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Executive Summary 

The quality of care for malaria depends on how well national malaria guidelines as well as 

health worker training and supervisory materials conform to the most recent World Health 

Organization (WHO) standards.  To assess the level of adherence to WHO standards, we 

collected training and supervisory materials for health workers in President’s Malaria Initiative 

(PMI) countries and appraised them for adherence to the standard WHO materials.  Special 

attention was paid to training in and use of diagnostics like rapid diagnostic tests (RDTs) and 

assessment and management of severe febrile diseases. 

Training materials from 13 countries and supervision tools from 7 countries were reviewed (out 

of the total 16 countries contacted). 

For children suspected to have uncomplicated malaria, prompt parasitological confirmation by 

microscopy or RDT is recommended before treatment is administered.  Nine of the countries 

under review had introduced testing in their Integrated Management of Childhood Illness 

(IMCI) protocols, but only four had step-by-step instructions on how to conduct a rapid 

diagnostic test or microscopy.  Four countries had included malaria test by RDT or microscopy 

in the classification of severe febrile disease/severe malaria, a practice that diverges somewhat 

from the WHO guidelines, which emphasize the need for urgent treatment over diagnosis. 

Anemia may be the only clinical sign of malaria, but with the exception of two countries, IMCI 

materials reviewed did not include instructions to perform an RDT when a child is identified as 

having anemia. Materials from one country did not include presumptive treatment for malaria 

as standard treatment for the anemic child.   

Six countries still have parenteral quinine as the drug of first choice for pre-referral treatment 

of severe febrile disease.  Since it has been shown that artesunate has significant advantages 

over quinine in the treatment of severe malaria in children, countries that have not yet done so 

should consider changing their first-line treatment for severe febrile disease to rectal or 

parenteral artesunate in children between two months and to five years old. 

Convulsions are frequently associated with severe febrile disease or severe malaria and should 

be promptly treated. However, no prophylactic treatment should be given.  Severe malaria is 

also often accompanied by hypoglycemia, which in itself can be life-threatening in children.  

Materials received from one country had no clear guidelines on how to treat convulsions or on 

how to prevent/treat hypoglycemia.  

Treatment for uncomplicated malaria was very much in line with IMCI standards and current 

WHO recommendations. Materials from all countries reviewed had artemisinin-based 

combination therapy (ACT) as the first-line oral antimalarial drug.   

Wherever possible, treatment failure must be confirmed parasitologically, preferably by blood 

slide examination, as RDTs may remain positive for weeks after the initial infection.  Of the 11 

countries that provided material dealing with treatment failure, five had retesting with an RDT 
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in the protocol, while another five countries used a clinical diagnosis without microscopy or 

RDT to reclassify a child as having malaria before administering a second-line drug. 

We reviewed supervision materials from seven countries.  Materials from four of these 

countries included an adequate number of observation checks related to the health worker 

while assessing, classifying, treating, and counseling.  None of the supervision tools reviewed 

included a caretaker interview.  

Only two countries had supervision checklists that were adequate in appraising the condition 

and organization of services related to the treatment of malaria. 

While it is not possible to judge how feedback is given from the supervision forms reviewed, we 

noted that the supervision tools rarely stressed the importance of summarizing the findings 

jointly with the facility staff.  No supervision forms clearly summarized which actions were 

taken the day of a visit, and we are under the impression that the supervisors leave action plans 

rather than trying to solve problems during the visit. 

By order of priority, our main recommendations are: 

A. Since it has been shown that artesunate has significant advantages over quinine in the 

treatment of severe malaria in children, countries that have not yet done so should consider 

changing their first-line treatment for severe febrile disease to rectal or parenteral 

artesunate in children between two months and five years old.  

B. Severe malaria is often accompanied by hypoglycemia and/or convulsions.  If not properly 

treated, these conditions can be life-threatening in children.  Countries should thus consider 

including treatment and prevention guidelines for hypoglycemia and treatment guidelines 

for convulsions in their standard guidelines for the treatment of severe malaria. 

C. Countries that have not yet introduced the use of the RDT or microscopy as a standard in the 

process of classification of the sick child with anemia and do not routinely provide 

presumptive malaria treatment for anemia should consider doing so, especially in high-risk 

malaria areas. 

D. Countries that have not yet introduced the use of the RDT or microscopy as a standard in the 

process of classification of the sick child with fever should consider doing so to improve 

diagnosis and reporting of malaria.  This will lead to improved patient care in parasite-

positive as well as parasite-negative children and will slow down the spread of resistance to 

the current first-line drugs. 

E. Countries that have not yet developed or do not include teaching or training materials on the 

proper use of microscopy or RDTs in their IMCI training materials should consider doing so 

when they next update their IMCI materials.  Doing so will improve diagnosis and reporting 

of malaria. 

F. Countries that have not yet introduced the use of the RDT or microscopy as a standard in the 

process of classification of the sick child with anemia should consider doing so to improve 
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diagnosis and reporting of malaria.  This will lead also to improved patient care in parasite-

positive children. 
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Introduction  

Through the President’s Malaria Initiative (PMI), USAID supports 19 countries in rolling out 

malaria prevention and control programs. PMI resources support the training and supervision 

of health workers to improve skills in conducting case management using the Integrated 

Management of Childhood Illness (IMCI) strategy.  Standard guidelines for the treatment of 

malaria and IMCI training and supervision are available from the World Health Organization 

(WHO), and countries adapt them based on their local contexts.  Countries have adopted and 

adapted either the 11-day or the six-day IMCI training.  Supervision either is conducted under 

the direct leadership of the national malaria control program (NMCP) or is integrated with 

other service areas.    

 

The quality of care depends on how well NMCP and IMCI training and supervisory materials for 

health workers conform to the most recent WHO standards.  To assess the level of adherence 

to WHO standards, we collected training and supervisory materials for health workers in PMI 

countries and appraised them for adherence to the standard WHO materials. Special attention 

was paid to training in and use of diagnostics like rapid diagnostic tests (RDTs) and assessment 

and management of severe febrile diseases. 

Methodology 

The latest widely available WHO materials for IMCI as well as the 2010 WHO Guidelines for the 

Treatment of Malaria were reviewed and key standards of assessment, diagnosis, care, and 

treatment were identified.  These key standards are shown in exhibits throughout this 

document.  IMCI training and supervisory materials, as well as malaria training materials for 

health workers in PMI countries, were requested from the ministries of health and MCHIP 

partners in all 19 PMI countries (Angola, Benin, Democratic Republic of Congo, Ethiopia, Ghana, 

Guinea, Kenya, Liberia, Madagascar, Malawi, Mali, Mozambique, Nigeria, Rwanda, Senegal, 

Tanzania, Uganda, Zambia, and Zimbabwe).  The obtained country material was reviewed 

against the key standards. Special attention was paid to the use of diagnostics like RDTs and 

assessment and management of severe febrile disease or severe malaria.  

 

A Microsoft Excel spreadsheet was used to compare the main technical content of the country 

tools against the WHO standards. The WHO standards include the assessment, classification, 

and management of sick children who are between two months and five years old, with a focus 

on the assessment of danger signs; fever and anemia; the use of a parasitological/laboratory 

diagnosis, especially the use of an RDT; and identification of treatment and treatment 

protocols.  With regard to supervision, the tool focused on observing case management, 

interviewing the caretaker, reviewing the facility’s support system and how the supervision visit 

was summarized, and providing feedback from the findings and recommendations to facility 

staff. 

 

The tool was shared and discussed with USAID and MCHIP technical officers. 
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Results 

Materials were received from 16 out of the 19 PMI countries contacted.  Thirteen countries 

submitted IMCI or NMCP health worker training materials and tools, and seven countries 

shared IMCI or malaria supervision materials.  Three countries did not supply materials (Angola, 

Ghana, and Guinea).  One country (Mozambique) provided materials in Portuguese, which were 

not reviewed since the reviewer was not fluent in the language (Table 1).  

 

Most IMCI or malaria training, supervision, and other monitoring tools were made available in 

soft copy (PDF or Microsoft Word format).  One country (Madagascar) provided hard copies. 

 

IMCI materials are more comprehensive than NMCP guidelines as they deal with the scripted 

approach to assessing, classifying, and treating/referring children for the most common 

childhood illnesses, not just malaria.  IMCI has extensive training materials, including practice 

exercises for the health worker. The NMCP materials have the latest malaria guidelines, which 

precede the updating of the IMCI materials and have laboratory guidelines for the diagnosis of 

malaria. 

