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Dedicated to the humanitarian workers who 
risk their own well-being to help refugee and 
migrant children around the globe, as well as 
to the children they serve.
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Foreword

I met Dr. Christian Harkensee in one of the medical missions that were organized by 
my organization MedGlobal to help Syrian refugee children in Bekaa Valley in 
Lebanon. We were close to the epicenter of the worst humanitarian crisis in recent 
decades. Half of the Syrian population have been displaced because of the ongoing 
civil war. More than 6.5 million remained as refugees.

A group of Pediatricians and medical volunteers traveled from different coun-
tries to provide basic healthcare services to children in Arsal camp at the Lebanon 
Syrian border. More than 50% of the 1 million Syrian refugees in Lebanon are 
children.

We are living through a global refugee crisis that is the worst since WWII. Children 
represent at least half of the 28 million refugees and 78 million displaced people in 
the world. It is imperative for medical or global health professionals to understand 
the psychological, developmental, physical, and medical aspects of caring for child 
refugees before embarking on such work.

This book is intended to be read from cover to cover by anyone who is new to 
the topic. It serves as an introduction before getting involved in working with 
refugees. As this book offers a more longitudinal, “life-cycle” approach to child 
health, even experienced humanitarians will find it useful. It was written by field 
workers with decades of experience as a guide to finding answers and inspiration. 
It is not intended to be a textbook, academic text, or exhaustive handbook, but a 
practical guide for anyone working with children and families in a humanitarian 
context.

The style of this book is intended to be interactive, focusing on practical “on-the- 
ground experience,” providing tips, and tricks that are not normally found in books, 
but giving the reader a realistic impression of the challenges working with refugees.

The gist of this book is to stimulate readers to make the best of the often extremely 
limited resources; often contrasting or contradicting options available in high- 
income countries; or evidence-based practice.

There is a strong emphasis on children and families, a focus on preventative 
measures rather than only curative in all settings, a perspective on the effects of 
what we do in the future and the next generations, recognizing the necessity of cul-
tural acceptability of the aid we offer, recognizing that refugees have a human right 
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to health as anyone else, and striving for health equality of refugees within the 
population where they are settled.

I invite you to read the book and embark on a life mission of compassion and 
care to the refugees among us.

Zaher Sahloul
University in Illinois of Chicago, 

Chicago, IL, USA
December 2020

Foreword
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1Refugee Children and their Families: 
The Bigger Picture

Christian Harkensee and Sarah Walpole

 Introduction

Humanitarian workers can begin to appreciate the situation of refugee children and 
their families by trying to understand the context of their current situation. The pur-
pose of this book is to offer a perspective to humanitarian work that moves away 
from programs that are designed as short-term crisis-fighting or narrow-scoped, 
towards a life-cycle view that considers a broader context of refugee health. This 
book is not intended to be a comprehensive textbook of all topics and conditions, 
but a practical guide and toolkit on child and family health for humanitarian workers 
from all backgrounds, with any level of experience.

This book is about children. While doing humanitarian work and making deci-
sions in the field, we often ask ourselves the question often, “Is this what’s best for 
these children?”

Migration is not a new phenomenon. Virtually all human populations have some 
history of migration or ancestors who have migrated, whether to find better land or 
livelihoods, or to escape adverse conditions. Anyone who has migrated has experi-
enced at least three phases: the setting that they lived in predeparture, a journey, and 
a place of arrival or settlement, be that temporary or permanent. Journeys may last 
anywhere from a few hours to decades, and most involve stops en route. Every refu-
gee’s experience is different.

Refugee health settings are hugely diverse, and each refugee’s perception of their 
particular setting will be unique. Working in this field you may engage with refugees 
who still consider themselves to be in the journey phase, whether they are 

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-74906-4_1&domain=pdf
https://doi.org/10.1007/978-3-030-74906-4_1#DOI
mailto:sarah.walpole@doctors.org.uk
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temporarily settled or they are making a short stop during travel. Some refugees may 
consider that they have arrived at their destination, whether or not they have a secure 
home, family contacts, legal status, or income. Some may have settled in a new place 
for decades, but still regard this as temporary, hoping to return home one day.

The term “migrant” is an umbrella term for people who leave their usual residence 
to live in another place, for any reason. Categorizing individuals according to their 
“nation,” “race” or other cultural or political definition risks racism, political abuse, or 
discrimination. Similarly, attempting to categorize people according to their reasons 
for migration, e.g., as an “economic” migrant, could be both artificial, because migra-
tion is rarely caused by one factor alone, and unhelpful, because it risks implying that 
some reasons for migration are more valid than others. Similarly, it is important to 
recognize that forced and voluntary migration are two ends of a spectrum and in most 
cases both choice and necessity influence the decision to migrate [1].

Recognizing this, the narrative in this book advocates for understanding indi-
vidual children according to their unique experiences, vulnerabilities, and health 
needs. Barriers to living a healthy lifestyle and accessing appropriate and effective 
health care are not only determined by different personal factors, but also how their 
community and society recognize and respond to their health and social needs.

The decision to leave home is not one that is taken lightly. A person may decide 
to migrate in order to find a livelihood and a standard of living for him/her/themself 
and family that he/she/they deem acceptable, or in order to avoid the threat of death 
from a natural or human-made disaster. Regardless of the cause or multiple causes, 
humanitarian workers should focus on migrants’ vulnerabilities, health needs, and 
wider advocacy needs.

As humanitarian workers, we will meet refugee children and their families at 
some point along their journey, in different settings. Such settings are aligned along 
the trajectory of the journey but may overlap. Settings include:

• Within the immediate humanitarian post-disaster setting—which can be man- 
made (e.g., war) or natural (e.g., earthquake).

• Along the journey (displacement inside/outside own country, while moving on 
foot, by car, boat, or plane).

• During initial or preliminary settlement (such as makeshift, evolving camps).
• Living in more established settlements (which may persist over decades).
• In permanent resettlement in host countries, or permanent return/repatriation.

Each of these settings comes with different risks and vulnerabilities, health 
needs, and barriers to accessing health care that humanitarian workers need to con-
sider (Table 1.1).

This chapter briefly examines how drivers of good and ill health in individual 
people, local communities, and wider society affect the health of children over their 
lifetimes, in particular refugee children who may be in more unfortunate circum-
stances. This may be a somewhat fluid framework—all levels of each of these driv-
ers extensively interact with other drivers, at every level. Figure 1.1 describes these 
interactions.

C. Harkensee and S. Walpole
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 What Are the Drivers of Good and Ill Health in Refugee 
Children and their Families?

Figure 1.1 provides a framework for understanding the factors that influence health 
in refugee children and families. This framework aims to put determinants of health 
in a wider context, illustrating that holistic (i.e., considering physical, emotional, 
mental, environmental, social, political, economic drivers) and long-term (i.e., over 
a lifetime and intergenerational) perspectives are needed to best serve the health and 
well-being of refugee families. This involves alleviating acute suffering, practicing 
preventative medicine, and strongly advocating for social, political, and economic 
changes that benefit refugees, or obviates the factors that result in forced 

Fig. 1.1 Wider determinants of health for refugee children and their families (graph courtesy of 
Robert Cooper)
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displacement. This book will explore these aspects in more detail. Here we outline 
some of the important aspects that determine child refugee health at an individual, 
family, and community level, and in the wider global context.

 The Child, their Family, and Community

Child development can be described as the sequence of physical, emotional, and 
psychological changes that occur between conception and completion of adoles-
cence [2–4]. The nutritional status, physical, mental, and emotional health of a 
woman preconception and during pregnancy is crucial for the lifelong health of her 
child. Development can be described as a continuum where the largest leaps are 
made early in life, with further development building on and determined by early 
developmental progress. Missing out on early developmental opportunities, or 
exposure to detrimental events at an early stage may have a lifelong impact on 
physical health, cognitive abilities, social status and quality of life, and may also 
affect the next generation.

The degree to which young people grow up to become physically, mentally, and 
emotionally strong depends on complex, interacting intrinsic and extrinsic factors 
experienced during childhood. Intrinsic factors include those that a child is born 
with, such as their physical health at birth and their genetics, which may predispose 
them to illness, but also the way their brain works, their character, and even experi-
ences in utero. The speed and scope of a child’s development are controlled by 
genetic (the structure of the DNA) and epigenetic (the way genes are switched on 
and off) factors. Environmental factors can also influence child development in a 
promoting as well as an inhibitory way.

Environmental factors are key to promoting healthy development and allowing 
children to excel, feel fulfilled and happy, feel part of their family and society, and 
achieve in education in childhood and employment in adult life. Examples of sup-
portive environmental factors include:

• Care and love from parents or caregivers.
• Predictable routines for meals, sleep, play, and personal hygiene.
• Rules and discipline without harshness, and caregivers responding predictably.
• Adequate housing, nutrition, sanitation, health care, and security.
• Access to education and facilitation of socialization.

On the other hand, individual factors as well as environmental conditions can 
hinder the full attainment of a child’s genetic potential. This includes poor antena-
tal health and inadequate care of the mother, adverse events in pregnancy and 
childhood, or sustained adverse environmental conditions such as poverty, discrim-
ination, poor physical and mental health, and malnutrition of children or their 
caregivers.

Family, community, and society’s perspectives on health greatly influence the 
treatment of childhood diseases, developmental disability, and chronic illness, and 
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can vary widely in different societies—which can be difficult to grasp for humani-
tarian workers with a “Western” perspective on health. As an example, in some 
societies developmental delay, incurable chronic diseases or genetic syndromes 
may not be regarded as a health problem—merely as individual needs that require 
extra help, care, compassion, and love from the family and the community. There 
are countries where families hide children who have disabilities such as hydro-
cephalus. There are others where communities blame parents for congenital condi-
tions such as Down syndrome. Regardless of the particular country of origin, in the 
refugee situation, family and community networks often break down, making these 
children more vulnerable.

The health of the mother has a major influence on the future health and life pros-
pects of her children. During pregnancy, maternal malnutrition, iron deficiency ane-
mia and vitamin deficiencies, smoking, alcohol, and drug use all affect the growth, 
health, and long-term quality of life of her child. After birth, lack of food for the 
mother or the child, feeding problems, recurrent infections, postnatal depression, 
and problems with bonding and attachment can result in adverse physical and men-
tal health outcomes, manifesting throughout a child’s lifetime. The Developmental 
Origins of Health and Disease hypothesis [5] has emphasized the particular impor-
tance of the first 1000 days of life (from the point of conception) for life expectancy 
and chronic disease risk. Providing optimal nutrition, health care, and disease pre-
vention (e.g., vaccination) during this time period offers a child the best start in life. 
Studies have shown that not meeting these basic needs may predispose to problems 
such as early heart disease and death. Stable families and communities can mitigate 
some of these effects even in the face of poverty. Displacement, however, often 
disrupts family and community structures, making families and their children more 
vulnerable.

Infections early in life can also result in malnutrition and thus negatively impact 
a child’s cognitive, mental, emotional, and physical development. Early weaning 
from breastfeeding, breastfeeding failure, or bottle feeding in living conditions 
where good hygiene could not be maintained can result in recurrent gastrointestinal 
infections, malnutrition, stunting, and impaired cognitive abilities [6, 7]. These chil-
dren may grow up to become undernourished parents, trapped in the same cycle 
with their own children. The right amount of macronutrients (e.g., protein, fats, and 
carbohydrates) and micronutrients (e.g., iron, vitamins) during pregnancy, breast-
feeding, and early childhood is critical for normal and optimal brain development. 
If a mother is undernourished or has iron or vitamin deficiency, babies can be born 
small and their brain development can already be impaired in utero. Infections such 
as gastroenteritis in the first year of life result in higher energy consumption, but 
also malabsorption of macro- and micronutrients, promoting malnutrition. Nutrients 
are also essential for a healthy immune system development; malnutrition weakens 
the immune system resulting in a vicious cycle of infection/malnutrition, and 
impaired cognitive and physical development. This is why the promotion of breast-
feeding and vaccination against infections (e.g., rotavirus, measles) are so critical in 
early childhood to move health provision from emergency care to care with a more 
preventative and long-term perspective.

C. Harkensee and S. Walpole
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The microbiome is the community of microorganisms that naturally colonizes 
our skin, respiratory, and intestinal tracts. Recent research highlights the importance 
of the microbiome not only for the digestion of nutrients but also the health of the 
immune system [8–11]. Introducing “healthy” bacteria early, e.g., through early and 
sustained breastfeeding, shapes both the microbiome and the immune system in a 
way that it becomes more resistant to intestinal infections, hence preventing malnu-
trition from recurrent gastroenteritis. Early disruption (in the first year of life) of 
microbiome development, e.g., by early bottle feeding, recurrent gastrointestinal 
infections, or unnecessary use of antibiotics is associated with adverse long-term 
health outcomes.

As for extrinsic factors, disaster and flight are hugely disruptive to a child’s emo-
tional well-being, and in this situation stabilizing factors such as an intact family or 
community are also often disrupted. Prolonged hardships such as flight, displace-
ment, loss, poverty, and discrimination can result in progressive erosion of resil-
ience. The concept of Adverse Childhood Experiences (ACEs) can be used to 
describe such events, experiences, and their long-term effects on health and well-
being. ACEs are defined as traumatic experiences that occur in childhood; these can 
be acute events or “toxic stress” sustained over a long period of time. The hypoth-
esis of ACEs is that early trauma has neurobiological effects on the developing 
brain, predisposing the child to adverse physical and mental health outcomes later 
in life in a dose- response pattern (e.g., the more ACEs, the worse health is affected) 
[12]. Research studies have linked the presence of ACEs to many physical (e.g., 
diabetes, heart disease, obesity, cancer) and mental health problems (anxiety, 
depression, low life satisfaction, low mental health self-rating, delinquency, violent 
behavior, suicide risk) in later life [13]. ACEs are presumed to affect genetic expres-
sion and epigenetics through physical stress signals via the hypothalmo-pituitary-
adrenal axis, effects that can be long-lasting and even passed on through generations 
[14], which demonstrates how vital it is to prevent exposure to ACEs where possible.

The effect of ACEs on refugee and asylum-seeking children and adults are less 
well studied, but results from various countries, including non-Western and low- 
income regions, replicate the findings of large ACEs studies [15–18]. Refugee chil-
dren are not only exposed to the same stressors as non-displaced populations but 
often have additional ACEs related to their situation, such as direct exposure (seeing 
or being a victim of or forced perpetrator of violence, loss of close family members 
and friends, loss of home, loss of education). Many have florid PTSD. These expo-
sures are strongly related to adverse physical outcomes (i.e., heart disease, respira-
tory disease) and mental health outcomes (i.e., depression, suicidal ideations, PTSD, 
antisocial and aggressive behavior) as well as risk-taking lifestyle choices (e.g., 
alcohol and drug use).

 A Wider Perspective on Health: Globalization and Refugee Health

No human being lives in total isolation. To a large degree, our thinking, behavior, 
health, and well-being are determined by the societal context we are living in. Early 
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humans were shaped by their local community and immediate fight for survival; 
currently, an economy that is increasingly globalized shapes societies around the 
globe. The last 200 years have brought enormous technological advances. In recent 
decades, the digital revolution and an economy dominated by free trade ideology 
have resulted in the removal of trade barriers and increased communication, which 
impact individuals’ and societies’ health.

 Global Change and Health
It is important to have a closer look at how globalization shapes health and 
healthcare. International borders exist to limit the flows of goods and people 
between regions under different jurisdictions, but not all transborder crossings 
can be regulated. Globalization is the process of borders becoming more porous, 
be that through the flow of materials, financial capital, information, people, or 
animals.

Globalization brings increasing interdependence and complexity as our everyday 
activities are affected by and have an increasing effect on a wider scope of factors 
and actors [19]. This comes with a sense of responsibility for communities and 
people far away. Awareness of this responsibility may motivate some to work in 
global health or refugee health.

How does the global change we are experiencing result in increased migration? 
While there remains controversy over the benefits and disadvantages of globaliza-
tion, on one hand, increased international trade and advances in transport capacity 
and information technology have brought unprecedented economic growth in both 
developed and developing countries. The economy of many poor countries has sub-
stantially improved, allowing them to invest more in infrastructure and health. The 
Internet allows rapid exchange of information and ideas, breaking down cultural 
barriers. Transportation has gained capacity and speed while becoming cheaper, 
thus bringing the world closer together. In general, access to healthcare has improved 
in many low-income countries, in particular in urban areas, as has food security 
through trade and increased productivity.

Critics of globalization, however, argue that it reinforces inequality and strength-
ens the already powerful large global companies, which can force open and control 
the economy of poorer countries, resulting in an increasing gap between poor and 
rich. These greater inequalities may lead to a weakened democracy, political entan-
glements in worker’s rights, and undermining of social welfare and access to health-
care. Healthcare in many low-income countries has become privatized and 
unaffordable, and removal of trade barriers has resulted in the weakening of vital 
local food production, dependence on food imports from large multinational com-
panies, and promotion of an unhealthy lifestyle (e.g., increased access to processed 
food, tobacco, and alcohol). Poverty is the strongest predictor of ill health and mor-
tality in any society. The increasing gap between the rich and poor can be observed 
in all countries, even the wealthiest. Breakdown of these social safeguards lead to 
conflict, both within and between societies; and conflict becoming one of the stron-
gest drivers for migration. People always have moved, and always will move to find 
resources, work, safety, education, food, and freedom.

C. Harkensee and S. Walpole
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 Climate Change and Environmental Degradation

While disasters such as earthquakes and volcanic eruptions are genuinely natural, 
many of the floods and storms that have led to the displacement of people in recent 
years are the result of climate change, a man-made disaster. Climate change, the 
result of the increasing concentration of greenhouse gases in the Earth’s atmosphere, 
is intrinsically linked to globalization. The destruction of natural habitats and biodi-
versity, and increased use of fossil fuels have accelerated in line with the increase in 
free trade, travel and transport, and deregulation of markets particularly in develop-
ing countries. This has resulted in increased exploitation of the natural resources 
that form the basis of all life on Earth.

Environments and ecosystems exist in a constant state of flux, however, particu-
larly consequential for human societies and human migration are variations outside 
of the normal range, which overwhelm usual homeostatic systems and cause 
extreme, irreversible changes, with effects on resource availability and/or the safety 
of environments. The loss of biodiversity, for example, can lead to the collapse of 
ecosystems and resultant food insecurity, such as through loss of insects which pol-
linate 35% of crops that we consume [20, 21]. Another domain is atmospheric 
greenhouse gas concentrations, where we have already breached safe limits.

All of these environmental issues are highly relevant to migration because loss of 
lands and livelihoods and social, economic, and political upheaval all affect deci-
sions to migrate, as well as experiences during migration and after resettlement. The 
UN estimated that one aspect of climate change alone, climate disasters, caused 
around 17 million people to be displaced in 2018.

In 2001, for the first time, the number of refugees displaced due to environmental 
issues was higher than the number displaced due to war and conflict [22]. 
Environmental changes are causing migration both by directly destroying homes 
and livelihoods, and through impacts on and interaction with other social, economic, 
political, and cultural factors. Direct impacts of climate change which cause migra-
tion include natural disasters such as flooding, hurricanes, and bush fires causing 
loss of homes and livelihoods, sea-level rise causing loss of homes or salination of 
freshwater causing loss of livelihoods for people who depend on freshwater fishing, 
and changes to environmental conditions affecting crop survival and yields causing 
loss of livelihood or starvation. Pathways through which environmental change 
causes migration indirectly may involve conflict over resource scarcity, unemploy-
ment, or famine. The World Bank estimated that climate change would push over 
100 million people into poverty over 15 years [23].

The interactions between environmental change and migration are multiple and 
multidirectional. Migration itself has significant environmental impacts, related to 
the breakdown of social structures and governmental systems, resource use, and 
waste production. In mass displacement of populations, their journey and relocation 
may be through and to locations where systems are not in place to manage large and 
concentrated human impacts. Areas may need to be cleared to make space for dwell-
ings. Even basic sanitation and waste disposal systems are usually lacking at the 
point of arrival of a large refugee population and may take some time to establish, 
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which can result in local environmental degradation. It is important to ensure that 
blame is avoided and that the environmental impacts of refugee settlements are seen 
in context. Refugees themselves often do not have resources and choices to avoid 
negative environmental impacts, and this problem is solvable or avoidable with plan-
ning and resources from governments and/or local or international NGOs. While 
local environmental impacts can be significant, the environmental footprint of a refu-
gee living with very few resources is a tiny fraction of the footprint of the average 
person living in a high- or middle-income country setting. Humanitarian actors are 
beginning to recognize this and actions to mitigate this effect are emerging [24].

 Summary

Returning to the child in front of us in a refugee camp clinic, what can we bring to 
this setting from having looked at the wider context? Firstly, we need to consider the 
lifetime perspective of the refugee child and their family. Humanitarian settings are 
often focused on relieving immediate health needs, which is important and the right 
thing to do. However, we best serve children’s physical and mental health if we pro-
mote healthy living conditions, supportive relationships, healthy nutrition, develop-
ment and play, education, and regular healthcare including vaccinations. Children 
can only grow up healthy if their caregivers are healthy—ensuring they are in the best 
state to look after their children well is one of the strongest interventions.

Secondly, and equally important, as humanitarian workers we need to be advo-
cates for a healthier and more just world. On a global scale, children are among the 
most vulnerable and neglected groups of people, and yet many humanitarian set-
tings focus primarily on adults. We have a duty to prioritize children’s needs to 
ensure that they develop to their best capabilities, and one day take on this challeng-
ing world.

You will find these two lessons throughout every chapter of this book.

Acknowledgments The authors thank Mr. Robert Cooper, Fishburn, UK for the graphic design 
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See Table 1.1
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The editors of this manual have all had hands-on experience working in humanitar-
ian emergencies. They all know how important it is to provide the basic necessities 
of life to displaced children, to do medical triage, to provide acute medical care, and 
to assess the nutritional status of displaced children. They have also witnessed the 
psychosocial issues of these children and their families, important issues that need 
to be addressed by relief workers in humanitarian emergencies. There are hundreds 
of articles and books that provide information about the long-term effects of disas-
ters on children. They document the negative long-term psychological effects on 
children, especially when their mental health issues are not recognized or are 
ignored during the early period after a disaster. These range from problems such as 
life-long weather phobia in children who have lived through a hurricane to chronic 
depression and/or PTSD in children who have experienced a manmade disaster 
[1–6]. There are also many articles describing successful early interventions for 
children who have experienced humanitarian emergencies [7, 8].

We now know enough about the psychosocial issues to be able to list risk factors, 
to perform psy triage, and to suggest early interventions to prevent or mitigate life-
long psychological suffering for these children. The overall purpose of this manual 
is to provide practical information for relief workers whom we know are often over-
whelmed and exhausted. In this psychosocial section, we intend to provide practical 
information on how to identify children who are suffering and who need psycho-
logical help, how schools can help, how to help children who have lost close family 
members, how to help parents, and how to provide palliative care for children who 
are very ill. The experience of resettlement in a different country leads to additional 
mental health trauma for some children. So we provide a section on how to assess 
and help children in hospital and clinic settings after resettlement.

We also emphasize the innate resilience of children and their families; we include 
some ways to facilitate or enhance that resilience.

Part II

Introduction: Psychosocial Section Helping 
Children in Humanitarian Emergencies

Karen Olness  

K. Olness 
Case Western Reserve University, Cleveland, OH, USA
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2Psychosocial Assessment and Early  
Intervention

Ayesha Cheema-Hasan

 Introduction

It is important to keep in mind that regardless of what type of crisis is occurring; 
manmade or natural, the immediate effects will be physical and psychological in 
nature. While the physical effects will be the same across nations, the psychological 
effects and the response to the stress will be different across cultures [1, 2]. Manmade 
events are associated with higher levels of stress as compared to climate-related 
disasters [3]. War, religious persecution or any conflict related event causes children 
to experience death, loss of possessions, home, and relocation. This also happens in 
climate-related events but the children are more likely to encounter a loving adult 
and immediate assistance after these than in conflict-related events.

Children experience and express symptoms based on their developmental age. 
Though many impacts seem to subside in the short to medium term, larger effects 
that occur at critical points in a child’s development can persist for their lifetime and 
even be passed to the next generation.

The other thing to keep in mind is that the parents and immediate family are also 
experiencing stress, fear, grief, and loss. Children sense these feelings and feel even 
more vulnerable.

Describing symptoms and assessment by age group is a pragmatic way to 
approach mental health and trauma experience in children.

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-74906-4_2&domain=pdf
https://doi.org/10.1007/978-3-030-74906-4_2#DOI
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 Infancy: (0–1 Years)

Issues with the quality of attachment; be it secure or insecure; can occur in infants 
particularly 6 months and older. Parents play a central role in this developmental 
period. Any disruption can cause them to have changes in eating patterns and/or 
sleeping. They can appear cranky or irritable, hard to soothe or can appear listless 
and appear as a “good baby.” Younger infants can exhibit an exaggerated startle 
response.

 Toddlerhood (1–3 Years)

This is the time of autonomy and exploration. They are testing limits; physical and 
relational. Temperament affects behavior at an individual level. So, a slow to warm 
up child will exhibit clinginess and separation distress. A child with a difficult tem-
perament might externalize, have tantrums and be difficult to console. At this age, 
they might regress, stop talking, refuse to do or have difficulty with previously 
learned self-help tasks. They might have regression in toileting/bowel bladder con-
trol. It is important to remember that overly good behavior or acting like “adults” is 
a sign of stress.

 Young Children (Preschool Age 3–6 Years)

Around this age, children develop a vivid imagination and use magical thinking to 
solve problems or explain things. Many are not logical thinkers and are egocentric 
meaning that they are unable to distinguish between their point of view and the 
point of view of others. They have misunderstandings of death and believe it is 
reversible or just means that the person has gone somewhere. Children at this age 
may exhibit disrupted and or repetitive play, nightmares, acting out, being aggressive, 
or oppositional.

 School Age (6–12 Years)

They now begin to see themselves as individuals capable of basic problem-solving. 
Peer acceptance and conformity start taking precedence and they start understanding 
peer hierarchy. Many still prefer structured activities over open-ended ones. Children 
may show symptoms of poor academic performance, withdrawal from normal 
activities, or decreased interest in peers. They may be anxious or depressed or may 
show externalizing behaviors like aggression or hyperactivity. The responses may 
vary based on gender. Boys show more antisocial and aggressive behaviors and girls 
display more emotions and or ask more questions.

A. Cheema-Hasan
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 Adolescence (12–18 Years)

During this age, children change in how they interact with family, friends, and peers. 
They are searching for their identity and this can be influenced by gender, peers, 
cultural background, media, and family expectations. They seek to be independent 
and responsible and look for new experiences and can engage in risk-taking 
behaviors. They start to develop a sexual identity and may start to explore or 
question it. In times of crisis, adolescents may go through an identity crisis, have 
feelings of despair, hopelessness, and loss of direction. They may experience 
disillusionment with their faith, become radicalized, or cling to a new idea. They 
might become parentified, engage in risk-taking behaviors, have difficulty 
concentrating, and have difficulty feeling pleasure.

 How to Support Children and Teenagers

Those who are working with vulnerable children after a life-altering event or in a 
camp/detention center, first and foremost should remain calm. Children look to 
adults for support and care. Most children and adolescents will regain normal 
functioning provided that basic survival needs are met, safety and security are 
reestablished and developmental opportunities are restored as much as possible 
based on the resources available. Preexisting risk factors like preexisting mental 
health problems, reactive temperament, parental maladaptation, and social isolation 
can affect the response to emotional trauma and long-term well-being. On the other 
hand, intelligence, physical health, beliefs/religion, and supportive social 
frameworks, which include immediate and extended family, friends, and institutions, 
all promote resilience.

 Meet Basic Requirements

A safe and loving home is a basic need for any child. Reunification and keeping 
families together is very important and should be encouraged and implemented as 
soon as possible. Make sure basic requirements that include food, clothing, shelter, 
and sanitation are being met. Children of different ages have specific dietary needs. 
For example, an infant requires breast milk and/or formula. Supply for breast milk 
is affected by whether the mother is present or not, maternal stress, and nutrition.

Make sure that children have appropriate clothing, including shoes. Clothing can 
be overlooked especially in poor countries. Shelters protect against the elements 
and also against exploitation. Efforts should be made to ensure safe water and good 
sanitation. Otherwise, children will likely become ill with infectious diseases and 
also infect their caretakers and other household members sick as well.

2 Psychosocial Assessment and Early Intervention
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 Establish Routines

The most important thing is to establish routines. Resilience in children who experi-
ence a disaster is facilitated by establishing routines. Routines provide predictabil-
ity and regularity which is comforting to kids. Therefore, it is important to encourage 
parents to be consistent in establishing routines for meals, naps, and bedtime and to 
set appropriate limits. Incorporate holidays and festivals that are important to the 
family into these routines. Set up a time to read together or to children daily [4]. 
Relief workers should speak with parents about their important role in helping chil-
dren feel secure and should be encouraged to spend time with their children.

For toddlers, help parents to teach limit settings without excessive punishment. 
Expect temporary regression at all ages. Young children, especially toddlers, may 
test limits and caregivers should accept them as a learning opportunity and redirect 
them rather than taking it personally. Teach parents that the “bad” behavior is pos-
sibly a sign of distress or a cry for help as children do not know how to express 
themselves verbally like adults.

For older youth giving them chores and responsibilities will give them an oppor-
tunity to influence what is happening to them. Keeping them involved in the day-to-
day management can decrease opportunities for risky behaviors. It also facilitates a 
connection with other peers who may be going through something similar. Fostering 
a sense of hope is important for their recovery. Explain to them that their feelings 
are normal, respect their emotions and do not minimize or dismiss their reactions.

 Education/Learning

Reestablish schools when safe to do so. This helps in providing routines and a sense 
of normalcy to the day, provides safety, allows opportunities for children to meet 
with peers in a group environment where possible and, most importantly, gives hope 
for a future. Education is rarely a core focus after a disaster. But the impact it can 
have on children and young adolescents can be profound and long-lasting. Schools 
and school teachers can be integral in helping children and their families recover 
after a disaster has struck the community. It is important to also keep in mind that 
the teachers will also be struggling with stress-related symptoms and personal 
losses and it is important they also care for themselves. Please see Chap. 4 on 
schools for detailed information.

 Reunification where Possible

It should be a priority to reunite children with parent/caregivers as soon as possible. 
Relief workers should assess parental/caregiver supports. It is important to remember 
that parental emotional and physical well-being will impact how they will interact 
and take care of their children. For infants that are being breastfed, monitoring 
maternal nutrition and hydration will be important. Make sure you focus on parental/
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caregiver care along with the children. Be culturally sensitive to the needs of 
families. For unaccompanied minors, it is preferable to place them with kind and 
experienced foster mothers instead of having them in orphanage-type settings. 
Caring interactions between adults and children even if they are not related helps 
develop resiliency in children. It improves self-esteem in children and can also 
impact negative trajectories in teens and can prevent exposure to risky situations. 
These supports can be added at any developmental stage in a child’s life and can 
compensate for missing familial support [5].

 Allow Play

Make time for play. Play is critical for children and adolescent’s development. It 
provides opportunities for them to learn critical social skills [6, 7].

Allocate safe areas where children can explore and play. Allow opportunities for 
imaginative and expressive play. Try to organize group sporting activities like soc-
cer. Having a connection with others through play, particularly with peers, and the 
involvement of an older adult or older youth from the community can give a sense 
of belonging for the involved children and the teaching adult or youth. It helps them 
develop a sense of community.

Be aware of gender norms, in many cultures girls after a certain age cannot par-
ticipate in sporting activities with boys or play sports in the presence of men. Try to 
find ways to get the girls involved in play or sports activities by either finding a time 
that does not take them away from chores or a place which can meet societal and 
cultural norms of segregation.

 Disaster and Media

Avoid overexposure to disasters or events through media as they may contain 
graphic images or details that can be upsetting for children and adolescents. This 
can cause them to incessant worry about what is happening incessantly. For younger 
children, it can be more frightening than for older youth. Restricting media expo-
sure for younger children is a good strategy. However, expect that children can hear 
frightening messages from neighbors or friends. In this day and age for older chil-
dren, given the prevalence of media devices and social media access, the chances of 
them hearing or watching it are very likely. So, it is best to be prepared to answer 
questions and monitor for any changes in behavior. Parents should be encouraged to 
listen to their children and, taking their cues, to explain the context and provide 
reassurance [8].

Some parents might prefer that their children hear about an event from them. The 
recommendation is to provide information that is truthful and age appropriate. Keep 
it simple and brief and provide reassurance in a calm manner.

2 Psychosocial Assessment and Early Intervention
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 Tools Available for Health Professionals for Rapid Assessment 
after a Catastrophic Event (Disaster)

 PsySTART

PsySTART is a rapid mental health triage system that can be used immediately after 
a disaster by health, mental health or first responders that are nonmental health 
workers. It can help ascertain how severe the disaster exposure is and how urgent 
are the mental health needs of an individual that has arrived at a hospital, healthcare 
facility, or any other setting after a disaster. It helps streamline and allows for 
targeted response by mental health providers based on the urgency of the mental 
health needs of individuals [9].

 The Strength and Difficulties Questionnaire

The SDQ is another useful tool. It is an emotional and behavioral screening ques-
tionnaire that can be completed by children and youth as a self-report or by parents 
and teachers. It can take between 5 and 10 min to complete and comprises 25 ques-
tions divided between five subscales. These are

 (i). emotional symptoms,
 (ii). conduct problems,
 (iii). hyperactivity/inattention,
 (iv). peer relationship problems,
 (v). prosocial problems.

An impact supplement and follow-up section are also available. The impact sup-
plement asks questions about the chronicity of the problem, social impairment, and 
its impact on the child’s life. The follow-up section asks two questions to detect 
change after an intervention. The SDQ is free and available in 20 languages. It can 
be printed or completed online [10].

 Considerations for Health Relief Responders Working 
in Refugee Camps and Health Professionals 
in Resettlement Clinics

Refugee children have unique needs including catch-up immunizations, nutritional 
deficiencies, mental health, and trauma concerns. It is important to remember that 
these children may have experienced specific infections, specific nutrient deficien-
cies, and/or traumatic experiences during important developmental stages of their 
lives. These can impact their development and future learning significantly and 
being aware and assessing development can greatly impact their lives. It is also 
important to note that caregivers might not be aware of any delays in their child’s 
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development. They might not have the word “development” in their language and 
have limited awareness of developmental milestones, poor health care knowledge, 
or have strong beliefs in traditional healing practices [11].

Therefore, it is important to obtain a detailed birth history and maternal gesta-
tional history focusing on toxic exposures, nutritional status, prematurity, anemia, 
lead exposure, specific infections like cerebral malaria, parasitic infestations/intes-
tinal worms, etc.

Parental mental health/trauma can also greatly impact their relationship with 
their children. These can manifest as atypical bonding relationships in younger 
children or contentious relationships with teenaged children.

The following are some structured developmental tools that can help identify 
developmental issues.

 – Ages and Stages Questionnaires (ASQ).
The ASQ is a screening tool that looks at five developmental areas; commu-

nication, fine motor, gross motor, problem-solving, and personal social. It helps 
identify concerns in these domains in children from 2–60 months of age. Parents 
can complete this in 12–18 min independently or with assistance by profession-
als. It is available in English, Spanish, Somali, Hmong, French, Arabic, Dutch, 
Norwegian, Vietnamese, Turkish, Chinese, Hindi, and Persian [12].

 – Survey of Well-being of Young Children (SWYC).
The SWYC is a short free developmental screening tool for parents to com-

plete for their children between 2 and 60 months. It screens for motor, cognitive, 
social emotional, language delays as well as autism and family risk factors like 
domestic violence, substance use, food insecurity, and parental mental health 
concerns. The SWYC has been translated into Spanish, Burmese, Nepali, 
Portuguese, Haitian-Creole, Vietnamese, Somali, and Arabic [13].

 – Parents’ Evaluation of Developmental Status (PEDS).
PEDS is an evidence-based screening tool that can detect and also address 

developmental and behavioral problems in children from birth to 7  years 
11 months of age. It is available in many languages and can be administered as 
an interview with the parents or can be completed at home or prior to the visit by 
the parents/caregivers.

 – PEDS: Developmental Milestones (PEDS:DM).
This is a tool that can be used with PEDS or on its own targeting the same 

age group. This measure includes 6–8 items for each age/encounter. The ques-
tions elicit responses that cover the following developmental domains. Gross 
motor, fine motor, expressive language, receptive language, self-help and for 
older children; math and reading. These responses can give information and 
help monitor development. There are additional supplemental measures that 
assess psychosocial risk, resilience, an autism-specific screening (M-CHAT-R), 
and the Vanderbilt ADHD scale (for older children). There is also an assessment 
level version for children at risk that are already in early intervention or in a 
NICU graduate.
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PEDS is printed in English and Spanish. There are translations in Albanian, 
Amharic, Arabic, Armenian, Bengali, Bulgarian, Burmese, Cambodian, Chinese 
(Traditional and Simplified characters), Congolese Swahili, Danish, Dutch, 
Dzongkha, Farsi, Filipino Tagalog, French, Galician, German, Greek, Gujarati, 
Haitian-Creole, Hebrew, Hindi, Hmong, Icelandic, Indonesian, Karen, Korean, 
Laotian, Malay, Nepali, Polish, Portuguese and Cape Verdean, Punjabi, Quechua, 
Russian, Serbian (Cyrillic and Latin), Samoan, Somali, Sotho, Swahili, Swedish, 
Tagalog available as well [14].

Advocating for an integrated health care model with collaboration between 
health care professionals, social workers, and schools could help facilitate 
appropriate supports for refugee children in schools [15]. One needs to be aware of 
the differences in access to assistance in refugee camps versus organized settlements 
and self-settlements. Increased use of detention centers in developed countries is 
also impacting the development and mental well-being of children. Studies have 
shown that increased parental employment, improved language proficiency, and 
integration into the resettled host country are strong predictors of improved overall 
outcome in the long term [16].
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3The Return to Happiness Program

Maria Isabel Herran

 Introduction

We all have witnessed how children and families are affected by disasters. Family 
disruptions, forced displacements, refugees, unaccompanied minors, orphans, child 
soldiers, child trafficking, malnutrition, child neglect and abuse, school closings, 
gender discrimination, and Gender-Based Violence (GBV) are some of the issues 
impacting children affected by disasters. Professionals working with children 
affected by disasters, such as pediatricians, behavioral and developmental pediatri-
cians, child psychiatrists, child psychologists, counselors, teachers, therapists, 
nurses, realize children need special programs for their psychosocial recovery. As 
the twenty-first Century dawned on us, child health professionals, especially those 
working with the psychosocial and developmental needs of children, realized the 
need for implementing programs for the psychosocial recovery of children affected 
by disasters. Institutions and universities train professionals to carry out individual 
clinical, therapeutic, and educational assessments but do not generally train profes-
sionals to provide mass treatment for children affected by disasters. The Return to 
Happiness Program (RTH) is such a program. This chapter provides the history of 
RTH, how it works, and some specific examples of its implementation. The author 
encourages the reader to consider how this program might be adapted and imple-
mented for the displaced children with whom he/she is working.

 History

RTH is a project created and implemented by UNICEF for the psychosocial recov-
ery of children affected by wars and conflict, human-made, and natural disasters. It 
was first implemented in Mozambique in 1992 as part of the psychosocial 
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rehabilitation of children affected by drought and the civil war that lasted from 1977 
to 1992 [1].

In the early 90s, the RTH program was translated from Portuguese to Spanish 
and implemented in Colombia for children affected by armed conflicts and natural 
disasters. By 1996 more than 20,000 children benefited from this project, helping to 
repair the damage caused by decades of conflicts and violence [2].

In 1998 Hurricane Mitch devastated Central America, causing more than 10,000 
deaths, more than three million displaced people, and more than 9 billion dollars in 
damage. UNICEF Nicaragua implemented the RTH program for the psychosocial 
recovery of children affected by Hurricane Mitch [3].

Many countries have implemented the RTH program after experiencing natural 
or human-made disasters. In 1999, after the end of the conflict in Timor Leste, 
UNICEF in the region collaborated with local professionals and executed the RTH 
for affected children. The RTH program was performed in Venezuela in 1999 after 
massive floods. On August 1, 2004, a devastating fire in a supermarket in Asuncion, 
Paraguay, left more than 400 deaths, 200 of them were children, 138 were orphans 
after the event, and many children suffered physical and emotional trauma after the 
event. UNICEF Paraguay implemented the RTC for the affected population [4].

The 2004 Indian Ocean Tsunami devastated coastal communities on the western 
coast of Thailand. A group of pediatricians, behavioral, and developmental pediatri-
cians at Case Western Reserve University School of Medicine in Cleveland worked 
as liaisons between Nicaragua and Thailand, translated the RTH program from 
Spanish to English, and sent it to Thailand. A group of pediatricians, developmental 
and behavioral pediatricians, nurses, and counselors from Khon Kaen University in 
Thailand, translated the RTH from English to Thai and implemented an RTH modi-
fied program tailored to the needs of the Thai children [5].

In 2005, after the Pakistan earthquake, the World Health Organization (WHO) 
created the cluster approach to improve logistics and adequate coordination of 
humanitarian response in disasters [1]. Until then, UNICEF had been mostly respon-
sible, among other priorities, for mental health and psychosocial recovery programs 
for children such as the RTH. After the implementation of the clusters, the WHO 
became responsible for all physical and mental health evaluations and recovery pro-
grams. With this new approach, UNICEF switched priorities. Since then, UNICEF 
serves as Global Cluster Lead Agency (CLA) for three clusters: Nutrition, Water, 
Sanitation, and Hygiene (WASH) and serves as co-CLA with Save the Children in 
charge of Education. UNICEF is also responsible as the Focal Point Agency for 
Child Protection area of responsibility (AOR) and co-Focal Point Agency with the 
United Nations Population Fund (UNFPA) for the Gender-based Violence (GBV) 
AOR. UNICEF is the organization with the most cluster and AORs under its respon-
sibility [1]. (Evaluation Office, 2013) With these changes, the work performed by 
UNICEF changed and projects such as the RTH program moved to a lesser priority. 
Nevertheless, UNICEF trained professionals have implemented RTH in some places 
such as Colombia, the Dominican Republic, Haiti after the 2010 earthquake, and the 
Caribbean islands after several devastating hurricanes [6].
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 Methodology: The Nicaragua and Colombia Experiences

Mental health professionals usually perform classic mental health interventions in 
hospitals and offices. Methods used include interviews, diagnostic tests, and psy-
chological tests.

However, interventions in disasters need to be nonconventional.
Ideally, mental health professionals should work in disasters, but they are in short 

supply. So other professionals, such as public health, general health, social sciences 
professionals, teachers, and volunteers, must help. The location for RTH, rather 
than individual offices, could be open parks, churches, schools, or sports centers. 
Methods used are required to be flexible, interactive, multigenerational, involving 
the community and families. It is essential to be sensitive and observant of local 
traditions and cultures. Local materials are critical to the success of the intervention, 
including the use of well-known games, songs, toys, stories, plays, dolls and pup-
pets, and pets, and known characters [2].

Mental health interventions are essential soon after a disaster, or the number of 
survivors with long-term problems can increase. Psychosocial rehabilitation, as 
soon as possible, is vital.

 UNICEF Nicaragua [7]

Hurricane Mitch devastated Nicaragua in 1998. A mudslide at Las Casitas Volcano 
caused close to 3000 deaths. Soon after the hurricane, UNICEF Nicaragua moved 
into action and looked for options to help children recover from the catastrophe and 
trauma they lived through. UNICEF professionals, including pediatricians with 
public health backgrounds and allied professionals who had training in the RTH 
program, joined efforts to implement the RTH program among affected communi-
ties. They agreed upon and defined the goals of the RTH program, including a psy-
chosocial rehabilitation program focused in the community with attention to the 
unique needs of children. UNICEF Nicaragua designed the program in a way that 
required community and school participation, and it was essential to build educa-
tional bridges between the schools and the community to support the psychosocial 
recovery of children. These professionals realized that the mental health interven-
tions needed to be fast and straightforward, using knowledge acquired in the clinical 
setting to prevent adverse mental health outcomes and to promote psychosocial 
rehabilitation of children. The general objectives were to implement a program to 
help the psychosocial rehabilitation of children affected by Hurricane Mitch through 
intervention with a global strategy, including the Ministry of Health, the Ministry of 
Education, Culture and Sports, and the civil society.

The specific objectives included the need to implement a program for the com-
munity’s social recovery and focus on children in areas affected by Hurricane Mitch, 
develop activities to support adults’ participation in children’s rehabilitation, and 
establish “educational bridges” to support the program through the education system.
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The methodology and strategy included two interventions: a health component 
coordinated through the Ministry of Health and its health workers and an educa-
tional component implemented through the Ministry of Education, Culture and 
Sports, including its teachers and schools in the affected area. These two compo-
nents complemented each other: the schools provided places for socialization and 
psychosocial recovery, and the Ministry of Health took care of cases requiring spe-
cialized care. The health strategies included activities coordinated by the Ministry 
of Health, paying attention to physical and mental health needs, providing neces-
sary assistance, and promoting prevention with mental health programs and inte-
grated well-childcare.

An essential component of the RTH program implemented in Nicaragua was the 
Carousel activities. The Carousel was the first step in the process of recovery. It was 
a community activity and included the use of “Psycho-affective Backpacks.” The 
second health strategy was the Mobile Health Brigades after the Carousel identified 
children at risk of developing post-traumatic issues. These brigades required trained 
professionals and trained community members to follow-up cases identified through 
Carousel until remission.

What was the Carousel? It was 4–6 h of community activities developed in cir-
cles. These activities ran simultaneously, and children went through different sta-
tions involving psychosocial care.

The different stations or circles of activities included the first circle to gather the 
group and exit at the end of the activity, a circle of games/recreation, another circle 
for drawing or catharsis, the fourth circle for orientation, and the fifth circle for 
physical activities and detection of affected cases. Each station lasted 45 min.

Each carousel activity targeted 300–800 children of all ages. National workshops 
trained 467 people, including physicians, nurses, teachers, psychologists, health 
promoters, brigade participants, volunteers, and adolescents. The whole community 
got involved in the planned activity performed in open spaces, fields, community 
areas, and schoolyards. Mental health workers and previously trained community 
members coordinated the efforts. It involved the use of “Psycho-affective or 
Psychosocial Backpacks,” which included toys and supportive material for chil-
dren’s recovery. The RTH Carousel provided support services to 7126 children and 
adolescents and 855 adults.

The lessons learned showed that the Carousel activities promoted an increase in 
community participation and integration among different groups. Each community 
was responsible for decisions regarding their planning and goals. The community 
realized the positive results and significant benefits to different communities imme-
diately after the Carousel activity. Among the positive outcomes were low cost, 
identification of local resources, creation of local meeting places, extensive cover-
age in a short time, reinforcement of the importance of community education, 
detection of previously missed cases, creation of local capability, the rescue of local 
values and culture, and follow-up with reasonable expectations.

Based on the screening and results found through Carousels in affected commu-
nities, groups of professionals provided coverage for affected children and families 
at the community level. These professionals assisted emotionally and physically all 
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the cases identified at risk. The mental health workers and community-trained mem-
bers required intensive training for mental health before follow-up interventions.

The Ministry of Education, Culture and Sports were responsible for organizing 
and training the teams of educators and selecting content of training workshops for 
the Educational Bridges. The workshops’ content included the Rights of the Child, 
community organization, commitment to Earth, disaster prevention, preparation 
and mitigation, anti-personal mines, and helping children under adverse 
circumstances.

The education strategies included Educational Bridges to facilitate the reopening 
of schools. Instructors from the National Emergency system, including the Red 
Cross and Civil Defense, trained the Educational Brigades. Another component was 
the School Brigades organized by groups of young people and teenagers after each 
Educational Bridge.

Each Educational Brigade organized groups of young people and teenagers to 
promote self-heal and grass-root organizations to prevent similar events. These 
groups formed the School Brigades.

 UNICEF Colombia Experience Evaluation in 2009 [8]

Colombia had been the second country in the world to implement the RTH program, 
first in 1996 and second in the years 2006–2009. The RTH program’s second imple-
mentation by UNICEF Colombia took place from November 25, 2008, to March 31, 
2009. Evaluation of this program focused on four agreements signed between 
UNICEF and counterpart organizations in the departments of Cauca, Chocó, and 
Córdoba.

The evaluation included the criteria of relevance, efficacy, efficiency, sustain-
ability, and impact. It also incorporated qualitative evaluations based on the meth-
odology used in critical ethnography. The most common method used were focal 
groups, semi-structured interviews, conversation groups, and observation. The 
RTH’s essential program was to promote the psychosocial recovery and rehabilita-
tion of children and adolescents in areas of wars and conflicts and to prevent the 
recruitment of children and adolescents as illegal soldiers.

The RTH programs benefited 1500 children and 1000 adolescents from black 
and indigenous communities in the Middle San Juan, Istmina, and Upper, Middle, 
and Lower Baudó. 7956 indigenous children and 1200 adolescents from alto 
Andagüeda, Highway Zone and Murindó; 7000 Afro-descendant’s children and 700 
Afro-descendant adolescents and youths in 21 rural communities and urban areas in 
the municipalities of Atrato, Quibdó, Lloró, Bagadó, and Carmen de Atrato. 4210 
children and adolescents participated in the municipalities of Montería, Tierralta, 
Valencia, and Canalete.

In conclusion, RTH methodology had many strengths. It was dedicated to com-
munity needs when there were psycho-affective needs to be addressed. It helped to 
create conscience to avoid the recruitment of children and adolescents by armed 
groups and to protect children and adolescents. The methodology and agenda 
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improved and transformed teachers’ way of communicating with children, improved 
their way of doing their job, and increased their motivation. RTH program became 
not an end, but a means for community building.

Lessons learned included improving attitudes towards psycho-affective recovery 
and prevention of children and adolescents’ participation in illegal armed groups. It 
was useful to use the RTH methodology with indigenous groups because it allowed 
respect for the cultural needs of groups that wanted to preserve identity, without 
imposing its interest over those found in the community. The adolescent volunteers 
were the essence of the activities of the RTH program. Promoting this kind of par-
ticipation helped youth promotion and protection of the rights of children and ado-
lescents. In the RTH programs, the recreational learning activities associated with 
the preparation of foods emphasized cultural traditions and provided valuable sup-
port for healthier and newer nutritional behaviors in the community respecting cul-
ture and traditions.

The experiences in Colombia with the RTH program showed that in a short time, 
the program helped thousands of children through in-service peer training of young 
people and adolescents. Through recreation and play, these young people were able 
to help children express their feelings and analyze the events that made them feel 
guilty. Enabling adolescents and children to participate in humanitarian action 
removes them from the danger of the spiral of violence [9].

 Latest Implementations

On September 6, 2017, Hurricane Irma roared across the Atlantic and brought 
destruction to Anguilla, Barbuda, the British Virgin Islands, Turks and Caicos, the 
Dominican Republic, Haiti, and Cuba. Two weeks later, Maria devastated Dominica, 
Guadalupe, and Puerto Rico. With so much devastation UNICEF responded quickly 
with water, food, medicine, and other emergency supplies. UNICEF also provided 
educational supplies, temporary learning spaces, and launched the “Return to 
Happiness” program in Anguilla and other islands to provide psychosocial support 
to traumatized children. The RTH workshops focused primarily on helping young 
children cope with the traumatic memories of the devastating storms. From Monday, 
November 20 through Wednesday, November 22, 2017, UNICEF organized a 3-day 
training workshop at the Community College in Anguilla. This workshop was a 
“training the trainers” exercise for 3 days, and on the fourth day, they moved into the 
classroom to deliver the program to affected children and to receive a Return to 
Happiness certificate [10].

 Future

As catastrophic disasters and conflicts continue affecting children worldwide, the 
need for psychosocial recovery programs increases. WHO and PAHO work with 
clusters related to mental health and psychosocial recovery. However, there are no 
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programs similar or equivalent to RTH currently run by WHO or PAHO. UNICEF 
professionals, especially in Latin America and the Caribbean, are motivated to 
update the RTH program and evaluate and implement programs in the region. 
Among the most active professionals are UNICEF professionals from the Dominican 
Republic. Some of them are presently working with the Ministry of Education, 
reviewing and adapting the RTH program to the present COVID-19 emergency. 
UNICEF’s commitment includes working for the psycho-affective recovery of chil-
dren affected by disasters. UNICEF in the Dominican Republic is planning to create 
an educational plan adapted to the local circumstances and to provide psychosocial 
and emotional support to children and adolescents confronting the COVID-19 
emergency. The global objective is to review and adopt the “Return to Happiness” 
program of psycho-affective recovery together with the socio-emotional support in 
disaster situations prepared by UNESCO aimed at children and adolescents so that 
the program resulting from interagency collaboration responds to the current situa-
tion generated by the COVID-19 pandemic and its psycho-affective effects on the 
staff, students, and families in the Dominican Republic [11].

 Summary

Since the 90s, when the UNICEF RTH program started in Mozambique, thousands 
of children worldwide benefited from this strategy for the rehabilitation and recov-
ery of children affected by disasters. Through psychosocial interventions utilizing 
local resources, health workers, mental health professionals, teachers, volunteers, 
and people from the community, this program helped communities affected by 
disasters to help themselves to a new future full of hope. The implementation of the 
RTH programs helps communities, its people, and especially their children to return 
to a sense of normalcy and happiness. Nowadays, the professionals working most 
actively with the RTH program are UNICEF workers from the Dominican Republic, 
the Caribbean, and some countries in Latin America.
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4How Can Schools and Teachers Help 
Displaced Children?

Johnny Mahippathorn Chinnapha

 Introduction

Relief workers or those who see refugee children once resettled ought to be aware 
of the importance of continued education. Resumption of schooling should be a 
high priority. All displaced children benefit from the regular schedules, teacher 
guidance, and peer interaction associated with the recommencement of their educa-
tion. Relief workers can assist by asking children about school and by establishing 
communication with teachers and other school workers, and by assisting to find 
resources for schools.

The following pages, with a series of examples, provide a narrative of how dif-
ferent schools or groups in diverse locations have resumed and functioned after 
disasters and tragic events.

 The Everywhere Classroom—Schools Conducted without 
a Formal School Building

The photograph below illustrates an alternative classroom structure, created after 
the tsunami that wrecked through Asia in 2004, out of a teacher’s garage (Fig. 4.1). 
The original school building in the south of Thailand was completely destroyed by 
the tsunami. Relocation of the school into a teacher’s garage allowed for a safe, 
temporary classroom space. The flexibility and quick thinking of local educators 
made possible the recommencement of “school” within weeks after the natural 
disaster struck, allowing for resumption of normal routines for children and aug-
menting their recovery. The children had their teachers and most of their friends 
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with them and were in a safe environment, despite being in a different location. The 
temporary school shelter not only protected them from the elements, but also served 
as a barrier from exploitation, abuse, and other negative influences [1]. The children 
and families could also access healthcare providers in this one location, rather than 
scattered places.

In the subsequent Uttaradit Province landslide in 2006, in the north of Thailand, 
the school itself became a shelter and a place of safety. This concept of a “school- 
centered community building” was in line with the suggestion from previous work 
by Shiwaku and Shaw [2]. Some of the rooms were taken up by affected families, 
while others continued to be used as classrooms. In many parts of Japan as well, 
school buildings themselves are designated safe evacuation zones.

In the year 2011, extensive flooding occurred in the north and central parts of 
Thailand, including Bangkok and the surrounding provinces. A public university 
and one government facility were used to house a large displaced population. The 
indoor sports complex of Thammasat University’s Rangsit Campus was turned into 
a shelter, a school, and play spaces. The children, their carers, teachers, and relief 
workers were actively engaged in a safe and pleasant environment. Here, both the 
government and non-governmental organizations effectively worked hand-in-hand, 
though the latter involved less bureaucracy [3].

After the Nepal 2015 earthquake, one school building was deemed unsafe, so an 
outdoor area was put to use. An overhead cover was erected using two poles and a 

Fig. 4.1 Alternative classroom in Asia tsunami 2004. (J.M.Chinnapha)
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part of a classroom wall. Three sides were open to the natural elements. The stu-
dents and their teacher enjoyed learning together amid the gentle seasonal breeze. 
As the school was in the vicinity of a forest, there was minimal human activity or 
noise to distract the students.

UNICEFs concept of “A lifeline” points out that for children in emergencies, 
education is more than just the right to learn. UNICEF encourages safe learning 
spaces, and often supplies learning materials and supports governments to reduce 
the risks from disaster experiences. When children can continue to learn, the whole 
community benefits [4]. The recommencement of education paves way for the 
young minds to grow while propelling adults to envisage hope.

 Volunteerism to Help Displaced Children

Education comes in many forms. During the recovery period of the Asian tsunami 
of 2004 in the south of Thailand, when a group of volunteers from Japan was not 
busy helping inside the hospital building, they went around in pairs to collect rub-
bish around the hospital (Fig. 4.2). They were a role model for local hospital staff, 
community, and the children. Children learned first-hand and onsite.

The second Saturday of January is Children’s Day in Thailand. Many events for 
children took place on Children’s Day in 2005. The military band provided music 

Fig. 4.2 Japanese volunteers in Thailand south, 2004 tsunami. (J.M. Chinnapha)
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“therapy” within the camp, bringing joy to both adults and children. When parents 
are happy, so are the children. Teachers and schools permitted pediatricians to be 
part of psychosocial rehabilitation wherever possible, such as through outreach pro-
grams where pediatricians visited the children in their schools. A significant propor-
tion of displaced children lived in makeshift tents and could not access school. 
Visitors and teachers went around to ensure their welfare and handed out food, toys, 
and books. The idea of homeschooling evolved into tent classrooms.

Another example of medical relief workers reaching out to children is demon-
strated in this photo in Pakistan. A team of Thai child health professionals went to 
visit these children who were displaced by an earthquake in their tent homes. They 
discussed their favorite sport, cricket. These sorts of social interactions are critical 
to a child’s post-disaster recovery (Fig. 4.3).

In yet another example, in 2006 following a landslide in the north of Thailand, 
Buddhist monks played an important part in education, keeping the community 
close and cohesive. They were regarded as teachers as they went around to visit 
people in the affected areas. Teachers who live in disaster-affected areas also need 
psychosocial support. During this particular natural disaster, the Thai government 
and universities held joint workshops to support local teachers, giving them time to 
unwind and express their fears, frustrations, and fraternity.

Fig. 4.3 Khon Kaen Faculty with children in Pakistan earthquake 2006. (J.M. Chinnapha)
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 Grassroots Initiatives

In 2010, the plight of a group of young people in the southern provinces of Thailand 
came to light. Chompoo, pictured in the yellow-white dress below, had to leave her 
village due to violence caused by a combination of politics, religion, and self- 
protection (Fig. 4.4). She and a group of friends together started their own home, 
looked after each other, and taught themselves while attending schools whenever 
possible. Eventually, this group became known as the Luuk Rieang Group, and now, 
every year holds a “Family Camp” for about 100 children and teenagers. They cook 
together and enjoy many activities together, including constructing a “Graph of 
Life” where the children take a supported journey through the ups and downs in 
their lives over the last 1 year. Examples of ups were: school was good, had friends, 
and they visited different places. Downs included hearing loud noises, such as fire-
works, which reminded the children of gunfire and caused some children to remain 
very still while others cried, before coming to understand that it was only fireworks. 
Ten years on, the Luuk Rieang Group has flourished in leaps and bounds, benefiting 
many children from different backgrounds.

A few months after the earthquake in Nepal in 2015, letters written by American 
children from a small community were brought to the children in the school pic-
tured below (Fig. 4.5). Nepali teachers helped their students to reply to these letters 

Fig. 4.4 Luuk Rieang Group in 2010. (J.M. Chinnapha)
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and to include their drawings. Relief workers in refugee camps can make arrange-
ments for similar child-to-child communications to help in healing and recovery.

 Education for Children Who Are Resettled in another Country

Providing ongoing education for children and adolescents who await resettlement 
can take many forms. One example is a program in Bangkok, Thailand where a 
combined effort involving several organizations established a day-center which 
cares for approximately 100 children aged 4–18 years from Asia and the Middle 
East. Teaching is in Thai language, with three main subjects being mathematics, 
Thai culture, and English language. If the student needs additional learning assis-
tance there is a nearby government resource center for children and adolescents 
with learning difficulties or who need additional psychological support. Social 
workers are responsible for home visits and link up with local religious groups to 
provide extra assistance to families. When the school, student, and family feel that 
children are ready, then they are integrated into Thai mainstream school, where 
education is mostly free of charge. At the same center, alternative pathways of edu-
cation are provided through vocational training, mainly in hand knitting and craft 
making. Local community members also help to provide additional support to 

Fig. 4.5 Nepal 2015 earthquake and writing penpals. (J.M. Chinnapha)
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female students thereby providing community-based learning and vocational train-
ing support.

Unfortunately, child bullying is a common occurrence when resettled children 
integrate into local schools. In one government school near Bangkok where many 
pupils are non-Thai, bullying is mitigated by frequent reminders of the equal rights 
of all the children. Everyone joins in school activities equally and collaboratively.

To help ease integration into local schools, some locations emphasize language 
acquisition. For example, the Turkish Ministry of Education mandated all tempo-
rary education centers to hold 15 h minimum per week of Turkish language for 
Syrian refugee children, in order to prepare them for transition to mainstream school 
[5]. Another organization, Syria Bright Future, offers individual education and men-
tal health support services for Syrian refugee children and their families, through 
the help of professionals and volunteers [6]. Finally, as another protective factor for 
immigrant children, a unified ethnic identity can buffer children from discrimina-
tion [7].

From the work offered to refugee children in Norway, the following points were 
learned: Firstly, parental figures, as persons providing care, support, and guidance, 
are paramount. Also, relief workers should focus on helping the child understand 
and integrate into the new environment. Active participation and self-expression 
should be encouraged as part of settling into the larger community. Meeting peers 
through sports and other activities promotes integration and can raise future aspira-
tions. Finally, teachers of refugee children must serve both academic and psychoso-
cial roles. There is currently no effective structure within Norwegian schools to 
identify, monitor, and refer refugee students. It is mainly up to the individual teach-
ers to take action [8].

In the United Kingdom, noteworthy programs are “Welcoming Refugee Children 
To Your School” [9] and the anti-bullying “KiVa” programme [10]. Generally, the 
task faced by teachers is the same with regard to all newcomers. In these programs, 
teachers obtain support from interpreters, cultural centers, and other organizations. 
Creating a climate where new pupils feel welcome and valued is emphasized, 
including arrangements for religious observances and dietary needs. Local children 
can be taught to say hello and goodbye in many languages and to approach refugee 
children as learning opportunities. When everyone in the school can appreciate dif-
ferent cultures, then bullying is less likely to occur. The KiVa strategy, originally 
from Finland, has been applied in Welsh schools and has shown positive results. 
Keys to the success of KiVa are the following elements: certain teachers and stu-
dents are designated to support refugee children; continual cultural awareness 
teaching; individual case management; and involvement of the parents and com-
munity members.

4 How Can Schools and Teachers Help Displaced Children?
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 Conclusion

Children who are displaced by disasters and untoward events benefit from the 
resumption of their education as soon as possible. Temporary shelters can serve as 
a space for schools. Organizations such as UNICEF can provide guidelines and 
materials on education support for refugee and displaced children. Teachers may 
need additional support, especially if they are themselves from the disaster area. 
Relief workers should communicate with children and with teachers about their 
educational programs and needs (Chart 4.1). Once children are resettled, schools 
should plan tailored programs for them, including psychosocial support.
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5Trauma and PTSD in Children Who Are 
Refugees or Immigrants

Karen Olness

 Introduction

Children in humanitarian emergencies are at risk of experiencing further trauma of 
several types, including physical or mental abuse. Studies have shown that a major-
ity of children will have experienced at least one significant trauma by age 18, 
regardless of whether or not they are in a humanitarian emergency [1, 2]. An esti-
mated 10–15% of these will develop PTSD [3]. If children experience repeated 
traumatic events, they are more likely to develop PTSD. A systematic review of 
psychological distress of refugee children found prevalence rates of PTSD between 
19% and 54% [4]. The higher rates could reflect multiple or complex trauma.

The PTSD prevalence figure varies significantly with the type of trauma, age, 
and sex of the child. PTSD may evolve from the horrifying experiences leading to 
family displacement, from the abuse experienced in a refugee setting or in transit, 
from traumas experienced during resettlement, and even from medical or surgical 
procedures experienced in clinics or hospitals. Whether or not a child manifests 
PTSD after a traumatic event will depend on the child’s innate personality, the adult 
support received immediately after the event, and whether or not the child receives 
appropriate psychological assistance. The traumatic events that are most likely to 
lead to PTSD include the death of a parent, loss of a home, repetition of displace-
ments or physical and mental abuse. The children at greatest risk for both abuse and 
PTSD are unaccompanied minors [5]. If relief workers fail to recognize or intervene 
early, the negative impacts on displaced children may lead to lifelong psychiatric 
illness.

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-74906-4_5&domain=pdf
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 How to Recognize the Trauma from Child Abuse

Children who are displaced may experience several types of abuse after the initial 
trauma of leaving a home and being part of family uncertainty. Even in a well- 
organized refugee camp children may experience mental or physical (including 
sexual) abuse sometimes perpetrated by family members or teachers, traffickers, or 
even relief workers. Young children may have left home carrying precious toys that 
are stolen by other children. This can be significant trauma to a child who has 
already lost nearly everything. Child bullies may inflict both physical and mental 
abuse. Parents who are stressed by many aspects of a disaster may be more likely to 
beat their children or criticize them. The loss of supportive connections with rela-
tives, friends, religious leaders, and teachers may lead to increased abuse by parents 
or caretakers [6]. Childhood maltreatment, including neglect and physical, emo-
tional, and sexual abuse, is the leading risk factor for mood disorders and psychiat-
ric disorders, according to a review by Lippard and colleagues [7].

Relief workers should be alert for signs of abuse such as unexplained bruises, 
strange descriptions for injuries, evidence of fear, the child clinging to a relative 
stranger, hyperventilation, frequent frightening nightmares, recurrent abdominal 
pain without a clear diagnosis, anxiety about attending school, or violent or graphic 
drawings. Some children will have elevated blood pressure for prolonged periods 
after experiencing abuse.

If physical abuse is suspected, a thorough skin examination should be done. A 
mnemonic for remembering when to suspect that bruises were caused by physical 
abuse is TEN-4-FACESp. TEN refers to bruising on the torso, ears, or neck. 4 refers 
to bruising in a child less than 4 years or ANY bruising in a child 4 months or 
younger. FACES refers to physical injury to the frenulum of the tongue, angle of the 
jaw, cheek, eyelid, or sclera. P refers to a pattern of injury, e.g., bruise that is in the 
shape of a hand or a belt.

Abusive head trauma may manifest as the shaken baby syndrome. If severe, the 
infant may be unconscious, have seizures or apnea. If less severe, the infant may 
manifest vomiting, poor feeding, or rapid increase of head circumference. Such 
infants should have head imaging and a skeletal survey if available.

The Child Protection App developed by Children’s Mercy Hospital, Kansas City, 
and the University of Texas Health Sciences Center is available for free download 
from Apple or Google Play stores. It provides realistic animations of how childhood 
injuries may happen, photos of various injuries, history-taking tools, descriptions of 
medical findings, decision trees for use in determining the likelihood of abuse, 
appropriate medical evaluations, and further investigative needs [8].

 How to Recognize PTSD

The term PTSD is in general casual usage today, and it is probable that there are 
children and adults who are incorrectly labeled as having PTSD. It is best to make 
the diagnosis of PTSD based on the rather complex diagnostic requirements as 
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described in the DSM V that were published in 2013, by the American Psychiatric 
Association [9]. Keep in mind that the listed criteria must be present for more than 
1 month in order to qualify for a PTSD diagnosis.

 Diagnostic Criteria for PTSD

The following are the specific criteria for the diagnosis of PTSD for adults, adoles-
cents, and children 6 years of age or older.

Criterion A: Stressor (one required)

• Direct exposure.
• Witnessing the trauma.
• Learning that a relative or close friend was exposed to trauma.
• Indirect exposure to aversive details of the trauma.

Criterion B: Intrusion Symptoms (one required)

• Unwanted or upsetting memories.
• Nightmares.
• Flashbacks.
• Emotional distress after exposure to traumatic reminders.
• Physical reactivity after exposure to traumatic reminders.

Criterion C: Avoidance of trauma-related stimuli after the trauma in the follow-
ing way (one required)

• Trauma-related thoughts or feelings.
• Trauma-related external reminders.

Criterion D: Negative alterations in cognitions and mood (two required)

• Inability to recall key features of the trauma.
• Overly negative thoughts and assumptions about oneself or the world.
• Exaggerated blame of self or others for causing the trauma.
• Negative affect.
• Decreased interest in activities.
• Feeling isolated.
• Difficulty experiencing positive affect.

Criterion E: Alterations in arousal and reactivity. (These symptoms began or 
worsened after the trauma) (one required)

• Irritability or aggression.
• Risky or destructive behavior.
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• Hypervigilance.
• Heightened startle reaction.
• Difficulty concentrating.
• Difficulty sleeping.

Criterion F: Duration (required)

 – Symptoms have lasted for more than 1 month.

Criterion G: Functional significance (required)

 – Symptoms create distress or functional impairment in social interactions or 
in work.

Criterion H: Exclusion (required)

 – Symptoms are not due to medication, substance use, or other illness.

 Two Additional Specifications for PTSD Diagnosis

Dissociative Specification. In addition to meeting the criteria for diagnosis, an indi-
vidual experiences high levels of either of the following in reaction to trauma- related 
stimuli:

• Depersonalization. Experience of being an outside observer or detached from 
oneself (e.g., feeling as if one is in a dream or “this is not happening to me”).

• Derealization. Experience of unreality, distance, or distortion (e.g., “things are 
not real”).

Delayed Specification. Full diagnostic criteria are not met until at least 6 months 
after the trauma, although onset of symptoms may occur immediately after 
the trauma.

 Diagnostic Criteria of the DSM V that Apply Specifically 
to Children Younger than Age Six Include the Following

Exposure to actual or threatened death, serious injury, or sexual violation:

• Direct experience.
• Witnessing the events as they occurred to others, especially primary caregivers 

(Note: Does not include events witnessed only in electronic media, television, 
movies, or pictures.)

• Learning that the traumatic events occurred to a parent or caregiver.
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The presence of one or more of the following:

• Spontaneous or cued recurrent, involuntary, and intrusive distressing memories 
of the traumatic events (Note: Spontaneous and intrusive memories may not nec-
essarily appear distressing and may be expressed as play reenactment.)

• Recurrent distressing dreams related to the content and/or feeling of the trau-
matic events (Note: It may not be possible to ascertain that the frightening con-
tent is related to the traumatic event.)

• Reactions as if the traumatic events are recurring; the most extreme being a com-
plete loss of awareness of present surroundings. (Note: Such trauma-specific 
reenactment may occur in play.)

• Intense or prolonged psychological distress at exposure to internal or exter-
nal cues.

• Marked physiological reactions to reminders of the traumatic events.

One of the following related to traumatic events:

• Persistent avoidance of activities, places, or physical reminders.
• People, conversations, or interpersonal situations that arouse recollections.
• Diminished interest or participation in significant activities such as play.
• Socially withdrawn behavior.
• Persistent reduction in the expression of positive emotions.

Two or more of the following:

• Irritable, angry, or aggressive behavior, including extreme temper tantrums.
• Hypervigilance.
• Exaggerated startle response.
• Problems with concentration.
• Difficulty falling or staying asleep or restless sleep.

Clinically significant distress or impairment in relationships with parents, sib-
lings, peers, or other caregivers, or with school behavior not attributable to another 
medical condition.

 PsySTART Rapid Mental Health Triage System

In many settings where families are displaced by man-made or natural disasters, 
symptom-based screening tools have been used to identify those with disorders. 
However, in the immediate aftermath of traumatic events, these screeners are prob-
lematic because they do not differentiate children with transitory distress from those 
with more permanent distress. During the first weeks after displacement, we recom-
mend the use of the PsySTART rapid mental health triage system which was devel-
oped to address the limitations of early screeners [10].
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As opposed to symptom-based PTSD screening tools, PsySTART is an evidence- 
based rapid mental health triage system that can be completed by non-mental health 
workers. It relies on evidence-based, objective risk factors such as deaths of family 
members, displacement from home, and exposure to mutilated bodies. Relief work-
ers can apply PsySTART in a matter of seconds (see Appendix). Those identified 
with high scores in the aftermath of a disaster should be monitored closely and 
referred for mental health evaluation and treatment if they meet the criteria for 
PTSD or have other psychological symptoms of concern.

After more than a month following a disaster, relief workers can consider using 
a PTSD screening tool such as the UCLA PTSD Reaction Index for Children and 
Adolescents (PTSD-R). This widely used assessment tool can be administered to 
children and adolescents or to parents [11]. It is available in many languages includ-
ing Spanish, Japanese, Simplified Chinese, Korean, German, and Arabic.

 Appropriate Interventions for a Traumatized Child

We do not recommend that relief workers ask specific questions about the trauma. 
However, if a child wishes to talk about the specifics, the relief worker should listen 
and express empathy to the child [12]. Some children will reflect fear and anxiety in 
their play or in their drawings. For example, a 5-year-old child who had lost a parent 
in the Asian tsunami of 2004 kept playing with a toy boat and tipping the boat. The 
father had been a fisherman who was lost in the tsunami. Relief workers should 
make efforts to provide paper, crayons, pencils, and markers for children. They 
should also identify coaches and teachers who can guide adolescents to organize 
games and activities for younger children.

 Treatment for Physical Abuse of Young Children

Children are often reluctant or unable to describe abuse from family members. If 
relief workers believe that physical abuse has occurred they should explain the sig-
nificance of symptoms to parents or caretakers. Depending on the culture or lan-
guage issues, it may be necessary to engage assistance from the medical staff of the 
same culture or from leaders in the refugee community. The perpetrator should be 
directly confronted if he/she is an older sibling or a classmate. Direct confrontation 
of parents or caretakers may be more complicated if, for example, the culture per-
mits child-beating. International child protection laws should be explained as well 
as local child protection laws if they exist.

 Treatment for Physical Abuse of Adolescents

Adolescents also may be reluctant to describe abuse or identify a perpetrator. 
Refugee camp leaders should assign persons to organize advocacy programs that 
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include safe shelters for abused women, adolescent females, and adolescent males. 
The program should include a system for notifying all persons about the safe shel-
ters or names of persons whom they may contact about abuse.

 Facilitating Resilience

Although the literature on refugee youth contains many examples of risk for mental 
health and educational challenges, researchers are increasingly documenting the 
importance of viewing the experiences of refugee children through a lens of recov-
ery and resilience [13, 14].

It is helpful to remember that the majority of people, including children, are 
inherently resilient. Resilience can be facilitated by providing basic needs such as 
food, clothing, and shelter. For children, it is important to provide routines including 
reestablishment of schools as soon as possible following a disaster and to arrange 
for children to attend school wherever they are resettled. In refugee settings play 
tents or playgrounds that are closely monitored for safety are helpful and often 
therapeutic to children. The Nubader program [15] includes a variety of interven-
tions, such as play therapy, parenting courses, and mindfulness, and has been used 
in a dozen countries.

When disasters happen children often cannot see the wider perspective. They see 
the world they once knew as coming to a standstill. Ideally, parents should lead by 
example and stay calm as the changed life circumstances evolve. Children who feel 
cared for and safe may find it easier to bounce back during challenging situations. 
Children reflect the mental health of their parents. If possible, mothers with several 
children should have access to a respite center. In some refugee camps, volunteers 
have organized “daycare” for children so that parents can get a break for at least a 
few hours [16]. This need may be even greater when the family is resettled in a new 
country and less likely to have close neighbors of the same ethnic group and 
experience.

There are a number of programs and activities that have helped displaced chil-
dren to regain resilience. These include the Return to Happiness program originally 
developed by UNICEF and used in many countries (see Chapter on Return to 
Happiness). The Child to Child Programme [17] provides programs for teaching 
displaced older children how to help younger siblings. Culbert designed Comfort 
Kits with items appealing to children that have specific therapeutic benefit. Items 
include finger puppets, crayons, stress squeeze balls, bubbles or pinwheels, biodots, 
and small toys. He included instructions for parents or caretakers on how these ben-
efit children in disasters. These have been translated into many languages and used 
extensively in disasters such as the tsunami of 2006, the Haiti earthquake of 2010, 
and the severe floods in Laos in 2018. Instructions for making comfort kits can be 
downloaded from the website of the International Pediatric Association [18]. 
Providing children with picture books is also comforting as demonstrated after a 
typhoon in the Philippines [19].
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If there is access to the Internet or to a smartphone there are a number of apps 
designed to promote a sense of control and self-regulation in the children who use 
them. Examples include the following:

The Meg Foundation for Pain — www.themegfoundationforpain.org. This website 
provides excellent, free videos for young children about non-pharmacologic pain 
management. The videos have been translated into Spanish, Arabic, Chinese, 
and Thai.

Healing Buddies Comfort Kit — www.healingbuddiescomfort.org. This free app 
provides appealing guidance to help children who are anxious, afraid, or having 
sleep problems.

Heart Math — www.heartmath.com. This biofeedback system measures heart rate 
variability and has several formats including an app for smartphones (Inner 
Balance), a hand-held portable monitor (EmWave), and a computer program. 
The latter provides feedback for children as appealing games.

 Promoting Resilience after Resettlement

In order to facilitate resilience children should be regarded as children, not as refu-
gees. Factors that seem most important for children include meaningful involve-
ment in school, social connections including some with people from the home 
culture, and family connectedness. If children develop an area of success in aca-
demics, music, art or sports, this facilitates feelings of belonging and adaptation to 
the new culture. However, it is also helpful for children to maintain contact with 
relatives or friends from the same ethnic or cultural group.

 Conclusion

There is substantial data to validate the recommendation that relief workers should 
assess the trauma experiences of children. This should happen soon after a disaster. 
Those children at risk for PTSD or who manifest other psychological disorders 
should be treated as soon as possible to avoid lifelong mental illness. Programs in 
refugee camps should be alert to the possibility of continuing or recurrent trauma. 
Resettlement may occur years after a trauma. Once resettled, children should also 
be evaluated for mental illness and provided treatment if needed. And the remark-
able resilience of humans should be respected and fostered.
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 Introduction

The vast majority of all children experience the death of a close family member or 
friend at some point during their childhood. Although common, such loss can have 
a profound and lasting impact on children’s emotional adjustment, psychological 
functioning, academic achievement, physical health, developmental trajectory, and 
social and behavioral adaptation. When bereavement occurs among migrant or refu-
gee children, the impact can be even more dramatic.

 Unique Aspects of Grief in Migrant and Refugee Populations

After a significant death, children not only grieve the absence of the loved one (i.e., 
the primary loss), but also everything that person did, could have done or might 
have done on their behalf (i.e., the secondary losses). The death of a parent/guardian 
generally results in a large number of secondary losses, such as loss of income, 
stability, and emotional support. Among migrant or refugee children, these second-
ary losses, by themselves, can be overwhelming and threaten the safety, health, and 
overall well-being of children.

The circumstances of the death may also complicate adjustment. Migrants and 
refugee populations may have experienced crises that are related to war, genocide, 
large-scale natural disasters, or other mass casualty events. Family/community 
members may be missing without the ability to verify the deaths, which can prolong 
and complicate the grieving process. In such situations where there is a persistent 
uncertainty about whether people have died or are missing, authorities should make 
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all reasonable efforts to determine their status. Adults who are close and trusted by 
the children can share information about the steps being taken and their conclusions 
about the most likely status, updating them as significant new information becomes 
available. Support then should focus on coping with the unavoidable uncertainty, 
acknowledging that this is a tremendous challenge even for adults.

Those that are known to have died may not have received an appropriate burial; 
surviving family members may not have been able to engage in other rituals or tradi-
tions. Efforts to follow to the extent possible the cultural practices associated with 
the death of members of the family/community are important considerations. 
Survivors may also be concerned about ongoing dangers, whether additional vio-
lence or the continuing natural disaster. Such stressors may intensify and/or prolong 
the grieving process. Efforts to ensure that all children have a trusted, consistent, 
and nurturing caregiver, and are in an environment that is safe from additional harm, 
can help mitigate some of this distress and should be an initial focus. In contrast, 
placement with caregivers or in settings that place children at risk of sexual or phys-
ical abuse or neglect will dramatically increase challenges with adaptation. It is vital 
to recognize basic needs, such as safety and reunification and communication with 
family and other loved ones, as a top priority.

Refugee and migrant children often come from communities that have experi-
enced preexisting chronic violence and/or cumulative loss. It is often assumed, 
incorrectly, that such children have become accustomed to these circumstances. In 
reality, children never get used to the death of someone very close to them. They 
may, though, come to realize that the adults in their lives are unable to ensure their 
safety and unable or unwilling to provide emotional support after a death has 
occurred. As a result, they may withhold their outward expressions of distress or 
requests for support if feel that they are futile. In some situations, they turn to peers 
for support that they find lacking among adults; this is one reason why youth in 
these communities join gangs. Migrant and refugee children are generally separated 
from the preexisting supports in their communities of origin, often with limited 
capacity for ongoing communication. When communication can be arranged (e.g., 
through phone calls or web- or Internet-based messages), preexisting supports may 
assist children in adjusting to their loss.

Deaths experienced as a result of war, genocide, large-scale natural disasters, and 
other mass casualty events may expose children to trauma as well as grief, espe-
cially if they felt their life in jeopardy at the time. Children experiencing both grief 
and trauma may experience traumatic grief, which may benefit from trauma treat-
ment before children are able to process their grief. In some situations where both 
trauma and grief occur, grief may be the predominant issue even in the immediate 
aftermath. Overall, it is important to look for and address both when they are both 
present.

D. J. Schonfeld
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 Children’s Understanding of Death

Infants and toddlers will react to the death of close family members but will likely 
have a limited understanding of what has occurred. Since understanding the con-
cepts of death (outlined in Table 6.1) assists children in coping after a significant 
loss, parents should inquire about what children of any age understand and provide 
explanations and information that is appropriate to their developmental level. For 
example, toddlers generally understand “all gone” which can be used to convey the 
irreversibility of the loss. Children with intellectual disabilities or other neurodevel-
opmental disabilities are likely to understand these concepts at a level consistent 
with their developmental, rather than chronologic, age. In order to assess children’s 
understanding of these concepts, it is often best to ask children about their under-
standing of the key concepts. Children with very limited cognitive and/or commu-
nicative abilities may demonstrate their grief in other ways, such as through 
withdrawn or disruptive behavior, crying, head-banging, and loss of appetite. These 
behaviors may also be seen in refugee and migrant children due to the distress of 
displacement even in the absence of bereavement.

Table 6.1 Component Death Concepts and Implications of Incomplete Understanding for 
Adjustment to Loss

Irreversibility: Death is a permanent phenomenon from which there is no recovery or return
  •  Example of incomplete understanding: The child expects the deceased to return, as if from 
a trip
  •  Implication of incomplete understanding: Failure to comprehend this concept prevents the 
child from detaching personal ties to the deceased, a necessary first step in successful 
mourning
Finality (nonfunctionality): Death is a state in which all life functions cease completely
  •  Example of incomplete understanding: The child worries about a buried relative being cold 
or in pain; the child wishes to bury food with the deceased
  •  Implication of incomplete understanding: May lead to preoccupation with physical 
suffering of the deceased and impair readjustment
Inevitability (universality): Death is a natural phenomenon that no living being can escape 
indefinitely
  •  Example of incomplete understanding: The child views significant individuals (e.g., self, 
parents) as immortal
  •  Implication of incomplete understanding: If the child does not view death as inevitable, he/
she is likely to view death as punishment (either for actions or thoughts of the deceased or the 
child), leading to excessive guilt and shame
Causality: The child develops a realistic understanding of the causes of death
  •  Example of incomplete understanding: The child who relies on magical thinking is apt to 
assume responsibility for the death of a loved one by assuming that bad thoughts or unrelated 
actions were causative
  •  Implication of incomplete understanding: Tends to lead to excessive guilt that is difficult 
for the child to resolve

Reproduced with permission from Schonfeld D. Crisis intervention for bereavement support: a 
model of intervention in the children’s school. Clin Pediatr (Phila). 1989;28(1):29, © Copyright 
Sage Publications 1989
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Many adults feel uncomfortable talking about death with children, even though 
they unwittingly engage in games that focus on death with very young children. 
Once they develop object permanence (beginning in the second half of the first year 
of life), children of all cultures will engage in a game about death, which is called 
“peek-a-boo” in the United States. During the game, children fix their gaze on 
another, and experience heightened concern when separated and joy at reunion—
and then are compelled to keep repeating. It has been suggested that this is one of 
the first games children play about death; of note, the literal translation of “peek-a- 
boo” from Old English is “alive-or-dead.” After a traumatic loss impacting a com-
munity, children may also demonstrate post-traumatic play involving a reenactment 
of the specific trauma. Such play has an infective quality and may spread quickly 
through resettlement or refugee camps and be quite persistent. For example, Ring 
Around the Rosie started after the Great Plague of London and is still played by 
many children. The words relate to the experience of the plague (e.g., ringed red 
lesions were seen in victims; flowers were used to cover the smell of decaying flesh; 
cremation was implemented to decrease the spread of the illness; and “we all fall 
down” represented the many people dropping dead).

Adults may worry that raising questions about the death may unnecessarily upset 
grieving children. In reality, asking children how they feel after a significant loss 
does not cause upset, but rather gives them permission to share their feelings so that 
they do not have to grieve alone. It provides an opportunity to provide support and 
promote adjustment. Adults may also be concerned that they do not know the “right” 
thing to say. Table 6.2 outlines some considerations about what not to say and what 
to say to grieving children.

Literal misinterpretations are commonly seen among grieving children and may 
undermine both comprehension and adjustment. A young child told that a deceased 
parent has gone to sleep may become afraid to fall asleep him- or herself and may 
expect the deceased to awaken and return. It is therefore best to avoid euphemisms 
and use direct and simple language, including the words “dead” or “died.” Religious 
concepts tend to be abstract and therefore should be accompanied by explanations 
that address the physical reality. Discussions that are conducted in a language that 
is not native to children are prone to introduce misunderstandings and miss- 
interpretations, underscoring the need for qualified interpreters. Given the discom-
fort adults have in talking about death, especially to children with whom they have 
a close relationship or when they too are grieving the individual’s death, this is an 
important reminder to avoid the use of family members as translators, especially the 
use of other children in the family.

Notifying children about the death of a loved one in the setting of a disaster or 
crisis requires attention to a number of key principles and practices. A practical 
step-by-step guide to death notification in this setting can be found at https://down-
loads.aap.org/DOCHW/Topical- Collection- Chapter- 4.pdf [1].

D. J. Schonfeld
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 Talking with Grieving Children

Adults who are concerned about upsetting grieving children or saying the wrong 
thing and making the situation worse may conclude, falsely, that it is better to say 
nothing at all. But saying nothing says a lot to grieving children—it communicates 
that adults are uninformed, uninterested, or unwilling or unable to be of assistance. 
It leaves children confused about what has happened or what it means for them and 
their family and requires them to grieve alone.

Instead, adults should initiate the conversation, following the practical steps out-
lined in Table 6.3. Adults can also use expressive techniques, such as drawing pic-
tures, to encourage children to express their feelings. Ask children to share a story 

Table 6.2 What Not to Say to a Grieving Child

Do not Say This: “I know just what you’re going through.” you cannot know this. Everyone’s 
experience of grief is unique.
Say this Instead: “Can you tell me more about what this has been like for you?”
Do not Say This: “You must be incredibly angry.” It is not helpful to tell people how they are 
feeling or ought to feel. It is better to ask. People in grief often feel many different things at 
different times.
Say this Instead: “Most people have strong feelings when something like this happens to them. 
What has this been like for you?”
Do not Say This: “This is hard. But it’s important to remember the good things in life, too.” 
This kind of statement is likely to quiet down true expressions of grief. When people are 
grieving, it is important they be allowed to experience and express whatever feelings, 
memories, or wishes they are having.
Say this Instead: “What kinds of memories do you have about the person who died?”
Do not Say This: “At least he’s no longer in pain.” Efforts to “focus on the good things” are 
more likely to minimize the student or family’s experience (see above). Any statement that 
begins with the words “at least” should probably be reconsidered.
Say this Instead: “What sorts of things have you been thinking about since your loved one 
died?”
Do not Say This: “I lost both my parents when I was your age.” Avoid comparing your losses 
with those of students or their families. These types of statements may leave children feeling 
that their loss is not as profound or important.
Say this Instead: “Tell me more about what this has been like for you.”
Do not Say This: “You’ll need to be strong now for your family. It’s important to get a grip on 
your feelings.” Grieving children are often told they should not express their feelings. This 
holds children back from expressing their grief and learning to cope with these difficult 
feelings.
Say this Instead: “How is your family doing? What kinds of concerns do you have about 
them?”
Do not Say This: “My dog died last week. I know how you must be feeling.” It is not useful to 
compare losses. Keep the focus on grieving children and their families.
Say this Instead: “I know how I’ve felt when someone I loved died, but I don’t really know 
how you’re feeling. Can you tell me something about what this has been like for you?”

Reprinted from Schonfeld D, Quackenbush M, and the Coalition to Support Grieving Children: 
What Not to Say. Accessed July 6, 2019 http://grievingstudents.org/wp- content/uploads/2016/05/
NYL- 1B- What- to- Say.pdf
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about what the picture or other artwork communicates and use that as an opportu-
nity to assess their understanding of the concepts of death, which may not be appar-
ent in the picture or art project.

 Guilt and Other Common Reactions

The magical thinking and egocentrism of young children make them vulnerable to 
feeling guilty after a crisis. They will often wonder what they did, did not do, or 
should have done that would have changed the outcome, even if an outside observer 
might see no logical reason for this guilt. Older children, and to a great extent adults 
as well, often feel this way. At some level, this assumption of personal responsibility 
can provide the grieving individual with an illusion of control. If they accept respon-
sibility for something they did or did not do, then they can reassure themselves if 
they do not make the same mistake again, then they will be spared further tragedy. 
This results in strong feelings of guilt that complicate the adjustment process. It is 
often helpful to explain to children (and adults) that after a significant death, people 
often feel bad and wonder what they did bad. Many children may question if there 
was something that they did, did not do, or should have done that may have pre-
vented the death. But thoughts and feelings do not cause deaths. When possible, 
reassure children that you know that there was nothing they did to contribute to the 
death but wonder if they feel responsible as many other children do after the death 
of someone they love.

Table 6.3 Initiating a conversation about death

  1.  Express concern. Let children know you are aware of their loss and are available to listen 
and offer support.
  2.  Be genuine. Children can tell when adults are authentic in their communications. For 
example, do not tell a child you will miss her uncle if you did not know the man. Do tell the 
child you are sad she has experienced this loss.
  3.  Invite the conversation. Use simple, direct, open-ended questions. For example, ask, “how 
are you and your family doing?”
  4.  Listen and observe. Listen more and talk less. Share observations about children’s 
behavior or responses in a nonjudgmental manner.
  5.  Limit personal sharing. You can draw on personal experiences to help you better 
understand children, but do not need to share this with them. Keep the focus on the student.
  6.  Offer practical advice. For example, discuss ways to respond to questions from peers or 
adults about the death.
  7.  Offer reassurance. Without minimizing their concerns, let grieving children know that 
over time they will be better able to cope with their distress and that you will be there to help 
them.
  8.  Maintain contact. At first, children may not accept your invitation to talk or offers of 
support. Their questions will evolve over time. Remain accessible, concerned, and connected.

(adapted from Schonfeld D, Quackenbush M, and the Coalition to Support Grieving Children: 
Talking with Children. Accessed July 6, 2019 http://grievingstudents.org/wp- content/
uploads/2016/05/NYL- 1A- Talking- With- Children.pdf)
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When children do not understand the reason for a death, especially if they do not 
appreciate that everyone eventually dies, they may question if the person who died 
did something to cause the death and/or God chose to have the person die for some-
thing the deceased had done. This may result in shame about the death and the 
deceased, which will discourage the child from talking about the individual, the 
death, and the child’s feelings about the death. After any crisis, victims may feel 
embarrassed or even ashamed and reluctant to share their experience with others. 
Migrant and refugee populations are too often treated in ways that make them feel 
marginalized and unwanted, that can only further exacerbate these perceptions.

As would be anticipated, migrant and refugee children have many reasons to be 
worried and fearful. They may worry about additional losses or trauma, become 
concerned that any surviving adults caring for them may also die and leave them 
alone, worry about the financial stability of the family, become concerned that they 
will not be able to attend or succeed in school, etc.

Despite the wide range of significant concerns and reactions that grieving chil-
dren may experience, they are often reluctant to share these feelings with parents or 
other guardians. They may worry that such feelings are abnormal or inappropriate 
or hesitate to add further burden to the adults around them who seem overwhelmed 
or upset themselves. Children may instead attempt to support their parents and other 
caregivers and deny any difficulties. It is important that parents and other caregivers 
try to access other adults for their own support and encourage children to share their 
feelings. They should be cautious about requesting, or allowing, children to take on 
too much adult responsibilities (such as care of younger children or for adolescents, 
contributing to the financial well-being of the family) after the death of a family 
member. While some of this may be a necessity in some situations for migrant and 
refugee families, it should be minimized to the extent possible.

 Cultural Considerations and Children’s Participation 
in Funerals and Other Rituals

Bereavement is in many ways both a universal and personal experience. While there 
are differences in the rituals and practices associated with death among people of 
different cultures, the basic needs of grieving children are still similar. Adults should 
therefore not hesitate to reach out to grieving children of different backgrounds to 
offer support—keep an open heart and open mind and inquire about what might be 
helpful to the child and family. Refugees and migrants are likely to want to follow 
the rituals and practices typical of their home communities and culture, although in 
some situations they may prefer to adopt other practices—communities are not 
homogenous and increasingly individuals are part of families that have members 
from different cultures and communities.

Ask families what rituals and practices are important and/or likely to bring com-
fort and make a concerted effort to honor those wishes. When it is not possible to 
follow a particular ritual (e.g., the deceased’s body has not been recovered and 
therefore a proper burial of the remains is impossible), work with the family to 
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identify an alternative ritual (e.g., burying a coffin containing a possession of the 
deceased). In some situations, the usual rituals or practices may be seen as possible 
by the family but prohibited, such as having the family bathe the deceased’s body 
after a death due to Ebola. In these situations, it is important to work with the family 
to identify compromises that preserve to the extent possible the intention of the 
cultural practice while conforming to the necessities of the situation.

Children should be invited to participate in funerals and other rituals after the 
death of someone close to them. Begin by explaining to children what they are 
likely to see and experience, including that some people may be crying or telling 
pleasant or even funny stories about their memories of the person that died. Invite 
them to ask questions and to participate to the extent they wish in the rituals. Ask 
them if they have any suggestions or preferences about how they wish to be engaged; 
do not force or coerce them to do something that is very uncomfortable to them. It 
is often helpful to ask an adult who is not personally grieving to mentor the child 
through the experience so that the grieving child’s needs can be met, and the level 
of participation adjusted based on the child’s reactions.

 Reactions over Time

Grief after the death of someone close is not limited to a particular time period, such 
as a number of months or even a number of years. As children get older and they 
accumulate a better understanding of death in general, as well as the particular cir-
cumstances surrounding the death of someone they love, they will have new ques-
tions or seek more satisfying answers to questions they may have asked in the past. 
Secondary losses they had not anticipated prior may now become apparent—a child 
whose mother died when she was 5 years of age may miss her acutely at the time 
she has her own child and realizes her mother is unavailable to provide important 
advice and support.

Children may experience sudden reminders of the person who died that can 
cause a temporary resurgence of their grief and associated emotions. These grief 
triggers can result from questions or comments, sights, sounds, or smells—anything 
that reminds grieving children of the person that died. Anniversary reactions may 
also be seen around significant dates, such as the date of the death or the birthday of 
the deceased. Holidays and special occasions typically associated with family and 
loved ones may also be times when the absence of the deceased is more acutely felt. 
Caregivers should provide additional support around these times.

Healthy adaptation is associated with efforts to preserve long-term memories and 
connections with those who are significant in our lives that continue after their 
death. These continuing bonds, such as with deceased parents and other caregivers, 
should be encouraged, such as through talking about positive memories of the 
deceased, sharing stories about how a parent cared for or about the child, pointing 
out positive traits in the child that are similar to those of the deceased parent, serving 
foods that were associated with the deceased, or preserving important traditions that 
the child and parent had practiced. For children who were very young at the time of 
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the death, family members can help create these positive memories through story-
telling, sharing pictures and written materials, etc.

 Professional Self-Care

It is distressing to witness the distress of grieving children. Children who are 
migrants or refugees face a wide range of significant challenges which are com-
pounded greatly by the death of someone close to them. Professionals and volun-
teers who work with refugee and migrant children are generally empathic, 
compassionate, and mission-driven. As they provide support and assistance to 
grieving children in this context, they are apt to feel the grieving children’s distress 
personally—their histories are upsetting, their experiences will often be something 
that children should never have experienced, and their stories poignant. The grief of 
children can also uncover feelings related to prior personal losses even among well- 
trained professionals. Those offering support and assistance may feel powerless to 
replace what is missing after the death of someone children have lost or to somehow 
compensate for their trauma and loss—the helping adults need to appreciate and 
accept that these are not reasonable goals. Helping adults should remain attuned to 
their own reactions and needs for personal and professional self-care, seek and 
accept support for themselves, and recognize the positive impact of the support and 
assistance that they can provide to grieving children.

 Free Resources

The Promoting Adjustment and Helping Children Cope webpage on the American 
Academy of Pediatrics Children and Disasters website provides a range of free 
resources, including materials for assisting grieving children in the context of a 
disaster, at www.aap.org/disasters/adjustment.

The Coalition to Support Grieving Students (www.grievingstudents.org) pro-
vides a wide range of video-based and print materials on supporting grieving chil-
dren that are endorsed by over 100 professional organizations. Free materials for 
parents and other caring adults are available for download and can be ordered at no 
cost. For example: “After a Loved One Dies” is a guide that reviews how children 
grieve and how parents and other caring adults can help them better understand and 
adjust to a death—https://www.schoolcrisiscenter.org/resources/loved- one- dies/.

The American Academy of Pediatrics (AAP) developed a clinical report to offer 
practical suggestions for pediatricians and other child healthcare providers on how 
to support grieving children and families and is relevant for all professionals work-
ing with grieving children. The clinical report (Schonfeld DJ, Demaria T, Committee 
on Psychosocial Aspects of Child and Family Health, and Disaster Preparedness 
Advisory Council: Supporting the grieving child and family. Pediatrics 2016, 
138(3): e20162147. doi: https://doi.org/10.1542/peds.2016- 2147) can be accessed 
at https://www.schoolcrisiscenter.org/resources/aap- guidelines- bereavement/.
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7Unaccompanied Minors

Saleh M. Al Salehi

 Introduction

Unaccompanied minors are children below the age of 18 years who are separated 
from their parents, caretaker, or legal guardian. Children constitute at least 25% of 
most communities and will be affected when disasters strike, regardless of the type 
or location of a disaster. They will need proper help and support both during and 
after the event. Since children are expected to be away from their families at day 
care or school during the week, this may add to the concerns of possible separation, 
making them more vulnerable. This is especially true in countries with poor infra-
structure which may also lack community or school disaster plans. When children 
are escaping from the potential danger of a disaster they easily become lost. Parents 
may be harmed during the emergency and be unable to initiate the search for their 
children.

Unaccompanied minors in disaster situations are likely to be frightened and frag-
ile. Their basic needs may be unmet; they may be subject to abuse, or even taken by 
human traffickers to another community or country. They may suffer physical inju-
ries and/or be psychologically traumatized. Unaccompanied children and adoles-
cents found in refugee camps are likely to suffer discrimination and neglect. Some 
may be attempting to care for younger siblings.

When children are separated from parents but accompanied by another family 
member, they are called separated children. Separated children are expected to be in 
safe hands and receiving proper care, unlike unaccompanied children.

A plan to provide care for unaccompanied minors is of utmost importance. 
Children’s rights are guaranteed by international conventions which must be 
observed particularly when dealing with unaccompanied children. These conven-
tions include the right to: [1–3].

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-74906-4_7&domain=pdf
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• A name, legal identity, and birth registration.
• Physical and legal protection.
• Not to be separated from their parents.
• Provision for their basic needs.
• Care and assistance appropriate to their age and developmental needs.

These rights must always be faithfully observed and especially highlighted dur-
ing disasters. Where unaccompanied minors are involved, the risk of neglect or 
abuse is greatest. Discussions about these rights should be culturally sensitive and 
should involve leaders in the refugee community.

