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Executive Summary

EXECUTIVE SUMMARY

The Integrated Management of Childhood Ill
ness (IMCI) strategy to reduce childhood
mortality and morbidity has three compo-

nents: improving health worker skills; strengthening
the health system; and improving family and com-
munity practices.

In 2002, DFID, UNICEF, USAID, and WHO con-

ducted an Analytic Review to identify the contribu-
tion of the IMCI strategy to improved child health
outcomes and actions required to achieve greater cov-
erage and impact. The findings and recommendations
are based on a desk review, interviews with national
and international informants, and an assessment of
IMCI implementation experience in Egypt,
Kazakhstan, Indonesia, Mali, Peru and Zambia.

Support development of policies and interventions based on national context and priorities

Countries, with the participation of implementing partners, should develop national policies and
strategies that set child health priorities, define roles of IMCI and other key child health interven-
tions, highlight links between those interventions, and identify appropriate delivery mechanisms.

Health authorities at country and international level, with the support of partners, should analyse
the impact of critical health system constraints on child health outcomes and address these con-
straints in plans for health system strengthening.  These constraints should also be addressed in the
situation analyses undertaken by the Ottawa Child Survival Partnership and brought to the High
Level Forum and other international fora.

Additional strategies including communication, social marketing, and other approaches should be
implemented to complement traditional public health sector approaches, in order to accelerate
achievement of improved child health and nutrition outcomes.

Better define the IMCI strategy, its scope and content and develop missing tools

Each country should better define the position, role, and structure of IMCI, including the commu-
nity component, in its health systems.

WHO, UNICEF and implementing partners should increase IMCI effectiveness by providing addi-
tional elements, such as tools for and training in child health programme management, an IEC
guide and approaches to monitor child health outcomes at household level using existing tools (e.g.
over-sampling of IMCI areas when conducting DHS or MICS surveys) and/or an IMCI-related
household survey instrument.

Adaptations and innovations to IMCI training should be encouraged and evaluated in order to
increase coverage while maintaining quality.

As evidence becomes available for additional interventions in key areas of child health, such as
neonatal health and HIV, countries, with support of WHO, UNICEF and implementing partners,
should evaluate the potential role of IMCI and other approaches in delivering these additional
interventions.

RECOMMENDATIONS FOR COUNTRIES AND INTERNATIONAL PARTNERS
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Context

Causes of child mortality

With the exception of perinatal conditions, the lead-
ing causes of child mortality remain those covered in
the IMCI case management guidelines. HIV/AIDS is
an emerging cause of childhood death in sub-Saharan
Africa. Malnutrition is widespread. Other key deter-
minants of child mortality include maternal educa-
tion, access to antenatal and delivery care, and ac-
cess to safe water and sanitation. National data hide
significant and widening economic, geographic and
ethnic inequities; these inequities are a major obstacle
to reducing child mortality.

Child health policies and financing

The MDGs are perceived as international rather than
national goals. While national policies prioritise as-
pects of child health, notably immunisation, most
countries do not have comprehensive child health
policies. Child health, with the exception of raising
immunisation rates, receives limited attention in Pov-
erty Reduction Strategies.

Allocation of national government financing for child
health within overall health services funding is hard
to ascertain. In general, child health suffers from in-
adequate government funding, and financing is reli-
ant on donor support . Child health is not adequately
addressed in new financing modalities such as sector

wide approaches, budget support and debt relief. The
potential impact on child health of increased resources
available through the Highly Indebted Poor Coun-
tries’ Initiative is unclear.

Accurate information about global financial resources
for child health and trends in global funding is not
available. However, specific funding allocations for
child health have declined as donors shift to sector
wide approaches and increase allocations to HIV/
AIDS. Child health may benefit from additional re-
sources made available through disease-specific glo-
bal initiatives such as the Global Fund and Roll Back
Malaria in countries where these diseases are signifi-
cant problems. In other countries these initiatives may
skew priorities, with an adverse effect on child health.

Health systems

Low utilisation of public health services is a major
obstacle to reducing child mortality. Barriers include
treatment and transport costs, perceptions about poor
quality of services, lack of drugs, and behavioural and
cultural factors. The impact of health system
decentralisation on child health is unclear. Capacity
to plan and implement child health programmes at
district level needs to be strengthened to maximise
the benefits of shifting resources and decision-mak-
ing closer to users.

Use of private providers depends on country context;
existing evidence suggests that in many countries the

Provide support for scale up of child health programmes and IMCI

Considering the strengths of the IMCI strategy and the existing commitment and investment by
countries, the IMCI strategy, with relevant improvements, should be continued and expanded, as
part of a broader investment approach to improve child health outcomes.

Countries and implementing partners should increase urgently the resources (human, financial,
external and internal) devoted to child health programmes and make better use of existing financial
and human resources (HIPC, PRSPs, private for-profit sector, communities) in order to achieve the
under-five MDG targets in countries.

Countries and implementing partners should provide adequate resources and mechanisms to moni-
tor progress on key child health outcomes and use this information for managing child health
programmes and resources.

RECOMMENDATIONS FOR COUNTRIES AND INTERNATIONAL PARTNERS (continued)

Key Findings
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role of such providers is substantial. No data are avail-
able to indicate what proportion of out of pocket ex-
penditure on health is for childhood illness. The po-
tential of the private sector, including NGOs, to de-
liver child health care and commodities is not con-
sidered systematically in national health plans.

Integrated Management of Childhood Illness

Perceptions of IMCI

Technical approach – The child health interventions
included in IMCI are recognised to be technically
sound; the holistic approach to child health and the
conceptual framework for community interventions
are appreciated; and the case management guidelines
are acknowledged as good evidence-based standards
for child care practice. The IMCI strategy does not
cover perinatal care and covers only partially infant
and young child feeding and immunisation; some
countries have successfully adapted the generic case
management guidelines to include these issues.

Conceptual understanding – There is a lack of clear un-
derstanding of some elements of the IMCI strat-
egy, especially community interventions, of how the
three components can best be implemented, and of
what IMCI can be expected to deliver.

Implementation of IMCI

Government ownership – IMCI is included to some ex-
tent in national plans, but this is not matched by
appropriate financial commitment and depends on
external donor support, resulting in the perception
that IMCI is donor driven. Decisions about imple-
mentation are increasingly taken at district level.

Structure and management – National ‘focal points’ of-
ten do not have the rank, authority or management
structure of previous disease-specific programme
managers. IMCI generally lacks several other elements
required for successful programme implementation,
such as a defined budget, logistic guidelines and tools,
mechanisms for outcome monitoring, and a commu-
nication strategy.

Timeframe – There is considerable variation in the time
taken to implement IMCI. In some countries it has
taken less than 2 years, in others more than 6 years,
to move from introduction to expansion beyond a
few districts.

Integration of the three components – So far, none of the
countries were implementing all three IMCI compo-
nents in full or in an integrated manner. Most have
focused on improving health worker skills; in some
contexts IMCI is perceived to be a training
programme. Less attention has been paid to the health
systems strengthening and community components.
Tools for these components were developed after tools
for training.

Coverage – IMCI coverage is low, and this is attrib-
uted to lack of financial and human resources and
poor working conditions with high turnover of health
workers.

Coordination – Coordination during the initial phase
of IMCI implementation has not been sustained.
Despite mechanisms for coordination of implement-
ing partners, there is little evidence of harmonised
planning and monitoring or technical and financial
inputs. Collaboration with EPI programmes is lim-
ited. There is collaboration  with malaria control
programmes on IMCI case management guidelines
and training, and community activities.

Contribution of IMCI

Improving health worker skills – IMCI training is effec-
tive, improving health worker performance and mo-
tivation, quality of care delivered to sick children
attending first level public health facilities, and care-
taker satisfaction. There is evidence that it can im-
prove rational drug use, but less data about impact
on inappropriate referrals. The standard case man-
agement guidelines and training package for improv-
ing health worker skills are highly valued. Less
than10% of health workers in the public sector have
been trained in IMCI in the six countries. However,
medical and nursing schools are beginning to recognise
the value of introducing IMCI and its training meth-
ods, which emphasize evidence-based and hands-on
approaches. This could promote sustainability as well
as reaching future private health providers.

Strengthening health systems – IMCI has succeeded in
ensuring that drugs required for child health are in-
cluded in essential drugs lists. In some contexts, it
has improved availability of essential drugs at first-
level facilities and follow-up visits to recently IMCI-
trained health workers, although coverage with fol-
low-up visits falls significantly as IMCI is expanded
to additional districts. Beyond this, impact on health
systems has so far been limited.
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Improving family and community practices – The impor-
tance of the key practices for child health is well ac-
cepted and there is growing interest in community
approaches. The planning process for community
IMCI has yet to be implemented at country level,
and in the six countries visited there is no experience
of wide-scale implementation. Existing activities are
small scale,  poorly coordinated with health facility
activities, and can be very costly.

Next steps

The Analytic Review steering committee will recon-
vene in 2004 to take stock of the progress made in
implementing the Review recommendations, look at
additional information related to IMCI expected from
other ongoing evaluations, and consider the appro-
priateness of creating an interagency IMCI coordina-
tion group.
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Introduction

Every year more than 10 million children die
before they reach their fifth birthday, many
during the first year of life1. Half of these

deaths are due to acute respiratory infections, diar-
rhoea, measles, malaria, malnutrition, or often to a
combination of these conditions. In response to these
remaining challenges in child survival, the World
Health Organization (WHO) and the United Nations
Children’s Fund (UNICEF) developed the Integrated
Management of Childhood Illness (IMCI).

IMCI was developed as an approach to reducing child
mortality in developing countries. It includes inter-
ventions known to be effective against the most com-
mon causes of child mortality. In 1995, case manage-
ment guidelines for the integrated management of
childhood illnesses at first-level facilities were final-
ized in a collaborative effort between WHO techni-
cal programmes and partners and supported by a
programme of research2. In 1996, a training course
based on the case management guidelines was made
available by WHO and UNICEF. This was specifi-
cally targeted at health workers in first-level facili-
ties.

Beginning with this training effort, a broad strategy
has been progressively developed that includes both
preventive and curative interventions designed to
improve child health and development. Today, the
strategy includes interventions within three compo-
nents:

Improving health worker skills
Improving the health system to deliver IMCI
Improving family and community practices rel-
evant to child health

Planning for the adaptation of the case management
guidelines to local epidemiology and clinical practices
and the training of the first health workers started in
1995. After a short period of exploratory implemen-
tation and close documentation in a small number of
countries,3 IMCI was taken up by a rapidly increas-
ing number of national health authorities and part-
ner organizations. By the end of 2001, more than 33
countries had reported efforts to scale up IMCI be-
yond a few pilot districts4.

Since its introduction, much experience has been
gained with IMCI. The three-component IMCI strat-
egy has been implemented in a variety of ways in
different countries. Several countries have completed
one or more reviews of their IMCI implementation,
and some countries have carried out facility-based
evaluations to assess the quality of care delivered to
sick children attending first-level facilities.  A multi-
country evaluation of IMCI effectiveness, cost, and
impact (MCE) has been initiated in selected sites in
Bangladesh, Brazil, Peru, Tanzania, and Uganda.

This report outlines the process, findings, and con-
clusions of an Analytic Review (AR) of the IMCI strat-
egy, conducted jointly by DFID, UNICEF, USAID,
and WHO/CAH, and suggests recommendations to
move forward.

1 Sources: WHO/EIP based on 2001 data, WHR 2002
2 Integrated Management of Childhood Illness: a WHO/UNICEF initiative, WHO Bulletin, Supplement 1 to volume 75, 1997
3 Lambrechts T, Bryce J, Orinda V: The Integrated Management of Childhood illness: A summary of first experiences; Bulletin

of the World Health Organization, 1999, 77 (7): 582-594
4 Based on information reported to WHO Regional Offices and HQ by January 2002

INTRODUCTION

PART 1
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Many children are dying from lack of ac
cess to proven, inexpensive interventions.
Today, 32% of the children from coun-

tries with 90% of worldwide child deaths are without
the protection of measles immunization; 62%1 to
80%6 do not receive oral rehydration therapy needed
for diarrhoea; 60% do not receive appropriate antibi-
otic treatment for pneumonia; 61% are not exclusively
breastfed during the crucial first months of life; 45%
do not receive vitamin A supplementation; and 46%
do not have a clean delivery by a skilled attendant at
birth.2

The persistent and even growing inequity gap in
health is a cause of disquiet to national governments
and international organizations. There is a growing
demand for evidence that interventions and mecha-
nisms for delivering them have impact on health out-
comes and are able to achieve high coverage.

In 2002, the Global Consultation on Child and Ado-
lescent Health and Development: A Healthy Start in
Life3 was held in Stockholm, and the United Nations’
General Assembly Special Session (UNGASS) on
Children took place in New York. Both were intended

to recreate a momentum for child survival. In addi-
tion, the adoption of the Millennium Development
Goals, and global initiatives such as the Millennium
Development Project, the Poverty Reduction Strate-
gies, the Global Fund for AIDS, tuberculosis and
malaria, and political commitments such as the Abuja
Declaration4 are offering new opportunities to accel-
erate progress towards greater impact on child sur-
vival and development.

In this context, it became urgent to define more clearly
the role of the IMCI strategy in improving child health
and draw lessons from the experience gained to date
in order to refine the strategy to achieve greater im-
pact. It was also necessary to identify any additional
actions required to meet children’s needs for improved
health and development. DFID, UNICEF, USAID,
and WHO joined forces to conduct an Analytic Re-
view of the IMCI strategy as a whole. A broad con-
sultative process was established to ensure that the
full range of experience and evidence related to child
health was taken into account and to build consen-
sus about any revision of the strategy, as a basis for
future partnerships in research, development, and
implementation.

PART 2

Background

1 An average 62% ORT use rate in diarrhoea episodes during 1995-2000 was reported in 2001 State of the World’s Children,
UNICEF and an unpublished synthesis of DHS data up through 2003 shows a 66% average ORT use rate in countries with
DHS data.

2 How many child deaths can we prevent this year? Lancet 2003, vol 362, pages 65-71
3 A healthy start in life, global consultation on child and adolescent health and development, WHO/FCH/CAH/02.15
4 Abuja Declaration and Plan of Actions by the African Heads of States and Governments on Roll Back Malaria, Abuja,

Nigeria, April 2000.
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Partners agreed that the review would be child-
centred and forward-looking, in order to:

Define the contributions of IMCI strategy in
responding to children’s needs for improved
health and development

Provide information to refine the IMCI strat-
egy and implementation approaches for achiev-
ing greater coverage and impact of IMCI on
child health outcomes (“scaling up strategies”)

Provide input to discussions on investment
strategies for child health and development for
countries, partners and WHO.

Understand how WHO, partners and countries
can better support and coordinate the range of
actions needed to meet children’s needs for im-
proved health and development

The Multi Country Evaluation (MCE) is being con-
ducted to determine the effectiveness, cost, impact,
and cost-effectiveness ratio of IMCI, using different
but complementary designs, ranging from close-to-
efficacy to effectiveness.  The final results of the MCE
are expected to be available by 2005.

This analytic review focused on understanding how
the IMCI strategy was implemented in selected coun-
tries, what its contributions to child health were and
what actions are needed to meet the needs for child
survival, health and development in the context and
reality of child health and health care in countries.
The review also took into account the Millennium
Development Goals (MDGs) and international ini-
tiatives such as poverty reduction strategies (PRSP),
or the Highly Indebted Poor Countries’ Initiative
(HIPC).  The AR considered IMCI implementation
from inputs to outcomes and looked at basic assump-
tions underlying IMCI in relation to:

• policy issues, management, and organisation;
• the “definition” of IMCI;
• the three components of the strategy and their

content;
• the place of IMCI in addressing remaining child

health and development challenges;
• the linkages between IMCI and other child

health related programmes;
• the implementation process including the ad-

equacy of available tools; and
• the partnership and financial resources made

available for IMCI in countries and at interna-
tional level.

