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SUMMARY 

Integrated Management of Childhood Illness (IMCI) is a comprehensive strategy 
developed by WHO and the United Nations Children's Fund (UNICEF) to reduce morbidity and 
mortality among children, and promote their healthy growth and development. It includes a 
number of complementary interventions targeting health professionals, families and 
communities, and the health system as a whole. Since the initial stages in mid-1990s, the IMCI 
strategy has been introduced in more than 80 countries worldwide, and is widely recognized as 
the main strategy for addressing child health issues at the primary care level. 

The IMCI strategy was introduced in China at a national orientation meeting in November 
1998. National health authorities agreed that IMCI would be a suitable strategy for reducing 
early childhood mortality and improving child health care in China. The Ministry of Health has 
been actively involved in the preparation for and implementation of IMCI in close collaboration 
with the Australian Agency for International Development (AusAID), UNICEF, WHO, and the 
World Bank. A Steering Committee and a Working Group were established, a focal person 
appointed, and a national plan for the early implementation was developed including activities to 
be undertaken at the central, provincial and county levels. Activities in the initial phase focused 
on adapting the IMCI guidelines and training materials, building capacity and gaining experience 
in two selected counties in two provinces (Chaling and Guidong counties in Hunan, and Lingwu 
and Yanchi in Ningxia). In addition, the Ministry of Health planned the expansion ofiMCI in 
four new provinces, i.e. Anhui, Gansu, Heilongjiang and Inner Mongolia. 

Upon completion of the early implementation phase, a review meeting was conducted in 
Beijing from 21 to 24 August 2001 to assess progress, and identify ways to strengthen and 
sustain IMCI implementation as a major strategy to realize the targets set in the National 
Programme of Action for Child Development in China, and to improve quality and equity in 
child health and development. Based on the recommendations of the review meeting, a plan of 
action for the expansion of IMCI was developed and discussed during the IMCI expansion 
planning meeting from 27 to 30 August 2001. Participants ofthe meetings included officials 
from relevant departments of the Ministry of Health, health authorities from central, provincial, 
county and township levels, members ofthe IMCI Steering Committee and Working Group, 
representatives from the Chinese Paediatric Society, and from the Technical Guidance Groups of 
the World Bank-funded projects. Representatives from partner agencies such as AusAID, the 
Department for International Development of the United Kingdom (DFID), UNICEF, and the 
World Bank also participated in the discussions. 

The early implementation phase has shown that IMCI is an effective strategy to strengthen 
child health services in China. The strategy is suitable for improving the skills and performance 
of health professionals at different levels. By rationalizing case management, it improves the 
quality of child health care and makes health services more affordable. The health managers 
appreciated the systematic planning process and quality of interventions. The systematic 
approach to orientation and planning facilitates capacity building for implementation and 
expansion of IMCI in a decentralized manner. The meeting concluded that the government 
should progressively expand the IMCI strategy in line with central and provincial capacity. 
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The review meeting made the following recommendations: 

Organization and Management 

(1) The Ministry of Health should revitalize the National IMCI Steering Committee and 
Working Group to guide the expansion and discuss progress in implementation. Participation 
should be extended to include critical partners such as academia, the Paediatric Society, and 
the Technical Guidance Group for the World Bank-funded projects. 

(2) The IMCI expert pool at central and provincial levels should be enlarged significantly to 
meet the needs of provinces for technical support during expansion in a timely manner through 
active involvement of the paediatric community and staff from other child health related 
disciplines and projects. 

(3) In order for IMCI to be sustainable, it should be linked to health sector reforms initiated 
by the government. Those provinces and counties should be selected for expansion where 
implementation of reform measures is going more quickly, especially where drug sales revenue 
has been separated from health facility operating costs. 

(4) The government should give its strong support to incorporate the IMCI strategy into 
existing projects supported by the World Bank loans, in particular Health VIII and Health IX. 
The IMCI Working Group and the respective project offices in the Foreign Loan Office should 
establish strong links and work together in the development of implementation plans. The 
projects' Technical Guidance Groups should include staff who are familiar with the IMCI 
planning process and if possible participate in an IMCI course. 

(5) During expansion, the national IMCI Working Group should build provincial capacity to 
introduce and implement the IMCI strategy. The Provincial and County Health Bureaus should 
be responsible for increasing coverage of implementation To provide overall direction to all 
relevant authorities, the Ministry of Health should issue a strategic document for 
implementation of IMCI. 

(6) The IMCI Working Group should continue to promote the systematic introduction of the 
IMCI strategy in new provinces, following the steps adopted during the early implementation 
phase. This involves orientation, training of selected key personnel, development of an 
implementation plan, adaptation of guidelines as needed and building of provincial capacity for 
implementation. 

(7) The IMCI Working Group should formalize the mechanism of working with partners in 
order to generate support and resources for IMCI more systematically. To this effect, they 
should convene partner coordination meetings at least twice a year in order to report on 
progress and plan future joint activities. 

(8) The IMCI Working Group should develop a standardized package of materials to guide 
the orientation and planning of the IMCI strategy at provincial and county levels. Selected 
parts of the /M CI Planning Guide and Adaptation Guide should be translated and other 
supportive materials provided. The guide should include a listing of the essential drugs and 
equipment needed for IMCI to facilitate their provision at the provincial and county levels. 
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(9) Government, at all levels, should maintain and progressively enlarge the budget line for 
child health activities, mobilizing state budget and resources from international partners. At 
the provincial and county level, Directors of the Health Bureaus should convene IMCI 
orientation meetings for governors in order to mobilize local resources for implementation. 
The allocation of local resources for IMCI activities should be a necessary prerequisite for the 
selection of expansion areas. 

(10) Directors of Provincial and County Health Bureaus should extend the composition and 
mandate of the IMCI Working Group to include the Department of Health Education, 
Women's groups and non-governmental organizations, and involve them in the implementation 
of activities such as development of communication activities, health education and advocacy. 

(11) Provinces involved in expansion should include IMCI into the provincial National Plan 
of Action 2001-2010 and develop a provincial strategy and plan for IMCI implementation, 
following standards and criteria as defined in the national IMCI strategy and plan of action. 

Adaptation of materials 

(12) The Maternal and Child Health and Primary Health Care Department of the Ministry of 
Health should continue to use the current training materials for an eight-day course with further 
adaptations that will be province-specific. 

(13) The IMCI Working Group should translate the IMCI Adaptation Guide into Chinese for 
use by adaptation consultants at each of the provinces. 

(14) The Ministry of Health should conduct an eight-day training course for relevant 
provincial level experts who will become the adaptation consultants, as well as for selected 
experts from the expansion provinces. Once trained in IMCI, these experts should review the 
Chinese adapted guidelines and identify areas for further adaptation using the Adaptation 
Guide, with guidance from the IMCI Working Group. 

(15) The Ministry of Health in conjunction with the IMCI Working Group should conduct a 
multi-province adaptation meeting where the common issues are identified and the solutions 
suggested, in a province-specific manner. Common adaptations will need to be developed 
simultaneously. For some areas, there will need to be translation into local languages as well. 
In addition, newer WHO guidelines on development can be incorporated into the guidelines 
and province-specific adaptations at that time. 

(16) Two national nutrition experts from the Institute of Nutrition and Food Hygiene, who 
have already been trained in the IMCI methodology and who have conducted nutrition surveys 
in Ningxia, should train two to six more provincial experts in conducting the nutrition studies. 
These will need to be done in each of the provinces as there are considerable differences in the 
local foods. This will establish a national cadre of experts who then can do the nutritional 
adaptations for the next round of expansion. 

(17) The IMCI Working Group should train provincial experts in conducting the local term 
studies. These experts will need to conduct at least one or more studies in the province. 

