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Abbreviations and Acronyms

ACTs

Artemisinin-Based Combination Therapies

AFP

Acute Flaccid Paralysis

AI

Appreciative Inquiry

AIDS

Acquired Immuno-Deficiency Syndrome

AMTSL
Active Management of the Third Stage of Labor

ANC

Antenatal Clinic

ARI

Acute Respiratory Infection 

ART

Antiretroviral therapy

ARVs

Antiretroviral drugs

BCG

Bacille Calmette-Guerin

BCI

Behavior Change Interventions

BHR

Bureau for Humanitarian Response

CA

Collaborating Agency

CBD

Community-Based Distributor

CDC

Centers for Disease Control

CDD

Control of Diarrheal Disease

CHW

Community Health Worker

CORE

Child Survival Collaborations and Resources Group

CORPS
Community Oriented Resource Persons

CQ

Chloroquine
CSHGP
Child Survival and Health Grant Program

CSTS+

Child Survival Technical Support

CYP

Couple-Years of Protection

DHS

Demographic and Health Survey

DIP

Detailed Implementation Plan

DOSA

Discussion-Oriented Self-Assessment

DOT

Directly Observed Therapy/Direct Observation of Treatment or Therapy

DOTS

Internationally recommended strategy for TB control consisting of 5 components (originally Directly Observed Therapy, Short-course, although current DOTS strategy is much broader now than these two concepts)

DPT

Diphtheria-Pertussis-Tetanus

DST

Drug susceptibility testing 

DTP

Diphtheria-Tetanus-Pertussis vaccine [N.B. International terminology has now shifted so that the convention is to use DTP rather than DPT.]

EBF

Exclusive Breastfeeding

EMNC

Essential Maternal and Newborn Care

EmOC

Emergency Obstetric Care

EOC

Essential Obstetric Care

EPI

Expanded Program on Immunization

FE

Final Evaluation

FP

Family Planning

GAVI

Global Alliance for Vaccines and Immunization

GDF

Global Drug Facility

GEM

Global Excellence in Management
GFATM
Global Fund for AIDS, Tuberculosis, and Malaria

GLC

Green Light Committee

HB

Hepatitis B

HI

Hygiene Improvement

Hib

Haemophilus influenzae type b

HIF

Hygiene Improvement Framework

HFA

Health Facility Assessment


HIS

Health Information System

HIV

Human Immuno-deficiency Virus

HQ

Headquarters

HR

Human Resources

ID

Intravenous Drug

IEC

Information, Education and Communication

IMCI

Integrated Management of Childhood Illnesses

IMPAC
Integrated Management of Pregnancy and Childbirth

IPT

Intermittent Preventive Treatment

IPTp

Intermittent Preventive Treatment in pregnancy

IR

Intermediate Results

IRS

Indoor Residual Spraying

ISA

Institutional Strengths Assessment

ITM

Insecticide-Treated Material 

ITN

Insecticide-Treated Nets
IUATLD
International Union Against Tuberculosis and Lung Diseases

IUD
Intrauterine Device

KPC

Knowledge, Practice, and Coverage Survey

LAM

Lactational Amenorrhea Method

LBW

Low Birth Weight

LQAS

Lot Quality Assurance Sampling

M&E

Monitoring and Evaluation

MCE

Multi-Country Evaluation

MCH

Mother and Child Health

MDR-TB
Multidrug-Resistant Tuberculosis (resistance to at least rifampin and isoniazid)

