
	Session: Prevention of Childhood Illnesses


	Sector(s):
	
	Health

	Competency:
	
	Foster improved maternal, neonatal and child health

	Training Package:
	
	Infant and Young Child Health

	Terminal Learning Objective:
	
	At the end of the Infant and Young Child Health and Development training package, participants will mentor mothers and families in preventing and treating childhood illnesses, improve the nutritional status of infants and young children, and develop a plan for implementing evidence-based nutrition, child health, and hygiene interventions at site.

	
	
	

	
	
	

	Session Rationale: 
	
	The session focuses on the importance of being able to first prevent, recognize, and then treat childhood illnesses before they become life-threatening. This session provides information about prevention (immunizations, hygiene, clean water, nutritional support, awareness of warning signs) and timely response (connecting symptoms to illness, preparation of oral rehydration salts (ORS) solution, and knowing when to seek professional care).

	Target Audience: 
	
	Peace Corps Volunteers during IST

	Trainer Expertise:
	
	PC programming or training staff with a good understanding of childhood illness and infectious disease. Previous health background is mandatory. 

	Time: 
	
	120 minutes

	Prerequisites: 
	
	Water, Sanitation & Hygiene: Water Treatment and Storage; Global Core: Behavior Change Activity Planning; Global Health Sector

	Version:
	
	Feb-2013

	Contributing Posts:
	
	PC/Albania
PC/Paraguay
PC/Belize 
PC/Peru
PC/Honduras
PC/Suriname



	Session: Prevention of Childhood Illnesses 

	Date: 
	Time: 
	Trainer(s): 

	Trainer preparation:
1. Review the session plan, handouts, and trainer materials. Note that the timing of the activities in the session is very quick and will require close attention and monitoring to complete the session in two hours. 
2. Post Adaptation: If your country does not have malaria, you may remove content related to malaria from the session plan. If dengue or other mosquito-borne illness are prevalent (yellow fever, encephalitis), many of the activities are still relevant.

3. Post Adaptation: Make sure that you are aware of the availability of immunizations or immunization campaigns, and local beliefs regarding them, then determine how to feature vaccinations in this session.
4. Prepare copies of Handouts 1, 2, 3, and 4 to be used in a small group activity. You will need enough of each handout for ¼ of your group. For example, if you have 20 participants, prepare 5 copies of each handout. 
5. Prepare copies of Handouts 5, 6, 7, 8, 9, 10, and 11: one copy of each per participant.

6. Ask participants to bring to the session all child health-related data and information they collected during their community entry period. The facilitator should review the community sector assessment assignments that Volunteers were expected to complete prior to arrival at IST to ensure they are very familiar with them. Alternatively, provide the most recent Demographic Health Survey (DHS) or WHO country data reports about child health in the post country. 
Post Adaptation: 
The PM/APCD should ensure that the flow and content of this session incorporate the data collected by Volunteers during community entry. 

7. Write session objectives and motivation section information on a flip chart or PowerPoint slide.
8. Prepare flip charts or PowerPoint slides as outlined in Trainer Material 1 and Trainer Material 2. 

Materials:
· Equipment
1. Flip chart paper
2. Markers

3. Paper
4. Pens

· Handouts
Handout 1: Problem-Based Learning: Pneumonia (1 copy for each small group member)
Handout 2: Problem-Based Learning: Diarrhea (1 copy for each small group member)

Handout 3: Problem-Based Learning: Malaria (1 copy for each small group member)

Handout 4: Problem-Based Learning: Tuberculosis (TB) (1 copy for each small group member)

Handout 5: Fact Sheet: Pneumonia (1 copy for each participant)
Handout 6: Fact Sheet: Diarrheal Disease (1 copy for each participant)

Handout 7: Fact Sheet: Malaria (1 copy for each participant)

Handout 8: Fact Sheet: Tuberculosis (TB) (1 copy for each participant)

Handout 9: Additional Childhood Diseases (1 copy for each participant)
Handout 10: Childhood Immunizations (see separate PDF file, 1 copy for each participant)
http://www.cdc.gov/vaccines/parents/downloads/parent-ver-sch-0-6yrs.pdf
Handout 11: Oral Rehydration Salts
Handout 12: Building a Coalition and Factors to Consider (1 copy for each participant)
· Training Material
Trainer Material 1: Flip charts—Treatment and Barriers to Treatment
Trainer Material 2: Flip chart—Skills to Teach Caregivers and Coalitions 


	Session Learning Objective(s): 

1. Following group research and presentations, participants will identify four common childhood illnesses by their symptoms; they will indicate what could have prevented the illness, and when to bring the child to a health care provider. 
2. In a group discussion, participants will identify at least three barriers to prevention and treatment for four common childhood illnesses. 
3. In small groups, participants will create a plan to build a culturally appropriate, sustainable coalition that will continue to promote one aspect of preventing childhood illnesses at their sites.


	Knowledge, Skills, and Attitudes (KSAs):
· Explain causes for and prevention of four of the most common childhood illnesses (K)
· Explain what symptoms require professional health care treatment (K)
· Facilitate a process of building a coalition (S)
· Prepare and explain appropriate use of oral rehydration solution (ORS) (S)
· Avoid judgment of those unfamiliar with the importance of immunizations (A)



	Phase / Time /
Materials
	Instructional Sequence

	Motivation

10 minutes

	Observations from Site

Participants discuss their findings from the community sector assessment tools related to child health issues in their communities.

1. Ask participants to get into groups of four and take out their child health-related data that they collected during community entry.

2. In their groups, ask participants to discuss the following questions about what they observed at their sites:
· What are your general observations about the health of young children at your site? What illnesses appear to be most common or apparent? What illnesses are reported most frequently?
· Does illness of young children appear to be a great concern to community members? Is it something that frequently is mentioned in community meetings or in your interactions with community members?
· Did you have any conversations with community members about what makes children sick, and what they believed they could do about it? If yes, what did you learn?

· Is there anything that surprised you about what you saw or heard?

· What do you think is your role in addressing this situation at your site?

3. Allow 5 minutes for groups to discuss these questions.

4. Bring the group back together and ask for 2-3 responses for each question, encouraging participation from as many different voices as possible. Spend five minutes in the large group discussing the questions.
5. Review the learning objectives for the session.

	Information

15 minutes
Handout 1: Problem-Based Learning: Pneumonia
Handout 2: Diarrhea
Handout 3: Malaria
Handout 4: Tuberculosis (TB) 

Handouts 5, 6, 7, and 8: Illness Fact Sheets

	Identifying and Treating the Health Problem
As a rule, child survival efforts must begin with local epidemiology, targeting the major causes of death and illness within each region, country, and even district. In a project-based learning activity, participants diagnose, create a treatment, and make decisions whether to take the child in the story to the hospital for further treatment. Participants then analyze the effectiveness of the solutions presented using fact sheets for 4 prevalent childhood illnesses. 

Note:
 This activity is modeled on problem-based learning, which is a student-centered pedagogical approach in which students work together to solve the problem given to them by using the knowledge they have as a collective whole, figuring out what knowledge they need to know, and where to find that new information to solve the problem. This type of activity is good to use to promote discussion in small groups.

