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Abstract. Different health-caremanagement guidelines by theWorld Health Organization exist to help health workers
in resource-limited settings treat patients.However, for childrenwith unclassified fever andnodanger signs,management
guidelines are less clear and follow-up recommendationsdiffer. Both a “universal follow-up” for all children, irrespectiveof
health status, and a “conditional follow-up” only for children whose fever persists are recommended in different guide-
lines. It is unclear how feasible and acceptable these two different follow-up guidelines are among community health
workers and caregivers of the sick child. This qualitative studywas conducted in Ethiopia andwas nestedwithin a cluster-
randomized controlled trial (cRCT). It aimed to determine health extension workers’ (HEWs’) and caregivers’ experiences
of the management of febrile children and their perceptions of universal versus conditional follow-up recommendations.
Seventeen HEWs and 20 caregivers were interviewed. The interviews revealed that HEWs’ understanding of how to
handle anunclassified fever diagnosis increasedwith the implementation of the cRCT inboth study arms (universal versus
conditional follow-up). This enabled HEWs to withhold medicines from children with this condition and avoid referral to
health centers. Both follow-up recommendations had perceived advantages, while the universal follow-up provided an
opportunity to see the child’s health progress, the conditional follow-up advice allowed saving time and costs. The
findings suggest that improved awareness of the unclassified fever condition can make HEWs feel more comfortable in
managing these febrile children themselves and omitting unnecessarymedication. Future community-level management
guidelines should provide clearer instructions onmanaging fever where nomalaria, pneumonia, diarrhea, or danger signs
are present.

INTRODUCTION

Globally, a large number of different healthcare manage-
ment guidelines exist that help health workers in managing
patients. Particularly, in resource-limited settings, where di-
agnostic capabilities are restricted, simple management
guidelines can help to treat patients and potentially save lives.
Integrated management of childhood illnesses (IMCI), at the
health facility level, and integrated community case manage-
ment (iCCM), at the community level, are examples of existing
guidelines. Both are simple and integrated approaches for
classifying and managing symptoms of common childhood
infections, such as pneumonia, diarrhea, and malaria, as well
as for referring severely ill children.1–3 Their instructions on
treating these common childhood infections are relatively
straight forward, following a stepwise approach, and treat-
ment options for these infections should exist in rural settings.
However, when it comes to cases where febrile children
cannotbediagnosedwith anyof thesediseases,management
guidelines are less clear and follow-up recommendations
between IMCI and iCCM differ.
Fever inchildren iscommonaround theworld. It is a symptom

ofdiseasessuchasmalariaorpneumonia, the leadingcausesof
childmortality. However, fever is inmost cases self-limiting and
commonly resolves quickly, typically in fewer than 3 days.4–6

The steady global decrease in malaria incidence leads to an
increased proportion of febrile children seen by health workers
who have an unclassifiable diagnosis.7 The commonness of
“simple” fever necessitates clear management guidelines for

febrile illnesses that cannot be diagnosed using iCCM (i.e. un-
classified fever).
Today, according to iCCM guidelines, children with un-

classified fever and without danger signs (e.g., cough for
14daysormore,diarrhea for14daysormore,andblood instool)
should not receive treatment.1 Nevertheless, this recommen-
dation is implemented in different ways in different countries.
By contrast, IMCI guidelines recommend that paracetamol be
given to children with high fever (38.5�C). Both guidelines also
formulate follow-up recommendations differently. According
to iCCM, all caregivers of childrenwith unclassified fever should
beadvised to return to the community healthworker (CHW) for a
follow-up visit for a reassessment of the child (i.e., universal
follow-up).8 On the contrary, IMCI guidelines recommend
caregivers of childrenwith unclassified fever to return for follow-
uponly if the child’s feverpersists (i.e., conditional follow-up).9,10

In both guidelines, caregivers are advised to return immediately
if the health status of the child worsens.
No research has been conducted into exploring health

worker and caregiver perceptions of the follow-up recom-
mendations. Advising that all children with unclassified fever
be brought for follow-up might be unnecessary if many of
them have recovered before the assigned day. Furthermore, it
can create an additional burden for both families and health
workers. On the other hand, it may promote detection of those
at risk of developing severe illness. This study therefore aimed
to explore how children with fever, particularly unclassified
fever, are managed by HEWs and caregivers in rural com-
munities in Ethiopia. In addition, HEWs’ and caregivers’ per-
ceptions of the follow-up recommendations were studied.