MIS

Management Information System

MNHP

The Maternal Neonatal Health Program

MOH

Ministry of Health

MPS

Making Pregnancy Safer

MTCT

Mother-to-Child Transmission

MTCT/HIV
Mother-to-Child Transmission of HIV

MTE

Mid-Term Evaluation

NACP

National AIDS Control Program

NGO

Non-Governmental Organization

NIDS

National Immunization Days

NMCP

National Malaria Control Programs

NMR

Neonatal Mortality Rate

NTP

National Tuberculosis Program

OPV

Oral Polio Vaccine
OR

Operations Research

ORT

Oral Rehydration Therapy

PAHO

Pan American Health Organization

PEPFAR
President’s Emergency Plan for Aids Relief
PHC

Primary Health Care

PLA

Participatory Learning and Action

PMTCT
Prevention of Mother-to-Child Transmission

PVC

Office of Private and Voluntary Cooperation

PVO

Private Voluntary Organization

QA

Quality Assurance

QI

Quality Improvement

RBM

Roll Back Malaria
RDT

Rapid Diagnostic Test

RFA

Request for Applications

RTI

Reproductive Tract Infection

SBA

Skilled Birth Attendance
SCM

Standard Case Management

SDM

Standard Days Method

SNL

Saving Newborn Lives Initiative

SP

Sulfadoxine-Pyrimethamine

STD

Sexually Transmitted Disease

STI

Sexually Transmitted Infection

TB

Tuberculosis

TBA

Traditional Birth Attendant

TRM

Technical Reference Materials

TT

Tetanus Toxoid

USAID
United States Agency for International Development

VA

Vitamin A

VAD

Vitamin A Deficiency

VCT

Voluntary Counseling and Testing

VVM

Vaccine Vial Monitor

WHO

World Health Organization
WRA

Women of Reproductive Age
Caretaker: An individual who has primary responsibility for the care of a child. Usually, it is the child’s mother, but could also be his or her father, grandparent, older sibling, or other member of the community. 
Introduction to the Technical Reference Materials

The Technical Reference Materials (TRMs) are a product of the Bureau for Global Health, Office of Health, Infectious Disease, and Nutrition USAID/GH/HIDN. This document is a guide (not an authority) to help you think through your ability and needs in choosing to implement any one technical area of the Child Survival and Health Grants Program. An attempt has been made to keep the language simple to encourage translation for use as a field document.

The TRMs are organized into modules that correspond to the primary technical areas and key cross-cutting areas that are central to the Child Survival and Health Grants Program.  Each module is designed to reflect the essential elements to be considered when implementing the given intervention or strategy, important resources that grantees should consult when planning their interventions, and—where relevant—the corresponding module of the small sample Knowledge, Practices, and Coverage Survey, the tool most commonly used among CSHGP Grantees to collect baseline population-level data.

Grantees are encouraged to download the specific modules that are most relevant to their proposed programs, or to download the entire package of TRM modules as a zipped file.  The TRMs presently include the following modules:

	Technical Areas

· Family Planning and Reproductive Health

· Maternal and Newborn Care

· Nutrition and Micronutrients

· Immunization

· Pneumonia

· Diarrheal Disease Prevention and Control

· Malaria

· HIV and AIDS

· Tuberculosis

· Childhood Injury and Prevention
	Cross-cutting Areas

· Capacity Building

· Sustainability

· Program and Supply Management

· Behavior Change Interventions

· Quality Assurance

· Monitoring and Evaluation 

· Integrated Management of Childhood Illness (IMCI)

· Health System Strengthening




The present TRMs are regularly reviewed and updated with input from technical specialists in the USAID Collaborating Agency (CA) community, CORE Working Groups, and USAID technical staff.  The date of revision of each specific TRM module can be found at the bottom of each page of the module.  The TRMs are updated regularly to ensure that they remain up to date and reflect current standards relevant, and useful to the PVO community.  With this in mind, we ask that each user of this document over the next year please keep notes and inform us on the usefulness of these references, information that should be amended or changed, additions and subtractions, and general comments.  This will help us keep this document alive and responsive to your needs throughout the life of your programs.  Please share comments and any (electronic) translated copies with Michel Pacqué at CSTS+, michel.c.pacque@orcmacro.com.

The 2005 edition was coordinated by Michel Pacqué, CSTS+, who is grateful for the many contributions and reviews by staff of the different Offices of the Bureau of Global Health, and many of their collaborating agencies including the BASICS project, the EHP Project, the RPMplus project, the NetMark project, the CHANGE Project, the Quality Assurance Project, the FANTA project, MEASURE Evaluation project, the IMPACT Project, the MOST Project, the Catalyst Consortium Project, the DELIVER Project, the Maternal and Neonatal Health (MNH) Program, the ACCESS Program, the Prevention of Postpartum Hemorrhage Initiative (POPPHI) project and other projects; the saving Newborn Lives initiative, the CORE working groups, individuals such as Ruth Hope, and most of all to our PVO partners who continue to use this guide and provide valuable insight on how to improve it.
Pneumonia
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[image: image3.wmf]It is estimated that over two million deaths occur from acute respiratory tract infections in under fives annually.  Most of these deaths occur in children in developing countries.  Acute respiratory infections (ARI) are one of the most common reasons for pediatric consultations at health facilities everywhere in the world.  ARI include common colds, ear infections, sore throats, bronchitis, and several other conditions, but the focus of interventions should be on pneumonia because the vast majority of all ARI-associated deaths in children under five years of age are due to pneumonia.  The most common causal pathogens for pneumonia are Streptococcus pneumoniae, Haemophilus influenzae and Respiratory syncytial virus. Whereas the incidence of ARI in children is about the same in developed countries as in developing countries, the incidence of childhood pneumonia is much higher in developing countries than it is in developed countries.

