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EXECUTIVE SUMMARY

The Second Regional Meeting on the Implementation of the Integrated Management of
Childhood Illness (IMCI) was convened by WHO/AFRO in Brazzaville from 25-28 February,
1997. The meeting was attended by over 50 representatives of various organizations, including
WHO/AFRO, WHO/CHD/Geneva, and ministries of health or government academic institutions
in Mali, Niger, Togo, Uganda, Tanzania, and Zambia. Other partner organizations represented
included UNICEF/Health/NY, ODA, USAID, SARA, BASICS, and the Tanzania Essential
Health Interventions Project. A list of participants is included as an appendix, along with the
program of the meeting and the WHO/AFRO report on the meeting.

The objectives of the meeting were as follows:

L To provide an update on the current status of the implementation of IMCI in the region,
especially in the three early-use countries: Tanzania, Uganda and Zambia.

IL To share experiences between partners and donors in the implementation of IMCL

118 To discuss the WHO/AFRO 5-year plan for implementation of IMCL

Dr. Antoine Kabore, WHO/AFRO’s regional advisor for CDD and IMCI, opened the main part

of the meeting by noting the following lessons learned during the first year of IMCI

implementation:

1) WHO/AFRO had found that it was invaluable to conduct, as a first step in preparing a
country for IMCI, a “preliminary-visit” to assess the health care delivery system and to
determine the feasibility of the existing health system supporting the introduction of
IMCL

2) Ownership of the IMCI approach by national authorities is essential.

3) National authorities must better understand the implications of IMCL

4) IMCI must build on existing systems.

5) IMCI should build on health sector reform.

6) Early incorporation of IMCI training into pre-service training is highly desirable.
7 Universities and the general pediatric community should be engaged in the initiative.
8) Frequent visits by external consultants were required.
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9) There is strong pressure for nationwide implementation.

WHO/AFRO insisted that IMCI was not a program, but advocated for creation of a Ministry of
Health budget line for IMCI in countries implementing the approach.

Dr. Jim Tulloch, director of WHO/CHD/Geneva, noted that at a recent retreat of his division the
decision had been reached that the IMClI initiative should be global in scope and not limited to
demonstration activities in a few countries. However, given that resources and capacity are
limited a longer-term perspective is necessary. Tulloch reported that his division was working on
the development of other materials to complement the existing IMCI course for first-level health
facilities: a guide to adaptation of the course, guidelines for initial follow-up visits four to six
weeks after training, a drug supply management course for first-level facilities, guidelines for
referral care, and guidelines for planning and program management, including M&E. With
respect to interventions to improve drug management, the director of WHO/CHD/Geneva
remarked that the first step for his division was to better understand the activities and strategies
of WHO/DAP.

UNICEF/New York’s senior advisor for Child Health noted that there is not yet an official
UNICEF statement on IMCL. However, during the meeting the UNICEF senior advisor met with
the director of WHO/CHD/Geneva to draft a joint statement on IMCI that will now go for review
and hopefully, eventually be approved by the two organizations.

The highlight of the meeting was the presentation by representatives from Tanzania, Uganda, and
Zambia of early experiences with implementation of IMCI activities. Lessons learned are
summarized in a separate section of this report.

Following the conclusion of the Second Regional Meeting on IMCI, staff of WHO/AFRO met on
April 1, 3, and 4 with representatives of various partner organizations (WHO/CHD/Geneva,
UNICEF, ODA, USAID/SARA, and BASICS) to present and discuss the WHO/AFRO 5-year
plan of action entitled Implementation of the IMCI, CDD and ARI in the African Region: Plan of
Action, 1997-2001. Dr. Barakamfitiye, WHO/AFRO’s director of DDC, opened the discussions
by noting the following:

* This document is definitely a WHO document.
* Having said this, any partner should find its place in supporting the plan.
* IMCl is a piece of a larger solution, it cannot do everything. IMCI cannot be responsible

for drug supply, health sector development and health reforms; IMCI focuses on the
quality of care. Be careful not to embrace everything, otherwise we lose quality. We
must have a limit, otherwise IMCI will just explode. Alone, IMCI cannot improve the
quality of care, but its place must be clear.
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WHO/AFRO'’s draft 5-year plan is included as Appendix F. The objective of the plan is “to
improve the quality of care provided to children under-5-years of age at the first-level health
facility.” A logical framework is included as the last two pages of the draft plan of action. In
brief, the plan calls for WHO/AFRO to support the implementation of IMCI activities in 28 of
the region’s 46 countries by the year 2001. WHO/AFRO is to provide intensive support to 11 of
these countries during this period, meaning that they will be aiming for nationwide training
coverage by the year 2001. During this same time period, WHO/AFRO hopes to sustain CDD
activities in 43 countries and to support implementation of ARI activities in 31 countries where
these programs already exist. After reviewing the plan on April 3, representatives of several
partner organizations offered their comments. A selection of these comments is summarized in
Appendix G. Included as Appendix H are the written comments on the plan which the BASICS
- representative presented to WHO/AFRO on April 3 after discussions-with the USAID/SARA
representative. Appendix I summarizes key responses provided by staff of WHO/AFRO to some
of these comments.

Representatives from UNICEF and BASICS departed on April 3. Discussions continued on
April 4 between WHO/AFRO and the representative of USAID/SARA. These final discussions
are summarized in a separate report by the representative of USAID/SARA.

LESSONS LEARNED DURING THE FIRST YEAR OF IMCI IMPLEMENTATION

The highlight of the Second Regional Meeting on Implementation of IMCI was the presentation
by representatives from Tanzania, Uganda, and Zambia of the first year of experiences with
implementation of IMCI activities. While it is too early to draw firm conclusions from all of
these early experiences, it is nevertheless worthwhile to make note of and follow up on some
of the findings:

a) Uganda and Zambia both had found it useful to continue course adaptation discussions
and to further develop the IMCI algorithm even after training had begun.

b) Tanzania and Zambia had found it useful to provide facilitators with an additional four or
five of instruction in facilitation methods after they had participated in the 11-day
course and before they first facilitated the 11-day course. Uganda was also interested in
introducing such a practice. In a plenary discussion lead by Dr. Hirnschall of
WHO/CHD/Geneva, meeting participants concurred that this should become the standard
approach advocated in other countries yet to start IMCI training.

c) Data from Uganda and Zambia show that thus far it has cost roughly $1,000 for each
health worker trained in the 11-day course. This is for courses conducted without any
international consultants.



d)
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In each of the three countries, it has thus far been found best to train at central or
regional sites. Program coordinators from each of the three countries felt that it would
not be practical to establish IMCI training sites in the majority of the districts in their
countries because of a lack of suitable facilitators, patients, transport, accommodation,
and facilities. This issue deserves further examination because decentralization of

training might reduce the costs of training and help promote district ownership and
control of IMCIL.

In one of the first two districts where training was conducted in Uganda, one-fourth of the
participants had great difficulty or were unable to read the 400+ pages assigned during the
11-day course. In this district, the facilitators decided to omit the module Assess and
Classify the Young Infant. In spite of this early experience, subsequent trainings in
Uganda have suggested that with improved logistics it may still be practical for
participants to complete all the modules in 11 days. Data presented from Tanzania,
where the training materials have been translated into Kiswahili, showed that 2 of 6
assistant medical officers, 4 of 19 clinical officers, and 1 of 4 nurses had problems
understanding the modules. While the so called “complementary IMCI course” that is
now under development will presumably help address this difficulty, more data is needed
on how health workers with various levels of literacy and other learning skills perform
with the existing course.

The representatives from Uganda and Tanzania noted that in the existing 11-day course,
the last two modules are rushed. “Many health workers find that the counseling module
is particularly difficult. During follow up, it was found that there were lots of omissions
with assessment of feeding.” A representative from Tanzania remarked that follow-up
visits had shown that “assessment of feeding is often forgotten” by health workers
training in IMCI. Surveys conducted in Zambia demonstrated that the aspects of sick
child management that had changed the least as a result of IMCI training were
nutritional/feeding assessment and counseling.

In each country, preparations carried out at the district level seemed essential to the
long-term success of IMCI:

L Efforts to sensitize and develop the commitment of ﬁon-clinical, as well as
clinical officials of the DHMT and the in-charges of health facilities.

II. Efforts to improve the supplementary (non-kit) drug supply.

OI.  Assistance with identification and development of training sites.
IV.  Guidance with selection of course participants.

V. Strengthening of supervisory systems.



h)

J)

k)

VI Advocacy to include IMCI in district workplans.

In each country, efforts were underway to revise routine reporting forms as part of
health reforms. Efforts to include in the new forms the IMCI categories had met with
only partial success. HIS designers do not yet understand the syndromic classifications
taught in the IMCI course. For example, they would prefer to collect statistics on
meningitis and cerebral malaria rather than on the broad category of Very Severe Febrile
Disease which is taught in the IMCI course. Early experience has shown, however, that
persistent consultation and lobbying by IMCI advocates can help to introduce some of the
IMCI classifications into the HIS.

In each of the three early-use countries, essential drug kits supplied most of the oral
drugs needed for IMCI (cotrim, chloroquine, ORS, +/- vitamin A), but not the
injectables (quinine, chloramphenicol, gentamycin) needed for pre-referral treatment.
Presently it appears that in these three early-use countries, government pharmaceutical
units and their donors either do not understand or do not support the need for such
injectable drugs to be supplied to front-line health facilities for urgent pre-referral
treatment. The shortage of these injectable drugs at front-line health facilities and
weaknesses in referral systems may seriously limit the impact of IMCI on severely ill
children in general, and sick young infants in particular.

Of equal concern for tropical Africa is the impact of chloroquine-resistance on the
effectiveness of the IMCI approach to management of malaria. Chloroquine-resistance is
a major and growing problem in all three of the African early-use countries. Yet, in all
three cases, the IMCI algorithm as currently adapted essentially trains the health worker
to initially treat all fevers with chloroquine. Following a series of research studies
documenting that roughly 40 percent of malaria in Zambia is highly (RII or RIII)
chloroquine-resistant, authorities in that country have now officially conceded that a child
should instead be treated with sulfa-pyrimethamine (SP) if the mother gives a history of
prior treatment during this episode of fever with chloroquine. Formative research is now
underway in Zambia to develop questions which health workers can use to determine
whether the child has been treated with chloroquine. As part of the preparations for
IMC, this research and research documenting the extent of chloroquine-resistance should
be conducted elsewhere in Eastern and Central Africa. Given trends in the further
development of chloroquine resistance in Africa, it will likely be appropriate in the next
several years for more countries on the continent to go the way of Malawi and switch to
use of SP as a first-line anti-malarial. As the Malawi example illustrates, such a policy
change requires years of support and preparations.

The representatives from Uganda noted that follow up [as specified in the WHO
document on initial IMCI follow-up] may not be sustainable. “There is no way, given the
available funds from donors, that we can have quarterly visits....In terms of personnel,
this will consume too much of the time of central personnel...Follow up must be district-
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based in the long term.” The representative of the Tanzania Essential Health
Interventions Project noted that, “Districts are concerned about supervising only one
component of the health services.” In Zambia, efforts are underway to integrate
supervision of IMCI into district-based supervision of child health, reproductive health,
STDs, tuberculosis, and water/sanitation services. The BASICS representative working
in Niger briefly recounted over two years of experience in that country with collaboration
between the local health services, BASICS, and the Quality Assurance Project on
approaches to sustaining the quality of integrated case management of sick children.
These approaches combined a structured method of problem identification (e.g., use of a
supervisory checklist) with a participatory method of problem resolution.