PART 3

Objectives and scope

OBJECTIVES AND SCOPE
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4.1 Key questions and activities

To meet its objectives, the AR sought answers
to a set of key questions related to the expe
rience of selected countries. The key ques-

tions were aimed at producing a picture of IMCI and
the context in which it was being planned and imple-
mented.  The same questions guided information
gathering throughout the analytic review process as
outlined in the following sections of this document.
A full description of the information framework
agreed upon with partners is available in a separate
document1.  The key questions comprised:

In what context was IMCI currently being
implemented?

• What was the current child health situa-
tion in countries, including the major de-
terminants, and the major remaining chal-
lenges?

• What were the socio-economic and health
system environments in which child health
care, including IMCI, was being imple-
mented?

What were the major national health policies
affecting child health and what was the place
of IMCI in these policies?

How were the major child health activities or-
ganized, managed, and institutionalised?

What were the existing mechanisms and types
of coordination for child health-related
programmes, including IMCI?

What were the financial resources made avail-
able for the major child health activities, includ-
ing IMCI, at national and international levels?

What was IMCI and how was it implemented
in the country?

How did IMCI contribute to improved child
health outcomes?

• What was the contribution of IMCI in im-
proving the quality of care for sick children?

• What was the contribution of IMCI in
strengthening the health system?

• What was the contribution of IMCI in
strengthening family and community inter-
ventions for improved child health and de-
velopment?

What was the perception of IMCI by the rel-
evant people and implementing partners in
countries and at global level in relation to the
major child health issues?

What were the plans for scaling up specific child
health interventions, including IMCI?

A set of desk review activities, key informant inter-
views and workshops during country visits were de-
signed to answer the analytic review questions. The
process was iterative, each activity being informed
by the findings of those that had been completed.

As expected, when multiple sources of information
were consulted, the AR team encountered discrepan-
cies in child health indicators, their definitions and
measurements. The mix of AR activities permitted
these discrepancies to be highlighted and discussed.

4.2 Desk review

The desk review extracted information from formal
sources available internationally (e.g., Demographic

Methods
PART 4

1 Analytic Review of the IMCI Strategy, proposed process and information framework, June 2002, WHO/FCH/CAH/03.8 and
http://www.who.int/child-adolescent-health
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and Health Surveys, Multiple Indicator Cluster Sur-
veys) as well as less formal documents provided by
countries, WHO and partner organizations.

4.3 Country visits

Review teams consisting of at least one senior con-
sultant from at least three of the agencies involved in
the analytic review visited each of the countries for
six to nine days. Local staff from the agencies involved
in the AR supplemented the visiting teams. The com-
position of the visiting teams is available in Annex 1.

The activities in the countries comprised:

The validation of the information collected
through the desk review conducted at global
level prior to the visit (see above) and an addi-
tional desk review of documents available within
the country.

Semi-structured interviews with key informants
by teams of interviewers from at least two dif-
ferent agencies. These interviews provided a less
formal view enriched by individual perceptions
of the country situation. The number and types
of key informants within each country are
shown in Table 1.

A three-day workshop following a standard
agenda (available in Annex 2), including na-
tional and district representatives from various
departments of the Ministry of Health, local
representatives of partners in child health (na-
tional or international agencies, bilateral coop-
eration, NGOs, etc), selected representatives of
the private sector providing health care or com-
modities, and representatives of medical or para-
medical teaching institutions. The number and
types of participants in each workshop are avail-
able in Table 2.

The country visits aimed not only to gather informa-
tion for the review but also to stimulate discussions
on effective action to address child health issues, in-
cluding possible modifications to IMCI, the feasibil-
ity of scaling up implementation of some or all of the
IMCI activities, and mechanisms for improved coor-
dination of child health actions.

All activities followed the agreed information frame-
work. Standard checklists were developed to help
countries gather appropriate information for the work-
shop and guide interviewers (see Annexes 3 and 4).
In each country at the end of the workshop, partici-
pants discussed and agreed on the conclusions. The
AR team prepared summaries of all interviews con-
ducted in the country and a report of the visit in-
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* Included IMCI focal person, representative(s) of immunization programmes and child health related programmes such as
malaria, nutrition, HIV/AIDS, etc…

** As time and financial constraints did not permit travel to districts, district staff who attended the workshop were interviewed
during evenings or immediately after the workshop

Number and types of key informants interviewed in each of the countries included in the ARTable 1

METHODS
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cluding the workshop conclusions. A synthesis of rel-
evant information extracted from the desk reviews
was also included as well as country interviews, and
the AR team perceptions about child health situa-
tion and IMCI in the country. Before leaving the coun-
try the AR visiting team debriefed with senior offi-
cials from the Ministry of Health.

4.4 Country selection

The priority criterion for selection was the country
experience with IMCI:

Country having reviewed its early experience
and having planned for expansion; or
Country reporting high coverage for one or more
components of the strategy; or
Country having initiated IMCI three or more
years prior to the analytic review but with lim-
ited progress.

Other selection criteria agreed upon included:

Specific issues and/or achievements (e.g., inclu-
sion of IMCI in nation-wide social security sys-
tem in Bolivia, community-run health facilities
in Mali, wide coverage of community interven-
tions in Madagascar, or distance learning meth-
ods for first-level health workers in Indonesia);
Proposals from WHO Regional Offices and part-
ners;
Countries’ willingness and availability;
Presence of WHO and/or partners’ staff on the
ground; and

Availibility of funds to conduct the AR.

Based on information available at the beginning of
2002 and the agreed upon selection criteria, a short
list of potential countries was prepared.  The list in-
cluded Bolivia, Brazil, Egypt, Ethiopia, Honduras,
Indonesia, Kazakstan, Madagascar, Mali, Mongolia,
Nepal, Niger, Pakistan, Peru, Philippines, Tanzania,
Uganda, and Zambia.

After further discussions with WHO Regional Offices
and taking into account country availability of na-
tional staff, time and budget constraints, the Ana-
lytic Review Steering Committee decided to include
the following six countries in the review: Zambia,
Indonesia, Egypt, Mali, Kazakhstan, and Peru.

Initially it was thought that it would be possible to
conduct a desk review of available documents for a
few countries in addition to the six countries to be
visited, but this was not possible due to time and
budget constraints.

4.5 Interviews of key informants at
global level

Semi-structured interviews were conducted with key
informants at global level.  Depending on the field of
expertise of the interviewees, selected aspects of the
information framework were discussed more in depth.

Potential key informants were selected on the basis
of suggestions made by the WHO regional or coun-
try offices, national governments and implementing

ureP tpygE aisenodnI natshkazaK aibmaZ ilaM

roines(ffatslevel-lartneC
htlaehdlihc,slaiciffoHoM
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partners and information gaps identified during the
desk review and the country visits.  As with the inter-
views of key informants in countries, the interviews
were conducted by AR team members from two or
more different organizations.  A written summary was
prepared for each interview.

One or more senior staff members from the following
institutions were interviewed: AED-SARA Project, the
American Red Cross, BASICS-2, the CORE Group,
GAVI, the Global Fund, RBM, UNF, UNICEF, URC
Quality Assurance Project, USAID, The World Bank,
and WHO.

4.6 Data analysis and report

There has been ongoing analysis throughout the re-
view with regular feedback to the AR Steering Com-
mittee.  A small technical group, including all agen-
cies, performed the data analysis based on the key
analytic review questions and the information frame-
work.

Preliminary findings were presented to implement-
ing partners, WHO headquarters staff and selected
WHO regional and country staff during an informal
meeting on preliminary findings from the MCE and
the AR held in Geneva, on 4 and 5 February 2003.
A preliminary report was reviewed by implementing
partners, WHO headquarters, regional offices, and

selected country offices, and external reviewers.  Af-
ter the review, additional analysis was conducted to
validate and re-organize the data for presentation of
additional information in the report.

4.7 Staffing and support

An interagency Steering Committee was created to
guide the Analytic Review process, support decisions,
and endorse the findings and recommendations.  The
Steering Committee included senior staff from DFID,
UNICEF, USAID, and WHO.  It met for the first
time in Stockholm on 13 March 2002, immediately
after the Global Consultation on Child and Adoles-
cent Health and Development, then periodically to
review and guide the process.

Technical staff from the different agencies, joined
when necessary by consultants recruited for this pur-
pose, designed the process, developed the informa-
tion framework, participated in the country visits,
analysed the data, and formulated preliminary con-
clusions and recommendations.  WHO/CAH provided
the secretariat and planned for the country visits in
collaboration with WHO regional and country of-
fices.  Details of the AR teams and Steering Commit-
tee are available in Annex 1.

This review has been possible thanks to the financial
support provided by DFID, USAID, and the WHO.

METHODS
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While the primary purpose of the AR was
to provide a better understanding to
WHO and partners of the role of IMCI

in improving child health outcomes and contributing
to the MDGs, countries also welcomed the AR pro-
cess and found its broad approach to child health
useful. Two countries (Indonesia and Zambia)
planned follow-up activities after the departure of the
AR teams and Mali used the conclusions of the ana-
lytic review workshop for its IMCI review and plans
for expansion.

This section brings together findings from the desk
review, the interviews and workshop discussions in
countries, and the opinions of informants at global
level. Findings have been organized according to the
key analytic review questions and countries have been
ordered in the tables in ascending order of their child
mortality. There were noticeable differences in per-
ceptions of child health problems and of IMCI be-
tween professionals in countries and those at the glo-
bal level. To better highlight these differences the
opinions expressed by informants at global level have
been regrouped at the end of this section.

5.1 In what context was IMCI
being implemented?

5.1.1 What was the current child health situation
in the six countries, including major deter-
minants and remaining challenges?

Although there has been good progress in the past 20
years, the decline of mortality in children below five
has slowed and there remains an unacceptable level
of child mortality in many developing countries. This
general situation was reflected in the six AR coun-
tries: four reported improvements in their national
child mortality rates, one reported slight improve-
ment, and one reported worsening figures over the
last five years.

Child mortality in all the AR countries was predomi-
nantly caused by pneumonia, diarrhoea and condi-
tions occurring during the first month of life. In those
countries where mortality from pneumonia and diar-
rhoea had diminished, neonatal mortality was assum-
ing a greater proportional importance. Malaria was
the first cause of death in the two sub-Saharan Afri-
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can countries included in the AR. HIV/AIDS in Zam-
bia and accidents/ injuries in Egypt, Kazakhstan and
Peru were the other emerging causes of death.

Malnutrition was a widespread problem, affecting 10
to 47% of the under-five population in the AR coun-
tries. A high reported prevalence of anaemia was
found among children and their mothers in all six
countries.

In Zambia, at the time of the review, the reported
prevalence of HIV/AIDS in the general population
was 16%.  In the other AR countries HIV/AIDS preva-
lence was an increasingly important underlying con-
dition, but was still seen as a concern more for the
future than the present.

National mortality estimates hide significant inequi-
ties. Socio-economic, geographic and cultural ineq-
uities were important determinants of child health
and development in the AR countries.  For example:

Economic, as in Egypt, Indonesia, and Peru, where
the under five mortality rate in the poorest
quintile was 3.8 to 4.4 times that in the richest
quintile (World Bank/HNP 2000 and DHS).
Further, in Peru, while the national under-five
mortality rate improved, it had worsened in the
two poorest quintiles of the population (ENDES
1996 and 2000).

Ethnic, as in Kazakhstan, where the under-five
mortality rate is estimated to be 1.6 times higher
for ethnic Kazakh children than for ethnic Rus-
sian children (68 compared to 44 per/1000,
DHS 1999).

Geographic, as in Peru where the infant mortal-
ity rate in rural areas was about twice that in
urban areas (53 compared to 27 per/1000,
ENDES 2000).  Similar geographic differences
were reported in Egypt.

Geographic and cultural, as in Indonesia, where
children living in some areas of the Eastern part
of the country were three times more likely to
die under five years of age than those who lived
in most areas of the Western part of the coun-
try.

Educational and cultural, as in Mali, where the
under-five mortality rate in children whose
mothers have had no school education is 1.3
times higher than when mothers have had pri-
mary education and 2.6 times higher than when
mothers have had secondary education.  The
low status of women was recognized as a bar-
rier to their participation in decisions on their
own and children’s health (EDSII 1996 and
EDSIII 2001).

FINDINGS
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In all countries infant mortality was lower for chil-
dren whose mothers had received both antenatal care
and assistance at delivery from trained medical pro-
viders (e.g., Egypt DHS 2000, Mali EDSII 1996, etc.).
Other child health determinants in the six AR coun-
tries included access to safe water and sanitation,
access to referral facilities, low social and economic
status of women, teenage pregnancies, language bar-
riers (e.g., Indonesia, Kazakhstan, Mali, Peru) and
environment hazards (e.g., Kazakhstan).

5.1.2 What were the socio-economic and health
system environments in which child health
care and IMCI activities were being imple-
mented?

Socio-economic environment

Economic crises have major impact on household
incomes, hence on the health of the population. The
Asian economic crisis of 1997 pushed 48% of the
population of Indonesia below the national poverty
line1 and was accompanied by a 32% reduction in
children’s attendance in public facilities and an in-
crease in malnutrition (wasting) and anaemia.
Kazakhstan suffered a drastic decline in GDP in the
mid-1990s following the dissolution of the Soviet
Union affecting child health activities.

Inequities were found to some extent in all six coun-
tries and poverty was widespread.  Studies conducted

in Mali2, for example, suggested that poor households
tend to have more children, resulting in lower stan-
dards of living and increased vulnerability to illness.
The same study showed that the older and less edu-
cated the head of household was, the greater the
household’s risk of poverty.

Governments in the AR countries have responded to
the inequities in health in different ways:

Improving access to health services by building more
first level health facilities, especially in less de-
veloped areas.  Mali built 557 Centres de Santé
Communautaires (Cscoms) over the previous
five years, but the development of human re-
sources for health lagged behind the construc-
tion of facilities, many of which could not find
the staff or the resources to remain operational.
Peru had also increased its number of health
facilities over the previous decade, with a posi-
tive effect on access to health services and on
health outcomes for the most deprived popula-
tions3.

Prioritizing the most needy sectors of the population
when planning for interventions. Egypt put
greater emphasis on the poorer governorates
when introducing IMCI. Kazakhstan had a
policy of giving special attention to rural areas,
where mortality rates were highest.  Indonesia
gave extra attention to special development ar-
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eas but the decentralization of health services
made it difficult to target the disadvantaged
population in other districts. Peru had priori-
tized less developed areas for selected commu-
nity interventions.

Introducing insurance systems, as in Peru where it
was targeted initially towards the most vulner-
able groups, and currently is being expanded to
other sectors of the population. In Indonesia,
an insurance scheme covered 19% of the popu-
lation, mainly in the richest quintiles.

Health system environment

Health system capacities are often a reflection of the
overall development of the countries (UNDP report
on Human Development and World Bank/WDI
2002).

Among the AR countries, Egypt had a well-funded
and centrally managed health system. Kazakhstan
initiated a shift from a highly centralized and hospi-
tal-based health system towards a less centralized and
more primary health care focused system with out-

reach activities. Zambia had reached an advanced level
of decentralization of its health system management
while Peru, Indonesia and Mali were getting progres-
sively decentralized.

In Egypt, Indonesia and Kazakhstan, government
health centres exist throughout the country.  Despite
a noticeable improvement in access to government
health facilities by the construction of new infrastruc-
tures in Mali (557 new CSCOMs built over the pre-
vious five years) and Peru (public health facilities in-
creased from approximately 2000 to approximately
7000 over the past decade), in 2001 only 40% of the
population was estimated to live within 5kms of a
health center in Mali and about 25% of the popula-
tion had no access to health care, mainly in the rural
and remote areas in Peru.