 Risk and Vulnerability

Although all unaccompanied minors are vulnerable to dangers brought on by disas-
ters, very young children, girls, and the disabled are at greatest risk. Risks include 
direct effects of the humanitarian crises such as physical injuries, being trapped in 
wreckage or buildings, confusion, panic, fear, and becoming lost while running 
from danger. Consequences of disasters also include lack of food, destruction of 
homes, and death of caregivers or family. These vulnerable children may suffer 
anxiety, depression, forced relocation, or multiple types of abuse. They may even be 
abducted for purposes of human trafficking.

 Helping Unaccompanied Minors

The following measures shall be undertaken for unaccompanied minors:

 – Immediate protection and care for those at highest risk:
 – Children under 5 years.
 – Girls.
 – Disabled children.
 – Minority children in the community.

 – Relief workers should inquire about systems to care for unaccompanied minors:
 – designated shelters,
 – safety precautions,
 – food and water,
 – clothing,
 – medical care,
 – education and play spaces,
 – reunification efforts,
 – vetting of interim caretakers.

 – Medical Relief workers should give priority to unaccompanied minors in their 
clinical work.
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 Documentation and Confidentiality

The entire process of helping separated or unaccompanied children must be docu-
mented, including:

• Each child’s identity: name, age, sex, body characteristics—including photos.
• Known details of parents, caregivers, or legal guardians.
• The child’s sources of food, clothing, and housing.
• The child’s health condition at first encounter.
• Any attempts to reunify children with family.
• Any accidents, injuries, neglect, or abuse including actions taken.
• Any communication inside a country or across borders.
• Foster family and adoption efforts.
• Death, including cause and where the child is buried.

Confidentiality is a basic right for unaccompanied children; their dignity must be 
preserved.

Children should not be exposed to media. Their personal information must not be 
leaked to any organization that may harm them or to persons who recruit child sol-
diers, beggars, or children for sex trafficking.

 Tracing and Family Reunification

In humanitarian emergencies, responsibility for tracing and reunification of families 
lies with the International Committee of the Red Cross [4].

The best treatment for a lost and anxious child is feeling the arms of parents; all 
efforts must be made to reunify children with their families as soon as possible. All 
systems and policies must make this goal a priority. At any stage of the crisis, once 
parents verify a child’s identification, and the child recognizes parents, they should 
be reunited.

When disasters occur, parents will go to the school or daycare to fetch their chil-
dren. If families are unable to reach a school or daycare in time, it may be necessary 
to move children from under responsibility of school officials to unify them with 
parents following these steps:

• Most children will recognize their parents or family members from a distance.
• Verification must be carried out for every child.
• Verification is critically important for every child making sure he/she is in the 

right hands.
• It is necessary to follow local government laws or policies in line with chil-

dren’s rights.
• Reunification will be with one or both parents. If this is not possible, the child 

should be placed with other family members willing to take responsibility. 
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 Identity of and relationship with other family members must also be verified and 
duly documented.

• The local community will help significantly in the verification process.
• Tracing of the family for an unaccompanied child should start as soon as possible 

using available resources and following international guidelines [5].
• Tracing may involve a great deal of collaboration between local agencies, NGOs, 

and countries.
• When tracing is successful, an assessment should verify that family reunification 

is in the best interests of the child. In cases where there are serious concerns, it 
may be necessary to involve the appropriate local authorities, existing welfare 
systems, other agencies and local communities for any further action or future 
support required.

• When early reunification is not possible, children must be allowed to communi-
cate with their parents or family members as much as possible. When direct 
communication is impossible, Red Cross services should be requested.

• When unaccompanied children have been involved in armed violence against 
their own community, reunification of these children must consider the need to 
shield them against persecution, discrimination, targeted attacks, and further 
recruitment.

• The International Committee of the Red Cross, the National Red Cross, and the 
Red Crescent Society all have a mandate to trace across international borders. 
Nongovernmental agencies and any other implementing partners should there-
fore coordinate all cross-border tracing with these organizations, and work 
through UNHCR in the case of refugees.

• When parents or legal guardians cannot be found, children will need to stay for 
long periods of time in shelters, or be placed in foster families for interim care.

• Foster families can be utilized in compliance with a very strong legal framework.
• Adoption is not allowed during the acute phase of disasters. When considered at 

later stages it must follow the international law and conventions of children rights.

Follow-up:
• It is critical to keep track of children who are unified with their families.
• Community support for families in need is important.
• Health follow-up for reunified children is important, especially for those with 

chronic medical problems or disabilities.
• When children are given to foster or adoptive families, follow-up is essential and 

must continue as long as it takes to make sure that children are well cared for 
and happy.
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 Measures to Prevent Separation of Children from Families

It is important that children be in the minds and hearts of officials and professionals 
when planning disaster management. Care for unaccompanied minors must be 
included in disaster management plans of all community systems including schools, 
government agencies, health systems, and child protection organizations. At the 
same time, families should be encouraged to have their own disaster plan that 
includes a means of communication and a reunification process.

A “ready-to-go” bag for infants should be available in all homes in anticipation 
of disasters or the need for emergency evacuation. This bag should include milk, 
diapers, clothes, identification, and communication means.

Disabled minors must receive proper attention either at home, at intervention 
centers, or other residential homes. Their diagnosis, essential medications, and care-
giver information must be clearly identified in special tags. At the same time, gov-
ernments and NGOs should have plans to shelter and provide proper care for them 
when disasters strike. Their staff should be trained to guide children to safe assem-
bly areas or shelters in a timely manner.

All efforts should be made to keep children with their caretakers. School children 
must be handed over to their parents as soon as possible, or kept safe in a designated 
space with proper identification measures made to avoid confusion during disasters. 
They should be under direct adult supervision with escorts whenever they move 
until they are handed to their families.

Government agencies and NGOs must incorporate separation prevention strate-
gies in their disaster plans. They must monitor their guidelines to comply with a 
child’s right not to be separated from their family, and the importance of early fam-
ily reunification when they have been separated. Staff must be trained to handle this 
issue with sensitivity and vigilance. Government agencies should communicate 
their national disaster plans with the community and conduct solid awareness cam-
paigns at all societal levels. It is of critical importance that all government and NGO 
policies do not include any statement that may lead to a child’s separation from 
their family.

 Evacuation Situations

If these evacuation activities are not well-planned, chaos may ensue and the most 
vulnerable will be affected negatively, either by direct injuries or by getting lost or 
abducted. While evacuating children in emergency situations the following should 
be observed:

• Properly educate and inform all children, according to developmental age, in a 
reassuring tone and describe what should be happening and where they are being 
taken. Also, children must be given the chance to call family and notify them.
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• Proper identification of all children by names and other means; this should 
include who oversees them and how and by whom they are transported. Children 
must be tagged with ID’s that are clear and visible.

• Take note of and provide care for high-risk groups during evacuation; identify 
those at risk to people managing the evacuation in order to assure special arrange-
ments for their care during and after transport to the receiving venue.

• Care during transport is very important since children may be lost or board the 
wrong vehicle. There should be frequent counting and children should be calmed 
as much as possible.

• Receiving shelters should be ready and organized in a way that will provide 
safety and security to all children, taking into account age and sex while allocat-
ing space to children. Also, the shelter should be accessible for the disabled and 
have resources for their care. Managing the shelter is of critical importance to 
preserve children’s rights and provide optimal care until they are reunited with 
their legal guardians.

 Management

 Reunification

• The best therapy any lost child can be given is to be reunited with family, and all 
efforts should be made to find a parent or family member of the unaccompanied 
child to comfort him and improve his mental well-being.

• Post names of separated children in places where they might be recognized, and 
network with others (NGO’s, government agencies, and health centers).

• Establish or adopt guidelines to deal with unaccompanied children. It is of great 
importance to systemize work and insure proper implementation of child-friendly 
practices.

• Keep a secure comprehensive database containing children’s names, pictures, 
and status. This is a key element to increase the likelihood of reunification.

 Healthcare

Unaccompanied children may need urgent or typical medical care, which will 
depend on an initial assessment of each child’s situation. There should be a focus on 
life-threatening treatable conditions such as dehydration or infection.

 – Assessment should include but not be limited to the following:
• Basic identification information (name, age, school level, family address, 

known medical conditions, medication, allergy, etc.)
• Vital signs: look for signs of dehydration, fever, or respiratory problems.
• Weight, height, and head circumference: look for signs of malnutrition.
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• Scan skin for fresh or old scars that may signify acute injury or 
maltreatment.

• Psychosocial: observe the child’s state of mind, level of resiliency, and coping 
abilities. Also learn about the child’s family status (names, address, phone, 
last known location, and if their condition/situation is known).

• Note any mental or behavioral disturbances and the level of severity.
 – Treatment:

• Children’s health must be maintained during evacuation, to include continu-
ing treatment for physical injuries, dehydration, respiratory or gastrointestinal 
problems, and care for children with chronic conditions such as diabetes 
or asthma.

• Follow best infection control practices to reduce cross infections and prevent 
disease outbreaks as much as possible, especially in shelters and refu-
gee camps.

• Nutritional needs must be provided since most unaccompanied children will 
suffer from lack of food and may be intimidated by larger children who take 
their food.

• Psychosocial support for evacuated children is of great importance; relief 
workers should have skills in reassurance and comfort care for unaccompa-
nied minors. Treatment of panic attacks, severe anxiety, depression or PTSD 
should be provided by trained and experienced professionals.

• Reinstate positive routines such as school and playtime as soon as possible 
after safe shelter is allocated.

 Summary

Unaccompanied children are to be expected after any humanitarian emergency. The 
physical and mental effects on these children will vary depending on both the sever-
ity of the disaster and the pre-disaster infrastructure in the community. Ideally, com-
munities should have policies and plans to care for unaccompanied minors prior to 
a disaster, including plans for shelter, food, water, schooling, and health services.

Allocating teams or agencies to deal with unaccompanied children is of great 
importance. These teams will establish a functional network of help and support for, 
and a solid communication system with, other care providers, government and inter-
national agencies.

Finally, providing a secure, supportive environment, such as school routines, is 
critical for the general well-being of unaccompanied children, and reuniting these 
children with their families should be the highest priority of all.
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8How to Help Parents and Other 
Caretakers

Marlene Goodfriend

 Introduction

Leaving one’s familiar surroundings and resettling in a new location is always a 
stressful event. When unplanned and the result of a humanitarian crisis, the associ-
ated stress and anxiety can be overwhelming. No one including infants, children, 
and their caretakers is immune from the stress of a displacement or resettlement. 
The impact on parents/caretakers affects the care of their children resulting in non- 
intentional neglect or misunderstanding of children’s needs. Children react to the 
extreme changes in their life circumstances and share their parents’ distress. Their 
reactions frequently mirror their parents’ feelings. Figure 8.1 is a picture a child 
drew while her mother was talking to a counselor. The family had recently fled Cote 
d’Ivoire to Liberia. The mother was verbalizing her distress to the counselor while 
the child waiting for her mother in a separate room expressed her feelings through 
a drawing. Note the tears in the mother’s eyes. At the same time, caring parents can 
mediate the effects of a traumatic event for their children. This chapter will address 
how to help parents help their children during the immediate, intermediate, and 
long-term periods following a humanitarian disaster and displacement to a refugee 
camp or resettlement to a foreign country.

 Approach to Helping Children Cope

To help parents and children, it is important to keep in mind similarities and espe-
cially differences in how they experience and manifest reactions to events. Adults 
are able to express their feelings with words and facial expressions. Children experi-
ence similar feelings as their parents. They express their feelings through behaviors 
that vary according to age and development. For example, a 3-year old who has 
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lived through a conflict situation and displacement might become clingy to a parent/
caretaker whereas her 9-year-old brother, previously not a bed wetter, develops 
night-time enuresis. Other children might not outwardly exhibit a reaction to the 
traumatic event; they continue playing but their play reenacts the event. Children 
displaced in Syria who had witnessed beheadings reenacted the beheadings in their 
play. Other children might appear fine but have nightmares, frightening thoughts, or 
physiological symptoms of anxiety such as rapid heart rate. Figure 8.2 drawn by a 

Fig. 8.1 Drawing of a 
child from Cote d’Ivoire

Fig. 8.2 Drawing from a 
Rohingya child
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boy outwardly doing well, depicts the attack on his Rohingya community in 
Myanmar and his feelings about the event. Both parents and children develop expla-
nations for what has happened. Parents might explain an event as God’s will, a fre-
quent explanation for the earthquake in Haiti in 2010, or according to the 
sociopolitical climate of the country such as the Rohingya people not being accepted 
in Myanmar. Children, on the other hand, can be egotistical in their thinking and see 
themselves as the cause of bad events. “If I had gone to school, I could have pre-
vented the death of my friend during the earthquake.” Adults and children do better 
post-disaster when connected to mutually caring others. . Adults have more control 
in reestablishing interconnectedness with others and with community. Children rely 
on others to establish these connections and provide a secure environment.

The immediate period post-disaster is typically the initial 4–6 weeks post-event. 
Immediate interventions include the provision of basic needs, such as shelter, food, 
water, sanitation, medical care, and clothing, ensuring safety, supporting familial 
interconnectedness, and helping people calm themselves [1]. The WHO guideline 
Psychological first aid: guide for field workers (2011) describes psychological 
interventions during the immediate period. Anyone can do these interventions; you 
do not need to be a professional mental health worker; you do need to be a caring 
human being. PFA (psychological first aid) involves recognizing people in distress, 
listening to what they need, and linking them with services. Look-Listen-Link [2] It 
is important in each context to know which organizations do what. Emphasis is on 
keeping families together and referring unaccompanied minors to agencies that 
offer care and protection. Mental health interventions include support of coping 
skills, i.e., behaviors that help adults and children adjust to a new and stressful situ-
ation. Calming interventions such as deep breathing or progressive muscle relax-
ation are helpful during this period. Adults and children can learn these exercises, 
and do them together. Consider the cultural context. Prayer might help in one set-
ting, meditation in another. Connection with supportive others and ability to calm 
oneself can prevent the later emergence of post-traumatic stress disorder [1]. 
Parents/caretakers can help calm their children by holding, reassurance of being 
together, and distracting activities, such as drawing, helping a parent cook, hearing 
a story, and singing. Advise parents to protect children from media coverage of the 
event. Establishing a routine provides a sense of security and normality for children 
[3]. Figure 8.3 depicts culturally appropriate drawings used in Ethiopia to educate 
parents in a refugee camp on the importance of developing a routine and comforting 
their children. Consider using simple visual aids to convey messages.

During resettlement in a new country, familiarize parents where to buy groceries, 
attend a church or mosque, find a doctor or dentist, and how to enroll children in 
school. It is especially important that families know where they can connect with 
others from the same culture.

In summary, in the immediate 4–6  weeks post-displacement or resettlement, 
focus on provision of basic needs, connection between children and parents/caretak-
ers, establishing a routine as soon as possible, and helping parents/caretakers calm 
themselves and their children (Fig. 8.4).
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The intermediate period usually begins 4–6 weeks post-displacement. Ideally, 
families have shelter, food, water, and begin to establish a routine to their newfound 
existence. In the case of resettlement, conditions are usually better than in a refugee 
camp but still a time of major adjustment. Whereas the majority of people stabilize 
and do not manifest a severe mental health disorder, many continue to experience 
symptoms of stress. Children can exhibit worrisome behaviors. Parents require 
explanations as to the meaning of their children’s behaviors. In a camp setting, it is 
beneficial to gather parents/caretakers of children of specific age groups, such as 
early-middle childhood and adolescence, in order to address problems typical of 
these periods [4]. Be familiar with the common behavioral problems in the specific 
context. For example, in the Middle East children previously in control of their 
urine at night frequently regress and have night-time enuresis. This is less common 
in Africa. In all contexts, parents need to understand that new and worrisome behav-
iors are the child’s expression of distress. The children are not bad or trying to get 

Fig. 8.3 Educational material from a refugee camp in Ethiopia

Immediate Phase Interventions

��Basic needs
��Connecting parents and children
��Protection of unaccompanied minors
��Establishing a routine 
��Calming activities
��Avoiding media exposure
��Mapping of services-who does what

Fig. 8.4 Immediate phase 
interventions
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attention. See Fig. 8.5 for common behaviors in early-middle childhood and in ado-
lescence that occur during stressful events [4].

Example A family fled Syria to a refugee camp in Jordan. The 9-year-old son, pre-
viously a good student and dry at night, developed night-time enuresis and did not 
concentrate at school or complete his school work. His father accused him of acting 
like a baby. The father beat him when he wet his bed or brought home failing grades. 
The father realized during a psychoeducation session that his son’s behaviors were 
a reaction to losing the life they had in Syria. His son missed his friends, school, and 
home. Life felt strange and insecure. He the father felt the same way. On realizing 
this, he stopped punishing his son.

Early-middle childhood

� Irritability, crying

� Temper tantrums

� Withdrawal

� Aggression

� Defiance

� Nightmares

� Eating disturbance

� Somatic complaints

� Regression/delay in development

� Re-enactment of events

� Difficulty concentrating

� Decline in school performance

Adolescence

� Irritability

� Apathy

� Re-enactments or flashbacks

� Sleep disorders

� Appetite disturbance

� Delinquent behaviors

� Substance use

� Somatic complaints

� Poor school performance

Fig. 8.5 Common 
behaviors in reaction to 
stress
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Educate parents what they can do to help their children and not yell at or punish 
the child. Encourage parents to talk about what happened according to what the 
child can understand, to talk about the future, and emphasize the family is together 
and the parent will care for the child [5]. Children are not helpless; they have coping 
skills. Parents/caretakers can promote and support these skills. Children feel 
empowered when they can control themselves and be of help to their family. Older 
children benefit from helping younger children, for example, reading to them, or 
organizing games. Group activities such as sports, drawing, writing singing, danc-
ing, storytelling provide normalcy and stimulation for children. Parents also need 
stimulation and support and can benefit from tea groups, sports (football), craft 
activities (knitting, local crafts), and reactivation of cultural events such as holiday 
celebrations.

Figure 8.6 lists psychoeducation messages to deliver to parents on how they can 
help their children.

Examples Following the 2010 7.0 earthquake in Haiti, a children’s hospital pro-
vided “comfort kits” to children with instructions to parents on how to use the 
materials (a finger puppet, notebook, crayons, party blower, bubbles). Both parents 
and children enjoyed this tool. Parents and children together can create their own 
comfort kit of fun and calming activities.

In a project in Syria, parents requested to aid workers: “Do something for our 
children who are playing war.” The response of the aid organization was to build 
playgrounds that provided fun and distraction for the children and brought relief to 
the parents.

Especially in a refugee camp, there are vulnerable groups who require more 
attention and support in adjusting to camp life. These groups include unaccompa-
nied minors, orphans, single parent households, and families with children who 
have developmental delays. Orphans and unaccompanied minors require referral to 
protection agencies such as UNICEF or ICRC. If placed with foster families, the 
families require support and education on how to connect with children who are 
now in their care. Families with developmentally delayed children face challenges 
in any environment, and particularly in a camp setting. Parents can benefit from 
support groups with other parents facing similar challenges, and advice on appropri-
ate stimulation and care of their developmentally delayed child [4]. Single parent 

� Understand new and worrisome behaviors as a reaction to stress

� Reassure children the family will stay together

� Reassure children parents will care for them

� Spend time together

� Explain to children what has happened using a language they can understand

� Encourage stimulating and developmentally appropriate activities

Fig. 8.6 Psychoeducation messages for parents
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households, usually mothers, benefit from group activities with other parents and 
linkage with services for their children such as day care, play activities, and school. 
These activities provide a welcome break from the demands of parenting alone.

A mapping of services includes identifying the location of community centers, 
child friendly spaces for play, sports, and other activities, safe spaces for breastfeed-
ing, as well as agencies that provide protection for children, abused girls and women, 
and medical and other social support services. Resettlement can offer opportunities 
for care not previously available to families such as intervention for a developmen-
tally delayed child and special educational programs [6].

Refugees are often exposed to potentially traumatic events. These events might 
include exposure to armed conflict, experiencing or witnessing physical and/or sex-
ual abuse, detention, threatened or actual separation of families, trafficking, and the 
list is endless. The initial reactions to a potentially traumatic event are often 
described as a normal reaction to an abnormal event, or acute stress reaction. With 
psychoeducation and support of coping mechanisms, the majority of people are 
resilient and able to proceed with their lives [7].

Adults and children with ongoing symptoms including depression, anxiety, and 
symptoms of post-traumatic stress disorder require linkage with mental health and 
psychiatric services. Criteria for PTSD (post-traumatic stress disorder) involve  sev-
eral weeks of symptoms following a traumatic event including reexperiencing or 
reenactment of the event, hyperarousal, and avoidance of reminders of the event [7]. 
Hence, PTSD is not diagnosed during the immediate period post-displacement. A 
child or adult who develops persistent symptoms that interfere with life activities 
requires a mental health evaluation and intervention. Mapping should include avail-
able mental health and psychiatric services.

Many families spend months to years in a refugee camp waiting for resettlement. 
This can be a time of disappointment and frustration. Parents worry that their chil-
dren will not have opportunities for education and advancement in life. Camp 
schools can be overcrowded and difficult learning environments. Parents are 
depressed due to concerns about money, lack of work, and their futures. These frus-
trations often lead to family conflict including violence and disintegration of rela-
tionships between husband and wife and parents and children. Ongoing 
psychoeducation messages about positive coping and availability of mental health 
services that offer counseling, psychiatric treatment, and support groups are espe-
cially important. Frequently, parents and children initially experience a “honey-
moon” phase with resettlement and a resurgence of mental distress a few months 
later. Other issues for families during resettlement include learning a new language 
and adjusting to a new culture. Even in the direst circumstances, keep in mind that 
children like to play and their parents/caretakers enjoy social activities and a spiri-
tual life. Community centers that offer culturally familiar activities and opportuni-
ties for socialization and spiritual houses such as churches or mosques can be 
sources of hope and comfort [6]. See Fig. 8.7 for interventions for helping parents 
and families during the intermediate-later phase of a displacement or during 
resettlement.
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Marlene Goodfriend, MD is trained as a pediatrician and as a psychiatrist. She has worked with 
vulnerable populations both in the United States and in the resource poor world for more than 
40  years. She recently worked as a mental health advisor with the humanitarian organization 
Médecins Sans Frontières. Throughout her career, she has participated in the care of refugee chil-
dren and their families in the United States, the Middle East, Southeast Asia, and sub-Saharan 
Africa including in conflict/post-conflict settings and refugee camps. She has developed psychoso-
cial programs, trained colleagues, and delivered patient care. What has touched her deeply is the 
resilience of the children and families who experience the most dire circumstances and their open-
ness and receptivity to our help.

Intermediate-Later PhaseInterventions

� Ongoing psychoeducation to parents about behaviors and needs of their children
� Support of positive coping strategies
� Psychosocial stimulating activities for children and their parents
� Re-activation of community activities
� Ongoing mapping of safe spaces, social, medical and mental health services 
� Counselling for children and parents who have moderate-severe mental health

symptoms which interfere with life activities

Fig. 8.7 Intermediate-later phase interventions

M. Goodfriend

https://www.researchgate.net/publication/5668133_Five_Essential_Elements_of_Immediate_and_Mid-Term_Mass_Trauma_Intervention_Empirical
https://www.researchgate.net/publication/5668133_Five_Essential_Elements_of_Immediate_and_Mid-Term_Mass_Trauma_Intervention_Empirical
https://www.researchgate.net/publication/5668133_Five_Essential_Elements_of_Immediate_and_Mid-Term_Mass_Trauma_Intervention_Empirical
https://www.who.int/mental_health/publications/guide_field_workers/en/
https://www.who.int/mental_health/publications/guide_field_workers/en/
https://doi.org/10.1542/peds.2019-2077
https://www.who.int/mental_health/publications/mhgap_hig/en/


83© Springer Nature Switzerland AG 2021
C. Harkensee et al. (eds.), Child Refugee and Migrant Health, 
https://doi.org/10.1007/978-3-030-74906-4_9

K. Olness (*) 
Department of Pediatrics, Case Western Reserve University, Cleveland, OH, USA
e-mail: karen.olness@case.edu

9Coping with Cultural Differences

Karen Olness

 Introduction

Culture is defined as a way of life for a group of people, that is, how they work; how 
they relax; their values, prejudices, and biases; and the way they interact with one 
another. Cultural norms are the ethical, moral, or traditional principles of a given 
society and include unwritten definitions of health, sickness, and what is considered 
normal. Concepts about social self, culture, and cultural norms change over genera-
tions of families and over different settings. Persons of the same ethnic group may 
have very different cultures or cultural norms. Consider, for example, the different 
cultures of a Syrian farmer living in a rural area of Syria and an ethnically Syrian 
man in England who has a doctorate in economics, and lives in a wealthy area of 
London. The man in England may retain some ethnic traditions for special occa-
sions but his cultural norms are likely to be quite different from those of the farmer 
in Syria. There is an assumption that a relief worker who belongs to the same ethnic 
group as the patient has more understanding and can relate more easily to the situa-
tion of the patient. If the relief worker has lived in the same area for a prolonged 
period and is fluent in the local language, this may be true. But if the relief worker 
is three or four generations removed from where her family originated, she may 
have fewer connections than someone of a different ethnic group who is fluent in the 
language and has been living for years as the same area as the patient.

Most persons belong to more than one “mini culture.” For example, pediatricians 
may belong to the mini cultures of pediatricians, the mini culture of their sexual 
identity, the mini culture of their sports team or hobby groups as well as to the coun-
try in which they live. It is helpful to attempt to connect with others via a shared 
mini culture when ethnicity is different.

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-74906-4_9&domain=pdf
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 Impacts on Health Care

Child health providers working in a refugee camp or in a clinic for resettled children 
will encounter different types of cross-cultural situations in everyday practice. 
Whether overtly demonstrated or not, children and families carry a cultural frame-
work with them into each patient-physician encounter. Similarly, physicians bring 
and apply their own cultural frames of reference into patient care. As a result, there 
might be misunderstandings or conflicting beliefs related to infant care, nutrition, 
child discipline, herbal or other traditional treatments, and parental roles.

There are cultures in which people believe that it is usual to offer some type of 
bribe or incentive in order to get something. Among displaced populations, this 
might lead to offering bribes to relief workers in order to get more food or medica-
tion, or an earlier appointment time. A relief worker may be offended by such an 
offer, not recognizing that this is a standard operating procedure in some cultures.

Culture often has far-reaching impacts upon perceptions of mental health care. 
For example, different cultures may have different understandings about what 
causes emotional, behavioral, or mental health difficulties. Different cultures may 
have greater mistrust and fear of diagnosis or treatment for mental health problems, 
preferring alternative traditional healer or faith-based approaches [1, 2].

It is likely that some families will bring their children to both western medicine 
practitioners and traditional healers within the community. The information about 
the traditional treatment may not be shared. Clinicians need to ask, without judg-
ment, about the use of traditional treatments and be aware of the possibility of nega-
tive drug interactions with herbs or other supplements [3].

In some cultures, the status of interpreters affects what information is provided 
by a patient and how information is conveyed to the physician. If the patient is of 
higher or lower social status than the interpreter, an awkward situation may result. 
The interpreter might not wish to ask certain questions and the patient may be 
uncomfortable speaking with the interpreter [4].

 How to Work with Cultural Differences

It is important to learn about a family’s cultural beliefs and customs. Doing so may 
help explain behaviors that might otherwise be interpreted as negative or nonadher-
ent. Gathering information about a family’s ethnic group affiliation, language, and 
dietary preferences may take a short time but learning about a family’s values and 
beliefs may take much longer. Individual providers should also assess how their 
own social and cultural health beliefs influence their responses to patients.

Relief health workers should acknowledge their need for cultural humility, recog-
nize their inability to fully understand another culture, and be open to new ideas or 
approaches. They can study differing viewpoints and decide which ones might be 
harmful to children and which ones are of little consequence. Then they might choose 
their battles. They may find it helpful to talk about specific diagnostic or treatment 
issues with leaders in a specific family or refugee camp and work out compromises.

K. Olness
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It is important that medical relief workers recognize that the most important 
agenda for displaced families is to be resettled and that this agenda may interfere 
with the agenda of the relief workers. See the example in the appendix.

There are training programs to increase sensitivity among people toward varying 
cultural norms and values. Relief workers may benefit from a cross-cultural game 
called BaFaBaFa [5, 6]. This is usually played in groups but an online version will 
be available. The American Academy of Pediatrics has developed a practical 
“Culturally Effective Care” Toolkit [7].

 Conclusion

It is important that pediatric relief workers be aware of differences in culture and 
cultural norms among colleagues and patients. These differences have important 
implications for decision-making with respect to the physical and mental health of 
children and their families.

 Case Example for Culture Chapter

 “Differing Expectations”

In 1980 our family, including four children, ages 11, 12, 13, and 14, spent 6 months 
living near and working in a Lao refugee camp in Thailand. All members of the fam-
ily had tasks each day in the refugee camp including my husband who taught 
English as a second language to groups of refugees.

Most humans tend to attribute some of their own expectations and values 
to others.

Medical relief workers assume that health care is very important in a refugee area 
and that it is also important to refugees. They might also assume that being on time 
is important to everyone. The following vignette was written by my husband, Hakon 
Torjesen [8].

“By 3:45 PM the clinic work was finished and the students (all refugees who 
were nurses) were just beginning to wander in. This was 3:30 “Lao time” and we 
had talked about that together in class. The nurses knew that before long they would 
have to start living by western time. And we laughed.

We had no specific curriculum. Our goals were to learn spoken English and to 
learn about living in western countries. Our program was to pick a topic and talk 
about it in English until we had enough phrases to write a drill on the blackboard. 
Then we would practice the drill and memorize it. In recent lessons, we had prac-
ticed going to restaurants. Today it would be dinner in the town. We could go to 
McDonald’s or to the Holiday Inn. We wrote some typical menu items on the board. 
And we talked about the typical cost of our evening for a family likely living on one 
or two minimum wage jobs.

“What’ll you have?”

9 Coping with Cultural Differences



86

“Pepsi, hamburger, French fry,” said Ponsi, the careful one. We talked about the 
western custom of ordering food and drink—in that order—and agreed that it made 
as little sense as ordering the drink first.

“One beer, one cheeseburger,” said Souba, the extrovert.
“We don’t sell beer at MacDonald’s. Try the Holiday Inn.” His bride, Dongmali, 

went straight to the Holiday Inn and ignored their menu.
“Omelette, Champagne,” she blurted.
Most of the class had been sobered by our cost analysis. Plain hamburgers were 

the solid favorite.
The rationale for offering English and orientation classes at the hospital and 

clinic is a simple matter of reciprocity. Westerners have descended on the camp 
hospital obsessed with improving the quality of health care, and discover a Lao 
medical staff whose obsession, not at all surprisingly, is a continent away! So we 
share our obsessions, and everybody wins.”
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10Clinics for Migrant and Refugee 
Children: Psychosocial 
and Organizational Considerations

B. Emily Esmaili

 Overview

Clinics serving refugee and migrant children vary in size, structure, and level of 
financial support. As such, considerations and challenges will differ greatly across 
the range of clinical models. However, whether you work in a large federally funded 
clinic in urban America or a small NGO clinic in rural Uganda, similar threads run 
through many migrant clinics. The importance of trauma-informed care, the critical 
role of social workers or case managers, and the essential need for local partner-
ships, for example, are aspects that hold true across locations and organizations.

 Trauma-Informed Care

The effect of trauma upon healthcare utilization, for both chronic and acute health 
needs, has been well demonstrated [1, 2]. It is upon healthcare providers to recog-
nize and minimize these effects where at all possible, from intake staff to lab techni-
cians to security personnel. Providing trauma-informed care may be as simple as 
offering to leave the door slightly ajar to minimize feelings of captivity or claustro-
phobia, or remembering to have caregivers nearby at all times, especially when 
doing physical exams. In addition, it is important to encourage self-care of all clinic 
staff in order to minimize secondary trauma and prevent compassion fatigue.

While the care of refugee and migrant children must involve addressing mental 
and behavioral health concerns, these conversations do not necessarily need to be 
had on the first clinical encounter. Establishing rapport and building trust take time, 
especially in these children with transitory and often traumatic pasts. Many of these 
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children-on-the-move have not had consistent medical homes and familiar health-
care providers in years—if ever—and winning their trust can be a prolonged pro-
cess, but worthwhile nonetheless. Establishing a safe, dependable medical home 
can guard against care that is fragmented, duplicative, and often fails at prevention.

Providing trained medical interpreters is another important aspect of trauma- 
informed care. In addition to ensuring that needs, concerns and responses are effec-
tively communicated, interpreters can serve as cultural brokers, liaising between 
individuals from potentially very different backgrounds. If possible, it is important 
to confirm that the family is comfortable proceeding with a particular interpreter, to 
make sure they will be able to communicate freely.

Small, simple measures can go a long way. For example, learning to say “Hello,” 
“How are you,” and “Open your mouth please” in several languages can put an 
anxious child at ease and help build rapport with caregivers. Also, waiting rooms 
outfitted with multilingual reading materials and culturally acceptable toys will be 
much more welcoming to children and families from different backgrounds.

 Public Health and Preventive Health Considerations

Requirements for medical and infectious disease screening and immunizations vary 
depending on clinic location, government resources, trending epidemiology, and a 
child’s immigration status. For example, many refugee children in the US will have 
received some vaccines through the Vaccination Program for US-bound refugees, 
which is supported by the CDC and Department of State. Migrant children arriving 
through less organized immigration routes may present without any documentation 
of immunization status, nor any health records at all. Refugee and migrant children 
alike are advised to follow national immunization schedules, such as those outlined 
by the CDC’s Advisory Committee on Immunization Practices, and demonstration 
of full vaccination status is a requirement for citizenship in many countries such as 
the US. For most up-to-date information on immunization and infectious disease 
screening recommendations, refer to resources listed at the end of the chapter 
including CDC guidelines, the AAP Redbook, and relevant policy statements from 
the American Academy of Pediatrics [3, 4]. With public health and preventive health 
considerations recommendations and requirements in mind, it is important to note 
that all immunizations and laboratory testing need not be done during the first clinic 
visit, which is often already quite frightening and re-traumatizing for a newly 
arrived child, as long as close follow-up is feasible.

While some clinics will only provide the minimum basic screening services to 
refugee and migrant populations, others may have sufficient resources to also link 
patients to ongoing preventive and primary care services. The same general preven-
tive measures that are routinely offered to local children should be offered to refu-
gee or migrant children, such as developmental assessments, nutritional counseling, 
and anticipatory guidance, on an ongoing basis. When establishing care with a 
newly arrived refugee or migrant child, it is important to obtain a full medical and 
surgical history—which may require multiple rounds of questioning in different 
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ways, over multiple visits. For example, was the child born prematurely? Was  he/
she seriously ill in the past, or ever require hospitalization or surgery? Was the child 
ever malnourished? Details of a child’s early history, in particular, could explain 
current cognitive impairments or behavioral problems. Be aware that caregivers 
may be reticent to share information about serious illnesses in the past (or present), 
perhaps due to fear of judgment, stigmatization of certain diseases, guilt, or fear of 
other possible repercussions. It may take several clinic visits to earn sufficient trust 
to flesh out a child’s entire story.

At each visit, special attention should be paid to behavioral issues, such as adjust-
ment and possible bullying at school or around the camp, which may manifest dif-
ferently over time. In addition, newcomers should be screened for problems, such as 
iron-deficiency anemia, elevated lead levels, and vitamin D deficiency, which are 
common among pediatric migrant populations globally and can sometimes manifest 
as behavior and/or developmental problems such as inattention, learning disabili-
ties, and mood disorders. Please refer to the guidelines listed at the end of the chap-
ter for full screening recommendations.

The concept of regular preventive visits may be new to many families and thus 
require further and perhaps repeated explanation. Prior to resettlement, many chil-
dren may not have experienced well visits or any sort of clinical encounter focused 
on health promotion and disease prevention. Thus, it is important to continually 
reiterate the importance of preventive visits and health-promoting behaviors, 
encouraging the development of healthy lifestyles as these children transition to 
their new home environments.

 Ethical and Legal Considerations

Many countries will provide free healthcare for refugees and asylum seekers alike. 
According to the WHO, all resettled displaced persons should have access to com-
prehensive healthcare. In the US however one of the many points distinguishing 
registered refugees from other migrant groups is refugees’ access to public benefits 
such as health insurance. Undocumented children or those without refugee status 
may be discouraged from seeking medical care due to financial barriers or fear of 
legal ramifications. Providers must continue to push back against these barriers by 
advocating for adequate healthcare for all children, regardless of citizenship or 
immigration status. Local resources such as asylum clinics or pro bono legal ser-
vices may be available in certain areas and could provide valuable partnerships. In 
addition, many community health centers offer sliding-scale fees for patients with-
out health insurance and are an important resource for children without coverage or 
whose coverage has lapsed.
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 Case Management and Clinic Flow

In addition to legal and financial barriers, refugee and migrant children experience 
a number of additional social challenges, often complex in nature. Their caregivers 
may lack transportation or protected time to take them to appointments. They may 
be allotted housing that is substandard or unsafe. Their caregivers may have differ-
ent understandings of healthcare systems and different paradigms of health and 
wellness. Caregivers may carry culturally infused beliefs and stigmas against cer-
tain conditions, for example, not fully understanding the concept of a chronic condi-
tion or illness that has no cure, such as asthma or diabetes. Or, they may believe 
other conditions such as seizures are due to spirit possession and can thus only be 
treated by spiritual healers. These multidimensional barriers can collectively hinder 
a family’s ability and/or willingness to navigate their current healthcare landscape.

A trained, culturally aware case manager or social worker can help overcome 
many of these barriers. In a new or less-resourced clinic, trained volunteers or com-
munity health workers can also serve this function. They can help arrange referral 
appointments and transportation, liaise with schools, employers, or housing manag-
ers, and offer information on clothing or food banks. On the individual level, case 
managers can be a tremendous help to a family learning to assimilate and navigate 
a new healthcare system, culture, and community. On the clinic level, case manag-
ers can enhance clinic flow by addressing these needs upfront, as well as helping 
patients find their way to the laboratory, radiology, or pharmacy departments. They 
can also help explore funding opportunities in order to expand clinic resources. And 
on the community level, they can help build relationships with local organizations 
such as refugee resettlement agencies, local youth groups, or church organizations.

Preemptively establishing systems and processes to ease clinic flow is essential 
to clinic efficiency and to improving the experience of staff and patients alike. Case 
managers and other ancillary staff who can assist with the nonmedical aspects of 
healthcare are critical members of the clinic team.

 Building Partnerships and Building on Strengths

Meeting the many, complex needs that refugee and migrant children bring to your 
examining table will require collaboration and loads of creativity. Your clinic might 
not have mental health resources for non-English speaking children, for example, 
but the local public school system might have an arts-therapy program that could be 
beneficial. Local libraries might be willing to donate children’s books, and student 
volunteers could be utilized to discuss the importance of early literacy. Determine 
the most pressing needs in your particular clinic situation and begin canvassing 
potential partners and resources. Be as specific as possible in desired interventions 
and seek to develop targeted programs for specified problems. For example, if wors-
ening obesity is a trend among your Middle Eastern adolescent female patients, 
look for Arabic-speaking nutrition programs or culturally acceptable sports groups 
in your area.
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The value of local partnership cannot be overstated. Resettlement agencies often 
can provide extended case management for high-risk families, classes in English or 
employment, and sometimes can provide volunteers to accompany patients to their 
appointments. Academic partnerships can be particularly useful, such as universi-
ties that have academic interests in migration issues, child health disparities, or refu-
gee studies. Academic institutions can bring student volunteers, opportunities for 
grant funding and sponsorship, as well as consultation on clinical best practices and 
quality improvement. For example, Duke University Medical Center supports a 
community health clinic (Lincoln Community Health Center) in Durham, North 
Carolina, that cares for most refugees in that area. Duke provides a network of sub-
specialty providers for referral when needed, at a steeply discounted cost, as well as 
a cadre of volunteer service-learners that benefit from the local/global clinical 
experience.

Amid the myriad challenges of running a clinic for refugee and migrant children, 
the hidden assets are also many. As most of these children have endured various 
forms of hardship and instability both before and during migration, they are often 
resilient, adaptable, and quite grateful for reliable medical care. Many cherish the 
doctor–patient relationship and look forward to provider visits as special social 
occasions. Many also come from families that uphold strong religious and/or cul-
tural values and a sense of family cohesiveness, all of which can contribute to a 
strong set of moral values for the child. Finally, staff working in refugee or migrant 
clinics are often drawn to these positions out of a sense of personal responsibility, 
compassionate awareness, and sometimes personal experience as refugees or 
migrants themselves. These are all qualities that can greatly benefit care providers 
in meeting the unique health needs of refugee and migrant children, who are striving 
to resettle in their newest home.

 Two Vignettes

Below are two vignettes of very different clinics serving refugee and migrant chil-
dren, authored by editors of this book, each with different challenges at hand, and 
different resources and creative solutions to address them.

 Case Study One: A Child Migrant and Refugee Service 
in Gateshead, UK

Gateshead, a city in the North East of England, has the second-highest proportion 
per population of resettled refugees and asylum seekers in the UK. Newly arriving 
migrants struggle with access to health care for a variety of reasons, including not 
speaking the language, not knowing the health system, and the system not consider-
ing their health needs.

The Gateshead Child Migrant and Refugee Service started in 2018 as a pilot 
project at Queen Elizabeth Hospital, belonging to and funded by the state-run 
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National Health Service (NHS) as a “new entry” clinic where children of refugees 
and asylum seeker families resettled in Gateshead would have a comprehensive 
health screening, have their health needs identified, and addressed either within the 
same service or by linking the family to another statutory or voluntary service in the 
area. Following a series of surveys, focus groups, and workshops with service users 
as well as providers, the clinic is evolving into a holistic service provider for migrant 
families, having learned that successful integration is the key to long-term physical 
and mental health of migrant families. The clinic builds on evidence-based guidance 
for the assessment of refugees [5, 6].

The purpose of the initial health screening is to identify all health needs and 
address these at the earliest opportunity. Approximately 45 min are spent with each 
new refugee child. The main elements of this visit include:

Identifying and Welcoming—The service works closely with the local Council 
(responsible for housing refugees and asylum seekers), housing companies, family 
doctors (GPs), and charities to identify and refer families. Families are then con-
tacted by a migrant health nurse specialist and invited to attend a health screening 
appointment at the hospital. The service has encouraged local GP practices to join 
an initiative started by the NGO Doctors of the World, which promotes registration 
in primary care. Arriving in the hospital clinic, families are welcomed into a child- 
friendly waiting area by the specialist nurse, interpreter, and play specialist. The 
clinical assessment follows evidence-based guidelines for immigrant and refugee 
health [5].

A Comprehensive Personal and Family History—With the help of an interpreter, 
the clinic doctor explores any concerns the family has about their child, any current 
symptoms, details of the family’s travel history, past medical history, family history, 
and health of all family members. Although the clinic cannot treat adults, the doctor 
gives recommendations to the family doctor to manage any health issues of the 
parents. Older children and teenagers are given the opportunity to talk to the doctor 
alone and are offered sexual health support or referral if desired.

Mental Health Assessment—All caregivers are asked a detailed history of mental 
health symptoms, history, exposures to trauma, concerns about behavior, and devel-
opmental milestone screening. This is started at the initial visit and explored further 
in subsequent visits if necessary. The doctor does ask specifically about exposure to 
trauma and how this affects the child and uses the Strengths and Difficulties 
Questionnaire (SDQ, freely available in several languages) to screen for mental 
health issues and inform decisions about follow-up [7, 8]. On arrival in the UK, 
families often feel extreme relief of starting a new life in a safe place and mental 
health symptoms may not be very prominent, though traumatic experiences often 
resurface after a period of resettlement.

Clinical Examination, Growth and Developmental Assessment—All children 
have their vital signs taken (heart rate, respiratory rate, oxygen saturation, blood 
pressure, temperature), a urine sample checked with a point-of-care test, and their 
weight and height measured (in younger children, and where malnutrition is sus-
pected, mid-upper arm circumference (MUAC) is also obtained). The clinic uses 
WHO Anthro and Anthro+ to log children’s growth parameters. Children then have 
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a complete systems examination, focusing on common problems of refugee chil-
dren: malnutrition, micronutrient deficiencies, dental decay, and features of para-
sitic infections and chronic infections.

Laboratory Tests—The following blood tests are obtained from all children dur-
ing the initial screening:

• Full blood count.
• Kidney/liver function.
• Bone profile: Phosphate, Calcium, Alkaline phosphate.
• Thyroid function.
• Inflammatory markers (CRP, ESR).
• Micronutrient screen (iron, vitamins A, B12, D and E, folate, zinc).

Further investigations are obtained, depending on individual needs. Infection 
screens are tailored to exposure risks at the countries of origin, residence, and travel 
route, and may include a TB screening, hepatitis serologies, HIV testing, malaria 
testing, and Strongyloides and Schistosoma serologies. While a public health con-
cern for host countries, the clinic found that management of infections is not the 
main health need of refugee and asylum-seeking families.

Comprehensive Recommendations—Families are provided with basic health rec-
ommendations, including information about available services in their native lan-
guage. Specific written health recommendations are given to the family, the GP, the 
Council support worker, and any voluntary sector organization involved, keeping in 
mind patient confidentiality. The clinic uses social prescribing (where a doctor or 
nurse prescribes a social intervention with a health benefit, e.g., a physical activity 
program or a social worker visit) extensively to promote health and social integra-
tion. Common health problems identified include: malnutrition (stunting with 
undernutrition and obesity), nutritional deficiencies, mental health concerns, incom-
plete vaccinations, poor dentition, need for vision and hearing tests, and poor mater-
nal health (e.g., multiple micronutrient deficiencies, especially with breastfeeding 
and having multiple children, and maternal depression). A major aspect of address-
ing health needs lies in the degree of social integration achieved by the family and 
helping overcome barriers inhibiting deeper integration. In addition to individual 
physical and mental health needs, the need for clinic follow-up is also determined 
by factors that inhibit integration (e.g., child’s lack of access to education, lack of 
peer relationship experience, parental unemployment, poor housing, lack of lan-
guage abilities, single parent, previous or current family experience of violence/
racism, parental psychiatric diagnosis and/or disability). The clinic works closely 
with support workers and social workers to address issues of community integration.

Strategic Partnerships and Collaborations—Closely involving statutory services 
(e.g., primary, secondary, and tertiary healthcare, mental health services, local 
Council, social services, schools, employment services, public health departments), 
the voluntary sector (many specifically focused on the needs of refugees and asylum 
seekers, but also organizations providing general mental health care, children’s edu-
cation, food banks, cultural and religious organizations), and engagement with local 
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as well as migrant communities and their leaders have been key to the success of 
this clinic. In the future, the service aims to be a community and primary care ser-
vice for the entire family.

 Case Study Two: A Mobile Clinic for Refugees in Kibungo, Rwanda

The mobile clinic was organized under the auspices of a large NGO to provide 
health care to refugees who were returning from their refugee camps in Tanzania to 
Rwanda, their country of origin. The NGO established a program in Kibungo to 
provide healthcare to returning refugees who were all of the same ethnic group.

The returning refugees traveled in long lines. UN Agencies provided trucks that 
were intended to provide rides to women and children but most trucks were taken 
over by young, healthy men. So most women and children walked. Many walked for 
days to reach their hometowns or villages.

There were three mobile clinic vehicles, two pickup trucks and one Land Rover. 
Drivers were local men who knew the area. Three NGO expatriate volunteer physi-
cians (two pediatricians and one internist) and three volunteer expatriate nurses rode 
in the vehicles.

Each evening the NGO replaced supplies in the mobile clinic vehicles. These 
included standard medications, gloves, syringes, needles and small surgical kits 
from UN agencies, basic obstetric packs, and small amounts of intravenous fluids. 
NGO volunteers added water, nutritional biscuits, and germicidal solutions.

The three clinic vehicles left the small town early each morning to drive along 
the refugee routes, stopping at feeding stations where physicians and nurses would 
examine refugees who needed medical attention. They were often told about some-
one who had collapsed along the route and was too ill to travel; the vehicle would 
then go directly to that person and transport them to a nearby district hospital. Lost 
children were also picked up along the way and brought to a church where they 
were photographed for reunification purposes and fed. The children were cared for 
by nuns at the church while the International Committee of the Red Cross officials 
took responsibility for family reunification efforts. Children in this church who 
needed medical attention were seen by health staff from the mobile clinics.

Many children were examined alongside the road in the mobile clinics. A com-
mon problem was skin infections of their feet because most children walked bare-
foot. Other common problems were malaria, upper respiratory illnesses, diarrhea, 
and dehydration. Periodically, the clinic staff were informed about a mother about 
to give birth and many small infants were delivered alongside the road. Most likely 
maternal malnutrition coupled with the stress of long travel was triggering prema-
ture labor.

The mobile clinic vehicles returned to the house rented by the NGO each evening 
at sunset. During the several weeks that the mobile clinics were active in this area, 
there was substantial illness among the NGO volunteers including cerebral malaria, 
diarrhea, and food poisoning. Occasionally, these illnesses reduced the number of 
mobile clinics that could be staffed.
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The local medical staff working in the district hospital represented a different 
ethnic group than the refugees and would often display outright discrimination 
against ill refugees. Expatriate health staff were sometimes frustrated by this clear 
discrimination; however, they had no authority in these local decisions. And thus the 
mobile clinic volunteers continued to care for Rwandan refugees in this difficult 
landscape, to the best of their ability.

 Additional Resources

AAP Immigrant Child Health Toolkit: https://www.aap.org/en- us/advocacy- and- 
policy/aap- health- initiatives/Immigrant- Child- Health- Toolkit/Pages/Immigrant- 
Child- Health- Toolkit.aspx

CDC Refugee Health guidelines: https://www.cdc.gov/immigrantrefugeehealth/
guidelines/domestic/checklist.html

AAP Red Book online: https://redbook.solutions.aap.org/redbook.aspx
MSF refugee health guidelines: http://refbooks.msf.org/msf_docs/en/refugee_

health/rh.pdf
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food-insecure hospitalized children, which she later established as a 501c3, Growing Health, Inc. 
She then returned to the US to earn her masters in Global Bioethics and Science Policy from Duke 
University, followed by a fellowship in refugee child health also from Duke. Dr. Esmaili now 
works for Lincoln Community Health Center in Durham, NC, which serves primarily low-income, 
immigrant, and refugee children in the local community, where she also leads a grant-funded out-
reach program for refugee and immigrant families post-COVID. She has volunteered with humani-
tarian organizations in Greece, India, Nepal, Rwanda, and along the Thai-Burma border.
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The humanitarian sector, seen either from a perspective of acute disaster relief or 
more long-term development of capacity and capability, has undergone substantial 
changes in recent years. Traditionally, humanitarian interventions were often short 
(such as in a disaster situation) or narrow and subject-focused (e.g., programs on 
HIV or nutrition) with little coordination between such programs (“vertical” 
approach). We now know humanitarian efforts are often closely interlinked, and that 
the impact of “vertical” programs can be very limited; while integration of several 
such programs at the same time amplifies the outcomes for each individually and all 
collectively (“horizontal” approach). The integration of HIV, tuberculosis, and 
nutrition programs in many Sub-Saharan African countries are good examples for 
this [1, 2].

This section introduces you to some themes which are commonly given low 
priority in humanitarian emergency responses because of their broad scope and long 
timelines: Maternal and child growth and nutrition, child development, prevention, 
and health promotion. These themes closely relate to the psychosocial aspects dis-
cussed in Part I of this book.

In this part, we aim to raise your awareness of two very important points: firstly, 
that disturbance of child growth and development has lifelong implications for the 
child; and secondly, that there is only a very short window of opportunity to rectify 
this. You may be familiar with the concept of “the first 1000 days,” that it is during 
life in utero and the first two years thereafter, the phase of the most rapid growth and 
largest brain plasticity and development, that maternal and child malnutrition and 
physical and psychosocial trauma have the largest impact but also the largest poten-
tial for recovery [3]. Problems remaining unrecognized and untreated beyond this 
age may persist lifelong, such as stunting from malnutrition or cognitive impair-
ment from iron deficiency. In any humanitarian setting, 1000 days is not a long 
time—considering that the majority of displaced people spend years or even decades 
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in temporary settlements. Considering maternal health, child growth and develop-
ment, and health promotion as equally important to other emergency health mea-
sures could go a long way in securing the lifelong health and well-being of refugee 
and migrant children.
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 Definition of Malnutrition

Malnutrition is the result of an imbalance between intake of nutrients, and energy 
provided to the body, relative to its needs. Common reasons are more than a lack of 
food: it can be a combination of factors such as insufficient protein, energy and 
micronutrients intake, frequent infections or disease, poor care and feeding  
practices, inadequate health services, and/or poor water and sanitation. The lack of 
adequate breastfeeding practices alone results in almost 12% of all deaths among 
children under age 5. The term “malnutrition” refers to undernutrition (wasting, 
stunting, underweight), micronutrient deficiencies, overweight, and obesity.

Malnutrition violates a child’s right to survival and development [1]. However, 
its consequences often remain invisible until it is too late. Malnutrition can present 
itself in many ways:

• A child who never reaches full height due to poverty, poor sanitation, lack of 
breastfeeding, and limited access to nutritious foods.

• A young woman who becomes anemic during her pregnancy and v birth to an 
underweight baby who later faces developmental delays.

• A child rendered blind by vitamin A deficiency.
• A child who becomes obese through overconsumption of energy-dense foods 

that are high in fat and sugars.
• A desperately thin and wasted child, at imminent risk of death.
• Physical and cognitive development delays as a result of malnutrition early in 

life, having individual, societal, and economic impacts.
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Around 45% of deaths among children under 5 years of age are linked to under-
nutrition [2] and mostly occur in low- and middle-income countries. For the last few 
years, rates of childhood overweight and obesity, often in conjunction with stunting, 
are also increasing in these countries. In the majority of cases, the effects of malnu-
trition are far more silent and occur over a longer time period: it stunts children’s 
mental and physical growth, deprives them of essential vitamins and minerals, 
which makes them more susceptible to disease, illness, and even death.

Malnutrition is one of the most serious challenges in the world today. It is a prin-
cipal contributing factor to global illness and death, and carries dire economic con-
sequences. In addition to its worldwide impact, economic losses, as well as the 
physical, cognitive, and emotional outcomes of malnutrition afflict vulnerable 
populations the most, such as refugees, migrants, and internally displaced people 
(IDP), those living in poverty, women, and young children. Therefore, global efforts 
to put an end to malnutrition are imperative and require multiple resources as well 
as international and national commitment.

Chronic malnutrition or stunting (when a child is too short for his or her age) is 
a condition that develops when young children do not receive the correct balance of 
nutrients in the first 1000  days of life (from conception to the age of 2  years), 
resulting in stunted cognitive and physical development [3]. A child is considered 
stunted if their height-for-age is more than two standard deviations below the WHO 
Child Growth Standards median [4]. Chronic malnutrition early in life prevents 
children’s bodies and brains from growing to reach their full potential, compromises 
their immune systems to fight off illnesses, and makes them more prone to 
degenerative diseases, obesity, and are more likely to die prematurely [5]. The 
damage caused by chronic malnutrition is irreversible and has far-reaching 
consequences, from impaired learning and school performance, to lower future 
earnings. Stunted children often come from the poorest households, making stunting 
a key marker of poverty and inequality. Globally, 144 million (21.3%) children 
under 5  years were stunted in 2019 [6]. The causes of chronic malnutrition are 
multifaceted and complex, and include poor maternal nutrition, suboptimal infant, 
and young child feeding including breastfeeding, limited access to a diverse diet, 
inadequate child care practices, lack of healthcare and availability of clean water, 
poor hygienic conditions and repeated illness such as diarrhea. Further, other 
underlying, indirect causes also impact chronic malnutrition such as social norms, 
gender dynamics, education attainment, the political economy, and overall equity. 
In 1990, UNICEF developed a causal framework that illustrates the varying 
immediate, underlying, and basic causes of malnutrition to better analyze and 
address the multi-sectoral gaps for improved nutrition (See Fig. 11.1).

Critically, chronic malnutrition can carry over to the next generation. For exam-
ple, a stunted girl child will grow to be a poorly developed adolescent or adult, who 
will then become an undernourished pregnant mother, who is more likely to experi-
ence birth complications, poor intrauterine growth, premature birth, or a baby with 
low birth weight for gestational age. This baby, already facing physical complica-
tions, may then grow to also be stunted, creating an intergenerational cycle of 
chronic malnutrition, growth failure, poor health, and poverty. (See Fig. 11.2).
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Malnutrition throughout different stages of life, or the cycle of chronic malnutri-
tion, has both immediate and permanent consequences. In the short term, maternal 
malnutrition increases the risks of morbidity and mortality. For example, stunting or 
underweight during pregnancy increases the risk of low birth weight, or small ges-
tational age; obesity during pregnancy contributes to gestational diabetes, pre-
eclampsia, and hemorrhaging; and both forms can lead to maternal and neonatal 
death. In the long-term, maternal malnutrition impacts poor development of the 
fetus, and can lead to metabolism and hormone adaptations in the womb that alter 
the structure and bodily functions of the neonate. When a mother’s body is not able 
to provide nutrients through her bodily stores or the placenta, permanent negative 
effects can occur such as poor tissue growth, dysfunction of the organs and brain, as 
well as fetal hormone imbalance such as insulin production that contributes to type 
2 diabetes, obesity later in life, and an increased risk of other challenges such as 
high blood pressure, lung function, coronary heart disease, and overall mortality [8, 9].

The first 1000 days of life, from conception until a child’s second birthday, is a 
period for rapid growth and development physically, cognitively, and emotionally. 
Growth failure may occur in utero, and/or during infancy and young childhood due 
to suboptimal or no breastfeeding, poor complementary feeding of solid foods that 
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are inadequate in quality and quantity, and repeated illnesses that hinder absorption 
such as diarrhea due to poor hygiene or unclean drinking water. If a child’s diet and 
overall care remain poor during this window of time, the consequences of 
malnutrition can be irreversible later in life. Therefore, this period is seen as a 
critical time of both vulnerability and potential during which the foundations for 
lifelong health are laid [10].

Less monitored, but equally important, is malnutrition in school-aged children, 
also associated with high risks both physically and cognitively. Malnourished 
children between the ages of 4–14  years of age present with micronutrient 
deficiencies, wasting, stunting, and sometimes all three, due to poor household 
dietary diversity and recurring illness such as diarrhea and upper respiratory 
infections [11, 12]. In addition, studies demonstrate that hunger in school-aged 
children can exacerbate behavioral, emotional, and academic problems, in particular, 
aggression and anxiety [13].

Adolescence (from 10 to 19 years of age) is also a critical time for rapid growth 
and development, including accelerated linear and skeletal growth—commonly 
known as “catch-up” growth, as well as pubertal growth, and sexual maturation. 
Poor nutrition during adolescence leads to micronutrient deficiencies, being 
underweight or overweight, or stunted. Extra energy, protein, and micronutrients are 
needed for the adolescent body, and when adequate nutrition is lacking, physical 
growth, brain function, and hormonal development falters [14, 15]. Pregnancy 
during adolescence also has adverse nutritional consequences for a young mother. 
The additional energy and nutrients required for adolescent growth and fetal 
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development are not sufficient, and therefore both the mother’s and infant’s bodies 
can potentially be compromised, such as causing stunting for both, high risks of 
eclampsia, puerperal endometritis, as well as systemic infections for the adolescent, 
preterm delivery, low birth weight, and higher infant mortality rates [14, 16].

Although chronic malnutrition is a term to describe a form of undernutrition, it 
does not exclude children who are also suffering from or at risk of other forms of 
malnutrition such as wasting or obesity. Children can be susceptible to multiple 
forms of malnutrition and may also ebb and flow between the various states, which 
increases risks to their health and life over time [6, 17].

Acute malnutrition, also known as wasting, is characterized by a massive loss of 
body fat and muscle tissue, detected by low weight for height of the child, a low 
mid-upper arm circumference (MUAC) and/or the presence of bilateral pitting 
edema. This form of malnutrition poses an immediate threat to child survival and is 
considered as a health emergency. Wasting is the crushing result of acute malnutrition 
and poses an immediate threat to survival. In 2019, 47 million children under 5 years 
old were wasted globally, and 14.3 million severely wasted [6]. Infants under 
6 months who are severely acutely malnourished are defined by very low weight- 
for- length or bilateral pitting edema, though it is more difficult to identify signs of 
acute malnutrition in younger infants than older infants [18].

Acute malnutrition is defined in various ways with different names such as 
protein-energy malnutrition, wasting, kwashiorkor, or marasmus. Marasmus 
refers to children who are very thin for their height but do not have bilateral pit-
ting edema. These children look almost elderly and their bodies are extremely 
thin even skeletal. Kwashiorkor refers to edematous malnutrition and can be 
verified by applying thumb pressure on top of both feet for a few seconds and 
checking if a pit or indentation on the feet is left after the thumbs are lifted. 
Without treatment, edema can spread to the legs and face, and the child appears 
puffy and is also found to have irritability, weakness, and lethargy. Skin lesions 
can be present, with thinning hair and enlarged liver. Both types of acute malnu-
trition compromise the body’s vital functions and can lead to long-term effects, 
similar to those found in chronically malnourished children. Micronutrient defi-
ciencies such as lack of iron, iodine, or vitamin A can accompany acute malnutri-
tion, and these children are at greater risk of medical complications and death 
from illness or infections.

The currently accepted WHO definitions for wasting are based on anthropomet-
ric cut-offs and the presence of clinical signs:

• Moderate acute malnutrition (MAM) is defined by a weight-for-height z-score 
(WHZ) between −2 and −3, or a MUAC between 115 and 125 millimeters.

• Severe acute malnutrition (SAM) is defined by a WHZ < -3, a MUAC <115 mil-
limeters, and/or the presence of bilateral pitting edema.

• We also refer to Global acute malnutrition (GAM) as moderate and severe acute 
malnutrition together. This is the indicator used for the measurement of the child 
nutritional status at a population level and reflects the severity of an emergency 
situation.
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Using existing studies of case fatality rates in several countries, WHO has 
extrapolated mortality rates of children suffering from SAM. The results reflect a 
5–20 times higher risk of death compared to well-nourished children. SAM can be 
a direct cause of child death, or it can act as an indirect cause by dramatically 
increasing the case fatality rate from common childhood illnesses such as diarrhea 
and pneumonia. Both stunting and wasting can share similar determinants, as acute 
malnutrition occurs mainly in families that have limited access to nutritious food 
and are living in unhygienic conditions, which also increases the risk of repeated 
infections. Thus, preventive programs are essential in the context of poverty and 
associated factors and must be implemented alongside treatment programs for 
children who already are suffering from wasting and need immediate care.

To prevent the development of child acute malnutrition, interventions targeting 
appropriate breastfeeding and complementary feeding practices are crucial. 
Similarly, disease prevention strategies particularly interventions addressing risks 
of diarrhea and respiratory infections are important. An integrated approach in the 
prevention of stunting and wasting together is the key to optimizing healthy growth 
in children and can significantly reduce child wasting.

Overnutrition, which includes overweight and obesity, is on the rise in almost 
every country in the world, including those with a high prevalence of stunting and 
wasting. Globally, an estimated 38.3 million children under 5  years old were 
overweight in 2019, 78% of them living in middle-income countries [6]. Many 
countries are now facing an emerging threat known as the triple burden of 
malnutrition: overnutrition, undernutrition, and micronutrient deficiencies, all three 
present in the same country. Undernutrition and overnutrition not only can coexist 
within the same country, but also at the community and household level, and even 
within the same individual. Stunted children, for example, face a greater risk of 
becoming overweight as adults [1]. The causes of undernutrition and overweight 
and obesity can also be similar. Economic status, inadequate diets, poor infant and 
young child feeding practices can lead to both undernutrition and overnutrition. In 
addition, an emerging and modern problem is related to the marketing and sales of 
unhealthy foods and drinks in every country with high impacts on young children 
and their families.

Because of often dire living situations in refugee and migrant camps, and uncer-
tain access to basic and vital needs, such as clean drinking water, adequate food, 
hygiene, and shelter, refugee children’s lives are even more at risk of malnutrition. 
We know that infants and young children are already more vulnerable because their 
nutritional status can rapidly change and deteriorate, but the environment in which 
they live during these displacements due to conflicts, natural disasters, or other 
catastrophes also contribute to the worsening of their health status and heighten 
their vulnerabilities. Similarly, lifestyle or cultural factors can affect nutritional sta-
tus. Those can be gender-related (e.g., prioritizing food for men and boys in times 
of scarcity, leaving girls and women more at risk of malnutrition), cultural (e.g., 
mothers leaving their own food for their children and husband, putting themselves 
at risk), and economical (lack of access to diverse and nutritious food), and all are 
often exacerbated during times of emergency.
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 Developmental and Emotional Impact of Malnutrition

Maternal and child mental health and well-being is inextricably linked to the physi-
cal health and nutrition of a young child. Dependency of infants on their mothers, or 
primary caregivers, for nutritional care and emotional and physical stimulation is 
critical to a child’s development. Interference of appropriate care and mother-baby 
connection often occurs during times of high stress, lack of food, unavailability of 
basic health care, as well as underlying factors such as poverty, lack of education, 
gender-based violence, and sociocultural norms. These disturbances impact the 
mental health and psychosocial well-being of both caregiver and young child there-
fore obstructing the full physical, intellectual, and emotional potential of a child—a 
pattern which can continue into adulthood.

Appropriate child care also includes adequate feeding and nurturing. A caregiver 
experiencing depression or stress is less likely to be emotionally and physically 
available for his or her child. Research into mothers experiencing depression and 
stress shows a correlation between maternal mental health and breastfeeding 
cessation. Nutrition assessments in refugee and displaced contexts have demonstrated 
that feeding and care are negatively impacted during situations that exacerbate 
maternal distress, seen as a decreased frequency of breastfeeding and deteriorated 
complementary feeding practices [19, 20]. Figure 11.3 demonstrates the important 
links between the lack of nutrition and care practices and its long-term consequences.
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Inadequate care and nurturing in infanthood over time put children at risk of 
toxic stress, which is prolonged exposure to stress that causes the child’s body to 
remain in a stress response, leading to poor emotional and physical growth. The 
absence of appropriate care can be a vicious cycle. A young child or infant experi-
encing nutritional deficiencies and/or lack of emotional stimulation due to neglect 
may show reduced physical and cognitive activity and become apathetic (see 
Fig.  11.4). The caregiver may reduce the amount of stimulation provided to the 
child as the child stops responding to the caregiver, leading to permanent develop-
mental delays and vulnerability to mental health issues.

In some nutrition interventions, caregivers are not only supported with feeding 
and nutrition education but also given information on infant development: Caregivers 
are shown various ways to engage with and stimulate their infants, to be responsive 
and better connect with their child. This is important to improve feeding practices, 
but also helps to reduce stress, which is critical in migrant and refugee crises. 
Nutrition interventions that incorporate Early Childhood Development (ECD) have 
been shown to improve maternal mood, in addition to strengthening the parent–
infant relationship, leading to better infant health and development outcomes 
(Fig. 11.4). Similarly, interventions expressly designed to improve maternal mental 
health have a positive impact on infant health and development [21]. It is therefore 
critical that the well-being of caregivers is protected and supported as part of a 
nutrition response, and emotional, intellectual, and physical engagement between 
caregiver and child are incorporated into nutrition interventions for the benefits of 
both child and caregiver.

 Nutrition Assessments

Malnutrition can be assessed at different levels to determine the nutritional status 
of individuals or population groups. Information about nutritional status is essen-
tial for the identification of critical nutrient deficiencies and emergencies that can 
help formulate recommendations for nutrient intake and inform the development 

Fig. 11.4 Integrating ECD activities into nutrition programmes in emergencies: why, what, and 
how? WHO/UNICEF
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of effective public health nutrition programs. A number of factors should be 
assessed such as anthropometric measurements, medical and family history, 
observations of the child’s physical aspect and behavior, cultural practices, and 
socioeconomic status. Methods of nutrition assessments can be categorized into 
four different types: nutrition surveys, surveillance, screening, and interventions 
(monitoring).

Nutrition surveys are performed to assess the nutritional status of a selected pop-
ulation, identify the groups at risk of malnutrition or already malnourished, evaluate 
other health problems, and inform programming. Nutrition surveillance is a con-
tinuous and systematic collection and analysis of health and nutrition-related data, 
needed for the planning and implementation of nutrition programming. Data collec-
tion and analysis take place over a long period of time, which helps establish com-
parative trends and identify nutrition risk factors at the population level [22]. 
Nutrition screening is used to identify malnutrition at the individual level. During 
screening, measurements and other medical protocols are used. Nutrition 
interventions are carried out on populations or subgroups of the population at risk 
and are implemented after a nutrition screening or survey. This can be a method of 
nutrition assessment if an efficient monitoring framework is already set up and 
nutrition data are regularly collected and analyzed. Contextual and program 
information helps further explain improvements or deteriorations of nutritional 
status in the population and informs programming and policies.

 Nutrition Assessment at the Population Level

At the onset of the emergency, a rapid situational analysis will help to establish 
whether the nutrition situation is deteriorating or stable, whether groups in the 
community have specific needs, and whether community members have specific 
skills or resources that can help prevent the deterioration of the situation. Situational 
analyses should review the state of nutrition before the emergency, including eating 
habits and livelihood practices, and compare the risks now that the emergency 
has arisen.

Where nutrition is a concern, the prevalence of acute malnutrition in children 
under 5 years old should be assessed, as child acute malnutrition is considered as a 
good indicator of recent changes in dietary intake and infection rates, and is also 
used to provide an indication of the nutritional status of the whole population. It is 
assessed using weight for height, MUAC, and bilateral pitting edema for children 
aged 6–59  months. Infants aged 0–6  months also need specific attention during 
these assessments. It is important to identify infants who are not being breastfed 
since infant formula supply can be unreliable, as well as dangerous due to lack of 
access to clean, boiled water and clean utensils for safe preparation of formula. If an 
infant is not being breastfed or if the caregiver is having breastfeeding difficulties, 
the mother or caregiver and the child should be referred immediately to providers 
trained on breastmilk substitute programming for further assessment, tailored 
support, and adherence to global guidelines for non-breastfed infants [23].
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In contexts where nutrition security is a concern, a rapid assessment of the nutri-
tion status of the refugee or migrant population should be conducted as soon as 
possible after the start of the emergency. This assessment will collect child 
anthropometric data and secondary data related to the nutrition situation, access to 
services and food sources, and key infant and child feeding practices. The number 
of people affected can be estimated, including the availability of local resources and 
the need for external assistance. Results of this initial rapid assessment indicate the 
need for a more in-depth assessment carried out after a few months, to reassess the 
situation and determine longer term needs and approaches.

Assessments should be designed, carried out, and supervised by nutrition work-
ers with appropriate qualifications and relevant experience. If the nutrition situation 
is at risk, a more comprehensive nutrition survey should then be undertaken as soon 
as feasible, and no later than 3–6 months after the start of the emergency.

 Assessment of Women’s and Children’s Diets

Assessing the diets of pregnant women and children against global recommenda-
tions is fundamental to both preventing and addressing malnutrition. UNICEF’s 
Global Database (2019) lists a set of indicators to appropriately measure infant and 
young child feeding practices. They include [24]:

Indicator Definition
Early initiation of 
breastfeeding

Percentage of newborns put to the breast within 1 h of birth

Exclusive 
breastfeeding

Percentage of infants 0–5 months of age who are fed exclusively with 
breast milk

Introduction of 
solid, semi-solid, 
or soft foods

Percentage of infants 6–8 months of age who receive solid, semi-solid, or 
soft foods

Minimum 
acceptable diet

Percentage of children 6–23 months of age who received a minimum 
acceptable diet (breastfed children 6–23 months of age who had at least the 
minimum dietary diversity and the minimum meal frequency during the 
previous day AND non-breastfed children 6–23 months of age who 
received at least two milk feedings and had at least the minimum dietary 
diversity not including milk feeds and the minimum meal frequency during 
the previous day)

Minimum diet 
diversity

Percentage of children 6–23 months of age who received a minimum diet 
diversity (number of children 6–23 months of age who received foods from 
≥5 (out of 8) food groups during the previous day)

Minimum meal 
frequency

Percentage of children 6–23 months of age who received a minimum meal 
frequency (number of breastfed children 6–23 months of age who received 
solid, semi-solid, or soft foods the minimum number of times or more 
during the previous day and the number of non-breastfed children 
6–23 months of age who received solid, semi-solid, or soft foods or milk 
feeds the minimum number of times or more during the previous day.)

Continued 
breastfeeding at 
2 years

Percentage of children 20–23 months of age who are fed breast milk
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Maternal Nutrition indicators include:

Indicator Definition
Minimum dietary 
diversity for women 
of reproductive age 
(MDD-W) [25]

MDD-W is a dichotomous indicator of whether or not women 
15–49 years of age have consumed at least five out of ten defined food 
groups the previous day or night. The proportion of women 
15–49 years of age who reach this minimum in a population can be 
used as a proxy indicator for higher micronutrient adequacy, one 
important dimension of diet quality.

Proportion of pregnant 
women receiving iron 
and folic acid 
supplements [26]

Percentage of women with a birth in the last 2 years who received or 
bought iron/folic acid supplements for at least 6 months during their 
last pregnancy in amounts that were in accordance with recommended 
protocols.

Assessing the diets of infants and young children is important due to the vulner-
ability of the age group to morbidity and mortality, a time of rapid growth and 
development, as well as significant changes of the diet from birth to 6 months of 
age, 6–12  months, and 12–24  months that require support and protection. In 
addition, the young child is heavily dependent on the caregiver or mother for his or 
her diet, and with breastfeeding as a global recommendation for the duration of the 
2 years, caregivers require additional support. To this end, IYCF assessments should 
be conducted with the primary caregiver of the child, even though the child 
0–24 months is the target of the assessment. Assessing the diets of children can be 
carried out to:

• Determine nutrition and care risks such as growth faltering.
• Identify critical gaps, needs, and feeding challenges.
• Develop specific and contextualized nutrition support.
• Evaluate any changes in feeding practices.
• Understand feeding norms, beliefs, and cultural practices.

Methodologies include household surveys, rapid assessments, and focus group 
discussions, and should be representative of the population to the extent possible. In 
addition to collecting information on the IYCF standard indicators, responses need 
to be disaggregated by the age of the child, sex, and “type” such as a refugee and a 
displaced person. Key informant interviews, observation or “transect walks,” desk 
reviews, Knowledge, Attitude, and Practice assessments, a barrier analysis, and 
IYCF questions added to a multi-sectoral assessment can also help build a bigger 
picture of the common infant and young child feeding practices. No matter the 
methodology, enumerators (those conducting the survey) need to be trained in the 
concepts of IYCF as well as learn how to probe for answers without swaying the 
responder (Guidance on the methodologies include [27–31]).
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 Assessment of Malnutrition in Children and Women

Chronic malnutrition is detected by measuring the height of the child and compar-
ing it with his or her age. As part of growth monitoring programs, often weight and 
age are also assessed to determine whether the child is under or overweight. There 
are two anthropometric ways to assess acute malnutrition: measurement of weight 
in relation to height (WHZ) and measurement of the Mid-upper Arm Circumference 
(MUAC) using a specific measuring tape. Another important screening to diagnose 
child acute malnutrition is the presence of bilateral pitting edema. MUAC tape is 
also used to detect acute malnutrition in pregnant women and women who 
breastfeed. There are no agreed international cut-off points for MUAC for women, 
with national guidelines cut-offs ranging from 21 to 23 centimeters in different 
contexts.

There is evidence showing that those identified as being severely malnourished 
based upon MUAC as the anthropometric indicator are often different from those 
identified as being severely malnourished based on weight for height [32] with an 
overlap of around 40% with geographical variations. The two indicators do not 
always identify the same children and are both recommended by WHO in the 
detection of wasted children. Oftentimes, MUAC tape will be used for community 
level screening, and children referred to the hospital or outreach facilities will be 
screened again using both MUAC and weight for height measurements. Similarly, 
rapid nutrition assessments can be done using MUAC only, while more thorough 
assessments will be conducted using all measurements. The methodology mostly 
used for child malnutrition assessments is the SMART methodology (Standardized 
Monitoring and Assessment of Relief and Transitions) [33]. The SMART 
methodology is a recognized and improved survey method that balances simplicity 
(for rapid assessment of acute emergencies) and technical soundness, using MUAC, 
height and weight measurements, and providing information on both chronic and 
acute malnutrition in children and pregnant and lactating women. While emergencies 
tend to focus more on acute malnutrition, several experts and working groups over 
the past few years have been advocating for more attention given to children with 
stunting during emergencies, given the close association between both conditions 
and the association of severe stunting with higher mortality rates than moderate 
wasting [34].

Once children are identified as suffering from acute malnutrition, they need to be 
seen by a health worker to fully assess their medical situation, following the 
Integrated Management of Childhood Illness (IMCI) approach. The health worker 
should then determine whether they can be treated in the community with weekly 
visits to the health center, or whether referral to inpatient care is required when 
medical complications are present. Early detection, coupled with decentralized 
treatment to the community level has drastically increased the access to treatment 
for children affected with wasting over the past 15  years, making it possible to 
prevent the onset of life-threatening complications in wasted children.
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 Prevention of Malnutrition

Malnutrition is preventable. Investing in the prevention of malnutrition is essential 
to reducing morbidity and mortality, and is also beneficial to communities and 
society at large. The World Bank estimates that malnutrition caused the loss of 
national productivity and economic growth by as much as 11% in 2019 [35].

There are multiple approaches to prevention, mostly addressing the causes of 
malnutrition illustrated in UNICEF’s Conceptual Framework that focuses on 
nutrition-specific interventions. They can include: improving access to high-quality 
foods and to healthcare, improving nutrition and health knowledge and practices of 
caregivers, promoting exclusive breastfeeding for the first 6 months of a child’s life, 
supporting improved complementary feeding practices for all children aged 
6–24  months with a focus on ensuring access to age-appropriate, diverse foods 
(using locally available foods as much as possible), and improving water and 
sanitation systems and hygiene practices to protect children against communicable 
diseases. These interventions often focus on children under 5 years of age as well as 
pregnant and lactating women, given their specific vulnerabilities to the detrimental 
consequences of malnutrition.

For immediate prevention in emergency situations, blanket supplementary feed-
ing programs (BSFP), or mass distribution of specialized nutritious foods during 
critical times are provided for population groups who are at risk of acute malnutri-
tion. These specialized foods include lipid-based nutrient supplements, such as 
Plumpy’Doz, or fortified blended foods, such as Super Cereal Plus for children, and 
Super Cereal for pregnant women, which contain a combination of energy, protein, 
vitamins, and minerals. BSFPs are often implemented at the onset of an emergency, 
population movement, when there is little food availability, high micronutrient defi-
ciencies, or lack of access to treatment of acute malnutrition [36]. However, experts 
now promote the expanded scope of BSFP, such as its use in refugee operations to 
also prevent micronutrient deficiencies and stunting [37]. Key target groups are usu-
ally children 6–24  months, 6–59  months, and/or pregnant and lactating women 
(PLWs), depending on the circumstances, vulnerabilities, and availability of basic 
services. Blanket supplementary feeding means that admission is not based on indi-
vidual nutritional status, but rather the context and nutritional risks, where the target 
group receives provision of the specialized foods for only a short period of time, 
usually a few months [38]. They can be provided as a standalone product or together 
with food distribution, for example. However, provision of appropriate materials/
utensils, safe drinking water, and clear communication on the use and purpose of the 
products are key requirements of any distribution of a blanket supplementary feed-
ing program.

If a new vaccine became available that could prevent one million or more child deaths a 
year and that was moreover cheap, safe, administered orally and required no cold chain, it 
would become an immediate public health imperative. Breastfeeding can do all this and 
more.—The Lancet, 1994
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A common immediate cause across all forms of malnutrition is a suboptimal diet, 
including inadequate breastfeeding for infants [39]. Just as the cycle of malnutrition 
can be broken in the first 1000 days of life through appropriate maternal nutrition 
and adequate infant and young child feeding practices, so too can malnutrition be 
prevented during this window of time with breastmilk and locally produced, 
affordable foods—a more sustainable solution. The World Health Organization and 
UNICEF recommend:

• Early initiation of breastfeeding within the first hour of birth.
• Exclusive breastfeeding for the first 6 months of life.
• Introduction of nutritionally adequate and safe complementary (solid) foods 

after 6 completed months, together with continued breastfeeding up to 2 years of 
age or beyond.

In fact, breastfeeding is the most effective prevention intervention in the world 
for children under 5 years old, saving 13% of children’s lives every year, with the 
third most effective preventive intervention of complementary feeding saving 6% of 
all children per year [40].

Preventing maternal malnutrition during preconception, gestation, and postpar-
tum/breastfeeding is crucial in the prevention of malnutrition in children. Even 
before pregnancy, appropriate nutrition such as the consumption of a variety of 
nutrient-dense food is important for reproductive health and reducing chronic dis-
eases that can develop in a child’s life. During pregnancy, a woman should eat a 
diverse diet, rich in protein, calcium, and other vitamins, up to an extra 300 calories 
per day, with additional supplements of folic acid and iron. Although current 
evidence shows that multiple micronutrient supplements given to pregnant women 
may reduce the risk of low birth weight and babies who are small for gestational age 
(SGA), compared with iron and folic acid supplementation alone, there remains 
evidence gaps, in addition to evidence of risk, and therefore the WHO does not 
currently recommend Micronutrient powders (MNPs) as a standard for pregnant 
women [41]. Breastfeeding women also need additional energy, liquid, and nutrients 
to help the body produce breastmilk, optimize the nutritional components of 
breastmilk, and ensure nutrient intake of the mother’s body as well. It is recom-
mended that pregnant and lactating women (PLWs) should consume approximately 
500 additional calories more each day with healthy, diverse foods such as protein, 
other foods that are rich in iron, calcium, vitamin A, folic acid, with iodized salt.

The global Maternal, Infant, and Young Child Nutrition recommendations are a 
key set of tried and tested interventions that are life-saving, as well as critical to 
sustainable prevention of malnutrition both in the short and long-term and for the 
next generation. However, to protect, promote, and support these nutrition practices 
and allow for sustainability, nutrition sensitive approaches must also be considered 
and implemented, while addressing the basic and underlying causes of malnutrition. 
As mentioned above, malnutrition has many different causes occurring at different 
levels within a society. Therefore, malnutrition cannot be prevented through 
nutrition services alone. Multi-sectoral action that addresses underlying determinants 
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of malnutrition such as livelihoods, food security, access to clean water, gender 
equity, child protection, the mental health of caregivers, and basic education for all 
are just as critical as nutrition-specific actions. To further uphold prevention inter-
ventions, commitment by leaders, adoption of global policies, and guidelines that 
are put into legislation are needed at a national level to ensure an enabling environ-
ment is created for best nutritional outcomes. The Framework for Action in Fig. 11.5 
provides a model of how an enabling environment underpins nutrition sensitive 
approaches, which strengthen nutrition-specific interventions for best nutrition and 
health outcomes that allow children to thrive.

 Management of Acute Malnutrition

The Community-based Management of Acute Malnutrition (CMAM) approach has 
become the standard protocol for the treatment of acute malnutrition in children 
under 5 years and pregnant and lactating women. The approach is often adapted at 
the national level by governments in countries where the prevalence of malnutrition 
is high. The main components of the CMAM approach are:

• The early identification of children with moderate and severe acute malnutrition 
through community level screening with the use of a MUAC tape. The screening 
is done by community workers trained on the use of the tape and the detection of 
bilateral pitting edema. Most recently, research has proved that teaching mothers 
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Fig. 11.5 Framework for actions to achieve optimum fetal and child nutrition and development, 
This article was published in The Lancet, Maternal and Child Nutrition Series, Copyright 
Elsevier (2013)
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and caregivers on using MUAC tapes and allowing them to regularly screen their 
children could be as efficient. These screenings take place on a regular basis as 
the nutrition status of a child can quickly deteriorate. Families and caregivers 
also often know the community workers and regularly receive the relevant 
nutrition messages which empower them in seeking care when needed. Once a 
child is found to have SAM or MAM, he or she will be referred to the nearest 
health center where a more thorough medical assessment will be performed.

• The management of children at the outpatient level: the child can be referred fol-
lowing community screening or from an outpatient medical service or another 
center where his or her nutritional status was found to be at risk. Within the 
CMAM approach, two different services are provided:
 – Moderately malnourished children (MAM) will be enrolled in Supplementary 

Feeding programmes (SFP) and receive nutrient supplementation to prevent 
worsening of their status to severe malnutrition. Malnourished women who 
are pregnant or breastfeeding an infant aged less than 6 months will also be 
enrolled in SFP.

 – Severely malnourished children (SAM) presenting with no medical complica-
tions are also managed at the outpatient level, with weekly visits to monitor 
their health status and provide them with Ready-to-Use Therapeutic Food 
(RUTF). SAM children will also receive basic oral medications to treat infec-
tions at admission.

• Children with severe malnutrition and medical compilations are most effectively 
managed in specialized units in inpatient care, which require higher levels of 
care to treat their medical condition.

The greater proportion of children with severe acute malnutrition do not develop 
medical complications if they are detected early enough, and therefore can be 
treated at home. Inpatient units are resource-intensive and require skilled staff 
around the clock. Programs with community-based therapeutic care have been a 
revolution and have substantially reduced case fatality rates and increased coverage. 
With improved access to treatment, the case fatality rates of acute malnutrition can 
lower to 5%, both at community and facility level. The approach can be used in both 
emergency and non-emergency contexts where the prevalence of acute malnutrition 
is high, with increased efforts to integrate the approach to existing health systems.

 Ready-to-Use Therapeutic Food

The success of the CMAM approach was possible thanks to the development 
and efficiency of Ready-to-Use Therapeutic Food (RUTF) such as Plumpy Nut® 
or Eezeepaste®. RUTF are soft foods classified in essential medicine lists in 
some countries and that can be consumed easily by children from the age of 
6 months without adding water. It has a similar nutrient composition to F100, 
which is one of the therapeutic milks used in hospital settings for SAM cases 
with medical complications. RUTF, as per its name, is ready to be eaten by the 
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child with no preparation required. Therefore, its use is safe in all settings, with-
out refrigeration and even in areas where hygiene conditions are not optimal. 
The dose of RUTF depends on the weight of the child, and it is given until nutri-
tional recovery.

Because RUTF must often be imported and can represent a considerable pro-
gram cost, some settings instead use other therapeutic diets made of locally avail-
able nutrient-dense foods and ingredients with added micronutrient supplements. 
More research and trials are needed regarding the efficiency of these local recipes in 
the treatment of severe acute malnutrition. In addition, the production of WHO- 
compliant RUTF has increased over the last decades around the globe, with facto-
ries, for example, in India, South Africa, Ethiopia, etc., that help to decrease the cost 
of the product. Similarly, many countries and research institutes have been working 
on developing locally made recipes of RUTF using different ingredients (rice, 
chickpeas, soymilk, etc.) which could be more culturally appropriate depending on 
the contexts.
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12Food Security

Zoë Bell, Christine Fernandes, and Minh Tram Le

 Background

The concept of food security and food insecurity is quite complex, it can be under-
stood at different levels; the (inter)national, household, and individual level. The 
most commonly used definition of food insecurity is when “people do not have 
adequate physical and economic access to sufficient, safe and nutritious foods that 
meet their dietary needs and preferences for an active and healthy life” [1]. Put 
another way, food insecurity is when there are not readily available nutritious, safe 
foods that can be obtained in socially acceptable ways and are culturally appropriate 
or personally acceptable.

Figure 12.1 depicts the four components required for food security: access, avail-
ability, utilization, and stability that can be applied at (inter)national, household, or 
individual level. Availability refers to a reliable supply of sufficient quality and 
quantity food, i.e., in a shop or food market. This depends on shops and food mar-
kets existing, imports, food stocks, food aid, and domestic production. Access refers 
to the ability of people to both financially and physically obtain food. This depends 
on physical, social, and economic factors, market infrastructure, purchasing power, 
income, and transport. Utilization refers to adequate dietary intake of food that the 
body can metabolize. This depends on food safety, food hygiene, food quality, 
proper food preparation, and nutritional knowledge. Stability refers to long-lasting, 
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permanent access to food, i.e., all components are maintained over time. Food inse-
curity can be experienced episodically (i.e., a few weeks of the year) or chronically 
(i.e., every month) as well as experienced differently by different people within a 
household (i.e., a mother may experience it differently to a child in the same house-
hold) [2]. Experiences range from worrying about the ability to obtain food, to 
experiencing hunger when food security is very low. Coping strategies and interven-
tions can amend the severity of the experience of food insecurity.

 Experiences of Food Insecurity

In refugee settings, reasons for food insecurity can be multiple. People may have 
lost all their belongings and income due to displacements and be entirely dependent 
on any external assistance provided. In this case, it is important to properly estimate 
and respond to the needs, as per the population’s culture, demography (gender, age 
groups) medical history, etc. Even if the population is partially relying on external 
assistance, it is important to ensure that all nutritional needs are covered to prevent 
deficiencies and malnutrition, and that assistance properly responds to the special 
needs of the most vulnerable (infants and young children, pregnant and breastfeed-
ing women, elderly, people with disease or disabilities, etc.).

Access Availability

Stability Utilization

Fig. 12.1 Four 
components of the concept 
of food security; access, 
availability, utilization, and 
stability
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 Assessing Food Insecurity

Measuring food insecurity at the household and individual level requires capturing 
the four components of food insecurity [4]. Dietary recalls can be used alongside 
questions such as “Do you eat less food than you would like due to a lack of 
money?”. However, several technical tools measuring the existence, occurrence, 
and severity of food insecurity exist. The Food Insecurity Experiences Scale (FIES) 
was developed and validated for global use [3]. Asking eight questions about food- 
related behaviors and experiences, the tool identifies the severity of food insecurity 
experienced by a household or individual. Questions relate either to the last 
12 months or 30 days. Figure 12.2 shows the eight questions from the FIES. Responses 
from questions are analyzed together to measure the severity of food insecurity. 
Small-scale use (i.e., not national level) uses the raw score between 0 and 8. Lower 
scores correspond to less severe food insecurity.

 What Can you Do with the Information?

This data can provide rationale for setting up a local project addressing food insecu-
rity and help inform its procedures and practices. Collecting this data with research-
ers could help inform local policy or advocacy work.

 Who Should Ask?

For local community projects a senior volunteer or project coordinator is best suited, 
or a trained researcher.

1. You [or others in your household] were worried you would not have enough food to eat?

2. You [or others in your household] were unable to eat healthy and nutritious food?

3. You [or others in your household] ate only a few kinds of foods?

4. You [or others in your household] had to skip a meal?

5. You [or others in your household] ate less than you thought you should?

6. Your household ran out of food?

7. You [or others in your household] were hungry but did not eat?

8. You [or others in your household] went without eating for a whole day?

During the last [12 months/ 30 days], was there a time when, because of lack of money or 
other resources:

Fig. 12.2 The Food Insecurity Experience Scale eight question module developed for global use, 
from Food and Agriculture Organisation [3]
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 Where Should you Ask?

It is important that questions relating to food insecurity are asked on an individual 
basis, and not in big groups. This acknowledges the sensitivity of the topic and lim-
its feelings of embarrassment, stigma, and shame. Ideally, the person asked will 
handle the food for the household. Commonly, this will be a woman, especially in 
households with children.

 Case Studies

This section of the chapter provides four case studies each addressing food insecu-
rity. The first two case studies are national, humanitarian interventions addressing 
food insecurity. The following two case studies are examples of best practice of 
local, community responses to addressing food insecurity in Gateshead, UK.

 Case Study One—Food Assistance in Refugee Settings

South Sudanese refugee crisis, Northern Uganda camps.

 Description

Ongoing civil war in South Sudan has led to one of the largest influxes of the South 
Sudanese population to neighboring countries in 2016. More than a million people 
fled the conflict and were displaced in Northern Uganda, in different settings and 
camps. Considered one of the largest refugee crises, the high number of people flee-
ing South Sudan forced local authorities to install and expand existing refugee sites.

A few days and weeks after the first arrivals, the situation in the camps was 
scarce. During the initial assessments, the population was asking for the most basic 
provision of food and water. Many men stayed behind and were involved in the 
conflict, resulting in a large proportion of the population being women and children 
(more than 80% at the beginning of the crisis). Local authorities and humanitarian 
organizations urgently responded to the need by providing food and water assis-
tance to the population.

 Food Assistance and Gardening

At the onset of the emergency and because of pressing needs to respond, food 
rations were distributed in newly established camps. Each ration was composed 
of wheat and maize, lentils, peas, and vegetable oil. For households with chil-
dren between the ages of 6 and 24 months, specialized nutritious foods were 
also provided (called blanket supplementary food under the form of high-energy 
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biscuits—usually for newly displaced situations). Food rations were also dis-
tributed in schools set up in the camps for school-aged children. In addition, 
cash transfers were also provided once markets were operational again to allow 
households to choose food that was culturally appropriate and be more 
independent.

Due to a large number of people and incessant arrivals in already overcrowded 
camps, the food assistance approach was quickly overwhelmed and deemed insuf-
ficient. More advocacy towards setting up cash assistance instead of food distribu-
tion started, to avoid negative coping mechanisms in camps such as selling items or 
prioritizing some households’ members because of food shortage.

After many months and realizing, that the situation was prolonging with no 
prospects for many to return to South Sudan, some households received pieces of 
land from local authorities to cultivate their own garden. Although this repre-
sented only a small portion of the refugee population, it allowed some families to 
plant some vegetables to increase household food security. In some cases, this 
additional food helped families supplementing their food rations. However, some 
of the challenges encountered were access to water (particularly underground 
water) and ensuring that lands were fertile. This pushed many families to move 
from one camp to the other, even trying to leave the camps (which was difficult 
for administrative purpose), hoping to find better living conditions for them and 
their children.

 Way Forward

The situation in the South Sudanese refugee camps of Northern Uganda remains 
dire because of the large population in the camps and a decrease in financial assis-
tance over the years. However, community support plays a vital role. Plots of land 
allocated to households, although sometimes too small and not allocated to all, pro-
vide some relief to families in addition to the food and cash assistance.

 Case Study Two—Food Assistance for Internally Displaced 
and Refugee Pregnant and Lactating Women (PLW) and Children 
6–24 Months

Syria Crisis, Northeast Syria Camps, 2020.

 Description

In the protracted emergency of Syria, almost 10  years of conflict and violence 
caused loss of access to basic services such as food, clean water, shelter, and health 
care for millions of people. In the Northeast of Syria, regional conflict caused the 
displacement of hundreds of thousands of people, mostly women and children, to 
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flee or be transferred to IDP and Refugee camps in the governorates of Al-Hassakeh, 
Raqqa, and Dier-Ez-Zor—all of them dependent on aid for basic services. By 2020, 
the devaluation of the Syrian pound greatly inflated the cost of food in the markets, 
further limiting access to a quality diet for all households such as fruits, vegetables, 
and animal sources. After almost a decade of conflict and depleted resources, 
chronic malnutrition (stunting) began to rise to WHO “high” thresholds, micronutri-
ent deficiencies climbed, where 1 in every 3 pregnant women was anemic, as well 
as over 40% of all children 6–24 months, and within 1 year (from 2018 to 2019) 
maternal acute malnutrition increased fivefold. Yet, access to diverse foods was still 
a challenge.

 Food Assistance

In the camps of Northeast Syria, food security actors provided vulnerable house-
holds with food baskets containing staple items such as vegetable oil, sugar, rice, 
pasta, lentils, tomato paste, flour, salt, tea, dried chickpeas, and zaatar (mix of 
spices, herbs, and sesame seeds). However, this provision only covered partial 
needs, and families would have to supplement other foods such as fresh fruit or 
vegetables, meat, or eggs, which was difficult due to lack of livelihoods/income and 
high prices in the market.

Pregnant women and children 0–2  years were some of the most physically 
vulnerable to food insecurity in Syria. A food and nutrition intervention in Areesha 
Camp of Al-Hassakeh governorate prioritized all pregnant and lactating women 
(who were also mothers of children 0–24  months) with food vouchers for a 
6-month duration. Following analysis of the food basket content in Areesha camp, 
the vouchers were initially restricted to fruits and vegetables to cover gaps in 
micronutrients. However, following a market assessment, it had been decided that 
restricting the voucher to specific products with specific amounts (kg) posed 
logistical constraints such as availability for different vendors or seasonality of 
the products. Therefore, it was decided to implement a value voucher modality 
where mothers were able to choose the products they needed with the specific 
amount they received. Mothers were provided with vouchers of 20 USD per 
month. Knowing that families did not have access to refrigerators to properly 
store products, mothers were able to redeem 5 USD vouchers from selected ven-
dor shops on a weekly basis.

Strategically, all pregnant and lactating women receiving vouchers were already 
accessing maternal and infant nutrition support in a Mother Baby Area (MBA) with 
daily counseling and education by skilled staff. Nutrition actors focussed on the 
importance of dietary diversity during pregnancy, in a child’s diet after 6 months of 
age, and the criticality of breastfeeding during food insecure contexts. In addition, 
nutrition messages related to foods containing Vitamin A, C, and iron, were printed 
directly on the vouchers, and voucher distribution was only carried out at the MBA 
during nutrition sessions to ensure mothers were receiving support to both access 
and utilization of food.
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 Way Forward

Food insecurity continues to be a concern in Syria, and since the COVID-19 pan-
demic, has only worsened. Humanitarian actors are now recognizing that food assis-
tance through food baskets is necessary for certain food insecure contexts, but in the 
long term, access to fresh and animal source foods is critical to ensure adequate 
health and nutrition of the population. Therefore, unrestricted cash and vouchers are 
now beginning to be a more accepted food security intervention, especially when it 
is combined with health and nutrition behavior change support. Evidence shows 
that food security programs have more nutritional impact if access to food is com-
bined with nutrition education. However, more analysis on modalities in humanitar-
ian contexts needs to be conducted. In Syria, food security assistance with cash and 
vouchers are being scaled up but more information on the outcomes of integration 
with nutrition programs and health services (such as Antenatal Care/Postnatal Care) 
are required.

 Case Study Three and Four—Food Assistance in 
a High-Income Country

By the end of 2018, the UK had resettled around 14,000 Syrian refugees [5]. 
National statistics show that the UK welcomed around 30,000 asylum applications 
in 2019 [5]. A person arriving in the UK awaiting a decision on an asylum claim 
does not have the same rights as a British citizen. Asylum seekers are not allowed to 
work until they have received refugee status which can take up to 6 months. This 
precarious situation means many asylum seekers and refugees in the UK are more 
vulnerable to food insecurity.

In the UK, asylum claims can fall under various schemes such as the unaccom-
panied asylum-seeking children (UASC), the Syrian Vulnerable Persons 
Resettlement Scheme (SVPRS) or resettlement schemes for those The United 
Nations Refugee Agency (UNHCR) have referred as being in greatest need of assis-
tance [5]. After claiming asylum in the UK, if a person has no finances, they can also 
apply for support from the Home Office via the Dispersal programme. The Dispersal 
programme is a process where the Home Office moves asylum seekers living in 
destitution  to local authorities across the UK, and Central Government provides 
local authorities funding to support housing of asylum seekers and refugees. 
Gateshead Council, in the Northeast of England, has voluntarily participated in the 
program since it started in 2000 and has housed several thousand asylum seekers 
[5]. In Gateshead, organizations have been set up in response to help settlement and 
integration, and improve access to food for asylum seekers and refugees.
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 Case Study Three—Bensham Community Food Co-Operative 
(BCFC) Food Assistance in Gateshead, UK

Bensham CFC is a community-led venture set up for the benefit of the local com-
munity and run on a not-for-profit basis. It  primarily serves Bensham’s refugee 
community, although welcomes all. Bensham CFC has a non-paying membership 
scheme. Membership does not require “proof-of-need,” i.e., people do not have to 
provide reasons for accessing the food cooperative, reducing any potential stigma or 
embarrassment.

Bensham CFC  runs a weekly service. It intends to supplement a household’s 
food supply to provide balanced meals, rather than be the main source of food for a 
household. Bensham CFC rely predominantly on public donations of nonperishable 
food items that can be stored for a long time without the need for refrigeration.
However, BCFC places emphasis on providing fresh produce. To obtain fresh pro-
duce, BCFC is linked with larger supermarket chains and local allotments who pass 
on their surplus fresh produce. Food Co-Operatives often have to supplement dona-
tions, buying food with their own funds. Bensham CFC does this through a sub-
scription with a charity called FareShare. A FareShare subscription ensures delivery 
of weekly or bi-weekly variety of fresh produce. For BCFC, providing foods that 
are culturally appropriate is important, so they ask for specific donations of rice, 
lentils, chickpeas, and other pulses and types of oils and herbs and spices to meet 
the needs of their members. Figure 12.3 provides an example of some of the food 
BCFC offers.

