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Diazepam and Glucose (See algorithm page 31)
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Figure 2: Appropriate Hand-Washing with Soap and Water
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Essential Clinical Symptoms and Signs 
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o
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o

General/Nutrition signs 

o

o

o

All these signs should be looked for to make differential diagnoses and appropriate intervention 
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Figure 3: Cardio-respiratory collapse
Figure 3: Cardio-respiratory collapse
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Table 2: Management of the infant / child with signs of life (without trauma)

if not Alert 
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If signs of respiratory distress 
listen for wheeze

If signs of very poor circulation
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USE OF INTRA-OSSEOUS LINES
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Figure 4: Treatment of Convulsions for Age >1 month 

1. Ensure Safety and check ABC

2. Start oxygen
3. Treat convulsion: Give IV Diazepam 

0.3mg/kg slowly over 1 min, OR rectal 
diazepam 0.5mg/kg

4. Check and treat hypoglycaemia with 
a bolus of 2.5mls/kg dextrose 10%

5. Check ABC when convulsion stops

Treatment: 
9. Give IV/IM phenobarbitone 15mg/kg

**DO NOT give more than 2 doses of diazepam
in 24hrs once phenobarbitone used.

10. May give another 10mg/kg loading if seizure
persist 

11. Maintenance therapy should be initiated with

phenobarbitone 2.5mg/kg OD

(refer to protocol  of managing epilepsy).

12. Continue oxygen during active seizure.

13. Check ABC when convulsion stops

⏱ Convulsion stops by  5 min-
        utes?

If children have  up to 2 convulstions lasting <5 
minutes and fully recover in between, they DO 
NOT require emergency drug treatment 

14. Investigate the cause

1. Ensure Safety and check ABC

2. Start oxygen
3. Treat convulsion: Give IV Diazepam 

0.3mg/kg slowly over 1 min, OR rectal 
diazepam 0.5mg/kg

4. Check and treat hypoglycaemia with 
a bolus of 2.5mls/kg dextrose 10%

5. Check ABC when convulsion stops

Treatment: 
9. Give IV/IM phenobarbitone 15mg/kg

**DO NOT give more than 2 doses of diazepam
in 24hrs once phenobarbitone used.

10. May give another 10mg/kg loading if seizure
persist 

11. Maintenance therapy should be initiated with

phenobarbitone 2.5mg/kg OD

(refer to protocol  of managing epilepsy).

12. Continue oxygen during active seizure.

13. Check ABC when convulsion stops

⏱ Convulsion stops by  5 min-
        utes?

If children have  up to 2 convulstions lasting <5 
minutes and fully recover in between, they DO 
NOT require emergency drug treatment 

14. Investigate the cause

1. Ensure Safety and check ABC

2. Start oxygen
3. Treat convulsion: Give IV Diazepam 

0.3mg/kg slowly over 1 min, OR rectal 
diazepam 0.5mg/kg

4. Check and treat hypoglycaemia with 
a bolus of 2.5mls/kg dextrose 10%

5. Check ABC when convulsion stops

Treatment: 
9. Give IV/IM phenobarbitone 15mg/kg

**DO NOT give more than 2 doses of diazepam
in 24hrs once phenobarbitone used.

10. May give another 10mg/kg loading if seizure
persist 

11. Maintenance therapy should be initiated with

phenobarbitone 2.5mg/kg OD

(refer to protocol  of managing epilepsy).

12. Continue oxygen during active seizure.

13. Check ABC when convulsion stops

⏱ Convulsion stops by  5 min-
        utes?

If children have  up to 2 convulstions lasting <5 
minutes and fully recover in between, they DO 
NOT require emergency drug treatment 

14. Investigate the cause

 dose.

Figure 4: Treatment of Convulsions for Age >1 month Figure 4: Treatment of Convulsions for Age >1 month 

20 Rwanda Basic paediatric protocol



 (For management of children with diarrhoea and acute severe malnutrition, refer to page 39 and 40)

5

History of diarrhea / vomiting, age > 2 months 

HYPOVOLAEMIC SHOCK due to 
diarrhoea/ dehydration:   
All four of:  
 Weak/absent pulse
 AVPU < A;
 Cold Hands + Temp gradient;
 Capillary refill > 3 secs
PLUS 
 Sunken eyes and slow skin pinch

SEVERE DEHYDRATION 
Plan C—IV preferred 

 Unable to drink or AVPU < A
PLUS 

 Sunken eyes
 Return of skin pinch ≥2 sec

IV Step 1 - 30mls/kg Ringer’s 
 over 30 min if age ≥ 12m,
 over 60 min if age < 12m.

 Ringers 10-20mls/kg over 30-60 minutes, a
second bolus of 10ml/kg may be given if
required before proceeding to Step 2 of
Plan C (see below).

 Treat for hypoglycaemia.
 Start ORS 5ml/kg/hour once drinking

IV Step 2 - 70mls/kg Ringer’s 
 over 2.5 hrs age ≥ 12m,
 over 5 hrs age <12m.

NGT rehydration – 100mls/kg 
ORS over 6 hours if unable to 
put IV/IO line;  
Refer if persistent vomiting 

Re-assess at least hourly, after 3 - 6 hours,  re-classify as severe, some or 
no dehydration and treat accordingly. 

SOME DEHYDRATION 
Able to drink adequately but 
2 or more of: 

 Sunken eyes
 Return of skin pinch 1-2 sec
 Restlessness / irritability

 Plan B, ORS by mouth at 75mls/kg over 4
hours, plus continue breastfeeding as toler-
ated

 Re-assess at 4 hours, treat according to clas-
sification.

 ORS is given with a spoon, syringe, or a
dropper

 5-10 mls slowly as tolerated

NO DEHYDRATION 
Diarrhoea/vomiting  
without signs of dehydration 

 Plan A: 10mls/kg ORS after each loose stool.
 Continue breast feeding and encourage

feeding if > 6 months.