MATERIALS AND METHODS

The reporting of themethodshasbeenguidedby the criteria
for reporting qualitative research (COREQ) guidelines.11
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Study context. This qualitative study was conducted as
part of a cluster-randomized, community-based, controlled
non-inferiority trial (cRCT) which compared the safety of a
HEW-advised conditional 3-day follow-up visit only in cases
where symptoms did not resolve, with a universal follow-up
visit at day 3 for all children (Figure 1). In Ethiopia, HEWs follow
Integrated Management of Neonatal and Childhood Illnesses
(IMNCI) guidelines.9 These are similar to IMCI guidelines in
their follow-up recommendation for children with unclassified
fever; recommending conditional follow-up. Consequently, in
one study arm, HEWs used the country’s IMNCI guidelines as
usual, whereas in the other study arm a universal follow-up
was introduced. Whether the child is still febrile and should
return for the follow-up visit is assessed by the caregivers
themselves. Caregivers do not receive any specific instruc-
tions on how to assess the child’s temperature. Rather, they
assess the child’s health status subjectively, through close
contact, for instance, noticing elevated body temperature
through touching/body contact or observing differences in the
child’s (eating) behavior. Literature suggests that mothers are
goodat establishingwhen their childrenare febrile.12,13 In both
arms, caregivers were advised to bring their child back at any
time if the condition of the childworsened.14During the follow-
up assessment (day 3), HEWs examine the child using the
sameprocedure as during the initial visit (day 1). If a child is still
found to have unclassified fever, it could be an indication of a
more severe cause of the fever. Consequently, the childwould
in this case be referred to the health center for further exami-
nation. This is important to keep inmind as not all childrenwith
unclassified fever will recover without medical treatment. The
fever can also be a result of a more severe infection, such as
typhoid fever. However, the follow-up recommendation
should then come into play and identify these severe cases
during the follow-up visit. The study protocol of the trial and
quantitative results of this research project are published
elsewhere.15,14

Setting. Interviews were conducted in three woredas (dis-
tricts) of the Southern Nations, Nationalities, and People’s
Region (SNNPR) of Ethiopia: Damot Gale, Boloso Sore, and
Halaba Special Woreda. Together, the population of these
woredas is projected to be around 750,000, with the vast
majority (∼80%) living in rural areas. A total of 284 HEWswork
in 144 health posts (HP) in these three woredas. There is one
HP in every kebele (smallest administrative unit; subdistrict),

serving an estimated 3,000–5,000 people. Two HEWs usually
work at oneHP together. Health extensionworkers are trained
and employed by the government and receive salaries.16,17

Recruitment and data collection. The 13 HEWs who had
enrolled most children for the cRCT between December 2015
andFebruary 2016werepurposively selected for interviews. In
four cases, the selected HEW officially worked together with
another HEW, and the two were interviewed as a pair. The 13
interviews, therefore, represent a total of 17 HEWs. The mean
age of the HEWs was 26 years (range 20–35 years), with an
average of 6.5 years of work experience as a HEW (median 8;
range 1–12 years) (Table 1).
Furthermore, 20 caregivers of children enrolled in the study

were randomly selected for the interviews in each study arm.
All caregivers whose children had been enrolled in the study
during the previous 2 weeks (March 29–April 11, 2016) were
identified (N = 290). Following this, using Stata, random
numbers between 1 and 290 determined which of the care-
givers were invited for the interview.
By chance, the vast majority of caregiver interviews were

conducted in Damot Gale and only a few in Halaba. All care-
givers interviewed were mothers; they were aged between 19
and 35 years and most had three or fewer children (Table 1).
Half of the interviews (HEW: N = 6; caregiver: N = 10) were
conducted in the study arm using the universal follow-up
recommendation, and the other half were conducted in the
study arm using the conditional follow-up recommendation.
HEWs were contacted via phone, whereas caregivers were
reachedwith the helpof theHEW in the respective community.
Semi-structured interview guides were separately prepared