Most acute respiratory infections are viral, mild, and self-limiting.  Most children with ARI do not need antibiotics.  In fact, the use of antibiotics for common colds and coughs is not only inappropriate and costly, but may also accelerate the emergence of resistant bacteria.  Thus, ARI is important from the perspective of rational drug use and appropriate pneumonia standard case management SCM of children seeking care from health workers.

Haemophilus influenzae type b (Hib) is a leading cause of acute lower respiratory infection among young children especially in developing countries.  While it is difficult to assess the global burden of Hib disease, it is estimated that over 500,000 children a year die from Hib pneumonia.  Respiratory Syncytial Virus (RSV) is an extremely important pediatric pathogen, is highly contagious and infects nearly all children by 2 years of age.  The global annual infection and mortality figures for RSV are estimated to be 64 million and 160,000 respectively.

Prevention of Lower Respiratory Tract Infections

Immunization is a highly cost-effective strategy for reducing the incidence of pneumonia from some pathogens.  Immunization with measles and pertussis vaccines, both routinely used in developing countries, reduces the incidence of pneumonia associated with these conditions.  In some countries, Haemophilus influenza type b vaccine has been introduced in the childhood immunization schedule.  A RSV vaccine will soon be available and other vaccines for pneumococcal pneumonia are in development.  If successfully introduced, it is estimated that these vaccines could reduce child deaths from pneumonia considerably.

Exclusive breastfeeding, maintaining adequate vitamin A status, and effective complementary feeding and nutritional management are all associated with a reduced incidence of severe pneumonia and death in young children.  A separate module of the TRMs is devoted to nutrition.
Although there are a number of specific risk factors for pneumonia, the efficacy and feasibility of interventions to address these risk factors have not yet been demonstrated.  There is evidence of a causal association between indoor smoke and childhood pneumonia, although no convincing data to show that interventions to reduce indoor pollution can reduce childhood pneumonia incidence or mortality.  Similarly, there is no evidence that communication for behavior change can reduce exposure to indoor smoke.  Thus, smoke and pneumonia is considered to be an important research issue, rather than a focus for intervention activities.  More general preventive child survival interventions, such as immunization, breastfeeding promotion, and nutrition interventions, will reduce the incidence of pneumonia and are part of the comprehensive IMCI approach.
Pneumonia Standard Case Management

The major impact on pneumonia mortality will be achieved through prompt and effective treatment of pneumonia episodes, rather than through prevention.  Most childhood pneumonia in developing countries is due to bacterial infection or superinfection (mostly Streptococcus pneumoniae and Haemophilus influenzae).  If treatment is started promptly, most cases of pneumonia can be effectively and cheaply treated with oral antibiotics.  The challenge is getting oral antibiotics to all children who need them, and then treating them effectively (with the right drug, at the right time), while avoiding the use of antibiotics in children who do not need them.  To address this problem, WHO developed a Standard Case Management (SCM) protocol which enables peripheral health workers to detect childhood pneumonia based on a few clinical signs, without the use of a stethoscope, chest x-ray, or laboratory facilities.  This approach is now an integral part of IMCI.  Several studies have demonstrated a substantial reduction in under-five mortality using peripheral health workers trained in pneumonia SCM.

	Strategy to reduce pneumonia-related mortality
· Improve quality of care at first level public facilities.

· Improve quality of care in the private sector.

· Improving family and community practices: 

· Prompt recognition of pneumonia signs by caretakers.
· Prompt care seeking from appropriate health providers.
· Prompt and quality care from community health workers.


Before beginning a pneumonia SCM intervention, the effectiveness of existing pneumonia SCM services and barriers to implementation need to be reviewed.  The goal of this intervention is to reduce mortality in children under five years of age by providing SCM early in the illness for a large proportion of all episodes of pneumonia.  The following activities are essential as a package for addressing pneumonia SCM:
· Improving skills of health workers: Appropriate assessment, classification, treatment, referral, and counseling for childhood pneumonia by health workers.
· Improving health system support: Strengthening health system elements required to maintain facility and community level activities; an adequate supply of essential drugs and equipment; effective supervision; regular monitoring and evaluation; referral care; district planning and management.