Yes 

No 

Yes 

OR 

No 

Yes 

No 

Yes 

 (For management of children with diarrhoea and acute severe malnutrition, refer to page 39 and 40)
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. Rapid test should be confirmed. 

Figure 6: Malaria treatment 

Please check the iv or tablet preparation you are using they may vary.

Severe malaria = Fever + 
any of: 
1. AVPU = ‘V, P,U’, or,
2. Unable to drink, or,
3. Respiratory distress with
severe anaemia or acidotic
breathing, or,
4. Hypoglycaemia

Treat with: 
1. Artesunate 2.4 mg/kg ivi given on admission, 

then at 12h and 24h, then once a day for
7days. 

In neonates and children < 20kg of body weight, 
use 3mg/kg. 

2. Treat hypoglycemia.
3. Maintenance fluids / feeds.
        If weak pulse AND capillary refill > 2 sec   

give 20mls/kg Ringer’s until pulse restored 
(use blood for resuscitation) 

Severe anaemia, Hb<5g/dl, 
Give Artesunate 
Transfuse 10-15 ml/kg red packed 
cells over 4 hours urgently then iron in 
maintenance dose. 

Fever, none of the severe signs 
above, 
able to drink / feed, AVPU = 
‘A’ then follow reliable ma-
laria test result (BS or Rapid 

Antimalarial not  
required, look for another 
cause of illness. Repeat 
test if concern remains. 

Yes 

NO 

Yes 

NO 

Test negative 

If Hb < 9g/dl treat with 
oral iron for 14 days 
initially. 

  If respiratory distress devel-
ops and Hb < 5g/dl transfuse 

urgently. 

Test Positive 

Treat with Coartem 
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Figure 6: Malaria treatment 

* Quinine recommended only if contra-indication to artesunate, if artesunate is not available or if there

is evidence of treatment failure.

NB: The new recommendation is Artesunate dosage for neonates and children <20 kg:

3 mg/kg/dose.

Please check the iv or tablet preparation you are using they may vary.
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Artesunate 

DO NOT 

DO NOT 

DO NOT 

YOU MUST within 1 hour 

5

Quinine 

DO NOT 

o

o

o

Artesunate 

As soon as full

course
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Malaria and other parasitic diseases division, 2024

Table 6: Weight based artesunate dosesTable 6: Weight based artesunate and quinine doses
Table 6: Weight based artesunate and quinine doses
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Weight for height (W/H): 

Weight for age (W/A):

expressed as Z scores

(for WHZ values see pp 77 to 80) 

           Table 7: Determination of severity of SAM using MUAC and WHZ 
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Figure 7: Symptomatic severe malnutrition. (Age 6 – 59 months).

Step 4 

Admit to hospital if there is a history of illness and either of: 
 Visible severe wasting (buttocks) or WHZ<-3SD or W/A <-3Z score or MUAC<11.5cm under 5 years of

age.
 Look for dangers signs: Vomiting everything, convulsion, lethargy, unconscious, dehydration.

Shortness of breath, hypo/hyperthermia and blood in stool

Check glucose and treat if <3mmol/l (5mls/kg 10% dextrose). If glucose test 
unavailable treat for hypoglycemia if not alert. Oral / NGT glucose or 
feeds should be given as soon as possible (not >30 min after admission.) 
Other underlying diseases. 
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Fluid management in severe malnutrition with diarrhoea 

HYPOVOLAEMIC SHOCK due to diar-
rhoea/ dehydration:   
All four of:  
 Weak/absent pulse 
 AVPU < A; 
 Cold Hands + Temp gradient;  
 Capillary refill > 3 secs 

 Start 15 ml/kg bolus of RL5% Dextrose 
(D5RL) over 60 minutes. 

 If severe anemia, start urgent blood  
 transfusion (not fluid bolus), 
 Treat for hypoglycaemia.  

 Able to introduce oral or NG fluids 
and feeds?  

First 2 hours: Give ReSoMal 
at 10 ml/kg/hour 

Use or Continue Ringer’s D5% (D5RL) at 4 
mls/kg/hour 

Then: Introduce first feed with F75  
and alternate ReSoMal/F75 each hour  
at 7.5 mls/kg/hour 
(Can increase or decrease hourly fluid as tolerated between 5-10 

At 12 hours, switch to 3-hourly Oral/NGT feeds with F75  

Yes 

No 

No 
YES 

After treating 
shock 

Next 10 hours: Continue 
ReSoMal at 4 mls/kg/hour 

THEN 

THEN 

THEN 

Fluid management in severe malnutrition with diarrhoea  

8
Fluid management in severe malnutrition with diarrhoea  

8
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Feeding children with severe malnutrition 
 

add 35mls boiled 

 ing
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Figure 9: Management of meningitis MENINGITIS 
Figure 11: Management of meningitis age > 60 

Age ≥ 60 days and history of fever 

One of: 
 Coma, inability to drink / feed, 
 AVPU = ‘P or U’. 
 Stiff neck, 
 Bulging fontanelle, 

LP MUST be done 

Immediate LP to view by bedside and labora-
tory examination even if malaria slide positive  
unless: 

- Child requires CPR, 
- Pupils respond poorly to light, 

- Skin infection at LP site. 

Agitation / irritability 
Any convulsions 

Do an LP unless completely normal 
mental state after febrile convulsion. 

Interpretation of LP and treatment directions: 
Bedside examination: Looks cloudy in bottle (Turbid) and not a blood stained tap. 
And laboratory examination with one or more of (if possible): 
Gram positive diplococcic or Gram negative cocco-bacilli. 

