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Community Case Management (CCM) - Community case management (CCM) is a strategy to deliver life-saving curative interventions for the most common childhood illnesses (neonatal conditions, pneumonia, diarrhea, malaria and malnutrition), in particular where there is little access to facility-based services. The major interventions include provision of antibiotics, oral rehydration solution and zinc supplements and anti-malarials.
 Digital Health - Use of information and communications technologies to improve human health, health systems, health services and wellness for individuals and across populations.
 Frontline Health Worker - Frontline health workers are those directly providing services where they are most needed, especially in remote and rural areas. Many are community health workers and midwives, though they can also include local pharmacists, nurses and doctors who serve in community clinics near people in need. They are the first and often the only link to health care for millions of people, are relatively inexpensive to train and support and are capable of providing many life-saving interventions.
 Integrated Community Case Management (iCCM) - iCCM is a strategy to extend case management of childhood illness beyond health facilities so that more children have access to life-saving treatments. The iCCM package can differ based on particular contexts, but most commonly includes diarrhea, pneumonia and malaria, and in some cases newborn health and malnutrition as well. In the iCCM model, community health workers (CHWs) are identified and trained in diagnosis and treatment of key childhood illnesses, and also in identifying children in need of immediate referral.
 Integrated Management of Childhood Illnesses (IMCI) - WHO and UNICEF in the early 1990s developed Integrated Management of Childhood Illness (IMCI), a strategy designed to reduce child mortality and morbidity in developing countries for children under age 5. The approach focuses on the major causes of deaths in children through improving case management skills of health workers, strengthening the health system and addressing family and community practices.
 Mobile Device - A mobile device is a device with mobile communication capabilities such as a telecom network connection, Wi-Fi and Bluetooth that offer a connection to the internet or other communications networks. Examples of mobile devices include mobile phones, smart phones and tablets.
 Mobile Money - A service in which the mobile phone is used to access financial services.Mobile Health - Medical and public health practice supported by mobile devices, such as mobile phones, patient monitoring devices, personal digital assistants (PDAs) and other wireless devices.
 iv
 Glossary
 CHWs are members of a community who are chosen by, and accountable to, the community to provide preventative and basic health care services to their community. CHW is an umbrella term (also called Village Health Workers (VHW) in some contexts), which encompasses many sub-categories of CHWs, including: 1. Home Based Care (HBC) providers 2. Community-based distributors/educators (CBD) (family planning and HIV Education) 3. Para-social Workers (PSW) for Orphans and Vulnerable Children/Most Vulnerable Children (sometimes called OVC or MVC Counselors) 4. Peer HIV educators 5. Peer counselors (sometimes called Lay Counselors) 6. Community maternal, newborn and child health care providers (MNCH) 7. Life Skills Trainers 8. Traditional Birth Attendants (TBAs) 9. Health Surveillance Assistants (HSAs) 10. Community Health Extension Workers (CHEW)
 CHWs are given a limited amount of training intended to equip them with the skills to provide essential, safe, and highly effective basic health services to the population, usually living far from health facilities . CHWs are not meant to work in health facilities, but the clinical officer at the lowest level health facility (i.e., dispensary) is expected to supervise them. CHWs are not typically paid salaries but work for NGOs, Faith-Based Organizations and communities, which may provide them with small allowances or in-kind contributions from the communities in which they work.
 In the countries highlighted, there are existing cadres of CHWs but also several new types being introduced and their duties and responsibilities are still evolving. In Tanzania and Uganda, for example, the MOHs are introducing a more professional cadre of CHW who will receive significantly more training (9-12 months). The table below highlights some of the major cadres of CHWs in each of the 4 countries as well as their education, training, remuneration and duties.
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Executive SummaryFour countries – Kenya, Malawi, Tanzania and Uganda – were selected based on whether they were a UNCoLSC prioritized country, their proximity to one another, government investment in child health and digital health and presence and familiarity of the environment in those countries by both the Child Health and Digital Health TRTs. The sources of information included the literature and both remote and in-person key informant interviews.
 Across the 4 countries selected, there are considerable similarities in health programs and digital readiness which present an opportunity for shared learnings and harmonization. All the countries either have a professional cadre of a frontline health worker (e.g., community health worker (CHW)) that is being used to deliver CCM services, or are in the process of introducing a new cadre of frontline health worker who will address child health as one of their areas of focus.
 Key similarities for the scope of frontline health workers include the following: • Conduct community visits • Work with supervisors based at health facilities • Register women and children • Check danger signs • Counsel community members • Make referrals
 The differences, which include payment (versus volunteering) and dispensing capabilities, do not take away from the similarities which are at the core of health worker programming and present an opportunity to use similar tools and training across locations. For example, the work flow and process of registering a client or household, referring and scheduling follow-up visits and counseling may be the same regardless of the setting.
 In addition, the three overlooked Child Health commodities prioritized by UNCoLSC – amoxicillin (to treat pneumonia), oral rehydration salts ((ORS), to prevent dehydration from diarrhea) and zinc (to treat diarrhea) – are dispensed at similar levels of the health system, although the frequency of stock-outs vary across the countries.
 Each country has digital implementations at varying levels of scale in the following areas: commodities management, data aggregation and reporting, behavior change communications, provider decision support and citizen engagement. Although the platforms and systems used vary from country to country, there is an opportunity for leveraging content, support, and systems building blocks within each country to more effectively and efficiently provide services to the community. It is out of these building blocks that the harmonization framework was constructed.
 Looking globally, there are also opportunities for countries to introduce innovations in point-of-care diagnostics, digital learning and mass messaging, to name a few, into their iCCM programs as a means of improving health care and reducing childhood morbidity and mortality.
 HealthEnabled – convener of the Digital Health Technical Reference Team (TRT), the Child Health TRT and D-tree International have all come together under the umbrella of the United Nations Commission for Life-Saving Commodities (UNCoLSC) to review the digital health tools being used for the provision of community case management (CCM) services in Uganda, Malawi, Kenya and Tanzania. The purpose of the review is to catalog the current practices and best practices that could be applied to the CCM programs in each country, as well as present the case for potential integration of other services such as maternal health and family planning which are often delivered by the same health workers.
 The ultimate goal is to design a harmonized tool – drawn and adapted from existing tools – and develop a standardized approach and rapid scale-up model that will be made publicly available for use by governments, implementers and other entities.
 Based on the current situation, this paper does not propose a single-monolithic digital tool that will serve all purposes in the countries mentioned. Rather, the hope is to present a guide to decision-making that can be applied for digital CCM innovations as well as other programs in these countries with a goal of assisting Ministries of Health and other
 Background
 01
 CHWs are members of a community who are chosen by, and accountable to, the community to provide preventative and basic health care services to their community. CHW is an umbrella term (also called Village Health Workers (VHW) in some contexts), which encompasses many sub-categories of CHWs, including: 1. Home Based Care (HBC) providers 2. Community-based distributors/educators (CBD) (family planning and HIV Education) 3. Para-social Workers (PSW) for Orphans and Vulnerable Children/Most Vulnerable Children (sometimes called OVC or MVC Counselors) 4. Peer HIV educators 5. Peer counselors (sometimes called Lay Counselors) 6. Community maternal, newborn and child health care providers (MNCH) 7. Life Skills Trainers 8. Traditional Birth Attendants (TBAs) 9. Health Surveillance Assistants (HSAs) 10. Community Health Extension Workers (CHEW)
 CHWs are given a limited amount of training intended to equip them with the skills to provide essential, safe, and highly effective basic health services to the population, usually living far from health facilities . CHWs are not meant to work in health facilities, but the clinical officer at the lowest level health facility (i.e., dispensary) is expected to supervise them. CHWs are not typically paid salaries but work for NGOs, Faith-Based Organizations and communities, which may provide them with small allowances or in-kind contributions from the communities in which they work.
 In the countries highlighted, there are existing cadres of CHWs but also several new types being introduced and their duties and responsibilities are still evolving. In Tanzania and Uganda, for example, the MOHs are introducing a more professional cadre of CHW who will receive significantly more training (9-12 months). The table below highlights some of the major cadres of CHWs in each of the 4 countries as well as their education, training, remuneration and duties.
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stakeholders in making well informed, strategic and efficient plans for implementing new or scaling up existing digital health programs. This should further the goals of improving health outcomes within the bounds of limited resources to do so.
 The 4 countries selected for this review, are all based in the same region (East/Central Africa), where the governments have been actively implementing child health programs and have been supportive of innovations in the digital health space. Additionally, these countries represent those where either D-tree International, the Child Health TRT or HealthEnabled had the ability to facilitate a situational analysis and conduct interviews with key stakeholders.
 The intended audience for this report are those interested in learning more about digital health, Ministry of Health (MOH) program managers and staff of government Information Communication and Technology (ICT) departments, non- governmental organizations and donors supporting community health programs in low and middle income countries (LMICs). The report is broken down into the following sections: • Situational Analysis of Tanzania, Malawi, Kenya and Uganda • Barriers to successful CCM program implementation • Digital tools in use in each country and globally • Potential for common tools / approaches • Digital Harmonization Framework • Conclusion
 It should be noted that this document is not intended to be static nor to include every innovative program or digital health implementation in each of the 4 countries, but to review some of the larger implementations taken against a backdrop of the current country context. Accordingly, one of the first recommended steps of the harmonization framework is to review the digital health landscape in-depth in each country.
 The data for this report was assembled by performing a landscape and situational analysis across Kenya, Tanzania, Malawi and Uganda
 which included in-person and phone interviews, as well as a literature review and desk research. In May of 2016, key subject matter experts from the Ministries of Health of each of the 4 countries as well as key implementing partners met at the Speke Resort in Kampala, Uganda, to provide additional information and develop action plans for the use of digital tools in their CCM programs. The key findings of the workshop can be found in a separate report, but highlights have been provided in the appendix.
 Methods
 02
 CHWs are members of a community who are chosen by, and accountable to, the community to provide preventative and basic health care services to their community. CHW is an umbrella term (also called Village Health Workers (VHW) in some contexts), which encompasses many sub-categories of CHWs, including: 1. Home Based Care (HBC) providers 2. Community-based distributors/educators (CBD) (family planning and HIV Education) 3. Para-social Workers (PSW) for Orphans and Vulnerable Children/Most Vulnerable Children (sometimes called OVC or MVC Counselors) 4. Peer HIV educators 5. Peer counselors (sometimes called Lay Counselors) 6. Community maternal, newborn and child health care providers (MNCH) 7. Life Skills Trainers 8. Traditional Birth Attendants (TBAs) 9. Health Surveillance Assistants (HSAs) 10. Community Health Extension Workers (CHEW)
 CHWs are given a limited amount of training intended to equip them with the skills to provide essential, safe, and highly effective basic health services to the population, usually living far from health facilities . CHWs are not meant to work in health facilities, but the clinical officer at the lowest level health facility (i.e., dispensary) is expected to supervise them. CHWs are not typically paid salaries but work for NGOs, Faith-Based Organizations and communities, which may provide them with small allowances or in-kind contributions from the communities in which they work.
 In the countries highlighted, there are existing cadres of CHWs but also several new types being introduced and their duties and responsibilities are still evolving. In Tanzania and Uganda, for example, the MOHs are introducing a more professional cadre of CHW who will receive significantly more training (9-12 months). The table below highlights some of the major cadres of CHWs in each of the 4 countries as well as their education, training, remuneration and duties.
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Overview of the CCM Context in Each Country
 031Tanzania MOH Scale up Strategy for Essential Medicines for Child Health
 CHWs are members of a community who are chosen by, and accountable to, the community to provide preventative and basic health care services to their community. CHW is an umbrella term (also called Village Health Workers (VHW) in some contexts), which encompasses many sub-categories of CHWs, including: 1. Home Based Care (HBC) providers 2. Community-based distributors/educators (CBD) (family planning and HIV Education) 3. Para-social Workers (PSW) for Orphans and Vulnerable Children/Most Vulnerable Children (sometimes called OVC or MVC Counselors) 4. Peer HIV educators 5. Peer counselors (sometimes called Lay Counselors) 6. Community maternal, newborn and child health care providers (MNCH) 7. Life Skills Trainers 8. Traditional Birth Attendants (TBAs) 9. Health Surveillance Assistants (HSAs) 10. Community Health Extension Workers (CHEW)
 CHWs are given a limited amount of training intended to equip them with the skills to provide essential, safe, and highly effective basic health services to the population, usually living far from health facilities . CHWs are not meant to work in health facilities, but the clinical officer at the lowest level health facility (i.e., dispensary) is expected to supervise them. CHWs are not typically paid salaries but work for NGOs, Faith-Based Organizations and communities, which may provide them with small allowances or in-kind contributions from the communities in which they work.
 In the countries highlighted, there are existing cadres of CHWs but also several new types being introduced and their duties and responsibilities are still evolving. In Tanzania and Uganda, for example, the MOHs are introducing a more professional cadre of CHW who will receive significantly more training (9-12 months). The table below highlights some of the major cadres of CHWs in each of the 4 countries as well as their education, training, remuneration and duties.
 Across the 4 countries in this report, all were making extensive use of community health workers (CHWs) in the provision of maternal and child health services at the community level. There is some variety in what conditions the CHWs are allowed to treat and whether they serve as volunteers or as paid MOH employees. Additionally, in Tanzania and Uganda, there are extensive programs underway to create a more professional cadre of CHWs.
 TanzaniaTanzanian policy currently promotes community Integrated Management of Childhood Illness (c-IMCI) and the distribution of Oral Rehydration Salts (ORS) via 8 trained CORPS (Community-owned Resource Persons) per village plus two CHWs, but does not allow the distribution of any other child survival treatments.
 The Ministry of Health, Community Development, Gender, Elderly and Children (MOHCDGEC) has written policies against integrated Community Case Management (iCCM) given its experience with Village Health Workers (VHW). VHWs were trained in the past in iCCM and provided with a health kit (ORS, cotrimoxazole, chloroquine, eye ointment, etc.). However, when donor support ran-out, medicine availability dropped and VHW motivation declined, causing a community backlash. Policy was then written against community distribution of drugs.
 Recently, the WHO and UNICEF led an effort to establish a Tanzania context-appropriate formalized cadre of CHWs, based on needs outlined in Tanzania’s Primary Health Services Development Programme – MMAM (Mpango wa Maendeleo wa Afya ya Msingi in Swahili) 2007-2017. The team worked with the Ifakara Health Institute to establish the curriculum, job aides, selection criteria, and recruitment and training packets. Three pilot districts were deployed in July 2011, and the Ifakara Institute is conducting the assessment of the model.
 After review of the situation, the MOHCDGEC has decided to introduce a new cadre of health worker, called the medical attendant community, to replace the CORPS. The roll-out of this program is a new development, with the training of the first enrollees in the program beginning in December 2015; it is being prioritized and funded by the MOHCDGEC and is expected to have an important positive impact on linking the community into the health system to help improve maternal and child health.1 It is still unclear if these new CHWs will be able to provide treatments, as although this is part of the training package, the MOHCDGEC has concerns about the ability to provide a reliable drug supply to the community level.
 MalawiHealth Surveillance Assistants (HSAs) are community level health care providers in Malawi. They spearhead the provision of the community essential health package (c-EHP). As Primary Health Care (PHC) workers serving as a link between a Health Facility and the community, HSAs are paid MOH employees.After undergoing the basic training, an HSA is capable of the following: • Motivating, informing and assisting individuals, families and communities in the promotion and maintenance of personal and environmental health. • Detecting potential and real health hazards in the community and referring them appropriately to a health facility. • Detecting and reporting disease outbreaks. • Working directly with village and community leaders to identify and form community support groups (i.e., health committees, volunteers, and other local service providers). • Collaborating with Health Facility workers
 HSAs run village clinics at the community level, focusing on hard to reach areas; they also routinely provide iCCM services including treatments. The national iCCM program began in 2008 and there are currently over 3,500 HSAs trained in the provision of iCCM services. Their catchment area is 5 kilometers (which was changed from 8 kilometers in 2015) or more from a health facility.
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04
 KenyaIn 2006, the Government of Kenya introduced the community health system (CHS) to re-engineer PHC services in the country. However, it was not until 2012 that the government decided to include iCCM in the national approach. CHWs were first trained to provide case management services for malaria, then to provide ORS for diarrhea and finally an expansion to include provision of antibiotics for pneumonia. Although the national government provides overall guidance for health programs, there is considerable decentralization and many of the key decisions regarding implementation and policy are made at the county level, which has seen counties adapt various approaches to the provision of iCCM services and the use of digital health tools. iCCM is currently being implemented in 13 counties in Kenya with plans to scale up nationally.
 UgandaIn Uganda, the Village Health Team (VHT) strategy has been implemented to provide support at the community level. VHT members are community volunteers who are selected by communities to provide accurate health information, mobilize communities and provide linkage to health services. Moreover, in Uganda, geographical access to health care facilities is limited to only 49% of households due to long distances or other natural features such as marshes, rivers, hills, forests or mountains (MoH, 2000). VHTs will help bridge the gap that exists between the underserved households and the formal health system. The duties for the VHTs include: community based management of common health conditions and distribution of health commodities in addition to community information management and disease surveillance.
 CHWs are members of a community who are chosen by, and accountable to, the community to provide preventative and basic health care services to their community. CHW is an umbrella term (also called Village Health Workers (VHW) in some contexts), which encompasses many sub-categories of CHWs, including: 1. Home Based Care (HBC) providers 2. Community-based distributors/educators (CBD) (family planning and HIV Education) 3. Para-social Workers (PSW) for Orphans and Vulnerable Children/Most Vulnerable Children (sometimes called OVC or MVC Counselors) 4. Peer HIV educators 5. Peer counselors (sometimes called Lay Counselors) 6. Community maternal, newborn and child health care providers (MNCH) 7. Life Skills Trainers 8. Traditional Birth Attendants (TBAs) 9. Health Surveillance Assistants (HSAs) 10. Community Health Extension Workers (CHEW)
 CHWs are given a limited amount of training intended to equip them with the skills to provide essential, safe, and highly effective basic health services to the population, usually living far from health facilities . CHWs are not meant to work in health facilities, but the clinical officer at the lowest level health facility (i.e., dispensary) is expected to supervise them. CHWs are not typically paid salaries but work for NGOs, Faith-Based Organizations and communities, which may provide them with small allowances or in-kind contributions from the communities in which they work.
 In the countries highlighted, there are existing cadres of CHWs but also several new types being introduced and their duties and responsibilities are still evolving. In Tanzania and Uganda, for example, the MOHs are introducing a more professional cadre of CHW who will receive significantly more training (9-12 months). The table below highlights some of the major cadres of CHWs in each of the 4 countries as well as their education, training, remuneration and duties.
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CHW Roles and Responsibilities
 052United Republic of Tanzania Ministry of Health and Social Welfare. Human Resource For Health Strategic Plan 2008 – 2013. January 2008
 CHWs are members of a community who are chosen by, and accountable to, the community to provide preventative and basic health care services to their community. CHW is an umbrella term (also called Village Health Workers (VHW) in some contexts), which encompasses many sub-categories of CHWs, including: 1. Home Based Care (HBC) providers 2. Community-based distributors/educators (CBD) (family planning and HIV Education) 3. Para-social Workers (PSW) for Orphans and Vulnerable Children/Most Vulnerable Children (sometimes called OVC or MVC Counselors) 4. Peer HIV educators 5. Peer counselors (sometimes called Lay Counselors) 6. Community maternal, newborn and child health care providers (MNCH) 7. Life Skills Trainers 8. Traditional Birth Attendants (TBAs) 9. Health Surveillance Assistants (HSAs) 10. Community Health Extension Workers (CHEW)
 CHWs are given a limited amount of training intended to equip them with the skills to provide essential, safe, and highly effective basic health services to the population, usually living far from health facilities . CHWs are not meant to work in health facilities, but the clinical officer at the lowest level health facility (i.e., dispensary) is expected to supervise them. CHWs are not typically paid salaries but work for NGOs, Faith-Based Organizations and communities, which may provide them with small allowances or in-kind contributions from the communities in which they work.
 In the countries highlighted, there are existing cadres of CHWs but also several new types being introduced and their duties and responsibilities are still evolving. In Tanzania and Uganda, for example, the MOHs are introducing a more professional cadre of CHW who will receive significantly more training (9-12 months). The table below highlights some of the major cadres of CHWs in each of the 4 countries as well as their education, training, remuneration and duties.

Page 12
						

06
 Country Title of CCM provider Education Training Remuneration Duties
 Tanzania
 Malawi
 Kenya
 Uganda
 CHW
 CBD
 CHA / medical attendant community
 HSA
 CBDA
 CHW
 CHEW (CHW Supervisor)
 VHT
 CHEW
 Form 4
 From 4
 4 O-level passes including biologyShould be resident in community but not always the case. Grade 10Should be resident in community but not always the case. Grade 10Form four leaver and literate, Permanent resident of communityTertiary diploma in nursing
 No requirement though most have O-level
 O-level
 18 days
 14 days
 12 months
 10 weeks basic and 6 days CCM
 2 weeks
 10 days basic plus
 2-3 years
 5 days – 2 weeks
 12 months
 No, may be in process of changing to minimum $40 stipend monthly. Most receive stipend from NGOs. No, though most receive stipend from NGOsYes
 Yes, by Government, approximately $100 per month
 No, but some receive payments from NGOs
 2,000 Ksh monthly
 Yes
 Stipend at least $5 per month policy but also none?