D In none of the three early-use countries has work begun on IEC activities in support of
IMCL

INTEGRATED MANAGEMENT OF CHILDHOOD ILLNESS: TAKING STOCK OF
THE INITIATIVE

A. Progress with IMCI Adaptation and Training

After about a year of intensive implementation of IMCI activities in three early-use” countries in
Africa, it is appropriate to review the lessons learned and the current status of the initiative.
IMCI has proven to be remarkably popular among African Ministries of Health. Government
officials in a growing list of African countries have expressed a strong interest in IMCI and have
begun preparatory discussions: Eritrea, Ethiopia, Ghana, Madagascar, Mali, Niger, Nigeria,
South Africa, and Togo. Official interest in the initiative has also mounted within the early-use
countries themselves, and there is now strong pressure to expand IMCI activities much faster
than was originally planned.

The IMCI adaptation process has proven to be a remarkably effective mechanism for further
development and the updating of national health policies and practices ranging from
immunization schedules to the design of forms for routine reporting of health events. Integration
of a wide range of health issues makes the initiative remarkably robust; makes it attractive to
numerous policy advisors and decisionmakers; and gives IMCI a good deal of leverage during
discussions about the reform of health management systems, such human resource development,
M&E, and drug supply. IMCI has been especially effective at engaging nutrition policymakers in
national child survival program implementation.

As demonstrated by studies such as those conducted in Lusaka (see the table on the next page
which was presented at the Brazzaville meeting), the IMCI course has proven itself, with some
notable exceptions, to be an effective intervention for training front-line health workers in the
fundamentals of quality management of sick children. It still appears likely that a significant
minority of health professionals now managing sick children will do better with a training



approach that requires less than the 400 pages of reading in the existing course. Fortunately,
such an alternative training approach, the so-called “complementary course,” is now under
development and should be ready for field testing later this year.

Early experience in each of the three early-use countries suggests that the existing course is least
effective at changing health workers’ nutrition counseling practices. This warrants further
evaluation and perhaps modification of this component of the course or modification of the
placement of the nutrition counseling component within the 11-day course schedule.



Health Facility Survey Findings
Before and After
IMCI Training in Lusaka

If child had a cough
or difficulty breathing

*  Counted respiratory rate

*  Looked at chest

~ *  Prescribed antibiotics

If child had diarrhoea
*  Checked skin pinch
*  Prescribed ORS

Mother told how to
give medications

Asked mother to repeat
how to give medications

Mother encouraged
to increase feeding

)

Frequency action taken
3 months 2 months
before m=186) after m=230)

2% 710%

43% 87%
50% 37%
33% 54%
68% 100%
2%  98%
10% 44%
14% 45%



B. Further Development of IMCI: Is it time to broaden the scope of the initiative?

The popularity and robustness of IMCI is testimony to the excellent job done by WHO in
developing the approach. In the course of the first year of intensive implementation, WHO has
also done an excellent job maintaining and defending the quality of course adaptation and
training. Recognizing the necessity of going beyond training, WHO has developed and
introduced guidelines for initial follow up of IMClI-trained health workers. Organizations outside
of WHO which are interested in adopting or supporting the initiative have a good deal to learn
about the many details that must be attended to if they want to propose alternative approaches to
IMCI adaptation or training.

In some other important respects, however, the initiative would benefit from a broadening and an
opening up of discussions. Part of the final afternoon of the Brazzaville meeting was set aside to
discuss two key technical issues: training of facilitators and initial follow-up visits. These
sessions were quite productive. There appeared to be, however, at the Brazzaville meeting, a
certain reluctance to reach beyond the boundaries of a defined “IMCI program” to address with
due consideration the related issues of IEC, drugs, supervision, and building of decentralized
capacity for management of IMCI. It is ironic that even as it was pointed out that “IMCI is not a
program,” there were a number of examples of vertical program thinking:

* Reluctance to confront systems issues

. Vertical approach to initial follow up (visits carried out by central staff and IMCI
facilitators)

* Emphasis on revision of drug kits rather than building district capacity to manage drugs

* Advocacy for a line item for IMCI in ministry budgets

This sometimes vertical perspective is, no doubt, a reflection of the youth of IMCI. A year from
now systems issues will hopefully address at the Third Regional Meeting on the Implementation
of IMCI. There should be structured discussions on topics such as routine follow up.
Appropriate experts, including some who come from outside of “IMCI programs,” but who are
well oriented to IMCI issues, should be invited to present succinct, relevant technical updates on
topics such as drug management, IEC, and district capacity building.

In light of the eventual need to broaden the scope of IMCI, and considering the significant
investment required to implement the initiative (thus far training alone has cost roughly $1,000
per health worker), partners outside of WHO have a key role to play in the provision of technical
and financial resources. Partner organizations could play a leading role in further development
work as well as helping to support expanded implementation of IMCI. Concerning the current
coordination of partners in support of IMCI, three facts stand out:
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The draft 5-year plan of action for IMCI/CDD/ARI presented by WHO/AFRO is, as
Barakamfitiye noted, “definitely a WHO document.” It is a work plan for WHO’s
regional office. It would be appropriate to go further and develop a Strategy for
Regional Implementation of IMCI. Such a work plan would help to mobilize support
for IMCI from other partners. The most striking example of the difference between a
work plan for the regional office and a strategy for regional implementation is in the
approach to IEC. During discussions of the 5-year plan of action, the staff of
WHO/AFRO emphasized their own reluctance to take responsibility for IEC activities
other than the interpersonal communication provided in health facilities during the sick
child consultation. Representatives of WHO/CHD/Geneva, UNICEF, BASICS, and
SARA each suggested that communications activities have been an important component
of CDD and other child survival programs to date and other partners should, if necessary, -
take responsibility for the development and implementation of IEC in support of IMCI.
Hopefully future drafts of the 5-year plan of action will reflect this and other potential
contributions of the partners.

One of the most encouraging developments to emerge from the Brazzaville meeting was
the drafting of a WHO/UNICETF joint statement on IMCI. As noted by the UNICEF
representative, to date UNICEF/NY has not had an official policy position on IMCI. This
should soon change and UNICEF should emerge to play its own role in leading the
development and implementation of appropriate aspects of the initiative. In particular,
UNICEF may be the logical agency to lead the coordination of efforts to develop an
approach to IEC in support of IMCI. This could make an enormous difference to the
success of the initiative.

There has been no IMCI partner coordination meeting for well over a year. Such a
meeting should be convened soon. The IMCI initiative is entering a new stage where the
scale of implementation is growing geometrically and the developmental needs have
expanded considerably beyond the initial focus on the generic algorithm and training
approach. In this setting, improved partner coordination is essential.

At the Brazzaville meeting, Tulloch and Hirnschall of WHO/CHD/Geneva noted that one
opportunity to pursue partner coordination would be the meeting on R&D in support of IMCI
that is to take place in Geneva in mid-1997. WHO/CHD/Geneva invites partners to work with
them to develop the agenda for such a meeting. Various issues of concern to the partners could
be included on such an agenda. At the R&D meeting, participants could decide how best to
pursue R&D related to each of these issues. Working groups with representatives from various
partners could be formed to meet subsequently and follow up on these issues.

10



APPENDIXES



APPENDIX A
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SECOND REGIONALU MEETING ON TEE IMPLEMENTATION
OF THE INTEGRATED MANAGEMENT OF CHILDHOOD
HLLNESS (IMCY) IN AFRICA

Brazzaville, 25 - 28 February 1997

PROVISIONAL PROGRAMME OF THE MEETING
REV.1

Dav 1: Tuesdgv 25 Febrparv 1997

08h30-8hL55 Administrative arrangements CTO
05h00-09n 15  OCpening remarks RD

09h i5-09h 30 Objeciives and expecied ourcomes
ot the mesting DDC

09 30-C9n35  Election of the bureau and adoption
of the programme of ths meeting.

OBJECTIVES :
!
i) to adopt, based on reports o the meeting, relevant
recommendations for improvemen: of IMCI implementation in
the Region.

i) 10 revise common approach adopied in February 1996 for
IMCI implementation.

SESSION i: Regionai and giobal status ¢f impiementation
Chairmaz: Dr. Mutombo Wa Mutombo, BASICS
09h35-10%05  Staws cf the implementaiion of IMCI in
ithe Region and lessons learnec. CDD/AFRO

10K QS -10h 30 Discussions
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10h30-11h00 Tea Break

11h00-11h30 The place of IMCI in relation to other programmes

11h30-12h00 - Discussions
- Wrap up of the session

12h00-13h30 Lunch break
SESSION 2: Country experiences
Chairman: Dr D. Barakamfitiyé, DDC
I3h30-14h 00  Experience of Uganda in IMCI implementation

14 h00- 14 h30  Experience of Uganda in following up the health
workers trained in IMCI

14h30-15h30 Discussions
15h 30 End of first dayv
Day 2: Wednesday 26 February 1997
SESSION 3: Country experiences (Continued...)
Chairman: Dr D. Barakamritivé. DDC
08 h 30 - 09 h OC  Experience or Tanzania in IMCI implememétion

09 h00-06h 30  Experience of Tanzania in foliowing up the health
workers trained in IMCI

BEST AVAILABLE DOCUMENT
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09h30-10h30

10h30-11h 00

11h00-11h30

11h30-12h00

12h00-12h 30

12h 30 - 14 h 00

14h00-141h30

LVS)

Discussions
Tea break

Experience of Zambia in IMCI implementation

Experience of Zambia in following up the health
workers trained in IMCI

Discussions
Lunch break

- Discussions (Continued)

- Wrap up on country experiences

SESSION 4: Experiences of partners

Chairman: Dr J. Tulloch, CHD/HQ

14 h30-14h50

14 h50-15h 10

15h 10

Support for IMCI implementation BASICS

Discussions

End of second day
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Dav 3: Thursdav 27 Februarv 1997

SESSION 5: Experiences of partners (Continued...)
Chairman: Dr J. Tulloch. CHD/HQ
08 h30-08 h50  Support for IMCI implementation. TEHIP

08 h50-09h 10 Discussions and wrap up on experiences
of partners.

SESSION 6: Prospects

Chairman: Dr J. Tulloch. CHD/HQ

OBJECTIVE :

iii) to adopt the provisional five-year plan of action (1997-
2001) for support to countries on IMCI implementation
in the Region.

09h 10-09h 40  Provisional five-vear plan of action for IMCI
implementation in the Region (1997 - 2001)

CDD/AFRO

09h40-10 h 30  Discussions and wrap up

10h30-11h00 Tea break
1Th00-11h20 Statement of UNICEF

1Th20-11h40 Statement of SARA



11h40-12h00

12h00- 12h 20

12h20-12h40

12h40- 14 h 00

14h00-16h00

16 h00-17h 00

17h00-19h 00

Statement of USAID
Statement of ODA
Wrap up on prospects
Lunch break

Plenary discussions

Meeung with Uganda

Reception Club/WHO.