1. Divide participants into four groups. Determine whether there are any participants with a background in health, particularly with infectious diseases. If there are a few, try and place at least one in each group created. 
Note:

 If your group size is large, consider dividing into eight groups, with two groups covering each of the four topics.
2. Provide each group with one of the problem-based learning handouts (Handout 1, Handout 2, Handout 3, and Handout 4). Group 1 gets Handout 1; Group 2 gets Handout 2, etc. Tell each group that they are a family living together in one household, and that the child in the household is ill. Using the information from the handout, each group must take the symptoms presented in the story line and identify the troubling symptoms, plan a home-based treatment, and decide whether the severity warrants a trip to the clinic. Select one participant to act as secretary and write down the responses. Allow each group 10 minutes to complete this activity.
3. Move around the room to assist participants as needed.
Note:

If it is uncommon for families in participants’ communities to use a thermometer to check for a fever, participants may be unsure as to how to confirm that a child has a fever. Explain that the next best measure is the mother’s concern that her child has a fever, as she is in the best position to know when something is wrong. 
4. After 5 minutes, remind the participants that these are decisions that families have to make every minute of every day and that knowing the symptoms, knowing home remedies, and knowing when they need to seek care outside the home (i.e., go to a health facility) is vital to keeping their children alive.

5. Have one person from each group present their story, troubling symptoms, and treatment method. After each presentation, distribute Handouts 5, 6, 7, and 8, the corresponding fact sheets about the illnesses, to all participants. Continue on to the next group until all groups have made their presentations.

Note:

Learning Objective 1 is assessed through participation in and observation of group presentations.


	Practice

25 minutes
Handout 9: Additional Childhood Diseases
Handout 10: Childhood Immunizations (see separate PDF file)
Trainer Material 1: Flip Charts—Treatment and Barriers to Treatment
Handout 11: Oral Rehydration Salts
	Analysis for Prevention

Participants assess group solutions, consider prevention methods, and identify the barriers to engaging in prevention activities.

1. After each group has discussed their story, refer to the fact sheets just distributed and ask the whole group the following questions:
· “What could have been done to prevent the pneumonia in group 1 from occurring?”
· Using the prevention information from the fact sheet, discuss prevention methods and barriers to using these methods (financial, cultural, lack of education, etc.).
· “What could have been done to prevent diarrheal disease in group 2 from occurring?” 

· Using the prevention information from the fact sheet, discuss prevention methods and barriers to using these methods (financial, cultural, lack of education, etc.). 
· Discuss the importance of hygiene and hand washing to prevent these types of diseases. Tell participants, “You will receive a number of handouts from the Clean Water and Hygiene session, which is coming up in our schedule on [date]. It will provide additional information regarding hand washing and making potable water.” 
· “What could have been done to prevent malaria in group 3 from occurring?” 

· Using the prevention information from the fact sheet, discuss prevention methods and barriers to using these methods (financial, cultural, lack of education, etc.). 
· In addition to the fact sheet, other preventative measures include:

· Wearing long-sleeved clothes, particularly at sunrise and sunset

· Removing containers/plants with standing water from around home

· “What could have been done to prevent TB in group 4 from occurring?”
· Using the prevention information from the fact sheet, discuss prevention methods and barriers to using these methods (financial, cultural, lack of education, etc.). 

2. Distribute Handout 9. Tell participants, “Although we did not cover these, you should be aware of a few more common childhood diseases, such as measles, neonatal tetanus, and pertussis, or whooping cough, as they could be more relevant in your community than in other communities. Take a moment to glance through the names, symptoms, and treatment and prevention methods. Please read this handout more thoroughly after the session.”
3. After 1-2 minutes, distribute Handout 10: Childhood Immunizations. Tell participants, “What cannot be overstressed is the importance of children receiving all their necessary vaccinations in a timely manner. Even in more developed countries, you see the reappearance of easily avoidable infectious diseases, such as whooping cough, because parents choose not to immunize their children for various reasons. Some people believe that autism is caused by one ingredient, thimerosal, in vaccinations, although it has been scientifically proven not to be the case.”
Note:

If participants want to read more about these findings, provide them with this CDC site: http://www.cdc.gov/vaccinesafety/Concerns/Autism/Index.html.
4. Continue, “Another reason that vaccinations may be avoided is that some people may feel that they can depend on community immunity, or ‘herd immunity.’ This occurs when the majority of a community is immunized against a particular infectious disease so those who do not get immunized are protected from contracting that disease because there is less chance of an outbreak in the community. The problem arises when too many people choose to depend on herd immunity, thus giving the disease a greater grip in the community and creating more opportunity for an outbreak.” 
5. Say, “If the illnesses cannot be prevented, let’s discuss how to treat the illnesses and what barriers could prevent proper treatment.” Post the four flip charts from Trainer Material 1. Ask participants to read each flip chart aloud, pausing after each flip chart for discussion and questions and to allow participants to write notes on their handouts.
· Pneumonia: Oral antibiotics can be given effectively at home. Injectable antibiotic administered in the hospital is suggested for infants less than 2 months of age and in very severe cases. Barriers: access to antibiotics, continuing antibiotics to completion, and access to advanced care (doctors, hospitals, etc.).
· Diarrhea: Pass out Handout 11. Discuss the method of preparing ORS, with a focus on the importance of using treated water. Barriers: access to clean water, access to ORS or the ingredients to make it at home, and access to advanced care (doctors, hospitals, etc.).
· Malaria: Antimalarial medicine should be administered within 24 hours of the start of symptoms to prevent the illness from progressing to severe malaria, which increases the likelihood of death. Barriers: access to anti-malarial medicine, and access to advanced care (doctors, hospitals, etc.).
· Tuberculosis: A standard six-month course of four antimicrobial drugs. Barriers: access to medication, access to advanced care (doctors, hospitals, etc.), and following through with a very long and involved treatment plan.
6. Lead a group discussion about the information discussed, particularly on the severity of the barriers they observed during their community entry. 
Note:
Learning Objective 2 is assessed through participation in prevention and treatment discussions.

	Application

70 minutes
Handout 12: Building a Coalition and Factors to Consider
Trainer Material 2: Flip Chart—Skills to Teach Caregivers and Coalitions
	Creating a Coalition 
Participants develop a methodology to create a coalition to continue this work at their sites.
1. Divide participants into six groups. Pass out Handout 12, one copy to each participant. 

2. Tell participants, “What is most important in working with the community about important topics such as the prevention of childhood disease is the focus on sustainability of the project after your time as a Peace Corps Volunteer. What will you do to make this project outlast you? A common answer to this is to create a coalition with vested interest in the results that are dedicated to continuing on with the work after you leave. Coalitions can be made of any mix of people: women, community members, elders, parent/children groups…those who are affected by whatever the problem is you are tackling.” 
3. “In your group, I would like you to choose one aspect of childhood illnesses discussed today and write the methodology or approach you would use to create a coalition to tackle the issue. Use the questions on the top of Handout 12 to guide your planning, and know that there are a lot more questions that will come. Try and foresee the difficulties or things that would make the coalition stronger.”
4. Post Trainer Material 2. Tell participants, “These are the messages that we need to drive home to caregivers and coalitions. Consider how you will address these points in your methodologies.”
5. Continue, “You have to ALWAYS keep in mind the culture you are working in. Is it culturally acceptable for a male to recruit women in this area, or does there need to be an intermediary? Is there a certain time of the day or day of the week when a meeting cannot happen because of religious activities? Use the list at the bottom of Handout 12, WHO’s Multi-Country Evaluation of Integrated Management of Childhood Illness, to inform your methodology. You will have five minutes to present your coalition-building ideas to the class and then there will be five minutes to address questions and suggestions to make the process stronger and more sustainable.”