for HEWs and caregivers. The guides were formulated in En-
glish and then translated into Amharic. They addressed
management and treatment practices of children with un-
classified fever as well as perceptions and experiences of the
follow-up recommendations. Two male, Amharic-speaking
interviewers conducted the HEW interviews and one addi-
tional male interviewer who was also fluent in the local lan-
guage Wolaitegna was recruited for the caregiver interviews.
The interviewers had a Master’s education in health sciences
and experience of conducting studies in rural Ethiopia.
Interviews were conducted between March and April 2016

and took between 22 and 77 minutes. HEW interviews gen-
erally took longer. The interviews took place either at the re-
spective HP or, for some HEWs, at the district health office or

FIGURE 1. Summary of the follow-up recommendations for febrile children with unclassified fever used in the two study arms. HEW = Health
Extension worker; iCCM = Integrated Community Case Management; IMNCI = Integrated Management of Neonatal and Childhood Illnesses. This
figure appears in color at www.ajtmh.org.
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a quiet place outside. Health extension workers were inter-
viewed in Amharic (official language of Ethiopia), whereas
caregiver interviews were conducted in Wolaitegna (in Damot
Gale) and Halabigna (in Halaba), local languages of the study
districts. Translators who were fluent in these local languages
were selected by the Ethiopian research team and were used
for most of the caregiver interviews. The interviews were
digitally recorded, transcribed, and translated into English by
the interviewers. For their participation in the study, HEWs
received phone credit of 50 Birr (∼2.20 USD) and caregivers
122.5 Birr in cash (∼5.5 USD), which they were informed of
after the interview.
Data analysis. Each interview transcript was read multiple

times by themain author (TF). Content analysis was applied to
the interview transcripts.18Codeswere initially assigned freely
and then merged and adjusted during the data analysis pro-
cess using the qualitative data analysis software Nvivo (ver-
sion 11). HEWandcaregiver interviewswere coded separately
to understand the perceptions of both groups. HEW inter-
views were analyzed first and a preliminary analysis was
discussed among all authors. Caregiver interviews were
subsequently compared with and contrasted to the main
themes identified in the HEW interviews. The analysis pro-
cess was data-driven based on all full interview transcripts
which finally lead to one common coding scheme (Table 2).
Two of the authors (TF and HMA) discussed the categories
and themes during an iterative process which took place
between April 2016 and January 2017.
Ethical approval. This study was approved by the SNNPR

Health Bureau Research Ethical Review Committee (P02-6-
19/4511). The trial is registered as NCT02926625.Written and
oral consent was obtained from all study participants. Confi-
dentiality was ensured and interviewees were informed
about the possibility to decline participation or drop out of the
interview. Caregivers were informed that nonparticipation
would not result in decline in or limited access to care for the
child or any family member.

RESULTS

The results are presented under three subthemes: 1) The
meaning of “fever,” 2) changes in fever management, and 3)
trade-offs between follow-up recommendations. These fed
into the overarching theme of this study: The emergence of
unclassified fever as possible diagnosis (Table 2).
The meaning of “fever.” Unclassified fever was often

explained to caregivers byHEWs as “fever withoutmalaria” (in
Amharic: tekusat weba yaltegegnebet) when amother brought
a febrile child to the HP, but no cause of the fever could be
identified. Thechildwasalsodescribed tobe “free of disease,”
to have “no disease symptom,” or simply to have “nothing.”
Before the trial was initiated in the area, children presenting
with fever alone were often referred to health centers. How-
ever, after the start of the cRCT, HEWs acknowledged un-
classified fever as a distinct condition that they were able to
manage themselves.
One caregiver described this as follows:

(. . .) previously when my children were sick and I brought
them to this health post, they [HEWs] sent me to the health
center but now they changed their advice and toldme to go
back home. (Caregiver ID 1; conditional follow-up)

Mixed feelings about the inability of HEWs to diagnose the
febrile child at theHPwere reportedbycaregivers.While some
felt that this diagnosis was “not fulfilling,” others expressed
their satisfactionwith the fact that the childwas not diagnosed
with any disease and, therefore, was apparently healthy.
At the HP level, malaria rapid diagnostic tests (mRDT) are

used by HEWs when children have fever to diagnose or rule
outmalaria. In this study, oneHEWalsodescribed themRDTs’
potential function as a disease visualization tool when han-
dling children with unclassified fever. This helped her to con-
firm the absence of malaria and to increase caregivers’
understanding of the unclassified fever diagnosis.

