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SUMMARY 

A short programme review (SPR) of the newborn and child health programme in China 
was conducted from 9 to 13 May 2008. Eleven provinces, where Integrated Management of 
Childhood Illness (IMCI) has been introduced and supported by the Ministry of Health, were 
the focus areas for the review. 

Activities planned since the expansion phase of IMCI began in 2001 were reviewed. 
The review was coordinated and managed by the Capital Institute of Paediatrics (CIP) and the 
WHO Representative Office in China. It was conducted by a team of 40 participants 
including programme staff from central level (CIP, Ministry of Health's Maternal and Child 
Health [MCH] Department), provincial level (MCH hospitals, public health school, provincial 
health bureaux), county level (MCH hospitals), township level (township hospitals), village 
level (village health centres); and representatives from the central Ministry of Health. Three 
local facilitators and four facilitators from WHO also participated. 

The objectives of the short programme review were: 

(1) to assess progress toward programme goals and objectives; 

(2) to assess how well the programme has implemented activities to deliver child 
health interventions; 

(3) to identify the problems the programme has faced and suggest solutions; 

(4) to develop recommendations about what the programme needs to do; and 

(5) to decide on next steps for incorporating recommendations into the work plan. 

A step-by-step process was used, which included: 

(1) review of data, programme documents and reports; 

(2) group discussions to share views and experiences; 

(3) individual discussions with participants who know the programme; and 

(4) field visits to Harbin province to observe and discuss child health service 
delivery in township hospitals and village clinics. 

Discussions focused on the strengths and weaknesses of the programme and main 
problem areas. A series of recommendations were developed. Preliminary fmdings were 
presented to a group of central, provincial and county Ministry of Health staff, WHO and 
United Nations Children's Fund (UNICEF) representatives on 13 May. 

For newborn health, the review concluded that standards on postnatal care are available 
for Infant and Young Child Feeding (IYCF) and postnatal care, effective newborn 
interventions are included in the postnatal care package, and newborn interventions are 
delivered at all levels of the health system (from household and community level to the 
referral level). The baby-friendly hospital initiative is also widely implemented, and sick 
newborn management is included in the IMCI guidelines. However, population-based data on 
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essential newborn care practices are not available in a number of areas, including: thermal 
care and cord care, immediate breastfeeding, number and timing of postnatal care visits, and 
management and referral of sick neonates. These data are needed to know how well 
programme activities are being implemented in the field, and whethM:t~; IfflllfCllching 
women and newborn babies. , ',' ff' . ,I !J"IJI:I,' 

j J ;'1 .>jZll .-:<-->ll!jj L~J.' : 
For child health, the review concluded that IMCI guidelines wereijstld to,:pfovide the 

technical standard for child health activities. The training coverage (proportion of facilities 
with at least 60% of health workers who see sick children trained in IMCI) was estimated to 
be 82% at township level, and 33% at village level in the areas under review, with the 
coverage showing an upward trend in all review areas since 2006. Health facility surveys 
before and after IMCI training have shown improvements in case management practice and in 
essential supports such as essential drugs and equipment. The use of health facility surveys to 
track progress has been useful for programme planning. However, the IMCr programme has 
been rather facility-oriented with very little emphasis on the village level. No population
based data was available from local areas for planning, even though population-based data on 
intervention coverage, home knowledge and practices are essential for tracking how children 
are managed in the home and for planning programme activities to change practices. For 
example, national data suggest that feeding practices and management of diarrhoea with oral 
rehydration therapy (ORT) need improvement, and inappropriate use of antimicrobials also 
seems to be a problem. The relatively high proportion of home deliveries and deaths outside 
of health facilities in rural area suggests that access and availability are still challenges. In 
addition to geographic access, there are likely to be also other barriers, such as cost of 
services and medicines, and cultural factors that influence home care and care-seeking 
practices. In areas with high mortality, more quantitative data on barriers to using services 
are needed. Available community resources have often not mobilized to improve knowledge 
and practices. 

The review identified the following main problems and related recommendations by 
programme activity area: 

(1) Health policy, planning and management 

Main problems 

(a) There is a lack of coordination among Ministry of Health departments and 
donors as well as common goals and objectives. 

(b) Data are not routinely used for planning. Community and information, 
education and communication (lEC) activities are not routinely included in the 
programme. And activities are not targeted to high-risk populations. 

(c) Financial contributions from central and local governments are inadequate 
to implement annual plans. High-level decision-makers need to understand the 
importance of increasing resources to areas with continued high mortality. 

Recommendations 

(a) Identify departments and programmes of the Ministry of Health and other 
government sectors with child health activities and establish a mechanism for 
improving coordination among them. Develop a joint IMCr implementation 
plan. 
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(b) Develop an IMCI implementation plan and evaluation indicators at 
provincial and county levels (according to National Child Development Plan 
2001-2010), using available data. 

(c) Advocate to provincial and county levels to increase the funding 
allocation to IMCI in their routine plans. 

(2) Human resources/training 

Main problems 

(a) Training coverage remains low for township and village doctors who are 
most essential in areas where mortality rates are high. In some areas, county 
doctors need more training. Pre-service training coverage is still very low. 

(b) Training materials are not available in some areas. IMCI training for 
village doctors may be too complicated and does not emphasize health education 
and promotion adequately. Pre-service courses are not standardized and may 
not include clinical training. 

Recommendations 

(a) Develop an in-service training strategy. Identify who needs to be trained, 
when, how and with what methods. Identify resources and develop a strategy for 
monitoring and evaluation. Ensure that paediatricians at the county level are 
trained. 

(b) Develop a pre-service training strategy. Decide on what categories of 
staff need to be trained, the curriculum, and approaches to incorporating IMCI 
into textbooks. Organize an IMCI pre-service consultation with WHO and 
UNICEF support - include Ministry of Education, Ministry of Health, and 
medical and paramedical school staff. This strategy should consider training 
medical school staff as pre-service IMCI facilitators; and incorporating IMCI 
into paediatrics textbooks as well as other textbooks on child health care. 

(3) Support systems 

Main problem 

(a) Quality of care is often inadequate. Overuse of antibiotics is still a 
problem in many areas, and village doctors often use non-IMCI drugs. 
Counselling and health education are often missed. Quality of supervision may 
not be adequate to sustain practices after training. Essential drugs and 
equipment are not available at some lower level facilities. 

Recommendations 

(a) Provincial and city levels should ensure that IMCI drugs are included in 
the New Rural Cooperative Medical Scheme. 

(b) Provincial and county levels should ensure that townships and village 
health centres have essential IMCI equipment lists. 
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(c) Improve ratiDnal use .of antibiDtics thrDugh public educatiDn, improved 
. supervisiDn .of dDctDrs, and emphasis .on ratiDnal use .of medicines during 
training. 

(d) Improve rDutine IMCI supervisiDn by cDmbining IMCI with rDutine MCR 
supervisiDn, develDping a simple standard natiDnal checklist, improving 
feedback at supervisDry visits, and increasing funds fDr supervisiDn. 

(4) CDmmunity and behaviDur change 

Main problems 

(a) CDmmunity-IMCI has nDt yet been implemented. Existing cDmmunity 
resDurces (e.g. WDmen's assemblies, leaders, traditiDnal midwives) are nDt used 
tD give health educatiDn and messages. Other cDmmunicatiDn channels (e.g. 
health educatiDn department, mass media, .other sectDrs, high-profile individuals) 
are alsD nDt used. ND data .on kn.owledge and practices .of caretakers in key areas 
is available. Standard IEC materials and messages .on all key child health 
messages in the community are nDt available. Village dDCtDrs may nDt be 
reaching all h.ousehDlds in their areas - nD incentive is provided f.or them tD dD 
preventive activities, including health educatiDn. 

(b) CDunselling is .often nDt dDne well by health wDrkers due tD lack .of 
awareness and time cDnstraints. 

Recommendations 

(a) Continue tD SUPPDrt increased reSDurces tD child health in rural areas. 

(b) Implement cDmmunity-IMCI in rural areas with thrDugh county MCR 
health bureaux. This apprDach shDuld include: 

(i) a mechanism fDr cDmmunity-IMCI planning, management and 
cDDrdinatiDn rural areas; 
(ii) use .of cDmmunity leaders and community grDupS in child health 
educatiDn and promDtiDn; 
(iii) develDpment of standardized child health messages and materials 
(IEC package); and 
(iv) training in health educatiDn for relevant community staff. 

(5) MonitDring and evaluatiDn 

Main problems 

(a) PDpulatiDn-based data - on cDverage .of key child health interventiDns (in 
areas such as breastfeeding, cDmplementary feeding, hDme management of 
pneumonia and diarrhDea) - are insufficient. Standardized cDverage indicatDrs 
are nDt used fDr program mDnitDring and evaluatiDn. Programme inputs and 
.outputs are not cDllected. No data is available .on risk factDrs for neDnatal deaths. 

(b) Household and programme data are not used for mDnitoring and planning 
hDW tD implement activities at provincial, county and tDwnship levels. 
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Recommendations 

(a) Conduct household surveys every two to three years in selected areas to 
collect key child health data on coverage of child health interventions and 
knowledge and practices (WHO methods). 