(18) The provincial adaptation consultants, along with the local term experts and the nutrition 
experts should develop Mother's Cards, in conjunction with the IMCI Working Group. If 
there are financial constraints, the Mother's Cards could be given only to mothers of under 
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three year-old children, and health care providers could encourage the mothers to bring back 
their card. 

Training to improve health worker skills 

( 19) Training courses should be conducted either at provincial or prefecture level hospitals in 
the future since often the county level hospitals do not have sufficient caseload for training. In 
some of the larger counties the county hospitals could be used if there are enough severe cases. 

(20) To systematize the selection of hospitals as training sites, the IMCI Working Group 
should develop criteria for selection, based on hospital size, paediatric patient load, number of 
daily paediatric admissions, etc. 

(21) Recognizing that lack of severe cases is a constraint to effective training, the following 
strategies should also be adopted: 

• training courses should be conducted during peak seasons of disease; and 
• refresher training courses should be conducted, lasting one to two days each, in 

appropriate seasons. 

(22) Village doctors have proved to be an appropriate target group for IMCI training. The 
provincial health authorities should prioritize village doctor training courses according to the 
availability of funds and the health service delivery environment. 

(23) One limiting factor for the conduct of multiple simultaneous training courses is the lack 
of Photograph booklets. The Ministry of Health should seek support for making more booklets 
available, through local production if appropriate. 

(24) Currently it is recognized that there is a lack of trained facilitators for expansion. It is 
recommended that the Ministry of Health train sufficient provincial level facilitators. This 
should be done in conjunction with the World Bank-supported Health VIII and Health IX 
projects, as well as UNICEF. 

(25) Health and education authorities should collaborate with national and provincial medical 
schools to integrate IMCI into the curricula of medical schools. As the initial step, the 
Ministry of Health in conjunction with members of the IMCI high-level Steering Committee 
should conduct orientation meetings for the presidents of medical schools with the cooperation 
of the Paediatric Society and the Society of Child Health Care. 

Follow-up after training 

(26) To optimize resources for follow-up and to integrate it into routine supervision, the 
follow-up visits should be done in conjunction with the routine supervision. It is recommended 
that all provincial and county supervisors should receive training on IMCI, facilitation skills 
and follow-up. 

(27) It is recommended that routine supervision of IMCI-trained personnel include 
observation of case management as well as feedback using IMCI guidelines. This would 
ensure that correct management of severe cases is observed and taught (currently seen 
infrequently at first level health facilities and sometimes at training courses). 
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Strengthening the health system 

(28) Health authorities at different levels and the IMCI Working Group should make practical 
preparations for the commencement of the first training courses, including: 

• making IMCI drugs available, in line with the national Essential Drugs Policy; 
• procuring essential health facility equipment and securing a budget for maintenance; 

and 
• developing mechanism for efficient supply of materials such as recording forms and 

Mother's Cards. Laminated recording forms could be one option. 

(29) The IMCI Working Group should investigate means to strengthen referral processes in 
consultation with Provincial or County Health Bureaus where appropriate. These means may 
include: 

• community-based arrangements to facilitate use of community vehicles; 
• options for preferential treatment of patients at county hospital referred through IMCI; 
• seeking external assistance for transport needs for health facilities; 
• further adaptation and training using IMCI materials for inpatient care; and 
• linkage with other activities to strengthen rural basic health services. 

(30) The IMCI Working Group should work with Provincial Health Bureaus to incorporate 
elements of IMCI follow-up protocols into routine supervision activities down to the village 
level. 

(31) The IMCI Working Group should consult with the national health information bodies 
regarding discrepancies between IMCI classifications and the national health information 
system. 

Improving family and community practices 

(32) The IMCI Working Group and Adaptation Group, in collaboration with health 
authorities at different levels, should increase the scope and variety of activities to improve 
family and community practices, from early planning stage, with emphasis upon: 

• nutrition; 
• disease prevention; and 
• care-seeking for signs of severe illness . 

(33) Skills for counselling mothers should be further emphasized at training courses and 
emphasized during follow-up visits. Training in the correct use of the Mother's Card using 
appropriate local terms should be reaffirmed during follow-up visits. 
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The expansion planning meeting concluded that the IMCI early implementation phase 
has demonstrated the potential for implementing IMCI on a larger scale in China. Financial 
resources for improving child health outcomes are available, and the key challenge is how to 
direct them for optimal use and impact. In addition to the conclusions and recommendations of 
the review meeting, the planning meeting identified additional criteria and recommendations to 
guide the expansion. It was articulated that IMCI is not a training programme but a strategy to 
improve health services as well as family and community practices. For successful 
implementation, IMCI should be supported by policies, activities to improve the functioning 
and performance of the health sector overall, and careful management. Use of local funds to 
contribute to the resources needed is an important prerequisite. While IMCI needs health 
sector reform, it can also contribute to driving the reform. It does so by improving quality of 
care, facilitating decentralized management, setting standards for rational use of drugs, 
defining necessary equipment at each level, and influencing community perceptions of quality 
of care. 

The meeting recommended that the conclusions and recommendations of the review 
meeting be carefully analysed and incorporated in the national IMCI implementation strategy, 
planning guidelines and future plan of action. In addition, the planning meeting made the 
following recommendations. 

The Division of Maternal and Child Health of the Ministry of Health, in collaboration 
with the IMCI Working Group, should: 

(1) Strengthen coordination with partners: 

Disseminate the conclusions and recommendations of this first review and re-planning 
meeting widely. To this effect, the national IMCI Working Group should develop a 
briefing note on the results of the early implementation phase and the findings of the 
review and conduct a high level debriefing meeting for staff from relevant departments 
in the Ministry of Health, project offices and their technical experts, multi-lateral, 
bilateral and other interested partners. 
Establish a system for regular coordination with partner organizations in order to 
achieve consistent approaches to improving child health outcomes and maximizing 
available resources. To this effect, partners should be invited to orientation meetings, 
key technical staff should be provided with IMCI training, regular updates on progress 
in implementing activities should be provided, and means for them to participate 
actively in project design and monitoring should be defined. 
Work closely with the National Project Offices for the World Bank-supported projects 
to discuss and implement the modalities for reviewing and revising the child health 
component of project plans. The IMCI Working Group, in collaboration with WHO, 
should seek to provide opportunities for one to two experts in the national Technical 
Guidance Group to participate in an IMCI course abroad, conduct a national orientation 
meeting and model course for project staff and senior officials from the project 
provinces, provide technical support to the Project Offices in the review of their 
current child health protocols, and participate in project planning meetings upon 
invitation from the Project Office. 
Provide assistance to provincial health authorities in establishing contact with partners 
at local level and facilitate the process for incorporating IMCI into their health 
projects. 
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(2) Extend the range of interventions promoted as part of IMCI: 

Work with the Department of Education and Health Science to incorporate the IMCI 
guidelines and training methods in approaches for basic, postgraduate and continuing 
education. This will require adaptation of the IMCI materials to meet the specific 
requirements of this training. The possibility to make IMCI an option for acquiring 
credits for promotion of health professionals should be pursued seriously. 
Conduct a national orientation meeting for staff from selected national universities and 
provincial medical schools to introduce the IMCI strategy and discuss steps for 
incorporating IMCI into the basic training of medical students. 
Translate the manual Guidelines for improving the management of a child with a 
serious infection or severe malnutrition into Chinese and investigate strategies for 
introducing it in an appropriate pilot site . 
Translate the guidelines for Care for Development, discuss their content with local 
experts, and conduct a nine-day demonstration course with the aim to assess the 
feasibility of implementation and appropriateness of content. A three-day training of 
experienced IMCI facilitators should precede the course. 