 Way Forward

Providing access to food on a weekly basis with a focus on fresh produce helps 
people get a step closer to eating enough healthy, quality foods that form a bal-
anced meal. Bensham CFC recognises that refugees and asylum seekers experi-
encing food insecurity are experiencing multiple aspects of poverty. Therefore, 
they have evolved to meet needs beyond food, for example, providing free 
clothes, toys and furniture. Community spaces such as BCFC offer more than 
nutritional benefits. As Irna says “this place helps my family, more than food, 
they are so lovely, and this place is like home.” They provide a space where 
people can share experiences with others in similar situations. Volunteering 
opportunities help increase self-esteem, confidence, and sense of purpose. This 
model provides an opportunity for people to be a part of the solution by volun-
teering themselves and donating back when they are able to do so. The commu-
nity nature of a food cooperative means anyone is welcome. As volunteer Lena 
put it, “it is a place full of kindness and peace and with people who have a big 
heart.”  Table 12.1  in the appendix of this chapter provides questions 
to prompt those contemplating opening a food-co-operative. Further guidance on 
food co-operatives can be found at the Sustain website that provides toolkit to 
help set-up a food co-operative, and locate others in the UK [6].
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 Case Study Four—The Comfrey Project Food Assistance 
and Gardening in Gateshead, UK

The Comfrey project was founded in 2001 and received charitable status in 2002. 
Starting as a pilot project offering one session a week on an allotment, the project 
has expanded. In 2016, the project had three sites with 21,000 sq. feet of land under 
cultivation. Set in the same local authority as BCFC, this project provides a different 
approach to addressing food insecurity, primarily through its community garden-
ing space.

 Food Assistance and Gardening

The Comfrey Project works with refugees and those seeking asylum. Their commu-
nity gardening space is on land previously used by Gateshead local authority but was 
left neglected. Refugees volunteer at The Comfrey Project to maintain the garden and 
keep local, seasonal produce growing all year round. Volunteers also maintain the 
beehives producing local honey and cook food grown in the garden to provide hot 
lunches for everyone taking part in an activity that morning. This cooking aspect is 
beneficial because it provides an opportunity to practice cooking and eating different 
locally grown fruits and vegetables. This helps diversify diets and introduce more 
affordable options; affordability or availability of ingredients native to home can be an 

a b

Fig. 12.3 Food on offer at Bensham Food Co-Operative. (a) Fresh vegetables on offer onions, 
potatoes, carrots, leeks, green, yellow and red peppers (b) Tinned fruit, vegetables, and beans, 
coconut milk, oats, pasta, flour, and sugar
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issue for refugees. It also has environmental and health benefits too as people are eat-
ing seasonal foods, which can mean less need for chemical substances.

Warmer seasons result in excess leftover food which can be taken home. 
Other seasons require a contingency plan to continue running lunchtime cook-
ing activities. This might involve using project funds to purchase surplus food 
or support from local business. The Comfrey Project is supported by local busi-
nesses providing surplus vegetables. This is particularly useful in winter. 
Investing in a freezer allows the project to have frozen vegetables in the winter 
months that are just as nutritious. Also, investing in indoor gardening equipment 
such as electric propagators helps grow more vegetables and fruit earlier com-
pared to if they waited for the spring months in the UK when it is ok to go out 
into the garden space.

The range of fresh produce provided by the community garden depends on what 
is grown, which depends on numerous factors including size of gardening space 
available, season, soil type, budget size, among other things. Having a volunteer or 
paid member of staff knowledgeable on gardening is useful as they can teach people 
a variety of growing techniques, discuss the benefits of growing food, and offer 
advice on garden growing and management.

 Way Forward

Food insecurity continues to be an issue for refugees and asylum seekers in the 
UK. Local projects, like The Comfrey Project are being recognised as playing a 
vital role in  adddressing food insecurity.  Their wider benefits  are also recog-
nised. Community gardening is very important in terms of community integration. 
Growing, cooking, and sharing food provides a vehicle for people to share learn 
about one another’s culture, bringing people together through a common activity. 
One volunteer at the Comfrey Project said “when you are working with the earth, 
everywhere you go feels like home” showing how getting involved offers much 
more than food. Volunteers at the Comfrey Project have experienced how the proj-
ect’s gardening space brings a sense of community, inclusivity, and belonging. They 
have decided to “give back” by venturing into a “mobile” garden so they can visit 
different streets in their area and connect with neighbors. For those setting up a 
community gardening space, Table 12.1 provides thought-provoking questions to 
inspire its creation.

 Conclusion

This chapter has provided insight into the issue of food insecurity for migrating chil-
dren and their families. Each case study is unique, taking on the shape of its location 
and people, developing within its means to meet the needs of its community. This 
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chapter will hopefully have inspired creation or evolvment of local community proj-
ects addressing food insecurity. 
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 Appendix

Table 12.1 Questions to inspire creation and evolution of community food co-operatives and 
community gardening projects in response to local food insecurity

Food cooperative Community gardening
Description Create a set of principles

1.  Write a description of the envisaged project
2.  Write a mission statement/ethos/set of values the project acts in 
accordance with

Location •  What is an ideal venue? List 
features to help a search, i.e., 
kitchen, non-faith based
•  What spaces are available in the 
local community, when?
•  What facilities does the space 
offer?
•  Is there storage space in the 
facility, or will the project need to 
“move in and out” every session?
•  What are the running costs of the 
project?

•  What spaces of land are available in 
the area?
•  Who owns or has previously used 
it?
•  Is the space accessible to project 
members?
•  What facilities does the space offer 
in addition to gardening space?
•  What is the cost of the land (and 
facilities)?
•  What tools are required to grow 
food?
•  What are the running costs of the 
gardening project?

What is 
provided

•  How will food be sourced; what 
contacts does the project have to 
collect and donate food?
•  Is there a collection point for 
people to drop food donations?
•  When can supermarket donations 
be collected?
•  Will fresh produce be collected?
•  Does the venue have storage 
space?
•  Are there food hygiene, health, 
and safety guidelines that need 
action?
•  Are there regulations regarding 
the handling of food donated from 
shops?
•  Is there a system to track food 
coming in and out and expiry 
dates?
•  Has the venue got the capacity to 
provide refreshments or hot food?

•  What produce will be able to 
be grown in the gardening space from 
season to season?
•  What gardening roles are offered at 
the project?
•  What other activities will be 
provided?
•  What talents/skills do those using 
the services have? Could they 
facilitate an activity or volunteer?
•  Has the venue got the capacity to 
provide refreshments or hot food?

(continued)
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Food cooperative Community gardening
Volunteers •  List volunteer roles that are 

needed
•  Will there be volunteer job 
descriptions listing the role and 
responsibility?
•  Will there be team meetings?
•  Will there be volunteer training 
for each role?
•  What about volunteer rotas?

•  List volunteer roles that are needed
•  Will there be volunteer job 
descriptions listing the role and 
responsibility?
•  Will there be volunteer training for 
each role?
•  What about volunteer rotas?
•  Will there be team meetings?
•  What about linking with voluntary 
organizations to find someone with 
gardening knowledge, or is there a 
local volunteer?

Considerations •  Are there policies on abusing the 
system or inappropriate behavior?
•  Are there policies on the amount 
of food provided, i.e., per person, 
household?
•  Are there policies for dealing 
with allergies/dietary requirements?
•  Are links with other 
organizations possible, e.g., a 
council employee who can help 
asylum seekers with their specific 
cases?
•  Are there other ways to expand 
to meet people’s needs?

•  Are there policies on how to share 
excess grown produce in a fair way?
•  Are there plans in place for seasons 
when produce is not as fruitful, e.g., 
winter months? What equipment could 
help mitigate these obstacles when 
gardening?
•  Are there local businesses to 
collaborate with? If so, in what ways?
•  Are there ways to expand to meet 
people’s needs?

Table 12.1 (continued)
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13Child Development and Developmental 
Concerns

Ramzi Nasir

 Background: Child Development for the Nonspecialist 
Health Professional

 Pediatric Health Professionals and Child Development: Why Is 
this Relevant?

The past few decades have seen a shift in why caregivers seek medical advice for 
their children. As childhood mortality due to infectious disease has dropped, there 
is a rise in noncommunicable diseases presenting as a main area of concern. A sig-
nificant percentage of these visits relate to concerns about children’s development 
and behavior.

Even in refugee camps and humanitarian settings, once the acute crisis is over, a 
large number of concerns are related to children’s development, behavior, and 
school-related concerns. The role of the health care provider is to be able to take a 
history and perform a basic assessment, know when to be concerned, investigate for 
medical causes, assess the child within the context of the family, reassure, monitor, 
and/or provide recommendations.

 Using this Chapter

The focus of this chapter is to give a brief overview of this topic, and introduce 
some guidelines to support nonspecialist health professionals working in the field. 
This chapter builds on principles outlined in the MhGAP intervention Guide 
(developed by the World Health Organization’s Mental Health Gap Action 

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-74906-4_13&domain=pdf
https://doi.org/10.1007/978-3-030-74906-4_13#DOI
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Programme) [1], which is a concise and simple to use guidance for the assessment 
and management of mental health, neurological, and substance use disorders 
(including developmental disorders) in nonspecialized health settings. 
Additionally, recognizing the limitation on resources in humanitarian settings, an 
additional guidance was further developed to be used in humanitarian settings 
(MhGAP-Humanitarian Intervention Guide) [2]. Information in this section is 
complementary to the WHO guidance and may be used by the reader to further 
develop their knowledge. In addition to this chapter, additional resources are rec-
ommended to readers interested in expanding their knowledge on this topic 
include: Disabled Village Children [3] which brings a wealth of practical and 
resourceful suggestions for individuals working in low resource settings and 
Where There Is No Child Psychiatrist [4].

 Definitions

Child development is the learning process that every child goes through to enable 
him/her to master important skills for life. The term “child development” indi-
cates advancement of the child in all areas of human functioning. The most cru-
cial period for child development starts at conception and continues through the 
preschool years (roughly 2–5 years of age). This is a period of rapid brain growth 
and reconfiguration of neuronal connections shaped by biological and environ-
mental factors that set the trajectory of the individual’s growth and development 
into adulthood. Identifying children with developmental difficulties in these 
early years is a priority as early supports and interventions are associated with 
improved outcomes later in life. While emphasizing the importance of the early 
years, it is important not to forget the needs of older children and young adults 
whose brains are still developing and can still benefit from supports and 
interventions.

 What Are Developmental Milestones 
and Developmental Domains?

Developmental milestones is a practical framework to understand and monitor the 
developmental process. It is based on the fact that children usually acquire their 
developmental skills in a gradual sequential order with earlier skills promoting the 
development of subsequent skills. For example, a child first is able to say single 
words before being able to speak in sentences, or a child is first able to sit upright 
(develop strength of the trunk) before they are able to stand up or walk (requires 
more coordination of muscles).

Developmental milestones are often thought of as occurring in separate domains. 
This is an arbitrary (but familiar) way to organize symptoms and information 
observed or provided by caregivers. Below is one example of classification that may 
be useful to a broad range of health professionals in refugee and humanitarian 
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settings. The reader may wish to use different classifications depending on the set-
ting (e.g., many countries have their own specific guidance on how to monitor chil-
dren’s development). The reader will note this framework is imperfect (for example, 
children often present with overlapping delays in multiple domains which may also 
change with different ages).

 Domains of Development (for the Purpose of this Chapter)
Social/Emotional: Children bond early with their caregivers and continue to develop 
the skill to initiate and respond to social interactions. These skills are closely linked 
to their ability to regulate their emotions and make emotional connections 
with others.

Communication: Children acquire communication skills in a predictable order. 
These skills include the ability to speak, understand, and use nonverbal communica-
tion strategies (e.g., eye contact, hand gestures).

Cognition (problem-solving, learning, thinking, independence skills): Children 
with cognitive difficulties may present as younger than their chronological age in 
the way they behave, play, understand instructions, or acquire independence skills 
(e.g., toileting, dressing, eating). As these children grow older, they may have dif-
ficulties assisting with chores/responsibilities in the home or learning in school.

Movement (posture/movement of body and limb): Children acquire motor skills 
in a predictable order. As children grow, their ability to control their posture, move 
in their environment and use their limbs continues to develop.

 What Are Developmental Concerns?

For the purpose of this chapter, we will use the general term Developmental 
Concerns to describe any delays, disorders, or resultant disability. The definitions of 
these specific terms are outlined below, but in refugee and humanitarian settings it 
is often difficult to differentiate them and a general term (concerns) is more appro-
priate to avoid misunderstandings.

Developmental delay is a nonspecific term that suggests a child is developing 
behind his peers.

Developmental Disorders suggest a clear deviation from the typical trajectory of 
milestones that is likely to continue throughout the child’s life.

Developmental Disability: Disability is a complex term with both medical and 
social implications. The UN Convention on the Rights of Persons with Disabilities 
provides a globally agreed on definition: Persons with disabilities include those who 
have long-term physical, mental, intellectual, or sensory impairments which in 
interaction with various barriers may hinder their full and effective participation in 
society on an equal basis with others [5].

Many national governments and nongovernmental agencies have their own 
methods of classifying levels of disability as a means to allocate various services or 
financial supports. Based on the above, children with developmental delays or dis-
orders may or may not be classified as disabled.
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 When to Be Concerned about a Child’s Development

Children do not present with a label but a variety of concerns either directly 
observed, or more often raised by caregivers or others in the community who have 
an opportunity to observe the child (e.g., teachers or social workers). In general, 
caregivers are usually the first to notice differences in their child’s development and 
any concerns they express should be taken seriously. In certain situations, caregivers 
might also play down the child’s difficulties for a variety of reasons, and not share 
their concerns until a certain amount of trust has been built with the healthcare 
worker. Sometimes, children are brought to professionals because of concerns about 
behaviors or recurrent health problems without specific mention of the developmen-
tal delays.

 Assessing Children’s Development

In well-developed health care systems, clinicians have access to infrastructure that 
allows for early identification of risk factors and developmental concerns. 
Developmental surveillance requires a stable ongoing relationship between a child/
family and healthcare professionals and the use of standardized assessment and 
screening tools. Clinicians working in such settings should use local procedures and 
guidance on developmental surveillance and screening [6, 7] (also see Chap. 1.2. 
“What Are the Drivers of Good and Ill Health in Refugee Children and their 
Families?” in this book for additional details). The review by Marlow et al. provides 
additional information on developmental screening tools developed for specific 
low- and middle-income country settings that may be used in specific refugee popu-
lations [8].

In less advanced healthcare systems (where most refugees are encountered), 
children and families may encounter health care professionals sporadically (e.g., 
acute illness, immunization campaigns, refeeding programs for malnutrition). These 
encounters can still provide an opportunity to enquire about children’s development 
and make a difference for the child or family. A step-by-step approach is recom-
mended including obtaining a history (through interview with caregivers and other 
sources), examination/observation of the child and finally interpreting findings and 
recommending interventions.

 Using Developmental Milestones Checklist Charts

Developmental milestone checklist charts are commonly used as a tool to inform 
caregivers and professionals about expected trajectories of development. An exam-
ple of a checklist by the US Centers for Disease Control is provided in the Appendix. 
Recent research revealed significant variability between different checklists and 
there may also be cultural variations that limit the use of such lists in refugee set-
tings [9]. Developmental check lists are not an evidence-based tool to assess 
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children’s development and are not a substitute for standardized developmental 
monitoring and surveillance tool (see above). Therefore, it is recommended that 
such a list only be used as a guidance on trajectories of development, but not as a 
definitive means to diagnose developmental delay or as a way to ask yes/no ques-
tions of caregivers (instead, the open-ended interview approach described above is 
recommended).

 Approach to Assess a Child with Developmental Concerns

In contrast to more acute medical assessments, which are often focused more on 
acute physical symptoms and signs, a child developmental assessment is more 
holistic, encompassing physical, developmental, psychological, and social aspects 
of health. For a comprehensive and structured assessment, it is important to think 
about set up and preparation of clinical encounters. Key elements of the assessment 
include obtaining a detailed history from the caregiver, observing and examining 
the child, considering diagnoses, differential diagnoses and investigations, and 
planning and agreeing on a management plan with the caregiver. Although this 
seems a logical sequence, for experienced clinicians these elements often interca-
late and merge.

 Considerations when Setting up and Starting a Clinical Encounter

The Physical Setting: Even in a busy and chaotic clinic/hospital, it is possible to 
establish a child and disability friendly clinical area can make the child and family 
feel calm and welcome and facilitate the clinical encounter. Some children with 
developmental concerns may be over sensitive to loud noise (e.g., from other chil-
dren waiting), bright lights, or crowded environments. It can be useful to have a low 
sensory room or section of the waiting area that is quiet and soothing. Ask caregiv-
ers to tell you what helps and what stresses the child.

Observing child behavior and parent-child interactions: Before initiating inter-
action with the child, observe how the child and caregiver interact and respond to 
one another. This can provide hints at areas of strength or challenges in the relation-
ship that need to be explored further.

Clinician/child encounter: (see also Table 13.1 on examples of what to observe): 
If appropriate to the health care professional’s role, a child should be initially 
approached in a reassuring manner in the company of their caregivers. Most chil-
dren feel reassured if held by or are near their usual caregiver. It is important to be 
respectful to the child and treat them with dignity as this sends an important mes-
sage to caregivers who may hold negative biases towards the child.

In many situations, children may be reluctant to play or interact during initial 
health care assessments. Ask the caregiver if the child is acting like their usual self 
before drawing conclusions.
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Using drawing tools, toys, and fun activities are an effective way to engage chil-
dren. Through play, clinicians can observe how children communicate, problem 
solve, use their hands, regulate their emotions, and relate to their caregivers. Useful 
tools include crayons/pencils (or even sticks can be used to make marks in the sand), 
blocks (bricks), cause and effect toys (that make noise or lights), soap bubbles, cars, 
toy animals, rattles that make sounds, toys for pretend play (e.g., eating utensils). 
You may have to make your own toys [3].

Most children are wary when meeting strangers and will take time to warm up. 
Allow them to explore the room and toys before engaging them. Ask the caregivers 
to play with their children and then you can join in. Note that in many health care 
settings, caregivers do not expect health professionals to play with children and see 
them in a more paternalistic role. Explain to caregivers that play is an excellent and 
nonthreatening way to assess and communicate with children.

This context also allows the professional to observe how the child and parent 
communicate and interact. Observe if the caregiver is caring, kind, patient or appears 
aloof, angry, or impatient with the child.

Interviewing Children Without Their Caregivers: It may be appropriate in certain 
circumstances to interview children/adolescents separate from their caregivers. 
Using chaperones in such situations (e.g., another professional) is good practice as 
it can be reassuring to families and avoids any potential misunderstandings or mis-
interpretation of the nature of the interview or assessment.

Using Interpreters: Local healthcare workers or interpreters are usually a helpful 
resource to avoid misunderstandings or biases. However, it is important to note that 
some families may not wish to disclose sensitive information to an interpreter from 
their own community and may prefer to communicate via alternative resources 
(e.g., an interpretation telephone line or someone from outside their immediate 
community). Please see Chap. 3, Sect. “Methodology: The Nicaragua and Colombia 
Experiences”, for further details on working with interpreters.

Including the Child in the Interview: Ask the caregivers if they think it is 
appropriate for the child to be in the room during the caregiver interview. Some 
children may have some awareness of their difficulties and misinterpret the 
interview as a form of criticism or judgment. In such situations, it is best to have 
them wait in a separate area with a responsible member of the family or clini-
cal staff.

Communicating with Educators and Early Childhood Development Professionals: 
Teachers and other professionals in the educational sector can provide valuable 
information on children, their learning and behavior. It is important however to be 
aware that such reporting may not be reliable in setting where teachers are less 
experienced or if they are not familiar with the local culture and customs of dis-
placed children which can lead to inappropriate academic expectations (too high or 
too low) or inaccurate interpretation of behaviors (e.g., misinterpreting reduced eye 
contact with adults as a form of social withdrawal rather than a culturally appropri-
ate sign of respect) [10].
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 Approach to Obtaining a History

If within the health care provider’s skill set, a comprehensive developmental and 
medical history should be collected. For how to take a detailed medical history, see 
Chap. 1.

 Building Rapport, Exploring Caregiver’s Concerns
Introduce yourself and the purpose of the interview. Explain this is different than a 
medical interview and that you are very interested in what the caregiver is worried 
about and what they think. Acknowledge you are an expert in your profession, but 
the caregiver knows the child well and you value their observations and opinion. 
This may be an unfamiliar concept in many settings where the public may show 
much more deference to the health care professional.

 Caregiver Priorities and Interpretation
Ask caregivers what they or other family members think is going on? Ask conversa-
tionally how this problem is impacting the child and family and what are their most 
urgent needs. If not familiar with the culture, health care professionals should 
enquire sensitively about unique cultural beliefs or interpretations (but remain 
focused on the specific beliefs and interpretations of the family rather than be biased 
by general cultural factors). Examples of unfamiliar beliefs may include the concept 
of magic, spells, evil eye, etc.

 Taking a Developmental–Behavioral History
A caregiver might have clear concerns or may not be able to articulate their concern 
and the health care provider can seek further clarification. Health care providers 
should strive to use an open-ended conversational style during the interview. For 
example, rather than asking how many words a child can use, it is more natural and 
informative to ask “how does your child communicates with you?, how do they tell 
you what they want or need?”, “do you have concerns about how your child com-
municates, plays, thinks, learns etc.” In the event the healthcare provider is not 
familiar with the local culture or traditions, it is helpful to ask how the child func-
tions compared to other children in the family or community.

Try to collect information on key developmental domains (see Table 13.1, for 
examples).

 Risk and Resilience Factors
While taking a history, enquire about risk factors (biomedical and psychosocial 
attributes that increase the risk of a child have developmental concerns) and resil-
ience factors (protective factors that reduce risk or allow the child to respond to 
intervention) (see Table 13.2).

 What Are your Child’s Strengths?
Questions looking for a child’s positive attributes (e.g., what do you like about your 
child? what things are they good at?) are important part of the clinical interview and 
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Table 13.2 Examples of Risk and Resilience Factors: (Adapted from Aites and Schonwald [13] 
and Walker et al. [14])

Risk factors Resilience factors
Antenatal exposures (e.g., infections, alcohol, 
drugs, environmental toxins)
Maternal death, ill health (e.g., folate, iron 
deficiency)
Birth complications (e.g., prematurity, asphyxia, 
low birth weight)
Perinatal infections (e.g., encephalitis, 
meningitis)
Chronic health conditions
Undernutrition (iodine, zinc, iron, other 
micronutrients).
Environmental toxins (e.g., lead, methyl 
mercury, arsenic, manganese)
Neurogenetic syndromes (e.g., down syndrome, 
fragile X syndrome)
Adverse childhood experiences
Caregiver factors (poverty, mental health, 
unemployment, limited education)
Adolescent parents
Consanguinity
Short birth spacing
Lack of appropriate child care
Unintended pregnancy
Excessive television/media exposure (this is a 
debatable topic, but in the author’s experience 
there is a correlation although not a clear 
causation of delays in development and 
excessive media exposure)

Strong connections with at least one 
supportive and dependable adult caregiver.
Active caregiver-child engagement.
Opportunities to safely interact with other 
children
School attendance

can help the caregiver have a balanced view of the child’s strengths and difficulties. 
It also helps the clinician assess the parent’s attitude towards their child and what 
types of supports they may need.

 Psychosocial and Family History

 General Assessment
Healthcare professionals are used to taking detailed family and psychosocial histo-
ries. It is important to build a picture of this social and physical environment by 
asking about family, school, play areas, possible employment, and other social set-
tings the child frequents. In addition to basic information, it is useful to ask specific 
questions about the living environment, the role of trauma, and environmental 
exposures.
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 The Living Space
It is important to ask about the living space, overcrowding, sleep areas, safety con-
cerns (e.g., going to communal outdoor toilets at night, or co-sleeping with nonfam-
ily members).

 Quality of Caregiving
Responsive care giving is a term used to describe the adult’s attentiveness to the 
child’s needs (e.g., need for stimulation, comfort, reassurance nourishment, etc.). 
Limited caregiver responsiveness is associated with delays in cognitive and social-
emotional development. Reduced responsive caregiving can be associated with lack 
of knowledge on this crucial component of caregiving, caregiver mental health dif-
ficulties (e.g., exposure to traumatic experiences, postpartum depression), or 
absence of a consistent responsive caregiver (e.g., in certain institutional settings or 
in cases of family disruption due to war). Information on the quality of the care-
giver’s response can be gained by asking about the daily routine and what the child/
caregiver do together (e.g., do they play games, read books), how daily tasks are 
conducted (e.g., feeding, bathing), and if the child is often exposed to electronic 
media (e.g., mobile phones, iPads) to keep them entertained or quiet. In addition to 
caregiver factors, some children with developmental delays can be extremely pas-
sive and difficult to engage, which makes it difficult for the parent to be consistently 
available and stimulating to the child. It is therefore important to note your concerns 
but not make a quick value judgment as to why caregivers may not be responsive.

 Ask about Maltreatment and Psychological Trauma
Traumatized caregivers may be less responsive or respond inappropriately to their 
children, and this may exacerbate their children’s trauma reactions. Trauma is often 
thought of as occurring during escape from harrowing situation, but often individu-
als report traumatic symptoms in response to the hardship of adjusting to life in a 
new country despite being physically safe [7]. Traumatized children can present 
with behavioral changes (e.g., withdrawal or anger/defiance) and may also present 
as developmentally delayed (e.g., not speaking, failing grades in school, bedwet-
ting). Contrary to some misconceptions, children with developmental delays and 
disorders are at higher risk for experiencing trauma, grief, and ill treatment [15].

In the context of a general interview, enquiring about trauma should be done in a 
sensitive and indirect manner to avoid further traumatization (for example, asking 
open-ended questions and following the interviewee’s lead: “What was your experi-
ence or you child’s experience like during migration?”, rather than direct and intru-
sive questioning). It is enough at this stage for the clinician to have a sense of the 
potential impact of the parent or child’s trauma without going into specific details 
(further referrals can be made for psychological support). If possible, enquire about 
the child’s function before experiencing trauma and how they are now.

Children may be traumatized by witnessing or experiencing violence related to 
the humanitarian situation. Unique situations in war settings include sexual exploi-
tation by armed groups or coercion to contribute to the war effort (e.g., as fighters, 
messengers, brides, or concubines). It is also important to keep in mind that even in 
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non-humanitarian settings children with developmental concerns are at higher risk 
for maltreatment and neglect.

It is important to be aware of harmful cultural practices (e.g., honor killings, 
child marriage, or female genital mutilation) and obtain the advice of professionals 
in the child protection sector on appropriate screening and prevention strategies.

Please see also Chaps. 5 and 9 (Trauma and PTSD) and (Coping with Cultural 
Differences).

 Environmental Exposures Specific to Humanitarian Settings
In humanitarian settings children may be exposed to environmental injury from 
weapons (e.g., nontraumatic ballistic injury that leads to concussion-like symptoms, 
explosive mines; chemical, biological, or nuclear weapons). All of these may impact 
health and developmental progress. This information may not be known to caregiv-
ers but may be well known within the context of the conflict.

 Medical History and Examination

Occasionally, developmental concerns can be caused by an underlying medical con-
dition. Children should be assessed for treatable health conditions that can cooccur 
with or contribute to developmental concerns (e.g., malnutrition (see also Chap. 11), 
parasitic infestation, epilepsy, anemia, thyroid disease, chronic infections, gesta-
tional prematurity) or that might recur in the family (e.g., genetic condition or envi-
ronmental exposures). (See section below on cooccurring medical conditions).

Hearing and Vision impairment may often contribute to learning and communi-
cation difficulties. See Table 13.1 for possible ways to assess hearing and vision if 
appropriate professional resources are not available.

A medical history includes a pregnancy history of the mother, the birth history, 
nutritional history (in particular the first 2 years of life), previous illnesses, injuries, 
treatments, operations and hospital stays, current and previous medication, aller-
gies, and family history.

A medical examination of all systems (central and peripheral nervous systems, 
cardiovascular, respiratory, gastrointestinal and urogenital systems, skin) and 
assessment of growth parameters (height, weight, mid-upper arm circumference, 
and head circumference) should be conducted.

 Arriving at a Differential Diagnosis Formulation

By considering all the information obtained from the history and assessment, it is 
possible to summarize what are areas of difficulty and strength in a particular child. 
Even if you are not able to arrive at a specific diagnosis, defining the areas of diffi-
culties and other family and social factors allows you to think rationally about fur-
ther investigations, interventions, and referrals. If available and feasible, initiate 
diagnostic assessments and laboratory investigations to look for underlying causes 
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or medical comorbidities. Prioritize investigations that can impact management and 
the life of the child. (e.g., reversible or partially reversible conditions like malnutri-
tion, iron deficiency, or hypothyroidism). Although caregivers may hope to get 
definitive answers as to what causes their child’s condition, resource limitations, or 
unavailability of diagnostic tests often makes it necessary to focus on investigating 
for treatable conditions only, and concentrate on a more functional diagnosis and 
assessment that can help to determine the most helpful interventions.

Genetic and environmental factors contributing to developmental disorders are 
complex and should only be discussed with families by trained, culturally compe-
tent individuals and in the setting where long-term follow-up and support are avail-
able. Inappropriate discussions can have negative effects (e.g., a parent blaming 
themselves or the other parent and lead to further psychosocial difficulties).

 Interventions and Supports

Health professionals (within the scope of their skills and remit) can support families 
in several ways: Support caregivers to understand the child’s condition and needs.

Developmental conditions are often life-long conditions. Young children who are 
under-stimulated may catch up with increased caregiver involvement and enroll-
ment in Early Childhood Development (ECD) settings, but it is often difficult to 
predict who will catch up and who will not. When not sure of a specific diagnosis or 
prognosis, it is still useful to summarize the child’s difficulties and what are recom-
mended next steps.

It is important to understand different types of caregiver reactions that may 
include grief, anger, guilt, or relief to finally understand what the child needs.

Help caregivers understand that behavioral challenges are often due to frustra-
tion, anxiety, or a way for the child to communicate their needs. They should not 
take this personally and they should not punish the child inappropriately (see 
Appendix 2 for further discussion of behavioral management strategies).

Help caregivers understand their child’s strengths and what they like about them: 
For example, persistence, kindness, and certain areas of ability. If parents are unable 
to come up with anything positive about the child, ask them to reflect on that and let 
you know the next time they see you.

Speak to the child or help caregivers communicate with their child. Many chil-
dren with developmental concerns (especially as they grow older) wonder why they 
have more difficulties than other children. Help a child understand that all people 
have areas of strengths and areas of difficulties. Help them identify these areas 
(especially their own strengths). This is an important first step to develop self-
esteem and self-advocacy skills.

 Support Caregivers to Be Responsive to the Child’s Needs
Encourage caregivers to be attentive to their children’s emotional and nurturing 
needs. Some caregivers may feel their role is simply limited to feeding and assuring 
the child is clean. Emphasize the importance of talking and playing with the child 
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as a way to promote brain development. Refer caregivers to additional community 
supports (e.g., mental health supports, or parent training workshops) as needed. In 
many cases, improving the caregiving environment and additional stimulation can 
significantly improve developmental outcomes.

 Advise the Family What they Can Do at Home to Support their Child’s 
Development
Speech Delay: Read to the child regularly in an engaging animated style. Ask her 
questions and encourage her to comment, point, and share in turning pages. If books 
are not available, tell stories from memory and use gestures, pictures, or objects in 
the home environment to illustrate the story.

Speak regularly to the child, commenting on what you and they are doing/observ-
ing using simple language. Do not correct the child when they make a mistake but 
restate what they want to say (e.g., if the child uses an unclear word when requesting 
water, do not correct her, but you may say “You want water, here is some water”.

Understanding and Problem-Solving Skills: Break down learning, do not lose 
your patience, use pictures and picture schedules, and frequent reminders. Pay 
attention that noncompliance is not being “naughty” but may occur because a child 
is not able or does not understand what is required of them.

Independent Living Skills: Break down tasks into their individual components 
and give positive reinforcement. Teach about safety, sexual health, and 
menstruation.

Motor Delay: Adjust the environment to facilitate the child’s movement (e.g., 
remove physical obstacles, adapt tools (e.g., pencils, eating utensils for easy manip-
ulation, and employ ramps for wheelchair access). Try to get them to do as much as 
possible for themselves.

Supporting Child’s Mental Health and Self-esteem: Emphasize the child’s 
strengths, engage them in activities that they enjoy and are good at (e.g., special 
clubs if available). Advocate for inclusion (e.g., in safe play areas) and protection 
from bullying.

Respite Care for Caregivers: Ideally, families should receive appropriate sup-
ports and training to care for their children. Temporary placement solutions can 
include foster care arrangements or brief respite breaks and can be helpful where 
children require intensive care and monitoring due to either behavioral or develop-
mental needs. Such decisions are complex and require multidisciplinary input from 
various professionals (e.g., health, education, and social care).

Behavioral Management: Advise caregivers that behavior is often a form of 
communication and advise them on appropriate strategies to support positive behav-
iors and discourage negative behaviors (see Appendix 2).

Address Potentially Harmful Cultural or Personal Beliefs: Some common cul-
tural attributions to explain the cause of developmental disorders may be harmful 
(e.g., Magic and superstition), and may lead to caregivers to pursue interventions/
practices that may hurt the child. In a nonjudgmental manner, ask caregivers what 
they and other members of their community (e.g., family or community elders) 
think caused their child’s difficulties and what interventions they may be seeking 
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within their community. Learn more about the local culture from trusted colleagues 
or community members.

 Encourage Enrollment in Educational Settings
In addition to schools for older children, Early Childhood Development activities 
are often available in humanitarian settings and can provide a stimulating, nurturing 
environment for children in addition to caregiver support. It is important for health-
care workers to liaise with colleagues in the Education sector to understand avail-
able services and referral procedures. The Interagency Network on Education in 
Emergencies website can also be consulted to understand more on education in 
emergency settings (https://inee.org/).

For young children, It is also recommended that health professionals investigate 
local access to the World Health Organization Caregiver Skills Training Program 
(CST). This is an increasingly available program composed of a series of individual-
ized and group interventions targeting caregivers of children with developmental 
disorders and delays. The focus is on “training the caregiver on how to use everyday 
play and home activities and routines as opportunities for learning and develop-
ment.” [16].

 Seeking Additional Supports
Referrals: Children with developmental concerns and their families often have 
broad-ranging needs beyond what can be offered in the healthcare setting, so it is 
important for health professionals to understand the roles and referral pathways to 
different professionals and services.

In humanitarian emergency settings, the humanitarian response is coordinated in 
the form of sectors (each composed of groups or “clusters” of humanitarian organi-
zations, both UN and non-UN). Children with developmental concerns may have 
needs that require coordination between different sectors. For example, a child with 
learning difficulties and mobility issues may have needs related to malnutrition 
(Nutrition sector), accessible housing and toilets (Shelter and Water, Sanitation and 
Hygiene sectors), inclusive education (Education sector) and neglect by caregivers 
(Protection sector). It is important for health care professionals to be able to refer 
and coordinate care within this framework.

In other settings (e.g., resettlement programs) health professionals will need to 
learn about different referral pathways related to the context.

Using Telehealth: Telehealth is emerging as a valuable tool to seeking advice 
from specialists in the field of child development. Some organizations (e.g., Doctors 
without Borders) have their own official telehealth platforms. In other cases, infor-
mal advice can be arranged. Professional organizations, such as the International 
Developmental Pediatrics Association and the Society for Developmental Behavioral 
Pediatrics, among others can provide links with experienced practitioners available 
to engage in remote consultation.
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 Advocacy and Long-Term Planning
Inclusion/Empowerment: Community Based Rehabilitation (CBR) describes an 
approach across a variety of settings (including the humanitarian setting) that aims 
to improve equality for individuals with disability in all spheres of society. CBR 
projects are implemented through efforts of people with disability, their families, 
and a variety of other organizations/services (https://www.who.int/disabilities/cbr/
en/) [17]. Health care providers can enquire about existing CBR programs in their 
setting or may even contribute to the creation of such programs.

Supporting Resettlement Applications: Some countries prioritize asylum seekers 
with disability or special health circumstances. Healthcare professionals can be 
helpful by providing documentation that can support asylum seeking applications.

Combatting Discrimination: As a trusted and respected source in the community, 
the health care provider can impact the attitude of parents, families, and communi-
ties regarding children’s disabilities.

In conversations with caregivers, always use the child’s first name and con-
sciously emphasize their areas of strengths and their right to health and happiness as 
enshrined in international law. Emphasize the same principles in your work within 
the health sector, other humanitarian organizations, governments, etc.

Health care providers can also present a positive image of individuals with dis-
abilities by employing those with disability in their organization.

Consider a Long-term Plan: Arrange for long-term care and monitoring (e.g., 
provide family with a summary of child’s condition so that other professionals may 
follow up appropriately at the next stage in the family’s journey).

 Prevention and Mitigation
Prevention and mitigation of developmental concerns involve broad public health 
measures such as promoting maternal health, education, immunization, prevention 
of malnutrition, and supporting families provide a nurturing environment for chil-
dren (e.g., through Early Childhood Development—ECD programs). Healthcare 
providers can contribute to any of these activities through direct involvement in 
specific projects or through broader advocacy (e.g., engaging in and promoting 
activities related to the Nurturing Care Framework) [18].

 Special Clinical Topics

 Autism Spectrum Disorder (ASD)

Children with ASD display a wide range of speech and social communication dif-
ficulties as the main feature. They additionally show a range of unusual, repetitive 
behaviors, unusual or intense interests, and often unusual responses to sensory stim-
uli. These challenges can predispose to heightened vulnerability in humanitarian 
settings (see Table 13.3) and may be mitigated if recognized early.
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 The Interplay between Health and Development

Health and Development are intimately connected in several ways (see Table 13.4 
for examples):

 (a) Health Conditions can have a direct impact on development (e.g., health condi-
tions impacting brain or neuromuscular function).

 (b) Health conditions can lead to loss of developmental opportunities (e.g., school 
absences, frequent hospitalizations, medical procedures, hospice care for termi-
nally ill children):

 (c) Developmental difficulties complicate management of acute or chronic health 
conditions (e.g., difficulty taking a history or performing a medical exam, chil-
dren with sensory difficulties can struggle to take medication, nutritional sup-
plements, or participating in rehabilitation after limb injury), refusing to wear 
glasses for treatment of squint or amblyopia, refusing to wear hearing aids, 
some children may have a high threshold for pain responses leading to delayed 
recognition of sickle cell crisis or other injuries).

 (d) Accidental or nonaccidental injury can occur due to maltreatment or low safety 
awareness (e.g., in hyperactive or impulsive children).

 (e) Late diagnosis of treatable conditions may occur due to difficulty reporting 
symptoms or neglect by caregivers.
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 Developmental Milestones and Red Flags Checklist

The table above is adapted from material developed by the United States Centers for 
Disease Control and Prevention (https://www.cdc.gov/ncbddd/actearly/milestones/
index.html). It provides information on key developmental milestones and red flags 
for concerns at particular ages. The website also includes a rich video library show-
ing real-life examples (https://www.cdc.gov/ncbddd/actearly/milestones/
milestones- in- action.html).

This table was developed for general guidance in the United States and is not an 
evidence-based screening tool. The milestones should not be interpreted rigidly and 
should not be used in a checklist fashion (expecting yes/no answers) to determine if 
a child is delayed or not. Instead, it is recommended that such a list be used as guid-
ance on trajectories of development. This places more responsibility on the profes-
sional assessing the child to interpret findings in the context of the child and family’s 
circumstance. Please see the section on Taking a Developmental-Behavioral History 
for additional suggestions on communicating with families and assessing children’s 
development and behavior.

 Appendix 2

 Behavioral Challenges and Basic Behavioral 
Management Strategies

The strategies described below are the purpose of general introduction and do not 
replace professional advice suited to the particular clinical situation.

Parents often complain about their child’s behaviors. Examples of negative 
behaviors include temper tantrums, damaging objects (e.g., throwing objects), hurt-
ing others, or hurting oneself (e.g., biting oneself or hitting head against objects) 
Some behaviors may be developmentally appropriate (e.g., temper tantrums are 
normal in toddlers).

The first step in providing support is to clarify to parents that behaviors are the 
child’s way of communication. Usually, negative behaviors are related to an unmet 
need, distress, or frustration. This is common in children with developmental delays 
who may have difficulty communicating their needs, frustrations, or understanding 
expectations. They may also be frustrated by difficulties keeping up with others 
their age.

 Preventing Behavioral Challenges
Positive parenting is a term commonly used to describe parenting strategies that 
encourage “positive” behaviors (e.g., getting to know your child and what may trig-
ger them, setting a good example, teaching them right from wrong, and being clear 
about expectations and consequences). The healthychildren.org website provides 
valuable advice on managing children’s behavior and appropriate discipline strate-
gies [23].
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 Common Behavior Management Strategies
ABC Approach: An often effective strategy to address behavioral challenges is the 
ABC (Antecedent, Behavior, and Consequences).

For example, Mustafa is 4  years old and has minimal spoken language. His 
mother complains that he often bites his younger brother. Applying the ABC 
method, his mother was able to observe that Mustafa is usually making noises to get 
her attention. However, as she is quite busy with household chores, she cannot give 
him immediate attention. Then Mustafa goes to bite his brother who starts crying 
which immediately gets the mother’s attention. When analyzing this behavior, his 
mother concludes the following:
Antecedent: feeling ignored.
Behavior: biting brother.
Consequence: getting attention.

By identifying such an Antecedent, Mustafa’s mother acknowledges his need for 
attention by bringing him close to her and getting him to help her with her chores. 
He is thus getting the attention he needs and is not biting his brother as much. Other 
options are to have a neighbor or older child support her with housework (or a refer-
ral to the camp social worker to consider other support options).

Ignoring: A caregiver’s attention is a strong motivator for most children and can 
be used to manage certain behaviors. One of the best behavior management strate-
gies is ignoring negative behaviors. If there are no safety concerns, caregivers can 
try to ignore unwanted behaviors and praise behaviors they want to encourage.

Time Out: Time out allows the child to take a break to calm down when frus-
trated or engaging in negative behaviors. Time out can be used when children begin 
to understand the cause and effect and consequences of their actions (18–24 months). 
Use time out as follows:

For example, a child is frustrated and hitting the parent.

 1. Warn the child “if you don’t stop, you will go into time out.”
 2. Clearly identify the unwanted behavior (e.g., “no hitting”).
 3. Start a timer (as a rule of thumb give 1 min of time out for age in years, e.g., a 

2-year old will get 2 min of time out).
 4. Guide the child to a quiet and safe area where there are no toys or fun activities.
 5. If they leave the area restart the timer.

Make sure the child is always safe in time out (e.g., do not place in time in an 
area with household chemicals, electric equipment, or windows that can be easily 
opened).

Positive Reinforcement: When a child engages in appropriate behavior, caregiv-
ers can give them words of encouragement. For example, if Mustafa does not hit his 
brother when frustrated, his mother can say “good boy for not hitting.” With time 
this will emphasize the desirable behavior.

Punishment: Many caregivers utilize punishment as the main strategy to man-
age their child’s behavior. Punishment can take a variety of forms (e.g., taking away 
privileges or more extreme forms of physical punishment).

Physical punishment is discouraged as it can lead to long-term physical and emo-
tional damage in children. It is now also illegal in many countries and there may be 
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legal requirements for professionals to report caregivers who engage in physical 
punishment to social services or legal authorities. Encourage parents to engage 
more in promoting positive behavior and avoiding situations that lead to negative 
behaviors.

For additional information on behavioral management see:
https://www.healthychildren.org/ (American Academy of Pediatrics).
https://www.unicef.org/parenting/child- care/how- discipline- your- child- smart- and- 

healthy- way (UNICEF).

 Recognize Internalizing Symptoms
Be aware, that children who are withdrawn, passive and not being disruptive may 
also be in need of support. Such “internalizing” behaviors may be signs of grief, 
adjustment difficulties, anxiety, depression, and post-traumatic stress.

 Interventions for Children with Autism Spectrum Disorder
Many resources (often online) are available to support professionals and families 
caring for children with autism spectrum disorders and social communication dif-
ficulties. These include Autism Speaks in the US, which also provides an excellent 
tool-kit addressing challenging behaviors (https://www.autismspeaks.org/tool- kit/
challenging- behaviors- tool- kit) and feeding difficulties (https://www.autismspeaks.
org/tool- kit/atnair- p- guide- exploring- feeding- behavior- autism), and the National 
Autistic Society in the UK (http://autism.org.uk/).

The use of social stories: Social stories are a tool to support children with social 
communication difficulties learn and anticipate new situations. For example, if there 
is a plan to change housing, a picture or written story can be created describing the 
different steps of this change and can be rehearsed with the child before the event. 
See, for example, https://www.autism.org.uk/advice- and- guidance/topics/commu-
nication/communication- tools/social- stories- and- comic- strip- coversations.
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14Child Health Promotion for Refugees 
and Other Vulnerable Populations

M. Leila Srour

 Introduction

Child health promotion for vulnerable children, including refugees, migrants, asy-
lum seekers, and children living in poverty and difficult circumstances, is the sub-
ject of this chapter. These children’s precarious lives are often impoverished, 
exposed to exploitation, social exclusion, and violence. Article 24 of the Child 
Rights Convention (CRC) recognizes “the right of the child to the enjoyment of the 
highest attainable standard of health and facilities for the treatment of illness and 
rehabilitation of health,” irrespective of nationality or immigration status.

In 2011, UNHCR estimated over 12 million child refugees who may spend their 
childhoods displaced. Their childhood experiences have profound and life-lasting 
effects. Children are resilient, cope, and look to the future despite hardship and 
suffering. They draw strength from their families and joy in friendships. These 
children can teach us so much, especially those who have unjustly suffered. 
Children’s participation and capacity building for their protection, with a particular 
focus on children with special concerns, is one of UNHCR’s goals. Parents, teachers, 
and health care workers can work with children to empower them to advocate for 
their rights and protection. In school, activities, sports, and creative participatory 
projects can allow children to explore their talents and use their skills to become 
active community members. Quality education for child refugees is a big challenge, 
but there are good examples of innovative programs to improve children’s lives [1].

Three levels of disease prevention are addressed in health promotion activities to 
influence human behavior and improve the health of the community: Primary 
prevention is measured to avoid illness, such as immunizations and breastfeeding 
promotion. Secondary prevention is actions leading to early diagnosis and treatment 
to prevent severe disease, such as education about disease warning signs, how to 

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-74906-4_14&domain=pdf
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manage in an emergency, and improved access to health care. Tertiary prevention 
aims to educate, rehabilitate after a significant illness, and teach management of 
chronic diseases, including education about medications, community management 
of disabilities, prevention of stigma, and recovery from traumatic events (Table 14.1).

The Convention on the Rights of the Child (Article 39) [2] requires all appropri-
ate measures to promote physical and psychological recovery and social integration 
of child victims of neglect, exploitation, abuse, violence, and other degrading expe-
riences. Recovery requires an environment that fosters health and self-respect. 
Children, especially those lacking a supportive family environment, and 
unaccompanied minors, need information about safety, child rights, and intervention 
strategies to prevent abuse and exploitation.

There are many different approaches for child health promotion: teaching chil-
dren, training teachers, supporting volunteer health care workers, parent support 
programs, and Child-to-Child. Children share what they learn with other children, 
their families, and the communities with the support of teachers and health care 
workers. Creative and innovative examples inspire adults and allow children to use 
their imagination to support health behavior change [3].

 Child Health Promotion to Reduce Epilepsy Stigma

Epilepsy is a highly stigmatizing disease in many African countries. In Gulu, 
Uganda, an intervention focusing on children as health promoters to educate their 
community about epilepsy, reduce stigma, improve patients’ adherence with medi-
cations, and provide first aid for seizures was successful in destigmatizing epilepsy, 
advancing proper treatment, and overcoming the belief that epilepsy is contagious. 
In primary schools, health clubs are formed where children, wearing health promo-
tional T-shirts, are trained to teach others using role-plays and creative entertain-
ment to promote awareness and destigmatize epilepsy. Children enthusiastically 
demonstrated reaching out to people affected by epilepsy, and eagerly reported what 

Table 14.1 Disease Prevention Table

Health promotion 
and prevention Definition

Examples of health promotion activities for 
prevention

Primary 
prevention

Actions to avoid and 
prevent disease

• Immunizations
• Healthy diet
• Hand washing
• Accident prevention education

Secondary 
prevention

Actions leading to early 
diagnosis and treatment to 
avoid severe disease

• Training of disease warning signs
• Use of Oral Rehydration Solution (ORS)
• Emergency management knowledge
• Improving access to health care

Tertiary 
prevention

Actions to rehabilitate, 
recovery after illness, and 
manage chronic diseases

• Education about use of medications
• Community management of disabilities
•  Education to prevent stigma and allow 

community integration and support
• Psychological rehabilitation from trauma
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they learned to friends and families. Children with epilepsy were encouraged to stay 
in school, take their medicines, and were successfully integrated into their class-
rooms. In the community, children and adults with epilepsy were encouraged to 
seek and receive health care. This program is an example of child health promotion 
for a very vulnerable population, with the recruitment and training of children as 
health care behavior change agents [4].

School-based health promotion is a crucial way to improve the knowledge, atti-
tudes, and behavior of children and their families. Schools play a critical role in 
protecting and promoting the health of children, especially migrants and refugees, 
including the promotion of good child mental health. The provision of psychologi-
cal support is the most pressing health care need for migrant children. Involving 
children in participatory activities in schools improves their self-esteem and control 
over their own lives.

 Child Rights Participatory Approach

Hearing All Voices (UK) Child to Child, London (2013–2016) is a Child-to-Child 
program to enhance social inclusion, engagement in education, and social participa-
tion of vulnerable youth. The young people receive training in the English language, 
communication, and teamwork. Their teachers and teaching assistants are trained in 
methods to support young people’s participation without being directive. This pro-
gram uses a Child Rights participatory approach with students aged 16–18 years. 
The students identify a social problem that they want to address, investigate, design 
an intervention, implement, evaluate, and plan the next steps to solve the problem. 
The groups developed projects on a wide range of issues: street safety, crime, home-
lessness, bullying, and the care of orphans. The students reported improved self-
confidence and enhanced ability to communicate with adults. Hearing All Voices 
illustrates the potential for educational interventions to promote the physical and 
psychological well-being of vulnerable young people [5].

 Case Study: Butterfly Children’s Development Center
In Ban Nong Boua, Muang Sing, Luang Namtha province, Laos, children from a 
dozen different ethnic minorities attend the same primary school. Most started 
school without a common language, so they needed to learn the Lao language to 
communicate with each other. Although most families are poor, there is a hierarchy 
of poverty, with a clear separation of children from distinctly poorer parts of the 
village. During the school day, the children socialized primarily with children from 
their ethnic group or similar social strata. The school is located in the center of the 
village, between the financially more advantaged and less advantaged areas. An 
after-school program, the Butterfly Children’s Development Center, attracted chil-
dren from both sides, their parents and teachers. The activities focused on inclusion 
and respect for each other. Cleaning the schoolyard to prepare the area for activities 
preceded other activities. Creative and enjoyable educational activities developed 
based on the children’s interests and volunteers’ skills and experience. Singing, 
dancing, and cultural events were celebrated daily. A small library of books in the 
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Lao language, many from Big Brother Mouse books, a program to publish chil-
dren’s books in Lao language, written and illustrated by young Lao authors and 
illustrators, were used daily both for reading out loud and individually (www.big-
brothermouse.com). The stories in these books creatively illustrate the importance 
of good hygiene, the use of toilets or latrines instead of open defecation, healthy 
eating habits, dental hygiene, accessing health care, and nutrition for pregnant 
women, mothers, and young children. Art projects used available materials, such as 
recycled paper and crayons. Hand washing after cleaning the school grounds and 
before other activities was emphasized, using a bucket of water and soap. 
Marginalized children, including those not attending school and children with dis-
abilities, were all encouraged to participate.

A young blind boy spent 1 year at the school, learning to speak the Lao language 
until he decided that he liked school and wanted to learn to read and write. At that 
point, he was sent to the capital city to attend the school for the blind and eventual 
integration into the local public school. The teachers and students took great pride 
in the progress of this one child, who first entered the school without Lao language, 
crying and terrified of the new environment. When he boarded the bus for a longer 
than 24-h trip to the capital city to start learning Braille, everyone was impressed 
with how much children can learn.

A computer lab was developed using refurbished donated laptops. With educa-
tional software, children learned to add, subtract, multiply, and divide (www.but-
terflychildren.org). Other games encouraged thinking skills and concentration. 
Hand washing before the use of the computer lab was required for the safety of the 
children and computers. The equipment was installed each day with the help of 
children who were identified as responsible for this job.

Physical activities were encouraged in a simple outdoor play area, an outside cov-
ered area with protection from the sun, and use of the kindergarten room with mats on 
the floor. This program meets the #1 Goal of the UNHCR Framework of Child 
Protection to provide safe places for children to learn, play, gather, and socialize [1].

The Butterfly Children’s development center was a safe place for children to 
gather when they were not attending school, on weekends, and during school holi-
days. Their teachers often had received limited education, training, or payment, and 
their salaries were frequently in arrears for months. For some children, the after-
school program was their informal education. Most parents of the children in this 
village had no educational experience and could not imagine the importance of 
education or a different future for their children. The after-school program taught 
the children that learning is fun, productive, and contributed to their future and 
breaking the cycle of poverty.

Successful health promotion and educational activities require time and consis-
tency. Health behavior change is a long process and best starts in childhood as part 
of primary and secondary school education. Children need successful role models, 
promoting health behavior change. Teachers and health care workers can encourage 
health behavior change, including hygiene, sanitation, healthy food choices, exer-
cise, avoidance of harmful substances, including tobacco, alcohol, and illicit sub-
stances, and avoidance of disease vectors.
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 Substance Abuse Prevention
Alcohol abuse in Laos is a neglected and serious problem. Children are often 
exposed from an early age to the inebriation of their parents, teachers on school 
property, health workers at hospitals, older siblings, and even other children. Every 
party, wedding, and celebration in Laos is an excuse for many to get drunk. A com-
mon saying is: “It’s not a party if you don’t get drunk.” Underage children purchase 
alcohol and young women serve alcohol, making it difficult to resist. Driving while 
drunk, although illegal, is accepted, along with many tragic accidents, especially of 
young men. Beer Lao is the most popular drink with extensive advertising and dis-
tribution throughout the country. Without health promotion activities, the only mes-
sage the children receive is that drunkenness is acceptable and pleasurable.

To begin addressing this problem, a poster was developed showing the effects of 
alcohol on all parts of the body. This inexpensive poster was printed by Save the 
Children and distributed to hospitals, clinics, and schools around the country. For 
many young people and health care workers, this was the first education about alco-
hol’s dangerous effects. Organizing alcohol-free celebrations with children sharing 
the simple pleasures of singing, dancing, and enjoying life allow them to see that 
alcohol is not required to have fun together.

The promotion of tobacco to children in Lao is forbidden, but often not enforced. 
Young people may not consider the risk of nicotine addiction or the adverse effects 
of second-hand smoke. Children’s development centers, tobacco-free, are an excel-
lent example for all children and their caregivers. Promotions of tobacco, including 
the distribution of single cigarettes, should be reported to the Ministry or Department 
of Health.

 Child-to-Child approach to Health Promotion

Traditional didactic health education with passive advice to children often fails. The 
Child-to-Child approach to health promotion focuses on child-centered participation. 
Children and adults learn best with active involvement, addressing the communities’ 
concerns and interests. When health education belongs to the children, they can 
portray the messages in culturally and developmentally appropriate ways to all age 
groups. Useful health information from an early age and in a practical manner can 
improve and protect their lives, giving them a sense of personal responsibility and 
community involvement. Practical knowledge, skills, attitude, and values are needed 
for children to acquire healthy lifestyle habits for their entire lifetime. Health 
education should be taught in a way that leads to direct application at home, school, 
and community. Child-to-Child has many wonderful examples of children’s health 
promotional activities conducted in low resource countries throughout the world. 
These activities build young people’s confidence in themselves, self-esteem, and 
leadership skills, beyond the health care message alone (Fig. 14.1) [6]. With the 
cooperation of health and education sectors, Child-to-Child approaches can be used 
in schools, health centers, youth groups, preschool, nonformal settings, and inte-
grated with existing programs.
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Begun by David Morley in 1978 to honor the International Year of the Child, 
1979, the program is built on the well-known situation of an older child being 
responsible for a younger sibling, while the mother is busy elsewhere. The older 
child, sometimes only 4 years old, may not understand the severity of unaddressed 
problems such as malnutrition, diarrhea, injury prevention, hygiene, and safety. The 
Child-to-Child program aims to put the older child in a better position to deal with 
these and other vital issues for all children.

Child-to-Child is free, with all materials available online with no copyright, 
translated into multiple languages, and easy to translate into other languages as 
most of the materials are visual and created by children. Child-to-Child activities 
are low-cost, sustainable interventions, which can reduce the need for outside 
interventions, allow for local management, and improve the quality of children’s 
lives. Child-to-Child Trust, Institute of Education, 20 Bedford Place, London WC1H 
0AL, UK. Tel: (+44) 2076126648, or by email at: ccenquiries@ioe.ac.uk [7].

Close and active working partnerships with project workers, government, agen-
cies, and the community are required to coordinate health promotion. As parents 
may not be ready to accept health messages from their children, children can create 
dramas for the community to share their knowledge about health messages. With 
the support of other sectors, health care messages can be spread more widely by 
local news and social media.

There are many inspiring examples of Child-to-Child activities. In India, boys 
made a puppet show to teach about oral hygiene. In Zambia, children put on a play 
about HIV/AIDS. In another creative activity, a young girl gives ORS to a younger 
sibling and shows her mother how to prepare and administer oral rehydration [6].

 Case Study: Bhutan Refugee Camps in Nepal

In Bhutanese refugee camps in Nepal, 50% of the refugees were less than 16 years 
old, with high child morbidity and mortality. Once health services were established, 
the focus was on long-term primary health care with specific prevention programs. 

Fig. 14.1 The Child to Child approach - the flow of learning
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First, children were asked to draw pictures showing: “What makes me healthy?” 
These drawings helped to show what children understand and remember from the 
health education they received. “What makes me happy and unhappy” drawings 
revealed the simple things making them happy: clothes, toys, friends, food and 
unhappy: shouting, beatings, and other abuses. During the Child-to-Child training 
workshop, a survey of priority health topics was conducted, revealing the need for 
early childhood education, support for special needs children, and coping with 
refugee life. After the survey, discussions and activities were planned using puppets, 
drama, and games with the children and young people [6].

In Laos, a small hospital scene was created with roles assigned for the reception-
ist at the hospital, doctor, nurse, patient, family members in a variety of health care 
emergencies. Children took turns participating in various roles. Learning objectives 
were how to recognize an emergency, what to do, who to call, where to go, how to 
help, and how to care for the patient and family. They used props such as pretend 
“medical equipment” and homemade face masks. The drama can be performed for 
the parents and community, rehearsing how to respond and support in a medical 
emergency. There is always laughter, but moments of seriousness and discussion of 
how realistic the drama mirrors their own life experiences. Children shared stories 
of health care emergencies they had witnessed without knowing how to help.

Children’s participation is valuable in decision-making for program activities. 
Specific health care concerns change based on the different ages of children and the 
problems to be addressed. Children between 3 and 6 years may suffer from excessive 
discipline, poor hygiene, and not attending school. Children of 7–10 years may be 
involved in child labor, child trafficking, lack clean drinking water, face 
discrimination, lack health care, and suffer from abuse by drunken adults. Issues for 
older children are early marriage, unplanned pregnancies, alcohol and drug abuse, 
violence, and lack of extra-curricular activities. These are examples, but there are 
many more health and life issues to be discussed, with all health campaigns 
beginning with cleaning up the environment and hygiene promotion.

Inspiring accounts of Child-to-Child successes in delivering and implementing 
public health messages are found in challenging locations such as the West Bank, 
Gaza, Romania, Yemen, Somali refugee camps, Zaire, and in Goma with Rwandan 
refugees. Children in extremely challenging circumstances can promote public 
health messages and reach out to the community. In Yemen, for example, a land 
mine awareness and accident prevention program with Child-to-Child included 
reaching out to disabled children [6].

 Community Surveys and Action

With guidance and support, children and young people can conduct community 
surveys, diagnose problems, and make plans to address concerns raised by the 
survey. There are six recommended steps in the Child-to-Child methodology to 
address a health care problem: identify the problem, study, discussion, plan actions, 
act, and evaluate. Simple questions with yes and no questions can be developed. 
Children can collect the information and display results on charts to show the 
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results. Making the community diagnosis raises the children’s awareness of the 
problem and is the first step to finding solutions. Then, conclusions can be drawn, 
and a plan developed (Fig. 14.2) [8].

The Child-to-Child approach to health promotion can be incorporated into a 
wide variety of programs in school, out-of-school, and curriculums. Active learning 
methods using art, drama, role-plays can be blended with other subjects. By 
strengthening children’s participation and integration in the curriculum, the 
importance of health is strengthened. The most effective programs involve children 
in the decision-making [9].

 Child-to-Child and Children Living in Camps

Children living in camps have experienced and continue to experience difficult cir-
cumstances. Recognizing and building on children’s natural abilities to share, learn, 
and play together encourages them to put into practice what they are learning to 
help each other. Fun, happy, and busy children improve everyone’s morale and 
spread health messages in the community [10].

Fig. 14.2 The Child to Child approach - stepwise activities

M. L. Srour



179

Sanitation can be improved, even when latrines are not available or not appropri-
ate for young children, to prevent diarrheal disease and parasites. The importance of 
immunizations and the diseases they prevent can be shared with children. Child-to- 
Child health messages about diseases are simplified, so children can understand and 
share the information with each other and their families. Each message has activities 
for the children to promote responsibility. Kids enjoy dramatic performances, role-
playing, puppets made from a bag, a potato, or just a finger with a face drawn on it, 
which can advance to filming and video. Children enjoy acting out how to help a 
sick person with comfort, water, food, good hygiene, entertainment with stories, 
songs, and games. Diarrhea is a topic children enjoy discussing, as all topics about 
defecation are humorous for children, and as most have experienced diarrhea.

Adult organizers of children’s activities need to be sensitive to everyone’s needs. 
All necessary approvals from the authorities should be obtained. Willingness to fit 
in with overall plans and with other educational activities is mandatory. Planning 
committees should include children and their parents.

Children with disabilities are essential participants and may need additional sup-
port and integration. Most children know about disabled children who are hidden or 
excluded. Visits to excluded children will allow relationships to develop, and play-
ing together can foster inclusiveness. Recognizing the strengths of these children 
can encourage them to help themselves with the support of other children for their 
disability. Deaf children are often identified as children who cannot talk. With a few 
words in sign language, children can begin to communicate with deaf children and 
welcome them to school.

Helping children with disabilities allows children to integrate with heart-warm-
ing and inspiring lessons. A young Lao boy, born missing a lower leg, was unable to 
attend school, learn the local language, and have friends. His family lived in extreme 
poverty, and his mother *was caring for other children, so she was unable to help 
him. He showed his frustration with destructive and dangerous behaviors. When he 
was integrated with the support of the other children, and supplied with a prosthetic 
leg, he became an excellent student, empathetic, and now aims to continue his 
studies to help others with disabilities.

 Promotion of Healthy Nutrition and Lifestyle

 The International Code on the Advertising 
of Breastmilk Substitutes

Exclusive breastfeeding for the first 6 months and continuing breastfeeding with 
complementary foods until 2 years old saves infants lives [11]. The advertising of 
formula products unfairly competes with limited public health promotion of breast-
feeding. The International Code on Marketing of Breastmilk Substitutes is designed 
to protect breastfeeding from promotions by the formula industry. Violations of the 
Code should be reported to the Ministry of Health and International Babyfood 
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Action Network (IBFAN, https://www.ibfan.org). Each year, there are many viola-
tions of the Code, especially promotions offering incentives to health care workers. 
This is particularly serious where health care workers’ salaries are low. The enforce-
ment of the Code depends on observers to report violations.

In Laos, advertising campaigns of formula products to the public promoted 
breastmilk substitutes as the best food for infants’ health and development. The 
Nestle formula logo, of a mother bear holding a baby bear in the breastfeeding 
position, was on cans of coffee creamer, leading poor parents to believe it was good 
food for babies. Infants fed coffee creamer developed severe malnutrition, and some 
died. Research and publication of the findings led to the end of the advertising 
campaign, and the removal of the logo from coffee creamer. The formula logo was 
changed with the removal of the baby bear. Stronger legislation was implemented to 
control formula promotions in Laos and elsewhere [12]. International support is 
often needed to protect breastfeeding, as formula representatives may have strong 
connections with national health care professionals.

 Nutrition Promotion

Gardening can improve nutrition by planting and harvesting vegetables, fruits, and 
beans, in school gardens and at home. Children can be encouraged to make better 
food choices and to carefully spend limited financial resources on nutritious foods, 
rather than wasting on ubiquitously available junk food.

In the Guatemalan highlands, children are at high risk of malnutrition, with some 
departments reporting 70% childhood malnutrition. Wuqu’ Kawoq (the Mayan 
Health Alliance) (http://www.wuqukawoq.org/) has a nutrition program aiming to 
improve children’s diets. The mountain hillsides are covered with cornfields, limiting 
dietary diversity. Children’s diets are deficient in protein and vitamins A, C, and folic 
acid. Water is scarce, and community water supplies are forbidden for agriculture. 
Most families use chemicals, pesticides, and fertilizers, which harm the environment 
and deplete financial resources. Traditionally, fields are burned after the harvest, 
depleting soil nutrients. To address these issues, Wuqu’ Kawoq’s Guatemalan nutri-
tionists and agronomists teach the families to produce home- grown chemical-free 
vegetables, based on their preferences and rich in missing nutrients. The square-foot 
gardening technique with raised beds can yield an abundant harvest in a small area, 
conserving water, but requires good quality soil. Soil health is improved with worm 
compost and dry leaves. Natural pesticides are made with soap, chilies, and other 
local ingredients. Filters for recycled laundry water allow families to conserve their 
limited water supply. Fertilizers are produced organically with food and garden 
wastes. Response from the families has been positive. Surveys conducted before, 
during, and after follow the children’s nutritional status and dietary improvements.

Growing Health began in Butare, Rwanda, at a hospital, to provide food for 
patients, as hospitals do not provide food for patients, many of whom are 
malnourished and extremely poor. The local organizers consulted with the mothers 
of malnourished children, teaching and promoting nutritious foods, good hygiene, 
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and the value of kitchen gardens. Vegetables are grown near the hospital and used to 
feed nutritious meals to the patients. The program has grown to be a large farm with 
farmers, agronomists, managers, educators, cooks and is supported by donations 
and volunteers. Beans, sweet potatoes, kale, sorghum, bananas, avocados, passion 
fruit, and more are grown and consumed in the hospital. An outreach program 
provides teaching and training in target villages. The program is a model for 
Rwandan health care facilities (https://kuzamuraubuzima.rw).

 The Promotion of Complementary Food to Children over 
6 Months

Photos of varieties of foods grown locally and inexpensive in local markets promote 
the use of tofu, soft fruits, and vegetables, eggs, rice or noodle soups with vegetables, 
meats, oil added to improve the nutritional content and peanut sauce. In each 
location, what is available should be evaluated for the best nutritional value for 
effort and price. A Lao Language book, titled “Good Nutrition for Mother and 
Baby,” is published by Big Brother Mouse (http://www.bigbrothermouse.com/
books/goodnut- book.html).

Remote floating villages on Tonle Sap Lake, Cambodia, have diets limited to rice 
and fish, of dwindling supply due to climate changes, dams, and overfishing. A 
Cambodian nurse, working with The Lake Clinic, promotes the building of floating 
gardens to grow vegetables to improve childhood nutrition. The promotion of the 
gardens includes nutrition education for the families and training the children to 
build and care for the gardens (https://www.lakeclinic.org).

In Laos, papaya salad is a healthy food choice with ingredients from the com-
munity with no cooking required. The preparation is shredding the papaya, adding 
ingredients to the mortar, taking turns pounding with the pestle, test tasting, and 
adding seasonings. Papaya salad making contests are fun and nutritional activities, 
requiring minimum organization and local resources. First, a list of ingredients is 
prepared. Children are asked to bring what they can find: papaya, chili peppers, 
peanuts, mortar and pestle, knife, wildflowers for decoration, banana leaves for 
plates, sticky rice, tomatoes, lemons, and water bucket for hand washing. The chil-
dren are divided into groups with two older kids in each group. The ingredients are 
divided between the groups. Judging is based on everyone’s involvement, good 
hygiene, a song or chant, creativity, environmentally friendly (no plastic), and taste. 
A book written by a Vietnamese social worker, Xuygen Dangers, Tammakhung 
Forever, has the recipe and poems and chants in Lao and English. Peanut sauce is 
another example of a nutrition-dense and inexpensive culturally correct choice. 
After the judging, everyone gets a reward, fruit, boiled egg, or another healthy item, 
and to eat the salad or peanut sauce with sticky rice. Teachers and parents are the 
judges, and everyone has a healthy snack. Photos, drawings, and posters can be 
made to document the event and remind everyone about available healthy foods that 
children can prepare. Further discussions include food choices on a minimal budget, 
and growing papaya, chilies, and tomatoes in home gardens.
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 Conclusion

Child health promotion is essential to protect and improve the lives of vulnerable 
children, refugees, asylum seekers, and children living in poverty worldwide. 
Children and young people enjoy promoting healthy living to their friends and 
families. For over 30 years, the Child-to-Child participatory model has modeled 
children helping others to evaluate health problems, search for solutions, and 
implement health behavior changes. With the essential support of the local com-
munity, national approvals, and cooperation with local and international groups, 
children can learn, teach, and implement health behavior change in their communi-
ties and improve their own lives. Child health promotion should be child-centered, 
imaginative, and fun for children to result in successful health behavior change that 
reaches even the most vulnerable children and their families.
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At the time of this manual’s writing, the coronavirus pandemic has spawned unique 
challenges for healthcare providers around the globe. Even in highly resourced set-
tings, we are faced with shortages of hospital beds, ventilators, doctors and nurses, 
even gloves and masks—all at a time when numbers of the sick and dying continue 
to increase daily. Such overwhelming demand paired with scarcity of resources is 
not new to many parts of the world, where providers must find creative solutions for 
clinically complex and ethically challenging situations, constantly. Pandemic or 
not, these challenges and complexities are often daily realities in the field—which 
are now even more trying as refugee settings globally grapple with COVID-19.

When we meet a refugee or migrant child in the field, at any given juncture along 
his or her path of flight, we must address the health needs they bring to us—bearing 
in mind their particular psychosocial, cultural, and historical context. This Field 
Guide is intended to help you do just that—address the range of problems that may 
be brought to your exam table—using culturally appropriate, holistic, evidence- 
based, practical approaches. This section is not intended to provide an exhaustive 
academic review of all pediatric conditions; rather it aims to provide you with a 
toolkit of clinical pearls from a panel of seasoned humanitarian workers. We have 
abstracted their guidance on the most common pediatric presentations in these set-
tings, collected their most salient tricks of the trade, and have complied a vetted list 
of references and appendices following each chapter for those wanting further 
knowledge.

This section walks you through how to prepare for a field experience, both per-
sonally and materially; how to set up data management systems and field pharma-
cies even in rugged conditions; how to conduct nutritional surveys and develop 
infectious disease surveillance systems; and how to protect the delicate health of a 
newly born refugee in a resource-poor setting. We cover common respiratory, gas-
trointestinal, reproductive, and adolescent conditions, and address the difficult 
questions and considerations that arise at the end of a child’s life. We discuss the 
general management of chronic conditions, burns, bites, and other common 
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presentations, and explore how interpreters can help you understand much more 
than spoken languages.

We hope this Field Guide will equip you with the tools you need, be it during a 
pandemic, prolonged armed conflict, or other natural or human-made disaster—
wherever and whenever you may find yourself along a particular child’s path 
of flight.

Further Reading

• Blundell H, Milligan R, Norris SL, Garner P. WHO guidance for refugees in 
camps: systematic review. BMJ Open. 2019;9(9):e027094.

• Denno D. Global child health. Pediatr Rev. 2011;32(2):e25.
• Esmaili BE.  Caravans and containers: children on the move, immobilized. 

Pediatrics. 2018;142(3):e20181470.
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15Preparation and Well-being 
for Humanitarian Workers

Christian Harkensee and Sarah Walpole

 Introduction

Even with a lot of experience, working in a humanitarian setting can be challenging, 
unsettling, and confusing. This chapter aims to help you as a humanitarian worker 
to prepare for deployment and to support you to look after your own and your team 
members’ physical and mental health. Having clarity about your motivation, expec-
tations, and goals is the first step towards preparedness for the unexpected that you 
are likely to encounter. Such awareness can help you to prepare, including recogniz-
ing what stressors you might experience, and which approaches to self-care may 
help you.

 Why Work in Humanitarian Settings?

You may already have thought about whether and why working with refugees could 
be for you. Many humanitarian workers are driven by a desire to help others and a 
belief that they can have more impact in a low resource setting (altruism)—their 
motivation can be “charged” with idealism and the desire to live to high moral val-
ues [1]. Such values may be philosophical, political, or religious. Speaking to oth-
ers, their reasons are more personal in nature, such as experience working in a 
different setting for own personal development, to learn more about their own 
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abilities and how to cope with change and challenges, or to learn more about differ-
ent people, places, cultures, and situations. Some are attracted to this type of work 
with a spirit for adventure, testing their mental and physical limits. Others have 
specific goals for career development. You may wish to gain or practice skills by 
working in a different setting, for example, to practice clinical skills in a low 
resource setting, communication skills in a highly challenging situation, or lan-
guage skills in a different country; to gain experience that you can present to poten-
tial future employers or collaborators, i.e., to “build your CV” to develop a career in 
the humanitarian or development sector [2]; or to fill a career break or gap between 
jobs. Some people embark on placements in humanitarian settings to mark or pro-
voke a change in work or personal circumstances. Most commonly, it is a combina-
tion of several of these drivers that motivate people to do humanitarian work.

This chapter does not advocate that any motivation is more or less valid than 
another, rather than whatever your motivations are, it is worth spending time to 
recognize them before embarking on placement and to consider whether working in 
refugee health is the best way to achieve what you hope to achieve. Most people will 
be motivated by more than one factor and some motivations might require more 
caution and consideration than others. If what you really need is a break from your 
current situation (especially consider this if you have just ended a job, a relation-
ship, or another significant life change), then there may be other ways to recalibrate 
before, or instead of, going to work in a refugee setting. Volunteering and working 
in refugee settings may appear to offer a break, but it is usually fraught with physi-
cal, mental, social, and emotional demands, and not an easy or healthy way to take 
space to review your priorities, heal trauma, or find a new direction.

It is worth considering how realistic your expectations are and what you can put 
in place or do before, during, and after your placement to maximize the benefit of 
your placement to you, your colleagues, and the population you serve. You may also 
want to consider the impacts on and perspectives of colleagues at home, your family 
and friends, and your employers (current and/or future).

 What Might It Feel Like to Work in Child and Family 
Refugee Health?

Migration rarely takes place over a short timeframe; refugees often spend months 
traveling. When working in refugee health settings, your experience will vary 
greatly depending on the population that you are serving and the location of your 
work. Your own background and perspective and the perspectives of those with 
whom you work will also have a significant influence.

Whether your relationships with colleagues are good, tolerable, or difficult can 
be the difference between having a positive or negative experience. You are likely to 
work with a diverse group of colleagues, often of a range of ages, backgrounds, and 
experience. Adaptability and transferable skills may be more relevant to lead, plan, 
and manage than experience or seniority. Members of the community that you serve 
may often be among your colleagues, whether they are acting as translators, trained 
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health professionals (from nurses, to doctors, to outreach workers/health promot-
ers), or receptionists, cleaners, administrators, or other support workers for a clinic 
or service.

It is also important to remember that work in humanitarian settings and other 
refugee settings often involves long hours, intense work schedules, and frequent 
professional and social contact with a small group of colleagues. In many settings, 
security issues require that a curfew is in place and you may not be allowed to go 
out after work. Movement restrictions may be such that you are only allowed to visit 
certain streets or locations, or only allowed to go out when accompanied. Particularly 
if your placement is short (weeks or months), if your language skills are limited, and 
depending on the type of setting that you work in, it may not be possible to socialize 
with anyone other than your immediate colleagues. You may well live in a com-
pound, apartment block, house, or tents with your colleagues and have little of your 
own private space. In some projects, volunteers share a bedroom. Conversely, in 
some projects, you may have very limited contact with colleagues or opportunity to 
socialize at all, for example, if you have a small team and an early curfew. One 
author’s personal experience included living in a compound with the eight expat 
colleagues where some people shared rooms and the arrangement did not provide 
any possibility to speak in privacy. There was a 6 pm curfew, so any socializing was 
between the same eight colleagues, which provided creativity and fun much of the 
time, but also tensions and the need to find ways to “take time out.” As well as shar-
ing experiences with and learning from great colleagues, the author wrote to friends 
at home, read, and took up yoga. In another placement abroad, the author was one 
of two expats. They lived in an apartment building and had a curfew which allowed 
for little time to go out after work. Again, ensuring healthy habits such as eating 
properly, sleeping well, drawing boundaries around work time, individual pursuits, 
and contentment with time alone were key to maintaining balance, health, and suc-
cessful placement.

Case Study: Reflections on Volunteering in Greek Refugee Camps
A group of volunteers shares lunch around a table in Northern Greece. Meanwhile, 
the population that they have come to work with eats inside tents in a large indus-
trial building. The setting and physical circumstances are different, but perhaps an 
even greater divide exists between the sense of control and the future possibilities 
that these two groups hold.

The volunteers come from Australia, Belgium, Norway, Spain, Syria, the UK, and 
the USA. What unites them is their decision to go out into the world to provide 
healthcare to people living in refugee camps. Yet their backgrounds and the factors 
that motivate them vary. Some came here because they wanted to do something to 
respond to the “migrant crisis” that they have seen reported on the news; some are 
motivated by religion; perhaps others are looking for a sense of purpose or a setting 
where they can see immediate positive effects of their work. Some are staying for 3 
weeks, some for 3 months or more.

Those living in the camps have lost their livelihoods and are also prohibited from 
creating new livelihoods due to the instability and lack of control over their lives, 
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the burden of not being able to plan their future, and the anxiety that they have 
about their children’s future. Many of those living in the camp do not like labeling 
themselves as “refugees”, as the term is associated with either positive or negative 
connotations. These refugees told us that they want to be seen as the individuals they 
are, rather than as a group.

There is a weighty psychological impact from the challenges that those living in 
the camps face day-to-day. After weeks, months, or years of life in a tent, it is not 
only important to address the psychological trauma that refugees have been through 
previously, but also along the arduous journey that they have taken.

Refugees with whom we spoke who were living in a “temporary” refugee camp 
and waiting for an opportunity to continue their journey, said that many of their 
expectations are not met. The ability to meet these expectations may be limited by 
the resources available, yet it may be possible to go further towards meeting their 
expectations and wishes even working within existing resource constraints.

Recognizing and addressing the ways in which expectations are not or cannot be 
met may help. For example, what refugees find with regard to medical care may be 
very different from what they were accustomed to at home. They may think care is 
not good because they are used to being able to buy antibiotics over the counter at 
the pharmacy and do not like antibiotics being restricted. People from many coun-
tries, including Syria, expect earlier referral to specialist care, as they are not famil-
iar with the role of general or family practice [3]. Asking patients about their 
expectations and explaining when and why they can and cannot be met may help 
them to accept the services as they are.

Psychological trauma is often present and perceivable, but both providers and 
recipients of healthcare may be reluctant to initiate a conversation about it. Patients 
from many cultures feel they should defer to the physician and wait to be asked, 
while doctors may not feel comfortable asking and may not be prepared mentally 
and emotionally to hear the stories [4].

Volunteers sometimes struggle to know where to begin to address such deep- 
rooted and extensive trauma, especially if their knowledge of the political, eco-
nomic, social, and cultural context is limited. Adding to this the time pressures that 
are often faced in emergency or post-emergency setting, the challenge further 
increases.

Volunteers may expect gratefulness from the people that they have gone to help, 
and then feel disheartened that many of the patients they see present with conditions 
that are largely psychologically mediated and for which they cannot provide any 
certain or quick solutions. Their sacrifice of time and effort may even be countered 
with dissatisfaction and disappointment from refugees whose priorities and desires 
are not met.

The experience of working in a camp has made us feel humble—about our own 
expectations. There is little we can do to alleviate the situation the people in the 
camps suffer—especially the uncertainty that prevents them from concluding the 
past and facing the future. However, there is much we can do by consciously and 
truly listening and trying to understand [5, 6]. As volunteers, we may have some 
influence on the lives of others, but we may not be aware of all of the different types 
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of influence that we have [7]. One of the most rewarding experiences as a volunteer 
is bearing witness to the astonishing level of resilience and resourcefulness that 
many refugee families pertain, which helps them to bear difficult circumstances and 
master their future. At the same time, our senses and awareness sharpen for the 
often hidden vulnerabilities, for which we can become strong advocates.

 Exploring Approaches to Working in a Humanitarian Setting

The previous section has explored different motivations that you might have for 
choosing to work in a humanitarian setting. The next few pages are dedicated to 
reflection on and ideas about preparing to work with refugees in humanitarian set-
tings, while looking after yourself when in the field and thereafter.

This section explores the more practical tasks of preparing for a humanitarian 
deployment: Recognizing your own skillset and considering what you wish to offer, 
looking for and planning a placement/assignment, and preparing for the physical, 
social, and psychological aspects of working in a humanitarian setting.

 What Knowledge, Skills, Experience, and Abilities Will You Bring 
to the Field?

When thinking about what you can and cannot bring to the field, you can think 
beyond clinical and health promotion skills. Just as important as your skills and 
experience as a clinician, manager, public health expert, or other health profes-
sional, will be your ability to adapt to different environments, think innovatively to 
address challenges with limited resources and confined working arrangements, col-
laborate with colleagues from different fields, different backgrounds, and organiza-
tions, and do all this and look after yourself in circumstances of frequent change and 
uncertainty. Although well-organized programs may offer appropriate predeparture 
training and briefing, this does not always happen. A tolerance for uncertainty and 
changing roles is essential, especially in the early weeks of a humanitarian 
emergency.

Bearing in mind your goals for the placement and the types of skills that you 
have to offer should help you to decide about the positions you will seek. Examples 
of the kind of work that health professionals often plan to do include: supported 
clinical roles; clinical lead for a clinic or a program; health advisor or other manage-
ment roles at different levels; roles in health promotion; roles related to research be 
that data collection, data analysis or other aspects of design or delivery; and teach-
ing roles.

Many organizations, but by no means all, will have a process of clinical supervi-
sion and/or progress review, depending on the length of your placement. Whether or 
not there is a process like this to engage with, you may want to consider keeping a 
record of your expectations, goals, and progress, and trying to recognize how these 
are evolving.
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 Finding and Planning a Placement

Having considered why you want to go and work in refugee health and what kind of 
role you would like to work in, you may want to pay attention to certain practicali-
ties so that you know what you want before you start to look for a placement.

• Are there any situations or scenarios that you are more or less drawn to, for 
example, due to having connections to a particular cause, or due to having stud-
ied the context? (Bear in mind that having a personal connection to a context may 
be an important reason not to work there as it may reduce your ability to be 
objective, or might increase the emotional strain that working in the context puts 
you under. Equally, sometimes, a connection to a context may be a positive moti-
vation for you to work there.)

• What levels of insecurity and risk are you willing to accept and maintain your 
own well-being and ability to work well within—e.g., conflict zone, infectious 
diseases outbreak?

• How important is it to you to have free time and your own private space? It may 
be important to check on the accommodation arrangements.

• How “remote” are you willing and able to be? Is internet access important to 
you? Do you find it important to be able to visit shops or a bar?

• Do you have any access requirements, health issues, or other needs to take into 
account?

• How long do you want to go for? Of course, this might vary depending on the 
above factors—if you are in a less stable, more remote, and more challenging 
placement, you are likely to experience more strain on your ability to feel 
comfortable.

Considering this in advance will give you a good starting point from which to 
identify what you are looking for and explore the kinds of placements available. 
Much of the above information may not be available at the stage of applying, but it 
should be possible to find out more by contacting the organization or talking to 
someone who has worked for them (someone known to you or the organization 
could put you in touch with someone who has previously worked in a similar role).

In terms of where to look:

• Employment websites, e.g., humanitarian jobs.
• Websites of and bulletins from humanitarian organizations, e.g., MSF, Doctors 

Worldwide.
• Updates from humanitarian and health and social justice organizations, e.g., 

People’s Health Movement.
• Updates from professional bodies and local networks for health professionals 

interested in global health, e.g., the Royal College of Physicians and Health 
Professionals for Global Health in the UK or the American Academy of Pediatrics 
Section on Global Health in the US.

• Talking to friends and colleagues.
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• Finding out from those who you meet who have worked away, where they 
have worked.

Many people find it difficult to first enter into this sector of work, and it would be 
beyond the scope of this chapter to give specific recommendations [8]. In general 
terms, volunteering experience, however short, is beneficial as it will build confi-
dence and help workers develop a reputation and network that opens up further 
opportunities. The sector is highly fluctuant, and although formal education and 
training (e.g., undergraduate/postgraduate training in a relevant profession) are 
essential, education alone will not secure a position. What many organizations value 
highly is practical experience with evidence of defined outcomes (e.g., having man-
aged a project with evaluation, written a report, published a research paper, deliv-
ered teaching/capacity building, etc.), and evidence of use of transferable skills.

 Stress and Stress Responses of Humanitarian Workers

Unique stressors have unique effects. In addition to the physical dangers, relief 
workers are at risk for behavioral and emotional readjustment problems following 
traumatic exposures on deployment [9, 10]. It is only natural to be physically and 
emotionally affected by such experiences, although the long-term impact will 
depend on your physical and emotional health when you depart for your post, previ-
ous traumatic experiences, the degree of awareness and self-care, the degree and 
quality of planning and preparation, and the amount of support provided in the field 
and afterwards. Humanitarian workers are often driven to this type of work for its 
potential to promote personal growth, develop awareness, compassion, self- 
discovery, testing one’s limits, and opportunity for building deep friendships and 
comradery. For most people, this personal growth outweighs and counteracts the 
distress that is experienced with traumatic events. Nevertheless, a significant pro-
portion of humanitarian workers in crisis situations (up to one-third) do experience 
more severe stress symptoms, and some may need psychological support for symp-
toms of Posttraumatic Stress Disorder (PTSD) or depression [11]. It is important to 
recognize such symptoms and to seek or offer support early.

Stress reaction symptoms can be broadly categorized into four domains: emo-
tional, cognitive, physical, and interpersonal. In the early stages, or if symptoms are 
relatively mild, you may notice the following in yourself and others [12, 13]:

• Emotional symptoms—Feelings of shock, fear, grief, anger in the acute situation, 
resentment and guilt (survivor’s guilt), feeling ashamed, overwhelmed, helpless, 
feeling numb, and detached.

• Cognitive symptoms—disruption of normal logical thinking, feeling confused, 
disoriented, indecisive, worried, problems with memory, attention span and con-
centration, unwanted memories, self-blame.

• Physical reactions—feelings of tension, restlessness, edginess, sleeping difficul-
ties or excessive fatigue, lack of energy but unable to rest and recover. Physical 
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symptoms such as achiness, headaches, backaches, panic attacks, change in 
appetite, being easily startled.

• Interpersonal reactions—Feelings of distrust, wanting to isolate and withdraw, 
or feeling irritable, aggressive, seeking conflict. Feeling rejected, abundant, dis-
tant. Leaders may become over-controlling, judgemental.

If you notice a colleague is beginning to display these symptoms, it is important 
to be there, listen, share, have patience, support the person, giving them space and 
time for a break. Some people may not be aware of the change in their behavior, and 
people around them notice these first—it is critical to intervene at this stage.

Once symptoms become more severe, immediate intervention by someone 
skilled in psychological help, and if needed evacuation out of the situation may be 
necessary. “Red Flags” for severe psychological distress include: Feeling extremely 
dissociated and numb, intrusive reexperiencing (“flashbacks”), hyperarousal, severe 
anxiety, severe depression, extreme memory avoidance (self-medication, drugs, 
alcohol), and feeling suicidal.

To a degree, it is possible to predict which experiences lead to severe stress 
symptoms, such as direct experience or witnessing any of the following:

• Life-threatening danger or physical harm
• Danger or harm to children in particular
• Extreme human violence or destruction
• Intense emotional demand of the work
• Extreme fatigue or sleep deprivation
• Extreme loss—mental, spiritual, emotional, physical
• Extended exposure time to danger or loss
• Extended emotional/physical strain

It is important to note that certain medications (e.g., antimalarials such as meflo-
quine) can trigger or worsen emotional symptoms [14]. The degree to which relief 
workers can bear these experiences depends very much on their own level of mental 
and spiritual resilience (which can be prepared) but also their own personal history 
of exposure to trauma (including previous relief work), chronic physical or mental 
illness, chronic emotional imbalance, experiences of poverty and discrimination, 
recent major life events, stressors, or emotional strain. While such experiences can-
not be reversed, processing the experiences and developing coping strategies can 
build resilience in the run-up to a deployment.

 What Organizations Can Do

The onus for preparation and support must not be on the relief workers alone; 
humanitarian organizations that deploy employees and volunteers have a duty and 
responsibility to keep staff and volunteers safe and supported [15]. This is increas-
ingly being recognized, and while many organizations have developed very good 
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programs, the psychological support for relief workers often remains inadequate. It 
is on the organizations, but also their partners, governments, multi-national bodies 
(e.g., UN, WHO), and workers themselves to push for better support. Organizations 
can work on many levels to prepare and support workers:

Preparation:

• Clearly define the purpose, expectations, and goals of any field position, and 
communicate this effectively.

• Maintain an effective management and leadership structure.
• Provide comprehensive health and accident insurance, repatriation support if 

needed, and appropriate risk management.
• Pre-deployment training and briefing information (in verbal and written formats).

In the field:

• Ensure that all new volunteer arrivals are given an induction, including orienta-
tion to all safety protocols, who to inform should any concerns arise and the 
location of key locations and supplies to ensure safety and well-being.

• Provide all the necessary tools and equipment to do the work safely and 
efficiently.

• Establish robust communication pathways.
• Ensure consistent and adequate supplies in the field, both to run the project and 

ensure staff well-being.
• Nurture a culture of support, including a humanistic approach to staff 

management.
• Early recognition of stress and contingency planning in place for all levels.
• Clearly defined roles and functions with supervision and support.
• Defined shifts, briefings and debriefings, breaks, and time away.
• Buddy systems and experience sharing sessions to allow team members to 

“check-in” and raise any issues affecting their well-being or others, allowing for 
monitoring of well-being.

• Availability of immediate psychological support and evacuation if necessary.
• Focus on staff development of skills, knowledge, and experience.

After completion of deployment:

• Exit Plan: Debriefing, opportunity for bilateral feedback, formal recognition.
• Aftercare: Ensure well-being, proactive counseling and support, retention.
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 Preparation: The “Grab-Bag Concept”

The “Grab-Bag Concept” is a framework for humanitarian workers to prepare for 
their deployment to a disaster or crisis. A grab bag is a bag that contains the items a 
worker needs to be self-sufficient for a short period of time, which they carry with 
them at all times and “grab” in the case of an emergency evacuation.

The content of a grab bag depends on two main factors: The environment where 
the worker deploys to (e.g., climate, local resources and facilities, culture, level of 
hostility, duration) and their own experience and preferences. Less experienced 
workers tend to put more items into their bag, whereas more experienced ones often 
become more “minimalistic,” having developed experience, skills, and resilience.

To understand this concept better, it is helpful to look at examples from expedi-
tion and survival training. Italian mountaineer Reinhold Messner revolutionized 
climbing in the Himalayas by moving from traditional “Expedition Style” (a large 
number of climbers and Sherpas with an enormous amount of material equipment 
would “besiege” a mountain for a long period of time) to “Alpine Style” (a small 
number, or even a solo climber, would ascend a mountain fast and with minimal 
equipment). As Messner himself described this, the difference that made such a bold 
approach possible was not in the equipment or physical constitution, but in the 
mind—trained instinct, experience, and confidence; although to an outsider his 
climbs appeared outrageously risky, for his own risk assessment they were perfectly 
within his safe abilities and comfort zone [16]. Likewise, German survivalist and 
humanitarian activist Rüdiger Nehberg pushed the art of survival to the extreme—
on one of his trips he entered the Amazon rainforest essentially naked, only to find 
and develop everything he needed, surviving on his experience, skills, and mental 
resilience [17].

The Grab-Bag Concept looks at someone’s needs in four categories: The mental 
and spiritual needs and capabilities; experience, knowledge, skills; the environment; 
and physical needs and capabilities.

 Mental and Spiritual Needs, Capabilities, and Preparation

Your mental preparation and motivation is the most complex, but also the most 
important part of your preparation, as mentioned above. All other preparation fol-
lows on from this initial process.

• Expectations—imagine you come back from the deployment—what do you 
expect to have experienced? What may have changed for you? How do you cope 
if your expectations are not met by your work?

• Working and living with a team—You may have to take a step back from your 
deepest convictions and beliefs for becoming pragmatic, for the “greater good” 
of the community you want to serve and the team you work with. You may be 
working and living closely with people you do not know or like for a prolonged 
period of time—have a strategy in mind how you deal and cope with this. Feeling 
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safe and secure—What level of risk are you willing to take? Imagine the worst-
case scenario, and ask if you and your loved ones would cope with it.

• Stress and resilience—You may have to work and live well outside your comfort 
zone for a prolonged period of time. Work may be demanding, and you may 
experience a lack of basic facilities and privacy. What are your normal stress 
busters? Would they work in a different environment? If not, consider learning a 
new strategy that does not rely on any equipment or technology (e.g., meditation, 
mindfulness, or religious practice). It is important that you have these techniques 
well established before you go—e.g., if you want mindfulness practice to be 
effective when you are under stress, start practicing and make it a habit weeks or 
months before you actually go. Consider your support network—how can you 
keep in touch to access this support? What if you have no internet access?

 Experience, Knowledge, Skills, and Preparation

Once you have some clarity about why you do this work, what your expectations 
are, and what level of challenge you are prepared to accept, the next step is about 
more specific preparation for your work.

• Gain confidence—This can be done through training and experience. If you plan 
to go to a challenging environment (e.g., conflict zones), consider training (e.g., 
HELP, HEAT, survival courses) but also plenty of practice to gain experience 
(e.g., survival weekends in your nearest forest, wild camping, practice bushcraft 
skills, or foraging).

• Being part of a team—Have a good understanding of your own personality and 
what you can and cannot bring to a team. Undertaking psychometric testing with 
qualified feedback (e.g., Belbin, Meyers-Briggs) can give you great insights in 
how you function, what your preferences, strengths, and weaknesses are. Have 
some simple activities and games in mind that could strengthen team spirit with-
out needing much material (e.g., pocket chess set and set of playing cards). 
Consider developing skills that are useful for working and living with other peo-
ple—e.g., psychological first aid, counseling, coaching/mentoring, communica-
tion skills training.

• Choose specific courses and workshops that are relevant for your area of work—
Practice that knowledge where you live to gain experience—e.g., seek voluntary 
roles in the city where you live to gain experience working with vulnerable peo-
ple and to build a support network. You are likely to find a lot of like-minded 
people you are working with, e.g., those working with homeless people or refu-
gees in your home town who will understand your motivation and experiences.

• Have an escape plan—Think through all possible scenarios that would make 
your position in the field unbearable or untenable, and think through how you 
can get out if needed (which should include, e.g., diplomatic and repatriation 
routes and options). Be as detailed as possible, and do your research. Share this 
with your organization and your loved ones.
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• Study carefully your organization’s policies and provisions—you can often rec-
ognize a reputable organization by the level of care and support they provide to 
their employees and volunteers.

 The Environment

The place where you go will help to determine how you need to prepare mentally 
and spiritually, and what skills and experiences you need to bring. This section 
focuses more specifically on environmental factors that need to be considered in 
your preparation.

• What is happening now in the place where you are going? Obtain the most cur-
rent information from reputable news outlets and from the organization that is 
deploying you. Ensure with your organization that you clearly understand the 
aims, objectives, and terms of your deployment.

• Learn and read as much as you can about the country/area where you are going. 
Ensure you obtain reliable information (see Resources section at the end of this 
chapter). Try to understand as much as possible about politics, culture, and reli-
gion. Find someone from the country/region living in your home city to ask 
questions and make connections.

• Learn some of the language. If you have the time, try to learn the language or at 
least learn some simple expressions—this will go a long way in breaking the ice 
and building trust and respect.

• Geography and climate. Study maps, weather, and climate reports to gain a good 
understanding of the conditions and challenges.

• Personal safety. Understand what the risks are, and how to mitigate these. Have 
knowledge about how and where to seek help in the country, and how reliable 
this is. Understand well what to do and what not to do in case you find your 
safety is threatened. There are several online and face-to-face courses for safety 
on deployment (see Resources section).

 Physical Needs, Capabilities, and Preparation

Going through mental and spiritual preparation, reflecting on experience, knowl-
edge, and skills, and the environment eventually leads to the physical preparation of 
the actual grab bag.

There are really only two ground rules about the grab bag: It must be light, 
clearly weighing less than 10 kg including all contents, and everything must fit into 
a small backpack of no more than 20 liters. The actual content is very much deter-
mined by your personal needs. Start by collating all the things you think should go 
in, put them on a scale, and check if they would fit into a bag of that size. If your 
things exceed weight or volume, there are two approaches to solve this: Firstly, go 
back to mental and spiritual needs, skills, knowledge, and experience, and examine 
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carefully what your needs really are, or if by achieving a new skill, knowledge or 
experience you could spare some of the items altogether. The other approach looks 
at the chosen items to see if they could be replaced by something smaller or lighter.

Think through the following aspects:

• The grab bag itself—Choose a simple, light bag made from robust material (e.g., 
a “day pack” rucksack). Try it on to ensure it is comfortable. Be prepared to carry 
this for extended periods of time—train for it before you deploy by filling it with 
10 kg (e.g., water bottles) and carry it around on a daily basis. For more comfort, 
you could consider cutting off the carrying system (such as shoulder straps) and 
replacing it with a carrying system designed for a larger backpack (such as better 
padded shoulder straps or a hip belt). You do not need a rain cover—use a strong 
50 liters plastic trash bag to line your grab bag from the inside, and close this 
with a plastic clamp to make it waterproof. For some deployments, a grab bag 
may be all you are allowed to bring. Think in categories of your grab bag that 
will make you completely self-sufficient. Do not bring anything that you cannot 
afford to lose, such as items of high physical and emotional value.

• Your physical health and well-being—Get a health check with your doctor and 
dentist well in advance (2–3 months) in case you need any vaccinations or any 
treatments. If you are on prescription medicine bring at least 2–3 times the sup-
ply that you need and carry it in your hand luggage. Check any legal restrictions 
in the country where you go, and inquire in advance with the country’s consulate 
how you can bring prescriptions legally (you may need to bring a letter from 
your doctor and a formal permit). If you are not a healthcare professional, do a 
First Aid training course. Prepare a personal first aid kit (an example kit list is in 
the Appendix) and bring a spare amount of any first aid supplies that you could 
share with team members if needed. Check the country’s health information 
(links in Resources section) to learn what you may need to bring, e.g., repellents, 
ITN bed nets, malaria prophylaxis. Find out what items can be bought locally. 
Bring personal hygiene items—best in small plastic bottles, lightweight.

• Physical fitness—The required level of physical fitness depends on the type of 
deployment and environment. Going into a well-developed established setting 
for a short period may be less physically demanding than going into a disaster 
area. As a general principle, any deployment into an area that is politically unsta-
ble, a disaster zone, or has an extreme climate is more demanding on the body 
and a basic level of physical fitness should be considered. Nevertheless, the situ-
ation may change rapidly even in presumed stable areas.