(b) Adopt standard child health indicators for routine use, as outlined in the 
WHOIUNICEF Regional Child Survival Strategy. 

(c) Improve capacity to use coverage data for routine planning at all levels 
through improved mechanism for coordination and planning (as discussed in the 
policy and planning section). 

(d) Convene a meeting for the Ministry of Health, hospital staff, CIP and 
WHO to review the neonatal audit method. 



1. INTRODUCTION 

1.1 Background 

China has made good progress in reducing national infant and child mortality in the last 
IS years. In 1990, the under-S five mortality rate (USMR) was 49 per 1000 live births; by 200S, 
it had been reduced to 27 per 1000 live births. l If current trends continue, China will reach the 
Millennium Development Goal 4 (MDG4) mortality target set in the United Nations General 
Assembly Special Session in 2000. 

Overall mortality trends mask large differences in mortality within the country. The 
U5MR ranges widely from 10 per 1000 live births in urban areas, to 37 per 1000 in types II and 
III rural areas. In type IV rural areas - the most rural - the U5MR is more than double the 
national average (64 per 1000 live births, 1996-2004). It is estimated that an average of 470 
000 children under five die each year. Seventy-five percent of these deaths occur in type II and 
III rural areas. Type IV rural areas, where mortality rates are highest, account for an estimated 
52 000 deaths per year because of their relatively low population density. In rural areas, 
between 50% and 60% of all child deaths take place outside of health facilities, suggesting that 
home practices (care-seeking practices and home care) remain important to reducing mortality? 

1.1.1 Integrated Management of Childhood Illness (IMCI) in China 

Planning for the introduction of the IMCI approach began in 1998. Adaptation of the 
training course was completed and implementation begun in 2000. Evaluation of the early 
implementation phase in 2001 indicated that the quality of care for sick children had 
significantly improved in implementation areas. IMCI was expanded to 46 counties in 11 
provinces, supported by the Ministry of Health and United Nations Children's Fund (UNICEF), 
and to eight counties in Tibet, supported by Australian Agency for International DeVelopment 
(AusAID). A health facility survey in the target provinces in 2006 found that practices of IMCI
trained health workers continued to show significant improvements over the baseline. By the 
end of December 2007, approximately 10 000 health workers and 170 facilitators had been 
trained in aU provinces. Two training centres had been established in Xi'an Municipal 
Children's Hospital and Hunan Provincial Children's Hospital. The infant and young child 
feeding (NCF) strategy was introduced in 2006. By December 2007, 3185 staff in 15 
provinces had been trained on NCF. 

1.1.2 Health system 

The Ministry of Health is decentralized to provinces. Provinces are organized into 
counties, townships and villages. Province, county and township levels all have roles and 
responsibilities for planning and implementing maternal and child health (MCH) activities in 
their own areas with direction from the central MCH department. Ministry of Health staff work 
in collaboration with local government. Resources for MCH are provided by both central and 
local funding. SerVices are provided by hospital-based doctors at province, county and 
township levels. At lower levels, services are provided by MCH health workers and village 

I WHOIUNICEF 2005 
2 Ministry of Health sentinel surveillance data 1996---2004 (MCH evaluation report, 2005) 
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doctors at health clinics or posts. MCH services are generally under-funded, particularly below 
the county level, and in central and western areas of the country. Hospitals raise revenue by 
charging for medications and services. They tend to favour more expensive procedures and 
treatments over preventive approaches. Village doctors receive a small annual allowance from 
the government and also raise revenue by charging for medicines. This tends to result in the 
oVenJse of medicines. 

Overall, charging for health services tends to reduce access of the poor to care. Recent 
reforms of the health insurance scheme propose to provide care to children up to 18 years free 
of charge (including medications). In addition, a rural development initiative currently 
underway aims to increase annual allowances to village doctors. This reform has already begun 
in SOllle provinces. Village doctors and MCH workers provide basic MCH services (including 
antenatal care, postnatal care, and !MCl) and are responsible for health promotion at the village 
level. 

1.1.3 Review ofMCH in China, 2005 

A maternal and child health review was conducted in 2005 by a joint Ministry of Health, 
United Nations Population Fund (UNFP A), UNICEF and WHO evaluation team. Findings were 
published in 2007 and presented to the National Commission on Children and Women 
(NCCW), the Ministry of Health and the Ministry of Finance. 

The principal recommendations ofthis review were as follows: 

(l) Implement essential MCH package. 

(a) Ensure universal access to essential package of quality antenatal, obstetrical 
and neonatal and integrated childhood care and development (including !MCI). 

(b) Prioritize strengthening MCH interventions at township and village level. 

(c) Prioritize type II, III and IV rural areas and poor migrants in urban areas. 

(2) Pursue health system reforms and capacity-building. 

(a) Reaffirm public health positioning ofMCH through strengthened policy and 
planning framework. 

(b) Develop effective strategy for MCH human resource development. 

(c) Strengthen MCH surveillance system. 

(3) Explore fmancial solutions. 

(a) Increase funding for health services in poor areas. 

(b) Improve efficiency and effectiveness of health expenditure. 

(c) Ensure full coverage ofMCH package by Rural Co-operative Medical 
Scheme and other health insurance mechanisms and provide subsidies for those 
unable to pay. 
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This short programme review (SPR) was designed to build on the findings of the MCH 
review. The intention was to use IMCr to build the capacity of the Ministry of Health at all 
levels to plan and implement effective child health programmes. In order to do this, the review 
used a systematic process to: (I) review available data on child health, including coverage of 
child health interventions; (2) review the current status of programme implementation in order 
to determine what is working and what is not working; and (3) identify solutions to problems, 
and provide recommendations to the Ministry of Health for next steps. 

The short programme review in China was conducted from 9 to 13 May 2008. The 
objectives, scope and methods are outlined below. 

1.2 Objectives 

The objectives of the short programme review were: 

(I) to assess progress toward programme goals and objectives; 

(2) to assess how well the programme has implemented activities to deliver child 
health interventions; 

(3) to identify the problems the programme has faced and suggest solutions; 

(4) to develop recommendations about what the programme needs to do; and 

(5) to decide on next steps for incorporating recommendations into the workplan. 

1.3 Scope 

The II provinces where IMCr and IYCF programmes have been introduced and 
supported by the Ministry of Health were the focus areas for the review. Activities planned 
since the expansion phase ofIMCr implementation began in 2001 were reviewed. 

Participants analyzed interventions, packages of interventions, and activities implemented 
for the neonatal period, infants and children under five years of age. Each level of service 
delivery in the health system (family and community, first-level health facility, and first-referral 
facility) was considered. 

1.4 Participants 

The SPR was conducted by a team of 40 participants, including: programme staff from 
central level (Capital Institute of Paediatrics [CIP], Ministry of Health's Maternal and Child 
Health Department (MCH), provincial level (MCH hospitals, public health schools, provincial 
health bureaux), county level (MCH hospitals), township level (township hospitals), village 
level (village health centres); and representatives from the central Ministry of Health. Three 
local facilitators and four facilimtors from WHO also participated in the SPR. A full list of 
participants is included in Annex I. 
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2. ACTNITIES AND FINDINGS 

2.1 Activities 

2.1.1 Preparations 

Before the workshop, staff from the Capital Institute of Paediatrics collected and 
reviewed available data and programme reports. Key indicators were entered on worksheet 1. 
Data on programme goals, objectives, delivery approaches and activities were entered on 
worksheets 2, 3 and 4. In addition, meetings with the Ministry of Health and the WHO 
Representative Office in China were held to defme the agenda and to prepare administrative and 
logistical arrangements. The review was coordinated and managed by CIP and WHO China. 

2.1.2 Review 

The review was conducted in six days. The following methods were used: 

(1) 
(2) 
(3) 

review of documents; 
group discussions to share views and experiences; 
individual discussions with participants who know the programme; and 

(4) field visits to Harbin province to observe and discuss child health service delivery 
in township hospitals and village clinics. 

The first part of the SPR was conducted for four days (6-9 May 2008) and included seven 
steps. Participants started by reviewing the status of maternal and child health using available 
data (Step 1). Indicator data that had been pre-entered on worksheet 1 were reviewed and 
discussed in small groups, and then summarized in plenary session. Indicators were classified 
as positive or negative depending on their current level and trend over time. Data gaps were 
discussed. Participants then reviewed how well the programme has implemented child health 
interventions using routine reports and experience (Step 2). Delivery approaches for neonates, 
infants and children were described and discussed. Then each of the main activity areas in the 
child health workplan was reviewed. For each activity area, a strengths, weaknesses, 
opportunities and threats (SWOT) analysis was conducted. 

Based on these findings, participants defined the main problems for further analysis 
(Step 3) in each activity area. They then discussed these problems and identified feasible 
splutions (Step 4). They used these solutions as the basis for developing detailed 
reconunendations about what the programme should do in major activity areas (Steps 5 and 6). 

Field visits to Harbin were conducted for two days (10-11 May 2008). Visits were made 
to Heping township hospital, Dongxing village health clinic and Jiefang village health clinic. 
Discussions were held with MCH workers and village doctors and the facilities were reviewed. 