(3) Build capacity for adaptation: 

Conduct a national workshop for experts from new implementation provinces and 
national experts to review the procedures for adaptation of the IMCI clinical and 
counselling guidelines and introduce the tools to assess the local situation. Based on 
the availability of data from the provinces, the IMCI Working Group should convene a 
consensus meeting to decide on further clinical adaptations and develop guidelines 
accordingly. 
Review and decide the appropriateness of incorporating the management of anaemia 
into the national IMCI guidelines. As the identification and management of anaemia 
has been identified as a key aspect of basic services in the provinces receiving funds 
from the Health IX project, this adaptation is likely to be necessary. 

(4) Build capacity for implementation in new provinces: 

Follow a systematic process of building provincial and county capacity by conducting 
an orientation meeting, training selected senior staff in IMCI, developing a provincial 
plan, and training facilitators and supervisors for follow-up . The involvement of 
governors and local administrators in planning is critical to ensure support and secure 
resources for IMCI. 
Facilitate planning at provincial and county levels including documentation and 
monitoring of implementation. 
Develop IMCI planning guidelines based on the generic guidelines available from 
WHO. The guidelines should clearly describe the steps and activities that should be 
taken during the introduction and expansion of the IMCI strategy into a new province, 
focusing on all three components. The Working Group should also develop a 
framework that provincial and county staff can use to monitor the progress in 
implementation, based on the methods used for documenting experiences during the 
early implementation phase. 
Facilitate a regular exchange of experiences between staff involved in IMCI 
implementation in provinces and counties by organizing annual review and re-planning 
meetings. 
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(5) Improve family and community practices: 

Develop approaches and tools for health promotion and education using various 
channels including mass media. Messages related to infant and young child feeding, 
timely care-seeking, rational use of drugs and adherence to treatment are likely to be 
important in many areas. The national IMCI Working Group should convene a 
workshop to discuss options and establish working relations with other relevant 
national experts. 
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PART I 

REVIEW OF THE EARLY IMPLEMENTATION OF 
THE INTEGRATED MANAGEMENT OF CHILDHOOD ILLNESS STRATEGY 

1. INTRODUCTION 

Integrated Management of Childhood lllness (IMCI) is a major strategy promoted by the 
United Nations Children's Fund (UNICEF), WHO, and the World Bank for reducing childhood 
mortality and morbidity and promoting healthy growth and development of children. The 
strategy has three components: 

1. improving the skills of health professionals through provision of locally adapted 
evidence-based guidelines on integrated management and prevention of childhood illness 
and activities to promote their use; 

2. strengthening the health system required for effective health care for children; and 

3. improving family and community practices to promote child health and 
development. 

The IMCI strategy was introduced in China at a national orientation meeting in November 
1998. A high-level Steering Committee and an IMCI Working Group with a focal person were 
established in 1999, and since then the Ministry ofHealth has been actively involved in the 
preparation for and implementation of IMCI in close collaboration with the Australian Agency 
for International Development (AusAID), UNICEF, WHO, and the World Bank. A national plan 
for the early implementation was developed including activities to be undertaken at the central, 
provincial and county levels (Chaling and Guidong counties in Hunan province and Lingwu and 
Yanchi counties in Ningxia province). The IMCI guidelines and training materials were adapted 
to the local situations, and after building a central pool of facilitators through model training 
courses in each province in 2000, over 200 health workers were trained using the locally adapted 
materials. Master supervisors were also trained and follow-up visits conducted to trained health 
workers for their skills reinforcement and ensuring necessary facility support. In addition to the 
original plan, the Ministry of Health also supported baseline studies in four new provinces, 
Anhui, Gansu, Heilongjiang and Inner Mongolia, in anticipation ofiMCI expansion. 

The aim of the early implementation phase was to gain experience and build capacity for 
IMCI. Upon completion of the planned activities, a review was warranted to assess progress, 
identify lessons learned and develop recommendations to guide future expansion. The review 
meeting of the IMCI early implementation in China was held in Beijing on 21-24 August 2001. 
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2. REVIEW PROCESS 

2.1 Objectives of the review 

The objective of the review was to identify ways to strengthen and sustain IMCI 
implementation as a major strategy to realize the targets set in the National Programme of Action 
for Child Development in China and to improve quality and equity in child health and 
development. 

2.2 Participants 

Participants included officials from relevant departments of the Ministry of Health, 
members of the IMCI Steering Committee and Working Group, representatives of provincial, 
county and township level health authorities that have been involved in IMCI implementation, 
and representatives from the Chinese Paediatric Society, Technical Guidance Groups of the 
World Bank-funded projects and other partner agencies in health. 

The list of participants can be found in Annex 1. 

2.3 Review steps 

The agenda of the review meeting is included in Annex 2. 

Dr Yang Qing, Deputy Director-General of Primary Health Care and Maternal and Child 
Health Department of the Ministry of Health opened the meeting that was chaired by Dr Song 
Lanqin, Chair of Child Health Division. During the first day, presentations were made on the 
global and regional experiences with IMCI, followed by an overview of the IMCI early 
implementation in China, including the local experiences in the pilot provinces. The participants 
then worked in three groups to assess the progress made in major activity areas: 

organization and management; 

improving health workers' skills; and 

strengthening the health system and improving family and community practices 
according to the process outlined in the IMCI Planning Guide. 

After discussing the achievements and constraints in each activity area, feasible solutions 
were identified for key issues and practical recommendations were made to guide the future 
direction ofiMCI in the country. The findings of all the steps were discussed and agreed upon in 
the plenary after the group work. 

The review process was facilitated by a background document on IMCI in China that had 
been prepared by the IMCI Working Group in advance and was distributed to all review 
participants. This document is attached as Annex 3 to this report. 
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3. SUMMARY OF FINDINGS 

Maternal and child health has been a priority of the Chinese government since the 
founding of the People's Republic. National infant and childhood mortality rates have been 
declining dramatically over the past decades. However, aggregated rates are much higher for the 
rural than in the urban population, and there are clear discrepancies between different 
geographical areas. In 1997, the national infant mortality rate was estimated to be 33/1000 live 
births, with 13/1000 live births in urban areas and 38/1000 in rural areas. The national childhood 
mortality rate was 4211000 live births, with 16/1000 in urban areas and 49/1000 in rural areas. 

I 
Inequity in child health outcomes still exists). 

The Ministry ofHealth in China introduced IMCI in 1998 as a strategy to improve child 
health, with the aim to build further on the achievements made by the national acute respiratory 
infections (ARI) and control of diarrhoeal diseases (CDD) programmes. During the early 
implementation phase, IMCI was introduced in four counties, Chaling and Guidong in Hunan 
province, and Yanchi and Lingwu in Ningxia province. After completion of the adaptation, two 
model courses were held to train facilitators and senior professionals from the two provinces and 
counties. This was followed by eight training courses for first-level health workers from the four 
counties, in which 75 doctors from township hospitals were trained in Hunan and 65 in Ningxia. 
In addition, 14 village doctors were trained in Ningxia. Two rounds of follow-up visits were 
organized in each county. Based on these initial experiences, the Ministry of Health identified 
four additional provinces for introduction of IMCI: Anhui, Gansu, Heilongjiang and Inner 
Mongolia. A third model course was organized in May 2001 to train future facilitators from 
these provinces. To quantify the effect of the IMCI implementation, the IMCI Working Group 
conducted health facility baseline surveys in counties of all six provinces. 