 Yes
 Register, danger signs, counsel and refer
 Distribute FP commodities
 Register, danger signs, counsel and refer. Refill FP commoditiesRegister, danger signs, examine, treat, counsel and refer for CCM (most common), as well as some CBMNH and FPProvide FP commodities
 Register, danger signs, examine, treat (except for antibiotics), counsel and referRegister, danger signs, examine, treat (except for antibiotics), counsel and referRegister, danger signs, examine, treat, counsel and refer for CCMRegister, danger signs, examine, treat, counsel and refer for CCM
 Table 1. Major Cadres of CHWs in Each of the 4 Countries
 As can be seen from the table above, there are a variety of types of CHWs with varying backgrounds, renumeration and training within each country and across the four countries. Despite these differences, there are a number of similarities across the groups and programs.
 CHWs are members of a community who are chosen by, and accountable to, the community to provide preventative and basic health care services to their community. CHW is an umbrella term (also called Village Health Workers (VHW) in some contexts), which encompasses many sub-categories of CHWs, including: 1. Home Based Care (HBC) providers 2. Community-based distributors/educators (CBD) (family planning and HIV Education) 3. Para-social Workers (PSW) for Orphans and Vulnerable Children/Most Vulnerable Children (sometimes called OVC or MVC Counselors) 4. Peer HIV educators 5. Peer counselors (sometimes called Lay Counselors) 6. Community maternal, newborn and child health care providers (MNCH) 7. Life Skills Trainers 8. Traditional Birth Attendants (TBAs) 9. Health Surveillance Assistants (HSAs) 10. Community Health Extension Workers (CHEW)
 CHWs are given a limited amount of training intended to equip them with the skills to provide essential, safe, and highly effective basic health services to the population, usually living far from health facilities . CHWs are not meant to work in health facilities, but the clinical officer at the lowest level health facility (i.e., dispensary) is expected to supervise them. CHWs are not typically paid salaries but work for NGOs, Faith-Based Organizations and communities, which may provide them with small allowances or in-kind contributions from the communities in which they work.
 In the countries highlighted, there are existing cadres of CHWs but also several new types being introduced and their duties and responsibilities are still evolving. In Tanzania and Uganda, for example, the MOHs are introducing a more professional cadre of CHW who will receive significantly more training (9-12 months). The table below highlights some of the major cadres of CHWs in each of the 4 countries as well as their education, training, remuneration and duties.
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07
 Country
 As can be seen from the table above, there are a variety of types of CHWs with varying backgrounds, renumeration and training within each country and across the four countries. Despite these differences, there are a number of similarities across the groups and programs.
 Key Similarities • All community health workers are making community visits • All health workers with a supervisor based at the health facility • Functions include: o Registering women and children o Checking danger signs o Counseling o Referring o Follow-up
 Key Differences • Tanzania – CHWs are unpaid and cannot dispense commodities beyond family planning (condoms). However, some changes are possible under the new cadre of CHA; programs can use pay for performance as part of a motivation scheme. As CHWs are not able to dispense medications, the Accredited Drug Dispensing Outlets (ADDOs) serve as the community level for
 dispensing of medications. • Malawi – Paid government health workers and can dispense medications. • Kenya – Unpaid but can use performance based contracting. CHWs are able to dispense in some circumstances with the exception of antibiotics, however, this appears to be in the process of changing as some counties have provided waivers so that CHWs can provide antibiotics. • Uganda – CHWs in Uganda are not currently paid but the new CHEW cadre will be and can dispense treatments.
 Despite the variety of CHW implementations, there are still opportunities to use similar tools and trainings across locations, especially as the core work of the health workers is very similar. For example, the work of registering a client or household may be very much the same regardless of the setting, as well as the act of referring, scheduling follow-up visits and counseling.
 In fact, as shown in more detail in Appendix IV of this document, there is considerable overlap in the core functions as well as content across the 4 countries, especially when looking at CCM and Maternal Health.
 Function UNICEF/WHO Standard Kenya Malawi Tanzania Uganda
 Danger SignsRDTProvide Pre-referral treatment
 XXX
 XXX
 XXX
 X
 refer
 X X
 Function UNICEF/WHO Standard Kenya Malawi Tanzania Uganda
 Danger SignsCounselingReferralFollow-up
 XXXX
 XXXX
 XXXX
 XXXX
 XXXX
 Table 2. CCM Functions of CHWs Across the 4 Countries
 Table 3. Maternal, Neonatal and Child Health Functions Across the 4 Countries
 CHWs are members of a community who are chosen by, and accountable to, the community to provide preventative and basic health care services to their community. CHW is an umbrella term (also called Village Health Workers (VHW) in some contexts), which encompasses many sub-categories of CHWs, including: 1. Home Based Care (HBC) providers 2. Community-based distributors/educators (CBD) (family planning and HIV Education) 3. Para-social Workers (PSW) for Orphans and Vulnerable Children/Most Vulnerable Children (sometimes called OVC or MVC Counselors) 4. Peer HIV educators 5. Peer counselors (sometimes called Lay Counselors) 6. Community maternal, newborn and child health care providers (MNCH) 7. Life Skills Trainers 8. Traditional Birth Attendants (TBAs) 9. Health Surveillance Assistants (HSAs) 10. Community Health Extension Workers (CHEW)
 CHWs are given a limited amount of training intended to equip them with the skills to provide essential, safe, and highly effective basic health services to the population, usually living far from health facilities . CHWs are not meant to work in health facilities, but the clinical officer at the lowest level health facility (i.e., dispensary) is expected to supervise them. CHWs are not typically paid salaries but work for NGOs, Faith-Based Organizations and communities, which may provide them with small allowances or in-kind contributions from the communities in which they work.
 In the countries highlighted, there are existing cadres of CHWs but also several new types being introduced and their duties and responsibilities are still evolving. In Tanzania and Uganda, for example, the MOHs are introducing a more professional cadre of CHW who will receive significantly more training (9-12 months). The table below highlights some of the major cadres of CHWs in each of the 4 countries as well as their education, training, remuneration and duties.
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 Country
 These similarities in work functions provide an opportunity to leverage applications and trainings, as the subject matter may change depending on the program area, but the basic concepts and work flows are the same. Thus the training and digital material on registration, visits, referrals, tracking etc., can be re-used as new program functions are performed by CHWs.
 The 13 life-saving commodities identified by UNCoLSC focus on the reproductive, maternal, newborn and child health (RMNCH) continuum of care. It is estimated that these interventions, if more widely accessed and properly used, could save the lives of more than 6 million women and children. The specific commodities and their availability in each of the 4 countries are outlined in the table below.
 Country
 Function UNICEF/WHO Standard Kenya Malawi Tanzania Uganda
 Country
 Pre-choice counselingMethod choice and post-choice counselingReferralFollow-up
 XX
 X
 XX
 XX
 XX
 XX
 XX
 XX
 ReferX
 X
 Table 4. Family Planning Functions Across the 4 Countries
 The 13 Commodities in the 4 Countries
 Commodity In Essential Medicines ListUNCoLSC
 Tanzania Malawi Kenya Uganda
 Female Condoms
 Implants
 Female condoms
 Dosage: 2‐rod levonorgestrel‐releasing implant, each rod containing 75 mg of levonorgestrel (150 mg total)
 Female and Includes condoms, male or unspecified
 Dosage: 6 rodsDrug and/or brand name: Levonorgestrel Implant (Norplant)
 Female and Includes condoms, male or unspecified
 Dosage: 75mg rodDrug and/or brand name: Levonorgestrel-releasing Implant
 Female and Includes condoms, male or unspecifiedDosage: 68mg/flexible rod (etonogestrel) and 75mg/each oftwo rods (150 mg total) (levonogestrel)Drug and/or brand name: Levonorgestrel and Etonogrestrel Implants
 Male only
 Dosage: 1 68mg radiopaque rod, 2 75mg silicone rodsDrug and/or brand name: Etonogestrel Implant, Levonorgestrel Implant
 Table 5. The Availability of the 13 Life-Saving Commodities in Each of the 4 Countries
 Emergency Contraception
 Oxytocin
 Misoprostol
 Magnesium sulfate
 Injectable antibiotics
 Antenatal Corticosteroid (ANCS)
 Clorhexidine (CHX)
 Resuscitation Equipment
 Amoxicillin
 Oral Rehydration Salts (ORS)
 Zinc
 CHWs are members of a community who are chosen by, and accountable to, the community to provide preventative and basic health care services to their community. CHW is an umbrella term (also called Village Health Workers (VHW) in some contexts), which encompasses many sub-categories of CHWs, including: 1. Home Based Care (HBC) providers 2. Community-based distributors/educators (CBD) (family planning and HIV Education) 3. Para-social Workers (PSW) for Orphans and Vulnerable Children/Most Vulnerable Children (sometimes called OVC or MVC Counselors) 4. Peer HIV educators 5. Peer counselors (sometimes called Lay Counselors) 6. Community maternal, newborn and child health care providers (MNCH) 7. Life Skills Trainers 8. Traditional Birth Attendants (TBAs) 9. Health Surveillance Assistants (HSAs) 10. Community Health Extension Workers (CHEW)
 CHWs are given a limited amount of training intended to equip them with the skills to provide essential, safe, and highly effective basic health services to the population, usually living far from health facilities . CHWs are not meant to work in health facilities, but the clinical officer at the lowest level health facility (i.e., dispensary) is expected to supervise them. CHWs are not typically paid salaries but work for NGOs, Faith-Based Organizations and communities, which may provide them with small allowances or in-kind contributions from the communities in which they work.
 In the countries highlighted, there are existing cadres of CHWs but also several new types being introduced and their duties and responsibilities are still evolving. In Tanzania and Uganda, for example, the MOHs are introducing a more professional cadre of CHW who will receive significantly more training (9-12 months). The table below highlights some of the major cadres of CHWs in each of the 4 countries as well as their education, training, remuneration and duties.
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 Commodity In Essential Medicines ListUNCoLSC
 Tanzania Malawi Kenya Uganda
 Emergency Contraception
 Oxytocin
 Misoprostol
 Magnesium sulfate
 levonorgestrel: Tablet: 1.5 mg; 750 micrograms (pack of two); 30 micrograms
 1ml glass vials containing either 5 or 10 IU (international units) or in Uniject 10 IU for prevention of PPH and up to 40 IU for treatment
 Oral (sublingual) tablet form. Tablets contain 25 (for induction), 100, or 200 micrograms
 Concentration: Injection 500 mg/ml in a 2-ml ampoule (50% solution), 500 mg/ml in a 10-ml ampoule (20% solution)
 Combined oral Contraceptive ethinyloestradiol 100 mcg and levonorgestrel 500 mcg (2 high dose COC tablets)
 Or
 Ethinyloetradiol 30-35 mcg and levonorgestrel 150-250 mcg -3 tablets (3 low dose COC tablets).Concentration: 10 IU per milliliterFormulation: In 1 ml ampoule injection solutionIndicated for post-partum hemorrhage: No
 Dosage: 200 mcgFormulation: TabletIndicated for post-partum hemorrhage: Yes
 Concentration: 50mg/mL in 10 mL vialFormulation: Injection
 0.75 mg levonorgestrel
 Concentration: 10 IU per milliliterFormulation: In 1 ml ampoule injection solutionIndicated for post-partum hemorrhage: No
 Dosage: 200 mcgFormulation: TabletIndicated for post-partum hemorrhage: Yes
 Concentration: 500mg/mL (2mL ampoule)Formulation: Injection
 0.75 mg levonorgestrel
 Concentration: 10 IU per milliliterFormulation: In 1 ml ampoule injection solutionIndicated for post-partum hemorrhage: NoMifepristone and MisoprostolDosage: 200 mg + 200 mcgFormulation: Tablet
 Misoprostol Dosage: 200 mcg and 25 mcgFormulation: TabletIndicated for post-partum hemorrhage: No
 Concentration: 500mg/mL (50% solution) in 10 mL ampouleFormulation: Injection
 0.75 mg levonorgestrel
 Concentration: 10 IU per milliliterFormulation: InjectionIndicated for post-partum hemorrhage: No
 Dosage: 200mcgFormulation: TabletIndicated for post-partum hemorrhage: unclear
 Concentration: 500mg/mLFormulation: Injection
 3 Fujioka A, Smith J. Prevention and Management of Postpartum Hemorrhage and Pre-Eclampsia/Eclampsia: National Programs in Selected USAID Program-Supported Countries. Maternal and Child Health Integrated Program (MCHIP); 2011. http://reprolineplus.org /system/files/resources/MCHIP%20PPH_PEE%20Multicountry%20Program%20Status%20Report%202011.pdf
 Injectable antibiotics
 Antenatal Corticosteroid (ANCS)
 Clorhexidine (CHX)
 Resuscitation Equipment
 Amoxicillin
 Oral Rehydration Salts (ORS)
 Zinc
 CHWs are members of a community who are chosen by, and accountable to, the community to provide preventative and basic health care services to their community. CHW is an umbrella term (also called Village Health Workers (VHW) in some contexts), which encompasses many sub-categories of CHWs, including: 1. Home Based Care (HBC) providers 2. Community-based distributors/educators (CBD) (family planning and HIV Education) 3. Para-social Workers (PSW) for Orphans and Vulnerable Children/Most Vulnerable Children (sometimes called OVC or MVC Counselors) 4. Peer HIV educators 5. Peer counselors (sometimes called Lay Counselors) 6. Community maternal, newborn and child health care providers (MNCH) 7. Life Skills Trainers 8. Traditional Birth Attendants (TBAs) 9. Health Surveillance Assistants (HSAs) 10. Community Health Extension Workers (CHEW)
 CHWs are given a limited amount of training intended to equip them with the skills to provide essential, safe, and highly effective basic health services to the population, usually living far from health facilities . CHWs are not meant to work in health facilities, but the clinical officer at the lowest level health facility (i.e., dispensary) is expected to supervise them. CHWs are not typically paid salaries but work for NGOs, Faith-Based Organizations and communities, which may provide them with small allowances or in-kind contributions from the communities in which they work.
 In the countries highlighted, there are existing cadres of CHWs but also several new types being introduced and their duties and responsibilities are still evolving. In Tanzania and Uganda, for example, the MOHs are introducing a more professional cadre of CHW who will receive significantly more training (9-12 months). The table below highlights some of the major cadres of CHWs in each of the 4 countries as well as their education, training, remuneration and duties.
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 Commodity In Essential Medicines ListUNCoLSC
 Tanzania Malawi Kenya Uganda
 Injectable antibiotics
 Antenatal Corticosteroid (ANCS)
 Clorhexidine (CHX)
 Procaine Benzylpenicillin (PBP) Powder for injection: 1 g (=1 mill IU, 3 g (=3 mill IU) in vial
 Gentamicin injection: 10 mg; 40 mg (as sulfate)/ml in 2-ml vial,
 Ceftriaxone 2nd line (powder for injection 250 mg and 1 g)Betamethasone (Beta) injection 5.7 mg/ml as betamethasone sodium phosphate 3.9 mg (in solution) or betamethasone acetate 3 mg (in suspension) in an aqueous vehicle
 Dexamethasone (Dexa) injection 4 mg dexamethasonephosphate (as disodium salt) in 1-ml ampoule
 7.1% CHX digluconate aqueous solution or gel, delivering 4% CHX for umbilical cord care
 Yes but usage unclear for sepsis
 Hydrocortisome (IV) 250 mg repeats after 24 hours
 Or
 Dexamethasome (IV) 12 mg, two doses at an interval of 12 hours.
 Yes
 Yes
 Yes
 7.1% solution
 Benzylpenicillin 600mg (iMU) vial, 3g (5MU) vial
 Gentamicin injection: 10 mg in 2ml vial; 40 mg (as sulfate)/ml in 2-ml vial
 Ceftriaxone250mg and 1g
 Dexamethasone4mg/ml in 1ml amp (phosphate disodium salt)
 Yes
 Procaine Benzylpenicillin (PBP) Powder for injection: 4MU
 Gentamicin injection: 40 mg)/ml in 2-ml vial
 Ceftriaxone (powder for injection 1 g)
 Betamethasone injection 4mg/ml
 Dexamethasone4mg/ml
 various
 Resuscitation Equipment
 Amoxicillin
 Oral Rehydration Salts (ORS)
 Zinc
 CHWs are members of a community who are chosen by, and accountable to, the community to provide preventative and basic health care services to their community. CHW is an umbrella term (also called Village Health Workers (VHW) in some contexts), which encompasses many sub-categories of CHWs, including: 1. Home Based Care (HBC) providers 2. Community-based distributors/educators (CBD) (family planning and HIV Education) 3. Para-social Workers (PSW) for Orphans and Vulnerable Children/Most Vulnerable Children (sometimes called OVC or MVC Counselors) 4. Peer HIV educators 5. Peer counselors (sometimes called Lay Counselors) 6. Community maternal, newborn and child health care providers (MNCH) 7. Life Skills Trainers 8. Traditional Birth Attendants (TBAs) 9. Health Surveillance Assistants (HSAs) 10. Community Health Extension Workers (CHEW)
 CHWs are given a limited amount of training intended to equip them with the skills to provide essential, safe, and highly effective basic health services to the population, usually living far from health facilities . CHWs are not meant to work in health facilities, but the clinical officer at the lowest level health facility (i.e., dispensary) is expected to supervise them. CHWs are not typically paid salaries but work for NGOs, Faith-Based Organizations and communities, which may provide them with small allowances or in-kind contributions from the communities in which they work.
 In the countries highlighted, there are existing cadres of CHWs but also several new types being introduced and their duties and responsibilities are still evolving. In Tanzania and Uganda, for example, the MOHs are introducing a more professional cadre of CHW who will receive significantly more training (9-12 months). The table below highlights some of the major cadres of CHWs in each of the 4 countries as well as their education, training, remuneration and duties.
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 Commodity In Essential Medicines ListUNCoLSC
 Tanzania Malawi Kenya Uganda
 Resuscitation Equipment
 Amoxicillin
 Oral Rehydration Salts (ORS)
 Zinc
 Self-inflating Bag and Mask Devices, Suction Devices, Training Mannequin
 50 mg scored, dispersible tablet (DT) in a blister pack of 10
 Sachets of powder for dilution in 200 ml, 500 mlm and 1 litre
 20mg scored taste masked dispersible tablet or oral solutions at concentration of 10mg/5ml
 unclear
 Yes
 In sachet for 1000ml
 Yes
 Yes
 250 mg capsule
 In sachet for 1000ml
 20mg tablet
 No
 PFOL 125mg/5ml250mg Cap/tablet
 In sachet for 500ml
 20mg tablet
 Resuscitator, infant
 Oxygen mask, withchamber nebulizer
 Oxygen mask withconnection tube250mg tabletAmox DT
 In sachet for 1000ml
 30mg tablet20mg effervescent tablet
 The table below illustrates the levels in the health system where the life-saving commodities may be accessed and by whom they can be provided. In addition to the health facilities and CHWs, private drug shops often play an important role in making commodities available to the community.
 In Tanzania, dispensaries and ADDOs are the frontline sources of care and drugs for treatment of common childhood illness. Dispensaries are often the first choice for child care. However, given that dispensaries are frequently out of stock of essential drugs, the ADDO (or Duka La Dawi Baridi (DLDB), meaning “drug store”) serve as an essential backup source of medicines when they are not available at the dispensary. Most ADDOs are located in urban or peri-urban areas and not necessarily in rural areas underserved by dispensaries as initially intended by planners.
 Staff at the ADDOs are trained in basic IMCI protocols, and they are trained to ask questions about symptoms, to categorize symptoms as simple or severe, to recognize danger signs, to provide an initial treatment and then refer the patient to a health facility. They are to provide quality prescription-only drugs to clients who have a prescription in hand. They do not have clinical training and are not expected to diagnose or to become a substitute for the clinical services provided by the dispensary. The availability of medications at ADDOs has generally been higher than those at the
 Commodity Availability by Health Level
 CHWs are members of a community who are chosen by, and accountable to, the community to provide preventative and basic health care services to their community. CHW is an umbrella term (also called Village Health Workers (VHW) in some contexts), which encompasses many sub-categories of CHWs, including: 1. Home Based Care (HBC) providers 2. Community-based distributors/educators (CBD) (family planning and HIV Education) 3. Para-social Workers (PSW) for Orphans and Vulnerable Children/Most Vulnerable Children (sometimes called OVC or MVC Counselors) 4. Peer HIV educators 5. Peer counselors (sometimes called Lay Counselors) 6. Community maternal, newborn and child health care providers (MNCH) 7. Life Skills Trainers 8. Traditional Birth Attendants (TBAs) 9. Health Surveillance Assistants (HSAs) 10. Community Health Extension Workers (CHEW)
 CHWs are given a limited amount of training intended to equip them with the skills to provide essential, safe, and highly effective basic health services to the population, usually living far from health facilities . CHWs are not meant to work in health facilities, but the clinical officer at the lowest level health facility (i.e., dispensary) is expected to supervise them. CHWs are not typically paid salaries but work for NGOs, Faith-Based Organizations and communities, which may provide them with small allowances or in-kind contributions from the communities in which they work.
 In the countries highlighted, there are existing cadres of CHWs but also several new types being introduced and their duties and responsibilities are still evolving. In Tanzania and Uganda, for example, the MOHs are introducing a more professional cadre of CHW who will receive significantly more training (9-12 months). The table below highlights some of the major cadres of CHWs in each of the 4 countries as well as their education, training, remuneration and duties.