Preliminary findings were presented to a group of central, provincial and county Ministry 
of Health staff, WHO and UNICEF representatives on 13 May (Step 7). 

The schedule for the SPR is included in Annex 2. 

A list of documents reviewed is included in Annex 3. 
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2.2 Summary of findings 

7,2,l Neonatal and child health status 

Mortality and morbidity data from the 11 focus provinces were reviewed as a first step. 
Qata came from three primary sources: (1) routine health information system data; (2) sentinel 
surveillance data (sentinel sites conduct active mortality surveillance, collecting information on 
the cause and timing of death); and (3) National Nutrition and Health Survey (NNHS) 2002. 
The NNHS survey used a national sample and data could not be disaggregated to the 11 focus 
provipces. 

The main fmdings were as follows: 

(1) Overall neonatal and child mortality rates have fallen in the last decade. 

Mortality rates were obtained from the routine health information system in 11 focus 
provinces. While the general trend in under-5 and neonatal mortality is downwards, the 
extent of the reduction is not certain. Because of concerns about the validity and 
reliability of routine data, mortality rates in the 11 focus provinces from this source may 
be unreliable. 

(2) Mortality rates show wide variations between population subgroups. 

Mortality varies considerably between sub-groups (rural and urban, rich and poor, 
geographic areas). Within single provinces, mortality rates differ between counties. 
Aggregate figures mask considerable variations at the local level. These differences are 
critical to understanding where the programme should focus activities, and what types of 
activities should be done (routine data and sentinel surveillance data, 2006). 

(3) Child deaths are caused by conditions that are preventable or treatable using 
inexpensive interventions. 

The most important causes of child deaths are neonatal causes, diarrhoea, pneumonia and 
injuries. The most important causes of neonatal deaths are premature birth, low birth 
weight, sepsis, asphyxia and congenital abnormalities (sentinel surveillance, 2006). This 
pattern is consistent with the pattern of causes of death nationally. 

(4) Neonatal deaths represent approximately 60% ofunder-5 deaths. 

Neonatal deaths are now lhe single most important contributor to under-5 mortality. 
National sentinel surveillance data estimate that 70% of these deaths occur in the first 
seven days of life. In rural areas, between 50% and 60% of child deaths occur outside of 
health facilities. Taken together, these data suggest that interventions to reduce neonatal 
mortality need to be targeted to the early neonatal period - when risk of death is highest. 
Since deliveries are still taking place at home in rural areas, interventions need to be 
delivered in the home and community. 
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(5) Rates of stunting and undeLWeight fell between 2002 and 2005. 

Approximately 10% of children are still stunted, suggesting that there may be problems 
with long-term nutrient intake - including the quantity, quality and frequency of feeding 
for children under five. 3 This is more likely to be the case in poor rural and migratory 
populations. National data estimate that the prevalence of undernutrition is four times 
higher in rural than urban areas. More than 40% of children born in western provinces 
are considered to be mildly or moderately stunted.4 No data is available from the II 
focus provinces on the prevalence of low birth weight. National data estimate that 2.4% 
of babies are born with a low birth weight - approximately I million babies a year. In 
rural areas, this rate rises to 12%.5 Low birth weight is an important risk factor for 
neonatal mortality, and needs to be reduced as a part of the approach to improving 
neonatal survival. 

(6) Rates of anaemia in children are high and did not change between 2002 and 2005 -
remaining around 19% of all children (nutritional surveillance, 2006). This suggests that 
long-term intake of iron, folate or BI2 may be inadequate - in some areas, prevalence of 
intestinal worms is high and contributes to anaemia. 

(7) No data was available from the 11 focus provinces on the prevalence of vitamin A 
or iodine deficiency. The national prevalence of vitamin A deficiency is estimated to be 
II % in rural areas and 2% in urban areas. Routine supplementation with vitamin A 
remains an important element of the child health programme. 

Data gaps identified-impact indicators 

At the time of the review, no data was available on: 

• the prevalence of low birth weight, and 
• the prevalence of low serum retinol. 

General comments on impact data: 

• Sentinel surveillance data provide better estimates of mortality than routine data 
because deaths are actively followed up and registered in these areas. Currently, data 
are collected from more than 300 sites nationally. In the longer term, a review of the 
health information system is needed - including completeness of case-detection and 
case-definitions used. 

• Neonatal death audits can provide useful information on the process leading to death. 
Audits review the process between onset of illness and death. A number of issues 
might contribute to mortality, including: lack of early recognition of illness, delayed 
care-seeking, use of traditional providers or treatments, problems with access to 
facilities, and poor quality of care on arrival at referral sites. Neonatal death audits 
could be considered at sentinel surveillance sites for a small sample of neonatal 
deaths. 

• Provinces and counties should be aware of mortality differences in their own areas. 
Mortality mapping is recommended for targeting resources and activities. 

3 Nutritional surveillance data, 2006 
4 National Nutrition and Health Survey, 2002 
5 Chinese Health statistical digest, 2002 
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2.2.2 Intervention coverage: neonates and children 

Two national level surveys provided data on intervention coverage: (1) National Nutrition 
and Health Survey (NNHS) 2002; and (2) National Health and Service Survey (NHSS) 2003. 
Data from these surveys could not be disaggregated to the 11 focus provinces. Local 
population-based survey data from the IMel implementation areas were not available. 

The main fmdings were as follows: 

(1 ) Immediate postnatal care 

No data was available on practices in the immediate postnatal period, i.e. the first hour 
after birth. Effective interventions in this period include thermal care (including 
kangaroo mother care), early breastfeeding (within one hour of birth), clean cord care, 
and newborn resuscitation when required. Data on thermal care, early breast feeding and 
clean cord care can be obtained from population-based surveys, which ask the mother 
questions about the most recent delivery. Data on the quality of newborn resuscitation 
are more difficult to collect routinely. Immediate postnatal practices are likely to need 
improvement in areas where home deliveries occur, and where access to home visits or 
health facilities is limited. 

(2) Postnatal care 

Postnatal care is provided between one hour and 28 days after birth. No data on the 
provision of postnatal care was available. Since most neonatal deaths take place in the 
first seven days, early postnatal contacts are important. WHO currently recommends two 
to three postnatal care contacts in the first seven days of life. The national policy calls for 
three home visits within the first seven days, at 14th day and 28th day, and one visit to 
facilities at 42 days. No data on the quality of postnatal care are available. 

(3) Nutrition 

No data on breastfeeding in the 11 focus provinces was available. National exclusive 
breastfeeding rates to four months of age range from 32% in urban areas to 74% in type 
IV rural areas.6 Exclusive breastfeeding rates to six months are likely to be lower. These 
data suggest that improvements in exclusive breastfeeding in the focus provinces are 
likely to be required. 

The national rate of appropriate complementary feeding (solid and semi-solid foods) and 
breastfeeding for infants 6-9 months of age ranges between 32% and 55%. These data, 
coupled with relatively high rates of stunting, suggest that complementary feeding 
practices need improvement. 

No data on the proportion of children who have received vitamin A in the previous six 
months was available. 

National data from 2002 estimate that 89% of households consume iodized salt.? 

6 NNHS, 2002 
7 China national iodine deficiency disorders surveillance data report, 2002 
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(4) Immunizations 

The measles vaccination coverage rate is high (routine Ministry of Health data, 2006). 
High aggregate immunization coverage data may mask lower coverage in sub
populations, such as the children of less educated mothers, poorer and rural households, 
and the migratory population. 

(5) Prevention and treatment of child illness 

Home knowledge and practices 

Prevention and treatment of pneumonia. No data was available on the standard indicators 
for home management of suspected pneumonia: the proportion of children with suspected 
pneumonia who sought care from an appropriate provider; and the proportion of children 
with suspected pneumonia who received appropriate antibiotics. Early treatment of 
pneumonia is critical to reducing mortality. Data on home care are important for 
planning interventions to improve care practices. Anecdotal data suggest that children 
with upper respiratory tract infections are given antibiotics inappropriately - and that 
these antibiotics are often not those recommended on the essential drug list. 

Prevention and treatment of diarrhoea. The proportion of children with diarrhoea who 
received oral rehydration therapy (ORT) is estimated to be between 22% in urban areas 
and 13% in rural areas8. This is very low coverage. ORT is the first line treatment for 
watery diarrhoea without significant dehydration. Anecdotal evidence suggests that 
antibiotics are overused for the treatment of watery diarrhoea. 

No data was available on the proportion of caretakers of children who know at least two 
danger signs for seeking care immediately. Early care-seeking with a sick child is 
important for reducing mortality. 

Taken together these data suggest that home care practices need to be further improved. 

Data gaps identified - intervention coverage 

At the time of the review, no data was available from the 11 focus provinces on: 

• postnatal care practices - including immediate postnatal care practices and the 
number and timing of postnatal care visits; 

• breastfeeding and complementary feeding; 
• routine vitamin A supplementation; 
• prevention and management of pneumonia; and 
• knowledge of caretakers on danger signs and when to seek care. 