Access to referral facilities is almost universal in
Kazakhstan. There is a high rate of unjustifiable and
prolonged hospital admissions. This can be attributed
to free treatment at the referral level, budgetary in-
centives for admission, legal requirements and the fear
of punitive actions in case of complications.
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Utilization of health care, including that from public
health facilities, was relatively low in all six AR coun-
tries according to DHS data. The public sources of
care were used more often than private sources in
Kazakhstan, Mali, Zambia, and Peru, whereas public
health facilities were used less often in Egypt and
Indonesia. The population in the poorest quintile used
public health facilities more often than in the richest
quintile in all countries with the exception of Mali
(World Bank HNP 2000).

Cost of care was one of the major constraints to health
care utilization and there was some form of user fees
for health services in all countries:

Although Indonesia was recovering from the
1997 economic crisis, country workshop par-
ticipants reported a continued low utilization
of health services in some areas due to rising
costs.

Kazakhstan provided all public health services
free of charge, but country workshop partici-
pants reported that “informal payments” con-
stituted a barrier to access for poor families and
that utilization rates were decreasing.

Peru reported problems of economic access to
essential drugs.

User fees were a major barrier in Mali and in
some areas utilization was so low that it deprived
health centres of the minimum funds they
needed to sustain staff and drug supplies.

The other major barriers for health care utilization
regularly mentioned were high transport costs to and
from clinics, poor information available to households,
behavioural and cultural barriers, absence of drugs in
the facilities, and perception that the quality of ser-
vices was poor.

All the AR countries were facing problems with the
quantity and quality of their human resources for
health and suffering from high turnover of front line
health workers.  HIV/AIDS was taking a high toll on
human resources for health in Zambia where up to
10% of the health work force had been lost through
chronic illness or death over the previous year.

NGOs active in health were present in all six AR coun-
tries, whether in limited (e.g., Egypt) or large num-
bers (e.g., Mali).  The majority of them delivered cura-
tive care through health facilities in a manner similar
to the public health sector (e.g. user fees and national
treatment guidelines).  Many NGOs were also active
at community level.

The importance of the private for profit health sec-
tor in the delivery of preventive and curative cares
for children varied across the six AR countries.  In
Egypt, an estimated 60% of sick children seeking care
had at least one contact with private providers.  In
contrast, private health care in Mali and Zambia was
very limited and restricted to the capital cities. In all
countries, governments seemed to face difficulties in
regulating private-for-profit health care delivery,
whether through quality control, accreditation mecha-
nisms, or setting up norms and standards (Indone-
sia, Mali, and Zambia).

In Kazakhstan the national health policy had given
responsibility for drug supplies largely to the private
sector.  In Mali there had been discussions about
possible public-private partnership (USAID and WB
projects to provide health commodities). In general
however, the potential role of the organized private
sector, including health care delivery and the provi-
sion of health commodities, was not taken into ac-
count in a systematic manner in national health plans.

The analytic review team found external donors sup-
ported projects targeting the private health sector.
These projects were often of limited scale and were
sometimes unclear about the definition of “private”
(non-profit and NGO vs. for-profit, distribution of
commodities vs. delivery of care).

Policy environment and international initiatives

In the six countries visited by the AR team, there
were many national policies and strategies and inter-
national initiatives that could have a potential effect
on child health outcomes.

All the AR countries had national health policies. These
policies gave some priority to the health of women
and children, particularly for immunization, essen-
tial drugs, and family planning. Indonesia was devel-
oping a comprehensive child health policy, using the
new WHO Strategic Directions for Improving the
Health and Development of Children and Adoles-



17

cents1 as a basis.  Zambia, Indonesia and Egypt sug-
gested that such a comprehensive child health policy
could help set priorities and coordinate the inputs of
concerned programmes and partners, and facilitate
the identification of norms and roles for the private
sector.

Decentralization of health service management was a ma-
jor mechanism of the health sector reform projects in
five of the AR countries. Its effect on child health
outcomes2 was unclear. The AR noticed that
decentralisation could:

Create opportunities for bringing decisions and
resources closer to the users and for facilitating
targeted action to the most needy.

Increase budget available at district level al-
though the discretionary funds available to ad-
dress local priorities were often limited, open-
ing the door to parallel disbursements by some
donors (Zambia). In Indonesia, all central trans-
fers to the districts were for salaries and ac-
counted for 85% of health centres’ expenditures.
The remaining 15% of the budget came from
provinces and districts but its small size pre-
cluded local authorities from engaging in inten-
sive child health programmes (World Bank,
2000).  In Mali, although the overall health
budget increased in absolute terms, resources
going to regions and districts declined from
17.4% in 1996 to 16.7% in 1999 while central
MOH budget increased from 41.4 to 47.9% in
the same period (World Bank, 1999).

Sharply reduce the technical capacity and role
of the central level in coordinating inputs, su-
pervision, and procurement and distribution of
commodities, including drugs and supplies.

Weaken the compliance of the operational lev-
els with national policies and guidelines relat-
ing to child health.

Break down the transmission of information
from the districts to the centre, affecting the
use of monitoring data for planning,

Over-emphasize the organisation of the system
rather than the health outcomes, a problem that
had been recognized and was being addressed
in Zambia.

Ignore inequities in health in the formulae used
for resource allocation to the peripheral level.

Be effective only if there is capacity for plan-
ning and using decentralization mechanisms at
district level.  Otherwise, more influential local
politicians may take a disproportionate share
of public resources3, causing inequity in itself
(Indonesia, Mali, Peru and Zambia).

The Highly Indebted Poor Countries’ initiative is intended
to enable debtor governments to substantially increase
resources devoted to reducing poverty through in-
creased spending on health and education. This ini-
tiative may or may not free money depending on the
state of the national economy.  Its impact on child
health depends the national capacity to follow the
procedures for the release of HIPC funds and on how
these resources are spent. Mali, for example, had
planned to use these funds to purchase and distrib-
ute bednets.

Mali, Zambia and Kazakhstan had or were in the
process of developing poverty reduction strategies. The
importance given to child health within those strate-
gies varied across countries and was surprisingly lim-
ited except for raising immunization rates.  An analy-
sis of 18 African countries on the HIPC programme
showed that none of them made any commitment to
reduce the incidence of diarrhoea and ARI4.  There
were no clear links between PRSPs and the Millen-
nium Development Goals.

1 Strategic Directions for Improving the Health of Children and Adolescents. Document endorsed by the World Health Assem-
bly 2003. WHO/FCH/CAH/02.21rev1

2 Ugalde A., Homedes N., Descentralizacion del sector salud en America Latina, Gaceta Sanitaria, 16(1): 18-29, 2002 Jan-
Feb

3 Murgueytio P., Decentralization and Health: How to Protect Priority Services. Presentation at the USAID Latin America and
the Caribbean State of the Art Course, Miami, USA, 2002

4 World Bank, 2001
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The extra resources brought by the Global Fund were
welcomed in countries, but there were concerns about
the management and reporting mechanisms often
being set up in parallel to existing country mecha-
nisms.  Concerns were also expressed about the coun-
tries’ absorption capacity and the heavy administra-
tive requirements for project preparation, which had
taken scarce central-level staff away from their duties
for long periods of time in Mali and Zambia.

The growing influence of disease-specific global ini-
tiatives may inadvertently hurt child health activi-
ties.  This may be of limited concern when the dis-
ease-specific funds address a health priority (e.g.,
RBM and GF money for malaria in Zambia or GAVI
funds in Mali) or worrisome when disproportionately
high funding is allocated to health issues that are not
the highest priorities in the country (e.g., HIV/AIDS
and possibly malaria in Indonesia).

The Millennium Development Goals have been endorsed
by 189 countries in September 2000. Although now
mentioned as a top priority by many, UN agencies
and implementing partners have been relatively slow
in promoting the MDGs in countries, especially in
the health sector.  At the time of the AR, the MDGs
were not seen as a driving force for child health ac-
tivities in the countries yet. They were still perceived
as international rather than national goals and the
proposed indicators were not considered sensitive

enough for child health programming in countries.
The urgent need for actions for reaching the health
related MDGs is expected to influence country plan-
ning soon.

5.1.3 What were the financial resources made
available for child health programmes?

Information on financial flow specifically dedicated
to child health or to specific interventions was rarely
available in the AR countries.  Nevertheless, looking
at overall trends in financial flow for health at global,
national, and household levels provided some insights
on the financing of child health programmes.  A more
detailed report on child health financing is available
in a separate AR document1.

Official development assistance

Official development assistance (ODA) going to the
social sector gained ground over the past two decades.
Its share increased from 24.6% in 1980-81 to 34.4%
in 2000-01, according to the OECD (2003).  Within
the social sector, however, aid for health was quite
small as shown in Table 7.

From 1998-2000, Primary Health Care (PHC) ac-
counted for only around 3-5% of the total annual
health aid flows in Indonesia, Kazakhstan, and Peru,
though higher shares were reported in poorer coun-

1 Child Health Financing and Cost-Effectiveness: Supplement to the Report on the Analytic Review of IMCI, 2003.
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tries such as Mali (18%) and Zambia (13%).  Finan-
cial support for HIV/AIDS far exceeded PHC, even
in low-prevalence countries such as Egypt, Indone-
sia, and Peru.  General health policy and administra-
tion emerged as a major recipient, accumulating as
much as 40-50 percent of health ODA in Egypt, Mali
and Zambia.  This probably reflected the global trend
towards sector wide approaches and less specific sup-
port to child health.

There were no available summary statistics on the
global funding for child health over time.  Neverthe-
less, among six important partners in child health (the
five partners involved in the AR and CIDA), two
showed declining resources for (child) health.  CIDA’s
annual disbursements for health declined by 7.8 per-
cent from 1994 to 2000. For the World Bank, the
annual number of newly approved health projects with
child health components fell from 12 in 93 to only
seven in 99, as more health projects followed the sec-
tor wide model that does not provide specified fund-
ing for child health.  DFID funding for population
and health increased significantly in the late 1990s,

but there was also an increasing institutional interest
to move funds through broader sector wide ap-
proaches, rather than specific interventions.  USAID
continued to be a major global funder of child health,
with a modest increase in commitments since 1997.
However, according to USAID staff, child survival
funding for Africa was falling as additional resources
were being taken by HIV/AIDS and other infectious
diseases.

International private assistance

Large NGOs have emerged as important sources of
funding for child health, or fund conduits of bilateral
donors.  Over the period 1997-2001, there was a tre-
mendous expansion in the resources devoted to in-
ternational health by such organizations as Africare,
the American Red Cross, CARE, Christian Children’s
Fund, Helen Keller Worldwide, or Save the Children
Foundation.  Programs devoted to child health have
benefited from this overall expansion.  For example,
CARE-USA’s international child health expenditures
grew by 70% during the period and Save the Chil-

FINDINGS

ureP tpygE aisenodnI natshkazaK aibmaZ ilaM

M$SU % M$SU % M$SU % M$SU % M$SU % M$SU %

snoitnevretnIhtlaeH

gniducni(CHP
)htlaehdlihc

0.2 9.3 1.8 9 4.4 3 5.0 4 5.5 0.31 3.5 81

dnaSDIA/VIH
evitcudorper

htlaeh

6.4 0.9 6.31 51 6.41 01 4.1 11 3.9 0.22 8.3 21

dnaPF
noitalupop

2.01 0.02 1.91 1.12 5.71 21 7.0 5 1.5 1.21 8.3 21

suoitcefnI
sesaesid

0.2 9.3 4.5 6 3.7 5 9.0 7 4.3 0.8 6.0 2

smetsyShtlaeH

,ecivreslacideM
dnagniniart

hcraeser

2.01 0.02 9.0 1 5.02 41 8.2 22 4.0 9.0 0.0 0

ycilophtlaeH
dna

noitartsinimda

3.81 0.63 9.83 34 5.93 72 0.2 51 9.61 0.04 3.51 25

htlaeH
erutcurtsarfni

6.3 1.7 5.4 5 4.24 92 3.4 43 7.1 0.4 6.0 2

fostnemtimmoC
sronod01pot

9.05 001 5.09 001 2.641 001 6.21 001 3.24 001 4.92 001

Annual Average ODA Commitments to Health Interventions and Health System support by top
10 donors in AR CountriesTable 8

Source of basic data: OECD website, 2003.  Totals are rounded figures.



THE ANALYTIC REVIEW OF THE IMCI STRATEGY20

dren Foundation-US expenditures for primary health
care increased by 344.7%1.

Smaller NGOs, however, showed declining trends for
child health expenditures. The global impact on child
health of the small NGOs might be considered as
negligible relative to their more established counter-
parts, but they often play a critical role in targeting
the most deprived populations in countries.

Although many NGOs receive government grants and
contracts, they also increasingly generate significant
additional resources on their own through direct and
indirect public support (e.g., Oxfam or Médecins Sans
Frontières).

National financing

It is difficult to discriminate government financing
of child health services from overall health services.
However, the AR Team noted the following:

Child health suffered generally from inadequate
government funding. In Mali and Zambia, the
poorest countries visited by the AR, govern-
ments’ budgets were insufficient even to cover
the wages of civil servants, much less to pro-
vide for recurrent-cost requirements of health
programmes. Thus, child health interventions
were often left to be funded by donors. Egypt
and Peru appeared to have slightly increased
their public funds for health, resulting in im-
proved coverage and health status.

Funding mechanisms for the health sector were
becoming more complex with new initiatives
and modalities, such as debt relief and associ-
ated poverty reduction programmes, public ex-
penditure reform programmes, and other forms
of budgetary support introduced by implement-
ing partners. The lack of emphasis of child
health in these macroeconomic and sector-wide
funding initiatives was often attributed to a lack
of knowledge of these new funding mechanisms
and a weak planning capacity of the local heath
authorities.

The existence of a comprehensive child health
policy or strategy could have helped government
allocation of greater resources to child health
and facilitated the coordination of donor invest-
ments.

Household expenditures for health

In the six AR countries, no data were available on
specific household spending for child health. How-
ever, households did use a significant amount of their
resources on out-of-pocket expenditures (OPE) for
health. In 2000, per capita OPE for health was as
high as US$25.30 in Egypt and US$30.90 in Peru
(Table 9). Although the levels were much lower in
poorer countries, per capita out-of-pocket spending
showed an increasing trend over the years in Egypt,
Indonesia, Kazakhstan, and Mali. The ratio of per
capita OPE for health to the country’s average per
capita income per day was also high. In 2000, for
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instance, an Indonesian would have had to incur 8.5
days’ worth of income to pay for health expenses,
while a Malian would have had to incur 7.3 days’
worth of income.

The large and increasing OPE for health could be
explained by the user fees and/or “informal pay-
ments”, and by the use of several types of health care
providers for the same episode of disease, including
private for-profit facilities.

5.2 How were the major child
health activities and IMCI orga-
nized, managed, and institu-
tionalized?

The AR looked at relationships and possible syner-
gies between the IMCI strategy and other child health
interventions that existed before the introduction of
IMCI in the six countries visited. These existing in-
terventions included programmes for the Control of
Diarrhoeal Disease (CDD), Acute Respiratory Infec-
tions (ARI) and Malaria, the Expanded Programme
on Immunization (EPI) and nutrition interventions.

CDD and ARI control programmes

All AR countries had well-established CDD, and to a
less extent ARI, programmes prior to the introduc-
tion of the IMCI strategy.  Data from country infor-
mants and workshops suggested that IMCI was seen
as having replaced ARI and CDD programmes ex-
cept in Peru and Indonesia. Central level CDD and
ARI programme managers were given the responsi-
bility for IMCI activities in Egypt, Kazakhstan and
Peru.

In Peru, IMCI was initially introduced along with
CDD, ARI and 19 other vertical programmes. Later,
all vertical programmes were abolished, with the ex-
ception of EPI and TB, and an integrated model for
health care was being developed. At the time of the
AR, Indonesia had existing programme structures for
CDD and ARI but without reasonable budget to al-
low field activities.