• Clothing—Choose lightweight, comfortable clothing according to expected tem-
perature and climate. Fast-drying synthetics are preferred. If temperatures fluctu-
ate, use a “layer” principle—rather than one very warm and one very light piece 
of clothing choose a small number of light-mid insulating clothes that you can 
combine for warmth. Avoid anything that looks military. You may only be able to 
bring one set of clothes to change—for clothing care consider bringing a mini 
sewing kit for repairs, a small plastic brush, a small bar of soap, and a clothes 
line. These items are multi-functional, but consider buying them in the country.
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• Shelter—You may be provided with accommodation, but consider bringing at 
least an emergency blanket, sleeping mat, and/or bivouac bag. Further need for 
shelter equipment may be determined by the environment and security of shel-
ter—you may consider bringing a sleeping bag and mat, lightweight tarpaulin 
(3 × 4 m), or even a tent. Look at equipment for endurance runners or lightweight 
backpackers [18, 19]—there is now a great choice of very lightweight equipment 
available. Experiment with building simple survival shelters with materials only 
that you find in the environment [20].

• Food and water—Think 2–3  days emergency supply for a grab bag. Choose 
some emergency food that is energy-dense, lightweight, and tasty (e.g., nuts, 
protein bars). The amount of water (use a simple plastic bottle, or thermos flask 
for cold temperatures) depends on the availability of water in the environment—
the drier, the more you should bring (and this would be the only excuse to exceed 
10 kg weight!). Consider bringing a small filtration device (e.g., life straw) and 
water disinfection tablets. If you think you need to prepare food yourself, con-
sider bringing a fire-resistant metal cup and a multi-cutlery (spoon and fork in 
one, plastic). A small amount of coffee/tea/sugar/sweetener could provide a great 
physical as well as mental health boost. In case that your organization tells you 
that you need to bring a cooking system, consider a lightweight gas cooker or a 
high-efficiency system such as a Jetboil. Study food that you can potentially for-
age in the environment where you are going—but ensure with information from 
local people what is edible and what is not. Ensure you prepare your food in a 
hygienic way.

• Navigation and communication—Plan for all possible navigation and com-
munication scenarios that you may encounter. With regards to communica-
tion, explore what facilities are available—e.g., reliability of local phone 
networks. Install useful apps (see Resources section) for communication and 
navigation on your phone, install a fresh battery, bring a solar phone charger, 
and plug adapter. Consider learning how to use a simple radio, a satellite 
phone, and the Morse code depending on the approaches used by your organi-
zation. When the network is poor, or if electricity or safety is a problem con-
sider bringing a simple old phone which has a long battery life and works with 
3G networks.

Your requirement for navigation skills depends on the type of deployment, the 
environment, and how likely you may find yourself having to find your own way 
back. Map reading can be a very useful skill and allow you to learn about the area 
that you are living and working in. If you can find one, get a local topographic map 
in 1:25,000. Even if it is not the most up-to-date, you may find important landmarks 
that can help you orient, and train yourself [21, 22]. Or, attend a navigation course 
to learn how to use a map and compass rather than relying on GPS. For some envi-
ronments (e.g., sea, feature-less desert) a GPS navigation device is essential unless 
you know how to use an old-fashioned sextant!
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• Laptop/IT—Bring a small, cheap, low energy consumption, lightweight laptop or 
tablet which you only use for your humanitarian deployments. The chance that it 
will get screened at border crossings, or lost, is high. Put only the essential soft-
ware and data on it, and reset it after each deployment. Use up-to-date security 
software and password protection. Do not store sensitive data on the device. If 
you cannot avoid bringing sensitive data (i.e., with patient information), store 
them on a secure cloud platform or put them on an encrypted micro SD card 
which you could discard inconspicuously if necessary. Consider downloading 
textbooks and guidelines to inform questions and decisions, and bringing a sim-
ple outdoor medicine pocket book [23]. Bring a power adapter, surge protector, 
card adapter, and Ethernet cable. Consider bringing a solar charger with an 
adapter or spare power adapter (“brick”).

• Money and documents—Most theft or mugging is opportunistic, and perpetrators 
are often satisfied with grabbing some easily accessible valuables and running 
off. Have some small change and a few banknotes in your pocket at all times. 
Key is to split any cash, credit cards, and important documents, keep them in 
different places/pockets, the most important ones in hidden places. Be inventive 
with stitching additional inside pockets, hides in belts, shoes, underwear, hats, 
and bags. Keep a record of all valuables in a safe place. Use several credit cards 
and keep them in different places. Make use of travel money cards with little 
money on them in case you get forced to disclose a pin. Use travel apps to store 
electronic copies of important documents such as passports, flight tickets or 
insurance certificates and details. Nominate a person at home to manage your 
affairs, and leave them with document copies and detailed instructions on what 
you want them to do, under which circumstances.

• Simple tools—There are several useful tools and items that are highly functional: 
a small multi-tool or pocket knife (make sure you store that in check-in luggage), 
high-quality torch or headlight (with solar charger), gaffer tape (fixes almost 
anything from holes in your pockets to broken bones), superglue, and a small 
notebook with a pencil in a waterproof zip-lock bag. You may also bring a couple 
of survival tins for smaller items that you can select according to need, e.g., a 
fishing line, wire saw, fire starter, etc.

• Medical kit—Bring a small medical kit with some basic diagnostic tools and 
medicines, to treat patients but also team members should they fall ill. Spend 
some time to think about possible training you require, in particular, emergency 
and life support training.

• Your personal mental health—Bring yourself a simple treat—e.g., a music playl-
ist on a simple music player, a mindfulness/meditation/biofeedback phone app, a 
favorite movie on a tablet, a book, or some sweets.
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 Summary

Having a resilient mindset and having done the right physical and mental prepara-
tion is essential not only to make yourself useful to the people you want to help, 
your team, and your organization; but also to make your volunteering a rewarding 
and enjoyable experience. While the grab-bag concept helps you to best prepare for 
the more challenging environments, it is also a very useful framework to use for any 
kind of trip, even your next holiday.

 Appendix: Resources for Preparation for Humanitarian Work

Courses:
• HELP: https://www.icrc.org/en/document/helpcourse
• HEAT: Offered by several organizations in several countries, an example: https://

www.separinternational.com/heat- training/
• International Federation of the Red Cross learning platform (various courses): 

https://ifrc.csod.com/client/ifrc/default.aspx
• Disaster Ready (various online courses): https://www.disasterready.org/
• UN field security online courses: https://training.dss.un.org/
• RedR courses: https://www.redr.org.uk/
• Global Health Learning Center: https://www.globalhealthlearning.org/
• Relief Web: https://reliefweb.int/
• Centre for Excellence in Disaster Management: https://www.cfe- dmha.org/
• How to use a two-way radio: https://www.csudh.edu/Assets/csudh- sites/dhpd/

emergency- preparedness/two%20way%20radio%20protocol.pdf

Travel Medicine Links:
• Centers for Disease Control (US): https://wwwnc.cdc.gov/travel
• National Health Travel Network and Centre (UK): https://nathnac.net/
• MD health: https://redplanet.travel/mdtravelhealth/destinations/
• Check travel advice for your destination in your country of residence, and check 

with your country of destination consulate’s website for any advice. Be aware of 
any legal vaccination requirements (e.g., yellow fever).

Destination Research:
• Do a google search on the country/place of your destination, identify reliable 

sources of information
• Check local and international reliable news outlets about most up-to-date 

information
• Visit your countries foreign ministry website for country-specific information, 

e.g., https://travel.state.gov/content/travel.html (US), https://www.gov.uk/gov-
ernment/organisations/foreign- commonwealth- office (UK)
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• Country information on the CIA World Factbook: https://www.cia.gov/library/
publications/the- world- factbook/

• Travel risk map: https://www.travelriskmap.com/#/planner/map/security
• Road Travel Safety: https://www.asirt.org/
• Travel Safety in general: http://globaled.us/safeti/, http://globaled.us/plato/
• Global weather: https://weather.com/, https://www.metoffice.gov.uk/, check 

national/local weather forecasts, depending on environment check specific 
weather forecasts, e.g., mountain, coast/sea

Mental Health and Well-Being Links:
• The Center for Mind Body Medicine: https://cmbm.org/self- care/
• Disaster Rescue and Response Workers 2017 https://www.ptsd.va.gov/profes-

sional/treatment/early/disaster- rescue- response.asp
• A movie about the experience of humanitarian workers deployed to the Haiti 

earthquake: http://amybrathwaite.com/portfolio_page/kick- at- the- darkness

Generic Links:
• Global Health Quick Medical Reference: https://sites.google.com/view/hswtllc/

global- health- quick- medical- reference
• AAP Pediatric Disaster Topic Collection: https://www.aap.org/en- us/advocacy- 

and- policy/aap- health- initiatives/Children- and- Disasters/Pages/Pediatric- 
Terrorism- And- Disaster- Preparedness- Resource.aspx

Phone Apps:1

• Travel documents and preparation: https://www.tripit.com/web
• Survival/Bushcraft: Survival Guide, SAS Survival Guide, Wild Plant Survival 

Guide, Bushcraft
• Maps/Navigation: Waypoint, View Ranger, Karta, Avenza
• Communication: Google translate
• Medical tools: Medline/Pubmed, Medscape, Up to Date, resuscitation apps, 

medical calculators, Drug reference apps
• Safety/Security: Life 360, phone tracker
• Humanitarian General: HSP (Humanitarian Standards Partnership), OCHA 

humanitarian kiosk, UNHCR Emergency Handbook, CBM humanitarian 
hands-on tool

• Mental Health: Mindfulness, Head Space, Meditation, Zazen, Buddhify, 
Inner Balance

1 Please note: This is a random selection representing some experience by the author who has no 
stake in any of these apps.
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First Aid Kit List

Diagnostics/tools Injury/wounds Medical care
Gloves, facemasks, hand 
sanitizer

Selection of plasters 
and dressings

Small number of syringes, injection 
needles, venflons/butterflies, alcohol wipes

Thermometer Burns dressing Pain killers: ibuprofen, paracetamol. 
Consider ketamine or opiod analgesic 
(e.g., fentanyl, tramadol, codeine)a

Pulse oximeter Hemostatic 
dressings

Antibiotics: ceftriaxone (for emergency), 
oral amoxicillin, clarithromycin, 
ciprofloxacin, co-amoxiclav

Blood pressure cuff and 
manometer

Gauze, bandages Strong antihistamine, IV/oral steroids

Scissors, pincers, tick 
remover

Stitches, Steri- 
strips, wound glue, 
scalpel

Anti-emetic (ondansetron), omeprazole, 
racecadotril

Tourniquet Antiseptic fluid and 
cream

Mini otoscope/
ophthalmoscope

Eyewash (0.9% 
saline)

Gaffer tape Tranexamic acid 
tablets

Pocket emergency mask, 
Guedel/nasopharyngeal 
tube

Dental repair kit

aBe aware of legal restrictions in many countries

 A Simple Mindfulness Exercise

This is a simple exercise to become aware of your thoughts and feelings, putting 
these into a wider context of reality, letting go and relax. You can do this for as long 
as you like (minimum 5–10 min) and this works best if you make this kind of exer-
cise a regular habit before you go on your deployment

• Find a quiet space where you can be undisturbed.
• Find a comfortable sitting position, on the floor or on a chair, with your upper 

body and head upright and self-supporting. Rest your hands in your lap or on 
your thighs. Roll your head in a circle a couple of times in each direction to relax 
your neck and back muscles.

• You can close your eyes (or keep them half open, focusing on some imaginary 
point in the distance).

• Gently sway your upper body from side to side and back and front with ever 
smaller movements, until you feel you are sitting well balanced. Then remain as 
motionless as possible for the rest of the meditation.

• Take 2–3 deep breaths, and then allow your breathing to settle into a normal, 
comfortable rhythm.

C. Harkensee and S. Walpole



205

• Observe your breath (without altering it in any way), feel the cool air entering 
your nostrils, flowing down your throat, entering your chest, pushing out your 
abdomen. Feel it leaving your body the same way. Stay with the breath; if it helps 
you can quietly count your breaths on breathing out.

• It is absolutely normal that thoughts and feelings will very quickly distract you 
from observing your breaths. When you notice this, give the thought or feeling a 
simple short label (e.g., “thinking about my daughter” or “feeling happy”; or 
simply: “thinkng” or “feeling”) without elaborating on it, and return simply to 
observe your breathing.

• Thoughts and feelings are like floating clouds in the sky of life. They come and 
go, the sky remains. We have a choice if we feed our thoughts and feelings with 
our energy, or allow them to simply pass by.

Do this exercise on a regular basis—regardless of how you feel or what your 
thoughts are. If you make this routine, you may find that you can more easily acti-
vate this state of mind by taking 2–3 breaths and close your eyes for a moment, for 
example, in a stressful situation.
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 Introduction

Finding themselves in a foreign, often unattractive setting, refugee and migrant chil-
dren face stressful challenges daily that include overcrowding, the loss of privacy 
and personal space, and a multitude of potential health threats. The need to feel safe 
is an undeniably important and universal human need that can only be met by the 
provision of adequate security, along with shelter, clean water, adequate nutrition, 
and timely and compassionate health care. These common challenges and needs cut 
across all displaced populations, regardless of location or context. A broad humani-
tarian response must recognize these needs and, in a coordinated effort with other 
national and international groups, begin to provide the necessary services in the 
midst of a chaotic, ever-changing, and at times, hostile environment.

No two refugee settings are the same. They may differ depending on their physi-
cal environment, location, the cause of the displacement, and whether the displaced 
population is relatively homogeneous or whether it is comprised of various ethnic 
groups with multiple languages, styles of dress, customs, and food. The routine and 
rhythm of a child’s life is suddenly disrupted. Settings for refugee settlement may 
also vary from extremely rural areas of open land to preexisting refugee camps, or 
increasingly now, to urban areas.

Refugee camps, as well as integrated urban settings, differ not only in their geo-
graphic location but in other important ways that affect the environment of care for 
both the refugees as well as for the health worker. An important factor to consider 
across settings initially is the stage of development or phase of the humanitarian 
response.

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-74906-4_16&domain=pdf
https://doi.org/10.1007/978-3-030-74906-4_16#DOI
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 Emergency Phase

The initial awareness and response to a crisis may occur during the migration of an 
affected group to a new physical setting as they flee a natural catastrophe, armed 
conflict, persecution, or other threats. Initially, the population may move into an 
urban or rural setting, into a preexisting refugee setting, or even into an unoccupied 
field or forest. An example of a refugee settlement arising where there was no prior 
human habitation was seen in August 2017 when upwards of 700,000 Rohingya 
began their migration into Bangladesh to the site of an elephant forest reserve adja-
cent to a preexisting refugee camp to escape the genocide in Myanmar. Here, almost 
all services available locally needed to be greatly expanded, relocated, and rapidly 
developed. In rural settings such as this, the initial priority may be constructing 
primitive tarp and stick tent clinics within the camp in order to provide IV hydra-
tion, to distribute ORS and nutrition supplements as needed, and to diagnose and 
treat lower respiratory infections and diarrheal illnesses. In this early emergency 
phase, in addition to quickly establishing essential public health services (provision 
of water, sanitation, shelter, and hygiene) as well as emergency health care, a chief 
concern is to address the basic needs of the pediatric population. In most refugee 
settings children usually account for more than half of the total population.

Another chief concern in the emergency phase is to quickly disseminate informa-
tion in the camp that the medical team being assembled is prioritizing care for chil-
dren with loose stools, cough, and fever in order to identify children at greatest risk 
from diarrhea and pneumonia. This highlights the importance of reaching out to 
refugee community leaders. These local partners can then help disseminate key 
public health directives and can help develop lasting and vital partnerships between 
the relief effort and the refugee community at large, with the formation of a com-
munity health worker (CHW) program. This is a crucial step in creating a system to 
share vital information around vaccination, hygiene practices in the home, and 
when to seek medical attention. A capable CHW program also provides the care 
team with valuable information about the culture and health care practices and 
beliefs of the population they are serving, and it may begin earning the trust of the 
refugee population. These initial relationships between humanitarian workers and 
the refugee community may grow into mutually beneficial partnerships that should 
continue to develop over years to come.

In urban settings, the challenges of addressing refugees’ needs are equally com-
plex. If the population move was abrupt and unplanned, the refugees may disperse 
widely throughout a city, usually into lower income or tenement areas. This may 
make it difficult to track or follow them, much less try to provide for their essential 
needs. Inadequate shelter, water, and sanitation may present barriers to addressing 
safety, hygiene, and health needs. Humanitarian response teams may need to employ 
mobile medical units to travel from site to site to do initial assessments of pediatric 
populations and address vaccinations and primary care needs. The existing infra-
structure in urban settings may be fragile and rapidly overwhelmed due to the num-
ber of displaced persons arriving in a short period of time.
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In the emergency phase of a humanitarian crisis, the correct selection of the vol-
unteer health workers with respect to their training and background in pediatric care 
is crucial. The “first-in teams” of health workers and responders need to be experi-
enced, adaptable, self-reliant, and possess leadership skills to mobilize cooperation. 
Cultural awareness and sensitivity help them to forge relationships with the refugee 
community and with other NGOs, host country organizations, and UN agencies to 
meet the myriad initial needs.

 Evolution of the Humanitarian Response

Eventually, over the ensuing weeks to months after the onset of a humanitarian cri-
sis, the refugee crisis will evolve. Basic needs of the population will be met more 
successfully, and more substantial health care facilities will appear. Field outposts 
for care within the camp may still be needed for primary care but referral facilities 
and hospital capacity will have developed and matured. The range of services 
offered to the pediatric population will also have expanded to include broader nutri-
tional care for the moderate and severely malnourished, a more complete menu of 
vaccinations, improved and expanded pharmacy services, and established referral 
networks to better address subspecialty needs. The range of skills and experience 
levels of health workers brought into this environment will correspondingly expand.

The detection and treatment of infectious diseases is one of the highest priorities 
in the early stages of a humanitarian crisis. However, food insecurity in children 
especially, manifesting as wasting, stunting, and acute severe malnutrition, also 
ranks high among the leading early health concerns. In protracted disaster settings, 
the specter of malnutrition remains throughout the duration of living in a refugee 
environment and poses an ongoing threat to child welfare. Undernutrition may lead 
to devastating long-term effects on growth, cognitive development, immunity, and 
disease susceptibility. Malnutrition is felt to be the single greatest noncommunica-
ble risk for morbidity and mortality of children in these populations. In Chaps. 11 
and 22, the effects of malnutrition, its manifestation, detection, and treatment will 
be covered in greater detail.

The context of refugee settings may differ widely depending on the nature, scale, 
and location of the humanitarian crisis. Accordingly, health workers may encounter 
a broad range of attitudes, perceptions, and expectations of healthcare. Genocides, 
wars, natural disasters may provoke sudden and unexpected migration without 
warning and rarely discriminate by social strata or economic status. Often those 
who now find that they are homeless may well be previously well-educated profes-
sionals from all walks of life. They may continue to expect high-quality medical 
care even in this new, unfamiliar refugee setting. They may anticipate that their 
children will be seen for primary care needs by only experienced pediatricians or 
subspecialists when those services may not be available. These dilemmas require 
patience and understanding by the health care worker, in order to earn the trust that 
is so necessary, and to work effectively within the boundaries of care that a refugee 
setting imposes.
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In addition to these challenges, refugee migration may be a protracted ordeal 
taking many months to years. The difficult journey may result in multiple interna-
tional border crossings while experiencing cultural and language differences, dis-
crimination, and overt hostility. Eventually, the arduous trip does end, but all too 
often prematurely and far short of the original goal, with expectations of a better 
life often shattered. The living conditions where they are ultimately halted are 
usually overcrowded and squalid refugee settlements or urban tenements where 
adequate protection, shelter, nutrition, and healthcare are lacking. Children are 
especially vulnerable physically and emotionally, at each stage of the journey. 
Repeated efforts of migrants to legally achieve asylum and to leave the refugee 
settings are met with prolonged bureaucratic obstruction that may last for years, 
often masking blatant discrimination due to xenophobia, racism, and the per-
ceived economic insecurity of the destination country. The following sections are 
designed to cover specific pediatric health care priorities in the first phase of 
humanitarian response. This is intended to be a broad overview and review of the 
concerns in the early stages of a crisis, and as such is not intended to be 
comprehensive.

In assessing communicable disease threats, public health measures are crucial in 
recognizing vulnerable populations, performing disease surveillance in new arriv-
als, and in tracking disease contacts. Early in a humanitarian crisis, identifying dis-
eases that have the greatest potential to develop, spread, and cause severe disability 
and mortality is crucial. Risk assessments done early on are designed to target those 
diseases at the highest likelihood to develop and spread. In the early phase of 
response, infection control and disease prevention mean targeting the major com-
municable disease threats to children.

 Communicable Diseases

 Measles and Other Communicable Disease Detection 
and Prevention

At the top of health priorities is assessment of the risk of measles, especially if the 
camp population is from an area of low immunization rates. Of the four major kill-
ers of children under 5 years old (including lower respiratory tract infections, diar-
rhea, and malaria) measles remains as the most important risk to prioritize initially. 
Spread by both person-to-person contact and the airborne respiratory route, the 
impact of measles on a community is influenced by overcrowded conditions, poor 
sanitation, lack of health care resources, and malnutrition, which are all factors 
commonly found in refugee settings. In an unvaccinated cohort, measles may be the 
most infectious communicable disease known [1].

Measles vaccine has been a significant public health advance since its introduc-
tion in the 1960s. Despite a significant decline in measles-related deaths over the 
last 60 years due to vaccination and better management of complications, the dis-
ease may still be lethal in a vulnerable population. To prevent widespread 
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dissemination of the virus and large outbreaks of the disease, vaccination efforts 
must be started early (within the first week of humanitarian response is optimal), 
achieve a goal of >94% coverage to reach “herd immunity” levels, and provide two 
doses separated by at least 28 days. Age groups to vaccinate should include 9-month 
olds to 14-years old, but extending vaccinations up to age 29 has been necessary in 
some large camp outbreaks [2]. In most settings in the world, the MMR (measles, 
mumps, rubella combination) is the vaccine of choice because of its simplicity, 
effectiveness, and safety. The disadvantage of both MMR and monovalent measles 
vaccines is that they require a cold chain (refrigeration), which presents a great chal-
lenge in the early days of a humanitarian crisis.

Despite the best public health efforts, measles outbreaks still occur in refugee 
settings. It is crucial that health care workers be able to identify, isolate, and treat 
cases as effectively as possible. Measles is transmitted by coughing and sneezing 
with subsequent entry into the lungs followed by widespread dissemination leading 
to systemic infection. The incubation period is 7–21 days and it is important to real-
ize that the prodromal symptoms (fever >38 °C, coryza, and/or conjunctivitis) occur 
4 days prior to the rash. Koplik spots (multiple small white plaques on the buccal 
mucosa) may also appear 1–2 days prior to the rash. They may be seen in ~70% of 
cases and are important to look for as they are pathognomonic for measles [3]. The 
typical measles rash starts on the face and spreads peripherally, lasting 3–7 days. 
The disease can cause severe pneumonia, as well as otitis media, diarrhea, and 
sometimes fatal encephalitis. A state of immune suppression may develop that can 
last for 2 months or more. Malnutrition (especially vitamin A deficiency) is a sig-
nificant contributor to life-threatening complications. Early case detection, treat-
ment, and isolation are paramount, as are community efforts to begin contact 
identifications and infection control measures.

Treatment of measles is supportive, including close fluid management, nutrition 
support, vitamin A supplementation, and antibiotics for clinical pneumonia as bac-
terial superinfection is possible. There is no effective antiviral therapy. Vitamin A 
administration (100,000 units for ages 6–11 months, 200,000 units for 12–59 months) 
is vitally important as it appears to reduce complications, severity of the disease, 
and mortality.

 Prevention of Diarrheal Illnesses Including Cholera

Fecal oral transmission is the common mode of transmission of all infectious diar-
rheal illnesses. Therefore, key to prevention is assuring that clean water is available 
in public settings as well as in the homes, adequate and accessible toileting and sani-
tation facilities are in place, and hygiene measures are taught and practiced (see 
Fig. 16.1). Broad public health initiatives with widespread community participation 
on topics such as hand washing, and safe food preparation and serving are critical. 
Having CHWs disseminate culturally oriented hygiene information as well as soap, 
basins, and clean water to individual residences may have a significant influence on 
the reduction of diarrheal illnesses.
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Cholera, which will be covered more in Part 4, Chap. 24, “Gastrointestinal Issues 
in Refugee Settings” section, is the most dangerous form of acute watery diarrhea. 
All of the infection control measures noted above assume even a greater sense of 
purpose during a cholera outbreak. Urgent treatment requires aggressive oral, and at 
times intravenous, rehydration of affected children. Special inpatient diarrhea treat-
ment units may need to be created to consolidate the treatment required.

 Water, Sanitation, and Hygiene

Pivotal to the prevention of diarrhea in a refugee setting are instituting measures to 
establish clean water sources, to provide adequate means for disposal of human 
waste, and to promote effective hygiene methods. In accordance with standards 
promoted by the Sphere Project it is estimated that a minimum of 15 liters a day per 
person, regardless of age, are needed to meet the requirements for drinking water, 
cooking purposes, and hygiene, and that the aim should be to provide 30–40 l/per-
son if possible [5]. Assessing the water availability is done by measuring the output 
of a water source over 1 min multiplied by the time in minutes that the source actu-
ally runs per day. Dividing the total volume of water from a source daily by the 
number of people it supplies will generate the number of l/day/person. Furthermore, 
access to the water source should be no more than 500 yards away from the house-
hold, with no more than 30 min of waiting in a line. These are important parameters 
for unaccompanied children especially, as they are often assigned the task of water 
collection for the family and are at heightened risk for gender-based violence and 
abduction at water collection sites and toileting facilities. Additional water capacity 

Fig. 16.1 Hand drawn 
poster on the wall of the 
diarrhea treatment unit, 
October 2017, Kutapalong 
Refugee Camp, Cox’s 
Bazar, Bangladesh. 
(Author’s photo)
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may be needed for the demands of institutions, clinics, schools, places of worship, 
and governmental and NGO camp facilities. These goals may be extremely difficult 
to meet in the early chaotic days of establishing the infrastructure of a new refugee 
settlement. In the earliest stages of a disaster, the quantity of water provided trumps 
quality as thirst and severe dehydration are major causes of early morbidity and 
mortality, especially in children. Clean or sterilized water is then the very next prior-
ity to meet once possible.

The key questions regarding initial water supply are: what are the sources of the 
water currently being used and are they safe? The answers may depend on multiple 
factors: the physical location of the refugee settlement, presence of preexisting 
water sources and intact plumbing, feasibility of drilling wells, presence of surface, 
ground, or river water that will require purification, capture of rainfall, or even 
logistical capacity to truck in freshwater. After water filtration, dry or liquid chlorine 
for purification for personal use requires accurate and careful measurement for 
drinking as well as for disinfection purposes but may be a useful adjunct to obtain-
ing clean, potable water (see Gastrointestinal Issues in Refugee Settings, Chap. 24 
for chlorination recommendations). Point of use water treatment in the homes may 
employ microfiltration devices, ultraviolet or solar disinfection methods. Natural 
UV light (sunlight) exposure for 8 hours is an effective way of water disinfection for 
small volumes, but the water must be free of visible matter and the container must 
be clean and transparent.) Boiling clear and filtered water for 1 min (3 min if above 
2000 m) is another option but requires a continuous source of fuel such as wood, 
charcoal, or rarely available propane gas fueled stoves. Boiled and filtered water 
may quickly become contaminated again if adequate clean and covered water stor-
age containers are not available.

Sanitation measures should start as soon as humanitarian relief arrives. First, 
specific areas or open spaces should be designated for defecation, separated, and 
screened off by gender, while pit latrines (or optimally, pour-flush latrines) are 
being dug. Both practices should be placed away from the clean water access points 
and away from lakes and streams where children may play (see Fig. 16.2). Access 
and use of toilets must be safe and protected, especially for women and children, at 
any time of the day-night.

The goal is that no more than 20 people or 4 households share one latrine [5]. 
Individual household latrines may be more culturally acceptable and more hygienic 
but usually are limited by available space and resources. Secure, gender-specific 
latrines are optimal when feasible. Public health measures of providing soap and 
water stations for hand washing and education on proper hygiene techniques for 
toileting are essential and are again a key motivation for utilizing refugee CHWs as 
soon as they may be identified and trained.

Promoting public education on hygiene techniques is crucial to prevention of 
water-based disease outbreaks. However, introducing new practices in a culturally 
acceptable manner is key and involves close coordination with refugee representa-
tives who are respected within their communities. Priorities of a capable WASH 
program therefore include: safe water transport and storage, proper maintenance of 
latrines, education on the importance of hand washing after defecation particularly, 
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proper food storage and preparation, and appropriate care of those affected with 
diarrhea within the household.

 Shelter and Clinic Settings

In an ideal world, displaced children would come in an orderly fashion to a location 
that was already well organized and designed with sufficient security, community 
space, adequate family shelters, and appropriate infrastructure for water, sewage, 
health care, and food procurement. Refugees certainly do not live in that world. 
When they flee the disaster in their homeland it is often collectively, under chaotic 
and dangerous conditions, bringing only the clothes that they wear and possessions 
that they carry. Once they reach a zone of perceived safety, sometimes across an 

Fig. 16.2 Orange latrines sit above the contaminated stream flowing through Kutupalong Refugee 
Camp, Bangladesh, October 2017. (Author’s personal photograph)
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international border, further trauma, fatigue, hunger, and thirst become the main 
concerns. Their highest priority is safety for themselves and for their family mem-
bers. Often they will cease their journey out of sheer exhaustion and claim a very 
small parcel of open or available space that may scarcely be large enough for the 
family to lie down upon. Their first nights may be spent on bare ground before even 
primitive shelters are erected from sticks and thin plastic sheeting. When available, 
tents may provide more substantial yet still temporary housing. As thousands and 
thousands more arrive, often many days before there is a coordinated national or 
international response to the crisis, a new refugee settlement is born.

Unfortunately, the overcrowding and lack of adequate shelter and basic services 
that are common in hastily assembled refugee settlements provide a fertile environ-
ment for the diseases and malnutrition that soon come to characterize them. The 
direct link between shelter and health in these settings is well known. By necessity, 
the initial humanitarian health response may be a similarly primitive tarp lean-to or 
tent set up to treat those affected by diarrhea and respiratory problems. Access to 
antibiotics (especially pediatric formulations) and other essential drugs, oral rehy-
dration fluids, and IV fluids is especially important at this early stage. Alternately, if 
roads and vehicles are available, use of mobile medical units may be an effective 
way to access the sick in remote reaches of a new settlement or urban setting, espe-
cially for those too weak to travel to established clinics or hospitals.

 Safety

In Maslow’s paradigm of human needs first published in 1943 [6], the importance 
of safety, particularly in regard to the needs of children, is the second most impor-
tant foundational block of his hierarchical pyramid of human motivation. It rests 
just above the basic physiologic needs such as thirst and hunger. There is no better 
illustration of this than in a refugee setting where populations often escape from an 
area of extreme danger only to land in a setting of chaos and inconsistency. Children 
will likely be very sensitive to the insecurity of their new setting. Where they need 
reassurance and rhythm, they more often encounter unpredictability and lack of 
structure resulting in further emotional and physical harm. Early in the formation of 
a new camp, child-safe zones for play, learning, self-expression, and blanket feed-
ing programs should be established in the community to address these needs.

In 1994 the UNHCR published “Refugee Children, Guidelines on Protection and 
Care” [7], recognizing the unique vulnerability of refugee children facing multiple 
threats to their physical, emotional and spiritual security, and their developmental 
well-being. This report is periodically updated and summarizes international con-
sensus on the minimal standards for expected care. It promotes the concept that we 
should all be advocates for children especially in the refugee setting where disease, 
undernutrition, and physical injury are common. It covers many aspects of child 
refugee risk including threats to the rights of a child under international law, the 
importance of their native culture, the prevention of abuse and exploitation, and the 
unique challenge of unaccompanied minors.
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Safety also means that children, in particular, must be physically protected in 
their new and foreign environment. Security, both armed and unarmed, is usually 
provided by the host country army or state police force. In addition, establishing or 
reinforcing community watch and supervision programs is critical. These can 
develop spontaneously, especially if the overall population is relatively homoge-
nous in regard to language and culture. If not, systems must be put into place to 
protect children and especially unaccompanied children as they are easy targets of 
conflict and abuse between dissimilar groups and even within their own culture.

 Humanitarian Work in the Setting of Scarce Resources

One of the greatest adjustments for new humanitarian aid workers is that care, as we 
know it in our developed world, is difficult if not impossible to emulate in the stark 
reality of a refugee setting. When even basic necessities such as water, food, shelter, 
and security are in short supply, providing high-quality medical services to a diverse 
displaced population presents a tall challenge. There are certainly published guide-
lines by UNHCR for essential medication lists and for what comprises basic health 
care services that should be available and considered even in the early days of the 
catastrophe [8, 9]. However, there are often great challenges to meeting these stan-
dards—pulling together the necessary pediatric medications, IV fluids, administra-
tion sets, bandages and dressings, minor surgical sets, splints, water supply, 
purification means, nutritional support, latrines, waste disposal, adequate physical 
clinic structure, necessary human resources, and the list continues. One must come 
prepared to face these challenges with creativity and adaptability. Success depends 
on the ability to handle shortcomings, inefficiencies, omissions, and frustrations as 
calmly and as productively as possible. Creative and collaborative problem-solving 
can be an effective way to work through the frustrations seen daily. Especially in the 
early phase of a humanitarian response where essential supplies and meds are still 
in the process of being mobilized, it is vital to remember that your very presence, 
your calmness, and your compassion are important therapeutic tools in themselves.

 The Importance of Collaboration and Partnership

The complex history of how a coordinated multifaceted international response to 
humanitarian disasters developed is not within the province of this book. Going 
back as far as the founding of the International Committee of the Red Cross (ICRC) 
in 1859, there have since been many humanitarian calamities around the world that 
have shaped the subsequent policies of international response. The genocide in 
Rwanda in 1994, the Darfur conflict and famine of 2004, and the earthquake disas-
ter in Haiti in 2010 are just some of the more recent sentinel events that have helped 
shape a code of humanitarian conduct, improved leadership, a more coordinated 
international response, and ultimately, more accountability. Does that mean that 
modern disaster response is now a well-oiled model of efficiency and cooperation? 
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No, unfortunately not. However, the humanitarian response has evolved and become 
significantly more successful through improved interagency communication, coor-
dination between key players with different priorities and constituencies, and more 
transparency in how responsibility is delegated.

In the setting of a new rapidly developing disaster the host country must decide 
if it is capable of handling the needs within its borders or whether it needs interna-
tional support. If outside assistance is requested it is usually under the auspices of 
the UN Office for the Coordination of Humanitarian Affairs (OCHA), which helps 
to mold the international response across UN, governmental, and non-governmental 
lines of command and communication (see Fig. 16.3). The host nation’s response 
and ongoing participation in the crisis is absolutely critical and their active partici-
pation and consent is vital to the long-term success of the project and ultimately the 
recovery and reconstruction phases. Figure 16.3 illustrates the interrelationship of 
the different actors in disaster response and the importance of cooperation between 
agencies [10].

Once a disaster response is underway, the various actors must work collabora-
tively to manage the four major sectors of immediate concern: WASH, shelter, 
nutrition, and health. No one sector reacts in isolation as there are multiple layers of 
shared responsibilities. Each sector has its own area of focus, but none function 
independently of the other (see Fig. 16.4).
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Cooperation between different actors and agencies is vital to preventing duplica-
tion or omission of critical services. In the example of a measles outbreak, UNICEF 
may play the central role in procuring and distributing vaccines, necessary drugs, 
and vitamin A. MSF may have the best inpatient facility for managing complex 
cases. A primary care provider on the front lines must know where to access crucial 
resources and referral options. The effort to save the most lives as quickly as pos-
sible is dependent on having clear lines of communication between NGOs, UN 
agencies, and especially host country authorities who offer their expertise, local 
familiarity, facilities, and supplemental human resources.

 Importance of Remaining Flexible and Adaptable 
in a Changing Circumstance

Especially early on in the response phase of a humanitarian disaster, health workers 
will find themselves in a uniquely different environment of care than they are accus-
tomed to. They may find themselves to be “displaced” as well and coping with new 

Food Security
WFP & FAO

Health
WHO

Logistics
WFP

Nutrition
UNICEF

Protection
UNHCR

Early
Recovery

UNDP

Education
UNICEF &
Save the
Children

Emergency
Telecom-

munications
WFP

Water,
Sanitation

and Hygiene
UNICEF

Camp
Coordination and

Camp Management
IOM1/UNHCR2

Shelter
IFRC

1
/

UNHCR2

P
revention

M
itigation

Preparedness
Disaster

Response

Rec
ov

er
y

R
ec

on
st

ru
ct

io
n

HUMANITARIAN &
EMERGENCY RELIEF

COORDINATOR

1. Disaster situations
2. IDPs (from conflict)

Fig. 16.4 Graphic(s) provided courtesy of the UN Office of Humanitarian Affairs

P. B. Murray



219

challenges each day. Even if they know in advance the specific role that is expected 
of them, they should not be surprised to encounter difficulties with their new envi-
ronment on several levels:

 1. Instead of a well-equipped clinic or hospital setting, they may find themselves 
improvising in crude handmade structures (e.g., tarps, tents, lean-tos) or in an 
overcrowded tenement located in a vast inner city. Electricity, plumbing, and 
clean water may be unreliable or unavailable. Climate may be harsh and unfamil-
iar. A health worker should anticipate noise, lack of adequate space, confusion, 
and rarely enough time to do a thorough evaluation of the child.

 2. Communication with host country staff and patients will require interpreters, 
who may be unpaid volunteers. Much can be “lost in translation” as one navi-
gates an oral history with an ill, frightened child through a distraught parent, via 
an inexperienced interpreter.

 3. The displaced population may be of an entirely different culture with alternative 
perspectives on health care. Parents may not initially trust someone foreign to 
them to see, much less touch, their children. Parent and caregiver understandings 
of basic health concepts may fall far from usual expectations.

 4. Those that are displaced may not yet feel safe in their new homes and may be 
processing fresh emotional and physical traumas. You will likely need to find 
clever and creative ways to entertain or at least distract frightened children in 
what may be an unusually spartan or unattractive setting. Trauma-informed care 
is paramount.

In short, both the health worker and the population served are displaced and are 
functioning in new environments of care. It is important not to forget that the work-
ers as well as refugees may be processing great changes, although on wholly differ-
ent scales. Sharing experiences with coworkers and having protected personal time 
may shed new light and perspectives on these experiences and the role one plays 
therein.

Do not be daunted by the enormity of the world’s grief.
Do justly, now.
Love mercy, now.
Walk humbly, now.
You are not obligated to complete the work.
But neither are you free to abandon it.
(The Talmud, Micah Chapter 6, verse 8)
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17Data Collection, Surveillance, 
and Response to Epidemics 
and Pandemics in Refugee Settings

Ramin Asgary

 Introduction: A Surveillance System for Infectious Diseases

Through gathering information and data on health indicators on a regular basis, 
public health surveillance functions as a “test” to assess the community-level health 
status. Surveillance will help monitor and understand the population health over 
time, investigate disease distribution, devise prevention strategies, prioritize health 
actions, ultimately estimate and plan for adequate response and treatment and main-
tain routine health activities. Just as a complete blood count test for a patient could 
help identify early signs of an underlying or imminent infection, the constant dis-
ease surveillance at the community-level provides an important window into current 
disease trends or an impeding infectious disease outbreak.

The surveillance information will help health personnel in early detection of a 
significant health issue with a high risk of transmission to the population, and better 
prepare them in addressing the prevention and management of specific infectious or 
noninfectious diseases such as Cholera, Shigella, SARS, or a chemical and environ-
mental exposure. For example, diarrhea occurs in refugee settings on a regular basis 
and at some baseline level, especially among children. But if we observe that a 
significant number of adults present with diarrheal symptoms or with a specific 
presentation such as bloody or voluminous watery diarrhea, this will be an indica-
tion of an important public health issue. Similarly, if diarrhea is accompanied by 
fever and occurs in a vicinity or around a specific well or water point in a refugee 
settlement, or within other subgroups of the refugee population, it could indicate an 
impending epidemic.

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-74906-4_17&domain=pdf
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In a refugee setting, one of the first public health strategies should be to set up  
a well-functioning, reliable, and reproducible public health surveillance system 
[1–3]. This largely happens through syndromic surveillance, meaning that the data 
is largely collected via observation or questioning of the population, as there is often 
limited avilability of patient-level laboratory tests. However, most of the broader 
control strategies will involve some form of testing such as assessing the presence 
of coliform pathogens at water sources or regular or intermittent malaria testing. 
The basic concept is to assure a wide set of health indicators are regularly collected 
so that we can observe and assess trends and predict an outbreak.

It is important to have a set of criteria for the detection of an impending epi-
demic. Multiple different types of thresholds have been used for different diseases 
[1, 3]. These may have to be adjusted depending on the size of the population or 
characteristics of that specific disease. For example, studies have shown that a rate 
of 15 or more cases of meningococcal meningitis per 100,000 persons per week, or 
higher than a baseline or usual average rate in a specific population, over two or 
more consecutive weeks were sensitive and specific with a high likelihood (predic-
tive value) for an impending meningitis epidemic. If the population size is small, 
then doubling of meningitis cases from 1 week to the next over a 3-week period 
should increase the suspicion of an impending outbreak. A significant increase in 
the admission of children/patients 5 years and above also suggests the likelihood of 
an outbreak.

Surveillance definition: It is an ongoing, systematic collection, analysis and 
interpretation of health data essential to the planning, implementation, and evalua-
tion of public health practices that is closely integrated with timely dissemination to 
those who need to know and use it [1, 2]. Surveys are complementary to surveil-
lance. They supplement rapid health assessment strategies and ongoing surveil-
lance. They could be used intermittently with focused assessments that collect 
population-based health data. General types of surveys include; convenience (non-
random), simple random in which a randomly selected group of responders or 
observation occurs, cluster surveys in which random selection of respondents or 
observations happens in geographic clusters, or exhaustive sampling through wide-
spread random selection in a large population [1–4].

The practical steps in surveillance could be categorized in the following phase 
responses: Immediate actions, long-term actions, setting up systems, and protec-
tion. These include identification of cases, case definitions, community mobiliza-
tions and communication strategy, generic or specific targeted action plans, human 
resource needs and training, coordination among actors, isolation and protection of 
the vulnerable population, therapeutic and or treatment modalities, and external 
resources [1, 2, 5].

Key aspects of an effective surveillance system: Simplicity, timelines, accuracy, 
and regular feedback to the people who collect data and indicators. The simplest 
monitoring procedure is weekly tabulation of admissions and consultations by diag-
nosis in health centers and regular household visits and data collection. Frequent 
feedback of the results to local clinics or field hospital personnel will increase 
reporting as well as allowing the institution of preventive measures.
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 Devising an Epidemic Response: The Basics

 Strengthening Surveillance
Local literate non-health or health workers can be trained quickly to collect infor-
mation in regards to clinical case definitions, admissions to hospitals, or diagnoses 
made in ambulatory sites, and complete weekly reports (see Appendix 1 for an 
example). Simple software such as EpiInfo and Excel could be used. Data needs to 
include sociodemographic information such as age or date of birth, sex, date of 
consultation or diagnosis, actual diagnoses, current residence in the camp, social 
characteristics such as customs and norms, new arrivals, particular ethnic group, 
and time lived in the camp [1, 2, 5]. Cases of disease or death could be presented and 
tabulated in numbers per 1,000, 10,000 or 100,000 per week [1–3]. The Epidemic 
Response includes plans for immunization, including necessary equipment, medi-
cation distribution to patients, and informing the public about plans.

 Case Detection
Epidemics require case definitions that include clinical data. For example, in case of 
bacterial meningitis it could be “an illness with sudden onset of fever above 38.5°C 
with one or more of the following: neck stiffness, altered mental status, and pete-
chial or purpuric rash” [4]. Ideally, laboratory diagnosis, if available, should be 
performed early in the epidemic to confirm the source pathogen. In case of menin-
gitis, this could be via a positive CSF antigen or a positive culture. Case definition 
could be a suspect case when the patient meets only the clinical definition or a prob-
able case when the patient meets clinical case definition plus some of positive tests 
(for example, a turbid/purulent CSF or positive gram stain) or be part of an epidemic 
and linked to another case [4, 5]. Confirmed cases will be a probable case plus lab 
confirmation. Each clinical case definition will have some sensitivity (likelihood to 
detect all genuine cases) and specificity (likelihood that a negative test exclude the 
disease in all genuine negative cases) in itself. Generally speaking, we choose a high 
sensitivity case definition when the disease is highly communicable, has a high 
case-fatality rate, or we do not care to identify many who do not have the disease. 
We prefer clinical case definitions with higher specificity when we try to identify 
the genuine cases, do not want to treat people without disease (because of risk of 
resistance to medications such as in TB or HIV) or when the disease has a relatively 
low case-fatality rate. Table  17.1 in Appendix 2 presents some case definitions. 
Detailed examples of case definitions are presented in Chap. 16.

 Prevention and Epidemic Control
Epidemics create high fears, could be very fatal, and could cause rapid influx of 
many patients to health facilities and disrupt health systems. Rapid assessment of 
suspected cases and identification of high-risk groups are the key. Priority should be 
given to early collection of specimens or samples to confirm the causative agent and 
to determine serogroup as well as antibiotics or treatment resistance patterns [1–4]. 
An epidemic committee needs to be assembled to coordinate public health efforts, 
gather information from different parts of the refugee settlement, plot the course of 
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epidemic, coordinate intervention efforts, and promote the community knowledge 
and skills on control measures such as prevention and protection, vaccination, and 
to overcome unreasonable fears and rumors. Coordination to get medical supplies 
and medications, personnel, and equipment is urgently needed because most epi-
demics will evolve quickly, intensify, and then fade away within the first 
12–18 weeks [1–6].

 Phases of an Epidemic Response

The course of an epidemic depends on the specific type of the pathogen and its pro-
pensity to spread (reproductive rate). However, for most of the highly contagious 
infectious agents you could follow this simple timeline [1, 3, 4]:

Weeks 1–2 should focus on rapid assessment: case definition, lab confirmation, 
defining outbreak (person, place, and time).

Weeks 3–4 should focus on response planning such as setting up committees, estab-
lishing and strengthening surveillance, preparing for and implementing popula-
tion- and individual-level prevention and protection strategies, communication, 
planning vaccination if plausible, and mobilizing supplies.

Weeks 4–8 should focus on containment strategies including vaccination campaigns 
if needed, isolations and treatment or supportive health facilities, medical treat-
ment such as standard protocols, case-finding, and follow-up visits, and continu-
ing surveillance.

In some specific diseases, such as meningitis, chemoprophylaxis for close con-
tacts could be considered and planned during the early weeks of the epidemic. In 
many such cases, vaccination of contact is easier and cheaper than chemoprophy-
laxis, but this does not treat carrier state and will not prevent transmission to other 
susceptible patients. In rapidly spreading diseases, the attack rate (the proportion of 
at-risk individuals who contract the disease after the exposure in a given time 
period) can exceed 1% very soon. Therefore, a large population can be regarded as 
close contact. In general, despite recent studies suggesting some impacts, mass anti-
biotic prophylaxis is ineffective because of reinfection of asymptomatic persons, 
and it also diverts resources from higher priorities. The important aspects to remem-
ber is emphasizing prevention, having available and ready health teams to react 
immediately through a contingency plan, and that every outbreak requires a specific 
response.

 Prevention of Sporadic Cases
In the refugee setting, it might be difficult to differentiate between sporadic and 
epidemic cases. Therefore, it is important to collect baseline data outside an out-
break to understand the frequency of sporadic and endemic cases. If there are many 
sporadic cases in one section of the camp or settlement, try to address potential 
epidemics with appropriate responses to contain, or vaccinate the entire population 
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at risk if there is a vaccine. Due to overcrowding and unsanitary living conditions, 
refugees are at higher risk of epidemics and data from hospital or clinic admissions 
can help detect the epidemic appropriately and timely [1, 3, 6]. A delayed response 
can quickly lead to high mortality and morbidity.

 General Approach to Data Collection for Surveillance 
and Outbreak Management

There are six key principles:

 (a) Only collect data which are useful and can be acted upon in the field.
 (b) All health agencies and facilities should be involved.
 (c) Create simple and standardized forms to be completed weekly or every 

4 weeks.
 (d) Devise simple case definitions.
 (e) Use a mix of passive and active data collection (clinic-based morbidity and 

mortality is passive and surveys and home visits are active).
 (f) Engage staff early in the process and seek and provide timely feedback.

Critical issues in rapid assessment of epidemics include linking the assessment 
results to the program decision-making to determine priorities that are coordi-
nated by a lead agency or group and integrated with other assessments. It requires 
planning, authority, and credibility. Nevertheless, essential programs should not 
wait for findings from the assessments and should continue until findings are 
available.

 Importance of Health Information System (HIS)

The main objectives are to monitor trends (such as vaccine-preventable diseases or 
nutrition status), redirect public health programs, detect epidemics, and evaluate 
health care interventions. Therefore, establishing a Health Information System is 
important in refugee settings. Data collection in itself has limited value if it is not 
well-thought-out. There is a need to balance methodology with concerns over secu-
rity, resources, and time. In refugee settings, the quality of the data itself and the 
process of its collection, or their analysis including historical trends, meaning, or 
characteristics may be limited and biased. Common issues include incomplete data 
in places where access is limited, biased secondary data from other agencies or 
government, under-reporting due to sociopolitical concerns or lack of  training or 
support, low sensitivity of data (too specific or too broad), and non-population- 
based information or unclear denominators. More information on data management 
systems is provided in Chap. 18.

17 Data Collection, Surveillance, and Response to Epidemics and Pandemics…



226

 General Approach to Collecting Morbidity and Mortality Data 
in Refugee Settings

There are considerations on top of routine data collection from the population in the 
camps and health centers. Please see Table 17.2.

 General Ways to Collect Data

Methods could include; rapid health assessment (RHA), targeted surveys, regular 
surveys, and ongoing surveillance. RHA helps determine the magnitude of emer-
gency, health and food needs, availability of local resources, needs for external 
resources, and developing a plan of action. Establishing surveillance and HIS comes 
next [1, 4, 6]. See Appendix 3 for a sample targeted survey.

 General Types of Data

For RHA collect the following [1, 4, 6]:

 1. Background information including
 (a) social, economic, political (from any sources such as UNHCR, UNICEF, 

governments, NGOs, other agencies or people in the field)
 (b) population size from registration data, food distribution or refugee registry 

or from community leaders (start collecting these early)
 (c) survey (convenient or cluster sampling)
 (d) visual inspection and aerial photos (has a risk for overestimation)
 2. Demographics:
 (a) sex ratio, age groups (especially under 5)

Table 17.2 General approach to collecting morbidity and mortality data in refuges settings [1–6]

• Set up screening posts to screen newcomers at the entry points
•  Emphasize on proportional morbidity and mortality (number of cases per 10,000 

population or number of deaths per 1000 or 10,000 population in a given time period) in 
the acute phase

•  Collect age and sex-specific incidence of diseases for infectious, hazardous, and trauma/
violence-related conditions

•  Pay particular attention to cases of diseases that were not previously reported or observed 
in that setting

•  Calculate attack rate for diseases with public health importance and a propensity for 
epidemic or high mortality such as:

    – Diarrheal diseases (bloody or watery, cholera, shigella, etc.)
    – Malaria, skin diseases such as scabies, meningitis, measles, mumps, diphtheria (other 

vaccine-preventable diseases)
    – Lower respiratory tract infections
    – Other important environmental conditions such as toxins and or exposures to irritants
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 (b) rates of new arrivals and departures, an estimate of denominator, size, and 
conditions of vulnerable groups (single-headed households, unaccompanied 
minors, pregnant, elderly, minorities, disabled, adolescents, etc.)

 3. Vital health data which includes: background health problems or vaccination 
rates, source of health care, impacts of disruption of services, mortality and mor-
bidity data, nutritional status, and environmental risks and health conditions.

 How to Collect Data During RHA

Interviews with key informants, direct observation of the environment in refugee 
settlements, limited surveys, and local community and refugee settlement health 
services (health facilities, government, NGO, or camp staff), their conditions and 
size, personnel, supplies, and infrastructures. These should be coupled with ongoing 
morbidity and mortality reports from surveillance and from the health or non-health 
facilities. There needs to be an assessment of the potential or current impact on 
health systems such as loss of medical staff (in a previously well-functioning health 
system), destruction of infrastructures, and discontinuation of public health services 
in war-affected areas or natural disasters (i.e., disruption of expanded program of 
child immunization or vector control measures) [1, 4].

 Broader Prevention and Control Strategies

The most important task should be assuring access to water and shelters. Lack of access 
to water causes dehydration, contributes to poor hygiene and diarrhea or skin diseases 
such as lice (typhus), scabies, and conjunctivitis/trachoma. Supply enough water and 
its accessibility first, then assure water quality by treating water and testing it, regularly. 
Simultaneously, create a system for sanitation and waste management. Water quality 
measurement forms usually include data on the specific water points, conductivity 
(mS), pH, and number of fecal coliform per 100 ml in the sample water [1, 6].

• Sanitation and hygiene: There needs to be a system for excreta control within 
2–3 days of arrivals of refugees. Focus on identifying and establishing defecation 
areas, shallow trench latrines, or collective latrines. Generally, one latrine per 
trench per 50–100 people is a good start. Trench latrines are often not well 
accepted, even though they are the only option in acute phases of an emergency, 
and people best accept household or small group latrines. Access to latrines 
needs to be safe particularly for women and children at any given time. Latrines 
should be maintained on a regular basis using local community members with a 
scheduled approach. Consider soil composition and plan for one latrine per 20 
persons or per family, and distribute soap [1].

• Wastes control is important: Run-off rainwater is usually safe. Soakaway pits at 
water points and roadside collecting systems should be accordingly planned. 
Waste collected from the washing areas or health facilities should be evacuated. 
The waste disposal should be at least 2 m from underground water sources. For 
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solid waste, cleaning teams with trucks or even donkey cars need to be orga-
nized, and there should be planning for some form of landfill system. The trench 
or individual pits should be covered daily. To help families with cleaning wastes, 
distribute tools, and assemble volunteer teams. Medical wastes are an equally 
important source of infectious diseases outbreak. Set a system to dispose of dead 
bodies and always protect corpses from animals that is acceptable to the popula-
tion. Most burial places are assembled in good soil and on the outskirts. If the 
mortality rate is high, communal graves could be used in an urgent phase with 
the possibility to relocate later. In cholera, disinfection of the body should be 
considered before burial. The body should not be returned to the family in cir-
cumstances where disease transmission is very likely [1–3, 7].

• Site cleaning: Refugee sites have to be appropriately and regularly cleaned to 
prevent intermediate carriers such as vectors from spreading the disease or limit 
exposures. All health facilities and feeding centers need to follow the sanitation 
and hygiene rules as well. Linking sanitation with the surveillance system and 
monitoring mortality and morbidity is important to identify weak points of the 
sanitation system [1].

 Shelter and Environmental Factors

Proper shelter is an important part of protection against diseases. Cold weather or 
extreme heat is detrimental to the health of children or elderly and expose them to a 
wide range of illnesses. For example, acute respiratory infections in children are 
more prevalent or will be more severe when adequate shelter or warming equipment 
is not available. Similarly, environmental exposures to smoke or indoor cooking 
without appropriate ventilation systems contribute to respiratory infectious diseases 
or asthma-like attacks in children or worsening of COPD in the elderly. Location of 
the refugee settlement and soil composition of the camp area are important consid-
erations considering easy access to water, farming opportunities, proximity and safe 
distances to domesticated animals or herds, and burial places or cemeteries [1].

 Logistical Considerations

 Supply Chain and Maintenance of Critical Activities
During an epidemic assuring that basic supply chains are available and that the 
transport system and market activities are functioning are enormously important. 
Supply chains for field hospitals and health facilities including storage and stocking 
of medical supplies and medications and laboratory tests, and their safety and main-
tenance requirements, must be ensured.

 Transport and Referral Systems
Some critical or advanced care activities or procedures may need transferring 
patients outside the camp/settlement for further care. A reliable referral system 
through prior assessment of and coordination with outside health facilities should 
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be planned. Volunteers will be needed to accompany patients as well as cars and 
drivers to function as ambulances. Liability issues should be addressed.

 Capacity Building and Staff Training
Build some capacity and train staff to effectively detect and respond to an epidemic 
and set up a functioning surveillance system. This is often difficult to assure in the 
camp because most trained or experienced people have opportunities to leave the 
situation or look for jobs outside the settlement. Involve community leaders to iden-
tify and train potential educated camp residents who can read and write. Teachers 
and younger adults are often good sources for targeted and advanced trainings in 
diverse topical areas not only related to the health but also social issues or the basics 
of psychosocial support or assessment, food and nutritional assessments, water or 
sanitation, supply chain, advocacy and health promotion, infection control and hos-
pital/health facility sanitation, camp organization and coordination. They could also 
help with maintaining or building physical structures of health facilities or renova-
tion when needed or with sectoring the camp, assessing new arrivals, contact trac-
ing, and collecting morbidity and mortality data. This will nevertheless help build 
local capacity for the community [1].

 Internal and External Sources of Support
It is important to identify all sources of potential support locally, funding or human 
resources, and externally from the surrounding or international community (either 
volunteered or paid staff or in kind donations). Assure that you regularly communi-
cate the status of the refugees and their needs through international channels and 
local and regional entities so that the potential sources of funding, extra support for 
areas that are not your areas of expertise, or complementary services could poten-
tially be provided by others. UNCHR, WFP, WHO regional offices, Ministry of 
Health, OCHA, and a wide range of international non-governmental organizations 
are often part of a cluster response or at the national level of the host or affected 
country that could provide additional resources.

 Infection Control Strategies

There are important steps to implement and follow for infection control as described 
below. For more detailed information regarding each step, please see Appendices 
4 and 5.

 Isolation Needs
During the epidemic, it might be necessary to create isolation units within the field 
hospital or other health facilities. This will help avoid spread of the disease to other 
patients or community members during the most infectious phase of the disease.

 Personal Protective Equipment
Aside from routine standard infection control equipment, the need for different or 
complementary protective equipment depends on the specific agent that caused the 
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epidemic. Plan for and discuss with your team why they need PPE, the type of PPE 
they need, who needs it, and when they need it [8]. Assure that your staff under-
stands their activities and responsibilities and knows  about  transmission routes. 
Droplet transmission is from coughing, sneezing, and respiratory exposures and 
contact transmission is from the pathogens that live on the surfaces. Airborne patho-
gens could be transmitted via breathing with the infected case in the same room or 
through talking. Surgical masks are generally recommended when working in isola-
tion units. Vaccination of staff, if available, should be prioritized. Advise staff and 
support them to look out for their colleagues and take their time in caring for iso-
lated patients. Use posters to help staff get reminders and establish a practice of 
buddy system to reinforce appropriate practices and provide support.

 Contact Tracing
Establishing a well-functioning contact tracing system is essential to help identify 
all potential susceptible individuals who came in contact with an infected person. 
Use a simple form that could include the location and address of the infected person 
and all household or close contacts since the start of incubation period or symptom-
atic period for that specific disease [1, 4, 5].

 Mapping Resources
This is an important part of epidemic response as many health and social resources 
are vital to provide an appropriate and effective response. It is also important to 
identify weakness, exposures, or risks for epidemic in different localities within the 
refugee settlements and assess or provide opportunities for protective measures 
such as sectoring or quarantine or screening of the new arrivals.

 Management Pillars of Epidemic Response for Major 
Communicable Diseases

There are many infectious diseases that predispose the refugee population to epi-
demics including diarrheal diseases, malaria or other vector-borne diseases, acute 
respiratory tract infections, and vaccine-preventable diseases such as measles [4–7]. 
Skin diseases and other environmental conditions or exposures such as lead poison-
ing are also important. Please see Appendix 6 for specific information regarding 
diarrheal, vector-borne, and respiratory diseases.

 Crisis Management in Epidemics, Pandemics, and Other 
Health Emergencies

The major components of crisis management include rapid assessment, establishing 
surveillance and data collection, critical thinking, crisis center and committees, 
action plans, organization and communication strategies, training of staff, and 
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coordination with actors and across sectors. Effective leadership with team 
approaches across disciplines, availability and access to external resources, environ-
mental assessment and control, and capacity building are equally important 
[1, 7–10].

 Leadership, Incident Plans, Team Management, Collaboration, 
and Coordination Across a Spectrum of Services
Being well-prepared beforehand is critical during health emergencies. This needs a 
leadership plan to identify people who can coordinate the response among all stake-
holders, and bring people together around a common goal. Community leaders and 
other community assets need to be involved early in any planning and response with 
a clear and agreed-upon chain of command and process of decision-making that is 
open to revisions and when more information is available. Often a central location 
within a settlement needs to be identified, that is accessible to all, as a command 
center to maintain lines of communication, access, and collaboration across differ-
ent sectors. People involved in the leadership team need to be from all important 
social and health sectors and subsectors.

 Critical Thinking and Systems- and Practice-Based Learning
Critical thinking is vital in preventing and or responding to many population health 
emergencies. Many of emerging diseases with propensity for epidemic or pandemic 
are zoonosis in origin meaning that they originate from animals, mostly wild ani-
mals. Diseases that have been successfully controlled in the past are reemerging 
despite availability and access to vaccines, and new infections such as SARS 1&2, 
H5N1, West Nile, and Lassa Fever have emerged. In understanding all these infec-
tions, there are some main characteristics to consider: source of infection, reservoir 
for pathogen, immunogenicity, pathogenicity and virulence, ease of transmission, 
contagiousness or infectivity, disease-specific morbidity, case-fatality, and mortal-
ity, and the degree of impact on the society (impact on public health or social disrup-
tion). Understanding potential transmission routes are important as some of these 
diseases are transmitted through aerosol or breathing air and droplets, others via 
vectors such as mosquitos, fleas, lice, or ticks, or via food, water, objects, or physi-
cal items. In general, routes of transmission are fecal-oral, aerogenous, direct or 
indirect contact, and blood. It is also important to understand the basic reproductive 
rate for each disease or pathogen which means the average number of persons 
infected by each patient in a totally susceptible population. There are periods during 
the illness when the infectious agent can be transmitted (see Fig. 17.1) [9].

INFECTION
ACQUIRED

ONSET OF
SYMPTOMS

RESOLUTION
/DEATH

TRANSMISSION

INCUBATION PERIOD SYMPTOMS RECOVERED DISEASE

Fig. 17.1 Transmissibility 
period in infectious 
diseases [9]. (Courtesy of 
Nurses on the Frontline; 
George Washington 
University)
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Shedding of an infectious agent by an infected but otherwise asymptomatic 
patient could be important in exponential transmission of a newly emerging disease 
(e.g., SARS-Cov-2) either directly or through vectors [11, 12]. Social isolation or 
quarantine may help delay or dampen the quick spread until appropriate treatment 
or vaccines are developed. Maximum time of the incubation period determines the 
duration of quarantine or isolation following the exposure. Transmission can occur 
during an asymptomatic period up until early recovery. For example, in SARS- 
CoV- 2 this quarantine period was first established as 14 days [12, 13]. An epidemic 
or pandemic will present with a very high number of initial cases when the trans-
mission is at the community-level, rapidly increase within 3–6  weeks, and then 
subside over a longer period of time and when most susceptible people are infected, 
isolated, died, vaccinated, or otherwise protected by other measures. Figure 17.2 
presents general strategies to address pandemic or epidemic at different levels [10].

During large-scale epidemics or pandemics when the health system is over-
whelmed, there are many fatalities, and restrictions or quarantines are often imple-
mented. Therefore, collect and record information from the patients or the deceased 
[9]. For emerging or reemerging infection, the immunity level might not be known, 
present, protective, or long-lasting. Therefore, prepare for a second or third wave of 
the disease until a vaccine or effective treatment is available and widely used [14]. 
Please see Appendix 7 for Table 17.3, which presents critical thinking steps when 
encountering a potential epidemic of an unknown infection or other mass health 
emergencies [9].

Early detection (lab testing, alert clinical systems) and case isloation (home, hospital, other facilites)

Extensive testing Extensive testing

Contact tracing Contact tracing

Health care infection prevention and control

Appropriate clinical care including staff surge when needed

Community engagement with clear communication, assessment of community acceptance leading to adjustment of approach

Everday personal NPIs (wash hands, cover coughs, stay home if ill)
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Fig. 17.2 Adaptive response to epidemic and pandemics [10]
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 Preparation and Planning for Health Emergencies

Professional preparedness plans for large health emergencies (including infectious/
biological, chemical, nuclear, and or explosive emergencies) are needed for the 
health personnel and community. Keep health personnel up-to-date on data and 
information and perform regular drills. Develop basic support plans for healthcare 
providers and essential workers, and their families, and people with special needs 
(orphans, elderly, disabled, mentally ill, pregnant, etc.) in case of shortages or lock-
downs. Please review detailed information and instructions regarding these plans at 
the individual, facility, school, and community-levels presented in Appendix 8 [9]. 
Learning from experience and current practices, and understanding how local health 
and social systems work are of prime importance. Not all guidelines or recommen-
dations are going to be applicable to all populations, universally. Nuances are 
important and the effectiveness of all scientific approaches rests on local capacities, 
possibilities, and resources.

 Communication Strategies, Awareness Campaigns, Health 
Promotion and Education
It is vital to help disseminate accurate information and encourage the community to 
use well-established social venues or legitimate supporting platforms to obtain up- 
to- date and proper information regarding their risks and receive updates [1, 9, 15]. 
Providing accurate and timely information and encouraging individuals to avoid 
exposure to negative or distorted news could be vital to effectively and efficiently 
use limited resources in refugee settings. Set up community-level communication 
strategies and use local volunteers to communicate proper information regularly 
with the population. Use positive and forward-looking language and attitude to 
communicate and encourage your community or individuals to focus on positive 
contributions, strengthen the response to the epidemic, and provide recognition and 
or rewards, accordingly [9]. Have an open line of communication at all times to 
address misinformation or rumors. Stay vigilant, monitor social media, talk on the 
camp corners, and listen to what is said in the community and household level. 
Accurately describe uncertainty as well as certainties and comment on the accuracy 
of information coming from outside and clarify whenever needed. Seek help from 
the population and community itself and accordingly change the format and deliv-
ery methods to improve communications [1, 9, 15]. Develop informational posters, 
radio talks, and or social media activities, speakers, and utilize community health 
workers. In health promotional activities, focus on available resources, use short 
messages (customized to the local norms), avoid jargons, focus on only messages 
that could change risky behaviors, and avoid excessive information about the dis-
ease. Excessive information may contribute to more questions than answers and 
distract from learning. It is better to focus on behaviors that you want to change, be 
realistic of possible changes, and provide less risky behaviour alternatives.
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 Social and Community Mobilization and Engagement, Resilience, 
and Recovery
Always have a plan for social mobilization and get as many as community members 
as possible involved in the planning and provision of services. When people are 
engaged they better understand limitations and constraints and feel and accept more 
responsibilities and accountability. Try to involve people from each and all sectors, 
ethnic backgrounds, age ranges, gender, and other sociodemographic characteristics 
as much as possible [1]. Always keep an eye on community resilience and be realistic 
about and use all community-level coping strategies that are available. Epidemics 
take a huge toll on the community and could create fears and anger and psychosocial 
stresses and could disrupt community cohesiveness and its governance [9, 15]. Plan 
for a quick recovery period even if it is not at sight or possible at the whole settlement 
level. Plan ahead about the next steps if cases go down or some people get better and 
usual activities could restart or usual needs become more prominent again. Plan for 
psychological support and recovery, aid the families who lost the head of household 
or person who generated their income, and plan for and encourage neighborhood- 
level support and contribute in any way possible [9]. Provide moral support and 
encourage togetherness and bring different sectors together.

 Internal and External Resources
Utilizing an inclusive approach, explore and understand the regional- or national- 
level emergency response plans including the related agencies and their resources. 
Identify professional societies and or individual experts that could help refine local 
responses, share lessons, and provide a unified approach.

 The Covid-19/SARS-CoV-2 Pandemic and Refugees

At the time of this book’s publication, a full understanding of all aspects of SARS- 
CoV- 2/Covid-19 has not yet been reached; however, many of basic principles of 
epidemics and outbreak management apply to this particular pandemic. SARS- 
CoV- 2 has a presymptomatic infectious period, high transmissibility, and relatively 
high case-fatality rate for vulnerable groups (such as elderly, HIV positive, weak 
immune system, malnutrition, etc.), many of which are represented in refugee popu-
lations [11–17]. It is important to have a plan to keep essential healthcare and medi-
cine for patients especially those with chronic needs such as hypertension, HIV, 
diabetes, and TB [15]. Most patients at risk of dying due to SARS-Cov-2 need criti-
cal care services which are not available in refugee settings. Although rapid testing 
and isolation may be available in some situations, admission and isolation of cases 
may not be practical or helpful and could even infect healthcare personnel and add 
more risks to other patients. General prevention at the population level such as 
social distancing or mask distribution to curb the transmission may also not be 
much feasible in the refugee settings [15]. Considering resources, the main strategy 
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could be protecting the most vulnerable population from getting the disease and 
having severe outcomes [14, 15, 18]. Modeling studies suggest that during both low 
and high transmission phases, sectoring the camps into smaller sections, if possible, 
could be an effective approach to dampen or flatten the epidemic curve especially if 
implemented early [19].

 Practical Approach to Protect the Most Vulnerable Groups

Without a vaccine or treatment, ideally those most vulnerable should be separated 
from their families and close community contacts until the transmission rate falls 
below a reasonable threshold or when the net reproductive rate (or the number of 
individuals that are infected by one person with the diseases) falls below 1. This 
type of isolation is often not practical as some vulnerable people depend on family 
caregivers; alternatively the entire family could then be isolated from the commu-
nity [15, 18].

 At-Risk People
There is some data on subgroups with higher risks for the worst outcomes. There are 
also strategies to protect them at family/household, neighborhood, or larger camp 
levels [12–16]. Each poses opportunities and challenges. Please see Table 17.4 for 
detailed information. Irrespectively, infection prevention at any type of gatherings 
of vulnerable people is ineffective without good standard infection control, and 
could pose more risk of infection in a short time period. They could also be imprac-
tical because of family structures, lack of broader support systems, or psychologi-
cally challenging to the families and community. A clinical case definition could be 
satisfactory; however, many cases are asymptomatic in early stages or have vague 
mild symptoms. Therefore, establishing good surveillance and outbreak control in 
such gathering facilities is extremely important. In the end, house-level protection 
and semi- isolation may be more practical for vulnerable people.

 Case Management at the Household and Health Facility Levels

At each health facility, temperature should be checked for all patients and a sign 
should instruct patients to inform greeting staff about any flu or Covid-like symptoms 
(i.e., new onset of either subjective or measured fever of >100.4 °F (>38 °C), or cough, 
or shortness of breath, or sore throat, or loss of smell or taste). Patients with symptoms 
should be given a mask and isolated in a designated screening area, ideally in a sepa-
rate room away from other staff or patients. If these patients deem to be infected then 
they should be given masks and isolated from the rest and a contact tracing be initiated 
[20]. General supportive care is the mainstay of treatment both at the facility and 
household level. Mild symptoms could be managed at home [21]. Moderate to severe 
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Table 17.4 High-risk groups and strategies to protect them [12–16]

At-risk people for more severe 
outcomes General considerations
• Age 50 or above (higher in >70).
•  Hypertension, Diabetes, cancer, 

or other chronic diseases.
•  Immunosuppression or HIV, TB, 

or malnourished adults, and 
severe other medical conditions 
that increase the risk.

•  Multi-organ autoimmune disease 
in children.

   –  Children do not appear to be at 
higher risk of serious infections

•  Children are unlikely to be 
super-spreaders:

   –  However, they could facilitate 
the spread of disease as they are 
more likely to be asymptomatic 
and therefore continue in the 
public or have contacts with 
others.

• They should be ideally protected through:
   –  Avoiding going outside, limiting family visits, 

avoiding extended family visits, resting and living 
in places with adequate ventilation and air 
circulation, avoiding sharing sanitation or hygiene 
tools, and separating eating or conversation areas 
as much as possible.

•  Providing masks or face shields will provide more 
protection when in close proximity or contact with 
other household members.

• The household members should also avoid:
   –  Mass gathering (weddings, large family 

gatherings) or close contacts with others, so they 
are less likely to be infected and infect household 
high-risk persons in return.

•  If possible, a separate room or area in the household 
could help protect the most vulnerable.

   –  Then one caregiver could be identified to live with 
and help them.

   –  A caregiver already recovered from Covid-19, 
within months postinfection, would be a better 
choice.

•  Other forms of protection at the neighborhoods or 
extended family levels, or larger and camp level 
could include:

   –  A specific house or shelter prepared for a group of 
vulnerable people isolated from the rest, or 
isolation or quarantine areas in camps’ periphery, 
which would need good infection control 
procedures, social distancing, good ventilation, 
caregiving measures, clean food and supplies, 
masks or cloth masks, and cleaning materials such 
as disinfectants, soap, and water.

   –  Generally, any large gatherings of vulnerable 
people are ineffective without good standard 
infection control and could pose more risk of 
infection in a short period of time.

   –  These also could be impractical at times because 
of family structures, lack of broader support 
systems, and psychologically challenging to the 
families and community.

   –  Establish good surveillance and outbreak control 
in such facilities:
 Due to asymptomatic cases or with vague mild 
symptoms, clinical case definition may not be 
fully effective.

•  In the end, house-level protection and semi-
isolation may be more practical for vulnerable 
people.
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symptoms especially worsening shortness of breath should be kept in the health facil-
ity. Moderate or severe illness, especially with worsening shortness of breath or other 
consequences of Covid-19 infection, can be defined as illness due to suspected or 
confirmed Covid-19 that requires further medical evaluation and should be kept at a 
health facility. Please see Appendix 9 and other CDC guidelines for some useful tips 
and instructions for caregivers, self-care at home, or when patients leave the health 
facility [20, 21].

 PPE for Health Personnel, General Public, or Household Contact 
of an Infected Person

Households or the general public could use any form of protective masks that is 
sealing the nose and mouth. Eye protection or face shield could be used for very 
vulnerable persons. You can teach the community to make homemade cloth masks 
using CDC or WHO recommendations [8, 20]. Household-level isolation requires a 
single room or closed off area (partition or physical barrier) that allows for at least 
6 ft/182 cm distance with others. For health personnel, surgical masks, or even two 
masks, face shields or goggles will add to protection. In SARS-CoV-2 or Covid-19, 
small droplets may be carried by dust or suspended in the air for a while and be 
aerosolized during procedures such as intubation, nebulizers or oxygen therapy. In 
such situations,  and since there will be no negative pressure room, N95 or N99 
masks (used in occupational hazard settings and paint or construction workers) 
should be used if available. All droplet and contact precautions are important at 
health facility and household levels.

 Surveillance, Basics of Infection Control, Isolation, 
and Quarantine

Surveillance system was discussed previously. Clinical case definition alone in set-
tings where upper respiratory infections are common may not be sufficiently spe-
cific and could pose a burden to the family, community, or health care system. They 
should later be modified when testing available or tailored down when cases trend 
down. Syndromic surveillance for severe forms of respiratory distress syndrome 
will help with its early detection. Establish screening, isolation and quarantine, and 
testing when available. Testing will help better prioritize resources by differentiat-
ing suspected, probable, and confirmed cases and assess the impact of prevention 
measures. Handwashing should be encouraged, and soap and water should be pro-
vided to each household. If possible, a single bathroom or toilet per family, and also 
for isolation or quarantine units are required. Gowns, gloves, and clot masks could 
be disinfected and reused. Ethyl alcohol above 80% could be reasonably disinfec-
tant (follow WHO recommendations) [7, 8]. Quarantine period should ideally be 
14 days but also as low as 7–10 days depending on resources [20]. Visitors could 
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gather using social distancing in meeting areas to see loved ones. Ideally set up 
mobile health facilities close to quarantine or isolation sections. Trained community 
volunteers should help high-risk persons without social support.

 Community Engagement and Mobilization

Basic approaches have been described previously. Active engagement and commu-
nication with all stakeholders, addressing fears and misinformation, providing accu-
rate information and education, and liaising with surrounding communities and 
within the refugee settlement are the key elements. Communication committees 
could help devise appropriate health education methods and content and communi-
cate rationale to improve adherence. Action plans and activities should be coordi-
nated and coupled with existing services and emergency responses.

 Logistics and Staffing Needs and Training

Community volunteers should be trained for a wide range of logistical support. 
Covid-19 epidemic could effectively isolate the refugee settlement from the outside 
and create fears among the surrounding communities or residents. Most businesses 
could come to a halt due to lack of trade or economic activities in surrounding com-
munities, which will affect basic supply chain in the settlements. Therefore, sup-
plies need to be ordered, delivered, stoked and stored, and rationed if necessary, and 
early support from external sources should be pursued. International agencies would 
need to support the delivery of essential goods and public services such as food, 
fuel, construction materials, infection control and treatments supplies, and trained 
medical or public health personnel.
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 Appendix 1: Example of Monthly Surveillance (Morbidity 
and Mortality) Report

weeks: 1 to 5

In Patient/Hospital Morbidity and Mortality
Year < 5y > 5 y Total

Total inpatients at the beginning of the month: 13 10 23
Total admissions per month: 54 122 176

Total exits per month: 53 112 165
Discharged 49 90 139
Defaulters 0

Transferred 3 20 23
Deaths 1 2 3

Total inpatients at the end of the month: 14 20 34
Average length of stay (days) * 5.9

Bed Occupancy ratio % * 73.5
Hospital mortality ratio (deaths/exitsx100) 1.9 1.8 1.8

% under 5 32.1

Morbidity %
Diarrhea 2 1 3 2%
Bloody Diarrhea 3 3 2%
Respiratory Infection 20 10 30 18%
Malnutrition 11 11 7%
Malaria (confirmed) 1 1 2 1%
FUO 0 0%
Sepsis 0 0%
Neonatal Sepsis 3 3 2%
Gastritis & Gastric Ulcers 8 8 5%
UTI & Nephrolithiasis 3 3 2%
STD & PID's 0 0%
Skin and SC infections 1 2 3 2%
Domestic trauma and wounds 3 14 17 10%
War trauma & Wounds 1 1 1%
Tetanos 0 0%
TB 0 0%
Meningitis (confirmed) 0 0%
Measles 0 0%
Hepatitis/Jaundice 0 0%
Typhoid Fever (suspected) 0 0%
Leprosis 0 0%
Delivery 20 20 12%
Gyn Obst cases 28 28 17%
Surgical cases 5 5 10 6%
Chronic disease 9 9 5%
Other 7 7 14 8%

TOTAL 53 112 165 100%
Number of transfusions 0

Nb of parachecks positive 0
Nb of parachecks done 0

Mortality %

Diarrhea 0 0%
Bloody Diarrhea 0 0%

January
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 Appendix 2

Table 17.1 Examples of case definitions [1, 4]

Condition Clinical Case Definition Laboratorya Others
Acute lower 
respiratory 
tract infections

Any case of fever with cough 
and rapid breathing (>50/min):
   >60/min for children 

<2 months
   >50/min for children 

2–11 months
   >40/min for children 

1–5 years
   >30/min for >5 years
   OR
   Chest indrawing

Usually nonea

Meningitis •  Clinical: an illness with 
sudden onset of fever above 
38.5 °C with one or more of:

   – Neck stiffness
   – Altered mental status.
   – Petechial or purpureal rash

•  Laboratory: 
positive CSF 
antigen or 
positive culture

•  Suspect: Meets 
clinical 
definition

•  Probable: Meets 
clinical plus

   –  turbid/
purulent CSF 
or Positive 
stain

    OR
   –  part of an 

epidemic and 
linked to other 
cases

•  Confirmed: A 
probable case 
plus lab 
confirmation

Cholera •  Suspected case: Any patient 
developing a rapid onset of 
severe watery diarrhea (usually 
with vomiting) resulting in 
severe dehydration.

Rapid dipstick test

aFor infectious diseases such as Tuberculosis, HIV, or Malaria there are multiple point-of-care 
laboratory tests that could help with case definitions but they are often not used in the context of 
the epidemic
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 Appendix 3: Sample Targeted Survey
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 Appendix 4: Broad Infection Control Strategies [1, 6, 8]

Isolation 
needs

•  Needed for epidemics of some infectious agents such as Measles, Diphtheria or 
viral Hepatitis, SARS, and TB (specific PPE requirements and ventilation).

   –  Implement appropriate infection control practices, training of healthcare as 
well as supply or support staff, and monitoring of exposures.

   –  Cholera units are also utilized to improve care and efficiency of case 
management.

   –  Other viral conditions with high reproductive rates or high case-fatality rates 
such as SARS and Ebola also need specific isolation and treatment units 
sealed off from the rest of hospital or health facilities with specific PPE 
requirements (gown, gloves, face shields or goggles, masks, or bodysuits) 
and more stringent infection control practices.

•  Create a triage unit based on the characteristics of epidemic agents to identify 
and isolate suspected cases and reinforce routine practices of handwashing, 
regular cleaning, and disinfection to prevent spread of the disease to staff or 
other patients.

•  Establish cleaning services for environmental surfaces using water and detergent 
and hospital level disinfectants. Current recommendations are chlorine solution 
of 0.5% concentration for surfaces but ethyl alcohol could also be used.

•  Assure staff wears surgical masks and appropriate PPE when working in 
isolation areas.

•  It might be necessary to create a quarantine corner for all new arrivals or isolate 
a section of the camp or settlement to control the spread of an infectious agent.

PPE •  In community settings, masks are not generally recommended for most 
infectious diseases but they could be recommended depending on the extent of 
infection, type of agent, and availability of treatment, etc. See section on 
Covid-19 for specific related information.

• Mask should be appropriately disposed after usage.
•  Train staff in the proper order of donning and doffing PPE starting with hand 

washing, gown, mask/respirator (seal check), googles, and gloves when donning 
and gloves, gown, googles, mask/respirator, and hand hygiene when doffing (see 
Appendix 6 for donning and doffing).

   – Gowns protect clothing from droplets and splashes.
   –  Surgical mask is for droplet precautions and decreases the risk of splash to 

nose/mouth. Respirator (N95) is for high risk activities that are airborne 
producing such as CPR or suctioning or intubation or oxygen therapy or for 
airborne diseases such as TB.

   –  Goggles protect eyes from droplets and splashes. Face shield will do the same.
   –  Gloves protect hands from direct contact with pathogens. Without gloves, a 

pathogen that lives on the surface and is touched could later be transmitted to 
the mouth, eyes, or nose accidentally. It is important to choose an appropriate 
size. It does not replace hand washing, however. In some hospitals acquired 
infections such as Clostridium difficile both hand washing and gloves are an 
important part of infection control. Change gloves when needed and in 
between patients and wash hands in between.

•  Advise staff to put on PPE before entering the patient’s room or isolation. 
General tips include:

   –  Do not touch your PPE, keep hands away from the face, and avoid touching 
unnecessary areas in the patient’s room.

•  Make sure you disinfect equipment that you use in patient care in between 
patients (i.e., stethoscope or other equipment).
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Contact 
tracing

•  It will help identify other cases who did not yet come to clinics or health 
facilities and helps map the hot spot in the camp or settlements.

•  It also helps health authorities identify hot spots and seal off or sector the camp 
or settlement to prevent epidemic spilling off to other areas in the settlement and 
to accordingly dedicate resources for vaccination, treatment, or supportive care.

•  Contact tracers could be local community volunteers with the ability to read and 
write and should be trained in proper case identification, registration, and 
tracing.

•  The close contacts should receive prophylaxis treatment or vaccinated if 
applicable, or be quarantined for the entire period of the disease incubation 
period (often a maximum time of an incubation period).

Mapping 
sources

•  Trained community health workers or local volunteers will need to evaluate the 
camp/settlement for any potential support systems including:

   –  Storages and stoking, transport and roads, fuel and supplies, food distribution 
points, water points, community gathering areas, vulnerability or strengths of 
physical and social infrastructures such as characteristics of physical spaces 
or health facilities, community leadership or leaders, sociocultural assets, 
livestock, farming, proximity to fuel supplies or firewood or forest or burial 
areas, etc.
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 Appendix 5: Images for Donning and Doffing PPE (CDC)

 

 Appendix 6: Pillars of Response to Diarrheal, Vector-Borne, 
and Respiratory Diseases [1, 6]

Diarrheal 
diseases

•  Focus on prevention by improving accessible water, personal hygiene, and adequate 
sanitation system.

• Provide food ration if needed.
• Set up surveillance with protocols and standard simple forms.
•  Emphasizes warnings signs such as adults with death above 5 per week, increase in 

bloody diarrheal cases, and a rise in diarrheal case-fatality. Record cases and deaths and 
perform case-control assessment to detect the source.

•  Improve case management: early rehydration and oral rehydration therapy (ORT) 
centers, and continue feeding.

•  Corpses could present a risk and should be disinfected with chlorine if needed.
•  Mass chemoprophylaxis is not recommended in diarrheal diseases as it diverts attention 

and resources from effective measures and could contribute to antimicrobial resistance.
•  Selective prophylaxis is also not recommended as it may require a large-scale control 

system.
•  Stool samples at the end of outbreaks could confirm the disappearance of pathogens 

such as Cholera.

Vector control 
for 
communicable 
diseases

•  Ideally set refugee sites far from potential breeding sites; avoid or eliminate breeding 
sites.

•  Larvicides, periodic spraying of houses and shelters with residual insecticide 
(especially when low prior immunity level) could help. Residual insecticide often lasts 
6 months.

•  Consider distribution of impregnated mosquito in high-risk areas to decrease 
transmission. Distributed annually or every 3–5 years depending on the materials and 
potentials.
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Respiratory 
diseases

Prevention measures are often nonspecific.
 •  Address risk factors; low birth weight, malnutrition, poor breastfeeding practices, Vit. 

A deficiency, indoor air pollution (cooking smokes and or tobacco), overcrowding, 
chilling in infants (due to poor shelter, distribute blankets), low prior vaccination rates 
such as for viral or bacterial infections. Vaccination is the most important specific 
prevention control strategy (DPT, Polio, HiB, PNM, etc.).

Establish surveillance systems to collect morbidity and mortality and develop tables and 
simple case definitions.
 •  For respiratory infections or meningitis surveillance systems should assure monitoring 

by age to categorize higher risk groups.
Management should focus on: early diagnosis and case management to decrease 
mortality, coupled with immunization (DPT and childhood vaccines), accessible health 
system, and simple treatment protocols.
Case management includes antibiotic at home or health facilities along with supportive 
measures.
 •  Antibiotics are often oral and the choices should be in accordance with the national 

policy of the host country. They should be easy to administer and cost effective, and 
simple supply chain and storage requirements.

 •  Assuring oral hydration, continuing feeding, warming, and antipyretic are 
recommended.

 •  Case definitions and clinical diagnosis should be tailored as needed and should be 
consistently applied.

 •  For example, when severe malnutrition, rapid breathing, or chest in-drawing is not 
sensitive for Pneumonia.

 •  In refugees over 10,000 you can have more than 100 cases daily in meningitis 
epidemics.

 •  A standard protocol and questionnaire have to be developed for doctors, nurses, and 
community health workers.

 •  Gather historical, clinical, and demographic data of the cases, create special wards in 
the health facilities, and shelters should be planned for cases or suspected cases.

Isolation: In some specific diseases, isolation may be needed in health facilities or at 
home. Proper protection needs to be provided to family members caring for the loved 
ones. Most cases such as meningitis are not transmitted by casual contact or dried 
fomites. But others are (including Covid-19).
Active case finding in refugee camps needs to be set up and carried out by health workers 
or trained personnel. You can treat non- epidemic cases using usual case treatment.
For most epidemics of respiratory infections, limiting mass gathering and increasing 
space between beds are warranted.
Vaccination:
 •  Logistical component of vaccination campaigns is the most important part.
 • Provide vaccination cards or use general vaccination cards.
 •  Assure and follow the cold chain process. There are 7–10 days cold boxes that could 

be used.
 • Order vaccines and assure supply chains. The vials could include 10–50 doses.
 • Assure specific protocol so each case receives the specific dose and frequency needed.
 •  Train vaccinators in proper hygiene and infection control to avoid the spread of other 

viral infections such as HIV or hepatitis.
 •  If vaccines are not available for the general population then strategies could initially 

focus on higher risk groups.
 •  For specific conditions routine vaccination during non-epidemic periods may not be 

effective because of the short duration of protection in children (e.g., meningitis).
 •  If there is a strong reason (for example, an epidemic in the last season), then 

preventive vaccination could be justified.
 •  Most vaccines need a specific time period in order for them to mount antibodies. It 

could be 5–10 days. Therefore, vaccination largely reduces secondary cases. In cases 
such as meningitis epidemic, since infected individuals can still transmit after 
immunizations, vaccination of high-risk groups may not stop the epidemic, therefore 
monitor the disease trend in unvaccinated as well.

 •  Most respiratory infections or other diseases with a tendency for epidemic clusters 
within specific geographic areas of the refugee settlement or camp. Therefore, 
identifying those areas through active and passive surveillance and vaccinating 
population in those areas should be first on your list.
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 Appendix 7

Table 17.3 Basic critical thinking during an unknown epidemic or mass health emergency [9]

Critical thinking Action plan
Most infectious diseases are presenting with 
a flu-like syndrome that is very common. 
The key is:
   • To have a high index of suspicion.
   • Be vigilant.
   •  Look for trends and number of people 

presenting with the same type of 
presentation that is considered unusual 
for that locality or season or is different 
from usual trends.

A well-functioning surveillance system is a 
key to alert of an impending epidemic.

Basic approach in addressing public health or 
mass health emergencies (infectious, chemical, 
or nuclear) include:
   •  Preparation, assessing the situation, taking 

appropriate personal precautions.
   •  Assessing if multiple cases are presenting 

or an epidemic is going on.
   •  If multiple cases:
    –  Perform triaging, assessing contacts with 

the potential pathogen (sometimes 
decontamination is needed if applicable).

    –  Assessing if the patient is contagious, and 
isolating the patient and all exposed 
persons, and finally treating and recovery.

Basic critical thinking approach at the 
patient level starts with being prepared, 
using standard precautions (gloves, gowns, 
mask, eye protection, and handwashing) plus 
N95 mask.
In assessing individuals or groups of patients 
with the same symptoms or presentation:
   •  Consider protecting staff, other patients, 

and yourself
   • Use personal protective gear
   •  Obtain a good history for exposure and 

timelines
   • Perform exams and or further studies

If there are many patients presenting like this 
individual and they are at different stages:
•  Triage patients based on triaging principles.
If there is no other similar case:
•  Investigate if this patient had any contact 

with other infected patients with known 
disease or suspected disease.

If there are similar cases:
•  Isolate (if applies) and provide medical care 

(supportive or specific).
If no similar cases: then assess the patient to 
see if she/he is contagious.
If the patient is contagious:
•  Isolate the patient and all exposed persons.
If not, then continue to assess and diagnose the 
condition and treat accordingly.
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 Appendix 8: Preparation and Planning at Different Levels 
for Crisis Management During Mass Health Emergencies [9]

Health care 
workers 
individual level

•  Health care workers should be familiarized with their facility-level plan 
including relevant units that are necessary when responding to a health 
emergency:

   –  Infection control, engineering and logistics, supplies, security, 
admission and transfers, pharmacy and storage, etc.

Health facility 
level

•  Identify potential locations such as guest houses or warehouses that 
could be used as additional makeshift facilities in case of overflow of 
patients.

•  It might be necessary to transfer patients to other potential units in the 
health facility or field hospital that are not usually used for emergency 
care or admission but in case of epidemics or pandemics could be 
converted to emergency stations or patient rooms for a sustained period 
of time.

•  Ensure that there is a plan for protecting healthcare personnel and 
nursing staff when they provide care at patients’ homes especially in 
regards to contagious infection agents during epidemics or pandemics.

•  For clinics, there might be a need to create isolation areas as well.
•  If possible, establish plans for noncontact patient care in case of 

epidemics or pandemics such as phone visits, video visits if possible, 
exam rooms with phone or video capabilities, etc.

•  Assure that food and water supplies are available for health facilities and 
patients.

•  Identify and plan for pharmacies with 24 h services, or places for 
medical supplies, sanitation or cleaning materials, and warehouses for 
emergency supplies.

•  Identify all potential private healthcare providers and facilities in your 
camp/community to reach out to if needed and explore their resources.

School-level •  Identify potential areas that could be used to isolate infectious students 
or staff.

•  Assure basic infection control plans and have protective gears at hand in 
the school during an epidemic or other health emergencies.

Community- level •  Promote prevention and protection measures in regards to infectious and 
noninfectious agents during epidemics or other health emergencies such 
as chemical exposure, flooding, or earthquake is an important step.

•  Such measures should be empowering for the community and aim to be 
well accepted.

•  Emotional and psychological support during epidemic or disasters are 
important for the community.

   –  There will be guilt, horror, fears, anger, demoralization, paranoia, 
sleeplessness, substance abuse, acute stress disorder, etc.

   –  People may experience helplessness and hopelessness, and an 
increase in careless behaviors that put oneself or others at risks.

•  There may be an increase in child neglect and abuse including domestic 
abuse. Have some form of plans to address them.
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 Appendix 9: Case Management for SARS-Cov-2/Covid-19 at the 
Household and Facility Levels [15, 20, 21]

Household- level care •  Nonspecific measures include basic antipyretic, antitussive, and 
anti-pain medications.

•  Encourage drinking more fluid to help thin and loosen mucus so it 
is easier to cough up phlegm.

•  Liquids such as water, fruit juice, and broth will help keep the 
patient hydrated.

•  Soothe a sore throat by helping the patient gargle with warm salt 
water that could be made by dissolving ¼ teaspoon salt in 1 cup of 
warm water (8 ounces).

•  You can also recommend to older children and adults to use throat 
lozenges, ice chips, or other sore throat remedies available.

•  Humidifying air increases moisture and makes it easier for patients 
to breathe and help decrease coughing. Any type of warming water 
to evaporate should help with this.

•  Do not allow smoking cigarettes and cigars to avoid worsening 
symptoms.

•  Nasal drops could help relieve congestion if available. Vaseline/
Petroleum- based jelly around the outside of nostrils could help 
decrease irritation from blowing the nose.

Health Facility • You may need to provide care for patient with respiratory failure.
•  This would need oxygen and or other supportive respiratory 

devices. If available, start with nasal cannula oxygen therapy and 
avoid ambo-bag.

•  Non-rebreather masks are better than ambo-bag to prepare for 
intubation.

•  If patient's Oxygen saturation drops below 92% on 6 litters of NC 
oxygen or high non-rebreather mask, they may need intubation  
depending on resourecs and possibilities.

• If available, then prepare for intubation and have sedation available.
Separation/Isolation •  Covid-19 patients should be placed in a single room if possible. If 

not, then they should ideally be placed in communal room but 
separated from others by 6 ft/182 cm and by physical barriers such 
as privacy curtain or partitions.

•  These barriers and all equipment and devices that are used to care 
for an infected patient should be cleaned and disinfected regularly 
as described above.

•  For most patients the decision to discontinue isolation practices 
should follow the recommendations in Appendices 4 and 6.

•  In general, you can discontinue isolation after the following are 
met: no symptoms such as cough, sore throat, runny nose, or 
fatigue, and more than at least 7 days after patient’s first symptom, 
and no fever within the past 72 h without taking any medicine.

•  Isolation: separation of ill persons from others until the ill person is 
no longer considered infectious.

•  Quarantine, separation of exposed persons from others to reduce the 
risk of transmission of the virus from known exposed persons to 
other susceptible individuals in the community.
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Categories of patients Some basic helpful definition or terminologies to use could include 
different categories of:
   •  Patient Under Investigation (PUI), meaning a person who has 

above Covid-like symptoms and is awaiting testing results or no 
test is available.

   •  Exposed Person, meaning a person who had close contact, 
<182 cm for >10 min, with Covid-19 positive or individuals with 
Covid-19 like illness.

   •  Infectious Person, a person who has onset of Covid-like illness or 
who is laboratory diagnosed with Covid-19 and who has not 
gone 7 days since onset or whose fever is not resolved and 
respiratory symptoms not improving for 3 days, whichever is 
longer.
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18Data Management Systems for Migrant 
and Refugee Children
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 Introduction

Key questions to be addressed:

 1. Why keep patient records at all?
 2. What are the broad considerations in refugee health care settings?
 3. How can pitfalls be considered, prepared for, and avoided?
 4. Do we need to bear in mind any legal or ethical issues?
 5. What are the currently available systems or standards (e.g., by UNHCR/WHO)?
 6. What needs to be considered when developing EHR systems in a refugee health-

care setting?
 7. What would data collection look like in an ideal situation?

 The Challenge of Record-Keeping: To Write or Not to Write

In the earliest stages of response to a humanitarian disaster, when urgent triage and 
treatment of the sickest children are of immediate concern, accurate and consistent 
registration, data collection, and record-keeping may not feel like the highest 
priority.

A traditionally trained healthcare worker placed in the field of disaster relief or a 
temporary camp setting will find themselves having to adapt to the situation in sev-
eral ways. This may occur despite how well prepared they or their organizations 

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-74906-4_18&domain=pdf
https://doi.org/10.1007/978-3-030-74906-4_18#DOI
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think they might be. Clinicians may be working surrounded by the dangers of natu-
ral disasters or even in war zones amidst a sea of ailing, traumatized, or wounded 
patients (Fig. 18.1). Challenges include trying to maintain adequate medical docu-
mentation, assuming of course that there is some lighting or a working pen while 
trying to complete a crude paper chart. A simple paper record to be kept with the 
patient as they are processed and treated with the most basic but crucial information 
recorded is likely to be as much as can be expected in the critical emergency phase 
of a disaster. With hundreds of patients needing care and the medical response team 
being significantly understaffed, there may seem to be no time at all to make a cred-
ible medical record. It may even appear that the best that can be done is to “see and 
treat” and move along to the next person.

A core medical assessment which consists of taking a basic history may need to 
be obtained in another language or through trying to decipher barely legible or 
soiled reports which have been carried through long arduous journeys. Physical 
examinations may be impossible to do in the dark, wet, cold, or undignified sur-
roundings—especially in the case of shy children and sensitive adolescents. One 
such example was the case of a teenage girl who was found to be writhing around 
with what appeared to be severe abdominal pains while patiently queueing in a line 

Fig. 18.1 During an evening “ward-rounds” on the hills of Camp Moria in Greece in October 
2015, a volunteer physician does assessments for families stranded in queues for up to 10 days at 
its peak carrying only a backpack of medication and basic equipment. This demonstrates the limi-
tations in the field for clinicians who have to be prepared to adapt and may need to compromise on 
other standards such as clinical documentation
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to register as a new arrival to the camp. A quick assessment on-site revealed what 
the problem was. She had been afraid to lose her position in the queue and so 
decided not to pass urine for most of the day. In a make-shift camp, there are no 
toilets and so a carefully screened corner behind the police barracks was all that was 
needed to provide the shy child with much-needed and fortunately instant relief. In 
the early days, in some camps, a record may be made of the type and quantity of 
medication dispensed (probably more for ensuring that the stock is accurate for the 
needs and adequately replenished). In the case of pediatric suspensions—once made 
up there may not be the possibility of refrigeration—rendering it of doubtful effi-
cacy. There may be a need to consider giving shorter courses of therapy with higher 
doses; if only to improve parental compliance.

No one would doubt the importance of even a minimum amount of documenta-
tion not only to provide the best patient care but also for research purposes to better 
understand the needs of populations in these difficult settings. Initiating or main-
taining such systems of record-keeping does not come without its challenges.

Difficulties that may be encountered in the field in data management apply to 
both the initial phase as well as to the next phases in disaster response, where the 
immediate urgency of a situation has started to subside and migrant families are 
settled into abodes (however humble) with access to a static clinic facility. In the 
developed world, this would be an equivalent of a primary community-based health 
center with a multidisciplinary workforce. In the remote setting, this would likely be 
the back of a vehicle or in a tent where running water, electricity or even Internet 
access would be considered a luxury. The authors believe that recording and collat-
ing data should be prioritized no matter what the setting. We hope the reasons for 
this will be presented forthwith.

Surprisingly, there is still no universally recognized international data standard 
or even coordinated system for collecting vital patient-encounter information on 
refugee children. Assuring continuity and quality of data collection on pediatric 
populations across health care non-governmental organizations, UNHCR agencies, 
and health ministry representation remains an elusive goal.