· Improving family practices and community services: Prompt recognition of pneumonia signs by caretakers, and prompt care seeking from appropriate health providers.  AND adequate access of sick children to pneumonia SCM.
Improving Skills of Health Workers
Appropriate assessment, classification, treatment, referral, and counseling by health workers
At the primary care level, the IMCI guidelines provide health workers with a clear protocol for assessment, classification, treatment of pneumonia, and counseling about home care.  The IMCI algorithm also gives guidance on the pneumonia standard case management of potential treatment failures.  Where these guidelines are not being used, they are available from WHO and should be obtained and followed.  Counting the respiratory rate of infants and young children using a watch or other timing device, is the cornerstone of the SCM approach since respiratory rate has proved to be a relatively sensitive and specific measure of respiratory distress.  All health workers who assess infants and children for pneumonia require an appropriate timing device to assess for fast breathing.

The overlapping clinical presentation of pneumonia and malaria is an important consideration in all areas where childhood infection with malaria is a problem.  A proportion of children with fever will also meet a pneumonia case definition (cough or difficulty breathing, and fast breathing or chest indrawing), and almost all children meeting a pneumonia case definition also have fever or a history of fever.  Treatment of malaria alone may result in death from pneumonia, thus all malaria protocols for children at the level of the community, drug retailer, and health facility should incorporate or address case management for pneumonia (see also the malaria module of the TRMs.)  In areas with falciparum malaria transmission, depending on treatment protocols and drug sensitivity, treatments for pneumonia alone in children who also have malaria, may result in death from malaria.

Failure to give a correct dose of antibiotics, or complete a course of treatment in children with pneumonia, will increase the risk of treatment failure and the development of antibiotic resistance.  Thus, it is important for health workers to provide effective counseling about the use of antibiotics to caretakers.  Counseling about when to return to the health worker, the importance of continued feeding and fluids, and recognition of danger signs are also important.  Good health worker communication skills are essential for all effective case management interventions (see also the IMCI and BCI modules of the TRMs.)

Case management training is most frequently conducted for first-level health workers based at health facilities.  Training materials for first level health workers are usually based on the standard IMCI materials.  In areas with limited access to health facilities, community health workers have also been trained in pneumonia SCM, and in IMCI.  In some settings, other categories of provider, such as pharmacists or drugs vendors have also been trained to conduct Pneumonia SCM.  Training materials for community-based workers need to be adapted and simplified.  It is essential that all case management training includes clinical practice.
Improving Health System Support

Health system strengthening to support pneumonia SCM
Health system strengthening for IMCI should address weaknesses in; clinical supervision; logistics (essential drugs and equipment); monitoring and evaluation of the quality of care provided; and provision of effective referral systems. 

In some places it may be possible to strengthen or develop a routine surveillance and reporting system.  The estimated incidence of cases can be used to monitor the coverage of a Pneumonia SCM intervention.  A recent WHO-supported review of the incidence of algorithm positive childhood pneumonia in developing countries found a median incidence of 0.28 episodes per year per child aged 0-59 months (with a wide range of incidence among studies, with 50% of the studies reporting an incidence between 0.21 and 0.71).  The estimate of 0.28 may be used as a rough approximation of expected incidence and as a denominator in rough estimates of coverage.  Methods for monitoring and evaluating the quality of clinical care that can be used for problem solving and planning include supervisory-based checklists, health facility assessments, and self-assessment methods.  At the community level, data on key household and community behaviors are usually collected using surveys (30 cluster or lot quality assurance sampling methods), and sometimes census-based household listings.

Systems for referral of severely ill children need to be reviewed and strategies developed for improving referral practices if necessary.  In many cases an assessment of referral practices and of barriers to referral will require the collection of both qualitative and quantitative data at health facilities and in communities.  The quality of referral care provided should also be reviewed.  In some cases, referral may be difficult or impossible, and it may be necessary to train first level health workers to provide more advanced pneumonia care—such as the use of second-level antibiotics.

Improving Family Practices and Community Services
Adequate access to pneumonia SCM
Utilization of health services tends to decrease with increasing distance from health providers.  There is also a relationship between distance from a facility and delays in seeking treatment.  If visiting appropriate providers involves substantial costs in time or money, then child caretakers are unlikely to promptly seek care, even if they recognize signs of pneumonia.  Caretakers frequently use home remedies or untrained providers such as traditional healers or drug vendors.  Care from trained providers is often sought only after the initial treatment has failed or when signs of more severe disease are recognized.  A delay in starting effective treatment for pneumonia will increase the risk of death.