Classify DEFINITE meningitis:Cefotaxime (Preference) or 
Ceftriaxone and Ampicillin (meningitis dose)  
Steroids are not indicated 

Classify PROBABLE meningitis: 
Cefotaxime (preference) or Ceftriaxone and Ampicil-
lin (meningitis dose);  
Change treatment based on CSF results 

Classify POSSIBLE meningitis:Cefotaxime 
(preference) or Ceftriaxone and Ampicillin 
(meningitis dose).  Senior review if available.

One of: 
• Coma,
• Stiff neck,
• Bulging fontanelle,

CSF WBC and  Gram stain re-

No meningitis 

I 

N 
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Meningitis unlikely, investigate other causes of fever 

Yes 

No 

Yes 

Yes 

No to all Yes to one

Yes to one

Test not Done

No to all 

All normal 

No 

Figure 9: Management of meningitis 

32 Rwanda Basic paediatric protocol



Lumbar Puncture Procedure

 

 

 

     

 

      

      

       

 

 

 

 

33 Rwanda Basic paediatric protocol



Lumbar Puncture Procedure

 

 

 

     

 

      

      

       

 

 

 

 

33 Rwanda Basic paediatric protocol

Lumbar Puncture Procedure

 

 

 

     

 

      

      

       

 

 

 

 

33 Rwanda Basic paediatric protocol

Lumbar Puncture Procedure

 

 

 

     

 

      

      

       

 

 

 

 

33 Rwanda Basic paediatric protocol

 

0

For HIV exposed / infected children (refer to page 58)

 
 

 develop.

 
 

y-Clavulanic acid

 

   
Closely monitor for deterioration

 

0

For HIV exposed / infected children (refer to page 58)

 
 

 develop.

 
 

y-Clavulanic acid

 

   
Closely monitor for deterioration

 

0

For HIV exposed / infected children (refer to page 58)

 
 

 develop.

 
 

y-Clavulanic acid

 

   
Closely monitor for deterioration

34 Rwanda Basic paediatric protocol



Pneumonia treatment failure definitions
Pneumonia treatment failure definitions
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Pneumonia treatment failure definitions
Pneumonia treatment failure definitions
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1

Wheeze + History of cough or difficulty breathing, 

Very Severe Asthma/Life threatening: Any 
one of these; 

Oxygen saturation <90% 
Central cyanosis 
Silent chest/Decreased breath sounds 
Inability to drink / breast feed 
Drowsy or confused AVPU= “V”, “P” or 

“U” 
Inability to talk/complete sentences 

Reassess after 30-60 min and reclassify 
severity – if now:

Very severe – continue oxygen, 1-4 
hourly salbutamol, early review, antibiotics 
as for very severe pneumonia 

Immediate Management 
ADMIT TO HIGH CARE IF POSSIBLE 

Oxygen 
Nebulize 2.5 mg salbutamol or 4-10 

puffs of inhaler with spacer and 
mask give every 20 minutes up to 3 
doses if needed*  

Prednisolone 1-2mg/kg** Maximum 
40mg 

IVI Hydrocortisone 4mg/kg if unable to 
take orally/vomiting 

Mild: Wheeze PLUS fast breathing {RR 50 
aged 2-11 months RR 40 aged 12-59 

Salbutamol by inhaler, spacer + mask 

Reassess respiratory rate after 20-30 
minutes, if persistently elevated 
consider oral antibiotic 

Counsel caregiver on signs of deteriora-
tion and schedule review within 48 
hours 

NOTE:  
Recurrence of asthma symptoms consider inhaled corticosteroid (ICS) therapy or adjust the doses if already on ICS. 
(Look out for other comorbidities) 

Demonstrate MDI and spacer use to the caregiver before discharge from the health facility. 
Preferably use spacer with face masks for <3 years for 4-5 years use facemask or mouthpiece. 
Advise on regular follow up. 

*If a nebulizer is not available then 1 puff of salbutamol into a spacer followed by 5-6 breaths can be repeated up
to 10 times in 20-30 min (shake inhaler every 2 puffs) 

**Prednisolone administered for 3-5 days. Max dose of 20mg/day for < 2 years and 30mg/day for 2-5 years. 

*** Repeat every 20 minutes for one hour if needed 

Pa
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ric
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an
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lin
es

 

YES 

NO 

Severe asthma: Wheeze + Lower chest 
wall indrawing  

Oxygen if obvious use of accessory 
muscles (measure oxygen satura-
tion) 

Salbutamol by nebulizer or inhaler + 
spacer + mask repeated up to 10 

Possible asthma 

Severe - 4 Hourly salbutamol, antibiotics as 
for severe pneumonia

Mild- 4 Hourly salbutamol, oral antibiotics 
aim for discharge in 24hrs

1
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Figure 12: Indication of TB treatment in children less than 15 years 

*Positive for Acid Fast Bacilli

Ministry of Health, Hand-Book of tuberculosis,6th edition 2017. 

How tn obtain samples for TB testing in children

1.        Voluntary coughing for elder children
2. Respiratory physiology
3. Sputum induction for non-coughing childrcn
4. Gastric lavage/gastric aspiration for non-coughing children
5. Fine needle aspiration (lymphnodes)

6. Surgical biopsy
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Table 11: TB treatment regimens and duration

 
     for 7 days, then 0.5 mg/kg for 7 days).

53

The daily dosage is based on weight bands to facilitate medication management and
administration to patients. 

Treatment should be started as soon as possible after bacteriological confirmation of
the disease. That is why any nurse previously trained in TB is authorized to prescribe 
and administer treatment for bacteriologically confirmed TB patients.

I. TREATMENT OF ADULTS and children  25 kg: 2 (RHZE) / 4 (RH)

Indicated for all new and previously treated cases who are susceptible to rifampicin and for 
clinically diagnosed, pulmonary and extrapulmonary TB.  