In addition, there is a need for the purposes of organizational service planning 
and delivery, to keep some statistical data on the number and type of patient visits, 
basic demography, and diagnosis or treatment prescribed. Even such simple data 
could provide a means of surveillance for infectious disease outbreaks, particularly 
relevant during preparatory stages that need to be made in the refugee setting when 
planning for an impending outbreak. Such a situation occurred when the world was 
grappling with the novel coronavirus pandemic (COVID-19). It became even more 
imperative that some form of record-keeping was maintained. In the spring of 2020, 
as worldwide cases of the disease increased exponentially, an urgency prevailed to 
try and identify the earliest stages of an impending outbreak in the refugee setting. 
While well-equipped hospitals in more affluent parts of the world were brought to 
their knees with the high numbers of patients requiring intensive hospital treatment 
and rising mortality rates. The outcome for average refugee camps with limited 
access to hospitals (many without ventilators or even the capacity for more than a 
handful of patients) looked bleak.
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At the time of the initial outbreaks, there was a notable absence of formal testing 
due to lack of availability of suitable kits as well as isolation facilities. Consequently, 
the medical teams on-site used a simple tally system to monitor the presenting 
symptoms of those attending the primary healthcare facilities. In particular, careful 
attention was paid to the presentation of suspicious symptoms such as fevers or 
coughs. The authors observed that in a typical refugee camp, respiratory infections 
are endemic in winter months anyway. In observing a sharp rise in the number of 
patients with respiratory illness, there was the hope of identifying the presence of a 
potential outbreak. In an overcrowded, refugee camp where relatively poorly nour-
ished residents lived, a grave sense of an impending humanitarian catastrophe was 
at hand. The Health Information Service (HIS) described later in this chapter was 
developed by the UNHCR in an attempt to address this need. This process may 
require additional administrative or technical support staff as this data collection 
service is not driven by immediate clinical priorities. Instead, the recording of the 
vital data is for sharing with other healthcare providers as part of the continuity of 
patient care or facilitating longer term patient outcomes. Collecting this information 
is also helpful for anticipating the needs of the clinical service for equipment and 
stocks of medication and even for recruiting the correct number and type of staff. 
All in all, data collected can become a crucial part of service planning and delivery.

 Medical Passports

Children and their guardians often leave a clinic with follow-up instructions and 
medication use instructions that are handwritten in what is to them a foreign lan-
guage. This admittedly poor system usually evolves in the first days to weeks to the 
printing of individual patient records in a booklet form (a “medical passport”) for a 
specific foreign medical team (Fig. 18.2). However, this is usually done without 
standardization and vital data is often not consistently recorded. At times, long sen-
tences may result in pages running out. Additionally, the use of medical jargon 
(which varies from country to country even if it is in English) can become a 

Fig. 18.2 One of the luckiest children and his family who were able to be prioritised for evacua-
tion during the coronavirus pandemic from Camp Moria, Lesvos where just under twenty thousand 
residents lived at the time. The value of electronic medical records to identify the most vulnerable 
families was key to this process
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confounding factor. The best outcomes would be possible if this process of produc-
ing booklets can be done in coordination with other healthcare providers in the 
region in the hope for some standardization. These booklets are usually retained by 
the caregivers of refugee children. The desired outcome would be that they bring the 
booklet, as patient-held records, for any clinical consultation. In dealing with a pop-
ulation not accustomed to systematic, longitudinal medical care there is a frequent 
lack of understanding or even desire for continuity of care. Without a coordinated 
response, multiple medical opinions may be sought in order for desperate families 
to eventually obtain a crucially heart-wrenching diagnosis can be given. This, in 
theory, would facilitate medical advocacy, leading to the child and the immediate 
family receiving a more favorable outcome during their asylum procedures. 
Ultimately, this could lead to prioritization to be evacuated out of the camp setting 
and ideally legally relocated to another country (Fig. 18.3).

As well-equipped hospitals in more affluent parts of the world were struggling 
with high numbers of patients requiring intensive hospital treatment and rising mor-
tality rates, the outcome for average refugee camps with limited access to hospital 
(many without ventilators) looked bleak.

This vacuum of an overall plan for quality medical records, consistency of data 
collected, protection of patient confidentiality, and interagency coordination is rec-
ognized as a crucial deficiency in existing systems based on broad reviews of the 
literature on record-keeping in sudden onset natural disasters as well as for migrant 
and refugee settings [1, 2]. Unfortunately, this applies not only in the acute phase of 
a disaster but even as the refugee or migrant setting matures and evolves. Moreover, 
children will likely be evaluated at different acute care settings within the same 
location, and they may even be relocated to other distant camp environments with 
each healthcare facility doing child record documentation in a different and proba-
bly equally incomplete manner.

Fig. 18.3 (a–c) Samples of a typical UNHCR templates for the ‘medical passport’, including 
pediatric growth charts, which could be printed and distributed to all new patients as patient-held 
records 

a b
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 World Health Organization Standards

In 2016, WHO published minimum standards of medical record-keeping as a part of 
their application process for NGOs desiring Emergency Medical Team (EMT) rec-
ognition [3]. This is a crucial designation to be included in UNHCR’s sudden onset 
disaster plan. It is a general roadmap of required key elements that NGOs should 
incorporate without endorsing any specific model or template. For recognition as a 
Type 1 mobile team (seeing >50 patients/day in remote areas) and a fixed team pri-
mary care team (seeing >100 patients a day in a fixed out-patient setting), essential 
components include:

• System identified to maintain confidentiality such as individual patient records 
with unique identifiers.

• Clinical care documentation records in accordance with accepted international 
standards.

• Discharge and referral documentation (in appropriate language) with the ability 
to provide duplicate copies to the patient and Ministry of Health if so required.

• Documentation of informed consent (in an appropriate language if required).

Presently, it is left to each NGO applying for EMT status to write clinical guide-
lines and Standard Operating Procedures for each of these four categories. Whether 
this will ultimately lead to the development of a coordinated system of data 

c

Fig. 18.3 (continued)
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collection, entry, analysis, and sharing with other key players while maintaining 
confidentiality is not known yet.

As a result of these problems, a wide range of electronic health record (EHR) 
platforms available for commercial and institutional use has proliferated which have 
been designed to address the recording of legible key demographic data as well as 
the pertinent acute and chronic health care problems of children. Being able to cap-
ture acute care encounters, prior diagnoses, family medical histories, vaccination 
status, laboratory and imaging results, medication use, drug utilization, growth 
charts, and inventory management are all attractive components of a useful elec-
tronic system to aid pediatric care. However, each EMR option may come with its 
own proprietary software requirements or with unique hardware platforms individu-
ally adapted by the vendor to a low resource environment. The sharing of patient 
data presents significant confidentiality and legal issues that have not been satisfac-
torily resolved [2].

Again, there is no one evidence backed system or EMR product that has been 
validated, endorsed, or even structured to communicate much less integrate data 
regarding the care of a child across aid organizations and longitudinally over time 
and changing locations. As a result, supervising entities such as UNHCR, UNICEF, 
and host Ministries of Health are trying to make crucial planning and logistic deci-
sions based on often incomplete or duplicated information. Two current systems 
used in UNHCR sponsored refugee settings for collection of broad demographic 
data as well as clinical information to shape early reporting and response are the 
Health Information System (HIS) and WHO’s Early Warning and Rapid Response 
Network (EWARN). Each represents a hybrid of paper documents initially that are 
later entered into electronic formats as the data leaves the basic field clinic 
environment.

 UNHCR Health Information System (HIS)

In 2005 UNHCR started a uniform system of collecting and reporting selected 
patient-encounter information within a refugee setting, known as a Health 
Information System (HIS) [4]. This documentation program allows for uniform 
daily collection and entry of data from each health care setting serving refugees, 
including information on numbers of patients seen, gender, age, type of encounter 
(new or follow-up), the general category of illness, the administration of vaccina-
tions, vitamins, as well as other disease and syndrome specific data. Usually, a stan-
dardized HIS form is tailored to the specific camp setting and population 
characteristics. It is meant to interface with the Early Warning Alert and Response 
Network (EWARN) [5] system to record the priority epidemic diseases encountered 
including the alert thresholds for those conditions or syndromes. The same case 
definitions for these key conditions are used by both EWARN and HIS for uniform 
reporting purposes. Although the system is evolving towards greater use of elec-
tronic medical record-keeping in most refugee settings, the data is still primarily 
gathered by hand at the primary health post setting on a standardized form that is 
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then entered daily and weekly into a proprietary data system for the camp at large. 
This allows for rapid analysis of information that permits monitoring trends such as 
disease incidence, current vaccination status and anticipated needs, and evaluation 
of health impact interventions which may then facilitate appropriate allocation of 
resources, and development of common guidelines tailored to the needs of each 
refugee setting.

One major challenge of HIS is how best to interface and collaborate with the host 
country’s Ministry of Health data collection process since national patients are often 
seen along with the refugee population at clinics within the camp. Cooperation, 
sharing of data, agreeing on minimum standards of care, and agreeing on when a 
“suspected” case of measles or cholera becomes a confirmed case are all issues to 
be resolved specific to each humanitarian emergency. With planning, agreed upon 
standardization of necessary data collection and cooperation at all levels, electronic 
record systems to capture this data can be well-suited to innovation going forward.

 Early Warning Alert and Response Network (EWARN) Approach 
in a Refugee Setting

In addition to HIS, another essential data collection system utilized in the earliest 
phase of a disaster is the Early Warning Alert and Response Network (EWARN), set 
up by the WHO in coordination with the host country and the health sector [5]. 
Designed to be set up and fully functional within the first 3 weeks of a disaster, 
EWARN provides the guidance and blueprint for early epidemic outbreak detection 
and coordinated response. This system provides for early and broad surveillance of 
previously identified sentinel diseases or syndromes at the field clinic level. Using 
daily and weekly standardized reporting, as well as training key refugee community 
leaders and CHWs to notify health personnel of any public health concerns or 
rumors of concern, serves to signal an early epidemic or clusters of similar health 
problems.

In the early stage of a humanitarian crisis, data collection at the field can be done 
as paper records and submitted quickly to head off the spread of epidemics espe-
cially dangerous to children. These would include diarrheal syndromes, measles, 
malaria, and meningitis among other highly contagious diseases.

Standardized case definitions of each category of reportable disease are created 
that are necessarily sensitive enough to include almost all of those affected by the 
priority diseases yet specific enough to be distinguishable from non-priority, self- 
limited diseases. For example, a case of suspected measles would be a patient with 
fever, a non-vesicular maculopapular rash, and one or more of the following find-
ings: conjunctivitis, cough, and/or coryza. Reporting channels have to be set up to 
allow for the swift transmission of information up the chain of command in order to 
launch an appropriate investigation and laboratory confirmation. Although the data 
collected on-site at the field clinic will likely be recorded on paper templates ini-
tially, the transmission and coordination with other reporting facilities are ideally 
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suited for electronic data methods, as was widely utilized in the early weeks of the 
Rohingya refugee crisis in Bangladesh in 2017, as just one example.

In addition to immediate (same day) notification of key health events, aggregate 
data should be collected weekly to indicate trends in presenting complaints of 
broader concern. There are minimum alert thresholds that are established for each 
disease or syndrome that will identify early potential outbreaks. For example, in the 
case of measles, acute flaccid paralysis, or suspected hemorrhagic fever syndrome 
only a single afflicted child is cause for concern and immediate reporting is neces-
sary. A review of the key diseases or syndromes and their case definitions targeted 
in the EWARN system are included in the WHO Guidelines [5].

 Considerations for Developing Electronic Health Records

The first rule of technology used in a business is that automation applied to an effi-
cient process will magnify the efficiency. The second is that automation applied to 
an inefficient operation will magnify the inefficiency. Bill Gates, Founder, Microsoft

In striving for efficiency and productivity, the authors dared to dream that no 
problem and no amount of chaos should exclude the systematic application of prac-
tical solutions when it comes to implementing electronic health record (EHR) sys-
tems in the refugee healthcare setting. Why should something that works reasonably 
well in modern medical practice not work so well in a low resource setting and with 
variable manpower? In fact, the compulsion should be that best practice should be 
brought to children and families in the most vulnerable setting as a priority and not 
a last resort. Mistakes in this scenario on the background of malnutrition and other 
vulnerability criteria (i.e., physical and psychological disabilities), with minimal 
diagnostic testing and monitoring facilities could lead to more serious conse-
quences. EHR can help avoid mistakes by providing a narrative for each patient, in 
chronological order that is easier to follow than barely legible or potentially dam-
aged paper records, which are more than likely to be in several different foreign 
languages.

A paperless system reduces the risk of data being lost, produces less paper waste, 
and reduces the need for secure storage of confidential medical records. After a 
destructive fire in Camp Moria in September 2020, there was much regret by the 
local asylum services that much of the information acquired had not been stored 
electronically. Many asylum cases were set back years as a result of this loss. As 
medical providers who kept scant records at least for the most vulnerable, such as 
those children on long-term epilepsy medication, there is a window of opportunity 
for the influence of medical advocacy.

In the author’s experiences, several systems were tried and tested from grassroots 
experiences in nearly 20 different locations in various camps which began during 
the 2015 European Migration Crisis. Families from different countries speaking a 
multitude of different languages and dialects meant an additional layer of complex-
ity in this scenario which necessitated simple, reliable, flexible systems that were 
easy to produce with minimal technology, inexpensive and transferable. 
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Consultations needed to be painstakingly translated into and documented in English. 
A clinician would have spent precious time and much effort in extracting this infor-
mation. Additionally, by offering predefined choices in the form of electronic drop- 
down menus, medical jargon can be avoided and the data becomes more standardized 
and measurable.

In our experience, one of the earliest drivers for recording systems was brought 
about by the need to identify gaps in childhood immunizations in refugee children. 
For many children from war-torn countries like Syria or Afghanistan, access to vac-
cines was limited and records were even more scarce. Without such a simple health-
care intervention and accurate documentation, many children were denied access to 
local educational facilities often shared with children from the host population. In 
this example, the power of a formal vaccination record card stamped and signed was 
self-evident. Indeed, the vaccination record became a passport for many children to 
start the next phase of their lives denied by years of war and conflict in their coun-
tries of origin by being able to join local schools (Fig. 18.4).

The benefits of such diligent and organized record-keeping are even greater in 
children with more complicated needs. Electronic recording systems can support 
caregivers’ decisions, communication between specialists, and improve patient 

Fig. 18.4 Sample WHO 
Immunization Record 
booklets which effectively 
served to certify that the 
refugee children were fully 
vaccinated and therefore fit 
to join host country 
schools
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outcomes [6]. Children and infants (especially those with special health care needs) 
are at higher risk than adults for medical errors and their consequences [7].

This is demonstrated in the management of a pair of 14-year-old twins with com-
plex needs learning to live with a range of new onset and progressive disabilities. 
Their parents had already lost one son to a deadly, as yet undiagnosed disease pro-
cess causing severe neuromuscular degeneration. They anguished about making the 
perilous journey by land towards Europe as they watched their children who were 
phenotypically normal at birth gradually started to develop serious symptoms 
including loss of vision and speech. The family’s treacherous journey, escaping war, 
and across rough terrains were undertaken to find a possible cure and to potentially 
try and save their children’s lives as well as hoping to prevent the disease in their 
youngest as yet unaffected child (Fig. 18.5).

Fig. 18.5 The case of twin boys, disabled by blindness, progressive muscular weakness, and fre-
quent seizures are an example of how chronologically organized electronic data played an impor-
tant role in helping their medical providers identify the cause of their mysterious and possibly fatal 
illness. The hope was to prevent the development of similar symptoms in their youngest and so far 
healthy little brother
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Initially, they started to become visually impaired; then developed weakness 
with loss of bladder and bowel control, spasticity in their limbs, and seizures neces-
sitating upward titration of their anti-epileptic medication. The growing pile of 
paper records was becoming harder to piece together and each volunteer clinician 
seemed to extract a gem of medical data to add to their story. Their health data 
(including digital images from scans) was collected and organized in chronological 
order, over a period of 2 years while direct care was being provided in a host country 
with its own healthcare limitations. In an electronic format, this data could have 
been shared with specialists across the world ultimately leading to a healthcare con-
ference being facilitated between multiple specialists across the world collaborating 
to elucidate a diagnosis.

The simplest form of an “e-record” could be in the form of a typed, spelling- 
checked document—which was little more than an electronic version of the “medi-
cal passport” booklet mentioned earlier. This simple start meant instant legibility 
(avoiding notorious physician “poor-handwriting” and language issues). If needed 
it could also be printed as hard copies or downloaded to encrypted memory sticks as 
a soft copy for parents or guardians to carry with them when consulting other pro-
viders. Additionally, if these were destroyed a secure cloud-based server could be 
accessed by the provider to make duplicates or to transfer information electronically 
to other healthcare providers wherever in the world the child and their family find 
themselves on their onward journey. This simple method had an important function 
of being able to be updated in an “offline” capacity and later be able to be synchro-
nized once Internet connectivity was available.

 Challenges in Using EHR in Field Medicine

The earliest considerations in terms of ambulatory care of patients will be likely to 
involve paper-based recording systems. Any system will struggle to be maintained 
when camp sizes increase, particularly when several thousand people are present. 
The irony of course is that if the initial hurdle of setting up a suitable system is 
overcome, the outcome in terms of the many advantages mentioned earlier will 
become automated and streamlined and allow the collection of measurable data.

The successful use of any electronic systems also depends on the availability of 
suitable hardware, software, and some Internet connectivity. In many countries, the 
use of EHR is still viewed with some skepticism where bureaucratic efficiency is 
gauged by how much paper workers have collected on their desks. In these situa-
tions, electronic systems would need to be used discreetly. The use of electronic 
tablets and smartphones might be akin to “spying” and could potentially lead to 
criminal charges. It is not unknown for volunteers to be charged with all sorts of 
offenses; the most serious could include violation of human rights and human traf-
ficking. One way to potentially overcome this if the data that is collected remains 
the property of the patient themselves or their guardians. They can then choose to 
share this with healthcare providers or legal representatives of their choice, as and 
when needed.
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In practice, giving patients access to EHR is not always easy due to language and 
technological barriers. Many would not have a suitable device and would identify 
with a more traditional hard copy of a medical report. Some host country asylum 
service systems for that matter are heavily bureaucratic and rely heavily on original 
paper copies ideally stamped with a multitude of colors that would be difficult to 
forge. These medical reports are much-needed for adding weight to their asylum 
procedures and the ultimate ticket to their freedom of passage.

Another consideration is the balance to be struck between being too prescriptive 
in record-keeping (structured data) compared to allowing a more free-flowing 
account on the records. There could potentially be a risk in lack of clarity with the 
former and the inability to measure outcomes and possible inability to analyze data 
at all with the latter! In practice, a large proportion of clinical data tends to be 
unstructured [8]. All data can be analyzed but the less organized it is, the more time- 
consuming and more costly this process can become. This could cause a significant 
administrative and financial burden on a small organization running on a tight bud-
get and result in no improvement at all to the care of individual children.

 Data Protection and Risk Management

Hand-held hard copies of patient records are easily damaged through liquid spills, 
burnt or lost. Lost or misplaced paper-based records can lead to a potential breach 
of patient confidentiality if these end up in the wrong hands. Arguably, these would 
more easily fail information governance criteria and be at risk of data breaches. 
Although encrypted devices and the world wide web with cloud-based storage have 
become increasingly more secure, advice given has been that nothing is 100% safe 
and beyond a persevering hacker. Ultimately it is the balance between improved 
patient care and the risk data following into the wrong hands; a risk that any health-
care provider will have to exercise careful consideration and due diligence over in 
terms of their preferences.

 Legal and Ethical Considerations

Medical record-keeping has become an essential standard in good medical practice 
recommendations by the General Medical Council (UK) [6]. Kim and Lehmann 
state that adoption of health information technology is a path to improved quality of 
patient care (effectiveness, safety, timeliness, patient-centeredness, efficiency, and 
equity) and has been promoted by the medical community [7]. In the developed 
world where technology has infiltrated all aspects of our lives from shopping to 
banking, medical licensing bodies have provided financial and legal incentives to 
promote wider use of EHR (and penalties in some cases when it is not used). The 
clinician’s accurate and contemporaneous note-keeping is almost as vital as their 
medical expertise, and one strongly encouraged by all medical indemnity lawyers.
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As projects become serious and some level of grant funding needs to be applied 
for, “proof of service delivery” can only be identified through rigorous record- 
keeping in some capacity. Ultimately, EHRs will improve caregivers’ decisions and 
patients’ outcomes and have become a core duty of modern medical practice.

However, application of these standards in other countries faces multiple chal-
lenges. For example, skepticism and concerns about data protection can exist among 
patients themselves who can have false beliefs that everything electronic will end up 
on “face” (i.e., Facebook and other social media platforms) and therefore in the 
hands of their pursuers. For some fleeing war and persecution, their lives may con-
ceivably be endangered if personal information such as their location ends up in the 
wrong hands.

A clear and pragmatic process of informed consent in practice helps us to over-
come most of these issues. One possible argument and one used by the author is the 
importance of EHR for patient safety. In particular, the importance of citing previ-
ously tried interventions and their therapeutic outcomes—especially in the case of 
adverse outcomes. Additionally, extremely vulnerable patients may not volunteer 
sensitive information at every single visit (such as disclosure of childhood sexual 
abuse or other psychological trauma). Children may have aggressive or violent fam-
ilies, raising safeguarding concerns necessitating meticulous documentation. 
Practitioners may judiciously choose where to see their patients based on this 
knowledge, for their own well-being and safety.

 The Ultimate Value of Electronic Records

As mentioned earlier, during the 2020 Covid-19 pandemic, an example of such 
information gathering and strategic action occurred in an overstretched camp on the 
Greek island of Lesvos where mathematical modeling had been done on the poten-
tial impact of the new coronavirus infection. The aggregate population at the time 
was about 18,000 refugees [8]. This illness, with its anticipated disruption in normal 
supply chains, could have had devastating consequences particularly on those with 
noncommunicable diseases receiving regular medication. This is a particularly vul-
nerable subgroup that would have been identified in the rest of the world as warrant-
ing “shielding.”

In one of the camps, a system of electronic recording of the patients being pro-
vided “refill” or “repeat” medications had already been implemented for pharma-
ceutical dispensing and monitoring. From this electronic data in the form of a 
spreadsheet, those receiving regular medication such as for epilepsy and asthma 
were identified as some of the most vulnerable people in the camp. With this infor-
mation many children and their families were identified and prioritized for immedi-
ate evacuation; a maneuver that could be considered lifesaving.

Despite the many daunting challenges to constructing a comprehensive and 
accessible electronic health records program for refugee care application, there is no 
question about the need and urgency for this to be prioritized. Currently, there is no 
uniform opinion on the goals or scope of such a system, much less agreement on the 
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specific platform to be used. Progress going forward will require building on the 
success of individual tested projects, learning from the lessons and limitations of 
prior experience, and developing a comprehensive and collaborative effort across 
governmental and non-governmental agencies. The critical requirement for better 
management of data and patient records, especially of children, will only accelerate 
as refugee numbers and needs vastly increase in the years ahead as has been fore-
casted. There is probably no greater need nor greater opportunity before us than the 
successful management of information to serve and to protect one of the most vul-
nerable populations in our world: migrant and displaced children.

Learning notes:

 – Do explain and obtain informed consent from the patient to make electronic 
records as they may be sensitive about who the information is shared.

 – Do consider an electronic system to avoid having storage issues for paper records 
which are most at risk of being misplaced, ending up in wrong hands, or 
destroyed.

 – Do choose software that has the ability to be used in an “offline” mode and be 
able to be synchronized at a later time when connectivity is available.

 – Do keep templates short with quick drop-down menu options to make it easier 
for consistency and provide for structured data collection without the use of 
medical jargon.

 – Do give clinicians protected time to complete medical data records.
 – Do consider portable hardware such as tablets or laptops that can be used at the 

bedside, as this has been shown to be time-saving for clinicians [9].
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19Pharmacy Setup and Management 
in the Humanitarian Context

Maria Filipa Pereira

 Introduction

Pharmaceutical services are an essential part of any medical operation, be it in 
emergency settings or regular health care services, or specifically for displaced pop-
ulations or communities, all around the world. From strategic setup, to logistics 
management and sound clinical use of drugs, any multidisciplinary team can benefit 
from knowing how these services operate.

In a field humanitarian project, pharmaceutical services are even more important 
and slightly more difficult to manage. In any high-income country, it is expected 
that one can procure any drug the same day the need arises (with few exceptions). 
On the contrary, when in middle- and low-income countries, where most displaced 
populations are found, there can be months without any drug supply and/or the 
medical cargo is stuck at borders. This will require managers to calculate all long- 
term drug and disposables needs as accurately as possible.

With displaced populations, there are frequently different needs according to 
which stage of migration they are in. It depends on where, geographically, they are 
passing by and where they are settling. The setting is considered to be an emergency 
whenever populations are still moving and a regular project setting when a dis-
placed population is settling—either to wait for asylum seeker status or to go back 
to their home country. Regardless of the type of disaster causing the population 
displacement, in regards to medical and pharmacy needs, the strategy and setup will 
often be the same.

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-74906-4_19&domain=pdf
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 Emergency vs Regular Settings and Different Specialty Programs

In an emergency setup the level of care should be directed to decreasing the mortal-
ity and morbidity of the populations. All pharmacy setups will be basic at this stage 
[1]. A particularly useful tool for any set up at this stage, and afterward, is the 
Interagency Emergency Health Kit (IEHK) [2]. For any emergency worldwide, 
organizations big or small should use standardized kits.

When the emergency state is over (and mortality and morbidity have decreased 
considerably), there is a transitional stage where the level of care goes from basic 
emergency care to more specialized activities. Usually, these activities tend to cover 
more vulnerable populations—such as women and children—and are intended to 
last for a longer period. These activities are often seen in refugee or Internally 
Displaced People (IDP) civilian camps. These might include services such as repro-
ductive healthcare (in recent years, sexual violence treatment kits and Post Exposure 
Prophylaxis (PEP) kits have become increasingly important and are included in 
projects that have very basic primary health care). There are also malnutrition treat-
ment centers, mental health clinics, laboratories, and HIV treatment centers. 
Likewise, to set up these services, drugs, and consumables can be chosen from 
standardized kits already available to purchase.

 Framework: Setting Up and Managing Pharmaceutical 
Services in the Field

In order to understand how a program’s pharmaceutical service works, including all 
its different activities, the following framework can help healthcare workers com-
fortably navigate this specific department in the field. Setting up a pharmacy and 
managing it properly is essential for any healthcare activity in the humanitarian 
context, mainly because it will reduce costs and will maintain a permanent stock of 
essential drugs and consumables thus optimizing the work of healthcare staff [3].

The logic behind a pharmacy setup and management is always the same, irre-
spective of its capacity, scope, or level of care in which it is running. The same tasks 
and strategies apply to any situation: someone should procure drugs, arrange for the 
necessary logistics, manage its stock and storage conditions, and promote rational 
use of those drugs.

The framework below can be used as a guide and checklist for monitoring and 
supervising any field pharmacy activities (Table 19.1).

 Procurement

 Essential Medicines List

The national essential medicines list, if available, should be used to guide procure-
ment for any medical activity. If the country does not have such a list, the WHO 
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essential medicines list will have all the references needed to set up any medical 
treatment center [4, 5]. It is useful to consider WHO’s list recommendations because 
most drugs included in these lists have generic formulations available which reduce 
costs. The drugs included in this list are selected based on standardized medical 
protocols. This in turn will simplify the process of procuring drugs and allow 
increased rational use of medicines with more limited treatment options.

 Emergency Health Kit

The IEHK is an incredibly good option for setting up a pharmacy at an emergency 
treatment facility. Even when procuring drugs independently, it will serve as a start-
ing point to strategize and decide what is going to be needed at any medical project. 
The kit (and its contents) is designed to allow treatment for up to 10,000 people for 
the most common diseases for 3 months. These readymade kits can be upscaled and 
tailored according to the needs of the population treated, and they are regularly 
updated. For example, this interagency basic kit was recently updated to include 
drugs for non-communicable diseases (NCDs).

The IEHK guide also features a resource section in which procurement agencies 
and organizations are mentioned. These options can be quite convenient, even when 
working in high-income country operations, as these institutions have international 
supply channels in place. However, to manage these activities for a longer period of 
time, drug consumption and disease trends need to be properly monitored, and pre-
made kits may no longer be appropriate.

 Drug Procurement

Regardless of the project phase, drug orders should be as restrictive as possible. 
Simplifying and reducing the number of medical protocols available should be the 
main goal. For instance, when purchasing drugs and medical consumables, the min-
imum essential doses, formulations, and sizes should suffice. For example, there is 

Procurement Logistics
Pharmacy

Management
Drug Clinical
Management

Table 19.1 Framework—pharmacy setup and management in the humanitarian field
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no point in having nasogastric tubes of all sizes when only one size can be used for 
neonates, one size for pediatric patients, and one size for adult patients. Rational 
consumption should always be a priority even at the purchase level. Furthermore, 
when purchasing the same drug with different strengths, only one pediatric and one 
adult strength should be considered (if possible). A simple example is ibuprofen: 
400 and 200 mg will allow for both a child and a young adult to be treated. If there 
is the need to increase the dose to 600 mg it can easily be done with these two dif-
ferent strengths without having to purchase it. Otherwise, unnecessary drugs will be 
rarely used, will expire, and will waste money.

 Drug Donations

Another common situation in the field is to have donated drugs in stock. Although 
sometimes extremely useful, they can be quite difficult to manage [6]. The intention 
of having standardized clinical procedures will be disrupted if the donated drugs are 
not the ones doctors are used to prescribing. Either the drugs will not be used and 
expire, or they can be wrongly used due to lack of knowledge or because the lan-
guage of the packaging is not understood. For example, in organizations where 
doctors rotate often there are several different prescribing trends. Doctors from one 
country will be accustomed to using a certain drug and doctors from another coun-
try will have another preference. This will make it exceedingly difficult to forecast 
all drug needs and will contribute to inconsistent use and unstable stocks. This was 
a very frequent issue in the current Greek camps. Due to proximity, European doc-
tors would come to the camps often but for short periods of time. This made the task 
of normalizing any drug order difficult and, ultimately, led to many unnecessary and 
different drugs for the same pathology in those pharmacies. Moreover, these drugs 
may be shipped under unstable conditions, which affects their quality. It is extremely 
difficult to test if a certain drug is still in good condition in the field, and adverse 
reactions or ineffective treatment are possible outcomes. One should always assess 
the risks of accepting donated medications.

 Counterfeit and Substandard Drugs

Another particularly sensitive topic regarding medication procurement is the exis-
tence of substandard and falsified medical products and drugs in the market. Local 
procurement should be avoided as much as possible when the operation is set in the 
middle- and low-income countries. The outcomes can be drastic with casualties 
reported in many countries [7]. It is plausible that patients will seek the cheapest 
treatment option, or that healthcare staff in charge of drug procurement will seek a 
readily available solution to supply any needed drug. However, surveillance and 
monitoring systems for these falsified products are not yet fully reliable, and one 
can come across this situation anywhere.
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 Logistics

 Infrastructure

The infrastructure of a field pharmacy should have some specific characteristics, 
although it is exceedingly rare that it will have all the necessary requirements in 
place unless it is built from scratch. Additionally, the type of pharmacy needed will 
depend on the nature of ongoing activities. The most common setups found in the 
field are Project Pharmacies (commonly called central project pharmacies), 
Hospital/Clinic Pharmacies, Ward Pharmacies, Drug Dispensaries, and, in cases 
where there are mobile operations, emergency bags and transportation boxes.

There is not any rigid and mandatory design for these pharmacies. However, 
there is usually the need to have a main pharmacy as the primary storage site. This 
main pharmacy will then supply all the end-user pharmacies and should have desig-
nated areas for its essential functions. The final design and organization should 
encompass the following areas: Stock Arrival and Departure (In/Out Movements), 
work station with office desk, cold chain fridge and freezer if the project needs it, 
safe places for controlled drugs, and drug storage shelves and pallets for bulky 
stock [3].

As an example, the schemes below represent two central project pharmacies. 
Scheme 19.1 is of a Central Pharmacy of a big project run by MSF for IDPs in South 
Sudan (Schemes 19.1) and Scheme 19.2 is of a small project in the Congo (DRC) to 
support refugees from Rwanda (Scheme 19.2). The South Sudanese project had 
been established for a long time and had many regular activities such as a HIV/TB 
program, laboratories, mental health services, and nutrition clinics. The Congolese 
project was much less specialized. Storage spaces are dependent on the size of the 
project and population treated and affect the complexity of pharmacy layouts. 
However, it is interesting to notice that all of them will have the same essential 
areas: work desks, cold chain system, In/Out movement pallets, controlled drugs’ 
locked cabinet and lots of shelves (grey rectangles) and pallets for bulky stock (blue 
squares).

 Storage Conditions and Organization

Irrespective of the size and setup, storage conditions, pharmacy layout, and organi-
zation will depend mainly on three factors: temperature, humidity, and secu-
rity/safety.

In an ideal situation, all pharmacies should maintain a temperature between 15 
and 25 °C, and humidity levels of around 50–60% [3]. However, this is extremely 
difficult to achieve in certain countries. The consequences of inadequate humidity 
and temperature control can include decreased drug effectiveness and drug deterio-
ration with the appearance of undetectable toxic metabolites. More fragile formula-
tions such as liquid oral formulations, solvents, and injectables in these imperfect 
conditions should be used with caution. As for tablets and external use drugs, though 
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slightly more resistant to inappropriate temperatures and humidity levels, they usu-
ally change color and consistency when they deteriorate.

Regarding security and safety, one should always look for ways to restrict access 
to pharmacies and to drugs, for several reasons, including theft, misuse, and inac-
curate stock control.

In the two pharmacy illustrations above, one can see that the organization of 
shelves and pallets considers temperature and humidity conditions. For example, in 
the South Sudanese pharmacy, all drugs are on the right side of the pharmacy where 
the lack of doors or windows allows for a more constant room temperature. 
Additionally, the left side of the pharmacy stored consumables and intravenous 
infusions which can be exposed to higher temperatures without deteriorating as eas-
ily. On the contrary, the Congolese pharmacy was not set up with those characteris-
tics mainly because the temperature was not a problem in that region, but the 
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humidity was a problem. Another consideration worth pointing out is that controlled 
drugs are close to the working desk/office space in both pharmacies.

As for shelves and/or pallet organization inside a pharmacy or cabinet, the most 
used methods are: by active ingredient, alphabetically ordered, organized by formu-
lation class, and arranged by security level. For example, diazepam is generally 
available in tablets and injectable form however because it is a benzodiazepine, it 
will be considered a controlled drug. For that matter, all diazepam will need to be 
locked in a cabinet or box, away from all other oral and injectable drugs, but still 
divided by its formulation class and alphabetically ordered. Another common way 
of organizing drugs is by pharmacological family. Although a possible organiza-
tional method, experience suggests that it works better in ward and clinic pharma-
cies that supply to end-users, as that is where prescribers will be working, and they 
usually understand the difference between categories.

 Cold Chain Products

Cold chain (CC) product management is a particularly important task in any project, 
and it entails a great level of responsibility from logisticians and pharmacy manag-
ers. CC product is the term used to refer to any medication or consumable (usually 
vaccines, rapid test reagents, insulins, antivenoms, etc.) that needs to be stored in 
colder temperatures, usually between 2 and 8 °C. (If there is a blood bank at project 
level, human blood needs to be stored at temperatures between 2 and 6 °C). A fridge, 
freezer, and temperature monitoring tools will be needed to set up a CC system. 
However, depending on where the project is located, or if there are mobile medical 
operations going on, a fridge will not be an option because there may not be any 
electricity available. In these cases, a passive cold chain should be arranged, which 
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is a vaccine carrier that has been conditioned with icepacks to maintain the required 
temperature for a few hours, and monitoring tools inside to track temperature [8].

 Water, Sanitation, and Hygiene (WASH) 
and Sterilization Procedures

WASH control measures and sterilization procedures are essential to any medical 
project. WASH allows for effective infection control, access to safe drinking water, 
proper sanitation, and overall hygiene and comfort of patients and staff [9]. At the 
pharmacy level, potable water is a concern when reconstituting an oral solution.

Regarding sterilization and disinfection procedures, even though they may not be 
carried out at the pharmacy level, it is the pharmacy manager who often must pro-
cure cleaning supplies. There are many options available according to the level of 
care provided and facility-specific infrastructures. There are varying protocols used 
by different organizations. However, methodologies tend to be the same. Autoclaves 
(including their hardware) and chemical detergents are the most common products 
procured by pharmacy managers in the field for WASH and sterilization activi-
ties [10].

 Waste Management: Drug/Device Disposal and Destruction

Health facilities produce potentially infectious and hazardous waste that needs to be 
managed properly. Pharmaceutical waste management should be handled as much 
as possible by local authorities. In the absence of such programs, there are protocols 
that could be implemented locally to destroy this waste. Even though there is no 
universal methodology guideline for medical waste disposal, the two most common 
types of procedures are incineration and encapsulation [11]. These will allow for the 
complete destruction of hazardous pharmaceutical waste and posterior disposal in 
proper landfills (encapsulation procedure). Logistically, the pharmacy’s responsibil-
ity will be to properly separate and store expired and deteriorated drugs and con-
sumables (pharmacies are crucial for this specific task). Also, sometimes it falls 
under the pharmacy’s responsibility to supply and collect safety boxes for sharps 
from wards and mobile clinics. The disposal of medical sharps and any potential 
infectious waste coming from the health facilities will follow similar protocols to 
pharmaceutical waste disposal, where incineration is the most used methodol-
ogy [12].
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 Pharmacy Management

 Forecasting of Needs

For medical operations to run smoothly it is essential to have proper needs forecast-
ing and proper follow-up of consumption. Accurate data gathering and data analysis 
are crucial, though often difficult to produce. Nevertheless, there are a few tools that 
could be put in place to track the entire path of a given drug within a project. 
Examples of this can be found in the IEHK annexes and MSF guidelines [2, 3]. 
Different tools include stock cards (and any software or excel spreadsheet an orga-
nization is using); consumption sheets; inventory sheets; and order sheets. Usually, 
in smaller operations, medical staff tend to dismiss these tools, but they are extremely 
useful and will help prevent any out-of-stock situation and spot any unusual trends 
in consumption that may indicate public health issues and other useful trends.

Consumption and order sheets will help to evaluate how the project’s clinical 
guidelines are being followed. When this information is cross-checked with medical 
records from the clinics and hospitals, a clearer picture of the population profile and 
their medical needs can be produced. Gathering and analyzing this data will allow 
for a pharmacy manager to forecast and prepare a coherent and cost-effective drug 
and consumables order.

 Reception of Medical Cargo

Receiving medical cargo is an exceedingly difficult task in some parts of the globe, 
and often one must charter proper transportation. Logistically, it can be difficult to 
receive the cargo and often there are legal constraints and clearance delays imposed 
by local health authorities. Frequently, medical cargo is quarantined at the country 
border causing considerable delays in cargo reception, which can disrupt all medi-
cal operations. Therefore, anticipating the project needs and accounting for setbacks 
and security stocks is crucial (Figs. 19.1 and 19.2).

 Stock Management and Inventory

Finally, managing the stock of any project pharmacy will probably be the most 
time-consuming task but the most essential one. Of all the mentioned tools, stock 
cards and inventories are by far the most important. The stock card usually has the 
drug or product and its strength and formulation type, all the movements in and out 
of the pharmacy, and the quantity counted when the inventory was performed. This 
will allow for a comparison between theoretical stocks and actual stocks. It will also 
help to identify any discrepancies, to where the products are going, how much is 
needed for security stock, how much is being consumed, and for what purpose the 
drugs are being used. Stock cards and inventories can help track expired items and 
spot deterioration in drugs.
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Given all these managerial activities and tools, something that should be set up 
straight away is a chronogram of all pharmacy activities. This helps with overall 
organization of the operation and helps the medical teams organize their 
monthly tasks.

 Drug Clinical Management

 Treatment Compliance

There are several reasons to promote rational use of drugs: judicious, careful choice 
of medications can help reduce pharmacy costs and improve efforts towards 
Antimicrobial Resistance (AMR) control.

There are a few common guidelines that can be applied in the field, that will 
allow medical teams to promote safe and rational use of medications and 

Figs. 19.1 and 19.2 Receiving medical cargo—Democratic Republic of Congo 2018
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consumables. For example, the use of injectable drugs should be limited. Some 
patients regard injectable treatments as the only ones strong enough to be effective, 
but the medical staff knows this is false. Different perceptions among certain popu-
lations can make this task difficult. Sometimes it is difficult to convince patients of 
a particular treatment procedure because it is against their cultural beliefs. Clinicians 
should make efforts to understand the cultural and social aspects of the treated pop-
ulations to better understand how to increase treatment adherence.

 Clinical Protocols and Preventing Drug Misuse

In order to increase the rational use of medications and reduce antimicrobial resis-
tance (AMR), it is important that clinicians respect approved treatment protocols. 
Failure to do so is harmful to patients, likely to impact pharmaceutical operations 
and planning, and leads to AMR. Medical and pharmacy directors should consider 
holding regular meetings to discuss antibiotic use with clinicians.

For example, the prescription in the figure below (Fig. 19.3) is considered by 
many an example of excessive empirical prescription. The patient was stable and 
afebrile. The prescriber decided to treat immediately for possible bacterial gastroen-
teritis and an intestinal parasitosis. In addition to potential adverse side effects for 
the patient, this decision might reduce the availability of these medications for 
patients who truly need them.

MSF clinical guidelines are available to help implement clinical protocols in a 
medical setting [13]. These can help to understand where weaknesses exist in ratio-
nal use of drugs.

 Antimicrobial Resistance

It is extremely important to tackle antimicrobial resistance (AMR) in all medical 
settings. Antimicrobial Stewardship (AMS) has been broadly implemented and 
frameworks have been proposed to decrease the rate at which bacteria are becoming 
resistant to existing antibiotics [14]. There are a few strategies aimed at reducing the 
burden of AMR that should be present in any field operation. These include 

Fig. 19.3 Prescription 
paper—South Sudan 2019
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diagnostics that identify causative bacteria, and indicate if said bacteria is resistant 
to certain antibiotics, as well as infection control and prevention measures (WASH 
activities are essential to achieving this), immunization coverage, and better educa-
tion on AMS among healthcare workers and patients [15].

 Traditional Healers and Common Drug Interactions

Traditional healers are often found in displaced communities. Although they are a 
very important pillar of any community, they may prescribe treatments that interact 
negatively with drugs prescribed in other clinics. Patients may fail to mention the 
traditional treatments. There are many known interactions between drugs and herbs. 
However, traditions differ geographically, and thus a comprehensive study of tradi-
tional healing practices in the project’s region is recommended.

 Conclusions and Useful Resources

Pharmacy operations can be daunting and complex in any part of the world. In the 
humanitarian field, there are increased difficulties and challenges. Standardization 
of protocols and procedures make pharmacy programs much easier to run and 
navigate.

Many useful resources can be stored on a phone, tablet, or laptop, and there is no 
longer the need to go to the field with heavy pharmacy books and notebooks. A few 
of the most useful resources and guidelines are mentioned throughout this chapter 
and can be found in the bibliography. WHO, MSF, Physician Colleges and 
Associations, and Pharmaceutical Councils all have available apps with useful, 
user-friendly resources, all of which result in increased efficiency and effectiveness 
in the field.
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20Working with Interpreters 
in a Humanitarian Setting

Christian Harkensee

 Introduction and Background

The oral translation of spoken language (interpretation) is a critical link in the 
humanitarian response. The response should be driven by the needs and preferences 
of the beneficiaries, and it can only do so if actors fully understand these needs and 
preferences in their cultural context on all levels. The humanitarian workers should 
do all they can to learn the language of the people they are working with as part of 
their preparation for deployment or “on the job” to reduce their reliance on the need 
for interpreters. Here we are focusing on how to best work with interpreters in the 
field in a humanitarian healthcare setting.

 Definitions

Interpreter: someone whose job is to change what someone else is saying into 
another language.

Translator: a person whose job is changing words, especially written words, into a 
different language.

Cultural Mediator: a person who can speak and interpret a language (perhaps not to 
the skill level of an interpreter), has deep insight into the cultural context of this 
language, and is able to communicate this to someone from another cultural 
background.

In this chapter, the focus is on interpretation in a humanitarian context, which 
may contain elements of translation and cultural mediation.

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-74906-4_20&domain=pdf
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 Types of Interpreters

In humanitarian settings there are mainly three types of interpreters. These include 
expatriates, which can be volunteers or professionals from overseas, often with 
good mastery of the language and sometimes a professional interpreter who may or 
may not have the same cultural background or insight into the culture. Secondly, 
these could be locally recruited interpreters from the host community; these might 
be host country citizens who learned the language or members of the diaspora living 
in the host country. Finally, interpreters could be volunteers (or professionals) from 
the refugee population itself; this is probably the most common situation in many 
settings.

The work of an interpreter or translator goes well beyond a technical translation of 
words into another language—they “interpret” the spoken or written word or text 
within a cultural context. This is why there is no single version of a particular interpre-
tation, and why interpretation is a skill and an art that takes training and experience to 
master. In the humanitarian setting, we seldom have the luxury of independent, pro-
fessional interpreters and translators—most commonly they are recruited from the 
refugee population itself or from the host country. This brings particular challenges.

 The Relationships Between Interpreters, Patients, 
and HealthCare Workers

In order to understand the potential ethical pitfalls, it is helpful to look at the barriers 
and the power imbalances in the triangular relationships between interpreters, 
patients, and healthcare workers.

Patients come to the healthcare worker with a health need. The patient depends 
on the services that the healthcare worker provides. If the healthcare worker is from 
a different culture and does not speak their language, this puts up an immediate bar-
rier—they cannot express their health concerns or needs, and they cannot be sure 
the healthcare worker understands their experience of health and illness.

The healthcare worker comes with the intention to help and understand the needs 
of the patient. Not understanding the culture and language puts a barrier between 
fully understanding and addressing the needs. Despite the lack of understanding, the 
healthcare worker is in a position of power. Healthcare workers usually rely on 
interpreters as a scarce resource and may not be in a position to judge their skill, 
training, and quality of interpretation.

The interpreter could find herself or himself in a conflicted position: Their lan-
guage skills put them in a privileged situation; they may control what information is 
interpreted, and how. This hierarchy may be conscious or sub/unconscious. 
Interpreters may also be subjected to harassment, bullying, and abuse for the posi-
tion they are in, by both patients and healthcare workers. There may be conflicts of 
loyalty, especially if they have personal relationships with patients. These could be 
enhanced by the status of interpreters—in particular, if they are formally paid rather 
than work as volunteers. Nonprofessional interpreters may have limited skill and 
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experience and may not understand fully their potential conflicts of interest, which 
could put them under stress and pressure.

 Ethical Principles of Interpreting in a Humanitarian Setting

Interpreters form part of a humanitarian team, and the same ethical principles that 
apply to all humanitarian actors should apply to them. Below are ethical principles 
specifically for humanitarian interpreters, adapted from the humanitarian principles 
of the International Committee of the Red Cross (ICRC) [1]:

• Humanity: The commitment and desire to assist without discrimination, prevent 
and alleviate suffering, protect life and health, promote mutual understanding, 
cooperation, and lasting peace among all people.

• Impartiality: An obligation to serve both parties in the encounter, not to seek any 
advantage from their position or knowledge they gain from their work, and not to 
exercise power/influence over their listeners. Interpreters should be in a position 
to reject/end assignments if they feel their impartiality is breached.

• Neutrality: Interpret what is “factually” said, separating this from the interpret-
er’s own opinion about what is said.

• Accuracy: Interpreting as accurately as possible the words, but also the intention/
context of what is being said.

• Transparency: There should be full transparency in any encounter between the 
patient, healthcare professional, and interpreter. There should be no untranslated 
“side conversations” between patient/interpreter or healthcare worker/interpreter.

• Confidentiality: All conversations are kept confidential and their content must 
not be shared without the explicit, informed, voluntary consent of all parties 
involved.

• Respect: Respect for culture and customs, nondiscrimination, tolerance, and 
compassion for both the patient and healthcare worker. Likewise, the interpreter 
has a right to expect the same towards him from the healthcare worker and the 
patient.

 Practical Tips for Working with Interpreters

How healthcare workers can make the most out of working with interpreters:

• Explain to the interpreter that the way they translate the communication, and 
how they listen to the patient’s concerns are crucial for building trust and creat-
ing an atmosphere of well-being. In this sense, the interpreter is very much an 
essential part of the team rather than simply providing a service.

• Before the interaction begins, make sure to introduce the interpreter as a profes-
sional (perhaps stating the organization they work for), who has agreed to respect 
the patient’s privacy and confidentiality.
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• Try to provide as much confidentiality as possible—recognize the limitations to 
do so in a busy crowded clinic.

• Cultural awareness: Ask the patient at the beginning of consultation if he/she is 
comfortable with the interpreter—consider gender roles (e.g., a woman with a 
male doctor and a male interpreter—consider getting a female chaperone). It is 
sometimes necessary that the interpreter needs to leave the room (or draw a cur-
tain) when examining women. However, make sure the patient knows they can 
ask questions and give feedback during the exam. Communicate this clearly.

• Face the patient, and talk to the patient directly, not the interpreter. Position the 
interpreter to your side, which makes it easier to maintain eye contact with the 
patient while making sure the interpreter can hear you clearly.

• Break it down—talk for no more than 2–3 sentences or 10–15 s, to allow the 
interpreter to interpret timely, and not to omit important information. Allow the 
interpreter to finish interpreting before speaking.

• Do not allow for “side conversations”—i.e., untranslated communication 
between both yourself and the interpreter in a language the patient does not 
understand, or likewise between the interpreter and the patient that you do not 
understand.

• Do not allow the interpreter to answer questions on the patient’s behalf; inquire 
if an interpretation is longer or shorter than expected. Likewise, do not let the 
interpreter ask questions on your behalf to the patient.

• Be aware of social and family dynamics in the encounter. Parents tend to inter-
pret how their child feels and some expect their child to be silent. On the other 
hand, children often learn a new language quicker than their parents and become 
their interpreters, but may not fully understand what they are asked to interpret. 
If the child is a teenager, the interpreter should be encouraged to speak with the 
teenager directly. However, this may be difficult for both the parent and the 
teenager, and the notion of speaking with the teenager in the absence of the par-
ent will not be tolerated by some parents. When discussing consent for major 
treatments (e.g., surgery) be aware that it may not necessarily be the parents but 
another person (e.g., community leader) who would have to be consulted.

• Most volunteer interpreters do not have a medical background. Ensure that your 
language is simple and understandable. Explain terminology and concepts to the 
interpreter if requested. Keep in mind that some medical questions may be 
embarrassing for both the patient and the interpreter to ask or answer. Make sure 
you are getting the full information you need.

• Ask the interpreter for clarification of cultural concepts and differences if 
necessary.

Lost in Translation!
One editor’s fondest memories of language misinterpretation comes from her 
experience working in a children’s hospital in the US with refugees from 
Laos. She had been stopping in to chat with a Lao boy each day although he 
was not her patient. He was usually alone. His father was working and his 
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 Training, Education, and Ongoing Support for Interpreters

It is important for interpreters not only to have language skills but also to follow a 
set of basic ethical principles of interpreting in a humanitarian setting, as outlined 
above. This can be achieved through a structured education program that should 
encompass the following elements:

• Orientation or induction training, including understanding and applying the ethi-
cal principles of interpreting in a humanitarian setting, and training on the goals 
and principles of the organization they are working with

• Regular language and interpreting training, including medical terminology
• Sessions about cultural awareness
• Regular feedback and appraisal; ongoing education and support

Furthermore, organizations working with interpreters have a moral duty to sup-
port the well-being of interpreters. This should include adequate working condi-
tions—adequate working hours, breaks, and off-days, and supporting interpreters 
in upholding ethical principles. The workplace should nurture a culture of respect 
and support, making a clear stance against any form of discrimination, bullying, 
harassment, and racism. Interpreters should be provided with adequate supervi-
sion, of both day-to-day supervision and exploration of professional development 
opportunities as well. As interpreters are exposed to many traumatizing conversa-
tions, they should have regular debriefings and mental health support, as dis-
cussed below.

How to care for the well-being of interpreters:

• Be aware of the standing of your interpreter in the community—they may be in 
a vulnerable position.

• Briefing with your interpreter before consultation: Emphasize the ethical ground 
rules (e.g., no side conversations) and encourage the interpreter to voice if you 
speak too fast, too long, not clear enough, or if they feel uncomfortable or 
exhausted. Encourage the interpreter to voice any concerns that may arise for 
them during the consultation.

mother had several other children to care for. Late one day a nurse came to the 
doctor’s office to say that he had been crying for an hour. The doctor went to 
his room and he told her that he had not eaten, “Bo kin khao, bo kin khao” (I 
have not eaten). She asked the nurse if he had received his dinner. She said he 
had eaten everything on the tray. She asked if there was rice in the meal. She 
said no. Traditionally, most Lao do not regard a meal as a true meal unless it 
contains rice. Rice is so important that “kin khao” (eat rice) is also the phrase 
for a meal. This child was crying because he had not received rice. The doctor 
called the hospital kitchen. They had closed. So she called her husband who 
made a batch of rice and brought it to the boy. He was all smiles!
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• Some interpreters may find it uncomfortable to witness a medical examination or 
procedures—allow them to leave the room or turn their back if they prefer.

• Check with your interpreter beforehand to gauge how comfortable they feel 
about translating questions that can be sensitive for the patient and to the inter-
preter. Respect if they do not want to interpret those (and ask for another inter-
preter who may).

• Debriefing after the consultation—check in with them if they are ok, and ask for 
feedback if there is anything you can do to make their work easier. Asking them 
for their views and perceptions about the consultation is a great learning oppor-
tunity in cultural understanding.

• Ensure interpreters get regular breaks. If you feel physically or emotionally 
exhausted, so do they. Check on their well-being regularly, show kindness and 
compassion, and allow for breaks, food, and drink.

• Inform interpreters where they can find psychological support if needed.
• Maintain a professional distance: Interpreters are often the closest link that 

healthcare workers will have with the community they work for. They will 
become friends, confidants, and often companions for healthcare workers. 
However, there remains an imbalance of power (especially if the interpreter is a 
volunteer from the community), which makes the interpreter vulnerable as long 
as the working relationship persists. It would be best to keep a professional dis-
tance to protect both the integrity of the interpreter and the healthcare worker.

Tips for Interpreters to Enhance Their Skills
Skills practice:

Use short articles from magazines or newspapers to translate directly into 
spoken word. Practice in front of a mirror or to another person. Practice 
reading a paragraph and then translate a summary or paraphrasing of the 
content directly into spoken language.

Memory training: Ask someone to read to you a text (initially for 1  min, 
increase to 3  min) and then write down the entire text from memory. 
Compare to the original and spot your gaps. Identify your patterns of atten-
tive/inattentive listening and memory gaps. Practice this at regular inter-
vals. Start with same language, then do this with the translated language, 
back and forth.

Practice speed, tone voice, and confidence: Record a short text, e.g., a radio 
program. Verbally translate and record your translation. Listen to this and 
identify any deficiencies (e.g., intonation, diction, clarity, sounds of hesita-
tion or nervousness). Learn to like your own voice—this will give you 
confidence and enjoyment.

Taking notes:
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Taking notes during consecutive interpretation will help you to retain infor-
mation more accurately and complete, especially if feeling tired.

Provides a way of paraphrasing and checking accuracy of the information 
with both the patient and the healthcare worker.

Note names, dates, figures, facts, descriptions, or other detailed information.
Purpose of the notes is to serve as an “aide memoir” for reading, not as written 

documentation.
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21Food and Nutrition Survey

Christine Fernandes and Minh Tram Le

 Introduction

Nutrition assessment provides timely and evidence-based information for setting 
targets, planning, monitoring, and evaluating programs aimed at reducing the bur-
den of malnutrition in a population and providing access to treatment for children 
and women in need. It is also a way to determine whether people’s nutritional needs 
are effectively being met once the program has started. In emergencies and in refu-
gee or migrant settings, food and nutrition securities are often first to be impacted 
and severely threatened. Urgent actions are often required to save lives and ensure 
that all members of the community have access to adequate food, taking into con-
sideration the additional needs of vulnerable people. Children and women are more 
at risk of malnutrition and its complications, and thus need urgent screening and 
nutritional rehabilitation. The nutrition situation will often determine the mecha-
nisms for food assistance (in-kind, cash-based interventions, etc.) and the feasibility 
of selective feeding and therapeutic programs.

 Rapid Nutrition Assessments and Coordination

As early as possible after the onset of the emergency, a primary assessment will take 
place to collect general information on the affected population (demographic data, 
vulnerabilities, number of children under five, pregnant and lactating women, etc.), 
as well as the immediate and urgent basic needs (access to food and water, clothing 
and shoes, shelter, etc.), and will help to make quick decisions in terms of 
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programming. At this stage, it is important to include selected key nutrition questions 
in rapid multi- sectoral assessments, which will help collect useful information that 
will depict the nutritional situation. This first analysis coupled with an analysis of the 
situation before the emergency (if possible) will help rate the severity level of the 
population’s nutritional status and shape the emergency response in terms of existing 
risks and vulnerabilities. This initial assessment and analysis will also help decide 
whether a more in-depth nutrition assessment is required, should the risk be high.

In refugee camps, the planning, organization, and implementation of rapid multi- 
sectoral assessments are led by the sector coordinator or manager, to ensure that 
duplication does not happen, and resources are adequately shared and used between 
agencies. Each organization will contribute to the assessment by bringing expertise, 
human resources (e.g., community workers, nutrition specialists), and equipment 
(e.g., vehicles, measuring boards) for the assessments. Final findings and reports 
will be owned and signed off by the coordination group or sector cluster. In most of 
the cases, a UN agency and/or ministry is designated as lead. Globally, UNICEF is 
the cluster lead agency (CLA) for nutrition and works in collaboration with other 
stakeholders present on the ground. The lead agency ensures emergency response 
coordination with other agencies, to minimize overlap in humanitarian assistance 
and optimize the use of resources, often scarce during emergencies. In refugee set-
tings, UNHCR is often the lead agency and coordinates with all stakeholders to 
ensure the same. In situations where no specific lead is appointed or present, a local 
or international organization can take the lead to ensure coordination and collabora-
tion are in place during the emergency response. If UNICEF or UNHCR is not pres-
ent in an emergency the cluster lead can be any inter-agency standing committee 
(IASC) member, provided it has the resources, expertise, and is accountable to ful-
fill the duties required of a CLA, described in the Global Nutrition Cluster Handbook 
2013 and the Nutrition Cluster Coordination Toolkit [1].

The type of emergency and context will determine the indicators to be collected 
during the rapid assessment and the type of survey that will be used. For example, 
in the Greek island of Lesvos in 2015 during the European refugee and migrant 
crisis, it was quickly decided that a rapid assessment should take place to collect 
indicators relating to Infant and Young Child Feeding practices which were identi-
fied as an immediate emergency and threat for the youngest children. An assessment 
of the nutritional status of the population to determine the prevalence of stunting 
and wasting was not deemed a priority in the first phase, but rather in response to 
information collected on the ground in the early days of the response and secondary 
information from people arriving in these camps from many different backgrounds.

Key considerations during these nutrition assessments are to ensure that a stan-
dardized and agreed-upon method will be used, to ensure high-quality data and 
results. These types of assessments are usually expensive to carry out and happen 
only once in a year in refugee settings. Proper expertise and training are needed, for 
example, for enumerators to properly understand the questionnaires and goals of 
each question, to make sure the findings can respond to initial questions and indica-
tors (e.g., IYCF assessments), and to get accurate and precise measurements in child 
anthropometric assessments (temperature, weight, height, MUAC, etc.). A lack of 
accuracy can lead to an incorrect interpretation of the nutritional situation and 
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invalid findings of the nutrition survey. The inter-agency standing committee (IASC) 
has developed tools and gathered information on Multi-sector Initial Rapid 
Assessment (MIRA) that can be useful and quickly adaptable to the context of 
emergencies. For a rapid nutrition survey, the SMART methodology has also been 
adapted to a more simplified version using MUAC measurements only, provided a 
number of criteria are gathered and a more comprehensive (and accurate) survey 
cannot be conducted [2]. If resources do not exist for this level of technical nutrition 
surveys, a simple transect walk, key informant interviews, or focus group discus-
sions can be implemented. However, all nutrition enumerators must be efficiently 
trained prior to any type of nutrition assessment.

Other key considerations during the roll-out of a nutrition survey are to set up a 
referral system if not in place (i.e., when a child is detected with severe acute mal-
nutrition and will need a higher level of care). Also, remember that the population 
must give their informed consent before being questioned. Finally, the meaningful, 
ethical use of data collected must be agreed-upon, and the methodology must 
respect recognized standards in order to be statistically representative of the 
population.

 Nutrition Programs to Prevent and Treat Child Malnutrition

Children detected with acute malnutrition need urgent life-saving treatment. In refu-
gee settings, the most common approach is to use the Community-based manage-
ment of acute malnutrition (CMAM) protocol where community health workers are 
trained in early detection to recognize cases and refer them to the nearest health 
centers. Consider recruiting people from the affected population who meet the 
requirements and can receive quick training. This will help empower the commu-
nity in need and minimize the gaps due to cultural and language differences. It is 
likely that some are already trained health workers, and willing to support their 
communities while earning an income during this situation. This is the case in the 
Rohingyas’ settlement in Cox’s Bazar, where many community workers are from 
the Rohingya communities, and often the only ones able to speak the same language 
as mothers and caregivers.

While RUTF is often the preferred choice for the treatment of acute malnutrition, 
it is important that adequate supplementary foods (ideally local foods) are provided 
in the camps for the rest of the population and children at risk of undernutrition. The 
food distributed should be selected based on the nutritional needs and the cultural 
choice of the population. An acceptable food basket is critical to maintaining the 
nutritional status of the affected people and ensuring that the service provided ful-
fills its primary objective. In some crises, the food provided was deemed inappropri-
ate or inedible by the population and was given to livestock instead. To avoid this, 
key considerations for the design of an appropriate food basket are:

• Cultural preferences of the population vs availability in local markets. This can 
be assessed during the initial survey, or while the distribution is taking place as a 
readjustment measure.

21 Food and Nutrition Survey



292

• The demographic profile of the population: pregnant and lactating women, peo-
ple with disabilities, elderly, and children between 6 and 24 months have special 
dietary needs that must be considered when developing the program.

• The context: climatic conditions, level of activity of the population (e.g., how far 
do they have to walk each day on average).

• If people are fully dependent on food assistance, 2100 calories per person per 
day should be provided (including 10–12% protein, 17% fat, and micronutri-
ents). If people also have access to other sources of food, the basket will aim at 
providing a top-up ration and should be designed accordingly.

• An example of a food basket could be: a staple such as wheat flour or rice; lentils, 
chickpeas, or other pulses; vegetable oil (fortified with vitamin A and D); sugar; 
and iodized salt.

Indiscriminate distribution of infant formula, milk powder, and commercial baby 
foods is discouraged in food baskets and any time during emergencies as stipulated 
under the international code of marketing of breastmilk substitutes, because of the 
likelihood to displace breastfeeding practices and increase potential physical harms 
to infants when clean water, fuel, and other resources are limited for hygienic prepa-
ration [3]. Nutrition support for non-breastfed infants must be in accordance with 
global guidelines and administered by staff trained in Infant Feeding in Emergencies 
and Breast Milk Substitute (BMS) Programming [3, 4].

Often, a supplementary ration of food will be given to the most vulnerable 
groups such as small children and pregnant and lactating women, aimed at provid-
ing the additional nutritional needs required during these periods of life. Based on 
initial assessments and in order to prevent a worsening of the nutritional status of 
the population, a list of the most vulnerable individuals within a population should 
be developed to ensure that additional support will be provided.

Mother and baby areas can be set up in refugee and migrant camps to protect, 
promote, and support infant and young child feeding practices. These safe spaces 
are designed in a way where mothers and their babies can come on a daily basis and 
receive targeted or group nutrition counseling, take the time to play and feed their 
babies (especially important in a context where privacy is an issue), meet with other 
caregivers of young children, and rest when needed. Nutrition workers are present 
in the space to provide necessary support to caregivers and their babies, and refer 
them to other services if relevant. These spaces provide specialized support on 
breastfeeding and optimal complementary feeding for infants and young children, 
and contribute to the prevention of malnutrition. These spaces were seen in refugee 
camps across Europe, Turkey, and Iraq in 2015 during the European refugee and 
migrant crisis and are also included in some hospitals as part of the Baby-friendly 
Hospital Initiative [5].

Overall, it is critical to have a thorough understanding of the causes and com-
plexities of malnutrition to provide appropriate solutions for affected persons, pri-
marily PLWs and children under 5  years. Comprehensive services require a 
multi-sectoral lens to address the material, physical, and behavioral components of 
acute, chronic malnutrition, and micronutrient deficiencies. This is especially 
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important in the first 1000 days of life when the cycle of malnutrition can be broken. 
Therefore, accurate nutrition assessments and high-quality coordination of food and 
nutrition interventions are important to ensure a timely and appropriate nutrition 
response, critically in humanitarian contexts, such as refugees and migrants, due to 
the increased vulnerabilities of the population [6]. Providing treatment and other 
evidence-based interventions and best practices for the malnourished must also 
offer sustainable solutions to both the immediate and long-term consequences of 
malnutrition, to appropriately reduce morbidity and mortality rates around the world.
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22Nutrient Deficiencies

Christine Fernandes and Minh Tram Le

 Introduction

Often referred to as vitamins and minerals, micronutrients are vital to healthy devel-
opment, disease prevention, and overall well-being. Only a very small amount is 
required daily, but micronutrients must be derived from the diet as the body does not 
produce them. Deficiencies in micronutrients such as iron, iodine, vitamin A, folate, 
and zinc can have devastating consequences. In 2019, at least half of children 
younger than 5  years of age worldwide suffered from vitamin and mineral 
deficiencies.

During an emergency, micronutrient deficiencies can easily develop or deterio-
rate due to loss of livelihoods and food crops, interruption of food supplies, increase 
in food prices, increases in diarrheal diseases or infectious diseases resulting in 
malabsorption and nutrient losses. For these reasons, it is essential to ensure that the 
micronutrient needs of people affected by a disaster are adequately met. To do so, it 
is critical that general food aid rations are adequate and well-balanced to meet daily 
nutrition needs, and that their distribution is regular and in sufficient quantities to 
cover the population’s needs [1]. Commonly seen is the provision of foods fortified 
with micronutrients such as corn-soya blend, biscuits, vegetable oil enriched with 
vitamin A, and iodized salt. Those are usually provided as part of food rations dur-
ing emergencies to prevent micronutrient deficiencies, but fortified foods can also 
be found in local markets.

Parts of the population may be more vulnerable to micronutrient deficiencies and 
will need additional supplementation, such as pregnant and lactating women and 
children under the age of 5. Iron and folic acid should be supplied to pregnant and 

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-74906-4_22&domain=pdf
https://doi.org/10.1007/978-3-030-74906-4_22#DOI
mailto:christine.fernandes@savethechildren.org


296

lactating women. Micronutrient supplements are often distributed to pregnant 
women and should be given until the emergency is over and access to nutrient-rich 
foods restored. Vitamin A supplements should be given to young children and post-
partum mothers, according to existing recommendations.

As the diagnosis of one or more micronutrient deficiencies requires the integra-
tion of clinical, nutritional, and biochemical data, it is important to be able to recog-
nize the clinical signs of deficiencies especially when working in a refugee camp. 
The diseases to look for are described in Table 22.1, and some common deficiencies 
are further detailed thereafter:

 Iron Deficiency Anemia

Iron is an essential mineral, needed for motor and cognitive development. Iron defi-
ciency is the most common and widespread nutritional disorder in the world and 
affects many children, adolescents, and women in developing countries [2]. Anemia 
during pregnancy increases the risk of maternal and perinatal mortality and low 
birth weight; therefore, women should be systematically screened during their pre-
natal consultation. Anemia can be due to inadequate diet, trauma involving blood 
loss, childbirth, chronic diseases, or parasite infection such as hookworm, schisto-
somiasis, or tuberculosis.

Clinical signs of anemia can be fatigue, faintness, headache, and susceptibility to 
infections. The child can look very pale, especially in the conjunctiva, tongue, palms 
of the hands, and fingernails.

WHO has developed a comprehensive package of public health measures 
addressing all aspects of iron deficiency anemia. This package can be implemented 
in camps when the population is known to have a high prevalence of iron deficiency 
and includes the following elements:

• Dietary diversification including iron-rich foods, food fortification, and iron 
supplementation.

• Control infection through immunizations and programs addressing malaria, 
hookworm, and schistosomiasis.

• Improve the nutritional status of the population with focus on the most vulnera-
ble, including the prevention of other nutritional deficiencies such as vitamin 
B12, folate, and vitamin A.

Foods that are rich in iron include: meat (especially red meat), fortified cereals, 
iron-fortified blended foods, dark leafy greens, eggs, cashew nuts, and lentils, and 
should be prioritized if available and culturally acceptable.
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Table 22.1 Micronutrient deficiency diseases

Common disorders/
diseases

Deficient 
nutrient

Treatment/
prophylaxis/
requirements

Food recommendations 
(should be local, affordable, 
and culturally acceptable)

Anemia, low birth weight, 
increased maternal and 
infant mortality

Iron Iron deficiency 
anemia: 3–6 mg/
kg/day of 
elemental iron for 
2–4 months

Meat (lean beef, chicken, liver) 
beans, lentils, spinach, fortified 
cereals and breads, seeds and 
nuts, dried fruits

Xerophthalmia, night 
blindness, 
immunosuppression

Vitamin A Prophylaxis:
6–11 months: 
100,000 IU single 
dose
12–59 months: 
200,000 IU every 
4–6 months

Dark green leafy vegetables 
(spinach, kale, lettuce); orange 
and yellow fruits and 
vegetables (sweet potatoes, 
butternut squash, apricots, 
pumpkin), broccoli, liver

Iodine deficiency 
disorders, goiter, high risk 
of stillbirth, infant 
mortality, birth defects

Iodine Daily 
requirements:
0–6 months: 90 μg/
day
7–12 months: 
110 μg/day
1–8 years: 90 μg/
day
9–13 years: 
120 μg/day
14–18+ years: 
150 μg/day
Pregnant women: 
220 μg/day
Breastfeeding 
women: 270 μg/
day

Fish (especially cod), shrimp, 
canned tuna, seaweed, milk, 
yogurt, iodized salt

Beriberi Thiamine Daily 
requirements:
<1 year: 0.3 mg/
day
1–3 years: 0.5 mg/
day
4–6 years: 0.7 mg/
day
7–9 years: 0.9 mg/
day
Male 10–19 years: 
1–1.2 mg/day
Female 
10–19 years: 
0.9–1.0 mg/day

Meat, fish, beans, peas, 
asparagus, seeds

Pellagra Niacin 100–300 mg/day Beef, chicken, pork, fish, 
peanuts, brown rice

(continued)
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Table 22.1 (continued)

Common disorders/
diseases

Deficient 
nutrient

Treatment/
prophylaxis/
requirements

Food recommendations 
(should be local, affordable, 
and culturally acceptable)

Scurvy Vitamin C Daily 
requirements:
0–6 months: 
40 mg/day
7–12 months: 
50 mg/day
1–3 years: 15 mg/
day
4–8 years: 25 mg
9–13 years: 45 mg
Male 14–18 years: 
75 mg
Female 
14–18 years: 
65 mg

Guava, sweet peppers, 
broccoli, kale, kiwis, oranges, 
tomatoes, papaya, strawberries

Ariboflavinosis Riboflavin Daily 
requirements:
0–6 months: 
0.3 mg/day
7–12 months: 
0.4 mg
1–3 years: 0.5 mg/
day
4–8 years: 0.6 mg/
day
9–13 years: 
0.9 mg/day
Male 14–18 years: 
1.3 mg/day
Female 
14–18 years: 
1.0 mg/day

Meat (beef, turkey), soybeans, 
spinach, almonds, eggs, 
yogurt, mushrooms, asparagus

Rickets, osteoporosis Vitamin D Prophylaxis:
0–48 months: 
400 IU/day
Consider 
prophylaxis for 
breastfeeding 
mothers

Oily fish, fortified milk, 
yogurt, red meat, egg yolks, 
fortified cereals, liver, 
mushrooms

(continued)
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 Iodine Deficiency

Iodine is taken from the diet and is used by the body to produce thyroid hor-
mones. Iodine is one of the most important minerals required by a fetus for brain 
and cognitive development. The lack of iodine can result in goiter, physical 
deformities, and reduced mental and physical development. Iodine deficiency 
disorders during pregnancy can lead to increased risk of perinatal and neonatal 
mortality.

Clinical signs of iodine deficiency disorders can be assessed by looking or pal-
pating for the presence of a goiter, or testing urine or blood.

To prevent iodine deficiency, it is recommended to use iodized salt. Iodized salt 
fortification is one of the most successful and cheapest nutrition interventions. 
Today, it is estimated that 71% of households globally have access to iodized salt. 
In refugee camps, it is recommended to ensure the use and distribution of forti-
fied salt.

 Vitamin A

Vitamin A deficiency is a public health problem in more than half of all countries, 
mostly in Africa and South-East Asia. It affects the youngest children and pregnant 
women in low-income countries. Vitamin A is necessary for vision (especially at 
night), growth and development, and strong immune systems. Deficiencies in vita-
min A can lead to blindness and death from infections, such as death from measles 
in malnourished children (hence, it is useful to combine the measles vaccination 
with a single dose of vitamin A). In pregnant women, vitamin A deficiencies mostly 

Table 22.1 (continued)

Common disorders/
diseases

Deficient 
nutrient

Treatment/
prophylaxis/
requirements

Food recommendations 
(should be local, affordable, 
and culturally acceptable)

Pregnancy complications, 
impaired growth 
(stunting), genetic 
disorders

Zinc Daily 
requirements:
0–6 months: 2 mg/
day
7–12 months: 3 mg
1–3 years: 3 mg/
day
4–8 years: 5 mg/
day
9–13 years: 8 mg/
day
Male 14–18 years: 
11 mg/day
Female 
14–18 years: 9 mg/
day

Beef, chicken, shellfish 
(oysters, crab, shrimp, lobster), 
beans, nuts, seeds, egg yolk, 
oats, brown rice
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occur during the last trimester and can also cause night blindness, as well as 
increased risk of maternal mortality.

Clinical signs of deficiency in vitamin A can be seen in the eyes, as xerophthal-
mia. To confirm the deficiency, a blood sample is necessary.

Because it can reduce child mortality by 23%, WHO recommends the supple-
mentation in vitamin A of children aged from 6 to 59 months twice in a year, using 
health system contacts or other public health programs when possible (e.g., polio 
or measles national immunization days) [3]. The administration of vitamin A 
should be recorded on the child’s health card and the caregiver should be informed. 
For children enrolled in nutrition programs (e.g., CMAM), vitamin A is often 
administered at inpatient or outpatient settings. Recommended dosage is 
100,000 IU once for children aged 6–11 months, and 200,000 IU every 4–6 months 
for children aged 12–59 months. Proper infant feeding practices have shown highly 
effective interventions in combating vitamin A deficiencies and reducing child 
mortality. Combined nutrition interventions include breastfeeding and vitamin A 
supplementation, coupled with vitamin A-rich diets and food fortification. Breast 
milk is also a natural source of vitamin A for infants and young children. Good 
sources of vitamin A include liver and some fish, palm oil, carrots, and yellow 
maize. Vitamin A is also found in fortified blended foods and is often given to 
children in capsules.

 Vitamin D

Vitamin D builds healthy bones and helps the immune system resist bacteria and 
viruses. Deficiencies in this vitamin can therefore cause bone diseases, including 
rickets in children and osteomalacia in adults. Newborn infants are at an elevated 
risk of vitamin D deficiency and thus must have a vitamin D supplement if exclu-
sively breastfeeding. Recommendations for vitamin D intakes in infancy are typi-
cally 5–10 μg daily.

Very few foods naturally have vitamin D, but it can be found in fortified foods 
such as fish, cheese, eggs, mushrooms, and milk. The body also makes vitamin D 
when the skin is directly exposed to the sun, and most people meet at least some of 
their vitamin D needs this way.

 Zinc

Zinc is a mineral that promotes immunity, resistance to infection, and proper growth 
and development of the nervous system. 17.3% of the global population is at risk for 
zinc deficiency due to dietary inadequacy, though up to 30% of people are at risk in 
some regions of the world [4].
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Supplementation with zinc reduces the incidence of premature birth, decreases 
childhood diarrhea and respiratory infections, lowers all causes of mortality, and 
increases growth and weight gain among infants and young children.

 Folate

Folate is a vitamin that is essential in the earliest days of fetal growth for healthy 
development of the brain, spinal cord, and skull. Ensuring sufficient levels of folate 
in women prior to conception can reduce neural tube defects (a serious birth defect) 
by up to 50%.

Supplementations of women 15–49 years old with folic acid and fortification of 
foods such as wheat flour with folic acid are effective interventions for the reduction 
of birth defects, as well as decreasing morbidity and mortality in newborns. Flour 
can be fortified with folic acid at low cost, helping prevent birth defects and some 
forms of anemia.

 Summary

In conclusion, several interventions can be implemented in refugee settings to treat 
and prevent micronutrient deficiencies:

• Ensure nutrient-rich foods in the general food ration with adequate portions
• Provision of fresh food items with vegetables and fruits
• When possible, promotion of gardening in the camp (refer to Case Study 2—

Community Gardening Project, in Chap. 12)
• Provision of fortified foods and distribution of nutrient supplements
• Home fortification with micronutrient powders added to family foods
• Improve access to markets with adequate availability of foods
• Promotion of optimal infant and young child feeding practices, emphasizing 

exclusive breastfeeding, and appropriate dietary diversity after the age of 
6 months.

Nutrition education of the affected population about food choices and cooking 
methods are also essential to ensure the best use of available foods. If people under-
stand the importance of different nutrients, in which food they can find them, and 
how to prepare them, it will help them take ownership of their diet and their health, 
and thus prevent nutritional disorders such as those mentioned above.

Similarly, public health interventions such as promoting good general health, 
ensuring vaccinations are up to date, proper hygiene and sanitation, and access to 
quality healthcare are key actions to support good nutrition and prevention of micro-
nutrient deficiencies in difficult contexts.
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23Respiratory Illnesses

Ante Wind and Daniel Martinez Garcia

 Introduction

Respiratory illnesses are among the most common pathologies seen in children in 
refugee and resource-limited settings. In 2017 pneumonia was the cause of 15% of 
all deaths in children under 5 years old worldwide, second only to newborn deaths 
[1]. Infectious etiologies are the most common respiratory pathologies, but asthma, 
respiratory symptoms secondary to systemic disease, exposures (smoke), oncologic 
processes, and congenital conditions should also be considered.

While much of this chapter is focused on treatment strategies, prevention of 
respiratory illnesses is equally important. Immunization programs, hygiene promo-
tion, simple interventions such as soap distribution, education on breastfeeding and 
nutrition, and addressing environmental factors are important elements of the global 
approach to minimizing the morbidity and mortality related to respiratory illnesses.

Being informed of some key context-related information will help better guide 
your diagnosis and management of common respiratory ailments.

 Disease Burden

Familiarize yourself with the national and regional disease burden. Use sources 
such as the WHO Country Profiles, the National Ministry of Health website, and 
mandatory monthly epidemiological data or reports from the local health center or 
hospital (i.e., data reported from health centers to the local health authorities) [2, 3]. 

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-74906-4_23&domain=pdf
https://doi.org/10.1007/978-3-030-74906-4_23#DOI
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Of note, obtaining a variety of data sources will minimize the bias sometimes seen 
in humanitarian settings. The best source to provide you with a better understanding 
of the local disease burden is the target population including local staff and com-
munity health workers. If you get to know the local staff and community members 
by slowing down and spending some time talking and establishing a level of mutual 
respect and understanding, you will gain a much better insight into the health con-
text than from formal sources alone. The importance of local knowledge cannot be 
overstated.

 Vaccination Information

It will also be helpful to have a basic understanding of the national vaccination pro-
gram and vaccination schedule. On arrival, the local ministry of health, other NGOs, 
and local staff can give you an idea of the vaccination rate, vaccine availability, the 
reliability of the vaccine supply chain, and community acceptance of vaccinations. 
Again, do not rely on only one source, some data may be biased. Depending on the 
context and country, some patients or parents may have vaccination cards or know 
the anatomical location of the vaccines that the patient received. This can provide 
further information about the actual vaccination coverage. This will help narrow 
down the most likely respiratory pathogens that you will come across in clinical 
practice (for example, Streptococcus pneumoniae, Haemophilus influenza B (HiB), 
pertussis, measles, and diphtheria are vaccine-preventable diseases). Knowing 
whether your patients have received the BCG vaccine will also guide your evalua-
tion and management for tuberculosis (TB). Please refer to the UNICEF website for 
more information [4].

 Resources

A very important practical matter impacting care is the resources available to the 
medical team. Your ability to provide care will be dramatically different in a remote 
clinic without electricity or running water versus an established hospital. For exam-
ple, will you have supplemental oxygen and a reliable supply of electricity? Are 
there pediatric size nasal prongs, face masks, ventilation bags, and masks? Do they 
have electric or a manual/penguin suction (a small portable suction device that can 
be easily cleaned)? Are there ultrasound capabilities? Are there sufficient staff and 
have they been trained in pediatric care? What are the referral options? Is there an 
isolation ward or tent for suspected measles, pertussis, tuberculosis, or other conta-
gious diseases? Are there clear hygiene and infection protocols in place? Is there a 
contingency plan in case of a surge of respiratory cases?
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 History Taking

When taking a patient’s history, it is important to remember some questions that you 
may not be accustomed to asking. Always ask about potential tuberculosis (TB) 
exposure and be explicit when you ask these questions. Do not ask simply about 
family members, but also anyone who shares the same tent/house/shelter/com-
pound. Always ask, in a culturally sensitive way, about HIV status and vaccination 
status. Ask whether any home remedies or traditional medicines have been given, as 
some could cause harmful side effects or delay in seeking urgent medical care. Note 
that some caregivers will be reluctant to admit having given their child traditional 
medications prior to presentation.

 Systematic Approach

Lastly, as with all pediatric pathologies, remember to take a systematic approach: 
Start with the initial assessment using standardized tools such as the “pediatric 
assessment triangle” to ensure that the most critical issues are addressed first. The 
“pediatric assessment triangle” is a 30 second method to evaluate the appearance, 
breathing, and circulatory status of a patient to determine how urgently the patient 
needs to be seen. It is incredibly useful in emergency contexts where at times you 
may have tens to hundreds of patients waiting to be seen. Once the emergent cases 
have been determined, the ABCDE (airway, breathing, circulation, disability, expo-
sure) approach can be used to identify and manage the most emergent symptoms 
first. Once patients are stabilized, make sure to screen for malnutrition as this will 
change your management.

The country where you will be working may have adopted the WHO IMCI 
(Integrated Management of Childhood Illnesses) strategy. IMCI is a simple and 
standardized algorithm-based approach to the most common childhood illnesses 
using resources available in most outpatient settings. Some familiarity with it will 
help with your integration into the medical team.

 Overview of the Most Common Respiratory Pathologies

Since antibiotic recommendations change over time, for the best antibiotic choice 
and dose for age, please refer to the technical sources mentioned at the end of this 
chapter. In general, it is prudent to follow national guidelines. At times, due to medi-
cation availability, exceptional clinical presentation, or proven resistance patterns, it 
may be appropriate to deviate from these protocols, but always with a strong 
rationale.

The following sections will provide a brief overview of the most common respi-
ratory problems in children, including pneumonia, upper respiratory tract infec-
tions, TB, asthma, bronchiolitis, croup, and pertussis.
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In your differential diagnosis, remember that common non-respiratory patholo-
gies can often present with respiratory distress: malaria, anemia, acute chest syn-
drome from sickle cell disease, cardiac insufficiency, sepsis, metabolic derangements 
(diabetic ketoacidosis), and micronutrient deficiencies (beriberi and vitamin D 
deficiency).

 Cough

Cough is a very common presenting complaint as it is a symptom of many pediatric 
illnesses. The differential for cough is broad. Start by taking a good history. The 
duration of cough, the nature of the cough, and the associated symptoms can help 
you distinguish between various causes of cough, many of which are described in 
further detail below. Remember that most cough syrups are not indicated for chil-
dren and can be harmful. You may want to ask the local staff what is locally avail-
able for symptomatic management of cough. This can include homemade remedies 
such as warm water with honey (for children >1 year old), ginger, and/or pepper-
mint. Reassure caretakers that the cough may last several days to weeks and, that as 
long as there are no signs of respiratory distress, fatigue, persistent fever, or worsen-
ing clinical condition, there is no cause for alarm.

 Upper Respiratory Tract Infections

An upper respiratory tract infection, or a “cold,” may present with a runny nose, 
sore throat, cough, general malaise, and/or low-grade fevers. The child will usually 
not be tachypneic. The most important part of the evaluation and management is to 
rule out more serious diseases such as measles or pneumonia. Once you have done 
that, offer education about supportive care including plenty of fluids, sleep, and 
acetaminophen or ibuprofen as needed for comfort and fever management. Treating 
nasal congestion with nasal saline drops can help ease difficulty breathing, espe-
cially for infants. Because upper respiratory infections are most often caused by 
viruses, antibiotics are not helpful and should not be given. It is also important to 
discuss danger signs, which will indicate to the caregiver that he or she should bring 
the child back to the health center. These danger signs should include the appear-
ance of a rash as this could indicate that the upper respiratory tract infection may 
have been a measles prodrome.

 Pneumonia

Pneumonia most often presents with cough, fever, tachypnea, and occasionally with 
associated abdominal pain, vomiting, or diarrhea. Crackles are a specific but not 
sensitive finding. In more severe cases, signs of accessory muscle use, grunting, 

A. Wind and D. M. Garcia



307

central cyanosis, and altered consciousness may be seen. In settings with limited 
diagnostic modalities, tachypnea will be the most useful indicator to help you dif-
ferentiate between an upper and lower respiratory illness. Please see Table 23.1 for 
normal respiratory rate values per age group.

The most common causes of pneumonia are viral pneumonia, including influ-
enza and respiratory syncytial virus, and bacterial pneumonia, such as Streptococcus 
pneumoniae and HiB. COVID-19 should also be considered. There is often no reli-
able way to differentiate between viral and bacterial pneumonia in these settings. 
Note that children may have coinfections with multiple viruses or a mix of viral and 
bacterial pathogens. Take into account local immunization rates and the prevalence 
of severe acute malnutrition as you are deciding how to manage these cases.

If the child is tachypneic, without signs of significant accessory muscle use or grunt-
ing (remove the shirt to be able to fully appreciate respiratory status in a child), and is 
tolerating oral intake, the child probably has simple pneumonia and could be managed 
with oral antibiotics in an outpatient setting. Providing information to the caretaker 
with explicit instructions to guide when to bring the child back to the clinic or health 
post is vital. These instructions should include looking for danger signs such as inabil-
ity to tolerate oral fluids or medications, worsening tachypnea, cyanosis, or lethargy.

If the child is not able to tolerate fluids by mouth, has signs of accessory muscle 
use or respiratory distress, central cyanosis (of tongue or oral mucosa), decreased 
oxygen saturation, altered consciousness, sepsis, or moderate to severe malnutri-
tion, the child should be treated with IV antibiotics, in an inpatient facility if possi-
ble. For general antibiotic dosage guidance please see Table 23.2. When possible, 
please refer to the most updated guidelines for the management of community-
required pneumonia as these recommendations will regularly change based on local 
resistance patterns, immunization coverage, comorbidities, and the child’s nutrition 
status. If the oxygen saturation is less than 90–92%, provide supplemental oxygen. 
If there is no pulse oximeter, then start oxygen if there are any signs of respiratory 
distress such as grunting, head bobbing, or accessory muscle use. Ensure adequate 
fluid intake orally (PO), via nasogastric tube (NG), or via intravenous catheter (IV).
If IV fluids are given, please make sure that they are isotonic. Address aggravating 
factors such as fevers, dehydration, anemia, hypo- or hyperglycemia, and comorbid 
conditions such as malaria, malnutrition, influenza, sickle cell disease, TB, HIV, and 
diabetes. Throughout inpatient management, the child should be monitored closely 
to ensure resolution of symptoms. If their condition worsens or does not improve, 

Table 23.1 Normal 
respiratory rate per age in 
breaths per minute (Adapted 
from the Harriet Lane 
Handbook) [5]

0–3 months 30–60 bpm
3–6 months 30–45 bpm
6–12 months 25–40 bpm
1–3 years 20–30 bpm
3–6 years 20–25 bpm
6 –12 years 14–22 bpm
>12 years 12–18 bpm
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consider pleural effusions, empyema, TB, HIV, or other regional pulmonary 
conditions.

Note: If possible, always ask about HIV status during the initial history taking. If 
the child has any risk factors or if you are in a country or area with high HIV preva-
lence (>1% of the population), test for HIV. There may, ideally, be a counseling 
program to which you can refer patients. If not, make sure to obtain consent from 
the caregiver prior to testing the patient. This can get complicated if, for example, 
couples are discordant, so ask your organization and local staff for help in how they 
usually approach HIV testing

Children with HIV are at higher risk for typical pneumonia-causing pathogens 
including Streptococcus pneumoniae, HiB, and staphylococcus, but are also at risk for 
pneumocystis jiroveci, fungal infections, pulmonary Kaposi’s sarcoma, and 
TB. Remember to inquire whether the child is receiving HIV medications and whether 
he/she is receiving cotrimoxazole prophylaxis. Always refer to the national guidelines 
for HIV management and inquire about existing longitudinal HIV programs in the 
area. Refer the child for hospitalization if possible. Please refer to the infectious disease 
chapter for further detail about risk factors, screening, treatment, and comorbidities.

 Tuberculosis

Pediatric TB continues to be a substantial public health challenge. One million chil-
dren are diagnosed with TB annually, of whom 233,000 die. Of those eligible for 
preventative treatment, only 23% receive it [7].

Some children may be vaccinated with the BCG vaccine. This vaccine offers 
protection against, but not immunity to, TB infection. It also reduces the risk that 
infection will lead to disease, especially the more severe types of disease including 
meningitis and disseminated TB. Lastly, it reduces the absolute mortality risk from 
TB and seems to reduce absolute mortality risk in children below 5 years of age [8, 
9]. Of note, the BCG may cause false positive TB skin tests [10].

Diagnosing a child with TB is very difficult. Symptoms can be nonspecific, diag-
nostic modalities for pediatric TB are very limited, and children present with 

Table 23.2 Suggested antibiotic dosing for simple and severe pneumonia antibiotic dosing for 
simple and severe pneumonia [6]

Simple Amoxicillin PO 90 mg/kg/day (max 1.5 g) divided in 2 
daily doses

Severe, fully immunized child Ampicillin IV 150–200 mg/kg/day divided every 6 h
Severe, inadequately immunized 
child

Ceftriaxone IV 50–100 mg/kg (max 1 g) daily

School-aged child at higher risk 
for atypical pneumonia

Consider adding azithromycin PO or IV 10 mg/kg 
daily × 1 day then 5 mg/kg daily

Complicated (effusion, empyema, 
sickle cell disease, other 
concurrent infections)

Consider adding staphylococcal coverage with 
clindamycin IV 40 mg/kg/day divided every 6–8 h or 
vancomycin IV 40–60 mg/kg/day divided every 6–8 h
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extra- pulmonary TB more often than adults making diagnosis even more difficult. 
Of note, TB scoring systems have not been proven reliable in children.

Consider TB in any child who presents with 2 weeks of cough that is unrespon-
sive to antibiotics, has unexplained weight loss, and/or persistent fevers. Also, con-
sider TB in any child with severe acute malnutrition who is not responding to 
treatment. Sputum or NG aspirates are difficult to obtain in a child and laboratory 
facilities for advanced diagnostics may be lacking. Thus, diagnosis in these settings 
is often made based upon clinical presentation and history.

In general, if the child has a known exposure to a member of the household with 
active TB plus respiratory symptoms, the child should be started on anti-TB medi-
cations. Remember that in children you may not always be able to trace the contact. 
Not having a known contact with TB does not rule out TB infection. Children less 
than 5 years old with a known exposure but without respiratory symptoms, weight 
loss, fevers, or night sweats should be started on anti-TB prophylaxis.

Children on effective anti-TB treatment do not need to be isolated.
Always refer to the national guidelines for TB management, always inquire 

about existing national TB programs, and refer the child if possible. Enquire about 
the TB drug supply system to be sure the patient will not face gaps in treatment and 
will have access to age appropriate formulations [11].

 Asthma

The prevalence of asthma is highly variable from region to region. Conditions dur-
ing migration and/or in camps or resettlement areas, such as stress and exposure to 
traumatic events, wood or coal fires, crowded and unhygienic conditions, cigarette 
smoke, fuel or chemical fumes, physical exertion, and dust, can all exacerbate 
symptoms and frequency of asthma exacerbations and its complications. 
Additionally, an unstable political context and unpredictable migrations limit access 
to medications and proper follow-up for all chronic conditions including asthma.

In resource-limited settings, asthma often presents with an acute exacerbation. In 
absence of a good clinical exam, these exacerbations might be confused with pneu-
monia and unnecessary antibiotics might be prescribed. Obtaining a good history 
plus a thorough clinical exam will usually help to make an accurate diagnosis. The 
child may present with nighttime cough, shortness of breath exacerbated by activity, 
sensitivity to smoke and other irritants, wheezing, chest tightness, difficulty speak-
ing in full sentences, and prolonged expiration. There may be crepitations during 
auscultation but, unlike pneumonia, these will shift and change location over time. 
Remember to rule out other causes of shortness of breath, stridor, and wheezing, 
such as foreign body, bronchiolitis (especially in wheezing children less than 2 years 
old), croup, pertussis, reflux, strongyloidiasis, and congenital disorders [2].

Depending on the context, medical staff familiarity and competency with asthma 
management will vary. Staff education and close surveillance are vital to providing 
adequate care. Severe asthma exacerbations are managed with salbutamol every 
15–20 min × 3 treatments, then are weaned to every 2–4 h as tolerated, along with 
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steroids and oxygen therapy as needed. Please see Table 23.3 for steroid dosing 
guidance. If you have access to ipratropium bromide, this should be administered 
concurrently with the first three doses of salbutamol. Ensure adequate hydration. If 
these measures cannot control the asthma exacerbation, the child may need magne-
sium sulfate, or in rare cases, epinephrine [2]. Consider adding acid suppression if 
you are using IV steroids.

Mild or moderate exacerbations can be managed in the clinic or as an outpatient. 
Provide salbutamol every 4 hours until follow-up or until symptoms abate, and also 
prescribe oral steroids. If symptoms are recurrent, the child may additionally need 
to be on an inhaled corticosteroid daily. Oral salbutamol is still available in some 
countries but is never indicated and will cause unwanted side effects. Additionally, 
asthma is not infectious and antibiotics are not indicated unless there is a comorbid 
infection.

Please see the asthma management algorithm, Fig.  23.1, for more detailed 
guidance.

Table 23.3 Steroid dosing for acute asthma exacerbation [5, 12]

Prednisone PO: 1–2 mg/kg × 3–5 days (max 60 mg)
Prednisolone PO: 1–2 mg/kg × 3–5 days (max 60 mg)
Dexamethasone IV: 0.6 mg/kg every 24 h × 1–2 doses (max 16 mg)

PO: 0.6 mg/kg once with repeat dose in 24 h (max 16 mg, may give IV 
formulation orally)

Methylprednisolone IV: 1–2 mg/kg/day divided into q6 or q12 h dosing (max 60 mg, switch 
to PO as soon as patient can tolerate it)

Hydrocortisone IV: 8 mg/kg/day divided into q6 h dosing (max dose 250 mg, switch to 
PO as soon as patient can tolerate it)

Assess ABCs

• Salbutamol: 10 puffs per MDI with spacer or 5mg per

nebulizer

• Ipatropium bromide if available

• Steroids: IV if available, otherwise PO (see do sing chart)
• Oxygen for O2 saturation < 92%, IV fluids as needed

• Salbutamol: 6 - 10 puffs

per MDI with spacer

• Oral steroids (prednisone

2 mg/kg or equivalent,
max 60mg)

S&Sx: wheezing with work of breathing, nasal flaring, retractions,

aeration, prolonged expiration. SpO2 < 92%. Silent chest, lethargy, inability

to speak full sentences, bradypnea are signs of life-threatening exacerbation

S&Sx: wheezing with minimal

to mild work of breathing,

tachypnea, retractions

Dosing:

Salbutamol MDI: 6-10 puffs w spacer
10-30kg:6-10 puff w spacer
>30 kg: 8-10 puffs ws pacer

Salbutamol nebulized (0.63 mcg/3ml):
weight < 30 kg 2.5 mg INH
weight > 30 kg 5.0 mg INH

Ipatropium bromide: 0.25 – 0.5 mg
INH or 4-8 puffs via inhaler

Magnesium sulfate: 50 mg/kg, max
2,000 mg IV once over 20 minutes

Epinephrine (1 mg/ml): 0.01
mg/kg/dose IM once

**Please see separate chart for steroid
dosing

Severe to Life ThreateningMild to Moderate

Not responding:

• Repeat salbutamol every 20-30 minutes, gradually

space to every 4 hours as tolerated.

• Ipatropium bromide: 1dose every 20 minutes x3
then every 6 hours

• Continue oxygen for O2 saturations < 92%

• IV fluids as needed

• If still no response, consider magnesium IV or

epinephrine IM if available

Reassess: RR, HR, O2 Sat, Clinical Exam

Responding:

Slowly wean salbutamol from every 1 hour to every 4 hours

Dischargeplan:

• Oral steroids x 3 days total (prednisone/prednisolone 2 mg/kg, max

60 m g)

• Salbutamol inhaler with spacer (see salbutamol weaning plan)
• Observe appropriate parental technique when using inhaler and

spacer and follow up as needed

Rapid History and Physical Exam

Acute Management of Asthma Exacerbation

Adapted from NEPP Beat Asthma, Acute asthma management in children

Fig. 23.1 Management of an acute asthma exacerbation [12, 14]
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Because children have difficulty coordinating their breath to allow for optimal 
inhalation of aerosolized albuterol into the lungs, administration devices should be 
used. Salbutamol can be administered by nebulizer (ensuring hygiene measures are 
maintained), commercially available spacers (one per patient—do not share between 
patients), or homemade spacers (see Fig. 23.2 and Table 23.4). 

As in high resource settings, asthma education and follow-up with medication 
titration are key to preventing and alleviating symptoms. Please see the salbutamol 
weaning algorithm and home asthma management plan in Figs. 23.3 and 23.4 for 
further detail. Ensure that all children with asthma are given an inhaler and spacer. 
Attempt to link them with a local clinic or long-term follow-up option.

Patients with asthma and their caregivers need support, education, and follow-up 
after the initial presentation. Make sure to address aggravating factors such as 
second- hand smoke, animal dander, indoor cooking, and environmental pollution. 
For patients and families who are actively migrating, consider upcoming move-
ments and ensure that the child has sufficient medication to make it to their next 
destination. If possible, provide the patient’s caregiver with information on medical 
services available along their route, as well as what to do in emergency situations 
where health workers might not be accessible. Given the link between asthma and 
stress, consider counseling or screening for mental health conditions.

Fig. 23.2 Example of a 
homemade spacer using a 
plastic bottle. (Credit 
Heather Zar, South 
Africa) [13]

Table 23.4 How to make a low cost spacer

1.  Find a clean water bottle or soda bottle and cut a hole in the bottom. You can also melt a 
hole using a hot wire bent into the shape of a circle. Depending on the inhaler and bottle 
type, you may be able to fit the inhaler mouthpiece into the top opening of the bottle without 
cutting to size.

2. Cut the opposite end open and cover the rough edges with medical tape or duct tape.
3.  Wash the bottle with water and one drop of liquid soap, do not rinse, and let dry. This 

minimizes static charge and prevents the medication from adhering to the sides.
4. Fit the inhaler mouthpiece into the small circular opening of the bottle (or the bottle top).
5. Place tape around the inhaler mouthpiece and bottle to ensure a leak-free seal.
6.  Prior to use ensure that the area in contact with the mouth has been washed of soap residue 

and prime with two puffs of salbutamol.