6. Give groups 15 minutes to plan out their methodology/approach.
7. Give each group five minutes to present their ideas. Tell the participants, “For those who are in the audience, I would like you to take notes writing one or more strong points of the presentation, one or more questions, and one or more suggestions to improve the methods.” 

8. Spend five minutes after each presentation discussing the strengths and weaknesses of each coalition, and brainstorming ways in which the weaknesses can be addressed. If all participants aren’t participating in the conversation, call on those participants to give their input. 
9. Review the learning objectives of this session.
Note:
Learning Objective 3 is assessed in this coalition-building planning activity.

	Assessment


	Learning Objective 1: Assessed by participation in the Information section
Learning Objective 2: Assessed by participation in the Practice section

Learning Objective 3: Assessed by creation of a coalition-building action plan in the Application section

	Trainer Notes for Future Improvement
	Date & Trainer Name: [What went well? What would you do differently? Did you need more/less time for certain activities?]


Resources: 
· For more Information on malaria: http://www.who.int/malaria/en 
· Diagnosing TB video: http://www.youtube.com/watch?v=SJbgU9LWSjY
	Handout 1: Problem-Based Learning: Pneumonia 


Part 1:
The two-year-old baby in the household starts coughing and has a mid-grade fever. The fever leaves the poor baby hot and cranky. Between coughing episodes, her breathing is rapid. She has no interest in food and only seems to want to sleep all day. This is understandable because she is coughing through the night.
What symptoms are of most concern? _________________________________________________

What can be done at home to help her? ____________________________________________________________________________________________________________________________________________________________________________________

Does she need to see a health professional (doctor, nurse, clinic)? 
Yes
No
Part 2: 

It is 24 hours later, and the baby still isn’t improving. Her fever stays around 102°F (38.8°C) and does not come down at all, even with the treatments given above. She fluctuates between sweating and shaking from chills. The coughing seems more labored, and her chest sinks in with every inhalation. There is a quiet wheeze when she breathes, and she is totally listless. Twice she seems to go into convulsions, but they stop.
What symptoms are of most concern? _________________________________________________

What can be done at home to help her? ____________________________________________________________________________________________________________________________________________________________________________________

Does she need to see a health professional (doctor, nurse, clinic)? 
Yes
No

Part 3:
Do the answers above change if the baby was 7 weeks old? If yes, how?
	Handout 2: Problem-Based Learning: Diarrhea 


Part 1:

The two-year-old baby in the household has a fever and numerous loose, watery stools. The bowel movements turn into diarrhea, which occurs six times over the course of 12 hours. He seems to have cramping in the abdomen, and the belly is bloated.
What symptoms are of most concern? _________________________________________________

What can be done at home to help him? ____________________________________________________________________________________________________________________________________________________________________________________

Does he need to see a health professional (doctor, nurse, clinic)? Yes
No

Part 2: 
It is 24 hours later, and the baby still isn’t improving. His fever stays around 102°F (38.8°C) and he has been cranky and listless throughout the day. You find that if you pinch and release his skin, it does not flatten. The stool has turned black, which may be from blood. 
What symptoms are of most concern? _________________________________________________

What can be done at home to help him? ____________________________________________________________________________________________________________________________________________________________________________________

Does she need to see a health professional (doctor, nurse, clinic)? Yes
No

	Handout 3: Problem-Based Learning: Malaria 


Part 1:
The three-year-old baby in the household starts having a slight fever. She complains of a headache and vomits a few times over the course of five hours. 
What symptoms are of most concern? _________________________________________________

What can be done at home to help her? ____________________________________________________________________________________________________________________________________________________________________________________

Does she need to see a health professional (doctor, nurse, clinic)? Yes
No

Part 2: 

It is 15 hours later, and the baby still isn’t improving. Her fever stays around 102°F (38.8°C) and does not come down at all, even with the treatments given above. She fluctuates between sweating and shaking from chills. She complains of abdominal pain, and she has been vomiting and having diarrhea throughout the day. She is totally listless and feels too weak to get out of bed. 
What symptoms are of most concern? _________________________________________________

What can be done at home to help her? ____________________________________________________________________________________________________________________________________________________________________________________

Does she need to see a health professional (doctor, nurse, clinic)? Yes
No

	Handout 4: Problem-Based Learning: Tuberculosis (TB) 


Part 1: 

The four-year-old boy in the household has had a cough for two weeks. Besides being a little lethargic and some low grade fevers, there does not seem to be too much wrong with the boy. 
What symptoms are of most concern? _________________________________________________

What can be done at home to help him? ____________________________________________________________________________________________________________________________________________________________________________________

Does he need to see a health professional (doctor, nurse, clinic)? Yes
No

Part 2: 

It is two weeks later, and the boy still isn’t improving. In fact, his cough has become a little more productive, with some traces of blood on occasion. His fever stays around 102°F (38.8°C), and he wakes up at night with his clothes wet from sweat. He appears to be a little thinner, but he has also been uninterested in eating recently.
What symptoms are of most concern? _________________________________________________

What can be done at home to help him? ____________________________________________________________________________________________________________________________________________________________________________________

Does he need to see a health professional (doctor, nurse, clinic)? Yes
No

Part 3:

Do the answers above change if the baby was really 7 weeks old? If yes, how?
	Handout 5: Fact Sheet: Pneumonia



Key facts

· Pneumonia is the leading cause of death in children worldwide. 

· Pneumonia kills an estimated 1.4 million children under the age of five years every year—more than AIDS, malaria and tuberculosis combined.

· Pneumonia can be caused by viruses, bacteria or fungi. 

· Pneumonia can be prevented by immunization, adequate nutrition and by addressing environmental factors. 

· Pneumonia can be treated with antibiotics, but only approximately 30% of children with pneumonia receive the antibiotics they need. 



Pneumonia is a form of acute respiratory infection that affects the lungs. The lungs are made up of small sacs called alveoli, which fill with air when a healthy person breathes. When an individual has pneumonia, the alveoli are filled with pus and fluid, which makes breathing painful and limits oxygen intake.

Pneumonia is the single largest cause of death in children worldwide. Every year, it kills an estimated 1.4 million children under the age of five years, accounting for 18% of all deaths of children under five years old worldwide. Pneumonia affects children and families everywhere, but is most prevalent in South Asia and sub-Saharan Africa. Children can be protected from pneumonia; it can be prevented with simple interventions, and treated with low-cost, low-tech medication and care.

