY THE SICK YOUNG INFANTS ................................. 95 

Assess Infant for Severe Disease and Local Infection ........................................................... 95 

Checking for JAUNDICE. ............................................................................................................ 97 

Assessing if the young infant has DIARRHEA. ........................................................................ 97 

Assessment of FEEDING and WEIGHT .................................................................................. 97 

Checking IMMUNIZATION STATUS ...................................................................................... 98 

Assessing OTHER PROBLEMS ................................................................................................... 98 

CLASSIFICATION OF SICK YOUNG INFANT ............................................... 99 

BACTERIAL INFECTION ........................................................................................................... 99 

JAUNDICE ...................................................................................................................................... 99 

DIARRHOEA................................................................................................................................ 100 

FEEDING PROBLEMS OR LOW WEIGHT .......................................................................... 100 

TREAT THE SICK YOUNG INFANT (AGE 0-59 DAY) ................................................... 101 

COUNSELLING A MOTHER/CAREGIVER .......................................................................... 104 

FOLLOW-UP VISIT. ................................................................................................................... 105 

ANNEXS: ............................................................................................................................................... 106 

ANNEX I: GROWTH PROBLEM ASSESSMENT ............................................ 106 

ANNEX II: DEVELOPMENT ASSESSMENT USING ASQ-3 .......................... 106 

ANNEX III: SCREENING & MANAGEMENT OF ANEMIA FOR CHILDREN 

UNDER 5 - CLINICAL PATHWAY .................................................................. 107 

ANNEX IV: ANAPHYLAXIS MANAGEMENT. .............................................. 142 

ANNEX IV.I: ANAPHYLAXIS MANAGEMENT PATHWAY. .......................................... 142 



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

 

9 

 

ANNEX IV.II: APLS GUIDELINES: DRUGS IN ANAPHYLAXIS ..................................... 143 

ANNEX V: CARDIOPULMONARY RESUSCITATION (CPR) PROCEDURE

 ............................................................................................................................ 144 

ANNEX V.1: SUMMARY OF HIGH-QUALITY CPR COMPONENTS.......................... 144 

ANNEX V.I1: PEDIATRIC BASIC LIFE SUPPORT FOR HEALTH CARE PROVIDERS – 

SINGLE RESCUER ................................................................................................................. 145 

ANNEX V.III: PEDIATRIC BASIC LIFE SUPPORT FOR HEALTH CARE PROVIDERS – 

2 OR MORE RESCUERS. ..................................................................................................... 146 

ANNEX VI: IMPORTANT ASPECTS OF THE PHYSICAL EXAMINATION IN 

A CHILD WITH SUSPECTED PNEUMONIA ................................................. 147 

ANNEX VII: NASOGASTRIC TUBE PROCEDURE ....................................... 148 

ANNEX VIII: PLAN C TREATMENT ............................................................... 150 

ANNEX VIII.C-1: IF YOU CAN GIVE INTRAVENOUS (IV) TREATMENT ........................ 150 

ANNEX VIII.C-2: IF IV TREATMENT IS AVAILABLE NEARBY ...................................... 152 

ANNEX VIII.C-3: IF YOU ARE TRAINED TO USE A NASOGASTRIC TUBE. .......... 153 

ANNEX VIII.C-4: IF YOU CAN ONLY GIVE PLAN C TREATMENT BY MOUTH. . 154 

ANNEX IX: IMNCI PROGRAM TOOLS “ASSESSMENT SHEETS” ............. 155 

ANNEX IX.1: 0-2 MONTHS ASSESSMENT SHEET ........................................................... 155 

ANNEX IX.I1: 2-59 MONTHS ASSESSMENT SHEET ........................................................ 157 

 

  



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

 

10 

 

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 Illness 

IPV Inactivated Polio Vaccine 

IV 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: (1) 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 Illness (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, illness, 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 IMNCI 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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PART 1: INTRODUCTION TO CASE 

MANAGEMENT FOR SICK CHILD  
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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. If a 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. 

 

 

Focused Assessment  Classification 

Danger signs  Need to Refer 

Main symptoms  Specific Treatment 

Growth & development 

Assessment  
 Home Management 

Nutritional status   

Immunization status   

Other Problems   

 

Counsel & Follow-up  Treatment 

Counsel the mother/caregiver! 

Follow-up 
 

Identify treatment! 

Treat 

 

IMNCI Case Management 
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FOLLOW-UP 

STEPS OF CASE MANAGEMENT FOR SICK CHILD 

 
Check the child for DANGER SIGNS 

If no Danger Signs, ASK:1 

- Does the child have cough or difficult breathing? 

- Does the child have diarrhea? 

- Does the child have fever? 

- Does the child have an ear problem? 

 
For any “YES” answer, Ask further questions. 

LOOK, LISTEN, FEEL 

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. 

 
 

 

- 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) 

 
Using the process: ASK, PRAISE, ADVICE, CHECK 

* Food and feeding problems        * Fluid intake during illness        * When to return         * The mothers’ health  

 

 

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

ASSESS THE CHILD 

CLASSIFY ILLNESS AND IDENTIFY TREATMENT 

TREAT THE CHILD OR REFER 

COUNSEL THE MOTHER ABOUT:  
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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. 

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.” 

● If the child’s age is up to 2 months, assess and classify the young infant according to the steps 

on the YOUNG INFANT chart.  

● 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. 

II. Ask the mother/caregiver what the child's problems are. 

Record what the mother/caregiver tells you about the child's problems. 

● 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. 

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. 
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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. 

III. Determine if this is an initial or follow-up visit for this problem. 

● If this is the child's first visit for this episode of an illness or problem, then this is an initial visit. 

● 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. 

 

 

 

 

 

 

 

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. 

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. 

  

ASK: first time coming to the clinic for this problem 

YES NO 

FOLLOW-UP VISIT 

Give follow-up care according 

to IMNCI. 

INITIAL VISIT 

ASSESS and CLASSIFY 

according to IMNCI. 

If a child has a general danger sign, you must take IMMEDIATE ACTION 
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ASSESS FOR MAIN SYMPTOMS 

In the IMNCI after checking for general danger signs the HCP should ask the following questions to 

check for main symptoms. 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 II. 

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: 

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

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

● Interpretation of growth indicators. 

● Correct measurement, fixation and interpretation is essential to identify developmental problems. 

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

For all sick children - ask the mother/caregiver about the child’s problems, then 

CHECK EVERY SICK CHILD FOR GENERAL DANGER SIGNS 

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. 

The child requires an 

URGENT REFERRAL 

 

Continue assessment quickly so referral 

is not delayed. 
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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: 

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

● 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 

II. It 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. 

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

night? 
● Did the child take any other food or fluid? 

● Did the child eat 3 meals of thick consistency? 

● 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: 

● Has low weight for age. 

● The mother/caregiver complains of feeding difficulty. 

● The baby is in his first week of life. 

● Taking other feeds. 

● 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 III. 

Table 1: Anemia classification and action to be taken accordingly. 

HB result Severity Management 

Hb 11 gm /dl or more Normal Praise caregiver 

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

● Advise the caregiver to give iron rich foods. 

● Follow up and re-check Hb after 4 weeks. 

● If Hb raises by 1 gm continue iron treatment for 3-

4 months and re-assess 

● Treatment stops after one month from reaching 

the normal HB level (HB 11 gm/dl and more). 

From 9.9 – 7 gms /dl Moderate 

Below 7 gms per dl 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: 

● It is given as treatment to children with measles or severe malnutrition. 

● It is given as a supplement to prevent VAD. 
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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 18 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. 

AGE VACCINATION 

Soon after 

birth 
- Bacille Calmette-Guerin (BCG) 

 

 

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  

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. 

https://www.moh.gov.jo/EchoBusV3.0/SystemAssets/Communicable/%D8%A7%D9%84%D8%AA%D8%B7%D8%B9%D9%8A%D9%85.pdf
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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AGE VACCINATION 

(1 month) 

At the age of 2 

months 

(61 days) 

- Inactivated Polio Vaccine (IPV) 

- Diphtheria, acellular Pertussis, and Tetanus (DTaP) 

- Haemophilus influenzae type b (Hib) 

- Hepatitis B Vaccine (HBV) 

- Rota Virus (RV) 

At the age of 3 

months 

(91 days) 

IPV, DTaP, Hib, HBV, RV, and Oral Poliovirus Vaccines (OPV) 

At the age of 4 

months 

(121 days) 

IPV, DTaP, Hib, HBV, RV, and Oral Poliovirus Vaccines (OPV) 

At the age of 9 

months 
Measles, OPV, Vitamin A (100000 I.U) 

At the age of 1 

year 

- Measles, Mumps, and Rubella (MMR) 

- Hepatitis A Vaccine (HAV) 

At the age of 18 

months 

- DPT, MMR, Vitamin A (200000 I.U) 

- Hepatitis A Vaccine (HAV) 

- Oral Poliovirus Vaccines (OPV) 

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. 

Age Vaccination 

● At the age of 2 months - (61 days) 

● At the age of 3 months - (91 days) 

● At the age of 4 months - (121 days) 

● At the age of 18 months 

Conj. Pneumococcal Vaccine 

● At the age of 13 months 

● At the age of 4 years 
Varicella Vaccine 

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

Vaccine Route 

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 

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. 

Figure 1: Injection Technique. 



26 

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

 

 

Tell the mother/caregiver which vaccine her child will receive today. Tell her/him about the 

possible side effects.  

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: 

1. 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. 

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 1 - 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, OPV, 

BCG, or Measles. 

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. 

 

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”. 

  

https://www.icliniq.com/qa/abscess/injection-spot-is-hard-and-swollen-what-can-be-done
https://www.icliniq.com/qa/abscess/injection-spot-is-hard-and-swollen-what-can-be-done


28 

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

 

 

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. 

 

 

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. 

  

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. 

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 a PINK row needs urgent attention and referral or admission for inpatient care. 

This is a severe classification. 
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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 (YELLOW classification), 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: 

1. 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 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. 
 

 

Treat any other problems according MOH guideline. 

Refer the child for any other problem that YOU cannot manage. 

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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AGE or WEIGHT 

DIAZEPAM3 

(10 mg/2 ml solution) 

Dose: 0.5 mg/kg “Rectally” 

1 month up to 4 months 

(3 - < 6 kg) 
0.5 ml 

4 months up to 12 months 

(6 - < 10 kg) 
1.0 ml 

12 months up to 2 years 

(10 - < 12 kg) 
1.25 ml 

2 years up to 3 years 

(12 - < 14 kg) 
1.5 ml 

3 years up to 5 years 

(14 - 19 kg) 
1.75 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. 

  

 

 

3 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. 

 
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: 

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

● Feeding and fluids during sickness, 

● Breastfeeding, and other well childcare.  

● 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. 

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 

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. 

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. 
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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! 

Any sick child who is: 

- Not able to drink or breastfeed 

- Becomes sicker 

- Develops fever 

If the Child has NO PNEUMONIA: Cough or 

cold, also if: 

- Fast breathing 

- Difficult breathing 

If child has DIARRHEA, also if: 
- Blood in stool 

- Drinking poorly 

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). 

Exception: 

If the child already has a fever, you do not need to tell the mother/caregiver to return 

immediately for a fever. 
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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.)  

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. 

AGE TYPE OF FOOD FREQUENCY AMOUNT TEXTURE 

Less than 6 

months 
Exclusive breastfeeding 

At least 6 times 

in day and 2 

times in night and 

as often as baby 

demands 

--- --- 

6-9 months 

Breastfeeding and start 

complementary food, can 

introduce single food 

Other foods 2-3 

times daily with 

breastfeeds as 

demands 

2-3 

tablespoons 
Puree foods 

9-12 months 

Vegetables, fruits that baby 

can pick and eat. 

Breastfeeding to continue 

3 meals + a snack 

with frequent 

breastfeeds 

1/2 – 3/4  

cup at each 

meal 

Mashed 

12 months 
Vegetables, meat, fish, and 

fruits with breastfeeding 

3 meals + 2 

snacks with 

frequent 

breastfeeds 

3/4 – 1 

cup or more 

at each meal 

Chopped to 

pick and eat 

15 months 
Vegetables, meat, fish, and 

fruits with breastfeeding 

3 meals + 2 

snacks with 

frequent 

breastfeeds 

1  

cup or more 

at each meal 

chopped 

18 months 
Family food with 

breastfeeding 

3 meals + 2 

snacks 

1  

cup or more 

at each meal 

chopped 

24 months Family food 
3 meals + 2 

snacks 

1  

cup or more 

at each meal 

As other 

family 

members 

 

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. 
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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. 

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. 

● Give the treatment. 

● If 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. 

  

Remember: 

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

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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PART 11: CASE MANAGEMENT FOR 

COMMON PROBLEMS IN CHILDREN 

(AGE 2 MONTHS UP TO 5 YEARS)  
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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. 

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. 

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

 

 

 

 

 

 

 

 

 

 

CLASSIFY VERY SEVERE DISEASE 

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

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

For all sick children - ask the mother/caregiver about the child’s problems, then 

CHECK EVERY SICK CHILD FOR GENERAL DANGER SIGNS 

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. 

The child requires an 

URGENT REFERRAL 

 

Continue assessment quickly so referral is 

not delayed. 
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Table 5: Classification of Very Severe Disease 

SIGNS 
CLASSIFY 

AS 

TREATMENT 

(Urgent pre-referral treatments are in bold 

point.) 

Any general danger sign: 

●The child unable to drink/ 

breastfeed well 
●The child vomits persistently 

(everything) 

●The child has history of convulsions 

during present illness, or convulsing 

NOW 

●The child is lethargic/unconscious 

● The child is cyanosed 

Very 

Severe 

Disease 

● Treat convulsions if present now. 

● Complete assessment immediately. 

● Give first dose of an appropriate 

antibiotic IF NEEDED. 

● Treat the child to prevent low blood 

sugar. 

● Refer URGENLY to hospital. 

 

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: 

● 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. 

● 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 1 or 2 doses 

normal saline if necessary to stabilize the circulation, then continue with (Glucose Saline). 

● If the baby breastfeeding and able to feed continue. 

● Treat convulsions if present now (give DIAZEPAM rectally). 

● Give an appropriate antibiotic (Ceftriaxone 100 mg/kg) if suspected septicaemia “If the referral will 

take more than one hour” or suspected meningitis immediately. 

● Treat wheezing if present (give rapid acting bronchodilator).  

● 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. 
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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 

respiratory infection. 

Pneumonia is an infection of the lungs. Both bacteria and viruses can cause 

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

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: 

1. Fast breathing: 

When children develop pneumonia, their lungs become stiff. 

One of the body's responses to stiff lungs and hypoxia is fast 

breathing. 

2. Chest indrawing:  

When pneumonia becomes more severe, the lungs become 

even stiffer. Chest indrawing may develop. Chest indrawing 

is a sign of severe pneumonia. (see figure 3)  

Pathophysiology of pneumonia: 

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. 

1) Early pathological changes in pneumonia: 

Reactive oedema in the alveoli due to invasion of lung 

spaces by some leukocytes and organisms without 

destruction of the mucosal cells or extensive 

involvement of interstitial tissue. These changes lead 

to thick alveolar membrane which interferes with the 

transfer of oxygen and carbon dioxide leading to: 

I. HYPOXIA → Stimulation of the respiratory centers 

in the brain. 
II. ACIDOSIS → Increase in respiratory rate (see 

figure 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. 

Figure 3: chest indrawing 

Figure 4: Respiratory Stimuli and Response 
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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. 

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? 

● Fast breathing, 

● Chest indrawing, 

● Stridor in a calm child, 

● Wheezing in a calm child. 

Does the child have Cough or difficult breathing 

If YES, Ask: LOOK, LISTEN, FEEL: 

- For how long? 

- Count the breathing in 1 minute. 

- Look for chest indrawing 

- Look and listen for stridor 

- Look and listen for wheeze 

CHILD MUST BE 

CALM 

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: 

1. 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.” 

Figure 5: Right upper 

Lobar Pneumonia 
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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 6: 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 

12 months up to 5 years 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.4 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." 

Note: 

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

more. 
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Stridor happens when there is a swelling and narrowing of the larynx, trachea, or epiglottis.5 

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 

SIGNS CLASSIFY AS TREATMENT 

● Any GENERAL DANGER SIGNS 

OR 

● Stridor in calm child 

SEVERE 

PNEUMONIA 

OR  

● Give first dose of an appropriate 

antibiotic. 
● Treat wheezing if present. 

 

 

5 These conditions are often called croup. 
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SIGNS CLASSIFY AS TREATMENT 

OR 

● Chest indrawing. 

(If chest indrawing & wheeze go 

directly to “Treat Wheezing” 

then reassess after treatment). 

VERY SEVERE 

DISEASE 

● Treat the child to prevent low blood 

sugar. 

● Refer URGENTLY to hospital. 

● Fast breathing. 

(If wheeze, go directly to “Treat 

Wheezing” then reassess after 

treatment).  

PNEUMONIA 

● Give an appropriate antibiotic  

● Treat wheezing if present. 

● If coughing more than 3 weeks, refer 

for assessment. 

● Soothe the throat and relieve the 

cough with a safe remedy. 
● Advise mother/caregiver when to 

return immediately. 

● Follow-up in 2 days. 

● No signs of pneumonia or very 

severe disease. 

(If wheeze, go directly to “Treat 

Wheezing”). 

NO PNEUMONIA: 

COUGH OR COLD 

●Treat wheezing if present. 

● If coughing more than 3 weeks, refer 

for assessment. 
● Soothe the throat and relieve the 

cough with a safe remedy. 

● Advise mother/caregiver when to 

return immediately. 

● Follow-up in 5 days if not improving. 

● 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: 

1. 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. 

2. If the child does not have the severe classification, look at the YELLOW (or second) row. “Does 

the child have fast breathing?” 

If the child has “fast breathing”, select the classification in the YELLOW row, PNEUMONIA.  

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

classification. 
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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 Ill.  

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  

WEIGHT 

AMPICILLIN 

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 1 month of age and older: 75 to 150 mg/kg/day every 8 IV or IM. 

Maximum dose: 2000 mg/day 

CEFTRIAXONE  

1 month or older: 50 to 75 mg/kg/day IV or IM in divided doses every 12 hours 

Maximum dose: 2000 mg/day6 

 

 

6 https://www.drugs.com/dosage/ceftriaxone.html#Usual_Pediatric_Dose_for_Pneumonia  

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. 

 

https://www.drugs.com/dosage/ceftriaxone.html#Usual_Pediatric_Dose_for_Pneumonia
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CEFDINIR7 

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 illness. If the child is able to drink, give an oral antibiotic. 

For pneumonia the recommendation of treatment is in order (Table 9): 

1. AMOXICILLIN-CLAVULANATE 

2. AMOXICILLIN syrup (high dose “90 mg/kg/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 

Antibiotic Name 

AMOXYCILLIN/ 

AMOXICILLIN-

CLAVULANATE 

CEFUROXIME 

COTRIMOXAZOLE 

(TRIMETHOPRIM + 

SULFAMETHOXAZOLE) 

CEFDINIR 

Dose 90 mg/kg/day 20-30 mg/kg/day 
15–20 mg/kg/day of 

Trimethoprim 

14 

mg/kg/day 

Maximum Dose 4000 mg/day  1000 mg/day  
320 mg/day of 

Trimethoprim 

600 

mg/day  

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

(40 mg Trimethoprim 

+ 200 mg 

Sulfamethoxazole)/ 5 

ml 

125 mg/5 

mL 

Single 

Dose per 

Age or 

Weight 

2 months 

up to 12 

months 

(4 - <10 

kg) 

2.5-5 ml 2.5-5 ml 3.5-8 ml 2.5-5 ml 

12 months 

up to 5 

years 

(10 - <19 

kg) 

5-10 ml 5-10 ml 8- 13 ml 5-10 ml 

 

 

7 UpToDate: 
https://www.uptodate.com/contents/image?imageKey=PEDS%2F80561&topicKey=PEDS%2F5987&search=Ceph
alosporins%20children%20pneumonia&source=see_link  

 

https://www.uptodate.com/contents/image?imageKey=PEDS%2F80561&topicKey=PEDS%2F5987&search=Cephalosporins%20children%20pneumonia&source=see_link
https://www.uptodate.com/contents/image?imageKey=PEDS%2F80561&topicKey=PEDS%2F5987&search=Cephalosporins%20children%20pneumonia&source=see_link


50 

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

 

 

Antibiotic Name 

AMOXYCILLIN/ 

AMOXICILLIN-

CLAVULANATE 

CEFUROXIME 

COTRIMOXAZOLE 

(TRIMETHOPRIM + 

SULFAMETHOXAZOLE) 

CEFDINIR 

Frequency 
Three times 

daily  
Twice daily Three times daily  

Once 

daily8 

Duration For 7-10 days For 7-10 days For7-10 days 
For 7-10 

days 

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 1-2 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 

Dose 10-15 mg/kg/dose 

Maximum Dose 4000 mg/day 

Dosage form (Syrup) 125 mg/5 ml 

Age or  

Weight 

2 months up to 4 months 

(4 - <6 kg) 
2.5-3.5 ml 

4 months up to 12 months 

(6 - <10 kg) 
3.5-6 ml 

12 months up to 3 years 

(10 - <14 kg) 
6-8.5 ml 

3 years up to 5 years 

(14 - <19 kg) 
8.5-11.5 ml 

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. 