Table 1: Tool inventory for PMI countries 

 COUNTRY IMCI and or Malaria Tools Supervision Tools 

1 Angola No No 

2 Benin Yes (IMCI) No 

3 
Democratic Republic 

of Congo 
Yes (IMCI/CCM – NMCP) Yes 

4 Ethiopia Yes (IMCI/CCM – NMCP) Yes 

5 Ghana No No 

6 Guinea No No 

7 Kenya Yes (IMCI) No 

8 Liberia No Yes 

9 Madagascar Yes (IMCI) No 

10 Malawi Yes (IMCI) Yes 

11 Mali Yes (IMCI) Yes 

12 Mozambique Yes (IMCI – NMCP) Yes 

13 Nigeria Yes (IMCI) No 

14 Rwanda Yes (IMCI) Yes 

15 Senegal Yes (IMCI) No 

16 Tanzania (Zanzibar) No Yes 

17 Uganda Yes (IMCI/CCM – NMCP) No 

18 Zambia Yes (IMCI) No 

19 Zimbabwe Yes (IMCI) No 

 Total Yes 13 + 1 7+1 
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Assessment and Classification of the Sick Child 

Assessment for general danger signs 

Children presenting at a primary care facility with general danger signs have a serious problem.  

Screening for general danger signs should thus be one of the first steps taken when a sick child 

presents at a health facility or reaches the health worker. Examining all children coming for a 

sick child visit for general danger signs is standard IMCI practice. 

 

Most children who present with (general) danger signs will need immediate attention and 

urgent referral to the next level or a hospital for adequate care. In general, they will need 

immediate, lifesaving treatment, which may require injectable antibiotics, oxygen, or other 

treatments that may not be available in the first-level health facility. 

 

General danger signs under the IMCI classification overlap with clinical signs of severe malaria 

(Exhibit 1). 

Exhibit 1: Danger signs of severe malaria 

Clinical features (danger signs) of severe 

malaria  

IMCI general danger signs 

• Failure to feed 

• Multiple convulsions 

• Impaired consciousness or unrousable 

coma 

• Prostration 

• Circulatory collapse or shock, with systolic 

blood pressure  < 50 mm Hg in children 

• Deep breathing, respiratory distress 

• Clinical jaundice 

• Hemoglobinuria 

• Abnormal spontaneous bleeding 

• The child is unable to drink or breastfeed 

• The child vomits everything 

• The child has had convulsions 

• The child is convulsing 

• The child is lethargic or unconscious 

 

The correct assessment for general danger signs is of utmost importance in the identification 

and classification of very severe febrile disease, which in malaria-endemic areas has a high 

likelihood of being severe malaria. Each set of health worker training materials reviewed (from 

the 13 countries that shared IMCI or NMCP tools) emphasized the importance of assessing sick 

children for danger signs.  The detection of danger signs triggers a decision-making process 

that, in the case of severe malaria, should lead to the classification of the child as having very 

severe febrile disease, which in turn should lead to urgent, lifesaving pre-referral treatment 

and referral. 

Classification of children as having very severe febrile disease 

According to the IMCI guidelines, a child who reaches a health worker with general danger 

signs, as well as all other children, should be checked for cough and fast breathing, diarrhea, 
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fever, ear problems, malnutrition, and anemia.  If the child has fever plus any general danger 

sign and/or a stiff neck, the child should be classified as having “very severe febrile disease,” 

which may include severe malaria, septicemia, meningitis, or other life-threatening disease. 

Exhibit 2: IMCI definition of fever 

A child will be considered as having fever if: 

 The child has had any fever with the current illness 

 The child feels hot  

 The child has an axillary (underarm) temperature of 37.5°C (38°C rectal) or above 

(high fever is defined as a temperature of 38.5°C or above) 

Exhibit 3: IMCI definition of very severe febrile disease 

A child will be considered as having severe febrile disease if the child has a fever: 

Plus 

 Any general danger sign (is unable to drink or breastfeed; vomits everything; has 

convulsions; is lethargic or unconscious) 

And/or 

 A stiff neck 
 

Materials from 12 of the 13 countries reviewed were in line with the IMCI standard (see Exhibit 

2) when defining fever. The exception was Mali, which defined fever as an axillary temperature 

of 38°C or more, which will make the detection/classification of fever less sensitive than the 

standard WHO guidelines.  The majority (8/13) of the countries’ materials follow the 

classification of very severe febrile disease mentioned above (see Exhibit 3). 

 

From Uganda we received only the 2012 malaria guidelines (the IMCI guidelines are still under 

review as of January 2013).  Severe malaria is defined as a positive blood smear or RDT plus any 

of a long list of complications, including coma; severe anemia; respiratory distress; 

hypoglycemia; circulatory collapse; renal failure; spontaneous bleeding; repeated convulsions; 

acidosis; hemoglobinuria; pulmonary edema and/or impaired consciousness; jaundice; 

prostration; hyperpyrexia; and hyperparasitemia. Very severe febrile disease is not well defined 

in the malaria guidelines, and we hope that this will be addressed in the current update of the 

IMCI guidelines/training materials. 

 

The Madagascar materials we received were incomplete, but based on what we received we 

understand that malaria testing with an RDT is standard practice when a child has a fever.  The 

classification for children with fever and danger signs is “very severe febrile disease and/or 

severe malaria.” To determine severity, the health worker looks for any general danger sign, 

which in Madagascar includes severe anemia or a stiff neck (or bulging fontanel) or any signs of 

severe malaria and a positive RDT. 

 

Mali expanded the examination of a sick child with fever to include looking for signs of severe 

malaria: behavioral problems; prostration (inability to sit or stand); alteration of consciousness, 

lethargy, or unconsciousness; convulsions and/or history of seizures; respiratory distress, chest 
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indrawing, or stridor; shock, rapid or weak pulse, and cold extremities; scanty urine and/or 

urine the color of coca cola; jaundice; spontaneous bleeding; and severe palmar pallor.  The 

2011 IMCI material reviewed indicates that “other signs of severe malaria can be confirmed if 

possible locally or at the referral health center: blood smear positive for Plasmodium 

falciparum, hypoglycemia, and acidosis.”  The NMCP guidelines updated in 2012 require that at 

all levels of the health system (community to hospital) suspected malaria cases should be 

systematically confirmed by RDT or microscopy before treatment. However, the 2011 IMCI 

materials reviewed do not include this requirement. 

 

Senegal’s 2012 IMCI materials also expand the examination of a sick child with fever to include 

looking for signs of severe malaria: impaired consciousness or coma; prostration (inability to 

walk or sit without assistance); inability to feed; multiple convulsions; respiratory distress; 

circulatory collapse or shock (blood pressure below 50 mm Hg in children); jaundice; 

hemoglobinuria; and abnormal bleeding.  A rapid diagnostic test is suggested, but in the 

algorithm reviewed, the result of the test did not influence the classification of severe malaria 

and/or very severe febrile disease, nor was the pre-referral treatment influenced by the test. 

However, the training modules differentiated severe malaria (any general danger sign or any 

signs of severe malaria with a positive RDT) from very severe febrile disease (any general 

danger sign or fever and a negative RDT plus stiff neck). 

 

Rwanda’s 2012 IMCI algorithm differentiates severe malaria from severe febrile disease. The 

health worker is expected to perform an RDT or a thick blood smear when a child presents with 

fever and is directed to look and ask for signs of severe malaria: jaundice, dark urine, abnormal 

bleeding. A classification of severe malaria is made when the child presents with any general 

danger sign or stiff neck and microscopy (blood smear) and/or the RDT is positive.  The child is 

classified as having a very severe febrile illness if the child presents with any general danger 

sign or a stiff neck and the blood smear and/or the RDT is/are negative. 
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Table 2: Classification of children with severe febrile disease 

COUNTRY 
Assessment of 

fever 

Severe malaria 

signs included in 

assessment 

Classification of severe 

febrile disease 

Benin  Standard  Standard 

Democratic Republic 

of Congo  

Standard  Standard 

Ethiopia  Standard  Standard 

Kenya Standard  Standard 

Madagascar Standard Yes + Malaria signs + RDT 

Malawi  Standard  Standard 

Mali 38 °C Yes + Malaria signs + RDT 

Nigeria Standard  Standard 

Rwanda Standard Yes + Malaria signs + RDT 

Senegal  Standard Yes + Malaria signs 

Uganda  Standard Yes + Malaria signs + RDT 

Zambia Standard  Standard 

Zimbabwe Standard  Standard 

 

The approach of conducting a malaria test by RDT or microscopy to classify severe febrile 

disease departs somewhat from the WHO guidelines, which emphasize the need for urgent 

treatment over diagnosis (see Exhibit 4). 

Exhibit 4: WHO guidelines for parasitological/laboratory diagnosis of malaria
1
 

Prompt parasitological confirmation by microscopy, or RDT, is recommended in all patients 

suspected of malaria, before treatment is started.   

 

Treatment solely on the basis of clinical suspicion should only be considered when a 

parasitological diagnosis is not accessible or will be delayed for more than two hours. 

 

However, patients with suspected severe malaria, and other high-risk groups, should be treated 

immediately on clinical grounds. 

