[bookmark: _Toc365013554][image: ]Session: Malaria Case Management and Care Seeking
Session Rationale 
Clinical outcomes for individuals with malaria are substantially improved by prompt treatment. For this to happen, there needs to be an adequate availability of testing and treatment commodities, health workers trained to administer care, and individuals willing to promptly seek that care. Volunteers have an important role to play in building human capacity within the health system as well as encouraging prompt care seeking. Volunteers can support flagship projects like prise-en-charge a domicile (PECADOM+), a massive test and treat campaign,[footnoteRef:1] that substantially increase the number of malarial individuals receiving prompt care. [1:  Prise-en-charge à domicile (PECADOM+) is a massive test and treat campaign focusing on identifying malaria symptoms, testing suspected cases, and offering artemisinin combination therapy (ACT) to the confirmed cases—all at zero cost to those infected. The program was piloted in three communities in the Kolda region of Senegal and was subsequently revamped and expanded in 2013 and again in 2014 to include lessons learned and greater community involvement. (http://stompoutmalaria.org/boot-camp-12-pecadom-session-recap/ )] 

[image: ][image: ]Time 2 hours 35 min–4 hours, 5 min  Audience Peace Corps Volunteers in PST or IST
Session Terminal Learning Objective	
After learning about care-seeking behavior for malaria, participants will identify culturally appropriate, sustainable methods to increase care-seeking behavior for malaria which address the assessed determinants.
Session Knowledge, Skills, and Attitudes (KSAs)
Participants will practice coaching/mentoring a community health worker (CHW), providing home-based testing and care for uncomplicated malaria in accordance with national protocols. (S)
Participants will practice explaining to community members the concept of “resistance” and why it is important to seek treatment early and take the full drug regimen as prescribed by a health professional. (S, K)
Participants will develop an action plan for implementing proactive community treatment in their communities that is sensitive to community barriers and attitudes. (S, A)
Prerequisites 	
Intro to Malaria Prevention
Intro to Behavior Change

Sector:		Health
Competency:		Foster Improved Maternal, Neonatal, and Child Health
Training Package:	 	Malaria
Version:		May-2015
Trainer Expertise:		Familiarity with the national protocols for malaria diagnosis and treatment.
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Session: Case Management and Care Seeking
Date: [posts add date]
Time: [posts add xx minutes]
Trainer(s): [posts add names]
Trainer Preparation
Read the entire session plan and all associated materials to prepare yourself beforehand.
Post adaptation: For the Motivation 1 section, Steps 2 and 5: Please add country-specific malaria statistics and examples of in-country Volunteer work in case management and/or rapid response. If possible, have the Volunteers themselves briefly present their work. 
Post adaptation: For the Information 1 section, Step 7: Prepare notes to present your country’s treatment protocol for community health workers. 
Post adaptation: For the Information 2 section, Step 2: Update to include both your country’s drug administration protocol and any pilot or research projects that are ongoing.
For the Information 3/Practice 2 section (optional): 
· It may be helpful to include this optional section if your country uses an SMS-based reporting system.
· Plan for the time you have available: Determine if you have the time available to include these optional, 90-minute SMS information and practice activities for Volunteers who will be training community health workers on SMS. 
· If you decide to include this optional section, complete the following tasks several weeks in advance:
· Invite and confirm the attendance of an outside presenter to lead this training module. The speaker should be skilled in the locally used, SMS-based reporting systems. 
· Share with the invited speaker the main talking points that should definitely be covered in their presentation (e.g., technical requirements of the platform—Java-based phones, Android, etc.; techniques for training undereducated CHWs; and common points of confusion for CHWs).
· Ask the invited speaker to keep his or her information and practice activities to the allotted time. In general, the presentation should last between 60 and 80 minutes, followed by a 10-minute application, but you can specify a more exact time allotment. Encourage the speaker to give an interactive presentation that provides the opportunity for participants to practice putting what they learn (the associated knowledge, skills, and attitudes) to work.
· Also plan for a 10-minute break for participants at some point during the resulting four-hour session. A break could be inserted just before the optional section (one hour into the session) or just after (two or two and a half hours into the session).
Review your country’s national protocol for CHW testing and treatment of simple malaria and align this session’s language as needed.
Print one copy per participant of Handout 1: Steps to Administer a Rapid Test (Practice 1 section) and Handout 2: PECADOM+ Fact Sheet (separate file, Information 4 section).
Preparation of Trainer Materials:
· Practice using the Trainer Material 1: PowerPoint with the laptop, projector, and screen or wall you have available to ensure it will work well the day of the session.
· Rewrite each of the two slides in Trainer Material 2 onto their own flip chart and post them in the room for use in the Application 1 section.
· Practice using Trainer Material 3: Intro to PECADOM+ Video with the laptop, projector, Internet, and screen you have available. Load the video well in advance of the start of the session to avoid delays in playtime during the session. If you have a weak or no Internet connection for this session, prepare instead to read the video summary, also provided in Trainer Material 3.
Several days before the session, obtain the standard Rapid Diagnostic Test (RDT) that PCVs and their counterparts will encounter in the field—not the RDT that the medical unit provides. If different types of RDTs are available, it is beneficial to use at least one of each type so that participants can discuss the differences. 
Arrange for the PCMO to be present during the RDT Practice section if possible.
Make sure that you have a sharps disposal box in the learning space.
[bookmark: _Toc236737427][image: ]Materials
Equipment
Flip chart and markers
Standard RDTs from the field
Sharps disposal box 
Handouts
Handout 1: Steps to Administer Rapid Test
Handout 2: PECADOM+ Fact Sheet (see separate file)
Trainer Materials
Trainer Material 1: PowerPoint (see separate file) 
Trainer Material 2: Flip Charts
Trainer Material 3: Intro to PECADOM+ Video 