Dav 4: Fr?day 28 Februarv 1997

1

07h30-08h 15
08 h 15-09h 00
09h00-09h 45

09 h 45 - 10 h 30

10h30-11h00

Meeting with Zambia

Meeting with Mali

Meeting with Niger

Meeting with Togo

Tea break

Lh
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SESSION 7: Adoption of the report and closure

Chairman: Dr D. Barakamfitivé, DDC

11h00-12L00 Consideration and adoption of the report of the meeting

12h00-12h30 Closing :

- Recommendations
- General remarks DDC
- Closure RD

27 February 1967
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APPENDIX D

PRESENTATION ON USAID/BASICS SUPPORT FOR
IMPLEMENTATION OF IMCI IN AFRICA



BASICS Project
Support to IMCI in Africa

I.  Country-level support

A. BASICS has several country-level projects

C.

which can provide major support to IMCI:
0 Zambia

[ Madagascar

(3 Eritrea

BASICS’ projects in several countries can
support IMCI operations research and demo
activities

0 Niger

0 South Africa

[ Nigeria (in the private sector)

Potential sites for future IMCI support
O Ethiopia?

[ South Africa?
O Mali?

O Togo?

(3 Benin?

0 Kenya?

0 Senegal?

~



II.

- BASICS Project
Support to IMCI in Africa

Regional support

BASICS regional office in Dakar

~+ 2 IMCI trained consultants

BASICS HQ office in Washington

¢+ 8 IMCI trained consultants

+ 2 IMCI adaptation consultants

+ contract with the Manoff Group that
developed the IMCI feeding adaptation protocol
and has several nutrition adaptation consultants

BASICS plans to expand the pool of consultants for
clinical adaptation, strengthening of supervision, and
nutrition adaptation (Note: upcoming conference to
train franco phone W. Africa nutrition consultants)

USAID-funded consultants will also be available to
support drug management, malaria, IE&C and M&E
aspects of IMCI

These consultants will be available to support
country-specific and regional IMCI efforts



I1I.

IV.

Mo 0w

BASICS Project
Support to IMCI in Africa

Global support

The complementary course

French and Spanish translations
Course for training IMCI facilitators
The preparatory guide

Drug Supply Management course

Support for NGO’s
Conference in May at BASICS HQ to orient

Care, Hope, World Vision, Save the Children,
Africare, ADRA, Project Concern, ....

16
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WHO AFRICAN REGIONAL OFFICE

DIVISION OF INTEGRATED DISEASE CONTROL

SECOND REGIONAL MEETING ON THE IMPLEMENTATION OF THE
INTEGRATED MANAGEMENT OF CHILDHOOD ILLNESS (IMCD
BRAZZAVILLE
25 - 28 FEBRUARY 1997

MEETING REPGRT
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1. Introduction

The major killers of African children under 5 vears of age such as pneumonia,
diarrhoea, malaria, measles and malnutrition can be prevented or treated by the use of simple
and affordable techniques and medications. Mos: children often present with one or more of
these diseases to health facilities that provide sub-optimal care.

In an attempt to improve the quality of care provided to under-fives at the first level
health facility using simple affordable techniques and medications, WHO and UNICEF
developed the package for the Integrated Management of Childhood Illness (IMCI). This
package integrates curative, preventive and promotional services in order to provide a
comprehensive and more effective delivery of child health services.

Many countries in the African Region regard IMCI as a response 1o the needs of the
masses and expect its implementation to cause a drastic reduction in chiidhood mortality.
Consequently, the WHO African Regional Office has adopted this approach as a way of
supporting its Member States in their struggle for improved child survival and health.

In 1995, WHO/AFRO began the implementation of this approach. Major steps taken
by the Regional Office of WHO in 1996 towards the implementation included a series of
orientation meetings for the Division of Integrated Disease Control and other relevant Units
in AFRO; WHO/AFRO Units and partners interested in IMCI implementation in the Region;
WHO Country Representatives; and National Managers for the Controi of Diarrhoeal
Diseases and Acute Respiratory Infections.

To date, seven countries namely: Eritrea, Ethiopia, Mali, Niger, Tanzania, Uganda
and Zambia have begun implementation and many more have indicated interest.

One of the outcomes of the orientation meetings was a resolution to periodically
review and evaluate implementation in the Region. As part of the implementation of the
recommendations. the second Regional meeting on the implementation of the Integrated
Management of Childhood Illness (IMCI) was held at the Regional Office of the World
Health Organization in Brazzaville from the 25 - 28 February 1997.

2. Objectives and Expected Outcomes

2.1 General Objective

To strehgthen the implementation of the Integrated Management of childhood Illness
(IMCI) in the African Region.

2.2 Specific Objectives
To:
* adopt, based on reports to the meeting, relevant recommendations for

improvement of IMCI impiementation in the Region:

I BEST AVAILABLE DOCUW ey
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* revise the common approach adopted in February 1996 for IMCI
implementation;

* adopt the provisional five-year pian of action (1967-2001) for support to
countries on IMCI impiementation in the Region.

2.3  Expected Qutcomes

* appropriate recommendations adopted for improved IMCI implementation in
the Region;

* common IMCT implementation approach adopted in February 1996 revised;

* provisional 5-year Plan of Cperation to support countries in IMCI

implementation in the Region adopted.
3. Method of Work

This consisted essentially of presentations in plenary followed by discussions. There
were also joint meetings of WHO AFRO and HQ with individual participating countries and
partners.

4, Meeting Proceedings

4.1.  IMCI: Regional and Global situation

This session had two presentations:

4.1.1. The first, titled “IMCI implementation in the region and lessons learned” was
presented by Dr. Antoine Kabore, CDD/WHOQO/AFRO.

The presenter gave a general background on the health situation in Africa,
stressing the difficulties encountered in case management, the scarcity of resources, the
high cost of drugs, lack of confidence in the health care system, all of the many
conditions that would justify the introduction of the Integrated Management of Childhood
ness (IMCI) Approach.

IMCI is an approach and not a programme; it is aimed at promoting collaboration
among existing programmes. It is expected to be implemented within the framework of
existing structures and therefore does not necessarily require the development of specific
new ones. :

A regional impiementation strategy has been developed with the following

objective: to improve the quality of care provided to children under five years of age at
the first level health facilities.
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The strategy provides for a progressive introduction of IMCI in the countries of
the region in the following manner:

* 10% of the countries will be implementing IMCI by the end of 1996
* 20% by the end of 1997
* 50% by the end of 2001

In addition, the presenter elaborated on the implementation steps of IMCI as
adopted in 1996, namely: advocacy, orientation workshop, first year planning activities,
adaptation of generic materials, training, monitoring and evaluation, replanning.

.To date, eight countries of the region have started with the implementation
process: Ethiopia, Eritrea, Mali and Niger have already held their orientation workshop,
Madagascar is in the process of adapting the generic materials; Uganda, Tanzania and
Zambia are preparing for the evaluation of the first year of IMCI implementation.

However, based on the experience in the last 12 months, one additional step was
added to facilitate the process, that is the preliminary visit. The objective of this initial
visit is to assess the health care delivery system of the intending country and to determine
the feasibility of the existing health system to support the introduction of IMCI.
Botswana, Cote d'Ivoire, South Africa and Zimbabwe have all benefited from this
preliminary visit.

Three key elements have been identified to ensure the sustainability of the IMCI
process:

!

* . the preliminary visit
* the forum for national consensus
* a budgetary line to support IMCI implementation

4.1.1.2. Lessons learned at Regional level

® The decision of the country to introduce IMCI should be based on concrete and
relevant information

L] The ownership of the approach by the countries is a key factor of sustainability.

. The existing support structures at country ievel, such as training facilities, drugs
distribution. monitoring and evaluation systems must be utilized.

® The incorporation of the approach in pre-service training must be encouraged.

® Collaboration of the MOH with Universities should be strengthened througir the
early involvement of the Paediatncians.

3 BEST AVAILABLE DOCUMENT
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L The availability of competent national and international consultants is paramount.

4.1.1.3. Constraints

L] Inadequate number of well trained IMCI experts in the region to support countries
for implementation

L The increasing demand and pressure from countries and partners to accelerate the
implementation process

® The complexity and the duration of the implementation process
L] The difficulty in obtaining consensus of all partners involved.

4.1.1.4. Prospects

. The preliminary visit will be an integral part of the implementation process

L The development of a core of trained national experts

® The ownership of the approach by countries is of high priority

L4 The incorporation of this approach in the curricula of the pre-service medical and

paramedical schools is necessary

® The strengthening of CDD/ARI programmes to continue in countries or districts
not yet implementing IMCI

° A five vear plan of action to be developed and implemented by WHO/AFRO and
partners

4.1.2. The second presentation was by Dr Jim Tulloch titled “Place of IMCI in relation
to other programmes”

4.1.2.1. IMCI includes 5 major diseases and, therefore, 5 natural partners among
WHO programmes. those dealing with ARI, diarrhoea, measles, malaria and mainutrition.
In addition, a number of other WHO Programmes (eg prevention of blindness or oral
health) were involved in the develcpment of IMCI.

4.1.2.2. There are many reasons why an integrated approach is needed, for
example: overlap of clinical presentations of ARI and malaria, the imporiance of nutrition
in the management of diarrhcea, the need to treat diarrhoea. ARI and nutrition problems
associated with measles. This means programmes must work together.

4.1.2.3. For some programmes IMCI is only one part of their work, eg malaria
control or nutrition. but it is an important part and requires their support. IMCI can be an
entry point for nutrition programmes.

q/b BEST AVAILARLF DOCUMENT



4.1.2.4, In addition IMCI needs to involve the essential drugs programme, those
dealing with health systems improvement and health manpower development. University
medical departments, and especially peadiatricians, should also be fully involved.

4.1.2.5. UNICEF, ODA, USAID (BASICS and SARA) GTZ are already important
partners. It will be important also to continue to seek World Bank and African
Development Bank support. .

4.1.2.6. At Global level WHO/CHD has decided to make IMCI a worldwide effort
not just demonstration in a limited number of countries. This means taking a long term
perspective. WHO will not be able to provide technical cooperation with all countries
immediately. Most countries should continue active support to CDD and ARI activities,
where possible combining them as a step towards integration.

4.1.2.7. Although IMCI activities have started in all WHO regions, AFRO is
leading the way. This review meeting is the first of its kind globally.

4.1.2.8. The commitment and dedication of AFRO staff and their counterparts in
countries in early implementation of IMCI must be recognized.
4.2. COUNTRY EXPERIENCES
4.2.1. UGANDA
4.2.1.1. Introduction
The steps of implementation of IMCI in Uganda, and lessons learned, were

discussed elaborately, by Dr. Kenya Mungisha. National Programme Manager and Dr.
Jesca Nsungwa, National IMCI Focal Person, Uganda.

The presentation discussed the process of initial planning, orientation for
acceptance of IMCI, adaptation, progress made, lessons learned and future plans for
Uganda.