 

 

One can argue that performing a diagnostic test on a child who is severely sick and needs 

urgent referral to a hospital can delay pre-referral treatment and thus referral.  Moreover, if 

there is no difference in treatment for severe febrile disease and severe malaria, a laboratory 

diagnosis or RDT seems unnecessary. 

 

                                                        
1
 WHO. WHO Guidelines for the Treatment of Malaria, 2nd edition. Geneva: WHO Press, 2010. 
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Adding some of the malaria-specific danger signs to the examination of the child (IMCI 

algorithm) will in all likelihood result in the identification of more children for urgent treatment 

and/or referral for appropriate care.  This will save more lives. 

 

Assessing children with fever for severe malaria-specific signs will add to the proper 

classification of severe febrile disease (severe malaria).  However, when general danger signs 

are present, additional signs or clinical features of severe malaria, such as hypoglycemia, will 

require additional tests, which could result in some additional delays in treatment and referral. 

Delaying treatment needs to be avoided and testing (e.g., for hypoglycemia) will not change the 

standard treatment for severe malaria/severe febrile disease. 

 

Delayed treatment  

If treatment is delayed, particularly in P. falciparum malaria, the parasite burden continues to 

increase and severe malaria may ensue.  It is a progression that may occur within a few hours.  

By this stage of the disease, the case fatality rate in people receiving treatment is typically 10–

20%.  However, if left untreated, severe malaria is fatal in the majority of cases.
2
 

 

Recommendation 1:  Use of RDTs when a child has general danger signs and fever 

Countries need to carefully weigh the added benefits of conducting laboratory testing 

(microscopy, RDT, and/or testing for hypoglycemia) when a child is seen by a health worker and 

has already been classified as having general danger signs and fever. The RDT will lead to a 

more accurate diagnosis and thus reporting of severe malaria, but it will not influence the pre-

referral treatment if the standard recommendations for treatment of severe febrile disease are 

followed.  Testing will inflict minor pain/discomfort to the severely ill child and could delay 

treatment. 

Recommendation 2:  Specific signs of severe malaria when a child has general danger signs and fever  

Countries should consider introducing a skip option so that the health worker is not required to 

assess a child for malaria-specific danger signs and laboratory tests if the child has already been 

identified as having general danger signs. 

Classification of children as having uncomplicated malaria 

According to WHO’s Guidelines for the Treatment of Malaria, uncomplicated malaria can be 

defined as symptomatic malaria without clinical or laboratory signs of severity or evidence of 

vital organ dysfunction. However, the signs and symptoms of uncomplicated malaria are 

nonspecific and malaria is suspected clinically mostly on the basis of fever or a history of fever 

(Exhibit 5). 

                                                        
2  

WHO. WHO Guidelines for the Treatment of Malaria, 2nd edition. Geneva: WHO Press, 2010. 
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Exhibit 5: WHO definition of uncomplicated malaria 

Uncomplicated malaria is defined as symptomatic malaria without signs of severity or evidence 

(clinical or laboratory) of vital organ dysfunction.  The signs and symptoms of uncomplicated 

malaria are nonspecific.  Malaria is suspected clinically mostly on the basis of fever or a history 

of fever.   

• If risk of malaria is high: uncomplicated malaria can be diagnosed on the basis of history 

of fever in the previous 24 hours and/or the presence of anemia (pallor of the palms). 

• If risk of malaria is low: a diagnosis can be made on the possibility of exposure to 

malaria and a history of fever in the previous three days with no features of other 

severe diseases. 
 

Exhibit 6: IMCI definition of uncomplicated malaria 

Uncomplicated malaria is diagnosed on the basis of fever with no general danger sign or stiff 

neck and a positive malaria test. If a malaria test is not available in an area where malaria risk is 

considered to be high or even low, a child with fever (or a history of fever) and no general 

danger sign or stiff neck is classified as having malaria.  

 

The latest widely available IMCI guidelines indicate that in areas where risk of malaria is low, 

malaria testing should be done in children with a fever (or a history of fever) who do not have 

any general danger signs or a stiff neck, and who do not have another obvious cause of fever 

(see Exhibit 6.)  A child with a fever (or a history of fever), no general danger signs or stiff neck, 

and a positive malaria test is classified as having malaria.  Where a malaria test is not available, 

a child with a fever (or a history of fever), no general danger signs or stiff neck, and no other 

obvious cause of fever is classified as having malaria. 

 

When malaria risk is low, a child with signs of other febrile diseases, such as fever with a runny 

nose, does not need a malaria test.  This child's fever is probably caused by a common cold, 

pneumonia, or an ear infection. Children with a fever and a negative malaria test, a runny nose, 

measles, or another evident cause of fever can be diagnosed following these other causes, or as 

“fever–malaria unlikely.” 

 

In a high malaria risk area or season, a child with fever (or a history of fever) and a negative 

malaria test is classified as having a fever and no malaria. 

 

In an area with no malaria risk, a child with no general danger signs, no stiff neck, and no travel 

to an area with malaria risk within the past two weeks is classified as having fever. 

 

Materials from nine out of the 13 countries reviewed (Benin, Democratic Republic of Congo, 

Ethiopia, Kenya, Madagascar, Malawi, Rwanda, Senegal, and Zimbabwe) follows the most up-

to-date IMCI guidelines for classifying malaria. The 2008 Zambia and 2011 Nigeria materials 

reviewed classify the child with fever and no danger signs as having uncomplicated malaria with 

no requirement for testing for malaria with an RDT or microscopy.  Uganda is in the process of 
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reviewing the IMCI materials, but the materials we had for review did not include malaria 

testing.  The Mali NMCP requires testing, but the 2011 IMCI algorithm reviewed did not include 

testing. 

 

Countries that do not yet require malaria testing in their algorithm will have a higher sensitivity 

for malaria classification but will also overtreat, with both positive and negative consequences.  

In countries where the algorithm includes systematically testing for malaria, the classification 

will gain in specificity and thus improve patient care in parasite-positive children as well as 

parasite-negatives, for which another classification must be sought. The unnecessary use of 

antimalarial drugs will not only reduce the advent of unnecessary adverse effects, but also slow 

down the spread of resistance to the current first-line drugs. 

Table 3: Classification of uncomplicated malaria 

COUNTRY RDT required Uncomplicated malaria 

Benin  Yes Standard 

Democratic Republic of Congo  Yes Standard 

Ethiopia  Yes Standard 

Kenya Yes Standard 

Madagascar Yes Standard 

Malawi  Yes Standard 

Mali Yes NMCP; No IMCI  

Nigeria No  

Rwanda Yes Standard 

Senegal  Yes Standard 

Uganda  No (IMCI in process of updating)   

Zambia No  

Zimbabwe Yes Standard 

 

Recommendation 3:  Use of RDTs to classify a sick child with fever 

Countries that have not yet introduced the use of the RDT or microscopy as a standard in the 

process of classification of sick children with fever should consider doing so to improve 

diagnosis and reporting of malaria. This will lead to improved patient care in parasite-positive 

children as well as parasite-negative children and will slow down the spread of resistance to the 

current first-line drugs. 

Classification of children with anemia 

Anemia may be the only clinical sign of malaria (see Exhibit 7).  A child with malaria may have 

chronic anemia (with no fever) as the only sign of illness. 
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Exhibit 7: WHO Expert Committee on Malaria: diagnosis   

The WHO recommendations for the clinical diagnosis of uncomplicated malaria in settings 

where the risk of malaria is high states that the (clinical) diagnosis should be made on the basis 

of a history of fever in the previous 24 hours and/or the presence of anemia, for which pallor of 

the palms appears to be the most reliable sign in young children.
3
 

 

 

IMCI materials from the 13 countries under review included the identification of anemia by 

looking for palmar pallor. A child is classified as having anemia or severe anemia based on how 

pale the palm of the child’s hand is. 

 

With the exception of Benin and Zambia, IMCI materials reviewed do not include instructions to 

perform an RDT. The classification of anemia does not systematically lead to revising the 

classification of malaria. 

Table 4: Classification of anemia and testing for malaria 

COUNTRY Anemia (palmar pallor) RDT 

Benin  Yes Yes 

Democratic Republic of Congo  Yes  

Ethiopia  Yes  

Kenya Yes  

Madagascar Yes  

Malawi  Yes  

Mali Yes  

Nigeria Yes  

Rwanda Yes  

Senegal  Yes  

Uganda  Yes  

Zambia Yes Yes 

Zimbabwe Yes  

 

Recommendation 4: Use of RDTs and anemia 

Countries that have not yet introduced the use of the RDT or microscopy as a standard in the 

process of classifying sick children with anemia should consider doing so to improve diagnosis 

and reporting of malaria. This will lead also to improved patient care in parasite-positive 

children. 