23 Respiratory Illnesses



312

 Bronchiolitis

Bronchiolitis is very common and is frequently misdiagnosed as pneumonia. 
Bronchiolitis presents in children less than 2 years old. In children <12 months old 
the most prominent features are tachypnea, cough, and widespread crepitations plus 
or minus wheezing. Children aged 1–2 may have more prominent wheezing and 
crepitations that move from place to place with each exam. The child is often very 

Step 4

Stop scheduled use of salbutamol and resume use as needed for symptoms or prior to exposure to triggers only

Step 3

If breathing without extra effort, take 2-4 puffs of salbutamol MDI with spacer every 4 hours x 36 hours
(may skip if sleeping comfortably)

Step 2

If breathing without extra effort, reduce to 4-6 puffs of salbutamol MDI with spacer every 4 hours x 36 hours
(may skip if sleeping comfortably)

Step 1

After discharge from clinic/hospital, continue 6-10 puffs of salbutamol MDI with spacer every 4 hours x 36 hours
(follow weight-based dosing guidelines, may skip if sleeping comfortably)
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Adapted from NEPP Beat Asthma, Reducing salbutamol puffs when going home

Fig. 23.3 Guidance for weaning salbutamol [14]

Home Asthma Management :Color Zones
(Adapted from Beat Asthma, Asthma Management Plan)

Green Zone Orange Zone RedZ one

Your asthma is under control if:

� Your breathing feels good
� You have no cough or wheeze
� Your sleep is not disturbed by

coughing
� You are not missing school

ACTION TO TAKE
� Take your normal medications

1. _____________________
2. _____________________
3. _____________________

� Remember to take your
salbutamol inhaler with spacer

every 4 hours if you start to have
symptoms

� Remember to try to avoid triggers

like dust and smoke

Your asthma is getting worse if:

� You wake at night with cough or
wheeze

� You have a cough, wheeze, tight

chest, or feel out of breath
� You need your salbutamol

inhaler more than usual or more
often than every 4 hours

ACTIONTOTAKE
� Take 6–10 puffs of the salbutamol

inhaler with spacer every 4 hours

� Go to the closest health clinic
within 24 hours

� If you need the salbutamol inhaler
with spacer more often than every
4 hours, go to the nearest health

clinicimmediately
� Remember to avoid trigger slike

dust and smoke

If after 10 puffs of salbutamol inhaler

with spacer you experience the
following:
� You are still breathing hard and

fast
� You still feel tight and wheezy

� You can not speak a full sentence
� You are feeling scared and

exhausted

� You have color changes: pale,
blue, or grey lips

� You are using rib or neck muscles
to breath or your nose is flaring

ACTION TO TAKE
� Call an ambulance or head to the

nearest health clinic immediately

� Take 1 puff of salbutamol with
spacer every 30 seconds until you

are being taken care of by the
health staff

� Remember to avoid triggers like

dust and smoke

Remember to ALWAYS
use the salbutamol

inhaler with the spacer
attached!

Image credit, Heather Zar, South Africa

Fig. 23.4 Home asthma management plan [14]
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“wet,” meaning that the child has copious nasal and oral secretions, nasal conges-
tion, and a persistent hacking cough. Simple suction using the penguin or bulb suc-
tion goes a long way to ameliorate symptoms in these children. Maintain adequate 
hydration by encouraging breastfeeding or liquids by mouth. If the respiratory rate 
is above normal for age, consider placing an NG tube to administer fluids or IV 
access to run maintenance fluids. Provide supplemental oxygen if the O2 saturation 
is low, or, in the absence of a pulse oximeter, if there are signs of severe respiratory 
distress. If the clinical condition worsens and you do not have the diagnostic means 
to rule out pneumonia, treat for comorbid pneumonia with antibiotics. In these set-
tings, when a child in respiratory distress is worsening clinically and advanced treat-
ment modalities are limited, it is acceptable to add antibiotics tailored to cover the 
most frequent pathogens. Children aged 1–2 years old with atopy (eczema, food 
allergies) may respond to salbutamol and steroids, but for classic bronchiolitis these 
medications are not indicated.

 Pertussis

Due to inconsistent vaccination coverage, crowded migrant and refugee conditions 
are prime conditions for pertussis outbreaks (and other respiratory viruses). Pertussis 
presents with a 1–2-week catarrhal phase with cold-like symptoms, followed by a 
2–8-week paroxysmal phase of coughing fits, and finally a convalescent phase last-
ing weeks to months, with cough occurring at lesser and lesser frequencies. During 
the paroxysmal phase, bouts of coughing may cause the child to become cyanotic 
and appear to be struggling to breathe. These bouts are often (but not always) fol-
lowed by a classic whooping sound, which is the sound of forced inspiration. Post- 
tussive emesis is moderately sensitive and specific for pertussis. Pertussis can be 
particularly severe in infants younger than 6  months. They are at higher risk of 
apnea, bradycardia, pneumonia, and sudden infant death. Closer observation in an 
inpatient setting is recommended.

Children with pertussis should be well hydrated and be placed on oxygen as 
needed. Make sure to isolate the child (with droplet precautions) for 21 days if not 
treated, or for 5 days after initiation of antibiotics (see Table 23.5). Treatment with 
a macrolide antibiotic may not shorten the length of the illness but will decrease 
transmission. If a macrolide is not available or contraindicated, cotrimoxazole is a 
reasonable alternative. Post-exposure prophylaxis should be provided to all close 
contacts, and any unimmunized or under-immunized contacts should be vaccinated. 
Do not forget to report all pertussis cases to the local health authorities and consider 
local vaccination coverage [15].

Table 23.5 Suggested antibiotic dosing for pertussis [15]

Infants 1–5 months Azithromycin 10 mg/kg × 5 days
Child 6 months and 
older

Azithromycin 10 mg/kg (max 500 mg) × 1 day followed by 5 mg/kg 
(max 250 mg) × 4 days
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 Croup (Viral Laryngotracheobronchitis)

Croup will present with a very acute onset of fever, cough, hoarseness, head bob-
bing, and worsening stridor. The child appears ill but not toxic. Try not to aggravate 
the child and allow him/her to remain comfortable in the caregiver’s arms. Optimize 
fluid intake, ideally by mouth. Administer a dose of dexamethasone (see Table 23.6) 
and, if you have a nebulizer, administer nebulized epinephrine. In the case of croup, 
after appropriate management symptoms usually resolve within 24–48 h. If they do 
not, consider other diagnoses.

If the child assumes a tripod position (sitting up and leaning forward on both 
arms) with excessive drooling, consider epiglottitis, especially in contexts of low 
vaccination rates. If you suspect epiglottitis, do not try to examine the posterior 
oropharynx or aggravate the child but treat presumptively and aggressively.

 Other Respiratory Pathologies

You may be faced with less common respiratory pathologies or syndromes with 
respiratory manifestations such as diphtheria, measles, COVID-19, rickets, cardiac 
disease, or others. If your organization does not have preestablished disease-specific 
protocols, refer to the most recent edition of the following resources: national pro-
tocols, the Harriet Lane Handbook, the American Academy of Pediatrics Red Book, 
WHO’s Pocket Book of Hospital Care for Children, Nelson’s Pediatric Antimicrobial 
Therapy, MSF Clinical Guidelines, or the WHO’s disease- specific guidelines 
[5, 15–17].
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 Diarrhea: An Overview

After lower respiratory tract infections, diarrhea is one of the leading causes of 
death worldwide of children ages 1  month to 5  years old. Although impressive 
strides have been made in reducing overall child mortality since 1990, diarrhea still 
claims about 500,000 deaths per year, more than from malaria, HIV/AIDS, and 
measles combined [1]. Children from overcrowded disadvantaged settings, often 
faced with inadequate clean water and sanitation facilities and lacking understand-
ing of the impact of basic hygiene on their health, are at particular risk. Malnutrition 
is also directly linked to diarrheal diseases as both are a cause of and the result of 
acute and persistent diarrhea [2]. Although diarrhea can kill directly due to systemic 
infection and sepsis seen with GI diseases such as bacterial dysentery and typhoid 
fever [3], the most common cause of death in a child with severe diarrhea is dehy-
dration resulting in hypovolemic shock and multi-organ system failure.

The challenge of reducing the morbidity and mortality due to childhood diar-
rheal diseases rests primarily with broad public health initiatives to prevent the dis-
eases and to respond with measured urgency to treat the catastrophes of various 
outbreaks. Vaccinations, especially against rotavirus and cholera, have emerged as a 
crucial tool in reducing the burden of disease. Unfortunately, the challenge of anti-
biotic resistance to bacterial causes of childhood diarrhea is also emerging, which 
will be discussed in Chap. 19 (Field Pharmacy).

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-74906-4_24&domain=pdf
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 Diarrhea Prevention and Control Strategies Once an Outbreak 
is Detected

Since the fecal-oral route is the most common mode of transmission for infectious 
diarrhea, prevention strategies must focus on broad public health measures. 
Culturally appropriate messaging on the transmission of diarrhea causing agents 
should focus on soap and water hand washing after defecation or after touching 
someone with diarrhea and prior to food preparation and eating. The “F-diagram” 
(see Fig. 24.1) is an easily conveyed public hygiene message emphasizing some of 
the ways that infection may be transmitted. The diagram also shows where points of 
the transmission cycle may be interrupted by using toilet, safe water, and hygiene 
“barriers.”

Identifying the source of an infectious diarrhea outbreak requires considering 
drinking water contamination, inadequacy of toileting facilities, and public spaces 
where close person-to-person contact could augment the spread of infection (i.e., 
food distribution sites or childcare areas). Simultaneously, hand washing stations 
and oral rehydration posts need to be manned by informed community health work-
ers, who can disseminate hygiene information relevant to the transmission of diar-
rhea and instruct residents on the proper use of low osmolality oral rehydration salts 
or solution (ORS). ORS may be used with clean water for repletion of fluid losses 

toilet barrier

feces of
infected
person

fields/
floor

files

foods

fingers

fluids safe water barrier

new
host

hygiene barrier

Fig. 24.1 F-diagram of Water First1st International. (Written permission granted) [4]
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at any point in the course of a diarrheal illness and are especially important for use 
in young children.

The key role of handwashing and easily accessible wash stations with soap has 
been shown by meta-analysis of 30 published studies to be effective in diminishing 
outbreaks of diarrhea by 31% [5]. Notably, antibacterial soaps have been found to 
be no more effective than non-antibacterial soaps [6]. Teaching handwashing 
hygiene and technique is an inexpensive and effective public health intervention. 
Convenient handwashing stations using chlorinated water or bars of soap (or both) 
are usually placed at strategic points in refugee camp settings, such as outside 
latrines, homes, clinics, camp cafes, or other congregate settings (see Figs.  24.2 
and 24.3).

Hand disinfection strength chlorine solution, recommended at 0.05% dilution, 
can be made with standard household 5% chlorine bleach (sodium hypochlorite) by 
mixing 14 tablespoons of bleach to 20 liters of clear water. The solution should be 
stirred and allowed to rest for 30 min before use and needs to be clearly labeled for 
hand cleaning not for drinking. HTH powder and Aquatabs chlorine tablets are dry, 
commercially available products that are available for hand washing purposes and 
are much simpler and easier to measure than liquid chlorine solution. Instructions 
for use in making safe drinking water as well as disinfecting solution are included 
in the package inserts. If chlorination is used, a fresh container of solution needs to 
be made daily as it quickly degrades with air and light exposure and particulate 
contamination.

Fig. 24.2 Chlorinated 
handwashing stations 
outside of medical clinic in 
Rohingya Kutupalong 
Camp, Cox’s Bazar, 
Bangladesh 2017. Problem 
is that the white valve 
could recontaminate the 
hands of the user. (Photo 
courtesy of Rebecca 
Duskin, RN, Medical 
Teams International)
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 Syndromic Approach to Diarrhea and Dehydration in Low 
Resource Settings

Often the causative agent responsible for an outbreak of infectious diarrhea in low 
resource settings is not known due to lack of access to immunologic or culture iden-
tification of the offending organism. Fortunately, grouping the clinical presentation 
of diarrheal illnesses by their time course, symptoms, appearance, and severity 
allows an approach that does not require microbiological certainty but often leads to 
a successful clinical outcome.

Childhood diarrhea can be divided into three main categories. The most common 
cause of epidemic diarrhea is acute watery diarrhea (AWD), defined as three or 
more loose or watery stools per day for less than 14 days. Second, dysentery is diar-
rhea with visible blood, and the third category is persistent or chronic diarrhea 
characterized as lasting >14 days. The primary focus for this chapter will be on 

Fig. 24.3 A “tippy tap”—the foot pedal (lower left) would tilt the can so water comes out without 
having the user touch the can. Used water runs through a charcoal patch on the ground which 
absorbs/eliminates pathogens and toxins while the water is draining into the ground. If the can 
would be a transparent one, UV light would provide additional sterilization. Instead of a cap you 
could use a clean hose similar to one for petrol cans that makes the water run out more smoothly. 
The next step of invention would be a unidirectional valve that would prevent anything from enter-
ing the can—that would obviate the necessity for having to remove and put back the lid with the 
(contaminated) hand! (Photo and description courtesy of Chris Harkensee)
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AWD and dysentery which are responsible for the bulk of diarrhea-related illness 
and deaths in children under 5 years old. Typhoid or enteric fever will be addressed 
separately due to its often-nonspecific presentation and significant contribution to 
childhood morbidity and mortality in endemic areas. Rather than a disease present-
ing with primarily diarrhea, enteric fever in a child may manifest as a fever of unex-
plained origin.

 Acute Watery Diarrhea (AWD)

The causes of AWD are commonly viral. Rotavirus is the primary cause of the mor-
bidity and mortality of acute diarrhea in infants and young children in camp epi-
demics, but adenovirus and norovirus may be seen as well. Other frequent causes of 
AWD in children include bacterial agents such as enterotoxin-producing E. coli 
(ETEC) and campylobacter spp. [7]. The parasite cryptosporidium may be a serious 
and frequent pathogen as well and is often seen in children less than 1 year old. 
Generally, any of these agents (viral, bacterial, or parasitic) may cause a wide range 
of clinical illness and severity. Cholera, due to Vibrio cholerae bacteria, is usually 
an epidemic disease but in a few countries may be endemic as well. Cholera may be 
the most important feared cause of a fulminate secretory AWD in refugee settings 
and will be addressed further below (see Cholera).

The AWD syndrome, consisting of loose stools, at times nausea and vomiting, 
and low-grade fever is graded from mild to severe based upon the degree of the 
resulting dehydration [8]. The primary therapeutic approach is to correct the lost 
fluids, electrolytes, and glucose through the use of standard low osmolality oral 
rehydration solution (ORS). The majority of AWD episodes in children are self- 
limited infections that are best treated with hydration and ongoing adequate nutri-
tion (especially breastfeeding). Routine use of antibiotics is to be discouraged 
generally. However, in the case of severely ill children with diarrhea, dehydration, 
and malnutrition the use of empiric antibiotics (such as azithromycin) may well be 
appropriate [4].

Surviving AWD is still largely dependent on replacing fluid losses orally. Giving 
small volumes (e.g., 3–5 ml by cup feeding or syringe) more frequently, such as every 
10  min, may help young children tolerate fluids better and reduce vomiting. Oral 
ondansetron (from age >6 months) can be used for excessive vomiting. Dopamine 
receptor antagonists should be avoided or used with caution because of neuroleptic 
side effects. If the child cannot take fluids orally or vomits them back repeatedly then 
the orogastric or NG tube route of administration may be necessary, depending on the 
severity of the dehydration. Attempts at oral or tube administration are clearly prefer-
able before considering IV administration of fluids in an infant or small child. If the 
IV route is required then Ringer’s lactate with Dextrose 5% is the preferred IV solu-
tion of choice, although normal saline is an acceptable second- line therapy [8].

In addition to ORS, continued nutrition, and zinc (discussed separately in section 
“Role of zinc in the management of diarrhea”), the drug racecadotril may play a 
complementary role as well in the management of significant diarrhea (see 
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Fig. 24.4). This is an antisecretory medication licensed for use in infants >3 months 
old and in children to be used to shorten the duration of diarrhea when used along 
with ORS, increased fluid intake, and dietary advice. Recommended doses and 
duration are as follows [9]:

Treatment should be continued until two normal stools are recorded and use 
should not exceed 7 days. Reported adverse effects include severe skin reactions 
such as erythema multiforme, erythema nodosum, urticaria, and angioedema.

Of key importance in the care of a dehydrated child with diarrhea is prompt insti-
tution of adequate nutrition, especially breastfeeding in the unweaned child, during 
the early phase of diarrhea and afterwards. If the child is vomiting, this will gener-
ally lessen after a few hours of appropriate fluid repletion. Early feeding (starting 
with the initial treatment of dehydration) is preferred over late refeeding [10]. 
Weaned children should receive frequent small amounts of high-quality locally 
available nutrition as soon as the initial vomiting is under control. There is a paucity 
of quality data that any food group, liquid or solid, is harmful in the setting of acute 
diarrhea. No form of milk should be withheld, unless it clearly makes diarrhea 
worse, as it is an important way to prevent malnutrition at a critical time [10].

 Dysentery

Even in the case of dysentery, dehydration is still the chief threat to the child. 
However, since the blood in the stool is felt to represent intestinal mucosal disrup-
tion with bacterial invasion, antibiotics are usually recommended in addition to 
appropriate fluid resuscitation. The most common etiologic agent for dysentery in 
the low resource world is Shigella spp. (especially S. dysenteriae serotype 1) which 
produces Shiga-toxin and can lead to intestinal perforation, toxic megacolon, and 
systemic infection with sepsis and death. Other bacterial causes of bloody diarrhea 
may include campylobacter, and non-typhoidal Salmonella species. 
Enterohemorrhagic E. coli (EHEC) can produce a Shigella-like toxin and may pres-
ent in a similar manner to Shigella. Ideally, antibiotic choices should be governed 
by access to culture and sensitivity results from a reliable regional lab, especially in 
this era of widespread antibiotic resistance. Unfortunately, refugee and migrant 
children do not commonly reside in resource-rich environments. Therefore, reason-
able first-line empiric antibiotic choices include oral ciprofloxacin (15  mg/kg 2 

Weight

Dose (3 times a day)

Sachets per dose

Less than 9 kg 9 kg to less than 13 kg 13 to 27 kg More than 27 kg

10 mg 20 mg 30 mg 60 mg

1x10 mg 2x10 mg 1x30 mg 2x30 mg

Fig. 24.4 Dosing regimen for racecadotril in infants (over 3 months age) and children [9]
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times a day for 3  days; maximum dose 500  mg 2 times a day) or ceftriaxone 
(50–100 mg/kg/day IV/IM, max dose 1 g/day, for 3 days). If no clinical improve-
ment is seen within 48 h, then switching to azithromycin (one dose of 12 mg/kg on 
day 1 then 6 mg/kg once daily from day 2 to day 5) is recommended [11]. If still no 
clinical improvement is seen after the second antibiotic and bloody diarrhea per-
sists, transfer to a regional hospital is indicated. Just as with AWD, continuing nutri-
tion throughout the illness and giving zinc for 14 days remain essential measures.

 Treatment of Diarrhea and Dehydration

 Use of ORS for Treatment of Diarrhea and Dehydration

ORS is often the key to survival in a child with diarrhea. The commercially avail-
able WHO-approved low osmolality ORS formulation contains sodium chloride 
(75  mmol/l), potassium chloride (20  mmol/l), glucose (75  mmol/l), and has an 
osmolality of 245 mOsm/l. It is often packaged in premeasured packets designed for 
reconstitution with 1 liter of clean water, but one should always follow the direc-
tions on the ORS package.

An alternate simple home recipe that has also been suggested where commercial 
ORS is not available, is to use six level measured teaspoons of white sugar with ½ 
teaspoon of table salt added to 1 liter of clean water. Because of the critical nature 
of getting each of these measurements correct, as well as having clean water con-
tainers, some authors no longer recommend this route of therapy [12]. Commercially 
made ORS is fortunately widely available now even in the most resource- 
limited areas.

 Dehydration Triage and Management Under IMCI Guidelines

Recognition and appropriate management of dehydration is key to saving the lives 
of children with critical fluid losses, no matter the infectious cause. The World 
Health Organization’s “The Treatment of diarrhea: a manual for physicians and 
other senior health workers (2005)” [8] is a useful resource and is incorporated in 
the 2014 version of the Integrated Management of Childhood Illnesses (IMCI) [13]. 
The IMCI is an algorithmic treatment approach to many common illnesses afflicting 
children in low resource areas and is particularly applicable to displaced children 
living in crowded conditions. In regards to diarrhea, the IMCI guidelines recognize 
the key physical signs of dehydration (sunken eyes, skin tenting or decreased skin 
turgor,1 irritability vs lethargy, and avidity for drink) to triage children into red (high 
urgency), yellow (treat and observe), or green (treat at home with specific direc-
tions) categories with ensuing management recommendations.

1 Assessed by pinching the skin of the abdomen and seeing if the “tenting” resolves slowly (over 
2 s). See Fig. 24.5.
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Once the category or grade of severity of dehydration has been evaluated then the 
route of fluid administration, the volume of fluids to be given, and the timing are 
determined. The oral route is always preferred in children compared with the paren-
teral especially in infants. WHO guidelines indicate that in diarrhea with absent or 
mild signs of dehydration that the child be treated at home, under “Plan A” manage-
ment, which includes conveying key information to the mother, such as proper use 
of ORS, continuing breastfeeding or nutrition in the weaned child and use of zinc 
(see Fig. 24.6).

For children classified as having moderate dehydration (diagnosed by observing 
two of the following: restless/irritable, sunken eyes, drinks eagerly, skin pinch goes 
back slowly) then Plan B is followed using ORS in the volumes indicated, either 
orally or via a pediatric feeding tube, over an initial 4-hour period. This implies a 
period of continued observation at the clinic setting, with frequent small volume 
ORS administration as well as a nutrition or breastfeeding trial. If there is satisfac-
tory improvement, the child may go home under the Plan A recommendations, 
including 14 days of zinc therapy. The key observation in mild to moderate dehydra-
tion is that the children affected remain interested in trying to drink. If a child 
appears listless or lethargic and shows little or no interest in drinking, that is a true 
danger sign and is indicative of severe dehydration (see Fig. 24.7).

If the child does not tolerate oral fluids, breast milk, or other nutrition during the 
observation period under Plan B and signs of dehydration worsen, then the child is 
treated under the recommendations of Plan C.  Severe dehydration in a child 
2–59 months old is characterized as having two of the following signs: lethargy or 
unconscious state, sunken eyes, not able to drink or drinking poorly, or skin pinch 
going back very slowly.

Does the child have diarrhoea?

If yes, ask: Look and feel:
For how long?
Is there blood in the stool?

Look at the child’s general
condition. Is the child:

Lethargic or
unconscious?
Restless and irritable?

Look for sunken eyes.
Offer the child fluid, Is the
child:

Not able to drink or
drinking poorly?
Drinking eagerly,
thirsty?

Pinch the skin of the
abdomen. Does it go back:

Very slowly (longer
than 2 seconds)?
Slowly?

•
•

•
•
•

•

•
•
•

•

•

•

•

•

•

•

•

for DEHYDRATION

Classify DIARRHOEA

and if diarrhoea 14
days or more

and if blood in stool

Two of the following signs:

Two of the following signs:

Lethargic or unconscious
Sunken eyes

Not able to drink or drinking
poorly
Skin pinch goes back very
slowly.

Restless, irritable
Sunken eyes
Drinks eagerly, thirsty
Skin pinch goes back
slowly.

Not enough signs to classify
as some or severe
dehydration.

Pink:

Yellow:

Green:

Pink:

Yellow:

Yellow:

SEVERE
DEHYDRATION

SOME
DEHYDRATION

NO DEHYDRATION

if child has no other severe classification:
Give fluid for severe dehydration (Plan C)

OR
if child also has another severe
classification:

if child also has a severe classification:

Refer URGENTLY to hospital with mother
giving frequent sips of ORS on the way

Refer URGENTLY to hospital with mother
giving frequent sips of ORS on the way

Advise the mother to continue
breasffeeding

Advise the mother to continue
breasffeeding

If child is 2 years or older and there is
cholera in your area, give antibiotic for
cholera

Give fluid, zinc supplements, and food for some
dehydration (Plan B)

Advise mother when to return immediately
Follow-up in 5 days if not improving

Give fluid, zinc supplements, and food to treat
diarrhoea at home (Plan A)
Advise mother when to return immediately
Follow-up in 5 days if not improving

Treat dehydration before referral unless the child
has another severe classification
Refer to hospital

Advise the mother on feeding a child who has
PERSISTENT DIARRHOEA

Give multivitamins and 
minerals (including zinc) for 14 days

Follow-up in 5 days

Follow-up in 3 days
Give ciprofloxacin for 3 days

SEVERE
PERSISTENT
DIARRHOEA

PERSISTENT
DIARRHOEA

DYSENTERY

Dehydration present.

No dehydration

Blood in the stool.

Fig. 24.5 Clinical evaluation of dehydration from Integrated Management of Childhood Illnesses 
[13], March 2014. (Permission granted by the World Health Organization)

P. B. Murray



325

Plan C eligible children generally show an apparent lack of thirst and ther-
apy is directed at correction of fluid losses in a supervised manner using IV 
fluids (Ringer’s Lactate with 5% glucose is preferred); if not available then 
normal saline is acceptable) [9]. Intravenous fluids must be given carefully, in 
a monitored setting by experienced personnel and only until adequate PO 
intake is restored. Under Plan C the child is readied for transport to a local 
referral inpatient facility unless 24/7 care by trained staff is available on site 
(see Fig. 24.8).

PLAN A: TREAT DIARRHOEA AT HOME
Counsel the mother on the 4 Rules of Home Treatment:
   1. Give Extra Fluid
   2. Give Zinc Supplements (age 2 months up to 5 years)
   3. Continue Feeding
   4. When to Return.

1.  GIVE EXTRA FLUID (as much as the child will take)
       � TELL THE MOTHER:
             • Breastfeed frequently and for longer at each feed.
             • If the child is exclusively breastfed, give ORS or clean water in addition to breast milk.
             • If the child is not exclusively breastfed, give one or more of the following:
                ORS solution, food-based fluids (Such as soup, rice water, and yoghurt drinks), or clean
                water.
  � It is especially important to give ORS at home when:
                •  the child has been treated with Plan B or Plan C during this visit.
                •  the child cannot return to a clinic if the diarrhoea gets worse.
  �  TEACH THE MOTHER HOW TO MIX AND GIVE ORS. GIVE THE MOTHER 2 PACKETS OF
           ORS TO USE AT HOME.
  �  SHOW THE MOTHER HOW MUCH FLUID TO GIVE IN ADDITION TO THE USUAL FLUID
           INTAKE:

             

             Tell the mother to:
               •  Give frequent small sips from a cup.
               •  If the child vomits, wait 10 minutes. Then continue, but more slowly.
               •  Continue giving extra fluid until the diarrhoea stops.
2. GIVE ZINC (age 2 months up to 5 years)

  � TELL THE MOTHER HOW MUCH ZINC TO GIVE (20 mg tab):

  

  � SHOW THE MOTHER HOW TO GIVE ZINC SUPPLEMENTS
             • Infants - dissolve tablet in a small amount of expressed breast milk, ORS or clean water in a
             cup.
             • Older children - tablets can be chewed or dissolved in a small amount of water.
3. CONTINUE FEEDING (exclusive breastfeeding if age less than 6 months)
4. WHEN TO RETURN

Up to 2 years

2years or more

50 to 100 ml after each loose stool

100 to 2000 ml after each loose stool

2 moths up to 6 monts

 6 monts or more

1/2 tablet daily for 14 days

1 tablet daily for 14 days

Fig. 24.6 Integrated Management of Childhood Illnesses chart booklet [13], March 2014. 
(Permission granted by World Health Organization)
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 Role of Zinc in Diarrhea Management

Oral zinc administration is now standard adjunctive therapy for children 2 months 
to 5 years old with acute diarrhea [14]. A 2016 Cochrane Database review of avail-
able studies [15] confirmed that zinc may reduce duration and severity of diarrhea; 
however, it appears to be most beneficial wherever malnutrition and zinc deficiency 
are endemic. The likelihood of recurrence of diarrhea for 3 months after zinc ther-
apy has also been noted to be reduced as well [16]. Current WHO recommendations 
for zinc administration is for age 6 months up to 5 years use a 20 mg tablet daily for 
14  days. For ages 2  months up to 6  months use 1/2 tablet (10  mg) daily for 
14 days [13].

The mechanism of action is felt to be multifold including repairing the intestinal 
mucosal barrier, augmenting the antibody response against GI pathogens, and inhib-
iting chloride secretion into the gut. Zinc is not of proven benefit in infants less than 
6 months old and vomiting is a potential side effect that may limit its usefulness at 
all ages.

PLAN B: TREAT SOME DEHYDRATION WITH ORS

In the clinic, give recommended amount of ORS over 4-hour period
 
� DETERMINE AMOUNT OF ORS TO GIVE DURING FIRST 4 HOURS

   
    * Use the child's age only when you do not know the weight. The approximate amount of ORS
required (in ml) can also be calculated by multiplying the child's weight (in kg) times 75.
  • If the child wants more ORS than shown, give more.
  • For infants under 6 months who are not breastfed, also give 100 - 200 ml clean water during this
    period if you use standard ORS. This is not needed if you use new low osmolarity ORS.
� SHOW THE MOTHER HOW TO GIVE ORS SOLUTION.
  • Give frequent small sips from a cup.
  • If the child vomits, wait 10 minutes. Then continue, but more slowly.
  • Continue breastfeeding whenever the child wants.
� AFTER 4 HOURS:
  • Reassess the child and classify the child for dehydration.
  • Select the appropriate plan to continue treatment.
  • Begin feeding the child in clinic.
� IF THE MOTHER MUST LEAVE BEFORE COMPLETING TREATMENT:
   • Show her how to prepare ORS solution at home.
   • Show her how much ORS to give to finish 4-hour treatment at home.
   • Give her enough ORS packets to complete rehydration. Also give her 2 packets as recommended
   in Plan A.
• Explain the 4 Rules of Home Treatment:
      1. GIVE EXTRA FLUID
      2. GIVE ZINC (age 2 months up to 5 years)
      3. CONTINUE FEEDING (exclusive breastfeeding if age less than 6 months)
      4. WHEN TO RETURN

WEIGHT

AGE*

< 6kg 6 - <10kg 10 - <12 kg 12 - <19 kg
12 months up to 2
years

2 years up to 5
years

4 months up to 12
years

Up to 4
months

In ml 200 - 450 450 - 800 800 - 960 960 - 1600

Fig. 24.7 Integrated Management of Childhood Illnesses chart booklet [13], March 2014. 
(Permission granted by World Health Organization)
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 Vitamin A Supplementation in Children with Diarrhea

Vitamin A deficiency is common in low resource areas as a part of micronutrient 
malnutrition. Since diarrhea and malnutrition have a direct relationship, it is recom-
mended that infants and children with diarrhea, especially those with persistent or 

PLAN C: TREAT SEVERE DEHYDRATION QUICKLY

FOLLOW THE ARROWS. IF ANSWER IS "YES", GO ACROSS. IF "NO", GO
DOWN.

START HERE Start IV fluid immediately. If the child can drink, give ORS by
mouth while the drip is set up. Give 100 ml/kg Ringer's Lactate
Solution (or, if not available, normal saline), divided as follows

* Repeat once if radial pulse is still very weak or not
detectable.
Reassess the child every 1-2 hours. If hydration status is
not improving, give the IV drip more rapidly.
Also give ORS (about 5 mi/kg/hour) as soon as the child can
drink: usually after 3-4 hours (infants) or 1-2 hours (children).

Reassess an infant after 6 hours and a child after 3 hours.
Classify dehydration. Then choose the appropriate plan (A, B,
or C) to continue treatment.

Refer URGENTLY to hospital for IV treatment.
Ifthe child can drink, provide the mother with ORS solution and
30 minutes)? show her how to give frequent sips during the trip or 
give ORS NO by naso-gastric tube.

Start rehydration by tube (or mouth) with ORS solution:
give 20 ml/kg/hour for 6 hours (total of 120 ml/kg).
Reassess the child every 1-2 hours while waiting for
transfer:

If there is repeated vomiting or increasing abdominal
Can he chia oink? YES distension, give the fluid more slowly.
If hydration status is not improving after 3 hours, send the
child for IV therapy.

After 6 hours, reassess the child. Classify dehydration. Then
choose the appropriate plan (A, B or C) to continue treatment.

f the child is not referred to hospital, observe the child at least
treatment 6 hours after rehydration to be sure the mother can 
maintain hydration giving the child ORS solution by mouth.

Can you give
intravenous (IV) fluid

immediately?

NO

NO

NO

NO

YES

YES

YES

YES

IS IV treatment
available nearby (within

30 minutes)?

Are you trained to use
a naso-gastric (NG)
tube for rehydration?

Can the child drink?

Refer URGENTLY to
hospital for IV or NG

treatment

AGE First give
30 ml/kg in:

Then give.
70 ml/kg in:

Infants (under 12
months)

Children (12 months up
to 5 years)

1 hour* 5 hours

30 minutes* 2 1/2 hours

NOTE:

�

�

�

�

�

�

�

�

�

�

↓

↓

↓

↓

→

→

→

→

•

•

Fig. 24.8 Integrated Management of Childhood Illnesses chart booklet [13], March 2014. 
(Permission granted by World Health Organization)
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chronic diarrhea or suspected malnutrition, be treated with a single oral dose of 
vitamin A (100,000 units for infants 6–12 months and 200,000 units for children 
12–59 months). A Cochrane review of the impact of vitamin A supplementation 
found that Vitamin A significantly reduced not only the incidence of diarrhea in 
children 6 months to 5 years old but mortality from diarrhea by 28% [17].

 Cholera

Cholera, caused by Vibrio cholerae, is one particularly violent form of secretory 
AWD. In an endemic location, cholera may cause a range of symptoms from an 
asymptomatic carrier state to profuse watery diarrhea with rapid dehydration, hypo-
volemic shock, and ultimately death within several hours if not treated aggressively. 
In addition, vomiting, abdominal pain, and the well-described “rice water” appear-
ance of the stool are commonly seen with symptomatic disease. Contaminated 
drinking water is usually the cause of the epidemic but person-to-person transmis-
sion also plays a significant role in overcrowded settings. Diagnosis is usually made 
on a clinical basis, as laboratory confirmation requires culture of the organism. Mild 
cases of cholera are indistinguishable from common AWD but severe cases of chol-
era are uniquely dangerous in children with fluid losses that may be catastrophic. 
“Plan C” of the WHO diarrhea management protocols should be followed (see 
above) as outlined above. If an affected child also has severe malnutrition, espe-
cially with edema, then the treatment protocol is far more conservative and is best 
supervised in a specialty inpatient unit.

While aggressive fluid replenishment is the primary mode of treatment, oral anti-
biotic usage is also appropriate for cases of moderate to severe cases of cholera, in 
that they may reduce the volume and duration of diarrhea and even the period of 
bacterial shedding [18]. Unfortunately, in cholera endemic areas (Africa, South and 
Southeast Asia, etc.), multidrug resistance is also common. Ciprofloxacin, in par-
ticular, is associated with especially high rates of resistance. Ideally, antibiotic 
choice should be guided by drug sensitivity testing in a given area. Since that infor-
mation may not be available early in an outbreak, empiric therapy with doxycycline 
(4–6 mg/kg single dose) is regarded as complementary therapy by Medicins Sans 
Frontieres when dehydration has been addressed, vomiting has diminished, and oral 
therapy can be used [19]. Another empiric choice may be azithromycin (20 mg/kg 
single dose) however aggressive fluid management to address critical dehydration is 
far more likely to be lifesaving than the specific antibiotic in most settings. Cholera 
may initially look like a number of other causes of severe AWD diarrhea in young 
children; however, the death of even a single child over age 5 due to a diarrheal ill-
ness must be reported and should raise the suspicion of an impending cholera 
epidemic.

In a refugee camp setting it may be necessary to set up specialized inpatient units 
for severe diarrhea or cholera in order to stockpile IV fluids and supplies and to 
efficiently handle the volume of patients. Young children, in particular, may require 
IV therapy and very close nursing supervision. The units also provide the 
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opportunity to institute strict infection control measures and to train medical staff 
and to educate caregivers on sanitation, hygiene, and nutritional practices.

There are currently two cholera vaccines (Shanchol and Euvichol) available for 
broad public health use on a scheduled basis in endemic areas as well as for emer-
gency vaccination once there is an outbreak. Generally, two doses of vaccine given 
a minimum of 2 weeks apart are optimal for immune response; however, there is 
increasing data that even one dose given at the onset of an outbreak may be benefi-
cial [20].

 Typhoid Fever

Typhoid fever caused by Salmonella enterica serotype Typhi/Paratyphi is one of the 
other major causes of epidemic diseases of children in refugee camps and other 
crowded environments. Transmission is primarily via the fecal-oral route with con-
tamination of water and food sources spreading disease quickly. Enteric fever 
(which includes paratyphoid fever) is often a nonspecific illness especially in chil-
dren under 5 years old. It may be characterized initially by fever lasting several days 
(often peaking in the second week), chills, and abdominal pain. Other symptoms 
could include malaise, headache, cough, and possible changes in bowel habits with 
diarrhea more frequently seen than constipation in children [21]. However, a change 
in bowel habits is not a reliable feature of typhoid fever regardless of age as most 
afflicted children have normal stools. Splenomegaly, abdominal tenderness, and dis-
tention may be noted on exam along with the classic fever-pulse dissociation, which 
is relative bradycardia in the setting of high fever. A characteristic exanthem some-
times seen early in the course of illness consists of discrete “rose spots” on the trunk 
and abdomen and represent areas of bacterial embolization [22]. The differential 
diagnoses for the enteric fever syndrome would include other multisystemic infec-
tions such as malaria, dengue, non-typhoid salmonella infections, leptospirosis, 
rickettsial infections, and amebiasis.

If not treated with appropriate antibiotics, the course of the disease may last sev-
eral days with complications including confusion/delirium, coma, intestinal perfo-
ration, sepsis, and death. Of enteric fever patients, 1–4% become chronic carriers of 
the disease and will develop fecal shedding which can persist for more than a year. 
This group continues to represent a fertile reservoir for causing recurrent epidem-
ics [22].

The diagnosis of enteric fever is challenging even under optimal circumstances 
but is especially difficult in low resource settings. Blood, stool, and bone marrow 
cultures may reveal the presence of the organism early in the course of the illness 
but are not highly sensitive commonly available. The Widal test, which measures 
long-lasting agglutinating antibodies and not necessarily acute infection, is of lim-
ited value in endemic areas where many people may have been exposed to the 
disease during their lifetime [22]. The clinical picture of enteric fever may look 
like malaria, though if malaria tests are negative then the diagnosis of enteric fever 
is often made on clinical grounds alone [21, 22]. In a child with more than 3 days 
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of fever of unknown cause and variable abdominal symptoms (pain, distention), 
empiric therapy with antibiotics to cover enteric fever is indicated. Unfortunately, 
in areas endemic for enteric fever, the organism may already be multidrug resistant 
making empiric selection of the best drug problematic. Fluoroquinolone resistance 
is now widespread especially in South Asia where up to 80% of isolates are resis-
tant, parenteral fluoroquinolone therapy may still be acceptable empiric therapy 
outside of South Asia. Azithromycin and ceftriaxone remain the best first-line ther-
apies in seriously ill children with enteric fever, but resistance to those agents is 
starting to appear [23].

In this era of increasing drug resistance, broad public health mandates to prevent 
enteric fever are crucial, including ensuring safe water supplies, appropriate hygiene 
and sanitation measures, food safety, and most importantly, vaccination. In endemic 
areas, the WHO recommends typhoid conjugate vaccine be a part of all national 
vaccination programs starting at 6 months of age.

 Diarrhea Complicated by Malnutrition (and Vice Versa)

Recurrent diarrhea in a child frequently leads to malnutrition through catabolism, 
reduced oral intake, and a net loss of vital calories and micronutrients. Conversely, 
malnutrition, due to effects on the intestinal mucosal barrier causing malabsorption 
of vital macro and micronutrients and on the immune response, can lead to increased 
susceptibility and recurrent bouts of diarrhea. This bidirectional relationship 
between diarrhea and malnutrition can lead to repeated episodes of illness and even-
tually to stunting, failure to thrive, and death [2]. That is why attention to the nutri-
tional needs of a child is so crucial before, during, and after bouts of acute diarrhea. 
Breastfeeding throughout the course of diarrhea is a key recommendation especially 
in low resource areas [2]. Exclusive breastfeeding has also been shown to protect 
against future episodes of diarrhea supporting the WHO recommendation of breast-
feeding only for all infants until age 6 months. Inadequate breastfeeding has been 
shown to increase diarrhea-related morbidity and mortality, hospitalization, and all- 
cause mortality. One comprehensive review of the literature showed that for those 
aged 0–5 months who were not exclusively breastfed compared to those who were, 
the relative risk (RR) of diarrhea-related mortality was 10.52. In those aged 
6–23 months old, the relative risk of those who received no breastfeeding was 2.8 
compared to those who received any breastfeeding [23].

In children with severe acute malnutrition (SAM), managing significant diarrhea 
is particularly challenging. Their volume status is precarious, vascular permeability 
and homeostasis are disturbed, and especially in edematous malnutrition, physical 
exam evaluation of dehydration is difficult. If available, oral ReSoMal may be an 
alternative to low osmolality ORS for fluid replacement purposes in the setting of 
SAM and ongoing diarrhea. This commercially available product has a lower con-
centration of sodium, higher concentration of potassium, and adds magnesium, cop-
per, and zinc, not present in ORS. MSF recommends that the use of ReSoMal is 
reserved for treatment of complicated SAM with frequent stools without 
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hypovolemic shock but does not recommend its use in children with cholera or 
uncomplicated SAM [24]. Oral or NG/OG feeding is always preferable to intrave-
nous fluid administration in malnourished children due to their precarious intravas-
cular volume status and risk of pulmonary edema. Broad-spectrum antibiotics 
(amoxicillin PO: 50 mg/kg 2 times a day for 5 days) are recommended in all chil-
dren with SAM, and nutritional therapy should be provided in inpatient feeding 
centers for careful monitoring.

 Persistent Diarrhea in a Low Resource Setting

Persistent diarrhea is defined as watery stools three or more times a day that lasts 
for more than 14  days. As noted above, malnutrition plays a significant role in 
causing and/or perpetuating diarrhea. There are several pathophysiologic mecha-
nisms that may play a role in a child developing persistent diarrhea. Perpetuation 
of the original intestinal infection that triggered the initial acute episode (such as 
shigella which is well known to persist in the GI tract), structural changes in the gut 
lining limiting nutrient and micronutrient absorption, and impaired immune status 
are all important contributors. HIV infection in a child always needs to be consid-
ered in cases of chronic diarrhea. One manifestation of the altered immune state in 
these children is failure to clear cryptosporidium infection which may then result 
in chronic loose stools.

Children under 2 years old may be disproportionately affected by persistent diar-
rhea compared with older children. Stunting of growth, failure to thrive, susceptibil-
ity to other infections such as respiratory illnesses, and death may result [2].

Common infectious causes of persistent diarrhea may be viral, bacterial, para-
sitic, or mixed pathogen and may be the same agents that cause acute diarrhea. 
Examples include rotavirus, adenovirus, norovirus, shigella, enteropathogenic 
E. coli, campylobacter, and cryptosporidium. Persistent diarrhea also raises the pos-
sibility of chronic giardiasis, amebiasis, Cyclospora, and Strongyloides infection. 
Bloody diarrhea persisting for more than 2 weeks could be due to shigella or cam-
pylobacter and should be treated with appropriate antibiotics as with acute disease. 
The empiric antibiotic therapy in a child with persistent bloody diarrhea where cul-
tures cannot be done should include two appropriate trials of antibiotics aimed at 
shigella, changing antibiotics every 2–3 days if bloody diarrhea persists [11]. If no 
clinical response is noted then using metronidazole might be a reasonable option for 
addressing amebiasis and giardiasis. In addition, if laboratory testing is available, 
stool cultures and microscopy for parasites (E. histolytica, giardia, and Strongyloides 
especially) should be done. Identifying a specific pathogen as the cause of persistent 
diarrhea may be difficult even in the best resource settings. Regardless of the cause, 
management is the same as it would be for a child with acute diarrhea: assess and 
treat for significant dehydration and possible sepsis (see section “Dehydration 
Triage and Management”). Death from dehydration is still the primary cause of 
death in a child with persistent diarrhea. Address the fluid needs and administration 
according to the WHO endorsed Plans A (for mild), B (for moderate), or C (for 
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severe dehydration). Ensuring adequate nutrition throughout the illness is crucial 
with the continuation of breastfeeding being the next key intervention especially for 
ages 0–6 months.

Anti-helminth therapy with albendazole (200 mg single dose for <2 years old, 
400 mg as single dose for >2 years old) is safe in children who may harbor intestinal 
roundworms, such as ascaris, pinworm, hookworm, and Strongyloides, and should 
be given on a regularly scheduled 6-month schedule. However, nematodes are rarely 
a cause of diarrhea but may aggravate anemia or undernutrition.

Zinc and vitamin A administration should be used in all cases of persistent or 
chronic diarrhea. Regular follow-up of the child, either in the clinic setting or 
through well-trained community health workers, is essential to track the response to 
therapy and to provide long-term evaluation of the child’s nutritional status, growth, 
and development.

 Other Gastrointestinal Problems

 Acute Vomiting

Regardless of the underlying cause, repeated vomiting in a child is a significant 
concern as it may rapidly lead to dehydration. Acute vomiting may be a part of 
intestinal infection due to viral gastroenteritis, bacterial contamination of food 
sources, part of a secondary illness (e.g., malaria, enteric fever, sepsis, meningitis, 
urinary, or other infection), metabolic abnormalities (e.g., DKA, renal failure, adre-
nal crisis), toxic ingestion, motion sickness, underlying neurological or psychologi-
cal factors, and many other causes beyond the purview of this discussion. Structural 
intestinal issues such as pyloric stenosis and intussusception need to be considered, 
especially if there is a worrisome pattern of recurrence. Common or benign vomit-
ing is usually self-limited. Basic management of vomiting beyond initial observa-
tion includes continued small volume feeding with frequent sips of water or breast 
milk, but most importantly instructing the mother when to come to the clinic for 
assistance if vomiting persists. Prolonged vomiting (e.g., >12 h in a neonate, >24 h 
in children younger than 2 years old, >48 h in older children [25]) is certainly a 
reason to seek urgent medical attention.

The chief concern of ongoing vomiting, as with diarrhea, is the risk of dehydra-
tion. Signs of volume depletion that a caregiver should look for include lack of tears 
with crying, a dry mouth, a dry diaper for >6 h or not urinating for 6–8 h in an older 
child, listlessness, or profound lethargy. Avoiding full strength fruit juices is advis-
able because of the high sugar content. If any signs of dehydration are present, ORS 
is the optimal choice for volume and electrolyte repletion, and it reduces the inci-
dence of further vomiting. However, for home use initially, frequent small volumes 
of water, milk, or dilute juice, are acceptable. If the fluids are quickly vomited, then 
small volume fluids should be tried again after 10–20 min. If vomiting persists and 
signs of dehydration develop, then further medical assistance is needed, and enteral 
or parental rehydration be considered. Anti-emetics, especially ondansetron, may be 
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considered except in cases of suspected increased intracranial pressure or evidence 
of intestinal obstruction [25].

 Abdominal Pain in Children

The comprehensive evaluation and management of a child presenting with abdomi-
nal pain in a low resource area are beyond the scope of this manual. However, the 
skill to recognize the child who has serious or life-threatening causes of abdominal 
pain is essential. Certain signs and symptoms may help distinguish between common 
benign causes (gastroenteritis or other viral processes, constipation, colic, etc.) and 
conditions which require further evaluation and testing. Urgent transfer may be nec-
essary to address those situations requiring surgical consultation or at the very least, 
for closer monitoring and skilled nursing care. For any child less than 2 months old 
the presence of poor feeding, convulsions, temperature  >37.5 or  <35.5, lethargy, 
labored or rapid breathing (>60 breaths/min) with or without abdominal findings is 
sufficient to justify parenteral antibiotics (ampicillin plus gentamicin, or ceftriaxone 
alone) and immediate transfer to a hospital setting. For children greater than 2 months 
of age, the following danger signs should prompt further evaluation immediately [26]:

Some danger signs of abdominal pain in a young child (>2 months of age):

• association with vomiting for >12 h in an infant, or for >24 h in a child more than 
12 months old with inadequate oral intake [25]

• signs of severe dehydration from diarrhea or vomiting or both (listlessness, leth-
argy, or coma)

• recurrent projectile vomiting or vomiting of bile or blood
• recurrent and progressive severe crampy abdominal pain in children ages 

6–36 months old; consider intussusception as it is the most common abdominal 
emergency of childhood. Vomiting may be bilious (appears dark green whereas 
gastric fluid is all shades of yellow) and blood in the stool is commonly 
noted as well

• nonbilious, forceful vomiting after eating, especially in infants 3–12 weeks old. 
The child may look well between episodes and remains hungry after vomiting; 
consider pyloric stenosis

• any association with significant blunt trauma and abdominal pain; this will usu-
ally require immediate referral for appropriate imaging and management

• a palpable discrete and painful mass in the inguinal area in a highly irritable and 
uncomfortable child; this suggests an incarcerated inguinal hernia

• peritoneal signs or significant abdominal distension (surgical abdomen)
• once these more serious etiologies have been ruled out, a broad range of caus-

ative factors, including infections such as pharyngitis, pneumonia, and urinary 
tract infections can also manifest as abdominal pain in children. Finally, psycho-
logical or “functional” causes of abdominal pain, as well as abdominal migraine, 
need to be considered especially in populations of children exposed to violence, 
trauma, and numerous unpredictable circumstances.
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Prologue
Walking with my team in one of the informal tent settlements of Syrian refugees in 
Lebanon we were intercepted by a worried father. He wanted us to go into his tent 
and see his baby, a 1-year-old girl who had been having diarrhea and vomiting for 
the last 3 days and was now quite drowsy and dehydrated. There were two other 
children in the family who had diarrhea. While talking to the father we found out 
that it was very hard for them to go out of the settlement to look for medical assis-
tance because of police blockades and transportation difficulties. It had been raining 
and the scarce latrines were flooding, there were puddles and mud everywhere and 
it was difficult to walk around. Drinking water was brought by truck every 2 weeks 
and it was often dirty. At the end of our visit we had seen around 20 children with 
diarrhea and many adults were also reported sick.

When large groups of people are displaced, due to war, violence, food insecurity, 
poverty, or any other situation, living conditions become harsh and inadequate. In 
Lebanon, for example, there are no refugee camps; people are scattered around in 
informal test settlements. This makes it difficult for agencies and NGOs to assist the 
population with water and sanitation interventions. Because the number of tents are 
limited, many families live and sleep in the same spaces, which favors overcrowd-
ing. These are ideal conditions for viral, bacterial, and parasitic infections to spread 
easily and cause diseases, individual deaths, and ultimately outbreaks.

Communicable disease control is a challenge in most contexts where refugees 
live. Prevention and preparedness to recognize and manage an outbreak is essential. 
Infectious diseases can be brought by the refugees from their places of origin or 
from places they passed along their journeys. Refugees can acquire communicable 
disease in the host country, or they can be caused by the conditions encountered 
once the populations are settled.
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In this chapter, we will talk about infectious diseases in the context of children of 
refugee populations.

 Introduction

According to the UNCHR there are five diseases that have the most immediate 
impact on large-scale mortality, causing 60–80% of deaths among refugees [1]. 
They are:

 1. Measles
 2. Diarrheal diseases (see Gastrointestinal Diseases chapter)
 3. Acute respiratory infections (see Respiratory chapter)
 4. Malaria
 5. Malnutrition (see Nutrition chapters)

In this chapter of the book we will go over some infections that have not been 
reviewed in depth in other chapters of the book. We will also talk about other infec-
tious diseases that cause significant morbidity in children. Please note that all drug 
dosages provided in this chapter should be confirmed with local providers and 
national dosing guidelines.

 Measles

 Overview

Measles is a particularly important disease to discuss in the context of refugee popu-
lations since it is extremely contagious. It is one of the main killers in displaced 
populations and refugees. When people live in overcrowded and unhygienic condi-
tions it spreads rapidly and in higher infectious doses, resulting in more severe clini-
cal disease, especially in malnourished children. If we look at history, measles 
accounted for 53% of deaths in refugee children in eastern Sudan and 42% in 
Somalia in 1985, after this it was clear to everyone that this particular infection 
should always be addressed in refugee populations [2].

 Know Your Bugs: The Infectious Agent

Measles is caused by a virus called Measles morbillivirus of the genus morbillivirus 
and the family Paramyxoviridae. The only host of measles virus is humans [2].

 Epidemiology, Incidence, and Mortality

Measles is a widespread problem around the globe. It caused 140,000 deaths in 
2018 [3]. When caring for displaced populations, it is important to understand their 
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risk of measles in order to have a clear picture of where measles outbreaks are hap-
pening in the local communities.

In developed countries, there are occasional outbreaks which usually start from 
imported cases that infect people who are not vaccinated. In low-income countries, 
where measles is endemic, it causes recurrent large-scale epidemics with very high 
death tolls.

 Transmission

Measles is one of the most contagious microbes in the world. Nine out of ten vulner-
able people will become infected if exposed to the virus [4].

Transmission occurs person-to-person through infected respiratory droplets 
(nose and throat) that go from a patient with measles to a healthy person’s mucosa 
(nose, eyes, and mouth). These droplets can become airborne when a sick person 
talks, sneezes, or coughs, and they can remain in the air for up to 2 h, so it can be 
transmitted in public spaces, even in the absence of contact with someone who is ill. 
This is why large outbreaks can occur in areas of crowding.

The incubation period is 6–21  days. Contagiousness is estimated to be from 
5 days before the appearance of rash to 4 days afterward; however, a malnourished 
or immunocompromised child can transmit the infection for much longer. The 
period of maximum contagiousness is thought to be during the late prodrome phase 
when the patient is febrile and has respiratory symptoms [4].

 Clinical Features

Stages of infection [5, 6]:

Incubation 
period Prodrome

Enanthem 
(involvement of 
the mucosa) Exanthem (rash) Recovery

6–21 days 2–4 days 48 h prior to the 
onset of rash
Lasts 12–72 h

2–4 days after onset 
of fever

Virus enters the 
respiratory 
mucosa or 
conjunctivae, 
replicates 
locally, spreads 
to lymphatic 
tissues, and 
disseminates 
through the 
bloodstream 
(viremia).

Fever (as high 
as 40 °C), 
malaise and 
anorexia, 
conjunctivitis 
(with 
lacrimation or 
photophobia), 
coryza (runny 
nose), and 
cough.

Koplik spots: 
1–3 mm 
whitish, 
grayish, or 
bluish 
elevations with 
an erythematous 
base, on the 
buccal mucosa 
opposite the 
molar teeth. 
Does not appear 
in all patients.

Erythematous, 
maculopapular rash. 
Spreads 
cephalocaudally and 
centrifugally. 
Lymphadenopathy 
and splenomegaly, 
high fever, 
respiratory signs, 
pharyngitis, 
non-purulent 
conjunctivitis.

Clinical 
improvement 
typically 
ensures within 
48 h of the 
appearance of 
the rash. 
Cough may 
persist 
1–2 weeks.
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 Complications

As other viruses do, the measles virus can cause inflammation in various organs 
such as the brain, the lungs, and the liver. It can also affect the immune system, mak-
ing a child more susceptible to other infections. In fact, measles-associated immune 
suppression can last up to 3 years after the infection, increasing morbidity and mor-
tality from other infections. One or more complications occur in 30% of cases.

• Gastrointestinal complications: The most common is diarrhea in 8% of cases, 
caused by intestinal inflammation. Together with gingivostomatitis (painful 
mouth ulcers) can cause difficulty eating and drinking and high water loss, which 
leads to dehydration, electrolyte imbalance, and worsening malnutrition. It can 
also cause hepatitis (elevated liver enzymes), mesenteric lymphadenitis, and 
appendicitis [6].

• Respiratory complications: the virus on its own can cause laryngotracheobron-
chitis (croup), bronchiolitis, and severe pneumonitis associated with respiratory 
distress. Pneumonia is present in 6% of cases and it is the main cause of mortal-
ity. Bacterial superinfection is also likely and occurs in 5% of cases. Bronchiectasis 
has also been reported, which predisposes the child to recurrent respiratory 
infections [6].

• Otitis media occurs in 5–10% of cases [6].
• Coinfections:

 – Viruses: parainfluenza virus, adenovirus, cytomegalovirus, enterovirus, influ-
enza, and respiratory syncytial virus.

 – Bacteria: Staphylococcus aureus, Streptococcus pneumoniae, Haemophilus 
influenzae, and Steptococcus pyogenes. Tuberculosis reactivations [7].

The Rash
• Blanching in early stages (the skin becomes white after you put pressure 

and then release), after it becomes non blanching (stays red, even if you put 
pressure).

• Begins on the face and spreads downwards: cephalocaudal.
• Goes from the center of the body, outwards, to involve the neck, upper 

trunk and extremities: centrifugal.
• Petechia (tiny hemorrhages that look like less than 1 mm red dots) may be 

seen and in severe cases rash appears hemorrhagic.
• Palms and soles are rarely involved (very important point if you are sus-

pecting a different diagnosis).
• After 3–4 days the rash darkens to a brownish color and begins to fade. 

Followed by fine desquamation.
• Rash lasts 6–7 days and fades in the order it appeared (head to toe).

A. T. Gadsden-Hevia



341

• Neurologic: encephalitis, acute disseminated encephalomyelitis, and subacute 
sclerosing panencephalitis [6].
 – Encephalitis: Occurs in 1 per 1000 cases. It can appear from day 1 to 14 of the 

rash. Characterized by persistent fever, headache, vomiting, stiff neck, menin-
geal irritation, drowsiness, irritability, seizures, and coma. Twenty-five per-
cent will have neuro-developmental sequelae. Cerebrospinal fluid will show 
elevated lymphocytes, proteins, and normal glucose.

 – Acute disseminated encephalomyelitis (1 per 1000 cases): caused by post-infec-
tious autoimmune response. Presents during the recovery phase, usually 2 weeks 
after the rash. It can show as fever, headache, neck stiffness, seizures, and mental 
status changes. Any abnormal neurological finding should be suspected (sensory 
loss, muscle weakness, paraplegia, etc). CSF shows the same findings as enceph-
alitis. It has 10–20% mortality. Residual neurological abnormalities are com-
mon, including behavior disorders, mental retardation, and epilepsy.

 – Subacute sclerosing panencephalitis: Is a fatal progressive degenerative dis-
ease. Appears 7–10 years after measles infection. More common if measles 
presented at an early age (<2  years of age). It can start with personality 
changes, somnolence, and evolve progressively to dementia, motor or sensory 
deficit, vegetative state, and death. Patients may live weeks to years but it is 
almost always fatal.

• Ocular: xerophthalmia, keratitis, Bitot’s spots (dry conjunctival lesion), kerato-
malacia, corneal ulceration, and blindness, especially in children with malnutri-
tion and vitamin A deficiency [7].

• Cardiac: myocarditis and pericarditis [7].
• Death: the case fatality rate in developing countries can vary from 4% to 10% [2].

 Immunity and Vulnerability

Contracting and surviving measles infection provides lifelong immunity. Children 
born to mothers who were vaccinated before pregnancy have immunity until the age 
of 3–6 months, after this anti-measles antibodies begin to fade. Immunocompromised 
children such as those with severe malnutrition, HIV/AIDS, blood malignancies, or 
affected cell- mediated immunity due to medications can develop severe measles 
and all its complications [6]. Pregnant women are at risk for severe complications. 
There can also be the risk of low birth-weight, abortion, intrauterine fetal death, and 
congenital measles which can present as a broad spectrum of illness from mild to 
severe. In addition, Vitamin A deficiency due to malnutrition contributes to delayed 
recovery and to the high rate of post measles complications. Measles infection can 
also precipitate acute vitamin A deficiency and xerophthalmia [7].
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 Diagnosis

The first way to diagnose measles is with compatible clinical signs and symptoms, 
plus a history of recent exposure or travel to a place with high measles prevalence, 
especially in the absence of previous measles immunity. It can be confirmed with 
reverse transcriptase-polymerase chain reaction tests (RT-PCR) on respiratory 
secretions (throat swab is preferred), blood, bronchial lavage, or urine samples, 
detecting measles specific immunoglobulin M (IgM) and IgG in blood serum or 
through isolation of measles virus in cell culture [5].

Usually in the context of an outbreak, not every patient can be tested. Diagnosis 
is done with clinical signs and symptoms that are specified in by a case definition 
(see outbreaks section below). Depending on the situation, some patients will be 
tested—usually the first ones to be suspected to have measles [8].

 Treatment

There is no specific antiviral treatment for measles but in order to avoid complica-
tions, the focus should be on the following management:

 – Early recognition/triage of patients with clinical signs of severity.
 – Supportive care: good nutrition, adequate fluid intake, and treatment for dehy-

dration with oral rehydration solution or intravenous fluids.
 – Vitamin A: can reduce morbidity and mortality rates as well as blindness due to 

kerato conjunctivitis. Administer orally once daily for 2 days at the following 
doses [9]:

Less than 6 months: 50,000 IU
6–11 months: 100,000 IU
Older than 12 months: 200,000 IU
Children with clinical signs and symptoms of vitamin A deficiency: give the 
third dose 4–6 weeks later

 – Close follow-up and continual assessment to detect infections and sepsis in a 
timely manner. Antibiotics to treat associated bacterial infections. Antibiotic pro-
phylaxis is not recommended.

 – Immune globulin (IG) can be considered for exposed susceptible individuals 
who are severely immunocompromised and for pregnant women. It can be given 
within 6  days of exposure to prevent or modify the diseases. Recommended 
dose: IV 400 mg/kg, IM 0.5 mL/kg (maximum 15 mL) [5].
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 Vaccination

Measles vaccination resulted in a 73% drop in measles deaths between 2000 and 
2018 worldwide. It prevented an estimated 23.2 million deaths. It can provide herd 
immunity, but to stop broad transmission 85–90% of the population must be vacci-
nated [10].

The measles vaccine is often incorporated with rubella and or mumps vaccines. 
It is equally safe and effective in single or combined form. Adding rubella to the 
measles vaccine increases the cost only slightly and allows for shared delivery and 
administration costs. It is a live attenuated vaccine. Antibodies will develop in 94% 
of immunized children. The second dose is to ensure that children who had no 
response with the first dose, do develop antibodies [2].

General recommendations for measles immunization:

• Children 6–11 months in epidemic situations: they should receive one dose of 
vaccine. This dose is not considered valid and two valid doses should be admin-
istered after the first birthday.

• Children older than 12  months: two doses of vaccine, separated by 28  days 
minimum.

• All nonimmunized people: should receive two doses of vaccine, separated by 
28 days to ensure protection.

• Exposed susceptible individuals: if the vaccine is administered within 72 h of 
exposure, it will provide protection or disease modification in some cases. 
Consider an individual as susceptible if they have not received any doses of mea-
sles vaccine or they have only received one dose [7].

 Measles Outbreaks

The main preventive measure for a measles outbreak is routine measles vaccina-
tion for children, combined with mass immunization campaigns in countries with 
high case and death rates [2].

A measles outbreak is defined as a two or more laboratory-confirmed measles 
cases that are temporally related (with dates of rash onset occurring 7–23 days 
apart) and epidemiologically or virologically linked or both (being a known 
contact or being in the same physical setting as the case during their infectious 
period for any length of time).

25 Childhood Infectious Diseases in Pediatric Refugee Populations



344

All suspected cases of measles should be reported to public health authorities 
according to each country’s protocol. Communication with public health authorities 
is very important. Health care systems should have guidelines for infection control 
measures and rapid response protocols for measles cases, including a clear case 
definition (see chapter on outbreaks for more information).

All health care personnel should have evidence of measles immunity. Give two 
doses with 28-day interval if there is no evidence of vaccination.

In case of outbreaks prioritize hospital admission for patients with clinical warn-
ing signs. Non-severe cases should receive outpatient treatment and be isolated at 
home. All patients should receive vitamin A as recommended [11].

Infection control:

 – Airborne transmission precautions (see Appendix on precautions) for 4  days 
after the onset of rash in healthy patients and for the duration of illness in immu-
nocompromised patients.

 – Susceptible individuals should not be in contact with suspected or con-
firmed cases.

 – Exposed individuals should be placed on airborne precautions and excluded 
from social contact or work from day 5 through day 21 after exposure. Even 
those who were vaccinated within 72 h of exposure.

 – Patients with febrile rash illness should be in a separate waiting area or placed 
immediately in an isolated room.

 – Patients should wear appropriate masks to prevent generation of droplets, and 
staff should wear respirators to filter airborne particles.

 – If the patient goes home, he/she should remain in isolation at home for 4 days 
after rash onset.

 – A room occupied by a suspected case should not be used for 2 h after the patient’s 
departure [11].

 Other Viral Infections Associated with Skin Rashes

There are many infectious diseases that present with skin erythema or other lesions. 
They can be caused by bacteria, rickettsias (a special kind of bacteria), fungi, and 
parasites. Many of them are associated with specific regions of the world. A thor-
ough description of all of them is beyond the scope of this chapter; here we will 
focus only on the most common viral rashes of childhood [5, 12].

A. T. Gadsden-Hevia



345

T
ra

ns
m

is
si

on
Si

gn
s 

an
d 

sy
m

pt
om

s
T

re
at

m
en

t a
nd

 p
re

ca
ut

io
ns

C
om

pl
ic

at
io

ns
V

ac
ci

ne
C

hi
ck

en
po

x/
V

ar
ic

el
la

V
ar

ic
el

la
–Z

os
te

r 
vi

ru
s 

(V
Z

V
)

B
re

at
hi

ng
 d

ro
pl

et
s 

fr
om

 n
as

o-
 

ph
ar

yn
ge

al
 

se
cr

et
io

n
D

ir
ec

t c
on

ta
ct

 w
ith

 
ve

si
cl

e 
flu

id
In

cu
ba

tio
n 

pe
ri

od
: 

10
–2

1 
da

ys

Fe
ve

r, 
m

al
ai

se
, p

ha
ry

ng
iti

s,
 

lo
ss

 o
f 

ap
pe

tit
e.

R
as

h:
 a

pp
ea

rs
 in

 s
uc

ce
ss

iv
e 

cr
op

s,
 p

ru
ri

tic
, m

ac
ul

es
–

pa
pu

le
s–

pu
st

ul
es

–c
ru

st
s.

 
L

es
io

ns
 in

 d
if

fe
re

nt
 s

ta
ge

s 
on

 
fa

ce
, t

ru
nk

, a
nd

 e
xt

re
m

iti
es

. 
N

ew
 v

es
ic

le
 f

or
m

at
io

n 
st

op
s 

w
ith

in
 4

 d
ay

s.
 C

ru
st

s 
fa

ll 
w

ith
in

 1
–2

 w
ee

ks
 a

nd
 le

av
e 

hy
po

pi
gm

en
ta

tio
n.

– 
 A

nt
ih

is
ta

m
in

es
 f

or
 

pr
ur

itu
s.

– 
 A

nt
ip

yr
et

ic
s.

A
t-

ri
sk

 h
os

ts
: A

cy
cl

ov
ir

O
ra

l: 
20

 m
g/

kg
/d

os
e 

in
 4

 
do

se
s 

fo
r 

5 
da

ys
.

IV
: 1

50
0 

m
g/

m
2  o

r 
30

 m
g/

kg
/d

ay
 in

 3
 d

os
es

.
Pr

ec
au

tio
ns

:
In

 h
os

pi
ta

l: 
Is

ol
at

io
n

 
  – 

St
an

da
rd

 
  – 

C
on

ta
ct

 
  – 

A
ir

bo
rn

e

– 
 Sk

in
 a

nd
 s

of
t t

is
su

e 
ba

ct
er

ia
l 

in
fe

ct
io

n:
 c

el
lu

lit
is

, m
yo

si
tis

, 
ne

cr
ot

iz
in

g 
fa

sc
iit

is
, a

nd
 to

xi
c 

sh
oc

k 
sy

nd
ro

m
e.

– 
 E

nc
ep

ha
lit

is
: a

cu
te

 
ce

re
be

llu
m

 a
ta

xi
a,

 d
if

fu
se

 
en

ce
ph

al
iti

s.
– 

Pn
eu

m
on

iti
s 

an
d 

pn
eu

m
on

ia
– 

H
ep

at
iti

s
– 

 R
ey

e 
sy

nd
ro

m
e 

as
so

ci
at

ed
 

w
ith

 s
al

ic
yl

at
es

.

V
ac

ci
ne

: L
iv

e 
at

te
nu

at
ed

 v
ir

us
 

va
cc

in
e

2 
do

se
s:

M
in

im
um

 a
ge

 
12

 m
on

th
s,

Se
co

nd
 d

os
e 

m
in

im
um

 in
te

rv
al

 
1–

3 
m

on
th

s.
O

ut
br

ea
ks

: 
C

om
m

on
.

H
an

d-
fo

ot
-m

ou
th

 
di

se
as

e
M

ul
tip

le
 

E
nt

er
ov

ir
us

 
se

ro
ty

pe
s,

 m
os

t 
co

m
m

on
 

C
ox

sa
ck

ie
vi

ru
s

Fe
ca

l—
or

al
 r

ou
te

.
C

on
ta

ct
 w

ith
 v

es
ic

le
 

flu
id

 o
r 

or
al

 a
nd

 
re

sp
ir

at
or

y 
se

cr
et

io
ns

.
V

ir
us

 s
ta

ys
 in

 s
to

ol
s 

fo
r 

6 
w

ee
ks

 to
 

se
ve

ra
l m

on
th

s,
 in

 
re

sp
ir

at
or

y 
tr

ac
t u

p 
to

 3
0 

da
ys

.
In

cu
ba

tio
n 

pe
ri

od
: 

3–
5 

da
ys

.

– 
 In

fa
nt

s 
an

d 
ch

ild
re

n 
<

7 
ye

ar
s.

– 
 M

ou
th

 a
nd

 th
ro

at
 p

ai
n 

an
d 

m
ild

 f
ev

er
– 

 O
ra

l e
na

nt
he

m
: 

er
yt

he
m

at
ou

s 
m

ac
ul

es
 th

at
 

pr
og

re
ss

 to
 v

es
ic

le
s 

th
at

 
ru

pt
ur

e 
an

d 
fo

rm
 p

ai
nf

ul
 

ul
ce

rs
.

– 
 E

xa
nt

he
m

: N
on

 p
ru

ri
tic

, 
us

ua
lly

 n
ot

 p
ai

nf
ul

. 
M

ac
ul

ar
, m

ac
ul

op
ap

ul
ar

, 
or

 v
es

ic
ul

ar
 o

n 
ha

nd
s,

 f
ee

t, 
bu

tto
ck

s,
 u

pp
er

 th
ig

hs
, a

nd
 

ar
m

s.

– 
G

oo
d 

or
al

 in
ta

ke
 a

nd
 

hy
dr

at
io

n.
– 

 Pa
in

 a
nd

 f
ev

er
 c

on
tr

ol
.

N
o 

sp
ec

ifi
c 

an
tiv

ir
al

 
th

er
ap

y 
av

ai
la

bl
e.

Pr
ec

au
tio

ns
 in

 h
os

pi
ta

l:
– 

St
an

da
rd

– 
C

on
ta

ct

– 
 D

eh
yd

ra
tio

n 
du

e 
to

 r
ef

us
al

 to
 

dr
in

k.
– 

 Pa
lm

ar
 a

nd
 p

la
nt

ar
 

de
sq

ua
m

at
io

n 
1–

3 
w

ee
ks

 
af

te
r.

– 
 N

ai
l d

ys
tr

op
hy

 o
r 

sh
ed

di
ng

 o
f 

na
ils

 1
–2

 m
on

th
s 

af
te

r.
– 

 R
ho

m
be

nc
ep

ha
lit

is
, a

cu
te

 
fla

cc
id

 p
ar

al
ys

is
, a

se
pt

ic
 

m
en

in
gi

tis
.

– 
 Pu

lm
on

ar
y 

ed
em

a 
an

d 
he

m
or

rh
ag

e.
– 

M
yo

ca
rd

iti
s

– 
Pa

nc
re

at
iti

s
– 

C
on

ju
nc

tiv
al

 u
lc

er
at

io
n

– 
Fe

ta
l l

os
s

N
o 

va
cc

in
e.

G
oo

d 
ha

nd
 h

yg
ie

ne
 

in
 th

e 
ho

m
e 

(e
sp

ec
ia

lly
 w

he
n 

ch
an

gi
ng

 d
ia

pe
rs

).
O

ut
br

ea
ks

: 
C

om
m

on
.

25 Childhood Infectious Diseases in Pediatric Refugee Populations



346

R
os

eo
la

 in
fa

nt
um

 
(E

xa
nt

he
m

 
su

bi
tu

m
 o

r 
si

xt
h 

di
se

as
e)

H
um

an
 

H
er

pe
sv

ir
us

 6
 

(H
H

V
-6

)
O

th
er

: H
H

V
-7

, 
en

te
ro

vi
ru

se
s,

 
ad

en
ov

ir
us

 e
s,

 a
nd

 
pa

ra
in

flu
en

za
 

vi
ru

s 
ty

pe
 1

H
H

V
-6

: 
tr

an
sm

is
si

on
 n

ot
 

cl
ea

r, 
po

ss
ib

ly
 

th
ro

ug
h 

sa
liv

a 
fr

om
 

m
ot

he
r 

to
 in

fa
nt

 a
nd

 
pe

ri
na

ta
l. 

Sh
ed

di
ng

 
is

 th
ou

gh
t t

o 
be

 
lif

el
on

g.
In

cu
ba

tio
n 

pe
ri

od
: 

no
t c

er
ta

in
, b

ut
 

th
ou

gh
t t

o 
be

 
9–

10
 d

ay
s.

– 
C

hi
ld

re
n 

<
2 

ye
ar

s.
– 

 H
ig

h 
fe

ve
r (

up
 to

 4
0 

°C
) f

or
 

3–
5 

da
ys

, p
al

pe
br

al
 

co
nj

un
ct

iv
iti

s,
 e

de
m

at
ou

s 
ey

el
id

s,
 in

fla
m

ed
 ty

m
pa

ni
c 

m
em

br
an

e,
 c

or
yz

a,
 c

ou
gh

, 
vo

m
iti

ng
, d

ia
rr

he
a,

 c
er

vi
ca

l, 
po

st
-a

ur
ic

ul
ar

, a
nd

/o
r 

oc
ci

pi
ta

l l
ym

ph
 n

od
es

.
– 

 Fe
ve

r s
ud

de
nl

y 
di

sa
pp

ea
rs

 
an

d 
a 

bl
an

ch
in

g 
m

ac
ul

ar
 o

r 
m

ac
ul

op
ap

ul
ar

 ra
sh

 
de

ve
lo

ps
. S

ta
rt

s 
on

 n
ec

k 
an

d 
tr

un
k 

an
d 

sp
re

ad
s 

to
 fa

ce
 

an
d 

ex
tr

em
iti

es
 (c

an
 b

e 
co

nf
us

ed
 w

ith
 d

ru
g 

al
le

rg
y)

.

– 
 G

oo
d 

or
al

 in
ta

ke
 a

nd
 

hy
dr

at
io

n.
– 

 Fe
ve

r 
co

nt
ro

l
Pr

ec
au

tio
ns

:
H

an
d 

hy
gi

en
e.

C
hi

ld
re

n 
ar

e 
no

t t
o 

be
 

ex
cl

ud
ed

 f
ro

m
 n

or
m

al
 

ac
tiv

iti
es

. N
ot

 c
on

si
de

re
d 

co
nt

ag
io

us
.

– 
C

om
pl

ic
at

io
ns

 a
re

 r
ar

e.
– 

Se
iz

ur
es

.
– 

A
se

pt
ic

 m
en

in
gi

tis
.

– 
E

nc
ep

ha
lit

is
.

– 
T

hr
om

bo
cy

to
pe

ni
c 

pu
rp

ur
a.

N
o 

va
cc

in
e 

w
id

el
y 

av
ai

la
bl

e.
O

ut
br

ea
ks

: U
nl

ik
el

y.

R
ub

el
la

R
ub

el
la

 v
ir

us
In

ha
la

tio
n 

of
 

re
sp

ir
at

or
y 

dr
op

le
ts

 
an

d 
ae

ro
so

ls
.

Sh
ed

di
ng

: 
1–

2 
w

ee
ks

 b
ef

or
e 

sy
m

pt
om

s 
an

d 
st

op
s 

7 
da

ys
 a

ft
er

 r
as

h 
ap

pe
ar

s.
In

cu
ba

tio
n 

pe
ri

od
: 

14
–1

8 
da

ys
.

– 
 L

ow
–g

ra
de

 f
ev

er
 a

nd
 

ly
m

ph
ad

en
op

at
hy

 
(C

ha
ra

ct
er

is
tic

: p
os

te
ri

or
 

ce
rv

ic
al

, p
os

te
ri

or
 

au
ri

cu
la

r, 
an

d 
su

bo
cc

ip
ita

l)
 

1–
5 

da
ys

 b
ef

or
e 

th
e 

ra
sh

.
– 

 R
as

h:
 p

in
po

in
t, 

pi
nk

 
m

ac
ul

op
ap

ul
es

. A
pp

ea
rs

 
on

 th
e 

fa
ce

 a
nd

 s
pr

ea
ds

 
do

w
n 

an
d 

be
co

m
es

 
ge

ne
ra

liz
ed

 in
 2

4 
h.

D
ue

 to
 th

e 
ri

sk
 o

f 
co

ng
en

ita
l 

ru
be

lla
 a

nd
 in

te
rn

at
io

na
l 

ef
fo

rt
s 

fo
r 

va
cc

in
at

io
n 

co
ve

ra
ge

 r
ub

el
la

 s
ho

ul
d 

be
 

co
nfi

rm
ed

 b
y 

m
ea

su
ri

ng
 I

gM
 

an
tib

od
ie

s.

Su
pp

or
tiv

e.
Pr

ec
au

tio
ns

:
 

  – 
St

an
da

rd
 

  – 
C

on
ta

ct
 

  – 
D

ro
pl

et
Fo

r 
7 

da
ys

 a
ft

er
 th

e 
on

se
t 

of
 th

e 
ra

sh
.

* A
vo

id
 c

on
ta

ct
 w

ith
 

w
om

en
 o

f 
ch

ild
-b

er
in

g 
 

ag
e 

an
d 

pr
eg

na
nt

 w
om

en
.

– 
Po

st
-i

nf
ec

tio
us

 e
nc

ep
ha

lit
is

.
– 

 C
on

ge
ni

ta
l r

ub
el

la
 s

yn
dr

om
e 

(n
ot

 d
es

cr
ib

ed
 in

 th
is

 c
ha

pt
er

, 
m

or
e 

in
fo

rm
at

io
n 

on
: h

ttp
s:

//
w

w
w

.w
ho

.in
t/n

ew
s-

 ro
om

/
fa

ct
- s

he
et

s/
de

ta
il/

ru
be

lla
)

V
ac

ci
ne

:
U

su
al

ly
 in

 
co

m
bi

na
tio

n 
w

ith
 

m
ea

sl
es

. S
ch

ed
ul

e 
2 

do
se

s.
 I

n 
ch

ild
re

n 
>

12
 m

on
th

s,
 w

ith
 a

n 
in

te
rv

al
 o

f 
at

 le
as

t 
28

 d
ay

s 
be

tw
ee

n 
do

se
s.

O
ut

br
ea

ks
: L

ik
el

y 
in

 
un

va
cc

in
at

ed
 

po
pu

la
tio

n.

T
ra

ns
m

is
si

on
Si

gn
s 

an
d 

sy
m

pt
om

s
T

re
at

m
en

t a
nd

 p
re

ca
ut

io
ns

C
om

pl
ic

at
io

ns
V

ac
ci

ne

A. T. Gadsden-Hevia

https://www.who.int/news-room/fact-sheets/detail/rubella
https://www.who.int/news-room/fact-sheets/detail/rubella
https://www.who.int/news-room/fact-sheets/detail/rubella


347

E
ry

th
em

a 
in

fe
ct

io
us

 o
r 

fif
th

 
di

se
as

e
Pa

rv
ov

ir
us

 B
19

In
ha

la
tio

n 
or

 
m

uc
os

al
 c

on
ta

ct
 

w
ith

 r
es

pi
ra

to
ry

 
dr

op
le

ts
 a

nd
 s

al
iv

a.
 

V
er

tic
al

 
tr

an
sm

is
si

on
 d

ur
in

g 
pr

eg
na

nc
y 

an
d 

th
ro

ug
h 

bl
oo

d 
pr

od
uc

ts
.

In
cu

ba
tio

n 
pe

ri
od

: 
4–

21
 d

ay
s.

– 
Fe

ve
r, 

m
al

ai
se

, m
ya

lg
ia

s,
 

w
at

er
y 

ey
es

, h
ea

da
ch

e,
 n

au
se

a,
 

di
ar

rh
ea

.
– 

R
as

h:
 a

pp
ea

rs
 2

–5
 d

ay
s 

la
te

r, 
di

st
in

ct
iv

e 
m

al
ar

 
er

yt
he

m
a 

w
ith

 p
al

lo
r 

ar
ou

nd
 

th
e 

m
ou

th
 (

sl
ap

pe
d 

ch
ee

k 
ra

sh
).

 S
om

et
im

es
 f

ol
lo

w
ed

 b
y 

a 
pr

ur
iti

c,
 s

ym
m

et
ri

c,
 m

ac
ul

ar
, 

la
ce

-l
ik

e 
ra

sh
 o

n 
tr

un
k 

th
at

 
sp

re
ad

s 
pe

ri
ph

er
al

ly
 to

 a
rm

s,
 

bu
tto

ck
s,

 a
nd

 th
ig

hs
.

Su
pp

or
tiv

e.
Pr

ec
au

tio
ns

:
 

  – 
St

an
da

rd
 

  – 
D

ro
pl

et
 (

if
 

im
m

un
oc

om
pr

om
is

ed
 

ch
ild

re
n)

C
hi

ld
re

n 
w

ith
 r

as
h 

ar
e 

no
 

lo
ng

er
 c

on
ta

gi
ou

s,
 n

o 
ne

ed
 

to
 b

e 
is

ol
at

ed
 o

r 
ex

cl
ud

ed
 

fr
om

 n
or

m
al

 a
ct

iv
iti

es
.

– 
A

rt
hr

al
gi

a 
an

d 
ch

ro
ni

c 
ar

th
ri

tis
.

– 
Pa

pu
la

r 
pu

rp
ur

ic
 g

lo
ve

s 
an

d 
so

ck
s 

sy
nd

ro
m

e,
 in

 te
en

ag
er

s.
– 

T
ra

ns
ie

nt
 a

pl
as

tic
 c

ri
si

s
– 

M
yo

ca
rd

iti
s

– 
Pr

eg
na

nt
 w

om
en

: m
is

ca
rr

ia
ge

, 
in

tr
au

te
ri

ne
 f

et
al

 d
ea

th
, h

yd
ro

ps
 

fe
ta

lis
.

V
ac

ci
ne

: N
o

O
ut

br
ea

ks
: c

om
m

on
 

in
 s

ch
oo

l-
ag

ed
 

ch
ild

re
n.

25 Childhood Infectious Diseases in Pediatric Refugee Populations



348

 Diarrhoeal Diseases

Displaced children are at great risk of infectious diarrheal diseases. In this chapter, 
we will focus on the organisms that can cause severe diarrhea with high morbidity 
and mortality rates in refugee children. Less severe causes of diarrhea such as ame-
biasis and giardiasis will be reviewed elsewhere.

Rotavirus
   • Virus.
   • Leading cause of diarrhea in children <5 years [13].
   • Incubation period: 1–3 days.
   •  Transmission: fecal-oral route between people. Ingestion of contaminated water or food 

and contact with contaminated surfaces or objects.
   • Clinical features:
    – Acute onset fever, usually high
    – Projectile vomiting
    – Profuse watery diarrhea that leads to rapid dehydration
   • Complications: dehydration, electrolyte abnormalities, acidosis.
   •  Diagnosis: clinical, antigen-detection immunoassay, or RT-PCR on stool for surveillance 

purposes or research.
   • Treatment: self-limited, oral rehydration therapy, and fever control.
   •  In hospital: standard precautions, contact precautions for children with diapers or 

incontinence for the duration of the illness.
   • Surfaces should be washed with soap and water; bleach can also be used.
   • Outbreaks common in child care centers and pediatric wards.
   • Vaccine available: 4 oral, live attenuated [14].
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Shigella
   •  Bacteria, gram-negative bacilli. Shigella dysenteriae serotype 1 (Sd1) produces shiga 

toxin and causes more severe illness.
   • Most frequent cause of dysentery.
   • Incubation period: 1–7 days.
   •  Transmission: humans are the only host. Fecal-oral route, contaminated objects, food 

and water, and sexual contact. Houseflies are also a vector.
   •  Causes large-scale and prolonged dysentery epidemics. It is highly contagious because 

the infective dose is very low (ingesting 10 organisms is enough). Risk factors: 
overcrowded areas with poor sanitation and water supplies.

   • Clinical features:
    –  Ranges from watery or loose stools with minimal constitutional symptoms to high 

fever, abdominal cramps or tenderness, tenesmus, and mucoid bloody stools.
    –  Sd1 causes more severe illness in children <5 years, especially neonates, 

malnourished children, and children recovering from measles [15].
   •  Complications: dehydration, electrolyte abnormalities, generalized seizures, sepsis, 

pseudomembranous colitis, toxic megacolon, intestinal perforation, rectal prolapse, 
hemolysis, and hemolytic-uremic syndrome (HUS) [5].

   •  Diagnosis: Culture of feces or rectal swab specimens or PCR assays. Determining 
antibiotic susceptibility is essential in areas where Shigella is endemic and in case of an 
outbreak.

   •  Treatment: mild infection is self-limited oral rehydration salts, zinc supplementation. No 
antibiotics and anti-motility agents should be given. If severe disease or risk factors:

    – Essential to investigate regional resistance to antimicrobials.
    –  Due to high resistance ampicillin, Trimethroprim/sulfametoxazol (co-trimoxazol) and 

nalidixic acid are no longer recommended.
    – First-line: Ciprofloxacin (irrespective of age) 15 mg/kg/dose 2 times a day for 3 days.
    –  Second-line: Ceftriaxone 50–100 mg/kg/dose IM/IV once a day for 2–5 days or 

Azithromycin 20 mg/kg/dose once a day for 1–5 days (resistance is rapidly 
developed) [15].

   • Case fatality rate is 15% in hospitalized children.
   • Outbreaks:
    –  Cases of dysentery and deaths due to bloody diarrhea should always be recorded and 

reported every week in order to rapidly detect and increase in cases.
    –  At least one laboratory within the country should be able to isolate and identify 

Shigella, including Sd1, and perform antimicrobial susceptibility testing.
    –  Establish rapid preventive measures and health education: water and sanitation (hand 

hygiene, clean water, adequate food preparation, appropriate disposal of human 
waste), support breastfeeding, control of flies.

    – Clear case definition and accessible care facilities.
    –  Isolate patients on in an independent area of the care facility, use standard and contact 

precautions [15].
   • No vaccine available.
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E. coli
   •  There are five types of diarrhea producing Escherichia coli: Shiga toxin-producing 

(STEC), enteropathogenic (EPEC), enterotoxigenic (ETEC), enteroinvasive (EIEC), and 
enteroaggregative (EAEC) [12].

   •  STEC, serotype O157-H7 are the organisms associated with outbreaks in at-risk 
populations, we will focus only on this type. Although other types of E. coli can cause 
important diarrhea in children.

   •  Transmission: food or contaminated water, fecal-oral route, contact with infected 
animals, and contaminated objects [16].

   • Incubation period: 3–8 days.
   •  Clinical features: begins with non-bloody diarrhea, that becomes bloody after 2–3 days. 

Severe abdominal pain, low-grade fever. Can mimic intussusception, appendicitis, 
ischemic colitis.

   • Complications: hemorrhagic colitis, hemolytic-uremic syndrome, coagulopathy [5].
   •  Diagnosis: Stool culture and PCR assays. Rapid enzyme immunoassays and 

immunochromatographic assays for detection of shiga toxin in stool.
   •  Treatment: oral rehydration salts. Anti-motility agents should not be given. 

Antimicrobials are not recommended in case of STEC. In case of outbreaks, it is 
essential to differentiate between shigella and STEC. Strict hand hygiene measures while 
taking care of children with dysentery [15].

   • Precautions in hospitalized patients: standard and contact.
   • No vaccine available.
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Salmonella
   • Bacteria, gram-negative bacilli.
   • Two kinds of Salmonella infection:
    –  Gastroenteritis caused by nontyphoidal Salmonella (serovars Typhimurium, 

Enteritidis, and all other non Typhi or Paratyphi serovars):
      Diarrhea, abdominal cramps, and fever. Affects distal small intestine and colon.
       Bacteremia and focal infection, such as meningitis, brain abscess, and osteomyelitis. 

More common in infants and children with hemoglobinopathies (Sickle cell) and 
immunocompromising conditions.

       Reservoirs include humans, birds, mammals, reptiles, and amphibians (turtles). Food 
vehicles like poultry, beef, eggs, and dairy, as well as fruits, vegetables, peanut 
butter, powdered infant formula, cereal, and bakery products. Contaminated water 
and contact with infected animals can be another mode of transmission [12].

      Incubation period: 6–72 h.
    –  Enteric fever caused by Salmonella serovars Typhi, Paratyphi A, B, and C [8].
        Fever, headache, malaise, anorexia, lethargy, abdominal discomfort and tenderness, 

hepatomegaly, splenomegaly, dactylitis, rose spots, and changes in mental status. 
Either diarrhea (stool tends to have pea soup appearance) or constipation.

       There can be bacteremia, invasive infection with severe clinical symptoms, and 
meningitis.

       Characteristic: Relative bradycardia (slower heart rate than expected for a given 
temperature).

      Only human hosts, usually chronic carriers that contaminate food and water.
      Incubation period: 7–14 days.
   •  Diagnosis: Culture of stool, blood, urine, bile, and other tissues. Test to detect 

salmonella antigens such as enzyme immunoassay, latex agglutination, and monoclonal 
antibodies. Gene-bases PCR [5].

   • Treatment:
    –  Antibiotics are not indicated for asymptomatic or mild infections (prolongs duration 

of fecal excretion).
    – Antibiotics for children with a high risk of invasive disease.
    –  Recommended agents depend on local resistance patterns. Amoxicillin, ampicillin, 

and trimethoprim-sulfamethoxazole used to be the treatments of choice but resistance 
is common thus fluoroquinolones or azithromycin can be used.

    –  If resistant to fluoroquinolones (usually in Southeast Asia) empiric treatment can be 
started with ceftriaxone.

   •  Precautions: in hospitalized patients use standard and contact precautions for diapered 
and incontinent children for the duration of illness.

   • Outbreaks are rare in children, except for Salmonella serovar Typhi or Paratyphi.
   •  Vaccines: only for S. Typhi, there are 3: live oral Ty21a, injectable typhoid conjugate 

vaccine (Vi polysaccharide antigen), injectable unconjugated polysaccharide vaccine. 
For more information [8].
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Campylobacter
   •  Bacteria, comma-shaped, gram-negative bacilli. Twenty-five species, most common. C. 

jejuni and C. coli. Reservoirs can be domestic and wild birds and animals.
   •  Transmission due to contaminated food and water, unpasteurized milk or contact with 

feces of infected animals or people.
   • One of the main causes of diarrhea in children <5 years.
   • Incubation period: 2–5 days. Excretion of bacteria continues for 2–3 weeks [12].
   • Clinical features:
    –  Diarrhea, abdominal pain (can be severe, mimicking appendicitis or intussusception), 

malaise, and fever. Stool can contain visible or occult blood.
    – In neonates and young infants, bloody diarrhea without fever is common.
    – Fever can be high and can result in febrile seizures.
   • Complications:
    – Prolonged, relapsing, or extraintestinal infection in immunocompromised children.
    – Acute idiopathic polyneuritis: Guillain-Barré syndrome.
    – Reiter syndrome (arthritis, urethritis, and bilateral conjunctivitis).
    – Myocarditis, pericarditis, and erythema nodosum.
    –  Outbreaks are rare but can be a cause of healthcare-associated diarrhea, especially in 

neonates [5].
   •  Diagnosis: culture from feces, antigenic enzyme immunoassay, and multiplex nucleic 

acid amplification tests.
   • Treatment:
    – Rehydration salts.
    –  Azithromycin (10 mg/kg/day, for 3 days) or erythromycin (40 mg/kg/day, divided in 4 

doses, for 5 days). They shorten the duration of illness and excretion of susceptible 
organisms and prevents relapse.

   •  Precautions: In hospitalized patients, standard and contact precautions are recommended 
for children with diapers or incontinence for the duration of illness.

   • No vaccine available.
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Cholera
   •  Bacteria Vibrio cholerae. Gram-negative comma-shaped rod. Humans are the only host 

but free-living bacteria can stay in bodies of water [17].
   • Only toxin-producing serogroups O1 and O139 cause epidemic cholera.
   •  Endemic area: area where bacteriologically confirmed cholera cases, resulting from local 

transmission, have been detected in the last 3 years.
   •  There have been massive outbreaks around the world, associated with inadequate access 

to clean water and sanitation [18].
   • Incubation period 12 h to 5 days.
   •  Contaminated food and water, particularly raw or undercooked shellfish, raw or partially 

dried fish, or moist grains or vegetables.
   • Bacteria can be present in asymptomatic people from 1 to 10 days, infecting others.
   • Clinical features:
    – Severe acute watery diarrhea that can kill within hours.
    – Stool has rice-water appearance, white-tinged, and contains small flecks of mucus.
    – No fever, no abdominal pain [5].
   • Complications: Hypovolemic shock, hypokalemia, metabolic acidosis, hypoglycemia.
   •  Diagnosis: rapid diagnostic test (WHO has authorized this type of test only for detection 

purposes), PCR, or culture on stool samples.
   • Treatment:
    – Prompt administration of oral rehydration salts or isotonic intravenous fluids.
    – Breastfeeding should be promoted.
    – Zinc supplement.
    –  Antibiotics decrease duration and volume of diarrhea and shedding of viable bacteria. 

Choice of therapy depends on the severity of disease, age, and patterns of antibiotic 
resistance. Possible options [17]:

      Doxycycline 4–6 mg/kg, single dose. Not recommended for children <8 years.
      Ciprofloxacin 15 mg/kg, 2 times a day for 3 days.
      Azithromycin 20 mg/kg, single dose.
      Erythromycin 12.5 mg/kg, 4 times a day for 3 days.
      Tetracycline 12.5 mg/kg, 4 times a day for 3 days [17].
   •  A surveillance system is very important in a humanitarian crisis such as displacement of 

populations and overcrowded refugee camps. One or more positive tests should trigger a 
cholera alert.

   • Outbreak management:
    – Surveillance system.
    –  Information for population: disinfection of drinking water (chlorination or boiling), 

thorough cooking of food, appropriate hand hygiene after defecating and before 
preparing or eating food, safe disposal of feces, identification of symptoms, location 
of treatment sites, and adequate funeral practices.

    – Ensure access to clean water and appropriate sanitation.
    –  Rapid detection and treatment: trained health personnel, clear disease definition, 

appropriate treatment centers, and protection equipment.
    – All patients: standard and contact precautions for the duration of the illness [19].
   • Vaccine: there are three oral, WHO-approved vaccines that require two doses [20].
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 Malaria

 Overview

Malaria or Paludismo is a life-threatening disease caused by a parasite that spreads 
to people through the bite of the female Anopheles mosquitoes. It can be prevent-
able and curable if treated on time.

 Know Your Bugs: The Infectious Agent

Malaria is caused by the parasite Plasmodium, there are five species:

• Plasmodium falciparum: The most deadly. Causes 99.7% of malaria in Africa, 
50% in Southeast Asia, 71% in the Eastern Mediterranean region, and 65% in the 
Western Pacific.

• Plasmodium vivax: Second most deadly. It is found in central and south America 
(75% of cases), India, and Southeast Asia.

• The less dangerous Plasmodium ovale, Plasmodium malariae, Plasmodium 
kowlesi (comes from monkeys, rarely affects humans) [5].

 Epidemiology, Incidence, and Mortality

Children under 5 years are the most vulnerable group, accounting for 67% of deaths 
of malaria worldwide. According to the WHO 2019 Malaria Report, in 2018 there 
were an estimated 228 million cases of malaria (405,000 deaths) of which 93% 
occurred in the African region (and 94% of deaths), followed by the South East Asia 
region with 3.4% and Eastern Mediterranean region with 2.1%. The six countries 
most affected were: Nigeria (25%), the Democratic Republic of the Congo (12%), 
Uganda (5%), Côte d’Ivoire (4%), Mozambique (4%), and Niger (4%). For specific 
information by country review the WHO World Malaria report 2019 [21].

 Transmission

In most cases, malaria is transmitted by the bites of female Anopheles mosquitoes. 
They bite between dusk and dawn. They like to lay their eggs in water, that is why 
malaria transmission is higher during the rainy season in tropical countries. It can 
also be transmitted from the mother to the fetus during pregnancy and through blood 
transfusions that contain parasites [12].
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 Immunity and Vulnerability

The people most at risk of contracting malaria and developing severe disease are 
infants, children under 5 years, pregnant women, and people with HIV/AIDS and 
anatomical or functional asplenia, (children with sickle cell anemia), as well as 
nonimmune migrants, mobile populations, and travelers who have never been in 
contact with the disease. In areas with intense transmission partial immunity is 
developed over years of exposure and can reduce the risk of severe diseases; how-
ever, if a person leaves the area, immunity will be lost [21].

 Clinical Features

If working with refugees in a malaria-endemic area, always think of malaria if a 
child comes with fever. This also applies to newborn babies born to mothers with a 
positive malaria test. The sooner a child starts treatment, the better the outcome. In 
susceptible people, if treatment is delayed death can occur within hours [22].

There are two clinical presentations:

 1. Uncomplicated malaria: confirmed parasitic diagnosis plus general malaise, 
high fever, chills, rigor, sweats, headache, anorexia, nausea, vomiting, diarrhea, 
abdominal pain, arthralgia, myalgia, and pallor from anemia.

 2. Severe malaria: confirmed parasitic diagnosis plus organ dysfunction with one 
or more of the following clinical or laboratory signs [22]:

Clinical Laboratory
• Severe pallor
•  Altered consciousness (Glasgow <11) or 

long-lasting coma (>30 min) without an 
identifiable cause (Cerebral malaria)

• Prostration (inability to sit up or drink)
• Malarial retinopathy
• >2 seizures in 24 h (focal or generalized)
•  Respiratory distress, deep breathing (sign of 

acidosis)
•  Shock (hyperthermia/hypothermia, hypotension, 

tachycardia, slow capillary refill time)
• Jaundice (yellow conjunctiva and/or palms)
• Hemoglobinuria (dark/red urine)
•  Signs of bleeding on the skin (petechia, bruises), 

conjunctiva, nose, gums, stool
•  Acute renal failure (urine output <1 mL/kg/h) 

despite adequate hydration

•  Hemoglobin <5 g/dL, hematocrit 
<15%

• Hypoglycemia
•  Metabolic acidosis (bicarbonate 

<15 mmol/L)
• Hyperlactataemia (lactate >5 mol/L)
• Urine positive for blood
•  Hyperparasitaemia (>10% of Red 

blood cells or 500,000 parasites/
mcl)

• Thrombocytopenia
• Renal failure
•  Pulmonary edema (confirmed with 

X-ray)
•  Disseminated intravascular 

coagulation
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Associated infection such as sepsis, pneumonia, and meningitis should always 
be considered and rapidly treated, since clinic and laboratory signs are impossible 
to differentiate.

 Malaria in Newborns

Congenital malaria presents in the first 7 days of life. It can be acquired vertically 
(from mother to child through the placenta) or at the time of birth (mother without 
malaria). Neonatal malaria presents from day 8 to 28. It can be acquired from mos-
quito bites or infected blood. Clinical signs and symptoms can be indistinguishable 
from neonatal sepsis [22].

 Complications

• Severe anemia
• Renal failure
• Shock
• Disseminated intravascular coagulation
• Cerebral edema and increased intracranial pressure
• Neurological sequel
• Hypersplenism: with danger of splenic rupture
• Relapse of infection: for as long as 3–5 years after primary infection, attributed 

to latent hepatic stages (hypnozoites) with P. vivax and P. ovale, or as long as 
decades with P. malariae

• Associated bacterial infection
• Pregnancy: maternal anemia, fetal loss, premature delivery, intrauterine growth 

retardation, delivery of low birth-weight infants, early neonatal death [22]

 Diagnosis

• Microscopy: thick blood film to detect and count parasites (even if scarce) and 
thin blood film to detect species and determine the degree of parasitemia. If no 
parasites are seen, but there are clinical signs, microscopy should be repeated 
every 12–24 h for at least 3 days [5].