Phase Months / No doses Drug 25-39 kg 40-54 kg  55 kg 

Intensive 2 months (56 doses) (R150H75Z400E275) 2 Tab 3 Tab 4 Tab 

Continuation 4 months  (112 doses) (R150H75) 2 Tab 3 Tab 4 Tab 

II. TREATMENT OF CHILDREN: 2 (R75H50Z150) E100 / 4 (RH)

Indicated for all children weighing < 25 kg (new cases and previously treated). 

Infant with weight below 4 kg: calculate the dose according to the table below.

III. TB MENINGITIS AND OSTEOARTICULAR TB (new and retreatment): 
total duration 12 months:

Phase
Months / 
No doses 

Drug 4-7 kg 8-11 kg 12-15 kg 16-24 kg > 25kg

Intensive
2 months 
(56 doses) 

(R75H50Z150) 1 Tab 2  Tab 3  Tab 4  Tab Use the
adult
dosage
and
tablets

E100 1  Tab 2  Tab 3  Tab 4  Tab 

Continuation
4 months

 (112 doses) 
( R75H50) 1  Tab 2  Tab 3  Tab 4  Tab 

DOSAGE
Drug Children <25 kg Adults and children > 25 kg 

Rifampicin (R) 
15 mg/kg (10 to 20 mg/kg),
max 600 mg/day 

10 mg/kg (8 to 12 mg/kg),
max 600 mg/day 

INH (H) 
10 mg/kg (7 to 15 mg/kg),
max 300 mg/day 

5 mg/kg (4 to 6 mg/kg),
max 300 mg/day 

Pyrazinamide (Z) 35 mg/kg (30 to 40 mg/kg) 25 mg/kg (20  to  30 mg/kg) 

Ethambutol (E) 20 mg/kg (15 to 25 mg/kg) 15 mg/kg (15  to  20 mg/kg) 

Adults and children  25 kg: 2 (RHZE) / 10 (RH) 
Children < 25 kg: 2 (RHZ)E / 10 (RH) 

Figure 2. First-line TB treatment dosage and indications

Ministry of Health, Tuberculosis Handbook, 2020 Edition
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Management of TB contact in children 
Figure 13: TB contact tracing in children

Ministry of Health, Hand-Book of tuberculosis,6th edition 2017. 

 Contact of bacteriologically confirmed - TB case

SYSTEMATIC CHEST X-RAY

Child  ≤  5years Child  <  15years AdultChild  >  5years
and adult

INH during
6 months

- GENEXPERT if possible
- Evaluate indications of TB 
treatment according to the 
pediatric poster 

GENEXPERT and Follow TB 
diadnosis algorithm

IEC: seek care if  
cough or other 

signs

Indication of TB:
• Start TB treatment 

No indication of TB treatment:
• Refer to hospital for further 

investigation

Normal CXR and no sign
suggestive of TB

Abnormal CXR and/ or
sign suggestive of TB

• Ask for the following symptoms: Cough, Fever, 
Night sweats, weight loss

• Give Counseling for HIV Test

Management of TB contact in children 
Figure 13: TB contact tracing in children

Ministry of Health, Hand-Book of tuberculosis,6th edition 2017. 

Management of TB contact in children 
Figure 13: TB contact tracing in children

Ministry of Health, Hand-Book of tuberculosis,6th edition 2017. 
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Management of newborns of PTB mothers
Figure 14: Management of newborns to PTB mothers

Mother is on TB treatment and is smear 
negative 

Mother is NOT on TB treatment OR on 
treatment but still smear positive 

1. Examine the newborn for signs of
TB disease 

2. If the baby is well give BCG
3. Do not give BCG if the newborn is

unwell 
4. Investigate for TB if the newborn has

signs of possible TB 

1. Do not give BCG vaccine
2. Examine the newborns for signs of TB

disease 
3. If the newborn is well initiate Isoniazid

preventive therapy.  
Do not give BCG until 2 weeks afte com-

pleting 6 months of IPT and HIV is 
negative 

4. Investigate for TB if the newborn has
symptoms of TB 
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Below is a quick guide to PITC

o

o

o

o

The person asking permission for HIV testing should then write in the medical record that permission 

was given / refused. 

Testing and treatment of infant and children

Below is a quick guide to PITC

o

o

o

o

The person asking permission for HIV testing should then write in the medical record that permission 

was given / refused. 

Testing and treatment of infant and children
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Managing the HIV exposed/Infected infant
  

Table 14: Managing HIV exposed

Ministry of health. National guidelines for prevention and management of HIV, edition 2020. 

Managing the HIV exposed/Infected infant
  

Table 14: Managing HIV exposed

Ministry of health. National guidelines for prevention and management of HIV, edition 2020. 

Managing the HIV exposed/Infected infant
  

Table 14: Managing HIV exposed

Ministry of health. National guidelines for prevention and management of HIV, edition 2020. 

Managing the HIV exposed/Infected infant
  

Table 14: Managing HIV exposed

Ministry of health. National guidelines for prevention and management of HIV, edition 2020. 

43 Rwanda Basic paediatric protocol



Managing the HIV exposed/Infected infant
  

Table 14: Managing HIV exposed

Ministry of health. National guidelines for prevention and management of HIV, edition 2020. 

Managing the HIV exposed/Infected infant
  

Table 14: Managing HIV exposed

Ministry of health. National guidelines for prevention and management of HIV, edition 2020. 

Managing the HIV exposed/Infected infant
  

Table 14: Managing HIV exposed

Ministry of health. National guidelines for prevention and management of HIV, edition 2020. 

Managing the HIV exposed/Infected infant
  

Table 14: Managing HIV exposed

Ministry of health. National guidelines for prevention and management of HIV, edition 2020. 