Causes

Pneumonia is caused by a number of infectious agents, including viruses, bacteria and fungi. The most common are:

· Streptococcus pneumoniae – the most common cause of bacterial pneumonia in children; 

· Haemophilus influenzae type b (Hib) – the second most common cause of bacterial pneumonia; 

· respiratory syncytial virus is the most common viral cause of pneumonia;

· In infants infected with HIV, Pneumocystis jiroveci is one of the commonest causes of pneumonia, responsible for at least one quarter of all pneumonia deaths in HIV-infected infants.

Transmission

Pneumonia can be spread in a number of ways. The viruses and bacteria that are commonly found in a child's nose or throat and can infect the lungs if they are inhaled. They may also spread via air-borne droplets from a cough or sneeze. In addition, pneumonia may spread through blood, especially during and shortly after birth. More research needs to be done on the different pathogens causing pneumonia and the ways they are transmitted, as this has critical importance for treatment and prevention.

Symptoms

The symptoms of viral and bacterial pneumonia are similar. However, the symptoms of viral pneumonia may be more numerous than the symptoms of bacterial pneumonia.

The symptoms of pneumonia include:

· rapid or difficult breathing 

· cough

· fever 

· chills 

· loss of appetite 

· wheezing (more common in viral infections). 

When pneumonia becomes severe, children may experience lower chest wall indrawing, where their chests move in or retract during inhalation (in a healthy person, the chest expands during inhalation). Infants may be unable to feed or drink and may also experience unconsciousness, hypothermia and convulsions.

Risk factors

While most healthy children can fight the infection with their natural defences, children whose immune systems are compromised are at higher risk of developing pneumonia. A child's immune system may be weakened by malnutrition or undernourishment, especially in infants who are not exclusively breastfed. 

Pre-existing illnesses, such as symptomatic HIV infections and measles, also increase a child's risk of contracting pneumonia. 

The following environmental factors also increase a child's susceptibility to pneumonia:

· indoor air pollution caused by cooking and heating with biomass fuels (such as wood or dung) 

· living in crowded homes 

· parental smoking
Treatment

Pneumonia can be treated with antibiotics. These are usually prescribed at a health centre or hospital, but the vast majority of cases of childhood pneumonia can be administered effectively within the home. Hospitalization is recommended in infants aged two months and younger, and also in very severe cases.

Prevention

Preventing pneumonia in children is an essential component of a strategy to reduce child mortality. Immunization against Hib, pneumococcus, measles and whooping cough (pertussis) is the most effective way to prevent pneumonia. 

Adequate nutrition is key to improving children's natural defences, starting with exclusive breastfeeding for the first six months of life. In addition to being effective in preventing pneumonia, it also helps to reduce the length of the illness if a child does become ill.

Addressing environmental factors such as indoor air pollution (by providing affordable clean indoor stoves, for example) and encouraging good hygiene in crowded homes also reduces the number of children who fall ill with pneumonia. 

In children infected with HIV, the WHO recommends that the antibiotic co-trimoxazole is given daily to decrease the risk of contracting pneumonia (see http://www.who.int/hiv/pub/guidelines/ctxguidelines.pdf).

Economic costs

Research has shown that prevention and proper treatment of pneumonia could avert one million deaths in children every year. With proper treatment alone, 600 000 deaths could be avoided. 

The cost of antibiotic treatment for all children with pneumonia in 42 of the world's poorest countries is estimated at around US$ 600 million per year. Treating pneumonia in South Asia and sub-Saharan Africa – which account for 85% of deaths – would cost a third of this total, at around US$ 200 million. Treating pneumonia is a cost-effective high impact intervention, as the price includes the antibiotics themselves, as well as the cost of training health workers, which strengthens the health systems as a whole.

WHO response

In 2009, WHO and UNICEF launched the Global action plan for the prevention and control of pneumonia (GAPP). The aim is to accelerate pneumonia control with a combination of interventions to protect, prevent, and treat pneumonia in children with actions to:

· protect children from pneumonia include promoting exclusive breastfeeding and hand washing, and reducing indoor air pollution; 

· prevent pneumonia with vaccinations; 

· treat pneumonia to ensure every sick child has access to the right kind of care—either from a community-based health worker, or in a health facility if the disease is severe—and can get the antibiotics and oxygen they need to get well. 

	Handout 6: Fact Sheet: Diarrheal Disease



Key facts

· Diarrheal disease is the second leading cause of death in children under five years old. It is both preventable and treatable.

· Diarrheal disease kills 1.5 million children every year.

· Globally, there are about two billion cases of diarrheal disease every year.

· Diarrheal disease mainly affects children under two years old.

· Diarrhea is a leading cause of malnutrition in children under five years old.



Diarrheal disease is the second leading cause of death in children under five years old, and is responsible for killing 1.5 million children every year. Diarrhea can last several days, and can leave the body without the water and salts that are necessary for survival. Most people who die from diarrhea actually die from severe dehydration and fluid loss. Children who are malnourished or have impaired immunity are most at risk of life-threatening diarrhea.

Diarrhea is defined as the passage of three or more loose or liquid stools per day (or more frequent passage than is normal for the individual). Frequent passing of formed stools is not diarrhea, nor is the passing of loose, "pasty" stools by breastfed babies. Diarrhea is usually a symptom of an infection in the intestinal tract, which can be caused by a variety of bacterial, viral and parasitic organisms. Infection is spread through contaminated food or drinking-water, or from person-to-person as a result of poor hygiene. Diarrheal disease is treatable with a solution of clean water, sugar and salt, and with zinc tablets.

There are three clinical types of diarrhea:

· acute watery diarrhea—lasts several hours or days, and includes cholera;

· acute bloody diarrhea—also called dysentery; and 

· persistent diarrhea—lasts 14 days or longer. 

Scope of diarrheal disease

Every year there are about two billion cases of diarrheal disease worldwide.

Diarrheal disease is a leading cause of child mortality and morbidity in the world, and mostly results from contaminated food and water sources. Worldwide, around 1 billion people lack access to improved water and 2.5 billion have no access to basic sanitation. Diarrhea due to infection is widespread throughout developing countries.

In 2004, diarrheal disease was the third leading cause of death in low-income countries, causing 6.9% of deaths overall. In children under five years old, diarrheal disease is the second leading cause of death—second only to pneumonia. Out of the 1.5 million children killed by diarrheal disease in 2004, 80% were under two years old.

In developing countries, children under three years old experience on average three episodes of diarrhea every year. Each episode deprives the child of the nutrition necessary for growth. As a result, diarrhea is a major cause of malnutrition, and malnourished children are more likely to fall ill from diarrhea.

Dehydration

The most severe threat posed by diarrhea is dehydration. During a diarrheal episode, water and electrolytes (sodium, chloride, potassium, and bicarbonate) are lost through liquid stools, vomit, sweat, urine, and breathing. Dehydration occurs when these losses are not replaced.

The degree of dehydration is rated on a scale of three.

· Early dehydration—no signs or symptoms.

· Moderate dehydration:

· thirst 

· restless or irritable behaviour

· decreased skin elasticity

· sunken eyes 

· Severe dehydration:

· symptoms become more severe 

· shock, with diminished consciousness, lack of urine output, cool, moist extremities, a rapid and feeble pulse, low or undetectable blood pressure, and pale skin.