                                                        
3
 WHO Expert Committee on Malaria. Twentieth Report. WHO Technical Report Series, No. 892. Geneva: WHO, 

2000.  
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Parasitological/Laboratory Diagnosis 

As stated above, prompt parasitological confirmation by microscopy or RDT is recommended 

for children suspected of uncomplicated malaria, before treatment is administered. Training 

materials from only four of the nine countries that have introduced testing in their algorithm 

(Benin, Democratic Republic of Congo, Ethiopia, and Uganda) have step-by-step instructions on 

how to conduct a rapid diagnostic test or microscopy.  It is not clear how health care workers in 

the other five countries where testing is part of the assessment and classification of malaria will 

be trained in performing the RDT so that they can become competent and confident in testing 

sick children. The training materials we received from Rwanda and Mali, two countries that 

require a positive malaria test before a child is classified and treated for uncomplicated or 

severe malaria, lack teaching/instructions on how to properly conduct these tests.  

Recommendation 5: Specific instructions for use of malaria tests 

Countries that have not yet developed or do not include teaching or training materials on the 

proper use of microscopy or RDTs in their IMCI training materials should consider doing so 

when they next update their IMCI materials.  Doing so will improve diagnosis and reporting of 

malaria. 

 

Identifying the Necessary Treatments  

Severe febrile disease 

The standard IMCI treatment for severe febrile disease indicates that the health worker should 

give the first dose of an appropriate antibiotic for meningitis or other severe bacterial infection.  

In areas with malaria risk the child should also receive a dose of an antimalarial.  In addition, 

the health worker should treat the child to prevent low blood sugar and give paracetamol if the 

child has a high fever (Exhibit 8.) The child should then urgently be referred to a hospital for 

further treatment. 

Exhibit 8: Standard treatment for severe febrile disease 

• Give first dose of quinine or artesunate for severe malaria 

• Give first dose of an appropriate antibiotic 

• Treat the child to prevent low blood sugar 

• Give one dose of paracetamol in clinic for high fever (38.5°C or above) 

• Refer urgently to hospital 
 

Eleven of the 13 countries reviewed follow the standard IMCI guidelines for the treatment of 

severe febrile disease.  Materials reviewed for the Democratic Republic of the Congo and 

Uganda are the NMCP guidelines for treatment of severe malaria, and these guidelines do not 

include the administration of an antibiotic. 
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Table 5: Drug of first choice for pre-referral treatment of severe febrile disease 

IMCI guidelines Pre-referral treatments of choice: artesunate or quinine  

Benin  Artesunate suppository  

Democratic Republic of Congo  Artesunate suppository   

Ethiopia  Artesunate suppository 

Kenya Quinine or parenteral artesunate or artemether 

Madagascar Quinine 

Malawi  Quinine  

Mali IMCI: quinine; NMCP: artemether or artesunate or quinine  

Nigeria Quinine 

Rwanda Artemether   

Senegal  Quinine 

Uganda  Artesunate or quinine or artemether 

Zambia Quinine 

Zimbabwe Quinine  

 

Six countries (Madagascar, Malawi, Nigeria, Senegal, Zambia, and Zimbabwe) have parenteral 

quinine as the drug of first choice for pre-referral treatment of severe febrile disease. Three 

countries (Benin, Democratic Republic of Congo, and Ethiopia) have artesunate as the drug of 

first choice for pre-referral treatment, and three countries (Kenya, Mali, and Uganda) have both 

quinine and artesunate listed as drug of first choice.  In the case of Mali, quinine is cited in the 

IMCI guidelines and artesunate in the NMCP guidelines. The Rwanda IMCI guidelines list intra-

muscular (IM) artemether as the drug of first choice for severe malaria (Table 5). 

 

The most recent WHO recommendations for the treatment of severe (P. falciparum) malaria 

advocate for the use of artesunate rather than quinine as the first-line drug for the treatment 

of severe malaria (see Exhibit 9).  Intramuscular quinine injections can be very painful and cause 

side effects such as focal necrosis and in some cases abscess formation. 

 

Exhibit 9: WHO recommendation: artesunate treatment for severe P. falciparum malaria in children 

Artesunate is preferred over quinine for the treatment of severe P. falciparum malaria in 

children. 

 Intravenous or intramuscular artesunate has been shown to reduce significantly the risk 

of death from severe malaria compared to intravenous quinine.  Intravenous artesunate 

is associated with a lower risk of hypoglycemia. 

Recommendation 6:  Use of quinine in the treatment of severe malaria 

Since it has been shown that artesunate has significant advantages over quinine in the 

treatment of severe malaria in children, countries that have not yet done so should consider 

changing their first-line treatment for severe febrile disease to rectal or parenteral artesunate 

in children between two months and five years old. 
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Supportive treatment 

Convulsions: Convulsions are frequently associated with severe febrile disease or severe 

malaria and should be treated promptly.  However no prophylactic treatment should be given. 

Exhibit 10: IMCI guidelines for treatment of convulsions 

• Give (rectal) diazepam to the child to stop convulsions.  

• Turn the child to his/her side and clear the airway.  Avoid putting things in the mouth. 

• Check for low blood sugar; then treat or prevent. 

• Give oxygen and refer the child, 

• If convulsions have not stopped after 10 minutes, repeat the diazepam dose. 
 

We obtained materials from 10 countries (Benin, Democratic Republic of Congo, Kenya, 

Malawi, Mali, Rwanda, Senegal, Uganda, Zambia, and Zimbabwe), from which we were able to 

verify country-specific treatment guidelines. With the exception of the Democratic Republic of 

Congo, from which we received only the NMCP guidelines, these countries had clear guidelines 

on how to treat convulsions, and their guidelines were in line with the IMCI guidelines (Exhibit 

10). 

 

Prevention of hypoglycemia:  Severe malaria is often accompanied by hypoglycemia, which in 

itself can be life-threatening in children.  Hypoglycemia should be prevented and/or urgently 

treated in children with severe febrile disease/severe malaria. 

Exhibit 11: IMCI guidelines for the prevention of hypoglycemia 

• If the young infant is able to breastfeed, ask the mother to breastfeed the young infant. 

• If the young infant is not able to breastfeed but is able to swallow, give the infant 

expressed breast milk before departure for the hospital. 

• If it is not possible to give expressed breast milk, give the young infant sugar water. 

• If the young infant is not able to swallow, give expressed breast milk or sugar water by 

nasogastric tube. 
 

We obtained materials from 10 countries (Benin, Democratic Republic of Congo, Ethiopia, 

Kenya, Malawi, Mali, Rwanda, Senegal, Zambia, and Zimbabwe), from which we were able to 

verify country-specific guidelines for the prevention of hypoglycemia. With the exception of the 

Democratic Republic of Congo, from which we received only the NMCP guidelines, all countries 

had clear guidelines on how to treat hypoglycemia, and the guidelines were in line with the 

IMCI guidelines (Exhibit 11). 
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Table 6: Supportive treatment for severe febrile disease 

COUNTRY Convulsions Hypoglycemia 

Benin  Yes Yes 

Democratic Republic of Congo  No No 

Ethiopia  N/A N/A 

Kenya Yes Yes 

Madagascar N/A N/A 

Malawi  Yes Yes 

Mali Yes Yes 

Nigeria N/A N/A 

Rwanda Yes Yes 

Senegal  Yes Yes 

Uganda  Yes Yes 

Zambia Yes Yes 

Zimbabwe Yes Yes 

 

Recommendation 7:  Prevention of hypoglycemia and treatment of convulsions 

Severe malaria is often accompanied by hypoglycemia and/or convulsions.  If not properly 

treated, these conditions can be life-threatening in children.  Countries should thus consider 

including treatment and prevention guidelines for hypoglycemia and treatment guidelines for 

convulsions in their standard guidelines for the treatment of severe malaria. 

Uncomplicated malaria 

The standard IMCI treatment for a child classified as having uncomplicated malaria is to give an 

oral antimalarial. The health worker should also give paracetamol to a child with a high fever 

(axillary temperature of 38.5°C or above). Further, the health worker should advise the 

caretaker to return for follow-up in three days, if the fever persists.  If the child's fever has 

persisted every day for more than seven days, the child should be referred for additional 

assessment (see Exhibit 12). 

Exhibit 12: IMCI guidelines for standard treatment for malaria 

• Give recommended first-line oral antimalarial 

• Give one dose of paracetamol in clinic for high fever (38.5°C or above) 

• Advise mother when to return immediately 

• Follow-up in three days if fever persists 

• If fever is present every day for more than seven days, refer for assessment 
 

Treatment for uncomplicated malaria was very much in line with IMCI standards and current 

WHO recommendations. Materials from all countries reviewed had ACT as the first-line oral 

antimalarial drug. All of the countries’ materials included paracetamol for high fever. However, 

aspirin or acetylsalicylic acid (ASA) was an alternative to paracetamol in the Senegal and Benin 

IMCI materials and in the Mali NMCP guidelines. In several countries (Benin, Ethiopia, Kenya, 
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Madagascar, Mali, Zambia, and Zimbabwe), mothers are advised to return to the facility if the 

child’s fever persists for two days rather than for three days. 