43 Rwanda Basic paediatric protocol

Managing the HIV exposed/Infected infant
  

Table 14: Managing HIV exposed

Ministry of health. National guidelines for prevention and management of HIV, edition 2020. 

Managing the HIV exposed/Infected infant
  

Table 14: Managing HIV exposed

Ministry of health. National guidelines for prevention and management of HIV, edition 2020. 

Managing the HIV exposed/Infected infant
  

Table 14: Managing HIV exposed

Ministry of health. National guidelines for prevention and management of HIV, edition 2020. 

Managing the HIV exposed/Infected infant
  

Table 14: Managing HIV exposed

Ministry of health. National guidelines for prevention and management of HIV, edition 2020. 

43 Rwanda Basic paediatric protocol

Managing the HIV exposed/Infected infant
  

Table 14: Managing HIV exposed

Ministry of health. National guidelines for prevention and management of HIV, edition 2020. 

Managing the HIV exposed/Infected infant
  

Table 14: Managing HIV exposed

Ministry of health. National guidelines for prevention and management of HIV, edition 2020. 

Managing the HIV exposed/Infected infant
  

Table 14: Managing HIV exposed

Ministry of health. National guidelines for prevention and management of HIV, edition 2020. 

Managing the HIV exposed/Infected infant
  

Table 14: Managing HIV exposed

Ministry of health. National guidelines for prevention and management of HIV, edition 2020. 

43 Rwanda Basic paediatric protocol

Table 15: PMTCT Nevirapine and Zidovudine Prophylaxis

(see below)- for treatment of Pneumocystis

Jerovecci pneumonia  

   

Table 16: Co-trimoxazole dose for treatment of pneumocystis Jerovecci pneumonia 

1ml Birth weight < 2,500 grams)

1.5ml Birth weight > 2,500 grams)

   

 

  

 

 

24 hourly 

8 hourly
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if the child is  6 months of age
if the child is  6 months of age
if the child is  6 months of age
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Figure 15: Newborn resuscitation

If the baby has not taken a breath at all confirm if there is ME-
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late baby 

Observe activity, color and 
breathing 

Wrap in dry, warm towel with 
chest exposed 

Baby vigorous: 
 Proceed with routine care 
Baby floppy:  

Suction/clean oropharynx under 
 direct vision 

 ⚠Do not perform blind suction 

Skin to skin contact with mother to 
keep warm and observe 

Initiate breastfeeding within one hour 
after birth 

Baby now active & 
breathing 

Check airway is clear if any-
thing visible, use suction 
to clear 

Put head in neutral position 

Keep warm 
Count rate of breathing and heart 

rate 
Give oxygen if continued respiratory 

distress 

Is baby breathing? 

Continue with about 30 breaths/ 
min. 

Reassess ABC every 1-2mins 
Stop bagging when breathing and 

heart rate are normal SHOUT FOR HELP! 
Start bag and mask ventilation 

Ensuring the chest rises 
Continue at about 30 breaths/min 

No Yes 

Yes 

No 

ABC 

Yes 

Ok 

Give cycles of 1 EFFECTIVE breath for 
every 3 chest compressions for 1 min. 

Reassess ABC every 1-2 mins 
Stop compressions when HR>60bpm and 

support breathing until adequate 
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Figure 16: Neonatal sepsis 

Yes 

1. Check for hypoglycemia, treat if    
unable to measure glucose 

2. Send investigations 

3. Start antibiotics: 
 Ampicillin and Gentamicin for 

suspected sepsis 
 Cefotaxime/Ceftriaxone (+ Am-

picillin if neonate) for suspected 
meningitis  

4.  Give oxygen if saturating < 90% /          
Respiratory rate > 60bpmGive Vita-
min K if born at home or not    given 
at maternity   

5.  Keep warm  
6.  Maintaining feeding by mouth or NG, 

use IV fluids only if respiratory dis-
tress or  severe abdominal distention. 

Age < 60 days 

Do LP unless severe  

Respiratory distress 

(See section on Meninigitis)  

 Change in Level of activity 

 Bulging fontanelle 

 History of Convulsions  

 Feeding difficulty 

 

 Temperature ≥ 37.50 C or > 36.50C 

 Fast breathing / respiratory rate ≥ 60 bpm 

 Severe chest wall in drawing  

 Grunting 

 Cyanosis / Oxygen Saturation 

Yes 

Also Check 

 Jaundice 

 Capability refill 

 Severe pallor 

 PROM > 18hrs if aged < 7d 

 Localized severe infection,  joints,  

 abdominal distension 

 DECIDE—does the baby need fluids, 
feeds or blood?  

Is there 

 Pus from the eye; 

 Pus from umbilicus and redness of 
abdominal skin; or few large, pus-
filled blisters/septic spots 

Is there 
1. Treat for ophtalmia neonatorum with 

Ceftriaxone 50 mg/ kg IM once 
2. Treat omphalitis and staph and strep 

soft skin infection with IV antibiotics 
that covers staph aureus if large, plus
-filled septic spots 

3. Give mother advice and arrange  
 follow-up for review 

No signs of serious illness 

Figure 16: Neonatal sepsis 

Figure 16: Neonatal sepsis Figure 16: Neonatal sepsis 
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Antibiotic treatment of newborns at risk for infection 
 

Table 17: Duration of treatment for neonatal

Antibiotic treatment of newborns at risk for infection 
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If bilirubin measure unavailable or result not back in one hour, start

o

o

o

and consider immediate exchange transfusion

Shield the eyes with eye patches. 

2. Keep the baby naked

Place the baby close to the light source: 

Do not place anything on the phototherapy devices

Promote frequent breastfeeding as phototherapy increases total fluid requirements.

supplements or intravenous fluids are unnecessary

Periodically change position supine to prone

Monitor temperature 

Periodic (12 to 24 hours) plasma/serum bilirubin test

Make sure that each light source is working 

If bilirubin measure unavailable or result not back in one hour, start

o

o

o

and consider immediate exchange transfusion

Shield the eyes with eye patches. 