4.2.1.2. Objectives
To share the experience acquired by Uganda, during the implementation, training and
_follow up in IMCI in order to enable other countries plan better for the introduction of
"IMCI.
4.2.1.3. Key Issues Discussed
a) Introduction of IMCI

In the Initial planning and Orientation, it is extremely important to obtain

consensus among key programmes (CDD/ARI, Nutrition, Malaria, Paediatricians,_
Essential Drugs Programme and Health Worker training schoois, etc..) and major
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partners.

Strategies are necessary for the acceptance of IMCI among stakeholders, e.g.
"working group"”, in order to facilitate the process of adaptation and plan for training.

Commitment is required from all programmes, to support the adaptation of

modules consistent with the country’s policies, on issues such as breastfeeding, vitamin A
supplementation, immunization prior to training.

b) Training

The main objective of Uganda’s training was to increase district capacity within a
decentralised system.

The following criteria were applied to select a central training site:

* roximity of District to the Centre

* Experience in CDD/ARI training

* Adequate health facility, accommodation

* Availability of drugs

* Cooperative DMO

Uganda has a "case control” training situation, with one district following selection
criteria closely and another with poor compliance.

The resuits of health worker performance were not too different. All together, 159 health
workers including 11 paediatricians, 24 medical officers were trained during 8 courses.

C) Difficulties encountered:
* ‘selection of the wrong participants
* low patient load at the district
* . lack of transport and drugs
* the regular transfer of trained staff
d) Follow-up after training

The objective of follow-up was to reinforce skills of trained workers, monitor
performance and solve problems, in.order to maintain the quality of training. -

L)L% BEST AVAILABLE DGC%MEN’H‘



Follow-up visits showed that essential drugs and supplies were inadequate, but
health workers performed well in immediate problem solving and use of IMCI chart
booklets.

Follow up visits also showed that referral was difficult due to lack of transport.
4.2.1.4. Recommendations

° In the initial planning phase and for every step of the IMCI process consensus of
all programmes and key partners, is essential.

° There is need to close the gap between the legal provision and practice, to enable
health workers who work with children to prescribe appropriate drugs.

o Policy guidelines are to be clarified in order to better support disease specific
training courses in IMCI.

] It is recommended from the Uganda experience, that Course Directors undergo a 2
day orientation.

° Follow-up to be conducted within the framework already existing systems.
4.2.1.5. Conclusion

The main objective of the introduction of IMCI is to reduce infant and child
mortality ‘through improved quality of care.

The complexity of the process of the introduction of IMCI was demonstrated in
the Uganda experience.
4.2.2. TANZANIA
IMCI implementation in Tanzania followed different steps namely:
4.2.2.1. Initial Preparation
o meeting to introduce the process
L field testing of the WHO/UNICEF materials
L training of clinical facilitators and MCH staff |
4.2.2.2, Development of a plan of action

Identification of the districts based on set criteria: existing resources, performance
in CDD/ARI, accessibility. ' - ,
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4.2.2.3. Adaptation of generic materials

In collaboration with the relevant programmes: EPI, Malaria, and the University,
the materials were adapted and later translated into Kiswahili.
4.2.2.4. Preparation for training

Identification of training sites and participants: national, regional and local.
4.2.2.5. Training and Follow-up of Health Workers

Training of senior paediatricians, zonal coordinators, and of health workers in 4
districts, with a total of 91 health workers trained.

Introduction of IMCI into preservice training (plan of action developed).
Training of supervisors: National supervisors were trained in two groups.

The IMCI team identified some facilitating factors as well as lessons learned:

4.2.2.6. Facilitating Factors:
* government interest in IMCI
* availability of human and financial resources

* presence of partners to support the introduction of the approach (TEHIP),

HMIS)
4.2.2.7. Constraints:
* poor communication with the districts
* high cost of implementation of the approach
* long absence from work of the few facilitators
* new approach requiring frequent replanning
* very expensive audio-visual materials for renting
* supervision requiring means of transport



4.2.2.8. Lessons learned:

* good preparation necessary
* inter and multisectorial support required
* needs government commitment
* needs to train all health workers
* introduce IMCI into preservice training for sustainability
* ensure quality of training
* pay attention to selection criteria
42.2.09. Key Issues discussed

The following were discussed in plenary:

* provision of essential drugs

* the competence of trainers on nutrition

* the planning aspect of IMCI in the context of Health Sector Reforms
4.2.2.10. Recommendations

* To incorporate IMCI in Health Sector Reforms for institutionalization

* Include Health Sector Reformers in IMCI Orientation Workshop

4.2.3. ZAMBIA EXPERIENCE (financed by BASICS, WHO, UNICEF)

Zambia organized a series of meetings to obtain consensus for IMCI. Following
this, an Adaptation Workshop was conducted prior to the adaptation of the generic
materials.

4.2.3.1. The following steps were followed:
* planning of implementation
* adaptation of the materials
* replanning of activities



* workshop on planning of training and follow-up strategies

A certain number of documents were elaborated for Health Information System
which are currently being tested.

4.2.3.2, Difficulties
Zambia mentioned similar difficulties on implementation as those of Tanzania:
* transport difficulties (for patients and participants)
* pressure from National Board of Health to reduce Infant Mortality

4.2.3.3. Lessons learned:

training courses have been conducted centrally and therefore there are not
enough facilitators

since supervisors were not trained in IMCI, it has been difficult to conduct
quality supervision

4.2.3.4, Critical Analysis of Tanzania and Zambia Experiences:

Tanzania and Zambia reflect two scenarios of early use countries in the Region.
Whereas Tanzania has put a lot of effort in sticking to the WHO recommended steps of
implementation, Zambia offers another possible picture of what could happen with a
different approach to these steps. It also reflects the role of other bilateral donors and
stakeholders in supporting this approach.

Tanzania has had some unique experiences unlike other countries: they had the
benefit of field-testing the IMCI materials. They have also had an experience of
translating the training materials into Kiswahili in the shortest possible period. They have
exemplified innovations in the use of enlarged photocopies of the chart booklets as wall
charts, a process which may not be acceptable in most countries. They have also been
able to run a 5-day course for facilitation techniques using the WHO facilitator guide as it

is. Tanzania has also made progress in their consideration of the introduction of IMCI in
preservice training.

Zambia on the other hand exemplifies a country where the process used for
implementation has revealed a lot of information, in particular the need to involve local
experts in the introduction of this approach from the very beginning. BASICS has played
an important role in IMCI implementation in this country and a lot of negotiations have
taken place at country and regional level amongst experts from Zambia, BASICS and
WHO. It is important that an agreement was reached to replan, and include some of the
steps previously not given adequate attention in the preparatory phase.

Zambia’s historical background and level of project in Health Sector Reforms
(HSR) provides a first learning experience. The role of HSR in IMCI needs to be clearly
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spelt out and intensively advocacy for. It is high time that HSR is brought on board and
the role of WHO in this advocacy will be very instrumental.

The cost effectiveness of IMCI as a strategy for reduction of mortality through
improved care is better understood through the shared experiences.

4.3.3.5. Key Issues:

® Consensus building, a strong framework for the success and sustainability of IMCI
will remain a continuous process.

® Obtaining commitment at all levels of implementation is a prerequisite.

L Supervision and follow-up will remain a strong tool in the strengthening and

improvement of IMCI implementation.

° The balance between quality of care and pressure to expand needs to be placed in
focus and not be lost along the way.

A lot of problems and lessons have been identified from this experience and should be

utilised. Funding and support services needs for IMCI implementation were clearly
articulated.

Drugs availability, a key requirement for health worker performance, and
motivation of caretaker to seek care appropriately still remains a dilemma. As attempts
are made to ensure drugs availability at the first level health facilities, there is need for a
parallel need to ascertain that these drugs will be rationally used at this level.

Key in this meeting is the fact that experiences from countries still continue to
assist countries intending to implement this approach, and indeed WHO as they seek to
provide guidelines to countries. Further experience is required for us to make major
changes and conclusions at a technical level.
4.2.3.6. " Recommendations:

* Need to obtain consensus for IMCI implementation

* WHO should support countries to implement IMCI. The process will take
time because it is a holistic health care delivery.

* Careful documentation of all these issues is recommended.

11



4.3. Experiences of pariners

4.3.1. Support for IMCI Implementation: BASICS

BASICS come from Reach, Health Com. and Pritech projects.

It is a USAID-funded project.

It has been awarded a 5-year contract starting 1993 as a major téch'nical agency at
USAID child survival programme in different countries.

BASICS Project’s support to IMCI in African countries:

4.3.1.1. BASICS has several country level projects which can provide major support
to IMCI:

- Zambia
- Madagascar
- Eritrea

4.3.1.2. BASICS is in several countries to support IMCI operational research and
demonstration activities in the following countries:

- Niger

- South Africa

- Nigeria (only in the private sector)

- Kenya (CDC for supervision activities)

4.3.1.3. Potential countries for future IMCI support:
- Ethiopia
- South Africa
- Mali
- Togo
- Benin
- Kenya
- Senegal
4.3.1.4. BASICS Regional Support in IMCI
Regional office in Dakar (Senegal).

L There are 2 IMCI trained consultants.

12



BASICS HQ in Washington

[ There are 8 IMCI-trained consultants.
L There are 2 IMCI adaptation consultants

L Contract with management group that has several nutrition adaptation
consultant

BASICS plans to expand the pool of their consultant for clinical adaptation
strengthening of supervision and nutrition adaptation. Also they will have consultancy
available to support drugs management, malaria, IEC, Monitoring and Evaluation aspects of

IMCI. These consultants will be available to support country specific and Regional IMCI
efforts.

4.3.1.5. BASICS Global support
BASICS has developed several materials for IMCI training:

L The complementary course - targeted to health workers with little literacy and
capability to read.

o Course for training IMCI facilitators (still in draft).

° The preparatory guide - guide to help managers prepare introduction of
implementation in the country. '

L Drugs supply management course.
BASICS has also made available IMCI course materials in French and Spanish.

4.3.1.6. Support for NGOs

BASICS will support NGOs in implementing IMCI. The identified NGOs are Care,
Hope, World Vision, Save the Children, Africa, ADRA and Project Concern.

In addition, two BASICS technical officers, Drs. Desrosers and Mutombo gave their
comments on activities and plans for IMCI implementation in 5 West African countries
namely: Ivory Coast, Mali, Niger, Senegal and Togo.

4.3.1.7. Discussion

Dr J. Tulloch, Director CHD/HQ pointed out that among the materials developed by
BASICS, there was collaboration with WHO in 2 of them namely: the complimentary course
and drugs supply management course). WHO is still looking into the development of the
course for training on IMCI facilitation techniques. WHO does not recommend to countries
the use of the IMCI preparatory guide.

WHO/AFRO medical officers (Brazzaville and Cote d’Ivoire) expressed appreciation
of the collaboration between WHO and BASICS in Zambia and the West African countries. Z;\ g
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They urged for continuing collaboration for better implementation of IMCI in the African
Region.