[bookmark: _Toc235768739][bookmark: _Toc236737428][bookmark: _Toc364750611][bookmark: _Toc365013557][bookmark: _Toc419126046]Motivation 1	[image: ] 10 min
[bookmark: _Toc419126047]Why Case Management? Why Now?
Participants explore why case management matters and how they might make a difference in contributing toward it.
Welcome participants to the session. Start by asking participants to stand up and estimate the number of people who live in their hometown in the U.S. Ask those from a city with a population of 5 million or more to sit down. Ask those from a city of 1 million or more to sit down. Ask those from a city of 750,000 or more to sit down. Ask those from a hometown with a population over 584,000 to sit down. Tell the participants to look around them; tell them that malaria killed 584,000 people in 2013.
Ask those from a hometown of more than 437,000 to sit down. Tell them that that is the number of children under five killed by malaria in 2013. Thank them and ask them to sit down and review additional malaria statistics. 
198 million cases in 2012
90 percent of all malaria deaths occur in sub-Saharan Africa
In the last decade, over 3 million children’s lives have been saved by malaria prevention measures
[image: ] Post Adaptation: Discuss statistics specific to your country.
Tell participants that we have an amazing opportunity to make a difference because our toolkit includes incredibly effective tools like artemisinin combination therapies (ACTs). ACTs:
-Have an extremely low failure rate; and
-Are very well tolerated, with a low incidence of side effects—mostly minor dizziness.
Tell participants that, although ACTs are very effective, their efficacy decreases the longer that people wait to seek treatment. However, there are effective programs to increase access to early care.
-WHO recommends treatment within 24 hours of the onset of fever.
-Community health worker programs have substantially increased access to care in sub-Saharan Africa.
Give examples (photo slide with a short storytelling) of Volunteers active in case management and rapid response.
[image: ] Post Adaptation: You should supply examples of in-country Volunteer work in case management and/or rapid response. If possible have the Volunteers themselves briefly present their work.
[bookmark: _Toc364750613][bookmark: _Toc365013566][bookmark: _Toc419126048]Information 1	[image: ] 20 min
[bookmark: _Toc419126049]Clinical Aspects of Malaria Control
Participants first explore clinical aspects of malaria control, including current drugs, resistance issues, dosing, the importance of diagnostic testing, and national treatment protocols for community health workers. Next, they work in groups, using that information covered to clarify confusion and craft solutions for common confusion points or stumbling blocks for community health worker working in malaria case management.
1. [image: ] [SLIDE 1]: Let participants know we will now explore clinical aspects of malaria control, and show Trainer Material 1: PowerPoint (separate file). 
1. [image: ] [SLIDE 2]: Drugs Currently in Use: Introduce the drugs that are either currently in use or being phased out.
ACTs—artemisinin combination therapies are the WHO-recommended front line medication for prevention in both simple and severe malaria. They may see different formulations depending on their location—AS-AQ, artemether-lumefantrine, DHA-P.
Sulfadoxine-Pyrimthamine—is no longer used as a curative but is still widely used for intermittent preventive treatment.
Quinine—is still used in many places for treatment of severe malaria, but artemisinin derivatives are rapidly overtaking this drug.
Quinolines—are synthetic versions of quinine still used as prophylaxis (Larium) and in combination with artimisinin derivatives in some ACTs (rare). 
Artemisinin Monotherapies—WHO has banned the use of artemisinin monotherapies. However, it is important to be aware that they are actually still available in some places through private markets and in counterfeit ACTs.