• Rapid diagnostic test (RDT) for antigen-detection. This test should be confirmed 
with microscopy because low-level parasitemia may not be detected. There are 
different brands that detect different species. You should refer to each test’s man-
ufacturer guidelines [5].
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 Treatment

Malaria treatment is based on the infecting species, possible drug resistance, and 
severity of the disease.

The recommended management by WHO is as follows [9]:
Severe Malaria:

• If child is unconscious, protect the airway and minimize risk for aspiration pneu-
monia: open airway, place in recovery positions, and place nasogastric tube.

• Check for hypoglycemia and correct.
• Treat seizures with rectal or IV diazepam. Do not give prophylactic 

anticonvulsants.
• Antipyretics for fever (paracetamol or ibuprofen).
• Check for dehydration and treat appropriately and after it is corrected, ensure 

proper IV fluids or nasogastric feeding.
• Ensure close follow-up, vital signs, alertness, and urine output.
• Treat complications: hypoxia, hypoglycemia, severe anemia, seizures, and asso-

ciated or suspected infection.
• Antimalarial treatment [9]:

 – Rectal artesunate should be given to all children before referral from a health 
center to a hospital.

 – Parenteral artesunate is the drug of choice for severe P. falciparum malaria. If 
not available use parenteral artemether or quinine, until the child can take oral 
medication or for a minimum of 24 h.

 – Artesunate: 2.4 mg/kg IV or IM on admission, then at 12 and 24 h, then daily 
until the child can take oral medication but for a minimum of 24 h even if the 
child can tolerate oral medication earlier.

 – Quinine: loading dose of quinine dihydrochloride salt at 20 mg/kg by infusion 
in 10 mL/kg of IV fluid over 2–4 h. Then, 8 h after the start of the loading 
dose, give 10 mg/kg quinine salt in IV fluid over 2 h, and repeat every 8 h until 
the child can take oral medication. The infusion rate should not exceed a total 
of 5 mg/kg/h of quinine dihydrochloride salt. Never as a bolus injection. It can 
be given as a diluted divided IM injection. Loading dose split into two as 
10 mg/kg of quinine salt into the anterior aspect of each thigh. Then, continue 
with 10 mg/kg every 8 h until oral medication is tolerated.

 – Artemether: 3.2 mg/kg IM on admission, then 1.6 mg/kg daily until the child 
can take oral medication.

 – After 24 h and when the child can tolerate oral medication, complete treat-
ment with a full course of Artemisin-based combination therapy. See uncom-
plicated malaria.

Uncomplicated Malaria:
• Treat with a first-line antimalarial agent. Refer to national guidelines [9].
• Treat for 3 days with one of the following artemisin-based combination therapies:
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Combination Presentation Dose
Artemether–
lumefantrine

Tablets 20 mg artemether, 
120 mg of lumefantrine

5–<15 kg: 1 tablet twice a day 
15–24 kg: 2 tablets twice a day for 
3 days
>25 kg: 3 tablets twice a day for 
3 days

Artesunate plus 
amodiaquine

Tablets containing 
25/67.5 mg, 50/135 mg, or 
100/270 mg of artesunate/
amodiaquine

4 mg/kg/day artesunate and 10 mg/
kg/day amodiaquine:
   3–<10 kg: 1 tablet (25/67.5 mg) 

twice a day for 3 days
   10–18 kg: 1 tablet (50/135 mg) 

twice a day for 3 days
Artesunate plus 
sulfadoxine–
pyrimethamine

Separate tablets of 50 mg 
artesunate and 500 mg 
sulfadoxine–25 mg 
pyrimethamine

4 mg/kg/day artesunate once a day 
and 25 mg/kg sulfadoxine—1.25 mg/
kg pyrimethamine on day 1.
Artesunate:
   3–<10 kg: half tablet once daily 

for 3 days
   ≥10 kg: one tablet once daily for 

3 days
Sulfadoxine–pyrimethamine:
   3–<10 kg: half tablet once on 

day 1
   ≥10 kg: one tablet once on day 1

Artesunate plus 
mefloquine

Separate tablets of 50 mg 
artesunate and 250 mg 
mefloquine base

4 mg/kg/day artesunate once a day 
for 3 days and 25 mg/kg of 
mefloquine divided into two or three 
doses.

Dihydroartemisinin 
plus piperaquine

Tablets containing 40 mg 
dihydroartemisinin and 
320 mg piperaquine

4 mg/kg/day dihydroartemisinin and 
18 mg/kg/day piperaquine once a day 
for 3 days.
   5–<7 kg: half tablet (20/160 mg) 

once a day for 3 days
   7–<13 kg: one tablet (20/160 mg) 

once a day for 3 days
   13–<24 kg: one tablet (320/40 mg) 

once a day for 3 days

• Children with HIV infection: if on treatment with zidovudine or efavirenz should 
avoid amodiaquine-containing artemisinin-based combination therapy, and those 
on cotrimoxazole (trimethoprim plus sulfamethoxazole) prophylaxis should 
avoid sulfadoxine–pyrimethamine.

• Uncomplicated P. vivax, ovale, and malariae malaria: still responsive to 3 days’ 
treatment with chloroquine, followed by primaquine for 14 days.

• For P. vivax:
 – Give a 3-day course of artemisinin-based combination therapy as recom-

mended for P. falciparum (with the exception of artesunate plus sulfadoxine–
pyrimethamine) combined with primaquine at 0.25 mg base/kg, taken with 
food once daily for 14 days.
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 – Give oral chloroquine at a total dose of 25 mg base/kg, combined with prima-
quine: initial dose of 10 mg base/kg, followed by 10 mg/kg on the second day 
and 5 mg/kg on the third day plus Primaquine at 0.25 mg base/kg, taken with 
food once daily for 14 days.

 – Chloroquine-resistant vivax malaria should be treated with amodiaquine, 
mefloquine, or dihydroartemisinin plus piperaquine as the drugs of choice [9].

 Prevention

 1. Reduce the number of bites [16]:
•  Reducing mosquitoes: indoor residual spraying with insecticides once or 

twice a year. This should be implemented at a high coverage level.
•  Avoiding mosquitoes: if a refugee area can be selected, special care should 

be taken to avoid proximity to vector breeding sites, such as ponds, streams, 
or swamps. Attempt to get rid of unnecessary collections of water or using 
larvicides.

•  Reducing contact with mosquitoes: sleeping under an insecticide-treated 
net provides a physical barrier from bites and also kills mosquitoes. This 
also needs to be consistent within the population in order to work.

 2. Kill the parasite before the person develops the disease (drug prophylaxis): sup-
presses the blood stage of malaria infection. It can be given continuously or 
intermittently. This program can be difficult to implement but can have a 
big impact.

•  IPT (intermittent preventive treatment): administration of a curative dose 
of an effective antimalarial drug (Sulfadoxine–pyrimethamine (SP)).
–  Pregnant women: IPTp at each antenatal care visit, starting in the sec-

ond trimester, at least twice during pregnancy.
–  Infants: IPTi: one dose of SP at each contact through the expanded 

program on immunizations (EPI), usually 10  weeks, 14  weeks, and 
9 months of age [23, 24].

–  Children: IPTc: seasonal malaria chemoprevention.

 HIV/AIDS

This is a very complex topic that cannot be covered to its full extent in this chapter; 
therefore, we will only talk about essential information for first contact with a child 
in whom HIV is suspected. For children already diagnosed, please refer to national 
guidelines.
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 Overview

An estimated 1.8 million children aged 0–14 were living with HIV at the end of 
2019, 150,000 children were newly infected and 95,000 died of AIDS-related ill-
nesses. Infants and children have an immature immune system and are less able to 
suppress HIV viral replication. Because of this, without prompt diagnosis and treat-
ment 50% will die by the age of 2 and 80% by the age of 5.

Countries in Sub-Saharan Africa have been the hardest hit by the global HIV 
epidemic, but there can be infected people in every country. Each country’s HIV 
prevalence should be reviewed in order to organize services for displaced or refugee 
populations.

HIV infection is a serious problem in refugee populations during humanitarian 
crises for a number of reasons. HIV/AIDS positive people may be subject to viola-
tion of human rights. Health care systems are unable to provide appropriate testing 
and treatment. Antenatal care may not be easily available and therefore there may 
be no testing available and no prevention of mother-to-child transmission (PMTCT) 
programs. Drugs and follow-up may not be easily available. There is no epidemio-
logical evidence that refugee or displaced persons have a higher risk of contracting 
or transmitting AIDS; however, host countries may engage in discriminatory mea-
sures such as mass testing. The risk is the same as for other populations; however, 
sexual abuse and sex work may be increased and there may be less availability of 
condoms. Culturally appropriate programs to prevent HIV transmission should be 
implemented [16].

 Transmission

• In children 90% of HIV infections are acquired through mother to child trans-
mission during pregnancy, labor, and delivery, or later through breastfeeding.

• Transfusion with contaminated blood.
• Sexual abuse.
• Injury with contaminated objects such as razors, needles, or non-sterile surgical 

instruments.
• In adolescents risk factors are the same as adults [25].

 Prevention of Mother to Child Transmission (PMTCT)

All pregnant women should be tested for HIV at the beginning of antenatal care and 
in the third trimester. Partners should also get tested. All HIV testing (child or adult) 
must be confidential, be accompanied by counseling, and conducted only with 
informed consent so that it is both informed and voluntary. HIV serological anti-
body test (ELISA or rapid tests) should be used [25].

All HIV positive pregnant women need to be properly evaluated (CD4, viral load 
if possible, screening for TB and sexually transmitted diseases) and proper 
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treatment started. She should continue treatment after delivery and during breast-
feeding. Counseling is essential to avoid loss to follow up [25].

Babies born to HIV positive mothers or abandoned babies with a positive rapid 
HIV test should be started on Nevirapine (NVP) once a day for 6 weeks (according 
to national guidelines). At 6 weeks NVP can be stopped, and cotrimoxazole syrup 
started (which should continue until a confirmed negative HIV test is obtained). 
Exclusive breastfeeding for at least 6 months is recommended [9].

The best way to diagnose HIV in infants is to look for evidence of the virus in the 
blood, rather than looking for antibodies or antigens (because they may be acquired 
from the mother, lasting for up to 18 months). This may require sending a blood 
sample (whole blood, serum, or dried blood spots on paper) to a specialized labora-
tory that can perform this test [9, 25]:

• HIV RNA or DNA PCR testing (which detects viral DNA) should be performed 
at 6 weeks, and if positive, perform a confirmatory PCR.

• If breastfeeding stops, perform a rapid test 6 weeks after cessation. If positive, do 
a confirmatory PCR.

• If breastfeeding at 9 months, perform a rapid test. If positive, do a confirmatory 
PCR. If negative and continues to breastfeed, do a rapid test 6 weeks after breast-
feeding cessation and if positive, do a PCR test.

• If exclusively formula-fed do a confirmatory rapid test at 18 months.
• If clinical features of HIV at any age a PCR test should be done.

 Clinical Features

Clinical presentation of HIV infection in children is highly variable. They can show 
severe signs and symptoms in the first year of life (rapid progression, 25–30%); they 
can slowly develop symptoms early in life, then follow a downhill course and die at 
the age of 3–5 years (50–60%); or, they can be long-term survivors, who live beyond 
8 years of age (5–25%).

Signs that indicate possible HIV infection include [12]:

• Recurrent infection: >3 severe episodes of a bacterial infection (pneumonia, 
meningitis, sepsis, cellulitis, chronic otitis media, tuberculosis) in the past 
12 months.

• Persistent diarrhea (>14 days).
• Severe acute malnutrition that does not respond to therapy or persistent failure 

to thrive.
• Oral candidiasis or thrush: especially if it lasts >30 days despite antifungal treat-

ment, recurs, extends beyond the tongue, or presents as oesophageal 
candidiasis.

• Chronic parotitis: unilateral or bilateral parotid swelling ≥14 days, with or with-
out associated pain or fever.

• Generalized lymphadenopathy with no apparent cause.

25 Childhood Infectious Diseases in Pediatric Refugee Populations



362

• Hepatomegaly with no apparent cause.
• Persistent and/or recurrent fever.
• Progressive neurological impairment, microcephaly, developmental delay, 

hypertonia, or mental confusion.
• Herpes zoster (shingles).
• HIV dermatitis: erythematous papular rash. Typical skin rashes include extensive 

fungal infections of the skin, nails, and scalp and extensive molluscum 
contagiosum.

• Chronic suppurative lung disease.
• Lung infection consistent with Pneumocystis jiroveci (PCP).
• Lymphocytic interstitial pneumonia.
• Kaposi sarcoma.
• Acquired recto-vaginal fistula (in girls).

For clinical staging see national guidelines or WHO Pocketbook of Hospital 
Care for Children: guidelines for the management of common childhood illnesses–
second ed. 2013 [9].

 Diagnosis

• All testing should be done after age-appropriate counseling.
• Children with HIV positive parents and with HIV siblings should be tested.
• Adolescents with risk factors should always be offered testing.
• Children younger than 18 months should be tested with a PCR and confirmed 

with a second one if positive.
• For children above 18 months two positive rapid HIV tests confirm the diagnosis 

[9, 25].

 Treatment

All HIV positive children under 5 years should be started on antiretroviral drugs 
(ARV) immediately. If over 5, start ARV in CD4 count is less than 500 cells/mcl or 
with severe or advanced disease [25]. Once started children must take their medi-
cine regularly. Supply must be assured for all children. Advocacy for pediatric for-
mulations to facilitate treatment should continue. Adolescents should be 
accompanied and counseled in specific adolescent clinics. Children with HIV 
should be immunized unless specific contraindications. For specific guidelines on 
treatment options and follow up see national guidelines or WHO Pocketbook of 
Hospital Care for Children: guidelines for the management of common childhood 
illnesses–second ed. 2013 [9].

A. T. Gadsden-Hevia



363

 Appendix: Precautions for Infection Control

Infections may be passed from one person to another, especially in hospital settings. 
Patients can transmit the infection to other patients, health care personal and even 
the hospital environment. Depending on the way a microbe is transmitted it needs 
different preventions or precaution methods. They are described here.

Type of 
precaution
Standard • All patients no matter what disease they have.

• Respect the 5 moments of hand hygiene.
•  Gloves, gowns and eye protection if in contact with blood or body 

secretions.
• Follow respiratory hygiene/cough etiquette principles.
• Ensure appropriate patient placement according to isolation needs.
•  Properly handle and clean and disinfect patient care equipment and 

instruments/devices.
• Clean and disinfect the environment appropriately.
• Handle textiles and laundry carefully.
•  Follow safe infection practices. Wear a surgical mask when performing 

lumbar punctures.
•  Ensure healthcare worker safety including proper handling of needles and 

other sharps.
Contact •  Use contact precautions for patients with known or suspected infections 

that represent an increased risk for contact transmission.
• Standard precautions PLUS:
• Put on gloves before room entry. Discard gloves before room exit.
• Put on gown before room entry. Discard gown before room exit.
•  Do not wear the same gown and gloves for the care of more than one 

person.
•  Use dedicated or disposable equipment. Clean and disinfect reusable 

equipment before use on another person.
Droplet •  Use droplet precautions for patients known or suspected to be infected with 

pathogens transmitted by respiratory droplets that are generated by a 
patient who is coughing, sneezing, or talking.

• Standard precautions PLUS:
• Use an appropriate mask to cover nose and mouth.
• Use eye protection.
• Remove face protection after leaving the room.

Airborne •  Use airborne precautions for patients known or suspected to be infected 
with pathogens transmitted by the airborne route (e.g., tuberculosis, 
measles, chickenpox, disseminated herpes zoster).

• Standard precautions PLUS:
• Put on a fit-tested N-95 or higher level respirator before room entry.
• Remove respirator after exiting the room and closing the door.
• Door to room must remain closed.
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 5 Moments for Hand Hygiene:

Your 5 Moments

for Hand Hygiene

BEFORE TOUCHING A PATIENT

BEFORE CLEAN / ASEPTIC PROCEDURE

AFTER BODY FLUID EXPOSURE RISK

AFTER TOUCHING A PATIENT

AFTER TOUCHING A PATIENT SURROUNDINGS

1

2

3

4

5

BEFORE
TOUCHING
A PATIENT

AFTER
TOUCHING
A PATIENT

AFTER
TOUCHING
SURROUNDINGS

1

5

3

4

2
BEFOR

CLEAN/ASEPTIC

PROCEDURE

RISK

FLUID EXPOSURE

AFTER BODY

 

 More Information:

• 5 Moments for Hand Hygiene: https://www.who.int/gpsc/5may/background/ 
5moments/en/.

• Tools on infection prevention and control: https://www.who.int/infection- 
prevention/tools/en/.

• Infection control CDC: https://www.cdc.gov/infectioncontrol/basics/
transmission-based- precautions.html.
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 Care of Adolescents Prior to Resettlement

Adolescence is defined as the period between 10–19 years of age, a time of rapid 
developmental changes including physical, cognitive, psychological, and social [1]. 
The adolescent is not a child and not an adult. The adolescent is defining himself/
herself as an individual in the world separate from family. To do this the adolescent 
requires support and direction from families and the sociocultural environment. In 
times of displacement from one’s home and familiar surroundings, there is disrup-
tion of the usual support and care from family, social, educational, and religious 
institutions and the medical system. Physical separation from family, such as the 
case with unaccompanied minors and adolescents placed in detention and holding 
facilities, causes increasing stress and despair and risk to ongoing development.

During the immediate phase, usually first 4 weeks, of a displacement, interven-
tions are aimed at providing basic needs (food, water, shelter, clothing, medical 
care) and keeping families together. Unaccompanied minors require connection 
with protection agencies responsible for providing care of this vulnerable group, 
i.e., ICRC and UNICEF. It is important to know what agencies are present in the 
specific context and what they can provide. Other interventions in the immediate 
period include normalizing responses to the displacement and recommending calm-
ing interventions such as deep breathing and progressive muscle relaxation. 
Connection to others and ability to calm oneself can be protective against the later 
development of post-traumatic stress disorder [2]. These interventions are further 
explained in the manual Psychological first aid: Guide for field workers [3]. Every 
field worker in an emergency situation should become familiar with this guideline 
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(see Chap. 8 of this manual). With all beneficiaries, it is important to ask what they 
need, and what will help them. Adolescents will tell you! Often adolescents have 
ideas on what would be distracting and calming for themselves in the early stages of 
a displacement. Particularly with adolescents, it is important to advise against over-
exposure to media that replays the conflict they recently fled or other atrocities. See 
Fig. 26.1.

In the intermediate-later period, post displacement interventions should be spe-
cifically tailored to the adolescent age group. The absence of familiar and necessary 
supports can have severe consequences for the developmental progress of the ado-
lescent. Many refugee settings include a large number of adolescents, often unac-
companied minors. Their special needs require attention through intervention 
programs targeting health, social, psychological, and educational needs. During 
times of displacement, the adolescent is vulnerable to influences that can have a 
negative impact on development. All adolescents, particularly unaccompanied ado-
lescents, are at risk for trafficking. Adolescents are exploited in refugee camps in 
different ways, including sexual abuse, uncompensated work, and enticement to 
illegal activities. They are introduced to alcohol and drugs. Due to having little to 
do, substance use is a tempting activity along with indiscriminate sexual behaviors 
and delinquent behaviors such as theft. Psychoeducation programs for adolescents 
need to include information on these risks, and how to avoid them and promote 
positive coping skills such as talking together, singing, dancing, drawing, and 
writing.

In refugee camps, vulnerable groups are frequently defined as women, children, 
the elderly, and disabled. Adolescents are not included in this list. A first step in 
intervening with displaced adolescents is to recognize the specific needs of this age 
group. Their health needs especially sexual reproductive health concerns require 
special attention. If possible, the medical clinic should include an adolescent- 
friendly space. Adolescents do not want to sit in a clinic with crying babies, and 
young children. Females are usually more comfortable with female providers, and 
in some cultures a medical examination by a member of the opposite sex is not 
permissible. Another challenge is developing activities suitable for females and 
males. Frequently the boys are organized into sports activities (Photo 26.1) and 
there is nothing available for the girls.

Example In a camp for Eritrean refugees, boys participated in football. A football 
tournament was organized with prizes. The girls protested and asked for sports 
activities for themselves. They also asked for other activities, and the NGO initiated 

• Basic needs

• Keeping families together

• Protection of unaccompanied minors

• Calming interventions

• Avoid media exposure

Fig. 26.1 Immediate 
phase interventions

N. N. Duke and M. Goodfriend



369

discussion groups for teenage girls that concluded with a coffee ceremony, a popu-
lar cultural activity.

There can be a lack of space in refugee camps, including crowded living quar-
ters, and absence of areas for socialization and hanging out. There are often child- 
friendly spaces where young children can play and safe spaces for breastfeeding 
mothers, but nothing for adolescents.

Example A community center in a refugee camp in Shire, Ethiopia had a room 
where teenagers could be together, play music, and dance. It was a space of their 
own and the adolescents enjoyed being there. One author visited this setting and the 
teenagers performed a dance typical of their culture. They obviously were happy 
doing this and appreciated the compliments on their wonderful dancing.

Whereas recognition of adolescents as a specific and vulnerable group is the first 
step in developing interventions, the second step is to sit down with groups of ado-
lescents and ask them, what do you need? Listen to them.

Example During focus group discussions with adolescents in a refugee camp, an 
NGO learned that they wanted recreation such as movies and a place to dance and 
listen to music. One said, “Music is as important as food.” They complained that the 
teachers in camp schools were impatient and did not answer questions about the 
assignments. Some stopped attending school because of this. In a meeting with 
adolescents that were members of the camp’s Child Parliament, the NGO learned 

Photo 26.1 Boys playing 
football in a refugee camp

26 Care and Interventions for Displaced Adolescents



370

that there was inadequate food for UAMs (unaccompanied minors) and that there 
were UAMs who needed clothing.

In response to focus group discussions with adolescents, the NGO developed activ-
ities in a child-friendly facility that included space for adolescents to watch movies, 
listen to music, participate in sports and crafts, and learn to play cultural musical 
instruments. See Photo 26.2. The NGO advocated with agencies overseeing the camp 
about inadequate food and clothing for the UAMs and problems in the schools.

Health concerns including sexual and reproductive health, and mental health 
problems become apparent during the middle-later phases of a displacement. Health 
facilities require staff capability in addressing birth control, protected sex, sexually 
transmitted diseases, and unwanted pregnancies as well as other medical problems. 
Health education for girls should include information about the physical changes of 
puberty and what to expect with menstruation. This is an opportunity to dispel 
myths, such as menstruation being a curse or a sign of impurity. Adolescents, and in 
fact all women, require information on how to procure feminine hygiene products, 
which can be difficult to find in a camp setting. Adolescents of both sexes should be 
asked about feeling safe using latrines during nighttime visits. Especially if areas 
are poorly lit, male and female adolescents are vulnerable to sexual violence. Poorly 
lit latrines and occurrences of sexual violence are issues to address through advocacy.

Moderate-severe mental health problems become more apparent in the middle- 
later phases of a displacement. Experiencing a humanitarian disaster and conse-
quent displacement can result in symptoms of post-traumatic stress disorder, 

Photo 26.2 Adolescents 
practicing music on 
cultural instruments
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moderate-severe depression and anxiety, and substance use. Chronic disorders 
such as schizophrenia and bipolar disorder can become apparent during late ado-
lescence. Adolescents can present with an array of symptoms including sad mood, 
withdrawal, symptoms of psychosis, somatic complaints, flashbacks, and poor 
functioning. Adolescent suicide attempts frequently occur and one attempt can set 
off a copycat epidemic. Psychoeducation for adolescents should include awareness 
of signs and symptoms of mental distress. Adolescents require information that 
there is help available for emotional distress and how to access this. It is necessary 
for doing fieldwork to know which organizations offer mental health care includ-
ing assessment, counseling, and treatment with psychiatric medication. Before 
establishing linkage with an organization for mental health care, it is important to 
visit the potential referral source and assess the physical facility, availability of 
providers trained in interventions for adolescents, and overall quality of care. See 
Fig.  26.2 for interventions for adolescents during the middle-later phases of 
displacement.

Adolescents who are separated from families and placed in detention centers or 
government holding facilities experience continual disruption in their lives. 
Challenges include ongoing crowded living conditions, inadequate food, water, and 
sanitation, inattention to medical problems, and absence of opportunity for educa-
tion and social activities. This is coupled with the emotional distress of being physi-
cally apart from family. The separation from family is frequently unexpected and 
done abruptly without explanation. This has severe repercussions for mental health 
and development, especially for the preteen adolescent.

Whereas a single organization cannot be responsible for all interventions, work-
ers need to be aware of special needs and vulnerabilities of adolescents in refugee 
camps and detention centers. In order to intervene effectively with this group, the 
first steps involve assessing the provision of basic needs and asking and listening 
to how the adolescent is feeling and what he/she needs. If one organization cannot 
deliver needed services, know what other organizations are present and what they 
provide. Advocacy is an important and necessary component of insuring care for 
adolescents (and all vulnerable populations) in refugee camps and detention 
centers.

• Ask and listen

• Ongoing provision of basic needs

• Adolescent focused medical care

• Schooling and vocational training

• Psychoeducation about risks and support of positive 
coping skills  

• Culturally appropriate psychosocial activities

• Mental health care

• Advocacy

Fig. 26.2 Middle-later 
phase interventions
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 Care of Adolescents Throughout Resettlement

Upon arrival or release from confinement (if applicable) in the host country, provid-
ers must strive to understand the range of experiences youths have encountered and 
will encounter, all of which impact an adolescent’s health and well-being going 
forward. As referenced earlier, displaced adolescents are vulnerable to trafficking 
and other serious crimes. Some adolescents are traumatized and stigmatized on 
multiple levels, including carrying a brand of refugee or asylum-seeking status in a 
new country, experiencing poor mental health as a result of adversities encountered 
in home communities and on the journey to a new country, and for some youth, 
being unaccompanied. The ability to support displaced adolescents to settle and 
thrive in a host country depends not only on where they have been but also on the 
conditions to which they have arrived. Being in a host country may give rise to a 
number of new challenges for adolescents in this new phase of life, including 
encountering barriers to accessing social services and health benefits, facing food 
insecurity and housing instability, and living in fear of deportation or separation 
from trusted adults without notice or preparation. The remainder of this chapter 
discusses the importance of understanding where youth have been, using a frame-
work for interviewing and assessing adolescents during the resettlement process, as 
a means to help them move forward and to envision a hopeful future.

 Adolescent Development Through the Lens of Migration 
and Displacement

In Western cultures, the developmental phases of adolescence are generally orga-
nized according to chronologic age with characteristic features: early (10–13 years 
of age, rapid physical change, and limited decision-making capacity); middle 
(14–17 years of age, rise in importance of peer networks which may present the 
stage for increased risk-taking); and late (18-mid 20s, improved abstract think-
ing, and maturation of decision-making capacity) phases [4]. During all phases 
of adolescence, the importance of emotional health comes to the forefront, as this 
period may be further complicated by rises in experiences of depression and 
anxiety.

While there is wide variation in how adolescence is defined across cultures, peri-
ods marked by changes in brain development, physiology (puberty), and emotional 
maturity are common for all adolescents. As such, displaced adolescents may expe-
rience similar challenges and opportunities along the continuum of development. 
For example, there may be commonalities in friction points between youth and their 
parents/adult guardians, including disagreement about curfews and decisions about 
dress or other adornments, desires of family/host members for youth to spend more 
time at home, concerns by adults about the influence of peers and a desire to know 
the value systems of peer groups, negotiation in prioritizing family values and goals, 
respect of elders and keeping cultural traditions, and desires of the adolescent to 
have more freedom. Frequently, the resettled adolescent adapts to a new culture and 
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language faster than their parents do. This can lead to conflict and even estrange-
ment between the adolescent and their family.

Experiences of migration and displacement also create unique contextual 
demands that may hinder or reshape normative development [5]. Thus, it is critical 
that providers be able to recognize the bounds of normative development unique to 
each adolescent in order to support youth well-being. For example, experiences of 
abuse, exploitation, and trauma may present severe threats to identity development 
and self-esteem. As such, providers are advised to organize care using a trauma- 
informed lens (see National Child Traumatic Stress Network, Refugee Services 
Toolkit [6]).

Inclusion of a trauma-informed lens when working with adolescents post- 
migration requires the provider to address a number of contextual factors, past and 
present. The provider must be able to assess traumas related to the adolescent’s 
country of origin (e.g., witness or experience of violence, persecution, violation of 
human rights), the migration journey (e.g., violation of human rights, exploitation, 
loss), arrival in a new country (e.g., racism, discrimination, loss), and while remain-
ing in the host country (e.g., racism, discrimination, loss, stresses of acculturation, 
finding a sense of identity). There may also be a multigenerational component to 
trauma, which will necessitate assessment of family members whenever possible. A 
trauma-informed lens also requires identifying youths’ contexts for resilience, 
including connections to trusted adults, a sense of community (school and neigh-
borhood), and cultivating a positive future orientation.

 Health Screening and Anticipatory Guidance

Effective engagement of adolescents necessitates creating nonjudgmental and safe 
environments in which youth can discuss experiences, hopes, and fears, access 
accurate information, and clarify their feelings and choices. In many Western cul-
tures, it is general practice to perform behavioral screens and to discuss sensitive 
topics with the adolescent alone. However, in all interactions, it is important that the 
adolescent be given the choice to have a parent/trusted caregiver present. When 
working with adolescent minors alone, health providers and youth advocates must 
be familiar with laws and regulations related to youth consent and confidentiality 
(see WHO “Making Health Services Adolescent Friendly” [7]). While adolescent 
one-on-one conversations are built upon a standard of privacy, there are exceptions 
to this premise, including in contexts of self-harm, current abuse and neglect of the 
youth, and adolescent risk of harm to another. As previously noted, providers must 
be aware of adolescent preference and cultural requisites related to seeing male and 
female providers. It is also critical that providers use the language preference of the 
adolescent and family. Depending on the timing of the clinical encounter in the 
resettlement process, youth may have some mastery of the primary language of the 
host country, while the primary caregiver remains more comfortable with the lan-
guage of their home country. In situations in which the adolescent and parent/other 
adult caregiver are seen together (at least initially) and their language preferences 
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differ, having an appropriate medical interpreter to facilitate communication with 
the caregiver is necessary. Youth should not be used as translators for their parents/
other adult caregivers. Visit summaries and any other care-related documents must 
be available in the primary language of the adolescent and parents/adult caregivers.

A number of mnemonics and questioning frameworks exist for screening and 
providing anticipatory guidance for adolescents. A common mnemonic used by 
adolescent health providers is HEEADSSS, which stands for Home, Education, 
Eating, Activities, Drugs, Safety, Sexuality, and Symptoms of Depression/
Suicidality. An alternate mnemonic includes rearrangement of the letters and an 
additional S at the beginning of the screen to remind providers to start discussions 
by focusing on an adolescent’s strengths before spending time on contexts of risk 
(“What are you most proud of about yourself? What do you love about yourself? 
What would your family say your best qualities are? How about your friends?”; see 
SSHADESS psychosocial screen [8]). See Table 26.1 for examples of themes using 
the HEEADSSS mnemonic. The themes presented in Table 26.1 are meant to guide 

Table 26.1 Example HEEADSSS themes

H: Consider household members and family dynamics that may include ongoing fears related 
to forced separations and the threat of parental detainment and deportation, as well as current 
levels of housing stability.
E: Identify previous learning opportunities, as well as experiences with compulsory education 
requirements in the host country. Identify previous experiences and current expectations 
related to work.
E: Evaluate the adequacy and consistency of meals. Determine whether the adolescent has 
been able to locate familiar foods that satisfy cultural needs and preferences. Ask about 
concerns related to weight or body changes, in the past, during the journey, and since 
resettlement.
A: Assess the level of engagement of the adolescent in home, school, and community contexts. 
Inquire about where time is spent and ask about peer groups. Discussion about cultural 
traditions and/or adolescent rites of passage may advance insight into the adolescent’s previous 
level of function prior to the migration experience and current level of function in their 
immediate context. Identify sources of joy and activities that give a sense of meaning and 
purpose.
D: Screen for past substance use and exposures, and the potential for current perceived 
pressures as a means to find peer groups or to self-medicate due to stressors.
S: Recognize that arrival in the host country does not always relieve past threats, and location 
in the new space may bring new threat experiences. Ask the adolescent about current places 
where they feel safe and places where they do not feel safe. Ask about previous and current 
experiences of victimization, including being bullied and excluded because of differences. 
Inquire about fears related to policing and the justice system of the host country.
S: Normalize adolescence as a time when individuals begin having feelings of attraction 
towards others or have desires for a personal, romantic relationship. Open the door to 
discussion about gender identity and related experiences in the adolescent’s country of origin 
or countries of exposure during the migration journey, and in the new country. Screen for 
safety in relationships. Ask about physical contact, including sexual activity, and knowledge 
of/access to contraception and barrier protection.
S: Assess for past and present struggles with feelings of sadness and self-harm behaviors. 
Identify sources of strength that buffer against sadness and keep the young person centered.
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questions and are not meant to be exhaustive. More than one encounter is necessary 
to gain an understanding of the many facets of the young person’s story. The themes 
enable an open-ended question format to support dialogue and the development of 
a trusting relationship over time. Additional screeners may facilitate a deeper under-
standing of experiences and their emotional impact (see Table 26.2). In some cul-
tures, it is more acceptable to approach behavioral and emotional health using 
language of stress and signs of distress, than using language focused on diagnosis. 
For example, engaging in discussion of physical health manifestations (e.g., chronic 
headaches, fatigue), sleep problems, social withdrawal, or acting out as representing 
stress or burden on the body’s ability to achieve balance or a sense of wholeness, 
may be better received than focusing on a diagnostic label. In this context, it is 
sometimes helpful to pose questions that reference past successes with navigating 
difficult times, such as “During difficult times, what did you think about or tell 
yourself to get through? Are there memories that you try to hold onto? What are 
ways that have helped you keep yourself safe and feel whole?” Coping skills may 
be positive (e.g., talking to a friend; listening to music; exercise) or negative (e.g., 
drinking alcohol or use of other drugs). Both should be acknowledged and further 
discussed.

Physical health screening includes assessment of nutritional status, physical 
development and signs of trauma, assessment of immunization status, and consider-
ation of laboratory assessment—a tiered approach based on country of origin/expo-
sure, time in refugee camps or detention centers, and requirements of the host 
country (see Table 26.3). Common dietary deficiencies, including vitamin D, cal-
cium, and iron, may be exacerbated by dietary inadequacies related to the displace-
ment experience.

There are a number of topics to discuss related to anticipatory guidance for ado-
lescents (see Table 26.4). For displaced adolescents (and in some sense for all ado-
lescents), the discussion must be guided by cultural humility and helping the 
adolescent to know and embrace their value. For adolescents, opportunities for 
thoughtful and creative expression may provide additional support for coping and 
thriving, including physical activity, school-based art therapy and play, culturally 
sensitive cognitive behavioral therapies, biofeedback and mindfulness training, and 
community-based cultural events.

In sum, clinical providers and child health advocates can support optimal health 
and development for displaced adolescents (and their caregivers) in a multitude of 
settings without prescribed borders. Providers may promote recovery and resilience 
by taking the time to listen to adolescents, helping them to develop and nurture their 
voices, applying a trauma-informed lens in the care setting, and offering a safe and 
respectful environment for care. Providers should use culturally sensitive assess-
ments, provide continuity of care, develop trusting and collaborative relationships, 
and strive to help young people to find the tools necessary to build a life in their 
new home.
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 Advocacy Before and After Resettlement

Advocacy is an important activity at any stage of care for displaced adolescents. 
Advocacy can be focused on mobilizing agencies for services as well as raising 
awareness with in national organizations, such as the AAP and government bodies, 
of conditions, especially in refugee settings and detention centers. Further, provid-
ers and child health workers in host countries are in a unique position to advocate 
for these youth by partnering with community groups that serve refugee popula-
tions, acting as a resource for legislators, local and national news outlets about dis-
criminatory and traumatic practices, and using professional platforms (e.g., AAP, 
SAHM, NCTSN) to advocate for best practices in the care of displaced adolescents 
and their families.

Table 26.3 Physical exam, immunizations, and laboratory assessment

Physical examination Notes
Height, weight, body mass 
index

May give insight into the nutritional status and metabolic 
risk.

Blood pressure, heart rate Stress and trauma may manifest as elevations in blood 
pressure and resting heart rate.

Vision and hearing screens May reflect trauma, or absence of preventive care.
Dental screening May give insight into nutritional status, toxic exposures, and 

absence of preventive care.
Skin Scarification, tattooing, cultural adornment may signify 

cultural transitions.
Cardiovascular Rheumatic heart disease remains the most common cause of 

acquired heart disease in the developing world.
Musculoskeletal May reflect congenital deficiencies, trauma-related injuries, 

evidence of nutrient deficiencies, and structural changes 
most evident during growth (scoliosis).

Breast and genitourinary Provides pubertal assessment and screening for female 
genital cutting, or evidence of abuse.

Psych/behavioral Stress and trauma may manifest as flat or anxious affect or 
limited engagement.

Vaccine preventable illness
Routine adolescent 
immunizations

Tdap, MCV4, HPV9
https://www.cdc.gov/vaccines/schedules/hcp/imz/child- 
adolescent.html

Additional considerations MMR, HBV, varicella, HAV, IPV
https://www.cdc.gov/vaccines/schedules/hcp/imz/child- 
adolescent.html

Guidance on laboratory assessment
AAP Immigrant Health Toolkit https://www.aap.org/en- us/Documents/cocp_toolkit_full.pdf
US Centers for Disease Control 
and Prevention Refugee Health 
Guidelines

https://www.cdc.gov/immigrantrefugeehealth/guidelines/
refugee- guidelines.html

WHO Refugee and Migrant 
Health

https://www.who.int/health- topics/
refugee- and- migrant- health#tab=tab_1
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27Reproductive Health

Martha C. Carlough

 General Overview

According to the World Health Organization, Reproductive Health is “a state of 
complete physical, mental and social well-being and not merely the absence of dis-
ease or infirmity, in all matters relating to the reproductive system and to its func-
tions and processes” [1]. This implies that all people, including refugee and migrant 
children and adolescents, should have the freedom to decide if, when, and how often 
to reproduce and to be able to do so safely [1]. Reproductive health includes plan-
ning for safe, healthy, and desired pregnancy and birth as well as the prevention of 
pregnancy through contraception, prevention, and treatment of sexually transmitted 
infections (including HIV/AIDS) and prevention of gender-based and sexual 
violence.

In migrant and refugee contexts, children and adolescents are among the most at 
risk of challenges to their reproductive health and safety and yet these needs often 
go unmet. The breakdown of family units and unsafe physical situations during 
migration as well as in camps, urban resettlement areas, and conflict zones increase 
the potential for sexual violence. This is often against a backdrop of preexisting 
gender inequities and rapidly changing social norms for younger people [2]. As a 
sense of loss or hopelessness increases in adolescents, risk-taking sexual behaviors 
may also increase for both boys and girls. Adolescent boys may face particular pres-
sures including recruitment into armed conflict, human trafficking, and involvement 
in sexual violence. Unaccompanied boys may be forced into transactional sex, 
increasing risks of sexually transmitted infections. Girls have the same risks and the 

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-74906-4_27&domain=pdf
https://doi.org/10.1007/978-3-030-74906-4_27#DOI
mailto:Martha_carlough@med.unc.edu
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additional risk of unplanned pregnancies and unsafe abortion. Girls are also chal-
lenged to manage menstrual hygiene with a lack of privacy, sanitation, and dis-
posal areas.

Many adolescent girls come from societies where it is common—and often 
encouraged—to marry and bear children at younger ages, and they may actively 
desire to have children; to form a family of their own after loss. There may in fact 
be societal pressures to reproduce in post-conflict situations to replenish 
populations.

Female genital cutting (FGC), defined by the World Health Organization as “all 
procedures that involve partial or total removal of the external female genitalia, or 
other injury to the female genital organs for non-medical reasons,” is still practiced 
to some extent in more than 30 countries though the prevalence is highest in a much 
smaller number of countries, including Djibouti, Somalia, Mali, Guinea, Egypt, 
Sierra Leone, and Sudan [3]. The majority of girls undergo FGC before 15 years of 
age. The extent of cutting may vary from ceremonial nicking or tattooing of skin to 
infibulation or the complete removal of the labia minora and majora and severe nar-
rowing of the vaginal orifice. There are both short-term and long-term physical and 
mental health consequences of FGC including hemorrhage, infection, infertility, 
obstructed labor during delivery, fistula formation, PTSD, and depression. Although 
there is a growing human rights movement towards abolishing FGC, and it is illegal 
to perform FGC in many countries including the USA where it also is a reportable 
child abuse, up to 3 million girls worldwide still undergo FGC each year. Clinicians 
and mental health professionals need to be prepared to care for girls who are at risk 
of or who have undergone FGC at all stages of resettlement and to provide protec-
tion and support, good medical care, and avoid further traumatization by being 
unfamiliar with or unaware of the consequences of FGC [4]. Further details on clas-
sification of FGC and care for girls and women who have undergone FGC can be 
found in WHO Guidelines on the management of health complications from female 
genital mutilation listed in Additional Resources.

A significant proportion of deaths among women of reproductive age in camps 
are due to complications of pregnancy and childbirth. Adolescent girls are at higher 
risk of these complications and may be even less likely to seek help. Reasons for 
delayed care include lack of familiarity with health care services, denial about preg-
nancy, and fear of others’ responses to their pregnancy (including perpetrators of 
sexual violence). Morbidities including malnutrition and micronutrient deficiencies, 
preterm birth, perinatal mortality, and intrauterine growth retardation are all more 
common in refugee situations [5, 6]. Often countries with conflict or instability have 
high maternal mortality and limited reproductive health services at baseline, and 
these services may be further disrupted in humanitarian emergencies. It is essential 
that appropriate, accessible resources to meet these needs are provided.

Attention to reproductive health care, including safe maternity care, was not his-
torically considered part of core initial services in humanitarian emergency response. 
This has changed in recent years. The Sphere Handbook for Minimum Standards of 
in Humanitarian Response now includes reproductive health care as an essential 
service and many collaborative projects are focused on these areas (see Additional 
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Resources) [7]. There is a clear need to provide health information for independent 
decision-making and adolescent-friendly reproductive health services, including 
maternity care. In addition, organizations must be diligent in both preventing situa-
tions that exacerbate gender-based violence and in caring for children and adoles-
cents who have been victimized. It is also critical that services are offered in a 
respectful, positive manner with attention to confidentiality and consent [8].

 Systematic Approaches to the Most Common Reproductive 
Health Issues

 Preventing and Managing the Consequences 
of Gender-Based Violence

Gender-based violence is defined by the UN High Commissioner for Refugees as 
violence directed against a person on the basis of gender or sex. Numerous studies 
have demonstrated that the stresses of poverty, war, and blurred public and private 
lives in camps increase the risks of gender-based violence. An International Red 
Cross study of three large refugee camps Iraq, Sudan, and Kenya demonstrated that 
up to 40% of women and girls who sought health care did so because of gender- 
based violence [9]. Efforts to prevent gender-based violence and provide early, 
widely available, and confidential care are critical.

Minimum standards of safety and protection include planning for the layout of 
toilets and washing facilities as well as food and water distribution areas to maxi-
mize safety. Toilets and showers should have doors that lock from the inside and be 
in lighted, visible areas close to the center of camps. Adolescents who are not in 
family units should have their own registration cards and female workers should be 
involved in the distribution of food and other supplies. Particular attention should be 
paid to providing protection and support to girls most at risk, including those who 
are unaccompanied, single heads of household, or those with disabilities. Safe pub-
lic spaces for girls and boys to gather should be available, and community-based 
programs to increase social skills and to promote equitable gender norms should be 
offered. As much as possible, recommendations such as these must be included in 
planning for the prevention and response to gender-based violence.

Safe, confidential, and clearly marked spaces in clinics should be established for 
holistic care of victims of gender-based violence. A code of conduct for workers, 
list of patient rights (including the rights of children), and clear protocols should be 
posted. Health care workers should all be trained in supportive communication, 
trauma-based care, and protecting confidentiality, and children should be allowed to 
choose the gender of the health care worker who will care for them. Special atten-
tion should also be given to providing consultation and care by a health worker who 
comfortably speaks the same language as the victim and is aware of cultural and 
social issues.

Girls and boys who have experienced sexual violence should be able to receive 
health care immediately to avert preventable consequences including unwanted 
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pregnancy, sexually transmitted infections (including HIV), and further psychologi-
cal trauma. Legal support to survivors should also be offered, including protection 
from retaliations or threats such as by clearly separating perpetrators.

 Preventing and Managing Sexually Transmitted Infections (STIs)

Sexually transmitted infections are caused by a myriad of bacteria, viruses, and 
parasites but relatively few pathogens are responsible for the majority of infections. 
Syphilis, gonorrhea, chlamydia, and trichomoniasis are all curable, and Hepatitis B 
virus (HBV), Herpes, human immunodeficiency virus (HIV), and human papillo-
mavirus (HPV) can be mitigated with appropriate treatment. Sexually transmitted 
infections often occur without symptoms and so may be easily spread further, 
through untreated sexual partners and some through maternal to child transmission. 
Undiagnosed and untreated STIs can result in lifelong complications for adoles-
cents including pelvic inflammatory disease and infertility, cervical cancer, and 
neurologic sequelae of tertiary syphilis. Some STIs, particularly those associated 
with genital ulcers, increase the risk of acquiring HIV significantly.

Adolescents can avoid sexually transmitted infections by delaying sexual activ-
ity, decreasing the number of sex partners and by consistently using condoms. It is 
important for those working with migrant and refugee adolescents to be prepared to 
provide confidential counseling on all options. Support for delaying initiation of 
sexual activity by creating safe space and enjoyable ways for adolescents to social-
ize and develop platonic friendships may be particularly important for girls who are 
not only at risk of more severe consequences of STIs but pregnancy. Limiting the 
number of sex partners also obviously reduces risk though often risk of infection 
may originate from a partner with a history of many sexual partners.

Gender-Based Violence: Key Actions for Health Care Workers
• Be prepared to offer trauma-based care, including documentation of any 

wounds or bruises
• Provide care of wounds and prevention of tetanus and hepatitis
• Provide emergency contraception within 120  h of the incident (refer to 

international or national protocols for recommended treatment)
• Provide pregnancy testing and pregnancy options information including 

safe abortion referral to the full extent of the law
• Provide presumptive treatment of sexually transmitted infections (per 

international or national protocols)
• Provide postexposure prophylaxis for the prevention of HIV within 72 h of 

incident (per international or national protocols)
• Offer referrals for additional services as needed, including emergency care 

for life-threatening injuries as well as legal, psychological, security, and 
community services
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Condoms are the most reliable method for preventing sexually transmitted infec-
tions. When used consistently and correctly, male latex condoms are a very effective 
method of protection against STIs. Female condoms are also an option but are often 
less available and often less familiar. Condoms should be made available in acces-
sible, private areas in humanitarian emergency situations so that anyone who may 
need them has access. This may include toilet and washing areas and clinics but also 
drop-in centers, schools, community service offices, and other places where adoles-
cents may gather. Health workers should be prepared to demonstrate correct use of 
condoms to both boys and girls and health education should include negotiation 
with partners for consent and expected condom use. Unfortunately, sexually trans-
mitted infections may still occur despite condom use, and genital ulcers and warts 
can be transmitted through contact by areas not covered by condoms. Finally, it is 
wise to remember that STIs in children are always a reason to consider child abuse 
and gender-based violence.

HIV awareness and prevention deserve special emphasis in emergency situations 
and for adolescents most at risk. Accessible information about preventing HIV to all 
persons and widely available testing and counseling linked to antiretroviral (ARV) 
initiation is important. Priority groups for testing include pregnant girls and women 
(and their partners), children with severe acute malnutrition, and adolescents being 
tested and treated for other STIs. Inter-Agency supply kits, developed and distrib-
uted by UNFPA in crisis situations, only contain basic supplies for reproductive 
health. Post-exposure prophylaxis (PEP) antiretroviral medications for emergency 
use are included for care following rape or other episodes of unprotected inter-
course, but insufficient for providing ongoing treatment for HIV. Treatment regi-
mens for HIV/AIDS will vary based on national protocols but early initiation of 
combined highly active antiretroviral therapy (HAART) is important. And of course, 
safe and sterile medical procedures and blood transfusions reduce the risk of HIV 
transmission and other infections. Infection prevention protocols must be practiced 
carefully in low resource situations such as refugee camps and urban clinics. Refer 
to Chap. 25 for more information on HIV prevention and treatment.

To Use a Condom Correctly
• Store condoms in a cool, dry place (avoid having in direct sunlight or car-

rying in wallets) and do not use with oil-based lubricants
• Put on the condom before any penetrative intercourse.
• Withdraw the penis after ejaculation while the penis is still erect to avoid 

the condom slipping off inside the vagina.
• Dispose of condom properly and use a new condom for each new act of 

intercourse
• If a condom breaks or slips, seek care for potential exposure to STI or 

pregnancy
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In resource-limited settings, syndromic management of STIs is important for 
management and supported by the World Health Organization and many national 
government health systems. Syndromic management is based on the identification 
of consistent groups of symptoms which guide algorithm-based treatment choices 
without laboratory testing for the most common STIs. This simple same-day treat-
ment approach avoids the need for multiple visits, which may further compromise 
confidentiality for adolescents. For example, chlamydia, gonorrhea, primary syphi-
lis, and trichomoniasis are all generally curable with single-dose regimens of anti-
biotics (although resistance of gonorrhea to multiple antibiotics is increasing). For 
herpes, HIV, and HBV effective antiviral medications can significantly modulate the 
disease processes. There are pitfalls of syndromic management and misdiagnosis, 
and certain situations, including pregnancy, may necessitate other medication regi-
mens. A helpful resource available electronically detailing the WHO syndromic 
management guidelines is Sexually Transmitted and other Reproductive Tract 
Infections: A guide to essential practice (listed in Additional Resources).

Although vaccination programs for STIs are often a later stage intervention in 
humanitarian emergency settings, vaccines for both HBV and HPV are available. 
Global coverage of infant HBV is approximately 85%, and HPV vaccine programs 
are now found in approximately 50% of countries in the world. Where the HPV 
vaccine is available, a two or three-dose series (three for children who have HIV or 
are otherwise immune-compromised) is recommended between 9–14 years of age.

 Family Planning

Reproductive health needs, including the need for family planning, do not disappear 
when adolescents are forced to leave their homes or communities. In fact, they may 
increase when adolescents flee their homes and communities in an emergency, 
where they may not be able to bring contraceptives with them or understand how to 
obtain them in new situations. Displacement may increase the need for contracep-
tion, while at the same time increase barriers to access—particularly for adoles-
cents. As previously mentioned, the disruption of family and social support 
structures can pose more challenges for adolescents who may be more at risk of 
exposure to early sexual activity and unsafe sexual practices. Youth-friendly family 
planning services need to be integrated into the early stages of humanitarian 
response to ensure that, in addition to condoms, a variety of birth-control methods 
are available. Services should include emergency contraception, oral contraceptive 
pills, injectable contraceptives, and (if feasible) intrauterine devices and implants. 
In addition, these services need to be located near schools or community gathering 
areas, allow for drop-in visits, and offer easily accessible health education materi-
als. All providers involved in youth-friendly services must have a common under-
standing that reproductive health services are basic health services and available to 
all. It may be helpful, with informed choice, to encourage adolescents to consider 
longer acting and reversible contraceptive methods requiring fewer clinic visits. As 
soon as possible in the humanitarian response, comprehensive services should be 
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developed with community education, client follow-up, and maintenance of a con-
traceptive supply chain system. It is also helpful to collaborate with national family 
planning programs if possible and to consider local cultural issues which may make 
some family planning methods more or less acceptable.

All health workers should be aware that adolescents requesting contraceptives 
have a right to receive these services, regardless of age or marital status. Adolescents 
requesting family planning services should be asked about STI symptoms, and fam-
ily planning should be discussed with those presenting for STI clinics and other 
health care needs. For adolescent girls who already have children, encouraging birth 
spacing of at least 18 months is preferable.

 Care During Pregnancy and Childbirth

As children make up almost half of the refugee population globally, adolescent 
pregnancy and birth is a critical part of the care of refugee and migrant children. 
More than 15 million adolescent girls give birth every year, the majority of these in 
low- and middle-income countries and in poor, less educated and rural populations. 
In addition, almost 4 million girls undergo unsafe abortions every year. Although 
adolescent fertility has declined globally in the last two decades it remains high in 
much of sub-Saharan Africa and parts of the Middle East. Adolescent pregnancy is 
associated with increased risk of hypertensive disorders of pregnancy (i.e., pre- 
eclampsia/eclampsia), maternal undernutrition and micronutrient deficiencies, sys-
temic infections (including malaria), preterm and low birth weight births, stillbirth, 
and neonatal death. Delayed access to operative delivery in situations of obstructed 
labor, which are more common in adolescent girls with immature pelvic bone devel-
opment, may result in uterine rupture and obstetric fistula formation. Girls who have 
undergone female genital cutting, particularly infibulation during which external 

Family Planning: Key Actions for Health Care Workers
• Make sure condoms are widely available to adolescents and can be obtained 

privately and without asking permission
• Sexual health education should be integrated into community education 

and school curricula
• Sites of youth-friendly family planning services should be clearly marked 

and widely known
• Proactively discuss family planning with adolescents of both genders pre-

senting for health care, including care for STIs
• Provide emergency contraception within 120 h of incident
• Health care workers should be prepared to discuss and offer all methods of 

family planning, starting with the method the adolescent is most 
interested in

• Long-acting and reversible methods should be encouraged
• Healthy timing and spacing of pregnancies should be encouraged
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genitalia are excised and the vaginal orifice is significantly decreased, are at even 
higher risk. A careful examination by a trained health worker familiar with female 
genital cutting during prenatal care allows for appropriate birth planning.

Pregnancy is a leading cause of death among 15–19-year-old girls, most often 
occurring during abortions or during childbirth. Adolescent girls are twice as likely 
to die than women over 20 years of age, and very young adolescents (under 15) are 
five times as likely to die. Social consequences of the early child-bearing area also 
broad, including stigma, rejection by her community or her family, and limitations 
on future education and employment. Unaccompanied girls are at even higher risk 
and may be more vulnerable to exploitation and sexual violence.

Life-saving maternal interventions must be a part of the earliest stages of human-
itarian response, particularly when locally available health services may not be 
available or functional. This should initially focus on clean and safe delivery ser-
vices with a skilled birth attendant, available 24 h a day. Services for adolescents 
should be confidential, respecting their rights and privacy, and must be provided 
regardless of age or marital status. As much as possible, delivery at a health facility 
should be encouraged, but pregnant girls should also be provided with a simple 
clean delivery package (see Key Actions below) to be used either in the facility or at 
home. If skilled birth attendants are available in the community, they should be 
identified early as they may serve as a trusted link to adolescent mothers.

In addition to managing normal labor and delivery, health care workers must be 
prepared to provide basic emergency services, including administration of intrave-
nous antibiotics, uterotonic medications to prevent postpartum hemorrhage (oxyto-
cin, misoprostol), magnesium sulfate and antihypertensive medications, removal of 
retained products, manual removal of placenta, assisted vaginal delivery, and mater-
nal and newborn resuscitation. Comprehensive emergency obstetric care further 
includes surgical care (laparotomy and cesarean section), anesthesia, and safe blood 
transfusion. Post-abortion care, including manual vacuum aspiration is a life-saving 
intervention and should be available as soon as possible, either in the refugee camp 
or on referral including management of bleeding, treatment for infection, and teta-
nus prophylaxis (with both tetanus vaccination and tetanus immunoglobulin if 
available and indicated).

In the post-emergency phase of response, additional interventions should be 
introduced including community-based antenatal and postpartum care, maternity 
waiting homes for pregnant girls at risk, breastfeeding support, neonatal care, and 
mental health support groups for mothers [10].

Pregnant adolescents are particularly at risk of malnutrition and micronutrient 
deficiencies in refugee situations. Underlying nutritional problems, including iron 
deficiency anemia, iodine deficiency, and Vitamin A and D deficiencies are exacer-
bated in emergencies. Populations which may usually have access to oil and fish to 
supply fatty acids may no longer have access to a range of food supplies. Pregnant 
adolescents should be provided with blanket access to balanced protein and energy 
supplements throughout pregnancy, postpartum, and while breastfeeding. They 
should also be given daily prenatal vitamins or multiple micronutrient tablets 
(MMN), iodinated salt, as well as Vitamin A supplementation (100,000 IU) when 
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postpartum. In situations where a vegetarian-based diet is common, additional B12 
vitamins may be needed. All pregnant or breastfeeding adolescents with acute 
global malnutrition should be admitted for therapeutic feeding and supportive care, 
if possible.

Every maternal death in refugee situations, including deaths to girls or women 
who were referred for care and died at other facilities, should be investigated. This 
review process allows opportunity to learn from often preventable delays or missed 
opportunities to provide the best quality care possible and to improve systems for 
the future. Maternal death investigations should be undertaken in a collaborative, 
system-based environment as a learning exercise.
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 Overview

In 2018, 2.5 million infants died worldwide within the first month of life. Of those, 
75% died within the first week of life. Neonatal deaths represent 47% of the total 
deaths of children under 5 years old. This figure does not even include the additional 
2.5 million annual stillbirths that occur globally [1].

Risk of neonatal death is particularly high in refugee and migrant settings. 
Limited access to care, population movements, breakdown of essential medical ser-
vices, safety concerns, and curfews may lead to inadequate prenatal care and unsafe 
deliveries. Furthermore, there may be limited treatment modalities, a lack of 
neonatal- friendly drug formulations and medical equipment, and minimal availabil-
ity of staff skilled in newborn care. Hygiene standards are often difficult to maintain 
due to lack of access to soap and clean water, crowding, and shared living spaces. 
All of these factors, plus the inherent vulnerability of newborns, negatively influ-
ence newborn survival [2].

Preterm birth, asphyxia, infections, and congenital birth defects are the most 
common causes of neonatal death. Luckily, even in low resource settings, many of 
these can be addressed with simple measures such as reliable prenatal and perinatal 
care, diligent hygiene control, thermoregulation, maintaining normal blood glucose 
levels, and support of breastfeeding. Through detail-oriented, conscientious neona-
tal care we can have a major impact on overall child mortality rates.

In this chapter, we will first present you with the practical information you need 
to get your bearings when starting to care for newborns in refugee or migrant 
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settings. This is followed by an explanation of levels of care and coordination 
between organizations. This chapter concludes with specific guidance about how to 
manage the most common neonatal pathologies.

 Practical Information

 Levels of Care

Capacity for the provision of newborn care varies widely site by site. Level of care 
standards exists to provide recommended management of newborns according to 
the setting. It is helpful to be familiar with these terms so that you will know what 
to expect in your context. These levels of care include the essential, the intermedi-
ate, and the comprehensive packages of care.

These varying levels of newborn care can be provided in different physical 
spaces: in the home, in the clinic, or in the hospital. Depending on the context and 
local capacities, you can adapt these levels of care by including or removing ele-
ments. In the following section, each of these neonatal packages of care will be 
explained in more detail.

 Collaboration and Continuity of Care

Your organization may not be the only actor providing the range of services from 
prenatal to postnatal care for the mother and newborn. Other actors may include the 
local ministry of health, existing national and international development actors, 
national and international NGOs, and of course the local community, including tradi-
tional or local birth attendants. Close collaboration with other actors to minimize gaps 
and provide high quality of care from the prenatal to the postnatal period and from the 
community up through the hospital level will help improve neonatal outcomes.

Neonatal and maternal health are inextricably linked. Preventative management 
via appropriate care of both the neonate and the mother is vital to reducing neonatal 
mortality and morbidity [2]. Newborn care consists of a continuum of care starting 
with general health education, family planning to avoid undesired and teenage preg-
nancies, prenatal care, and nutritional support during pregnancy. It also includes 
access to skilled birth attendants and essential newborn care at birth. It continues 
through to the appropriate postnatal care of both the mother and child until at least 
the first month of life. Ideally, maternal/obstetric care should not be separated from 
neonatal care.

 Exclusive Breastfeeding

An important component of a preventative care strategy includes exclusive breast-
feeding for the first 6 months of life, starting within the first hour after delivery. 
Breastfeeding promotes mother and child bonding, ensures safe and affordable 
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nutrition and hydration, decreases risk for infections in the neonatal period and 
beyond, and may have a positive impact on neurodevelopmental outcomes. 
Additionally, there are benefits for the mother including decreased postpartum 
bleeding, increased birth spacing, and decreased postpartum depression [3].

 Helping Babies Breathe

One of the most significant initiatives in newborn care has been the Helping Babies 
Breathe (HBB) program. Up to 10% of newborns may need assistance to initiate 
breathing after delivery via stimulation, clearance of the airway, or ventilatory sup-
port. HBB is an evidence-based education program for traditional or local birth 
attendants, midwives, nurses, and doctors that teaches the basic skills needed to 
perform newborn resuscitation during the first minute of life, the “golden minute.” 
HBB materials are free online and training-of-trainer courses are available. As long 
as the correct supplies are available, this method can be used in the household, com-
munity setting, and primary or secondary healthcare facility [4].

 Quality of Care

Optimizing access to basic obstetrical and neonatal care is pivotal to decreasing 
maternal mortality and improving neonatal outcomes. This includes ensuring preg-
nant women are aware of local obstetric services available, that she has the means 
to reach these services, or, at a minimum have a skilled birth attendant in the home, 
and that adequate care is provided by the birth attendant.

Once the baby is delivered, a strong focus on hygiene, thermoregulation, main-
taining normal blood glucose levels, and supporting breastfeeding and/or age- 
appropriate feeding is all that is needed for the vast majority of newborns, including 
most premature infants, to survive. Directing your efforts on providing the best 
quality of care that you can in these four areas, including utilizing skilled birth 
attendants, will go a long way to improving outcomes [2].

Take time with your medical team to evaluate how well each of these factors are 
being addressed. If there are limitations, consider all potential root causes to better 
understand these gaps. Are they due to barriers caused by security concerns, geo-
graphical distance, or cost? Lack of critical equipment or medications? Inadequate 
or insufficient staff training? Ineffective communication with the mothers or with 
maternity care providers? Structural factors of the physical space/neonatal unit? 
Social, economic, or cultural factors? Try not to make assumptions, dig deeper, and 
get the whole team (including the parents) involved to improve the quality of care.

 Prevention of Mother to Child Transmission of HIV (PMTCT)

The risk of vertical transmission of HIV can be reduced to almost zero if the mother 
is appropriately managed. The “Prevention of Mother to Child Transmission of 
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HIV” (PMTCT) program starts in the prenatal period with HIV screening for the 
mother and provision of counseling and anti-retroviral drugs (ARVs). Most areas 
with known high HIV prevalence will already have PMTCT programs. If there is no 
program, this should be discussed within your organization and with the local health 
authorities. Refer to “Useful additional resources” at the end of the chapter for 
sources that provide more detailed information on HIV management for exposed 
newborns [5].

 Data Collection, Reporting, and Analysis

Remember the importance of high-quality data. All newborns should be registered. 
Name, date of birth, origin, birth weight, gestational age (if possible), diagnoses (if 
appropriate), and vaccination status should all be noted. Outcomes, meaning stillbirth, 
discharge, transfer, or death, must also be recorded. Refer to the Roadmap to Accelerate 
Progress for Every Newborn in Humanitarian Settings 2020–2024 for other indicators 
to follow [6]. Maintaining an accurate register is a challenge and requires diligent effort 
from the entire healthcare team. Regularly review and analyze the data and outcomes 
with the team. When the entire team is involved with the data collection, analysis, and 
reporting, the team members will better understand why data collection is relevant to 
their work rather than an additional burden. Sharing improvement in indicators over 
time can be very encouraging to teams working in resource-limited settings.

 Death

Despite your best efforts, you will be faced with maternal deaths, stillbirths, and 
neonatal deaths. Counsel the parents, ensure that they know that it is not their fault. 
Encourage the mother to attend postnatal care appointments where she can be sup-
ported in case of postnatal depression, and, when appropriate, consider discussing 
family planning options. Additionally, the parents should be provided a record of 
newborn death (often necessary for legal purposes).

 Management: Levels of Care

 Antenatal Care

Newborn outcomes and maternal mortality improve when appropriate antenatal 
care is delivered. This includes linking anti-natal care programs with existing edu-
cational and family planning programs. Do not forget to address the teenage popula-
tion. Pregnant women should be screened for preeclampsia, and infections such as 
HIV, syphilis, other sexually transmitted infections (STIs), and asymptomatic bac-
teriuria. They should receive education about the importance of good nutrition for 
themselves, breastfeeding for their infant, family planning, and safe delivery in a 
health facility and with a skilled birth attendant. They should also be screened for 
anemia and provided with iron, Vit D, and iodine supplementation when 
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appropriate. Additional micronutrients can be provided when available. Additionally, 
pregnant women should receive folate, tetanus vaccinations, and, if living in a 
malaria-endemic region, mosquito nets, malaria prophylaxis, and screening and 
treatment for malaria. Women at risk for preterm delivery less than 34 weeks should 
receive antenatal steroids [2, 7].

 Essential Newborn Care in the Community

The essential package of newborn care refers to the care that every newborn should 
receive regardless of where they are born; at home, in an outpatient clinic, or in a 
hospital setting. It is the minimal standard. It includes delayed cord clamping, ther-
mal care, infection prevention, early initiation of breastfeeding, vitamin K and oph-
thalmic antibiotic administration, assessment of danger signs, and postnatal care [8].

Although mothers should be encouraged to give birth in a health facility, in some 
cases this is not culturally acceptable or logistically possible, in which case local 
birth attendants or community health workers can assist the birth in the household. 
The provision of high-quality newborn care in the community starts with training 
for these birth attendants. All birth attendants should receive the “Helping Babies 
Breathe” and the “Helping Babies Survive: Essential Care for Every Baby” train-
ings and, if possible, the basic material to perform these resuscitations [8].

Additionally, birth kits should be provided to every expectant mother. These kits 
provide essential supplies needed for a safe and clean delivery. The kits vary per 
organization. If neither your organization nor any partner organizations are provid-
ing birth kits, refer to the Healthy Newborn Network toolkit for information about 
what to include in a newborn health kit [2].

 Routine Care

Routine care should be provided to every newborn, regardless of where they are 
born; at home or in a hospital setting. Please refer to the next section for technical 
guidance on routine care.

 Essential Newborn Care in Health Clinics or Hospital Settings

Outpatient health clinics should be able to provide routine care. Infants who prog-
ress well and have no significant risk factors are usually kept with the mother until 
discharge from the clinic no earlier than 24 h after delivery [9].

If there are danger signs or risk factors such as prematurity or low birth weight, 
then the child should be admitted to a newborn unit [9]. If there is no newborn unit, 
then you should identify where newborns with complications or prematurity are being 
sent and how well the referral process is working. If no referral is possible, assess if 
these newborns are stable enough to stay with their mothers in the maternity ward or 
in a pediatric unit. Make sure that referral criteria are clear and evaluate the capacity 
of referral vehicles to maintain the warmth of the baby and a hygienic environment.
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 Intermediate Package of Newborn Care

The intermediate package of newborn care refers to a slightly higher level of care 
that can be provided in a low resource hospital setting [8]. It comprises all the ele-
ments of essential newborn care plus the availability of skilled staff and the essen-
tial medications to manage the most common neonatal complications such as 
asphyxia, prematurity, sepsis, other common infections, and jaundice.

If you are working in or managing a newborn unit then take some time to con-
sider the following aspects of care.

Ensure that admission and discharge criteria to the newborn unit exist. If there are 
none, then refer to the resources at the end of this chapter to help you create them.

Upon arrival, assess available human resources. Are there doctors, clinical offi-
cers, nurses, or midwives familiar with newborn care? If not, is staff training ongo-
ing? Is there enough staff? (Ideal ratios of staff per patient are as follows: doctors 
1:20, nurses 1:5–10, nurse assistants 1:5–10) [2]. Optimize communication between 
the health providers taking care of the mothers and the midwives, doctors, or nurses 
caring for the newborn. The history of prenatal care and maternal health and com-
plications should be known to the team providing the newborn care. A simple, 
checklist-based sign-out sheet can be created for better communication between the 
maternity and newborn units.

Within the newborn unit, ideally you should have four separate spaces: (1) criti-
cally ill newborns born in the same health facility, (2) stable sick newborns born in 
the same health facility, (3) premature but otherwise well infants receiving kangaroo 
parent care, and (4) ill newborns admitted from outside of the health facility.

Consider the physical space housing the newborns. Evaluate the electric capac-
ity, insulation, room temperature, minimizing visitors, space for mothers, and access 
to clean water. There should be a handwashing point at the entrance. There should 
be one bed per patient. Mother must be provided a place to sleep: they may share a 
bed with the newborn or may be provided a separate bed beside the crib. Beds and 
cots should not be made of wood as these are difficult to clean. Critically ill children 
should not share a treatment space. In other words, they should not be touching. See 
Fig. 28.1 as an example of a low-cost method to minimize contamination. Mothers 
should have a dedicated space to shower and wash their clothes. Breastfeeding 
counseling, education, and support should be offered every day in these units.

Fig. 28.1 Example of a 
simple approach to prevent 
patient–patient 
contamination in a 
crowded critical care/
resuscitation area. 
(Permission obtained from 
Ante Wind)
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What medical resources are available? You will need medications, IV fluids, glu-
cose, etc. formulated especially for newborns. A glucometer is important. Ideally, 
you may also have a warming lamp or blanket, a digital weight scale, a digital ther-
mometer, a phototherapy light, oximeter, and a bedside hemoglobin machine. The 
Healthy Newborn Network toolkit noted at the end of this chapter contains lists of 
the specific medications and supplies needed to run a newborn unit. In addition, the 
“Toolkit for setting up special newborn units, stabilization units, and newborn care 
corners” by UNICEF can provide some background information useful when set-
ting up a newborn unit [10].

 Comprehensive Package of Newborn Care

The comprehensive package of newborn care includes a higher level of care including 
provision of the skilled human resources, medications, and equipment needed to pro-
vide case management of complex neonatal care, ventilatory support, and simple neona-
tal surgery [8]. This is not commonly seen in humanitarian and resource- limited settings 
and is beyond the scope of this book. However, two points are worth commenting on.

Incubators are often available in facilities providing a higher level of care. 
Maintaining the cleanliness and maintenance of incubators in low resource settings 
is a major challenge. Incubators that cannot be adequately cleaned and/or maintained 
between newborns, or during prolonged hospitalizations, put the neonate at higher 
risk for a hospital-acquired infection and critical incidents such as burns. The risk-to-
benefit ratio should be evaluated. Often skin to skin may be the better option.

Bubble CPAP is a low cost, relatively simple way to provide extra respiratory sup-
port to newborns suffering from respiratory distress syndrome. In this method, 
blended and humidified oxygen is delivered via nasal prongs or mask. Pressure in the 
system is maintained by placing the distal end of the tubing in water. The level of the 
water determines the pressure delivered to the airways, and the ability of the pressur-
ized oxygen to “bubble” out prevents too much pressure from being delivered.

Bubble CPAP in low resource settings has been shown to decrease the risk of 
respiratory failure but is not without risks [10]. This technique requires the use of 
specific bubble CPAP equipment, a rigorous and well-planned implementation 
involving intensive training of medical staff, excellent hygiene conditions, low staff 
turnover, high level of supervision and patient monitoring, and continuous evalua-
tion to ensure that the correct patients are being placed on CPAP and that outcomes 
are being improved by its use. These prerequisites are often not present in refugee 
or migrant settings. If you do decide to implement CPAP, do so in collaboration with 
experts in bubble CPAP familiar with implementation in a low resource setting. Do 
not attempt to build homemade CPAP systems.

 Management: Technical Guidance

Only a general overview of the management of the most common situations and 
pathologies will be provided in the sections that follow. Please refer to the WHO 
Recommendations on Newborn Health and the Healthy Newborn Network website 
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including their Newborn Health in Humanitarian Settings Field Guide Newborn 
Care Charts for more detailed technical guidance [9, 11].

 Routine Care

Prior to birth, the following items should be available and ready for use: 1–2 clean and 
dry cloths, a hat, a cord clamp or ties, clean scissors/blade/scalpel, a bulb or penguin 
suction device, 2 face masks of differing sizes, a clock or watch, a ventilation bag/
mask, and a stethoscope. The mother’s perineum should be washed, and the birth atten-
dant should wash their hands and wear sterile gloves. Upon delivery, the birth attendant 
should dry, warm, and stimulate the baby by rubbing his or her back firmly. As long as 
the baby is crying or breathing, the baby should then be placed in the mother’s arms. 
Suctioning the mouth after delivery is no longer recommended, unless the child is not 
breathing and there is meconium or visible obstructive mucous [4]. For both vaginal 
and caesarian delivery, if there is no need for urgent ventilatory support, cord clamping 
should be delayed by 1–3 min, even for premature and HIV- exposed newborns. This 
provides extra hemoglobin to augment iron reserves in the infant for up to 6–8 months 
of life and decreases the incidence of anemia thus ameliorating the impact of iron defi-
ciency and malaria to which newborns in low resource settings are often prone [12].

After delivery, every newborn should receive vitamin K, cord care with chlorhexi-
dine, antibiotic eye ointment (per national protocol), a complete physical exam, and, 
if a scale is available, the newborn should be weighed. Breastfeeding should be 
encouraged within the first hour of life. The newborn should also receive vaccinations 
per the national protocol (OPV, BCG, Hep B are commonly given). Chlorhexidine 
digluconate 7.1% (4% base) is now recommended for 7 days of cord care for any 
infant born in a setting of high neonatal mortality (>30/1000 live births) [2]. Any neo-
nate born less than 2000 g should be placed skin to skin with their caretaker to avoid 
hypothermia [8]. Defer bathing until 24 h of life due to the risk of hypothermia.

As part of routine care, neonates should also be screened for danger signs and risks 
for sepsis. Danger signs include poor feeding, convulsions, decreased movement or 
activity, fast breathing or chest indrawing, feeling too hot or cold (temperature <35.5 
or >37.5 if a thermometer is available), birth weight less than 2.5 kg, jaundice on the 
first day of life, or jaundice on palms and soles at any time [2, 9].

Risks for sepsis will be described in further detail below.
All neonates should be screened for possible HIV exposure. If the mother has 

HIV then, within hours of delivery, the infant should receive prophylactic ARVs. At 
discharge, the newborn and mother should be referred to the PMTCT program for 
testing, follow-up, and management.

Ensure that every mother has support at home, and if she does not, consider 
which programs might be available to help provide her with support. The mother 
should be given a record of the newborn birth [2].

When the child is born at home, there should be a point of contact with a health 
care worker within 24 h. Follow-up visits should be made on day 3, between days 
7–14, and at 6 weeks in order to monitor weight gain and discuss concerns [9]. The 
mother can come to the clinic or a home health agent/community health worker can 
come to the home.
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 Prematurity and Low Birth Weight

According to the World Health Organization (WHO), “preterm birth is the leading 
cause of perinatal and neonatal mortality and morbidity (globally). Preterm infants 
are particularly vulnerable to complications due to impaired respiration, difficulty 
feeding, poor body temperature, and high risk of infection” [13].

Inadequate prenatal services in refugee or migrant contexts place the neonate at 
higher risk for premature and small for gestational age birth. Extreme prematurity 
is defined as <28 weeks, very preterm is 28–32 weeks, and moderate to late preterm 
is 32–37 weeks. Low birth weight (LBW) is defined as <2500 g and very low birth 
weight (VLBW) is defined as <2000 g [2].

Preventing premature delivery via appropriate antenatal care is really important. 
If premature delivery is inevitable, administer antenatal steroids to the mother for 
any pregnancy at less than 34 weeks gestation [13]. Steroids promote lung matura-
tion and improve outcomes in premature neonates.

In addition to managing any specific complications such as sepsis or respiratory 
insufficiency, the primary methods of managing prematurity and low birth weight 
include avoiding hypoglycemia, avoiding hypothermia, maintaining good hygiene 
practices, providing age-appropriate feeding, and avoiding apnea.

Hypothermia is defined as a temperature less than 35.5 °C. The best way to manage 
and avoid hypothermia is via Kangaroo Care (KC, also referred as Kangaroo Mother 
Care or KMC). KC is a method to keep stable newborns warm through continuous 
24-hour skin to skin contact with the caretaker (usually the mother or father). In low- to 
middle-income countries KC has been associated with decreased mortality, decreased 
risk of severe infections, and decreased incidence of hypothermia in low birth weight 
neonates [13]. See the insert below for an explanation of the Kangaroo Care Method.

In cases where skin to skin care is not providing sufficient warmth or the care-
taker is not available, a heat lamp can be used. Make sure that the team has read the 
user manual to avoid overheating or burning the newborn. Also remember to always 
check the blood glucose level in the hypothermic child [13].

Kangaroo Care Method
To position the newborn in the KC position, start by undressing the baby. The 
newborn should only wear socks, a diaper, and a hat. He/she should then be 
placed vertically between the caretaker’s breasts with the head positioned to 
the side, the arms out to the side, and the hips in frog-leg position. A cloth 
should be secured around the newborn-parent dyad to keep the newborn in 
this position. The newborn can breastfeed on demand every 2–3  h if the 
mother or a wet nurse is available. This KC position should continue even 
after discharge until the baby’s weight surpasses 2 kg [14]. 

This method is easy to set up but requires persistence to teach and to main-
tain. In some cultures, 24-h contact is not accepted. In that case, any number 
of hours spent in the skin to skin position is better than none [13]. If a father 
or other caretaker is available, encourage them to participate in KC as well to 
maximize the potential benefit for the newborn.
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Permission obtained from WHO [14]

 Resuscitation

All health care providers should be competent in basic neonatal resuscitation. As 
mentioned above, intervening during the “golden minute” is crucial to improving 
neonatal outcomes. Within the first minute of life, the newborn should be breathing 
spontaneously. If he/she is not, then positive pressure ventilation should be started. 
For a detailed explanation of neonatal resuscitation in low resource settings, please 
refer to the Helping Babies Breathe resources [4].

In brief, if after stimulation of the newborn, he/she is still not breathing, clamp 
the cord, open the airway, suction only if you see obstructing secretions, and initiate 
positive pressure ventilation within the first minute of life. The ventilation bag/mask 
does not need to be connected to oxygen when you initiate ventilations. Often just a 
few ventilations will stimulate spontaneous breathing. Effective ventilation can be 
monitored by seeing the chest rise and feeling the heartbeat at the umbilical cord 
stump. The heartbeat should be greater than 100 beats per minute. If it is not, venti-
lation should be continued. Oxygen can be initiated at this time [4]. If the heartbeat 
falls below 60 beats per minute, compressions should be started in conjunction with 
ventilation. Please see the APLS algorithm below (Fig. 28.2). For a detailed expla-
nation of advanced resuscitative efforts please refer to current guidelines such as 
those from the AAP Neonatal Resuscitation Program, the European Resuscitation 
Council, or the Advanced Pediatric Life Saving website [15–17]. If the heart rate is 
greater than 100 beats per minute, check for spontaneous breathing. If there is spon-
taneous breathing, then monitor closely and continue to provide routine care [4]. 
Refer to Fig. 28.3.

If after 10 min of resuscitation there is no heartbeat, stop the resuscitation. If 
after 20 min of resuscitation, a heartbeat is still present but there is no spontaneous 
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Fig. 28.2 Advanced resuscitation algorithm. (Permission obtained from APLS [18])
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Fig. 28.3 Helping babies breathe resuscitation algorithm. (Permission obtained from the AAP [4])
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breathing, resuscitation should be stopped (unless a higher level of care, including a 
ventilator, is an option) [9].

 Critically Ill Neonates

Many of the most common pathologies present similarly in neonates. Sepsis, pneu-
monia, meningitis, omphalitis, osteomyelitis, and even tetanus can all present simi-
larly in the initial stages. All may have a constellation of the following symptoms: 
hypotonia, hypoglycemia, poor feeding, hypothermia, and/or jaundice. If you are 
faced with a critically ill newborn and you do not yet know the etiology, focus on 
managing oxygenation, perfusion, hypoglycemia, and hypothermia, and then do 
your best to manage the specific etiology.

Provide positive pressure ventilation if needed. Start supplemental oxygen if the 
saturations are less than 92%. Maintain hydration via breastfeeding, cup/spoon/
nasogastric feeding, or intravenous (IV) fluids. Check the blood glucose, hemoglo-
bin, and test for malaria if appropriate. Treat any seizure activity with phenobarbital 
(after correcting any hypoglycemia). Administer antibiotics if there is any suspicion 
of infection (if all else fails, ampicillin and gentamycin are a good starting point 
until you gain some clarity on the exact etiology). Monitor closely with frequent 
vital signs and good nursing care. And always be vigilant about hygiene. Refer as 
soon as possible to a higher level of care if needed.

 Neonatal Risk for Infection, Sepsis, Pneumonia, and Meningitis

Due to their immature immune systems, neonates are at high risk for infections. 
Maternal factors also influence this risk for infection, including maternal peripar-
tum fever, chorioamnionitis, foul-smelling amniotic fluid, or prolonged rupture of 
membranes greater than 18 hours. A neonate with a twin with signs of sepsis should 
also be considered at risk since he/she has been exposed to the same maternal bac-
teria. A neonate with the above risk factors plus prematurity, low birth weight, the 
need for resuscitation, or home delivery is at even higher risk for infection [2, 9].

A newborn with risk factors for infection should be treated with 48  hours of 
antibiotics, regardless of symptoms. The newborn should then be reassessed. If at 
any point there are danger signs, consider treating for systemic infection with a full 
course of antibiotics [9].

Early sepsis, meningitis, or pneumonia are often due to maternal microbes 
(gram-negative bacteria) whereas later onset infections (>7 days) are more often 
due to environmental microbes (gram-positive bacteria) [8]. In malaria-endemic 
regions, always consider malaria as a possible etiology. Malaria should be screened 
for with a blood smear, not an antigen-based rapid diagnostic test as antigens can 
pass from the mother to the newborn causing a false-positive result [19]. Of note, in 
low resource settings without X-ray availability, neonatal pneumonia is hard to dif-
ferentiate clinically from sepsis and the treatment is essentially the same.
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Sepsis, meningitis, and pneumonia are also often quite difficult to differentiate. 
All may present with hypotonia, poor feeding, tachypnea, low or high temperatures, 
hypoglycemia, jaundice, or pallor. In meningitis, you may have irritability, seizures, 
or a bulging fontanelle. Nuchal rigidity is not often seen in neonates. A lumbar 
puncture is advisable to help differentiate the two, but it is often not feasible. 
However, once again management is similar; err on the side of caution and treat for 
meningitis if you have clinical suspicion as such. Refer to the technical guides for 
antibiotic management.

Remember that prevention is the best approach to neonatal sepsis. Neonatal 
infections can be prevented via health education programs, maternal vaccinations, 
good antenatal and perinatal care, antibiotics for prolonged rupture of membranes, 
maintenance of hygiene standards during delivery with skilled birth attendants, 
clean cord care, and early and effective breastfeeding initiation [2].

 Perinatal Asphyxia

Perinatal asphyxia results from oxygen deprivation just prior to, during, or after 
delivery. Good prenatal care and skilled resuscitation can prevent many cases of 
neonatal asphyxia. Oxygen deprivation leads to metabolic acidosis, hypoxic isch-
emic encephalopathy, seizures, and multi-organ dysfunction. The newborn may 
present with hypotonia, bradycardia, poor reactivity, decreased muscle tone, and/or 
difficulty feeding.

The devastating outcomes of birth asphyxia can be minimized by reducing fac-
tors that lead to maternal deaths, ensuring good perinatal care, increasing early 
access to cesarean sections in case of fetal distress, and symptomatic management 
for those cases that could not be avoided. Optimize blood glucose levels, feeding, 
fluid balance (the infant may need a nasogastric tube if suck-swallow coordination 
is affected), normothermia, and mother-child bonding. Consider empiric antibiotics 
and treat any seizure activity. Encourage the mother to engage with the infant. 
Effective breastfeeding indicating good suck-swallow coordination is a good prog-
nostic indicator.

 Seizures

Neonatal seizures can be subtle. They can present with symmetric or asymmetric 
rhythmic movements, tonic posturing, apnea, eye deviation, repetitive hand move-
ments, or chewing-like movements of the mouth. First, rule out hypoglycemia. If 
hypoglycemia has been ruled out or empirically treated and seizures continue, treat 
with phenobarbital. Phenobarbital should be continued until the newborn is seizure- 
free for 3 days [2]. Make sure to look for underlying causes such as meningitis or 
perinatal asphyxia. Treatment with pyridoxine or calcium is also indicated in certain 
situations [2].
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 Hypo- and Hyperglycemia

Hypoglycemia can be fatal and can have long-term neurodevelopmental conse-
quences. Many neonatal morbidities like low (or high) birth weight, hypothermia, 
maternal gestational diabetes, poor feeding, and sepsis put newborns at high risk for 
hypoglycemia. Blood glucose should be above 45 mg/dL (2.5 mmol/L). Symptoms 
of hypoglycemia include jitteriness, hypotonia, apnea, poor feeding, bradycardia, 
and cyanosis. Most newborn units will have preestablished protocols to treat hypo-
glycemia. If not, a reasonable approach would be the following: if the neonate is 
asymptomatic, provide immediate breastfeeding (or 5 mL/kg of 10% glucose solu-
tion given orally), and if symptomatic, provide an IV bolus of 3 mL/kg D10% [8]. 
If you do not have IV access, consider using a nasogastric tube.

In sick, low birth weight or large for gestational age newborns, the glucose 
should be checked once prior to each feed until it is normal for three feeds. If you 
have to treat hypoglycemia, recheck the blood glucose level after 20 min to ensure 
it has normalized.

Of note, hyperglycemia is most often a stress response in a neonate or a sign of a 
critically ill child. Do not administer insulin. Manage comorbid conditions and main-
tain hydration. When the neonate improves, the blood glucose should normalize.

 Feeding and IV Fluids

The WHO recommends 6 months of exclusive breastfeeding. In otherwise healthy 
newborns breastfeeding is simple, inexpensive, provides optimal nutrition, and 
decreases the risk of infection. You may find that there are cultural misconceptions 
that limit breastfeeding, for example, a belief that mothers cannot breastfeed if they 
become pregnant again.

In cases where the mother is deceased or unavailable, breastfeeding alternatives 
may be required. In this case, there are three options. First, if culturally acceptable, 
a wet nurse can be found. She should be tested for infectious diseases including TB 
and HIV and provided thorough education, health promotion, and nutritional sup-
port to ensure exclusive breastfeeding.

Secondly, infant formula can be used. Infant formula should only be given if 
there is a safe water source, reliable formula supply, adequate equipment for prepa-
ration, and a supportive caretaker who understands how to prepare the formula cor-
rectly and hygienically. Pay attention to the source of your infant formula to ensure 
its quality and nutritional value. Note that a 6-month supply of formula is about 
20 kg of formula powder. Using a cup, not a bottle, as demonstrated in Fig. 28.4, 
will help maintain hygienic conditions [20].

The least preferred option is to use other milk products. Animal milk is not phys-
iologically adapted for infants and must be mixed with water and sugar before use. 
Using animal milk (including powdered milk) is nutritionally suboptimal, has insuf-
ficient micronutrients, and has infectious risks. It should only be used as a last resort 
and temporary option while finding a better solution [20].

28 Newborn Care



406

Premature infants less than 1500 g require closer management of their fluid 
intake. They are initially only fed a small aliquot of expressed or donor breastmilk 
via nasogastric tube, spoon or cup, and the remainder of their fluid needs are admin-
istered via an intravenous catheter. Day by day the feeds and total fluids are slowly 
increased. As the baby tolerates the feeds, the IV fluids are then slowly weaned. 
Please refer to the WHO optimal feeding of low birth weight infants technical review 
for detailed guidance [21].

 Neonatal Conjunctivitis

Most cases of neonatal conjunctivitis can be prevented by testing and treating the 
mother for sexually transmitted infections and by administering prophylactic oph-
thalmic antibiotic ointment at birth.

Most often, eye discharge is due to an obstructed lacrimal duct which can be 
managed with warm compresses and lacrimal duct massage. If there is copious 
purulent discharge and eye redness, consider neonatal conjunctivitis. Neonatal con-
junctivitis is most often caused by chlamydia or gonorrhea and requires systemic 
antibiotics. Gonococcal conjunctivitis tends to present within the first week and is 
treated with ceftriaxone. Chlamydia generally presents after day of life 5 and is 
treated with azithromycin or erythromycin. You may need to treat with both antibi-
otics if you cannot differentiate. Note that vertically transmitted herpes can also 
infect the eye. If the mother has active herpetic lesions, if the conjunctivitis looks 
atypical, or the infection does not respond to antibiotics this should be considered.

 Omphalitis

Omphalitis is an infection of the tissue surrounding the umbilicus. Clinical signs 
include purulent, foul-smelling discharge from the umbilical stump, periumbilical 
erythema, and fevers. It occurs when bacteria are introduced into the freshly cut 

Fig. 28.4 Using a cup for 
infant feeding. (Permission 
obtained from WHO [20])
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umbilical cord due to poor hygiene practices, overcrowding, shared housing, and 
lack of education on cord care. Antibiotic management should include good staphy-
lococcal plus anaerobic coverage in severe cases. Additionally, apply chlorhexidine 
digluconate 7.1% 2–4 times daily [8].

 Tetanus

Tetanus is a preventable, noncommunicable, life-threatening disease that presents at 
3–21 days of life. Symptoms include difficulty feeding, progressing to muscle rigid-
ity and seizure like muscle spasms, and eventually leading to whole-body rigidity 
and opisthotonos. Initially, they may present with symptoms similar to meningitis.

The best management is prevention. Always check the maternal vaccination sta-
tus. Mothers should receive two tetanus vaccinations during their first pregnancy, 
4 weeks apart, and then 1 dose every pregnancy thereafter until she has received 5 
doses. Hygienic birth environment, sterile equipment, and cord care are equally 
important.

If a child does present with tetanus, the management consists of providing a 
soothing environment with minimal handling, and limited visual or auditory stim-
uli. Isolation is not mandatory as it can decrease surveillance. Always keep a venti-
lation bag/mask and suction nearby. Place a nasogastric tube to facilitate feeding. 
Give antibiotics for comorbid sepsis, tetanus immune globulin for neutralization of 
the tetanus toxin, metronidazole for toxin inhibition, morphine and diazepam emul-
sion (regular diazepam is contraindicated in newborns) for the management of mus-
cle spasms, and tetanus vaccine to prevent future recurrence [8]. In resource-limited 
settings, the prognosis is poor. The rate of both mortality and long-term neurologic 
sequelae after tetanus infection are frequently above 50% [22].

 Malaria

Any newborn with signs of infection in a malaria-endemic region should be tested 
for malaria. A blood smear is a gold standard for diagnosing congenital malaria. 
However, if you do not have a lab, or even if the blood smear is negative but you 
clinically suspect malaria, treat empirically. Congenital malaria should always be 
treated as severe malaria. Since dosing with oral artemisinin combination therapy 
(ACTs) is difficult, these newborns should be admitted and treated with IV artesu-
nate if possible. If this is not possible then administer the ACT dose for a 5  kg 
child [19].

 Syphilis

For neonates with intrauterine exposure to syphilis, the specific treatment regimen 
depends on whether the mother was treated, with which drug she was treated, and 
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whether the infant is symptomatic [8]. Even asymptomatic neonates must be treated 
if maternal management was inadequate.

 Jaundice

Jaundice in a newborn can be physiologic due to the immaturity of the liver, high 
red blood cell turnover, or insufficient feeding, or it can be pathologic due to hemo-
lysis, sepsis, or congenital conditions. Risk factors for jaundice include prematurity, 
polycythemia, cephalohematoma, and poor feeding. Jaundice must be treated 
aggressively because at high levels bilirubin can cross the blood-brain barrier caus-
ing kernicterus with potentially devastating neurological consequences.

It is unlikely that you will have a laboratory or point of care method to measure 
the bilirubin level or to determine whether it is a conjugated or unconjugated hyper-
bilirubinemia. The clinical exam is useful as the higher the bilirubin level is, the 
further the jaundice descends down the body and to the extremities. If there is only 
facial jaundice (in dark skin, check by blanching the skin on the nose), the newborn 
does not need treatment. If the jaundice extends below the umbilicus, consider treat-
ment. If the jaundice extends to the palms and soles, then the bilirubin is very high 
needs to be managed urgently.

Some health centers may have proper phototherapy, in which case you should 
ensure that all staff are fully trained in its use and that the equipment is properly 
maintained and cleaned. Be sure to cover the patient’s eyes and genital area. 
Maximize the time spent under the light to decrease the bilirubin as quickly as pos-
sible but encourage frequent breastfeeding and adequate hydration as stooling and 
voiding will help excrete bilirubin as well.

If you do not have phototherapy, then cautiously encourage indirect sunlight 
exposure. In more stable settings you may consider setting up a simple photother-
apy structure using commercially available window tinting, as demonstrated in 
Fig. 28.5. Please see referenced articles for detailed instruction. Note that if you use 
either indirect sunlight or filtered sunlight, the newborn should be checked hourly to 
monitor for hyperthermia, hypothermia, dehydration, or sunburn. Only previously 
studied window tinting such as Air Blue 80 or Gila Titanium should be used as other 
brands may transmit variable amounts of ultraviolet light, infrared radiation, and 
blue light [23].

Encourage good hydration via breastfeeding and, depending on the severity, con-
sider starting maintenance IV fluids to decrease the bilirubin. If there are signs of 
kernicterus (obvious jaundice, somnolence or irritability, opisthotonos, or unusual 
cry) treat for meningitis, as kernicterus can mask the symptoms of meningitis. In 
these cases, initiate phototherapy, maintenance IV fluids, and if feasible, provide an 
exchange transfusion. In these severe cases, referral to a higher level of care would 
be prudent, if possible.
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 Maternal Health

As mentioned above, the health of the baby and the mother are inextricably linked. 
Pay attention to the mother as well as the baby. Ensure that she is receiving medical 
follow-up. Additionally, as elsewhere, mothers are at risk for postpartum depression 
and anxiety. If you notice these symptoms, address them early and link the mother 
linked to mental health services or, if unavailable, support within her own commu-
nity. The death of the mother, and to a lesser extent of the father, significantly 
increases the risk of death of the child, particularly in the early years of life. It is 
paramount to consider the newborn health within the health of its family.

 Personal Mental Health

Lastly, remember to take care of yourself. You may be faced with more deaths than 
you have ever experienced previously, and from conditions that would most likely 
be preventable or treatable in a high-resource setting. Before leaving to work in 
these difficult contexts, reflect on how you will deal with these challenges. Know 
that it is normal to feel culpable. It is normal to grieve for the baby and the family. 
Some people like to write about their experience in a journal, exercise, or share their 

Fig. 28.5 Example of a filtered light structure using window tinting. (Permission obtained from 
Tina Slusher [23])
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worries with family and friends. It may help to talk to others who have had similar 
experiences. If you feel overwhelmed, speak to your supervisor and ask about what 
type of mental health support is available to you.

Useful additional resources

Healthy Newborn Network [11]
Helping Babies Breathe [4]
Kangaroo care: a practical guide [14]
Neonatal resuscitation program [15]
Prevention of mother to child transmission of HIV protocol [5]
Roadmap to accelerate progress for every newborn in humanitarian settings 
2020–2024 [6]
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29Burns, Bites, and Stings

Ante Wind

 General Overview

When providing care in humanitarian health settings you will likely have to manage 
various traumatic injuries such as burns, animal bites, and insect stings. Even if your 
familiarity with managing these conditions is minimal, diligent supportive care is 
often all that is needed to help your patient recover.

This chapter will cover practical information and technical guidance about burns, 
animal bites, and insect stings appropriate for a low resource pediatric setting.

Remember that the local community and staff will often be able to share valuable 
information with you. Most likely, they will be familiar with the regional venomous 
animals and insects. They may know the species names, or at least their descrip-
tions, and their common medical sequelae (e.g., localized symptoms, coagulopathy, 
or neurotoxicity). They will also be familiar with local cooking and heating prac-
tices that may put children at risk for burns.

Take note of the supplies that are available to you. Advocate for your organiza-
tion to have the minimum standard supplies for the management of burns, bites, and 
stings as these are common injuries in these contexts.

 Burns

 Overview

An estimated 180,000 people die from burn injuries annually. The vast majority of 
victims are from low- and middle-income countries. Children are particularly vul-
nerable, dying from burns seven times more frequently than in high-income coun-
tries [1]. Burns occur more often in low resource settings because there are fewer 
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mandated electrical safety precautions, more primitive living conditions and heat 
sources, higher risk cooking conditions, and more frequent placement of young 
girls in household roles such as cooking and childcare [1, 2].

 Prevention

Identify the main causes of burns in your community and include burn prevention 
and first aid treatment as part of a health promotion strategy. Providing safer stoves, 
fuels, and fire-retardant aprons can decrease the incidence of burns, as can advocat-
ing for safer shelters and fire safety measures within refugee camps or other resettle-
ment locations [1]. Remember that burns can be intentional. Always consider the 
possibility of child abuse.

 Management

Burns can result from direct flames, scalding with hot liquids, inhalation from 
smoke, or exposure to chemicals or electricity. While there are some differences in 
care per underlying cause, the general approach is similar. For most pediatric burns 
you will need soap, clean water, gauze, antibiotic ointment, petroleum jelly, tetanus 
vaccine, and possibly intravenous (IV) fluids. As a last case resort, if you do not 
have some of these supplies, be creative (see Figs. 29.1, 29.2, 29.3). Your diligent 
care is better than no care at all. You can use boiled clean cloths or clean cotton balls 
instead of gauze, and unscented petroleum jelly and povidone when you have no 
antibiotic ointment.

The fundamentals of initial care, whether inpatient or outpatient, include the fol-
lowing, all of which are explained in further detail below: safety and first aid, airway 
management, treatment of pain, wound irrigation and debridement, wound evalua-
tion and dressing, fluid resuscitation, and appropriate disposition to the hospital, 

Figs. 29.1, 29.2, 29.3 Creative burn management with minimal supplies: Debridement of 
second- degree burns with tweezers and punctured water bottle, dressing with antibiotic cream, 
cotton wool, and toilet paper (later covered with cloth), healing injury several weeks later. (Photo 
credit Ante Wind)
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home, or referral center. Most importantly, hygiene and diligence in treatment are 
critical.

Risk factors for mortality include larger total body surface area (%TBSA) 
involved, inhalation injury, multi-organ failure, age  <4  years old, non-accidental 
burns, and infection [3].

 Safety and First Aid
The first step in burn management is to ensure that both you and the patient are safe. 
In the case of chemical burns, ensure that medical personnel is wearing personal 
protective equipment if available. Make sure that the fire is contained and that there 
is no active electrical current. Remove any constricting jewelry or clothing. 
Remember to “cool the burns and warm the patient,” by managing the wound while 
at the same time ensuring that the child does not become hypothermic [3]. If it is a 
chemical burn, submerge or soak the affected area in water to dilute the strength of 
the chemical. Do not apply ice to any burns as this can damage the tissue.

 Airway Management
Next, evaluate the airway. Any soot around the nares, stridor, hoarseness, or tinged 
nasal hairs may indicate inhalation injury, which needs special attention to ensure 
that the patient maintains a patent airway. Because children have much smaller air-
ways than adults, any degree of swelling can quickly lead to airway obstruction. In 
many refugee and migrant settings, oxygen and intubation are not available, but 
simple maneuvers like the jaw thrust and chin lift can help maintain an open 
airway [3].

 Pain Management
Pain can be managed with acetaminophen (paracetamol), NSAIDS, ketorolac, opi-
oids (if available), or non-pharmaceutical measures. Codeine is not indicated in 
children [3]. The itching that develops as the wound heals can be treated with petro-
leum jelly, diphenhydramine, or hydroxyzine [3]. Elevation of the wound will help 
prevent edema and improve pain control [2]. Consider how you can minimize dis-
comfort, whether via medications or other techniques, prior to every dressing 
change. The chapter on non-pharmaceutical pain management can offer you further 
guidance.

 Irrigation and Debridement
Irrigate the wound with copious amounts of lukewarm normal saline or clean water 
with soap. In case of a chemical burn, irrigate the wound as long as possible to stop 
any continued burning. Next, with clean dry gauze, or clean cloths if you do not 
have gauze, debride any dead tissue. The care of blisters is debatable: some advo-
cate for removal of blisters and others advocate for leaving them intact. However, all 
agree that if the fluid is cloudy or if the blister limits mobility, the blister membrane 
should be removed [4]. Check the distal extremities for perfusion and capillary refill.
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 Wound Evaluation and Calculation of the %TBSA Burned
While you are irrigating and debriding, evaluate the wound to determine if it is 
superficial, partial thickness, or full thickness, and simultaneously make a rough 
estimate of the %TBSA burned.