2. Keep the baby naked

Place the baby close to the light source: 

Do not place anything on the phototherapy devices

Promote frequent breastfeeding as phototherapy increases total fluid requirements.

supplements or intravenous fluids are unnecessary

Periodically change position supine to prone

Monitor temperature 

Periodic (12 to 24 hours) plasma/serum bilirubin test

Make sure that each light source is working 
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• Use total bilirubin.  Do not subtract direct (conjugated) bilirubin.
• Risk factors = isoimmune hemolytic disease, G6PD deficiency, asphyxia, significant 

lethargy, temperature instability, sepsis, acidosis, or albumin <3g/dL
• For well infants 35 - 37 6/7 wk, can adjust TSB levels for intervention around the 

medium risk line.  It is an option to intervene at lower TSB levels for infants closer 
to 35 wks and at higher TSB levels for those closer to 37 6/7 wks.

• It is an option to provide conventional phototherapy in hospital or at home at TSB 
levels 2 - 3 mg/dL below those shown, but home phototherapy should not be used 
in any infant with risk factors.

c.

Threshold for phototherapy treatment 

Table 18:  Threshold for phototherapy treatment

c.

Threshold for phototherapy treatment 

Table 18:  Threshold for phototherapy treatment
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Exchange transfusion

Table 19: Exchange Transfusion Thresholds       

Exchange transfusion

Table 19: Exchange Transfusion Thresholds       

Exchange transfusion
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Exchange transfusion
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Exchange transfusion

Table 19: Exchange Transfusion Thresholds       
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Treatment of jaundice in gestational age < 37 Weeks 

Table 20: Treatment threshold for phototherapy in < 37 weeks
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Note for all newborns:

Care within One hour after delivery 

Note for all newborns:

Care within One hour after delivery 
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    (For maximum benefit sart as soon as symptoms are identified) 

Figure 17: CPAP use in respiratory distress and preterm infants 

 Newborn with moderate -severe res
 piratory distress 

 Preterm (<32 weeks gestation) or <34
weeks and low birth weight (< 2000     
grams) with ANY respiratory distress. 

 Silverman Anderson Score of ≥ 4˟

Defer CPAP if any of the following 
 Uncontrollable seizures,
 Apnoeic or gasping respiration
 Congenital diaphragmatic hernia
 Severe birth asphyxia with reduced con-

sciousness
 Inability to protect their airway
 Air leak syndrome (pneumothorax with

bronchopleural fistula)

Initiate CPAP 

Monitor every three hours 
 Vital signs - Temperature, Heart rate and Respi-

ratory Rate
 Pulse Oximetry
 Silverman Anderson Scoring
 Need of nasal clearing/suction

Continue CPAP up to 32 wks GA 
or not in distress >30wks   and 
Until Silverman Anderson score of 
<4 for term infants 

 Ensure the CPAP seal and equipment is
working well

 Senior Review for further evaluation 

Transition from CPAP to Oxygen by 
Nasal Prongs 

Worsening 
signs & score 

Improving 
signs & score 

    (For maximum benefit sart as soon as symptoms are identified) 

Figure 17: CPAP use in respiratory distress and preterm infants 

53 Rwanda Basic paediatric protocol



    (For maximum benefit sart as soon as symptoms are identified) 

Figure 17: CPAP use in respiratory distress and preterm infants 

 Newborn with moderate -severe res
 piratory distress 

 Preterm (<32 weeks gestation) or <34
weeks and low birth weight (< 2000     
grams) with ANY respiratory distress. 

 Silverman Anderson Score of ≥ 4˟

Defer CPAP if any of the following 
 Uncontrollable seizures,
 Apnoeic or gasping respiration
 Congenital diaphragmatic hernia
 Severe birth asphyxia with reduced con-

sciousness
 Inability to protect their airway
 Air leak syndrome (pneumothorax with

bronchopleural fistula)

Initiate CPAP 

Monitor every three hours 
 Vital signs - Temperature, Heart rate and Respi-

ratory Rate
 Pulse Oximetry
 Silverman Anderson Scoring
 Need of nasal clearing/suction

Continue CPAP up to 32 wks GA 
or not in distress >30wks   and 
Until Silverman Anderson score of 
<4 for term infants 

 Ensure the CPAP seal and equipment is
working well

 Senior Review for further evaluation 

Transition from CPAP to Oxygen by 
Nasal Prongs 

Worsening 
signs & score 

Improving 
signs & score 

    (For maximum benefit sart as soon as symptoms are identified) 

Figure 17: CPAP use in respiratory distress and preterm infants 

53 Rwanda Basic paediatric protocol

    (For maximum benefit sart as soon as symptoms are identified) 

Figure 17: CPAP use in respiratory distress and preterm infants 

 Newborn with moderate -severe res
 piratory distress 

 Preterm (<32 weeks gestation) or <34
weeks and low birth weight (< 2000     
grams) with ANY respiratory distress. 