[image: ] [SLIDE 3]: How Does Resistance Work? Let participants know that resistance is a key issue in any drug regimen. Invite one or two participants to share their understanding of the concept of resistance. Correct any misconceptions and be sure to enforce key points:
- Some individuals in a population have natural resistance.
- Environmental stressors select for those resistant individuals.
[image: ] [SLIDE 4]: Drivers of Resistance: Go over the key drivers of resistance—over-prescription, not taking full doses, poor-quality medications, or counterfeit medications.
Reinforce the importance of following dosing regimens. Ask participants how they might explain the concept of the importance of taking the full regimen to their community members. Take a few sample responses and provide clarification as needed.
[image: ] [SLIDE 5]: RDTs vs. Microscopy: Explain that as over-prescription can be a driver of resistance, diagnostic testing is vital. Go over the differences between RDTs and microscopy:
RDT 
· Quick
· Requires little training
· Can be done in the field
· Provides a two-week diagnostic window
· Binary, not quantitative
Microscopy
· Requires a trained microscopist
· Requires a lab with electricity
· Provides a point diagnosis
· [bookmark: _Toc364750615][bookmark: _Toc365013575]Allows for quantitation of the infection
[image: ] [SLIDE 6]: National Treatment Protocol for Community Health Workers: Tell participants that every country has a different protocol for testing and treatment by community health workers. Explain [your country’s] national treatment protocol for community health workers, and how the pieces of the protocol work to promote health and prevent negative impacts in case management.
[image: ] Post Adaptation: Present your country’s treatment protocol for community health workers.
Next, split the participants into five groups. Tell participants that they are now going to imagine they are working with their CHW to address a specific issue that he or she is having with the protocol. Give each group a different situation. Suggested situations:
CHW’s thermometer broke so she or he is treating everyone as having simple malaria
CHW ran out of children’s ACTs and is giving adult dosages to children
CHW is charging money per visit even though the national protocol is to give the service for free
CHW ran out of adult ACTs and is giving adults two children’s doses
CHW is doing the testing and treatment correctly, but is not recording this in his/her register
CHW is not explaining the dosing regimen
CHW is giving ACTs to people who test negative
Give each group five minutes to come up with some strategies to address their assigned issue. The key here is not just to fix the problem, but to think about strategies for explaining the fix to the CHW to help him or her really understand it. 
[image: ] [SLIDE 7]: Small Group Instructions: Review what the groups need to accomplish in just five minutes, to prepare for their one-minute report out. Each group should be prepared to state 1) the possible negative impacts if the situation continues, 2) their suggested solution, and 3) how they would explain the negative impacts and possible solution to the CHW to help him or her really understand the strategy. 
After four minutes, remind groups they have one minute left, and indicate in which order the groups will report out when time is up. 
Have each group report out, provide clarification and affirm good ideas, and thank participants for sharing their ideas.
[bookmark: _Toc419126050]Information 2	[image: ] 10 min
[bookmark: _Toc419126051]Epidemiology and Rapid Response
Participants explore strategies to reach individuals with malaria treatment, including forms of drug administration in-country.
1. [image: ] [SLIDE 8]: Different Approaches to Treatment: Next, tell the participants that as countries reach different stages in malaria control and elimination, they may employ different strategies to reach individuals with treatment.
[image: ] Possible Script:
Mass Test and Treat (MTAT)—involves a campaign approach in which an entire population is tested with an RDT (regardless of whether they are symptomatic or not); if they test positive, they are administered a curative drug.
Mass Screen and Treat (MSAT)—is a similar campaign approach in which an entire population is screened for fever; those with fever are given an RDT and those testing positive are given treatment.
Mass Drug Administration (MDA)—is giving a curative dose of drugs to everyone in a population regardless of whether they are symptomatic. No testing is done. Because of concerns regarding resistance, this is primarily used in areas of highly seasonal prevalence—where a single administration at the beginning of the rainy season would find a substantial prevalence of malaria.
Reactive Case Detection (RACD)—this is used near the elimination stage. It involves testing and treating everyone in a radius around an initial index case. Usually it is conducted by a mobile team from a nearby clinic.
Proactive Case Detection (PACD)—is very similar to MSAT in that only those with fever are tested and treated. The primary difference is that MSAT tends to be conducted in a campaign mode—health care workers work with a community once a season or a few times per year. In contrast, proactive case detection is a regular (often weekly) screening, testing, and treating activity performed by a CHW in the community.