 

 

8 You can give the daily dose divided into two doses. 

For ATYPICAL PNEUMONIA after 5 years: 

- Macrolide (ERYTHROMYCIN or AZITHROMYCIN or CLARITHROMYCIN).  
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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 11&12). 

Table 11: Wheezing Treatment 

Condition Management 

WHEEZING + 

GENERAL DANGER SIGN or STRIDOR 

Give One dose of rapid acting bronchodilator 

and Refer IMMEDIATELY 

WHEEZING + 

“no GENERAL DANGER SIGN” + 

“no STRIDOR” 

 

IF CHEST INDRAWING persists 

Rapid acting bronchodilator (Reassess the child 

30 minutes later) 

Treat for SEVERE PNEUMONIA (refer) 

FAST BREATHING with wheeze 

- Treat for PNEUMONIA, 

- Give further dose of rapid acting 

bronchodilator (Give nebulizer SALBUTAMOL 

3 times for one hour) if not improved refer. 

no FAST BREATHING 
Treat for “NO PNEUMONIA: COUGH OR COLD” 

(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. 

- Tell the mother/caregiver inhaled 

SALBUTAMOL to give 2 puffs PRN.  
no PNEUMONIA: COUGH OR COLD with 

WHEEZE  

Table 12: Bronchodilator Dosing Details. 

RAPID ACTING – BRONCHODILATOR 

Nebulized SALBUTAMOL (5 mg/ml) 
0.5 ml SALBUTAMOL 
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:  

1. 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). 

 

 

 

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 0.01 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. 

Figure 6: A child on Nebulizer Machine. 

Figure 7: A Child Using Metered Dose Inhaler with 

Spacer 
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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 13). 

Table 13: Millilitres to Teaspoons Conversion 

MILLILITRES (ml) TEASPOONS (tsp) 

1.25 ml ¼ tsp 

2.5 ml ½ tsp 

5.0 ml 1 tsp 

7.5 ml 1½ 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/he 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, ½, 1, 1½...). 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”. 

➢ 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 she/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. 

- 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. 
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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. 

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  

1. 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: 

1– 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. 

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 1 teaspoon 3-4 times a day). 

• Harmful remedies to discourage:   

- Cough syrup containing: Antihistamines, alcohol, atropine, codeine, mucolytics, Phenergan, and  

expectorants. 
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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. 

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 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. 

1– 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  

1. 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? 

Treatment: 

1– 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. 

Types of dehydration 

1- 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/1). 

2- Hypernatraemic dehydration (serum Na>150 mmol/1), 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/1. Convulsions may occur, especially when the serum 

sodium exceeds 165 mmol/1. 

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. 
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3- Hyponatraemic dehydration (serum Na<130 mmol/1), 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. 

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/1. 

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. 

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. 

1- 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 14 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. 

  

Clinical differentiation between the types of dehydration is not possible with reasonable 

accuracy; fortunately, differentiation is not essential as their treatment is the same. 

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. 
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Does the child have diarrhea? 

If Yes, ASK: LOOK and FEEL: 

- For how long? 

- Is there blood in the stool? 

- Look at the child’s general condition.  

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) 

 

 

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

slowly) Figure 8: Sunken Eyes. 
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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 she/he 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 

offered a drink. A child may not be able to drink because he is lethargic 

or unconscious. 

- 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."  

Figure 10: Signs of Dehydration 
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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. 

1- Classify Dehydration 

There are three possible classifications of dehydration in a child with diarrhea: 

1. Severe Dehydration. 

2. Some Dehydration. 

3. No Dehydration. 

SIGNS CLASSIFY AS 

Two or more of the following: 

- Lethargic or unconscious 

- Sunken eyes 

- Not able to drink or drinking slowly 

- Skin pinch goes back very slowly 

SEVERE 

DEHYDRATION 

Two or more of the following: 

- Restless, irritable 

- Sunken eyes 

- Drinks eagerly, thirsty 

- Skin pinch goes back slowly 

SOME 

(mild to moderate) 

DEHYDRATION 

Not enough signs to classify SOME or SEVERE DEHYDRATION 
NO 

DEHYDRATION 
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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 YELLOW (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 YELLOW 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: 

1. Severe Persistent Diarrhea 

2. Persistent Diarrhea 

1-Severe Persistent Diarrhea  

If a child has had diarrhea for 14 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.  

SIGNS CLASSIFY AS 

- Diarrhea for 14 days or more and  

- Some or severe dehydration 
SEVERE PERSISTENT 

DIARRHEA 

- Diarrhea for 14 days or more and  

- NO signs of dehydration 
PERSISTENT 

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. 

SIGNS CLASSIFY AS 

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 

SEVERE 

DEHYDRATION 

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

● If the child also has another severe classification: 
- 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). 

SOME 

(mild to moderate) 

DEHYDRATION 

● If the child also has a severe classification: 

- Refer URGENTLY to hospital with mother/caregiver giving 

frequent sips of ORS on the way, 

- Advise the mother to continue breastfeeding. 
● Give fluid and food for some dehydration (Plan B). 

● Give Zinc supplement for 10-14 days (if available). 

● Advise the mother/caregiver when to return immediately 

● Follow-up in 5 days if not improving 

NO 

DEHYDRATION 

● Give fluid and food to treat diarrhea at home (Plan A) 

● Give Zinc supplement for 10-14 days (if available).  

● 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: 

1. 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. 

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

➢ TELL THE MOTHER/CAREGIVER: 

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: 

1. 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 MOTHER/CAREGIVER HOW TO MIX AND GIVE ORS. GIVE THE 

MOTHER/CAREGIVER 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: 

1. 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 MOTHER/CAREGIVER 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: 

1- Give Extra Fluid, 

2- Give zinc supplement 

3- Continue Feeding,  

4- When to Return 

1. 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 → 100 - 200 ml after each loose stool 

Tell the mother/caregiver to: 

- Give frequent small sips from a cup (or give a teaspoonful every 1-2 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 → 1/2 tablet daily for 14 days. 

- 6 months or more → 1 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 

hospital9. 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 1st 4 hours).10 

Age 
Younger than 

4 months 

4 months up 

to 11 months 

12 months up 

to 23 months 

2 years up to 4 

years 

5 years up to 

14 years 

Weight < 5 kg 5 – 7.9 kg 8 – 10.9 kg 11 – 15.9 kg 16 – 29.9 kg 

Amount 

in (ML) 
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. 

 

 

9 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/2019/0615/p732a.html  

         See COUNSEL THE MOTHER 

chart 

 

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. 

https://www.aafp.org/pubs/afp/issues/2019/0615/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 hypernatremia11 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 10 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. 

 

 

11 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, 

milk 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: 

1. 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 → 1 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. 

3. Continue Feeding 

Instruct her/him how to continue feeding during and after DIARRHEA.  

4. When to Return 

Teach her the signs to bring a child back immediately.  
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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 see ANNEX VII) 

The treatment of the SEVERELY DEHYDRATED child depends on: 

1‒ The type of equipment available at your clinic or at a nearby clinic or hospital, 

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. 

Age Up to 4 months 
4 months up to 

12 months 

12 months up to 

2 years 

2 years up 

to 5 years 

Weight < 6 kg 6 - < 10 kg 10 - < 12 kg 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: 

1. GIVE EXTRA FLUID. 

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

3. CONTINUE FEEDING. 

4. WHEN TO RETURN. 
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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 IV 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. 

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. 

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. 
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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 HERE1 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Can you give IVF 

immediately? 

Turn to Annex C-1 

Read if you can give IV treatment 

thoroughly. Do the exercise at the 

end of the annex. 

NO 

Is IV treatment 

available nearby (within 

30 minutes)? 

Turn to Annex C-2 

Read if IV treatment is available 

nearby thoroughly. Do the exercise 

at the end of the annex. 

NO 

Are you trained to use 

an NG tube for 

rehydration? 

YES 

Turn to Annex C-3 

Read if you are trained to use an NG 

tube. Do the exercise at the end of 

the annex. 

NO 

Can the child drink? YES 

Turn to Annex C-4 

Read if you can give PLAN C 

treatment by mouth. Do the exercise 

at the end of the annex. 

NO 

Refer URGENTLY to 

the hospital for IV or 

NG treatment. 

YES 

YES 
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TREAT PERSISTENT DIARRHEA 

1. Severe Persistent Diarrhea (treat dehydration and refer) 

2. Persistent Diarrhea (refer for assessment to specialist) 

CLASSIFY AS TREATMENT 

SEVERE PERSISTENT 

DIARRHEA 

• Treat dehydration. 

• 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 

DYSENTERY 
● Treat for 5 days with an oral antibiotic recommended for Shigella 

● Advise the mother/caregiver when to return immediately 

● Follow-up in 2 days 

Recommended treatment is to give one of (Table 15): 

1- AZITHROMYCIN – 1st choice. 

2- CEFEXIME  

3- SULPHAMETHEXAZOL-TRIMETHOPRIM  

Table 15: Antibiotics for Treating DYSENTRY Dosage Details 

Antibiotic Name AZITHROMYCIN CEFIXIME 

COTRIMOXAZOLE 

(Trimethoprim + 

Sulfamethoxazole) 

Dose 10 mg/kg/dose 
8 

mg/kg/dose 

8-10 mg/kg/day of 

Trimethoprim 

Maximum Dose 500 mg/dose12 
400 

mg/day13 

160 mg/day of 

Trimethoprim 

Dosage form (Syrup) 200 mg/5ml 
100 mg/5 

ml 

(40 mg 

Trimethoprim + 

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=1~147&
amp;usage_type=panel&amp;showDrugLabel=true&amp;display_rank=1 

 
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=1  

https://www.uptodate.com/contents/azithromycin-systemic-pediatric-drug-information?search=AZITHROMYCIN+children&amp;source=panel_search_result&amp;selectedTitle=1~147&amp;usage_type=panel&amp;showDrugLabel=true&amp;display_rank=1
https://www.uptodate.com/contents/azithromycin-systemic-pediatric-drug-information?search=AZITHROMYCIN+children&amp;source=panel_search_result&amp;selectedTitle=1~147&amp;usage_type=panel&amp;showDrugLabel=true&amp;display_rank=1
https://www.uptodate.com/contents/azithromycin-systemic-pediatric-drug-information?search=AZITHROMYCIN+children&amp;source=panel_search_result&amp;selectedTitle=1~147&amp;usage_type=panel&amp;showDrugLabel=true&amp;display_rank=1
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=1
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=1
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=1
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Antibiotic Name AZITHROMYCIN CEFIXIME 

COTRIMOXAZOLE 

(Trimethoprim + 

Sulfamethoxazole) 

Sulfamethoxazole)/5 

ml 

Age 

(Weight 

kg) 

2 months up to 4 

months 

(4 - <6 kg) 

1-1.5 ml 1.5-2.5 ml 2.5-4 ml 

4 months up to 10 

months 

(6 - <10 kg) 

1.5-2.5 ml 2.5-6.5 ml 4-6 ml 

12 months up to 5 

years 

(10 - <19 kg) 

2.5-5 ml 6.5-8 ml 6-12 ml 

Frequency Once daily 
Once 

daily14 
Twice daily  

Duration 3 days For 5 days For 5 days 

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. 

 

 

14 You can give the daily dose divided into two doses. 
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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. 

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. 
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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 11) 

➢ Look for a red (congested) throat. 

➢ Look for whit e or yellow exudate on the throat and tonsils.(see figure 12) 

Figure 11: 

Anatomy of Cervical lymph-nodes 

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 in ALL sick children.”  

ASK: Does the child have a fever? 

By fever, we mean an axillary temperature of 37.5ºC 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. 

Check for throat problems. 

ASK: 

• Does the child have a 

fever? (By history or 

feels hot or 

temperature 37,5 C or 

more) 

 

• Does the child have a 

sore throat? 

 LOOK & FEEL: 

• Feel for enlarged tender lymph node(s) 

on the front of the neck. 

• Look for a red (congested) throat.  

• Look for white or yellow exudate on the 

throat and tonsils. 

 

 

 

 Classify  

Throat  

Problem 
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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 

• White or yellow exudate on the throat 

• Enlarged tender lymph nodes on the neck 

STREPTOCOCCAL 

SORE THROAT 

• Sore throat 

or 

• Not enough signs to classify as streptococcal sore throat 

NON-

STREPTOCOCCAL 

SORE THROAT 

• No throat signs or symptoms 

(with or without fever) 

NO 

SORE THROAT 

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: 

Give a SINGLE dose of intramuscular BENZATHINE PENICILLIN (if available): 

Age 

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 unit15 

Procedure for giving benzathine penicillin injection: 

Follow these steps when giving BENZATHINE PENICILLIN intramuscular injection. 

1. Use the TREAT THE CHILD chart to determine the appropriate dose. 

 

 

15 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  

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

https://www.uptodate.com/contents/penicillin-g-benzathine-long-acting-intramuscular-pediatric-drug-information?search=BENZATHINE+PENICILLIN+children&amp;source=panel_search_result&amp;selectedTitle=1~50&amp;usage_type=panel&amp;kp_tab=drug_pediatric&amp;display_rank=1
https://www.uptodate.com/contents/penicillin-g-benzathine-long-acting-intramuscular-pediatric-drug-information?search=BENZATHINE+PENICILLIN+children&amp;source=panel_search_result&amp;selectedTitle=1~50&amp;usage_type=panel&amp;kp_tab=drug_pediatric&amp;display_rank=1
https://www.uptodate.com/contents/penicillin-g-benzathine-long-acting-intramuscular-pediatric-drug-information?search=BENZATHINE+PENICILLIN+children&amp;source=panel_search_result&amp;selectedTitle=1~50&amp;usage_type=panel&amp;kp_tab=drug_pediatric&amp;display_rank=1
https://www.uptodate.com/contents/penicillin-g-benzathine-long-acting-intramuscular-pediatric-drug-information?search=BENZATHINE+PENICILLIN+children&amp;source=panel_search_result&amp;selectedTitle=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 16 , PENICILLIN V, or 

ERYTHROMYCIN – for details see the table below: 

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

Antibiotic Name 

AMOXYCILLIN/ 

AMOXICILLIN-

CLAVULANATE 

PENICILLIN V 

COTRIMOXAZOLE 
(Trimethoprim + 

Sulfamethoxazole) 

Dose 50 mg/kg/day ≤27 kg: 250 mg daily17 50 mg/kg/day 

Maximum Dose 1000 mg/day 500 mg/dose 4000 mg/day 

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

Single 

Dose 

per Age 

or 

Weight 

2 months up to 

12 months 

(4 - <10 kg) 

1.5-3.5 ml 10 ml 1.25-3 ml 

12 months up 

to 5 years 

(10 - <19 kg) 

3.5-6.5 ml 10 ml 3-6 ml 

Frequency Once daily Twice daily Four times daily 

Duration 3 days 10 days 10 days 

 

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. 

Medication Name PARACETAMOL 

Dose 10-15 mg/kg/dose 

Maximum Dose 4000 mg/day 

Dosage form (Syrup) 125 mg/5 ml 

 

 

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

pediatric-drug-
information?search=amoxicillin+pediatric+dosing+fallicular+tonsolitis&amp;usage_type=default&amp;source=se
arch_result&amp;selectedTitle=3~150&amp;display_rank=3  
17 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=

1~150&amp;usage_type=default&amp;display_rank=1#H425081859  

https://www.uptodate.com/contents/amoxicillin-pediatric-drug-information?search=amoxicillin+pediatric+dosing+fallicular+tonsolitis&amp;usage_type=default&amp;source=search_result&amp;selectedTitle=3~150&amp;display_rank=3
https://www.uptodate.com/contents/amoxicillin-pediatric-drug-information?search=amoxicillin+pediatric+dosing+fallicular+tonsolitis&amp;usage_type=default&amp;source=search_result&amp;selectedTitle=3~150&amp;display_rank=3
https://www.uptodate.com/contents/amoxicillin-pediatric-drug-information?search=amoxicillin+pediatric+dosing+fallicular+tonsolitis&amp;usage_type=default&amp;source=search_result&amp;selectedTitle=3~150&amp;display_rank=3
https://www.uptodate.com/contents/amoxicillin-pediatric-drug-information?search=amoxicillin+pediatric+dosing+fallicular+tonsolitis&amp;usage_type=default&amp;source=search_result&amp;selectedTitle=3~150&amp;display_rank=3
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=1~150&amp;usage_type=default&amp;display_rank=1#H425081859
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=1~150&amp;usage_type=default&amp;display_rank=1#H425081859
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=1~150&amp;usage_type=default&amp;display_rank=1#H425081859
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=1~150&amp;usage_type=default&amp;display_rank=1#H425081859
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Medication Name PARACETAMOL 

Age or  

Weight 

2 months up to 4 

months 

(4 - <6 kg) 

2.5-3.5 ml 

4 months up to 12 

months 

(6 - <10 kg) 

3.5-6 ml 

12 months up to 3 

years 

(10 - <14 kg) 

6-8.5 ml 

3 years up to 5 

years 

(14 - <19 kg) 

8.5-11.5 ml 

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 

STREPTOCOCCAL 

SORE THROAT 

• Give BENZATHINE PENICILLIN. 

• Soothe the throat with a safe remedy. 

• Give PARACETAMOL for pain. 

• Advise mother/caregiver when to return immediately. 

• Follow up in 5 days if not improving. 

NON-

STREPTOCOCCAL 

SORE THROAT 

• Soothe the throat with a safe remedy. 

• Give PARACETAMOL for pain. 

• 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 13). 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 

& 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. 

 

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: 

Does the Child have an Ear problem?  

ASK: 

• Is there ear pain? 

• Is there ear discharge? 

If yes, for how long? 

LOOK & FEEL: 

• Look for pus draining from the ear. 

• Feel for tender swelling behind the ear. 

Classify  

Ear 

Problem 

 

Figure 13: Mastoiditis 
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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: 

SIGNS CLASSIFY AS 

• Tender swelling behind the ear. MASTOIDITIS 

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

than 14 days. 

• No pus but signs of infection seen by otoscope 

or 

• Agonising ear pain. 

ACUTE 

EAR INFECTION 

• Pus is seen draining from the ear and discharge is reported for 14 

days or more. 

CHRONIC 

EAR INFECTION 

• NO ear pain and NO puss seen draining from the ear, but ear 

problem suspected 

NO 

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 INFECTION18 

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 illness. 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 AMOXYCILLIN 
Amoxicillin-

clavulanate 
CEFUROXIME Cefdinir 19 

Dose 90 mg/kg/day 90 mg/kg/day 30 mg/kg/day20 14 mg/kg/day 

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

 

 

18 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 
19 In case of a PENICILLIN allergy 

 

 

https://www.uptodate.com/contents/acute-otitis-media-in-children-treatment?search=cefuroxime+children&source=search_result&selectedTitle=1~69&usage_type=default&display_rank=1
https://www.uptodate.com/contents/acute-otitis-media-in-children-treatment?search=cefuroxime+children&source=search_result&selectedTitle=1~69&usage_type=default&display_rank=1
https://www.uptodate.com/contents/acute-otitis-media-in-children-treatment?search=cefuroxime+children&source=search_result&selectedTitle=1~69&usage_type=default&display_rank=1
https://www.uptodate.com/contents/acute-otitis-media-in-children-treatment?search=cefuroxime+children&source=search_result&selectedTitle=1~69&usage_type=default&display_rank=1
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Antibiotic Name AMOXYCILLIN 
Amoxicillin-

clavulanate 
CEFUROXIME Cefdinir 19 

Dosage form (Syrup) 250 mg/5 ml 457mg/5ml 125 mg/5 ml 125 mg /5ml 

Single Dose  

Per Age or 

Weight 

 

2 months up 

to 12 

months (4-

<10 kg) 

2.5-5 ml 2.5-5 ml 2.5-5 ml 2.5-5 ml 

12 months 

up to 5 

years (10- 

<19 kg) 

5-10 ml 5-10 ml 5-10 ml 5-10 ml 

Frequency 
Three times 

daily 
Twice daily Twice daily Once daily 

Duration  For 10 days For 10 days For 10 days For 10 days 

FOR PAIN 

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 

Dose 10-15 mg/kg/dose 

Maximum Dose 4000 mg/day 

Dosage form (Syrup) 125 mg/5 ml 

Age or  

Weight 

2 months up to 4 months 

(4 - <6 kg) 
2.5-3.5 ml 

4 months up to 12 months 

(6 - <10 kg) 
3.5-6 ml 

12 months up to 3 years 

(10 - <14 kg) 
6-8.5 ml 

3 years up to 5 years 

(14 - <19 kg) 
8.5-11.5 ml 

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 

MASTOIDITIS 

• Give the first dose of the appropriate antibiotic. 