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 Commodity Used for Where available (lowest level)Health Area
 Tanzania Malawi Kenya5 Uganda
 Female Condoms
 Implants
 EmergencyContraception
 Oxytocin
 Misoprostol
 Magnesium sulfate
 Injectable antibioticsAntenatal Corticosteroid (ANCS)Chlorhexidine
 Resuscitation EquipmentAmoxicillinOral Rehydration Salts (ORS)Zinc
 Reproductive Health
 Reproductive Health
 Reproductive Health
 Maternal Health
 Maternal Health
 Maternal Health
 Newborn Health
 Newborn Health
 Newborn Health
 Newborn Health
 Child HealthChild Health
 Child Health
 Prevents HIV and unintended pregnancyPrevents unintended pregnancy
 Prevents unintended pregnancy
 Prevents and treats PPHPrevents and treats PPH
 Treats eclampsia and pre-eclampsiaTreats newborn sepsis
 Prevents preterm respiratory distress syndromePrevents cord infectionsTreats newborn asphyxiaTreats pneumoniaPrevents dehydration from diarrheaTreats diarrhea
 CHW
 CHW refer to HF
 CHW refer to HF
 ADDO, HF
 HF
 HF
 ADDO, HF
 HF
 HF
 HF
 ADDO, HFADDO, HF
 ADDO, HF
 HSA
 HSA refer to HF
 HF
 HF
 HF
 HF
 HF
 HF
 HF
 HF
 HSAHSA
 HSA
 HF
 HF
 HF, CHW6
 HF
 HF
 HF
 HF
 HF
 HF
 HF
 CHW (2014*)CHW
 CHW
 CHP
 HF - Clinical officer – EtonogestrelHF - Community level and enrolled comprehensive nurse LevonogestrelHF - Clinical officer
 HF - Enrolled comprehensive nurseHF - Clinical officer
 HF
 HF
 HF
 HF
 CHP, VHTCHP, VHT
 CHP, VHT
 public health facilities, however the prices charged for medications are seen as a barrier for lower income clients. There are over 9,000 ADDOs in Tanzania4. ADDOs are accredited by the Tanzania Food and Drug Administration (TFDA) and the Pharmacy Council of Tanzania oversees their operations and ensures that shops meet quality standards.
 Table 6. Commodity Availability at Each Level of the Health System in the 4 Countries
 4Rutta, E., Liana, J., Embrey, M., Johnson, K., Kimatta, S., Valimba, R., Lieber R., Shekalaghe E., Sillo, H. (2015). Accrediting retail drug shops to strengthen Tanzania’s public health system: an ADDO case study. Journal of Pharmaceutical Policy and Practice,8, 23. http://doi.org/10.1186/s40545-015-0044-45Table 6 and & Kenya iCCM National Framework6(Kenya) National Family Planning Guidelines for Service Providers, Division of Reproductive Health, Ministry of Public health and Sanitation 2010
 CHWs are members of a community who are chosen by, and accountable to, the community to provide preventative and basic health care services to their community. CHW is an umbrella term (also called Village Health Workers (VHW) in some contexts), which encompasses many sub-categories of CHWs, including: 1. Home Based Care (HBC) providers 2. Community-based distributors/educators (CBD) (family planning and HIV Education) 3. Para-social Workers (PSW) for Orphans and Vulnerable Children/Most Vulnerable Children (sometimes called OVC or MVC Counselors) 4. Peer HIV educators 5. Peer counselors (sometimes called Lay Counselors) 6. Community maternal, newborn and child health care providers (MNCH) 7. Life Skills Trainers 8. Traditional Birth Attendants (TBAs) 9. Health Surveillance Assistants (HSAs) 10. Community Health Extension Workers (CHEW)
 CHWs are given a limited amount of training intended to equip them with the skills to provide essential, safe, and highly effective basic health services to the population, usually living far from health facilities . CHWs are not meant to work in health facilities, but the clinical officer at the lowest level health facility (i.e., dispensary) is expected to supervise them. CHWs are not typically paid salaries but work for NGOs, Faith-Based Organizations and communities, which may provide them with small allowances or in-kind contributions from the communities in which they work.
 In the countries highlighted, there are existing cadres of CHWs but also several new types being introduced and their duties and responsibilities are still evolving. In Tanzania and Uganda, for example, the MOHs are introducing a more professional cadre of CHW who will receive significantly more training (9-12 months). The table below highlights some of the major cadres of CHWs in each of the 4 countries as well as their education, training, remuneration and duties.
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 National guidelines and policies dictate the roles of health workers in each country, which includes the conditions they are able to treat and the com-modities they are able to provide. However, in many countries, there is a shortage of human resources for health, and thus task shifting certain activi-ties to lower cadres of health workers may be a way of helping communities access health services. The use of digital health tools may provide an opportunity to facilitate task-shifting by allowing for decision support, improved supervision, telemedicine and use of digital learning tools, to name a few.
 The table below highlights a number of the life-saving commodities and the WHO recommendations on task-shifting from the Optimize Maternal and Newborn Health (MNH) report entitled, “Optimizing health worker roles to improve access to key maternal and newborn health interventions through task shifting”7.
 Commodity WHO recommendation on task-shifting to CHW levelStudies/Research/Innovation
 Implants
 Oxytocin
 Misoprostol
 Injectable antibiotics
 Resuscitation Equipment
 • Community Skilled Birth Attendants providing in Bangladesh8 • Pilots have been done under MAISHA to have CHW level administration but no scale up • Community Skilled Birth Attendants providing in Bangladesh • Tanzania - MedicMobile9 providing as part of clean delivery kits at the community level • Democratic Republic of Congo, Bangladesh, Pakistan and Nepal – clinical trials – looking to see if the CHWs can carry the injectables as dispensers. Have had successful trials • WHO guidelines – new guidelines
 • TIDE Study in Nepal tried to have CHWs use. Study in Tanzania indicated that equipment was effective but also the training which accompanies the program which included advice on drying, warming and stimulating the baby11
 • Consider in the context of rigorous research
 • We suggest considering this option only in the context of rigorous research. • Recommend use of Lay Health Workers to prevent PPH10 • Consider in context of rigorous research for treating PPH before referral • No recommendation for provision to women for self-administration • Consider in the context of rigorous research
 • Consider in the context of rigorous research
 Strategies for Improving Change Commodity Availability
 Table 7. WHO Task-Shifting Recommendations by Commodity
 7WHO. OptimizeMNH: WHO recommendations on optimizing health worker roles to improve access to key maternal and newborn health interventions through task shifting. World Health Organization, Geneva; 2012 Accessed April 2016 at http://apps.who.int/iris/bitstream/10665/77764/1/9789241504843_eng.pdf?ua=18https://www.odi.org/sites/odi.org.uk/files/odi-assets/publications-opinion-files/9804.pdf9http://medicmobile.org/blog/medic-mobile-hdif-help-pregnant-women-tanzania10WHO. OptimizeMNH: WHO recommendations on optimizing health worker roles to improve access to key maternal and newborn health interventions through task shifting. World Health Organization, Geneva; 2012 Accessed April 2016 at http://apps.who.int/iris/bitstream/10665/77764/1/9789241504843_eng.pdf?ua=111Journal of the American Academy of Pediatrics January 2013. Msemo G, Massawe A, Mmbando D et al Newborn Mortality and Fresh Stillbirth Rates in Tanzania After Helping Babies Breathe Training.
 CHWs are members of a community who are chosen by, and accountable to, the community to provide preventative and basic health care services to their community. CHW is an umbrella term (also called Village Health Workers (VHW) in some contexts), which encompasses many sub-categories of CHWs, including: 1. Home Based Care (HBC) providers 2. Community-based distributors/educators (CBD) (family planning and HIV Education) 3. Para-social Workers (PSW) for Orphans and Vulnerable Children/Most Vulnerable Children (sometimes called OVC or MVC Counselors) 4. Peer HIV educators 5. Peer counselors (sometimes called Lay Counselors) 6. Community maternal, newborn and child health care providers (MNCH) 7. Life Skills Trainers 8. Traditional Birth Attendants (TBAs) 9. Health Surveillance Assistants (HSAs) 10. Community Health Extension Workers (CHEW)
 CHWs are given a limited amount of training intended to equip them with the skills to provide essential, safe, and highly effective basic health services to the population, usually living far from health facilities . CHWs are not meant to work in health facilities, but the clinical officer at the lowest level health facility (i.e., dispensary) is expected to supervise them. CHWs are not typically paid salaries but work for NGOs, Faith-Based Organizations and communities, which may provide them with small allowances or in-kind contributions from the communities in which they work.
 In the countries highlighted, there are existing cadres of CHWs but also several new types being introduced and their duties and responsibilities are still evolving. In Tanzania and Uganda, for example, the MOHs are introducing a more professional cadre of CHW who will receive significantly more training (9-12 months). The table below highlights some of the major cadres of CHWs in each of the 4 countries as well as their education, training, remuneration and duties.
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 Commodity Where tracked
 Tanzania Malawi
 Female Condoms
 Implants
 Emergency Contraception
 Oxytocin
 Misoprostol
 Magnesium sulfate
 Injectable antibiotics
 Antenatal Corticosteroid (ANCS)
 Chlorhexidine
 Resuscitation Equipment
 Amoxicillin
 Oral Rehydration Salts (ORS)
 Zinc
 ILSGateway for both Facility
 and Community distributions
 ILSGateway
 eLMIS
 ILSGateway
 eLMIS
 eLMIS
 eLMIS
 eLMIS
 eLMIS
 eLMIS
 ILSGateway
 ILSGateway
 ILSGateway
 cStock
 LMIS
 LMIS
 LMIS
 LMIS
 LMIS
 LMIS
 LMIS
 LMIS
 DHIS2
 cStock
 cStock
 cStock
 Kenya Uganda
 eSCM
 eSCM
 eSCM
 eSCM
 eSCM
 eSCM
 eSCM
 eSCM
 eSCM
 eSCM
 m-iCCM/eSCM
 m-iCCM/eSCM
 m-iCCM/eSCM
 Supply Chain Manager
 Supply Chain Manager
 Supply Chain Manager
 Supply Chain Manager
 Supply Chain Manager
 Supply Chain Manager
 Supply Chain Manager
 Supply Chain Manager
 Supply Chain Manager
 Supply Chain Manager
 mTrac
 mTrac
 Supply Chain Manager
 In each of the counties listed there are digital systems being used to track commodities in support of CCM programs. These are typically computer or web based solutions for facility level reporting, but increasingly countries are making use of mobile solutions in the form of SMS or mobile applications which are used to report and manage commodities at the community levels.
 There are a number of barriers which can inhibit the optimal distribution of the 13 key commodities, and these are certainly not unique to child health, although more pronounced in some areas as CCM does rely on pushing treatments down to the lowest level of the health system. For the purposes of discussion, some of the major barriers have been listed out below and these include policy, demand, supply and service delivery.
 Both Uganda and Malawi have CCM policies in place which support the use of CHWs to distribute medications. However, Tanzania and Kenya do not have policies in place that support the community distribution of medications, but in each country, there have been exceptions granted for research and pilots, which are informing the development of new policies which would provide for expanded distribution of commodities at the community level.
 Table 8. Systems to Track Commodities
 Current Barriers to Successful Provision of the Commodities
 Policy
 Systems to Track Commodities
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 Tanzania - Current national policy does not allow community distribution of any of these commodities other than condoms. There have been two research studies where CHWs were trained in CCM and allowed to distribute medications under the Ifakara Health Institute (IHI) CONNECT project, and these results were used to inform the new CHA training program. However, there is no policy change as of yet. ADDOs serve as the lowest level of the health system where commodities can be provided along with dispensaries.
 Kenya - The country does not have a national iCCM policy, but they have formally adopted a limited package of care which does not include antibiotics. However, exceptions to the policy have been granted for Homa Bay County and Busiya County for the Living Goods program, whereby the agents can distribute their full package of commodities. Policy change is needed to allow CHWs to administer essential iCCM medicines, especially antibiotics in the treatment of pneumonia, Zinc in the treatment of diarrhoea, and ACT in the treatment of malaria.12
 The success of iCCM programs requires attention to various supply elements (including trained CHWs and adequate commodities) as well as demand elements that promote timely and appropriate care-seeking and treatment utilization. Factors that influence demand for child health services are diverse and include financial barriers and non-financial barriers (such as geographic access, caregiver understanding of the illness, preferences for home management and alternative treatments, and limited decision- making autonomy to seek care), as well as caregiver perspectives on the quality of services provided.
 Without a reliable source of commodities, many community case management programs will struggle to perform. Clients will lose faith in attending health facilities if they are out of stock and as has been seen in many countries, when CHWs are out of stock of their CCM commodities, they may close their village clinics or stop making
 household visits. An additional complicating factor is that CHWs are typically supplied by their local health facility, and the health facilities may prioritize the facility based drug supply over those of the community when supplies run short. Supply chains can also become tangled with various implementing partners or even MOH program units (such as malaria programs) providing different reporting and re-supply mechanisms.
 Poor ability of service health workers to provide care in accordance with national policy is a problem facing many health systems. Lack of human resources, low motivation, inadequate training and supervision and high client loads are among a number of reasons.
 Accurate provision of care is a critical service at any point in the health system. Poor quality of care due to lack of adherence to national guidelines can have disastrous results with poor health outcomes and a lack of confidence in the health system as just two of the major effects. In Malawi, for example, one study found that although HSAs had been trained in iCCM, HSAs correctly assessed 37% of children for four danger signs by conducting a physical exam, and correctly referred 55% of children with danger signs.13 In another study in Tanzania, it was found that one third of all children who did not require an antibiotic were still given one as a result of the health worker not taking respiratory rate. This translated into an inability for the provider to distinguish between pneumonia and upper respiratory illness (URI).14
 Poor quality of counseling can sabotage even accurate provision of care as if the client or caretaker does not understand what actions they should take following a visit, or the steps in taking medications, then the treatment will not be as effective. Additionally, when clients do not receive appropriate counseling based on their presenting conditions, diagnosis or age, a key opportunity to influence future health behaviors is missed.
 Following a visit, a referral to a health facility may be necessary, but there are frequently barriers to completing these referrals from the community
 Demand
 Supply
 Service delivery
 12 P.33 Kenya iCCM National Framework13 Quality of sick child care delivered by Health Surveillance Assistants in Malawi Kate E Gilroy, Jennifer A Callaghan-Koru, Cristina V Cardemil ,Humphreys Nsona, Agbessi Amouzou, Angella Mtimuni, Bernadette Daelmans, Leslie Mgalula, Jennifer Bryce, Health Policy and Planning 2013;28:573–585 doi:10.1093/heapol/czs09514Tanzania Assessment of Community Services for Childhood Illnesses Report
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 level including time, financial and lack of transportation.
 In this case, the clients often wait until the condition becomes critical, arriving at a health facility when it may be too late for the facility staff to take action. Additionally, if clients are not followed up at an appropriate interval, then the opportunity to identify any complications and to ensure that the treatment is having the appropriate effect is missed.
 Against these barriers, there have been a variety of digital tools put into place to improve service delivery and management of CCM, MCH and FP programs in these 4 countries.
 TanzaniaPathfinder/D-tree – Family Planning - D-tree International and Pathfinder have developed a decision support application for 250 CHWS in Shinyanga Region following the national guidelines for Family Planning. CHWs are paid through achieving performance targets (up to 22,000 Tsh =~ $11 per month). CHW Supervisors have an application where they can see individual health worker performance as well as monitor and share information on stock levels of FP commodities at the facilities the CHW would refer to. Additionally, a web dashboard enables program managers and the district health management to monitor the program15.
 Pathfinder/Dimagi – Family Planning – This is a decision support application for 165 CHWs and 20 CHW supervisors in Dar es Salaam, using a CommCare application which guides the health workers through the national guidelines, based on the balanced counseling plus strategy. Referrals from the community are tracked by means of a bar code which is scanned upon reaching the health facility. CHWs receive a monthly performance award, based on meeting their targets, using mobile money.
 Wazazi Nipendeni – This messaging campaign enrolls pregnant and postpartum women and provides messages about safe pregnancy and
 information for the post-partum mother and care for the newborn up to 16 weeks of age. Women can enroll for free via a shortcode or can be registered at a health facility and over 1 million people have enrolled since the service launched in 2012.
 Mobilizing Maternal Health (MMH) – In the MMH project, CHWs are provided with Android smartphones which guide them through the standard community maternal health guidelines for antenatal, postpartum and neonatal care. In many programs, they are then left with counseling for a birth plan and encouraging for facility delivery as well as referral if they note any danger signs. However, here, the CHW is backed by a call center which is run from the 2 district hospitals in Sengerema and Shinyanga districts, which takes calls on any emergencies (from health facilities and communities) and uses decision support software (running on a tablet), to determine the severity of the case, arrange transportation via a network of community taxis, monitor the journey to a health facility and finally pay the drivers using mobile money. This project is supported by USAID and Vodafone Foundation, with Pathfinder International and the Touch Foundation as the implementing partners.
 World Vision – Under the Supporting Systems to Achieve Improved Nutrition, Maternal, Newborn, and Child Health (SUSTAIN-MNCH) program, World Vision equipped CHWs with decision support tools running on mobile devices in support of their standard ttC (Timed Targeted Counseling) model. World Vision adapted their global standard program, to have the counseling messages align with the MOH guidelines for maternal health as the registered pregnant and postpartum women, checked for danger signs and referred. This project was rolled out to over 60 CHWs in 2 districts.
 MSH/ITIDO/Pharmacy Council – Management Sciences for Health (MSH) and Invention and Technological Ideas Development Organization (ITIDO), a local technology provider, developed a mobile system to support the private drug shops or ADDOs in Tanzania. This system supports the Tanzania Food and Drug Authority (TFDA) and the Pharmacy Council, who together serve as is the oversight bodies for the ADDO
 Tools to Overcome the Barriers
 15 http://www.africanstrategies4health.org/uploads/1/3/5/3/13538666/mhealthvol5_final_15jun15_webv.pdf #page=96 accessed April 2016
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 pharmacy staff and operations. The tools provide mapping of the shop locations, tracking personnel and their qualifications, in addition to a system for ADDOs to pay their annual dues using mobile money. On a monthly basis, the ADDOs also report via structured SMS, to the Pharmacy Council on their under-service statistics, including cases of malaria, pneumonia and diarrhea, as well as referrals.16
 ILSGateway – This system is based on CommCare Supply and is used to report 20 tracer commodities from the over 5,000 public health facilities. Reporting is primarily done through SMS, though larger health facilities may also order and report through a web interface. Feedback is also provided to district managers via SMS for non-reporting sites or if users report a problem. ILSGateway is an open source platform, built on RapidSMS, which allows health facility personnel to use personal mobile phones to send SMS to a toll-free short code (“15018”) reporting data on stock levels of tracer commodities. ILSGateway does not replace the paper reporting and requisition process to Zonal Medical Stores, but instead provides visibility into monthly stock levels for a small set of tracer commodities. In addition to tracking and reporting on end of month stock on hand of these tracer commodities, ILSGateway was also designed to reinforce and monitor the Integrated Logistics System (ILS) which is used to order and distribute the majority of medicines and supplies for health facilities in Tanzania. Health facility staff members using ILSGateway receive reminders to submit their quarterly Report and Requisition (R&R) forms on time, report when shipments of medicines are received, report on losses and adjustments that happened to tracer commodities, and report when supervision visits happen allowing district, regional, and national stakeholders to track performance of the ILS. An SMS aggregator directs the messages to a web database, which analyzes the findings and makes them available to users through a web portal.
 KenyaAt the policy level, iCCM National Framework specifically identified the use of mobile phones as an opportunity, stating that mobile devices “can be used to institute innovative solutions to increase
 coverage of high-impact, low-cost interventions at the community level, using CHWs.”
 mHBB – The mobile Helping Babies Breath (mHBB) program, used Android phones to collect data on the quality of the HBB initiative at 23 health facilities. This program supported supervisors to perform quality checks on the program which included recording training data for the providers, evaluations of the nurses after training and quality improvement, including resuscitation briefing and perinatal death audits. This system streamlines the data collection process for the 12 paper based forms that the system was based on and was piloted in 23 health facilities in Western Kenya.17
 Save the Children - Baresha – This program, being implemented by Save the Children, is based on CommCare and supports approximately 700 CHWs in providing maternal and newborn health services. The system provides support via WhatsApp and uses the Community Health Extension Workers (CHEWs) as supervisors for the users. Help desk support for the application is being provided by Save the Children staff. The main role of the CHWs is to work with their cohorts of participatory women’s groups, register pregnant women and follow up on newborns. The CHWs assess for danger signs during household visits and then provide group counseling at the women’s group meetings. The program plans to use mobile money for payments to the CHWs for the work.
 Mobile Integrated Community Case Management (M-iCCM) –This system combines decision support tools for CHWs on a smart phone with a call center, staffed by CHEWs, who determine the seriousness of the CCM cases. This was an operational study conducted in Homa Bay by the Kenya Medical Research Institute (KEMRI) on Pneumonia, Diarrhoea, Malaria and Vitamin A. The system, running a custom Android application on smart phones, provides tools for m-iCCM for commodity management, quality of care and performance evaluation. For Pneumonia cases, the program introduced community based treatment with Amoxicillin dispersible tablets (DT) by Community Health Volunteers (CHVs), who were then supported by a pneumonia hotline to connect to a nurse with a decision support application, to ensure accurate
 16 http://www.africanstrategies4health.org/uploads/1/3/5/3/13538666/mhealthvol5_final_15jun15_webv. pdf#page=61 accessed April 201617 http://www.africanstrategies4health.org/uploads/1/3/5/3/13538666/mhealthvol5_final_15jun15_webv. pdf#page=56
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 diagnosis and treatment. The Homa Bay government will start paying their CHVs a salary of 2000 Kenya shillings ($20), and will continue including pneumonia treatment in iCCM. The system also included a commodity management module where stock issue, requests and transfers could be recorded and was combined with a web portal which makes program monitoring and reporting. The project was rolled out to 2,700 CHWs and integration with DHIS2 is planned in the next phase of the program.
 AMREF – HELP – The Health Enablement and Learning Platform (HELP) project is a Public Private Partnership between Amref Health Africa, Accenture, M-Pesa Foundation, Mezzanine, Safaricom and MOH (Kenya). This system provides mLearning resources to community users on any device uses SMS, USSD and IVR prompts to provide content to the users. The topics covered include Family Planning as well as danger signs for the pregnant woman and the newborn, and is based on the MOH’s curriculum. The project has a goal of expanding from the 300 CHW initial pilot to over 3,000 users by the end of 2016.