General comments on coverage data: 

• Population-based data on intervention coverage and home knowledge and practices 
were not available from the 11 focus provinces. These data are usually collected 
using household surveys. Large sample household surveys allow the collection of 
mortality rates in addition to coverage - but tend to be more expensive and time 
consuming. Small sample household surveys (for example, 30 cluster surveys) do 

g NHSS, 2003 
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not allow mortality to be measured, but are cheaper and faster to conduct. 
Population-based data are essential for tracking how children are managed in the 
home, and for planning programme activities to change practices. 

• National-level data indicate that nutrition practices remain poor in key areas. Rates 
of immediate breastfeeding, exclusive breastfeeding and complementary feeding are 
likely to be relatively low. Taken together with elevated rates of stunting (chronic 
malnutrition), these data suggest that nutritional intake over time remains a problem 
in many areas. 

• A low proportion of children with diarrhoea are treated with oral rehydration therapy 
(ORT). ORT is effective, safe and cheap for the management of simple watery 
diarrhoea - and can be given in the home. Anecdotal evidence suggests that 
antibiotics are often inappropriately given for diarrhoea. 

2.3 Primary goals and objectives of the child health programme9 

2.3.1 Goals 

(1) Reduce the mortality rate of infants and children under 5 by one fifth between 
2000 and 2010. 

This will be accomplished by reducing mortality from newborn causes, pneumonia, 
diarrhoea and other main causes of death in children under 5. The incidence of newborn 
tetanus will be reduced to less than 1 per 1000 live births nationally. 

(2) Improve the nutritional status of children. 

This will be accomplished by reducing the rate of moderate and severe malnutrition in 
children under 5 by one quarter between 2000 and 2010. By 2010, the incidence oflow 
birth weight will be reduced to less than 5% nationally, and the prevalence of vitamin A 
deficiency will be reduced. 

2.3.2 Objectives 

(1) By 2010, increase immunization coverage for all routine antigens to 90% or greater 
at the township level. Hepatitis B vaccine will be introduced into the routine vaccination 
schedule. 

(2) By 2010, increase the proportion of infants that are appropriately fed to 85% of 
greater. 

(3) By 2010, increase the proportion of children consuming iodized salt to 90% or 
greater. 

2.3.3 Comments on goals and objectives 

The goals and objectives were reviewed and discussed. It was agreed that the child health 
programme objectives were not written specifically enough in the national plan. For planning, 
objectives need to be written as proposed changes in coverage measures - such as exclusive 

9 National programme of action for child development in China (2001-2010) 
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breastfeeding, complementary feeding, vitamin A supplementation, and home case management 
of pneumonia and diarrhoea. It was proposed that key coverage indicators be selected for the 
MCH programme, and that these be measured using household surveys. Coverage indicators 
and targets for these indicators should then become the programme objectives. The national 
MCH programme should decide on national objectives with provincial staff - using household 
data. Provincial plans should then use these objectives for tracking progress. 

2.4 Summary of the status of the child health programme 

Child health activities for neonates, infants and children were examined for each level of 
the health system. The review covered interventions that were delivered, intervention 
package(s) used, the geographic scope of the activities, and groups who provided support for 
activities. Activities that were planned or conducted were reviewed according to: (1) whether 
they were conducted as planned or intended; (2) how well they were conducted; and (3) 
problems. 

Activities were reviewed in the following categories: 

(I) Policy, planning and management 

(2) Human resource development 

(a) Pre- and in-service training for health personnel 
(b) Ensuring adequate staffing 
(c) Limiting staff turnover 

(3) Communication - developing strategies for improving knowledge and practices 
(such as improving access to health education, counselling and village doctors) 

(4) Development of community supports (such as health volunteers, groups, essential 
infrastructure, supervision or oversight of activities). 

(5) Improvements in the health system 

(a) Procurement and distribution of essential drugs 
(b) Procurement and distribution of essential vaccines 
(c) Procurement and distribution of essential equipment and supplies 

(weighing scales, syringes and needles, etc.) 
(d) Supervision of health personnel 
(e) Improved referral systems and referral care 

(6) Monitoring and evaluation 
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The following sections describe the interventions, intervention packages and deliv~ry 
approaches for each level of the continuum of care as well as the main positive and negative 
findings. 

2.4.1 Neonatal period 

Interventions that are currently implemented by the programme: 
• early initiation of breast feeding and exclusive breastfeeding 
• thermal care 
• hygienic cord care 
• prompt care seeking for illness 
• management of diarrhoea, feeding problems and low weight 
• identification and referral of severe illness 
• emergency management of severe newborn illness - infections, asphyxia, 

pretenn birth 

Intervention packages used to deliver programme activities: IMCI, IYCF, postnatal 
care, Baby-Friendly Hospital Initiative 

Delivery approach for delivery interventions 
Home and First-level health Referral 
community facility 

Who delivers Village doctors Village doctors Doctors 
interventions MCHworkers MCHworkers Paediatricians 
Geographic 46 counties 46 counties 46 counties 
scope 11 provinces 11 provinces 11 provinces 
Who supports Ministry of Health Ministry of Health Ministry of Health 
implementation Local government Local government Local government 

Traditional midwives WHO WHO 
Women's associations CIP CIP 
WHO 

Summary: Delivery a/newborn interventions 

Standards on postnatal care are available for IYCF and postnatal care. Effective newborn 
interventions are included in the postnatal package. Newborn interventions are delivered at all 
levels of the health system - from household and community level to the referral level. The 
baby-friendly hospital initiative has been widely implemented. Sick newborn management is 
included in the IMCI guidelines - all health workers trained in IMCI are therefore trained in the 
management of sick newborn babies. 

A system for reaching village communities with newborn interventions is in place. At the 
community level, postnatal care is provided by MCH workers and village doctors. The national 
policy is for the first three postnatal care visits to be home visits by the MCH worker or village 
doctor, and the fourth to be a facility visit by the mother. 

Equipment and supplies for newborn care are available. Hospitals generally have 
equipment for referral care. Delivery facilities have oxygen, bags and masks for newborn 
resuscitation. 
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Issues identified were as follows: 

• Not clear whether neonatal interventions are reaching mothers and children who need 
them 

Population-based data on essential newborn care practices were not available in a number 
of areas, including: thermal care and cord care; immediate breast feeding; number and 
timing of postnatal care visits; management and referral of sick neonates. These data are 
needed to know how well programme activities are being implemented in the field, and 
whether they are reaching women and newborn babies. There are a number of reasons 
why women and newborn babies may not be reached, including: home visits not being 
made as planned; lack of counselling or health education skills; health education methods 
and materials not adequate to change practices. 

• No data on why newborn deaths occur 

Data on the processes leading to newborn deaths - recognition of illness, delays in care
seeking, alternative providers sought before facility providers, and the quality of referral 
care - are not available. The quality of referral care is best measured using hospital 
surveys that include observations of health worker practices. Data on the processes 
leading to death are useful for deciding where the programme needs to focus in order to 
reduce deaths. The death audit method, which uses a standard approach to review deaths 
between the onset of signs and death, could be considered. 

2.4.2 Childhood 

Interventions that are currently implemented by the programme: 
• exclusive breastfeeding «6 months), continued breastfeeding (9-11 months) 
• safe and appropriate complementary feeding 
• Expanded Programme on Immunization (EPI) vaccines 
• iodine 
• oral rehydration therapy for diarrhoea 
• zinc for diarrhoea 
• antibiotics for dysentery 
• antibiotics for pneumonia 
• prevention of mother-to-child transmission (PMTCT) 
• deworming for anaemia 

Intervention package used to deliver programme activities: IMCI, IYCF, EPI, 
[LMTCT acka e (HN testin , treatment and care 

Delivery approach for childhood interventions 
Home and community First-level health Referral 

facility 
Who delivers Village doctors Village doctors Doctors 
interventions MCHworkers MCHworkers Paediatricians 
Geographic 46 counties 46 cou'lties 46 counties 
sC<!l!.e 11 provinces 11 provi'lces 11 provinces 
Who supports Ministry of Health Ministry ofHealt~ Ministry of Health 
implementation Women's associations WHO WHO 

WHO CIP CIP 
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Summary: Delivery of childhood interventions 

!MCI guidelines provide the technical standard for child health activities. The use of zinc 
for the management of diarrhoea is still not widely practised. Although zinc for diarrhoea has 
been incorporated into the !MCI guidelines, few staff have been trained so far. A randomized 
double blind clinical trial on the use of zinc for the management of diarrhoea is currently being 
analysed. 

Training coverage (proportion of facilities with at least 60% of health workers who see 
sick children trained in !MCn is estimated to be 82% at township level, and 33% at village 
level. Training coverage has shown an upward trend in all areas since 2006. 

Quality of care has shown improvement following lMCI training. Health facility surveys 
before and after lMCI training have shown improvements in case management practice and in 
essentials supports such as essential drugs and equipment. The use of health facility surveys to 
track progress has been useful for programme planning. 

Issues identified include the following: 

• Not enough emphasis on the village level 

The lMCI programme has been facility-oriented. Little emphasis has been placed yet on 
the village level. Since rural villages are where the majority of deaths are concentrated, 
more emphasis is now needed on improving child health behaviours to improve the 
prevention and management of illness in the home. Community-lMCI has not yet been 
implemented - plans to begin are currently in development in collaboration with WHO. 

