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Background: In integrated community case management (iICCM) care, community health workers (CHWs) pro-
vide home-based management of fever, diarrhea and fast breathing for children aged <5 y. The iCCM protocol
recommends that children with danger signs for severe illness are referred by CHWs to health facilities within
their catchment area. This study examines the management of danger signs by CHWSs implementing iCCM in a
rural context.

Methods: A retrospective observational study that examined clinical records for all patients with danger signs
evaluated by CHWSs from March 2014 to December 2018 was conducted.

Results: Intotal, 229 children aged <5 y had been recorded as having a danger sign during 2014-2018. Of these
children, 56% were males with a mean age of 25 (SD 16.9) mo, among whom 78% were referred by the CHWs
as per the iCCM protocol. The age category of 12 to 35 mo had the highest numbers of prereferred and referred
cases (54% and 46%, respectively).

Conclusions: CHWs play a key role in early symptomatic detection, prereferral treatment and early referral
of children aged <5 y. Danger signs among children aged <5 vy, if left untreated, can result in death. A high
proportion of the children with danger signs were referred as per the iCCM protocol. Continuous CHW training is
emphasized to reduce the number of referral cases that are missed. More studies need to focus on children aged
12-35 mo and why they are the most referred category. Policymakers should occasionally revise iCCM guidelines
to detail the types of danger signs and how CHWSs can address these.
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Introduction troduced in 2002 and operated through volunteer community-

) ) ) ) based distributors who offer free prepackaged chloroquine and
Malaria, diarrhea and pneumonia have remained prevalent  gifadoxine-pyrimethamine. Shortages in the then new first line
among children aged <5 y. Globally, up to 45% of deaths among  therapy artemether-lumefantrine resulted in the program failing

children aged <5 y are attributed to malaria, diarrhea and pneu- 4 proceed. In 2010, motivated by a malaria consortium, UNICEF
monia. In sub-Saharan Africa, 41% of deaths come from these  4nd the WHO, a more supported approach, including training,

three preventable diseases, which have also contributed to child- supervision and availability of supplies, was slowly rolled out in

hood morbidity." ) o o parts of supportive counties.® The integrated community case

In many parts of Africa, the majority of deaths in children aged management (iCCM) strategy has since been observed largely
<5y occur in the community before a health facility is accessed.? 4 ¢ success, not only in Uganda, but in many countries on the
Uganda adopted home-based management of fever that wasin-  -gntinent.?-2
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iCCM care allows for quick and reachable management and
treatment of children brought to community health workers
(CHWSs) with fever, diarrhea and fast breathing, particularly in
rural settings, where patients and households face topographical
barriers to accessing facility-based care.’®'? However, some
children will still present to CHWSs with signs of severe illness and
require prompt referral to health facility-based care. The danger
signs in iCCM include (but are not limited to) seizures, not being
able to drink or breastfeed, severe vomiting, respiratory distress
and an altered level of consciousness.!3:14

CHWSs have been found to be more accessible and more gen-
erally available according to numerous studies in comparison
with some health facilities that permit the management of dan-
ger signs among patients seeking medical services.'> Community
trust and confidence are built into many aspects of how CHWs are
trained. In turn, continuous management of community cases by
CHWs increases community knowledge of danger signs, encour-
aging CHW-based referral of complicated cases.®

In Uganda in particular, the mortality rates for children aged
<5y for malaria (13%), diarrhea (8%) and respiratory infections,
including pneumonia (15%), are still significantly high, despite
the efforts of the government of Uganda and partners.* In Kas-
ese District, Bugoye subcounty, iCCM has been implemented with
fully trained CHWs since March 2013; this followed the Ugandan
Ministry of Health’s establishment of national iCCM implementa-
tion guidelines in 2010, with CHWs providing iCCM care.!” Data
were collected on a monthly basis by CHWs; however, there is
limited information on appropriate management of danger signs
for fever, diarrhea and fast breathing by CHWs.

Children who present to CHWs with danger signs need to be at-
tended to urgently, given appropriate prereferral treatment in ac-
cordance with iCCM guidelines, then referred to care from profes-
sional medical workers to avoid morbidity or even mortality. If left
unattended, children aged <5 y with danger signs may succumb
to death. World Health Organization (WHO) Sustainable Develop-
ment Goal 3 (Target 3.2) emphasizes ending preventable mortal-
ity in children aged <5 y. The current study examined the man-
agement of danger signs, prereferral practices and referral out-
comes by CHWs in children aged <5 y in Bugoye subcounty. This
study adds to the existing body of knowledge and informs poli-
cymakers at the Ministry of Health regarding the management of
children with danger signs by CHWs in a rural context.