Seasonal Malaria Chemoprevention (SMC)—is a form of mass drug administration in which, during a high transmission season, individuals in a target demographic (often children) are given a monthly curative dose as prophylaxis.
Discuss which forms of drug administration exist in your country.
[bookmark: _Toc365013580] Post Adaptation: Include both the national protocol and any pilot or research projects that are ongoing.
Ask participants to share which if any of these drug administration protocols they may have seen at work in their site.
[bookmark: _Toc364750617][bookmark: _Toc365013584][bookmark: _Toc419126052]Practice 1	[image: ] 20 min
[bookmark: _Toc419126053]How to do a Rapid Test
Participants review and practice correctly sequenced steps and procedure to administer a rapid test.
1. [bookmark: _Toc365013585]Tell the participants that RDTs are a cornerstone of any drug administration program and, for them to be most effective, CHWs have to know how to correctly use them. Working with CHWs on RDT use can substantially improve their confidence and the community’s confidence in them (which impacts care-seeking behavior). 
 Note: It is important to make clear to participants that it is inappropriate for a Volunteer to conduct RDT on community members, and that the purpose of this activity is rather to familiarize participants with RDTs and how they might train CHWs on their effective use. It is a CHW’s role to conduct tests on community members, not a Peace Corps Volunteer’s role. The Volunteer is there to build the capacity of the CHW to administer the test.
1. Split the participants into pairs and give each pair two RDTs and associated reagents. Let them know that if anyone does not want to have an RDT done they can opt out.
[bookmark: _Toc365013586] Note: You should use the standard RDT that PCVs and their counterparts will encounter in the field, not the RDT that the medical unit provides. If different types of RDT are available, it is useful to use at least one of each type so that participants can discuss the differences. It is advisable to have the PCMO present to help with this activity and to ensure that all health concerns are being addressed.
Tell participants to prepare their work area—making sure that the test, gloves, reagent, lancet, dropper/paddle, alcohol swab, Band-Aid, etc., are all out and clearly available.
Distribute Handout 1 (one copy per participant).
[image: ] [SLIDES 9 and 10]: Administering a Rapid Test: Review with participants the steps summarized on the slides and the handout, and act out the steps as you review them:
1 ) Put on gloves
2) Alcohol swab to the finger
3) Use the lancet to pierce the finger and draw blood
4) Carefully put the lance to the side and cap
5) Use paddle to take blood from finger to the RDT
6) Apply reagent to RDT—make sure you read the fine print about the number of drops, as every RDT manufacturer is different
7) Apply Band-Aid
8) Take off gloves without touching the outside (pinch-the-wrist technique)
[bookmark: _Toc359853534][bookmark: _Toc235768743][bookmark: _Toc236737436][bookmark: _Toc364750619]Ask participants if they have any questions about the procedure before they start. Tell them you want them to go slowly and, at each step, to ask themselves, “How might this step confuse my CHW? If they were to accidentally do this incorrectly, what is the most likely mistake they would make? And if you were receiving a rapid test from the CHW, what would you want him or her to do in terms of patient communication?”
Have participants get into pairs. Tell the pairs to decide who will first administer a rapid test on themselves; the other person in the pair will use their Handout 1 as a checklist, putting a check by each step once their partner does it correctly and in the correct sequence.
Instruct the first participant to follow the checklist. In preparation of self-administering a rapid test, he or she should start by putting on gloves. Have the first participant practice self-administering the rapid test on him or herself (not on other people) while his or her partner observes the step-by-step process. Walk around to observe participants. Encourage them to slow down, talk through the steps, and be introspective about what could go wrong at each step. Don’t correct participants unless they are doing something dangerous—like attempting to reuse a lancet or leaving one uncovered on a desk. Make sure all lancets go into a proper sharps disposal box. Then have the second partner practice self-administering the rapid test, on him or herself (not on other people) while the other partner observes and uses the checklist. 
[image: ] Note: If for any reason your post does not want to have participants practice rapid tests on themselves, one possible adaptation for this activity is to have a PCMO or other trained health professional (such as a registered nurse, physician’s assistant, or physician) perform the demonstration on a volunteering participant.