• No population-based data available from local areas for planning 

Population-based data are needed to know how well programme activities are being 
implemented in the field, and whether they are reaching women and children. There are 
a number of reasons why women and children may not be reached, including: lack of 
counselling or health education skills; health education methods and materials inadequate 
to change practices; and lack of a communication strategy at the village level. 

• Access to and availability of health services remains a problem in rural areas 

The relatively high proportion of home deliveries and deaths outside of health facilities in 
rural areas suggest that access and availability remain challenges. In these areas, 
geographic access is a part of the problem, but there are likely to be other barriers, such 
as the cost of services and medicines, and cultural factors that influence home care and 
care-seeking practices. In areas with high mortality, more quantitative data on barriers to 
using services are needed. 

• Available community resources often not mobilized to improve knowledge and 
practices 

A number of groups and individuals could be better used to give health education and 
promotion messages in communities, including: women's associations, village elders and 
leaders, school teachers, and village members themselves (peer-to-peer counselling has 
been used successfully in many countries). 
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2.4.3 Summary of strengths and weaknesses for cross-cutting activity areas 

(1) Policy, planning and management 

Laws and regulations 

Laws and regulations that are important for child health have been established in a 
number of areas, including: protection of the rights and interests of women (1992), commitment 
to the MDG (2002), marriage registration regulations (2003), and a new rural cooperative 
medical system (2004).10 The international code for the marketing of breast milk substitutes has 
been adopted. 

Standards and guidelines 

Key standards and guidelines that have been adopted include: Maternal and Infant Health 
Care Services and how they are delivered (1994 and 2001), National Action Plan for Child 
Development in China (2001-2010, developed by the National Working Committee on Children 
and Women (NWCCW), National Program on Safe Motherhood (2000-2010), Baby Friendly 
Hospital Policy (1991), Action Plan for Improving Constitution of Newborns and Decreasing 
Birth Defects (2002) and Regulations on Newborn Screening (2004). !MCI has been adopted as 
the technical standard for essential child health interventions. A strategy for Infant and Young 
Child Feeding has been developed. 

Planning and management 

Planning is done annually by the provincial and county health teams. Each level of the 
health system usually works collaboratively with local government to implement plans. 
Implementation funds are received from the central Ministry of Health, and can be 
supplemented by funds from the local government at any level. 

Coordination 

A lack of common objectives leads to poor coordination between different programme 
areas within the Ministry of Health and with donors. A single child health implementation plan 
does not exist - different technical areas contribute in their own areas, but are often not aware of 
what other programme areas are doing. This means that there may be duplication of effort and 
missed opportunities. For example, child health interventions such as vitamin A administration 
and deworming could be added to routine EPI activities. Similarly, standard newborn and child 
health messages could be used at all contacts with women and children. Lack of coordination 
also means that common standards and guidelines may not always be used in different parts of 
the country. !MCI should be part of a comprehensive MCH implementation plan to ensure that 
all levels of the continuum of care for women and children are addressed. 

Planning capacity 

Routine child health plans tend to have gaps in key areas: 

• Use of data for planning. Population-based data for programme planning are not 
routinely collected at local levels. 

10 UNICEF, WHO 2007. Child Health Profile: China 
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• Use of indicators for tracking progress. Coverage indicators and indicators of 
programme activities (outputs) are not used for monitoring or planning. 

• Targeting. Since population-based data are not available, plans do not usually 
include targeted approaches toward areas at highest risk, such as poor, rural or 
migrant populations. 

Resource allocation and availability 

Funds allocated to child health, both by the Ministry of Health and local governments, are 
inadequate to implement annual plans. In many cases funds are available but are not allocated. 
There is a general perception among decision-makers that child health has been dealt with 
successfully. National declines in overall mortality mask very high rates in SUb-popUlations. 
Advocacy in this area should be increased to promote the need for more resources in high-risk 
areas. 

Monitoring and enforcement of the international code for marketing breast-milk 
substitutes require an appropriate allocation of resources. Although the international code has 
been adopted, there are reports that producers of formula are actively promoting breast-milk 
substitutes, including direct marketing to staff in hospitals. 

(2) Human resources and training 

In-service training 

Training has been conducted widely in the 11 focus provinces, with training coverage for 
provincial and county staff higher than for lower-level staff. Post-training follow-up is usually 
conduced, and immediate follow-up is provided to staff. Two in-service training institutes have 
been established. A pool of trained facilitators has been established at the provincial leveL 
Health facility surveys, which include observation of health worker practices, have been used to 
evaluate the quality of care following training. 

Pre-service training 

lMCI pre-service training has been introduced in eight out of 50 medical schools. 

Training coverage 

Training coverage for village and township doctors is lower than for doctors in higher
level facilities. Village doctors, in particular, lack the necessary training. This is an important 
gap since village doctors are the first-line providers in rural areas, where access to higher-level 
facilities is limited. 

Training quality 

In many areas, in-service training has been limited because of insufficient supplies of 
training materials and mothers' cards. A review of the lMCI training materials and methods for 
all levels of health workers was thought to be useful, in order to ensure that materials and 
training courses are appropriate and, ultimately, to improve practices. It was agreed that some 
categories of high-level health workers, e.g. those in hospitals with diagnostic facilities, may not 
require lMCI training at all. Available resources may be better spent on training low-level staff 
who see children in higher-risk areas. The lMCI training methods used for village doctors, in 
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particular, needs review. Currently, village doctors are trained using the standard IMCI course 
- ~lt~ough they have considerably less education than higher-level staff. A simplified IMCI 
trammg course for community-level workers, of the kind developed for community-IMCI by 
WHO, UNICEF and others, may be more appropriate. This training course uses a simplified 
IMCr algorithm that is more appropriate to low-level health workers, and places more emphasis 
on health education and promotion. 

Pre-service IMCI curricula are not standardized - and may differ between medical 
schools. IMCI is not incorporated into all paediatric textbooks and is not yet incorporated into 
teaching for nurses. 

(3) Support systems 

Essential equipment, medicines and vaccines are generally available in hospitals. An 
essential IMCl drug list has been developed. Supervisors make periodic visits to facilities. In 
some areas, monthly meetings are held with village doctors at the township level to discuss 
problems and to provide technical updates. Referral protocols are available, including a green 
channel referral method for severely iII children. In many cases transportation for referral cases 
is available, particularly at the township and county levels. A national rural development 
initiative is providing resources to develop community infrastructure; in many areas, it may be 
used to improve the monthly allowance paid to village doctors. The current allowance (100 
Yuan per month) is relatively low and does not provide much incentive for prevention and 
promotion of health in communities. 

Quality of care 

Inappropriate use of antibiotics was noted to be a problem at all levels. Hospital staff and 
village doctors prescribe antibiotics, to varying degrees, because of the financial incentives to 
sell the products. Reports from all levels suggest that expensive medications that are not on the 
essential drug list are often prescribed. Some local-level staff report that it is not always 
possible to get medications that are on the IMCI essential drug list, including vitamin A 
capsules and tetracycline eye ointment. Standard equipment lists for IMCl are not generally 
promoted or available at the provincial level and below. At the health clinic level, gaps in 
essential drugs and equipment are more likely to occur. Similarly, at low levels, transportation 
gaps still occur because of the lack of vehicles and fuel, poor roads and limited accessibility in 
mountainous and remote areas. These factors all limit the supervision and referral practices. 
The quality of supervision generally needs improvement. Standard checklists are rarely used, 
and observation of practice and immediate feedback to health workers is not often done. 
Supervision for IMCr tends not to be combined with supervision in other technical areas, such 
as vaccinations. No data is available on the quality of referral care. 

(4) Community and behaviour change and communication 

A number of strengths were noted that support community health education. Village 
doctors are usually available to provide community services and education. In many areas, 
village doctors make home visits. Mothers' cards have been adapted and are used for 
counselling by health workers. Interpersonal counselling at health contacts is used to improve 
knowledge and practices. 
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Community education 

Community-IMCI has not yet been implemented. Programme activities have been 
directed primarily at facility-based services. As discussed earlier, population-based data on key 
knowledge and practice indicators are needed to help understand where gaps occur. In general, 
existing community resources (such as women's assemblies, village leaders, traditional 
midwives, and teachers) are not used to give health messages. Alternative communication 
channels, such as radio, television and print media have not been explored. Standard 
information, education, communication (IEC) messages and materials on child health have not 
been developed - so these may vary between provinces. 

Counselling 

Health facility survey data show that interpersonal counselling is the weakest element of 
case management practice. This may be partly a lack of awareness of the importance of health 
education - although trained staff generally have the mother's card available for counselling. 
Health workers also report that time is often a constraint to effective counselling at health 
facilities due to high case loads. In rural areas, village doctors may be held back from 
conducting home visits and preventive counselling because their monthly allowances are 
inadequate and because they too busy doing non-health work such as farming; they may also be 
more likely to do clinic-based work which is more likely to generate income. 

It was thought to be important to review the approach to behaviour change, including the 
technical quality of the materials and messages used, the channels used to deliver messages, and 
how to strengthen counselling practices. A qualitative review of the current health education 
and communication methods would be useful - for identifying gaps and areas where messages 
and materials can be improved. 