3.1 Organization and management 

Participants in the review expressed their conviction that IMCI was an appropriate strategy 
to improve child health outcomes in China. They reported that IMCI was able to strengthen the 
health system at different levels. Provincial and county managers appreciated their participation 
in the planning process, and reported that they were better prepared to take the necessary actions 
to improve health system supports. The Directors of the County Health Bureaus had all 
participated actively in the planning and implementation ofiMCI interventions, including the 
follow-up visits. They had provided needed supplies and undertaken activities to generate more 
resources. Participants appreciated the clarity of the guidelines and tools that were introduced. 
They found that IMCI was able to improve the skills and performance of first-level health 
professionals, including village doctors. Communication with caregivers had also improved. 
The follow-up visits that were conducted several weeks after the training were found to be 
particularly important to reinforce the skills and identify constraints. These findings were 
confirmed by comparing follow-up results with the results from the baseline surveys. 

Acknowledging the challenges in the health sector in rural areas where resource 
limitations often put constraints on health workers and rational case management, participants 
felt that IMCI was a strategy that deserved a place in the development of the health sector in 
China, particularly in rural areas. 

Data are drawn from the proceedings of the Conference on China Rural Health Reform and 
Development, Beijing China, 7-9 November 2000. 
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3 .1.1 Organization and management at central level 

To implement the early implementation phase, the Ministry of Health established a 
national IMCI Steering Committee to give overall guidance and a Working Group to plan and 
implement the activities. The responsibility for IMCI was placed in the Division of Child 
Health, under the direction of Dr Song Lanqin. Dr Dai Yaohua, Director of the WHO 
Collaborating Centre for Child Health in the Capital Institute of Paediatrics, was appointed 
national focal point. 

The IMCI Steering Committee was composed of senior decision-makers, while the IMCI 
Working Group included members from various national institutes, managers from the 
implementation sites, and representatives from WHO and UNICEF (see Annex 3, the 
background report, for the full listing). Following the initial orientation conducted by WHO in 
1998, the Working Group organized an extended orientation workshop for members of the 
Steering Committee and other senior officials in November 1998. Work was initiated on 
adaptation and a planning meeting was held in June 1999. A detailed plan of action for the early 
implementation phase was developed. The Working Group held regular meetings involving the 
provincial managers fully into the process. National programmes such as CDD, EPI, and 
nutrition were consulted with regard to adaptation issues. 

For practical management, the IMCI focal point worked closely with the staff member in 
the Child Health Division of the Ministry of Health. In addition, she involved junior 
professionals in her unit who provided varying degrees of support to implementation. By the end 
of the early implementation phase, there were five national staff trained as facilitators. 

The organization at central level was effective and adequate to implement the first Plan of 
Action. However, with a view on expansion, the pool of professionals involved in IMCI 
activities at the central level would need to be enlarged. As there is limited scope for recruiting 
additional staff within the Child Health Unit of the Ministry of Health, technical resource persons 
will need to be identified among partner institutions and within the academic community. 

3.1.2 Policy support for IMCI 

The National Plan of Action for Child Development (NP A) of the last decade specified 24 
targets, of which four related directly to IMCI, including the reduction of mortality due to 
measles, diarrhoea and acute respiratory infections, and the reduction of malnutrition. The 
objectives ofiMCI are endorsed in the NPA 2001-2010. The Division of Child Health has 
planned to issue a supportive document specifying that IMCI is an important strategy to meet 
these targets. At the provincial and county level, directors in Ningxia have also included IMCI 
into their Plans of Action and issued official documents in support of IMCI. To achieve 
consistent support for IMCI implementation, it will be important to disseminate these documents 
widely to health professionals in the IMCI implementation areas, and to all relevant national and 
international partners at the central level. 

3.1.3 Health Sector Reform 

The Government of China is aggressively implementing a health sector reform 
programme. This includes measures to decentralize management to provincial and county levels 
and to strengthen rural health services. The health financing system in China is complex. Health 
insurance coverage applies to employed workers. The majority of the population, approximately 
75%, are not yet covered by insurance. 
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Service provision is commonly accompanied by the sales of drugs. The government is 
implementing measures to separate these, but at present, the efforts focus only on facilities up to 
the township level and are not yet implemented nation-wide. 

The implementation of the health sector reform programme is being supported through 
projects, such as the World Bank supported Health IX project which includes a medical financial 
assistance scheme to ensure that the costs of basic maternal and child health services are 
subsidized to cover at least 5% of the poorest population. Given the overall resource constraints 
within the rural health sector in China, the linkage of IMCI to reform efforts is critical in order to 
create a sustainable basis and appropriate incentives for rational case management and provision 
ofbasic services. 

3 .1.4 Organization and management at provincial and county levels 

Directors of the Health Bureaus in the early implementation provinces have established 
IMCI Leading Groups and Working Groups. They convened regular meetings in preparation for 
implementation at the provincial and county levels. In each county, an IMCI focal point was 
assigned and a small implementation team established. IMCI has been included in the local 
Plans of Action, and policy documents were developed in Ningxia. 

The systematic process of orientation and planning applied at the central level was 
replicated at provincial and county levels. While directors did not participate in an IMCI training 
course, they understood the implications and needs of IMCI through their participation in the 
extended orientation in Beijing. All county directors participated in follow-up visits. They 
reported on the usefulness of follow-up and the need to integrate it into routine supervision. 
Directors in all four counties made resources available to purchase missing equipment. 

Capacity for planning, training, and supervision was built in the early implementation 
sites. Staff from provincial and county Maternal and Child Health (MCH) Institutes and 
hospitals were trained as facilitators, while managers in the MCH department of the Health 
Bureaus and designated supervisors were involved in follow-up after training. The participation 
of central level staff in the initial activities was important. To expand the strategy within the 
counties and the provinces, additional capacity would be needed in both provinces. 

As major achievements, directors listed the careful planning of all steps, strong support for 
IMCI from central and local levels, the quality of the training, the innovation of the follow-up 
procedures, and the improvements in quality of care (quote 'IMCI gave new life to the township 
hospitals'). As challenges they experienced a lack of resources to scale up IMCI activities, 
maintaining the performance of trained staff, insufficient advocacy for IMCI to generate 
additional support among senior decision-makers and the public, and the need to speed up health 
sector reform efforts to improve the conditions of village health workers. One director found the 
duration of the training too long. 

In Ningxia, training of village doctors had commenced to improve the access to quality 
health services. It was noted that provinces might choose different strategies for reaching 
coverage of trained personnel during expansion. As Ningxia has a small population (6 million) 
and a large geographic area, training of village health doctors is more feasible and needed than in 
Hunan where the population is larger (60 million) and the density higher. 
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3 .1.5 Partners 

There has been substantial interest in the IMCI strategy among partners since its 
introduction. During the early implementation phase, WHO provided technical support and 
funds for capacity building at the central level including orientation, planning, adaptation, initial 
training of central and provincial level experts, and implementation of county level training in 
the two counties in Hunan. 

UNICEF has provided technical support to the planning and adaptation of IMCI. 
Financial support was given to conduct feeding studies and adaptation meetings. There was also 
an intention to include IMCI as a key strategy into the 40-county project in which six counties in 
Ningxia are also involved. 

AusAID provided financial support for IMCI during its early implementation in Ningxia, 
and also funded a three-year Water Supply and Primary Health Care project in Tibet where IMCI 
was introduced and adapted for implementation in one county without central level involvement. 
Upon completion of the project in December 1999, the Swiss Red Cross has been utilizing the 
adapted Tibetan IMCI materials for training in three other counties. 

The World Bank is supporting several health projects. The Health IX project is designed 
to improve maternal and child health services in five provinces and is to be completed in 2005. 
The project was designed at the same time that IMCI was first introduced in China. To facilitate 
the integration of IMCI into the project after early implementation had been completed, two 
project countries in Hunan province were selected as IMCI early implementation areas. The 
World Bank-supported Health VIII project focuses on basic health services in nine provinces. 
Recent supervision missions of the projects have strongly recommended that IMCI be integrated 
in both projects. The IMCI focal point participated in the Health IX supervision workshop, and 
the IMCI Working Group has established links with staff from the Foreign Loan Office and the 
Technical Guidance Groups of both projects. The modalities of joint support to provincial health 
authorities and counties had not yet been discussed. The need to include a child health expert in 
the Technical Guidance Group of the Health IX project was noted. 