Adequate access is often defined as; being able to travel to a health provider in one hour or less; or as living within three to five kilometers of a provider.  However, child survival programs need to define access based on local conditions and care-seeking practices.  If access is limited, then there is a need to consider alternative strategies for increasing access.  Alternatives most frequently include increasing the availability of health workers (at low level health facilities, as well as CHWs or other community providers) who can provide standard case management services; and improving the availability and the affordability of effective antimicrobials. In settings where drugs are only available from drug sellers, pharmacists or other providers, and where access to health workers is limited, some programs have trained other drug providers to assess and classify pneumonia and to give antibiotics when necessary.

	Pneumonia can be effectively treated in the community.  UNICEF and WHO therefore recommend that community-level treatment be carried out by well-trained and supervised community health workers.

See also WHO/UNICEF 2004 Joint Statement—Management of Pneumonia in Community Settings 
http://www.who.int/child-adolescent-health/New_Publications/CHILD_HEALTH/Pneumonia.pdf.


Training community health workers in pneumonia SCM is an appropriate way to increase access to case management, if this approach is potentially sustainable and approved by the MOH.  A recent meta-analysis of several intervention trials using CHWs to treat pneumonia and educate caretakers has found a reduction in total mortality of 27%, 20%, and 24% among neonates, infants and under-5 children, respectively.  Most of these studies and program settings were in areas with poor access to case management services at first level health facilities.  Several countries, e.g., Nepal, have demonstrated that this approach is effective, feasible, and sustainable at large scale in “real-life” program settings.  The successful treatment of childhood pneumonia by CHWs is also likely to increase CHW motivation and credibility.  Simplified PNEUMONIA SCM algorithms and training materials are available.  The training and deployment of large numbers of CHWs may however be expensive and will require a functioning supervision and logistics system.  Ensuring that systems are in place to allow sustainable practice is thus important.

	Steps to assure prompt and quality care from community health workers
· Policy changes
· Support the role of community health workers. 

· Authorize the use of antibiotics by trained community health workers. 

· Providing the resources 

· Training in pneumonia case management, counseling and referral.
· Supervision.
· Strengthening drug supply systems and monitoring use of antibiotics.
· Integrating community pneumonia treatment activities
With malaria and diarrhea treatment, at the household and community levels.


Recognition of pneumonia in the home and care seeking from an appropriate provider
There is no convincing evidence that home care for children with upper respiratory infections can prevent pneumonia, or that home care without antibiotics for children with pneumonia can reduce the risk of death.  To appropriately treat pneumonia, a caretaker must go outside the home to obtain antibiotics from a health worker.  At the household level, caretakers need to recognize symptoms and danger signs early (i.e., fast or difficult breathing, child looks unwell, is not eating or drinking, lethargy or change in consciousness, vomiting everything, high fever), and then seek appropriate care.  Harmful traditional practices may need to be addressed in some communities.  Caretakers often delay care seeking, especially if visiting appropriate health providers is time consuming or expensive.  Communities can play a role in facilitating transport and credit payment schemes at the health facility or with a CHW.

Communitywide strategies to improve illness recognition and care seeking are appropriate only after (or in areas where) the population has adequate access to pneumonia SCM.  Communication strategies should be based on qualitative (ethnographic) investigation of local beliefs, practices, and vocabulary for pneumonia for both young infants and older infants/children.  CHWs and other community-based staff can also play a role in educating caretakers in illness recognition and appropriate care seeking.  Key behaviors to improve pneumonia care seeking include prompt recognition of signs of pneumonia by caretakers, prompt care seeking, and identification of an appropriate health worker or facility from which care should be sought.

Pneumonia-associated deaths in older infants and children can occur within 2 to 4 days of the onset of lower respiratory signs.  Delaying care seeking from an appropriate health provider increases the risk of death.  The most important signs of pneumonia in older infants and children are cough with difficult breathing, and cough with fast breathing.  When chest indrawing is locally understood and recognized, then caretakers can also be educated to promptly seek care for any infant or child with this sign of severe pneumonia.  When chest indrawing is not locally understood and recognized, then communities need to be trained in doing so.