 Kenya Medical Supplies Agency (KEMSA) eMobile – This USSD based tool allows health facility workers to report on their stock levels and receive status of orders. Additionally, the system allows the general public to report suspicious activity and to check drug availability for drugs related to non-communicable diseases (NCDs) and terminal illnesses.
 Living Goods – Living Goods in Kenya just launched in 2015 and has plans to expand its model to 1,800 sales agents by 2019. Adapted Medic Mobile system for use by their Community Health Promoters (CHPs). These health promoters are trained by Living Goods and earn a commission on the commodities they sell, which helps to sustain the supply of commodities and support the CHPs. They carry a range of goods from contraceptives, treatments for childhood diseases, nutrition and health tools such as solar lights, clean cook stoves and water filters and treatment. The health workers are equipped with a mobile application running on an Android phone which performs an
 iCCM assessment, flags acute cases and identifies high risk pregnancies. Additionally, text messages are sent to educate clients on health seeking behavior as well as messages for pregnant women.
 MalawiIn 2008, Malawi began training HSAs to provide treatment for common childhood illnesses at the community level in over 3,000 areas designated as hard to reach (more than 5 kilometers from a health facility). There is a strong technical working group supporting the IMCI unit and as such there are several digital tools in use that support the CCM program around service delivery and commodities reporting.
 mCCM – The MOH and D-tree International have worked with a variety of partners including Catholic Relief Services, Save the Children, Barr Foundation and Jhpiego to develop a mobile decision support application for use by HSAs. The application guides the health workers step by step through the CCM algorithm and supports them to providing the correct diagnosis, treatment, counseling and follow-up. The HSA can also report through to cStock as well as maintain client immunization records and view their monthly reporting data. Another component of the application is for the HSA supervisors which supports them in being able to see the monthly service data for the HSAs under them as well as a checklist to follow during the quarterly supervision18. This system is now being used in over 1,000 village clinics in 6 districts and has been expanded recently to include the use of mRDTs where they are available and included a video directed to the clients when the RDT shows a negative result and the HSA will not provide medication as a result.
 cStock – This system was first introduced by JSI and is based on the first version of CommTrack and based on RapidSMS. Nationally, all HSAs (~3,500) track and report on their 19 commodities they use in the provision of CCM services. Reporting is done using structured SMS which are sent directly from the HSAs’ personal phone or for the 1,000 HSAs using the mCCM application, through the Mangologic application and the results are aggregated on a web dashboard. The system allows HSAs to use their personal phones to submit SMS with stock information, allowing community level data, previously unavailable, to be visible to decision
 18 http://www.africanstrategies4health.org/uploads/1/3/5/3/13538666/mhealthvol5_final_15jun15_webv. pdf#page=75
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 makers at all levels of the system. cStock automatically calculates the resupply needs for an individual HSA based on reported stock levels and system-calculated consumption, and transmits this need via SMS to the corresponding health center, enabling staff to pre-pack orders in advance of the HSA arriving. A second message is sent by the health center staff who then informs the HSA when their products are ready to be picked up. In addition, cStock alerts higher-level staff via SMS if supplies cannot be replenished, or if an HSA remains at low levels of stock despite being resupplied. Data is also available via a web-based dashboard that provides timely visibility into actual stock levels held by HSAs, enabling real time identification of problem areas and overall monitoring of supply chain performance by the district and central level administration. The program has also been able to establish reverse billing for all HSAs (removing the barrier of airtime management for program reporting) as well as negotiate very low rates for SMS such that the national program costs $20 for messaging on a monthly basis.
 HSA Supervisory checklist – In three districts of the Malawi, the HSA supervisors, who oversee the HSAs attached to a given health facility (approximately 10), have a mobile tool that allows them to view the monthly reports for the HSAs they oversee, as well as a checklist for their CCM visits. This checklist supports the supervisors in observing the quality of care provided, counseling, data quality and commodities levels and provides automated scoring for ease of record keeping. An automated version of the checklist for CBMNH supervisors is also being developed and should be in the field in mid-2016.
 Human Network International - 3-2-1 Service (in Tanzania and Uganda as well) – The 3-2-1 service provides information through an interactive voice response (IVR) system where customers can access information on health, gender, land tenure, family planning and agriculture, among other topics. The first 8 calls per month are free and customers pay approximately $0.02 per call after that and this system can be accessed from any phone and by illiterate customers.
 UgandaIn conjunction with the restructuring of the role of the VHTs in Uganda, there are several existing and new digital health tools which can complement the work of this new cadre. In 2010, Uganda instituted a moratorium on eHealth projects, but since then has plans to introduce its eHealth strategy and provide guidelines for registering digital health projects. As part of the national systems, the MOH has managed to negotiate 10 free URLs for digital health programs, which would mean that these systems could send and receive program data for free, and is also in the process of establishing a national help desk to support the national programs.
 iHRIS – iHRIS is a human resource management system developed by Intrahealth and is being implemented in over 20 countries. Typically, it has been used to track the facility based health staff in government health facilities along with their credentials and training status. In Uganda, it is now in the process of being used to track the VHTs and the CHEWs, this will mark the first country to extend the human resource system down to the village level. This will enable the government to have significantly improved visibility into the human resources and skills available at the lowest level of the health system, which is information that is often badly fragmented among district health teams and various implementing partners.
 Malaria Consortium – CCM –The Malaria Consortium developed a mobile application running on feature phones for use by CHWs. The system recorded key demographic information about the child along with several key parameters for fever, fast breathing, diarrhea, MUAC and diagnosis and treatment. In addition, the system sent motivational messages to the health workers via SMS and included a closed user group (CUG) to allow the VHT members and their supervisors to speak to each other for free.
 Living Goods –This organization uses Community Health Promoters (CHPs) to provide services and sell related products door to door. The CHPs provide family planning commodities, medications for childhood diseases, commodities for nutrition as well as items like solar lights,
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 clean cook stoves and water filters. Living Goods began its work in Uganda and has now partnered with BRAC to reach over 5,000 CHPs active in Uganda and is in the process of expanding to Kenya with 1,000 health workers. The healthworkers are paid a commission on what they sell, so their motivation and income are paid for based on their efforts. The CHPs use a suite of mobile tools which includes an ICCM assessment and assesses pregnant women for risk factors. Additionally, text messages are delivered to the CHPs’ clients which provide health information and pregnancy reminders. Commodities are managed centrally by Living Goods branches and sales agents are restocked weekly by visiting the branches or through motorcycle couriers. The original Android application was developed in house by Living Goods and is now being developed in partnership with MedicMobile.
 UNICEF – mTrac – mTrac is an SMS-based disease surveillance and medicine tracking system that provides real-time data for response while monitoring health service delivery performance. The initiative also integrates governance and accountability through citizen feedback, an anonymous hotline and public dialogue sessions. The system was designed to provide timely surveillance data to managers at the district and national level, while crowd-sourcing reports of service delivery complaints from an anonymous SMS hotline in order to improve response and strengthen accountability. The previous cumbersome and slow paper-based reporting system was replaced with a RapidSMS system that made it possible for staff at health facilities to use their own mobile phones to report on stock levels and usage rates for anti-malarial medicines, with data made instantly available via SMS and a web-based Dashboard to government managers. The system is used for weekly surveillance of 17 notifiable diseases and tracer medications (including malaria and ACTs), which provide program managers with a near real-time view of programs and commodities.
 FamilyConnect – FamilyConnect is a mobile phone-based system that sends key messages via SMS to pregnant women and new mothers on actions they should take to ensure the health of both
 themselves and their babies in the critical first thousand days of life (from conception to age two); it also sends SMS’ to health workers on key follow-up actions they should provide to new mothers.
 World Vision TTC – Under the World Vision program, there were 896 CHWs using a mobile application under the Access to Infant and Maternal (AIM) Health and has integrated data into national HMIS using MOTECH Suite in 5 districts. Timed Targeted Counseling (ttC) supports CHWS who visit pregnant women and their children during the first 1,000 days of a child’s life. There is not a component of provision of medications, but CHWs do identify danger signs, make referrals and follow up with families on a predefined schedule. Similar implementations have supported the World Vision ttC programs in Tanzania (80 users) and Kenya.
 In addition to the digital health systems developed in each of these four countries, there are also other resources which can function as standalone tools, which can enhance CCM program delivery, or should be considered for integration with existing applications, so a health worker does not need to switch between applications to access their functionality.
 Magnesium Sulfate (MgSO4) calculator (updated version to be released as MgSO4 Dosing and Dilution Aid) – This was developed by PATH and the University of Washington and piloted in Western Kenya under the APHIAplus program led by Jhpiego. In this small study, facility based health workers were able to use this application to calculate the appropriate doses of MgSO4 to be provided to pregnant women. This tool is in the process of being updated through Moi University IBMI (Institute for Biomedical Informatics), PATH, and HealthEnabled and should be available in mid-2016.
 Respiratory Rate Counter – Dimagi, along with others, have developed standalone respiratory rate counters that can be used on an Android phone. These tools are available for download from the Google Play Store
 Additional digital health tools
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 and assist a health worker in accurately recording the breathing rate of their clients.
 mLearning – In many other countries, MOHs and other partners have been piloting the use of electronic job aids in the form of documents, videos, quizzes and images as way of educating health workers at both the facility and community level. These materials can be used to supplement traditional trainings and even potentially reduce the length of such trainings, knowing that health workers will always have these to refer back to when they return to their station. The ORB platform currently houses materials available in a variety of formats and languages for topics including family planning, labour and delivery and maternal and child health. With respect to CCM, there are relevant job aids including: o Zinc/ORS o Danger signs in children o Management of diarrhea o Diarrhea and its prevention o Hygiene and cleanliness o Immediate newborn care o Videos for clients, communities and health workers on Pneumonia, Malaria and Diarrhea o IMNCI course
 These materials can be made available simply as standalone files for health workers on their devices or could be included as part of an application whereby the health worker could be prompted to view these materials at the start of a shift or even during the provision of care. Additionally, the health worker could show the appropriate counseling tools during group or individual counseling sessions and distribute them to any clients who had phones via Bluetooth, Secure Digital (SD) card transfer or even SMS.
 Open HIE – The Open Health Information Exchange (HIE) is a global community of practice dedicated to the development and support of large scale information sharing architectures. This is particularly relevant as digital health programs move to scale and across multiple
 functions and systems where the need for unique identifiers for clients and health workers, medical records and aggregate data reporting are present. All countries mentioned in this report have included interoperability as part of their eHealth strategies and the use of the Open HIE framework provides one such model, which does not require a country to adopt one system or another, but allows them to communicate effectively.
 This community sets the standard for countries to share health information across programs through the development of standards based approaches and reference technologies. This approach assumes that there are multiple systems being used at the point of services by CHWs, lab personnel, hospitals, etc. that are connected to the health system using an interoperability layer. This layer receives transactions from the various digital systems in use and connects them to the HMIS building blocks such as a client registry, shared health record, aggregate data reporting system, facility registry and health worker registry. Notable implementations include Tanzania (immunization data and facility registry), South Africa (MomConnect and City of Cape Town Aggregate Data Exchange), and mHERO in West Africa for Ebola response. In addition to those mentioned above, the Uganda MOH is planning to ensure that all new digital health systems are compliant with the Open HIE approach.
 Point of care diagnostics – For several of the key interventions, clients are referred to health facilities for lab test or other devices. As distances and referral systems still present challenges in many contexts, the availability of low cost devices, appropriate for use by frontline health workers, is an opportunity to bring diagnosis closer to the community.
 The Malaria Consortium has conducted a Pneumonia Diagnostics Effectiveness Trial which reviewed 188 devices and ultimately narrowed this down to 9 devices that underwent an Accuracy Evaluation and Field evaluation. Respiratory rate counters and Pulse Oximeters (POx) were reviewed in Cambodia, Ethiopia, South Sudan and Uganda and these devices came in a number of formats including Fingertip, handheld and mobile applications. The results of this study indicated that there was
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 little difference in the readings from the POx between CHWs and health workers, presenting an interesting possibility for their introduction in use by CHWs. The lack of availability of respiratory rate counters has often been a problem in the provision of CCM services, and any of the new counters whether in the forms of applications or devices, should be explored for possible inclusion in CCM programs. Any applications that could be deployed via mobile phone would provide obvious appeal for countries where CHWs either have their own devices or are being provided them as part of a program, as they would not need any additional hardware and the distribution of these tools could be done from anywhere, as long as there was a network connection available.
 Pay for performance via mHealth data and mobile money – One of the common issues regarding CHW programs is the issue of motivation and distribution of monies (whether in the form of stipends or allowances) to a workforce that is often quite geographically distributed. The use of mobile money allows for distribution of funds to anyone with a phone number, which can then be transferred to others or cashed out at a mobile money agent. Pathfinder International in Tanzania has long been at the forefront of the use of mobile money within its programs, using these systems to pay health worker allowances for trainings as well as to pay incentives to community health workers who achieve certain activity and quality targets on a monthly basis. The link of the data from the digital systems which
 Transportation and referral systems – These systems, which link communities to health facilities, can be a key complement to digital health applications, as they can help to ensure that clients who are identified in need of critical care can actually access the needed personnel and equipment. These systems have been put in place for maternal care in some areas but often not specifically to child health. These same systems should be adopted as generic health emergency transport systems and should support emergencies in child health as well as maternal health. The availability of ambulances is often an issue and so while existing ambulance systems should be utilized and strengthened wherever possible, a back-up plan of leveraging any
 means of transportation within the community should be put into place as well. Two examples of such systems from Tanzania are listed below and have been integrated into the digital health tools used by the community and facility health workers.
 Safer Deliveries – In the Safer Deliveries project in Zanzibar, D-tree International and the MOH developed mobile decision support tools for use by CHWs to register, screen, counsel and refer pregnant and postpartum women and their newborns. The system was combined with a community transport scheme using local drivers and boats, who agreed to transport clients for a pre-negotiated amount of money to the appropriate facility.
 Mobilizing Maternal Health (MMH) – In the Mobilizing Maternal Health (MMH) project in Tanzania, CHWs are provided decision support applications on smartphones which helps them register and provide antenatal and post-partum care to pregnant women and their children. The CHWs are supported by a call center at the district hospital which is available in case of emergencies to triage clients, arrange transportation for them and pay for this transportation via mobile money. This project is implemented by Pathfinder International, Vodacom Foundation, the Touch Foundation and D-tree International, funded by USAID.
 Across the countries surveyed, although there are a variety of tools in use there, is not a single system or tool that performs all functions or is common across all the countries. Rather, there are a number of innovations which are broadly applicable to the CCM and CHW programs and should be considered for implementation (where they are yet to be introduced) and scale up (where they have already been piloted).
 Decision Support tools in hands of CHWS. In every country highlighted, there have been substantial deployments of mobile tools for health workers that assist in registering and tracking clients, providing appropriate care and counseling, referring and treatment. Despite the scale that some of these have reached (1,000 village clinics in Malawi for
 Common Features across countries
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 the HSAs, 2,700 CHWs in Kenya in Homa Bay, 3,000 CHPs in Uganda through BRAC and Living Goods), there has not yet been a system that has reached national scale.
 Tracking and reporting tools in hands of supervisors. Supervision tools for CCM are the same between Kenya and Malawi though no mobile version is in use in Kenya at present. As the standard for CCM supervision is likely to be very much the same across countries, there exists the potential to standardize the design and training of digital tools to improve the visibility into and quality of, CHW supervision.
 Mobile behavior change communications (BCC) messages. In most countries, there is at least one platform which can be leveraged to provide health messages and reminders to clients. This is an important component to any health system as clients and caretakers are unlikely to remember each and every counseling message provided during visits either to health facilities or at the household level, and the ability access content either through SMS or IVR at any time provides a useful avenue to reinforce this counseling.
 Use of call centers. As shown in the Homa Bay project in Kenya as well as in projects like Mobilising Maternal Health in Tanzania, although mobile decision support applications can be provided at the community level, the use of a call center to support the CHW in the case of emergencies can be useful. In each case, the call center has been established to support a specific project or program (CCM or Maternal Health), and could be expanded to build out the decision support tools used so that the call center could support a variety of health areas.
 Use of mobile money. All CHW stipends as well as pay for performance. At every point in the community system where payments are needed to CHWs and for medicines, the use of mobile money should be considered.
 Expand the availability of medicines to the community level. In each country reviewed, there is variability in the types of medications that
 CHWs are allowed to provide. Typically, this is restricted due to concerns about the capacity of the health worker to provide these medications and the ability of the supply chain to support this distribution. The use of digital health tools could support research or operations research to explore whether it is practical to deliver these services with a lower level of health worker. Mobile decision support tools can provide a step by step guide to the CHWs on how to recognize which cases require medication and then support them in calculating the correct dosages to provide as well as recommend 2nd line alternatives if the first choice is not available. The supply chain can be managed through stock tracking applications with stock outs reported and the CHW can be alerted to nearby availability of medications by their supervisor or through an automated system connecting them either to public health facilities or private drug shops. There may be concern about the rational use of medications and the tendency of providers to overprescribe, and this fear can be mitigated through continuous analysis of the electronic data provided by these systems, where commodities consumption data can be compared against the individual cases seen, and the cases can be analyzed to see if the signs and symptoms recorded match the classification. Additionally, preliminary data from the Homa Bay mCCM project in Kenya showed that CHWs used Amoxicillin more prudently than facility based health workers.
 Among the other innovations reviewed in these 4 countries, the use of digital tools to improve community access should be considered. In addition to ensuring that frontline health workers have at their disposal, links to stock availability to the public, citizen reporting on quality of care received and linking CHWs to private drug systems for referrals have been implemented.
 Link to Stock availability at health facility. In Kenya, KEMSA has deployed an USSD and java application system where the general public can query nearby health facilities for information about drug availability. This system initially will include information for non-communicable diseases and terminal illness, but could be considered for expansion to other commodities for both CHWs and the communites they serve.
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 Citizen reporting. uReport is being used in Uganda for stock availability as well as rating and feedback on quality of care provided so that the community has a voice and a direct channel to policy makers. Feedback on quality of care of services has also been incorporated into the Performance Based Financing mechanism in Zanzibar and is being collected by CHWs using mobile applications as part of their routine client follow-up for the Safer Deliveries project. Additionally, CHWs working with Pathfinder International’s family planning projects in mainland Tanzania are completing a Citizen Report Card as part of the mobile application. Such tools could be expanded to all CHW services where a referral is utilized, rather than the single program focus in place now.
 Linking CHWs to private drug shops. Many of the programs have focused on increasing the capacity of CHWs and linking them to the public health facilities, but the private sector drug shops have often been left out of the system. In most remote places, the private drug shops are more numerous than public health facilities and have a better supply of essential medicines, however, their prices are higher than the free or heavily subsidized costs a client would be charged from a public facility. Management Sciences for Health implemented a small pilot project in Kibaha district of Tanzania whereby CHWs referred client in need of anti-malarials, FP commodities, and pneumonia treatments to nearby ADDOs, rather than public health facilities. Programs should consider ways to link with the private sector either in the form of other distributors like Living Goods community health promoters, or by linking with private drug shops, so that referrals and follow ups can be made and information about the availability of medications at these locations can be shared, particularly at times when the CHW or public health facility is out of stock, or it is not practical for a client to reach the health facility.
 Most of the systems described in this document have been introduced and supported through implementing partners, NGOs and the private
 sector. As they have grown to scale, some of them have been adapted as the official government system, though hosting and maintenance and typically supported by the original implementing partner. In some cases, local universities now provide support for the tools (as in the case of DHIS2) and in others, the relevant program unit within the MOH provides support.
 As part of the current or draft eHealth policies, countries are moving towards a centralization of help desk functions, which will allow for consolidation of basic support such as login assistance, connectivity issues and user management.
 These digital health tools have typically been implemented through partners with involvement of MOH, district and community level teams. Training materials are developed by the implementing partners and then trainings are rolled out by a combination of implementing partners, technology providers and MOH staff. These programs are rolled out into new geographies (district, region or zone) depending on the funding or the coverage of an implementing partner or program. As the programs grow to scale, training and support increasingly shifts to the use of MOH trainers via a training of trainers approach, and to the use of district level staff and champions to serve as super users to support their fellows in troubleshooting problems then run into.
 Similarities in policy on CHW duties. This report reviewed training materials and guidelines from each countries for the management of the sick child by CHWs at the community level, and compares them to the guidelines and processes in the UNICEF/WHO package Caring for the Sick Child in the Community (henceforth referred to as the “standard”). For Family Planning the WHO A guide to family planning for community health workers and their clients 2012 was used, For Maternal and Child Health Caring for the Newborn at Home: A training course for community health workers was used as the standard.
 How are these program being supported and implemented?
 What is potential for common tools/ approaches in these 4 countries?
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 Similarities in health management information systems. All countries are using DHIS2 for their aggregate level reporting, therefore experiencing linking data systems into DHIS2 including standard operating procedures (SOPs), and even field mapping for common indicators around CCM and commodities should be possible. Additionally, as various dashboards in DHIS2 are developed to assist countries in analyzing their health data, these can also be shared across countries. DHIS2 is the central HMIS for all 4 countries profiled here and thus is the repository for all CCM related data. Uganda and Tanzania are positioned as expert nodes for DHIS2, with teams at the universities (University of Dar es Salaam and Makerere University), with staff experienced in implementation and support of the system.
 Point of care decision support systems. The mobile systems used by CHWs in these countries are all now running applications on an Android platform. The smartphone based systems utilize a variety of platforms, with Malawi using Mangologic, Kenya’s mICCM application using a custom Android application, and Uganda’s Living Goods using Medic Mobile. In each country, there are also smaller implementations of CommCare, DHIS2 tracker, Mangologic and others, so it is clear that there is not a common platform in use for CCM across these countries, although in each country the dominant platform should certainly be considered for adaptation before a new technology is brought in.