Anemia 

Severe anemia: The most recent standard IMCI guidelines indicate that children with severe 

palmar pallor (those classified as having severe anemia) should be referred urgently to a 

hospital for a blood transfusion. 

 

IMCI and NMCP materials from 12 of the countries under review indicated that a child with 

severe anemia needs urgent referral to a hospital for a blood transfusion. The NMCP materials 

from the Democratic Republic of the Congo mentions little about anemia and has no guidance 

on how to deal with children with severe anemia. 

 

Anemia: Those with some palmar pallor or anemia should be treated with iron supplements, 

with an oral antimalarial, if the malaria risk is high, and with mebendazole, if the child is one 

year old or older and has not had a dose of mebendazole in the previous six months.  The child 

should be seen again after 14 days, at which time the child should be re-examined and the 

caretaker should be given additional iron for the child and should be advised to return in 

another 14 days for more iron. The health worker should continue to give the mother iron 

every 14 days for up to two months.  If the child still has palmar pallor after two months, the 

child should be referred to the hospital. 

 

Although the Senegal IMCI materials contained no mention of malaria or treatment for malaria 

in the anemia section, the IMCI materials from the other nine countries included treatment for 

malaria. Materials from all ten countries had iron supplements or a combination of iron and 

folic acid and mebendazole or albendazole treatment in their treatment protocol.  Caretakers 

are advised to come back for a check-up and additional Iron supplementation within 14 days. 

Only one country’s guidelines (Zambia) advised the use of RDT or microscopy before treatment 

for cases of anemia. 



Inventory of IMCI Training and Supervision Tools in PMI Countries 

23 

 

Table 7: Uncomplicated malaria and anemia 

COUNTRY ACT Paracetamo

l 

Severe 

Anemia 

Anemia and 

malaria 

treatment 

Benin  Yes Yes + ASA Transfusion Yes 

Democratic Republic of Congo  Yes Yes no N/A 

Ethiopia  Yes Yes Transfusion N/A 

Kenya Yes Yes Transfusion Yes 

Madagascar Yes Yes Transfusion Yes 

Malawi  Yes Yes Transfusion Yes 

Mali Yes Yes + ASA Transfusion Yes 

Nigeria Yes Yes Transfusion N/A 

Rwanda Yes Yes Transfusion Yes 

Senegal  Yes Yes +ASA Transfusion no 

Uganda  Yes Yes Transfusion Yes 

Zambia Yes Yes Transfusion Yes 

Zimbabwe Yes Yes Transfusion Yes 

 

Malawi stands out in the instructions for severe malaria: the algorithm states to refer the child 

urgently to the hospital with a blood donor.  This advice can be a lifesaving if the referral 

hospital doesn’t have a reliable blood source and a family member is willing to donate blood. 

Recommendation 8: Use of acetylsalicylic acid  

Some countries still list acetylsalicylic acid (aspirin) as an alternative drug for acetaminophen 

(paracetamol).  Aspirin should not be used in children because of the risk of Reye’s syndrome. 

Recommendation 9: Presumptive treatment of malaria in anemic children 

Countries that have not yet introduced the use of the RDT or microscopy as a standard in the 

process of classifying sick children with anemia and do not routinely provide presumptive 

malaria treatment for anemia should consider doing so, especially in high-risk malaria areas. 
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Treatment failure 

Exhibit 13: IMCI guidelines for treatment failure 

If fever persists after two days or the child returns within 14 days:  

 Do a full reassessment of the child. 

 If the child has any general danger signs or stiff neck: treat for very severe febrile 

disease and refer to hospital. 

 If the child has any cause of fever other than malaria: provide treatment for that cause. 

 If the fever has been present for seven days: refer for assessment. 

 If there is no other apparent cause of fever and the child was classified as having 

malaria: 

• Do a microscopy. If parasites are present and the child has finished a full course of 

the first-line antimalarial, give the second-line antimalarial, if available, or refer the 

child to a hospital.  

• If you do not have a microscope to check for parasites, refer the child to a hospital. 

• Do not repeat the rapid diagnostic test if it was positive on the initial visit. 
 If there is no other apparent cause of fever and the child was classified as not having 

malaria: 

• Repeat the malaria test. 
• If a child has a positive malaria test, give first-line oral antimalarial. Advise the 

mother to return in three days if the fever persists. 
 

Wherever possible, treatment failure must be confirmed parasitologically, preferably by blood 

slide examination, as RDTs may remain positive for weeks after the initial infection. This may 

require referring the patient to a facility with microscopy.  Referral might also be necessary for 

further assessment and treatment.
4
 

 

Eleven countries (Benin, Democratic Republic of Congo, Kenya, Madagascar, Malawi, Mali, 

Rwanda, Senegal, Uganda, Zambia, and Zimbabwe) provided materials dealing with treatment 

failure. Malawi follows the most recent IMCI guidelines (see Exhibit 13), but almost half of the 

other countries (Benin, Rwanda, Senegal, Uganda, and Zambia) have retesting with an RDT in 

the protocol, while another five countries (Democratic Republic of Congo, Kenya, Madagascar, 

Mali, and Zimbabwe) use a clinical diagnosis without microscopy or RDT to reclassify the child 

as having malaria before administering a second-line drug. 

 

Otherwise, the general IMCI guidelines for reassessing the child and looking for danger signs 

and other causes of fever are well followed. 

                                                        
4
 WHO. WHO Guidelines for the Treatment of Malaria, 2nd edition. Geneva: WHO Press, 2010. 
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Table 8: Treatment failure 

COUNTRY Reclassifying malaria 

Benin  RDT 

Democratic Republic of Congo  Clinical 

Ethiopia  N/A 

Kenya Clinical 

Madagascar Clinical 

Malawi  Microscopy 

Mali Clinical 

Nigeria N/A 

Rwanda RDT 

Senegal  RDT 

Uganda  RDT 

Zambia RDT 

Zimbabwe Clinical 

 

Recommendation 10:  Use of microscopy in treatment failure 

Countries should consider introducing the use of microscopy to reclassify malaria after 

treatment failure. This will improve the diagnosis of treatment failure and ensure better patient 

care, especially in false positives when RDT are used.  Microscopy will also improve the 

monitoring of resistance development to the first-line antimalarial drugs in use. 
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Assessment of Supervision Materials 

As mentioned above (Table 1), we were only able to obtain supervision materials from eight 

countries (Democratic Republic of Congo, Ethiopia, Liberia, Mali, Malawi, Mozambique, 

Rwanda, and Tanzania).  Materials from Mozambique were not reviewed since they were in 

Portuguese. The Malawi tool is for supervision of Health Surveillance Assistants (HSA) but 

seemed relevant to this review. We will thus present our findings from materials received from 

the Democratic Republic of Congo, Ethiopia, Liberia, Malawi, Mali, Rwanda, and Tanzania. 

 

The fact that we received supervision materials from less than half of the PMI countries we 

contacted might indicate that supervision is not a priority in most countries, but we do not feel 

that we can draw this conclusion. 

Observation of the health worker 

We assessed the IMCI supervision checklists of the seven countries for the following items of 

particular interest to this review: 

Assessment, classification, and treatment of the sick child: 

 Health workers assesses for all four general danger signs 

 Health worker asks about and assess for the presence of all main symptoms (cough, 

diarrhea, fever, ear problem) 

 Assess for anemia; look for palmar pallor 

 Child classified as severe and needing referral is referred  

 Child classified as severe receives first dose of antibiotic before referral  

 Child classified with severe malaria receives IM quinine/rectal ACT/artesunate before 

referral  

 Child needing an oral antimalarial is prescribed correctly  

 Child classified as having malaria receives a full course of antimalarial drug at the facility 

Caretaker counseling:  

 Children, not referred, advised on giving extra fluid and continue feeding 

 Caretakers are advised on at least two signs that indicate need to seek care/come back  

 Health worker explains how to administer oral treatment 

 Health worker demonstrates how to administer the oral treatment  

 

No supervision material reviewed contained all the categories mentioned above.  Supervision 

materials from four out of the seven countries (Democratic Republic of Congo, Liberia, Malawi, 

and Rwanda) included an adequate number of observation checks related to the health worker 

while assessing, classifying, treating, and counseling (Table 9). 

 

The DRC materials included five of the 12 items mentioned above and were weak in the 

counseling part and the aspects related to severe febrile disease/severe malaria.  The Liberia 

checklist included eight items covering all aspects except classification of severe cases.  The 

Malawi tool covered six items, but covered all aspects of assessing, classifying, treatment, and 

counseling.  The Rwanda material covered eight items but had no checks for correct treatment 

of uncomplicated malaria.  
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The Mali supervision tool focused on the correct use of RDT and had no clinical observations.  