• Give the first dose of PARACETAMOL for pain. 

• Refer URGENTLY to hospital. 
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CLASSIFY AS TREATMENT 

ACUTE 

EAR INFECTION 

• 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. 

CHRONIC 

EAR INFECTION 

• Dry the ear by wicking. 

• 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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➢ 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. 

  

Ear Infection: 

 

After 5 Days: 

- Reassess for ear problems.  

- Measure the child’s temperature 

 

 

See ASSESS & CLASSIFY chart 

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 
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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 

Assess the child with fever21 for: 

- How long the child has had a fever.  

- Stiff neck. 

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. 

 

 

21 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). 

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. 

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? 

• If more than 5 days, 

has the fever been 

present every day? 

 

CHECK: 

• Check for meningeal signs. 

 

Classify 

Fever 

 

* These temperatures are based on axillary temperature. Rectal temperature readings are 

approximately 0,5 C or higher. 
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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) 

Figure 15: Normal vs Bulged Fontanelle 

Figure 14: Meningeal Signs 
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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 

Dose 10-15 mg/kg/dose 

Maximum Dose 4000 mg/day 

Dosage form (Syrup) 125 mg/5 ml 

Age or  

Weight 

2 months up to 4 months 

(4 - <6 kg) 
2.5-3.5 ml 

4 months up to 12 months 

(6 - <10 kg) 
3.5-6 ml 

12 months up to 3 years 

(10 - <14 kg) 
6-8.5 ml 

3 years up to 5 years 

(14 - <19 kg) 
8.5-11.5 ml 

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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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. 

  

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. 
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PART 111: CASE MANAGEMENT FOR 

INFANTS (AGE 0-59 DAYS)   



93 

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

 

 

  



94 

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

 

 

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 considered when 

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 body temperature, 

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. 

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 arms or 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 WELL/NOT 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 

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”. 
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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. 

➢ 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 1 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 used word 

“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 brain swells, 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 in the 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 softness of the chest wall. Severe chest 

indrawing is very deep and easy to see. It is a sign of PNEUMONIA or other serious bacterial 

infection in a young infant. 

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

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 

can also respond to infection by dropping their 

body temperature (Hypothermia) to below 350 

C. 

➢ 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 which contain 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 

• Body closes to the mother 

• Straight head and body 

• Facing breast, nose opposite to nipple 

• Chin touching breast 

• Mouth wide open 

• Lower lip turned outward 

• More areola visible above than below the mouth 

All infants up to 6 months should 

breastfeed: 

Exclusively: infant takes only breast milk 

and nothing else. 

On-demand: as often as they want, day and 

night at least 8 times in 24 hours. 
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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. Illness 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: what are the infant’s problems? 

ASK: initial r follow-up visit for problems? 

MEASURE: weight and temperature 

  

ASSESS MAIN SYMPTOMS 

 

• Jaundice 

• Diarrhea 

• Feeding problem & growth 

• Check immunizations. 

• Assess other problems & 

mother’s health 

 

ASSESS FOR 

 GENERAL DANGER SGNS 

for very severe disease 

    

Even if Present 

    

    

    

    

  

All danger 

signs require 

urgent referral 
 

 CLASSIFY 

 

                   

 URGENT 

REFERRAL 

(RED) 

  TREAT IN 

CLINIC 

(YELLOW) 

  TREAT AT 

HOME 

(GREEN) 

 

      

      

                 

URGENT REFERRAL 

REQUIRED 

 

• IDENTIFY pre-

referral treatment. 

• URGENTLY REFER 

REFERRAL NOT REQUIRED 

 

• IDENTIFY 

TREATMENT 

• TREAT 

• COUNSEL 

mother/caretaker 

• FOLLOW-UP 

CARE 

REFERRAL NOT REQUIRED 

 

• IDENTIFY 

TREATMENT 

• COUNSEL 

mother/caretaker on 

home treatment 

• FOLLOW-UP CARE 
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CLASSIFICATION OF SICK YOUNG INFANT  

BACTERIAL INFECTION 

There are two classifications for bacterial infection: 

1. POSSIBLE SERIOUS BACTERIAL INFECTION 

2. LOCAL BACTERIAL INFECTION 

1. 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 Cº or feels hot) or low body (temperature < 35.5 

Cº or feels cool) OR 

- Persistent vomiting OR 

- Apnea (cessation of breathing for 20 seconds or longer) OR 

- Fast Breathing OR 

- Severe chest indrawing OR 

- Nasal flaring OR 

- 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 

POSSIBLE SERIOUS 

BACTERIAL 

INFECTION 

OR  

VERY SEVERE 

DISEASE 

2. LOCAL BACTERIAL INFECTION: 

- Umbilicus red or draining pus OR 

- Pus discharge from ear OR 

- 10 skin pustules. 

LOCAL BACTERIAL 

INFECTION 

JAUNDICE 

There are three classifications for jaundice: 

1. Severe JAUNDICE 

2. JAUNDICE 

3. No JAUNDICE 

1. 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 

investigation. 

SEVERE JAUNDICE 

2. JAUNDICE: 
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A sick young infant is classified as JAUNDICE if he has jaundice which appeared after 24 hours of age 

AND the palms and soles are not yellow. 

Jaundice appearing after 24 hours of age AND palms and soles not 

yellow 
JAUNDICE 

3.NO JAUNDICE 

A Young infant is classified as NO JAUNDICE if he has none of the signs of SEVERE JAUNDICE and 

JAUNDICE. 

No signs of JAUNDICE 
NO 

JAUNDICE 

DIARRHOEA 

SEVERE DEHYDRATION 

Two of the following signs: 

- Movement only when stimulated or no movement at all 

- Sunken eyes 

- Skin pinch goes back very slowly 

SEVERE 

DEHYDRATION 

SOME DEHYDRATION 

Two of the following signs: 

- Restless, irritable 

- Sunken eyes 

- Skin pinch goes back slowly 

SOME DEHYDRATION 

(Mild-Moderate) 

NO DEHYDRATION 

Not enough signs to CLASSIFY as SOME or SEVERE DEHYDRATION 
NO 

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 

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 

• Receives other foods or drinks 

• Low weight for age 

• Thrush (ulcers or white patches in mouth) 

FEEDING PROBLEM 

OR 

LOW WEIGHT 

NO FEEDING PROBLEM 

Not low weight for age and no other signs of in adequate feeding 
NO FEEDING 

PROBLEM 

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 1 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 1 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 

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. 
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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 milk22: 

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: 

 ✔ Give 20–50 ml (10 ml/kg) expressed breast milk before departure 

 ✔ 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%). 

 

CLASSIFICATION 
TREATMENT 

(For all infants before referral) 

POSSIBLE 

SERIOUS BACTERIAL 

INFECTION 

OR 

VERY SEVERE 

DISEASES 

• Give IV fluid (normal saline) 10-20 ml/kg over 1 hour. 

• Give the first dose of antibiotics. The recommended choices are 

intramuscular GENTAMYCIN and oral AMPICILLIN. 

• Prevent low blood sugar by giving breast milk or formula. 

• Advise mother/caregiver how to keep the infant warm on the way 

to the hospital. 

• Refer URGENTLY to hospital. 

SEVERE JAUNDICE 

• Advise the mother how to keep the infant warm on the way to the 

hospital. 

• Refer URGENTLY to hospital. 

SEVERE 

DEHYDRATION 

• If the infant has no other severe classification:  

- Give fluid for SEVERE DEHYDRATION (20 mL per kg of normal saline 

over 10-15 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!  

 

 

22 Sugar water can be given if breast milk is not available during transport. 

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. 
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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. 

• 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) 

LOCAL UMBILICAL 

SKIN INFECTION 

• Give an appropriate oral antibiotic. The recommended choices are oral 

AMOXYCILLIN for 5 days. 

• Treat local infections and teach the mother/caregiver to do it at home. 

• Follow up in daily. 

JAUNDICE 

• 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. 
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CLASSIFICATION 
TREATMENT 

(For all infants before referral) 

SOME 

DEHYDRATION 

• Give fluid and breast milk for some dehydration: 

- Advise the mother to continue breastfeeding.  

- Advise the mother when to return immediately.  

- Follow-up in 1 days if no improvement. 

• If the infant also has another severe classification:  

- Refer URGENTLY to hospital. 

NO 

DEHYDRATION 

• Advise the mother to continue breastfeeding at home. 

• Advise mother when to return immediately. 

• Follow-up in 1 day if no improvement. 

FEEDING PROBLEM 

OR 

LOW WEIGHT 

• Give appropriate feeding advice. (Including correct position and 

attachment) 

• If thrush, teach the mother/caregiver how to treat thrush at home. 

• 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: 

• Unconsciousness 

• Convulsion 

• Vomiting persistently 
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• Bulging fontanelle 

• 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. 

IF THE INFANT HAS 
RETURN FOR 

FOLLOW-UP: 

• JAUNDICE  

• LOCAL BACTERIAL INFECTION 

• DIARRHEA 

Daily 

• FEEDING PROBLEM 

• THRUSH 
In 2 days 

• 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 

Z-Score Head 

Circumference 

/ Age 

Weight for 

length/height 

Weight for 

age 

Length/height 

for age 

Macrocephaly 
Obese 

See note 2 

See note 1 Above 3 

Overweight  Above 2 

 

Possible risk of 

overweight 

(See note 3) 

 Above 1 

    0 (median ) 

    Below -1 

Microcephaly Wasted Underweight 
Stunted 

(See note 4) 
Below -2 

Severe 

Microcephaly 
Severely wasted 

Severely 

underweight 

(See note 5 ) 

Severely stunted 

(See note 4 ) 
Below -3 

 

Notes: 

Note 

1 

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-

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  

2 

A child whose weight-for-age falls in this range may have a growth problem, 

but this is better assessed from weight-for-length/height or BMI-for-age . 

Note 

3 

A plotted point above 1 shows possible risk. A trend towards the 2 z-score 

line shows definite risk . 

Note 

4 
It is possible for a stunted or severely stunted child to become overweight . 

Note 

5 
This is referred to as very low weight in IMCI training modules. 
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ANNEX II: Development Assessment using the ASQ-3 (Ages 
& Stages Questionnaires- 3rd edition) 

 شهرأ  3 و إلى   + شهر 1 استبانة

 مهارات التواصل  10 5 0 العلامة

 

 

ليس  
 بعد

بعض  
 الأوقات 

 نعم
ي   •

 هل يصدر طفلك ف 
 
الأوقات أصواتا من الحنجرة كصوت البحة أو    بعض 

 الغرغرة؟ 

 
ليس  
 بعد

بعض  
 الأوقات 

ي طفلك بأصوات   • نعم
 مثل اغووو، أو أووو، أو آهه؟  هل يناغ 

 
ليس  
 بعد

بعض  
 الأوقات 

 هل يصدر طفلك  • نعم
 
 لك عندما تكلمه؟  أصواتا

 
ليس  
 بعد

بعض  
 الأوقات 

 هل يبتسم طفلك عندما تكلمه؟ • نعم

 
ليس  
 بعد

بعض  
 الأوقات 

 ك بصوت خافت؟لهل يضحك طف • نعم

 
ليس  
 بعد

بعض  
 الأوقات 

 لرؤيتك؟ أنبعد  • نعم
 
ة، هل يبتسم طفك أو يبدي فرحا  تغيب عن نظره لفتر

 مهارات التواصللمجموع  ال 

ى 10 5 0 العلامة  المهارات الحركية الكبر

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
 على   •

 
ظهره، هل يلوح بذراعيه وساقيه، ويلوي  عندما يكون طفلك مستلقيا

 بجسمه؟

 
ليس  
 بعد

بعض  
 الأوقات 

 على بطنه، هل يدير رأسه الى الجنب؟ • نعم
 
 عندما يكون طفلك مستلقيا

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
•  

 
   عندما يكون طفلك مستلقيا

 
ي رأسه مرفوعا

إلى الأعلى    على بطنه، هل يبقر
؟   لبضع ثوان 

 
ليس  
 بعد

بعض  
 الأوقات 

 على ظهره، هل يرفس برجليه؟ • نعم
 
 عندما يكون طفلك مستلقيا

 
ليس  
 بعد

بعض  
 الأوقات 

 على ظهره، هل يدير رأسه من جنب الى آخر؟  • نعم
 
 عندما يكون طفلك مستلقيا

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
استلقائه على بطنه، هل يرجع   • أثناء  الأعلى  إلى  بعد أن يرفع طفلك رأسه 

كه ليسقط؟رأسه الى    من أن يتر
ً
 الأرض بدرجة من التحكم بدلا

ىلمجموع  ال   لمهارات الحركية الكبر

 المهارات الحركية الدقيقة  10 5 0 العلامة

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
ي العادة؟   •

، هل تكون يده مقبوضة بإحكام ف 
 
عندما يكون طفلك مستيقظا

 )اختر "نعم" إذا كان طفك يفعل ذلك، ولكنه توقف.(  

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
هل يقبض طفلك على إصبعك عندما تلمس راحة يده؟ هل يلمس طفلك  •

 وجهه بيديه؟

 
ليس  
 بعد

بعض  
 الأوقات 

ي يد  • نعم
ة؟عندما تضع لعبة ف  ة قصتر  طفلك، هل يمسك بها لفتر

 
ليس  
 بعد

بعض  
 الأوقات 

 هل يلمس طفلك وجهه بيديه؟ • نعم

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
؟  •

 
بالكامل عندما يكون مستيقظا أو   

 
يديه مفتوحتير  جزئيا ي طفك 

يُبقر هل 
 )بعكس قبضها، كما كان يفعل وهو وليد.(  
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ليس  
 بعد

بعض  
 الأوقات 

 هل يمسك طفلك بملابسه أو يخدشها بأصابعه؟ • نعم

 لمهارات الحركية الدقيقةلمجموع  ال 

 مهارات حل المشكلات  10 5 0 العلامة

 
ليس  
 بعد

بعض  
 الأوقات 

ي ت • نعم
 سم؟ 25إلى  20مسافة  هعد عن ب هل ينظر طفلك إلى الأشياء التر

 
ليس  
 بعد

بعض  
 الأوقات 

 هل يتتبع طفك حركتك من مكانك بعينيه؟ • نعم

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
(، هل    25حينما تحرك لعبة أمام طفلك من جهة لأخرى )على بعد   •

 
  عيتتب سم تقريبا

؟
 
 طفلك حركة اللعبة بعينيه، أو بتحريك رأسه أحيانا

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
(، هل    25حينما تحرك لعبة أمام طفلك للأعلى والأسفل )على بعد   •

 
  يتتبع سم تقريبا

 طفلك حركة اللعبة بعينيه؟

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
أو   • بحجم كوب  لعبة  الى  ينظر  هل  الجلوس،  وضعية  ي 

ف  بطفلك  تمسك  عندما 
 أمامه أو على الأرض؟ طاولةخشخيشة تضعها على 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
 على ظهره، وتقوم أنت بتحريك لعبة فوقه، هل يمد   •

 
عندما يكون طفلك مستلقيا
 طفلك يديه نحو اللعبة؟   

 المشكلاتمهارات حل لمجموع  ال 

 المهارات الشخصية الاجتماعية  10 5 0 العلامة

 
ليس  
 بعد

بعض  
 الأوقات 

؟  يحاولهل  • نعم
 
ي بعض الأوقات مص الأشياء، حتر وان لم يكن جائعا

 طفلك ف 

 
ليس  
 بعد

بعض  
 الأوقات 

 أو عندما يريد ان يُحمل؟  • نعم
 
 أو متعبا

ً
 أو مبللا

 
 هل يبكي طفلك عندما يكون جائعا

 
ليس  
 بعد

بعض  
 الأوقات 

 هل يبتسم لك طفلك؟   • نعم

 
ليس  
 بعد

بعض  
 الأوقات 

 عندما تبتسم لطفلك، هل يبتسم لك؟   • نعم

 
ليس  
 بعد

بعض  
 الأوقات 

 هل ينظر طفلك الى يديه؟   • نعم

 
ليس  
 بعد

بعض  
 الأوقات 

 حداهما على الأخرى؟ إ هل يلعب طفلك بأصابعه عندما تكون يداه مطبقتير   • نعم

 مهارات الشخصية الاجتماعيةللمجموع  ال 

 المعلومات العامة

ي الولادة؟اختبار هل اجتاز طفلك  • نعم  لا
 فحص السمع للأطفال حديت 

 نعم  لا
الأعلى مساوية   • الأسفل؟ لهل قدرة طفلك على تحريك نصفه   قدرته على تحريك نصفه 

 ونصفه الأيمن مساوٍ للأيسر؟ 

 نعم لا
ي ضعف السمع، أو الصم، أو مشكلات متعلقة   •

هل لدى أي من والدي الطفل تاري    خ أسري ف 
 بالنظر؟

 هل لدى طفلك أي مشكلات صحية؟ • نعم لا

( بخصوص سلوكيات طفلك؟ك قهل هناك ما يقل • نعم لا
ً
 )أكله أو نومه مثلا

 ك بخصوص طفلك؟ قهل هناك ما يقل • نعم لا
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  أشهر  3و شهر إلى + 1 استبانة درجات
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 أشهر  5+ شهر إلى  3استبانة  

 مهارات التواصل  10 5 0 العلامة

 
ليس  
 بعد

بعض  
 الأوقات 

 هل يضحك طفلك بصوت خافت؟ • نعم

 
ليس  
 بعد

بعض  
 الأوقات 

 لرؤيتك؟ لبعد أن تغيب عن نظره  • نعم
 
ة، هل يبتسم طفلك أو يبدي فرحا  فتر

 
ليس  
 بعد

بعض  
 الأوقات 

 غتر صوتك؟ • نعم
 
 هل يتوقف طفلك عن البكاء عندما يسمع صوتا

 
ليس  
 بعد

بعض  
 الأوقات 

؟ • نعم ي طفلك بصوت عال 
 هل يناغ 

 
ليس  
 بعد

بعض  
 الأوقات 

 هل يضحك طفلك؟ • نعم

 
ليس  
 بعد

بعض  
 الأوقات 

 عند النظر إلى الناس أو الألعاب؟  • نعم
 
 هل يطلق طفلك أصواتا

 مهارات التواصللمجموع  ال 

ى 10 5 0 العلامة  المهارات الحركية الكبر

 
ليس  
 بعد

بعض  
 الأوقات 

 على ظهره، هل يدير رأسه من جنب إلى آخر؟    • نعم
 
 عندما يكون طفلك مستلقيا

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
على بطنه، هل يرجع رأسه   استلقائهبعد أن يرفع طفلك رأسه إلى الأعلى أثناء   •

كه ليسقط؟  من أن يتر
ً
 إلى الأرض بدرجة من التحكم بدلا

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
 على بطنه، هل يقوم برفع رأسه وإبعاد ذقنه عن   •

 
عندما يكون طفلك مستلقيا

 ثانية على الأقل؟  15سم لمدة  8الأرض ما يقارب مسافة 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
 عندما   •

 
على بطنه، هل يرفع رأسه إلى الأعلى لينظر حوله؟    يكون طفلك مستلقيا

 )يستطيع طفلك الاتكاء على ذراعيه أثناء القيام بذلك.( 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
 دون   •

 
إبقاء رأسه ثابتا الجلوس، هل يستطيع  ي وضعية 

عندما تمسك طفلك ف 
 حركة؟

ليس   
 بعد

بعض  
 الأوقات 

 نعم
 على ظهره، هل يقوم بضم كلتا يديه   •

 
قابل صدره معندما يكون طفلك مستلقيا

 ولمس أصابعه؟

ىلمجموع  ال   لمهارات الحركية الكبر

 المهارات الحركية الدقيقة  10 5 0 العلامة

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
يكون   • عندما  بالكامل  أو   

 
جزئيا مفتوحتير   يديه  طفلك  ي 

يُبقر ؟ هل 
 
مستيقظا

 ؟ )بعكس قبضها، كما كان يفعل وهو وليد 

 
ليس  
 بعد

بعض  
 الأوقات 

ة؟  • نعم ة قصتر ي يد طفلك، هل يقوم بالتلوي    ح بها ولو لفتر
 عندما تضع لعبة ف 

 
ليس  
 بعد

بعض  
 الأوقات 

 هل يمسك طفلك بملابسه أو يخدشها بأصابعه؟ • نعم

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
ي يد طفلك، هل يمسك بها لمدة دقيقة واحدة بينما ينظر   •