 Supply Chain. Here there are the most similarities between countries as Malawi and Tanzania are both using CommCare Supply for commodity management, although Malawi’s cStock implementation is based on an older platform, while Tanzania’s ILSGateway has now been upgraded to the newer one. Uganda’s mTrac provides a similar functionality to cStock whereby tracer commodities can be reported via SMS.
 Use of data for decision-making. As health information becomes increasingly available in an electronic format, there is still a need to ensure that the health system has the capacity to effectively utilize this data for decision-making. Too often, data is collected and
 aggregated, with little feedback to the health worker or facility and not effectively analyzed for action. Across all health programs, there is a need for improved use of digital data, so that increased benefits of implementing these tools can be realized. As each country develops training programs for CHW managers and health systems managers on data use, these tools and templates could be shared across programs and countries.
 One of the challenges encountered by Ministries of Health and other partners is the ability to have a clear understanding of all of the various digital health projects in a country. Landscape analyses can take some time to perform and then are often not updated after the initial efforts and these are critical data for a government to have at their fingertips when they want to identify possibilities for harmonization across programs as well as a gaps. Two of the ways that information on programs can be shared are through unofficial and official channels. The unofficial method involves the use of an eHealth community of practice and official channels would include an approved systems registry, where a program would need to apply to be a part of the official MOH ecosystem and thus be added to the list of systems in the process.
 In all of the countries reviewed, there is a community of practice or working group focused on digital eHealth tools. These are voluntary bodies with no enforcement mechanisms in place, but do serve as a place for sharing of information different implementing partners, the private sector and the ministry of health. They have a heavy focus on the non-governmental sector with less consistent involvement from private information technology companies, telecommunications operators and the government, but nonetheless provide a forum for updates about projects, knowledge sharing and partnership development. These are logical platforms for building and maintaining a register of digital health tools in the absence of an official government system.
 Official coordination mechanisms and approval processes. Across the 4
 Coordination at the government and networkoperator level
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 countries, no ministry of health yet has an official process for a program to apply for and receive government approval, but Uganda, Kenya and Malawi are in the process of defining these, with Uganda being very close to completing their process within a few months. From an implementing partner perspective, the need for an approval process if great as since digital health programs can involve many government offices (maternal health, health management information systems, monitoring and evaluation, telecommunications regulatory authority, etc.) it is often not clear from whom permission and systems approval should be sought. The status of each country is listed below:
 Uganda. The MOH put in place a moratorium on eHealth systems in 2010 and procedures for approval are still being finalized. There is a plan for these to be completed by the end of 2016.
 Malawi. There is a signed eHealth policy and there are draft Standard Operating Procedures (SOPs) which cover areas such as user support, user management, and data quality assurance. In practice, the introduction and approval for systems to be deployed in the field is still largely driven by the program units, though this will likely evolve as the eHealth policy and the supporting mechanisms around it are put into place.
 Kenya. There is a draft eHealth Policy in development which lays out a vision for eHealth including improving the health workforce’s capacity to use eHealth, interoperability, improved health information for the public, improved disease surveillance and the use of health information exchanges. However, there is not an official process of applying for a receiving Ministry of Health approval for an ehealth project. There is a draft of a process for system approval being developed. A landscape analysis of digital health tools is underway, lead by the Kenyan Medical Research Institute (KEMRI), which has catalogued over 100 separate programs and is reviewing their status and impact.
 Tanzania. Currently there is no procedure in place for systems approval, however there is an mHealth coordinator for the MOH. The
 mHealth Community of Practice provides a forum for sharing of experiences and plans for new systems, but has no enforcement mechanism, and is more used to discuss results of ongoing or completed projects than to plan for new ones. Coordination is done mostly through the individual program departments, such as the Reproductive and Child Health Services (RCHS) unit, where the program staff are knowledgeable about the digital health tools being used in the field, and their approval is often sought before a system is deployed.
 Integration across of digital tools across health functions should be strongly considered. As many countries have programs supporting CCM or MCH, increasingly governments and NGOs should work to provide a single set of tools for the CHWs. The CHW is typically serving these same families and providing an integrated application would help to ease the reporting and registration workload of these mostly volunteer health workers and help to ensure a continuum of care from family planning, through pregnancy and to the immediate post partum period through to under 5, with a foundation of immunization records for mother and child, commodities and a referral system. For the health worker, their work can also be simplified, with a single set of tools on a mobile device, rather than doing 1 or 2 functions on the device and some on paper, even for the same client!
 In addition to harmonization of technologies, this can also be the driver for harmonization of the processes supporting CHWs including training, supervision and resupplying, so that the MOH and CHW supervisors have a complete view of the activities of the CHW, rather than a narrow view along program lines. This can help to ensure various programs are not pulling CHWs out of the communities for competing activities and to allow harmonization of incentive and pay structures.
 As locations within a country (whether at the district, region or zone level) may have slightly different policies or may be introducing programs at a different pace, there will be a need to compartmentalize some of the content so that an application may still be useful in a country. This may be due to different partners supporting different locations or due to
 The case for integration
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 differences in disease burdens in the populations served, such as malaria endemic areas. For example, one district may have just introduced CCM and have a link to the commodities system, but in district B they may have added in antenatal and postpartum health, without the commodities link. A system should be designed in such a way so that it can still be introduced, while taking into account the fact that district B may add the link to the commodities system later in the year, without needing to be reworked. This can be done in a way where the application functions are developed in a modular format.
 Many programs start with a single focus such as malaria or immunizations, and have a digital tool developed to support this individual program, but these may be able to be leveraged to support additional components such as community case management, maternal and newborn health and family planning. In this way, existing systems and processes may be adapted to accommodate additional functions and needs within the health system, rather than starting from scratch. It may be determined that certain systems are not able to scale beyond their current level or to support new health areas, but if they are working effectively, may be able to continue serving their existing role and connect to other systems by complying with the interoperability standards in each country.
 Looking across the 4 countries there are some common telecommunications operators, which such as Airtel and Vodacom, so it may be possible to have these countries join together and negotiate common rates and other components, by presenting a larger opportunity. While much of the decision making for each unit may be handled at the country level, there is still a parent organization above each country unit, who could broker such a deal and there are regional and global organizations such as the GSM (Groupe Spéciale Mobile) Association (GSMA) who can bring together this companies. Certainly 4 countries bringing an opportunity to a regional group for support of CHW mTools to one provider would provide a provide greater purchasing power and leverage than each individual country alone. This could result in improved pricing for handsets, airtime, data, calls, hosting, messaging etc. which could improve the ability for digital tools to scale up and be sustained at a lower cost. The table below highlights the major networks as well as their local name in each of the countries discussed.
 Harmonization for Negotiations with Telecommunications Operators
 OperatorCountry Bharti Airtel Orange Vodacom Smile Millicom
 KenyaTanzaniaMalawiUganda
 AirtelAirtelAirtelAirtel
 Telkom Kenya SafaricomVodacom
 Afrimax
 Smile
 Smile
 Tigo, Zantel
 Other operators
 XXX
 Table 9. Presence of Network Operators in the 4 countries
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 Based on the variety of digital systems being used globally as well as in each country in this report, we sought to develop not a single answer for the Ministries of Health to consider, but instead a framework for decisionmaking. This framework is broken down into the following sections with a more detailed view of each step presented in the Harmonization Framework table below:
 1. Understand program status. Identify the health problems being addressed, the target audiences, users and the stage of the program (active, closed, planned). 2. Review Data/Systems Functions. Consider the key components of the system including registration, referrals, health worker and household registries, decision support, mass messaging, etc. 3. Review Technology. Review the platforms and devices used, their ability to integrate with other systems 4. Compare Data Usage. Review reporting needs at various levels of the health system 5. Evaluate Content and Identify Overlaps. Review messages, algorithms, media (videos, audio, pictures etc.) 6. Assess Training. Identify content of training including orientation to the devices, sending texts, using a touch screen, etc. 7. Set up Research and M&E Mechanisms. Identify mechanisms in place to evaluate success of programs and consider additional operational research which may be needed to determine critical components of programs to inform effectiveness. 8. Ensure Policy Alignment. This should include Health Policy, e-Health policies and compliance with interoperability and data requirements. 9. Develop Action Plan. Identify opportunities for harmonization among existing and planned systems including reuse and adaptation of materials, approaches, technologies, trainers, etc. Establish clear and focused objectives
 10. Determine Budget and Identify Appropriate Financing. Develop budget taking into account help desk, server hosting, airtime, closed user groups, etc. and look for ways to leverage other programs’ negotiated deals or to present a single case to the telecommunications firms for the MOH’s eHealth needs, rather than as disparate programs. 11. Implement Action Plan and Review/Revise Regularly. Start implementation and review with key stakeholders on regular basis. Evaluate progress against objectives.
 The first eight steps are intended to be applied against a review of the existing program implementations within a country and steps 9-11 as a guide to develop and monitor an Action Plan. In many countries, there may be landscape analyses which have been completed some years back or are in development and these should be included as a starting point (performing an analysis of the analyses). The purpose of the exercise and application of the framework is to identify potential areas of overlap, duplication and divergence from national standards and policies, so that future program decisions can be made with a clear eye towards what has already been put into place or any particular gaps that may exist.
 Digital Harmonization Framework
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 Understand Program Status
 Review or update landscape analysis of tools and frontline health worker programs and for each existing implementation, identify the following:
 Health problem being addressed
 Target audience/end-users and beneficiaries
 Current/planned geographic coverage for each existing implementation
 Review Data/Systems Functions
 For each existing implementation, identify overlapping systems, components, including:
 Unique identifiers
 Health worker registration and contact details
 Beneficiary contact details (if direct-to-client service)
 Review Technology
 For each existing implementation, identify the overlapping technology feature or function in use, including:
 Integration with DHIS2
 Integration with other Health Management Information System (HMIS)Integration with other systems (e.g., commodities or SMS messaging platforms)
 Compare Data Usage
 For each existing implementation, identify the overlapping data analysis needs and possibilities:
 Data reports (“canned” and custom)
 Overlay of commodities data with disease surveillance dataComparison of commodities data with signs and symptoms reported
 Evaluate Content and Identify Overlap
 For each existing implementation, evaluate eLearning resources to identify content that can be reused:
 [Health] Assessment tools
 Training guides
 Static digital learning resources (e.g., national guidelines, job aids, charts, counseling cards)
 Assess Training
 For each existing implementation, review training procedures and identify areas of overlap for topic areas including:
 Using a smartphone
 Sending an SMS
 Using keyboard (or keyboard on a screen)
 Set-up Research and M&E* Mechanisms
 Evaluate the state of research from existing and other community case management programs and consider an integrated research and evaluation approach:
 Different service delivery mechanism (eg., use of frontline health workers for distribution/ provision of medications)Narrow versus expanded scope of integrate community case management
 Ensure Policy Alignment
 For each existing implementation, assess the following:
 Alignment with National Health Plans/Strategies
 Alignment with Child Health/Maternal Health GuidelinesAlignment with National eHealth/mHealth Policy/Strategy
 Develop an Action Plan
 Evaluate the landscape based on the findings from the columns on the left:
 Identify areas for harmonization in existing and planned systems
 Establish clear and focused vision and SMART* objectivesHave clear roles and responsibilities
 Determine Budget and Identify Appropriate FinancingMake considerations for the often overlooked, including:
 Server hosting
 Systems support
 Short codes
 Implement Action Plan and Review/Revise Regularly
 Will require review and updates of programs, systems, technology, data use, content, training, policy alignment, research and evaluation and previous action plans
 Harmonization Framework
 *API = Application Programming Interface; SMART = Specific, Measurable, Achievable, Relevant, Time-bound; M&E = Monitoring and Evaluation
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 Will require review and updates of programs, systems, technology, data use, content, training, policy alignment, research and evaluation and previous action plans
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 Current/planned geographic coverage for each existing implementationDevices being used
 Operating systems on devices in use (or compatible with the software)Motivation and incentives for appropriate use of tool (if any)
 Status of program: planned, active, closed
 Child registration
 Expectant woman registrationHousehold registration
 Linked registration (e.g., mother-child; mother-father; household-individual)Immunization tracking
 Commodities tracking and managementLink to transportationLink to health facilityLink to pharmacyClient feedback mechanisms (may overlap with beneficiary contact details)
 Supervisory capability
 Data sharing with supervisors
 Data review capabilities for supervisors and other users
 Mobile money (including use and API*)
 Closed user group
 Call center support
 Telemedicine
 Interactive media (e.g., videos, audio, images)
 Accessing files
 Uploading files
 Accessing applications
 Securing phones
 Alignment with national enterprise architecture efforts
 Variance from guidelines (e.g., providing treatment versus referring)
 Digital health approval process
 Closed user groups
 Data bundles
 Bulk pricing
 Power (e.g., solar)
 Local hardware repair
 M&E*
 Understand Program Status
 Review Data/Systems Functions
 Review Technology
 Compare Data Usage
 Evaluate Content and Identify Overlap
 Assess Training Set-up Research and M&E* Mechanisms
 Ensure Policy Alignment
 Develop an Action Plan
 Determine Budget and Identify Appropriate Financing
 Implement Action Plan and Review/Revise Regularly
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 Turning the framework into actionAs this information is compiled, it can be used for the existing pro-grams as they look to expand or move on to the next phase of work. There may be some challenges as current relationships and agree-ments may have already dictated purchasing certain items from certain vendors, but for many program agreements there are mechanisms in place to deviate from a plan, particularly to take advantage of a new, cost-savings opportunity.
 For new projects and programs, a recommendation would be that a part of the approval process by the MOH would be a review against this information and an identification of common needs. The prospective program could then see what information, tools, hardware, processes, etc. could be reused or leveraged from other programs and a determi-nation made as to whether the best approach is a new standalone pro-gram, or to scale up an existing program with no modifications or somewhere in between (re-using some components, while adding on or modifying others).
 The process described above will require buy-in from a variety of stakeholders who are involved in supporting CHW programs in a coun-try, from MOH departments and programs, to implementing partners, to donors both in country and out. There are many issues with the current stove-piped approach to addressing health issues, but the sharing of resources and technologies to support the same set of health workers does present an opportunity to continue and to expand the dialogues in these areas. With the promise of being able to do more with less, i.e. save money on trainings, expand to twice as many districts because the malaria smartphones can be loaded with the same tools as the antenatal care smartphones instead of having to buy new ones, programs and partners should be sufficiently motivated to explore working together.
 Additionally, many programs and funders had put together their plans several years ago and been focused on introducing an innovative or new approach, but these programs were put together typically not with a goal of innovation, but in improving health, so as long as these goals
 are still being met, program supporters may still be receptive to adapting or adopting another programs tools to achieve these goals.A component of the new project or program application process could also include a section on potential costs avoided by leveraging other resources. While it would be ideal if this was a rigorous costing model, so as not to make the exercise too onerous, simply identifying cost of 1,000 Android smartphones or 1 full time equivalent (FTE) per district in infor-mation technology (IT) field support as savings could start to provide clear documentation to all stakeholders of the quantifiable benefits of taking this approach.
 ConclusionThis document is not intended to be a standalone reference, but an illus-trative tool which can stimulate discussion among government, non-governmental and donor actors with the aim of more effectively designing, implementing and scaling up digital health solutions to achieve better health outcomes.
 The stakeholder meeting held in Uganda in May of 2016 with key mem-bers from government, implementing partners and digital health innova-tors highlighted the value of sharing of experiences both across countries and even across programs within the same country.
 We encourage all governments, funders and implementing partners working in community health to consider using digital tools to empower the front lines of their health systems. When determining how to prioritize scarce resources, they should weigh the ideas put forth in the Harmoniza-tion Framework, particularly considering how they might adapt or re-use existing content, systems and support structures for these programs, rather than starting from scratch. In this way, although new innovations will and should continue to emerge, scaling up of existing work and lessons learned from prior eHealth projects will not go unused and the body of work and experience in each country can continue to grow.
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 Appendix I: Key interviews
 Kevin Baker, Malaria ConsortiumPascal Pastory Bilali, MOH Tanzania Medical Stores DepartmentSean Blaschke, UNICEFSheri Bucher, University of IndianaAalia Chatur, Results for DevelopmentClifford Dedza, MOH Malawi IMCI UnitNuran Idris, JSI TanzaniaDyness Kasungami, MCSPAmelia Kinter, PATHDoris Kirigia, KEMRIAlex Little, Digital CampusSuleiman Kimatta, Management Sciences for Health – TanzaniaRowena Luk, DimagiMadeleine Marasciulo-Rice, Malaria ConsortiumCaroline Mbinyo, Living GoodsDomnic Mfombe, Tanzania Pharmacy CouncilDiana Mukami, AMREFCathy Mwangi, eHealth KenyaHellen Msemu, MOHGEDC, Community Development UnitMarcos Mzeru, MOHGEDC, ICT unitHumphreys Nsona, MOH Malawi IMCI UnitMaricianah Onono, KEMRIAlfonso Rosalez, World VisionSudha Sharma, UNICEF TanzaniaHayalnesh Tarekegn, UNICEFPaula Valentine, Save the ChildrenDonna Vivio, USAIDTadashi Yasuda, UNICEF Tanzania
 Appendix II: Key documents consulted
 KenyaA National Framework and Plan of Action for the Implementation of Integrated Case Management (iCCM) in Kenya, 2012-2017Kenya eHealth Strategy 2015-2010, DRAFTKenya Essential Medicines List 2010Kenya National Family Planning Guidelines for Service Providers 4th edition 2010.Kenya National eHealth Strategy 2011-2017
 MalawiFamily Planning Facilitators’ Manual for Health Surveillance Assistance June 2013Malawi eHealth Strategy Version 5 May 2014Revised CBMNC Participant Manual Revised June 18 2015Malawi Health Surveillance Assistant Training Manual Facilitator’s Guide June 2009Malawi Essential Medicines List 2015
 TanzaniaNational Integrated Community Maternal, Newborn and Child Health Guidelines 2012Curriculum for Community Health Final Draft 24 April 2015Standard Treatment Guidelines and Essential Medicines List 4th edition May 2013Tanzania National eHealth Strategy 2013-2018
 UgandaUganda Essential Medicines List 2012Uganda National eHealth Strategic Plan 2013Uganda National eHealth Policy 2013Uganda Village Health Team Strategy and Operational Guidelines 2010
 Appendices
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 Appendix III: Brief Summary and Overview of the Stakeholder Workshop
 Summary of the Stakeholder WorkshopA stakeholder workshop was held on May 26-27, 2016 in Kampala, Uganda entitled “Workshop on Improving Access and Use of Life-Saving Commodities for Child Health through Digital Tools” at the Speke Resort Munyonyo. This workshop brought together attendees from Ministries of Health and key implementing partners and digital health innovators from Tanzania, Uganda, Kenya and Malawi for a two day meeting.The primary goal of the workshop was for country teams to have a clear and actionable plan for harmonizing iCCM content and delivery chan-nels upon return to their country.
 The specific objectives were for country teams to: 1. Learn from each other, with special attention on iCCM and m-iCCM approaches, 2. Identify approaches, opportunities and innovations around improving the access and use of Child Health commodities through the interaction with global and local implementers, 3. Develop country-specific strategies that will help guide decisions on harmonizing m-iCCM initiatives and promote coordination and alignment with broader health system goals and 4. Validate the m-iCCM harmonization framework.
 This was achieved through bringing together government leaders involved in reproductive; maternal; neonatal, child and adolescent health (RMNCAH); human resources for health (HRH) and information communication technology (ICT), with non-governmental organiza-tions, to assess the current landscape of digital technology content and programs for integrated community case management (m-iCCM) and begin to develop a strategy and plan for the harmonization of such efforts.
 The participants took away the following learnings from the workshop: • Co-ordination and integration is vital • Integrations of various information system is vital • Digital health system is the way to go in terms of reporting and service in order to improve my country’s health system • mHealth is a good tech knowledge that can directly improve health services for the marginalized community • Very few people have complete picture of what happening in their country • Better results need harmonization, integration • Overview of digital health • Experiences of digital health from Malawi, Tanzania, and Kenya • The importance of systematic approach when implementing digital health • The importance of quality data for better performance • The need to coordinate with MOH and other partners • The different iCCM digital health applications • There is need for harmonization of digital health • Better results need harmonization and integration
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 About the WorkshopThe United Nations Commission for Life-Saving Commodities (UN-CoLSC) is a multi-year effort, started in 2012, that sought to expand access to 13 life-saving commodities that could save the lives of women and children if made more widely available and used. Ten recommendations were developed; resources mobilized through the Reproductive, Maternal, Neonatal and Child Health (RMNCH) Trust Fund and global and local experts were convened to implement the recommendations. Working groups (referred to as technical resource teams, TRTs) were established and included Child Health and, sepa-rately, Digital Health. The Child Health TRT has focused on three life-saving commodities: amoxicillin, oral rehydration salts (ORS) and zinc.1 The TRT also identified digital health as an enabler of Child Health implementations2, and accordingly, developed a joint work plan with the Digital Health TRT. Focusing on extending the reach and scale of Child Health commodities, the joint work plan has led to the critical review of integrated community case management (iCCM) content and delivery and digital health-supported iCCM (m-iCCM) implementations. The work has culminated in the development of a harmonization framework for m-iCCM implementations that, if applied, could lead to the increased access and use of commodities through the expanded scale of m-iCCM. This workshop is the next step in the on-going process of refining and validating the framework.