It will be important to clarify that, while it is helpful for Volunteers to know the proper steps in administering a rapid test, it is not appropriate for Volunteers to administer the test on anyone else at site (another Volunteer, a community member, etc.). Volunteers should also not put themselves in a position where they will be exposed to other people’s blood or other bodily fluids. Please see Peace Corps Medical Technical Guidelines (TG) 310, Section 2, p. 2 for the policy explaining that Volunteers cannot be in situations where they are exposed to other people’s blood. 
When both partners are done, and while they are waiting for the results, ask participants to share their thoughts about what was easy, what was difficult, and the areas or steps that CHWs are most likely to make mistakes in or find difficult. Capture participants’ key findings on a flip chart.
Debrief the activity, reminding participants about some of the effective coaching strategies for working with CHWs that were discussed in the Information 1 section, especially as they might be applied to RDT steps that might be difficult.
If any rapid tests come back positive from PCVs, recommend that they follow up immediately after the session with the PCMO at post.
[bookmark: _Toc365013593][bookmark: _Toc419126054]Information 3 / Practice 2	[image: ] 60–80 min
[bookmark: _Toc419126055]Training Community Health Workers on SMS—OPTIONAL MODULE
Participants explore local methods to effectively engage community health workers in SMS-based reporting for malaria case detection, stock keeping, and supply chain management.
[image: ] Note: This optional section may be helpful if your country uses an SMS-based reporting system.
1. Let participants know that, in order to reach malaria elimination, all countries will eventually have to move through a phase of reactive case detection. For that phase to work correctly there will need to be strong monitoring in place and, increasingly, that means SMS-based reporting. SMS-based reporting is also necessary for accurate stock keeping and management of the supply chain.
Welcome the invited presenter to the room, and transition to having the outside speaker (an expert who is skilled in the locally used, SMS-based reporting system) lead this module. 
[image: ] Note: This SMS reporting system expert should cover the following points:
-Technical requirements of the platform—Java-based phones, Android, etc.
-Techniques for training undereducated CHWs
-Common points of confusion for CHWs
As the SMS expert is walking the participants through the system, draw attention to the ways in which local community health workers may be confused by the system and likely points of error. 
Invite participants to describe how they would clarify those points of confusion. Note useful new vocabulary or phrases on the flip chart as a visual reinforcement.
[bookmark: _Toc419126056]Application 1	[image: ] 10 min
[bookmark: _Toc419126057]Explaining SMS-Based Reporting Systems—OPTIONAL MODULE
Participants draft a community health worker mentoring conversation, in preparation to effectively explain and clarify the use of an SMS-based reporting system.
1. Invite participants to reflect on and read through the clarification points and new vocabulary noted on the flip charts. Invite additional contributions that may arise after reviewing the list.
Keeping these all in mind, tell participants that they will now jointly draft a CHW mentoring conversation to explain and clarify the use of an SMS-based reporting system. Ask for a participant to take notes on a new flip chart.
Ask participants for suggestions about how they might mentor CHWs dealing with an SMS-based reporting system for the first time.
(1) What details would have to be included in the conversation?
(2) How would they check for learning and clarify key takeaways?
(3) What clarifications would they need to make, and how would they make them?
Using the notes, new vocabulary, and key recommendations on the group flip charts as a guide, invite participants to turn to a partner and practice this explaining and clarifying conversation that they will have with CHWs at site, using the new vocabulary and group key recommendations for the conversation.
[bookmark: _Toc419126058]Motivation 2	[image: ] 10 min
[bookmark: _Toc419126059]Early Care-Seeking Behavior
Participants make note of and share their reflections on why people do not seek timely care.
1. [image: ] [Slide 11]: Care Seeking: Transition to an exploration of care-seeking behaviors by asking participants to take a minute to jot down some notes for themselves on the following question: “Even in communities where there is no financial or access barrier—where malaria treatment is free and available in the village—not all sick individuals seek care; of those that do, not all seek care in a timely fashion. Why do you think it is that people do not always seek care at the first sign of fever?”
After a couple minutes of individual reflection, ask participants to share their insights and write them on a flipchart or whiteboard.
[bookmark: _Toc419126060]Information 4	[image: ] 40 min
[bookmark: _Toc419126061]Connecting Behavior Change Models and Care-Seeking Behaviors
Participants explore behavior change models and then work in groups to design malaria interventions. The interventions should be targeted to a specific layer of social ecology or to a specific determinant, as it pertains to early care-seeking behavior for malaria. PECADOM+ is introduced by video and handout.