Methods

Study setting

Bugoye subcounty is located in the Kasese district of western
Uganda. Its mountainous geography limits access to facility-
based care for some residents. The subcounty has a population of
approximately 46 124 residents and 7650 households distributed
within 35 villages. The population of children aged <5 y is 9225
(20%).'® Many residents rely on subsistence farming and small-
scale coffee farming.

The Bugoye Community Health Collaboration (BCHC) is a part-
nership between Bugoye Health Center, Mbarara University of Sci-
ence and Technology and Massachusetts General Hospital. The
BCHC initially established iCCM care in five villages (with 25 CHWs)
in 2013 that was then expanded to include an additional eight
villages. All CHWs are volunteers selected by their communities,

who are trained for 1 wk in iCCM based on Uganda Ministry of
Health guidelines. During the period covered by the current study,
CHWSs used paper-based iCCM registers to document patient vis-
its and danger signs and submitted these registers each month
to the BCHC.*

The iCCM protocol states that all children aged <5 y reporting
to a CHW are diagnosed for fever, diarrhea and fast breathing,
based on what the caregiver presents. The iCCM general danger
signs of convulsions, vomiting up everything, not breastfeeding,
not being able to drink/eat and being very sleepy/unconscious,
necessitate immediate referral to a nearby health facility.'®-2°
In the current study, appropriate management occurs when the
CHW identifies a danger sign and refers that case to the nearest
health facility.

Data collection

The iCCM registers include basic demographic information, pre-
senting complaints and CHWSs’ clinical assessments, as well as
information on treatment and danger signs. Using these regis-
ters, the BCHC data team created a clinical database of all iCCM
patient visits from April 2014 to December 2018 comprising 18
430 visits. Data were aggregated, entered into Epidata 3.1 soft-
ware and stored in Research Electronic Data Capture, (Research
electronic data capture (REDCap)—A metadata-driven method-
ology and workflow process for providing translational research
informatics support). These data were cleaned and validated for
inconsistencies and completeness. For this study, data for the
229 patients with danger signs identified by CHWs were then ex-
tracted from the overall database. The 229 records consist of all
the records with danger signs. This dataset is available for any
required review.

Data analysis

Data were exported from Excel to STATA version 15 (Statacorp,
College Station, TX, USA) for analysis to determine appropriate
management based on the iCCM algorithm and subsequent de-
scriptive analyses were also conducted.

Results

Demographic information and danger signs presented

Overall, 229 children aged <5 y presented with a danger sign and
were therefore considered for analysis. Of the 229 children with a
danger sign, 56% were male, with an approximately even distri-
bution by age; the mean age was 25 (SD 16.9) mo. Children aged
12-35 mo (43%) were the most affected age category. Fever
(43%) was the most common complaint presented, followed by
diarrhea (12%), then cough/fast breathing (7%). Twenty-two chil-
dren (10%) aged <5 y presented with danger signs of fever and
cough and were managed by CHWs (Table 1).

Management of children with danger signs by CHWs

Among children aged <5 y presenting with danger signs, fever
(54%) was the most common condition managed by CHWs for
which prereferral treatment was provided. Seventy-eight patients
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Table 1. Background characteristics of children with danger signs

Measure n (%)
Number of children aged <5 y seen by 18 430
CHWs
Total encounters with danger signs 229
Male children aged <5y 128 (56%)
Age categories’
2-11mo 44 (19%)
12-35mo 99 (43%)
36-60 mo 82 (36%)
Presenting complaints
Fever only 80 (35%)
Cough/fast breathing only 15 (7%)
Diarrhea only 28 (12%)
Multiple complaints (e.g. fever and 41 (18%)
cough/fast breathing)
Other complaints (apart from fever, 65 (28%)
cough/fast breathing or diarrhea)
Children aged <5 y with multiple presenting
complaints
Fever and cough/fast breathing 22 (10%)
Fever and diarrhea 10 (4%)
Cough/fast breathing and diarrhea 5 (2%)
Fever, cough/fast breathing and diarrhea 4 (2%)

“There were four patients whose ages were missing.

(78%) who had fever were referred to a health facility by CHWs.
Of the 28 diarrhea patients, 21 were appropriately managed by
CHWs. Only 6 out of 15 fast breathing patients were appropri-
ately managed by CHWSs. Even among the 65 patients with other
complains, 89% were referred appropriately by CHWs to the
nearest health facility (Table 2).