Some districts in Indonesia, Egypt, Kazakhstan and
Mali, particularly where IMCI had not yet been imple-
mented, were continuing to organize periodic CDD
and/or ARI training but on small scale, and with no
national level input or quality control.  Several coun-

try informants perceived that some previous activi-
ties of CDD and ARI programmes, particularly the
community activities,  had been largely discontinued
in all six countries whether in the IMCI districts or
in the non-IMCI districts.

Malaria control program

Malaria programmes and IMCI implementing teams
collaborated closely in Mali and Zambia. Malaria
programme managers were keen on using the IMCI
case management guidelines and training whenever
possible and saw community IMCI activities as an-
other promising field for collaboration if those activi-
ties could expand rapidly.

EPI

Efforts to strengthen collaboration with immuniza-
tion programmes had been limited except in
Kazakhstan where IMCI training included guidelines
to provide safe immunization and the national guide-
lines on contraindications for immunization.

Coordination of IMCI activities at the central level

There were “IMCI focal points” in all AR countries.
Only Egypt had a strong central-level team to coordi-
nate IMCI activities.  Mali and Zambia had a one-
person unit responsible for child health and IMCI.

With the exception of Egypt, the perceptions of sev-
eral country informants and from the AR team were
that previous CDD and/or ARI programme manag-
ers or existing malaria programme managers were in
a stronger position within their MoHs than the cur-
rent IMCI focal points. A weak leadership at national
level was cited as a reason for relatively slow progress
in IMCI implementation in Zambia.

All AR countries had made an effort to involve other
health programmes, and in some cases academic in-
stitutions, during the adaptation of the case manage-
ment guidelines and training materials.  This collabo-
ration was described as valuable and stimulated in-
terest in evidence–based clinical recommendations for
child health (Egypt, Indonesia, Peru, Zambia).

It proved difficult to maintain this level of collabora-
tion while implementing IMCI, and most of the work-
ing and steering groups established at the introduc-
tion of the strategy had withered at the time of the

FINDINGS
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AR. Informants in Indonesia, Zambia and Mali per-
ceived that the IMCI working groups had become
non-functional, and that this was affecting implemen-
tation.

Although there were mechanisms in the AR coun-
tries for coordination of the implementing partners,
the AR saw little harmonisation of planning and
monitoring mechanisms, or of technical and finan-
cial inputs.

Policy and ownership of IMCI by the governments

Peru was developing a model of integrated care in
which individual districts would choose their priori-
ties. The model did not promote the IMCI strategy
nor advised against it. At the time of the AR, many
districts had included IMCI, or parts of IMCI in the
context of community activities, in their plans.

IMCI has been endorsed as a key national strategy in
Egypt through its inclusion in the Basic Benefit Pack-
age, along with immunization services, monitoring
for growth and development, and neonatal care.

The central government in Indonesia supported IMCI
but had limited capacity to promote its adoption by
individual districts in the new decentralized environ-
ment.

In Kazakhstan, the Ministry of Health had included
IMCI in governmental programmes on Mother and
Child Health and in the National Plan on Improve-
ment of Women Status signed by the prime minister.

The 2001-5 Zambian national strategic health plan
included IMCI as a strategy for improving the qual-
ity of care for children. However, in the highly decen-
tralized process, districts had to decide on specific
activities and this decision was often made on the
basis of additional funds made available by external
donors.

The Ministry of Health in Mali saw IMCI as an “ap-
proach” and a set of tools that could contribute to
the implementation of the Programme de Develop-
ment Sanitaire et Social or PRODESS (five-year de-
velopment plan, including health).

The perceptions of several informants from all coun-
tries, particularly among funding partners, was that
the commitment to and ownership of IMCI were rela-
tively weak at central, decision-making, level.

How was IMCI funded and what were the perspec-
tives for the coming years?

IMCI had not been an exception as for previous dis-
ease-specific programmes, most of the funding for
implementation (especially training) had been from
external donors in all AR countries.  Several country
informants perceived that the dependence on exter-
nal donors made the activities vulnerable to changes
in donor policies. For example, the sudden termina-
tion of BASICS1 work in Zambia was perceived by
some informants as a major set back for IMCI imple-
mentation in the country.

In Egypt, the implementation of IMCI activities was
mostly donor funded although the government was
covering 8% of the costs at the time of the review.
The intention was for IMCI to be absorbed into Gov-
ernment funding eventually, but no date had been
fixed.

At the time of the AR visit to Indonesia, of the 144
districts implementing IMCI, only 44 districts were
using central/local government funds (including ADB
loan), 60 districts were using government and donor
funds and 40 districts were using donor funds only.

In Peru, the MoH had a structure and budget specifi-
cally for IMCI during the first years of implementa-
tion. The recent intensification of the decentraliza-
tion process and the development of an integrated
model for care led to the disappearance of specific
programmes and budgets. It was now up to the dis-
tricts to set priorities and decide to invest in IMCI
strategy as a whole or in selected parts of it (e.g., the
community component).

In Kazakhstan, health interventions were imple-
mented as integrated functions of the health system
and budget lines did not allow for specific interven-
tions like IMCI to be included as a separate entity.  It
was therefore difficult to estimate current levels of
funding and perspectives for IMCI. UNICEF de-
manded the cost-effectiveness of the IMCI strategy
to be demonstrated in the country before commit-
ting additional investments in IMCI.

In Mali, the implementation of the IMCI strategy, as
well as many other health activities, depended and
will keep depending in the near future on external
donor support.
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In Mali, Zambia, Peru and Kazakhstan, one reason
given by funding partners in the countries for not
supporting IMCI on a large scale was that Govern-
ments did not appear to be giving it enough priority
and appropriate investments.  However, it should be
acknowledged that the ambiguous position of some
partners relative to IMCI might also have influenced
MoH decisions.

5.3 What was IMCI and how was it
implemented in the AR coun-
tries?

By the end of 1995, when IMCI was introduced in
the first early use countries, it consisted in case man-
agement guidelines for the integrated management
of childhood illnesses at first-level health facilities and
a training course based on these guidelines. Building
on this training effort and first country experiences,
a three-component strategy was progressively devel-

oped and officially launched at the First Global Re-
view and Coordination Meeting on IMCI, in Santo
Domingo, Dominican Republic, in September 19971.

Today, IMCI includes interventions that would im-
prove health worker skills, strengthen the health sys-
tem and improve family and community practices.
The following sections describe what IMCI activities
were actually implemented in the six countries in-
cluded in the AR, when they were implemented, and
what coverage was reported.

5.3.1 Chronology

The first IMCI related activity in a country was usu-
ally an orientation meeting followed by the estab-
lishment of a national working group for the adapta-
tion of the case management guidelines. This first
implementation phase is usually referred to as the
“introductory phase”.

FINDINGS

1 First Global Review and Coordination Meeting on Integrated Management of Childhood Illness, Santo Domingo, Dominican
Republic, 9-12 September 1997.  WHO/CHD/97.11
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During the second implementation phase, the “early
implementation phase”, countries adapted the case
management guidelines, built training capacity, and
gained experience with training of first-level health
workers. The time needed for adaptation and con-
sensus building ranged from a few weeks in Zambia
and Peru to about two years in Mali. In all countries
discussions started during the adaptation process to
update the national essential drug list.

Although the first IMCI activities in the AR coun-
tries took place four to six years prior to the AR vis-
its, actual implementation at first-level facilities did
not start at that time. For instance, training of first-
level health workers started only in 1999 in Egypt
and Kazakhstan and in 2000-1 in Mali.

With the exception of Peru, the expansion of the train-
ing activities occurred after an IMCI review meeting,
usually within about one year of early implementa-
tion in all countries (Mali conducted a review meet-
ing shortly after the AR visit).

Based on the first country experiences with adapta-
tion and training, IMCI evolved into a three compo-
nent strategy, although guidelines and tools for the
new components were not available yet. This could

explain the limited number of activities to strengthen
health systems and the substantial time lag between
initiation of training for first-level health workers and
the implementation of community IMCI. Commu-
nity activities were yet to start in Egypt and had only
recently started in Indonesia. In Kazakhstan they were
limited to health education campaigns.  Peru, Zam-
bia and Mali had a range of community activities re-
lated to child health pre-existing to IMCI implemen-
tation.

5.3.2 IMCI adaptation process and perception of
adequacy of case management guidelines
for the country

The generic IMCI case management guidelines were
developed for health workers in first-level facilities.
They focus on the major conditions responsible for
child mortality and morbidity in developing coun-
tries, and require adaptation to the local epidemiol-
ogy and treatment standards prior to their implemen-
tation.

In all AR countries, there was a consensus about the
technical soundness of the nationally adapted case
management guidelines and appreciation of their
holistic approach to the sick child.
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Countries have introduced new conditions such as
sore throat, wheezing, dengue haemorrhagic fever or
HIV when adapting the case management guidelines
to their settings. The management of illness in the
first week of life has been included in Egypt and the
management of neonatal conditions was ready for
implementation at the time of the AR visit in Peru.

The duration of the standard training course for first-
level health workers was reduced to seven intensive
days in Peru and six days in Indonesia.  Egypt devel-
oped a four-day competency-based training for nurses
who are not entitled to perform all IMCI tasks.  In-
donesia experimented distance learning training.

The perceptions of country informants in Peru, In-
donesia, Kazakhstan and Zambia were that it was
important to include conditions in the perinatal pe-
riod, as it was a major cause of mortality in the coun-
tries.

While the issue was not raised in other countries,
informants in Indonesia and Zambia perceived that
the IMCI case management process was too long for
busy clinics. In Mali, although training coverage was
limited at the time of the AR, it was perceived to
result in a very large proportion of sick children need-
ing referral, although referral was not feasible in most
cases.

5.3.3 Description and coverage of IMCI interven-
tions implemented to improve health worker
skills, strengthen the health system, and im-
prove community and family practices

The major IMCI activity implemented in all coun-
tries was the training of health workers. In the six
countries visited, training coverage of health workers
working in first-level health facilities remained lim-
ited, and districts (or equivalent administrative divi-
sions) reported as having initiated IMCI, were far from
reaching full coverage within their administrative
boundaries, except in Egypt. The highest coverage
was reported for Peru, where an estimated 10-20%
of all health workers in the country had been trained
at the time of the AR visit. Districts in almost half of
the country were involved in training activities in
Indonesia and Zambia and a quarter of them in Egypt
and Kazakhstan. The lowest coverage was for Mali,
where the training had only been initiated at the end
of 2000.

In all AR countries except Egypt, activities to
strengthen the health system were limited to includ-
ing IMCI recommended treatments in the essential
drug list for use in first-level health facilities and to
conducting follow-up visits to recently trained health
workers. The reported coverage of follow-up visits to
recently trained health workers was generally very
high at the beginning of the training activities in all
countries except Indonesia, but then dropped slightly
during the expansion phase in Egypt and dropped
seriously in Kazakhstan, Mali, Peru, and Zambia.

In Egypt, a series of additional interventions were
undertaken to improve drug management, strengthen
the referral system and organize work at health fa-
cilities, integrate supervision, establish a case record-
ing system and build district capacity to manage and
supervise IMCI implementation.

Activities related to community IMCI started much
later than the training of health workers in health
facilities and the coverage was very low or non exis-
tent in the six AR countries.  In addition, IMCI com-
munity activities seemed poorly coordinated with
activities in health facilities.  Activities included train-
ing of community health workers in Peru and Zam-
bia and training of community midwives in Indone-
sia in key health education messages and selected case
management practices.  In most countries, many
“IMCI-like” community interventions were being
implemented by partners and NGOs.

Pre-service IMCI training

IMCI has been introduced in the training curriculum
of some medical and nursing schools in all countries
included in the AR except Mali.  The enthusiasm of
academic institutions for the IMCI training method-
ologies was striking.

Country informants in Kazakhstan, Peru and Egypt
saw pre-service training in IMCI as a valuable intro-
duction to evidence-based case management and as a
way of improving health workers’ attitudes and skills
in working with caretakers and families.  They per-
ceived that IMCI was valued by students because it
gives them confidence in managing children, and in
particular, in talking to mothers.

In Indonesia, a full pre-service training course was
not perceived to be useful or practical for doctors.
Now IMCI training for medical students has been

FINDINGS
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reduced to a few hours’ introduction including a video
session and clinical demonstration. Full pre-service
training was continuing in nursing and midwifery
schools.

Several informants suggested expanding IMCI pre-
service training to a larger number of schools as it
was thought to be a promising way for sustainability
in the long term and for targeting future private pro-
viders.
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Description of interventions & coverage of the 3 components of IMCI strategyTable 12

* Activities targeted at improving drug management, strengthening the referral system and organization of work at health
facilities, integrating supervision, establishing a case recording system and to build district capacity to manage and super-
vise implementation of the IMCI strategy

** Activities include promotion of practices for child health and development, improving caretaker behaviour with regard to
appropriate and timely care seeking from appropriate providers, improving caretakers’ compliance to treatment and advice
for home care, and promotion of a supportive and enabling child-care environment
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IMCI pre-service training had not yet been imple-
mented on a wide scale in the countries and only a
few students had left the training institutions and
started working at the time of the review. Conse-
quently, it was too early to assess the possible effect
of pre-service training in IMCI on the quality of care
delivered to sick children in public or private facili-
ties.

Referral care

The WHO manual for care of children at the first
referral1 level had been adapted and was being made
available to hospitals in Indonesia and Peru. In
Kazakhstan, the manual was being adapted within
the overall project on the revision of national referral
protocols.

5.4 What was the contribution of
IMCI to child health outcomes?

The AR saw that IMCI in its current form was appre-
ciated and recognized for its holistic approach to the
sick child and for its conceptual framework, particu-
larly for community interventions.  Implementing
partners, ministries of health and teaching institu-
tions saw IMCI as providing a new way of thinking
and as a stimulus for change (e.g., Egypt, Mali, Peru).
But the understanding of what the three components
of the IMCI strategy included and how they could
relate to each other varied widely.

Countries and partner institutions valued the stan-
dard case management protocols, the training pack-
age, and the implementation tools developed for
IMCI.  However, the limited number of tools for the
community (except in Peru) and health system
strengthening components available to date was seen
as a major lacuna.

5.4.1 What was the contribution of IMCI in im-
proving the quality of care for sick children?

The generic in-service training for first-level health
workers in IMCI case management follows an 11-
day agenda.  Many countries had adapted this pack-
age and had developed additional or alternative train-

ing packages and strategies. Some of these alterna-
tive training approaches had been assessed in Egypt
and Indonesia, but no systematic evaluation compar-
ing the different approaches had been conducted at
the time of the AR.

Health Facility Surveys (HFS) were conducted in fa-
cilities where IMCI training had been implemented
in Egypt (2002) and Zambia (2001), and in both
IMCI- and non-IMCI health facilities in Peru (1999).
The objectives of these surveys were to assess the
quality of care received by sick children attending first-
level health facilities, irrespective of the actual IMCI
training status of the health care providers present
the day of survey (except in Egypt where only IMCI
trained providers were observed), and to assess the
level of the health system support. Selected findings
related to the quality of care are summarized in Table 13.

Data from Peru suggested more thorough assessment
of sick children and better counselling in IMCI facili-
ties than in non-IMCI facilities.  Although compari-
son data were not available for Egypt and Zambia,
there were indications that the quality of care had
improved following IMCI training. In Zambia, for
instance, 19% of children with dehydration were cor-
rectly rehydrated in a 1997 CDD/HFS, while the cor-
responding figure in the 2001 HFS was 60%. Care-
taker satisfaction in Egypt amounted to 100% and
training was perceived to have rationalized drug use.
It should be noted that systematic checking for dan-
ger signs, nutritional assessment, and correct prescrip-
tion of antimicrobial or antimalarial treatments
needed further improvement in Peru and Zambia.

Similar findings were reported from facility-based
evaluations conducted recently in other IMCI-imple-
menting countries not included in the AR, such as
Bolivia, Brazil, South Africa, Tanzania, Uganda, and
Vietnam.