(5) Monitoring and evaluation 

A sentinel surveillance system is reporting information on morbidity, mortality and cause 
of death from more than 300 sites. This system uses active mortality surveillance, and the 
quality of the data is believed to be high. Monthly MCH meetings with village doctors in some 
areas provide opportunities to review progress and problems. Periodic health facility surveys 
have been used to track quality of care measures over time. Provincial staff visit a sample of 
counties and townships once or twice a year to discuss problems. 

Availability 

Population-based data for the provincial level and below are not available. Standard child 
health indicators - including coverage indicators and programme outputs - have not been 
defmed for monitoring and evaluating the programme or for tracking implementation of 
actiVIties. Data from the routine health information system are likely to be incomplete -
standard case definitions are not used to report morbidity. 

Use a/data 

Population-based data and programme output data are not routinely used for making 
programme decisions and for planning the allocation resources to areas at highest risk. Since 
indicators are not defmed, targets have not been set. 
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3. CORE PROBLEMS, SOLUTIONS AND RECOMMENDATIONS 

Using the findings from the first two steps of the review, participants produced a list of 
main problems. These were classified by activity area. From the list of problems, participants 
selected two to four of the most important problems that they wanted addressed in the next one 
to two years. For each problem, possible causes, solutions and recommendations were 
developed. When developing recommendations, an emphasis was placed on ensuring that they 
were feasible and based on local conditions. 

The criteria used to determine the most important problems were: 

• How does the problem affect morbidity and mortality? 
• If the problem is solved, what may be the positive effect? 
• If the problem is not solved, what might be the consequences in terms of morbidity 

and mortality? 
• Does the problem occur throughout the country or only in certain areas? 
• Whom does the problem involve or affect? 
• Will many children under 5 benefit if the programme solves this problem? 
• Is a feasible solution available? 

The core problems, causes, solutions and recommendations for each activity area are 
summarized by activity area. 

3.1 Health policy, planning and management 

Main problems: 

(1) Coordination among Ministry of Health departments and donors. There is a lack 
of common goals and objectives. 

(2) Planning capacity. Data are not routinely used for planning; community and IEC 
activities are not routinely included; and activities are not targeted to high-risk 
populations. 

(3) Resource allocation and availability. Financial contributions from central and local 
government and other funds are not adequate to implement annual plans. High-level 
decision-makers need to understand the importance of increasing resources to areas with 
continued high mortality. 

Main causes: 

(1) No mechanism for developing a common action plan for child health, ensuring that 
activities are done collaboratively. 

(2) Population-based data for developing child health strategy not available. 

(3) Child health planning skills need improvement - including use of data for making 
decisions, and an understanding of indicators and targets. 
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Possible solutions: 

(1) Establish a mechanism for improving coordination among Ministry of Health 
departments and other ministries and departments at each level to support IMCI 
implementation. Develop an IMCI action plan. Improved coordination should avoid 
duplication of efforts and ensure that IMCI interventions are linked with other 
programme areas. Improved planning will require household-based data on child health 
to target resources and activities to high-risk areas (discussed in the monitoring and 
evaluation section). 

(2) Increase resource allocation to child health by: conducting advocacy to decision
makers at national and provincial levels, using several channels - meetings, written 
reports and data, influential individuals. Highlight that while overall child mortality has 
declined, high-risk groups remain. 

Recommendations: 

(\) Identify departments and programmes of the Ministry of Health and other 
government sectors with child health activities and establish a mechanism for improving 
coordination among them. Develop a joint IMCI implementation plan. 

(2) Develop an IMCI implementation plan and evaluation indicators at provincial and 
county levels (according to National Child Development Plan 2001-2010), using 
available data. 

(3) Advocate to provincial and county levels to increase the funding allocation to 
IMCI in their routine plans. 

3.2 Human resources and training 

Main problems: 

(1) Training coverage. Coverage remains low for township and village doctors who 
are most essential in areas where mortality rates are high. In some areas, county doctors 
need more training. Pre-service training coverage is still relatively low. 

(2) Training qUality. Materials are not available in some areas. IMCI training for 
village doctors may be too complicated and does not emphasize health education and 
promotion adequately. Pre-service courses are not standardized and may not include 
clinical training. 

Main causes: 

(1) Inadequate resources available to train village doctors quickly, although facilitators 
and training sites exist. Resources not allocated to lower-level health staff. 

(2) Lack oftraining materials and mothers cards for in-service training. 

(3) Village doctor IMCI training materials and methods not reviewed recently. 

(4) IMCI not incorporated in all textbooks - no standardized course guidelines. 

(5) Lack of support for IMCI among some paediatricians. 
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Possible solutions: 

(l) Secure more resources for in-service training by: re-allocating existing resources 
towards village and township doctor training; and obtaining more training resources from 
central or provincial levels - possibly through the new community development policy. 

(2) Consider introducing community-IMCI training materials for village doctors. 
These materials use a simplified IMCI algorithm and emphasize health education. 

(3) Review whether IMCI is appropriate for higher-level hospital-based staff who have 
medical training and access to diagnostics. Consider shifting the emphasis to township 
and village-level staff. 

(4) Advocate for more IMCI pre-service training with the paediatric assoclatlOn, 
Ministry of Education staff, and staff at training institutions - engage them more actively. 

Recommendations: 

(1) Develop an in-service training strategy. Identify who needs to be trained, when, 
how and with what methods. Identify resources and develop a strategy for monitoring 
and evaluation. Ensure that paediatricians at the county level are trained. 

(2) Develop a pre-service training strategy. Decide on what categories of staff need to 
be trained, the curriculum, and approaches to incorporating IMCI into textbooks. 
Organize an IMCI pre-service consultation with WHO and UNICEF support - include 
Ministry of Education, Ministry of Health, and medical and paramedical school staff. 
This strategy should consider: training medical school staff as pre-service IMCI 
facilitators; and incorporating IMCI into paediatrics textbooks as well as other textbooks 
on child health care. 

3.3 Support systems 

Main problem: 

Quality of care. Overuse of antibiotics is still a problem in many areas - village doctors 
often use non-IMCI drugs. Counselling and health education are often missed. Quality 
of supervision may not be adequate to sustain practices after training. Essential drugs 
and equipment are not available at some lower-level facilities. 

Main causes: 

(1) Standard drug and equipment lists not always available at provincial level and 
below. IMCI supervision often not linked with supervision in other programme areas 
(missed opportunities). 

(2) Standard checklists for conducting supervision, e.g. review of clinical practice and 
appropriate feedback, not used. 

(3) Lack of awareness about long-term effects of inappropriate use of antibiotics 
among public and doctors. 
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Possible solutions: 

(1) Supply standard equipment and drug lists for IMCI and essential child health 
services at provincialleveJ. 

(2) Develop a simple, single-page IMCI supervision checklist for use during routine 
supervision and promote its use by staff at all levels. 

(3) Incorporate health education on appropriate use of antibiotics into the health 
communication strategy; develop messages and materials. Ensure that this issue is 
reinforced as a part ofIMCI training. 

Recommendations: 

(1) Provincial and city levels should ensure that IMCI drugs are included in the New 
Rural Cooperative Medical Scheme. 

(2) Provincial and county levels should ensure that townships and village health 
centres have essential IMCI equipment lists. 

(3) Improve rational use of antibiotics through public education, improved supervision 
of doctors, and emphasis on rational use of medicines during training. 

(4) Improve routine IMCI supervision by combining IMCI with routine MCH 
supervision, developing a simple standard national checklist, improving feedback at 
supervisory visits, and increasing funds for supervision. 

3.4 Community and behaviour change 

Main problems: 

(I) Community education. Community-IMeI has not yet been implemented. Existing 
community resources (e.g. women's assemblies, leaders, traditional midwives) are not 
used to give health education and messages. Other communication channels (e.g. health 
education department, mass media and high-profile individuals) are also not used. No 
data on knowledge and practices of caretakers in key areas is available. Standard lEC 
materials and messages on all key child health messages in the community are not 
available. Village doctors may not be reaching all households in their areas - no 
incentive is provided for them to do preventive activities, including health education. 

(2) Counselling. Counselling is often not done well by health workers due to lack of 
awareness and time constraints. 

Main causes: 

(1) Programme emphasis on facility-based care. 

(2) Health communication strategy for reaching villages and other low levels not 
developed. 

(3) Standard messages and materials for interpersonal communication on child health 
not yet available in villages and other low-level communities. 
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(4) Counselling not emphasized for health worker supervision. 

Possible solutions: 

(1) Develop a health communication strategy for child health linked with provincial 
community health departments. Increase focus on reaching villages and low-level 
communities, particularly in the most rural areas. 

(2) Develop standard messages and materials for health education on child health (flip 
charts, counselling cards, etc.). Adapt materials and messages for different cultural 
contexts. 

(3) Better engage other village-level resources and other sectors (e.g. education, 
agriculture) to give messages and education. Explore and use other channels and 
methods, such as radio. 

(4) Give health education messages at all possible contacts - antenatal care, family 
planning visits, facility outreach. Consider peer-to-peer counselling approach in rural 
villages. 