Death can follow severe dehydration if body fluids and electrolytes are not replenished, either through the use of oral rehydration salts (ORS) solution, or through an intravenous drip.

Causes

Infection: Diarrhea is a symptom of infections caused by a host of bacterial, viral and parasitic organisms, most of which are spread by feces-contaminated water. Infection is more common when there is a shortage of clean water for drinking, cooking and cleaning. Rotavirus and Escherichia coli are the two most common causes of diarrhea in developing countries.

Malnutrition: Children who die from diarrhea often suffer from underlying malnutrition, which makes them more vulnerable to diarrhea. Each diarrheal episode, in turn, makes their malnutrition even worse. Diarrhea is a leading cause of malnutrition in children under five years old.

Source: Water contaminated with human feces, for example, from sewage, septic tanks, and latrines, is of particular concern. Animal feces also contain microorganisms that can cause diarrhea.

Other causes: Diarrheal disease can also spread from person-to-person, aggravated by poor personal hygiene. Food is another major cause of diarrhea when it is prepared or stored in unhygienic conditions. Water can contaminate food during irrigation. Fish and seafood from polluted water may also contribute to the disease.

Prevention and treatment

Key measures to prevent diarrhea include: 

· practice regular handwashing 

· access to safe drinking-water 

· improved sanitation 

· exclusive breastfeeding for the first six months of life

· good personal and food hygiene 

· health education about how infections spread 

· rotavirus vaccination
Key measures to treat diarrhea include the following.

· Rehydration: with intravenous fluids in case of severe dehydration or shock and/or oral rehydration salts (ORS) solution for moderate or no dehydration. ORS is a mixture of clean water, salt and sugar, which can be prepared safely at home. It costs a few cents per treatment. ORS is absorbed in the small intestine and replaces the water and electrolytes lost in the feces. 

· Zinc supplements: zinc supplements reduce the duration of a diarrhea episode by 25% and are associated with a 30% reduction in stool volume. 

· Nutrient-rich foods: the vicious circle of malnutrition and diarrhea can be broken by continuing to give nutrient-rich foods—including breast milk—during an episode, and by giving a nutritious diet—including exclusive breastfeeding for the first six months of life—to children when they are well. 

· Consulting a health worker if there are signs of dehydration. 

	Handout 7: Fact Sheet: Malaria



Key facts

· Malaria is a life-threatening disease caused by parasites that are transmitted to people through the bites of infected mosquitoes. 

· In 2010, malaria caused an estimated 655 000 deaths (with an uncertainty range of 537 000 to 907 000), mostly among African children. 

· Malaria is preventable and curable.

· Increased malaria prevention and control measures are dramatically reducing the malaria burden in many places.



According to the World malaria report 2011, there were about 216 million cases of malaria (with an uncertainty range of 149 million to 274 million) and an estimated 655 000 deaths in 2010 (with an uncertainty range of 537 000 to 907 000). Malaria mortality rates have fallen by more than 25% globally since 2000, and by 33% in the WHO African Region. Most deaths occur among children living in Africa where a child dies every minute from malaria.

Malaria is caused by Plasmodium parasites. The parasites are spread to people through the bites of infected Anopheles mosquitoes, called “malaria vectors,” which bite mainly between dusk and dawn.

There are four parasite species that cause malaria in humans:

· Plasmodium falciparum 
· Plasmodium vivax

· Plasmodium malariae

· Plasmodium ovale.
Plasmodium falciparum and Plasmodium vivax are the most common. Plasmodium falciparum is the most deadly.

In recent years, some human cases of malaria have also occurred with Plasmodium knowlesi—a species that causes malaria among monkeys and occurs in certain forested areas of South-East Asia. 

Transmission

Malaria is transmitted exclusively through the bites of Anopheles mosquitoes. The intensity of transmission depends on factors related to the parasite, the vector, the human host, and the environment.

About 20 different Anopheles species are locally important around the world. All of the important vector species bite at night. Anopheles mosquitoes breed in water and each species has its own breeding preference; for example some prefer shallow collections of fresh water, such as puddles, rice fields, and hoof prints. Transmission is more intense in places where the mosquito lifespan is longer (so that the parasite has time to complete its development inside the mosquito) and where it prefers to bite humans rather than other animals. For example, the long lifespan and strong human-biting habit of the African vector species is the main reason why more than 90% of the world's malaria deaths are in Africa.

Transmission also depends on climatic conditions that may affect the number and survival of mosquitoes, such as rainfall patterns, temperature and humidity. In many places, transmission is seasonal, with the peak during and just after the rainy season. Malaria epidemics can occur when climate and other conditions suddenly favor transmission in areas where people have little or no immunity to malaria. They can also occur when people with low immunity move into areas with intense malaria transmission, for instance to find work, or as refugees. 

Human immunity is another important factor, especially among adults in areas of moderate or intense transmission conditions. Partial immunity is developed over years of exposure, and while it never provides complete protection, it does reduce the risk that malaria infection will cause severe disease. For this reason, most malaria deaths in Africa occur in young children, whereas in areas with less transmission and low immunity, all age groups are at risk. 

Symptoms

Malaria is an acute febrile illness. In a non-immune individual, symptoms appear seven days or more (usually 10–15 days) after the infective mosquito bite. The first symptoms – fever, headache, chills and vomiting – may be mild and difficult to recognize as malaria. If not treated within 24 hours, P. falciparum malaria can progress to severe illness often leading to death. Children with severe malaria frequently develop one or more of the following symptoms: severe anaemia, respiratory distress in relation to metabolic acidosis, or cerebral malaria. In adults, multi-organ involvement is also frequent. In malaria endemic areas, persons may develop partial immunity, allowing asymptomatic infections to occur.

For both P. vivax and P. ovale, clinical relapses may occur weeks to months after the first infection, even if the patient has left the malarious area. These new episodes arise from dormant liver forms known as hypnozoites (absent in P. falciparum and P. malariae); special treatment – targeted at these liver stages – is required for a complete cure.

Who is at risk?

Approximately half of the world's population is at risk of malaria. Most malaria cases and deaths occur in sub-Saharan Africa. However, Asia, Latin America, and to a lesser extent the Middle East and parts of Europe are also affected. In 2010, 99 countries and territories had ongoing malaria transmission.

Specific population risk groups include: 

· young children in stable transmission areas who have not yet developed protective immunity against the most severe forms of the disease; 

· non-immune pregnant women as malaria causes high rates of miscarriage and can lead to maternal death;

· semi-immune pregnant women in areas of high transmission. Malaria can result in miscarriage and low birth weight, especially during first and second pregnancies; 

· semi-immune HIV-infected pregnant women in stable transmission areas, during all pregnancies. Women with malaria infection of the placenta also have a higher risk of passing HIV infection to their newborns;

· people living with HIV/AIDS;

· international travelers from non-endemic areas because they lack immunity;

· immigrants from endemic areas and their children living in non-endemic areas and returning to their home countries to visit friends and relatives are similarly at risk because of waning or absent immunity.

Diagnosis and treatment 

Early diagnosis and treatment of malaria reduces disease and prevents deaths. It also contributes to reducing malaria transmission. 

The best available treatment, particularly for P. falciparum malaria, is artemisinin-based combination therapy (ACT). 