Where follow-up visits to recently trained health
workers were conducted, observations made during
these visits showed that quality care was provided by
the recently trained health workers. Data and coun-
try informants suggested health worker and consumer
satisfaction.

1 Management of the child with a serious infection or severe malnutrition, guidelines for care at the first referral level in
developing countries.  WHO/FCH/CAH/00.1
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Two studies were recently conducted in Kazakhstan
to determine if IMCI training would reduce the inap-
propriately high rate of referral in the country.  The
first study, conducted by ZdravPlus (USAID), showed
a hospitalisation rate 11% lower in the IMCI-imple-
menting sites in comparison to control sites. A sig-
nificant decrease was observed in particular for diar-
rhoeal diseases.  The second study, conducted with
the support of the MCE1, did not demonstrate an
effect of IMCI training alone on the hospitalisation
rate.  The study, however, did not tell whether the
quality of referral had improved.  No similar studies
had been conducted in the other AR countries.

5.4.2 What was the contribution of IMCI in
strengthening the health system?

Most health interventions, including IMCI, require
a health system with reasonable capacity in terms of
drug supplies, supervision, monitoring and referral
care.  When the IMCI strategy was conceived, it was
assumed that its implementation would trigger the
following: health system strengthening by including

all IMCI drugs in the national essential drugs list,
improving availability and use of essentials child
health related drugs and commodities, strengthening
national and district planning and supervisory activi-
ties, organizing work more efficiently at the health
facilities, and improving monitoring.

Efforts to ensure inclusion of all IMCI drugs in the
essential drug lists were generally successful in all AR
countries and, as described in section 5.3.3, follow-
up after training was also implemented to some ex-
tent in most AR countries.

Selected health facility survey data from Peru, Egypt
and Zambia are shown in table 14. In Peru, IMCI
implementing facilities were more likely to have all
essential drugs available, have all equipment and sup-
plies to provide full vaccination services and were
likely to have better supervision as compared to con-
trol facilities. Despite this, participants in the coun-
try workshop concluded that IMCI was not seen to
have an important and continuing role in strength-
ening the health system.

1 IMCI training and hospitalization rates in Kazakhstan, preliminary results, Gaukhar Abuovo and Cesar Victora, 2002, unpub-
lished
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In Egypt, the capacity of the health system had been
assessed in each governorate prior to IMCI imple-
mentation and weaknesses were addressed, at first
using resources from the central-level then sustained
by the Governorates’ budgets.  Data from country
informants and the workshop suggested that drug
availability, rational use of drugs, organization of work
at health facilities, use of referral notes and mainte-
nance of records improved in IMCI implementing
districts. The weakness of the referral system remained
an important constraint.

Informants in Zambia perceived that drug supplies
and supervision had improved in IMCI implement-
ing districts. The country workshop concluded that
IMCI implementation could call attention to crucial
health system deficiencies but that corrective action
depended on partners in the health system.

In Kazakhstan, the links between changes in the
health system and IMCI had been emphasized from
the very beginning.  IMCI was considered as having
the potential for strengthening primary health care,
using drugs and limited resources more rationally, and
reducing unnecessary referral.  If the two studies
mentioned in the previous section questioned the
possible effect of IMCI training on unnecessary re-
ferral, the workshop participants felt that it was too
early to judge the effect of IMCI on the other ele-
ments of the health system.

There was no data to suggest that implementation of
the IMCI strategy resulted in any improvements in
health systems in Indonesia and Mali. The workshop
participants concluded that IMCI did not have a spe-
cific role in strengthening the health system in Indo-
nesia and that IMCI implementation had not been
able to overcome the weakness in the health system
in Mali.

5.4.3 What was the contribution of IMCI to
strengthening family and community prac-
tices?

The third and most recently implemented component
of the IMCI strategy aims at improving family and
community practices related to child health.  There
is a growing interest in community approaches and
extensive resources were being made available to sup-
port them in some countries.

The AR found widespread agreement on the impor-
tance of community action for child health, and gath-
ered information on a number of useful, but almost
always small-scale, activities and projects.  Although
there were some C-IMCI activities and community
elements of other child health related programmes
such as immunization, nutrition, or malaria, there
were no overarching child health policies or strate-
gies for community and family health in any of the
AR countries, which could have assisted the coordi-
nation of activities and the monitoring of outcomes.
In some cases interventions seemed to be very ex-
pensive (e.g., Approche Village in Mali).  Reports from
countries other than the AR countries where the com-
munity component was more advanced suggested that
in some, community programming for child health
was included in national program strategies (e.g.
Nepal, Pakistan, Honduras, Nicaragua), and in oth-
ers networks of NGOs were developing and coordi-
nation was improving (e.g., Bolivia, Madagascar, and
Nicaragua).

DHS data on the current situation and trends for
selected key family practices and behaviours in the
six AR countries are shown in Table 15.
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The situation with regard to exclusive breastfeeding
and care-seeking for common childhood illnesses
improved or remained unchanged since the last DHS
in most countries. However, the indicators for treat-
ment received by children with diarrhoea at home
worsened significantly in Peru and Egypt, and to some
extent in Zambia and Mali (in contrast, use of ORS
and increased fluids during diarrhoea had improved
over the 1990-5 period in Egypt, Peru and Zambia).
Concerns were raised in the country workshops that
the observed decline could be a result of the discon-
tinuation of community activities of the CDD
programme following the introduction of the IMCI
strategy. The end of the free distribution of ORS in
some settings may also have affected ORS use rates.

All countries had difficulties in defining what “com-
munity IMCI” was and the point was raised that
health ministries might not always be the best lead-
ers for community action.

The key family practices1 promoted by IMCI as “best
practices” for child health in households and com-
munities were well accepted in all AR countries. Lo-
cal authorities and NGOs stressed the importance of
prioritisation among the key family practices in any
particular community setting.  It was felt that actions
and messages must be few, simple and relevant to
achieve change.

The framework for community IMCI proposed by
the CORE Group was often referred to and found
useful to systematize thinking around possible inter-
ventions2. Other frameworks for community interven-
tions were developed recently (e.g., by WHO/EMRO
and WHO/WPRO) but the EMRO framework was
not specifically referred to in Egypt at the time of the
AR visit and no country of the WPRO region was
visited.

Some countries were very interested in the potential
that IMCI has for improving the quality of care in
the local health post and for linking the health facil-
ity to care and prevention in the community, build-
ing on existing structures.  In Zambia, facility-based
IMCI was seen as a good entry point because it im-
proved care and counselling skills, increased access,
and promoted outreach activities. The government
in Indonesia planned to extend the use of its existing
community midwives to deliver community-based
treatments for sick children. In Kazakhstan, there
were plans of making wider use of the existing sys-
tem of periodic home visits by health facility staff.
Mali and Peru had a tradition of work with commu-
nities and had planned to deploy more community-
based health agents.
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1 Improving Family and Community Practices, a Component of the IMCI Strategy, WHO and UNICEF, WHO/CAH/98.2
2 Winch P., Leban K., Kusha B., Reaching Communities for Child Health and Nutrition: A Framework for Household and

Community IMCI, Child Survival Collaboration and Resources (CORE) Group and BASICSII, 2001
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5.4.4 Plans for scaling up interventions, including
IMCI

All AR countries had the intention of expanding the
coverage of their child health activities.  However,
clear and comprehensive plans for scaling up inter-
ventions linking expected child health outcomes with
human resources’ needs and budget were not avail-
able:

Egypt had plans and targets to expand IMCI
training and strengthen health facilities to cover
40% of districts by the end of 2003, and 67%
by the end of 2005.  The government expected
these plans to be supported with external funds.

The central government in Indonesia would
keep working on developing or adapting IMCI
tools and making them available for use by dis-
tricts.  Although it also had plans to encourage
more districts to use IMCI training, it faced the
challenge of having to advocate for IMCI in each
district and of not having a sufficient budget to
scale up IMCI implementation.  It was for each
district to decide on IMCI implementation and
plan accordingly.

Kazakhstan had focused on ensuring a good
quality of life, including a healthy start, within
an integrated health system.  The senior Minis-
try of Health and UNICEF country office con-
sider demonstration of local cost-effectiveness
studies as a pre-requisite to further investment.

Mali was still at a very early stage of IMCI
implementation and had no plans for expan-
sion at the time of the AR visit.  The govern-
ment was exploring ways of financing the five-
year Programme de Development Sanitaire et
Social (PRODESS), including its child health
component.  Since the AR visit, and using the
AR country workshop conclusions, Mali devel-
oped a strategic plan and UNICEF included
Mali in the priority countries for the implemen-
tation of the “IMCI-plus” (planning method de-
veloped and tested by UNICEF and the WB,
often referred to as “marginal budgeting for

bottlenecks”1, to link scaling-up plans of prior-
ity child health interventions to expected out-
comes and needed resources, and to develop
national Mid Term Expenditures Frameworks).

IMCI implementation had been enhanced in
Peru by the Regional Goal of preventing more
than 100,000 deaths in children by the end of
2002, using the IMCI strategy in areas with high
mortality (Meta 2002).  At the time of the AR,
the central government did not have national
scaling up plans specific for IMCI. Districts had
the responsibility of choosing their priority in-
terventions and delivery strategies, including
IMCI, as long as the selected interventions were
consistent with the national integrated model
for health that was under development.

In Zambia, the scaling up of child health inter-
ventions might be driven by strong and well
funded initiatives such as RBM, which had plans
to use IMCI training, or the Prevention of
Mother-to-Child Transmission of HIV infection
(PMTCT) project that also planned to use IMCI
training as an entry point.  The government
was also working to convince more donors to
collaborate with the SWAP to help strengthen
health system and scale up interventions.

5.5 What were the perceptions of
key informants in countries re-
garding the major child health
issues and IMCI?

Several informants suggested that there was an “epi-
demic” of new initiatives coming from the global level
without possibilities to adequately follow up and
implement them fully.  This generates distrust in coun-
tries regarding these multiple initiatives.

Resources – human and financial – committed to the
implementation of child health programmes and
IMCI were limited and this was felt as one reason for
relatively low coverage. Another reported constraint
was the high health worker turnover in all countries
and the persistent loss of trained personnel due to

1 Soucat A., Van Lerberghe W., Diop F., Nguyen S.N., and Knippenberg R. Marginal budgeting for bottlenecks: a new costing
and resource allocation practice to buy health results. Policy and Sector Analysis Support Team-Africa Region Human
Development, The World Bank, draft 2002
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HIV/AIDS in Zambia. This continued erosion of
trained manpower was perceived to be undermining
the achievements made in improving the quality of
care delivered through health facilities.

Usually, IMCI was perceived as a good standard for
case management of the sick child, and it was recog-
nized that IMCI training had led to improvements in
the quality of care. However, it was often perceived
to be just a training programme. Several informants
among Ministries of Health found IMCI training to
be too long and several informants among implement-
ing partners added that the training was too expen-
sive compared to the resources available in relatively
poor countries.

Several key informants reported that the IMCI strat-
egy was not enough to cover the entire range of child
health needs. Other areas like peri-natal and newborn
care, infant and young child feeding, care for devel-
opment and immunization were required in addition
to the IMCI strategy for child health and develop-
ment.

It was felt that IMCI had to go to scale quickly in the
countries if it wanted to survive. There were sugges-
tions to explore alternative, less expensive, approaches
for training.  Several informants expressed the need
for a clear definition of community IMCI and con-
crete activities and tools for its implementation.

5.6 What were the perceptions of
implementing partners at the
global level in relation to the
major child health issues?

Relevant opinions expressed by key informants from
the global level related to the current child health
challenges and possible role for IMCI have been sum-
marized below.  In some cases several informants have
been interviewed within the same institution and may
have expressed similar or contradictory opinions.

5.6.1 What were the perceptions about the cur-
rent child health situation and environment
in which child health activities are imple-
mented

Many informants acknowledged that the overall de-
crease in under-five mortality during the last decade
gave the international agencies the impression that
child survival required less priority and that atten-

tion had to shift towards new emerging diseases or
more sophisticated interventions. There was a gen-
eral perception that child survival did not receive the
attention it deserved during recent years and that
more investments in priority child health interven-
tions were urgently needed to rapidly improve child
health outcomes.

Several informants recognized implicitly that the loss
of priority for child survival on the agenda of many
agencies could reflect a limited ability of advocates
within key donor organizations to argue for greater
resources for child health within their own organiza-
tions.  There was a sense of lack of leadership in child
health.

The view was widely held among global partners that
interventions had to be planned according to coun-
try needs and health system capacity. The interna-
tional community should work more on meeting de-
fined government priorities rather than implement-
ing fixed interventions and/or tools. Different child
health intervention delivery mechanisms should be
considered, and possibly implemented in parallel, tak-
ing into account the local health system capacity, the
need to strengthen it, and the need to achieve rapid
improvements in child health outcomes.

Several partners added that it should be up to the
government to determine the priorities and express
these priorities in policies and plans.  It should be up
to the international agencies and implementing part-
ners to ensure that key child health problems do not
disappear from government priorities and that per-
formance indicators under World Bank programmes
and Swaps include relevant child health and nutri-
tion process or outcome indicators and that these
outcomes become part of the policy dialogue. Some
informants felt that global initiatives such as the Glo-
bal Fund can distract attention from child survival
and are “distortionary” at country level.

There was a consensus on the need to strengthen
health systems to ensure sustainability of interven-
tions and suggestions for a broad definition of health
systems including the private sector, NGOs, and the
communities.

It was also recognized that although the role of the
public health sector, including stewardship and moni-
toring, was critical for the scaling up of interventions,
this role was often neglected and under-funded.
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Informants often drew attention to the urgent need
to address inequities in health.  There was a percep-
tion that better planning and management could help
reach the poor and excluded population without huge
extra costs.  But this may require different skills in
the health systems and partner organizations.

Several informants stressed that many institutions
were moving away from “project” assistance targeted
to specific health interventions towards sector wide
approaches.  They highlighted the need to better link
scaling-up plans with expected child health outcomes
and needed resources and to include these in Me-
dium Term Expenditure Frameworks under PRSPs.

Many partners emphasised that few children are ac-
tually receiving health services, even at first-level
health facilities, and therefore, quality care should be
brought closer to the community. Many partners want
to prioritize community action for child health, but
recognize that too often it had led to multiple pilot
projects without scaling up. The cost and complexity
of community-level work are also often underesti-
mated.

5.6.2 What were the perceptions about IMCI?

The AR noted that within the same institution there
could be very different point of views regarding IMCI,
and that some implementing partners seemed to have
shifted from an initial enthusiasm towards a “more
sceptical” approach to IMCI.  Such partners expressed
some doubts about the effectiveness of IMCI and the
feasibility of scaling it up.  This could reflect an inad-
equate information flow on IMCI and a lack of con-
tinued advocacy.

The major perceptions of key informants at global
level regarding IMCI have been organized in three
sections: general observations, the acknowledged
strengths, and the perceived weaknesses of the IMCI
strategy.

General observations

On one side, many informants advocated for the in-
clusion of additional conditions in IMCI such as the
neonatal conditions, street children problems or is-
sues of growth and development and of psychosocial
development. On the other side, some informants
considered that to succeed IMCI should remain fo-
cused on fewer conditions and allow linkages to other

areas, but that these new areas do not need to be
included in the IMCI strategy.

IMCI was perceived to require stronger programmatic
management and a functioning health system.  In
some countries these elements are not yet present,
and this is often the case in countries with greatest
child health needs.  Several informants suggested that
to quickly improve child health outcomes in those
countries, the international community should be able
to propose alternative, simpler, and more focused
programmes.  A few informants also felt that it might
be better to implement IMCI in a targeted fashion
rather than trying to cover an entire country.

It was felt that although there were implementation
problems, it would be extremely disruptive and un-
fair to some countries to recommend moving away
from the IMCI strategy.