1. [image: ] [SLIDES 12–13]: Tell participants that there are many explanatory models to help us think about behavior change. Two commonly used models within the Peace Corps are [image: ] [Slide 12]: The Social-Ecological Model and [image: ] [Slide 13]: The Health Belief Model. 
Reveal Trainer Material 2: Flip Charts to (re)introduce these models and ask participants if and where they have seen them before. Possible responses include PST sessions, grad school, and in their current work (if so how?).
Demonstrate how the Social-Ecological Model considers hierarchies of social interactions that influence behavior:
Public Policy: national, state, local laws and regulations (the governmental structures, policies, laws, and systems that regulate or support health behaviors)
Institutions—rules, regulations, and informal structures
Community—relationships between organizations, social networks, norms, and standards
Organizational – organizations, social institutions
Interpersonal—family, friends, peers, and immediate social networks
Individual—knowledge, attitudes, and beliefs
Next, demonstrate how the Health Belief Model focuses on the Individual level of the Social Ecological Model and examines specific determinants of individual behavior (or likelihood of an individual engaging in a health-promoting behavior):
Perceived susceptibility
Perceived seriousness or severity
Perceived benefits vs. perceived barriers (may include perception of societal or religious barriers)
Perceived threat
Perceived self-efficacy
Cues to action
Split the participants into five new small groups and assign each group a different layer of the social ecology or an individual determinant. Ask each group to spend 10 minutes designing an intervention to target their layer of social ecology or specific determinant as it pertains to early care-seeking behavior. Each group should be prepared to share their drafted interventions using two minutes or less.
Have each group present their intervention to the class and facilitate a discussion of synergies between the various interventions considered.
Ask participants if they feel like there are any determining factors that are absent from the models. Focus on physical barriers that may not be fully captured by these models. 
Present [image: ] [SLIDE 14]: Comprehensive Behavior Change Model and briefly discuss the degree to which the physical environment can affect behavior change.
[image: ] Possible Script: 
· Physical environments influence both an individual’s ability to change and their psychosocial perceptions of the world that create their intention to change. For example, if malaria treatment drugs are unavailable at the local pharmacy, individuals will be unable to promptly obtain treatment. Furthermore, knowledge of that constraint will be a barrier to creating the intention to change (i.e., if you know it is not possible or easy, then you cannot start the process of changing your outlook.)
· The large and social networks in which an individual is embedded (e.g., circle of friends, nationwide culture) influence an individual’s intention to change their behavior and may affect the availability of a good. For example, cultures that value bed nets may have greater bed net availability in markets, and individuals in such a culture with high acceptance of bed nets are more likely to use them. Norms matter. And conversely, physical environments can shape social norms. Societies without large-scale access to bed nets are less likely to build a norm around bed net use. 
· An individual’s idiosyncratic health beliefs may differ substantially from larger group norms (perceptions of a norm’s susceptibility vs. the reality of its susceptibility). Individuals perceive norms in different ways. For example, bed net usage may be high in a particular community, but if an individual is unaware of that, they may not consider it a norm. 
· Within a given environment, not all individuals will have the same agency to perform changed behaviors (e.g., even if bed nets are available in the local market, some people may not be able to afford them).
· If you do not have agency, you are less likely to go through the mental processes to build up an intention to change. 
Ask participants to think of a time in the work in their community when they have seen examples of the physical environment positively or negatively affecting behaviors. Invite a few participants to share their example.
[bookmark: _Toc419126062]Introduction to PECADOM+
1. Next, tell participants that behavior change does not need to be automatically associated with an education campaign, and that changing a system can sometimes lead to changes in care seeking and care.
1. Tell participants that there is a Peace Corps pilot project called PECADOM+ that took a novel approach to increasing the number of people getting early treatment and testing.
1. Let participants know they will now watch a short introductory video explaining PECADOM+. Invite them to pay close attention to the key elements of the program discussed in the film, and to be prepared to discuss them afterward.
1. Show Trainer Material 3: Intro to PECADOM+ Video (8:06): https://www.youtube.com/watch?v=PuO3sIU_UJ8 or read the video summary aloud if you cannot play the video. 
1. Stop the video at the 7:50 point. 
1. Distribute copies of Handout 2 (one per person, from separate file) to the group, note that it is a summary of material similar to that in the video, and give them a minute to read it over.