عندما تضع لعبة ف 
 عضها؟  ويحاولإليها، ويحركها، 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
السطح الذي أمامه إذا كنت تسنده   –أو يخدش بأصابعه  –هل يمسك طفلك  •

 على بطنه؟ 
 
ي وضعية الجلوس أو إذا كان مستلقيا

 ف 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
ي وضعية الجلوس، هل  •

  الوصول إلى اللعبة  يحاولعندما تمسك بطفلك وهو ف 
ي على 

 بالقرب منه، حتر لو كان لا يستطيع الوصول إليها بيده؟  الطاولةالتر
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 لمهارات الحركية الدقيقةلمجموع  ال 

 مهارات حل المشكلات  10 5 0 العلامة

ليس   
 بعد

بعض  
 الأوقات 

 نعم
(، هل    25لعبة أمام طفلك من جهة لأخرى )على بعد  حينما تحرك   •

 
سم تقريبا

؟ 
 
 يتتبع طفلك حركة اللعبة بعينيه، أو بتحريك رأسه أحيانا

ليس   
 بعد

بعض  
 الأوقات 

 نعم
(، هل    25حينما تحرك لعبة أمام طفلك للأعلى والأسفل )على بعد   •

 
سم تقريبا

 يتتبع طفلك حركة اللعبة بعينيه؟

ليس   
 بعد

بعض  
 الأوقات 

 نعم
ي وضعية الجلوس، هل ينظر إلى لعبة بحجم كوب أو   •

عندما تمسك بطفلك ف 
 أمامه أو على الأرض؟ طاولةعلى  ا خشخيشة تضعه

ليس   
 بعد

بعض  
 الأوقات 

ي يد طفلك، هل ينظر إليها؟  • نعم
 عندما تضع لعبة ف 

ليس   
 بعد

بعض  
 الأوقات 

ي  • نعم
ي يد طفلك، هل يضعها ف 

 فمه؟عندما تضع لعبة ف 

ليس   
 بعد

بعض  
 الأوقات 

 نعم
 على ظهره، وتقوم أنت بتحريك لعبة فوقه، هل   •

 
عندما يكون طفلك مستلقيا

 يمد طفلك يديه نحو اللعبة؟   

 لمهارات حل المشكلاتمجموع  ال 

 المهارات الشخصية الاجتماعية  10 5 0 العلامة

 
ليس  
 بعد

بعض  
 الأوقات 

 هل ينظر طفلك إلى يديه؟  • نعم

 
ليس  
 بعد

بعض  
 الأوقات 

 هل يلعب طفلك بأصابعه عندما تكون يداه مطبقتير  إحداهما على الأخرى؟   • نعم

 
ليس  
 بعد

بعض  
 الأوقات 

 هل يلعب طفلك بأصابعه عندما تكون يداه مطبقتير  إحداهما على الأخرى؟  • نعم

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
ي يديه أثناء   •

الرضاعة، أو هل يمسك  هل يساعد طفلك بمسك زجاجة الحليب ف 
 بالثدي بيديه أثناء الرضاعة؟

 
ليس  
 بعد

بعض  
 الأوقات 

 هل يبتسم طفلك لرؤيتك بالقرب قبل أن تكلمه أو تبتسم له؟ • نعم

 
ليس  
 بعد

بعض  
 الأوقات 

ي لنفسه؟ • نعم
 عندما يكون طفلك أمام المرآة، هل يبتسم أو يناغ 

 مهارات الشخصية الاجتماعيةلمجموع لال 

 المعلومات العامة 

 نعم لا
استعمال   • على  لقدرته  مساوية  الأعلى  نصفه  استعمال  على  طفلك  قدرة  هل 

 نصفه الأسفل؟ ونصفه الأيمن مساوٍ للأيسر؟

 نعم لا
على   • مسطحتير   قدمير   على  يقف  هل  الوقوف،  على  طفلك  تساعد  عندما 

 الأرض معظم الوقت؟

 كالأطفال الآخرين؟هل يقلقك هدوء طفلك الزائد، أو   • نعم لا
 
 كونه لا يصدر أصواتا

ي ضعف السمع، أو الصمم؟  • نعم لا
 هل لدى أي من والدي الطفل تاري    خ أسري ف 

 هل هناك ما يقلقك بخصوص نظر طفلك؟ • نعم لا

ي الأشهر الماضية؟ • نعم لا
 هل اشتك طفلك من مشكلات صحية ف 

 هل هناك ما يقلقك بخصوص سلوكيات طفلك؟ • نعم لا

 هل هناك ما يقلقك بخصوص طفلك؟ • نعم لا
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 أشهر 5+ شهر إلى  3درجات استبانة  
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 أشهر  7+ شهر إلى  5استبانة  

 مهارات التواصل  10 5 0 العلامة

 ليس بعد  
بعض  
 الأوقات 

؟ • نعم ي طفلك بصوت عال 
 هل يناغ 

 ليس بعد  
بعض  
 الأوقات 

 أخرى عميقة؟ هل يطلق طفلك أصواتا   • نعم
 
، أو أصواتا  كالعويل، أو الزئتر

 ليس بعد  
بعض  
 الأوقات 

 نعم
الذي يصدر    الاتجاهعندما تنادي طفلك وأنت بعيد عن نظره، هل ينظر إلى   •

 منه صوتك؟

 ليس بعد  
بعض  
 الأوقات 

 نعم
المكان الذي    طفلك  صدر صوت عال  من مكان ما، هل ينظر عندما ي   • إلى 

 صدر منه الصوت؟

 ليس بعد  
بعض  
 الأوقات 

 هل يطلق طفلك أصوات كالأصوات الآتية: "دا"، و "با"، و "كا"، و "غا"؟  • نعم

 ليس بعد  
بعض  
 الأوقات 

 نعم
تقليد الصوت  بعندما تقلد الصوت الذي يطلقه طفلك، هل يقوم طفلك   •

 نفسه لك؟ 

 مهارات التواصللمجموع  ال 

ى 10 5 0 العلامة  المهارات الحركية الكبر

 ليس بعد  
بعض  
 الأوقات 

 نعم
 بقدر   •

 
 على ظهره، هل يقوم برفع ساقيه عاليا

 
عندما يكون طفلك مستلقيا

 يمكنه من رؤية قدميه؟

 ليس بعد  
بعض  
 الأوقات 

 نعم
 بكامل   •

 
 على بطنه، هل يقوم بمد ذراعيه دافعا

 
عندما يكون طفلك مستلقيا

 السرير أو الأرض؟ صدره عن 

 ليس بعد  
بعض  
 الأوقات 

 نعم
 ذراعيه    الاستلقاءهل ينقلب طفلك من وضعية   •

 
على ظهره إلى بطنه مخرجا

 من تحت جسده؟

 ليس بعد  
بعض  
 الأوقات 

 نعم
عندما تضع طفلك على الأرض، هل يتكئ على يديه عند الجلوس؟ )إذا كان   •

ي هذا السن دون 
 على اليدين؛ فاختر "نعم".( الاتكاءطفلك يجلس ف 

 ليس بعد  
بعض  
 الأوقات 

 نعم
الوقوف، هل   • التوازن أثناء  عندما تمسك بكلتا يدي طفلك لتساعده على 

از؟   يقف دون اهتر 

 ليس بعد  
بعض  
 الأوقات 

 وضعية الحبو؟ • نعم
 
 هل يرفع طفلك نفسه على اليدين والركبتير  متخذا

ىلمجموع  ال   لمهارات الحركية الكبر

 المهارات الحركية الدقيقة  10 5 0 العلامة

 ليس بعد  
بعض  
 الأوقات 

 نعم
هل يأخذ طفلك لعبة تقدمها له ثم ينظر إليها، ويلوح بها، أو يعضها لدقيقة  •

؟ واحدة 
 
 تقريبا

 ليس بعد  
بعض  
 الأوقات 

 ك  يحاولهل  • نعم
 
؟لطفلك الوصول أو الإمساك بلعبة ما مستخدما

 
 تا يديه معا

 ليس بعد  
بعض  
 الأوقات 

 نعم
طفلك الوصول إلى كسرة خت   ولمسها بإصبعه أو يده؟ )إذا كان   يحاولهل  •

ة بحجم حبة الفول؛ فاختر " نعم".(   بوسع طفلك التقاط الأشياء الصغتر

 ليس بعد  
بعض  
 الأوقات 

 نعم
وأصابعه   • يده  منتصف  ي 

ف  بها  ويمسك  ة،  صغتر لعبة  طفلك  يلتقط  هل 
 قابضة عليها؟

 ليس بعد  
بعض  
 الأوقات 

 نعم

يستطع    يحاول هل   • لم  لو  حتر  أصابعه،  ي 
بثت  خت    التقاط كسرة  طفلك 

ة بحجم حبة الفول؛   التقاطها؟ )إذا كان بوسع طفلك التقاط الأشياء الصغتر
 فاختر "نعم".(

 ليس بعد  
بعض  
 الأوقات 

ة بيد واحدة؟ب هل يلتقط طفلك لع • نعم  ة صغتر
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 لمهارات الحركية الدقيقةلمجموع  ال 

 مهارات حل المشكلات  10 5 0 العلامة

 ليس بعد  
بعض  
 الأوقات 

 كلتا يديه؟بأن يصل إليها   يحاولعندما تكون هناك لعبة أمام طفلك، هل  • نعم

 ليس بعد  
بعض  
 الأوقات 

 نعم
ي   •

التر اللعبة  يدير رأسه ليبحث عن   على ظهره، هل 
 
عندما يكون مستلقيا

 فاختر "نعم".( سقطت منه؟ )إذا كان باستطاعة طفلك التقاط اللعبة؛ 

 ليس بعد  
بعض  
 الأوقات 

 نعم
 على ظهره، هل   •

 
الوصول إلى لعبة سقطت منه   يحاولعندما يكون مستلقيا

 إذا كان يستطيع أن يراها؟ 

 ليس بعد  
بعض  
 الأوقات 

ي فمه؟ • نعم
 هل يلتقط طفلك لعبة ويضعها ف 

 ليس بعد  
بعض  
 الأوقات 

 مرات؟ هل يمرر طفلك اللعبة من يد لأخرى عدة  • نعم

 ليس بعد  
بعض  
 الأوقات 

 ؟الطاولةهل يلعب طفلك بخبط اللعبة للأعلى والأسفل، على الأرض أو  • نعم

 حل المشكلات  مجموع لمهارات  ال 

 المهارات الشخصية الاجتماعية  10 5 0 العلامة

 ليس بعد  
بعض  
 الأوقات 

ي لنفسه؟ • نعم
 عندما يكون طفلك أمام المرآة، هل يبتسم أو يناغ 

 ليس بعد  
بعض  
 الأوقات 

 نعم

أو   • معك  بتصرفه  مقارنة  الغرباء  مع  مختلف  بشكل  طفلك  يتصرف  هل 
تقطيب   الغرباء  تجاه  الفعل  ردة  تتضمن  )قد  يعرفهم؟  الذين  الأشخاص 

 عنهم.( 
 
، أو البكاء، أو إطالة النظر إليهم، والانسحاب بعيدا  الجبير 

 ليس بعد  
بعض  
 الأوقات 

 على ظهره، هل   • نعم
 
 اللعب بإمساك قدمه؟  يحاولعندما يكون طفلك مستلقيا

 ليس بعد  
بعض  
 الأوقات 

ة، هل  لعندما يكون طف • نعم  لمرآة كبتر
ً
 الوصول إليها ولمسها؟  يحاولك مقابلا

 ليس بعد  
بعض  
 الأوقات 

 على ظهره؟  • نعم
 
ي فمه عندما يكون مستلقيا

 هل يضع طفلك قدمه ف 

 ليس بعد  
بعض  
 الأوقات 

 نعم

ي    يحاولهل   •
ف  ليست  لعبة  إلى  الوصول  أن    متناولطفلك  )يمكن  يديه؟ 

إلى   للوصول  يحبو  أن  أو  معدته،  على  يزحف  أن  أو  جانبه،  على  ينقلب 
 اللعبة.( 

 مهارات الشخصية الاجتماعيةللمجموع  ال 

 المعلومات العامة 

 نعم لا
مساوية   • الأعلى  نصفه  استعمال  على  طفلك  قدرة  استعمال  هل  على  لقدرته 

 نصفه الأسفل؟ ونصفه الأيمن مساوٍ للأيسر؟

 نعم لا
على   • مسطحتير   قدمير   على  يقف  هل  الوقوف،  على  طفلك  تساعد  عندما 

 الأرض معظم الوقت؟

 كالأطفال الآخرين؟ • نعم لا
 
 هل يقلقك هدوء طفلك الزائد، أو كونه لا يصدر أصواتا

ي ضعف السمع، أو الصمم؟ هل لدى أي من والدي  • نعم لا
 الطفل تاري    خ أسري ف 

 هل هناك ما يقلقك بخصوص نظر طفلك؟ • نعم لا

ي الأشهر الماضية؟ • نعم لا
 هل اشتك طفلك من مشكلات صحية ف 

 هل هناك ما يقلقك بخصوص سلوكيات طفلك؟ • نعم لا
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 هل هناك ما يقلقك بخصوص طفلك؟ • نعم لا

 

 أشهر 7+ شهر إلى  5درجات استبانة  
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 أشهر  9+ شهر إلى  7استبانة  

 مهارات التواصل  10 5 0 العلامة

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
عندما تنادي طفلك وأنت بعيد عن نظره، هل ينظر إلى الاتجاه الذي  •

 يصدر منه صوتك؟ 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
طفلك إلى المكان الذي عندما يصدر صوت عال  من مكان ما، هل ينظر   •

 صدر منه الصوت؟

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
بتقليد   • طفلك  يقوم  هل  طفلك،  يطلقه  الذي  الصوت  تقلد  عندما 

 الصوت نفسه لك؟

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
الآتية: "دا"، و "با"، و "كا"، و   • هل يطلق طفلك أصوات كالأصوات 

 "غا"؟

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
"لا"؟ كأن ينظر  هل   • ة صوتك عندما تنهر “لا"  يستجيب طفلك لنت 

ة على الأقل؟  ة قصتر  إليك أو يتوقف عن نشاطه لفتر

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
هل يطلق طفلك صوتير  متشابهير  كالأصوات الآتية: "دا دا"، أو "با  •

 ).
 
ي هذه الأصوات شيئا

 با"، أو "غا غا"؟ )قد لا تعت 

 مهارات التواصللمجموع  ال 

ى 10 5 0 العلامة  المهارات الحركية الكبر

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
عندما تضع طفلك على الأرض، هل يتكئ على يديه عند الجلوس؟ )إذا   •

فاختر  اليدين،  على  الاتكاء  دون  السن  هذه  ي 
ف  يجلس  طفلك  كان 

 "نعم"( 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
 هل ينقلب طفلك من   •

 
وضعية الاستلقاء على ظهره إلى بطنه مخرجا

 ذراعيه من تحت جسده؟

 
ليس  
 بعد

بعض  
 الأوقات 

 وضعية الحبو؟ • نعم
 
 هل يرفع طفلك نفسه على اليدين والركبتير  متخذا

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
عندما تمسك بكلتا يدي طفلك لتساعده على التوازن أثناء الوقوف،   •

از؟ هل يقف دون    اهتر 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
 على الأرض لبضع دقائق دو  •

 
أن يتكئ على   ن هل يجلس طفلك مستقيما

 يديه؟ 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
عندما تساعد طفلك على الوقوف بجانب قطعة أثاث أو حافة سرير،  •

 بها دون أن يستند بصدره إليها؟ 
 
 هل يقف ممسكا

ىلمهارات  لمجموع  ال   الحركية الكبر

 المهارات الحركية الدقيقة  10 5 0 العلامة

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
هل يحاول طفلك الوصول إلى كسرة خت   ولمسها بإصبعه أو بيده؟ )إذا   •

ة بحجم حبة الفول، فاختر  الأشياء الصغتر التقاط  كان بوسع طفلك 
 "نعم"( 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
ي منتصف يده وأصابعه هل يلتقط طفلك  •

ة، ويمسك بها ف  لعبة صغتر
 قابضة عليها؟

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
ي أصابعه، حتر لو لم يستطع   •

هل يحاول طفلك التقاط كسرة خت   بثت 
ة بحجم حبة  التقاط الأشياء الصغتر التقاطها؟ )إذا كان بوسع طفلك 

 الفول، فاختر "نعم"( 

 
ليس  
 بعد

بعض  
 الأوقات 

ة بيد واحدة؟هل  • نعم  يلتقط طفلك لعبة صغتر
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ليس  
 بعد

بعض  
 الأوقات 

 نعم

 إبهامه وبقية الأصابع؟  •
 
هل ينجح طفلك بالتقاط كسرة خت   مستخدما

الفول؛   حبة  بحجم  ة  الصغتر الأشياء  التقاط  طفلك  بوسع  )إذا كان 
 فاختر "نعم"؟(

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
ة   •  رؤوس أصابعه؟ )يجب أن  هل يلتقط طفلك لعبة صغتر

 
مستخدما

 بير  راحة يده واللعبة( 
 
 ترى فراغا

 لمهارات الحركية الدقيقةلمجموع  ال 

 مهارات حل المشكلات  10 5 0 العلامة

 
ليس  
 بعد

بعض  
 الأوقات 

ي فمه؟ • نعم
 هل يلتقط طفلك لعبة ويضعها ف 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
 على   •

 
ظهره، هل يحاول الوصول إلى لعبة  عندما يكون طفلك مستلقيا

 سقطت منه إذا كان يستطيع أن يراها؟

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
أو   • الأرض  على  والأسفل،  للأعلى  اللعبة  بخبط  طفلك  يلعب  هل 

 الطاولة؟

 
ليس  
 بعد

بعض  
 الأوقات 

 هل يمرر طفلك اللعبة من يد لأخرى عدة مرات؟  • نعم

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
تير   هل   • صغتر لعبتير   بيديه  طفلك  يد-يلتقط  ي كل 

ف  واحدة    -لعبة 
 ويمسكها لمدة دقيقة واحدة؟

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
ب  ها بلعبة أخرى تكون   • عندما يمسك طفلك لعبة بيده، هل يقوم بصر 

 أو على الأرض؟ الطاولةموجودة على  

 لمهارات حل المشكلاتمجموع  ال 

 المهارات الشخصية الاجتماعية  10 5 0 العلامة

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
بإمساك  • اللعب  يحاول  هل  ظهره  على   

 
مستلقيا طفلك  يكون  عندما 

 قدمه؟ 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
إليها   • الوصول  يحاول  هل  ة،  لمرآة كبتر  

ً
مقابلا طفلك  يكون  عندما 

 ولمسها؟ 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
ي متناول يديه؟ )يمكن أن  هل يحاول طفلك   •

الوصول إلى لعبة ليست ف 
أ أو  معدته،  على  يزحف  أو  جانبه،  على  إلى    نينقلب  للوصول  يحبو 

 اللعبة.( 

 
ليس  
 بعد

بعض  
 الأوقات 

ي فمه عندما يكون مستلقيا على ظهره؟  • نعم
 هل يضع طفلك قدمه ف 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
أي   • أو   ، العصتر أو  الماء،  طفلك  ب  يسرر من كوب  هل  آخر  وب  مسرر

 تمسكه أنت؟ 

 
ليس  
 بعد

بعض  
 الأوقات 

 هل يطعم طفلك نفسه قطعة بسكوت أو كعكة؟  • نعم

 لمهارات الشخصية الاجتماعيةلمجموع  ال 

 المعلومات العامة 

 نعم لا
استعمال   • على  لقدرته  مساوية  الأعلى  نصفه  استعمال  على  طفلك  قدرة  هل 

 للأيسر؟نصفه الأسفل؟ ونصفه الأيمن مساوٍ 

 نعم لا
على   • مسطحتير   قدمير   على  يقف  هل  الوقوف،  على  طفلك  تساعد  عندما 

 الأرض معظم الوقت؟

 كالأطفال الآخرين؟ • نعم لا
 
 هل يقلقك هدوء طفلك الزائد، أو كونه لا يصدر أصواتا

ي ضعف السمع، أو الصمم؟  • نعم لا
 هل لدى أي من والدي الطفل تاري    خ أسري ف 
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 ما يقلقك بخصوص نظر طفلك؟هل هناك  • نعم لا

ي الأشهر الماضية؟ • نعم لا
 هل اشتك طفلك من مشكلات صحية ف 

 هل هناك ما يقلقك بخصوص سلوكيات طفلك؟ • نعم لا

 هل هناك ما يقلقك بخصوص طفلك؟ • نعم لا

 

 أشهر 9+ شهر إلى  7درجات استبانة  
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 شهر  11+ شهر إلى 9  استبانة

 مهارات التواصل  10 5 0 العلامة

 
ليس  
 بعد

بعض  
 الأوقات 

 هل يطلق طفلك أصوات كالأصوات الآتية: "دا"، و"با"، و"كا"، و"غا"؟  • نعم

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
الصوت نفسه • الذي يطلقه طفلك، هل يقوم بتقليد   عندما تقلد الصوت 

 ؟لك

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
متشابهير  كالأصوات الآتية: "دا دا"، أو "با با"، أو  هل يطلق طفلك صوتير   •

 ).
 