The difficulties and challenges of scaling up child
health programmes, especially at community level,
were acknowledged.  It was recognized that commu-
nity interventions were not cheap and that it was dif-
ficult to sell “integration” at community level.  Gov-
ernments needed incentives to do this and donors
did not effectively stimulate MoHs to participate in
community-based programming.

Perceived strengths

IMCI contributed to the introduction of a more ho-
listic approach to child health in countries and pro-
vided opportunities to bring people together around
the same table.  It forces government and implemen-
tation partners to “think” in a more evidence-based
and integrated manner.

IMCI highlighted the importance of anemia and
malnutrition in children and provided the opportu-
nity to insert elements of nutrition and anemia into
integrated child health packages.

Like the country informants and workshop partici-
pants, global key informants perceived that IMCI
offers technically sound standard protocols, often
lacking in countries.  They also perceived that in ad-
dition to being useful in countries with high child
mortality, IMCI could help countries with lower mor-
tality rationalize and improve child health care.
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The conceptual frameworks developed for commu-
nity IMCI were perceived as useful to operationalize
community interventions.

Perceived weaknesses

It was felt that IMCI was not organized and imple-
mented as a “programme”, with an investment plat-
form that could be used globally to attract funding.
It was also perceived that IMCI implementation had
been mainly donor driven with inadequate financial
commitments from national governments.

There was some confusion about what IMCI was and
what could be expected from it.  It was suggested
that IMCI should probably be part of a broader child
health strategy in a country, but should not become
the child health strategy itself.

It was perceived that IMCI had often been limited to
health facilities in the public sector, which may not
reach children most at risk of dying.

The current training approach was felt to be heavy,
time consuming, and not allowing fast rollout.  Some
informants suggested that there might be a need to
simplify and accept some reduction in quality and
completeness in order to achieve necessary coverage.

Community IMCI was felt very vague and as not
knowing yet where it was going.  It was suggested
that community approaches should emphasize more
utilization of what exists rather than promoting new
interventions.
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PART 6

Discussion

6.1 Context in which IMCI was
implemented

The AR confirmed the inequities in child
health related to economic, socio-cultural,
geographic and ethnic differences. Costs of

care were a major determinant of poor utilization of
health services. Out of pocket expenses for health
accounted for about a week’s worth of income for a
typical person in most of the AR countries. Other
determinants of the low utilization of health services
were poor access, behavioural and cultural barriers
and the perception that the quality of services was
poor. These inequities and low health service utiliza-
tion could be a major obstacle to achieving maximal
impact on child mortality.

Of the six AR countries, only Indonesia was develop-
ing a comprehensive child health policy. The percep-
tion of the importance of such a policy in improving
implementation of child health interventions was
variable in the countries visited, but the AR team felt
that such a policy could have an important role in
helping governments raise funds and coordinate do-
nor inputs to improve child health outcomes.

Health systems were at different stages of decentrali-
zation in the AR countries, and this had an effect on
child health interventions. The AR team saw IMCI,
and other child health programmes, being imple-
mented in Egypt similar to centrally managed
programmes with  substantial donor budgets. On the
other end of the spectrum was Zambia, where the
system had become so decentralized that the central
level had lost its stewardship role and it was up to
each district to decide which health interventions to
implement. Decentralization created both opportu-
nities and challenges for IMCI implementation. It
moved decisions and resources closer to users but re-
duced technical capacity for implementation. It high-
lighted the need for strengthening capacity for plan-
ning and implementation of child health programmes

at the district level and for developing new skills at
central level to better position child health in sector
wide approaches and health sector reforms.

6.2 Ownership of IMCI by the
governments

In all six AR countries, IMCI was acknowledged as a
strategy useful to implement national health plans or
compatible with existing health policy documents.
This ownership was, however, not matched by finan-
cial commitment from governments to IMCI imple-
mentation. The major sources of funds for implemen-
tation had been and continued to be external donors,
making implementation vulnerable to change in do-
nor policies. This also resulted in IMCI being viewed
by several key informants and country workshop
participants as something coming from outside.

6.3 Case management guidelines
and the adaptation process

The functioning of the different IMCI working groups,
created to plan and coordinate IMCI introduction in
countries, withered when implementation started and
this was considered to have affected implementation.
It is notable that although national and local IMCI
working groups were recommended to plan and coor-
dinate implementation1, efforts to establish and sus-
tain them were weak compared to those for the ad-
aptation groups.

Three of the six countries reduced the duration of
training because they perceived that the recom-
mended duration of 11 days was too long.

The adaptation process was relatively short in Zam-
bia and conducted by an implementing partner. In
Peru, the adaptation process was also short but in-
volved multiple participants from the ministries and

DISCUSSION

1 IMCI Planning Guide: Gaining experience with the IMCI strategy in a country.  WHO/CHS/CAH/99.1, 1999



THE ANALYTIC REVIEW OF THE IMCI STRATEGY36

teaching institutions as well as health professionals
from neighbouring countries. In Mali, the adaptation
lasted about two years. Different levels of government
ownership, national technical capacity, and resources
committed by governments and implementing part-
ners could explain the important variations in the
duration of the adaptation process.

6.4 Improving health worker skills

The coverage of training was generally low, with less
than 10% of all health workers dealing with care of
children in the public health sector in the countries
trained at the time of the AR. Important reasons for
low coverage included the inadequate human and fi-
nancial resources invested in training activities and
the relatively short implementation period in some
of the AR countries. Only limited information was
available on similar training activities over a short
time period (e.g., training in CDD case management
seemed to have expanded three times faster than
IMCI had, since its implementation began in Peru)
making comparisons difficult.

The different pace of introduction of IMCI in the six
countries, with different levels of overall development
and health system capacity, merits consideration.
Unfortunately, IMCI seems to perform less adequately
in settings with weak health systems, which are those
where under-five mortality is usually higher.  Other
child health programmes suffer similar difficulties in
these countries.  For example, EPI reported a worsen-
ing of immunization coverage in Mali and Zambia
over the past five years.  Deliveries attended by skilled
personnel followed similar trends.

An encouraging observation is that once IMCI has
been introduced in a country and national training
capacity has been built, the expansion of training
could go much faster. For example, all districts have
been involved in training activities in Peru in 6 years,
Indonesia involved one of every two districts after 5
years, Zambia one of every two districts in 6 years,
and Egypt one of every four districts in 3 years.

The enthusiasm of academic institutions for pre-ser-
vice training can be explained by the recognition of
the sound scientific basis of the case management
guidelines, the appreciation of the communication
and counselling skills, and in several countries the
involvement of these academic institutions during the

adaptation process. Pre-service training was seen as a
potentially sustainable way of improving health
worker skills in both the private and public sector.

6.5 Strengthening the health
system

Of all AR countries, specific interventions for strength-
ening health systems, beyond follow up visits after
training and the update of the essential drug lists,
were only visible in Egypt. Tools to strengthen this
component were fewer at the time of the AR and were
developed later than the case management guidelines
and training materials.

In most countries, the coverage of follow up after
training was good during the early implementation
but dropped during the expansion phase. The pos-
sible reasons identified in the AR were: low priority
given to follow up, the non inclusion of follow-up
visit costs in the training budgets, and the overall lack
of resources made available for supervisory activities
by implementing partners.

6.6 Improving community and
family practices

The community component of the IMCI strategy was
the last to be developed and implemented globally.
The definition of what community-IMCI could mean
was unclear in all countries.  Some countries were
training community health workers to deliver com-
munity-based health care, and there was no problem
with identifying this as a community-IMCI activity.

Although some countries had defined the commu-
nity interventions and selected the key family prac-
tices they intended to promote, the delivery mecha-
nisms for these interventions and the role of the health
system in the coordination of these activities remained
a challenge.

One significant concern that was highlighted was the
worsening of the indicators for home case manage-
ment of diarrhoea. Three AR countries reported de-
creased ORS use rates and similar findings were re-
ported for increased fluids intake. These findings were
based on general trends in the countries and not on
data specific to areas where IMCI was being imple-
mented. The decline in these two indicators started
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prior to IMCI introduction in the AR countries but
does not seem to have been prevented by IMCI. Pos-
sible reasons for this finding could include that com-
munity activities of previous CDD programmes were
stopped without adequate replacement with commu-
nity-IMCI activities, or that ORS became less avail-
able or affordable due to the interruption of free dis-
tribution. Another concern was the lack of visible
progress in increasing appropriate antibiotic treatment
for children suspected of pneumonia.

6.7 Role of IMCI in child health

IMCI was perceived to have an important potential
role in improving child health if high coverage could
be achieved and sustained. However, key informants
and country workshop participants perceived that
IMCI was not enough to cover all child health needs.
Delivery and care of healthy newborns including those
delivered at home, infant and young child feeding,
care for development and immunization could not
be delivered only at sick-child contacts or through
community messages on appropriate practices. There
needed to be complementary approaches to behaviour
change and social mobilization and communities
needed to have increased access to quality services.

The statement that the IMCI strategy could “bring it
all together” and meet child health needs as launched
in Santo Domingo in 19971, was interpreted by some
as if IMCI could coordinate the full range of child

health services. It might also have created unrealistic
expectations and have encouraged some countries to
use IMCI as the overall child health strategy. How-
ever, IMCI had been raising policy and strategy is-
sues increasingly over time and had probably a
catalysing role in the rethinking of child health pri-
orities in many countries.

6.8 Limitations of the AR and
cautions in interpretation

The AR findings are based on the six countries vis-
ited and cannot be generalized to the 33 countries
that were implementing the IMCI strategy beyond a
few pilot facilities at the time of the review. Of the 18
countries short-listed based on the AR selection cri-
teria, only six countries were visited and a desk re-
view of other short-listed countries was not possible
because of paucity of resources. The six countries were
not selected as a representative sample of all coun-
tries implementing IMCI.

Each country visit lasted six to nine days, which may
not have been enough to get a holistic view in the
country, particularly at district level. Field visits were
not feasible.  Despite conscious efforts by the A.R.
teams to include district health staff, this may have
lead to a greater emphasis on central level perception
than would be desirable, especially in decentralized
countries.

DISCUSSION

1 First Global Review and Coordination Meeting on IMCI: IMCI brings it all together. Santo Domingo, Dominican Republic,
1997. WHO/CHC/97.11
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PART 7

Summary of findings

The analytic review was successfully completed
in a short time frame and with limited re
sources. It has been an example of a fruitful

collaboration between DFID, UNICEF, USAID, and
WHO. In addition, the process of the AR was wel-
comed in the participating countries and at least three
of them had planned follow up activities after the
visit of the AR team.

7.1 Current child health situation
and context

Global progress in reducing infant and child
mortality has slowed during the past decade and
inequities in health have widened within and
across countries. Child survival has received less
attention internationally during this period.

With the exception of peri-natal conditions, the
major causes of infant and child morbidity and
mortality remain those covered in the IMCI case
management guidelines, including diarrhoeal
diseases, pneumonia, measles, malaria, malnu-
trition and anaemia. HIV/AIDS has become an
important infant and child health problem in
Sub-Saharan countries and is slowly gaining
importance in other countries.

Health service utilization continues to be low
in most AR countries. Formal and non-formal
costs of care, poor access, behavioural and cul-
tural barriers and the perception that the qual-
ity of services was poor were major determi-
nants.

There were valuable efforts to prioritize the most
needy sector of the population in all countries,
but they were insufficient to visibly reduce in-
equities in health.

Health systems and human resources for health
were deficient in many countries. Staff turnover
was high in all countries, and HIV/AIDS was
one major reason for this in Zambia.

The environment in which child health inter-
ventions were being implemented was chang-
ing rapidly, due to restructuring of the health
sector, shifting towards sector wide approaches
to health financing,  decentralization of health
service management, and the emergence of new
international, disease-specific, funding initia-
tives.

Overall, there were not enough investments in
child health, and existing funding mechanisms,
such as HIPC, PRSPs, SWAPs, and global funds,
were generally underused for child health in
countries.

Although the shift towards decentralization in
four of the six countries moved decisions and
resources closer to users, it was not matched by
adequate capacity for norm setting, problem
solving, and aggregate monitoring at central level
and by appropriate capacity for priority setting,
implementation, and monitoring of child health
activities at district level.

No country was found to have a comprehen-
sive child health policy and/or strategy, although
it was felt that such a document could help
countries set priorities, guide investments, and
provide a legal framework for coordinating part-
ners’ inputs.

The role of the private sector in the delivery of
child health care varied across countries.  Exist-
ing private sector projects were often of small
scale and there were major differences between
the types of health services provided by NGOs
and the organized private for-profit sector.
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7.2 IMCI implementation and coor-
dination

In the six countries, IMCI was reflected to some
extent in national policy documents and, at the
time of the AR, all countries except Mali
planned to continue to expand IMCI training
and community activities (since then, and tak-
ing into account the AR conclusions for the
country, Mali has drafted expansion plans). This
was, however, not matched by financial com-
mitments and IMCI implementation continued
to be essentially external donor funded.

In the six countries and supported by global
data, investments in IMCI have been small rela-
tive to the magnitude of the burden of the dis-
eases and conditions included in IMCI and in
comparison to other investments in health.  As
a consequence, coverage remained low, reduc-
ing the possible effect of IMCI on child health
outcomes.

None of the six countries had implemented the
three components of the IMCI strategy fully
and in an interdependent manner yet. Most of
the IMCI tools available at the time of the AR
related to improving health worker skills.

Several elements of the IMCI strategy were
highly appreciated, including: its evidence-based
case management guidelines recognized as best
practices, the holistic approach to the manage-
ment of the sick child, the technical quality of
the training materials and methods, the key fam-
ily practices promoted to improve child health
and development in families and communities,
and the IMCI conceptual frameworks for com-
munity interventions.

In the six countries, coordination of child health
programmes, including IMCI, was weak.  In its
introductory and adaptation phases, IMCI suc-
ceeded in bringing together different partners
and departments within MoHs. However, this
was not sustained during implementation.

In the AR countries and supported by global
data, IMCI was generally introduced as a strat-
egy, not as a programme. If this was not a bar-
rier in the pilot phase, it seemed to generate
problems for rapid scaling up. In five of the AR

countries, IMCI focal persons did not have the
rank or the responsibility of previous disease-
specific programme managers within their
MoH, and IMCI did not have a budget line and
a strong management structure.

In the AR countries, IMCI performed less ad-
equately in settings with weak health systems.
Implementation was stronger when roles, re-
sponsibilities and accountability were clearly
defined at the central and district levels.

7.3 Improving health workers’
skills

IMCI in-service training was valued for its con-
tent and hands-on methods and widely appre-
ciated by health workers and district staff.  IMCI
training was, however, perceived to be resource
demanding.  Three countries had reduced the
training duration.

In the AR countries and supported by global
data, there was evidence that the use of the
IMCI case management guidelines in first-level
health facilities by IMCI trained health work-
ers improved the quality of care delivered to
children, caretaker satisfaction, and health
worker motivation and empowerment.

At the time of the AR, the coverage of IMCI
training was generally low, with less than 10%
of all health workers trained in each of the six
AR countries. This low coverage, coupled with
low health service utilization, was likely to limit
the possible impact of IMCI on child health
outcomes.

Pre-service training in IMCI was appreciated by
teaching institutions for its innovative training
methodologies and evidence-based approach to
child health.  It was also seen as a way to im-
prove the attitudes and practices of health work-
ers in relation to caretakers, families and their
communities.  It was seen as a complement to
in-service training.

SUMMARY OF FINDINGS
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7.4 Strengthening the health sys-
tem

In the six countries, specific interventions for
strengthening health systems (beyond the con-
duct of follow-up visits to recently trained health
workers and the update of national essential
drug lists), were limited. Only Egypt had made
assessments of district health system capacity
and had addressed major system problems prior
to IMCI implementation.

In the AR countries and supported by global
data, the expectation that the IMCI strategy
would trigger a broader look at health system
constraints such as: the lack of human resources,
health worker incentives and rotation, inad-
equate referral care, and low utilization of ser-
vices, had not been widely fulfilled.