 Goal and ObjectivesThe primary goal of the workshop is for country teams to have a clear and actionable plan for harmonizing iCCM content and delivery chan-nels upon return to their country. The specific objectives are for coun-try teams to: (1) Learn from each other, with special attention on iCCM and m-iCCM approaches, (2) Identify approaches, opportunities and innovations around improving the access and use of Child Health commodities through the interaction with global and local implementers, (3) Develop country-specific strategies that will help guide
 decisions on harmonizing m-iCCM initiatives and promote coordination and alignment with broader health system goals and (4) Validate the m-iCCM harmonization framework.
 This will be achieved through bringing together government leaders involved in reproductive; maternal; neonatal, child and adolescent health (RMNCAH); human resources for health (HRH) and information commu-nication technology (ICT), with non-governmental organisations, to assess the current landscape of digital technology content and programs for integrated community case management (m-iCCM) and begin to develop a strategy and plan for the harmonization of such efforts.
 LocationThe workshop will be held at the Speke Resort in Kampala, Uganda, from 26-27 May 2016.
 Goal, Objectives and Agenda
 1 http://www.lifesavingcommodities.org/about/lifesaving-commodities/ 2 http://www.chwcentral.org/sites/default/files/1822-Inventory-and-Landscape-Report-v6-JH-screen-spreads.pdf
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 Time Activity and Description
 8:00 AM – 9:00 AM
 9:00 AM – 9:30 AM
 9:30 AM – 10:00 AM
 10:00 AM – 11:00 AM
 11:00 AM – 11:30 AM
 11:30 AM – 12:00 PM
 12:00 PM – 12:30 PM
 12:30 PM – 1:00 PM
 1:00 PM – 2:00 PM
 2:00 PM – 2:30 PM
 2:30 PM – 3:00 PM
 3:00 PM – 4:30 PM
 4:00 PM – 4:30 PM
 4:30 PM – 5:30 PM
 5:30 PM – 6:00 PM
 6:00 PM onwards
 Breakfast and networking
 Welcome and orientation to the two-day event, focus on Day 1
 Opening remarks
 Country presentations and discussions: Kenya, Malawi, Tanzania and Uganda
 Tea break
 Innovations in iCCM
 State of the evidence and measuring impact
 Principles of digital development
 Lunch and networking
 Presentations from m-iCCM Innovators: Dimagi, D-tree, Living Goods, Malaria Consortium, UNICEF
 Introduction to the harmonization framework
 Harmonization exercise
 Working tea break
 Report back on the harmonization exercise
 Reconvening and recap of Day 1
 Dinner and networking
 Time Activity and Description
 8:00 AM – 9:00 AM
 9:00 AM – 9:30 AM
 9:30 AM – 10:30 AM
 10:30 AM – 11:00 AM
 11:00 AM – 12:30 PM
 12:30 PM – 1:30 PM
 1:30 PM – 3:00 PM
 3:00 PM – 3:30 PM
 3:30 PM – 4:00 PM
 4:00 PM – 4:30 PM
 Breakfast and networking
 Review of Day 1 and overview of Day 2
 Contextualizing country activities within global initiatives, featuring presentations from: UNCoLSC, iCCM Task Force, Health Data Collaborative,
 CHAI and mPowering Frontline Health Workers
 Tea break
 Action plan development
 Lunch and networking
 Developing monitoring and evaluation frameworks
 Tea break
 Next steps for each country
 Recap and closing
 Thursday, 26 May 2016 - Day 1
 Friday, 27 May 2016 - Day 2
 • ANC booking• Individualized birth preparedness• Pregnancy danger signs• Nutrition during pregnancy ‡• Malaria prevention ‡• HIV/AIDS general ‡ Information ‡• PMTCT for the mother ‡• Gender issues ‡
 • ANC booking• Pregnancy danger signs• Individualized Birth Preparedness• Nutrition during pregnancy ‡• Breastfeeding ‡• Malaria prevention ‡• PMTCT for the mother ‡Extra visit ‡• Pregnancy danger signs• Individualized Birth Preparedness• PPT danger signs• Immediate newborn care• Breastfeeding• LAM• PPFP• Newborn danger signs
 Counseling is not categorized according to visit. ‡
 General counseling messages are as follows
 • Promote ANC clinic attendance• Pregnancy danger signs• Nutrition during pregnancy• Birth preparation• Management of common problems in pregnancy• Malaria prevention• Encourage HIV and STDs testing and condom use• Encourage delivery with trained health workers
 • Infection prevention and control• PMTCT for the mother• Follow-up for the HIV-exposed infant• PPT physiological changes
 • Breastfeeding• Newborn danger signs• PPT danger signs• Care of the normal newborn• Care of the premature baby• PPT care for the mother• Maternal nutrition ‡• Immediate newborn care ‡• Malaria prevention ‡• Immunization ‡• Infection prevention and control ‡• HIV/AIDS general information ‡• PPT physiological changes ‡• PPT visits at health facility ‡
 Counseling not categorized according to visit. ‡
 General counseling messages are as follows:
 • Breastfeeding techniques• Encourage exclusive breastfeeding• Maternal nutrition and care for the mother• PPT danger signs• Care of the newborn• Extra care for very small babies• Newborn danger signs• Malaria prevention• Immunization
 • PPT danger signs• Newborn danger signs• Care of the normal newborn• Care of the premature baby• PPT care for the mother• Breastfeeding ‡• Follow-up of HIV exposed infant ‡• PPT physiological changes ‡• Newborn danger signs• Care of the normal newborn• Care of the premature baby• PPT care for the mother• PPT Danger signs ‡• Maternal nutrition ‡• Malaria prevention ‡
 • Postnatal checkups for mother and baby• Infection prevention and control• Hygiene and sanitation• PPT care for the mother• PPFP
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 Community Case ManagementAppendix IV: Comparison of country guidelines for CCM, Maternal Health and Family Planning
 Danger signs
 RDT
 Pre-referral treatment
 • Cough for 14 days or more• Diarrhea for 14 days or more• Blood in stool• Fever for 7 days or more• Convulsions• Unable to feed or drink• Vomits everything• Chest indrawing• Unusually sleepy or unconscious• Red on MUAC strip• Swelling of both feet
 Yes, for every case of fever less than 7 days in a malarial area.(If RDTs are not available in the area, follow the local policies for treating malaria.)
 • Diarrhea: ORS• Rectal artesunate suppository (if unable to drink)• Oral antimalarial
 All UNICEF/WHO standard danger signs except for differences in duration for the following danger sign:• Cough (21 days or more)
 As recommended
 As recommended
 All UNICEF/WHO standard plus 4 additional danger signs• Red eye for 4 days or more• Red eye with visual problem• Palmar pallor• Negative mRDT (if fever without any danger sign and an mRDT is given)• Other problem
 Additional*CCM application:• MUAC red or yellow• Other problems include Abdominal pain, Abscess, Injuries, Mouth sores, Skin rash, WormsAs recommended*CCM application: recommended for children 5+ months
 As recommended, except
 • No Rectal artesunate suppository. Oral antimalarial should be
 The following danger signs are listed with no specified duration:• Cough• Fever• Diarrhea or blood in stool
 For urgent referral:• Convulsions• Continued vomiting• Lethargy• Unconsciousness• Inability to suck or drink
 Additional danger signs:• Ear pain• Fast breathing and difficulty with breathing
 Not included
 Not specified
 Immediate referral
 All UNICEF/WHO standard danger signs except for differences in duration for the following danger sign:
 • Diarrhea (7 days or more even with ORS treatment)
 Not specified
 • Rectal artesunate for pre-referral patients
 Differences in comparison with UNICEF/WHO standard recommendations
 Function UNICEF/WHO standard Kenya Malawi Tanzania Uganda
 Not specified
 CHWs should educate mothers on the importance of adherence to treatment prescribed at health facility and follow-up appointments
 Not specified
 Not specified
 CHW should educate mothers on ORS and Zinc but not specified whether treatment is provided by CHW
 Write referral note
 Amoxicillin
 Not clear
 • Dosage instructions are provided for ACT and are to be used only when trained Village Health Team (VHTs) can supervise the treatment of normal malariaAs recommended
 Not included
 Mothers should be educated on
 • Feeding frequency• Use of ORS and zinc for a child with diarrhea• Caring for a child with fever
 Not specified
 Generally visits are at 3 months, 5 months, then once every 3 months up to 5 months
 Not included
 Each disease has different recommendations:
 • Use of ITN, clear mosquito breeds, mothers breastfeed even when taking treatment (Malaria)• Good hygiene habits (Diarrhea)• Immunization (TB, measles, meningitis, pneumonia, polio, tetanus)• Attend Mass Drug Administration for albendazole/ mebendazole (worms)• Balanced diet and refer very poor families for food supplements (Malnutrition)Not specified
 • CHW should inform mother and family members about the importance of dietary supplementations (Vitamin A, Iodized salt, Iron)• Advise on regular deworming• Accredited Drug Dispensing Outlets (ADDOs)
 • ANC booking• Individualized birth preparedness• Pregnancy danger signs• Nutrition during pregnancy ‡• Malaria prevention ‡• HIV/AIDS general ‡ Information ‡• PMTCT for the mother ‡• Gender issues ‡
 • ANC booking• Pregnancy danger signs• Individualized Birth Preparedness• Nutrition during pregnancy ‡• Breastfeeding ‡• Malaria prevention ‡• PMTCT for the mother ‡Extra visit ‡• Pregnancy danger signs• Individualized Birth Preparedness• PPT danger signs• Immediate newborn care• Breastfeeding• LAM• PPFP• Newborn danger signs
 Counseling is not categorized according to visit. ‡
 General counseling messages are as follows
 • Promote ANC clinic attendance• Pregnancy danger signs• Nutrition during pregnancy• Birth preparation• Management of common problems in pregnancy• Malaria prevention• Encourage HIV and STDs testing and condom use• Encourage delivery with trained health workers
 • Infection prevention and control• PMTCT for the mother• Follow-up for the HIV-exposed infant• PPT physiological changes
 • Breastfeeding• Newborn danger signs• PPT danger signs• Care of the normal newborn• Care of the premature baby• PPT care for the mother• Maternal nutrition ‡• Immediate newborn care ‡• Malaria prevention ‡• Immunization ‡• Infection prevention and control ‡• HIV/AIDS general information ‡• PPT physiological changes ‡• PPT visits at health facility ‡
 Counseling not categorized according to visit. ‡
 General counseling messages are as follows:
 • Breastfeeding techniques• Encourage exclusive breastfeeding• Maternal nutrition and care for the mother• PPT danger signs• Care of the newborn• Extra care for very small babies• Newborn danger signs• Malaria prevention• Immunization
 • PPT danger signs• Newborn danger signs• Care of the normal newborn• Care of the premature baby• PPT care for the mother• Breastfeeding ‡• Follow-up of HIV exposed infant ‡• PPT physiological changes ‡• Newborn danger signs• Care of the normal newborn• Care of the premature baby• PPT care for the mother• PPT Danger signs ‡• Maternal nutrition ‡• Malaria prevention ‡
 • Postnatal checkups for mother and baby• Infection prevention and control• Hygiene and sanitation• PPT care for the mother• PPFP
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The following danger signs are listed with no specified duration:• Cough• Fever• Diarrhea or blood in stool
 For urgent referral:• Convulsions• Continued vomiting• Lethargy• Unconsciousness• Inability to suck or drink
 Additional danger signs:• Ear pain• Fast breathing and difficulty with breathing
 Not included
 Not specified
 Immediate referral
 All UNICEF/WHO standard danger signs except for differences in duration for the following danger sign:
 • Diarrhea (7 days or more even with ORS treatment)
 Not specified
 • Rectal artesunate for pre-referral patients
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 Referral assistance
 Treatment non-severe pneumoniaTreatment fever less than 7 days
 Treatment Diarrhea (no blood in stool)
 • Oral antibiotic if chest indrawing or fast breathing
 • Advise on food and fluids for a sick child who can drink• Keep warm if not hot with fever• Explain reasons• Write referral note• Arrange transportation• Follow on return at least once a week until child is wellAmoxicillin
 • RDT positive: Oral antimalarial• RDT negative: Follow up visit within 3 days or sooner
 • ORS• Zinc
 As recommended
 Amoxicillin
 • RDT positive: Artemether- lumefantrine (AL)• RDT negative: Not clear
 As recommended
 given only to children aged 5 months and above
 Additional:• Antibiotic eye ointmentAs recommended
 *CCM application: If danger signs or mRDT referral, follow on return at least once a week until child is well
 Cotrimoxazole
 • RDT positive: Lumefantrine Artemether (LA)• RDT negative: Referral
 As recommended
 Not specified
 CHWs should educate mothers on the importance of adherence to treatment prescribed at health facility and follow-up appointments
 Not specified
 Not specified
 CHW should educate mothers on ORS and Zinc but not specified whether treatment is provided by CHW
 Write referral note
 Amoxicillin
 Not clear
 • Dosage instructions are provided for ACT and are to be used only when trained Village Health Team (VHTs) can supervise the treatment of normal malariaAs recommended
 Function UNICEF/WHO standard Kenya Malawi Tanzania Uganda
 Not included
 Mothers should be educated on
 • Feeding frequency• Use of ORS and zinc for a child with diarrhea• Caring for a child with fever
 Not specified
 Generally visits are at 3 months, 5 months, then once every 3 months up to 5 months
 Not included
 Each disease has different recommendations:
 • Use of ITN, clear mosquito breeds, mothers breastfeed even when taking treatment (Malaria)• Good hygiene habits (Diarrhea)• Immunization (TB, measles, meningitis, pneumonia, polio, tetanus)• Attend Mass Drug Administration for albendazole/ mebendazole (worms)• Balanced diet and refer very poor families for food supplements (Malnutrition)Not specified
 • CHW should inform mother and family members about the importance of dietary supplementations (Vitamin A, Iodized salt, Iron)• Advise on regular deworming• Accredited Drug Dispensing Outlets (ADDOs)
 • ANC booking• Individualized birth preparedness• Pregnancy danger signs• Nutrition during pregnancy ‡• Malaria prevention ‡• HIV/AIDS general ‡ Information ‡• PMTCT for the mother ‡• Gender issues ‡
 • ANC booking• Pregnancy danger signs• Individualized Birth Preparedness• Nutrition during pregnancy ‡• Breastfeeding ‡• Malaria prevention ‡• PMTCT for the mother ‡Extra visit ‡• Pregnancy danger signs• Individualized Birth Preparedness• PPT danger signs• Immediate newborn care• Breastfeeding• LAM• PPFP• Newborn danger signs
 Counseling is not categorized according to visit. ‡
 General counseling messages are as follows
 • Promote ANC clinic attendance• Pregnancy danger signs• Nutrition during pregnancy• Birth preparation• Management of common problems in pregnancy• Malaria prevention• Encourage HIV and STDs testing and condom use• Encourage delivery with trained health workers
 • Infection prevention and control• PMTCT for the mother• Follow-up for the HIV-exposed infant• PPT physiological changes
 • Breastfeeding• Newborn danger signs• PPT danger signs• Care of the normal newborn• Care of the premature baby• PPT care for the mother• Maternal nutrition ‡• Immediate newborn care ‡• Malaria prevention ‡• Immunization ‡• Infection prevention and control ‡• HIV/AIDS general information ‡• PPT physiological changes ‡• PPT visits at health facility ‡
 Counseling not categorized according to visit. ‡
 General counseling messages are as follows:
 • Breastfeeding techniques• Encourage exclusive breastfeeding• Maternal nutrition and care for the mother• PPT danger signs• Care of the newborn• Extra care for very small babies• Newborn danger signs• Malaria prevention• Immunization
 • PPT danger signs• Newborn danger signs• Care of the normal newborn• Care of the premature baby• PPT care for the mother• Breastfeeding ‡• Follow-up of HIV exposed infant ‡• PPT physiological changes ‡• Newborn danger signs• Care of the normal newborn• Care of the premature baby• PPT care for the mother• PPT Danger signs ‡• Maternal nutrition ‡• Malaria prevention ‡
 • Postnatal checkups for mother and baby• Infection prevention and control• Hygiene and sanitation• PPT care for the mother• PPFP
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The following danger signs are listed with no specified duration:• Cough• Fever• Diarrhea or blood in stool
 For urgent referral:• Convulsions• Continued vomiting• Lethargy• Unconsciousness• Inability to suck or drink
 Additional danger signs:• Ear pain• Fast breathing and difficulty with breathing
 Not included
 Not specified
 Immediate referral
 All UNICEF/WHO standard danger signs except for differences in duration for the following danger sign:
 • Diarrhea (7 days or more even with ORS treatment)
 Not specified
 • Rectal artesunate for pre-referral patients
 Not specified
 CHWs should educate mothers on the importance of adherence to treatment prescribed at health facility and follow-up appointments
 Not specified
 Not specified
 CHW should educate mothers on ORS and Zinc but not specified whether treatment is provided by CHW
 Write referral note
 Amoxicillin
 Not clear
 • Dosage instructions are provided for ACT and are to be used only when trained Village Health Team (VHTs) can supervise the treatment of normal malariaAs recommended
 38
 Yellow on MUAC strip
 Home Care advice
 Follow up
 • Counsel caregiver on feeding or• Refer for supplemental feeding (where there is a community-based feeding program)• Feeding and more fluids• When to return or go to nearest facility• Use of bed net (ITN)• Check vaccines
 3 days
 As recommended
 As recommended
 As recommended
 Included but not clear what action CHW should take
 *CCM application: Refer
 As recommendedexcept use of bed net not specified
 As recommended
 Not included
 Mothers should be educated on
 • Feeding frequency• Use of ORS and zinc for a child with diarrhea• Caring for a child with fever
 Not specified
 Generally visits are at 3 months, 5 months, then once every 3 months up to 5 months
 Not included
 Each disease has different recommendations:
 • Use of ITN, clear mosquito breeds, mothers breastfeed even when taking treatment (Malaria)• Good hygiene habits (Diarrhea)• Immunization (TB, measles, meningitis, pneumonia, polio, tetanus)• Attend Mass Drug Administration for albendazole/ mebendazole (worms)• Balanced diet and refer very poor families for food supplements (Malnutrition)Not specified
 Function UNICEF/WHO standard Kenya Malawi Tanzania Uganda
 • CHW should inform mother and family members about the importance of dietary supplementations (Vitamin A, Iodized salt, Iron)• Advise on regular deworming• Accredited Drug Dispensing Outlets (ADDOs)
 • ANC booking• Individualized birth preparedness• Pregnancy danger signs• Nutrition during pregnancy ‡• Malaria prevention ‡• HIV/AIDS general ‡ Information ‡• PMTCT for the mother ‡• Gender issues ‡
 • ANC booking• Pregnancy danger signs• Individualized Birth Preparedness• Nutrition during pregnancy ‡• Breastfeeding ‡• Malaria prevention ‡• PMTCT for the mother ‡Extra visit ‡• Pregnancy danger signs• Individualized Birth Preparedness• PPT danger signs• Immediate newborn care• Breastfeeding• LAM• PPFP• Newborn danger signs
 Counseling is not categorized according to visit. ‡
 General counseling messages are as follows
 • Promote ANC clinic attendance• Pregnancy danger signs• Nutrition during pregnancy• Birth preparation• Management of common problems in pregnancy• Malaria prevention• Encourage HIV and STDs testing and condom use• Encourage delivery with trained health workers
 • Infection prevention and control• PMTCT for the mother• Follow-up for the HIV-exposed infant• PPT physiological changes
 • Breastfeeding• Newborn danger signs• PPT danger signs• Care of the normal newborn• Care of the premature baby• PPT care for the mother• Maternal nutrition ‡• Immediate newborn care ‡• Malaria prevention ‡• Immunization ‡• Infection prevention and control ‡• HIV/AIDS general information ‡• PPT physiological changes ‡• PPT visits at health facility ‡
 Counseling not categorized according to visit. ‡
 General counseling messages are as follows:
 • Breastfeeding techniques• Encourage exclusive breastfeeding• Maternal nutrition and care for the mother• PPT danger signs• Care of the newborn• Extra care for very small babies• Newborn danger signs• Malaria prevention• Immunization
 • PPT danger signs• Newborn danger signs• Care of the normal newborn• Care of the premature baby• PPT care for the mother• Breastfeeding ‡• Follow-up of HIV exposed infant ‡• PPT physiological changes ‡• Newborn danger signs• Care of the normal newborn• Care of the premature baby• PPT care for the mother• PPT Danger signs ‡• Maternal nutrition ‡• Malaria prevention ‡
 • Postnatal checkups for mother and baby• Infection prevention and control• Hygiene and sanitation• PPT care for the mother• PPFP
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The following danger signs are listed with no specified duration:• Cough• Fever• Diarrhea or blood in stool
 For urgent referral:• Convulsions• Continued vomiting• Lethargy• Unconsciousness• Inability to suck or drink
 Additional danger signs:• Ear pain• Fast breathing and difficulty with breathing
 Not included
 Not specified
 Immediate referral
 All UNICEF/WHO standard danger signs except for differences in duration for the following danger sign:
 • Diarrhea (7 days or more even with ORS treatment)
 Not specified
 • Rectal artesunate for pre-referral patients
 Not specified
 CHWs should educate mothers on the importance of adherence to treatment prescribed at health facility and follow-up appointments
 Not specified
 Not specified
 CHW should educate mothers on ORS and Zinc but not specified whether treatment is provided by CHW
 Write referral note
 Amoxicillin
 Not clear