ي هذه الأصوات شيئا

 "غا غا"؟ )قد لا تعت 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم

هل يلعب طفلك واحدة على الأقل من ألعاب الأطفال الشائعة إذا طلبت   •
منه ذلك، مثل: أن يلوح بيده "باي باي"، أو "لعبة تغطية الوجه ثم كشفه"،  

ح اللعبة لطفلك.(بأو "التصفيق   اليد"؟ )يمكنك سرر

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
 دون أن تستخدم   •

 
 واحدا

 
 بسيطا

 
معه التلميح أو الإشارة  هل يتبع طفلك أمرا

"، أو "أعده مكانه"؟ ي
 باليد؟ كأن تقول "تعال هنا"، أو "أعطت 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم

)يقصد   • "دادا"؟  و  "بابا"،  و  "ماما"،  مثل:  طفلك ثلاث كلمات  يقول  هل 
باستمرار،   طفلك  يستخدمها  ي 

التر الأصوات  مجموعة  أو  الصوت  بالكلمة 
ء ما.(  ي

 للدلالة على شخص ما أو شر

 مهارات التواصللمجموع  ال 

ى 10 5 0 العلامة  المهارات الحركية الكبر

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
هل   • الوقوف،  أثناء  التوازن  لتساعده على  يدي طفلك  بكلتا  تمسك  عندما 

از؟   يقف دون اهتر 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
أن   • دون  دقائق  لبضع  الأرض  على   

 
مستقيما طفلك  يجلس  على  هل  يتكئ 

 يديه؟ 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
عندما تساعد طفلك على الوقوف بجانب قطعة أثاث أو حافة سرير، هل   •

 بها دون أن يستند بصدره إليها؟ 
 
 يقف ممسكا

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
 إلى قطعة أثاث، هل   •

 
 ومستندا

 
ي إلى الأسفلعندما يكون طفلك واقفا

  ينحت 
 ليلتقط لعبة من الأرض ثم يعود إلى وضعية الوقوف؟ 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
الإنحناء   • يمكنه  هل  أثاث،  قطعة  إلى   

 
ومستندا  

 
واقفا طفلك  يكون  عندما 

لق؟    بجسده إلى الأسفل دون أن يقع أو يت  

 
ليس  
 بعد

بعض  
 الأوقات 

ي طفلك وهو يستند بيد واحدة إلى قطعة أثاث قريبة منه؟  • نعم
 هل يمشر

ىللمجموع  ال   مهارات الحركية الكبر

 الحركية الدقيقة المهارات  10 5 0 العلامة

 
ليس  
 بعد

بعض  
 الأوقات 

ة بيد واحدة؟ • نعم  هل يلتقط طفلك لعبة صغتر

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
 إبهامه وبقية الأصابع؟ )إذا   •

 
ي التقاط كسرة خت   مستخدما

هل ينجح طفلك ف 
ة بحجم حبة الفول، فاختر "نعم"(  كان بوسع طفلك التقاط الأشياء الصغتر

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
 رؤوس أصابعه؟ )يجب أن ترى   •

 
ة مستخدما هل يلتقط طفلك لعبة صغتر

 بير  راحة يده واللعبة.( 
 
 فراغا

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
   محاولةبعد   •

 
، هل يلتقط طفلك خيطا اثنتير   السبابة والإبهام    أو 

 
مستخدما

 بلعبته.(
ً
؟ )ممكن أن يكون الخيط متصلا

 
 معا

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
 رؤوس أصابعه؟ )يمكن لطفلك أن  •

 
هل يلتقط طفلك كسرة خت   مستخدما

 قبل أن يلتقط كسرة الخت   الموجودة عليها.( الطاولةيسند يده على  

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
ة على الأرض دون أن تسقط منه، ومن ثم يُبعد   • هل يضع طفلك لعبة صغتر

 يده عنها؟ 
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 لمهارات الحركية الدقيقةلمجموع  ال 

 مهارات حل المشكلات  10 5 0 العلامة

 
ليس  
 بعد

بعض  
 الأوقات 

 اللعبة من يد لأخرى عدة مرات؟ هل يمرر طفلك  • نعم

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
تير    • ي كل يد_ ويمسكهما  -هل يلتقط طفلك بيديه لعبتير  صغتر

لعبة واحدة ف 
 لمدة دقيقة واحدة؟ 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
تكون   • أخرى  بلعبة  ب  ها  بصر  يقوم  هل  بيده،  بلعبة  طفلك  يمسك  عندما 

 الأرض؟موجودة على الطاولة أو على  

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
يصفق   • هل  يديه،  ي كلتا 

ف  تير   صغتر بلعبتير    
 
ممسكا طفلك  يكون  عندما 

 إحداهما بالأخرى؟

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
بحجم حبة الفول  -طفلك أن ينخر بأصبعه لإخراج كسرة خت      يحاول هل   •

 
 
 من قارورة شفافة كقارورة الماء أو قارورة حليب الطفل؟  -تقريبا

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم

ة تحت ورقة أو قطعة قماش، هل يجد   • ئ لعبة صغتر بعد أن يراك طفلك تخت 
 عن اللعبة إذا طلبت منه البحث عنها؟ )تأكد أن تكون  

 
للعبة مخفية تماما

 طفلك.( 

 لمهارات حل المشكلات  مجموع  ال 

 المهارات الشخصية الاجتماعية  10 5 0 العلامة

 
ليس  
 بعد

بعض  
 الأوقات 

 على ظهره؟  • نعم
 
ي فمه عندما يكون مستلقيا

 هل يضع طفلك قدمه ف 

 
ليس  
 بعد

بعض  
 الأوقات 

وب آخر   • نعم ، أو مسرر ب طفلك الماء، أو العصتر  من كوب تمسكه أنت؟هل يسرر

 
ليس  
 بعد

بعض  
 الأوقات 

 هل يطعم طفلك نفسه قطعة بسكويت أو كعكة؟ • نعم

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
عندما تمد يدك وتطلب من طفلك أن يعطيك لعبته، هل يعطيك إياها حتر   •

؛ فاختر "نعم".(لوإن لم يفلتها؟ )إذا كان طف
 
 ك يعطيك اللعبة مسبقا

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
حال   • القميص  داخل كم  بذراعه  يدفع  هل  قميصه  طفلك  لبس 

ُ
ت عندما 

 دخولها فتحة الكم؟ 

 
ليس  
 بعد

بعض  
 الأوقات 

ي يديك؟ • نعم
 عندما تمد يدك وتطلب من طفلك أن يعطيك لعبته، هل يفلتها ف 

 مهارات الشخصية الاجتماعيةللمجموع  ال 

 المعلومات العامة 

 نعم لا
على استعمال نصفه الأعلى مساوية لقدرته على استعمال نصفه  هل قدرة طفلك   •

 ونصفه الأيمن مساوٍ للأيسر؟ الأسفل؟

 عندما يقف طفلك، هل تكون قدماه مسطحتير  على الأرض معظم الوقت؟ • نعم لا

 كالأطفال الآخرين؟ • نعم لا
 
 هل يقلقك هدوء طفلك الزائد، أو كونه لا يصدر أصواتا

ي ضعف السمع، أو الصمم؟ هل لدى أي  • نعم لا
 من والدي الطفل تاري    خ أسري ف 

 هل هناك ما يقلقك بخصوص نظر طفلك؟ • نعم لا

ي الأشهر الماضية؟ • نعم لا
 هل اشتك طفلك من مشكلات صحية ف 

 هل هناك ما يقلقك بخصوص سلوكيات طفلك؟ • نعم لا

 هل هناك ما يقلقك بخصوص طفلك؟ • نعم لا



121 

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

 

 

 أشهر  11+ شهر إلى 9  استبانة  درجات
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 شهر  13+ شهر إلى 11استبانة  

 مهارات التواصل  10 5 0 العلامة

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
هل يطلق طفلك صوتير  متشابهير  كالأصوات الآتية: "دا دا"، أو "با با"، أو   •

 ).
 
ي هذه الأصوات شيئا

 "غا غا"؟ )قد لا تعت 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم

هل يلعب طفلك واحدة على الأقل من ألعاب الأطفال الشائعة إذا طلبت   •
منه ذلك، مثل: أن يلوح بيده "باي باي"، أو "لعبة تغطية الوجه ثم كشفه"،  

ح اللعبة لطفلك.(  أو "التصفيق اليد"؟ )يمكنك سرر

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
 دون أن   •

 
 واحدا

 
 بسيطا

 
تستخدم معه التلميح أو الإشارة  هل يتبع طفلك أمرا

"، أو "أعده مكانه"؟ ي
 باليد؟ كأن تقول "تعال هنا"، أو "أعطت 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم

)يقصد   • "دادا"؟  و  "بابا"،  و  "ماما"،  مثل:  طفلك ثلاث كلمات  يقول  هل 
باستمرار،   طفلك  يستخدمها  ي 

التر الأصوات  مجموعة  أو  الصوت  بالكلمة 
ء ما.(  ي

 للدلالة على شخص ما أو شر

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم

عندما تسأل طفلك "أين الكرة )أو القبعة، أو الحذاء. إلخ("؟ هل ينظر إلى   •
اختر   عنه.  طفلك  سؤال  قبل  ء  ي

الشر وجود  من  )تأكد  المطلوب؟  ء  ي
الشر

 على الأقل.( 
 
 واحدا

 
 "نعم" إذا عرف طفلك شيئا

 
ليس  
 بعد

بعض  
 الأوقات 

ك عنه من خلال الإشارة إليه؟إذا أراد طفلك  • نعم  ما، فهل يخت 
 
 شيئا

 مهارات التواصللمجموع  ال 

ى 10 5 0 العلامة  المهارات الحركية الكبر

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
ي إلى الأسفل   •

 على قطعة أثاث، هل ينحت 
 
 ومستندا

 
بعدما يكون طفلك واقفا

 الوقوف؟ ليلتقط لعبة من الأرض ثم يعود إلى وضعية  

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
الإنحناء   • يمكنه  هل  أثاث،  قطعة  إلى   

 
ومستندا  

 
واقفا طفلك  يكون  عندما 

لق؟    بجسده إلى الأسفل دون أن يقع أو يت  

 
ليس  
 بعد

بعض  
 الأوقات 

ي طفلك وهو يستند بيد واحدة إلى قطعة أثاث قريبة منه؟  • نعم
 هل يمشر

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم

عندما تمسك كلتا يدي طفلك لمساعدته على الوقوف على قدميه بتوازن،   •
ي بمفرده  

هل يخطو بضع خطوات دون أن يتعت  أو يقع؟ )إذا كان طفلك يمشر
ي 
  هذا السن؛ اختر "نعم".( ف 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم

واحدة   • بيد  تمسك  إذا كنت  الأمام  إلى  خطوات  بضع  طفلك  ي 
يمشر هل 

ي هذا السن؛ فاختر  ل
ي بمفرده ف 

مساعدته على التوازن؟ )إذا كان طفك يمشر
 "نعم"( 

 
ليس  
 بعد

بعض  
 الأوقات 

ي بضع خطوات إلى الأمام؟  • نعم
 هل يقف طفلك بمفرده ويمشر

ىللمجموع  ال   مهارات الحركية الكبر

 المهارات الحركية الدقيقة  10 5 0 العلامة

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
   محاولةبعد   •

 
، هل يلتقط طفلك خيطا اثنتير   السبابة والإبهام    أو 

 
مستخدما

 بلعبته.(
ً
؟ )ممكن أن يكون الخيط متصلا

 
 معا

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
 رؤوس أصابعه؟ )يمكن لطفلك أن  •

 
هل يلتقط طفلك كسرة خت   مستخدما

 قبل أن يلتقط كسرة الخت   الموجودة عليها.( الطاولةيسند يده على  

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
ة على الأرض دون أن تسقط منه، ومن ثم يُبعد   • هل يضع طفلك لعبة صغتر

 يده عنها؟ 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
 رؤوس أصابعه؟ دون أن يسند يده   •

 
هل يلتقط طفلك كسرة خت   مستخدما

 ؟الطاولةأو ذراعه على 
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ليس  
 بعد

بعض  
 الأوقات 

 نعم
إلى   • أسقطها  )إذا  الأمام؟  إلى  ذراعه  بتحريك  ة  صغتر طفلك كرة  يرمي  هل 

  الأسفل أو إذا وقعت منه؛ فاختر "ليس بعد".(

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
ي تقليب صفحات كتاب؟ )يمكن أن ترفع له الصفحة  هل يساعد   •

طفلك ف 
 ليقوم هو بقلبها.(

 مهارات الحركية الدقيقةللمجموع  ال 

 مهارات حل المشكلات  10 5 0 العلامة

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
يصفق   • هل  يديه،  ي كلتا 

ف  تير   صغتر بلعبتير    
 
ممسكا طفلك  يكون  عندما 

 إحداهما بالأخرى؟

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
بحجم حبة الفول  -طفلك أن ينخر بأصبعه لإخراج كسرة خت      يحاول هل   •

 
 
 من قارورة شفافة كقارورة الماء أو قارورة حليب الطفل؟  -تقريبا

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم

ة تحت ورقة أو قطعة قماش، هل يجد   • ئ لعبة صغتر بعد أن يراك طفلك تخت 
 عن اللعبة إذا طلبت منه  

 
البحث عنها؟ )تأكد أن تكون للعبة مخفية تماما

 طفلك.( 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم

ي وعاء أو صندوق، هل يقلدك طفلك بوضع لعبة،   •
ة ف  إذا وضعت لعبة صغتر

أو   بوعاء  الألعاب  يضع  طفلك  )إذا كان  تقع؟  كها  ويتر يفلتها  لم  إن  حتر 
؛ فاختر "نعم".( 

 
 صندوق مسبقا

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
ي وعاء أو صندوق؟ )يمكنك   •

هل يُسقط طفلك لعبتير  الواحدة تلو الأخرى ف 
 أن تريه كيف يفعل ذلك.( 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
، هل يقلد طفلك   • عندما تخربش على ورقة بقلم تلوين أو قلم رصاص أو حت 

؛ فاختر "نعم".(
 
 خربشتك؟ )إذا كان طفلك يخربش بمفرده مسبقا

 حل المشكلاتمجموع لمهارات  ال 

 المهارات الشخصية الاجتماعية  10 5 0 العلامة

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
عندما تمد يدك وتطلب من طفلك أن يعطيك لعبته، هل يعطيك إياها حتر   •

؛ فاختر "نعم".(لوإن لم يفلتها؟ )إذا كان طف
 
 ك يعطيك اللعبة مسبقا

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
حال   • القميص  داخل كم  بذراعه  يدفع  هل  قميصه  طفلك  لبس 

ُ
ت عندما 

 دخولها فتحة الكم؟ 

 
ليس  
 بعد

بعض  
 الأوقات 

ي يديك؟ • نعم
 عندما تمد يدك وتطلب من طفلك أن يعطيك لعبته، هل يفلتها ف 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
لارتداء   • قدمه  يرفع  هل  طفلك  لبس 

ُ
ت أو  ا عندما  الجورب،  أو  لحذاء، 

 البنطلون؟

 
ليس  
 بعد

بعض  
 الأوقات 

ميها إليه هل يمرر طفلك الكرة أو يرميها إليك  • نعم  مرة أخرى؟ لتر

 
ليس  
 بعد

بعض  
 الأوقات 

 هل يحضن طفلك دميته أو لعبته أثناء اللعب؟  • نعم

 الاجتماعيةمهارات الشخصية للمجموع  ال 

 المعلومات العامة 

 نعم لا
استعمال   • على  لقدرته  مساوية  الأعلى  نصفه  استعمال  على  طفلك  قدرة  هل 

 ونصفه الأيمن مساوٍ للأيسر؟ نصفه الأسفل؟

 هل يحاول طفلك تركيب الكلمات عن طريق إطلاق الأصوات؟ • نعم لا

 الأرض معظم الوقت؟عندما يقف طفلك، هل تكون قدماه مسطحتير  على  • نعم لا

 كالأطفال الآخرين؟ • نعم لا
 
 هل يقلقك هدوء طفلك الزائد، أو كونه لا يصدر أصواتا



124 

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

 

 

ي ضعف السمع، أو الصمم؟  • نعم لا
 هل لدى أي من والدي الطفل تاري    خ أسري ف 

 هل هناك ما يقلقك بخصوص نظر طفلك؟ • نعم لا

ي الأشهر   • نعم لا
 الماضية؟هل اشتك طفلك من مشكلات صحية ف 

 هل هناك ما يقلقك بخصوص سلوكيات طفلك؟ • نعم لا

 هل هناك ما يقلقك بخصوص طفلك؟ • نعم لا

 

 شهر  13+ شهر إلى 11استبانة  درجات  
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   18استبانة  
ً
 شهرا

 مهارات التواصل  10 5 0 العلامة

 
ليس  
 بعد

بعض  
 الأوقات 

 ما، فهل يخت   • نعم
 
 عنه من خلال الإشارة إليه؟ كإذا أراد طفلك شيئا

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم

م • ء  ي
شر عن  طفلك  تسأل  الأخرى  ألعندما  الغرفة  إلى  يذهب  هل  له،  وف 

" تسأله:  أن  )يمكنك  عنه؟  لىي أليبحث  "أحصر   تطلبه  أن  أو  الكرة؟  ين 
 لىي بطانيتك".( 

 قميصك" أو "أحصر 

 
ليس  
 بعد

بعض  
 الأوقات 

ي "ماما" و "بابا"هل يقول طفلك ثمان   • نعم
 ؟كلمات أو أكت  بالإضافة إلى كلمتر

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم

هل يردد طفلك جملة مكونة من كلمتير  بعد أن تقال له؟ كأن تقول له: "ماما  •
تأكل" أو "بابا يلعب"، أو "اذهب إلى البيت"؟ )اختر "نعم" حتر لو كان نطقه 

 للكلمات غتر واضح.(

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم

ي القطة"،   •
: "أرن 

ً
هل يشتر طفلك إلى الصورة الصحيحة عندما تقول له مثلا

دون أن تساعده؟ )عليه أن يعرّف صورة واحدة   الكلب؟"  أو تسأله: "أين 
 بنجاح لتختار "نعم".( 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم

ي جملة لتعت  عن   •
هل يركب طفلك ما بير  كلمتير  إلى ثلاث كلمات مختلفة ف 

"القطة   أو  ل"،  للمت   عودي  "أمي  أو  الكلب"،  "شاهد  يقول  ما؟ كأن  فكرة 
رحلت". )لا تختر "نعم" إذا استخدم طفلك كلمات متكررة أو عبارات سائدة  

 مثل "باي باي"، أو "مع السلامة"، أو "ما هذا"، أو "لو سمحت".(

 مهارات التواصللمجموع  ال 

ىالمهارات الحركية  10 5 0 العلامة  الكبر

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
ء من الأرض، ثم يقف مرة  • ي

هل يميل طفلك بنفسه إلى الأسفل ليلتقط شر
 ثانية على قدميه دون الحاجة إلى المساعدة؟

 
ليس  
 بعد

بعض  
 الأوقات 

 بدلا من أن يحبو على يديه وركبتيه؟ي هل يتنقل طفلك ماش • نعم
 
 ا

 
ليس  
 بعد

بعض  
 الأوقات 

ي  • نعم
 ونادرا ما يقع على الأرض؟هل يمشر

 
 طفلك جيدا

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
ه للوصول إلى ما يريد؟ )كأ • يستخدم    ن هل يصعد طفلك فوق كرشي أو غتر

ي المطبخ؟
 الكرشي للوصول إلى لعبة فوق الرف أو ليساعدك ف 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم

يديك؟   • بإحدى  ممسكا  السلم  درجات  ل طفلك  يت   أن هل  لطفلك  )يمكن 
يمسك بدرابزين أو مقابض السلم أو أن يستند الى الجدار. يمكنك ملاحظته 

ل.(  ي ساحة الألعاب أو المت  
ي السوق أو ف 

 ف 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم

ري طفلك كيفية ركل الكرة، هل   •
ُ
ركلها بتحريك ساقه إلى الأمام    يحاولعندما ت

 على رك
 
قادرا )إذا كان  الكرة؟  ي تجاه 

السن؛ فاختر    ل أو بالمشر ي هذه 
الكرة ف 

 "نعم".( 

ىلمجموع  ال   لمهارات الحركية الكبر

 المهارات الحركية الدقيقة  10 5 0 العلامة

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
إلى   • ذراعه  بتحريك  ة  صغتر طفلك كرة  يرمي  إلى  هل  أسقطها  )إذا  الأمام؟ 

  الأسفل أو إذا وقعت منه؛ فاختر "ليس بعد".(

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
 فوق الآخر؟ )يمكن أن   •

 
ة فوق الأخرى أو مكعبا هل يضع طفلك لعبة صغتر

ة، تكون بكرات خيط،   حجمها أأو أو صناديق صغتر
 
.( 2.5لعابا

 
 سم تقريبا

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
يضع طفلك علامة على الورقة باستخدام رأس قلم تلوين أو قلم رصاص هل   •

؟  أو حت 
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ليس  
 بعد

بعض  
 الأوقات 

ة فوق بعضها؟ • نعم  هل يضع طفلك ثلاث ألعاب أو مكعبات صغتر

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
ي  •

يقلب أكت  من صفحة ف  هل يقلب طفلك صفحات كتاب بمفرده؟ )قد 
 ذات الوقت.( 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
ي فمه بطريقة صحيحة بحيث لا يسقط  •

هل يضع طفلك ملعقة الطعام ف 
 منها الطعام؟ 

 هارات الحركية الدقيقةللممجموع  ال 

 مهارات حل المشكلات  10 5 0 العلامة

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
ي وعاء أو   •

الأخرى ف  ة الواحدة تلو  هل يُسقط طفلك مجموعة ألعاب صغتر
 )يمكنك أن تريه كيف يفعل ذلك.( صندوق؟ 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
عن    يحاول هل   • بعيدة  ة  صغتر لعبة  إلى  الوصول  يديه    متناولطفلك 

 ملعقة أو عصا أو أي أداة أخرى، بعد أن تريه كيف يفعل ذلك؟ 
 
 مستخدما

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم

خت     • منها كسرة  ليستخرج  شفافة  قارورة  طفلك  يقلب  فيها  هل  - وقعت 
استخدام  ب يمكنك  تريه كيف، كما  أن  )يمكنك  ؟ 

 
تقريبا الفول  حبة  حجم 

 قارورة ماء أو قارورة حليب الطفل.( 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
 عندما تقوم بإعطائه قلم تلوين  •

 
 وإيابا

 
هل يخربش طفلك على الورقة ذهابا

، من دون أن تريه كيف يفعل ذلك؟   أو قلم رصاص أو حت 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم

 من أعلى الصفحة إلى أسفلها، هل يقلدك  دبعد أن يشاه •
 
ك طفلك ترسم خطا

 قلم تلوي
 
أو قلم رصاص  نبرسم خط على الصفحة بأي اتجاه كان مستخدما

 ).
 