Superficial wounds are dry and painful, partial thickness burns are wet and pain-
ful, and full thickness burns are dry and insensate or have visible bone and muscle 
[2]. Wounds may evolve over the first few days, and a wound that initially looks like 
a partial thickness burn may evolve into a full thickness burn [2].

While examining the burn, you should also calculate the %TBSA affected. This 
will help determine proper management and prognosis. The %TBSA constitutes the 
percent of the body covered by partial or full thickness burns only, not superficial 
burns [4]. For children, a quick and easy rule of thumb is that the child’s palm will 
equal 1% of their TBSA. This can help you get a rough calculation of the %TBSA 
affected. If less than 15% of the TBSA is involved, the burn does not include the 
face, hands, or feet, the child is able to drink, and he/she has access to transportation 
for proper follow-up, then the burn can be managed in an outpatient setting [3]. If 
greater than 15% TBSA is affected, or when in doubt, refer the patient for hospital-
ization as quickly as possible. If there is no referral hospital, do the best you can 
with what you have. The care you provide in the most hygienic environment possi-
ble will be better than no care at all.

 Dressing and Further Management
Once the burn is debrided, cover the freshly debrided burn with an antibiotic oint-
ment. There is no added value of using povidone/iodine [3].

The dressing should have three layers. The first layer is a contact (or non- 
adherent) layer, like gauze (or cotton wool if no gauze available) covered in 
unscented petroleum jelly. If necessary, even cling wrap can suffice as a non- 
adherent dressing [3]. If the burns involve the fingers or toes, separate the digits with 
non-adherent dressing to prevent the digits from adhering to one another. The sec-
ond layer should be an absorbent layer, for example, a clean, dry, fluffed gauze (or, 
if necessary, cotton wool or additional clean and dry boiled cloths). The third layer 
is a holding layer to ensure a clean and moist environment optimal for wound heal-
ing. For this layer you can use a mesh netting, a roll of gauze, or a clean tube sock 
with the end cut off [4]. Alternatively, in the inpatient setting, if hygienic conditions 
can be maintained, the burns can be covered only with a clean damp towel instead 
of gauze wraps. The child’s bed should be covered with a mosquito net [4].

Initially, the dressing should be changed daily. You can decrease the frequency if 
the wound is healing well without signs of infection and as long as the absorbent 
dressing does not become soaked with exudate. The dressings should not dry out 
between dressing changes as this may cause freshly healing skin to tear, making 
wound care much more painful.

Once there is only healthy tissue and no signs of infection, antibacterial ointment 
is no longer needed, and you can proceed with simple wound care using non- 
adherent dressings and overlying dry gauze. Most burns will heal within 3 weeks.
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For outpatient cases, remember to take the time to teach the parents about how to 
maintain a clean wound dressing plus how to recognize the signs of infection: fever, 
malaise, site erythema, swelling, and drainage [2].

 Antibiotics and Tetanus
Prophylactic antibiotics are not indicated for burns. Fevers in the first 3 days are 
often due to inflammatory mediators rather than infections. After 3  days, fevers 
likely indicate infection [3]. Remember to provide a tetanus vaccine (±tetanus 
immunoglobulin) for anyone with less than three doses of tetanus vaccine or anyone 
vaccinated more than 5 years ago [3]. If there is no tetanus vaccine available in your 
clinic, work with the ministry of health or camp coordination to find out if other 
organizations have the tetanus vaccine and refer the patient.

 Fluid Management
After a severe burn, there is a massive release of inflammatory mediators leading to 
capillary leak. This, in addition to evaporative loss from damaged skin, means that 
if there is greater than 15–20% of TBSA involved, the child should be managed in 
a hospital where intravenous (IV) fluids can be administered, and urine output can 
be monitored.

For children weighing less than 40  kg, to determine the volume of Lactated 
Ringers (LR) that should be administered over the first 24 hours after the burn, mul-
tiply 2–4 × %TBSA burned × weight (in kg) [4]. Half of that volume should be 
administered over the first 8  hours, and the remainder over the next 16  hours. 
Additionally, administer the regular D5LR maintenance fluids which can be calcu-
lated using the 4:2:1 rule outlined in the box below [5]. If IV access cannot be 
obtained, fluids via nasogastric (NG) tube can be given [2]. If you do not have LR, 
Normal Saline (NS) will suffice.

These formulas are a good starting point but ultimately fluids should be titrated 
up or down with the goal of having the child void 0.5–1 ml/kg/h [2].

The 4:2:1 Rule of Hourly Pediatric Maintenance Fluids [5]
Weight (kg) Hourly
<10 4 ml/kg/kg
10–20 40 ml + 2 ml/kg for every kg >10 kg
>20 60 ml + 1 ml/kg for every kg >20 kg

Nutrition
The importance of nutrition cannot be overstated. In larger burns, the metabolic rate 
and cardiac output of the child increase substantially [2]. Providing good nutrition 
early will decrease the risk of gastrointestinal bleeding, treat unrecognized hypogly-
cemia, and improve wound healing [3]. The food should be high in protein content, 
and if available, supplementation with multivitamins, calcium, folic acid, and iron 
should be given if needed. Consider adding a proton pump inhibitor in higher risk 
children4].
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Disposition
Whether or not you refer the patient to a higher level of care will depend on the 
capacity of your own health center and the availability of a referral surgical or burn 
center. Regardless of disposition, management of severe burns is resource intensive 
in any setting and requires diligent attention to hygiene, analgesia, and systemic 
support.

If you do not have access to a higher level of care and/or IV fluids, create a sepa-
rate space to provide proper burn care and avoid cross-contamination. Focus on 
rehydrating and maintaining hydration via oral fluids, like ORS (oral rehydration 
solution). Monitor the heart rate and urine output to guide your fluid management. 
Collect urine in a soda bottle or any available vessel. Even if you can not measure 
the urine, the color can help you determine hydration status.

 Bites and Stings

 Overview

Animal bites and stings are a common occurrence in migrant and refugee settings. 
Crowded, unhygienic conditions, poor lighting, tasks such as searching for firewood 
and water, and location of camp setting are just some examples of the factors that 
may increase the risk of animal and insect bites and stings. Below we will discuss 
the prevention and management of animal-related injuries that you may encounter.

 Prevention

Several strategies can be implemented to prevent animal and insect bites. If provid-
ing support to camps, consider preventative measures as part of camp set-up; ensure 
good lighting and clear spaces around toilets and kitchen areas. If possible, advise 
long sleeve shirts to minimize insect bites and advise/provide footwear to prevent 
snake and scorpion bites. Inexpensive footwear can even be made using old car 
tires. To prevent scorpion bites, shoes and clothing should be shaken out before 
being worn. Vibrations (feet stamping, hitting the ground with a stick) and noise 
disturb snakes, and often they will move away from oncoming humans. Debris on 
the floor should be minimized. Proper rubbish collection will prevent food scrap 
build-up and thus decrease insect infestations and help prevent mice, and subse-
quently snakes, from coming into homes or shelters.

If possible, provide and encourage the use of insect repellent and mosquito nets 
tucked underneath the mattress. Mosquito nets prevent not only insect bites but also 
bites from scorpions, snakes, and bats. Larger preventative interventions, that may 
not always be possible in migrant and refugee settings, include vector management 
such as insecticide spraying and optimizing housing conditions.
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To ameliorate the impact of any traumatic injury, work with the local medical 
community to ensure that tetanus vaccinations are offered to all refugees and 
migrants. Ideally, local dogs should be vaccinated against rabies.

 Management

 Dogs, Cats, and Humans
Depending on the location, dog bites can be very common and pose a great risk for 
localized infections and more serious consequences such as rabies or tetanus. If 
there is a cluster of patients with dog bites, consider that there may be one rabid dog 
on the loose.

General care for any dog, cat, or human bite includes extensive and meticulous 
irrigation and debridement of the entire wound. There is no need to use alcohol or 
other disinfectants [5]. In general, avoid primary closure of an animal bite. If there 
is a very deep wound you can close the deeper tissues with stitches, leaving the 
remainder of the wound open for several days after which you can perform a sec-
ondary closure [5].

Always provide prophylactic antibiotics, such as amoxicillin clavulanate, that 
cover staphylococcus species and anaerobes. Most importantly, provide postexpo-
sure prophylaxis for tetanus and rabies. Refer to the tetanus guidelines for dirty 
wounds to determine whether or not to give the tetanus vaccine. Unless the victim 
is vaccinated against rabies you will need to provide both rabies vaccine and rabies 
immune globulin since it is unlikely that an animal in a refugee setting has been 
vaccinated. If there is no tetanus vaccine or rabies vaccine and immunoglobulin 
available in your clinic, work with the ministry of health or camp coordination to 
find out if other organizations have them and refer the patient.

 Monkeys
Monkey bites are managed similarly to other animal and human bites with one 
exception. Macaques are known to carry Herpes B Virus, which can lead to fatal 
encephalomyelitis in humans. In case of monkey bite, scratch, or mucosal exposure 
to monkey secretions, treat as above and also consider prophylaxis with acy-
clovir [6].

 Bats
Bats are ubiquitous, living in all continents except Antarctica. Bats are vectors for 
rabies along with other less common zoonotic diseases. Human bat bites occur at 
night and the person bitten may not even wake but simply find a bleeding wound 
with a double puncture site. Children are particularly vulnerable [7]. Upon presenta-
tion of a child with a bat bite, wash the wound thoroughly and if available, rabies 
vaccine and rabies immunoglobulin should be administered. Once a patient displays 
clinical symptoms of rabies, the disease is almost always fatal.
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 Snakes
The WHO estimates that there are 5 million snakebites annually resulting in 
81,000–138,000 deaths, plus 400,000 amputations every year. Children dispropor-
tionately suffer from snakebites because of their small body mass. Although antive-
nom is part of the WHO Essential Medications list, due to limited global supply and 
prohibitive cost, it is difficult for many countries to obtain the appropriate antive-
nom for their region. For these reasons, since June of 2017, snakebites are now 
officially considered a neglected tropical disease in need of better treatment options 
including improved access to antivenom [8].

In regions where snakebites are a common occurrence, local staff should be able 
to provide insight into which species are common and their respective medical 
sequelae.

Depending on the species, snakebite envenomation may cause clotting problems, 
local swelling and pain, or neurotoxicity with paralysis of the respiratory muscles. 
Please refer to the Oxford Handbook of Humanitarian Medicine for a detailed out-
line of the different snake species and the typical presentation of their respective 
bites [9].

While management may differ slightly per species, in general, you can treat all 
bites using a similar approach. Start by removing any constricting jewelry or cloth-
ing. Then rinse the wound copiously with clean water. Do not cut or apply suction 
to the bite and do not use an artery constricting tourniquet. Immobilize the limb and 
if you are far from a health center, construct a simple stretcher to bring the patient 
to a health center. If it is a neurotoxic venomous snake, you can apply a pressure 
bandage to the limb to prevent systemic spread of the venom [9]. Create a pressure 
bandage by wrapping an ace bandage from the toes to the groin (or fingers to axilla). 
This has to be done carefully, it should be neither too tight nor too loose. A finger 
should easily slide under the bandage [10]. If it is not a neurotoxic venomous snake, 
then a simple pressure bandage can be placed [9].

In addition to wound care, pain should be managed with acetaminophen or even 
opioids. Avoid ibuprofen or other NSAIDS because they may exacerbate bleeding. 
If the snake has been killed, take a photo, or bring it with you, to help identify the 
species.

During transport, place the victim on his/her left side to prevent aspiration in 
case of vomiting [7].

Upon arrival to a medical center, once medically stabilized, or once the antive-
nom has been administered, the pressure bandage should be slowly and carefully 
removed [10]. All symptoms should be treated symptomatically. You may need to 
manage limb swelling, hypovolemia, kidney failure, respiratory failure, and/or 
localized infection. Anaphylactic symptoms can be treated with adrenaline and anti-
histamines [7].

In limb or life-threatening situations, antivenom should be administered if avail-
able [8]. General indications include spontaneous bleeding, prolonged clotting time, 
shock, paralysis, or swelling of over half of the bitten extremity. However, each 
antivenom will have its own specific indications for use [9]. Unfortunately, antive-
nom is prohibitively expensive, requires a working cold chain, and is limited in 
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supply worldwide, especially for the types of snakes present in sub-Saharan Africa. 
If it is available to you and indicated, be prepared to treat anaphylaxis and note that 
you may need to give repeated doses [9]. Neurologic symptoms should start to sub-
side within 30–60 min and bleeding disorders should start to improve after 6 h [7].

When feasible, all patients should be observed in a medical facility for 24  h 
because the presentation of symptoms may vary by species [7].

 Scorpions
Scorpions are prevalent throughout tropical and subtropical regions. They are most 
active at night and tend to hide under rocks, branches, shoes, and anything on the 
floor during the day. Scorpions are not predatory towards humans and bites are usu-
ally accidental.

Different scorpion species will cause different constellations of symptoms. 
Because of children’s smaller body mass, they are at higher risk for more severe 
symptoms. A bite can cause excruciating pain and swelling, severe abdominal pain, 
muscle twitching, tachycardia, dysrhythmias, pulmonary edema, and in certain 
cases neurologic manifestations such as slurred speech, eye deviation, seizures, and 
life-threatening paralysis of respiratory muscles [9]. You may not be able to see a 
sting mark. Symptoms usually resolve within 48 h.

Treatment starts with removing the stinger. The pain should then be treated. For 
minimal pain NSAIDS can be used, but in many cases local infiltration of lidocaine 
and possibly opioids are needed to dull the pain. For the remaining symptoms, pro-
vide wound care and supportive management. Antihistamines and steroids may be 
helpful. In some centers, you may have access to an antivenom [9].

 Marine Animals
Depending on your location, you may need to treat injuries caused by venomous 
marine animals such as stonefish, jellyfish, man-o-war, and others. Symptoms of 
stings caused by these animals can range from an itchy rash to a sharp, agonizing 
pain with localized swelling, to severe systemic symptoms and even death. It is 
often difficult to be certain which type of animal has stung the patient, but manage-
ment is similar. The venom can be neutralized by placing the stung body part in hot, 
not scalding water. Treat pain with pharmacologic and non-pharmacologic meth-
ods. For severe pain, you can consider injection of local anesthetic around the 
wound. All other symptoms should be treated with supportive care [7].

 Mosquitos
Mosquitos not only transmit malaria but also dengue, chikungunya, zika virus, yel-
low fever, and other diseases. All refugee and migrant families and staff should have 
access to a mosquito net in areas where these diseases are endemic. Widespread 
insecticide spraying may also be available. For more detail, refer to the infectious 
disease chapter.
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 Wasps and Bees
Wasp and bee stings should be treated with ice and pain control using NSAIDs and 
acetaminophen (paracetamol). Remove the stinger by carefully scraping the skin 
with a nail or dry gauze. If there is constricting jewelry on the bitten limb it should 
be removed. Elevate the affected limb to prevent swelling. Scratching will aggravate 
symptoms and should be avoided as much as possible. If there is an anaphylactic 
reaction, treat with IM epinephrine. If no epinephrine is available, treat with diphen-
hydramine and provide supportive care.

 Spider
Toxicity of a spider bite depends on the species and region. Management is sup-
portive including analgesics and, if needed, muscle relaxants. Please refer to the 
Oxford Handbook of Humanitarian Medicine for further information on different 
spider bites and their respective management [9].

 Ticks
Ticks are vectors for numerous diseases and should be removed as soon as possible. 
Remove with fine tipped tweezers by grasping the tick close to the skin, do not 
squeeze the body. Slowly and steadily pull upwards, do not twist as this can cause 
the mouthpiece to break off. If it does break off, leave it, do not dig into the skin to 
retrieve it. Once the tick is removed, clean the wound with soap and water and 
drown the tick in rubbing alcohol or throw it down a toilet or latrine [11].

 Scabies and Bedbugs
Scabies is caused by the bite of the insect Sarcoptes scabiei. It presents as small, 
exquisitely pruritic papules, linearly arranged, typically in areas such as the webs of 
the fingers, wrists, the waistline, and the lateral and posterior aspects of the feet. In 
severe cases, children may present with diffuse crusted scabies. It is treated with 
agents such as topical permethrin, benzyl benzoate, or, in children weighing more 
than 15 kg, oral ivermectin. Make sure to provide specific instructions to the parents 
about how to apply the topical solutions and how quickly to wash it off as this varies 
by age. All affected family members should be treated at the same time. Bedding 
and clothes should be washed in hot water or sealed in a bag for at least 72  h. 
Scabies outbreaks are common in crowded conditions and, if needed, can be man-
aged with mass drug administration of ivermectin.

Bedbug bites present as batches of erythematous pruritic papules. Some patients 
will develop large wheals around the individual bites. Treat with antipruritic agents 
and provide guidance to the family about eradication of the bedbugs. Bedbugs can 
spread rapidly in a crowded camp setting and all effort should be made to help the 
family eradicate these insects to prevent spread to other shelters and families.

 Chagas Disease
Chagas disease, or American Trypanosomiasis, is a vector-borne disease caused by 
the parasite Trypanosoma cruzi which is spread by the triatomine insect or in rare 
cases by vertical transmission from mother to child or via blood transfusion. Only 
5% of infected patients will present with acute symptoms but 30–40% will go on to 
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develop chronic cardiac or gastrointestinal Chagas disease which may not present 
until 10–30 years after initial infection [12]. It is the most common cause of cardio-
myopathy in Latin America [12].

Both diagnosis and treatment of Chagas disease are complicated. Antibody tests are 
the most accurate, but in resource limited settings these may not be available. The para-
site can be visualized directly on a blood smear but only during the first 6 weeks after 
infection, while the parasite burden is high. All children with clinical suspicion of 
infection should be treated with either benznidazole or nifurtimox. Please note that 
these drugs have significant risks of side effects including skin manifestations [12].

Sleeping in insecticide impregnated bed nets, tucked under the mattress, plus 
vector control via insecticide spraying and better housing conditions are effective to 
minimize exposure to the triatomine insect and subsequent infection [12].
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 Introduction

The management of epilepsy in resource-limited settings is particularly challenging 
due to often very limited diagnostic and treatment options. Because misdiagnosis or 
mismanagement may have severe detrimental effects, it is relevant to look at epi-
lepsy management in more detail.

It is known that epilepsy affects far more people in low and middle income than 
in high-income countries, mainly due to a higher incidence of birth complications, 
infections, and head trauma; yet the “treatment gap”—the proportion of people with 
epilepsy who receive no treatment—is over 75% in most low-income countries as 
identified by the World Health Organization. There are likely to be added difficulties 
in epilepsy care in refugee and disaster settings, analogous to the challenges faced 
in low-income countries where many refugees will be from. There may be signifi-
cant societal prejudice against epilepsy due to low levels of understanding among 
the general population and significant stigma, which leads to under reporting of 
symptoms and choosing to hide away people suffering from seizures, even when 
treatment costs are low or free. Beyond the cultural barriers are the logistic difficul-
ties relating to the availability of trained personnel, diagnostic tests, and treatments; 
for example, personnel trained in managing childhood epilepsy, electroencephalog-
raphy, and brain imaging, which are cornerstones in epilepsy diagnosis in western 
settings, may only be available in big city hospitals. Only a fraction of a large num-
ber of anti-epilepsy drugs (AEDs) may be available, and only in limited formula-
tions for administration thus making treatment of seizure disorders more 
challenging—as well as giving emergency treatments where intravenous access and 
suitable preparations are often required.
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Despite these difficulties, the importance of appropriately managing seizures, 
epilepsy, and identifying non-epileptic phenomena (where unnecessary diagnostic 
investigations and treatments could be avoided) cannot be underestimated and 
should be emphasized to health care personnel and parents of children in refugee 
camps. This includes raising awareness of the risks of serious accidents during epi-
leptic seizures like drowning, falls, and sustaining burns as well as sudden death 
with untreated epilepsy, developmental delay, and cognitive impairment in severe 
untreated epilepsy. It is also important to understand and recognize psychogenic 
non-epileptic seizures (sometimes called “pseudoseizures”) in children who have 
had traumatic experiences which are very likely in this setting.

The information contained in this chapter was gleaned from the compilation of 
resources listed in the Further Reading section.

 Epilepsy, or Not Epilepsy?

A seizure is any event which seizes the patient suddenly. It includes both epileptic 
and non-epileptic seizures. A convulsion refers to an attack of generalized shaking/
jerking that involves the trunk and all four limbs. It is a nonspecific term and can 
refer to both epileptic and non-epileptic events. The terms seizure, convulsion, and 
fits are often synonymously used by the lay public in this context.

Epilepsy is a problem where the brain spontaneously produces sudden and recur-
rent bursts of abnormal electrical activity that result in recurrent seizures; in these, 
the brain and associated structures spontaneously generate them rather than being in 
response to an external trigger. Patients need to have had at least two similar or 
stereotyped attacks before they can be labeled epileptic. If a child has had only one 
epileptic seizure, he or she cannot be said to have epilepsy, as another attack may 
never occur. It is important to educate parents of children in refugee camps about 
this key difference between seizures and epilepsy, owing to the stigma and prejudice 
associated with the condition. It is also worth emphasizing that epilepsy is not due 
to a single cause; many different conditions affecting the brain can lead to epilepsy. 
The causes can be genetic or due to acquired brain injury.

In non-epileptic seizures, the primary event is not a spontaneously occurring 
abnormal electrical discharge originating in the brain. In infancy, childhood, and 
adolescence a wide variety of non-epileptic seizures occur commonly and form the 
majority compared with true epileptic seizures. There are a number of conditions that 
mimic (or look like) epilepsy and when an individual presents with such a seizure, 
they may be mistaken for epileptic seizures, through they are not associated with a 
spontaneous electrical discharge arising in the brain. They include the following:

• Febrile seizures
• Fainting/syncope
• Cardiac rhythm disturbances causing syncope
• Breath-holding attacks (blue and white/pallid) resulting in syncope
• Jitteriness in newborn babies, e.g., due to hypoglycemia, hypothermia, sepsis
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• Benign sleep myoclonus
• Benign “tonic upgaze” of infancy
• Behavioral “stereotypies”
• Day dreaming
• Benign nervous tics
• Benign paroxysmal vertigo
• Migraine
• Altered/Dissociated mental states due to overwhelming psychological stress

Further details on distinguishing these different types of epileptic and non- 
epileptic seizures are provided in the Appendix, describing the observed symptoms 
and principles of medical management.

 Clinical Assessment of Seizure Disorders

A careful history and witness account is the cornerstone of making a diagnosis of 
epilepsy or its many mimics. The history and examination may be all that is possible 
in resource poor settings. Hence, time spent in this exercise will be invaluable. The 
most important information that helps distinguishing these different types of sei-
zures is an accurate account from an eyewitness, ideally accompanied by a video 
recording (e.g., mobile phone) of the event. Important features to ask for include:

• Was the seizure triggered by something?
• What were the symptoms at the start (e.g., losing consciousness, changing color, 

floppy/stiff)?
• Good description of the movements (which parts of the body, how did they 

move?) and how long they lasted.
• What did the eyes do?
• Was the face involved?
• Was there a head turn to one side or another?
• Was the child completely unconscious, semi-conscious, or awake? If conscious-

ness was affected, for how long?
• Was the child incontinent?
• Was the patient drowsy/sleepy/non-rousable after movements stopped, if so for 

how long? Did they vomit afterwards?
• Is there a family history of seizures?
• Does the child have a history of developmental delay, past history of meningitis, 

head trauma? Any difficulties during pregnancy, delivery, or during the new-
born period?

To make a confident clinical diagnosis of epilepsy, the patient must fulfill the 
following criteria

• Attacks are recurrent; should have had more than 1 or 2 seizure events
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• Attacks are stereotyped
• Patient is rhythmically shaking or jerking with or without alteration of con-

scious level
• Attacks occur without fever

“A picture is worth a thousand words” as the old saying goes… Some parents 
even in refugee camps and war zones may possibly possess a smartphone or some-
one known to the patient may have a smartphone. If they are able to obtain a video 
of the child’s attack and show it to a health care professional or a medical practitio-
ner, it can be helpful in making a diagnosis of epilepsy without an EEG.  Some 
humanitarian organizations run a telemedicine service with remote access to a 
specialist.

General examination looking for tell-tale birthmarks may indicate a neurocuta-
neous condition like Tuberous sclerosis or Neurofibromatosis and should be specifi-
cally looked for.

Many low resource settings may not have access to investigations, but if possible 
fasting blood sugar and calcium estimations as well as an ECG with a rhythm strip 
should be obtained in all patients who give a history of generalized convulsive sei-
zures. The ECG helps the diagnosis of a cardiac rhythm disorder causing brain 
hypoperfusion and hypoxia leading to seizures. The commonest cardiac dysrhyth-
mia misdiagnosed as epilepsy is the “Long QT” Syndrome which is estimated to 
occur in 1/2000 live births worldwide with no sex or ethnic predilection.

When the history and examination point to epilepsy as being probable, an EEG 
will be very helpful. It is extremely unlikely that one will have access to such tests 
in refugee camps or disaster areas, where the history, examination, and accompany-
ing video is pivotal.

While the majority of typical presentations of epilepsy can be reasonably and 
reliably diagnosed on history and examination alone, the lack of access to further 
diagnostics by way of ECG, EEG, or brain scanning can lead to potential conse-
quences in a small minority of cases. Firstly, there is the risk of missing a cardiac 
cause, e.g., dysrhythmia which could be potentially fatal and where anti-epilepsy 
drugs will not help. Secondly, there is a risk of misdiagnosing benign childhood 
movement disorders of non-epileptic origin, or psychological distress manifested as 
non-epileptic functional seizures, and consequent inappropriate administration of 
anti-epilepsy drugs which can have undesirable side effects, e.g., drowsiness, 
impaired mental functioning. Finally, though very unusual as a cause of seizures in 
children and people under the age of 40 years, tumors affecting the cerebral cortex 
can present as focal epilepsy and in their early stages there may be no focal neuro-
logical signs. In these cases, lack of access to brain imaging which is done more 
routinely in western settings could miss these.

One of the main advantages of modern telemedicine is the potential to share 
video clips easily by Whatsapp or similar software to consult with specialists in 
epilepsies of children and adults who are based remotely, and who would be more 
than happy to advise and offer diagnostic steer where there is uncertainty among 
health workers on the ground.
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 Management

Holistic management involves a confident diagnosis of epilepsy, exclusion of non- 
epileptic seizures, in particular, cardiac syncope and resulting anoxic seizures. 
Treatment is aimed at stopping the seizures and patient and parental education. 
Untreated and unmanaged epilepsy is a major cause for developmental delay, poor 
educational attainment, low quality of life, and stigmatization or exclusion.

Over 80% of children and adults diagnosed with epilepsy respond to an appro-
priately chosen anti-epilepsy drug (AED) to prevent further seizures. The drug 
regime should be kept simple and it is seldom necessary to use more than 2 AEDs. 
Ideally treatment with a single AED (monotherapy) is preferred. Optimal dosage 
and incidence of side effects vary between individuals.

It is important that you consider long-term availability and affordability in your 
setting of the medication you are intending to start. It may be better to start a medi-
cation that may be less effective but more easily available, than another that is more 
effective but runs out of supply or cannot be afforded by the patient long-term. 
Serum anticonvulsant levels are helpful and often necessary in assessing therapy 
with some but not all AEDs; e.g., Phenytoin, Phenobarbitone, Carbamazepine. 
However, this may not be available in many settings.

In the resource poor setting, you will be limited by anticonvulsant availability 
and formulations. Typically only the older broad spectrum AEDs are available, e.g., 
phenytoin, phenobarbitone, carbamazepine, valproate, and benzodiazepines. While 
they may be used less often in high resource settings due to their side effect profiles 
and having access to newer “cleaner” drugs, the older AEDs are highly effective and 
can be put to good use in the resource poor setting to treat most epilepsies and sei-
zure types.

Phenobarbitone has been used as an AED from the early 1960s is very effective 
with a broad spectrum of action and can control almost all types of seizures includ-
ing absence seizures. It is inexpensive and readily available. It is the drug of choice 
for neonates and infants. It can be given orally and intravenously as a loading dose 
of 20 mg/kg stat for rapid onset of action in status epilepticus. The recommended 
maintenance dose is 5–8 mg/kg/day split into 2 doses.

Carbamazepine is another excellent AED and superior to Phenobarbitone beyond 
infancy. It is very useful in generalized and focal convulsive seizures. The drug must 
also be started at a low dose and increased slowly each week until a target dose is 
achieved. The recommended dose is 15–30 mg/kg/day split into 2 doses and taken 
after food. It is contraindicated in absence seizures as it can make the seizures 
worse. It has few short- and long-term side effects, the important ones being double 
vision and tiredness some 30–40 min after administration. It can cause a maculo-
papular skin rash in 3–4% of patients, which will worsen on continued use of the 
drug, in which case it has to be stopped.

Phenytoin is another broad spectrum AED, very useful in convulsive status epi-
lepticus and for control of generalized and focal motor seizures. It has cosmetic side 
effects, in particular gum hypertrophy, as well as a narrow therapeutic window 
which requires regular blood monitoring facilities, all of which can limit its use as 
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an AED in chronic epilepsy. It is absorbed well after oral administration and is often 
given intravenously in status epilepticus. If venous access is not possible 18 mg/kg 
can be given via nasogastric tube in convulsive status epilepticus. Maintenance dose 
is 4–6  mg/kg/day given in 2 doses. Its side effects include facial changes, gum 
hypertrophy, and cerebellar ataxia with toxic blood levels.

Sodium Valproate is another broad spectrum and highly effective AED with few 
side effects. It is non-sedating. Availability and cost may make it unsuitable in low 
resource settings. The dose range is 10–40 mg/kg/day split in 2 doses. It must be 
started at a low dose and titrated up each week to a target level. It takes approxi-
mately three months to achieve maximum effect. It is not recommended for children 
under 3 years in low resource settings as a regular AED.

Diazepam is only useful in convulsive status epilepticus. It is not effective as a 
regular, preventive medication for epilepsy.

Experience shows that certain types of epileptic seizures respond best to particu-
lar AEDs. If the setting allows, the choice can be rationally based on the type of 
seizures and the epilepsy syndrome.

 Anti-epilepsy Drug Therapy

Type of epilepsy Drug of first choice Other drugs
Simple absences Ethosuximide Valproate, Phenobarbitone
Complex absences Valproate Phenobarbitone Lamotrigine, 

Topiramate, Clonazepam
Myoclonic Sodium valproate Benzodiazepines like 

Clonazepam
Infantile spasms Vigabatrin or ACTH Sodium Valproate, Clonazepam 

or Levetiracetam
Genetic generalized 
tonic clonic epilepsy

Levetiracetam Lamotrigine, Topiramate, 
Valproate, Carbamazepine, 
Phenobarbitone

Simple partial 
seizures

Carbamazepine or Phenytoin Phenytoin

Complex partial 
seizures

Carbamazepine Lamotrigine, Topiramate, 
Levetiracetam, Phenytoin

Secondarily 
generalized tonic 
clonic seizures

Carbamazepine Levetiracetam, Lamotrigine, 
Topiramate, Phenobarbitone. 
Phenytoin

Status epilepticus Rectal Diazepam Buccal Midazolam, Rectal 
Paraldehyde, intravenous 
Diazepam, Midazolam or 
Lorazepam

Further information on side effects can be found in the Appendix.
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 How to Start Anti-epilepsy Medication

Keep instructions simple. Dosing of AEDs in the refugee setting can be difficult. It 
may be difficult to get an accurate weight, patients may not understand or follow 
complex dose regimes, and time between reviews can be long.

Spend a few minutes educating the patient and his parent/carer regarding epi-
lepsy and the drug you are planning to use. The dose needs to go up weekly and the 
drug has to be taken regularly and continued for up to 2 years. It should not be 
stopped suddenly as it can then lead to dangerous convulsive status epilepticus.

For children it is possible to estimate the weight of the child by using the formula:

 
Weight kg Age� � � �� � �4 2  

So a 1 year old would normally weigh 10 kg and a 3 year old 14 kg. This formula 
becomes inaccurate in children who are malnourished. In this instance make an 
educated guess or reduce the dose for a normal child by 1/3.

For young adults or adolescents, a rough estimate would be 45 kg for a small 
adult and 60 kg for a taller man or woman. These weights are rough estimates.

An important consideration when prescribing anti-epileptic medication is the 
strength of tablets available. Check what strength the tablets or liquid formula-
tions are.

Pregnant teenagers and women who are on epilepsy medication should be given 
folic acid 5 mg daily to prevent birth defects.

 Education and Permitted Physical Activities

The majority of children with epilepsy have normal intelligence and have the poten-
tial to attend ordinary schools and progress well. However, learning disabilities are 
more common in children with epilepsy and should be looked for and addressed.

Epilepsy diagnoses often raise considerable fears in parents as well as among 
other adults who deal with the child. Children with epilepsy do not require much 
limitation of their activity. They should be advised not to swim unsupervised and 
should not ride a bicycle in traffic.

Young adults with epilepsy should be cautioned about swimming in open water, 
handling power tools or heavy machinery, and driving. If they suffer a seizure while 
being engaged in such activities it can be fatal.

 Stopping Anti-epilepsy Drugs

This may be due to side effects, lack of efficacy, or when the patient has been 
seizure- free for 2 consecutive years when remission of epilepsy is assumed. It 
should be done slowly over 4–6 weeks. Sudden stopping can lead to convulsive 
status epilepticus and patients should be warned about this complication.
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 Prognosis

The overall prognosis for epilepsy is good with modern management. Over two- 
thirds of children diagnosed as having epilepsy in childhood grow out of their epi-
lepsy in a time frame of 2–5 years. Anti-epilepsy drug therapy can be discontinued 
if they have been free from attacks for more than 2 years as they are then probably 
in remission. A minority continue to have epileptic attacks despite anticonvulsant 
therapy.

 Death in Epilepsy

Untreated Epilepsy in resource poor settings carries a significant risk of death due 
to convulsive status epilepticus, accidents, and drowning. Further risk comes from 
a rare occurrence and entity called “sudden unexpected death in epilepsy (SUDEP).” 
Known risk factors for SUDEP include young males, living alone, generalized con-
vulsive seizures, nocturnal seizures, and poor compliance with anti-epilepsy 
medication.

 Status Epilepticus

This is defined as the occurrence of epileptic seizures continuously for a period of 
20–30 min. It usually presents with generalized tonic clonic seizures though absence 
and focal motor and focal dyscognitive status can be seen in a small number of 
patients.

A convulsing child should be briefly assessed, then one must attempt to stop the 
convulsion as soon as possible. A child in convulsive status epilepticus (CSE) is in 
danger of death or other serious harm if the attacks are not stopped promptly. 
Healthcare professionals should be knowledgeable and skilled to stop CSE, and 
basic life support principles (Airway, Breathing, Circulation) should be employed 
regardless of the setting. Details about the management of CSE and status epilepti-
cus are found in the Appendix.

 Conclusion

Seizures and epilepsy remain a very common and important cause of morbidity in 
the developing world and are likely to occur in patients in refugee camps and disas-
ter zones. There are additional challenges to be faced: the lack of access to trained 
personnel and diagnostics, unavailability of many drugs, coupled with beliefs about 
seizures and epilepsy that are difficult to change. The differential diagnosis will also 
be significantly different with more emphasis on tropical infections, birth complica-
tions, and trauma. However, a healthcare worker who can think calmly and carefully 
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about the patient’s history and examination findings can make a considerable differ-
ence to the patient.

The history and examination will be that much more important in this setting, 
with particular emphasis on birth history and childhood infections. Video evidence 
is tremendously helpful and parents and caregivers should be encouraged to try and 
capture this in some way even with a basic smartphone. Many of the common epi-
lepsies and seizure types can be confidently diagnosed based on history and analysis 
of recorded footage without the need for further specialist tests. If there is doubt, a 
video can be easily shared with specialists working remotely who can provide 
expert advice and guidance.

Basic life support principles are the cornerstone of managing convulsive status 
epilepticus irrespective of location, and parents anywhere can be taught basic life 
support measures. The limited arsenal of drugs available will still treat and stabilize 
most seizure scenarios you are likely to encounter. The AEDs Phenobarbitone, 
Carbamazepine, Phenytoin, and Diazepam are all safe and highly effective and are 
more likely to be available in these settings.

As there may be superstition and stigma attached to the lay public’s view of epi-
lepsy, importantly parents should be educated about epilepsy and seizures. They 
should be counseled that it is not infectious and cannot be caught from another 
person, that it is not the fault of the patient or family, not due to supernatural forces, 
and can be treated and controlled to allow children to live normal lives.

Acknowledgments My thanks to Dr. Christopher Harris, Dr. Aravind Ramesh, and Dr. Anand 
Ramesh for helpful discussion and amendments.

 Appendix: Epilepsy in Resource Poor Settings

 Non-Epileptic Seizure Phenomena

The following are common occurrences that may be mistaken for seizures by par-
ents and important to recognize and educate in the refugee setting.

Phenomena Features
Febrile 
seizures

Caused by immaturity of the brain to cope with a sudden rise in body 
temperature. Most common type of non-epileptic seizure, affects 4% of 
children, mainly in second year of life, but can occur between age 6 months 
and 6 years. Usually short (<5 min) and self-limiting. Should be treated (e.g., 
rectal diazepam) if >5 min. Important to consider the presence of brain 
infection (e.g., meningitis, encephalitis, malaria)

Breath Holding 
Attacks

Blue breath-holding attacks: toddlers having a temper tantrum/crying—hold 
their breath—faint or have a brief motor generalized/focal seizure. 
Distraction may help to prevent these.
White/Pallid breath-holding attacks: Painful stimulus causes a sudden low 
heart rate (vagocardiac reflex) with short loss of consciousness and seizure.
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Phenomena Features
Jitteriness Exaggerated startling in awake newborn babies. Movement can be stopped by 

holding the jittering limb. Hypoglycemia, hypothermia, and infection should 
be excluded.

Benign sleep 
myoclonus

Jerky limb movements in healthy infants <4 months of age during sleep, not 
involving the face. Harmless and resolves over time.

Behavioral 
stereotypies

Infants in the second half of the first year of life, when restrained shows 
complex repetitive stereotyped movements of the head, trunk, and limbs

Syncope/
fainting

School children and teenagers—triggered by postural change, standing for a 
long time, heat, dehydration, skipping meals. May have a brief seizure 
(reflex-anoxic seizure) without postictal confusion

Benign 
paroxysmal 
vertigo

Young children <4 years, episodes of sudden falling or swaying but 
remains conscious. Resolves within 6–12 months, often a forerunner of 
migraine

Daydreaming Common in primary school children—often mistaken for absence seizures, 
child is staring but is distractable and responds to name or tactile stimulus

Dissociative 
state

Adolescents/adults, caused by panic or anxiety, triggered by emotionally 
charged situations when individual feels anxious, agitated, or overwhelmed.

Tic or habit 
spasm

Irregular contractions of muscle groups—face or limbs. Can be voluntarily 
controlled for a short period of time. Often runs in families.

Cardiac 
dysrhythmia

Some heart rhythm abnormalities (e.g., long QT syndrome) can result in 
sudden onset of extremely low or fast heart rates, leading to loss of 
consciousness and anoxic seizure. A 12 lead  ECG with rhythm strip should 
be performed if this is suspected.

 Different Types of Epilepsy

Tonic clonic or major or grandmal seizures consist of a sudden loss of conscious-
ness with collapse or fall and initial stiffness (tensing) of the whole body followed 
by generalized convulsive movements. The attack involves the facial muscles, the 
trunk, and limb muscles. Urinary and fecal incontinence and tongue biting may 
occur. Most attacks are self-limiting and cease in a matter of minutes. Occasionally 
attacks go on for longer periods.

The EEG between attacks (interictal record) usually shows epileptic abnormali-
ties in 50–80% of patients but in other 20% it may be normal.

The prognosis for major motor seizures is variable. In most children attacks 
cease with natural remission after 2 or 3 years.

Carbamazepine, Phenobarbitone, Phenytoin, and Valproate are useful drugs in 
epilepsy with generalized or focal tonic clonic seizures. Newer anti-epilepsy drugs 
(AEDs) are available in resource rich nations and those include Levetiracetam, 
Lamotrigine, and Topiramate being most commonly used.

Focal motor seizures are episodes of twitching and jerking involving one side of 
the body which can spread to become generalized. This epilepsy suggests structural 
pathology in both children and adults. However, in a significant proportion of chil-
dren there may be no lesion. In fact, the commonest focal motor epilepsy occurring 
in older children is “benign centro-temporal/rolandic epilepsy” of childhood which 
is genetically determined and shows no structural brain lesion.
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It is benign as the prognosis is very good for cessation of seizures after 2–3 years. 
The EEG shows sharp and spike wave focus in one and the other central and tempo-
ral regions. Carbamazepine is very effective and less desirable alternatives are 
Phenobarbitone and Phenytoin.

Myoclonic and drop attacks are sudden shock like jerks which are bilateral and 
symmetrical associated with sudden head flexion or extension. They can be violent 
as to make the child drop/collapse to the floor and the child may immediately get up. 
They are associated with generalized discharges of slow spike and wave on EEG.

Other types of drop attacks involve temporary loss of postural tone (atonic 
attacks) and cuse the child to collapse to the floor.

Such attacks may occur in genetic generalized epilepsy though more often they 
are seen in epilepsy due to an underlying cause or brain damage.

Absence/Petit Mal seizures are episodes of impaired consciousness without 
significant motor accompaniments. The child stops, ceases whatever activity he is 
engaged in (“motor arrest”) and looks vacant for 5–20 s and then resumes normal 
activity as though nothing had happened.

The EEG shows burst of generalized and regular 3 per second spike and wave 
discharges and these can be precipitated by hyperventilation.

It is very age-related commencing usually between 5–10 years of age. Attacks 
usually remit after 2 or 3 years in the younger child or by early teenage years. In a 
small proportion of such children, estimated to be less than 10%, grand mal seizures 
can occur, particularly in the early hours of the morning.

This epilepsy is always genetic and there can be a helpful family history.
Ethosuximide is the drug of choice in typical absence epilepsy. Sodium Valproate 

is an excellent alternative.
It is important to remember that Carbamazepine and Phenytoin are specifically 

contraindicated in absence epilepsy and will make it worse.
Atypical absences are those which do not fit the description of the classic 

absence seizure—e.g., the seizures last for longer than 30 s or there may be associ-
ated complex motor symptoms like twitching of the eyelids (myoclonus) or 
automatisms.

The EEG does not show the regular 3 per second spike and waves of classic 
childhood absence; instead it may show generalized bursts of irregular polyspikes 
and wave or slow spike and wave pattern. Often these children have associated 
developmental delay. The prognosis is less favorable. Sodium Valproate is very use-
ful. An alternative would be Phenobarbitone. Carbamazepine and Phenytoin are 
specifically contraindicated.

As mentioned earlier daydreaming can often be mistaken for absence epilepsy.
Temporal lobe epileptic attacks are focal and dyscognitive with altered or 

impaired consciousness associated with the patient experiencing strange, odd sensa-
tions while displaying complex semi-purposeful movements. The sensations patient 
experiences may be visual, auditory (sounds and voices may appear), sensations of 
vertigo may be experienced or gustatory/olfactory (peculiar tastes and sensations of 
smell) or emotional sensations, for example loss of reality, fear, laughter or exces-
sive familiarity and so on. The child may talk nonsense during the episode and may 
display chewing or swallowing movements. Very often patients have an aura before 
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the attack commences. The child may also display complicated movement during 
the attack such as aimless wandering. If fear is a significant accompaniment the 
child may look terrified and wide eyed. Such attacks commonly last a few minutes 
with significant postictal tiredness. It is quite conceivable that in developing coun-
tries or areas of the world that retain beliefs in possession and witchcraft, temporal 
lobe epilepsy may be mistaken for such supernatural phenomena with consequent 
mismanagement or failure to present.

The EEG often shows epileptic focus with spike and sharp waves in one or the 
other temporal region. Such attacks may progress to major motor seizures.

Behavioral disorders and specific learning disorders are often seen in children 
with temporal lobe epilepsy than among children with genetic generalized epilepsy. 
Drugs which are very helpful include Levetiracetam, Carbamazepine, and Phenytoin.

Epileptic spasms are seen in infancy when they are called “epileptic infantile 
spasms,” commencing usually between 3–8  months of life. The majority show 
flexor spasms or Salaam attacks occurring in clusters of several seizures. The child 
may also show extension of the head and neck and limbs. Individual spasms last 
1–3 s and occur in clusters lasting 10–20 min. In most instances epileptic spasms 
indicate an underlying serious brain disorder and no cause is found only in a small 
minority. Such children may have had normal development until the spasms com-
mence although the majority have preexisting developmental delay before the onset 
of the infantile spasms.

Epileptic spasms can be caused by multiple causes, including perinatally acquired 
brain injury, post meningitic and posttraumatic brain injury, and genetic conditions 
like tuberous sclerosis.

The EEG in epileptic infantile spasms shows the pattern known as “hypsarrhyth-
mia” which is a chaotic high voltage irregular EEG with superimposed multifocal 
spikes and spike wave bursts followed by periods of suppression.

Treatment is with either Vigabatrin or corticosteroids though the latter has a 
minor superiority.

Once again smartphone videos can be invaluable in the resource poor setting to 
help diagnose this condition in the absence of EEG, and steroids should be widely 
available (?)

Symptomatic epilepsies commonly associated with underlying structural brain 
injury or genetic or chromosomal conditions. Hence, it is commonly associated 
with cerebral palsy or severe learning disability and concurrent abnormal neurologi-
cal findings.

The cause may be prenatal, perinatal, or acquired. Genetic conditions associated 
with brain malformations may be associated with epilepsy, for example, tuberous 
sclerosis, arteriovenous malformations, and hydrocephalus.

Epilepsy is an uncommon mode of presentation of brain tumors as most tumors 
of children are infratentorial affecting the brain stem and the cerebellum.

Many of the cerebral degenerative disorders associated with epilepsy are symp-
tomatic. Most often tonic clonic, myoclonic, and complex absences may be the 
clinical seizure types seen in symptomatic epilepsy with the exception of true 
absence. Myoclonic seizures, drop attacks and infantile spasms are particularly 
associated with symptomatic epilepsy.
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Anticonvulsants which are helpful include Levetiracetam, Lamotrigine, and 
Sodium Valproate.

The prognosis is generally poor for seizure control with AEDs.

 Side Effects of AEDS

All anti-epileptic drugs (AEDs) can have side effects on chronic usage though only 
a small proportion of patients suffer them. All AEDs should be started at low dose 
and the dose increased every 4–7 days to avoid excessive tiredness and sleepiness.

Phenobarbitone can cause sedation at higher doses.
Phenytoin can produce cosmetic side effects including coarsening of facial fea-

tures and gum hypertrophy and cerebellar ataxia with high blood levels.
Carbamazepine can cause double vision and tiredness 30–40 min after adminis-

tration. For this reason, this medication is also available in slow release form. 
Carbamazepine can cause a skin rash in 3–4% of children and it may have to be 
stopped.

Valproate does not cause sedation. In children with undiagnosed mitochondrial 
metabolic disease, it can cause severe liver dysfunction and may be fatal. For this 
reason, this AED is best avoided in children under 3 years of age as a regular AED 
in refugee and disaster zone settings.

 Common Anticonvulsants Dose and Side Effects

AED Common Rare
Ethosuximide Nausea, Rash Bone marrow depression
Carbamazepine Rash, fatigue, dizziness Bone marrow depression
Phenobarbitone None with low doses Sedation
Phenytoin Ataxia, gum hyperplasia, hirsutism, rash Facial coarsening
Levetiracetam None Behavior disturbance
Lamotrigine Rash Stevens Johnson’s syndrome
Benzodiazepines Drowsiness, salivation

 Treatment of Convulsive Status Epilepticus (CSE)

A convulsing child should be seen immediately and after a brief assessment, attempt 
to stop the convulsion as soon as possible. A child in CSE is in danger of death or 
other serious harm if the attacks are not stopped promptly. Healthcare professionals 
should be knowledgeable and skilled to stop CSE and there are basic life support 
principles (A,B,C) that can be employed regardless of the setting.

Make sure the Airway is clear, the child is breathing, and check the pulse 
(circulation)
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 First Aid
The individual should be placed in the safe semi-recumbent recovery position to 
ensure patency of the upper airway. The tongue remains on the side of the mouth 
with an opportunity for the saliva and secretions to flow out.

Insert an oral airway (Guedel) or a tracheal tube that can be passed as far as the 
back of the throat.

 Anti-epilepsy Drug Treatment in Status Epilepticus
First line is Diazepam or Paraldehyde rectally.

Diazepam can be given rectally 0.5 mg/kg and it acts almost immediately to stop 
the seizure. This is very safe and is an excellent anti-epilepsy drug.

An alternative will be rectal Paraldehyde if available. This is given at a dose of 
0.3 ml/kg mixed with an equal volume of Arachis or Olive oil. It is an excellent 
AED, which will almost always stop the seizures without respiratory depression.

In advanced countries, buccal Midazolam is used as first line and administered at 
a dose of 0.3 mg/kg, into the cheek pouch. It is dispensed in ready prefilled syringes 
for buccal administration. The doses are as follows:

• Infants <12 months 2.5 mg
• Children between 2– and 5 years, 5 mg
• Children between 5 and 8 years, 7.5 mg
• Children between >9 years, 10 mg

Parents of children with established epilepsy and prone to recurrent seizures in 
advanced countries are instructed in the use of these drugs and are provided with a 
supply to be kept at home.

 What to Do If Rectal Medication Fails to Stop the Seizure
One of either Diazepam, Midazolam or Lorazepam if available can be given intra-
venously, but has to be injected slowly over 2–3 min. They will cause respiratory 
depression if given rapidly and there should be facilities for resuscitation.

Venous access and access to intravenous drugs are likely to be nonexistent in 
refugee camps and disaster zones; so it is likely that rectal diazepam will be the 
mainstay of initial stabilization and this is an excellent choice.

Second line AED for CSE is intravenous Phenytoin 18  mg/kg given over 
10–15 min. Phenytoin ideally needs to be given with heart rate monitoring or by 
feeling the child’s pulse continuously.

Third line AED if the first two drugs fail to stop the seizures, diverge depending 
on the resource setting the patient is in. In low resource settings intravenous 
Phenobarbitone 20 mg/kg injected over 10–15 min is very effective and helpful. An 
alternative would be intravenous Sodium Valproate 20 mg/kg given over 5–10 min.

In advanced countries, if second line Phenytoin fails after 30 min of the patient 
presenting to the Accident Emergency Department, rapid induction of anesthesia 
with Thiopentone and artificial ventilation is employed and the patient is transferred 
to an intensive care unit.
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 Management of Convulsive Status Epilepticus

10 minutes

Identify immediate correctable cause (e.g. 
hypoglycaemia, hypocalcaemia etc) and 

correct.
If seizures ongoing:

1st dose PHENOBARBITAL 20mg/kg loading 
dose IV or via nasogastric tube 

30 minutes.Reassess.

Ongoing seizures continuing at 30 mins 
2nd dose PHENOBARBITAL 10mg/kg 

IV or via nasogastric tube 

30 mins. Reassess, seek senior  
advice.

Ongoing seizures 30 mins post 2nd

dose phenobarbital:
PHENYTOIN 20mg/kg IV or via 

nasogastric tube 

1hr. Reassess. Update senior doctor and 
discuss potential transfer out to hospital 

Ongoing seizures 1hr post phenytoin:
Valproate   20 mg/kg IV or via nasogastric 
tube + maintenance therapy 10mg/kg BD. 

.Alternatively give Phenobarbitone 5 
mg/kg boluses every 4 hours

30 mins. Reassess. Update senior. 
Make preparations for intubation if 
facilities for ventilation available.

Ongoing seizures 

INTUBATE.

MIDAZOLAM BOLUS 150micrograms/kg IV
Followed by continuous infusion starting at 60 micrograms/kg/hr, 

increasing up to 150 micrograms/kg/hr. 

Confirm seizure. 
Optimise Airway, Breathing, 

Circulation (ABC)  and monitor,

Administer Rectal Diazepam or 
Paraldehyde,  Buccal Midazolam, 

Obtain IV access, perform 1st line 
investigations.

Commence antibiotics +/- aciclovir.
iconcerns re.  CNS infection
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Online Resources

Online ‘Paediatric Epilepsy Training level 1 (PET 1) is run by British Paediatric Neurology 
Association (BPNA), it is a low-cost course accessible from anywhere in the world. https://
courses.bpna.org.uk/index.php?page=paediatric- epilepsy- training

Venkateswaran Ramesh, MBBS, DCH, FRCP graduated in medicine from Pondicherry, India. 
He trained in pediatrics in India and later in Birmingham and Glasgow, UK. He then specialized in 
pediatric neurology in Newcastle at Tyne and Manchester. He has worked as a consultant in pedi-
atric neurology for the past 28 years currently at Kings College Hospital London, a major interna-
tional hospital with clinical problems seen both in resource poor settings as well as in an advanced 
developed country. Its location is in a deprived part of London, meaning it has huge ethnic diversity 
and draws patients from over 40 different nations across five continents. The UK NHS has allowed 
him to provide comprehensive healthcare to patients, free at the point of delivery, and to practice 
ethical medicine delivering high quality, evidence-based care to children and young people, with-
out monetary or external pressures.
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31Children with Chronic Diseases 
in Refugee and Disaster Settings
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 Introduction

Worldwide, chronic diseases (noncommunicable diseases or NCDs) affect 10–30% 
of children and continue to rise. Duration and management (versus cure) of the 
condition are the main factors in defining chronic diseases well as their primarily 
noninfectious nature. Common chronic conditions include asthma, type 1 diabetes, 
leukemias and lymphomas, hemoglobinopathies, acquired and congenital heart dis-
ease, food and respiratory allergies, kidney disorders, epilepsy, and metabolic, 
genetic, and neurodevelopmental disorders. In addition, malnutrition and stunting, 
obesity, anemia, tooth decay, and psychiatric disorders and PTSD may be included. 
Some of these will be discussed in more detail in other chapters and are only briefly 
referenced here.

While some countries have fairly well-established systems to care for children 
with chronic diseases, low-and middle-income countries often have many compet-
ing priorities for health care. This reduced prioritization of NCDs often leads to 
crisis intervention as the primary treatment modality, rather than having a preven-
tion and monitoring strategy for children with these diseases and their families. 
Even in higher income countries, access to appropriate care may be challenging for 
subsets of a country’s population, including minority groups, immigrants, and refu-
gees. Mental health concerns related to chronic diseases in children remain a chal-
lenge for families and health care systems even in optimal circumstances.
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 Practical Issues in Disaster Settings

The challenges facing children with NCDs in relatively stable settings become mag-
nified exponentially in emergencies. As resources become even more scarce, the 
needs likewise grow. A study from Syria showed that 1 in 5 refugees had emotional, 
physical, or intellectual impairment [1]. As displaced children and their families 
leave their communities of origin in states of crisis and move unpredictably and 
often transiently from place to place, much attention to chronic conditions will fall 
by the wayside. Medical records, continuity of care, access to necessary supplies 
and long-term medications, as well as to laboratory and radiologic monitoring 
become inaccessible. Health care providers will likely be fewer than before, and the 
experience and knowledge base regarding chronic childhood diseases among health 
care providers encountered en route may be limited [2]. Language and cultural bar-
riers as patients move away from their home communities form additional obstacles 
to providing even minimal care for many chronic diseases in children. In addition, 
if even available, the cost of obtaining necessary services and supplies (Table 31.1) 
may be insurmountable barriers for the family in a refugee or disaster setting. When 
medications are available, their potency is reduced in situations with increased heat 
and humidity. New onset diagnoses may present too late and result in otherwise 
preventable morbidity and mortality in unstable contexts.

Circumstances in the community of origin that lead to flight, or conflicts en 
route, may also create new conditions resulting in chronic disability—for example, 
exposure to products of chemical warfare in Syria has been shown to result in 
adverse pregnancy and birth outcomes in exposed women, including various con-
genital birth defects [3]. Bombs, guns, fires, and landmines can lead to permanent 
disability from injuries sustained, including traumatic brain injury, loss of vision, 
hearing, and limbs as well as disfiguring burns. Infectious diseases such as measles 
or malaria may result in permanent disabilities. Less conspicuously, multiple stud-
ies have demonstrated general immunosuppression in both children and adults dur-
ing disasters, placing children at greater risk of acquiring infectious diseases and 
other secondary conditions. Physical symptoms such as chronic abdominal pain and 
chronic headaches may also result from ongoing stress and trauma, leading to 
increased distress in the child and caregivers.

Table 31.1 Supplies that 
may be difficult to procure in 
disaster settings

Insulin Special foods and formula
Steroids Devices to assist mobility
Inhalers Physical therapy
Materials for kidney 
dialysis

Psychotherapy

Analgesics Special education
Antibiotics Anti-seizure medication
Epi-Pen Supplemental oxygen
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 Social Barriers to Care

Children in disaster and refugee settings experience multiple obstacles to receiving 
appropriate care due to cultural views about the origin of diseases. For example, 
some cultures uphold that if a family has a disabled child, they must have done 
something to offend evil spirits, or made a serious mistake resulting in this punish-
ment. Children with disabilities or chronic diseases may be hidden out of sight of 
the general public, whether due to cultural beliefs and fears or social stigma and 
ostracization by the community at large.

With the accessibility of social media in virtually every country in the world, 
rumors and misinformation often spread more rapidly than factual information, and 
can plant seeds of doubt about the role of health care professionals. While some 
myths are less destructive (such as eating raw onions or bathing in saltwater to pre-
vent illness), efforts to control Ebola virus outbreaks in Guinea in 2014 were signifi-
cantly hampered by the false belief that foreign health workers had brought the 
virus with them to the country [4, 5]. Local and foreign health care workers’ atti-
tudes, as well as discrepancies between international regulations and local laws and 
opinions, may further hinder treatment efforts. While health workers from outside 
the community may be viewed with suspicion and mistrust, reliance on traditional 
health providers within the community is often quite strong. Potential partnerships 
with key local persons of influence may significantly enhance building of trust. 
Furthermore, conflict may occur among health care workers about best approaches 
to diagnosis and treatment of chronic conditions, and acute illnesses are frequently 
prioritized for treatment. Resources for acute diseases may be more readily available.

 Models of Care and Practical Solutions

Approaches to identifying and caring for children with chronic diseases in a disaster 
context must consider the location and context, balancing safety with access to ser-
vices and distance to needed specialties. Local resources and appropriate alterna-
tives should be identified, and an understanding of cultural preferences is essential. 
The skills of readily available health care workers and the knowledge base of par-
ents and caregivers about the condition must be assessed. One must also ask whether 
the existing conditions can be prevented by certain changes in health behaviors and 
other mitigating factors.

Advocacy for children with chronic illnesses is a key aspect. General health sur-
veys and community assessments should include ways to identify these children and 
learn which chronic diseases may be more prevalent in a particular setting. Sources 
of needed medications and supplies should be found, as well as acceptable alterna-
tives in the community. A number of international associations focusing on specific 
chronic illnesses may have online consultation options with specialists if none are 
available in the local area (Table 31.2).

People with specific skills and backgrounds in the community should also be 
identified and given opportunities to get involved in caring for these children. For 
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instance, some people may help build mobility devices, administer physical therapy, 
and provide much-needed play therapy and mental health support for children and 
their caregivers. Community volunteers and caregivers should be trained as needed 
to ensure that minimum standards are maintained and that interventions are not 
inadvertently harmful to the child. Consider organizing respite care for families, if 
possible.

 Nonpharmacological Pain Management

Pain can be a component of many chronic diseases of childhood, whether due to the 
disease process or due to the result of medical testing and interventions. Type 1 
diabetes, for example, requires frequent blood glucose monitoring and multiple 
daily administrations of insulin in many situations. Although technology reducing 
the frequency of injections such as continuous glucose monitoring and insulin 
pumps may be available in a child’s community of origin, these methods require an 
ongoing need for very specific supplies, which may not be accessible in refugee 
settings. This may necessitate changing treatment modalities for the child with Type 
1 diabetes to multiple daily injections and glucose sampling. Other chronic diseases 

Table 31.2 International networks with resources to help children with chronic illnesses

International Society for Developmental Pediatrics
https://developmentalpediatrics.net/
Neph Cure Kidney International for children with nephrotic Syndrome
https://nephcure.org/
International Society of Nephrology
https://www.theisn.org/
International Society for Children with Cancer (ISCC)
https://iscc- charity.org/
International Diabetes Federation
https://idf.org/
The International League Against Epilepsy
https://www.ilae.org/
Society for the study of Inborn Errors of Metabolism
https://www.ssiem.org/
World Allergy Organization
https://www.worldallergy.org/
World Asthma Foundation
https://worldasthmafoundation.org/
International Children’s Heart Foundation
https://www.babyheart.org/
International Children’s Palliative Care Network
http://www.icpcn.org/
Meg Foundation for Pain
www.megfoundationforpain.org
Hesperian Health Guides
www.hesperian.org
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require intermittent painful procedures, such as blood draws, catheterization, or 
biopsies. Some children have experienced multiple surgeries and painful recoveries 
as a result of their chronic condition, including debridement of burns, setting frac-
tures, suturing lacerations, lumbar punctures, blast injuries, arthritis, or juvenile 
migraines.

Different cultures have varying beliefs about pain, and it is important to recog-
nize these deep-seated beliefs. For instance, pain may be seen as a punishment from 
God. It may be considered virtuous and honorable to suffer silently through pain. If 
pain is expressed, this can be seen as a sign of weakness in one’s character. The 
presence of pain can be viewed as a reflection of disharmony and imbalance. While 
young children (and even many adults) may be unable to verbalize these thoughts, 
the expectation of what is deemed an acceptable response to pain is instilled from a 
young age.

Patients in a western context will often receive analgesics and/or benzodiaze-
pines to assist with comfort during painful procedures, but these medications are 
used infrequently in some cultures even under typical conditions and often are in 
scarce supply in disaster settings. Hospitals and clinics in developing countries 
often lack pain medications as well as nonpharmacologic pain management pro-
grams, and families often cannot afford to purchase medications for pain. Children, 
adolescents, and adults suffer unnecessarily.

In approaching children who may be experiencing pain, it is important to under-
stand that a child’s reaction to pain relates to both tissue damage and emotional 
state. Health care providers can speak to children in a way that enhances their sense 
of mastery and implies that they will recover from this event. Basic cultural under-
standing about views on pain is crucial to help support both children and families. 
It is important to use a pain assessment method that takes into account both the 
child’s culture and developmental age. The International Children’s Palliative Care 
Network has developed an app that can be used in a variety of cultural and ethnic 
contexts to help individuals track pain type and levels over time [6]. Please refer to 
Chap. 32 for further resources on pain assessment and management.

 Nonpharmacological Pain Management Tools

Guidelines for helping a child with pain include first assessing one’s personal expe-
riences about pain, assessing parental perceptions and expectations about pain man-
agement, and considering the impact of the treatment team on the child. With 
regards to the child, consider his/her age and developmental stage, learning styles, 
strengths and difficulties, as well as preferences and dislikes. The child’s control 
and mastery should be emphasized. Caregivers and health care workers should 
avoid trying to control a child’s perception or understanding of pain.

Children with a history of multiple painful procedures and/or recurrent pain may 
have severe behavioral responses to stimuli such as seeing a hospital, a uniformed 
staff, or an object associated with traumatic events. Even very young children may 
have nightmares, flashbacks, and other symptoms of PTSD.  Whether or not 
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pharmacologic treatments are used, children with recurrent pain may benefit greatly 
from learning self-regulation methods. These include comfort kits, simple biofeed-
back, self- hypnosis, and phone apps such as Healing Buddies, Bounceback, or Inner 
Balance. The care team can offer massage, music therapy, acupressure, distraction 
such as blowing bubbles or pinwheels, and even simply watching videos on a phone 
or computer. Children can participate in making suggestions for pain control. 
Positive feedback should be given. These skills help children acquire self-confi-
dence and a sense of being in control, which helps them cope as adults as well as 
during childhood.

The Meg Foundation for Pain [7] has produced free high-quality videos directed 
at children and their caregivers, to empower children with nonpharmacological 
strategies to reduce pain. The videos have been translated into Arabic, Chinese, 
Spanish, and Thai languages.

Downloads in multiple languages are also available on www.hesperian.org for a 
number of resources for helping children with disabilities and chronic diseases.

References

 1. Jabri S. The children with autism spectrum disorders in syrian crisis: challenges and recom-
mendations. IJEMH. 2015;17(4):676–7.

 2. Medecins Sans Frontieres. Children with chronic diseases need our atten-
tion. 9 Apr 2019 [cited 2020 Jun 18]. Available from: https://www.msf.org/
children- chronic- diseases- need- our- attention- child- health

 3. Omar H, Jabri S. Adverse birth outcomes in women exposed to Syrian chemical attack. Lancet 
Glob Health. 2015;3(4):e196. Available from: https://www.thelancet.com/action/showPdf?pii
=S2214- 109X%2815%2970077- X

 4. World Health Organization. Busting the myths about Ebola is crucial to stop the transmission 
of the disease in Guinea. Apr 2014 [cited 2020 Jun 18]. Available from: https://www.who.int/
features/2014/ebola- myths/en/

 5. Buli BG, Mayigane LN, Oketta JF, Soumouk A, Sandouno TE, Camara B, et al. Misconceptions 
about Ebola seriously affect the prevention efforts: KAP related to Ebola prevention and 
treatment in Kouroussa Prefecture, Guinea. Pan Afr Med J. 2015;22(Suppl 1):11. https://
doi.org/10.11694/pamj.supp.2015.22.1.6269. Available from: https://pubmed.ncbi.nlm.nih.
gov/26740839/

 6. International Child Palliative Care Network. ICPCN pain assessment tool for 
children. 2015 [cited 2020 Jun 18]. Available from: http://www.icpcn.org/
icpcn- pain- assessment- tool- for- children/

 7. Meg Foundation for Pain. Pain management and prevention resources to help you #beapain-
champion [cited 2020 Jun 18]. Available from: www.megfoundationforpain.org

Eva Holsinger, MD completed her medical training at the University of Oklahoma College of 
Medicine, and her pediatric residency at Akron Children’s Hospital in Ohio.  She completed a fel-
lowship in Global Child Health at Rainbow Babies and Children’s Hospital in Cleveland, Ohio, 
and has lived and served in northeast China since 2009.  Her focus has been vulnerable children in 
orphanages and in the community, focusing on children with special needs, and pediatric education 
of family medicine doctors. She is passionate about advocating for children and mothers.  She is 
the happy wife of Brian and mother of five children as well.

E. Holsinger

http://www.hesperian.org
https://www.msf.org/children-chronic-diseases-need-our-attention-child-health
https://www.msf.org/children-chronic-diseases-need-our-attention-child-health
https://www.thelancet.com/action/showPdf?pii=S2214-109X(15)70077-X
https://www.thelancet.com/action/showPdf?pii=S2214-109X(15)70077-X
https://www.who.int/features/2014/ebola-myths/en/
https://www.who.int/features/2014/ebola-myths/en/
https://doi.org/10.11694/pamj.supp.2015.22.1.6269
https://doi.org/10.11694/pamj.supp.2015.22.1.6269
https://pubmed.ncbi.nlm.nih.gov/26740839/
https://pubmed.ncbi.nlm.nih.gov/26740839/
http://www.icpcn.org/icpcn-pain-assessment-tool-for-children/
http://www.icpcn.org/icpcn-pain-assessment-tool-for-children/
http://www.megfoundationforpain.org


447© Springer Nature Switzerland AG 2021
C. Harkensee et al. (eds.), Child Refugee and Migrant Health, 
https://doi.org/10.1007/978-3-030-74906-4_32

M. Doherty (*) 
Program Director, Pediatric Palliative Care, Two Worlds Cancer Collaboration Foundation, 
Kelowna, BC, Canada 

Children’s Palliative Care Initiative in Bangladesh, World Child Cancer, Dhaka, Bangladesh 

Pediatric Palliative Care, Children’s Hospital of Eastern Ontario and Roger Neilson House, 
Ottawa, ON, Canada 

University of Ottawa, Ottawa, ON, Canada
e-mail: mdoherty@cheo.on.ca 

B. E. Esmaili 
Duke Global Health Institute, Duke University, Durham, NC, USA 

Lincoln Community Health Center, Durham, NC, USA
e-mail: bee6@duke.edu 

F. Khan 
Fasiuddin Khan Research Foundation (FKRF), Dhaka, Bangladesh

32Palliative Care

Megan Doherty, B. Emily Esmaili, and Farzana Khan

 Introduction

This chapter addresses care for children with serious health-related suffering in the 
humanitarian context, focusing on the provision of palliative care. Palliative care for 
children aims to relieve pain and other physical symptoms while addressing the 
emotional, social, and spiritual needs of children and their families. Focusing on 
improving the quality of life both for the child and the family, palliative care pro-
motes comfort and dignity for any child with a serious health problem, regardless of 
whether the illness is expected to be cured. Palliative care does not seek to hasten 
death and instead may prolong survival for those with serious illnesses [1].

In humanitarian crises and low-resource settings, there may be illnesses where 
potentially curative or disease-controlling treatments are not available and palliative 
care is provided. Palliative care should not be considered a substitute for illness 
prevention, diagnosis or treatment, and efforts to increase access to palliative care 
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should be accompanied by work strengthening access to medical care aimed at ill-
ness prevention, diagnosis, and treatment. It is never acceptable medically or mor-
ally to abandon a sick child. Palliative care should be universally accessible and is 
an essential component of humanitarian crisis response.

It is appropriate to start palliative care early in the course of a serious illness. 
Palliative care should not be reserved only for children reaching the end-of-life. 
Palliative care should be continued throughout the course of treatment for any seri-
ous illness, whether the outcome is cure or death [2]. When curative treatment for 
an illness is no longer possible, palliative care may then be the only beneficial type 
of care, and thus always should be accessible for children at the end-of-life.

Palliative care should be available and accessible in all settings, including chil-
dren’s homes or shelters, clinics, hospitals, refugee camps, and hospice facilities. 
The nature of palliative care provision will depend on the resources available, but 
there are common principles and treatment options that should be applied in all set-
tings and resource levels.

Clinical Vignette
Mojibor is a 10-year old Rohingya boy with bone cancer living in a refugee camp 
in Bangladesh. When he was diagnosed at the refugee camp field hospital, Mojibor 
and his mother cried all night fearing he would soon die. Mojibor has two little 
sisters. His father is missing. We found Mojibor in a tent lying on a mat, unable to 
move or walk because of his pain. In the past, Mojibor was a typical football-loving 
boy. His nickname was ‘bhuissya,’ meaning ‘buffalo’. We started pain treatment with 
paracetamol and then morphine, and soon Mojibor began to walk and even smile a 
little. Palliative care has improved the quality of Mojibor’s life and has given much 
needed comfort to his family.

 Which Children Should Receive Palliative Care?

Palliative care is appropriate for children with serious health-related suffering, 
including illnesses which are life-threatening (potentially curable) or life-limiting. 
Children with life-limiting illnesses have unique palliative care needs that are dis-
tinct from adults. Palliative care can help children with a range of illnesses, includ-
ing neonatal conditions, congenital anomalies, cancers, as well as cardiac, 
respiratory, gastrointestinal, infectious, and neurological conditions in which the 
prognosis is difficult to predict. There are four broad groups of serious health condi-
tions (Table 32.1) that can help professionals understand which children would ben-
efit from palliative care. Additionally, in humanitarian crises and low-resource 
settings, palliative care clinicians should seek to address untreated acute suffering 
whenever it occurs [3].

Worldwide, children with neonatal conditions, such as prematurity, hypoxic 
ischemic encephalopathy, and those with congenital anomalies, constitute the larg-
est groups requiring palliative care (Fig. 32.1).

M. Doherty et al.
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 Common Barriers to Palliative Care and Potential Solutions

 Delays in Initiating Palliative Care for Children

Uncertainty about the likelihood of survival often causes clinicians to delay initiat-
ing palliative care, and while the trajectory for many serious pediatric illnesses can 
be uncertain and unpredictable, palliative care is recommended for all children with 
a serious condition starting at the time of diagnosis [2]. Many times, palliative care 
is only started once aggressive medical treatment or potentially curative therapies 
are stopped or are no longer effective; however, early palliative care is recom-
mended, since it provides symptom management, psychological, social, and spiri-
tual support for children and families facing the challenges of serious illness and its 
treatment.

Parents may be hesitant to accept palliative care, possibly believing that this 
means their child’s condition is incurable. Clinicians should address this miscon-
ception, and it can be helpful for clinicians to specifically state that introducing 
palliative care does not necessarily mean that the child’s condition is incurable. 
Clinicians should explain the role of palliative care, including focusing on ensuring 
comfort and providing additional support for the whole family, including parents, 
siblings, extended family, and the child’s wider community (e.g., friends, neighbors, 
schoolmates, etc.)

Table 32.1 Categories of life-limiting and life-threatening conditions [4]

Category 1 Life-threatening conditions for which curative treatment may be feasible but can 
fail
Access to palliative care services may be necessary when treatment fails or during 
an acute crisis, irrespective of the duration of threat to life. On reaching long-term 
remission or following successful curative treatment there is no longer a need for 
palliative care services.
Examples: cancer, irreversible organ failures of heart, liver, kidney.

Category 2 Conditions where premature death is inevitable
There may be long periods of intensive treatment aimed at prolonging life and 
allowing participation in normal activities.
Examples: cystic fibrosis, Duchenne muscular dystrophy.

Category 3 Progressive conditions without curative treatment options
Treatment is exclusively palliative and may commonly extend over many years.
Examples: Batten disease, mucopolysaccharidoses.

Category 4 Irreversible but nonprogressive conditions causing severe disability, leading to 
susceptibility to ill health
Children can have complex health care needs, a high risk of an unpredictable 
life-threatening event or episode, health complications, and an increased 
likelihood of premature death.
Examples: severe cerebral palsy, multiple disabilities, such as following brain or 
spinal cord injury.

Reprinted with permission from Together for Short Lives (Bristol, UK)
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 Obtaining Essential Medicines for Children

Restricted access to opioids is another common challenge in palliative care, due to 
overly strict opioid regulations and lack of awareness about the safety and efficacy 
of these medicines for children. Clinicians should be aware of the important role of 
opioids in the relief of moderate to severe pain in children and should advocate for 
appropriate access to opioids in all settings where children receive health care.

 Principles of Symptom Assessment and Relief

Adequate and appropriate symptom management and relief of physical suffering 
should be viewed as a human right and should be available to all children irrespec-
tive of the probability of survival. Children’s physical symptoms are frequently 
under-recognized by health care providers due to limited knowledge of appropriate 
assessment tools for children and limited skill in assessing or communicating 
directly with children. Adults may wrongly assume that children are not experienc-
ing pain or other symptoms if they are quiet or do not voice any complaints. 
However, children may not express due to fear of receiving painful treatment or out 
of a desire to please the adults around them. Developing a trusting relationship with 

Neurological conditions*
2.31%

Kidney diseases
2.25%

Cirrhosis of the liver 1.06%Cancer
5.69%

Congenital anomailes*
25.06%Endocrine, blood, immune disorders

5.85%
Cardiovascular disease

6.18%

HIV/AIDS 10.23%

Meningitis 12.62%

Protein energy malnutrition
14.12%

Neonatal conditions*
14.64%

* see excluded conditions Appendix 6

N = 1,170,011

Fig. 32.1 Distribution of children in need of palliative care at the end-of-life by disease groups 
[5]. (Reprinted with permission from the Worldwide Hospice Palliative Care Alliance 
(London, UK))
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the child is the foundation of effective symptom assessment and should be a priority 
for health care professionals providing symptom relief for children.

Most symptoms can be addressed following a stepwise approach (discussed in 
further detail below):

 1. Assessment (rapid assessment if the symptom is severe)
 2. Treatment of the symptom
 3. Treatment of the underlying cause, if possible
 4. Regular reevaluation and modifications to the treatment as needed

A complete symptom history may include:

• Location (especially relevant for pain)
• Onset
• Duration
• Severity (see below for suggested pain severity scales)
• Quality—which words are used by the child to describe the symptom (e.g., burn-

ing or stabbing for pain)
• Aggravating or relieving factors
• Effects on the child’s sleep, daily activity, appetite, and mood

Detailed guidance for relief of all symptoms in children with serious illnesses is 
beyond the scope of this chapter and can be found in other resources, such as Basic 
Symptom Control in Pediatric Palliative Care [6].

 Pain Relief

Palliative care extends well beyond pain relief, but effective analgesia is a critical 
component of palliative care. Opioids can be safely and effectively used in children 
of all ages who have moderate or severe pain. For clinicians who have limited expe-
rience in the use of opioids, we recommend connecting with colleagues in pain 
medicine or anesthesia for guidance and support, if available. Although confusion is 
common, providing adequate pain relief with opioids is very different from eutha-
nasia or medical assistance in dying. When used appropriately, by following dosing 
and titration guidelines, opioids do not hasten death.

 Pain Assessment
There are validated tools for assessing pain severity in children of any age and any 
ability to communicate:

• FLACC scales (Table 32.2) may be used for infants, toddlers, and older non-
verbal children

• Faces Pain Scale-Revised (Fig. 32.2) can be used for children 4 years and older
• Numerical Rating Scale (where the child is asked to rate their pain from 0 to 10, 

with 10 representing the worse pain) can be used for children 8 years and older
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Table 32.2 Revised FLACC scale [7]

0 1 2
Face No particular 

expression or smile
Occasional grimace/frown; 
withdrawn or disinterested; 
appears sad or worried

Consistent grimace or 
frown; frequent/constant 
quivering chin, clenched 
jaw; distressed-looking 
face; expression of fright 
or panic

Legs Normal position or 
relaxed; usual tone 
and motion to 
limbs

Uneasy, restless, tense; 
occasional tremors

Kicking, or legs drawn 
up, marked increase in 
spasticity, constant 
tremors, or jerking

Activity Lying quietly, 
normal position, 
moves easily; 
Regular, rhythmic 
respirations

Squirming, shifting back 
and forth, tense, or guarded 
movements; mildly agitated 
(e.g., head back and forth, 
aggression); shallow, 
splinting respirations, 
intermittent sighs.

Arched, rigid, or jerking; 
severe agitation; head 
banging; shivering (not 
rigors); breath holding, 
gasping or sharp intake 
of breaths, severe 
splinting

Cry No cry/
verbalization

Moans or whimpers; 
occasional complaint; 
occasional verbal outburst 
or grunt

Crying steadily, screams, 
or sobs, frequent 
complaints; repeated 
outbursts, constant 
grunting

Consolability Content and 
relaxed

Reassured by occasional 
touching, hugging, or being 
talked to. Distractible.

Difficult to console or 
comfort; pushing away 
caregiver, resisting care, 
or comfort measures

Instructions: Each of the five categories is scored from 0 to 2, giving a total score of 0–10
Source: From Malviya, Voepel-Lewis, Burke, Merkel, and Tait (2006)

Fig. 32.2 Faces Pain Scale—Revised (FPS-R) for children 4 years and older. Translations and 
instructions available at: https://www.iasp- pain.org/Education/Content.aspx?ItemNumber=1823&
navItemNumber=1119. (Reprinted with permission from Mapi Research Trust)
These faces show how much something can hurt. This face [point to left-most face] shows no 
pain. The faces show more and more pain [point to each from left to right] up to this one [point 
to right-most face]—it shows very much pain. Point to the face that shows how much you hurt 
[right now].

General measures, including keeping the child comfortable (warm or cool, 
depending on conditions) and providing regular human contact (being held by par-
ents or trusted adults), should always be provided. Providing opportunities to play 
is particularly important for distraction and as a support for psychosocial aspects of 
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a child’s pain. Additional non-pharmacological techniques, such as music, massage, 
relaxation and breathing techniques, and hypnosis, should be considered; however, 
such non-pharmacologic treatments alone are not first line for severe pain. Several 
resources describing these treatments in more detail can be found at the end of this 
chapter.

When pharmacological treatment is needed for severe pain, the following four 
principles should guide treatment [8]:

• By the ladder—If pain occurs drugs should be administered following a 
two-step ladder as follows.

• By mouth—the oral route of administration is simplest and safest, and thus pref-
erable if the child can swallow medicines.

• By the clock—pain medicines should be given at fixed intervals for pain, which 
is constant or persistent, with the next dose given before the previous dose has 
worn off. This will improve pain control and reduce the amount of medicine 
needed for adequate analgesia.

• For the individual—pain treatment is tailored to the child’s unique needs and 
response to treatment, relieving the child’s pain to a level which is acceptable for 
the child and caregivers. Generally, the dose of pain medicine should be titrated 
by 25–50% when pain control is inadequate.

• With attention to detail—the pain relief regimen should be clearly explained 
and written out for the patient and their family. The possible adverse effects of 
each medicine should be explained.

 Initiation of Pain Relief
• Children should be started on analgesics which are appropriate to their type and 

severity of pain
 – Step 1: Mild analgesics (e.g., paracetamol, NSAIDs) should not be given 

alone for moderate or severe pain
 – Step 2: Strong opioids (e.g., oral morphine) should be started for moderate or 

severe pain (generally 4–10/10 on pain severity scales)
 – Dosing guidelines for morphine or other strong opioids are shown in 

Table 32.3

Codeine should not be used in children due to the significant risks of respiratory 
depression and toxicity due to indivdual variation in the rate of drug metabolism. 
Tramadol also should be avoided in children due to concerns about safety and varia-
tion in drug metabolism with age and nutritional status. However, the choice of 
opioid may be determined by availability, and if tramadol is the only strong analge-
sic available, it may be used with caution. Acceptable PO tramadol dosing is 
1–2 mg/kg every 4–6 h (maximum initial single dose of 50 mg; maximum of 4 
doses in 24 h) [6].

Clinicians should be aware of common opioid side effects of constipation, nau-
sea, and drowsiness (generally resolves after several days and often represents chil-
dren catching up on sleep now that their pain is adequately managed).
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 Discussing Goals of Care and Advance Care Planning

To minimize confusion and encourage trusting therapeutic relationships, it is crucial 
to clarify the goals of care for a seriously ill child with all stakeholders, which may 
include the child, their caregivers or other family members, and clinicians. For such 
meetings, clinicians should begin by clarifying the child and/or family’s under-
standing of the illness, with gentle correction of any misunderstandings, which may 
entail giving bad news (see section on “Communication”). If possible, bad news 
should be communicated in a quiet, private location, and clinicians should prepare 
by turning off mobile phones and pagers, requesting not to be disturbed during the 
encounter, and considering in advance what they will say and what next steps to 
suggest. Clinicians should be prepared for strong emotional responses, including 
anger and grief, and should always listen patiently. Sometimes, bad news can be 
communicated gradually over several hours or days.

To reach agreement about goals of care, clinicians also should explore the fami-
ly’s values and perspectives regarding health, disability, and suffering. Treatment 
options should be reviewed, and the potential benefits and harms of each treatment 
should be described.

Families have multiple goals. For example, for a child with leukemia and a seri-
ous infection, the goals may be to treat the infection and to prepare the child for 
treatment of leukemia, but also to maximize comfort. This is a typical situation in 
which disease treatment and palliative care should be simultaneous and complimen-
tary. However, in different situations where further disease-specific or life- sustaining 
treatment is not available, would provide no benefit, or would be more harmful than 
beneficial, the only goal of care may be comfort. In this situation, focussing exclu-
sively on palliative care may be appropriate.

Table 32.3 Strong opioid dosing guidelines [4, 6]. (Disclaimer: Medication and doses are pro-
vided here for general guidance only. Prescription requires a qualified medical professional and 
appropriate individual medical assessment)

M. Doherty et al.



455

 Symptom Control in the Last Hours and Days of Life

If symptoms are not well managed, not only the child will suffer, but this suffering 
may be the family’s final memory of their child’s life. Anticipate and plan for how 
to manage physical symptoms, by following guidelines and standardized protocols.

For a dying child admitted to the hospital, clinicians often recognize that certain 
assessments (e.g., routine vital signs) and treatments are not clinically indicated. 
However, it may be difficult for some families to accept discontinuation of these 
treatments, which they may perceive as an indication that the medical team is “giv-
ing up” on their child.

Thus, a flexible approach, such as intermittent monitoring of vital signs, may be 
considered. It is important to recognize that in resource-limited settings, monitoring 
and intravenous fluids administration ensure that nurses provide regular bedside 
visits. If these are discontinued, then it is important to ensure that there will be regu-
lar visits, which can often be done by initiating regular pain and symptom assess-
ments and treatments.

Rapid titration of symptom control medicines is often necessary for the last days 
and hours of life and providing adequate appropriate symptom relief is not the same 
as euthanasia or medical assistance in dying. If dosing and titration guidelines are 
followed, these medicines will not hasten death.

 Pain, Dyspnea, and Agitation

Pain, dyspnea, and agitation are common symptoms requiring intensive treatment 
near the end-of-life. To facilitate rapid titration (over minutes to a few hours), ensure 
that all medicines, including opioids, are available at the bedside. There is no ceiling 
dose of opioids for symptom management in the last hours or days of life, as the 
correct dose is that which relieves the symptoms. Do not be afraid to increase the 
dose of morphine and other medicines to ensure pain and other symptoms are well 
controlled. See Box 32.1 for a suggested symptom management protocol.

The subcutaneous (SC) route is particularly useful in this phase of illness, to 
avoid needing to maintain IV access. A SC butterfly needle can be kept in place for 
up to 7 days provided the SC site does not have any significant redness or tender-
ness. SC doses are the same as the IV dose with maximum volume per SC injection 
of 1.5–2 ml. Pediatric dosing information can be found in the references listed at the 
end of the chapter [6].

Medicines which can be given SC include:

• Opioids: Morphine, hydromorphone, fentanyl, methadone, oxycodone, 
diamorphine

• Sedative-hypnotics: Midazolam, clonazepam, phenobarbital
• Antiemetics: Haloperidol, metoclopramide, levomepromazine 

(methotrimeprazine)
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• Anti-secretory agents: Hyoscine butyl bromide, hyoscine hydrobromide, glyco-
pyrrolate, octreotide

• Antihistamines (which have antiemetic properties): Cyclizine, promethazine
• Miscellaneous: Dexamethasone, Methylnaltrexone, Naloxone, Furosemide

Box 32.1: Suggested Guidelines for Management of Escalating Pain, Dyspnea, 
and Agitation in Children (Adapted from Interdisciplinary Textbook of Pediatric 
Palliative Care [4]).  
(Disclaimer: Prescribing requires an individual assessment of the patient by a 
qualified medical practitioner. Doses provided may not be suitable for all ages.)
Loading dose:
• For patients already on opioids: administer loading dose of opioid equal to 

10% of total dose in past 24 h
• For patients not already on opioids: administer IV or SC loading dose as 

follows:
• Less than 12 years: 0.1 mg/kg
• 12 year or older: IV/SC morphine 5 mg
• (Note: this same dose of morphine can be started for opioid naïve patients 

with moderate to severe pain)

Subsequent dosing: doses may be given every 10 min PRN for end-of-life 
symptoms

Escalate dose as follows: (Note: 5 mg is given as an example, actual dose 
may vary)

• First dose: 5 mg, if ineffective after 10 min, then give
• Second dose: 5 mg, if ineffective after 10 min, notify prescriber then give
• Third dose: 7.5 mg (1.5× starting dose), if ineffective, after 10 min then give
• Fourth dose: 7.5 mg (1.5× starting dose), if ineffective, after 10 min then give
• Fifth dose: 10 mg (2× starting dose)

Once good pain relief is achieved, provide the total dose administered dur-
ing the rapid titration phase regularly every 4 h and as a PRN (as needed dose 
for breakthrough symptoms). Do not use only as needed doses as this will 
allow the symptoms to return and will lead to more distress. Pain assessment 
may be by pain scale or observations of verbal and nonverbal behavior (cry-
ing, grimacing, and moaning either at rest or when moved).

Adjuvant therapy for symptoms which may accompany pain or 
dyspnea:

For agitation: (recommended starting dose)

• PO/IV/SL/PR Lorazepam 50 mcg/kg/dose or PO/SC/IV Midazolam 100 
mcg/kg/dose: PRN for anxiety/agitation

• SC/IV/PO Haloperidol 12–25 mcg/kg/dose: PRN for hallucinations/
agitation
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 Seizures/Convulsions

Seizures may be uncomfortable and disturbing, so anticonvulsant therapy should be 
continued even when the goal of care is comfort only. Generally, in end-of-life situ-
ations, a full investigative workup is not necessary. If the child has a known seizure 
disorder and can no longer swallow medicines, SC medicines should be used.

For acute treatment of status epilepticus, give Diazepam, Lorazepam, or 
Midazolam. Repeat after 15 or 30 min if needed. If ineffective, consider doubling 
the dose of Midazolam or Diazepam, or give Phenobarbital. This should be fol-
lowed with regular doses of Phenobarbital to prevent further seizures. The starting 
doses for medicines to treat status epilepticus are shown in Table 32.4.

If a child is likely to have prolonged seizures at home, parents should be trained 
in the use of sublingual lorazepam (if available) or rectal diazepam as abortive med-
icines. Rectal administration can be by syringe through a small feeding tube cut at 
5 cm, inserted up to 4–5 cm beyond the anal margin for an older child and 1–2 cm 
for an infant [10].

 Anorexia or Loss of Appetite

Reduced oral intake is a normal part of the dying process and children who are close 
to death typically do not feel hunger or thirst. Parenteral fluids should be avoided as 
these do not improve symptoms or quality or duration of life for patients who cannot 
drink, and instead may cause distress from edema or dyspnea [11, 12]. Swabbing 
the child’s mouth with water and applying petroleum jelly or lip balm to the lips will 
provide comfort by preventing dry mouth.

Table 32.4 Seizure treatment dosing guidelines [6, 9]

Drug Route Pediatric dose
Dosing 
interval Maximum dose

Midazolam Buccal or 
IM

IM: 0.3 mg/kg/dose 5 min 10 mg
Buccal: 0.5 mg/kg/
dose

5 min

Intranasal 0.2 mg/kg/dose 5 min 5 mg per nostril
Diazepam IV 0.3 mg/kg/dose 5 min 5 mg (<5 years) | 

10 mg (>5 years)
PR 0.5 mg/kg/dose 5 min 20 mg

Lorazepam Buccal/SL, 
PR, IV

0.1 mg/kg/dose 5 min 4 mg

Phenobarbital 
(loading dose)

PO, IV/SC Neonate 10–
20 mg/kg

Once, see 
below

Maximum 
cumulative loading 
dose: 40 mg/kg
Given over 20 min

>1 month 20 mg/kg Once, see 
below

Given over 20 min

Phenobarbital 
(maintenance)

PO, IV/SC Neonate 3–5 mg/
kg/day

12–24 h 5 mg/kg/day

Infants 5–6 mg/
kg/day

12–24 h 200 mg/day
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 Respiratory Secretions

Children often have impaired ability to swallow at the end-of-life and difficulty 
clearing secretions and this can result in gurgling or rattling sounds, aspiration, 
coughing, choking, and dyspnea. If there is respiratory congestion (e.g., gurgling or 
rattling sounds), but no evidence of discomfort, the family should be reassured that 
the child is comfortable, while if there is evidence of discomfort (e.g., crying, pan-
icked look) then treatment should be provided.

Positioning the child on his/her side with the upper body elevated will allow 
secretions to passively drain out of the mouth. Medicines such as Atropine 1% (eye 
drop solution—apply 1–2 drops to oral mucosa q1h as needed), Glycopyrrolate 
(PO 40 mcg/kg q6–8h, can titrate up to 100 mcg/kg/dose), Hyoscine butyl bromide 
(PO or IV 0.3–0.5 mg/kg q6–8h), or Hyoscine hydrobromide (PO or SL 10 mcg/
kg/dose q6–8h) can also be used to reduce oral and respiratory secretions [6]. 
Glycopyrrolate and hyoscine butyl bromide may be preferable as they do not cross 
the blood-brain barrier and thus do not cause sedation.

 Communication and Psychosocial Support

Refugee and migrant children frequently experience significant psychological and 
emotional trauma resulting from loss of family members or friends, forced displace-
ment, witnessed violence, and living in unpredictable contexts. Among children with 
serious illnesses, such trauma increases the risk of long-term morbidity and mortal-
ity. Careful planning and communication are needed to ensure the continuum of care. 
It is important to make available multidisciplinary support from social workers, psy-
chologists, chaplains, teachers, art therapists, play therapists, or child life specialists, 
whenever possible. Spiritual support should be available to children and can be facil-
itated by linking with chaplains and religious leaders in the community.

The role of play as a means of expression and emotional support is particularly 
important for children and should be considered integral to the provision of palliative 
care for children, particularly since ill children are made more vulnerable due to their 
illness or disability. It is important to consider how to provide appropriate toys as 
well as sufficient play opportunities even in places where resources are limited [13].

A child’s age and developmental stage should be taken into consideration when 
communicating with them about their health and prognosis. Table  32.5 outlines 
general conceptions of and reactions to death at different ages. In addition, Boxes 
32.2 and 32.3 provide communication strategies.

 Care of the Dying Child (Last Days and Hours)

It can be challenging to identify when death is imminent. Observations which can 
help identify when children are in the final stages of life include:
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• Very tired and weak, majority of time spent sleeping or lying down
• Little or no oral intake and difficulty swallowing
• Decreased urine and stool output
• Altered level of consciousness—confused, agitated, restless, or drowsy
• Changes in pulse, blood pressure, and breathing
• Cool and mottled extremities

Table 32.5 Conceptions and reactions to death by age

Age Common conceptions and reactions to death, and expressions of grief
Infants 
(0–2 years)

•  Nonverbal communication
•  Tone, volume of speech, gestures, and facial expressions are particularly 

important at this stage
•  Physical contact such as hugging and rocking may be effective and soothing
•  No concept of death, but aware of separation, which may be disturbing

2–4 Years •  Verbal, prefer concrete questions
•  Conceive of death as something reversible (e.g., may still expect deceased 

family members to return)
4–8 Years •  Still prefer concrete questions, more ability to respond to open-ended 

questions
•  Later in age range idea of death as permanent develops
•  Some magical thinking about causes of death (may include assigning blame, 

e.g., “if I hadn’t done that, this wouldn’t have happened.”)
8–12 Years •  May be more demanding of answers, more able to start engaging in 

developed conversations
•  Concept of personal mortality emerges
•  More interest in what happens after death, recognizing its permanence

12 Years and 
older

•  Ability to understand abstract ideas (including abstract and philosophical 
ideas around death)

•  Able to express full range of emotions

Box 32.2: Tips for Communicating with Caregivers and Family Members of 
Seriously Ill Children
• Sit down and give the family your undivided attention for 5–10 min, in the 

most quiet and private location possible
• Involve additional health care team members such as the child’s nurse and 

a psychosocial counselor in the meeting if possible
• Be gentle but honest. Honesty does not lead to a loss of hope for caregiv-

ers, but instead demonstrates truthfulness and transparency, which is val-
ued by families and it allows them to plan for their child’s future

• Avoid saying “there is nothing more that can be done,” since there are 
always things that can be done, such as treating pain and other symptoms

• Use the checklist in Box 32.3 to guide the conversation when you expect 
that death is expected soon. This sequence follows evidence about the best 
structure for delivering difficult news and discussing goals of care, based 
on language which has been developed and tested with parents and families
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When asked about how long the child is expected to live, it is best to acknowl-
edge uncertainty while providing a general time range if possible. For example: “It 
can be difficult to predict, but I worry that because her condition is very unstable 
and we are seeing changes every few hours, she may live for hours to a few days.” 
Changes in the child’s condition are the best guide for prognostication. If changes 
are hourly, death is generally expected in hours to several days. If daily, death is 
expected in days to several weeks. If a change happens every week or every few 
weeks, death may be expected in weeks to months.

After a child dies, it is important to respect cultural values related to care of the 
body and burial and funeral rites. Engaging with local spiritual and religious leaders 
to better understand the community’s cultural practices can assist health care pro-
viders who may be unfamiliar with these specific issues.

 Home-Based Palliative Care

Many families will wish to provide end-of-life care for their children at home, 
and this can be facilitated in most settings, including refugee camps or temporary 
dwellings. Always ensure that the caregivers have a 24-h contact number for support 
if needed. Trained family members may be able to provide symptom management 

Box 32.3: Key Steps for a Conversation to Inform a Family That Death is 
Expected (Adapted from Serious Illness Conversation Guide-Pediatric 
Adaptation [12])
• Set up the conversation by introducing yourself and asking permission to 

proceed: “Can I talk to you about what is happening to your child?”
• Assess their understanding of the illness: “What is your understanding of 

where your child is with regard to his/her illness?”
• Ask about how much information they would like: “How much are you 

willing to hear about your child’s present condition and what is likely 
to come?”

• Share prognosis: “I wish it were different, but I am worried that your child 
is very sick and will not be able to recover from this illness. We do not have 
any treatments which can cure this problem and I am worried that he/she is 
not going to live for very long.”

• Assess goals: “What are your goals or desires, given the information I have 
shared with you?”

• Establish plan: “I recommend that we focus on providing care which 
ensures that he/she is comfortable and can be with those he/she loves.”

• Close the conversation: “We will be here to treat and support your child 
and your family.” Share a telephone number so that they can reach a health 
care provider anytime they are needed.
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as outlined above, with appropriate support as needed. Remind them to keep the 
child clean and dry using cloths or pads for urinary incontinence. Do not force the 
child to eat or drink. Remind them to give the medicines to control symptoms at 
prescribed times; do not wait for the symptoms are severe as this will make them 
more difficult to control. Connect caregivers with spiritual or religious leaders for 
support if requested and emphasize the importance of self-care.

 Memory Making

Parents should be encouraged to keep tangible objects (e.g., clothing, blankets, 
toys, photographs) to remember their child, as this helps support them in their grief. 
This is especially important in a pregnancy loss or infant loss, where the child’s life 
was short and few people aside from the parents may have known or met the child. 
Do not encourage the parents to quickly forget the child, “move on” or have another 
child as this can lead to more complicated and prolonged grief [14].

 Supporting Staff Who Provide Palliative Care

Staff who witness death and suffering in children may experience moral distress, 
compassion fatigue, and burnout. Staff support meetings can be used to create a safe 
space for staff to reflect and express their emotions. Commemorating patients 
through annual hospital memorial services, attending funeral services, or having 
follow-up contact with families is important for health care providers. Letters, 
phone calls, or text messages from staff are deeply valued by families who often 
treasure the memories of these small acts of kindness by staff [15].

 Special Situations

 Unsuccessful Resuscitation

During resuscitation, allowing the family to be present may lead to less anxiety, 
depression, and second-guessing about staff competence. A member of the health 
care team should update the family frequently about what is happening and provide 
emotional support.

In resource-limited settings, a clear policy should establish under what circum-
stances resuscitation should be initiated, continued, terminated, and withheld. 
Ideally, this policy should be written with involvement of both clinicians and the 
population being served. This can help to avoid accusations of discrimination or 
unjust use of resources. Resuscitation that continues longer than clinically indi-
cated should be avoided as this may lead to unnecessary distress both for staff and 
for the family [16].
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 Discontinuing Ventilatory Support

It may be ethically appropriate to discontinue mechanical ventilation in certain cir-
cumstances. For example, it may become clear that the underlying cause of ventila-
tor dependence is irreversible and that continued respiratory support will prolong or 
exacerbate suffering. It is essential to involve the family in the decision to discon-
tinue ventilatory support. Involving religious or cultural leaders is also advised, if 
possible.

After discontinuing ventilation, most patients live only minutes or hours; how-
ever, there are some children who live for a few days or longer. Clinicians must 
prepare the family for the possibility that the child may continue to breathe on his 
or her own for some time, especially neonates and young children. Further guidance 
on the process of ventilator withdrawal is available [10].

 Outbreaks, Epidemics, and Pandemics

Large-scale outbreaks of infectious diseases can be particularly devastating for vul-
nerable populations such as children with palliative care needs living in refugee 
camps or other similar settings. These children often have complex medical needs 
requiring significant care in an already resource-limited setting and may suffer sig-
nificantly when resources are further depleted in an outbreak situation. Moreover, 
when demand for advanced medical equipment, such as ventilators, exceeds the 
capacity of the health system, children with preexisting serious health conditions 
may be subject to difficult rationing decisions. It is advisable for health care organi-
zations and facilities to establish fair resource allocation guidelines prior to an out-
break to ensure that decisions follow ethical principles [17, 18]. During public 
health crises, it is particularly important to advocate for the needs of those who are 
the most vulnerable, including children with palliative care needs.
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humanitarian crises situations, focusing on capacity building and training for health care workers 
and innovative models of community- based palliative care programs.
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