When I tell them [caregivers] that the fever has no
malaria, (. . .) I confirm the diagnosis of the blood test by
showing them the RDT and tell them: “if the child has
malaria, it will be detected by this device [mRDT].” (HEW
ID 2; universal follow-up arm)

Most of the mothers recalled that the blood of the child was
tested. However, mothers did not specify exactly how the test
result was explained to them.
Changes in fever management.Medicines played a great

role in themanagement of sick children at the HP. “I will not let
them [patients] go home without medication” (HEW ID 4;
conditional follow-up arm) was a sentence uttered by several
HEWs. They explained that before the project they commonly
treated febrile children with antipyretics or antimalarials
(artemether–lumefantrine and chloroquine), irrespective of the
severity of the fever or mRDT result. Factors that contributed
to this were the wish of the HEW to provide care and the belief
that caregivers might not come back if they were refused
medicines. Following up children with unclassified fever at the
HPwas not a common practice before the trial, even though it
is recommended in the national IMNCI guidelines. In only four
of the 13 interviews did HEWs mention having recommended
some sort of follow-up visit before the trial.

TABLE 1
Characteristics of study participants

Health extension workers
N = 17

Caregivers
N = 20

Age (years)*
19–24 3 1
25–29 9 11
30–34 4 5
35–40 1 2

Work experience (in years)
1–4 6 –

5–9 8 –

10–15 3 –

Mean 6.5 –

Number of children
1–3 – 13
4+ – 7

Study district
Boloso Sore 4 –

Damot Gale 4#1 17
Halaba 9#3 3

Study arm
Universal follow-up 8#2 10
Conditional follow-up 9#2 10

Mean length of the interview
(in min)

46 39

*Age information of one caregiver missing.
#n Number of interviews conducted in pairs.
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When asked about their current fever management prac-
tices, HEWs reported that they now recommend a follow-up
visit for children with unclassified fever and withholding
medication (unless the child had high fever, in which case they
gave antipyretics or referred directly). The mothers confirmed
being recommended a follow-up visit.
To compensate for the withholding of medication for

unclassified fever cases and to ensure that caregivers ac-
cept this, HEWs placed a stronger emphasis on counseling
caregivers. This was distinct from the healthcare advice and
recommendations included in their HEW work packages.
They informed caregivers of the child’s health condition,
that the fever was not caused by malaria and the non-
necessity of medical treatment, or potential side effects of
medication.
This communication enabled HEWs to withhold medicines

from children with unclassified fever, while simultaneously
making caregivers feel like their child was being taken care of
rather than being left “empty handed.”
One HEW described the expectations of caregivers and

patients as follows:

Psychologically they [patients/caregivers] expect that
by going to the health post I will have some medical
treatment [for them], but if they have no malaria and we
give themadvice and (. . .) treat thempolitely they consider
themselves as they got some treatment. (HEW ID 6B;
conditional follow-up arm)

A mother also stated that she appreciated the conversa-
tions with the HEW and did not feel too concerned about her
child not being treated with medication.
Many HEWs mentioned that they now felt that the mothers

were more accepting of the diagnosis and the withholding of
medicines. Mothers were further described to argue less and
to increasingly comply with the follow-up recommendation
given.
Trade-offs between follow-up recommendations.HEWs

appreciated both types of follow-up recommendations for
ensuring that most of the mothers returned to the HP. HEWs
and caregivers appreciated the opportunity provided by the
follow-up visits to examine the (possibly still sick) child a
second time and potentially diagnose the ailment on this oc-
casion. A universal follow-up was seen by HEWs as valuable
because it enabled them to see the outcome of the child’s
illness. HEWsdeclared their interest in knowingwhether their
diagnosis and case management were correct and whether
the child’s health status had in fact improved. HEWs who did
not fully trust a negative mRDT result during the initial visit
described having a second opportunity to conduct an mRDT
during the follow-up. A negative mRDT result during the
follow-up confirmed to them the absence of malaria and in-
creased their trust in the test result. The universal follow-up
process was viewed as being part of a continuum of care, in
which mothers benefit from additional health education by
the HEW, even if the child had recovered at the time of the
follow-up visit.