The Tanzania (Zanzibar) tool was vague and had very general terms.  The health worker was 

checked on the assessment of fever, danger signs, and whether a correct classification of 

malaria was made and a correct treatment prescribed, but it was not clear which observations 

were used to determine “adequate.”  The Ethiopia tool was for integrated supervision of the 

community health worker and focused on the interview of the health worker with a record 

review. Observations focused on general counseling and treatment skills but without a specific 

checklist. 

Caretaker interviews 

None of the supervision tools reviewed included a caretaker interview. 
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Review of facility supports 

We reviewed checklists for items aimed at appraising the condition and organization of services 

at the facility related to the treatment of malaria: 

 Availability of a malaria case management guide 

 Availability of recommended antimalarial (first-line, second–line, and injectable or 

rectal) 

 Availability of RDTs or a functional microscope and materials (reagents, supplies) 

 

The supervision tools from Tanzania (Zanzibar) and Ethiopia included all three categories, while 

the materials from the Democratic Republic of the Congo had only antimalarial drugs and 

diagnostics on the checklists.  The checklists from Liberia included only guidelines and 

antimalarial drugs.  Materials for Malawi and Rwanda had only the availability of antimalarial 

drugs on their checklists, and the Mali checklist focused only on RDTs (Table 10.) 

Feedback to the health worker 

We looked to see if feedback on the following items was provided to the health worker at the 

end of the supervision visit: 

 Strengths and problems that were identified during the visit 

 Actions taken to solve problems at the facility during the visit 

 Future actions needed to solve problems during the next supervisory visit, or at the 

district level or another level of the health system 

 

Feedback and how it is given is very important.  While it is not possible to judge how feedback 

is given from the supervision forms we reviewed, we noted that the supervision tools do not 

always stress the importance of summarizing the findings jointly with the facility staff.  The 

Liberia, Mali, and Zanzibar forms reviewed do not indicate how the supervision findings are 

summarized or how feedback is conducted (Table 11.) 

 

No supervision forms clearly summarized which actions have been taken the day of the visit, 

and we are under the impression that the supervisors leave action plans rather than try to solve 

problems during the visit. 
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Table 11: Supervision feedback 

 

Strengths and 

problems 
Actions taken Future actions 

Democratic Republic of Congo Yes - Yes 

Ethiopia Yes - Yes 

Liberia - - - 

Malawi - - Yes 

Mali - - - 

Rwanda Yes - Yes 

Tanzania - - - 

 

Recommendation 11:  Caretaker interviews during supervision visits  

Countries should consider adding to their supervision routine and checklists a short but 

structured interview with caretakers.  This should focus on the caretaker’s knowledge of how 

antimalarial treatment should be given to children (i.e., check if the caretaker knows how much 

to give, how many times per day, number of days, and how to administer the treatment).  The 

interviewer should also ask if the caretaker knows when to come back with the child. 

Recommendation 12: Supervision of the health system  

To assess health system weaknesses/strengths, checklists should include items regarding the 

availability of materials needed to correctly assess, classify, and treat children with malaria 

(e.g., presence of a malaria case management guide; recommended first-line, second–line, and 

injectable or rectal antimalarial drugs; and RDTs or a functional microscope and 

materials/supplies). 

  



Inventory of IMCI Training and Supervision Tools in PMI Countries 

31 

 

 

Summary of Key Issues and Recommendations, in Order of Priority 

 

KEY ISSUES RECOMMENDATIONS 

Treatment 

Use of quinine in the treatment of severe 

malaria: 

Six countries (out of twelve reviewed) still 

have parenteral quinine as the drug of first 

choice for pre-referral treatment of severe 

febrile disease. In one country (Mali), 

quinine figures in the IMCI guidelines and 

artesunate in the NMCP guidelines. 

Since it has been shown that artesunate has significant 

advantages over quinine in the treatment of severe 

malaria in children, countries that have not yet done so 

should consider changing their first-line treatment for 

severe febrile disease to rectal or parenteral artesunate 

in children between two months and five years old.  

Prevention of hypoglycemia and 

treatment of convulsions: 

Nine countries (out of 10 reviewed) had 

clear guidelines on how to treat 

hypoglycemia that were in line with the 

IMCI guidelines. The Democratic Republic 

of Congo NMCP guidelines do not address 

treatment of hypoglycemia. 

Severe malaria is often accompanied by hypoglycemia 

and/or convulsions.  If not properly treated, these 

conditions can be life-threatening in children.  Countries 

should thus consider including treatment and 

prevention guidelines for hypoglycemia and treatment 

guidelines for convulsions in their standard guidelines 

for the treatment of severe malaria. 

Presumptive treatment of malaria in 

anemic children: 

Only one country (Zambia) had guidelines 

that included the use of RDT or microscopy 

before treatment for cases of anemia. 

Countries that have not yet introduced the use of the 

RDT or microscopy as a standard in the process of 

classification of sick children with anemia and that do 

not routinely provide presumptive malaria treatment 

for anemia should consider doing so, especially in high-

risk malaria areas. 

Use of acetylsalicylic acid to treat fever:  

In three countries (out of 13 reviewed), 

aspirin or acetylsalicylic acid (aspirin) was 

an alternative to paracetamol. 

Some countries still list acetylsalicylic acid (aspirin) as an 

alternative to paracetamol (acetaminophen).  Aspirin 

should not be used in children because of the risk of 

Reye’s syndrome. 

Classification and diagnostics 

Use of RDTs to classify sick children with 

fever:  

Training materials in three countries (out of 

13 reviewed) do not require testing for 

malaria with an RDT or microscopy to 

classify a child with fever and no danger 

signs as having uncomplicated malaria. In 

Countries that have not yet introduced the use of the 

RDT or microscopy as a standard in the process of 

classifying sick children with fever should consider 

doing so to improve diagnosis and reporting of malaria.  

This will lead also to improved patient care in parasite-

positive as well as parasite-negative children and will 

slow down the spread of resistance to the current first-
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one country (Mali), the NMCP requires 

testing while the IMCI guidelines do not. 

line drugs. 

Specific instructions for malaria tests: 

Training materials from only four countries 

(out of nine that have introduced testing in 

their algorithm) have step-by-step 

instructions on how to conduct a rapid 

diagnostic test or microscopy.  

Countries that have not yet developed or do not include 

teaching or training materials on the proper use of 

microscopy or RDTs in their IMCI training materials 

should consider doing so when they next update their 

IMCI materials.  Doing so will improve diagnosis and 

reporting of malaria. 

Use of RDTs and anemia:  

With the exception of Benin and Zambia, 

the IMCI materials reviewed did not include 

instruction to perform an RDT.  The 

classification of anemia does not 

systematically lead to revising the 

classification of malaria. 

Countries that have not yet introduced the use of the 

RDT or microscopy as a standard in the process of 

classifying sick children with anemia should consider 

doing so to improve diagnosis and reporting of malaria.  

This will lead also to improved patient care in parasite-

positive children. 

Use of microscopy in treatment failure:  

Five countries (out of 11 reviewed) have 

guidelines for retesting with an RDT to 

reclassify the child before administering a 

second-line drug if the first-line treatment 

has failed. Five other use a clinical diagnosis 

without microscopy or RDT. Only Malawi 

confirms malaria infection by blood slide 

examination. 

Countries should consider introducing the use of 

microscopy to reclassify malaria after treatment failure.  

This will improve the diagnosis of treatment failure and 

ensure better patient care, especially in false positives 

when RDTs are used.  Microscopy will also improve the 

monitoring of resistance to the first-line antimalarial 

drugs in use. 

Use of RDTs when a child has general 

danger signs and fever: 

The approach of conducting a malaria test 

by RDT or microscopy to classify severe 

febrile disease departs somewhat from the 

WHO guidelines, which emphasize the need 

for urgent treatment over diagnosis 

Countries need to carefully weigh the added benefits of 

conducting laboratory testing (microscopy, RDT, and/or 

testing for hypoglycemia) when a child is seen by a 

health worker and has already been classified as having 

general danger signs and fever.  The RDT will lead to a 

more accurate diagnosis and thus reporting of severe 

malaria but will not influence the pre-referral treatment 

if the standard recommendations for treatment of 

severe febrile disease are followed.  Testing will inflict 

minor pain/discomfort to the severely ill child and could 

delay treatment. 

Specific signs of severe malaria when a 

child has general danger signs and fever: 

When general danger signs are present, 

additional signs or clinical features of 

severe malaria, such as hypoglycemia, will 

require additional tests, which could result 

Assessing children with fever for severe malaria-specific 

signs will add to the proper classification of severe 

febrile disease (severe malaria).  Countries should 

consider introducing a skip option so that the health 

worker is not required to assess a child for malaria-

specific danger signs and laboratory tests if the child 
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in some additional delays in treatment and 

referral. 

has already been identified as having general danger 

signs. 

Supervision 

Caretaker interviews during supervision 

visits: 

None of the seven supervision tools 

reviewed included a caretaker interview. 