 Silverman Anderson Score of ≥ 4˟

Defer CPAP if any of the following 
 Uncontrollable seizures,
 Apnoeic or gasping respiration
 Congenital diaphragmatic hernia
 Severe birth asphyxia with reduced con-

sciousness
 Inability to protect their airway
 Air leak syndrome (pneumothorax with

bronchopleural fistula)

Initiate CPAP 

Monitor every three hours 
 Vital signs - Temperature, Heart rate and Respi-

ratory Rate
 Pulse Oximetry
 Silverman Anderson Scoring
 Need of nasal clearing/suction

Continue CPAP up to 32 wks GA 
or not in distress >30wks   and 
Until Silverman Anderson score of 
<4 for term infants 

 Ensure the CPAP seal and equipment is
working well

 Senior Review for further evaluation 

Transition from CPAP to Oxygen by 
Nasal Prongs 

Worsening 
signs & score 

Improving 
signs & score 

    (For maximum benefit sart as soon as symptoms are identified) 

Figure 17: CPAP use in respiratory distress and preterm infants 

53 Rwanda Basic paediatric protocol

    (For maximum benefit sart as soon as symptoms are identified) 

Figure 17: CPAP use in respiratory distress and preterm infants 

 Newborn with moderate -severe res
 piratory distress 

 Preterm (<32 weeks gestation) or <34
weeks and low birth weight (< 2000     
grams) with ANY respiratory distress. 

 Silverman Anderson Score of ≥ 4˟

Defer CPAP if any of the following 
 Uncontrollable seizures,
 Apnoeic or gasping respiration
 Congenital diaphragmatic hernia
 Severe birth asphyxia with reduced con-

sciousness
 Inability to protect their airway
 Air leak syndrome (pneumothorax with

bronchopleural fistula)

Initiate CPAP 

Monitor every three hours 
 Vital signs - Temperature, Heart rate and Respi-

ratory Rate
 Pulse Oximetry
 Silverman Anderson Scoring
 Need of nasal clearing/suction

Continue CPAP up to 32 wks GA 
or not in distress >30wks   and 
Until Silverman Anderson score of 
<4 for term infants 

 Ensure the CPAP seal and equipment is
working well

 Senior Review for further evaluation 

Transition from CPAP to Oxygen by 
Nasal Prongs 

Worsening 
signs & score 

Improving 
signs & score 

    (For maximum benefit sart as soon as symptoms are identified) 

Figure 17: CPAP use in respiratory distress and preterm infants 

53 Rwanda Basic paediatric protocol

Table 21: Silverman-Anderson score  

For instruction on how to set up CPAP, refer to CPAP training/equipment manuals

Table 21: Silverman-Anderson score  

For instruction on how to set up CPAP, refer to CPAP training/equipment manuals

Table 21: Silverman-Anderson score  

For instruction on how to set up CPAP, refer to CPAP training/equipment manuals

Table 21: Silverman-Anderson score  

For instruction on how to set up CPAP, refer to CPAP training/equipment manuals

54 Rwanda Basic paediatric protocol



 

Table 22: Newborn Feeding / Fluid requirements for infants born < 1.5kg. 

Please ensure sterility of iv fluids when mixing / adding

 

Table 22: Newborn Feeding / Fluid requirements for infants born < 1.5kg. 

Please ensure sterility of iv fluids when mixing / adding

 

Table 22: Newborn Feeding / Fluid requirements for infants born < 1.5kg. 

Please ensure sterility of iv fluids when mixing / adding

 

Table 22: Newborn Feeding / Fluid requirements for infants born < 1.5kg. 

Please ensure sterility of iv fluids when mixing / adding

55 Rwanda Basic paediatric protocol



 

Table 22: Newborn Feeding / Fluid requirements for infants born < 1.5kg. 

Please ensure sterility of iv fluids when mixing / adding

 

Table 22: Newborn Feeding / Fluid requirements for infants born < 1.5kg. 

Please ensure sterility of iv fluids when mixing / adding

 

Table 22: Newborn Feeding / Fluid requirements for infants born < 1.5kg. 

Please ensure sterility of iv fluids when mixing / adding

 

Table 22: Newborn Feeding / Fluid requirements for infants born < 1.5kg. 

Please ensure sterility of iv fluids when mixing / adding

55 Rwanda Basic paediatric protocol

 

Table 22: Newborn Feeding / Fluid requirements for infants born < 1.5kg. 

Please ensure sterility of iv fluids when mixing / adding

 

Table 22: Newborn Feeding / Fluid requirements for infants born < 1.5kg. 

Please ensure sterility of iv fluids when mixing / adding

 

Table 22: Newborn Feeding / Fluid requirements for infants born < 1.5kg. 

Please ensure sterility of iv fluids when mixing / adding

 

Table 22: Newborn Feeding / Fluid requirements for infants born < 1.5kg. 

Please ensure sterility of iv fluids when mixing / adding

55 Rwanda Basic paediatric protocol

 

Table 22: Newborn Feeding / Fluid requirements for infants born < 1.5kg. 

Please ensure sterility of iv fluids when mixing / adding

 

Table 22: Newborn Feeding / Fluid requirements for infants born < 1.5kg. 

Please ensure sterility of iv fluids when mixing / adding

 

Table 22: Newborn Feeding / Fluid requirements for infants born < 1.5kg. 

Please ensure sterility of iv fluids when mixing / adding

 

Table 22: Newborn Feeding / Fluid requirements for infants born < 1.5kg. 

Please ensure sterility of iv fluids when mixing / adding

55 Rwanda Basic paediatric protocol

Newborn � 1.5kg: Feeding / Fluid requirements

Table 23: Newborn Feeding / Fluid requirements for infants born >1.5kg
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Table 24: Newborn Feeding / Fluid requirements in term infant

Please ensure sterility of IV fluids when mixing / adding
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Appendix 1: Intravenous / intramuscular antibiotics aged < 7 days, adapt dose if necessary
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Appendix 2: Essential Drugs and their Doses
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Appendix 2: Essential Drugs and their Doses
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100,000 IU/ml

(if NOT

Similar dosing can be used in neonates
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Once on admission, not to

be repeated within 1 month.