4.3.2. SUPPORT FOR IMCI IMPLEMENTATION: TANZANIA ESSENTIAL
HEALTH INTERVENTION (TEHIP)

4.3.2.1, Introduction

The Essential Health Intervention Project (EHIP) originated from the 1993 World
development report “Investing in Health” and the subsequent 1993 conference in Ottawa
“Future Partnership for the Acceleration of Health Development.

Tanzania is the first partnership country for EHIP, the project in Tanzania is therefore
called “Tanzania Essential Health Intervention Project (TEHIP). The Government of
Tanzania is implementing TEHIP in collaboration with IDRC (International Development
Research Centre) and WHO.

4.3.2.2, The broad objectives of TEHIP are :
To:

. increase and strengthen the capacity of district health management teams
(DHMTS) and authorities in the two participating districts to effectively plan
and deliver essential health interventions based on burden of diseases and cost
effectiveness analysis and;

L measure, assess and document the overall impact and lessons learned in
delivering selected health interventions at the district level

Currently TEHIP is operating in two districts Rufiji and Morogoro.

4.3.2.3. Characteristics of TEHIP

° TEHIP is a four-year research and development project beginning in 1996,
with the goal of testing the feasibility of institutionalizing an evidence-based
approach to planning, using local estimates of burden of diseases and
cost- effective analysis as tools for priority setting and allocating health
resources. The approach will involve the selection of essential health
intervention packages at the district level.

4.3.2.4. TEHIP Support for IMCI implementation in Tanzania:

e TEHIP has identified IMCI as one of the most cost-effective interventions in
provision of health services.

° TEHIP is supporting the 2 districts in IMCI implementation in the following
areas:

»n

In the development of annual health plans according to district health
profiles (HMIS).
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694 000 USD has been secured for IMCI implementation in the 2
districts (USD 326 000 for Morogoro - USD 358 000 for Rufiji. The

money is allocated for training, support supervision, drug supply and
equipment.

4.3.2.5. Discussions

TEHIP was congratulated for the support provided for IMCI implementation.
It was emphasised that the Tanzanian IMCI team is working in close collaboration with
TEHIP for the implementation of this approach in the TEHIP-assisted districts.

4.3.2.6. Recommendation

It was recommended that TEHIP should work in collaboration with the Government

of Tanzania to develop a strategy for the sustainability of the approach following the
discontinuation of TEHIP assistance.

4.4. Prospects
The presentations can be grouped under two themes:

® the WHO S-year plan of action of support for IMCI implementation in the
African Region

® Statements by partners (UNICEF, USAID/SARA, ODA)

4.4.1. 'I"he WHO/AFRO 5-Year Plan of Action For IMCI implementation in the African
Region .

44.1.1. The development of a 5-year plan of action was considered necessary in the
context of a poor understanding and inadequate knowledge of IMCI, poor quality of care
delivered by health workers at the first level health facilities.

The main objective of the 5-year plan of action is to improve the quality of care
provided to children under 5 years of age at the first level health facilities.

The IMCI implementation at country-level will be progressive, from 20% in 1997,
to 60% in Y2001. In the selected districts in countries implementing IMCI, the training of
frontline health workers will be increased progressively from 15% of facilities training 100%
of personnel managing children under 5 years in the first year of implementation, to 100%
of health facilities by the year 2001.

The following strategies will be employed: the promotion of sustainable activities;
national and sub-regional capacity building and their judicious utilization; strengthening of
WHO/Regional capacity, improvement of collaboration with partners, and promotion of
operational research activities.
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The implementation of IMCI requires countries to take certain measures and steps of
which the key ones are: the ownership of the approach, adaptation of the generic materials,
national capacity building, the development of facility support services such as essential

drugs, provision of a budget line for IMCI in the country budget, and the introduction of
IMCI into preservice medical and paramedical institutions.

4.4.1.2, Very good discussions followed this presentation emphasising the following
points:

o priority research topics on IMCI
° the level of introduction of IMCI in training schools

® the necessity for a previsit to assess the important aspects necessary for IMCI
implementation

4.4.2 Prospects

Several presentations were made on prospects.

4.4.2.1. WHO/AFRO

For WHO/AFRO, CDD/ARI activities to be continued and promoted until IMCI
implementation covers all countries, in order to continue to reduce childhood mortality.

4.4.2.2. Partners

The various partners - UNICEF, USAID/SARA, ODA - expressed their support and
solidarity for IMCI implementation at regional and country level having clearly defined their
goals and objectives.

4.4.3. Plenary Discussions

The plenary discussions were devoted to two concerns raised by participants namely:
the quality of training and follow-up, and the quality of the training of trainers and
facilitators.

4.4.3.1. The follow-up of trained health workers is critical for the improvement of the
quality of training. This visit strengthens the quality of training, it bridges the gap between
the training and the routine supervision. It should be planned, budgeted for and implemented
4 to 6 weeks after the training preferably along with the trainers, and using simple and
relevant tool.

4.4.3.2. The Training of Trainers and Facilitators

Several models of training of facilitators drawn from the experiences of Zambia,
Tanzania were presented and discussed during the session.
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Some pertinent recommendations were made in the light of the discussions and

concrete proposals concerning the duration of training were made: WHO will provide further
guidance to countries on this issue.

S. Recommendations

5.1. Improvement of IMCI Implementation

§.1.1. Actions by countries:

Countries should take ownership of IMCI through the provision of a budget
line by the government as well as the WHO country office.

Health Sector Reforms process going on in many countries should be seen as
an opportunity to introduce IMCI in the Minimum Package to be implemented
at the district-level '

5.1.2. Action by countries, WHO and Partners:

Ensure the strengthening of facility support services in order to obtain optimal
IMCI implementation (organization of patient flow at health facilities,
improvement of referral services, supervision, provision and distribution of

drugs including the pre-referral drugs for IMCI, and improvement of IEC in
IMCI).

National managers of programmes related to IMCI implementation should be
invited to various national, intercountry and regional IMCI meetings, subject
to the availability of funds.

5.1.3. Action by countries and partners:

Partners should continue to support activities for the control of diarrhoeal
diseases and acute respiratory infections in countries and provinces that have
not started IMCI inplementation, in order to ensure at a later date an efficient
and effective introduction of the approach.

5.1.4. Action by WHO:

WHO should encourage countries to systematically implement IMCI within the
framework of the Health sector Reforms.

WHO should develop and make avaialable to countries, specific guidelines on
how IMCI could be implemented in the context of Health Sector Reforms.

WHO should develop in the nearest future a guide for the training on
facilitation techniques, including guidance on the course agenda.
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° WHO to accelerate the process for the development of strategies for the
introduction of IMCI in preservice medical and paramedical institutions.

5.2. Revision of the common approach for IMCI implementation

5.2.1. Action by countries, WHO and partners:

o Preliminary visit should be included as the first step for the introduction of
IMCI in order to allow national authorities appreciate the implications of the
implementation of this approach and take appropriate decision_s.

° Consensus meeting should be as a necessary step after the adaptation of
generic materials and before the commencement of training.

5.3. WHO 5-Year Plan of action to support IMCI Implementation in the Countries
of the African Region

5.3.1. The 5-year plan of action as presented by WHO was well received and supported by
countries and partners.

6. Conclusion

IMCI implementation in the African Region has experienced significant progress in
the last 12 months. Countries have enjoyed support from WHO and various interested
partners. Countries recognise the approach as a major tool for reducing childhood mortality.
Consequently, they have demonstrated a significant degree of political commitment to the

approach, although greater finanacial commitment will be required for country ownership of
the process.

There has been a major effort at regional and national capacity building, but this will
need to be strengthened in order to meet the increasing demand from countries.

Initial results of the performance of trained health workers are encouraging.
Additional efforts and advocacy are required in order to improve facility support services
which will help to further improve health worker performance.

As more experience is acquired, further guidance will be required form WHO in
future to enhance implementation at country level.
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WHO/AFRO’S DRAFT 5-YEAR PLAN OF ACTION
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f. Background

Diarrnoezl Ciseases and acuie rasgi v intecticns ¢ARD are st the i2ading causes
:: chiidhooz morbidity and monality in in2 African ;\e”f on. It is ccmmox for chiidren under
Ive vears or age i experience 3 to 4 erisodes ¢l ciarrnoea \e°r . In scme araas voung

:m'c ren spend 15 1o 20% of their iz with dlarrhcea iilness. -=r\ vear zround 800 000
children under nive vears dis of diarrhoez and 1 220800 f AJL m2inly pneumonia.

~ -
ma [ 3alkel
ne Afncan

In crcer 10 adeguatelv deal with these protiems <2 cfthe 46 countries in it
1
I3

Region are impiementing with WHO tecnnicel support diarrhoeal disezses contro
programme and 28 countries ARI mo:‘ amme. These countries are conducting dboth in service
and pre service training courses, especizily for cizrrhoeal diseases conirc!. As a more
sustainabie method. training courses -’cr siT engtr.em. g the teaching of izrrhoeal diseases in
medical schoois (MedEd) and in nursing and paramedical schools (BasES) are now
congucted in many countries of the Regicn.
Althougn these programmes ¢o not ver nzve o naillcn-wide coverage. some

encouraging results have been odserved (e. g severe cases of diarrnoes are seen iess ofien in
hospitais). This is an indication of the need | for continued suppornt from WHOQO and other
partners. :

-
o1

In addition. it is known that diarrhoeal diseases. ARI, maiaria. msasles and
malnutrition are the main reasons for outpatient consuiiations in childrer under five years of
age in the African Region. These diseases are also responsible for most childhood deaths.

Most of these diseases and deaths can b2 prevented by the use of simple and
affordable technigues ané medications. The recen:iy ceveloped \\HO/’U\’IC‘:‘: package on
the Integrated Management of Childhcod Iliness {TMCT) is based on this principie. It
addresses the managemeni of pneumcnia diarrhcea. meiariz. maasies 2rd mainutrition which

ccount tor 70% o: :n..dnocd ces Z":s‘ Ilinregriies curzive. prevennve and cromcetonal
s2rvices 10 provide a comprehensive na more ezsiive daliveny of chiic health services

Many courtries in Africa regard IMCI s = response 10 the needs of the masses and
expect its implementation i0 "np:oxo equity anc chnd sunvival. World Heaith Organization’s
Regional Otlice for Africa has therefore cecided 10 su port its Member Staies to implement
IMCI. without neglecting the progra..k. res for the control of diarrnoezl diseases and acute
respiratory infections which are already wel: established in manv ccuntries.

Consequently, a regional strategy for the impiementation of IMCI was developed in
1996. The strategy adopted by the African Regicn i1s a chased approach which takes
cognisance of the cemplexity and duration of IMCI impiememation Thus, in the initial
phase: oniy a few countries are selected for implementation. Even in those countnies,
imple"nentaticn is limited to a few districis in or::er 1o crovide me much r\eedeo experience in
pianning ar.d implementation. Thereafier. there wiil be regional. intre-country and intra-
district expansion.

Since 1535, WHO/AFRO has ccllaborated witn interasted muiu 2nd pilateral agencies
as well as countrias interested in die INCI D:Jm..:n iC ensure gualizatve :mpiementation in

the Regier.
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The pre“ ninary experience. resuits and lsssons isamed from the countries advanced
:n impiementaucn using the Reg'cnai siraze 1ailv Uzanda. Tanzar .i.. and Zambia. are
encourazing ard crovide a good basis for fuiure £ians ior expansion and coileboration.