Countries should consider adding to their supervision 

routine and checklists a short, structured interview with 

caretakers.  The interview should focus on the 

caretaker’s knowledge of how antimalarial treatment 

should be given to the child (i.e., check if the caretaker 

knows how much to give, how many times per day, and 

number of days, and how to administer the treatment).  

The interviewer should also ask if the caretaker knows 

when to come back with the child. 

Supervision of the health system: 

The supervision tools from only two 

countries (out of seven reviewed) included 

all of the following items: (a) availability of 

a malaria case management guide, (b) 

availability of recommended antimalarial, 

and (c) availability of RDTs or a functional 

microscope and materials. 

To assess health system weaknesses/strengths, 

checklists should include items regarding the availability 

of materials needed to correctly assess, classify, and 

treat children with malaria (e.g., presence of malaria 

case management guide; recommended first-line, 

second-line, and injectable or rectal antimalarial drugs; 

and RDTs or a functional microscope and 

materials/supplies). 
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Appendix A: List of Documents Received 
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Appendix B: Data Extraction Tool 

A Microsoft Excel spreadsheet was created to compare the country tools against the WHO standards, 

including the technical content of the training. Findings were color-coded to indicate how country 

materials measured up against the standards. Relevant parts of the spreadsheet are copied 

below.  For the ease of reading and printing we have changed some colors in the examples. 
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Supervision tool: Findings (all countries) 

SUPERVISION Introduce 

supervision 

Observe case management,  interview caretaker, reinforce skills, and summarize information collected 

Standards Meet "in charge" and 

meet/greet with 

relevant staff.  

Explain the purpose 

of the visit and 

explain what routine 

supervision (e.g., 

HFA). 

Identify the health 

worker(s) in charge 

of malaria and or 

IMCH/sick child care. 

Arrange for 

observations. 

Select a sick child preferably of age two months to five years. 

Observe the health worker managing the child, using checklist, and review 

patient recording forms. 

Checklist items: 

• Assess for all four general danger signs 

• Ask and assess for the presence of all main symptoms (cough, diarrhea, 

fever, ear problem) 

• Assess for anemia; look for palmar pallor 

• Correctly check weight  

• Cases classified as severe (needing referral) are referred  

• Severe cases receive first dose of antibiotic before referral  

• Severe cases of malaria receive IM quinine/rectal ACT before referral  

• Cases needing an oral antimalarial are prescribed correctly  

• Identified cases receive a full course of antimalarial at the facility 

Caretaker counseling:  

If children are not referred:  

• Advise on giving extra fluid and continue feeding 

• Advise on at least two signs for when to seek care/come back  

• Explain how to administer oral treatment 

• Demonstrate how to administer the oral treatment 

Interview the caretaker using the 

caretaker interview form. 

Check on: 

If given an antimalarial drug, does the 

caretaker know: 

• How much to give, how many times 

per day, and number of days 

• How to give treatment  

Does the caretaker know when to come 

back? 

 

Examples of questions about 

antimalarials, if prescribed: 

• How much will you give <CHILD> 

each time? 

• How many times will you give it to 

<CHILD> each day?  

• How many days will you give the 

medicine to <CHILD>? 

Democratic 

Republic of 

Congo  

PNLP: FICHE DE 

SUPERVISION 

INTEGREE DES 

ACTIVITES DE 

LUTTE CONTRE LE 

PALUDISME 

  

NIVEAU 

PERIPHERIQUE: CS 

No standard intro During the consultation: 

1. Is a comprehensive exam of the patient performed? 

2. In case of fever, is an RDT used to confirm malaria? 

3. In case of a positive RDT, is an antimalarial drug prescribed? 

4. If so, is it consistent with national policy? 

5. In case of a negative RDT, is an antimalarial drug still prescribed? 

6. When prescribing ACT, does the nurse explain how to take the ACT at 

home and possible side effects (nausea, vomiting, diarrhea, fatigue)? 

Record review: 

Review 25  records of simple malaria cases selected at random, and 

calculate the proportion of prescriptions in accordance with the NMCP 

guidelines 

No interview of caretaker 

Ethiopia  INTEGRATED 

FAMILY HEALTH 

PROGRAM 

FOLLOW-UP 

CHECKLIST  

 

Follow-up Checklist 

-Instruction HC -f1 

Supervision checklist: 

"Name of the person 

who is in charge of 

the Health Center 

during the visit" 

Are there IMNCI services?  

Check registry and verify that the health center provides IMNCI. 

Do health workers in the health center adhere to service delivery standards 

(general observation)? Ask to observe health workers provide appropriate 

services to patients/clients. To do so, conduct case observations on IMNC, 

EPI, FP, and/or other services provided in the health center. Observe and 

verify that health workers: 

• Provide proper counseling and treatment during FP, sick mother, and 

child services, 

• Greet clients in a friendly manner, handle clients with respect and 

dignity, talk to clients in a low speaking voice that maintains privacy of 

conversation, and  

• Provide health education on infant feeding and proper hygiene 

practices to mothers of children less than one year. 

 

Are there up-to-date MNCH registers Request to see IMNCI register.  Is there 

an up-to-date outpatient/clinical register (only scored for "are available"). 

No caretaker interview 

Ethiopia  Follow-up Checklist 

-Instruction HP -

f1.doc 

No standard intro Are there IMNCI services?  

Check registry and verify that the health center provides IMNCI. If service is 

provided, score ‘1.’ 

 

Does the health center provide give malaria treatment?   If yes, see the 

registration book to verify the proper management of cases by asking some 

questions.  

 

Do HEWs in the HF adhere to service delivery standards (general 

observation)? Ask to observe HEWs provide services to patients/clients. To 

do so, conduct case observation on IMNC, EPI, FP, and/or other services 

provided in the HF. Observe and verify that HEWs: 

• Provide  proper counseling and treatment during FP and sick mother 

and child services; 

• Greet clients in a friendly manner, handle clients with respect and 

dignity, talk to clients in a low speaking voice that maintains privacy of 

conversation; and  

• Provide health education on infant feeding and proper hygiene 
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practices to mothers of children less than one year. 

If you find any wrong procedure, score ‘0’and give comments 

Liberia SUPERVISORY 

CHECKLIST FOR 

MONITORING/SUP

ERVISION OF IMNCI 

ACTIVITIES 

No standard intro Assessment of skills of the health worker: 

When assessing children < 5, does the health worker check/ask about at 

least three of the following general danger signs: 

a. Ability to drink or breastfeed 

b. Vomits everything 

c. History of convulsion 

d. Lethargic or unconscious 

 

Health worker checks the child for cough, diarrhea, and malaria and uses 

chart booklet to classify and treat children < 5. 

Child anemia status is correctly assessed, and appropriate feeding advice 

given (checks the palm or sole of the child). 

Health worker correctly treats the child and, if appropriate, gives first dose 

of antibiotic/antimalarial and advises ORS accordingly. 

Child needing referral is referred and given appropriate pre-referral 

treatment and a referral note at the facility.  

Child nutritional status is correctly assessed. 

Correct home advice on treatment and follow-up is given to 

caregiver/mother (education on danger signs, feeding, etc.). 

No caretaker interview 

Malawi  COMMUNITY CASE 

MANAGEMENT; 

H.S.A SUPERVISION 

CHECKLIST 

No info Observe the HSA managing a sick child, or use a case scenario from your 

supervision materials. Check here __ if you observed a sick child or here __ if 

you used a case scenario. 

• Assesses for all danger signs correctly (anemia not included in HSA 

assessment form) 

• Refers if child has danger sign or condition he/she cannot treat   

• Facilitates referral (provides referral slip and first dose) 

 

Information-Decision-Treatment Consistency (Review the five most recent 

cases in the register.) 

• Gives correct treatment 

• Demonstrates how to administer treatment correctly 

• Counsels (correct messages on feeding, increased fluids, and when to 

return) 

• Explains how to administer drugs correctly 

• Asks mother to repeat back how to administer 

• Asks caregiver to return for follow-up visit 

No caretaker interview 

Mali FICHES DE 

SUPERVISION DES 

ACTIVITES DE 

SURVEILLANCE DU 

PALUDISME AU 

NIVEAU DES 

ETABLISSEMENTS 

DE SANTE AU MALI 

 N/A Observation of the correct use of RDT 

 

No clinical observations 

No caretaker interview 

Rwanda 2012 IMCI training 

material 

N/A Supervision form: Evaluate the case management of five children, including 

three who are between two months and five years old. 