In the past, the government used to have a budget line for the control of acute respiratory 
infections. However, since 1999, this budget line has been transferred to IMCI amounting to an 
annual allocation of 1.6 million RMB. Utilizing these funds, baseline surveys in the early 
implementation counties as well as in nine counties in four new provinces (Anhui, Gansu, 
Heilongjiang and Inner Mongolia) were carried out. An initial pool of provincial trainers were 
also trained in the prospective expansion counties. The central government has not yet decided 
on next year's allocation, but proposals have been submitted by the provinces. 

Financial details of the IMCI early implementation phase are provided in the review 
background report that is attached as Annex 3. 

3.2 Improving skills ofhealth workers 

3 .2.1 Adaptation of generic materials 

Adaptation of clinical guidelines was completed over a period of a year, before the first 
course was held. The two provinces involved in early implementation (Hunan and Ningxia) used 
the same adaptations except for the nutrition adaptation. All relevant programmes were 
involved. EPI, nutrition and communicable diseases were included, as well as the Essential 
Drugs Programme. Capacity building included sending four experts to the Philippines for IMCI 
training, and providing a five-day model course to orient some of the country's senior officials 
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and professional experts. During the process, sufficient experts became to understand IMCI as 
well as the adaptation process, and could be available around the country to carry out further 
adaptations of the guidelines that would be needed for the different provinces. Local studies 
were carried out in each of the two provinces. A Mother's Card was developed that was 
province-specific since it needed to be adapted to each province. Both Mother's Cards were 
found to be appropriate and 50,000 have been produced so far. Capacity exists at the central 
level and at some provinces to develop Mother's Cards. The adapted materials worked well 
during training (the guidelines, modules, local terms, feeding recommendations, and Mother's 
Card), and covered most of the complaints of children seen, which was confirmed by the two 
follow-up visits to each of the health centres in which health workers had been trained. These 
visits also showed rapid uptake of the materials and their use in daily practice. 

During the IMCI expansion phase, in most provinces there were not enough local experts 
to do the adaptations. Most persons come from the large cities outside the provinces. Nutrition 
and local tern studies should be done for all new provinces. In some provinces, more studies 
may need to be conducted, depending on the number of minority areas. In these provinces, local 
staff should be trained in the local term study. Most provinces could use the generic adapted 
clinical guidelines, however individual adaptations may need to be made for each of the 
provinces. Nutrition guidelines including the issues of anaemia, malnutrition and feeding 
recommendations will have to be modified for provinces. The guidelines were accepted 
wherever the training occurred, however, elsewhere there is much less knowledge of IMCI. 

3.2.2 Training of health workers 

The first IMCI model training course was held in Hunan in April 2000 with the 
participation of officials of the Ministry of Health, national experts, health staff of provincial, 
city and county levels from Hunan and Ningxia and WHO officials and consultants. The first 
IMCI facilitators training course and second model training course were held in Ningxia in July 
2000 in which course trainees from the first model training course participated and served as 
facilitators. Also health staff from Ningxia and four ARI project provinces (Anhui, Gansu, 
Heilongjiang and Inner Mongolia) attended the case management training course. The third 
model training course and second facilitators training course were held in Anhui in May 2001. 
Participants from Anhui, Gansu, Heilongjiang and Inner Mongolia were trained by national 
facilitators on both IMCI procedures and facilitators' skills. The facilitator to participant ratio 
varied from 1 :3 to 1:5. Forty percent to fifty percent of time was spent in clinical training and 
the number of cases managed by participants varied from 16-24 each. Currently there are five 
trained facilitators at the national level, eight in Anhui, three in Gansu, eight in Heilongjiang, 
eight in Hunan, five in Inner Mongolia and 10 in Ningxia. 

Participants were selected appropriately, and at province level they included the MCH 
Institute experts who later became facilitators and supervisors. At the township level the 
participants were paediatricians and MCH workers, and at the county level they included 
paediatricians, MCH staff and in Ningxia also some village doctors. Village doctors may be one 
of the target groups for training during the expansion phase as they did very well as per the 
reports detailed below. Each county has its own county level hospital, and each province has its 
own provincial level hospital. The model courses were conducted at the provincial hospitals 
where all requirements were met to conduct the training. However, at the county level there 
were insufficient numbers of severe cases for training. 
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All courses had sufficient IMCI modules. However, there was a shortage of Photograph 
booklets and they had to be sent from one course to the next. There are no region-specific photo 
booklets. There were a few specific problems with training courses. Since some diseases are 
seasonal, the frequency of cases seen varied with the month of training, the problem of which 
was exacerbated with the small size of the county level hospitals. 

Currently, there are no plans to train future health staff in pre-service settings about IMCI. 
However, in Ningxia, the provincial medical school wants to integrate the current curriculum 
with the pre-service component of IMCI. 

3.2.3 Follow-up after training 

There were 178 participants who were trained on IMCI. One hundred forty two of them 
were from township and village levels, and they were followed up after four to six weeks. 
Twelve county level participants became facilitators and supervisors. The main reasons for lack 
of follow-up were: illness, trainees were attending other courses, a few had already changed jobs 
and the distance was great for follow-up in the mountain areas of Ningxia. There was a second 
round offollow up visits four to six months later when 129 of the participants were followed up. 
None of these participants moved out of the district and all continued to use their training. 
Follow-up visits met quality criteria and included observation of case management with 
feedback, facility reviews, caretaker interviews, gathering information for monitoring and a 
summary report. Every health worker was being provided with case recording forms and 
mother's cards which were being utilized. All follow-up personnel had undergone the course and 
had undergone facilitator's training and follow-up procedures in Hunan as well as in Ningxia. In 
Hunan, follow-up was conducted by locally trained facilitators while in Ningxia the national 
facilitators conducted the follow-up assessments. There are currently 10 trained supervisors in 
Ningxia and eight in Hunan. All are currently available in the provinces. Case recording forms 
were kept at all facilities, with recording of multiple classifications. 

During the follow-up visits of a few health workers, case management was not observed as 
they did not see many patients. Furthermore, at most sites there were no severe cases seen. It 
was recognized that coupled with the lack of severe cases seen during the training courses at the 
county level hospitals, this could potentially influence case management. One option would be 
to integrate follow-up into the routine supervision of health workers which currently occurs once 
a month. If IMCI follow-up would be integrated into routine supervision, capacity needs to be 
built for the supervisors, i.e. the routine health worker supervisors will need to be trained in the 
follow-up methodology. There are not enough IMCI supervisors for the entire area. Currently in 
Ningxia, the follow-up visits require the involvement of central level staff, which is not 
sustainable. In the assessments, caretakers' knowledge was found to be good for feeding 
recommendations, however the knowledge relating to when to return to the facility was poor as 
50%- 80% of mothers did not know appropriate recommendations. This was found to be due to 
poor health worker - caretaker communication regarding when to return and lack of disease
specific information. 

3.3 Strengthening the health system 

The review process found several areas in which IMCI implementation strengthened the 
health system, notably in areas of drug supply and basic equipping of rural health facilities. 
Significant constraints were identified, particularly relating to the link between drug revenues 
and financing of health facility operating costs, and in referral practices. Most discussions during 
the review of this topic reflected the perspective of health workers at township level, with 
additional input from central, provincial and county levels. 
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3.3.1 Drug supplies and equipment 

The major achievement of the early implementation phase has been that health facilities 
have demonstrated the capacity to order and procure essential drugs and equipment so that health 
workers can carry out assessment and treatment activities in line with IMCI protocols. 
Proportions of essential drugs and equipment in health facilities in the follow-up survey ranged 
from 87% to 100%. Provincial and county governments have provided some support in this area, 
particularly for oral rehydration solution (ORS), supplies for the Diarrhoea Treatment Comers 
and some refrigerators. They are able to improvise ORS when it is not available. 