Due 10 the phased impiementation a’*pru..x... it is understood that there will be
countries. and reg:ons/districts within countries wiich wili not be impiementing IMCI for the
frst few vears. In such regions/Gisiricts. activitiss for the control of diarrhoeal diseases and
acule TESperIOT} ARIC\.T.;OHS \\Hl CC".{‘.X"J@ in order 10 R.TI:"ST !I"'IDTOVE Chl ol SUl"ﬂV&l

The purpose of this document is to presant 'ne regional plan of activities for the '
control of diarrhoeal diseases and acute respiratcr. infactions as well as the implementation
of IMCI approach in Africa for the next five years. This resuli-oriented five year plan will
provide great opportunities for collaboration with ali pariners with a simiiar vision and
objective.

2. Conrext

It is common knowledge that heaith service coverage as well as the quality of care are
unacceptably low in the African Region. Ccnsequently there is iow health facility use rate.
The WHO/UNICEF IMCI package is therefore targeted at reinforcing the skills of the first-
leve! hezalth workers in order to improve the quality of care and therefore health service use
rate. The role of the community-based heaith worker cannot be under-estimated in the
management of childhood illness, but approprizie materiais are yet to be developed for this
cadre.

The WHO/UNICEF IMCI generic moduiss are. for the moment the best zvailable
materiais on integration of child health service Co..mr1=s undersiand that these materials
have tc be adapted tc the epidemiciozical ana culiural situaticn at nationz! ¢r provincial
iavel.

The plan wiii be impiemented in four biocs
- The Western African bloc. for the West African countries.

- The Southern African bloc for Southern African countries.
- The Horn of African bloc, for countries from the Homn of Africa.

- The Central African Bloc, for countries from Ceantral Africa.

In order to ensure correc: implementation process in each country, it is proposed to
have z “national officer” for IMCI based in Courntrv Offices..

Currently, WHO/AFRO has tre following as human resource: Three medicai officers and
one technical officer at the Regional level. one medical officer at the Southern African bloc,
one medical officer at the West African tioc and cne based in Nigeria. .
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5.1

Gl

- fontnibyle (T ne redullion in Chilnisd monantvin ine Alrican region.

Objectives of the pian
CENERAL CRIECTIVE

7O improve tha :;:::tv or care provicad 10 children under 3 vears of age at the first
level health faciiiny

SPECIFIC OBJECTIVES

Diarrnoesai Diseases:

B R bl T

'S impiement dizrTnozal disease conirdi activinies in =3 counines of th2 Region where
ciarrhoea represents a public heaith trosiem,

Acute respiratory infections:

¢ implement ARZ control activities in 3. countries where the programme aiready
exists.

Inteorated Manacement of Childhosg lliness (IMCI):

to impiemen: INICI activities in 28 ¢ .t"es eleven of which are "countries for

intensive suppornt”. these countries account for more than 80% of childhood deaths in

the Region.
Targets
REGIONAL TARGETS FOR IMCI 1997-2001.

For 1997: Atleast 20% of countries in the Region will be implementing IMCI
(10 countnigs. o of which are countriss for intensive support).

For 1998: Atleast 30% of countries in the Regicn will be implementng IMCI
{14 countries, 8 r'\-}* ch are countr -"o: niensive support).

n

0% of courtries in 1ne D\ gion will be implementng INCI

which are countries for intensive support).

For 1999: Atle

ezst
(18 countries, 11 o

4
-
P
*
A

ror Year 2000: At least 50% of ccuniries in the Region will be impiementing IMCI
(23 countries, 6 of which are countries {or intensive support with country-wide
impiementation of INMCI}. . )
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Jer Year 2001, At feast 50% of countries in m.. Region wiil have planned and
:m-*:e*nentea nACT aczivities \':S countries. 1 i o‘ whxch are countries for intensive

Sue 15 the limitec g.obal 2nd regional experience in IMCI implementation countries
are ad\ 1sea o limit irpiementation o 2 gistricts in the first vear, At the end cf the first vear,
an ev 'aluauo:: is conducted, the resuits of which wiil be used for determining the expansion
nrocess and rate. At this time, it is envisaged that countries will %ave toth intra-country and
inira-districy expansicn thereby prctresciveiv increasing me nuraber oY " regions/provinces as
weil as disiricrs impiermenting the aporoach. ¢ of expansion .s preferred in order
U maintzn, ouality of imiplemerntatios and nence zinieve impioves tuality of care.

Tooonave Jifferen levels o7

SRV FPES N

a4 : menenon, the available rezourees as well o5 (e
nut «.be* "-"_vears for which ‘mplemeniation nigs D2en on-coing.

Assuming a significan: degree of succass i the first year, by the szzond year of
implemertaticn, a coumry that commenced impiemantation in 2 districts will have ot
least 6 districts in 2 regions (2 initial, 2 additional om same district, and 2 new ones
from the second region).

With zach passing year and an increasing number of irained and expenenced
natonals 1o s"sport country-ievel implementation, expansion is e"p“C"‘d o be more
rapid. By the year 2001, it is expected that the 11 countries for intensive support will
have nailonwide implamentation.

Training CTuverage:
: {%% of the health
workers managing chiléren unde: 5 vears 17age wained 'a*_v the end of the first vear of

sl

;rnp:env:matxon.

Crnjie edrmm tay @Al sbmm ~isems o, 2alA ez
13%0 of the hizalth faciiinies o salecied dlstricss should have
h

second vear of impiementation, <09 o healin facilities n seiscted districts
eaizh werker mznzzing children under 5 vears of age trained.

L Sns

-

' r)!:r“.(.r::.::ol W5 of heattn Daetlities | '1 ct ed d!s;n

Dy s S - .:‘;_-t.'.a..,,....-,,,',_....
IR S L’T ‘\’ MY :':,u....Cu.._ H

.2 have 103% s heaity wor
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By impiication. these heaith factiities are expeciad to be capabie of providing
standard case management of childhood iilne

I3 AEGIONAL TARGETS FOR CCD/ARI 1327 - 2001,
:3 ror 1997

= 100% ol countries in the Airican Region will have creraicnai diarrhoeal
conurol activities. and 60% wiil have cperauonal ARI contrel acuvities.

* 0% of heaith {aciiities in ccut.zrzm Wwith cperational coniret acuvities will be
capaoie of providing standard diarrhoeal case managemen: and 20%
stancard case manzgement

* 25% of children with c::.rrnoe and iC?:¢ of crnildren witn ARI presenting at
nealth facmtms vith cas abiiity ror oroviding standard case management wiil
be correctiv managed

* ORS access rate wiil be increased from €295 (1994) 10 32%

= ORS/RHF use rate will be increased from 56% (1994):0 70%

= 73% of countries in the Region will have integrated epicemic control of
cholera and dysenterv into ciarrhoea! control activities

* 60% of children under 5 vears of age presenting with dvsenzery a2t health
facilities capable of providing ccrrect case management wiil be correctly
managed

332 TorYyear 2001

g 100% of countries in the Africzn Regicn wiil have operational dizrrnoeal
diseases control activities, and 80% will have operationzi ARI conirol
activities

= 80% of fa-:ilities in countries with operztional controi activities wiii be
capabie cf providing correct standard case maragement. and 40% ARI
standard case management

* 50% of children with diarrhoea and 2C* 5 of the children with ARI presenting
at health facilities with capability for providing standzrd case managzement,
wiil be correctlv managed

x

ORS access rate wiil be incr2ased from §C0% (1997 io 100%

> CRS/RHF use rate will be increased from 70% 1o S0%%
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6. STRATEGIES

o obtain meaningfui results with the avaiiabie resources. WHO/AFRO will
zdort a sirategic o:*'.ema:.c L Which enadies it give criorﬁ:_' -2 countries cf the Rezion that
-ontricute maost 10 the turcen of diceasz and deaths in children under 3 vears {childhood
mortaiity of 100.000 de :'r.s er vear ¢r more), where thera is evident government poiitical
znd financial commitmen .'. d those wiich redt UIre MITLMmUm ¢ contribution <or suceess. The

P11

following strategies wili be impiemented

5.1 STRENCTHENING NATIONAL C2APACTY

In its technical cocperaticn with Memtar Siates. WHGO/AFRO is commtzed to
building and strengthening natonal C:i"”::it_\' in crder to promote sustainzble deveiopment.
To this end. competent nztionais will bs identifiad and given the necessary support to take
responsibility for counirv-isvel activities 25 well 2s support cther countries of the rezion in
the impiementation of activities. This wiit inciude the recruitment anc supgornt of:

a) Nationa! INCL'CDD/ARI officers: The countries whers IMCI is implemented
and particuiarly the eieven for intensive support will have nztional officers.

b) Regional consultants will be trained to support countries in IMCI
impiernentation:

To enable AFRO satisf\ the increasing demand for technical support as
cost-efficiently as possible, 2 pooi of skilied expertise will be deveioped
within countries of the Region. They will be used as intercountry consultants
for planning, training, adapiation. monitoring and evaluation. As much as
sossiple. thay will be poivvalent consuitants with training in:

,«l. 2

o) Iav .\.,.L cCaf2 manauzsment 2ns
= 1tar n:r-»-—n'ﬂ o
racuiat 10-1 SChnigue S

1) Adaptation
ity Pianning and evziuation
6.1.1 CONDUCTT PLANNING MEETINGS VWITH SELECTED COUNTRIES

Rational and efficient planning process wili be encouraged in ali countries of the
region for various aspects of impiementation such as:

o
S

introduction of IMCI - preliminary visit. The objective ol this visit is to
introduce IMCI 0 the kev persans in 1he v\ij'lis‘ry ofFealt‘n of the countrv n

It is the first step taken when 2 country expresses interest in IMCIL .
implemeniation. The resuits o <xis visit should heip tne Ministry ¢f Heaith to

iibeabs CoA e
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Zi



rake decision whether it will impiement IMCI immediately or postpone it until
v fulfills the impiementation recuirements while continuing to reinforce CDD
and ARI programmes.

(on

Orientation Meeting - this is & meering that brings together decision makers.
key programme managers. paedia: riciens and interested partners at country-
izvel in order 10 have a commoen understanding of IMCI and its
implemertation. as weil as the impiications of its impiementation ror the

12alth care delivery system. It aiso enzbies the :cun:r;es and partners make 2

written commitment for INCI impiementation inciuding the establishment of an
IMCT Working Group. ‘

c) Development of trzining strategy
The oblecuives of this planning exercise are to:

0 daveico In couniries 2 roining siralegy ITT e implementauon of
IMCI

i) define roles and raspornsibiiities of key impiementing national
institutions;

iii) develop a national workplan for training in IMCI; and
iv) deveiop a plan for monitoring and evaluation.

d) Deveiopmernt of strategy for follow-up and monitoring of trained health
workers.

The objectives include, to:

identifv the needs for foilowing ur hezith workers after they nave teen
trained in IMCI.