WHO recommends that all cases of suspected malaria be confirmed using parasite-based diagnostic testing (either microscopy or rapid diagnostic test) before administering treatment. Results of parasitological confirmation can be available in 15 minutes or less. Treatment solely on the basis of symptoms should only be considered when a parasitological diagnosis is not possible. More detailed recommendations are available in the Guidelines for the treatment of malaria (second edition).
Antimalarial drug resistance

Resistance to antimalarial medicines is a recurring problem. Resistance of P. falciparum to previous generations of medicines, such as chloroquine and sulfadoxine-pyrimethamine (SP), became widespread in the 1970s and 1980s, undermining malaria control efforts and reversing gains in child survival.

Resistance to artemisinins was reported on the Cambodia-Thailand border in 2009, and has since been reported in Myanmar and Viet Nam. While there are likely many factors that contribute to the emergence and spread of resistance, the use of oral artemisinins alone, as monotherapy, is thought to be an important driver. When treated with an oral artemisinin-based monotherapy, patients may discontinue treatment prematurely following the rapid disappearance of malaria symptoms. This results in incomplete treatment, and such patients still have persistent parasites in their blood. Without a second drug given as part of a combination (as is provided with an ACT), these resistant parasites survive and can be passed on to a mosquito and then another person. 

If resistance to artemisinins develops and spreads to other large geographical areas, the public health consequences could be dire, as no alternative antimalarial medicines will be available for at least five years.

WHO recommends the routine monitoring of antimalarial drug resistance, and supports countries to strengthen their efforts in this important area of work. 

More comprehensive recommendations are available in the WHO Global Plan for Artemisinin Resistance Containment (GPARC), which was launched in 2011.

Prevention

Vector control is the main way to reduce malaria transmission at the community level. It is the only intervention that can reduce malaria transmission from very high levels to close to zero. 

For individuals, personal protection against mosquito bites represents the first line of defense for malaria prevention.

Two forms of vector control are effective in a wide range of circumstances. 

Insecticide-treated mosquito nets (ITNs)

Long-lasting insecticidal nets (LLINs) are cost-effective and are the preferred form of ITNs for public health distribution programs. WHO recommends coverage for all at-risk persons; and in most settings. The most cost effective way to achieve this is through provision of free LLINs, so that everyone sleeps under a LLIN every night.

Indoor spraying with residual insecticides

Indoor residual spraying (IRS) with insecticides is a powerful way to rapidly reduce malaria transmission. Its full potential is realized when at least 80% of houses in targeted areas are sprayed. Indoor spraying is effective for 3–6 months, depending on the insecticide used and the type of surface on which it is sprayed. DDT can be effective for 9–12 months in some cases. Longer-lasting forms of existing IRS insecticides, as well as new classes of insecticides for use in IRS programs, are under development.

Antimalarial medicines can also be used to prevent malaria. For travelers, malaria can be prevented through chemoprophylaxis, which suppresses the blood stage of malaria infections, thereby preventing malaria disease. In addition, WHO recommends intermittent preventive treatment with sulfadoxine-pyrimethamine for pregnant women living in high transmission areas, during the second and third trimesters. Similarly, for infants living in high-transmission areas of Africa, 3 doses of intermittent preventive treatment with sulfadoxine-pyrimethamine is recommended delivered alongside routine vaccinations. In 2012, WHO recommended Seasonal Malaria Chemoprevention as an additional malaria control strategy for areas of the Sahel sub-Region of Africa. The strategy involves the administration of monthly courses of amodiaquine plus sulfadoxine-pyrimethamine to all children under 5 years of age during the high transmission season. 

Insecticide resistance

Much of the success to date in controlling malaria is due to vector control. Vector control is highly dependent on the use of pyrethroids, which are the only class of insecticides currently recommended for ITNs or LLINs. In recent years, mosquito resistance to pyrethroids has emerged in many countries. In some areas, resistance to all four classes of insecticides used for public health has been detected. Fortunately, this resistance has only rarely been associated with decreased efficacy, and LLINs and IRS remain highly effective tools in almost all settings.

However, countries in sub-Saharan Africa and India are of significant concern. These countries are characterized by high levels of malaria transmission and widespread reports of insecticide resistance. The development of new, alternative insecticides is a high priority and several promising products are in the pipeline. Development of new insecticides for use on bed nets is a particular priority. 

Detection of insecticide resistance should be an essential component of all national malaria control efforts to ensure that the most effective vector control methods are being used. The choice of insecticide for IRS should always be informed by recent, local data on the susceptibility target vectors. 

In order to ensure a timely and coordinated global response to the threat of insecticide resistance, WHO has worked with a wide range of stakeholders to develop the Global Plan for Insecticide Resistance Management in malaria vectors (GPIRM), which will be released in May 2012.

Elimination

Malaria elimination is defined as interrupting local mosquito-borne malaria transmission in a defined geographical area, i.e. zero incidence of locally contracted cases. Malaria eradication is defined as the permanent reduction to zero of the worldwide incidence of malaria infection caused by a specific agent; i.e. applies to a particular malaria parasite species.

Many countries—especially in temperate and sub-tropical zones—have been successful in eliminating malaria. The global malaria eradication campaign, launched by WHO in 1955, was successful in eliminating the disease in some countries, but ultimately failed to achieve its overall goal, thus being abandoned less than two decades later in favor of the less ambitious goal of malaria control. In recent years, however, interest in malaria eradication as a long-term goal has re-emerged.

Large-scale use of WHO-recommended strategies, currently available tools, strong national commitments, and coordinated efforts with partners, will enable more countries—particularly those where malaria transmission is low and unstable—to progress towards malaria elimination. In recent years, 4 countries have been certified by the WHO Director-General as having eliminated malaria: United Arab Emirates (2007), Morocco (2010), Turkmenistan (2010), and Armenia (2011). 

Vaccines against malaria

There are currently no licensed vaccines against malaria or any other human parasite. One research vaccine against P. falciparum, known as RTS,S/AS01, is most advanced. This vaccine is currently being evaluated in a large clinical trial in 7 countries in Africa. Results will be emerging from this trial in 3 stages, and each set of results will be reviewed by external WHO advisory committees. A WHO recommendation for use will depend on the final results from the large clinical trial. Final results are expected in 2014, and a recommendation as to whether or not this vaccine should be added to existing malaria control tools is expected in 2015. 

	Handout 8: Fact Sheet: Tuberculosis (TB)



Key facts

· Tuberculosis (TB) is second only to HIV/AIDS as the greatest killer worldwide due to a single infectious agent.

· In 2010, 8.8 million people fell ill with TB and 1.4 million died from TB.

· Over 95% of TB deaths occur in low- and middle-income countries, and it is among the top three causes of death for women aged 15 to 44.

· In 2009, there were about 10 million orphan children as a result of TB deaths among parents. 

· TB is a leading killer of people living with HIV causing one quarter of all deaths.

· Multi-drug resistant TB (MDR-TB) is present in virtually all countries surveyed.

· The estimated number of people falling ill with tuberculosis each year is declining, although very slowly, which means that the world is on track to achieve the Millennium Development Goal to reverse the spread of TB by 2015.