Children in the age category of 12-35 mo comprised the high-
est number of cases of prereferral treatment (54%) and referral
(46%), respectively. Children in the age category of 2-11 mo were
less prereferred (21%) and therefore referred (22%) to care by
CHWs (Table 2).

Discussion

Danger signs pose a threat to the survival of children and can re-
sult in death if left unattended. The study findings show that the
majority of patients with danger signs were managed appropri-
ately and referred to facility-based care. Children aged <5 y were
diagnosed and provided with prereferral treatment (where nec-
essary); danger signs were identified and cases were referred to
the nearest health facility in the catchment area of each CHW.’
Studies conducted in Uganda and other African countries are in
agreement concerning the efforts of CHWSs in providing proper
care, offering prereferral treatment and overall disease manage-
ment, especially for fever, cough and diarrheg, in accordance with
the iCCM protocols.?*??

Fever was the most diagnosed danger sign among children
who presented to a CHW in the study setting. Literature from

Uganda and Congo has documented convulsions as a common
danger sign. Cases of convulsion as a result of high fever among
children aged <5 y in the region were numerous.’*?? In many
parts of Uganda, fever which later manifests as malaria is an en-
demic condition; however, there are prevention and treatment
programs in place for malaria.?®-?*

In the current study, fast breathing was less well managed,
with fewer referred patients (40%) compared with fever and di-
arrhea. It is possible that CHWs offered amoxicillin medication to
children aged <5 y after measuring the breath per min of the
child and observed no danger signs in the chests of children with
a cough in drawing in breath. This project emphasizes the im-
portance of careful training and refresher training each quarter
to ensure quality output. Needless to say, the use of time has
been problematic for CHWs and some other health profession-
als in diagnosing chest difficulties in drawing in breath.?*2¢ This
could one of the reasons why tests related to fast breathing and
pneumonia are rare, despite this being one of the leading causes
of mortality and morbidity among children aged <5 vy in sub-
Saharan Africa.?’

CHWs are trained to manage diarrhea among children aged
<5 y. The prevalence of diarrhea in this study was high.
Many rural and urban settings of Uganda experience hygiene
and sanitation challenges, a situation which contributes to
rising cases of diarrhea.??30 Studies have shown that diar-
rhea is a major concern in sub-Saharan Africa and Uganda in
particular.31,32

There was a proportion of children who were not given prere-
ferral treatment or referred at all in this study. CHWs might mis-
takenly have omitted to tick the fields of prereferral or referral
in the CHW registers. Also, the possibility of human error cannot
be ruled out. Because of the voluntary role of CHWs, occasion-
ally they can be exhausted and/or can forget to do what is nec-
essary. A study conducted in Ethiopia also established that, oc-
casionally, CHWs prefer to treat their referred patients.** Some-
times CHWs hardly recognize danger signs, and in some instances
danger signs tend to resolve on their own, for example, vomiting
if caused by a viral infection.** Programmatically, through quar-
terly refresher training and support supervision of the CHWs, such
challenges are identified and addressed.

The current study identified that the highest numbers of chil-
dren who received prereferral treatment and were subsequently
referred to the nearest health facility were aged 2-12 and 12-
35 mo. A study in West Africa differs from this finding, report-
ing that children in the same age group had similar protection
levels for malaria, especially in high transmission settings.® In
general, in this study setting, breastfeeding children and chil-
dren aged <1 y are under parental care and are mostly car-
ried on the back or in the arms of the caregiver.?® Diseases can
be transmitted from the caregiver to the child. Children aged
12-35 mo are explorative once they start crawling, walking and
playing with other children. This exposes them to fever, diar-
rhea and pneumonia in settings where such diseases are already
prevalent.

Limitations

Records from CHWSs might be subject to information bias;
however, that is expected for CHWs following quality
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Table 2. Appropriate management of children with fever, diarrhea and fast breathing danger signs