[bookmark: _Toc419126063]Practice 2	[image: ] 15 min
[bookmark: _Toc419126064]PECADOM+ debrief
Participants debrief the introduction to PECADOM+, define key elements, and discuss how to weave in sustainability efforts.
1. [image: ] [Slide 15]: PECADOM+: Debrief the video, video summary, or handout. Ask Volunteers to describe the PECADOM+ approach and how it differs from PECADOM. 
1. Ask participants to outline the key elements of the PECADOM+ program and what type of program it is.
Proactive community treatment program (a subset of MSAT)
Household sweeps
Use of RDTs and ACTs
Mothers in each household trained to do initial triage for fever
Use of community health workers rather than nurses
Substantial increase in testing and treatment
1. [image: ] [Slide 16]: Not so fast: Tell participants there is a potential problem with this approach—if we do sweeps weekly, people who fall sick between sweeps may not seek care. Ask whether they believe that doing household visits will increase or lower the care seeking of individuals between sweeps. For example, if they have a fever on Wednesday, will they wait until a Friday sweep rather than seeking care? Facilitate a brief discussion.
1. Tell participants that during the PECADOM+ project the midweek care seeking (in between sweeps) actually increased relative to the number of people who had sought care the year before. Using the Social Ecological Model and Health Belief Model (Trainer Material 2) once more, ask participants to hypothesize why this activity was changing people’s behavior.
1. [image: ] [SLIDE 17]: Comprehensive Behavior Change Model: Ask participants what they think “sustainability” is. Introduce the framework on [image: ] [Slide 17] for thinking about sustainability in relation to behavior change.
1. Ask participants to explain the increased care seeking between sweeps in terms of this model. Then ask them if there are any insights from the model that would be applicable to other projects they are working on or have worked on. Facilitate a discussion on the concept of sustainability as a feedback loop.
[image: ] Note: Listening to participant responses in this discussion assess the session’s learning objective.
[bookmark: _Toc419126065]Application 2	[image: ] 20 min
[bookmark: _Toc419126066]Overcoming Barriers to PECADOM+ Implementation
Participants articulate PECADOM+ implementation challenges and possible solutions.
1. [image: ] [Slide 18]: Ask participants to spend two minutes jotting down an individual reflection on what elements of this project would be most difficult for them to implement in their communities.
1. Ask participants to share their reflections and make a list on flip chart paper of the major challenges of PECADOM+. Responses should include:
Training community health workers
Maintaining the supply chain
Getting buy-in from the health ministry or local hospital
The referral system
Money
Teaching mothers to identify fever
1. Allow time for participants to talk through the various challenges and suggest ways that they might overcome them.
1. Specifically focus on the supply chain—supply chain management is the most difficult part of PECADOM+. Give participants advice on how to best work with supply chain management in a PECADOM+ project:
Develop personal relationships with every link in the supply chain from the CHW to the clinic pharmacy to the regional pharmacy, etc. Get to know the pharmacists, get their numbers, and get used to calling them.
Forewarn everyone in the supply chain that the total demand will increase substantially with this program.
Spend extra time working with the CHWs on how to correctly fill in the necessary forms (or how to use the SMS ordering system, if available).
Check in with the CHW after each sweep (in the beginning of the project), help him or her inventory the stock on hand, and (if necessary) place the next order.
If a CHW does experience a stock out consider increasing the minimum stock on hand.
Consider keeping an “emergency stock” supply that is not factored into ordering and is only used in case of a stock out.
Ask participants if they have any other suggestions of ways to improve the supply chain reliability.
1. Allow time for participants to talk through the various challenges and suggest ways that they might overcome them.
1. [OPTIONAL] Time permitting, ask participants to break up into groups by work zone and create an action plan for implementing PECADOM+ in their area. Steps should include:
Get buy-in from key stakeholders (health system, CHWs, community)
Explore feasibility of maintaining supply
Identify CHWs
Train CHWs
Set up a reporting system
[image: ] Note: Participant responses around ideas and plans to overcome challenges in this section further assess the session’s learning objective.
[bookmark: _Toc419126067]Assessment
The session learning objective is assessed in the discussions in the Practice 2 and Application 2 sections of this session. 
[bookmark: _Toc359853535][bookmark: _Toc235768744][bookmark: _Toc236737437][bookmark: _Toc364750620][bookmark: _Toc365013594][bookmark: _Toc419126068] Trainer Notes for Future Improvement	
Date and Trainer Name: [What went well? What would you do differently? Did you need more/less time for certain activities?]