 • Dosage instructions are provided for ACT and are to be used only when trained Village Health Team (VHTs) can supervise the treatment of normal malariaAs recommended
 Not included
 Mothers should be educated on
 • Feeding frequency• Use of ORS and zinc for a child with diarrhea• Caring for a child with fever
 Not specified
 Generally visits are at 3 months, 5 months, then once every 3 months up to 5 months
 Not included
 Each disease has different recommendations:
 • Use of ITN, clear mosquito breeds, mothers breastfeed even when taking treatment (Malaria)• Good hygiene habits (Diarrhea)• Immunization (TB, measles, meningitis, pneumonia, polio, tetanus)• Attend Mass Drug Administration for albendazole/ mebendazole (worms)• Balanced diet and refer very poor families for food supplements (Malnutrition)Not specified
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 Other Check Vitamin A has been given
 • CHW should inform mother and family members about the importance of dietary supplementations (Vitamin A, Iodized salt, Iron)• Advise on regular deworming• Accredited Drug Dispensing Outlets (ADDOs)
 Function UNICEF/WHO standard Kenya Malawi Tanzania Uganda
 Danger signs ANC • Any vaginal bleeding• Fever• Fits• Severe abdominal pain• Severe headache• Difficult breathing
 • Any vaginal bleeding• Fever• Fits• Severe abdominal pain• Severe headache
 Additional:• Very pale• Reduced or no fetal movements
 • Vaginal bleeding• Fever• Fits (convulsions)• Severe abdominal pain• Severe headache• Fast or difficult breathing
 Additional:• Swollen hands and face• Very pale and tired• Watery vaginal discharge• >12 weeks and excessive, reduced or no fetal movements
 • Vaginal bleeding• Fever• Loss of consciousness/ fits• Severe upper-abdominal pain• Severe headache and blurred vision
 Additional:• Swelling of hands• Pallor• Leaking of amniotic fluid from the vagina• Foul-smelling vaginal discharge• Pre-term labor• Reduced or no fetal movement
 • Vaginal bleeding• Fever• Severe pain in the belly• Severe headaches
 Additional:• Swelling of fingers, face, and legs• Baby has stopped moving• Too weak to get out of bed
 Function UNICEF/WHO standard Kenya Malawi Tanzania Uganda
 Maternal, Neonatal, and Child HealthANC and PPT‡ = differences in comparison with UNICEF/WHO standard
 • Vaginal bleeding (heavy or sudden increase)• Fever• Severe abdominal pain• Severe headache/blurred vision• Loss of consciousness/fits• Breathing difficulty
 Additional:• Foul-smelling discharge from vagina or perineal tear ‡• Painful, red and hot breast, cracked nipples ‡• Pallor (palms, tongue, and conjunctiva) ‡• Severe pain in the genitalia ‡• Pain in the calf muscles ‡• Leakage of urine ‡• Abnormal behavior ‡ (depression, psychosis) ‡
 • ANC booking• Individualized birth preparedness• Pregnancy danger signs• Nutrition during pregnancy ‡• Malaria prevention ‡• HIV/AIDS general ‡ Information ‡• PMTCT for the mother ‡• Gender issues ‡
 • ANC booking• Pregnancy danger signs• Individualized Birth Preparedness• Nutrition during pregnancy ‡• Breastfeeding ‡• Malaria prevention ‡• PMTCT for the mother ‡Extra visit ‡• Pregnancy danger signs• Individualized Birth Preparedness• PPT danger signs• Immediate newborn care• Breastfeeding• LAM• PPFP• Newborn danger signs
 Counseling is not categorized according to visit. ‡
 General counseling messages are as follows
 • Promote ANC clinic attendance• Pregnancy danger signs• Nutrition during pregnancy• Birth preparation• Management of common problems in pregnancy• Malaria prevention• Encourage HIV and STDs testing and condom use• Encourage delivery with trained health workers
 • Infection prevention and control• PMTCT for the mother• Follow-up for the HIV-exposed infant• PPT physiological changes
 • Breastfeeding• Newborn danger signs• PPT danger signs• Care of the normal newborn• Care of the premature baby• PPT care for the mother• Maternal nutrition ‡• Immediate newborn care ‡• Malaria prevention ‡• Immunization ‡• Infection prevention and control ‡• HIV/AIDS general information ‡• PPT physiological changes ‡• PPT visits at health facility ‡
 Counseling not categorized according to visit. ‡
 General counseling messages are as follows:
 • Breastfeeding techniques• Encourage exclusive breastfeeding• Maternal nutrition and care for the mother• PPT danger signs• Care of the newborn• Extra care for very small babies• Newborn danger signs• Malaria prevention• Immunization
 • PPT danger signs• Newborn danger signs• Care of the normal newborn• Care of the premature baby• PPT care for the mother• Breastfeeding ‡• Follow-up of HIV exposed infant ‡• PPT physiological changes ‡• Newborn danger signs• Care of the normal newborn• Care of the premature baby• PPT care for the mother• PPT Danger signs ‡• Maternal nutrition ‡• Malaria prevention ‡
 • Postnatal checkups for mother and baby• Infection prevention and control• Hygiene and sanitation• PPT care for the mother• PPFP
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• Vaginal bleeding• Fever• Loss of consciousness/ fits• Severe upper-abdominal pain• Severe headache and blurred vision
 Additional:• Swelling of hands• Pallor• Leaking of amniotic fluid from the vagina• Foul-smelling vaginal discharge• Pre-term labor• Reduced or no fetal movement
 40
 PPC • Heavy bleeding• Fever• Severe abdominal pain• Severe headache or fits• Difficult breathing• Excessive tiredness or breathlessness
 • Heavy bleeding• Fever
 • Excessive vaginal bleeding• Fever• Severe lower abdominal pains• Severe headache• Convulsions
 Additional:• Foul vaginal discharge ‡• Engorgement or cracked nipples ‡• Womb feels soft ‡
 • Vaginal bleeding (heavy or sudden increase)• Fever• Severe abdominal pain• Severe headache/blurred vision• Loss of consciousness/fits• Breathing difficulty
 Additional:• Foul-smelling discharge from vagina or perineal tear ‡• Painful, red and hot breast, cracked nipples ‡• Pallor (palms, tongue, and conjunctiva) ‡• Severe pain in the genitalia ‡• Pain in the calf muscles ‡• Leakage of urine ‡• Abnormal behavior ‡ (depression, psychosis) ‡
 • Heavy bleeding from private parts• Fever• Severe headache• Fits
 Additional:• Looking pale and very tired ‡• Swollen and painful legs, feet, or face ‡
 Function UNICEF/WHO standard Kenya Malawi Tanzania Uganda
 • ANC booking• Individualized birth preparedness• Pregnancy danger signs• Nutrition during pregnancy ‡• Malaria prevention ‡• HIV/AIDS general ‡ Information ‡• PMTCT for the mother ‡• Gender issues ‡
 • ANC booking• Pregnancy danger signs• Individualized Birth Preparedness• Nutrition during pregnancy ‡• Breastfeeding ‡• Malaria prevention ‡• PMTCT for the mother ‡Extra visit ‡• Pregnancy danger signs• Individualized Birth Preparedness• PPT danger signs• Immediate newborn care• Breastfeeding• LAM• PPFP• Newborn danger signs
 Counseling is not categorized according to visit. ‡
 General counseling messages are as follows
 • Promote ANC clinic attendance• Pregnancy danger signs• Nutrition during pregnancy• Birth preparation• Management of common problems in pregnancy• Malaria prevention• Encourage HIV and STDs testing and condom use• Encourage delivery with trained health workers
 • Infection prevention and control• PMTCT for the mother• Follow-up for the HIV-exposed infant• PPT physiological changes
 • Breastfeeding• Newborn danger signs• PPT danger signs• Care of the normal newborn• Care of the premature baby• PPT care for the mother• Maternal nutrition ‡• Immediate newborn care ‡• Malaria prevention ‡• Immunization ‡• Infection prevention and control ‡• HIV/AIDS general information ‡• PPT physiological changes ‡• PPT visits at health facility ‡
 Counseling not categorized according to visit. ‡
 General counseling messages are as follows:
 • Breastfeeding techniques• Encourage exclusive breastfeeding• Maternal nutrition and care for the mother• PPT danger signs• Care of the newborn• Extra care for very small babies• Newborn danger signs• Malaria prevention• Immunization
 • PPT danger signs• Newborn danger signs• Care of the normal newborn• Care of the premature baby• PPT care for the mother• Breastfeeding ‡• Follow-up of HIV exposed infant ‡• PPT physiological changes ‡• Newborn danger signs• Care of the normal newborn• Care of the premature baby• PPT care for the mother• PPT Danger signs ‡• Maternal nutrition ‡• Malaria prevention ‡
 • Postnatal checkups for mother and baby• Infection prevention and control• Hygiene and sanitation• PPT care for the mother• PPFP
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 Trimes-ter 1/Visit 1
 Trimes-ter 2/Visit 2
 Trimes-ter 3/Visit 3
 • Promote ANC clinic attendance• Promote birth in a Health Facility• Prepare for birth in a Health Facility• Home care for the pregnant woman• Pregnancy danger signs
 • ANC visits• Pregnancy danger signs• Home birth preparation plan (only if family doesn’t agree for a health facility birth or isn’t sure)• Home care for the pregnant woman• Immediate Newborn CareN/A
 Key messages are based on cohorts:
 Cohort 1: Pregnancy ~up to 2 weeks ‡• Immediate initiation of breastfeeding • Exclusive breastfeeding and benefits• Newborn temperature management including Kangaroo mother care (KMC) • Immunization
 Additionally:• Referral to facility • At least 4 ANC visits • Prompt healthcare for complications of delivery• Accept and seek IPT during pregnancy • Have a delivery plan • Plan to deliver in a health facility• Nutritional counseling
 • Promote ANC clinic attendance• Birth plan• Home care for the pregnant woman• Pregnancy danger signs• Promote HIV testing and TB screening ‡• Minor disorders of pregnancy and/or care seeking behavior ‡• Hygiene and rest ‡• Nutrition ‡• Harmful cultural practices ‡• PMTCT ‡• ANC visits• Pregnancy danger signs• Immediate care of the newborn• Proper breastfeeding ‡• Newborn danger signs ‡• Postpartum family planning (PPFP) ‡
 Extra visit ‡• Review trimesters 1 and 2 counseling• Skilled attendance at birth• Clean and safe delivery• Safe sex• Care of mother and newborn at home• Postpartum (PPT) danger signs
 • ANC booking• Individualized birth preparedness• Pregnancy danger signs• Nutrition during pregnancy ‡• Malaria prevention ‡• HIV/AIDS general ‡ Information ‡• PMTCT for the mother ‡• Gender issues ‡
 • ANC booking• Pregnancy danger signs• Individualized Birth Preparedness• Nutrition during pregnancy ‡• Breastfeeding ‡• Malaria prevention ‡• PMTCT for the mother ‡Extra visit ‡• Pregnancy danger signs• Individualized Birth Preparedness• PPT danger signs• Immediate newborn care• Breastfeeding• LAM• PPFP• Newborn danger signs
 Counseling is not categorized according to visit. ‡
 General counseling messages are as follows
 • Promote ANC clinic attendance• Pregnancy danger signs• Nutrition during pregnancy• Birth preparation• Management of common problems in pregnancy• Malaria prevention• Encourage HIV and STDs testing and condom use• Encourage delivery with trained health workers
 Function UNICEF/WHO standard Kenya Malawi Tanzania Uganda
 ANC Counsel-ing
 • Infection prevention and control• PMTCT for the mother• Follow-up for the HIV-exposed infant• PPT physiological changes
 • Breastfeeding• Newborn danger signs• PPT danger signs• Care of the normal newborn• Care of the premature baby• PPT care for the mother• Maternal nutrition ‡• Immediate newborn care ‡• Malaria prevention ‡• Immunization ‡• Infection prevention and control ‡• HIV/AIDS general information ‡• PPT physiological changes ‡• PPT visits at health facility ‡
 Counseling not categorized according to visit. ‡
 General counseling messages are as follows:
 • Breastfeeding techniques• Encourage exclusive breastfeeding• Maternal nutrition and care for the mother• PPT danger signs• Care of the newborn• Extra care for very small babies• Newborn danger signs• Malaria prevention• Immunization
 • PPT danger signs• Newborn danger signs• Care of the normal newborn• Care of the premature baby• PPT care for the mother• Breastfeeding ‡• Follow-up of HIV exposed infant ‡• PPT physiological changes ‡• Newborn danger signs• Care of the normal newborn• Care of the premature baby• PPT care for the mother• PPT Danger signs ‡• Maternal nutrition ‡• Malaria prevention ‡
 • Postnatal checkups for mother and baby• Infection prevention and control• Hygiene and sanitation• PPT care for the mother• PPFP
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• ANC booking• Individualized birth preparedness• Pregnancy danger signs• Nutrition during pregnancy ‡• Malaria prevention ‡• HIV/AIDS general ‡ Information ‡• PMTCT for the mother ‡• Gender issues ‡
 • ANC booking• Pregnancy danger signs• Individualized Birth Preparedness• Nutrition during pregnancy ‡• Breastfeeding ‡• Malaria prevention ‡• PMTCT for the mother ‡Extra visit ‡• Pregnancy danger signs• Individualized Birth Preparedness• PPT danger signs• Immediate newborn care• Breastfeeding• LAM• PPFP• Newborn danger signs
 Counseling is not categorized according to visit. ‡
 General counseling messages are as follows
 • Promote ANC clinic attendance• Pregnancy danger signs• Nutrition during pregnancy• Birth preparation• Management of common problems in pregnancy• Malaria prevention• Encourage HIV and STDs testing and condom use• Encourage delivery with trained health workers
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 Visit 1 • Initiation of exclusive breastfeeding and proper breastfeeding techniques and• Newborn danger signs• PPT danger signs• Care for normal baby• Additional care for a small baby• Care of the mother
 • Early initiation of breastfeeding• Kangaroo mother care (KMC)• Vaccines and Immuni- zations• Postnatal check up for mother and baby• HIV-positive mothers o Early Infant Diagno- sis (EID) (DNA-PCR)
 o ART/refer to clinic• Delivery at health facility especially for HIV positive mothers• Initiation of exclusive breastfeeding and proper breastfeeding techniques• Newborn/infant danger signs• PPT danger signs• Extra care for low birth weight baby• LAM/PPFP ‡• KMC ‡• Vaccinations and vaccination schedule ‡• Postnatal checkup for mother and baby ‡• HIV testing ‡• HIV positive mother ‡ o ARVs o Breastfeeding adherence as counseled
 • Infection prevention and control• PMTCT for the mother• Follow-up for the HIV-exposed infant• PPT physiological changes
 • Breastfeeding• Newborn danger signs• PPT danger signs• Care of the normal newborn• Care of the premature baby• PPT care for the mother• Maternal nutrition ‡• Immediate newborn care ‡• Malaria prevention ‡• Immunization ‡• Infection prevention and control ‡• HIV/AIDS general information ‡• PPT physiological changes ‡• PPT visits at health facility ‡
 Counseling not categorized according to visit. ‡
 General counseling messages are as follows:
 • Breastfeeding techniques• Encourage exclusive breastfeeding• Maternal nutrition and care for the mother• PPT danger signs• Care of the newborn• Extra care for very small babies• Newborn danger signs• Malaria prevention• Immunization
 Function UNICEF/WHO standard Kenya Malawi Tanzania Uganda
 PPC Counsel-ing
 • PPT danger signs• Newborn danger signs• Care of the normal newborn• Care of the premature baby• PPT care for the mother• Breastfeeding ‡• Follow-up of HIV exposed infant ‡• PPT physiological changes ‡• Newborn danger signs• Care of the normal newborn• Care of the premature baby• PPT care for the mother• PPT Danger signs ‡• Maternal nutrition ‡• Malaria prevention ‡
 • Postnatal checkups for mother and baby• Infection prevention and control• Hygiene and sanitation• PPT care for the mother• PPFP
 Key messages are based on cohorts:
 Cohort 2: 2 weeks to 5 years ‡• Continued exclusive breastfeeding• Complementary feeding• Vitamin A suppleme- ntation• Malnutrition• Growth monitoring• Vitamin A- and Iron-rich foods and iodized salt• Growth and develop- ment• Malaria• Safe drinking water• Hand washing
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• ANC booking• Individualized birth preparedness• Pregnancy danger signs• Nutrition during pregnancy ‡• Malaria prevention ‡• HIV/AIDS general ‡ Information ‡• PMTCT for the mother ‡• Gender issues ‡
 • ANC booking• Pregnancy danger signs• Individualized Birth Preparedness• Nutrition during pregnancy ‡• Breastfeeding ‡• Malaria prevention ‡• PMTCT for the mother ‡Extra visit ‡• Pregnancy danger signs• Individualized Birth Preparedness• PPT danger signs• Immediate newborn care• Breastfeeding• LAM• PPFP• Newborn danger signs
 Counseling is not categorized according to visit. ‡
 General counseling messages are as follows
 • Promote ANC clinic attendance• Pregnancy danger signs• Nutrition during pregnancy• Birth preparation• Management of common problems in pregnancy• Malaria prevention• Encourage HIV and STDs testing and condom use• Encourage delivery with trained health workers
 • Infection prevention and control• PMTCT for the mother• Follow-up for the HIV-exposed infant• PPT physiological changes
 • Breastfeeding• Newborn danger signs• PPT danger signs• Care of the normal newborn• Care of the premature baby• PPT care for the mother• Maternal nutrition ‡• Immediate newborn care ‡• Malaria prevention ‡• Immunization ‡• Infection prevention and control ‡• HIV/AIDS general information ‡• PPT physiological changes ‡• PPT visits at health facility ‡
 Counseling not categorized according to visit. ‡
 General counseling messages are as follows:
 • Breastfeeding techniques• Encourage exclusive breastfeeding• Maternal nutrition and care for the mother• PPT danger signs• Care of the newborn• Extra care for very small babies• Newborn danger signs• Malaria prevention• Immunization
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 Visit 2
 Visit 3
 • PPT danger signs• Newborn danger signs• Care for normal baby• Additional care for a small baby• Care of mother
 • Newborn danger signs• Care for normal baby• Additional care for a small baby• Care of mother
 o EID and DNA PCR o Special care for an HIV exposed infant o Iron and folic acid supplementation o Personal hygiene
 • PPT danger signs• Newborn danger signs• Care for normal baby• Care for a small baby• Care of mother Post- natal nutrition• Importance of clinic attendance ‡• Care for HIV positive mother and the newborn ‡
 • Newborn danger signs• Care for normal baby• Care for a small baby• Care of mother• Health of a child <5 ‡• LAM and when to switch to modern FP method ‡• Postnatal nutrition ‡• Care for HIV positive mother and the newborn ‡
 • PPT danger signs• Newborn danger signs• Care of the normal newborn• Care of the premature baby• PPT care for the mother• Breastfeeding ‡• Follow-up of HIV exposed infant ‡• PPT physiological changes ‡• Newborn danger signs• Care of the normal newborn• Care of the premature baby• PPT care for the mother• PPT Danger signs ‡• Maternal nutrition ‡• Malaria prevention ‡
 • Postnatal checkups for mother and baby• Infection prevention and control• Hygiene and sanitation• PPT care for the mother• PPFP
 Function UNICEF/WHO standard Kenya Malawi Tanzania Uganda
 • Diarrhea (ORS and Zinc)• Birth registration• Pneumonia
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• ANC booking• Individualized birth preparedness• Pregnancy danger signs• Nutrition during pregnancy ‡• Malaria prevention ‡• HIV/AIDS general ‡ Information ‡• PMTCT for the mother ‡• Gender issues ‡
 • ANC booking• Pregnancy danger signs• Individualized Birth Preparedness• Nutrition during pregnancy ‡• Breastfeeding ‡• Malaria prevention ‡• PMTCT for the mother ‡Extra visit ‡• Pregnancy danger signs• Individualized Birth Preparedness• PPT danger signs• Immediate newborn care• Breastfeeding• LAM• PPFP• Newborn danger signs
 Counseling is not categorized according to visit. ‡
 General counseling messages are as follows
 • Promote ANC clinic attendance• Pregnancy danger signs• Nutrition during pregnancy• Birth preparation• Management of common problems in pregnancy• Malaria prevention• Encourage HIV and STDs testing and condom use• Encourage delivery with trained health workers
 • Infection prevention and control• PMTCT for the mother• Follow-up for the HIV-exposed infant• PPT physiological changes
 • Breastfeeding• Newborn danger signs• PPT danger signs• Care of the normal newborn• Care of the premature baby• PPT care for the mother• Maternal nutrition ‡• Immediate newborn care ‡• Malaria prevention ‡• Immunization ‡• Infection prevention and control ‡• HIV/AIDS general information ‡• PPT physiological changes ‡• PPT visits at health facility ‡
 Counseling not categorized according to visit. ‡
 General counseling messages are as follows:
 • Breastfeeding techniques• Encourage exclusive breastfeeding• Maternal nutrition and care for the mother• PPT danger signs• Care of the newborn• Extra care for very small babies• Newborn danger signs• Malaria prevention• Immunization
 • PPT danger signs• Newborn danger signs• Care of the normal newborn• Care of the premature baby• PPT care for the mother• Breastfeeding ‡• Follow-up of HIV exposed infant ‡• PPT physiological changes ‡• Newborn danger signs• Care of the normal newborn• Care of the premature baby• PPT care for the mother• PPT Danger signs ‡• Maternal nutrition ‡• Malaria prevention ‡
 • Postnatal checkups for mother and baby• Infection prevention and control• Hygiene and sanitation• PPT care for the mother• PPFP
 44
 Visit 4
 Visit 5
 Visit 6
 Visit 7
 N/A N/A Additional PPT visits: ‡• Maternal nutrition• Breastfeeding• LAM• PPFP• Newborn danger signs• Immunization• Follow-up of HIV-ex posed infants• Breastfeeding• LAM• PPFP• Immunization• Infection prevention and control• Follow-up of HIV- exposed infants• Birth registration• Breastfeeding• LAM• PPFP• Malaria prevention• Child danger signs• Gender issues• Birth registration• Breastfeeding• LAM• PPFP• Malaria prevention• Immunization• Complementary feeding• Child danger signs• Infection prevention and control• Prevention of accidents• Growth and develop- ment
 Function UNICEF/WHO standard Kenya Malawi Tanzania Uganda