· The TB death rate dropped 40% between 1990 and 2010. 



Tuberculosis (TB) is caused by bacteria (Mycobacterium tuberculosis) that most often affect the lungs. Tuberculosis is curable and preventable. 

TB is spread from person to person through the air. When people with lung TB cough, sneeze or spit, they propel the TB germs into the air. A person needs to inhale only a few of these germs to become infected. 

About one-third of the world's population has latent TB, which means people have been infected by TB bacteria but are not (yet) ill with disease and cannot transmit the disease. 

People infected with TB bacteria have a lifetime risk of falling ill with TB of 10%. However persons with compromised immune systems, such as people living with HIV, malnutrition or diabetes, or people who use tobacco, have a much higher risk of falling ill.

When a person develops active TB (disease), the symptoms (cough, fever, night sweats, weight loss, etc.) may be mild for many months. This can lead to delays in seeking care, and results in transmission of the bacteria to others. People ill with TB can infect up to 10-15 other people through close contact over the course of a year. Without proper treatment up to two thirds of people ill with TB will die.

Who is most at risk?

Tuberculosis mostly affects young adults, in their most productive years. However, all age groups are at risk. Over 95% of cases and deaths are in developing countries. 

People who are co-infected with HIV and TB are 21 to 34 times more likely to become sick with TB (see TB and HIV section). Risk of active TB is also greater in persons suffering from other conditions that impair the immune system. 

About half a million children (0-14 years) fell ill with TB, and 64 000 (a range of 58 000 to 71 000) children died from the disease in 2010.

Tobacco use greatly increases the risk of TB disease and death. More than 20% of TB cases worldwide are attributable to smoking. 

Global impact of TB

TB occurs in every part of the world. In 2010, the largest number of new TB cases occurred in Asia, accounting for 60% of new cases globally. However, Sub-Saharan Africa carried the greatest proportion of new cases per population with over 270 cases per 100 000 population in 2010. 

In 2010, about 80% of reported TB cases occurred in 22 countries. Some countries are experiencing a major decline in cases, while cases are dropping very slowly in others. Brazil and China for example, are among the 22 countries that showed a sustained decline in TB cases over the past 20 years. China, in particular, has made dramatic progress in TB control. Between 1990 and 2010, the TB death rate in the country fell by almost 80% and the total number of people ill with TB dropped by half.

Symptoms and diagnosis

Common symptoms of active lung TB are cough with sputum and blood at times, chest pains, weakness, weight loss, fever, and night sweats. 

Many countries still rely on a long-used method called sputum smear microscopy to diagnose TB. Trained laboratory technicians look at sputum samples under a microscope to see if TB bacteria are present. With three such tests, diagnosis can be made within a day, but this test does not detect numerous cases of less infectious forms of TB. 

Diagnosing MDR-TB (see Multidrug-resistant TB section below) and HIV-associated TB can be more complex. A new two-hour test that has proven highly effective in diagnosing TB and the presence of drug resistance is now being rolled-out in many countries.

Tuberculosis is particularly difficult to diagnose in children.

Treatment

TB is a treatable and curable disease. Active, drug-sensitive TB disease is treated with a standard six-month course of four antimicrobial drugs that are provided with information, supervision and support to the patient by a health worker or trained volunteer. Without such supervision and support, treatment adherence can be difficult and the disease can spread. The vast majority of TB cases can be cured when medicines are provided and taken properly.

Since 1995, over 46 million people have been successfully treated and an estimated 7 million lives saved through use of DOTS and the Stop TB Strategy recommended by WHO and described below.

TB and HIV

At least one-third of the 34 million people living with HIV worldwide are infected with TB bacteria, although not yet ill with active TB. People living with HIV and infected with TB are 21 to 34 times more likely to develop active TB disease than people without HIV. 

HIV and TB form a lethal combination, each speeding the other's progress. Someone who is infected with HIV and TB is much more likely to become sick with active TB. In 2010 about 350 000 people died of HIV-associated TB. Almost 25% of deaths among people with HIV are due to TB. In 2010 there were an estimated 1.1 million new cases of HIV-positive new TB cases, 82% of whom were living in Africa. 

As noted below, WHO recommends a 12-component approach to integrated TB-HIV services, including actions for prevention and treatment of infection and disease, to reduce deaths.

Multidrug-resistant TB

Standard anti-TB drugs have been used for decades, and resistance to the medicines is growing. Disease strains that are resistant to a single anti-TB drug have been documented in every country surveyed. 

Multidrug-resistant tuberculosis (MDR-TB) is a form of TB caused by bacteria that do not respond to, at least, isoniazid and rifampicin, the two most powerful, first-line (or standard) anti-TB drugs. 

The primary cause of MDR-TB is inappropriate treatment. Inappropriate or incorrect use of anti-TB drugs, or use of poor quality medicines, can all cause drug resistance. 

Disease caused by resistant bacteria fails to respond to conventional, first-line treatment. MDR-TB is treatable and curable by using second-line drugs. However second-line treatment options are limited and recommended medicines are not always available. The extensive chemotherapy required (up to two years of treatment) is more costly and can produce severe adverse drug reactions in patients.

In some cases more severe drug resistance can develop. Extensively drug-resistant TB, XDR-TB, is a form of multi-drug resistant tuberculosis that responds to even fewer available medicines, including the most effective second-line anti-TB drugs.

There were about 650 000 cases of MDR-TB present in the world in 2010. It is estimated that about 9% of these cases had XDR-TB. Annually, about 440 000 fell ill with MDR-TB and 150 000 died due to this form of tuberculosis.
	Handout 9: Additional Childhood Diseases


	MEASLES


	AGE AT ONSET
	Usually 5 and under

	INFECTIOUS AGENT
	Virus

	MODE OF TRANSMISSION
	Droplet spread or direct contact with nasal or throat secretions of infected person.

	MAJOR SIGNS

SYMPTOMS &

COMPLICATIONS
	Illness begins with fever, cough, runny nose, and redness of the eyes. The mouth becomes sore. The fever peaks after 4-5 days. On the third or fourth day of illness, a bumpy red rash (violet-colored in many African children) appears on the head and spreads to the legs. It heals with scaling and does not usually last longer than a week. The most common complications of measles are middle ear infection, pneumonia, and diarrhea, which can lead to dehydration and/or malnutrition.

	TREATMENT
	Diarrhea with dehydration and/or malnutrition and pneumonia are the two most common causes of measles associated with deaths of children. Fluids and good nutrition can help prevent death from diarrhea and antibiotics can be used to treat some cases of pneumonia. There is no cure, however, for the measles infection itself.

	METHOD OF

PREVENTION AND

CONTRAINDICATION
	Measles immunization in U.S. is 1 dose after at 15 months of age; in Africa, 1 dose at 9 months of age. No contraindications. Mild fever, colds, and diarrhea are not reasons to postpone immunizations.



	
	

	NEONATAL TETANUS



	AGE AT ONSET
	4-21 days old

	INFECTION AGENT
	Bacterium

	MODE OF TRANSMISSION
	Tetanus spores are usually introduced into the body by the instrument used to cut the umbilical cord or through infection of the unhealed umbilicus when it comes into contact with contaminated substances.