[bookmark: _Toc419126069]Resources
http://www.cdc.gov/malaria/malaria_worldwide/reduction/mda_mft.html
http://whqlibdoc.who.int/publications/2012/9789241502719_eng.pdf
http://stompoutmalaria.org/pecadom-resource-center


[bookmark: h1][bookmark: _Toc419126070]Handout 1: Steps to Administer a Rapid Test
	Did they do it?
	Step

	
	1 ) Put on gloves

	
	2) Alcohol swab to the finger

	
	3) Use the lancet to pierce the finger and draw blood

	
	4) Carefully put the lance to the side and cap

	
	5) Use paddle to take blood from finger to the RDT

	
	6) Apply reagent to RDT—make sure you read the fine print about the number of drops, as every RDT manufacturer is different

	
	7) Apply Band-Aid

	
	8) Take off gloves without touching the outside (pinch-the-wrist technique)





[bookmark: _Toc419126071]Trainer Material 2: Flip Charts
Draw PowerPoint [image: ] [Slides 12 and 13] on Flip Chart pages and post them in the room.
[image: ]


[bookmark: tm2]




















[image: ]
[bookmark: tm3][bookmark: _Toc419126072]Trainer Material 3: Intro to PECADOM+ Video
Option 1: Show the video
Prior to the session, access the Introduction to PECADOM+ video (8:06 minutes) from:
https://www.youtube.com/watch?v=PuO3sIU_UJ8. 
Start playing the prepared video. 
Stop the video at the 7:50 point. 

OR
Option 2: Read the video summary (if you cannot show the video)
Video Summary: 
· The government of Senegal created a community case management program on a passive detection model. Community health workers were trained to test and treat malaria but patients needed to seek out the community health worker to initiate care. 
· A Peace Corps Volunteer worked with their counterpart, the President’s Malaria Initiative, and the MoH to add an active case detection process/model. Community health workers were trained to do weekly sweeps of the community, compound by compound. They identified, tested, and treated all cases of symptomatic malaria. 
· The active case detection substantially increased the number of cases found and treated. It also reduced the proportion of cases that progressed to severe malaria. 

[bookmark: _GoBack]
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