Over 30% of pneumonia-associated deaths in children under five occur within the first two months of life.  Progression of illness in this age group is often particularly rapid.  It is thus important for programs to target and design effective strategies and messages about recognition and care seeking for young infants.  Caretakers must be reached before or within a few days of the birth of an infant (e.g., through TBAs, during ANC…).  Because the signs of pneumonia in young infants are different than those in older infants and children, messages about recognition should be designed specifically for this age group.  In addition to difficult breathing, and cough or cold with fast breathing, non-specific danger signs such as not feeding or feeding poorly should prompt mothers to seek care for a young infant.

Other important home practices for managing children with pneumonia include compliance with treatment instructions (dosage and duration), and continued feeding and increased fluids during and immediately after the illness.  In addition, the caretakers of all infants and children should understand other key household practices such as providing appropriate nutritional management (exclusive breastfeeding and complementary feeding); adequate consumption of micronutrients (especially iron, zinc and Vitamin A); and the importance of receiving a full course of childhood vaccinations in the first year of life.
References and Resources

Introduction
Many of the references listed below are now Web-based and contain their highlighted (in blue) “hyperlinked” Web site address.  To access them, use an electronic copy of this document (which you can access from our Web site: http://www.childsurvival.com/documents/usaid.cfm). Simply click on the blue highlighted Web site address of the reference that you want to find in this document, and you will automatically be connected to that site/reference online.  Another option is to be online using your browser, and manually cut and paste/or type in the Web site address for the reference you want to find from this document.

Some of the references still remain available only in hard copy, and an attempt has been made to provide information on how to obtain them.  All documents published under USAID-funded projects can be obtained from USAID’s Development Experience Clearinghouse (DEC), http://www.dec.org. The order number of each document begins with PN- or PD- and appears in parentheses at the end of the citation.

This reference and resource list is by no means the last word on any of these interventions or cross-cutting strategies.  This annex cannot possibly be exhaustive, but rather can help steer the user in the right direction when researching these areas.

This is a dynamic list, as are the TRMs in general.  We ask that throughout the year you provide us with information on the availability and usefulness of each entry, as well as additional resources that you think should be added to this list, as appropriate, so that next year we can continue to update it.  Please send comments and recommendations to Michel Pacqué at CSTS+ mailto:Michel.C.Pacque@orcmacro.com.
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WHO. January 1992. Outpatient Management of Young Children with ARI: A Four Day Clinical Course.  Programme for Control of ARI. Geneva: World Health Organization.  

April 1997.  PVO Child Survival Technical Report (5/1).  The Johns Hopkins University PVO Child Survival Support Program. (Now available through the Child Survival Technical Support Project, Macro International Inc.).  This issue is devoted to ARI/PCM.   

Policy/Advocacy
WHO. 1991. Technical Bases for the WHO Recommendations on the Management of Pneumonia in Children at First-Level Health Facilities. Geneva: World Health Organization. (WHO/ARI/91.20) (Available in English and French) 

http://www.who.int/child-adolescent-health/New_Publications/CHILD_HEALTH/WHO.ARI.91.20.pdf.
WHO-UNICEF Joint Statement on Community Management of Pneumonia, 2004. http://www.coregroup.org/working_groups/Pneumonia-r8.pdf, http://www.who.int/child-adolescent-health/publications/CHILD_HEALTH/JS_Pneumonia.htm (English and French versions).  
Evidence base for the community management of pneumonia, June 11-12, 2002, Stockholm, Sweden.  Department of child and adolescent health and development, world health organization, 2002. (WHO/FCH/CAH/02.23) 

http://www.who.int/child-adolescent-health/New_Publications/CHILD_HEALTH/WHO_FCH_CAH_02.23.pdf.
Sunil Sazawal and Robert E. Black, Effect of pneumonia case management on mortality in neonates, infants, and preschool children: A meta-analysis of community-based trials. Lancet Infect Dis 2003; 3: 547–56 (http://infection.thelancet.com).
Other
Beeping timers for measuring respiratory rates (Watches with second hands may be a decent alternative, a s CHW can look at child only while counting to the cut-off, rather than at watch and child while counting for 1 minute, or count for 1 minute with watch held close to child’s chest.  Digital watches may be more difficult?  UNICEF’s UNIPAC catalog: 
http://www.supply.unicef.dk/catalogue/ Search for:  0845010 Timer, respiration for ARI).
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Essential Elements


Prevention


Standard Case Management (SCM)


Adequate access to SCM


Prompt recognition and care seeking from appropriate providers
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