	MAJOR SIGNS SYMPTOMS

& COMPLICATIONS
	Muscle spasms, lockjaw, 4-21 days after birth. Stops feeding at the breast.

	TREATMENT
	Prevention is critical. Treatment is not effective unless carried out in a well equipped hospital. Even then, 40-60% of the infants with this disease die.

	METHOD OF

PREVENTION AND

CONTRAINDICATION
	For neonatal tetanus, give two doses of tetanus toxoid 4 weeks apart to pregnant women if they have never been vaccinated. The initial dose should be given as early in pregnancy as practical, and is a vital element of antenatal care. The second injection should be given at least 4 weeks later and preferably at least 3 weeks before delivery. If the second dose is not given then, be sure it is given at a postnatal visit (4 weeks later). During each subsequent pregnancy, the general principle is to give 1 booster dose. After 5 well documented immunizations with tetanus toxoid, the need for subsequent doses is very small. Neonatal tetanus can also be prevented by hygienic care of the umbilical cord. It is important to work closely with families and with birth attendants to prevent harmful practices that include covering the newborn’s umbilical incision with mud or clay or other organic material; binding herbs or dirt onto the newborn’s umbilical incision after birth; or using non-sterile cutting tools to cut the cord. 


	
	

	PERTUSSIS



	AGE AT ONSET
	The age of onset in children who live in densely populated urban areas where whooping cough is endemic, is usually less than 1 year. In rural communities where the disease usually occurs in epidemics, children throughout the 0-4 age range become ill.

	INFECTION AGENT
	Bacterium

	MODE OF TRANSMISSION
	Droplet spread, direct contact with discharges from respiratory mucous membrane of children.

	MAJOR SIGNS SYMPTOMS

& COMPLICATIONS
	Catarrhal Period: Lasts 7-14 days. Cough and nasal discharge are present.

Paroxysmal Period: Lasts, as a rule, 4-6 weeks. Bursts of coughing with no intake of breath are followed by a sudden inspiration with a characteristic “whoop” (though the “whoop” is sometimes not present, particularly in infants less than 6 months of age). These coughing spells produce sticky sputum and are often followed by vomiting. Whooping cough is associated with loss of appetite. It may lead to malnutrition.

	TREATMENT
	Antibiotics (of value only during incubation period) and nursing care can reduce the severity of some cases.

	METHOD OF

PREVENTION AND

CONTRAINDICATION
	The pertussis vaccine, called DTaP (for diphtheria, tetanus, and pertussis), is typically given in five doses. The first four shots are given during a baby’s first year and a half of life: at 2, 4, 6, and 15 to 18 months. A final dose is given between 4 and 6 years of age.

	
	

	
	


	Handout 11: Oral Rehydration Salts
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The "Simple Solution" - Homemade Oral Rehydration Salts (ORS) Recipe

Preparing 1 (one) Liter solution using salt, sugar, and water at home
Mix an oral rehydration solution using the following recipe:

Ingredients:
· Six (6) level teaspoons of sugar
· Half (1/2) level teaspoon of salt
· One liter of clean drinking or boiled water and then cooled—5 cupfuls (each cup about 200 ml.) 

Preparation Method:

· Stir the mixture till the salt and sugar dissolve.
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Rice water 
Rice water works as well as salt and sugar solution for rehydration. Cook some rice in twice as much water as you would normally use. Pour off the extra water from the rice. Add some salt to the water (about ½ teaspoon salt per liter of water, or a big pinch in a glass of it). You can add a little sugar if you like. Drink as much as you can. You can eat the rice too. 
Other home cereals 
If you usually make porridge or gruel to eat or feed to young children, these can be watered-down for rehydration drink. Ground corn, dal, potato, or cassava will all help rehydrate someone (if they are well cooked and watered down to a thin liquid, and a little salt is added). 
	Handout 12: Building a Coalition and Factors to Consider


Questions to think of when building a coalition:
1. What is the problem you are focusing on?

2. Who are the people who would make the most impact on the topic?

3. What other stakeholders need to be included in the coalition to make it sustainable?

4. Are there any individuals that have to be included to validate the coalition, though they may not play an active role in the process? (Village chief? Government official? Important community member?
5. How do you attract membership to your coalition?

6. How do you keep people coming back and remaining committed?

7. What skills do you have to provide the members of the group that they may not have? (Computer skills? Grant writing? Communication skills?)

8. Are there other groups that this coalition could collaborate with? How do you get the members of the coalition to network with other institutions?

9. What would be the first activity your coalition does? (Health information project? A launch party?) And how would its successes be evaluated so it can be shown to be an effective coalition in the community and to grantors?

10. What are the barriers to the success of this coalition, and how do you overcome them?

WHO’s Multi-Country Evaluation of Integrated Management of Childhood Illness (IMCI) effectiveness includes:
· Socioeconomic factors, including family income, parental education and occupation, unemployment, land tenure, and the existence of economic crises (inflation rates, structural adjustment, etc);

· Environmental factors, including water supply, sanitation, housing, and environmental pollution;

· Demographic factors, including fertility patterns and family size;

· Health-services related factors, including structure of health services, health manpower, health worker pay, drug supply, availability of referral services; and

· Presence of other projects and programs that may affect child health, including other child survival and nutrition projects being implemented by governmental and non-governmental institutions (for example, micronutrient supplementation, promotion of insecticide-treated materials, etc.).
	Trainer Material 1: Flip Charts—Treatment and Barriers to Treatment 
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	Trainer Material 2: Flip Chart—Skills to Teach Caregivers and Coalitions



Diarrheal Disease


			


Treatment


Oral Rehydration Salts


Importance of using treated water�
Barriers


Access to clean water


Access to ORS or the ingredients to make it at home


Access to advanced care (doctors, hospitals, etc.)�
�






Tuberculosis


			


Treatment


A standard six-month course of four antimicrobial drugs�
Barriers


Access to medication


Access to advanced care (doctors, hospitals, etc.)


Following through with a very long and involved treatment plan�
�






Malaria


			


Treatment


Antimalarial medicine should be administered within 24 hours of the start of symptoms to prevent the illness from progressing to severe malaria, which increases the likelihood of death.�
Barriers


Access to antimalarial medicine


Access to advanced care (doctors, hospitals, etc.)�
�






Pneumonia


			


Treatment


Oral antibiotics can be given effectively at home 


Injectable antibiotic administered in the hospital is suggested for infants less than 2 months of age and in very severe cases�
Barriers


Access to antibiotics


Continuing antibiotics to completion


Access to advanced care (doctors, hospitals, etc)�
�






Skills to Teach Caregivers and Coalitions





Encourage breastfeeding.


Teach good nutrition.


Teach basic hygiene for individuals, families, households.


Encourage development of safe water supply and storage�.


Teach mothers to mix and give ORS to children with diarrhea.


Encourage and demystify vaccinations.





Some steps necessary to teach these skills:


Select place for teaching.


Persuade mothers to gather for lessons.


Include necessary people and organizations in the training of caregivers and coalitions (i.e., other health organizations, women’s organizations, youth outreach).


Use language understood by the targeted audience.


Increase likelihood of sustainability by having the caregivers teach others (in the train-the-trainer model).
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