(. . .) the recommendation [universal follow-up] gives us
the opportunity to know the outcome of our decision;
whether the child improved or not, whether they took it

[the child] to other places. So, it is very useful for us. (HEW
ID 2; universal follow-up arm)

There were also some concerns raised about the universal
follow-up recommendation, as some HEWs felt that the time
spent on the follow-up could be used in better ways.

You are seeing the same child two times and the time
you spend on this child could be used to see another child
or to carry out another activity. (HEW ID 11A; universal
follow-up arm)

Such concerns about time and the need to return for a
follow-up were not reflected in caregivers’ responses. Rather,
caregivers in both study arms saw the follow-up visit as being
beneficial to the health of their child.

(. . .) my wish is to see my child healthy and taking [the
child] there [to the HP] again has an advantage. It is for the
sake of my child’s health and I want her to be healthy.
(Caregiver ID 7)

A conditional follow-up advisingmothers to only comeback
after 2 days if the child’s fever persists was perceived as being
valuable in that it reduced the number of visits to health fa-
cilities (health center or HP). This was linked to reducing long
travels to health facilities, as well as saving time and costs for
the caregivers, as this mother explains:

It [the recommendation] was good and I accepted her
[HEW’s] advice happily. If she had advisedme to go to the
[name of] health center or to the other health facility I
would have not been happy because I didn’t have money
for the transportation. So it would worry me; but rather
than referringme to thesehealth facilities, shegaveme the
service and toldme to comeback on the second day if the
fever is continuing. Sowhensheadvisedme tocomeback
[to the HP] it saved me from spending my money and it
also reduced my worries. (Caregiver ID 1, conditional
follow-up arm)

DISCUSSION

The findings of this study indicate that HEWs have begun to
recognize unclassified fever as a health condition in its own
right andhave started to paymore attention to fever in children
generally since the project with its clear management guide-
lines was introduced. Communication about the meaning of
anunclassified feverdiagnosisand thenonnecessityofmedical
treatment became increasingly important over the time of the
study. The clearer communication enabled HEWs to withhold
medicines from children with unclassified fever because care-
givers still believed their child was being taken care of.
The communication between health providers and patients

about the purpose and result of mRDTs has previously been
found to be poor.19,20 In addition, although since 2010 the
recommendation has been that antimalarial medication
should only be given when a case is confirmed positive,21

health workers still experience mistrust in mRDTs and inse-
curities about managing febrile children with negative mRDT
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results, thus often resorting to the use of antimalarials even
when unnecessary.22–25 It has been described that showing
the test result to patients can help increase patients’ trust
and that a lack of communication about the test can lead to a
patient misinterpreting its result.20 Thus, particularly for
negative malaria test results and low fever, where according
to iCCM no medication should be given, clear communica-
tion to caregivers of sick children becomes important. This
could potentially prevent caregivers from believing that
the HEW did not provide proper care and sent them home
“empty handed.” An alternative approach to tackling the
problem of caregivers perceiving their children to be given
inappropriate care could be the provision of antipyretics to
all mRDT-negative febrile children at the community level.
However, medications are scarce in these settings, which
is why this approach could be difficult to implement in
practice.
In this study, one HEW described how she used the mRDT

to provide a visualization of the results and thereby the ab-
sence of malaria to mothers. Furthermore, almost all HEWs
named the condition of unclassified fever “fever without
malaria” and explained to mothers the non-severity of this
condition. Instead of prescribing medication, they advised
them to return for a follow-up. Briefly explaining the condition
of the child to caregivers in this way seemed to have helped
HEWsandmade themmore satisfiedwith andconfident about
managing fever because caregivers were more accepting of
what HEWs said and were less demanding about receiving
drugs. Learning from this study, future training of health
workers should strongly emphasize the importance of com-
municating with patients, especially when using diagnostic
tests. Fever is often believed to be caused by malaria.26,27