Data from the global level and the six AR coun-
tries suggested that, although several tools ex-
ist, programme monitoring was generally poor,
information was not linked to child health out-
come targets, and that there was no systematic
monitoring of child health outcomes at  popu-
lation (or “household”) level.

7.5 Improving family and commu-
nity practices

Based on global data and the six AR countries,
the importance of a community component for
IMCI was widely recognized.  Donors made
funds available for community interventions
and many existing projects were renamed “com-
munity-IMCI”.  However, most of these projects
were of limited scale, were not always recog-
nized by national health authorities, were poorly
coordinated, and their costs might have ham-
pered their scaling-up.

With the exception of training materials for
community health workers, few practical tools
had been made available for IMCI community
activities at the time of the AR.

None of the six AR countries had a commonly
understood definition of community IMCI.  The
planning process for community IMCI laid-out
by the Inter-Agency Working Group on Com-
munity IMCI (assessment, mapping of existing
interventions, prioritization and implementa-
tion, stock taking and expansion) had not been
implemented in any of the countries.

None of the AR countries had a coherent child
health communication strategy.

There seemed to be a consensus on the need to
improve the link between first-level health fa-
cilities and the communities they serve.
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PART 8

Conclusions

CONCLUSIONS

When discussing the terms of reference
for the analytic review of the IMCI
strategy, partners had identified four

major objectives.  Based on the six AR countries and
supported by global data, the AR partners concluded
the following:

AR objective 1

Define the contributions of the IMCI strategy in responding
to children’s needs for improved health and development.

IMCI is technically sound.

IMCI is adaptable and offers an epidemiologi-
cally based integration of child health care.
There is a need for complementary interven-
tions to address the full range of child health
needs in countries (e.g., social marketing of
bednets, vitamin A, child health days, newborn
care, maternal health).

The IMCI case management guidelines are rec-
ognized as good evidence-based standards for
child health care practice.

The training in IMCI is effective. Its implemen-
tation improves health worker performance and
the quality of care delivered to sick children at-
tending first-level health facilities, in the public
sector.

IMCI has succeeded in adding the drugs re-
quired for child health care onto the national
essential drug lists. In some cases it has con-
tributed to improved availability of essential
drugs for sick children attending public first-
level health facilities. IMCI has had limited in-
fluence on broader health system issues such
as: human and financial resources, health worker
incentive and rotation, inadequate referral care,
or low utilization of services.

The key family practices promoted to improve
household and community practices for child
health are widely accepted.

AR objective 2

Provide information to refine the IMCI strategy and imple-
mentation approaches for achieving greater coverage and
impact of IMCI on child health outcomes

Quality IMCI training leads to improved health
worker performance, although the time and cost
of such training requires further examination
of the balance between time, cost, and effec-
tiveness.  WHO and partners should draw on
the experience of countries that have modified
IMCI training, including evaluation of the ef-
fects of these modified approaches on health
worker practices.

There is a need for technical guidance to assess
health system capacity in countries in relation
to child health interventions.  Such assessment
should identify what “could be changed directly”
at each level of the health system by child health
programs themselves (e.g., management guide-
lines for outreach activities); what broader fac-
tors “could be influenced” by those programs
(e.g., improving drug management); and what
factors are out of reach for the time being but
“could inform the debate” (e.g., numbers and
compensation of health workers).

So far IMCI has been introduced predominantly
through public health services.  Recognizing the
importance of the private sector for scaling up
of child health interventions, other providers
and delivery channels than the public sector
need to be considered.

There are tools that have been developed to
support IMCI implementation (e.g., Drug Sup-
ply Management Course, Guidelines for Follow-
up Visits after IMCI Training, Health Facility
Survey for Integrated Child Health Services,
Management of the Child with a Serious Infec-
tion or Severe Malnutrition: Guidelines for Care
at the First-Referral Level). These tools need to
be applied more widely and their use evaluated.
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Additional tools or guidance needs to be pro-
vided for improving management of IMCI, for
developing and managing communication ap-
proaches for child health, and for monitoring
outcomes at household level.

There is wide recognition of the importance of
the communities to improve child health out-
comes, however, there have been more invest-
ments in pilot projects to study the process and
develop tools than in large scale implementa-
tion.

A generic approach to community IMCI appli-
cable to all countries may not be feasible, but,
within a country, it is important to have a well
defined approach to implementation of com-
munity IMCI. There was not such a coherent
approach yet in the six AR countries.

The focus of IMCI on improved counselling by
health workers in first-level health facilities need
to be complemented by support for communi-
cation strategies for child health.

The three areas of health worker skills, health
systems, and community programming are all
important to maximize the impact of IMCI and
other child health program approaches on child
health outcomes. The sequencing of implemen-
tation of these three areas should be planned
flexibly, in the context of feasibility, resources,
and partners.

AR objective 3

Provide input to discussions on investment strategies for child
health and development for countries, partners, and WHO

Existing resources are inadequate for achieving
child health and nutrition outcomes, especially
given the burden of disease that malnutrition
and major diseases represent in children.

Investments in child health – including IMCI -
need to be better linked to expected health out-
comes, and targets for key child health outcomes
need to be identified in countries.

While additional financial resources are needed,
achievement of child health outcomes could be

accelerated through greater use of the human
and financial resources of NGOs, the for-profit
private sector, and communities themselves.

Countries and partners need to bring the re-
source requirements for child health program-
ming into the discussions on use of broad fi-
nancial sources such as HIPC, PRSPs, and glo-
bal funds. Existing resources are often under-
utilized and capacity to use them needs to be
strengthened.

The development of national child health poli-
cies, strategies, and plans would greatly facili-
tate countries’ coordination and promotion of
child health investments and donor inputs.

Child health is not adequately represented in
health system discussions. The effects of decen-
tralization of health services and the need to
strengthen support to districts must be consid-
ered in plans for scaling up of child health in-
terventions.

In resource planning, resources need to be iden-
tified for community actions and knowledge and
demand creation.

Each country, with its partners, should exam-
ine systematically the most important child
health interventions to be implemented. The
choice of interventions and possible delivery
mechanisms for these interventions should be
made in the context of the epidemiology, re-
sources and the health system capabilities of
the country. In this process, linkages between
different interventions (e.g. appropriate treat-
ment of malaria through IMCI implementation
and promotion of Insecticide Treated Nets, care
for neonatal illness and routine newborn care
after all deliveries, vitamin A supplementation
with immunization or other outreach activities)
should be taken into account.

AR objective 4

Understand how WHO, partners and countries can better
support and coordinate the range of actions needed to meet
children’s needs for improved health and development – See
“Recommendations”.
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PART 9

Recommendations

RECOMMENDATIONS

Based on the AR findings and global data, the
AR Steering Committee recommends:

That, considering the strengths of the IMCI
strategy and the existing commitments and in-
vestments by countries, the IMCI strategy, with
relevant improvements, should be continued
and expanded, as part of a broader investment
approach to improve child health outcomes.

That each country should better define the po-
sition, role, and structure of IMCI, including
the community component, in its health sys-
tems.

That countries, with the participation of imple-
menting partners, develop national policies and
strategies that set child health priorities, define
roles of IMCI and other key child health inter-
ventions, highlight links between those inter-
ventions, and identify appropriate delivery
mechanisms.

That countries and implementing partners ur-
gently increase the resources (human, financial,
external and internal) devoted to child health
programmes and make better use of existing fi-
nancial and human resources (HIPC, PRSPs,
private for-profit sector, communities) in order
to achieve the under-five MDG targets in coun-
tries.

That health authorities at country and interna-
tional level, with the support of partners, analyse
the impact of critical health system constraints
on child health outcomes and address these
constraints in plans for health system strength-
ening. These constraints should also be ad-

dressed in the situation analyses undertaken by
the Ottawa Child Survival Partnership and
brought to the High Level Forum and other in-
ternational fora.

That WHO and implementing partners increase
IMCI effectiveness by providing additional ele-
ments and tools such as tools for and training
in child health programme management, an IEC
guide, and approaches to monitor child health
outcomes at household level using existing tools
(e.g., oversampling of IMCI areas when conduct-
ing DHS or MICS surveys) and/or an IMCI-
related household survey instrument.

That additional approaches and strategies in-
cluding communication, social marketing, and
other approaches be implemented to comple-
ment traditional public health sector ap-
proaches, in order to accelerate achievement of
improved child health and nutrition outcomes.

That adaptations and innovations to IMCI
training be encouraged and evaluated in order
to increase coverage while maintaining quality.

As evidence becomes available for additional
interventions in key areas of child health (such
as neonatal health, HIV, etc.), that countries,
with support of WHO and implementing part-
ners, evaluate the potential role of IMCI and
other approaches, in delivering these additional
interventions.

That countries and implementing partners pro-
vide adequate resources and mechanisms to
monitor progress on key child health outcomes
and use this information for managing child
health programmes and resources.
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PART 10

Follow Up Actions

During its meeting held at DFID Offices in
London on 1st and 2nd October 2003, the
AR Steering Committee reviewed briefly

the recent international initiatives for child survival,
acknowledged that there was a new momentum for
child survival initiatives, and that it was important
to coordinate efforts.

The AR Steering Committee noted that there was no
interagency IMCI coordination group that could take
stock and identify how the strategy could evolve.  The

AR Steering Committee decided to reconvene next
year, immediately before the follow up meeting of the
“Ottawa Child Survival Partnership,” to assess
progress made in the implementation of AR recom-
mendations, look at additional information related
to IMCI expected from other evaluations such as the
MCE, and consider the appropriateness of creating
an interagency IMCI coordination group.  The con-
clusions of this AR Steering Committee follow up
meeting would then be reported to the “Ottawa Child
Survival Partnership”.
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Indonesia
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S. Aboubaker (WHO/HQ); M. Francisco (USAID/HQ); T. Lambrechts (WHO/HQ); A. Mbewe (WHO/
RO); K: Mwinga (WHO/CO); J. Riggs-Perla (USAID/Consultant); D. Robinson (DFID/Consultant);
L. Rossi (UNICEF/CO).
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CO); O. Picazo (AED/USAID); D. Robinson (DFID/Consultant).

Annex 1
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Generic Agenda for three-day
workshop in AR countries

Annex 2

The above agenda evolved through the series of countries.

Day TOPIC Format Responsible (typically)

Day 1 Registration
Opening
Introduction

1.  The health situation of children
- Major causes of illness and death in children
- Determinants of child health and health care
- Public and non-public child health care services

2.  Responding to the health needs of
children
- Selection in plenary of the 6 major child health
issues
- Group discussion on existing services and care
to meet children's health needs in the country
- Presentation and discussion of group findings

Presentation

Presentation/discussion
Presentation/discussion
Presentation/discussion

Plenary discussion

Group discussion

Plenary

AR Team

Director of child health
Director of curative care
Health planning

Day 2 Review of day 1

3.  Review of IMCI in the context of child
health needs and existing interventions
- Planning and introduction of IMCI, including
plans for expansion
- IMCI activities to develop health worker skills
- IMCI activities to strengthen the health system
- IMCI activities to strengthen family and
community practices for child health
- Group discussions on strengths, weaknesses
and priorities for the implementation of IMCI in
the country.

Presentation/discussion

Presentation/discussion

Presentation/discussion
Presentation/discussion
Presentation/discussion

Group discussions

Chairman Day 1

IMCI Focal Point

IMCI Working Group
IMCI Working Group
IMCI Working Group

NGOs

Day 3 Review of day 2

Financial resources available for child health and
IMCI

Policies affecting child health and health care,
including poverty reduction

4. Coordination of child health activities,
including IMCI
Organisation and coordination of child health
activities, including IMCI
- at national level
- at district level
Coordination of public and non-public sectors in
health
Improving coordination of child health and IMCI
Conclusions and recommendations of the
workshop
Closing
Informal discussions with regional and district
level staff responsible for child health

Presentation/discussion

Presentation/discussion

Presentation/discussion

Presentation/discussion

Presentation/discussion

Plenary discussion
Presentation/discussion

Chairman Day 2

Director of Child Health /
Director of health finances

Director of Planning

Director of Family and child
health

Planning directorate / RBM

AR Team
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Information for preparation of
country visits

Annex 3

1. The Analytic Review of IMCI

1.1 Background

Since 1996, when the IMCI strategy was first introduced at country level, much experience has been gained
with its application.  Although initially conceived as a set of evidence-based clinical guidelines to address the
major causes of mortality and morbidity, IMCI has evolved into a three-component strategy with multiple
interventions for different levels of the health system and communities.  More and more countries are showing
interest in IMCI related activities, and more than 30 countries have decided to expand beyond a few districts
to scale up the strategy nationally.

There is a momentum for addressing the remaining challenges in child health and implementing strategies to
scale up their impact on child health outcomes.  There is a need to better define the place of IMCI within child
health interventions and draw lessons from country experience to streamline the strategy.  A substantial body
of data is now available; information gathered from district, country, and regional levels through meeting
presentations, reports, operational research, facility-based evaluations, programme reviews and evaluations by
regions and partners, and preliminary results of a multi-country evaluation of IMCI costs, effectiveness, and
impact.

WHO and partners, in collaboration with countries, have jointly initiated an analytic review of the IMCI
strategy as a whole, while a team of expert paediatricians is updating the clinical guidelines to the latest
standards in paediatric care.  A broad consultative process has been established for the analytic review to
ensure that the full range of experience and evidence related to IMCI is taken into account and to build
consensus around any revision of the strategy, as a basis for future partnerships in research, development, and
implementation.

1.2 Goals

The analytic review of the IMCI strategy will be a child-centred, forward-looking analysis conducted jointly by
WHO and partners in collaboration with national authorities involved in child health programming.  It will:

Define the possible contributions of IMCI in responding to children’s needs for improved health and
development

Provide information to refine strategies for achieving greater impact of IMCI on child health outcomes
(“scaling up strategies”)

Provide input to discussions on investment strategies for child health and development for countries,
partners and WHO.

Provide an understanding of how WHO, partners and countries can better support and coordinate the
range of actions needed to meet children’s needs for improved health and development.
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1.3 Specific Objectives

The analytic review will:

Identify ways to increase IMCI’s contribution to addressing remaining challenges in child health.  This
may include modifications to the technical scope, implementation strategy or funding of IMCI.

Define the place of IMCI in child health and the linkages between IMCI and child health-related
programmes in selected countries.

1.4 Scope

The analytic review will look at the basic assumptions underlying IMCI in relation to:

• policy issues, management, and organisation;
• the “definition” of IMCI;
• the three components of the strategy and their content;
• the place of IMCI in addressing remaining child health and development challenges;
• the linkages between IMCI and other child health related programmes;
• the implementation process and adequacy of available tools; and
• partnership and financial resources made available for IMCI in countries and at international level.

The focus of this review is the IMCI strategy in the context and reality of child health in countries, taking into
account international initiatives such as the Millennium Development Goals (MDGs) and Poverty Reduction
Strategies (PRSP).  The review will consider IMCI implementation from inputs to outcomes and will summa-
rize strengths, weaknesses, and lessons learned.  It is beyond the analytic review scope to conduct a compara-
tive evaluation of all possible child health interventions, but an important part of the review will be to examine
the operational relationship of IMCI to other child health interventions in countries.

1.5 Process

To answer the analytic review questions a mix of desk review activities, country/region visits, and key infor-
mant interviews will be conducted jointly by WHO and partners, in close collaboration with national authori-
ties.  A desk review at global level will provide a basis and background for country visits and key informant
interviews following a standard information agenda.

The review will be an iterative process, each activity being informed by the findings of those that have been
completed. This approach will allow for possible adaptations in the methodology and/or information frame-
work throughout the process, and will allow for regular feedback.

A full description of the analytic review process and information framework is available from CAH1.  The
purpose of this document is to provide more information on preparations prior to visits to countries by the
analytic review team.