Measure n (%)
Children aged <5 y referred for facility-based care
Children aged <5 y with fever only (n=80) 62 (78%)
Children aged <5 y with cough/fast breathing only (n=15) 6 (40%)
Children aged <5 y with diarrhea only (n=28) 21 (75%)
Children aged <5 y with multiple complaints (n=41) 30 (73%)
Children aged <5 y with other complaints (n=65) 58 (89%)
All children aged <5 y with danger signs (n=229) 177 (77%)
Appropriate prereferral treatment given to eligible children aged <5 y
Children aged <5 y with fever only (n=80) 43 (54%)
Children aged <5 y with cough/fast breathing only (n=15) 8 (53%)
Children aged <5 y with diarrhea only (n=28) 16 (57%)
Children aged <5 y with multiple complaints (n=41) 33 (80%)
All eligible children aged <5y (n=164) 100 (61%)
Children aged <5 y receiving appropriate prereferral treatment (if indicated) and referral to facility-based care
Children aged <5 y with fever only (n=80) 28 (35%)
Children aged <5 y with cough/fast breathing only (n=15) 2 (13%)
Children aged <5 y with diarrhea only (n=28) 12 (43%)
Children aged <5 y with multiple complaints (n=41) 22 (54%)
Children aged <5 y with other complaints (n=65)" 58 (89%)
All children aged <5 y with danger signs (n=229) 122 (53%)
Children aged <5 y receiving appropriate prereferral management of danger signs disaggregated by age categories
Children aged 2-11 mo receiving appropriate care (n=178) 12 (21%)
Children aged 12-35 mo receiving appropriate care (n=178) 31(54%)
Children aged 36-60 mo receiving appropriate care (n=178) 14 (25%)
Children aged <5 y receiving appropriate referral management of danger signs disaggregated by age categories
Children aged 2-11 mo receiving appropriate care (n=173) 38 (22%)
Children aged 12-35 mo receiving appropriate care (n=173) 79(46%)
Children aged 36-60 mo receiving appropriate care (n=173) 56 (32%)

“These patients were not eligible for prereferral treatment, which perhaps explains the higher rate of prereferral appropriateness.

assurance/refresher sessions during program implementa-
tion. Information recorded to a good level by CHWs reflects their
actual management of children with danger signs. CHW regis-
ters do not give details on specific danger signs and are limited
by their design. This makes analysis of specific danger signs
(e.g. convulsions and chest difficulties in drawing in breath)
incomplete.

Conclusions

CHWs play a key role in early symptomatic detection, prerefer-
ral treatment and early referral of children aged <5 y. If left un-
treated, danger signs in children aged <5 y can result in death.
The majority of children were managed appropriately by the
CHWSs as per the iCCM protocol. There is a need to ensure that
all children aged <5 y are referred as required. This calls for iden-
tification and mitigation of barriers to the proper management
of children with fast breathing presenting to CHWs. More studies
need to focus on why children aged 2-11 and 12-35 mo were the

most affected by danger signs. Improving the health outcomes
of children with danger signs can contribute towards achieving
WHO Sustainable Development Goal 3.2.

Authors’ contributions: EM and MM participated in the conception and
design of the study, analysis and drafting of the paper. MN, JK, GS and PP
participated in the conception, analysis, design of the study and interpre-
tation of findings. AW, PK, SB, BS and DA participated in implementation
and data management while FB participated in interpretation of the find-
ings. All the authors participated in reading the final version of the paper.
MM and EM are guarantors of the paper.

Acknowledgements: The study authors acknowledge the support and
contributions of the following: Pat Lee, Raquel Reyes, Sara Mian-Carthy,
Raphael Mbusa, Rabbison Muhindo, Angela Tushabe, Yolecy Biira, Fred
Mwebembezi, Nobert Mumbere, Masika Sarah, Bitamazire Aprunale,
Raphael Mbusa, CHWs in Bugoye subcounty, Bugoye subcounty Local Gov-
ernment and Kasese District Health Office.

197

202 UoJEN 91 U0 158NB AQ L1161 L/761/2/91/10IHE/U}ESLUN/LIOS dNO DIWSPEDE//:SA]Y WO PEPEOjUMOQ



M. Matte et al.

Funding: The research was financially supported by the Center for Global
Health, Massachusetts General Hospital, through a partnership with
Mbarara University and Bugoye Health Center III.

Competing interests: The authors declare that they have no competing
interests.

Ethical approval: Through the Mbarara University of Science and
Technology-Research ethics committee, permission was sought and
granted with study number 06/03-17, and Uganda National Council of
Science and Technology approval was given with study number SS 4299.

Data availability: All data supporting the study findings are contained
in the paper. There are no restrictions to the data sources, however full
details to the data may be accessed on reasonable request from the cor-
responding author.

References

1

10

11

12

Shaw B, Amouzou A, Miller NP, et al. Determinants of utilization of
health extension workers in the context of scale-up of integrated
community case management of childhood illnesses in Ethiopia. Am
J Trop Med Hyg. 2015;93(3):636.