[
~—-

i) decids on what informaticn is needad about tite quality of training and
health workers' perfcrmance after training, and how it will be
cellectad, summarized and usec;

iy  match the needs for follow-up with the opportunities that exist in
countries for providinz foliow-up; and

v) develop a workpian 1o imzlement follow-up after training.
6.1.2 SUPPORT COUNTRIES FOR ADAPTATION CF GENERIC MATERIALS.
As produced, the INCI training matenais are anenc and therefore require adaptation
based on the epidemiological and local situation in each 1mp‘e~1°ntmg country or even in the

regions within a particular country. The process of adaptation is critical to the quality of
training of health workers and their subsequent performance in their local setting. During the
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adaptation process a consensus among panticipating programmes and partners should be
buiit. The steps of adaptation inciude the following -

aj Conduct adaptation workshop

o) Conduct Tcog and fiuid studies

C) Conduct iocal terminoiogy studies

d) Conduct consensus meetings

e) Produce adapted matenais

f) Provide consultant support at everv stage of adaptation

SUPPORT COUNTRIES IN TRAINING ON IMCI (TN COUNTRIES):

Adcpung a cascade pattern reguires qualitv raining cor nauonal and district core
facilitators who would suppor district-ieve! activities including training, monitoring
and supervision of the trained health workers.

Core national facilitators: receive training i both

a) Case Management Training and

b) Facilitation Technique

District IMCI trainers: receive training in both

™
N
‘/'

fanagement Training anc
b) Facilitation Technique.
Training of Froatline Health Workers:
a) Case Management Training.
Training of supervisors and follow-up:
2) "Supervisory skills" training .

Training in Drugs Management

This is 2 traininz course for pharmacists and sharmacy technicians to improve support
servizes in IMCI implementation.

; BEST AVAILABLE DOCUMENT
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& Promote crerationai ressarch.

moTOVe impiementation of DICI i1 countries, operational research wiil be
Zrecizi emphasis wili be cut on coilaboration with the Universities of the Region
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TIZZ IN COUNTRIES

Cencenied eforts will be made oy "WHO/AFRO and her partners to improve facility-
ervices in order to empower trained h al:h workers to provide quality care to
senting at health fzcilities 2nd to sustain activities.

I
=y

1
(D .
")
0

™,

Drugs avaliability

12
[

-is one of the criteria for seiecting counries to
tiability 1s crucial to the improvement of the
C:"llli}' clcarearnd I'CdLC:'C" iz childheos mortaiity. Supplies could o2 assured in one

-1::3:'.25 s e cl or drugs su"“.

ot thres weays namely:

* coliaboration with existing Bamako Initiative projects with community
ownership

»

improwme*n of drugs procurement, storage and distribution
rechanisms in countries, in collaboration with national pharmacists and
cnarmaceutical boards

mcebilizaticn of resources to procure and supply seed-stock of drugs for
implementation

TI Supgonosupervision will te improved v ensurs tne reinforcement of the knowiedge
and skiiis ot nealth workers after rerurning o tnair facilities.

2.2 Strengrhening preservices training

WHO. AFRQ and partners will encourags the ceveiopment of pra-service training
-ourses. for sustaina ’1 deveiopment.
'reservice training remains the mosi susiainable methed of training of heaith workers and

.chieving rezsonavie change in behaviour in dEV"}Cp ".g countries, and therelcre requires
:mphasis. ’

Preservice training in paramedicai instituticns:

a} Training of tutors from paramedical instituricns in both
L Case Managemen: Traming ans
Feciiitation Techniques. .
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LI

b) Training cf nursing/paramedizal students:

L Case inanagemen: - o de inciuded in the school curricuium.
I Foilow-up of instituzions impiementing 2 ICL
il Increz:z number of counines and nsutciicns implementing DMCL

Preservice training on IMCI in mecical institutions .

1. Intreduce IMCI it mecical institutions.

i Follow-up medicai institutions implemenung IMCL

il increase the number cf countries and ins:iutions implementing IMCL.
o8 Evaluate INICI imniemeniazicn in creservice instiuiions.

improve daia processing in countries 2nd communicaticn mechanism between
countries and pariners

a) Procure and supply computers and accessones for national programmes; and
b) Improve communication with the subregional cTices (e mail, fax, telephone).

STRENGTHENING MONITORING AND EVALUATION ACTIVITIES IN
COUNTRIES

Emphasis will be put cnimproving the implementaton of IMCL'CDD/ARI Lhrouan a
COMUINUOLS Process i monitoring e quality of training 2nd pericrmance of heaith
workers. 2nd pericdis evaluation

Monnor znd evaluate IMCI wodvizies in participating countries

a) End of first vear evaiuaticr - the resuiis are used for review and replanning as
well as fer expansion.

b) Periodic reviev: - this could te a mid-term ¢r end o*‘project evaluation. A 2-
vearly evzluatinn by externz! ccnsultzrnis will assist in repianning and
refocussing of activities

) Quarterly publication of 2 builetin.on IMCI in the Region.
d} Annual regional meziing on the impiemeniztion of the IMCI appreach in
Africa.

For tne purposes of monitoring anc evaluaiing the terger feasible mechanism and

55
apprcoriate tocle nave bean izentifien ar zrcposed, ond will be appiled accordingiy..
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Data vwii! be obtained Som -

ai suaneriy repons rom country einicss using rorms which wiii be developed
5) annual country profiles:

c) ceriocic reports from other pariners;

d} sonseitants’ raports.

Srancurd WHQ wools wiil be appiied for heaith fzcility and heuse hold surveys.

in orc’er 1o provide technical suppoit ciusz 1o the countries, WHC/ AFRO operates

decenrraiised sysiem Of intercouniry and couniry i2vel positions. This sysie m T reinicrees the

Regionai Office capacity for r?."ld response to countr needs. The fo llowing intervention
th

veould further strengthen this level of support:

.

a) Medicai Officer to reinforce the Wzst Affican Sub-region - to be based in
Abidjan (Céte d'Ivoire).

b) Medical Officer responsible for the Central African countries - To be based in
Yaoundé (Cameroun).

STRENGTHEENING CAPACITY OF AFRO REGIONAL TEAM

O\
W

.y

“With increasing demands from Member s:zizs for technical suppert rom AFRO, there
aie clear advantages In strengthening the c..pacu_v of the Regional office 1o respond promptiv
and approorl:-'.:elv tc these demancs. This would te done through the recruitment of the
following steff members:

i; Zne crogramme assistant &t WHO/AFRO to coordinate ail adm Inistrative
mattzre between ATRGC and the member states.

o Dre medica: officer 2t WHO/ATRO responsible fer strengthening
implenieniatisa: astviles.

Jre medice! office at WHO/AFRD responsicie for BasEd and MedEd.

6.6 IMPROVENENT OF COLLABORAT. OV WITH PARTNERS

1n order 1o maximise the conricutions of muin and bilatera! agencies as well as non-
governmental oreanizations, afforts will be made 2 nramcie their coliaboraiion and,

commitmen: ai evary siage crampigmeniaiicn.
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This will be done using the comparative advantage of partners in specific areas as
asezrcih. ¢rugs management and procurement. and by encouraging JoInt acuvities in some

-t b

JUunines.

INTERVENTIONS/ACTIVITIZES/BUDGET - see Annex
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WHO AFRICAN REGIONAL IMCI APPROACH

COUNTRY LEVEL

To contribute to the reduction
in childhood mortality in the
GOAL African Region

I
To improve the quality of

OBIECTIVE . .
care provided to children
under 5 years of age at the
FNPECTED RESULTS mell"St level hlea“h fac"ﬂ-_,.

[ R S S Sl Dl TTT T T T st Rl
Ownership of National capacity Quality inservice Facility support IMCI incorporated { |IMCI implementatn.
IMC1 taken by developed for training courses services improved into preservice improved and

cotmtry IMCI conducted using paramedical and expanded using
implementation adapted IMCI mat. medical institutions | | evaluation results

Al N Al
INDICATORS
- Availability of written - %5 National experts - "a Fraining courses - %% districts
decision on trained in conducted using implementing INCI
implementation * case management and  adapted materials. that received drugs

for initiating or
strengthening
Hamako Tattitiv e

of INKCE Dby countiy facititation technigues
Y adaptation,
toplmning and
evialuation

- Availihilite of budget -"a Training courses - %% Health facilitics

line for INICT aclivities conducted using that have at least one

by government adapted materials h/w  trained and
and meeting supervised quartetly.

quality criteria.
- 9% Health facilities
implementing INC]
that have OP'D
adequately ovpanized.

- Availahility of budget
Tine fon INTCT
implementation

by WO country

olfice

- %5 Training
institutions that
have
nursing/paramedical
students trained.

- %% Training
institutions that
have

medical students
trained.

- Number of new districts
implementing IMCL.

- 26 Health facilities having
100% of health workers
managing children <5 years
trained on IMCL

- % sick children - S years
attending ks with IMCI
trained 11/Ws correctly
managed.



WHO AFRICAN REGIONAL IMCI APFPRUACH
REGIONAL LEVEL

To contribute to the reduction
in childhood mortality in the

GOAL African Region
|
To improve the quality of care
IV provided to children under
OBJECTIVE 5 years of age at the first
level health facilit
EXPECTED RESULTS . e o
" Country adequately Country's capacity Results of IMCI monitoring

informed about IMCI strengthened and evaluation used to
improve implementation

to implement

and its implementation
(2) IMCI approach

(1)

(3) and for expansion.

ININNJ0A 318V TIVAY L8349

(1)- *a Countrics that have
comducted orienfation

mecting

(3) %a countries that have used
monitoring and cvaluation
results to improve or expand
INCT implementation,

o _ I ]

Pieservice training
conducted in
paramedical and

(4) medical institutions.

National experts trained
as consultants to
support their countries

(5)and other countries

Facility support
services improved
(6)

(1)- % countiics that have

at Teast one institution
training, nuising/patamedical
students on IMCIT

- 74 countries that have
at least one institution
training medical students
on IMCL

INDICATORS

%% Countries with national

experts trained

as consultants in .

- case mapagement and
facilitation technigues

- adaptation ,

- planning and evaluation.

___Drugs supply

———Supervision |

Organisation
of health

SCrvices.

S

- % Countries that have at least

one district implementing IMCI that
have received drugs for initiating or
strengthening  Bamako nitiative.

- 2% Countries conducting regular
supervision to IMCI trained Health
workers.

- Report of operational research.
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Select comments of partner organizations on
WHO/AFRO’s 5 year plan for IMCI/CDD/ARI

1. Dr. Vincent Orinda, the UNICEF Senior Advisor for Child Health, noted that IMCI had
been developed as a technical approach but that prior to this meeting a strategy for
implementation had yet to be defined. “This document takes us forward towards defining such a
strategy for implementation.”

2. Dr. Gottfried Hirnschall of WHO/CHD/Geneva suggested that WHO/AFRO might
consider including improved care at the community-level in the objective of their plan. He
suggested that UNICEF in particular would be interested in extending IMCI beyond the facility. -
The UNICEF representative indeed noted that IEC had been an important and successful
component of CDD programs and that it would be a “step backwards” to confine IMCI to the
facility. Staff of WHO/AFRO felt however, that “the tools don’t exist” to promote IMCI in the
home and community and “implementation at the facility will improve care in the home” because
of improved facility-based counseling practices. One representative of WHO/AFRO suggested
that to do justice to home-based care, interventions should be developed to improve the quality of
care provided by CHWs.