 وإيابا

 
؟ )اختر "ليس بعد"، إذا كان طفلك يخربش بعشوائية ذهابا  أو حت 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
فيها   • وقعت  منها كسرة خت    ليستخرج  شفافة  قارورة  يقلب طفلك    – هل 

؟ )لا تره كي يفعل ذلك.( 
 
 بحجم حبة الفول تقريبا

 حل المشكلاتمجموع لمهارات  ال 

 المهارات الشخصية الاجتماعية  10 5 0 العلامة

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
هل   • المرآة،  إلى  طفلك  ينظر  يديه    يناول أن    يحاول بينما  بير   ي 

التر اللعبة 
ي المرآة؟  لانعكاس

 صورته ف 

 
ليس  
 بعد

بعض  
 الأوقات 

 هل يحضن طفلك دميته أو لعبته أثناء اللعب؟  • نعم

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
ء ما بسحب يدلطف  يحاولهل   • ي

  ك ك جذب انتباهك أو لفت نظرك إلى شر
 أو ملابسك؟

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
أو   •  

ً
ي فتح غطاء علبة مثلا

إليك عندما يحتاج مساعدتك ف  ي طفلك 
هل يأنر

 تشغيل لعبة؟ 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
إلى مكانه؟ حتر وإن انسكب   • ب طفلك من كوب ثم يعيده  القليل  هل يسرر

 من السائل؟

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
أو  • بالمكنسة،  الكنس  أو  الأرض،  أفعالك كمسح  بعض  طفلك  يقلد  هل 

 الحلاقة، أو تمشيط الشعر؟ 

 لمهارات الشخصية الاجتماعيةلمجموع  ال 

 المعلومات العامة

؟لهل تعتقد أن طف • نعم  لا
 
 ك يسمع جيدا

ي نفس عمره؟ هل تعتقد أن طفلك يتكلم  • نعم  لا
 مثل الأطفال ف 

 هل تفهم معظم ما يقوله لك طفلك؟ • نعم  لا
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ي نفس عمره؟  • نعم  لا
 
، ويجري، ويتسلق مثل الأطفال ف ي

 هل تعتقد أن طفلك يمشر

ي ضعف السمع، أو الصمم؟ • نعم لا
 
 هل لدى أي من والدي الطفل تاري    خ أسري ف

 هل هناك ما يقلقك بخصوص نظر طفلك؟  • نعم لا

ي الأشهر الماضية؟ هل  • نعم لا
 
 اشتك طفلك من مشكلات صحية ف

 هل هناك ما يقلقك بخصوص سلوكيات طفلك؟  • نعم لا

 هل هناك ما يقلقك بخصوص طفلك؟  • نعم لا

 

   18درجات استبانة  
ً
 شهرا
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   24استبانة  
ً
 شهرا

 مهارات التواصل  10 5 0 العلامة

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم

ي القطة"،  هل يشتر   •
طفلك إلى الصورة الصحيحة عندما تقول له مثلا: "أرن 

أو تسأله: "أين الكلب؟" دون أن تساعده؟ )عليه أن يعرّف صورة واحدة  
 بنجاح لتختار "نعم".( 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم

تقول له:   • له؟ كأن  بعد أن تقال  هل يردد طفلك جملة مكونة من كلمتير  
"بابا يلعب"، أو "اذهب إلى البيت"؟ )اختر "نعم" حتر لو  "ماما تأكل" أو  

 كان نطقه للكلمات غتر واضح.(

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم

تساعده   • أن  دون  التالية  التعليمات  من  ثلاثا  الأقل  على  طفلك  ينفذ  هل 
على   اللعبة  )ضع  الإشارة؟  أو  لىي  الطاولةبالتلميح  أحصر   الباب،  أغلق   ،

 منشفة، ابحث عن قميصك، امسك يدي، أحصر  كتابك( 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
ت إلى صورة كرة )أو قطة أو قبعة أو كوب(، ومن ثم سألت طفلك  • إذا أسرر

 على الأقل بنجاح؟
 
 واحدا

 
 "ما هذه الصورة؟" فهل يسمّي طفلك شيئا

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم

ي جملة لتعت  عن   •
هل يركب طفلك ما بير  كلمتير  إلى ثلاث كلمات مختلفة ف 

"القطة   أو  ل"،  للمت   عودي  "أمي  أو  الكلب"،  "شاهد  يقول  ما؟ كأن  فكرة 
استخدم طفلك كلمات متكررة أو عبارات سائدة  رحلت". )لا تختر "نعم" إذا  

 مثل "باي باي"، أو "مع السلامة"، أو "ما هذا"، أو "لو سمحت".(

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
الك • من  الأقل  على  كلمتير   طفلك  يستخدم  بطريقة لهل  التالية  مات 

"؟  "، و "ملكي  صحيحة: "أنا"، و "أنت"، و "هي

 التواصلمهارات  لمجموع  ال 

ى 10 5 0 العلامة  المهارات الحركية الكبر

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم

•  
 
السلم ممسكا ل طفلك درجات  بإحدى يديك؟ )يمكن لطفلك أن   هل يت  

يمسك بدرابزين أو مقابض السلم أو أن يستند الى الجدار. يمكنك ملاحظته 
ل.(  ي ساحة الألعاب أو المت  

ي السوق أو ف 
 ف 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم

هل   • الكرة،  ركل  طفلك كيفية  ري 
ُ
ت إلى    يحاولعندما  ساقه  بتحريك  ركلها 

 على رك
 
ي تجاه الكرة؟ )إذا كان قادرا

ي هذه السن؛    ل الأمام أو بالمشر
الكرة ف 

 فاختر "نعم". 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
ل طفلك درجتير  من درجات السلم بنفسه؟ يمكن لطفلك  • هل يصعد أو يت  

 يمسك درابزين الدرج أو مقابض السأن 
 
 م أو بالحائط. ل

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
هل يجري طفلك بشكل جيد، ويتوقف بنفسه عن الجري دون أن يسقط   •

ء؟ ي
 أو يصطدم بشر

 
ليس  
 بعد

بعض  
 الأوقات 

ي نفس الوقت؟  • نعم
 كلتا قدميه عن الأرض ف 

 
 هل يقفز طفلك رافعا

 
ليس  
 بعد

بعض  
 الأوقات 

ء؟هل  • نعم ي
 يحرك طفلك ساقه إلى الأمام عند ركل الكرة دون أن يمسك بأي شر

ىلمجموع  ال   لمهارات الحركية الكبر

 المهارات الحركية الدقيقة  10 5 0 العلامة

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
ي فمه بطريقة صحيحة بحيث لا يسقط  •

هل يضع طفلك ملعقة الطعام ف 
 منها الطعام؟ 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
ي  •

هل يقلب طفلك صفحات كتاب بمفرده؟ )قد يقلب أكت  من صفحة ف 
 ذات الوقت.( 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
م أو اللف بيده؟ كأن يدير مق • ض الباب لفتحه،  بهل يقوم طفلك بحركة الت 

م مفتاح لعبته لتشغيلها، أو غطاء علبة لفتحها وإغلاقها؟   أو يت 
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ليس  
 بعد

بعض  
 الأوقات 

 نعم
هل يضغط طفلك بعض المفاتيح للتشغيل والإغلاق؟ كمفاتيح الإضاءة أو  •

 تشغيل الألعاب؟

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
ة فوق بعضها بنفسه؟ )يمكن  • هل يضع طفلك سبع ألعاب أو مكعبات صغتر

 حجمها  
 
ة، أو ألعابا .(  2.5أن تكون بكرات خيط، أو صناديق صغتر

 
 سم تقريبا

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم

الخرز   • مثل كرات  المثقوبة،  ة  الصغتر بالأشياء  الخيط  طفلك  يُدخل  هل 
ة؟ )يُسمح باستخدام أي نوع   وحبوب المعكرونة وعجلات الألعاب الصغتر

 من أنواع الخيوط، كخيط الحذاء على سبيل المثال.( 

 مهارات الحركية الدقيقةللمجموع  ال 

 المشكلات مهارات حل   10 5 0 العلامة

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم

يشاه • أن  هل  دبعد  أسفلها،  إلى  الصفحة  أعلى  من   
 
خطا ترسم  طفلك  ك 

 قلم تلوي
 
أو قلم   نيقلدك برسم خط على الصفحة بأي اتجاه كان مستخدما

  
 
؟ )اختر "ليس بعد"، إذا كان طفلك يخربش بعشوائية ذهابا رصاص أو حت 

 ).
 
 وإيابا

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
فيها   • وقعت  منها كسرة خت    ليستخرج  قارورة شفافة  يقلب طفلك    –هل 

 
 
 .( فه كي يتر  يمكنك أن؟ )-بحجم حبة الفول تقريبا

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم

يتظاهر   •   هل 
 
يرفع كوبا حقيقتها؟ كأن  غتر  على  الأشياء  باستخدام  طفلك 
 
 
 على رأسه متظاهرا

 
 أنه هاتف؟ أو أن يضع صندوقا

 
بالقرب من أذنيه متظاهرا

ة لتقليب طعامه؟  أنه قبعة؟ أو أن يستخدم لعبة صغتر

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
ي مكانها على رف   •

الألعاب ف  هل يعيد طفلك الأشياء إلى مكانها؟ كأن يضع 
ي المطبخ؟

 الألعاب، والبطانية على السرير، والأطباق ف 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
 عن   •

 
 بعيدا

 
ديه، هل يبحث عن كرشي أو صندوق  ي  متناولإذا أراد طفلك شيئا

 ).
ً
 ليصعد عليه حتر يحصل على ما يريد؟ )كلعبة موضوعة على رف مثلا

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم

ي صف مستقيم أمام طفلك، هل يقلدك    أرب  عقم برص   •
مكعبات أو سيارات ف 

ة، أو ألعاب    برصها كلها؟ )يمكنك استخدام بكرات خيوط، أو صناديق صغتر
 أخرى( 

 حل المشكلاتمجموع لمهارات  ال 

 المهارات الشخصية الاجتماعية  10 5 0 العلامة

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
ب طفلك من كوب ثم   • يعيده إلى مكانه؟ حتر وإن انسكب القليل  هل يسرر

 من السائل؟

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
أو  • بالمكنسة،  الكنس  أو  الأرض،  أفعالك كمسح  بعض  طفلك  يقلد  هل 

 الحلاقة، أو تمشيط الشعر؟ 

 
ليس  
 بعد

بعض  
 الأوقات 

 كة أو الملعقة؟و هل يأكل طفلك باستخدام الش • نعم

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
عندما يلعب طفلك بدميته، هل يتظاهر بإطعامها، وتغيتر ملابسها، أو هزها   •

 للنوم، أو وضعها على السرير، وإلخ؟

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم
الأشياء،  • حول  بعجلات(  لعبة  أي  )أو  الأطفال  بعربة  طفلك  يدور  هل 

 لا يستطيع اللف عندها؟ زاويةويرجعها إلى الوراء إذا واجه 

 
ليس  
 بعد

بعض  
 الأوقات 

 نعم

 الضمتر "أنا" أكت  من استخدامه لاسمه؟  •
 
هل يشتر طفلك لنفسه مستخدما

أن    عن 
 
ء" عوضا ي

الشر فعلت هذا  "أنا  يقول  فعل هذا  )كأن  "خالد  يقول 
ء".( ي

 الشر

 مهارات الشخصية الاجتماعيةللمجموع  ال 

 المعلومات العامة 
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؟ • نعم لا
 
 هل تعتقد أن طفك يسمع جيدا

ي نفس عمره؟  • نعم لا
 هل تعتقد أن طفلك يتكلم مثل الأطفال ف 

 هل تفهم معظم ما يقوله لك طفلك؟ • نعم لا

،   • نعم لا ي
ي نفس عمره؟ هل تعتقد أن طفلك يمشر

 ويجري، ويتسلق مثل الأطفال ف 

ي ضعف السمع، أو الصمم؟  • نعم لا
 هل لدى أي من والدي الطفل تاري    خ أسري ف 

 هل هناك ما يقلقك بخصوص نظر طفلك؟ • نعم لا

ي الأشهر الماضية؟ • نعم لا
 هل اشتك طفلك من مشكلات صحية ف 

 هل هناك ما يقلقك بخصوص سلوكيات طفلك؟ • نعم لا

 هل هناك ما يقلقك بخصوص طفلك؟ • نعم لا

   24درجات استبانة  
ً
 شهرا
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   36استبانة  
ً
 شهرا

 مهارات التواصل  10 5 0 العلامة

 
ليس 
 بعد

بعض  
 الأوقات 

 نعم 

عندما تطلب من طفلك أن يشتر إلى أنفه، أو عينيه، أو شعره، أو قدميه، أو أذنيه،   •
ها من أجزاء الجسم، هل   يستطيع طفلك الإشارة إلى سبعة أجزاء على الأقل  أو غتر

بطريقة صحيحة؟ )بإمكانه الإشارة إلى أجزاء جسمه هو، أو جسمك أنت، أو جسم 
دمية.( )اختر "بعض الأوقات" إذا استطاع طفلك الإشارة إلى ثلاثة أجزاء مختلفة  

 بنجاح.(

 
ليس 
 بعد

بعض  
 الأوقات 

 من ثلاث أو أرب  ع كلمات؟   • نعم 
ً
 هل يكوّن طفلك جملا

 
ليس 
 بعد

بعض  
 الأوقات 

 نعم 

ن تساعده بإشارة أو تلميح: "ضع الكتاب على الطاولة" و   دون أ   اطلب من طفلك •
بطريقة   منه  المطلوبة  الأوامر  طفلك  ينفذ  هل   ." الكرشي تحت  الحذاء  "ضع 

 صحيحة؟

 
ليس 
 بعد

بعض  
 الأوقات 

 نعم 

ك طفلك عما تحويه الصور من  لعند تصفحه   • كتاب يحتوي على صور، هل يخت 
أحداث؟ )على سبيل المثال: "ينبح"، أو "يجري"، أو يأكل، أو يبكي ...(؟ يمكنك أن  

ي الصورة؟
 
 تسأله ماذا يفعل الكلب أو الولد ف

 
ليس 
 بعد

بعض  
 الأوقات 

 نعم 

ك فرصة ليشاهدك تحرك سحّاب المعطف إلى الأعلى وإلى الأسفل، ثم لامنح طف •
ي  "ثم ضع السّ   قل "انظر إلى السحّاب وهو يذهب إلى الأعلى وإلى الأسفل. 

 
حاب ف

لهاطلب من طفلك أن  و   المنتصف أعد السّحاب إلى المنتصف ثم    . سفل إلى الأ   يُت  
ع مراعاة وضع مكرر هذه العملية عدة مرات    أطلب من طفلك أن يحركه إلى الأعلى. 

ي المنتصف قبل أن تطلب تحريكه. هل يحرك طفلك السحّاب إلى الأعلى  
السحاب ف 

 عندما تقول "إلى الأعلى" وإلى الأسفل عندما تقول "إلى الأسفل"؟ 

 
ليس 
 بعد

بعض  
 الأوقات 

 عندما تسأل طفلك: "ما اسمك؟" هل يجيب بذكر اسمه الأول واسم العائلة؟ • نعم 

 مجموع لمهارات التواصلال 

ى 10 5 0 العلامة  المهارات الحركية الكبر

 
ليس 
 بعد

بعض  
 الأوقات 

ء؟ • نعم  ي
 هل يحرك طفلك ساقه إلى الأمام عند ركل الكرة دون أن يمسك بأي شر

 
ليس 
 بعد

بعض  
 الأوقات 

ي نفس الوقت؟هل  • نعم 
 كلتا قدميه عن الأرض ف 

 
 يقفز طفلك رافعا

 
ليس 
 بعد

بعض  
 الأوقات 

 نعم 

 واحدة لكل درجة يصعدها؟ )بأن يضع  •
 
 قدما

 
هل يصعد طفلك سلم الدرج مستخدما

ي تليها( يمكن لطفلك أن  
اليمت  على درجة ثم يضع اليسرى على الدرجة التر قدمه 

أو بالحائط   ل من سلم الدرج. )يمكنك  يمسك بمقابض السلم  أو يت   عندما يصعد 
ل.( ي ساحة الألعاب أو المت  

ي السوق أو ف 
 ملاحظته ف 

 
ليس 
 بعد

بعض  
 الأوقات 

ء؟ • نعم  ي
 هل يقف طفلك على قدم واحدة لمدة ثانية واحدة دون أن يستند إلى شر

 
ليس 
 بعد

بعض  
 الأوقات 

 نعم 
رافعٌ ذراعه بارتفاع كتفه؟ إذا كان أثناء الوقوف، هل يرمي طفلك الكرة إلى الأمام وهو   •

 طفلك يسقط الكرة أو يرميها دون مستوى الكتف؛ فاختر "ليس بعد". 

 
ليس 
 بعد

بعض  
 الأوقات 

 نعم 
مسافة   • طفلك  يقفز  نفس   16هل  ي 

ف  الأرض  عن  قدميه   كلتا 
 
رافعا الأمام  إلى  سم 

 الوقت أثناء القفز؟

ىللمجموع ال   مهارات الحركية الكبر

 المهارات الحركية الدقيقة 10 5 0 العلامة

 
ليس 
 بعد

بعض  
 الأوقات 

 نعم 

 قلم   •
 
أسفلها مستخدما إلى  الصفحة  أعلى   من 

 
أن يشاهدك طفلك ترسم خطا بعد 

للذي رسمت. لا    
 
 مشابها

 
أن يرسم خطا اطلب منه   ، أو حت  أو قلم رصاص  تلوين 
 عامودي؟ تجعله يرسم فوق خطك. هل يستطيع طفلك رسم خط 

 
ليس 
 بعد

بعض  
 الأوقات 

 نعم 

وحبوب   • الخرز  مثل كرات  المثقوبة،  ة  الصغتر بالأشياء  الخيط  طفلك  يُدخل  هل 
أنواع  من  نوع  أي  باستخدام  )يُسمح  ة؟  الصغتر الألعاب  وعجلات  المعكرونة 

 الخيوط، كخيط الحذاء على سبيل المثال.(
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ليس 
 بعد

بعض  
 الأوقات 

 نعم 
طفلك   • يشاهدك  أن  لا  بعد  ي رسمت. 