Mvumbi PM, Musau J, Faye O, et al. Adherence to the referral advice
after introduction of rectal artesunate for pre-referral treatment of
severe malaria at the community level: A noninferiority trial in the
Democratic Republic of the Congo. Malar J. 2019;18(1):1-10.

Daviaud E, Besada D, Leon N, et al. Costs of implementing integrated
community case management (iCCM) in six African countries: Impli-
cations for sustainability. J Global Health. 2017;7(1):1-11.

Batura N, Kasteng F, Condoane J, et al. Costs of treating childhood
malaria, diarrhoea and pneumonia in rural Mozambique and Uganda.
Malar J. 2022;21(1):239.

Awor P, Kimera J, Brunner NC, et al. Care seeking and treatment
of febrile children with and without danger signs of severe disease
in Northern Uganda: Results from three household surveys (2018-
2020). Am J Trop Med Hyg. 2022;107(4):934-8.

Banek K, Nankabirwa J, Maiteki-Sebuguzi C, et al. Community case
management of malaria: Exploring support, capacity and motivation
of community medicine distributors in Uganda. Health Policy Plan.
2015;30(4):451-61.

Amouzou A, Morris S, Moulton LH, et al. Assessing the impact of in-
tegrated community case management (iCCM) programs on child
mortality: Review of early results and lessons learned in sub-Saharan
Africa. J Global Health. 2014;4(2):1-9.

Rasanathan K, Bakshi S, Rodriguez DC, et al. Where to from here?
Policy and financing of integrated community case management
(iCCM) of childhood illness in sub-Saharan Africa. J Global Health.
2014;4(2):1-5.

Diaz T, Aboubaker S, Young M. Current scientific evidence for inte-

grated community case management (iCCM) in Africa: Findings from
the iCCM Evidence Symposium. J Global Health. 2014;4(2):1-4.

English L, Miller JS, Mbusa R, et al. Monitoring iCCM referral systems:
Bugoye Integrated Community Case Management Initiative (BIMI) in
Uganda. Malar J. 2016;15:247.

Helldén D, Kéllander K, Peterson S, et al. Integrated Community Case
Management-one piece of the puzzle to achieve the ambitious global
goals for child health. Lakartidningen. 2019;116:1-5.

Miller JS, English L, Matte M, et al. Quality of care in integrated com-
munity case management services in Bugoye, Uganda: A retrospec-
tive observational study. Malar J. 2018;17(1):99.

13

14

15

16

17

19

20

21

22

23

24

25

26

27

28

29

Uganda Ministry of Health UNCsF, World Health Organization. Inte-
grated community case management of childhood malaria, pneu-
monia and diarrhoea Implementation Guidelines. Uganda Ministry of
Health; 2010.

Young M, Wolfheim C, Marsh DR, et al. World Health Organiza-
tion/United Nations Children’s Fund joint statement on integrated
community case management: An equity-focused strategy to im-
prove access to essential treatment services for children. Am J Trop
Med Hyg. 2012;87(5 Suppl):6.

Linn NYY, Kathirvel S, Das M, et al. Are village health volunteers as
good as basic health staffs in providing malaria care? A country wide
analysis from Myanmar, 2015. Malar J. 2018;17(1):242.

Tamiru D, Berhanu M, Dagne T, et al. Quality of integrated commu-
nity case management services at public health posts, Southwest
Ethiopia. J Pediatr Nurs. 2021;57:32-7.

Ministry of Health, Uganda. Integrated Community Case Manage-
ment of Childhood Malaria, Pneumonia and Diarrhoea. Implemen-
tation Guidelines. Kampala, Uganda: Ministry of Health, Uganda;
2010.

Bagenda F, Wesuta AC, Stone G, et al. Contribution of Community
Health Workers to the treatment of common illnesses among under
5-year-olds in rural Uganda. Malaria Journal. 2022;21:296.

Ministry of Health, Uganda. 3. Facilitator Guide caring for newborns
and children in the community. Uganda: Ministry of Health Uganda;
2010.

Okitawutshu J, Signorell A, Kalenga J-C, et al. Key factors predicting
suspected severe malaria case management and health outcomes:
An operational study in the Democratic Republic of the Congo. Malar
J.2022;21(1):1-14.

Miller JS, Mulogo EM, Wesuta AC, et al. Long-term quality of inte-
grated community case management care for children in Bugoye
Subcounty, Uganda: A retrospective observational study. BMJ Open.
2022;12(4):e051015.