3. 'The UNICEF representative suggested that WHO/AFRO may want to focus on coverage
as well as the quality of services'. The strategy should emphasize demand for and access to
services as well as supply of services.

'For example, it might be appropriate to look at indicators such as the training coverage
rate or the pneumonia treatment coverage rate.
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Implementation of IMCI, CDD and ARI in the African Region:
Plan of Action, 1997--2001

Comments of Bob Pond
BASICS Project

General Comments:

WHO/AFRO is to be congratulated and thanked for developing a visionary five year Plan of
Action for support of IMCI, CDD and ARI activities in the region. The frame work they have
laid out is not only a plan for their own activities, but an instrument for mobilizing and
coordinating the efforts of other development assistance agencies. Given the widespread interest
in the region in the newly emerging IMCI initiative and the heightened concern about the future
of CDD and ARI activities, the Plan of Action is timely. Based upon early experience with
implementation of IMCI activities in Tanzania, Uganda and Zambia, it is now possible to think
strategically. WHO/AFRO’s Plan of Action is a major step towards defining the work to be done
in the next five years.

I want to thank WHO/AFRO for the chance to learn from the experiences of the early-use
countries during the 2nd Regional Meeting on IMCI as well as the opportunity to offer the
_ following comments.

1. Expected Results-- The Country Level and Regional Level frameworks provided on the
last two pages of the Plan of Action identify important “Expected Results” of the Regional IMCI
Approach. The relationship between the narrative and these frameworks might be clearer if these
“Expected Results” were included in the narrative. Perhaps the “Expected Results” at regional
and country levels could be included at the end of section 4.2 following the specific objective
pertaining to implementation of IMCI. This might make the specific objective pertaining to
IMCI more compelling.

2. Improved Care in the Home and Community-- The following points were made at the

meeting at AFRO on March 1:

a) significant reductions in child mortality will depend upon improved care in the home and
community;

b) the impact of the IMCI initiative depends upon improvements in the demand for (i.e. care
seeking behavior) as well as improvements in the quality of services at the first-level
facility;

c) CDD programmes have made considerable progress with IEC activities that extend
beyond the counseling provided at health facilities;

d) If we are talking about a 5 year vision, we should allow for further developments. Allow

for setting of targets even where we do not have all the necessary tools at the moment;
e) Other partners, particularly UNICEF, are keen to help develop and support the use of
such tools.
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In light of these considerations, I offer the following comments:

a) Concerning the third line of the “Context” section on page 3: the “IMCI package” (once
further developed to include appropriate communications approaches) could also target and
improve child health practices in the home and community;

b) Concerning the “GENERAL OBJECTIVE” on page 4 and in the two frameworks: As
discussed on March 1, the words “at the first level facility” could be omitted. This would also be
consistent with AFRO’s eventual support for IMCI MedEd and other activities to improve
referral level care;

c) Consider adding a new strategy such as “Support IEC for improved care in the home and -
community”. You may or may not wish to acknowledge in the narrative that this strategy would
be pursued in collaboration with UNICEF and other partners. This could come after strategy 6.2
and before strategy 6.3. The sub-components of such a strategy might include:

6.X.1-- Support development of national IEC strategy for IMCI;
6.X.2-- Support development of model IEC tools and approaches;
6.X.3-- Support countries in implementation of IEC strategy.
d) Consider adding to the Country Level framework an expected result related to improved

care in the home and community.

3. Introduction of IMCI (Preliminary visits) -- This is discussed on the bottom of
page 7 and the top of page 8 of the Regional Plan of Action. The objectives, scope and number
of visits/consultations required to pursue this preliminary process might need to be expanded
upon, especially for countries interested in IMCI, but for whom the Orientation Meeting,
Planning of Training, Adaptation Process and Implementation of Training will be delayed for
more than one year.

To express this in the form of a question, what should WHO/AFRO and its partners do in the
interim to prepare for IMCI in that sizeable number of the 28 IMCI targeted countries where a
formal launching of IMCI activities will be delayed for 1 to 4 years?

For some countries, WHO/AFRO might participate in key national policy reviews (e.g. to reform
the essential drugs list, the HMIS, or antimalarial drug policy), assessments (e.g. surveys of
existing drug supply or the quality of existing services) or demonstration activities (e.g. such as
those undertaken with integrated training and supervision in select districts in Niger, Kenya and
South Africa) that help a country and/or help initial focus districts to prepare for IMCI. In some
countries, efforts to improve facility support services or integrated IEC might proceed in advance
of formal introduction of IMCI. WHO/AFRO could seek opportunities to advise and support
such complementary efforts.
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4, Strengthening District/Provincial Capacity for Management of IMCI--A lesson
learned from early experiences with IMCI in Tanzania, Uganda and Zambia is that district health
officials play key roles in the planning and implementation of IMCI training and supervision and
in the strengthening of other facility support services (drug supply and facility organisation). It is
worth noting that strategies 6.2.1 (improve drugs availability) and 6.2.2 (improve supportive
supervision) in the WHO/AFRO Plan largely depend upon the strengthening of decentralized
management capacity.

As a result of health sector reforms in many countries in the Region, many of the management
functions once reserved for national program coordinators are being transferred to district and
provincial authorities. This has important implications for WHO/AFRO and other agencies
seeking to build or sustain capacity for child health activities including CDD, ARI and IMCL

As a sub-strategy for those countries undergoing decentralization of the health services,
WHO/AFRO, its National CDD/ARI/IMCI counterparts and its international partners could be
engaged in the broad process of district capacity building. It might be appropriate, for example
to include as 6.1.5 a section such as “Support for building district/provincial capacity for
management of IMCI”.

User-friendly technical guidelines may be needed as well as workshops and other fora for
supporting districts and provinces in the use of such guidelines. WHO/AFRO could play a
leading role in developing such guidelines based upon experience in early-use countries as well
as in sharing between countries model guidelines and other approaches to building decentralised
capacity for management of IMCL

S. Development of HIS to Support IMCI-- The routine reporting system can be a key
tool for monitoring of IMCI and for reinforcing use of the diagnostic approach taught in the IMCI
course. Put another way, when the health worker is obliged to report on disease classifications
that are different from those taught in the IMCI course, they are given mixed signals about the
best way to classify sick children and they must spend extra time compiling health statistics.

Ideally, a country’s routine reporting forms could be adjusted to include many of the same
classifications as taught in the IMCI course. Experience from each of the 3 early-use countries
has shown that HIS designers do not yet understand the syndromic classifications taught in the
IMCI course. For example, they would prefer to collect statistics on meningitis and cerebral
malaria rather than on the broad category of Very Severe Febrile Disease which is taught in the
IMCI course. Early experience has shown, however, that persistent consultation and lobbying by
IMCI advocates can help to introduce some of the IMCI classifications into the HIS.

WHO/AFRO could work with national counterparts before and after the formal launching of
IMCI to encourage development of reporting systems that are more consistent with this
somewhat novel approach to classification of sick children. This might be included in the Plan,
for example as a new section after 6.2.2 and before 6.2.3.



6. Identification of Priorities for Research and Development in Support of IMCI--

The need to build capacity for operational research is noted as strategy 6.1.4. Perhaps as another
strategy (e.g. after 6.2 and before 6.3) WHO/AFRO may want to convene a working group whose
task it is to identify priorities for such research and development. This could be a separate
strategy coming after 6.2 and before 6.3.

Many of the items for the R&D agenda might best be identified by front-line implementers of
IMCI activities at national and district levels. These public health practitioners could be asked to
identify the key developmental priorities required for more effective implementation of IMCI
activities. In some instances, the most appropriate response to R&D issues identified from the
field might be to locate and share with the field staff a well documented and effective solution to
the problem. In other instances, further primary research and developmental effort may be
required and the R&D working group could seek appropriate partners to undertake and to
sponsor the work.

7. Other assorted comments--
a) Page 3, last paragraph: other WHO human resources in the region include the
APO’s for CDD/ARI/IMCI
b) Page 4, Regional targets: it is helpful to indicate that the “intensive support” is to
come from WHO/AFRO
c) Page 6, Regional targets for CDD/ARI: to be consistent with the targets specified
on page 4 (43 countries to have CDD programmes and 31 countries to have ARI
programmes) the targets should be 94% for CDD and 67% for ARI B
d) Page 7, Strengthening National Capacity: it may be helpful to elaborate on the
types of expertise that are required in “Planning and Evaluation” and the mechanisms that
might be used to develop this expertise.
e) Page 9, Training in Drugs Management: does WHO have a course for
pharmacists and pharmacy technicians? The Drug Supply Management course developed
in collaboration with BASICS targets front-line health workers. WHO/AFRO may wish
to collaborate with WHO-DAP and partners to develop training for district-level drug
management staff.
f Page 10, Drugs availability: The second bullet might be elaborated upon. For
example: “improvement of drug selection, forecasting, storage and distribution
mechanisms in countries in collaboration with national pharmacists and pharmaceutical
boards and district and facility level staff with responsibility for drug management”
g) Page 10, 6.2.2 (Support supervision): Again, note that this depends upon efforts
to develop district capacity for management of IMCI. It may also be worth noting that
efforts to improve support supervision might be undertaken in collaboration with national
Quality Assurance efforts that have been launched in several countries in the Region
(including Uganda and Zambia) as part of health sector reforms.
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Key Responses of Staff of WHO/AFRO
to the Written Comments of the BASICS Representative

L. Concerning the preliminary visits (item #3), WHO/AFRO acknowledged that in countries
where IMCI implementation might be delayed for one or more years then it might be appropriate
to consider more than one visit. However, they felt that specific objectives needed to be
specified for each supplemental visit. They noted that the regional office was already engaged in
many of the preparatory activities suggested in the comments (e.g. participation in key national
policy reviews). It was then suggested that this was not well reflected in the draft Plan of Action
and the regional office may wish to take credit for IMCI preparatory activities which they were
already supporting.

2. Concerning mechanisms to develop national capacity for management of IMCI (item
#7d), WHO/AFRO noted that they planned to engage and develop regional and country
consultants who had “polyvalent”™ expertise in IMCI planning and evaluation. WHO/AFRO
had no specific tools or mechanisms for training these consultants, although WHO/CHD/Geneva

was reported to be considering the development of formal guidelines for planning and evaluation.

BASICS and SARA representatives pointed out that it might be productive to organize regional
seminars at which these consultants could update their expertise and share experiences in such
areas as drug management, IEC, quality improvement and other aspects of district capacity
building. WHO/AFRO noted that they did hold such seminars. Again, it was suggested that this
might be reflected in the Plan of Action. WHO/AFRO expressed particular interest in learning
more about the approaches which MSH has developed for assessing national drug management
and for building district capacity in drug management.

3. At the close of the meeting on April 3, the WHO/AFRO CDD/IMCI Regional Advisor
extended an invitation to BASICS to propose specific plans for AFRO/BASICS collaboration.