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• ANC booking• Individualized birth preparedness• Pregnancy danger signs• Nutrition during pregnancy ‡• Malaria prevention ‡• HIV/AIDS general ‡ Information ‡• PMTCT for the mother ‡• Gender issues ‡
 • ANC booking• Pregnancy danger signs• Individualized Birth Preparedness• Nutrition during pregnancy ‡• Breastfeeding ‡• Malaria prevention ‡• PMTCT for the mother ‡Extra visit ‡• Pregnancy danger signs• Individualized Birth Preparedness• PPT danger signs• Immediate newborn care• Breastfeeding• LAM• PPFP• Newborn danger signs
 Counseling is not categorized according to visit. ‡
 General counseling messages are as follows
 • Promote ANC clinic attendance• Pregnancy danger signs• Nutrition during pregnancy• Birth preparation• Management of common problems in pregnancy• Malaria prevention• Encourage HIV and STDs testing and condom use• Encourage delivery with trained health workers
 • Infection prevention and control• PMTCT for the mother• Follow-up for the HIV-exposed infant• PPT physiological changes
 • Breastfeeding• Newborn danger signs• PPT danger signs• Care of the normal newborn• Care of the premature baby• PPT care for the mother• Maternal nutrition ‡• Immediate newborn care ‡• Malaria prevention ‡• Immunization ‡• Infection prevention and control ‡• HIV/AIDS general information ‡• PPT physiological changes ‡• PPT visits at health facility ‡
 Counseling not categorized according to visit. ‡
 General counseling messages are as follows:
 • Breastfeeding techniques• Encourage exclusive breastfeeding• Maternal nutrition and care for the mother• PPT danger signs• Care of the newborn• Extra care for very small babies• Newborn danger signs• Malaria prevention• Immunization
 • PPT danger signs• Newborn danger signs• Care of the normal newborn• Care of the premature baby• PPT care for the mother• Breastfeeding ‡• Follow-up of HIV exposed infant ‡• PPT physiological changes ‡• Newborn danger signs• Care of the normal newborn• Care of the premature baby• PPT care for the mother• PPT Danger signs ‡• Maternal nutrition ‡• Malaria prevention ‡
 • Postnatal checkups for mother and baby• Infection prevention and control• Hygiene and sanitation• PPT care for the mother• PPFP
 45
 Follow -up visits
 Not included
 1 day
 • 2 times ANC o As early in pregnancy as possible o 2 months before delivery• 3 times PPT (5 if the newborn is underweight) o Day 1, day 3, and day 7 o Weight in yellow zone (and no danger signs): Days 1, 2, 3, 7, and 14
 • Refer woman for misoprostol if home delivery ‡• Check Vitamin A received at health facility ‡1 day
 • 2 times ANC o As early in pregnancy as possible o 2 months before delivery• 3 times PPT (5 if the newborn is under weight) o Days 1, 3, and 8 o Low birth weight: Days 1, 2, 3, 8, and 14
 • PPFP• Malaria prevention• Immunization• Complementary feeding• Child danger signs• Infection prevention and control• Prevention of accidents• Growth and develop- ment• HIV/AIDS general information• Gender issuesNot specified
 CHWs required to do referral follow up but duration not specified ‡
 • 3 times ANC ‡ o As early as CHW identifies pregnant woman o 6 months of pregnancy o 8 months of pregnancy• 7 times PPT ‡ o Within 24 hours of delivery o Day 3 o Day 8 o Week 3
 Not specified
 Not specified ‡
 Number and frequency of visits not specified but VHTs should provide care up to 6 weeks after delivery beginning with the first 24 hours ‡
 Function UNICEF/WHO standard Kenya Malawi Tanzania Uganda
 PPT drug treatment
 Follow up (referred baby)
 Number and frequency of home visits
 Not specified
 Not specified
 Not specified
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• ANC booking• Individualized birth preparedness• Pregnancy danger signs• Nutrition during pregnancy ‡• Malaria prevention ‡• HIV/AIDS general ‡ Information ‡• PMTCT for the mother ‡• Gender issues ‡
 • ANC booking• Pregnancy danger signs• Individualized Birth Preparedness• Nutrition during pregnancy ‡• Breastfeeding ‡• Malaria prevention ‡• PMTCT for the mother ‡Extra visit ‡• Pregnancy danger signs• Individualized Birth Preparedness• PPT danger signs• Immediate newborn care• Breastfeeding• LAM• PPFP• Newborn danger signs
 Counseling is not categorized according to visit. ‡
 General counseling messages are as follows
 • Promote ANC clinic attendance• Pregnancy danger signs• Nutrition during pregnancy• Birth preparation• Management of common problems in pregnancy• Malaria prevention• Encourage HIV and STDs testing and condom use• Encourage delivery with trained health workers
 • Infection prevention and control• PMTCT for the mother• Follow-up for the HIV-exposed infant• PPT physiological changes
 • Breastfeeding• Newborn danger signs• PPT danger signs• Care of the normal newborn• Care of the premature baby• PPT care for the mother• Maternal nutrition ‡• Immediate newborn care ‡• Malaria prevention ‡• Immunization ‡• Infection prevention and control ‡• HIV/AIDS general information ‡• PPT physiological changes ‡• PPT visits at health facility ‡
 Counseling not categorized according to visit. ‡
 General counseling messages are as follows:
 • Breastfeeding techniques• Encourage exclusive breastfeeding• Maternal nutrition and care for the mother• PPT danger signs• Care of the newborn• Extra care for very small babies• Newborn danger signs• Malaria prevention• Immunization
 • PPT danger signs• Newborn danger signs• Care of the normal newborn• Care of the premature baby• PPT care for the mother• Breastfeeding ‡• Follow-up of HIV exposed infant ‡• PPT physiological changes ‡• Newborn danger signs• Care of the normal newborn• Care of the premature baby• PPT care for the mother• PPT Danger signs ‡• Maternal nutrition ‡• Malaria prevention ‡
 • Postnatal checkups for mother and baby• Infection prevention and control• Hygiene and sanitation• PPT care for the mother• PPFP
 46
 N/A N/A
 o Week 5 o 3rd month o 5th month• Follow up visits: once every 3 months, up to 5 years of age ‡N/A • VHTs should record
 births in the Village Register ‡
 Function UNICEF/WHO standard Kenya Malawi Tanzania Uganda
 Other N/A
 Newborn• Convulsed or fitted since birth• Movement only when stimulated or no movement even when stimulated• Not able to feed since birth, or stopped feeding well• Fast breathing• Chest indrawing• High temperature: 37.50 C or more• Very low body temperature: below 35.40 C or less• Yellow soles• Signs of local infection: umbilicus red or draining pus, skin boils, or eyes draining pus
 Newborn• Convulsed or fitted since birth• Movement only when stimulated or no movement even when stimulated• Not able to feed since birth, or stopped feeding well• Fast breathing• Severe chest indrawing• High temperature: 37.50 C or more• Very low body temperature: below 35.40 C or less• Yellow soles• Signs of local infection: umbilicus red or draining pus, skin boils, or eyes draining pus
 Newborn• Convulsions• Non-response to sensory stimulus• Unable to breastfeed• Lower chest wall in-drawing (fast breathing)• Fever• Feels cold/low temperature (hypothermia)• Redness around umbilical cord, foul smelling discharge from the umbilical cord• Pale or jaundiced• Skin rashes/pustules ‡• Excessive crying ‡• Cyanosis (blueness of lips) ‡• Failure to pass urine or stool ‡
 Newborn• Fits• Not moving• Or very floppy or stiff• Unable to breastfeed or not feeding well• Difficult breathing• Feels too cold or too hot• Yellow eyes or skin• Bleeding or pus from the cord• Small babies Very pale ‡• Diarrhea ‡• Pus coming from the eyes ‡
 Function UNICEF/WHO standard Kenya Malawi Tanzania Uganda
 Danger signs Newborn• Becomes less active• Stops breastfeeding well• Difficult or fast breathing• Feels hot or unusually cold• Whole body becomes yellow
 Neonatal and Child health‡ = differences in comparison with UNICEF/WHO standard
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• ANC booking• Individualized birth preparedness• Pregnancy danger signs• Nutrition during pregnancy ‡• Malaria prevention ‡• HIV/AIDS general ‡ Information ‡• PMTCT for the mother ‡• Gender issues ‡
 • ANC booking• Pregnancy danger signs• Individualized Birth Preparedness• Nutrition during pregnancy ‡• Breastfeeding ‡• Malaria prevention ‡• PMTCT for the mother ‡Extra visit ‡• Pregnancy danger signs• Individualized Birth Preparedness• PPT danger signs• Immediate newborn care• Breastfeeding• LAM• PPFP• Newborn danger signs
 Counseling is not categorized according to visit. ‡
 General counseling messages are as follows
 • Promote ANC clinic attendance• Pregnancy danger signs• Nutrition during pregnancy• Birth preparation• Management of common problems in pregnancy• Malaria prevention• Encourage HIV and STDs testing and condom use• Encourage delivery with trained health workers
 • Infection prevention and control• PMTCT for the mother• Follow-up for the HIV-exposed infant• PPT physiological changes
 • Breastfeeding• Newborn danger signs• PPT danger signs• Care of the normal newborn• Care of the premature baby• PPT care for the mother• Maternal nutrition ‡• Immediate newborn care ‡• Malaria prevention ‡• Immunization ‡• Infection prevention and control ‡• HIV/AIDS general information ‡• PPT physiological changes ‡• PPT visits at health facility ‡
 Counseling not categorized according to visit. ‡
 General counseling messages are as follows:
 • Breastfeeding techniques• Encourage exclusive breastfeeding• Maternal nutrition and care for the mother• PPT danger signs• Care of the newborn• Extra care for very small babies• Newborn danger signs• Malaria prevention• Immunization
 • PPT danger signs• Newborn danger signs• Care of the normal newborn• Care of the premature baby• PPT care for the mother• Breastfeeding ‡• Follow-up of HIV exposed infant ‡• PPT physiological changes ‡• Newborn danger signs• Care of the normal newborn• Care of the premature baby• PPT care for the mother• PPT Danger signs ‡• Maternal nutrition ‡• Malaria prevention ‡
 • Postnatal checkups for mother and baby• Infection prevention and control• Hygiene and sanitation• PPT care for the mother• PPFP
 47
 Not included• Explain the importance of referral• Help family overcome barriers in seeking health facility care• Referral note• Frequent feeding• Keep the baby warm
 Not included
 Amoxicillin ‡• Advise on the need for referral• Breastfeed more frequently (or expressed breast milk if unable to breastfeed but conscious)• Advise to keep the infant warm on the way to hospital• Refer urgently to hospitalAmoxicillin ‡
 Infant and ChildThe following signs require early attendance at the health facility:• Cough• Fever• Diarrhea or blood in stool• Ear pain• Fast breathing and difficulty with breathing
 The following signs require urgent attendance:• Convulsions• Continued vomiting• Lethargy• Unconsciousness• Inability to suck or drinkNot includedNot specified ‡
 CHWs should refer immediately if any danger signs are identified
 Not included
 Not included
 Not included
 Function UNICEF/WHO standard Kenya Malawi Tanzania Uganda
 Pre-referral treatmentReferral assistance
 Treatment fever, low body temperature, (possible serious infection)
 Not includedNot specified
 Not included
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• ANC booking• Individualized birth preparedness• Pregnancy danger signs• Nutrition during pregnancy ‡• Malaria prevention ‡• HIV/AIDS general ‡ Information ‡• PMTCT for the mother ‡• Gender issues ‡
 • ANC booking• Pregnancy danger signs• Individualized Birth Preparedness• Nutrition during pregnancy ‡• Breastfeeding ‡• Malaria prevention ‡• PMTCT for the mother ‡Extra visit ‡• Pregnancy danger signs• Individualized Birth Preparedness• PPT danger signs• Immediate newborn care• Breastfeeding• LAM• PPFP• Newborn danger signs
 Counseling is not categorized according to visit. ‡
 General counseling messages are as follows
 • Promote ANC clinic attendance• Pregnancy danger signs• Nutrition during pregnancy• Birth preparation• Management of common problems in pregnancy• Malaria prevention• Encourage HIV and STDs testing and condom use• Encourage delivery with trained health workers
 • Infection prevention and control• PMTCT for the mother• Follow-up for the HIV-exposed infant• PPT physiological changes
 • Breastfeeding• Newborn danger signs• PPT danger signs• Care of the normal newborn• Care of the premature baby• PPT care for the mother• Maternal nutrition ‡• Immediate newborn care ‡• Malaria prevention ‡• Immunization ‡• Infection prevention and control ‡• HIV/AIDS general information ‡• PPT physiological changes ‡• PPT visits at health facility ‡
 Counseling not categorized according to visit. ‡
 General counseling messages are as follows:
 • Breastfeeding techniques• Encourage exclusive breastfeeding• Maternal nutrition and care for the mother• PPT danger signs• Care of the newborn• Extra care for very small babies• Newborn danger signs• Malaria prevention• Immunization
 • PPT danger signs• Newborn danger signs• Care of the normal newborn• Care of the premature baby• PPT care for the mother• Breastfeeding ‡• Follow-up of HIV exposed infant ‡• PPT physiological changes ‡• Newborn danger signs• Care of the normal newborn• Care of the premature baby• PPT care for the mother• PPT Danger signs ‡• Maternal nutrition ‡• Malaria prevention ‡
 • Postnatal checkups for mother and baby• Infection prevention and control• Hygiene and sanitation• PPT care for the mother• PPFP
 48
 Refer urgently
 Normal baby• Promote and support exclusive breastfeeding• Keep the baby warm• Promote hygiene• Promote care for the baby’s development• Promote identifications of illness and prompt care seeking
 Small baby (yellow zone)• Extra support for breast feeding• Extra care for keeping warm• Extra attention to hygiene
 • Advise mother to initiate feeding with expressed breast milk regardless of HIV status of mother ‡• Advise mother to initiate KMC (for very low birth weight baby) ‡• Refer urgently to health facility using a referral note• Counsel on exclusive breastfeeding regard- less of HIV status• Keeping the baby warm• Promote care for the baby’s development• Promote identification of signs of illness and prompt care seeking• Extra support for small babies• Prevention of HIV transmission through breast milk ‡• Promote hand washing• Support to give the baby ARV syrup (if HIV positive mother) ‡• Check BCG vaccine received ‡• Check if the baby may be exposed to TB ‡
 • CHWs should give special support to mothers breastfeeding preterm/low birth weight/sick babies ‡• Encourage more frequent breastfeeding ‡
 Newborn• Promote and support early initiation of breastfeeding• Exclusive breastfeeding• Keeping the newborn warm• Hygienic umbilical cord care and skin care ‡• Newborn danger signs ‡• Birth registration ‡• Timely vaccination according to National EPI ‡• ITN use ‡
 Infant and Child ‡• Caring for a sick child at home• Safe disposal of child’s feces and handwashing• Safe drinking water• Regular growth • monitoring and deworming
 • Special care and to be kept warm ‡• Mother should put it next to her skin and breastfeed as often as possible, every 2 hours ‡• Should often be taken to health facility and VHT to escort if possible• Malnutrition and food supplements
 Function UNICEF/WHO standard Kenya Malawi Tanzania Uganda
 Low birth weight (<2000gms, red zone)
 Homecare advice
 Not included ‡
 • Breastfeeding• Newborn temperature management• Malnutrition• Vitamin A- and Iron-rich foods and iodized salt• Complementary feeding• Vitamin A supplementation• Growth and development• Malaria• Safe drinking water• Hand washing• Diarrhea (ORS and Zinc)

Page 55
						

49
 1 day
 • 3 times PPT (5 if the newborn is underweight) o Day 1, day 3, and day 7 o Weight in yellow zone (and no danger signs): Days 1, 2, 3, 7, and 14
 N/A
 1 day
 • 3 times PPT (5 if the newborn is underweight) o Days 1, 3, and 8 ‡ o Low birth weight: Days 1, 2, 3, 8, and 14 ‡
 N/A
 • Harmful practices against children• Causes, prevention, and care of childhood accidents• Early childhood psychosocial developmentCHWs are required to do referral follow up but duration not specified ‡• 7 times PPT ‡ o Within 24 hours of delivery o Day 3 o Day 8 o Week 3 o Week 5 o 3rd month o 5th month• Follow up visits: once every 3 months, up to 5 years of age ‡• Preterm/low birth weight: Extra visits on day 2 and day 14Supplementary feeds for under-fives ‡
 Not specified ‡
 N/A
 Function UNICEF/WHO standard Kenya Malawi Tanzania Uganda
 Follow up (referral)
 Number and frequency of home visits
 Other
 Not specified ‡
 Not specified ‡
 N/A
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50
 • Benefits of FP and things to consider• General introduction to and comparison of FP methods• Dual protection (condoms)• Reproductive goals• Pregnancy screening• Condoms (male and female)• Oral contraceptives (COC and POP)• Injections (NET-EN or DMPA)• LAM• Standard Days Method (calendar or cycle beads)• Withdrawal• Emergency contraceptive pills• Implants• Intrauterine device (IUD)• Tubal ligation• Vasectomy
 • General information about all FP methods• Dual protection (condoms)• Reproductive goals• Clarify myths, fears and misconceptions ‡
 • Condoms (male and female)• Oral contraceptives (COC and POP)• Injection (DMPA)• LAM
 • Implants• Intrauterine contra- ceptive device (IUCD)• Tubal ligation• Vasectomy• Standard Days Method ‡• Emergency contra ceptive pills ‡
 • Importance of family planning• General information about and comparison of FP methods• Dual protection (condoms)• Reproductive goals• Pregnancy screening• Condoms (male and female)• Oral contraceptives (COC and POP)• Standard Days Method (Cycle beads) ‡
 • Implants• Intrauterine device (IUD)• Tubal ligation• Vasectomy• Injection ‡• LAM ‡• Emergency contra- ceptive pills ‡
 Unless trained, VHTs should encourage couples to use family planning services and refer them to a health facility for information and supplies ‡
 N/A
 N/A
 Function UNICEF/WHO standard Kenya Malawi Tanzania Uganda
 FP pre-choice counseling
 CHW/HSA methods
 Referral methods
 • Benefits of FP and things to consider• General introduction to and comparison of FP methods• Dual protection (condoms)• Reproductive goals• Pregnancy screening• Condoms (male and female)• Oral contraceptives (COC)• Injection (DMPA) being piloted in hard to reach areas• Standard Days Method (calendar or cycle beads) ‡
 • LAM ‡• Implants• Intrauterine device (IUD)• Tubal ligation• Vasectomy
 Family Planning‡ = differences in comparison with UNICEF/WHO standard

Page 57
						

51
 • Method-specific information• Side effects and management• Medical eligibility screening• How to use• When to start• What to remember• Clarify myths, fears and misconceptions• Choose a different method if initial selection is found unsuitable• Refer if non-CHW method available
 Not included ‡
 • Importance of using condoms while waiting to visit health facility
 • Method-specific information• Side effects and management• Medical eligibility screening• Pregnancy screening (only for DMPA)• Choose a different method if initial selection is found unsuitable• Allow client to repeat instructions• Refer if non-HSA method or method not availableNumber of packets differs depending on the number of times the HSA is giving out method to client ‡• 1 packet if first time)• 2 packets after 1 month use• 3 packets if received 2 or more times• Importance of using condoms while waiting to visit health facility• Explain reasons for giving referral and location of nearest health facility• Fill in referral form
 • Method-specific information• Side effects and management• Eligibility screening• Choose a different method if initial selection is found unsuitable• Allow client to repeat instructions• Refer if non-CHW method or method not available• Encourage partner involvement
 3 packets ‡
 • Importance of using condoms while waiting to visit health facility• Explain reasons for giving referral and location of nearest health facility• Fill in referral form
 N/A
 N/A
 N/A
 Function UNICEF/WHO standard Kenya Malawi Tanzania Uganda
 Method choice and Post-choice counseling
 Number of packets given (COC or POP)
 Referral assistance
 • Method-specific information• Side effects and management• Clarify myths, fears and misconceptions• Refer if non-CHW method available
 No more than three cycles before a client is evaluated by a clinicalprovider.
 • Not specified‡

Page 58
						

52
 • FP considerations for clients with STIs, HIV/AIDS, on ARVs, and/or TB• Refer for advice
 • Not included
 FP advice for clients in special situations• After childbirth• HIV/AIDs• Men/women who don’t want more children• Younger/older client• People living with disabilities,• After rape• Conflict/disaster/dis placed persons/street families
 • FP considerations for clients with STIs, HIV/AIDS, on ARVs, and/or TB
 2-3 weeks ‡
 Depends ‡• First time user: 30 days• Refill: 60 days or 90 days• Onward: 90-180 depending on method• Counseling on PPFP and health timing and spacing of pregnancies• Heath profile passport for girls/women ‡• Client visits HSA at the village clinic ‡
 • STI/HIV transmission and prevention ‡• Discuss client’s HIV status ‡• Risk assessment factors ‡• STI symptoms and refer if any ‡• Risk reduction including dual protection using condoms ‡• HIV counseling and testing awareness ‡2-3 weeks ‡
 Depends ‡• First time user: 30 days• Refill: 60 days or 90 days• Onward: 90-180 depending on method• CHWs use palm cards for guidance ‡
 N/A
 N/A
 N/A
 N/A
 Function UNICEF/WHO standard Kenya Malawi Tanzania Uganda
 STI/HIV consideration, prevention, Risk assess-ment and counseling and testing
 Follow up (referral for pregnancy screening or method)Number and frequency of visits
 Other
 • FP considerations for clients with STIs, HIV/AIDS, on ARVs, and/or TB
 • Not included
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