دائرة كالتر يرسم  أن  منه  اطلب  دائرة.  ترسم 
 تجعله يرسم فوقها. هل يقلدك طفلك برسم دائرة؟ 

 
ليس 
 بعد

بعض  
 الأوقات 

 نعم 

أن   •  من يمير  الصفحة إلى يسارها، اطلب منه 
 
بعد أن يشاهدك طفلك ترسم خطا

 للذي رسمت. لا تجعله يرسم فوق خطك. هل يستطيع طفلك  
 
 مشابها

 
يرسم خطا

؟  ي
 رسم خط أفقر

 
ليس 
 بعد

بعض  
 الأوقات 

 نعم 

هل يقص طفلك ورقة باستخدام مقص الأطفال الآمن؟ لا يتوجب عليه أن يقص   •
ي المقص وهو ممسك بالورقة 

الورقة، ولكن عليه أن يحرك يده بفتح وإغلاق شفرنر
أثناء   لاحظه  المقص.  استخدام  كيفية  طفلك  ري 

ُ
ت أن  )تستطيع  الأخرى.  بيده 

 استخدامه للمقص للمحافظة على سلامته.( 

 
ليس 
 بعد

بعض  
 الأوقات 

 نعم 
هل يمسك طفلك قلم تلوين أو قلم رصاص أو حت  بير  أصابعه وإبهامه عندما يرسم   •

 كما يفعل الكبار؟

 لمهارات الحركية الدقيقةلمجموع ال 

 مهارات حل المشكلات 10 5 0 العلامة

 
ليس 
 بعد

بعض  
 الأوقات 

 نعم 
ي صف مستقيم أمام طفلك، هل  •

 
يقلدك برصها قم برص أرب  ع مكعبات أو سيارات ف

ة، أو ألعاب أخرى.(  كلها؟ )إمكانك استخدام بكرات خيوط، أو صناديق صغتر

 
ليس 
 بعد

بعض  
 الأوقات 

 نعم 
 عن متناول يديه، هل يبحث عن كرشي أو صندوق ليصعد  •

 
 بعيدا

 
إذا أراد طفلك شيئا

).
ً
 عليه حتر يحصل على ما يريد؟ )كلعبة موضوعة على رف مثلا

 
ليس 
 بعد

بعض  
 الأوقات 

 نعم 

"ما   • طفلك  وتسأل  المعطاة  الصورة  إلى  بإصبعك  تشتر  عندما 
)اختر   شابه؟  ما  أو  شخص  على  تدل  بكلمة  يجيبك  هل  هذا؟" 
"نعم" للإجابات المشابهة ل "رجل الثلج" أو "ولد" أو "رجل" أو  

 "بنت" أو "أب" أو "رجل فضاء" أو "قرد"(  
 

 
ليس 
 بعد

بعض  
 الأوقات 

 نعم 

تيب؟  • عندما تقول لطفلك: "قل سبعة، ثلاثة"، هل يُعيد عليك الرقمير  بنفس التر
رقمير    باستخدام  أخرى  مرة  تحاول  أن  )يمكنك  أخرى.  مرة  الأرقام  عليه  تكرر  لا 

". اختر "نع " إذا أعاد عليك طفلك سلسلة  م آخرين. قل لطفلك: "قل ثمانية، اثنير 
تيب الذي قيلت به.(  ، بنفس التر  واحدة مكوّنة من رقمير 

 
ليس 
 بعد

بعض  
 الأوقات 

 نعم 
اعرض على طفلك كيفية بناء جسر من المكعبات أو الصناديق أو العلب. هل يقلدك  •

 ببناء جسر مشابه؟ 

 
ليس 
 بعد

بعض  
 الأوقات 

 نعم 

عندما تقول لطفلك: "قل خمسة، ثمانية، ثلاثة"، هل يُعيد عليك الأرقام الثلاث  •
تيب؟ لا تكرر عليه الأرقام مرة أخرى.   )يمكنك أن تحاول بسلسلة أرقام بنفس التر

". اختر "نعم" إذا أعاد عليك طفلك  مختلفة. قل لطفلك: "قل ستة، تسعة، اثنير 
تيب الذي قيلت به.(  سلسلة واحدة مكوّنة من ثلاثة أرقام بنفس التر

 حل المشكلات مجموع لمهارات ال 

 المهارات الشخصية الاجتماعية  10 5 0 العلامة

 
ليس 
 بعد

بعض  
 الأوقات 

 نعم 
من   • القليل  منها  يسقط  إن كان  حتر  نفسه  ليطعم  الملعقة  طفلك  يستخدم  هل 

 الأكل؟ 

 
ليس 
 بعد

بعض  
 الأوقات 

 نعم 
هل يدور طفلك بعربة الأطفال )أو أي لعبة بعجلات( حول الأشياء، ويرجعها إلى  •

 الوراء إذا واجه زاوية لا يستطيع اللف عندها؟  

 
ليس 
 بعد

بعض  
 الأوقات 

 نعم 
ي المرآة؟"، هل يجيب   •

ي المرآة وتسأله: "من تشاهد ف 
عندما ينظر طفلك لنفسه ف 
 بذكر اسمه أو يقول "أنا"؟ 

 
ليس 
 بعد

بعض  
 الأوقات 

 هل يرتدي طفلك المعطف أو القميص بنفسه دون مساعدة؟ • نعم 

 
ليس 
 بعد

بعض  
 الأوقات 

 نعم 
بنت؟" هل يجيب  اسأل طفلك السؤال التالىي وبنفس المفردات "هل أنت ولد أو   •

 طفلك على السؤال بطريقة صحيحة؟ 

 
ليس 
 بعد

بعض  
 الأوقات 

ي اللعب حتر ينهي اللاعبون الآخرون أدوارهم؟ • نعم 
 هل ينتظر طفلك دوره ف 

 مهارات الشخصية الاجتماعيةللمجموع ال 
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 المعلومات العامة

؟   • نعم  لا
 
 هل تعتقد أن طفلك يسمع جيدا

ي نفس عمره؟ هل تعتقد أن طفلك  • نعم  لا
 
 يتكلم مثل الأطفال ف

 هل تفهم معظم ما يقوله لك طفلك؟ • نعم  لا

 هل تعتقد أن الآخرون يفهمون معظم ما يقوله طفلك؟  • نعم  لا

ي نفس عمره؟  • نعم  لا
 
، ويجري، ويتسلق مثل الأطفال ف ي

 هل تعتقد أن طفلك يمشر

ي ضعف  • نعم لا
 
 السمع، أو الصمم؟هل لدى أي من والدي الطفل تاري    خ أسري ف

 هل هناك ما يقلقك بخصوص نظر طفلك؟  • نعم لا

ي الأشهر الماضية؟  • نعم لا
 
 هل اشتك طفلك من مشكلات صحية ف

 هل هناك ما يقلقك بخصوص سلوكيات طفلك؟  • نعم لا

 هل هناك ما يقلقك بخصوص طفلك؟  • نعم لا

 

   36درجات استبانة  
ً
 شهرا
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   48استبانة  
ً
 شهرا

 مهارات التواصل  10 5 0 العلامة

 ليس بعد 
بعض  
 الأوقات 

 نعم 

هل يذكر طفلك أسماء ثلاثة أشياء على الأقل تنتمي إلى تصنيف عام؟ على سبيل  •
المثال، إذا قلت له: "اذكر لىي ثلاثة أشياء تستطيع أكلها"، فهل يُجيب بتسمية 

فلكس"؟ أو اذا قلت له:  أطعمة مثل البيض والبسكويت، ورقائق القمح "الكورن  
"البقرة   مثل  حيوانات  بتسمية  يُجيب  فهل  حيوانات،  ثلاث  أسماء  لىي  "اذكر 

 والكلب والفيل"؟ 

 ليس بعد 
بعض  
 الأوقات 

 نعم 

التالية: )اختر "بعض الأوقات" إذا  • هل يستطيع طفلك أن يجيب على الأسئلة 
 أجاب على سؤال واحد فقط.( 

شعرت   • إذا  تفعل  مثل:  "ماذا  السؤال  هذا  على  المقبولة  )الإجابات  بالجوع؟" 
 آكله، أو أتناول وجبة خفيفة(. 

 
 أحصل على طعام، آكل، أطلب شيئا

"ماذا تفعل عند الشعور بالتعب؟" )الإجابات المقبولة على هذا السؤال مثل:   •
ي أو أجلس(. 

 آخذ غفوة، أرتاح، أذهب للنوم، أستلقر

 ليس بعد 
بعض  
 الأوقات 

 نعم 

يذكر طفلك صفتير  على الأقل لوصف أشياء محسوسة ومألوفة؟ إذا قلت هل   •
أرميها.   أنا   بأن "الكرة مدورة. 

ً
رتك" هل يجيب مثلا

ُ
ي عن ك

 "حدثت 
ً
لطفلك مثلا
ة"؟  الكرة كبتر

 ليس بعد 
بعض  
 الأوقات 

 نعم 

أو   •  ، ي
الماض  أو  الجمع،  بصيغة  يستعملها  الكلمات؟ كأن  طفلك  يُصّرف  هل 

سبيل المثال، هل يستطيع طفلك أن يقول، "أرى قطتان، أو أنا  المضارع؟ على  
 ألعب الآن، أو ركلت الكرة"؟ 

 ليس بعد 
بعض  
 الأوقات 

 نعم 

هل يقوم طفلك باتباع ثلاثة أوامر مختلفة عن بعضها دون أن تساعده بالإشارة  •
المثال أو بتكرار الأوامر عليه؟ اعطه ثلاثة أوامر قبل أن يبدأ بتنفيذها. على سبيل  

ي القلم،  
يمكنك أن تقول " صفق بيديك، وامش إلى الباب، واجلس" أو "أعطت 

 وافتح الكتاب، وقِف على قدميك". 

 ليس بعد 
بعض  
 الأوقات 

 نعم 

"ال"   • مثل  جملة صحيحة،  لتكوين  اللازمة  الكلمات  طفلك كل  يستخدم  هل 
ي تتناسب مع الأفعال؟ كأن يقول "سأذهب إلى الحديقة"  

التعريف، و الضمائر التر
"؟ 
 
 معنا أيضا

 
ي أنت

 أو أن يسأل: " هل هناك دمية لألعب بها؟" أو "هل ستأنر

 مهارات التواصللمجموع ال 

ى 10 5 0 العلامة  المهارات الحركية الكبر

 ليس بعد 
بعض  
 الأوقات 

 نعم 
بد أن تقف على مسافة   • ة بكلتا يديه؟ لا  م من    1.5هل يلتقط طفلك كرة كبتر

 معه مرتير  أو ثلاث مرات قبل الإجابة على هذا السؤال. طفلك وتحاول 

 ليس بعد 
بعض  
 الأوقات 

 نعم 
لق منها إلى الأسفل دون المساعدة من   • هل يصعد طفلك سلم درج الزحليقة ويت  

 أحد؟

 ليس بعد 
بعض  
 الأوقات 

 نعم 

الأمام  • إلى  بارتفاع كتفه  ذراعه  رافعٌ  وهو  الكرة  طفلك  يرمي  الوقوف، هل  أثناء 
ين؟ )إذا كان طفلك يسقط الكرة أو   باتجاه الشخص الذي يبعد عنه مسافة متر

 يرميها دون مستوى الكتف؛ فاختر "ليس بعد".( 

 ليس بعد 
بعض  
 الأوقات 

 نعم 
مرة واحدة   –سواء اليمت  أو اليسرى    –هل يستطيع طفلك القفز على قدم واحدة   •

 على الأقل دون أن يقع أو يفقد توازنه؟

 ليس بعد 
بعض  
 الأوقات 

؟  50هل يقفز طفلك للأمام مسافة  • نعم 
 
 كلتا قدميه معا

 
 سم رافعا

 ليس بعد 
بعض  
 الأوقات 

 نعم 

ء لمدة  • ي
ثوان  من غتر أن   5هل يقف طفلك على قدم واحدة دون الاستناد إلى شر

قبل   ثلاث  أو  محاولتير   طفلك  امنح  للأسفل؟  قدمه  يعيد  أن  أو  توازنه  يختل 
 السؤال. الإجابة عن 

ىللمجموع ال   مهارات الحركية الكبر

 المهارات الحركية الدقيقة 10 5 0 العلامة

 ليس بعد 
بعض  
 الأوقات 

 نعم 

مختلفة   • أجزاء  ستة  إلى  وقصها  مجلة  من  تحتل صفحة كاملة  استخدم صورة 
هل   قطع.  سبع  إلى  خمس  من  مكوّنة  أحجية  استخدام  يمكنك  أو  الأشكال، 

 القطع بشكل صحيح؟ )يمكنه المحاولة لعدة مرات(يستطيع طفلك تجميع 
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 ليس بعد 
بعض  
 الأوقات 

 نعم 

بقص   • نصفير   إلى  الورقة  طفلك  يقص  هل  الآمن،  الأطفال  مقص  باستخدام 
ي المق

 شفرنر
 
 ومغلقا

 
؟ )لاحظه أثناء استخدامه صمستقيم أو شبه مستقيم، فاتحا
 للمقص للمحافظة على سلامته( 

 ليس بعد 
بعض  
 الأوقات 

 نعم 

•   
 
ة مستخدما هل يستطيع طفلك نسخ الأشكال الموجودة بالأسفل على ورقة كبتر

أو قلم رصاص أو حت  دون أن   قلم تلوين 
طفلك  رسم  يكون  أن  )يجب  يتتبعها؟ 
السماح  مع  المعطاة  للأشكال   

 
مشابها

  باختلاف الحجم.(

 ليس بعد 
بعض  
 الأوقات 

 نعم 
أو ملابس   • أزرار ملابسه  ؟ )ممكن أن تكون  أو أكت  هل يستطيع طفلك فتح زر 

 لعبته.( 

 ليس بعد 
بعض  
 الأوقات 

 نعم 

هل يرسم طفلك صور أشخاص تحتوي على ثلاثة من أعضاء الجسم على الأقل:   •
والذراعير   والجذع  والشعر  والرقبة  والأنف  والفم  والعينير   واليدين،   ،كالرأس 

، والقدم؟   والساقير 

 ليس بعد 
بعض  
 الأوقات 

 نعم 

ي كتب التلوين أو ضمن حدود هل   •
 
يلوّن طفلك ضمن حدود الرسمات الموجودة ف

سم؟ )يجب على طفلك ألا يخرج بتلوينه عن حدود   5دائرة ترسمها له قطرها  
 سم.( 1الرسمة بمقدار لا يتجاوز 

 مهارات الحركية الدقيقةللمجموع ال 

 مهارات حل المشكلات 10 5 0 العلامة

 ليس بعد 
بعض  
 الأوقات 

 نعم 

عندما تقول لطفلك: "قل خمسة، ثمانية، ثلاثة"، هل يُعيد عليك الأرقام الثلاث   •
تيب؟ لا تكرر عليه الأرقام مرة أخرى. )يمكنك أن تحاول بسلسة أرقام   بنفس التر
". اختر "نعم" إذا أعاد عليك طفلك   مختلفة. قل لطفلك: "قل ستة، تسعة، اثنير 

تيب الذي قيلت به.(سلسلة واحدة مكونة من   ثلاثة أرقام بنفس التر

 ليس بعد 
بعض  
 الأوقات 

 نعم 

عندما تسأل طفلك "أي دائرة هي الصغرى؟"، هل   •
 يشتر إلى الدائرة الصغرى.( 

 ليس بعد 
بعض  
 الأوقات 

 نعم 

ي   •
" و "ف  الكلمات "تحت"، "بير  استخدام  أوامر مختلفة  يتبع طفلك ثلاثة  هل 

تساعده   أن  دون  "تحت  الوسط"،  الحذاء  يضع  أن   
ً
مثلا منه  اطلب  بالإشارة؟ 

وسط  ي 
"ف  الكتاب  ويضع   " الكراشي "بير   الكرة  يضع  أن  اطلبه  ثم  الكنبة". 

 الطاولة". 

 ليس بعد 
بعض  
 الأوقات 

 نعم 

ء؟" هل يُسمي   • ي
ري طفلك أشياء محسوسة وتسأله، "ما لون هذا الشر

ُ
عندما ت

والأزرق،   كالأحمر،  مختلفة:  ألوان  والأسود،  خمسة   ، تقالىي والت  والأصفر، 
 ألوان صحيحة.(  5والأبيض، والوردي؟ )اختر "نعم" إذا استطاع طفلك تسمية 

 ليس بعد 
بعض  
 الأوقات 

 نعم 

 مختلفة أو يتقمص شخصيات خيالية؟ على سبيل المثال:  •
 
هل يمثل طفلك أدوارا

أخت، أو س أو إكسسوارات ليقلد شخصية أب، أو أم، أو أخ، أو  بقد يرتدي ملا
 .  رمز خيالىي

 حيوان، أو حتر

 ليس بعد 
بعض  
 الأوقات 

 نعم 
تيب: واحد، اثنان،   • إذا وضعت خمسة أشياء أمام طفلك، هل يستطيع عدها بالتر

 ثلاثة، أربعة، خمسة؟ )اطلب منه أن يعدها دون أن تساعده.(

 لمهارات حل المشكلات مجموع ال 

 الاجتماعية المهارات الشخصية  10 5 0 العلامة

 ليس بعد 
بعض  
 الأوقات 

 نعم 

 ملعقة أو   •
 
رف طعامه من إناء لآخر مستخدما

 
هل يقوم طفلك بخدمة نفسه بغ

ة ليسكب المرق   معلقة كبتر
ً
ها من أدوات الطعام؟ هل يستخدم طفلك مثلا غتر

 من علبة إلى إناء؟

 ليس بعد 
بعض  
 الأوقات 

 نعم 

التالية: الرجاء وضع علامة على السؤال هل يجيب طفلك على أربعة من الأسئلة   •
 المجاب عليه من قبل الطفل: 

 الاسم الأول للطفل.  ­
 العمر.  ­
ي يسكنها.  ­

 المدينة التر
 اسم العائلة.  ­
­  .  الجنس ذكر أو أنت 
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 رقم الهاتف.  ­

 ليس بعد 
بعض  
 الأوقات 

 نعم 
 هل يغسل طفلك يديه الماء والصابون ثم يجففها بالمنشفة دون مساعدة؟  •

 ليس بعد 
بعض  
 الأوقات 

 نعم 

ي اللعب؟ يجب ألا تتضمن   •
 
هل يذكر طفلك اسم اثنير  أو أكت  من أسماء زملائه ف

اح أسماء زملاء   هذه القائمة أسماء إخوته وأخواته. )اسأله دون أن تساعده باقتر
 يلعب معهم.(

 ليس بعد 
بعض  
 الأوقات 

 نعم 

الفرشاة ثم التفريش دون هل يفرّش طفلك أسنانه بوضع معجون الأسنان على   •
مساعدة؟ )ربما تود أن تتأكد من نظافة أسنان طفلك وعمّا كانت بحاجة لإعادة 

 التفريش.(

 ليس بعد 
بعض  
 الأوقات 

 نعم 
أو يخلعها بنفسه دون الحاجة للمساعدة؟ )ما عدا   • هل يرتدي طفلك ملابسه 

 عندما يغلق السحاب والأزرار.(

 الشخصية الاجتماعيةمهارات للمجموع ال 

 المعلومات العامة

؟   • نعم  لا
 
 هل تعتقد أن طفلك يسمع جيدا

ي نفس عمره؟  • نعم  لا
 
 هل تعتقد أن طفلك يتكلم مثل الأطفال ف

 هل تفهم معظم ما يقوله لك طفلك؟ • نعم  لا

 هل تعتقد أن الآخرون يفهمون معظم ما يقوله طفلك؟  • نعم  لا

ي نفس عمره؟ هل تعتقد أن طفلك  • نعم  لا
، ويجري، ويتسلق مثل الأطفال ف  ي

 يمشر

ي ضعف السمع، أو الصمم؟ • نعم لا
 هل لدى أي من والدي الطفل تاري    خ أسري ف 

 هل هناك ما يقلقك بخصوص نظر طفلك؟  • نعم لا

ي الأشهر الماضية؟  • نعم لا
 هل اشتك طفلك من مشكلات صحية ف 

 طفلك؟ هل هناك ما يقلقك بخصوص سلوكيات  • نعم لا

 طفلك؟  بخصوصهل هناك ما يقلقك  • نعم لا

   48درجات استبانة  
ً
 شهرا

 

 

 

 

 

 

 



137 

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

 

 

   60استبانة  
ً
 شهرا

 مهارات التواصل  10 5 0 العلامة

 ليس بعد 
بعض  
 الأوقات 

 نعم 

هل يقوم طفلك باتباع ثلاثة أوامر مختلفة عن بعضها دون أن تساعده بالإشارة أو  •
المثال بتكرار الأوامر عليه؟ اعطه   يبدأ بتنفيذها. على سبيل  أن  أوامر قبل  ثلاثة 

القلم،  ي 
أو "أعطت  الباب، واجلس"  إلى  بيديك، وامش  أن تقول: "صفق  يمكنك 

 وافتح الكتاب، وقِف على قدميك". 