Okitawutshu J, Signorell A, Kalenga J-C, et al. Danger signs and man-
agement of suspected severe malaria cases at community level and
in referral health facilities: An operational study in the Democratic Re-
public of the Congo. medRx iv. 2021:1-27.

Andolina C, Rek JC, Briggs J, et al. Sources of persistent malaria
transmission in a setting with effective malaria control in eastern
Uganda: A longitudinal, observational cohort study. Lancet Infect Dis.
2021;21(11):1568-78.

Murphy KJ, Conroy AL, Ddungu H, et al. Malaria parasitemia among
blood donors in Uganda. Transfusion. 2020;60(5):955-64.

Nantanda R, Bloch J, @stergaard MS, et al. Health workers’ practices in
assessment and management of children with respiratory symptoms
in primary care facilities in Uganda: A FRESH AIR descriptive study. J
Trop Pediatr. 2021;67(2):fmab042.

Lanyero H, Eriksen J, Obua C, et al. Use of antibacterials in the man-
agement of symptoms of acute respiratory tract infections among
children under five years in Gulu, northern Uganda: Prevalence and
determinants. PLoS One. 2020;15(6):e0235164.

Mbonye AK, Buregyeya E, Rutebemberwa E, et al. Treatment of sick
children seeking care in the private health sector in Uganda: A cluster
randomized trial. Am J Trop Med Hyg. 2020;102(3):658.

Morgan CE, Bowling JM, Bartram J, et al. Attributes of drinking water,
sanitation, and hygiene associated with microbiological water quality
of stored drinking water in rural schools in Mozambique and Uganda.
Int J Hyg Environ Health. 2021;236:113804.

Okolimong CD, Ndejjo R, Mugambe RK, et al. Effect of a community-

led total sanitation intervention on sanitation and hygiene in Pallisa
District, Uganda. Am J Trop Med Hyg. 2020;103(4):1735.

198

202 UoJBIN 91 U0 158NB Aq Lk |61 L/¥6L/Z/9L/8I0IE/U)ESUIUI/WOD"dNO DIWSPEDE//:SA]Y WOl PAPEOJUMOC



International Health

30 Agensi A, Tibyangye J, Tamale A, et al. Contamination potentials
of household water handling and storage practices in Kirundo Sub-
county, Kisoro District, Uganda J Environ Public Health 2019;2019:1-
8.

31 Lanyero H, Ocan M, Obua C, et al. Antibiotic use among children
under five years with diarrhea in rural communities of Gulu, north-
ern Uganda: A cross-sectional study. BMC Public Health. 2021;21(1):
1-9.

32 Grenov B, Lanyero B, Nabukeera-Barungi N, et al. Diarrhea, dehydra-
tion, and the associated mortality in children with complicated severe
acute malnutrition: A prospective cohort study in Uganda. J Pediatr.
2019;210:26-33.

33

34

35

Miller NP, Amouzou A, Tafesse M, et al. Integrated community
case management of childhood illness in Ethiopia: Implementation
strength and quality of care. Am J Trop Med Hyg. 2014;91(2):424.

English L, Miller JS, Mbusa R, et al. Monitoring iCCM referral systems:
Bugoye integrated community case management initiative (BIMI) in
Uganda. Malar J. 2016;15:1-7.

Rogier C, Trape J-F. Malaria attacks in children exposed to high
transmission: Who is protected? Trans R Soc Trop Med Hyg.
1993;87(3):245-6.

6 Boyce RM, Muhindo E, Baguma E, et al. Permethrin-treated baby

wraps for the prevention of malaria: Results of a randomized con-
trolled pilot study in rural Uganda. Malar J. 2022;21(1):1-12.

© The Author(s) 2023. Published by Oxford University Press on behalf of Royal Society of Tropical Medicine and Hygiene. This is an Open Access
article distributed under the terms of the Creative Commons Attribution License (https://creativecommons.org/licenses/by/4.0/), which
permits unrestricted reuse, distribution, and reproduction in any medium, provided the original work is properly cited.

199

202 UoJBIN 91 U0 158NB Aq Lk |61 L/¥6L/Z/9L/8I0IE/U)ESUIUI/WOD"dNO DIWSPEDE//:SA]Y WOl PAPEOJUMOC


https://creativecommons.org/licenses/by/4.0/

	Introduction
	Methods
	Study setting
	Data collection
	Data analysis

	Results
	Demographic information and danger signs presented
	Management of children with danger signs by CHWs

	Discussion
	Limitations
	Conclusions

	References