Although there are financial pressures that have the potential to lead to over-prescription 
and irrational use of drugs, supervision and local regulation is able to apply some checks to this. 
Follow-up demonstrated a more rational and effective prescription of drugs and significantly 
reduced use of injection treatments. 

The major constraint that was noted related to health financing. Simply stated: "Using 
IMCI drugs reduces the income of the clinic and therefore ofthe health worker. These drugs are 
effective and cheap so they are good for the rural patient but not so good for the doctor." 

The impact of this effect related to the degree to which health facility operating costs 
needed to be derived from patient fees. In most rural health facilities in Hunan, approximately 
65% of health worker salaries were provided by the government. However, in Ningxia, most 
rural health facilities needed to finance 100% of salaries from patient fees. Township and village 
health facilities derive almost all income from patient fees from drug sales because they do not 
carry out other activities, such as diagnostics or surgery, which may generate income. 

It was clear that IMCI implementation would be more effective when linked to those 
health sector reforms that divorce operating costs from drug revenue. Recently initiated health 
sector reforms and national government strategies to strengthen basic health services at the 
village level aim to address these specific issues and have been implemented down to the county 
hospital level. However, they have, so far, not been widely implemented in IMCI early 
implementation areas, particularly at township and village levels. This may vary from province 
to province as regulatory arrangements are permitted to vary in different areas, especially when 
applied to township and village level health services. Community based funds found elsewhere 

2 
such as the Co-operative Medical System , were not present in the IMCI early implementation 
areas. 

The discussions revealed that other constraints included intermittent difficulties in 
obtaining ORS and Vitamin A which remain dependent on international procurement and 
distribution through national campaigns. There is persisting community pressure for irrational 
drug use, particularly over-use of injections. This is more so in the urban area but even in rural 
areas, IMCI drugs may be perceived as ineffective simply because they are inexpensive. 

Difficulties were experienced in ensuring an adequate supply of some items of equipment, 
particularly weighing scales and refrigerators. These were generally resolved within township or 
county level. 

2 
According to experience reported at the meeting, informal implementation ofiMCI in the Tibet 
Autonomous Region was popular with Co-operative Medical System fund managers because there 
was incentive under this system to seek cost-effective treatments. 



- 18 -

3.3.2 Improving referral pathways and services 

The major achievement of the early implementation phase was that health workers were 
trained in and now use more effective referral procedures. They now have the capacity to follow 
referral sections of case management guidelines with more prompt and appropriate referral of 
children with severe illness. 

Significant constraints remain with respect to the referral of children with severe illness, 
and in many cases referral is not possible. This is attributed to a variety of factors, including: 

• persisting poor economic conditions in rural areas that reduce the financial capacity of 
rural households; 

• high costs of translocation to the county hospital; 

• higher costs, to the patient, of receiving inpatient care at county hospitals; and 

• a general lack of vehicles that can be accessed by rural patients. 

3 
One health facility, the Central Health Clinic at Chaling County, Hunan, was able to 

access a vehicle to facilitate referrals, but this was an exception. General communication 
systems in rural areas have increased capacity in recent years so that telephones are more 
commonly found in health facilities and in homes. 

The distribution of effective vehicles in the early implementation areas was estimated at 
one for every several hundred people. It was felt that schemes for community-based approaches 
to vehicle sharing, while worth trying, would often fail. 

In situations when referral is not possible, IMCI protocols are not yet able to be used at 
township clinics. The main reason for this is that the guidelines "When Referral is Not Possible" 
are seen as insufficient to cover the needs of inpatients at township or county level health 
facilities. 

3.3.3 Health facility organization and management 

No significant organizational barriers to appropriate staffing required for IMCI 
implementation were seen in the early implementation areas. Some additional benefits from 
IMCI for workers who did not receive training were noted, mainly through the sharing of 
materials such as the Chart Booklet and the Mother's Cards. 

Essential supplies were generally procured through the resources of the health facility 
itself, although it was noted that the level of equipment of township and village health facilities 
was very basic, with no equipment for transport or information management. Replacement was 
hampered by the absence, at county level or above, of a standard system for replacement or 
maintenance of equipment. Recording forms and Mother's Cards were improvised by the health 
facility when reduced supply made this necessary. 

The Central Health Clinic is a new category of facility midway between township and 
county level. 



- 19-

3.3.4 Improved supervision of trained health workers 

Specific lMCI supervision and follow-up was planned and implemented, with support 
from the lMCI Working Group, in each area of the early implementation, as presented in the 
working document Report on Early Implementation of lMCI in People's Republic of China 
(Annex 3). In addition to this, existing supervision systems at provincial, county and township 
levels, have included some parts oflMCI protocols. In particular, monthly meetings at township 
level in Ningxia were used to reinforce some aspects oflMCI training for village doctors. The 
further development oflMCI resources designed specifically for sharing at such meetings offers 
a means for strengthening supervision. 

It was felt that further emphasis on training and support in this area was needed at 
provincial, county and township levels in order to improve their own supervisory capacity. 
Discussion in this area also demonstrated the need to extend lMCI training to village doctors so 
that they, at minimum, understood the concepts on which it was based. 

3.3.5 Improved use of the health information system 

The main achievement has been the successful training of staff in using lMCI 
classifications as a basis for recording illness and prescribing treatment. However, these 
classifications do not match the national health information system for reporting or for 
notification of designated infectious diseases. Dysentery is the only classification that is the 
same in both systems. This is not perceived as a major problem by health workers who seem to 
be accepting of using parallel but discordant systems for treatment and for health information. 
However the potential exists for future problems in follow-up and supervision of trained health 
workers and for difficulty in notification of diseases of public health significance. The fact that 
the potential difficulties do not cause concern at this stage perhaps reflects the fact that rural 
health workers do not consider the national health information system to have direct usefulness 
to health facility management or patient care. 

3.4 Improving family and community practices 

The early implementation oflMCI has meant that township and some village health 
workers in these areas have improved counselling skills and use the Mother's Card and 
appropriate local terms to counsel mothers on feeding, care-seeking and home care of illness. 
The adapted Mother's Cards were found to be particularly useful for this purpose. Health facility 
exit interviews of caretakers before and after health worker training recorded significantly 
increased levels of knowledge on key issues, for example: the proportion of caretakers knowing 
the importance of increasing fluids during illness rose from 19% to 87% in Ningxia, and from 
12% to 100% in Hunan. The Mother's Cards were improvised by health workers when printed 
versions were not available. The repetition of message and the fact that the caretakers had 
something concrete to take home were considered to be important communication aids. 

Difficulties noted on follow-up included the fact that not all health workers counselled 
mothers carefully, some did not ask checking questions while others did not give the first dose of 
treatment in the health facility. In the early implementation areas, radio is universally accessible 
and TV /video moderately accessible by rural communities. It was felt that more use could have 
been made of alternative approaches to community education for improved practices, such as: 

• use of local media including print, radio and video; 

• posters and displays in health facilities; 
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• comics and other means for child to child communication; and 

• involvement of other agents such as mothers groups and local organizations. 

4. CONCLUSIONS AND RECOMMENDATIONS 

4.1 Conclusions 

The early implementation phase has shown that IMCI is an effective strategy to strengthen 
child health services in China. The strategy is suitable for improving the skills and performance 
of health professionals at different levels. By rationalizing case management, it improves the 
quality of child health care and makes health services more affordable. The health managers 
appreciated the systematic planning process and quality of interventions. This would facilitate 
building capacity for implementation and expansion of IMCI in a decentralized manner. The 
meeting concluded that the government should progressively expand the IMCI strategy in line 
with central and provincial capacity. 