For malnutrition with eye

Disease repeat on day 2 

and  Day 14

After treatment course
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Appendix 3: Weight for Length (Height) Charts for children 

64 Rwanda Basic paediatric protocol



65 Rwanda Basic paediatric protocol



65 Rwanda Basic paediatric protocol65 Rwanda Basic paediatric protocol65 Rwanda Basic paediatric protocol 66 Rwanda Basic paediatric protocol



67 Rwanda Basic paediatric protocol



67 Rwanda Basic paediatric protocol67 Rwanda Basic paediatric protocol67 Rwanda Basic paediatric protocol

A
pp

en
di

x 
4:

E
m

er
ge

nc
y 

es
ti

m
at

io
n 

of
 w

ei
gh

t

68
Rw

an
da

 B
as

ic
 p

ae
di

at
ric

 p
ro

to
co

l



BLS heathcare provider Pediatric cardiac Arrest algorithm for 2 or 

more rescuerers

BLS heathcare provider Pediatric cardiac Arrest algorithm for the 

single rescuer

Treatment and prognosis of febrile seizures

Principles of antimicrobial therapy of Pseudomonas aeruginosa 

infections

Management of the Child with a Serious Infection or Severe Malnutrition - Guidelines for 

Care at the First-Referral Level in Developing Countries (

Paediatric emergency triage, assessment and treatment

Management of convulsive status epilepticus in children

Paediatric emergency triage. assessment and treatment: care of critcally-

ill children

BLS heathcare provider Pediatric cardiac Arrest algorithm for 2 or 

more rescuerers

BLS heathcare provider Pediatric cardiac Arrest algorithm for the 

single rescuer

Treatment and prognosis of febrile seizures

Principles of antimicrobial therapy of Pseudomonas aeruginosa 

infections

Management of the Child with a Serious Infection or Severe Malnutrition - Guidelines for 

Care at the First-Referral Level in Developing Countries (

Paediatric emergency triage, assessment and treatment

Management of convulsive status epilepticus in children

Paediatric emergency triage. assessment and treatment: care of critcally-

ill children

69 Rwanda Basic paediatric protocol



BLS heathcare provider Pediatric cardiac Arrest algorithm for 2 or 

more rescuerers

BLS heathcare provider Pediatric cardiac Arrest algorithm for the 

single rescuer

Treatment and prognosis of febrile seizures

Principles of antimicrobial therapy of Pseudomonas aeruginosa 

infections

Management of the Child with a Serious Infection or Severe Malnutrition - Guidelines for 

Care at the First-Referral Level in Developing Countries (

Paediatric emergency triage, assessment and treatment

Management of convulsive status epilepticus in children

Paediatric emergency triage. assessment and treatment: care of critcally-

ill children

BLS heathcare provider Pediatric cardiac Arrest algorithm for 2 or 

more rescuerers

BLS heathcare provider Pediatric cardiac Arrest algorithm for the 

single rescuer

Treatment and prognosis of febrile seizures

Principles of antimicrobial therapy of Pseudomonas aeruginosa 

infections

Management of the Child with a Serious Infection or Severe Malnutrition - Guidelines for 

Care at the First-Referral Level in Developing Countries (

Paediatric emergency triage, assessment and treatment

Management of convulsive status epilepticus in children

Paediatric emergency triage. assessment and treatment: care of critcally-

ill children

69 Rwanda Basic paediatric protocol

BLS heathcare provider Pediatric cardiac Arrest algorithm for 2 or 

more rescuerers

BLS heathcare provider Pediatric cardiac Arrest algorithm for the 

single rescuer

Treatment and prognosis of febrile seizures

Principles of antimicrobial therapy of Pseudomonas aeruginosa 

infections

Management of the Child with a Serious Infection or Severe Malnutrition - Guidelines for 

Care at the First-Referral Level in Developing Countries (

Paediatric emergency triage, assessment and treatment

Management of convulsive status epilepticus in children

Paediatric emergency triage. assessment and treatment: care of critcally-

ill children

BLS heathcare provider Pediatric cardiac Arrest algorithm for 2 or 

more rescuerers

BLS heathcare provider Pediatric cardiac Arrest algorithm for the 

single rescuer

Treatment and prognosis of febrile seizures

Principles of antimicrobial therapy of Pseudomonas aeruginosa 

infections

Management of the Child with a Serious Infection or Severe Malnutrition - Guidelines for 

Care at the First-Referral Level in Developing Countries (

Paediatric emergency triage, assessment and treatment

Management of convulsive status epilepticus in children

Paediatric emergency triage. assessment and treatment: care of critcally-

ill children

69 Rwanda Basic paediatric protocol

BLS heathcare provider Pediatric cardiac Arrest algorithm for 2 or 

more rescuerers

BLS heathcare provider Pediatric cardiac Arrest algorithm for the 

single rescuer

Treatment and prognosis of febrile seizures

Principles of antimicrobial therapy of Pseudomonas aeruginosa 

infections

Management of the Child with a Serious Infection or Severe Malnutrition - Guidelines for 

Care at the First-Referral Level in Developing Countries (

Paediatric emergency triage, assessment and treatment

Management of convulsive status epilepticus in children

Paediatric emergency triage. assessment and treatment: care of critcally-

ill children

BLS heathcare provider Pediatric cardiac Arrest algorithm for 2 or 

more rescuerers

BLS heathcare provider Pediatric cardiac Arrest algorithm for the 

single rescuer

Treatment and prognosis of febrile seizures

Principles of antimicrobial therapy of Pseudomonas aeruginosa 

infections

Management of the Child with a Serious Infection or Severe Malnutrition - Guidelines for 

Care at the First-Referral Level in Developing Countries (

Paediatric emergency triage, assessment and treatment

Management of convulsive status epilepticus in children

Paediatric emergency triage. assessment and treatment: care of critcally-

ill children

69 Rwanda Basic paediatric protocol

Basic paediatric protocol

Basic Paeditric Protocols for ages up to 5 years
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