Recommendations: 

(I) Continue to support increased resources to health staff in rural areas. 

(2) Implement community-IMCI in rural areas, with support from WHO and UNICEF, 
through county MCH health bureaux. This approach should include: 

(a) a mechanism for community-IMCI planning, management and coordination 
rural areas; 
(b) use of community leaders and community groups in child health education 
and promotion; 
(c) development of standardized child health messages and materials (IEC 
package); and 
(d) training in health education for relevant community staff. 

3.5 Monitoring and evaluation 

Main problems: 

(I ) Availability of data. Population-based data - on coverage of key child health 
interventions (in areas such as breastfeeding, complementary feeding, home management 
of pneumonia and diarrhoea) - are insufficient. Standardized coverage indicators are not 
used for programme monitoring and evaluation. Programme inputs and outputs are not 
collected. No data is available on risk factors for neonatal deaths. 

(2) Use of data. Household and programme data are not used for monitoring and 
planning how to implement activities at provincial, county and township levels. 

Main causes: 

(1) Monitoring and evaluation not included in routine plans. 

(2) Reliance on routine data for programme evaluation. 
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(3) Household and facility-based surveys require time and resources. 

Possible solutions: 

(I) Develop a strategy for collecting population-based data in high-risk areas using 
small sample household surveys, such as 30 cluster surveys. Use data to inform local 
planning and to develop community-IMCI and an approach to information, education and 
communication. 

(2) Adopt standard child health indicators for routine use. 

(3) Work with country planners to improve use of data to decide what should be done, 
where and how. 

(4) Consider adopting the newborn death audit approach at referral hospitals. 

Recommendations: 

(1) Conduct household surveys every two to three years in selected areas to collect key 
child health data on coverage of child health interventions and knowledge and practices 
(WHO methods). 

(2) Adopt standard child health indicators for routine use, as outlined in the 
WHOIUNICEF Regional Child Survival Strategy. 

(3) Improve capacity to use coverage data for routine planning at all levels through 
improved mechanism for coordination and planning (as discussed in the policy and 
planning section). 

(4) Convene a meeting for the Ministry of Health, hospital staff, CIP and WHO to 
review the neonatal death audit method. 

3.6 Next steps 

Next steps were discussed with Ministry of Health, CIP and WHO staff. Key next steps 
include: 

(1) Finalize the short programme review report. Responsible: WHO review team and 
CIP. Timing: Immediately. 

(2) Disseminate short programme review report to key staff at all levels (report 
summaries, presentations). Responsible: Ministry of Health, CIP and WHO. 

(3) Convene planning meeting - MCH departments, ministries of health, CIP, WHO 
and UNICEF. Review key recommendations. Decide on a process for implementing 
each key recommendation, including who will be responsible, fInancial support and 
timing for actions. 
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Key fIrst steps include: 

(1) Review the WHOIUNICEF Regional Child Survival Strategy and proposed child 
health coverage, output and input indicators. Decide on an approach for selecting local 
indicators for monitoring and evaluation. 

(2) Plan an approach to collecting household data, including: methods to be used, 
sampling strategy, building local capacity, funding. 

(3) Decide on an approach for developing pre- and in-service training strategies. 
Consider small working groups. 

(4) Decide on an approach to implementing community-IMCI, including development 
of health education methods and materials. 

(5) Decide on approach to holding a consultation on the neonatal death audit approach. 
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SCHEDULE OF ACTIVITIES 

IMCI/IYCF Review in China, 5-12 May 2008 

Monday May 5 Preparation meeting: 
08:30-12:00 Participants: WHO staff, John Murray, Dai Yaohua, Zhang Yanfeng 
13:30-16:30 Venue: ChengYuan Hotel 
Tuesday May 6 Venue: CIP(6-9 May and 12 May) 
08:30-09:00 Opening remarks by 

Dr Zhang Bin, Deputy Director General, Department of MCH/CH, Ministry 
of Health 
Dr Cris Tunon, SPMO, WHO China Office 
Dr Fan Maohuai, Director, Capital Institute of Pediatrics 
Chair of the meeting: Dr Cao Bin 

09:00 -10:00 Introduction of the review ~ Dr. Dai Yaohua 
Introduction of Participants 
Administrative details 

10:00-10:30 Overview: purpose of the review and how it will be used - TBD 
10:30-10:45 Tea break 
10:45-11 :30 Overview: how the short program review will be conducted - JM 
11 :30 -12:30 Step 1: Assess what the program has achieved overall ~ JM 

Introduction to group work and use of worksheets 
12:30-13:30 Lunch 
13:30-15:00 Group work: review of neonatal and child health data 

Group 1, Group 2 and Group 3: impact measures, 
coverage measures, output measures 

15:00-15:15 Tea break 
15:15-17:30 Group work: review of neonatal and child health data: summarize using 

standard template 
Plenary session: summary and discussion of fmdings from group work 

Wednesday Max 7 Lead facilitator for Step 2 ~ introduction and plenary TED 
09:00-10:00 Step 2: Assess how well the program implemented neonatal and child 

health interventions during the period under review 
Introduction to group work and use of worksheets 2,3 and 4 

10:00-10:15 Tea break 
10:15-12:30 Group work: review worksheet 2,3 and 4: goals and objectives, neonatal 

and child health interventions and delivery approaches, activities and 
how well they were implemented. Groups 1,2, and 3 could all work 
through all worksheets, or activity areas on worksheet 4 could be divided 
between groups ~ eg. I) policy, planning and management/systems; 2) 
community and IEC; 3) human resources/ training and monitoring and 
evaluation. 

12:30-13:30 Lunch 
13:30-15:00 Group work: continue review. Conduct SWOT analysis for each activity 

area 
15:00-15:15 Tea break 
15:15-16:30 Group work: complete SWOT analysis for each activity area ~ 

summarize review of worksheets 2, 3 and 4 using standard tem{>lates 
16:30-17:30 Plenary session: Summarize how well the program implemented 

neonatal and child health interventions 



Thursday, May 8 Lead facilitators for Steps 3 and 4 - introduction and plenary TBD 
09:00 -09:30 Step 3: Identify the main problems the program has faced 

Review of previous steps and introduction 
09:30-10:30 Groups I, 2 and 3: identify main problems. Groups could be divided 

by activity area as before (policy, planning and management; 
systems; IEC; community; human resources! training; monitoring and 
evaluation). Summarize fmdings using standard template. 

10:30-10:45 Tea break 
10:45-12:30 Plenary session: summarize and discuss main problems for each 

acti vity area 
12:30-13:30 Lunch 
13:30-15:00 Step 4 and Step 5 combined: Identify solutions to the main problems 

and develop recommendations for what the program needs to do. 
Introduction to group work and begin group work 
Groups 1, 2 and 3 could work on all the same activity areas as above. 
Alternatively these steps could all be done in plenary session, 
depending on the total size of the group. 

15:00-15:15 Tea break 
15:15-17:00 Group work Steps 4 and 5: identify solutions to problems and develop 

recommendations continued 
Friday, May 9 Lead facilitator for Step 6 - plenary review TBD 
09:00-10:30 Group work Steps 4 and 5 continued: identify solutions to problems I 

and recommendations for what the program needs to do. summariZ~ 
findings using standard template. 

10:30-10:45 Tea break ._ 
10:45-12:30 Plenary session: summary and discussion of solutions and possible 

recommendations 
12:30-13:30 Lunch 
13:30-15:00 Step 6: decide on next steps for taking action on recommendations 

Plenary session: next steps 
15:00-15:15 CotTee break 
15:15-16:30 Summary of next steps and close 

Feedback from participants 
19:05 Core review team leave form Beijing to Harbin for field visit by flight 

CA 1621, departure at 19:05 pm. 
Saturday, May 10 Morning: From Harbin to Wudalianchi county by car 

Afternoon: Field work 
Sunday, May 11 Morning: field work 

Afternoon: From Wudalianch to Harbin by car 
Evening: From Harbin to Beijing by flight CA1612, departure at 
19:00pm 

Monday, May 12 Internal summary of the review 
09:00-12:00 Participants: Provincial participants, review team, Ministry of Health 
13:30-16:30 
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Joint Ministry of HealthlWHO National Workshop on IMCI/IYCF Review in China 
13 May 2008, Beijing, People's Republic of China 

May 13. Tuesday Activity ~aker Chair 
09:00-09:30 Opening ceremony Dr Zhang Bin DrCao Bin 

Deputy Director General, 
Department of MCH/CH, Ministry Dr Hans Troedsson 
of Health Dr Yin Yin Nwe 
Representative WHO China 
UNICEF Representative 

09:30-09:50 Tea Break 
09:50 -10:30 Child health programme in China DrCao Bin 

10:30-11:00 Summary of IMCVIYCF review: Dr Dai Yaohua 
Background 
Methods 

Dr Xu 
11:00 - 11 :50 IMCIIIYCF review: Findings and 5 provincial Zhongyu 

recommendations representatives 

Policy/planning Dr Zhao Liping 
Human resources/training DrWuHong 
Community/IEC Dr Wang Ruihua 
Systems Dr Zhang Weimin 
Monitoring and evaluation DrLi Jia 