4.2 Recommendations 

Organization and Management 

(1) The Ministry of Health should revitalize the National IMCI Steering Committee and 
Working Group to guide the expansion and monitor implementation. Participation should be 
extended to include critical partners such as academia, the Paediatric Society, and the 
Technical Guidance Group for the World Bank-funded projects. 

(2) The IMCI expert pool at the central and provincial levels should be enlarged 
significantly in a timely manner to meet the needs of provinces for technical support during 
expansion. The pool can be expanded through active involvement of the paediatric community 
and staff from other child health related disciplines and projects. 

(3) In order for IMCI to be sustainable, it should be linked to health sector reforms initiated 
by the government. Those provinces and counties should be selected for expansion where the 
reform is going faster, particularly in areas where drug sales revenue has been separated from -
health facility operating costs. 

(4) The government should give its strong support to incorporate the IMCI strategy into 
existing projects supported by the World Bank loans, in particular Health VIII and Health IX. 
The IMCI Working Group and the respective project offices in the Foreign Loan Office should 
establish strong links and work together in the development of implementation plans. The 
projects' Technical Guidance Groups should include staff who are familiar with the IMCI 
planning process who, if possible, have participated in an IMCI course. 

(5) During expansion, the national IMCI Working Group should build provincial capacity to 
introduce and implement the IMCI strategy. The Provincial and County Health Bureaus should 
be responsible for increasing coverage of implementation. To provide overall direction to all 
relevant authorities the Ministry of Health should issue a strategic document for 
implementation of IMCI. 
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(6) The IMCI Working Group should continue to promote the systematic introduction of the 
IMCI strategy in new provinces, following the steps adopted during the early implementation 
phase. This involves orientation, training of selected key personnel, development of an 
implementation plan, adaptation of guidelines as needed and building of provincial capacity for 
implementation. 

(7) The IMCI Working Group should formalize the mechanism for working with partners in 
order to generate support and resources for IMCI more systematically. To this effect, they 
should convene partner coordination meetings at least twice a year in order to report on 

progress and plan future joint activities. 

(8) The IMCI Working Group should develop a standardized package of materials to guide 
the orientation and planning of the IMCI strategy at provincial and county levels. Selected 
parts of the IMCI Planning Guide and Adaptation Guide should be translated and other 
supportive materials provided. The guide should include a listing of the essential drugs and 
equipment needed for IMCI to facilitate their provision at the provincial and county levels. 

(9) Government, at all levels, should maintain and progressively enlarge the budget line for 
child health activities, mobilizing state budget and resources from international partners. At 
the provincial and county level, Directors of the Health Bureaus should convene IMCI 
orientation meetings for governors in order to mobilize local resources for implementation. 
The allocation of local resources for IMCI activities should be a necessary condition in the 
selection of expansion areas. 

(10) Directors of Provincial and County Health Bureaus should extend the composition and 
mandate of the IMCI Working Group to include the Department of Health Education, 
Women's groups and non-governmental organizations. Such groups could then facilitate the 
implementation of activities such as development of communication activities, health education 
and advocacy. 

(11) Provinces involved in expansion should include IMCI into the provincial National Plan 
of Action 2001-2010 and develop a provincial strategy and plan for IMCI implementation, 
following standards and criteria as defined in the national IMCI strategy and plan of action. 

Adaptation of materials 

(12) The Maternal and Child Health and Primary Health Care Department of the Ministry of 
Health should continue to use the current training materials for an eight-day course with further 
adaptations that will be province-specific. 

(13) The IMCI Working Group should translate the IMCI Adaptation Guide into Chinese for 
use by adaptation consultants in each of the provinces. 

(14) The Ministry of Health should conduct an eight-day training course for relevant 
provincial level experts, who will become the adaptation consultants, as well as for selected 
experts from the expansion provinces. Once having been trained in IMCI, these experts should 
review the Chinese adapted guidelines and identify areas for further adaptation using the 
Adaptation Guide, with guidance from the IMCI Working Group. 
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(15) The Ministry of Health in conjunction with the IMCI Working Group should conduct a 
multi-province adaptation meeting where common issues are identified and the solutions 
suggested, in a province-specific manner. Common adaptations will need to be developed 
simultaneously. For some areas, there will need to be translation into local languages as well. 
In addition, some newer WHO guidelines on development can be incorporated into the 
guidelines and province-specific adaptations at that time. 

(16) Two national nutrition experts from the Institute of Nutrition and Food Hygiene, who 
have already been trained in the IMCI methodology and who have conducted nutrition surveys 
in Ningxia, should train two to six more provincial experts in conducting the nutrition studies. 
These will need to be done in each of the provinces as there are considerable differences in the 
local foods. This will establish a national cadre of experts who then can do the nutritional 
adaptations for the next round of expansion. 

(17) The IMCI Working Group should train provincial experts in conducting the local term 
studies. These experts will need to conduct at least one or more studies in the province. 

(18) The provincial adaptation consultants, along with the local term experts and the nutrition 
experts should develop Mother's Cards in conjunction with the IMCI Working Group. If there 
are financial constraints, the Mother's Cards could be given only to mothers of under three 
year-old children, and health care providers could encourage the mothers to bring back the 
Mother's Cards. 

Training to improve health worker skills 

(19) Training courses should be conducted either at provincial or prefecture level hospitals in 
the future since often the county level hospitals do not have sufficient caseload for training. In 
some of the larger counties the county hospitals could be used if there are enough severe cases. 

(20) To systematize the selection of hospitals as training sites, the IMCI Working Group 
should develop criteria for selection, based on hospital size, daily paediatric patient load, types 
of paediatric admissions, etc. 

(21) Recognizing that lack of severe cases is a constraint to training the following strategies 
should also be adopted: 

• training courses should be conducted during peak seasons of disease; and 
• refresher training courses will be conducted, lasting one to two days each, in appropriate 

seasons. 

(22) Village doctors have proved to be an appropriate target group for IMCI training. The 
provincial health authorities should prioritize village doctor training courses according to the 
availability of funds and the health service delivery environment. 

(23) One limiting factor for the conduct of multiple simultaneous training courses is the lack 
of Photograph booklets. The Ministry of Health should seek support for making more booklets 
available, through local production if appropriate. 
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(24) Currently it is recognized that there is a lack of trained facilitators for expansion. It is 
recommended that the Ministry of Health train sufficient provincial level facilitators. This 
should be done in conjunction with the World Bank-supported Health VIII and Health IX 
projects, as well as UNICEF. 

(25) Health and education authorities should collaborate with national and provincial medical 
schools to integrate IMCI into the curricula of medical schools. As the initial step, the 
Ministry of Health in conjunction with members of the IMCI high-level Steering Committee 
should conduct orientation meetings for the presidents of medical schools with the cooperation 
of the Society of Child Health Care and the Paediatric Society. 

Follow-up after training 

(26) To optimize resources for follow-up and to integrate it into routine supervision, the 
follow-up visits should be done in conjunction with routine supervision. It is recommended 
that all provincial and county supervisors should receive training on IMCI, facilitation skills 
and follow-up. 

(27) It is recommended that routine supervision of IMCI-trained personnel include 
observation of case management as well as feedback using IMCI guidelines. This would 
ensure that correct management of severe cases is observed and taught (currently seen 
infrequently at first level health facilities and sometimes at training courses). 