Noted the current complaints 

Looked for the general danger signs 

Evaluated cough or difficulty breathing 

Evaluated current diarrhea 

Evaluated diarrhea in the last three months 

Evaluated fever 

Looked for an ear problem today 

Looked for an ear problem in the past 

Looked for anemia 

Rated malnutrition 

Looked for signs of HIV infection 

Verified vaccination status 

Evaluated nutrition of the child 

Evaluated other problems 

Correctly classified illnesses 

Made referrals 

Gave the first dose of antibiotic 

Gave artemether IM 

Gave the mother a date for the follow-up visit 

Explained to the mother when to return immediately 

No interview of caretaker 
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Tanzania Zanzibar checklist  N/A Clinician performance (listen and observe): 

Fever or history of fever during history taking   

Danger signs:  Vomiting everything, unable to drink/ suck/eat; lethargic or 

unconscious; convulsions now or history of convulsion 

 

Clinician’s management and prescription if malaria diagnosed during 

supervision: correct or not correct   

No caretaker interview 
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SUPERVISION Review facility supports and summarize information collected Complete  a summary report of visit 

and give feedback 
Standards   Use the Checklist of Facility Supports to review conditions 

and organization of services at the facility.  

 

• How many days per week is the facility open? 

• Source of safe water 

• Is there a malaria case management guide? 
 

Does the facility have the following drugs available the day 

of visit:  

Recommended antimalarial: 

• First line  

• Second line  

• Injectable or rectal 
 

Does the facility have the following available the day of visit: 

• RDTs  

• Functional microscope and materials (reagents, 

supplies) 
 

• Review problems noted 

• Ask the staff what problems 

they have found  

• Discuss possible solutions 

to problems  
 

For each problem, ask about 

possible solutions, summarize 

decisions made, and discuss 

practical solutions. 

Strengths and problems identified during the visit; 

actions taken during the visit to solve problems at 

the facility; future actions needed to solve 

problems during the next supervisory visit, or at 

the district level or another level of the health 

system 

Democratic 

Republic of 

Congo  

PNLP: FICHE DE 

SUPERVISION 

INTEGREE DES 

ACTIVITES DE 

LUTTE CONTRE 

LE PALUDISME 

  

NIVEAU 

PERIPHERIQUE: 

CS 

No questions on availability the day of visit 

• Is there a malaria case management guide? 

• Is the health center stocked with ACT? 

• Is the health center stocked with quinine? 

• Is the health center stocked with RDT? 

 CONCLUSION 

 

• Strengths 

• Weaknesses 

• Corrective Actions 
 

RECOMMENDATIONS 

Ethiopia  INTEGRATED 

FAMILY HEALTH 

PROGRAM 

 FOLLOW-UP 

CHECKLIST;  

Follow-up 

Checklist -

Instruction HC -

f1 

• Are there IMNCI chart booklet and/or manuals? 

• Is there a malaria case management guide?  

• Does the HC have water supplies? 

Check stock for antimalarial drugs and RDT.  Ask them about 

the availability of drugs and RDT. If not available, advise 

them to acquire. 

 

Are all necessary logistics available for IMNCI?  

Ask the service provider(s), and if they complain about the 

absence of any essential drugs/supplies, pre-referral 

injections, and/or supplies at the time of visit, score ‘0’ and 

provide the necessary support to avail them.  If they say that 

they have all the necessary logistics, score ‘1.’ 

 

Note: 

Essential drugs/supplies include pre-referral injections 

(chloramphenical, ampicillin, gentamycin, crystalline 

penicillin, diazepam, vitamin K prophylaxis, quinine) and 

supplies (syringe and needle, functional adult and infant 

weighing scale*, MUAC tape*, IMNCI registration book*)  

 (*Please check if the health worker is using these item 

during examination.) 

 

Are the following tracer drugs available on all days of the 

past month? arthemisin; lumphantrine 

 General Observation and comments  

Provide your general observation: key issues, 

challenges and comments as appropriate 

 

 At the end of the visit: 

1. Hold brief meeting with HC personnel and 

reflect on key findings 

2. Identify things that need to be followed by 

HC, WHO, and IFHP/RHB 

3. Develop action plan 

Ethiopia  Follow-up 

Checklist -

Instruction HP -

f1.doc 

Is there a malaria case management guide?  Verify if the 

guide is available; If available score a ‘1.’ 

 

Are all necessary logistics available for IMNCI? 

Ask the service provider(s), and if they complain about the 

absence of any essential drugs/supplies, pre-referral 

injections, and/or supplies at the time of visit, score ‘0’ and 

provide the necessary support to avail them.  If they say that 

they have all the necessary logistics, score ‘1.’ 

 

Are essential drugs available and in use? Ask the HEWs 

about their perception of the availability of essential drugs.  

Essential drugs at the HP level include the following: 

ORS, coartem, paracetamol, chloroquine, 

mebendazole/albendazole, vitamin A, capsule, iron/folate,  

zinc tablet, vitamin K, ergometrine, first aid supplies) 

 General observation and comments:  

Provide your general observations on key issues, 

challenges, and comments as appropriate 

 

 

At the end of the visit: 

1. Hold brief meeting with HC personnel and 

reflect on key findings 

2. Identify things that need to be followed by 

HC, WHO, and IFHP/RHB 

3. Develop action plan 
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Is there an up-to-date logistics/drug consumption register 

with data entered correctly?  Ask for any document used to 

track daily consumption of drugs. 

 

Were the following tracer drugs available on all days in the 

past month? arthemisin; lumphantrine 

Liberia SUPERVISORY 

CHECKLIST FOR 

MONITORING/S

UPERVISION OF 

IMNCI 

ACTIVITIES 

Assessment of Health Systems Support 

 

• Essential IMNCI drugs available and valid (not expired) 

in stock: ORS packets, septrin/amoxil, cipro, ACT, 

vitamin A, iron, etc. 

• IMNCI drugs and supplies available and valid (not 

expired) in stock: quinine, artemether, zinc, diazepam, 

mebendazole, folic acid, paracetamol 

• IMNCI chart booklet, laminated recording form and 

other  

• IMNCI modules available on desk 

  

Malawi  COMMUNITY 

CASE 

MANAGEMENT 

H.S.A 

SUPERVISION 

CHECKLIST 

Logistics (observe drug box and medicines): 

Drugs stored in a two-lock system drug box 

All drugs are valid (unexpired) 

Availability of drugs (observe medicines and ask about 

availability) 

Cotrimoxazole (approximately 60 tablets): 

Did you have cotrimoxazole every day last month? If no, 

for about how many days were you without 

cotrimoxazole? 

LA 1X6 (at least 36 tablets = 6 blister packs) 

LA 2X6 (at least 48 tablets = 4 blister packs): 

Did you have LA everyday last month? If no, for about 

how many days were you without LA last month? 

Paracetamol (approximately 36 tablets): 

Did you have a continuous supply of LA, Cotrimoxazole, 

and ORS for the last 3 months without any stock-out of 

those products? 

 What were the HSA's most important concerns 

(and your responses)? Number by priority. 

Observations and recommendations? Also record 

in supervision log book at village clinic 

Mali FICHES DE 

SUPERVISION 

DES ACTIVITES 

DE 

SURVEILLANCE 

DU PALUDISME 

AU NIVEAU DES 

ETABLISSEMENT

S DE SANTE AU 

MALI 

• Observation of the use of the RDT 

• Management of ACTs, RDT, and other antimalarial 

products 

• Management of the "warehouse": storage location and  

• management tools 

• Supervision of the drug depot: How many treatment 

doses of ACTs are available today? Are RDTs available on 

the day of supervision? 

 NOTE: Supervision tool focuses on data quality 

Rwanda 2012 IMCI 

training material 

Availability of drugs, equipment, and materials: 

 

• Coartem ® 

• Artemether IM ® 

• AB recommended for pneumonia 

• Diazepam injection 

• Phenobarbital injection 

• Paracetamol syrup (125 mg / C.M) 

• Ringer’s lactate 

• Infusion Kit 

• Catheters for children 

• Nasogastric tube for children 

• Tabl paracetamol 100 mg 

• Thermometer 

• Water available 

 

RDT not on list 

 • Feedback 

• Health officer/supervisor 

• Strengths to maintain 

• Weaknesses to improve 

• Proposed solutions/follow-up on proposed 

solutions 
 

The feedback is designed to be a highly 

interactive process. The health worker and 

supervisor have the opportunity to make a joint 

analysis of the situation to identify the strengths 

and weaknesses of the two parties (health center 

and district) to achieve the objectives. The health 

worker is informed on what (s)he does well and 

should keep and what must improve. The 

supervisor also listens to positive assessments of 

health workers: the need to maintain positive 

feedback and complaints which must be 

addressed. Only a few key points should be made. 

These points will lead to some concrete and 

relevant recommendations that will be 

implemented to achieve the objectives. The 

feedback must take place in a relaxed and 

constructive exchange. 
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Tanzania Zanzibar 

checklist 

• Presence of malaria  treatment guidelines 

• Presence of ACTs during supervision 

• Stock-out of ACTs continuously for one week during the 

last   three months  

• Presence of quinine for pre-referral treatment during 

supervision   

• Methods of diagnosing malaria: Microscope/RDT/Clinical 

  