12:00-13:30 Lunch 
13:30 -14:10 Global overview of child health and Dr Samira Aboubaker DrDai 

IMCI implementation Yaohua 

14:10-14:50 Regional strategy in child survival Dr Marianna Trias 
and progress 

14:50-15:10 Tea Break 
15:10-16:40 Experience sharing of 4 selected Provincial DrDai 

provinces representatives '{aohua 

--
16:40-11:00 Closing Ceremony n,C,oBm 
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Child Development in China (2001-2010) 
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19. Booklet of Prenatal care for mothers 
20. Journal of Paediatrics and Child Health - HFS survey report 



Table 1: Measures of maternal and child health status 

Data required Measures Data available Target Change over time Differences by region or group 

Neonatal deaths Neonatal death rate 6.85 - 11.89 (2003) Hubei: 4.58 (2007) 
(Routine, IMCI areas, 2007) 7.74 (2006) 

6.85 (2007) 
Gansu: 13.42 (2007) 

Neonatal mortality as a NIIMR: 73.91 % 82.50% (2003) Inner Mongolia: 52.90% (2007) 
proportion of IMR and (Routine, IMCI areas, 2007) 77. 70% (2006) Hebei: 85.82% (2007) 
U5MR - 73.91 % (2007) 

N/U5: 59.83% 69.49% (2003) Inner Mongolia: 45.91%(2007) 
(Routine, IMCI areas, 2007) 64.83% (2006) Heilongjiang: 73.24% (2007) 

59.83% (2007) 
Causes of death 

Low birth Prevalence of low birth - - - -
weight weight 
Infant deaths Infant mortality rate 9.27 14.9 14.42 (2003) Hebei: 6.57 (2007) 

(Routine, IMCI areas, 2007 ) (11 th plan) 9.92 (2006) 
9.27 (2007) 

Gansu: 16.66 (2007) 

Infant mortality as a IlU5: 80.95% 84.24% (2003) Hunan: 73.23% (2007) 
proportion of all child (Routine, IMCI areas, 2007) - 83.44% (2006) Heilongjiang: 88.03% (2007) 
mortality (U5) 80.95% (2007) 
Causes of death PrematurelLBW: 20.0% Premature/LBW: 21.9% 

Birth asphyxia: 19.6% - Birth asphyxia: 16.9% 
Pneumonia: 16.9% Pneumonia: 14.1 % 
Congenital HD: 8.2% Congenital lID:· 8.0% 
Accidental asphyxia: 6.6% Accidental asphyxia: 6.6% 
Surveillance rel!:ion (2006) Surveillance -(2005) 

Child deaths Under 5 mortality rate 11.46 17.7 17.12 (2003) Hebei: 7.50 (2007) 
( routine, IMCI areas, 2007) (lIth plan) 11.94 (2006) Gansu: 19.32 (2007) 

11.46 (2007) 

L-
Causes of death L-------- -- --- ----

I 
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Child morbidity Prevalence of childhood Pneumonia: 1.95% Pneumonia: Hebei: 0.69% 
illnesses: pneumonia, Gansu: 4.37% 
diarrhoea, malaria Diarrhoea: 5.07% - - Diarrhoea: Gansu: 1.25% 
(fever), measles (2 week Hubei: 10.28% 
prevalence) Measles: 0.02% Measles: 9 provinces: 0 

. (HFS 2004) Hainan: 0.37% 
(HFS 2004) 

Prevalence ofHIV- - - - -
among children who are 
tested 

Under nutrition Prevalence of low 3.3% - - -
weight for height (z- (Nutr Survey 8 provinces, 
score -_ or less) 2005) 
Prevalence of low 10.5% 14.3% Rural: 13.1 % -
height for age (z-score - (Nutr Surveillance 2005) (NS2002) City: 2.5% 
2 or less) (Nutr Surveillance 2005) 
Prevalence oflow 6.9% 7.8% Rural: 8.6% -
weight for age (z-score - (Nutr Surveillance 2005) (NS2002) City: 1.8% 
2 or less) (Nutr Surveillance 2005) 

Micronutrient Prevalence of - - - -
deficiencies xerophthalmia 

Prevalence of low - - - -
serum retinol 
Prevalence of anaemia 18.6% - l8.8%(NS2002) Rural: 20.3% 
(Hg ,1 Og/dl) (Nutr Surveillance 2005) City: 11.6% 

. <1'Tutr Surveillance 2005) 



Table 2: Key child health interventions, co', t~rage indicators and targets 

--
Period Intervention Cove: 32C m~asure Data available Tarl!et Chanl!e over time Difference by reeion or group 
Immediately Immediate Proportion or mothers -- - -
afterbirth initiation of who initiated 

breastfeeding breastfeeding within I 
hour of birth 

Postnatall Postnatal care Proportion of - - - -
neonatal visit mothers/newborns who 
period had a care contact in the 

I st week of life I 

Exclusive Proportion of mothers 
! - - - -

breastfeeding who did not give 
I anything other than 

breast milk in the fIrst 3 i 

days after birth 
Proportion of infants 0- - - - -
28 days who are 
exclusively breastfed 

Infants and Exclusive Proportion of infants 75.86% 85% 66.67% Huangping county: 40.70% 
children breastfeeding exclusively (PRA survey 2007) (NPA2010) (PRA survey 2006) Huguan county: 100.00% 

breastfeeding to 6 
months 

Appropriate Proportion of infants 6- 83.87% 85% 57.69% Mei county: 71.43% 
complimentary 9 months who receive (PRA survey 2007) (NPA2010) (PRA survey 2006) Pingchang county: 100.00% 
feeding appropriate 

breastfeeding and 
complementary feeding 

Micronutrient Proportion of children 
supplementation who have received a - - - -

dose of vitamin A in the 
previous 6 months 

---- -- --- -- .. _--

r 
~ 



Proportion of children 95.4% 95% counties 
r 
~ 

living in HH that use eradicate IDD - -
iodized salt (15+ ppm) (11 th plan) 

Immunizations Proportion of children I 98.6% Urban: 95% 98.5% 
against vaccine year old children (Ministry of Health Rural: 90% (Ministry of Health 
preventable vaccinated against web 2006) (11 th plan) web 2004) 
diseases measles 
Care-seeking for Proportion of children 76.89% 
pneumoma with suspected (HHS,2004) - - -

pneumonia taken to 
ajJJJfopriate provider 

Antibiotic Proportion of children 84.2% 46.5% (HFS 2004) -
treatment for with suspected - 84.2% (evaluation 
suspected pneumonia receiving 2006) 
pneumonia appropriate antibiotics 
Oral rehydration Proportion of children 83.3% - 13.3% (HFS 2004) -
for diarrhoea with diarrhea who (evaluation 2006) 83.3% (evaluation 

receive ORT 2006) 

Use of zinc for Proportion of children - - - -
the treatment of with diarrhoea taking an 
diarrhoea appropriate course of 

L _ zinc 
-- - ------ - -- - --



Table 3: Output indicators 

Activity Indicator Data available Target Change over time Difference by 
Area region or grou~ 
Human Proportion of first-level facilities with at least 60% of health workers Township: 82.49% 50% Township:62.91 % Village doctor 
resources who care for children trained in IMel Village: 33.86% Village: 18.6% Heilongjiang: 100% 

(Monitoring 2008) (evalu 2006) Henan: 0 
Proportion of community health providers who have received - - - -
community IMel training 
Proportion of delivery providers who have received up to date 
training in newborn resuscitation and immediate baby care 

- - - -

Proportion of facility-based health workers who have received Township: 24.29% 50% Township: 16.5% Village doctor 
training in IMel Village: 36.01 % Village: 20.7% Heilongjiang: 100% 

(Monitoring 2008) (Evaluation 2006) Henan: 0 , 

Systems The proportion of hospitals or maternity facilities accredited as baby - - - -
friendly in the previous 2 years 
Ratio of newborns admitted to hospital for illness to all live births 
Proportion of I st level health facilities that have all essential 64.9% 100% 7.2% (HFS 2004) 
medicines for IMel (Evaluation 2006) 64.9% (Evaluation 

2006) 
Proportion of facilities that manage severely ill children with oxygen 100% Hospital 
and paediatric delivery systems available in the paediatric ward Hospital assessment - assessment 

100% (2006) 
100% (2007) 

Proportion of facility providers who received a supervisory visit in the 100% 100% 100% (HFS 2004) 
previous 6 months (Evaluation 2006) 100% (Evaluation 

2006) 
Proportion of planned outreach visits conducted as planned in the - - - -
previous 6 months 

Quality Proportion of sick children needing an antibiotic and/or an 84.2% - 46.5% (HFS 2004) 
antimalarial who are prescribed the drug correctly (Evaluation 2006) 84.2% (Evaluation 

L ___ t __ 2006) --

i 
~ 



IEe Proportion of caretakers of children 0-59 months who know at least 2 82.4% - 50.2% (HFS 2004) f 
.j::.. 

danger signs for seeking care immediately (Evaluation 2006) 82.4% (Evaluation 
2006) 

Proportion of caretakers of children 0-59 months who have received a - - - -
home visit and counseling from a community health provider in the 
previous 3 months 
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