 ليس بعد 
بعض  
 الأوقات 

 نعم 
 تحتوي على أرب  ع أو خمس كلمات؟ هل يقول طفلك  •

ً
هل يستخدم طفلك جُملا

 السيارة الحمراء"؟ مثلا "أنا أريد 

 ليس بعد 
بعض  
 الأوقات 

 نعم 

؟ كأن يقول   • ي
ي عندما يتحدث عن الماض 

هل يستخدم طفلك صيغة الفعل الماض 
 "كيف ذهبتما إلى السوق؟" )ذهبنا  

ً
"مشيت، قفزت، لعبت"؟ اسأل طفلك مثلا

ل صديقك؟" )لعبنا(   ي مت  
 
( "ماذا فعلت ف

 
 مشيا

 ليس بعد 
بعض  
 الأوقات 

 نعم 

أو   • "أقصر"،  أو  "أثقل"،  مثل  الأشياء  بير   المقارنة  صيغة  طفلك  يستخدم  هل 
 "أقوى". 

­  ." ة، ولكن الحافلة ..." "أكت  ه بعض الأسئلة لطفلك، مثل: "السيارة كبتر  وجِّ
 ولكن الرجل ... "أثقل".  ،القطة ثقيلة ­
 ولكن الكتاب ... "أصغر"  ،التلفزيون صغتر  ­

 ليس بعد 
بعض  
 الأوقات 

 نعم 

"بعض   • )اختر  التالية:  الأسئلة  يجيب على  أن  طفلك  يستطيع  إذا هل  الأوقات" 
 أجاب على سؤال واحد فقط.( 

المقبول ­ )الإجابات  بالجوع؟"  إذا شعرت  السؤال مثل:    ة"ماذا تفعل  على هذا 
 آكله، أو أتناول وجبة خفيفة(. 

 
 أحصل على طعام، آكل، أطلب شيئا

"ماذا تفعل عند الشعور بالتعب؟" )الإجابات المقبولة على هذا السؤال مثل:   ­
ي أو أجلس(. 

 آخذ غفوة، أرتاح، أذهب للنوم، أستلقر

 ليس بعد 
بعض  
 الأوقات 

 نعم 

ي أسفل السؤال عند سماعها دون أي   •
هل يُعيد طفلك ترديد العبارات المكتوبة ف 

 أخطاء؟ 
. تستطيع تكرار الجملة   اقرأ العبارات المكتوبة أسفل السؤال لطفلك على التوالىي
العبارتير  المكتوبتير  دون أخطاء،   أعاد طفلك   "نعم" إذا 

عليه مرة واحدة. اختر
 واختر "بعض الأوقات" إذا كرر عبارة واحدة من دون أخطاء.  

ئ ليلى حذائها لتبحث عنه سارة.  ­  تخت 
 الأزرق تحت سريره. يقرأ عمر الكتاب  ­

 مهارات التواصللمجموع ال 

ى 10 5 0 العلامة  المهارات الحركية الكت 

 ليس بعد 
بعض  
 الأوقات 

 نعم 
أثناء الوقوف، هل يرمي طفلك الكرة وهو رافعٌ ذراعه بارتفاع كتفه إلى الأمام باتجاه  •

ين؟ )إذا كان طفلك يسقط الكرة أو   يرميها دون  الشخص الذي يبعد عنه مسافة متر
 مستوى الكتف؛ فاختر "ليس بعد".( 

 ليس بعد 
بعض  
 الأوقات 

 نعم 
مسافة   • تقف على  أن  بد  لا  يديه؟  بكلتا  ة  طفلك كرة كبتر يلتقط  من   1.5هل  م 

 طفلك وتحاول معه مرتير  أو ثلاث مرات قبل الإجابة على هذا السؤال. 

 ليس بعد 
بعض  
 الأوقات 

 نعم 
ء لمدة   • ي

ثوان  من غتر أن    5هل يقف طفلك على قدم واحدة دون الاستناد إلى شر
يختل توازنه أو أن يعيد قدمه للأسفل؟ امنح طفلك محاولتير  أو ثلاث قبل الإجابة 

 عن السؤال. 

 ليس بعد 
بعض  
 الأوقات 

 نعم 
ي طفلك على أطراف أصابعه مسافة  •

م؟ )مسافة تقارب طول سيارة  4.5هل يمشر
ري طفلك كيف يفعل ذلك( 

ُ
ة( )يمكنك أن ت  كبتر

 ليس بعد 
بعض  
 الأوقات 

 نعم 
ل قدمه الأخرى   • ين دون أن يت   هل يقفز طفلك بقدم واحدة إلى الأمام متر إلى متر

 إلى الأرض؟ امنح طفلك محاولتير  للقفز على كل قدم على حدة. 

 الأخرى()اختر "بعض الأوقات" إذا كان طفلك يقفز بقدم واحدة دون استخدام  •

 ليس بعد 
بعض  
 الأوقات 

 نعم 
 كلتا قدميه بالتناوب   •

 
مرة اليمت  ومرة اليسرى؟ )امنح   –هل يقفز طفلك مستخدما

 طفلك الفرصة ليشاهدك تقوم بذلك( 

ىللمجموع ال   مهارات الحركية الكبر
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 المهارات الحركية الدقيقة 10 5 0 العلامة

 ليس بعد 
بعض  
 الأوقات 

 نعم 
أن يرسم فوق الخط المرسوم باستخدام قلم رصاص. هل يتتبع  اطلب من طفلك   •

؟ )اختر "بعض الأوقات" إذا انحرف    من مرتير 
طفلك الخط دون انحراف عنه أكت 
 ―――――――――――――――   طفلك عن الخط ثلاث مرات.(

 ليس بعد 
بعض  
 الأوقات 

 نعم 

 على ورقة فارغة. لك أن تطلب منه أن يرسم   •
 
اطلب من طفلك أن يرسم شخصا

؛ فاختر   برأس وجسم وذراعير  وساقير 
 
صورة لبنت أو ولد. إذا رسم طفلك شخصا

أو  وذراعير   وجسم  )رأس  فقط  أعضاء  بثلاثة   
 
شخصا طفلك  رسم  إذا  "نعم". 

 بعضوين أو 
 
( فاختر "بعض الأوقات". إذا رسم طفلك شخصا أقل )رأس، أو  ساقير 

( فاختر "ليس بعد".  ، أو ساقير   جسم، أو ذراعير 

 ليس بعد 
بعض  
 الأوقات 

 نعم 
 مقص الأطفال الآمن، هل يستطيع طفلك  •

 
 على امتداد ورقة. مستخدما

 
ارسم خطا

ي 
ي خط مستقيم أو شبه مستقيم، بفتح وإغلاق شفرنر

 
قص الورقة إلى قطعتير  ف

 للمقص للمحافظة على سلامته.(المقص؟ )لاحظه أثناء استخدامه 

 ليس بعد 
بعض  
 الأوقات 

 نعم 

هل يستطيع طفلك نسخ الأشكال الموجودة بالأسفل دون أن يتتبعها؟ )يجب أن   •
المعطاة   للأشكال 

 
الرسم مشابها يكون 

اختر  الأحجام.  باختلاف  السماح  مع 
الأشكال   طفلك  نسخ  إذا  "نعم" 

.( الثلاث، واختر "بعض الأوقات" إذا نسخ   اثنير 

 ليس بعد 
بعض  
 الأوقات 

 نعم 

هل يستطيع طفلك نسخ الأحرف )أ، ب، د، ر، ل( دون أن يتتبعها؟ قم بتغطية   •
جميع الأحرف ما عدا الحرف الذي يقوم طفلك بنسخه. )اختر "نعم" إذا نسخ  

تستطيع   أحرف  أربعة  طفلك 
إذا   الأوقات"  "بعض  اختر  قراءتها. 

ثلاثة   أو  اثنير   طفلك  أحرف  نسخ 
 تستطيع قراءتها.( 

 ليس بعد 
بعض  
 الأوقات 

 نعم 
الأحرف  • تكون  قد  اسمه؟  أحرف  نسخ  طفلك  يستطيع  طفلك. هل  اسم  اكتب 

تيب معكوس. )اختر "بعض الأوقات" إذا استطاع طفلك   مقلوبة أو بخط كبتر أو بتر
 إعادة كتابة نصف أحرف اسمه( 

 مهارات الحركية الدقيقةللمجموع ال 

 مهارات حل المشكلات 10 5 0 العلامة

 ليس بعد 
بعض  
 الأوقات 

 نعم 

الصغرى؟"،   • دائرة هي  "أي  طفلك  تسأل  عندما 
هل يشتر إلى الدائرة الصغرى؟ )اسأله هذا السؤال 
دون أن تساعده بالإشارة بالإصبع، أو بالتلميح، أو  

 بالنظر للدائرة الصغرى.( 

 ليس بعد 
بعض  
 الأوقات 

 نعم 
يُسمي   • هل  ء؟"  ي

الشر هذا  لون  "ما  وتسأله،  أشياء محسوسة  طفلك  ري 
ُ
ت عندما 

، والأسود، والأبيض،  تقالىي خمسة ألون مختلفة: كالأحمر، والأزرق، والأصفر، والت 
 ألوان صحيحة.( 5والوردي؟ )اختر "نعم" إذا استطاع طفلك تسمية 

 ليس بعد 
بعض  
 الأوقات 

 نعم 
، واختر "بعض  15دون أخطاء؟ اختر "نعم" إذا عد إلى    15هل يعد طفلك إلى الرقم   •

 دون أخطاء.  12الأوقات" إذا عد إلى 

 ليس بعد 
بعض  
 الأوقات 

 نعم 

للكلمات   • المضادة  الكلمات  باستخدام  التالية  الجمل  طفلك  يستكمل  هل 
 المطبوعة بخط مائل. 

 مثال: "الحجر صلب والوسادة ناعمة".  ­
ة والفأر ___  ­  البقرة كبتر
 الثلج بارد والنار ___  ­
ي ___  ­

ي الليل ونشاهد الشمس ف 
 نشاهد النجوم ف 

 عندما أرمي الكرة إلى الأعلى ترجع إلى ___  ­
إكمال   ­ طفلك  استطاع  إذا  "نعم"  إذا   3اختر  الأوقات"  "بعض  واختر  جمل، 

 .  استطاع طفلك إكمال جملتير 

 ليس بعد 
بعض  
 الأوقات 

 نعم 
(؟ )اختر "نعم" إذا سمّ الأرقام الثلاثة. 3     1     2طفلك الأرقام التالية )هل يعرف   •

 اختر "بعض الأوقات" إذا سمّ رقمير  منها فقط.(
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 ليس بعد 
بعض  
 الأوقات 

 نعم 

واسأله: "بأي صوت تبدأ   -الواحدة تلو الأخرى-اعرض الصور التالية على طفلك   •
صور بشكل صحيح. اختر   4-3هذه الصورة؟" اختر "نعم" إذا أجاب طفلك على  

إذا   الأوقات"  "بعض 
على   واختر   2أجاب 

أجاب  إذا  بعد"  "ليس 
=  ).  0أو    1على   ب 

 باب، س = سلحفاة، ف = فراشة، ر = ريشة(

 لمهارات حل المشكلات مجموع ال 

 المهارات الشخصية الاجتماعية  10 5 0 العلامة

 ليس بعد 
بعض  
 الأوقات 

 نعم 
أو  •  معلقة 

 
إناء لآخر مستخدما رف طعامه من 

 
بغ هل يقوم طفلك بخدمة نفسه 

ة ليسكب المرق   معلقة كبتر
ً
ها من أدوات الطعام؟ هل يستخدم طفلك مثلا غتر

 من علبة إلى إناء؟

 ليس بعد 
بعض  
 الأوقات 

 نعم 
دون   • بالمنشفة  يجففها  ثم  والصابون  بالماء  ووجهه  يديه  طفلك  يغسل  هل 

 مساعدة؟ 

 ليس بعد 
بعض  
 الأوقات 

 نعم 

هل يجيب طفلك على أربعة من الأسئلة التالية: الرجاء وضع علامة على السؤال   •
 المجاب عليه من قبل الطفل: 

 الاسم الأول للطفل   ­
 العمر ­
ي يسكنها   ­

 المدينة التر
 اسم العائلة ­
 الجنس ذكر أو أنت    ­
 رقم الهاتف ­

 ليس بعد 
بعض  
 الأوقات 

 نعم 
هل يرتدي طفلك ملابسه ويخلعها بنفسه؟ هل يغلق أزرار الملابس المتوسطة  •

؟  الحجم ويرفع السحاب الأمامي

 ليس بعد 
بعض  
 الأوقات 

 نعم 
الحاجة دون   • المرحاض لقضاء  إلى  هل يستخدم طفلك  المساعدة؟ كأن يذهب 

دورة المياه ويجلس على المرحاض ثم ينظف نفسه ويضغط زر تصريف المرحاض  
 لتنظيفه؟ اختر "نعم" حتر إذا كان طفلك يقوم بالخطوات بعد أن تذكره أنت بها. 

 ليس بعد 
بعض  
 الأوقات 

 وألعابه؟هل يتبادل طفلك أدوار اللعب مع الآخرين ويشاركهم أشياءه  • نعم 

 مهارات الشخصية الاجتماعيةللمجموع ال 

 المعلومات العامة

؟    تعتقد هل  • نعم  لا
 
 أن طفلك يسمع جيدا

ي نفس عمره؟  • نعم  لا
 هل تعتقد أن طفلك يتكلم مثل الأطفال ف 

 هل تفهم معظم ما يقوله لك طفلك؟ • نعم  لا

 طفلك؟هل تعتقد أن الآخرين يفهمون معظم ما يقوله  • نعم  لا

ي نفس عمره؟  • نعم  لا
، ويجري، ويتسلق مثل الأطفال ف  ي

 هل تعتقد أن طفلك يمشر

ي ضعف السمع، أو الصمم؟ • نعم لا
 هل لدى أي من والدي الطفل تاري    خ أسري ف 

 هل هناك ما يقلقك بخصوص نظر طفلك؟  • نعم لا

ي الأشهر الماضية؟  • نعم لا
 هل اشتك طفلك من مشكلات صحية ف 

 هناك ما يقلقك بخصوص سلوكيات طفلك؟ هل  • نعم لا

 هل هناك ما يقلقك بخصوص طفلك؟  • نعم لا
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   60درجات استبانة  
ً
 شهرا

 

  



141 

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

 

 

ANNEX III: SCREENING & MANAGEMENT OF ANEMIA  

FOR CHILDREN UNDER 5 - CLINICAL PATHWAY 

 



142 

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

 

 

ANNEX IV: ANAPHYLAXIS MANAGEMENT. 

ANNEX IV.I: ANAPHYLAXIS MANAGEMENT PATHWAY.23 

 

 

 

23 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 

Drugs in anaphylaxis 

Dosage by age 

Less than 6 

months 

6 months to 6 

years 
6-12 years More than 12 years 

Adrenaline IM  

Pre-hospital 

practitioners 

150 micrograms 

(0.15ml of 1:1000) 

300 micrograms (0.3 

ml of 1:1000) 

500 micrograms (0.5 

ml of 1:1000) 

Adrenaline IM 

in-hospital practitioners 

10 micrograms / kg 

0.1 ml/kg of 1:10,000 (infants and young children) OR 

0.01 ml/kg of 1:1000 (older children)25 

Adrenaline IV Titrate 1 microgram / kg26 

Crystalloid 20 ml / kg 

Hydrocortisone 

(IM or slow IV) 
25 mg 50 mg 100 mg 200 mg 

 

 

24 Australia, A. P. L. S. (n.d.). Algorithms: Anaphylaxis. Algorithms | Anaphylaxis. Retrieved March 13, 2023, from https://www.apls.org.au/algorithm-anaphylaxis 
25 The strength of IM adrenaline is not intended to be prescriptive, 1 :1000 or 1:10,000 could be used depending on what is practicable. The problem with sticking solely to 

1:1000 is that when used in infants and small children, you are then drawing up very small volumes. 
26 1 microgram / kg given over 1 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 1 mcg/kg/ml. 
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ANNEX V: CARDIOPULMONARY 

RESUSCITATION (CPR) PROCEDURE 

ANNEX V.1: SUMMARY OF HIGH-QUALITY CPR 

COMPONENTS27 

Component 
Infants (age less than 1 

year excluding new-born) 

Children (age 1 year to 

puberty) 

Scene safety Make sure the environment is safe for rescuer and victim 

Assessment and 

activation 

Check for responsiveness. 

Shout for help. 

Check breathing. 

Check pulse. 

(Breathing and pulse check can be performed simultaneously 

within less than 10 seconds). 

Compression-

Ventilation Ratio 

Without Advanced 

Airway 

1 rescuer → 30:2 

 

2 rescuers → 15:2 

Compression-

Ventilation Ratio 

with Advanced 

Airway 

Continuous compression at a rate of 100-120/min. 

Give 1 breath every 6 seconds (10 breath/min). 

Compression 

Rate 
100-120/min 

Compression 

Depth 

At least one third AP 

(anteroposterior) diameter of 

chest 

About 4 cm. 

At least one third AP 

(anteroposterior) diameter of 

chest 

About 5 cm. 

Hand Placement 

1 rescuer 

2 fingers in the center of the 

chest, just below the nipple 

line. 

2 rescuers 

2 thumbs -encircling hands in 

the center of the chest, just 

below the nipple line. 

2 hands or one hand (optional 

for very small child) on the 

lower half of the breastbone  
(sternum). 

Chest Recoil Allow full recoil o chest after each compression. 

  

 

 

27 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/16028126/Summary-of-High-Quality-CPR-Components-for-BLS-Providers/ 
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ANNEX V.I1: PEDIATRIC BASIC LIFE SUPPORT FOR HEALTH 

CARE PROVIDERS – SINGLE RESCUER28. 

 

  

 

 

28 Part 4: Pediatric basic and advanced life support: 2020 ... - circulation. (n.d.). Retrieved March 13, 2023, from 

https://www.ahajournals.org/doi/10.1161/CIR.0000000000000901 
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ANNEX V.III: PEDIATRIC BASIC LIFE SUPPORT FOR HEALTH 

CARE PROVIDERS – 2 OR MORE RESCUERS29. 

 

  

 

 

29 Part 4: Pediatric basic and advanced life support: 2020 ... - circulation. (n.d.). Retrieved March 13, 2023, from 

https://www.ahajournals.org/doi/10.1161/CIR.0000000000000901 
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ANNEX VI: IMPORTANT ASPECTS OF THE PHYSICAL 
EXAMINATION IN A CHILD WITH 

SUSPECTED PNEUMONIA 

Physical examination 

feature 
Possible significance 

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 

Tachypnea31 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 

distress 

Respiratory distress is more specific than fever or cough for lower 

respiratory infection 

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 

  

 

 

30 For young infants: Ability to attend to the environment, feed, vocalize, and be consoled. 
31  World Health Organization definitions of tachypnea according to age are as follows: <2 months: >60 

breaths/min; 2 to 12 months: >50 breaths/min; 1 to 5 years: >40 breaths/min; ≥5 years: >20 breaths/min. 
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ANNEX VII: 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) 

1. 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. 

5. 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. 

7. Lubricate tip of the tube using water. 

8. Insert tip of tube into nostril and slide backwards along the floor of the nose. 

9. 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. 

11. 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.  

 

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. 

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. 

DO NOT flush tube or lubricate guidewires / stylets before gastric placement is confirmed. 
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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.  

 

 

 

 

 

 

 

 

 

  

Figure 16: Nasogastric tube insertion 
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ANNEX VIII: PLAN C TREATMENT  

ANNEX VIII.C-1: IF YOU CAN GIVE INTRAVENOUS (IV) 

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 1 - 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: 

• 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: 

Age First, give 20 ml Then give 

Infants 

(under 12 months) 20 minutes* 5 hours 

Children 

(12 months up to 5 

years) 

20 minutes* 2 1/2 hours 

* Repeat twice if the radial pulse is still very weak or not detectable. 

• Reassess the child every 1-2 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. 



152 

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

 

 

ANNEX VIII.C-2: IF IV TREATMENT IS AVAILABLE NEARBY 

You are not able to provide IV treatment at your clinic. However, IV 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 VIII.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 1-2 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. 

● 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 1-2 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. 

● 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 IX: IMNCI PROGRAM  TOOLS “ASSESSMENT 
SHEETS” 

ANNEX IX.1: 0-2 MONTHS ASSESSMENT SHEET 
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ANNEX IX.I1: 2-59 MONTHS ASSESSMENT SHEET 
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