2.  Country visits

2.1 Scope and activities

The country visits are an essential part of the review process and will provide an unique opportunity to learn
from the wide range of experiences of implementation of IMCI in different countries. These visits are not an

1 “Analytic Review of the IMCI Strategy, proposed process and information framework”, version 28 June 2002.
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evaluation or inspection of a country’s work with IMCI but provide an opportunity for countries to take a
close look at how their child health services are performing and at the role that IMCI is or could be playing

Activities planned during the country visits are designed to:

• obtain the information necessary to meet the analytic review objectives, and
• provide an opportunity for participating countries to rethink the place of IMCI within their major child

health priorities and re-examine how the impact of existing interventions on child health outcomes could
be increased.

During the visit the following activities are expected to take place:

Day 1 Team organisation and briefing
Review of preparations
Start additional desk review of documents provided by the country (continues throughout  visit)

Day 2 Formal introductions
Final preparations
Interviews from key informants from the Ministry of Health and other relevant national
authorities, partner organizations, and WHO office in countries (may continue throughout visit)

Days 3-5 Workshop to review IMCI plans, operations and resources in relation to the range of interven-
tions to meet child health needs in each country.  The workshops will involve the health authori-
ties and their formal and informal partners in the public and private sectors, nationally and
internationally.

Day 6 Summary of information and preparations of preliminary conclusions,
Final debriefing of MOH and partners

A draft agenda for the three-day workshop is proposed in Annex 2.

2.2 The Review Team

The analytic review team visiting the countries will consist of at least one senior staff recruited by partners and
at least one WHO/CAH/HQ staff.  The team will be supplemented at different stages by staff from WHO
Regional Offices, UNICEF, and staff from partners’ organizations present in countries.  Finally, the team will
include at least one national staff involved in child health, for example the IMCI focal point.

Senior staff from DFID, USAID, the World Bank and other partners may join the team in selected countries.

2.3 Preparations

2.3.1  Review of existing basic information

WHO and partners with input from countries will prepare basic information related to child health in the
country through a desk review of available information at global and regional levels, including results from
DHS, MICS, mortality monitoring, MCE, and other evaluations related to IMCI and priority child health
interventions.  Findings will be presented and discussed with country staff during the three-day workshop.

Prior to the visit, the national authorities will also be asked to assemble a set of basic documents and existing
data for use in the review.  Help may be provided by the WHO Country Office, including the IMCI medical
officer/APO/NAPO where there is one, UNICEF country office, and staff from partners’ organization working
in the country.  Examples of documents and information that would be useful for the analytic review include:
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• National data relating to priority health needs, including mortality and morbidity by major causes, of
children in different geographical areas and socio-economic conditions;

• National health policy, child health policy and/or strategy, including government policies for resource
allocation for child health;

• Policies and current plans and resource data for child health-related programmes;
• Recent reports of reviews of child health-related programme activities;
• Process and outcome data on child health interventions/programmes;
• Poverty Reduction Strategic Plan, Strategies for achieving Millennium Development Goals in the coun-

try, or other plans to address inequities;
• Information/reviews/reports concerning access and barriers to and utilisation of health services – by

economic stratum and educational level;
• Access to health-related commodities (at least essential drugs and vaccines and bed nets);
• Recent studies or other information on care seeking practices;
• Information (including IMCI community situation analyses) on home care knowledge and practices

(including breastfeeding and complementary feeding) and the 16 “key family practices”;
• National IMCI strategy and plans, including budgets;
• IMCI pre-expansion review report and expansion plans;
• Reports of partner coordination group;
• Project documents relating to donor-supported IMCI activities – plans and reports;
• Reports of community assessments, including assessments of resources;
• Copies of guidelines and tools, including educational materials;
• Monitoring reports on IMCI implementation, including community activities;
• Reports of health facility surveys, household surveys, and other evaluations/assessments of IMCI;
• District IMCI follow-up reports; and
• Multi-Country Evaluation reports where applicable.

2.3.2  Preparations for key informant interviews

The national authorities, WHO, and partners present in the country will be asked to propose names of possible
key informants and to arrange for individual or very small group meetings for the Review Team with key
informants.

The list of informants may include:

• Senior staff of the national Child Health Division
• Senior staff of specific programmes relevant to IMCI and child health (e.g. MCH, malaria, EPI, Nutri-

tion, Essential Drugs)
• NGOs actively concerned with IMCI and child health (through the health NGO coordinating commit-

tee, if there is one)
• Technical partners or institutions (e.g., national paediatric association)
• Representatives of private sector – involved in both the provision of health care and the provision of

health commodities
• UNICEF
• WHO
• Country representatives of partners investing in child health in the country (including DFID, USAID

and World Bank)

If possible, the list of possible key informants should be ready prior to the visit of the analytic review team.
Preparations for the interviews should include ensuring that any relevant prospectuses, programme annual
reports, training and educational material and financial reviews are available and that an appointment could be
scheduled during the country visit.
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2.3.3  Preparations for the workshop

The workshop will last three days and is expected to start on the third day of the review team’s visit to the
country.  Suggestions about the type and quantities of materials that might be needed during the workshop
include:

• meeting room to accommodate 20 people
• access to a computer
• access to a photocopier
• two or three flipcharts, flipchart stands and paper
• markers (if possible as many blacks as participants)
• if possible, for VIPP use (Visualisation in Participatory Programmes) we need pin boards, glue, masking

tape, large rolls of wrapping brown/white paper
• eventually name tags
• a pen and a notebook for each participants
• infocus machine or similar (for slide projection from a computer) and overhead projector
• white and coloured paper for VIPP cards

Possible participants in the workshops include:

• National and district representatives from different departments of the Ministry of Health associated
with IMCI and other interventions targeting priority child health issues

• Senior staff from programmes and institutions associated with IMCI (malaria, essential drugs, EPI, pri-
mary care, nutrition etc)

• Representatives of health and development management and technical teams from district and commu-
nity levels

• Non-public sector health care and commodity providers, including NGOs
• Local representatives of partners in child health (UNICEF, donor agencies, bilateral cooperation, etc).
• Representatives from other sectors than health if necessary (e.g., selected community interventions may

be located in non-health sectors)

The invitation to the participants in the workshop should include a copy of the tentative agenda and the
document describing the process and overall framework for the analytic review.  Participants should be in-
formed that the analytic review will look critically at assumptions made when conceptualizing the IMCI strat-
egy in their country, at the possible benefits of the strategy since its introduction, the management/organiza-
tion/policy issues they are facing, the components and content of the strategy, the possible linkages with other
child health related programs and strategies, the implementation process, and the tools available to support
implementation.

Invitees should be encouraged to bring to the workshop the latest operational plan for IMCI implementation
in their district/region/country, their strategy for scaling-up if existing, an organogram showing where IMCI fits
in the Ministry of Health (if available), success stories or examples of barriers related to quality of care or to the
health system or to community interventions.  They should feel free to bring any other documents or materials
they think could be relevant to the workshop.

Some of the participants will have to prepare short presentations as shown in the tentative generic agenda
available in Annex 2.  The time allocated for the country visit is limited and it will be critical to focus presen-
tations on key achievements or issues only and to respect the timing.  The objective is to get a picture as
accurate as possible of the current place of IMCI in child health and not to write the history of child health or
IMCI in the country.
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3.  Key informant interviews

These interviews will normally last 60 to 90 minutes and will be guided by a short list of relevant questions.  A
preliminary list of generally applicable questions is given below.

• What activities does the programme/organization carry out in relation to children under 5?
• What are its aims and objectives and target population?
• What are the achievements of the programme in relation to its objectives?
• What are its major constraints?
• What activities of the programme relate to IMCI plans/activities - in the areas of training, delivery of care

for common illnesses, preventive actions, counselling, health service strengthening, supervision, commu-
nity health activities?

• How are these activities coordinated with related IMCI activities?
• What do they think about IMCI? - objectives, way of working, relationship to existing programmes,

strengths and weaknesses
• How has the programme been directly involved with IMCI – in the development phase; in early imple-

mentation phase; now?
• What does IMCI do or offer that could support the achievement of the objectives of the programme?
• Has IMCI presented any problems to the implementation of the programme?
• What extra can IMCI offer to child health services?  What is the “added value” of IMCI?
• What are the expectations of IMCI in relation to country priorities? Are they being fulfilled?
• What needs to be done to make IMCI more effective – locally or nationally?

In addition for funding partners

• What are the priorities of the agency in the area of child health?
• How does the agency support child health, e.g. direct funding for programmes, pooled funding (SWAPs)?.

What are the advantages and constraints of the system in place?
• How does IMCI fit within the programme of support for child health?
• What are the expectations of IMCI in relation to your priorities? Are they being fulfilled?
• What are your present plans for support to child health and IMCI?

4.  Country workshop

The workshop will last three days and is expected to start on the third day of the review team’s visit to the
country.  The main sessions of the agenda will be:

a. Description and analysis of the child health situation in the country, including the main determi-
nants

The presentations and discussions will help participants have a common understanding of the child health
situation and health infrastructure (public, NGO’s, and private sectors) in the country.  The discussions should
lead to the identification and agreement on the six most important causes of child mortality and morbidity.
Possible significant variations among different geographic and economic groups in the country should also be
highlighted.  This session will provide the basis for the subsequent discussions throughout the workshop.

Sections 1.1 and 1.2 of the information framework may be used as a guide.  The information may be presented
by senior staff from the child health division, primary health care or curative and preventive services.  Staff
from the HMIS may also contribute.  Members from the analytic review team will present the findings of desk
review relevant to the country.

This session will require 3.5 hours.
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b. Responding to the health needs of children

Based on the six priority challenges in child health identified in the previous session, this session will begin by
defining the interventions needed at each level of the health system to address the priority challenges, taking
the child as starting point.

When the needed interventions have been identified, meeting participants will map existing interventions for
each of the six priority child health needs, examine each to see whether it is available in reality, how it is being
provided (considering both public and private sectors) and what its major facilitating factors and constraints
are.

This session may be conducted as a guided group exercise in which the participants list the necessary interven-
tions at each level for each of the priority child health issues defined in the first session.  The discussions will
consider the needs to address inequities, including children in economically deprived communities, and inter-
ventions delivered by the public and private sectors at national, district and community levels.

The second half of the session will be a plenary discussion about the range of interventions needed and being
provided to address the most important child health issues, and about the successes, constraints and possible
gaps.  The session will provide a basis for defining the best use of existing child health interventions, including
IMCI, and how IMCI could eventually increase its contribution in addressing the priority challenges in child
health.

The staff of the programmes and organisations as well as the health service staff from districts and communi-
ties will be the main sources of information for this part of the session.  Additional information may be
provided by the desk review and key informant interviews.

This session will require half a day.

c. Review of IMCI in detail in the light of the existing needs and interventions

The IMCI activities will be presented by the IMCI focal point and other appropriate staff and discussed in
plenary.

The session may be divided into the following sections:

• Planning and organisation of IMCI.  Including present and future scope of IMCI
• Implementation:

• Skills development
• Supervision, referral, drugs supplies etc
• Community activities

• Monitoring, including achievement of planned outcomes for child health
• Resources for IMCI
• Scaling up – activities and plans, including addressing needs of unreached children.

In addition to updating the participants on the activities and achievements in each component, the presenta-
tions and discussions should focus on facilitating factors, constraints and actions to overcome them.  The
contribution of IMCI to national child health programmes and interventions and the processes for partnership
and coordination of action in each component should also be addressed.  The meeting should consider ways in
which IMCI can increase its contribution to the range of child health interventions (including those targeting
children in poverty and other special circumstances).

Sections 3, 6 and 7 of the Information Framework may be used as a guide.  Group work may be the most
effective approach to discussion, each group taking one component after initial presentations.

This section will require one and a half days.
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d. Review of the structure and organisation of Child Health activities in the country

The aim will be to analyse critically the existing structures and organisations and make proposals for strength-
ening the coordination of child health care in the country, including IMCI.

Presentations may be made by senior staff of the Child Health division and districts, as well as by senior staff
from child health programmes and IMCI.  A short group session may be used to stimulate participants to think
widely about possibilities for effective structures and mechanisms, including ideas for involving the private and
NGO sectors as discussed in session 2.

The recommendations from this session should concentrate on practical coordination mechanisms that will
achieve the best use of resources to meet the child health needs discussed in session 1.

Sections 2, 3 and 4 of the Information Framework may be used to guide this session.  The session will require
at least half a day

e. Debriefing and reporting

On the last afternoon of the visit a meeting should be arranged to bring together high level staff from the
Ministry of Health and other concerned ministries, staff of the programmes and institutions concerned with
child health, NGO and private organisations, stakeholders and partners.  The team will present for discussions
its findings and conclusions.

The final report of the analytic review will be shared with the national health authorities when it is available.

5.  Field visits

The workshop is limited to three days and field visits will be arranged only if some issues can not be clarified
through discussions and reviews of available data.  The review team may split for this purpose.

6.  Expected Outcome of the Country Visit

A description of the current child health situation in the country;

A summary of the remaining challenges in child health, existing interventions to address them and pos-
sible gaps, main achievements and constraints of existing child health programmes including IMCI;

Better understanding of the place of IMCI in child health programmes;

Recommendations on how IMCI contributions in addressing the remaining challenges could be increased
and how selected elements of the strategy could be scaled up; and

Recommendations for the coordination and management of child health activities to make the best use
of available public and private resources.



55

Questions to guide interviews
Annex 4

1. What activities does the programme/organization carry out in relation to children under 5?

2. What are the aims and objectives of your programme/intervention?

3. What is your target population?  What priorities have been established in deciding on this target?  Is
priority given to economically deprived or other special groups?

4. What type of actions are planned and implemented at different levels (community, district, national, as
appropriate)?

5. What are the channels through which the target group has access to the interventions offered by your
programme/intervention?

a. Public
b. Private (formal or informal)

6. What has been the experience of coordination of public, NGO and private sector partners at different
levels in relation to the programme/intervention?

7. Who are your major partners - operational and funding?

8. What are the major sources of funding?  Government?  External support? Other?

9. What have been the achievements of your programme/intervention in relation to objectives?  What
proportion of the population has access to the interventions?  What proportion of the poorer and
“unreached” sections of the population has access?

10. What have been the major constraints to achievement of objectives, including access and utilisation?

11. What do you know about IMCI; its objectives, methodology, relationship with existing programmes,
strengths and weaknesses?

12. How do the activities of your programme/intervention relate to IMCI plans/activities, globally and at
different levels in countries?  How are they coordinated with related IMCI activities?  Consider:

a. skills development/training
b. delivery of care for common illnesses
c. preventive actions
d. counselling
e. health service strengthening
f. supervision
g. referral care
h. community health activities.
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13. What has been the contribution from IMCI towards the implementation and objectives of your programme/
interventions?

14. How has your programme/intervention contributed to IMCI - in the development phase/in early imple-
mentation phase/in the expansion phase?

15. What has been the role of your programme in:

a. development of IMCI strategies and plans
b. development of IMCI materials and tools for planning, implementation and monitoring
c. implementation of IMCI activities
d. funding for IMCI?

16. What does IMCI do or offer that could support the achievement of the objectives of the programme?

17. Has IMCI presented any problems to the implementation of your programme/intervention?

18. What do you think is the “added value” of IMCI to child health care?

19. What do you think is needed to make IMCI more effective – locally or nationally?

Additional questions for funding partners

1. What are the priorities of your agency in the area of child health?

2. How does your agency support child health?  Direct funding for programmes, pooled funding (SWAPs?),
other?

3. Past, present and projected funding levels?

4. What are the facilitating factors and constraints of the funding systems in place?

5. What are the major constraints to expansion of child health activities?

6. What has to be done to achieve greater impact in the area of child survival/health?

7. How does IMCI fit within the programme of support for child health?

8. What are the expectations of IMCI in relation to your priorities? Are they being fulfilled?

9. What are your present plans for support to child health and IMCI?
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