Consequently, it is necessary that an explanation of mRDT
test results, particularly when negative, becomes common
practice. To increase health workers’ confidence in managing
children with negativemalaria tests, local illnessmanagement
guidelines should include clear instructions on what to do in
cases where no cause of fever can be identified, for instance,
explaining tocaregivers that the fever is not causedbymalaria,
that there is no need formedical treatment at the first visit, and
that the caregiver should come back for a follow-up visit. The
benefits of naming such a condition in which fever is present
but no signs of malaria, diarrhea, pneumonia, or danger signs
are found should be evaluated and discussed as well as pro-
vidingcaregiverswith advice about how tomanage it. It should
additionally be clarified for these health workers that although
unclassified fever mostly resolves itself, it can also be an in-
dication of a more severe illness or infection that requires
treatment. Therefore, the importance of the follow-up visit
should be emphasized to identify severely ill children during
the follow-up and refer them to the health center for further
diagnosis and treatment.
Both the universal and the conditional follow-up recom-

mendations were perceived to have advantages. Universal
follow-up was described as providing an opportunity for
a reassessment of the child’s progress and to provide
caregivers with additional healthcare information, whereas
conditional follow-up can save time and costs for health
workers and caregivers/patients. These benefits are in line
with the findings of a qualitative study conducted in the
Democratic Republic of Congo in June 2016 (L. C. Mullany,
personal communication, 2017), suggesting that the findings

of this study are not applicable to the Ethiopian context only.
However, statements about preferences for one recom-
mendation over the other cannot be made from this study.
Results from the cRCT, in which this studywas nested in, will
evaluate the safety aspect of these recommendations and
further feed into the discussion on the most appropriate
follow-up recommendation. The findings are published
elsewhere.15

An advantage of this study is that it included HEWs and
mothers, providing an insight into similarities and differences
between the two perspectives. The occurrence of a de-
sirability bias cannot be excluded with certainty, particularly
when asking about the follow-up recommendations within
the trial. However, because of the fact that the HEWs’ re-
ported follow-up practices corresponded with caregivers’
responses,wedobelieve thatHEWs largely providedaccurate
information. Nevertheless, it must be pointed out that al-
most all HEWs reported only advantages of the two follow-
up recommendations and almost none reported flaws.
Furthermore, the interviews were conducted by male inter-
viewers, whereas all interviewees (HEWs and caregivers) were
female. However, we could not find any indication that this
affected the findings of this study. This studyprovides insights
into perceptions andmanagement of children with unclassified
fever, as well as corresponding follow-up recommendations.
Health workers’ perceptions of healthcare recommendations
are important for any guideline’s success. Therefore, these
should be considered when reviewing and revising guidelines
for the management of unclassified fever.

CONCLUSION

Awareness of the presence of fever not associated with
malaria, pneumonia, or diarrhea is important in managing fe-
brile children at community level. Nevertheless, knowledge
about unclassified fever can be low in community settings and
corresponding guidelines ambiguous, making it more difficult
for health workers to appropriately manage these febrile
children. Findingsof this studyshow that the recognitionof the
unclassified fever condition improved and that HEWs became
more comfortable communicating the diagnosis to the care-
givers and withholding unnecessary medications from these
patients. Making amendments to guidelines for unclassified
febrile illnesses, by for instance, including a certain diagnostic
term and clearer management instructions, could help health
workers in rural communities to more confidently manage
these cases. The benefits of such amendments should be
evaluated to advance fever management in low- and middle-
income countries, in particular where malaria prevalence is
reducing. Both the universal and conditional follow-up
recommendations were seen as beneficial by HEWs and
caregivers, although with different perceived advantages.
Research findings of the quantitative part of this cRCT in-
dicated that the conditional follow-up is non-inferior with
the universal follow-up in this setting. This information, in
addition to the perceptions of caregivers and healthworkers
should launch a discussion on the need to revise the follow-
up recommendations for different contexts. In Ethiopia, it
already is common practice to recommend a conditional
follow-up (a follow-up only in case symptoms continue) at
community level for children with unclassified fever. It might
be a more efficient way of using resources to allow CHWs
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in countries with similar settings to use this recommenda-
tion as well.
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