Strengthening the health system 

(28) Health authorities at different levels and the IMCI Working Group should make practical 
preparations for the commencement of the first training courses, including: 

• making IMCI drugs available, in line with the national Essential Drugs Policy; 
• procuring essential health facility equipment and providing a budget for maintenance; 

and 
• ensuring the efficient supply of materials such as recording forms and Mother's Cards. 

Laminated recording forms could be one option. 

(29) The IMCI Working Group should investigate means to strengthen referral processes in 
consultation with Provincial or County Health Bureaus where appropriate. These means may 
include: 

• community-based arrangements to facilitate use of community vehicles; 
• options for preferential treatment of patients at county hospital referred through IMCI; 
• seeking external assistance for transport needs for health facilities; 
• further adaptation and training using IMCI materials on inpatient care; and 
• linkage with other activities to strengthen rural basic health services. 

(30) The IMCI Working Group should work with provincial Health Bureaus to incorporate 
elements of IMCI follow-up protocols into routine supervision activities down to the village 
level. 

(31) The IMCI Working Group should consult with the national health information bodies 
regarding discrepancies between IMCI classifications and the national health information 
system. 
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Improving family and community practices 

(32) The IMCI Working Group and Adaptation Group, in collaboration with health 
authorities at different levels, should increase the scope and variety of activities to improve 
family and community practices, from the planning stage, with an emphasis on: 

• nutrition; 
• disease prevention; and 
• care-seeking for signs of severe illness. 

(33) Skills for counselling mothers should be further emphasized at training courses, and 
implementation given attention at follow-up visits. Training in the correct use of the Mother's 
Card using appropriate local terms should be re-emphasized at follow-up visits. 
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PART II 

PLANNING FOR EXPANDING THE IMPLEMENTATION OF IMCI 

1. BACKGROUND 

A review meeting on the early implementation phase of the IMCI strategy was held in 

Beijing from 21 to 24 August 2001 to review the experiences gained, identify lessons learned and 

make recommendations for future expansion of IMCI in China. A detailed report on the review 

meeting constitutes Part I of this document. 

Attended by officials from relevant departments of the Ministry of Health, health 

authorities from central, provincial, county and township levels, members of the IMCI Steering 

Committee and Working Group, and representatives from the Chinese Paediatric Society, 

Technical Guidance Groups of the World Bank-funded projects and representatives from partner 

agencies, the review meeting concluded that IMCI is an effective strategy to strengthen child 

health services in China. It was found suitable for improving the skills and performance of 

health professionals at different levels, and by rationalizing case management, it improves the 

quality of child health care and makes health services more affordable. The health managers also 

appreciated the systematic planning process and quality of interventions and the meeting 

concluded that the government should progressively expand the IMCl strategy in line with 

central and provincial capacity. 

Based on the recommendations of the review meeting, a plan for the expansion ofiMCI 

was developed and discussed in the IMCI expansion planning meeting which took place from 27 

to 30 August 2001. On the last day, a consensus meeting was held to agree upon and discuss the 

plans with major stakeholders for implementing IMCI as a major strategy to improve quality and 

equity in child health and development in China. 

2. PLANNING PROCESS 

2.1 Objectives of the planning meeting 

Having conducted the review meeting in the prior week and in the light of the 

recommendations for expansion, the following were the objectives of the meeting: 

to review the consolidated recommendations of the IMCI review meeting and defme a 

strategy for expansion based on the achievements and recognized constraints during the 

early implementation; 
to develop a national strategy and plan for the expansion of IMCI in China; 

to identify the steps needed for a stepwise and coordinated expansion; 

to identify common areas for sharing of resources in the expansion phase with allied 

partners, bilateral agencies and other departments of the Ministry of Health; 
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to identify internal as well as external sources of funding for expansion activities and 
develop a budget for the national activities related to expansion; 
to develop specific plans for the expansion of IMCI activities in the two early 
implementation provinces (Hunan and Ningxia). These should be practical stepwise 
plans, taking into account the role of other projects such as Health IX in Hunan and 
UNICEF projects in Ningxia; 
to develop specific plans for the introduction of IMCI in four new provinces where ARI 
training has formerly been conducted and where the IMCI strategy will now be 
introduced (Anhui, Gansu, Heilongjiang and hmer Mongolia); 
to develop a mechanism to coordinate the efforts of the various bilateral agencies such as 
AusAID and DFID and partners such as UNICEF, WHO and the World Bank in IMCI 
implementation in China; and 
to develop a strategy for advocacy ofiMCI at the national, provincial and county levels. 

2.2 Participants 

The planning meeting was attended by officials of the Primary Health Care and Maternal 
and Child Health Department and the Foreign Loan Office of the Ministry of Health, members of 
the IMCI Working Group, representatives from the provincial health departments and the 
Maternal and Child Health Institutes from the two early implementation provinces and the four 
provinces for planned expansion, and partner organizations that have already included or are 
planning to include IMCI in their strategy (AusAID, DFID, UNICEF, WHO, the World Bank, 
and project officers from the World Bank-funded Health VIII and IX projects). 

The list of participants is provided in Annex 4. 

2.3 Tasks completed 

The agenda for the planning meeting is attached (see Annex 5) . 

Dr Song Lanqin, Chief ofDivision, Child Health of Primary Health Care and Maternal and 
Child Health Department of the Ministry ofHealth chaired the meeting. The meeting started 
with an overview summary of the findings, conclusions and recommendations of the review 
meeting held the previous week, followed by a presentation by WHO on planning for expansion 
of IMCI in China. The meeting then proceeded to discuss the framework for introducing IMCI 
into new provinces/counties which was presented by the Deputy Director of the Ningxia Health 
Bureau. Further discussions focused on the IMCI organization and management at central, 
provincial and county levels, and criteria for prioritising areas for expansion. These discussions 
formed the basis for succeeding discussions on the expansion of IMCI activities. 

Preparation of draft work-plans for IMCI activities was based on the findings and 
recommendations of the review meeting, and were guided by the principles outlined earlier in the 
meeting. Draft work-plans emphasizing planning for IMCI activities at the centraVprovincial 
level to improve skills of health workers, strengthening the health system and improving family 
and community practices, were prepared in small groups that separately addressed the expansion 
plans at the national level, in the two provinces that had already introduced IMCI in the early 
phase and the four provinces that were planning to introduce IMCI in the expansion phase. 
Concrete plans were then discussed in plenary sessions. 

The planning meeting concluded in a consensus meeting, held on the 30 August 2001. 
The framework for expansion was summarized and an example of a provincial level plan 
(Ningxia) was presented. Brief presentations were made from representatives ofDFID, the 
Foreign Loan Office (representing Health VIII), and the World Bank (representing Health IX). 
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The Head of the IMCI Working Group reviewed the proceedings of the past review meeting and 

also presented the national plan of expansion of IMCI. The draft work-plan for the central level 

is attached as Annex 6. 

3. SUMMARY OF MAIN ISSUES DISCUSSED AND AGREED UPON 

3.1 Framework for introducing IMCI into a new province 

The meeting discussed the key steps to be followed when introducing IMCI into new 

provinces which take into consideration the early implementation phase experiences and the 

recommendations of the review meeting. A presentation by the MCH Deputy Director from 

- Ningxia province articulated the main steps that should be taken in each province as follows: 

3 .1.1 Organization and management 

Conduct an orientation workshop for all relevant decision-makers and programme 

implementers with assistance from the central-level IMCI Working Group. The meeting should 

involve managers in the Provincial Health Bureau, staff from the MCH department, the 

paediatric hospital and medical schools. The involvement of county level staff is appropriate 

when it is clear which counties will be involved in expansion. During the workshop, how IMCI 

fits within the national policy will be emphasized. 

Organize the leading team at provincial and county levels. The team should involve 

representatives from various sectors relevant for IMCI implementation, including decision

makers and technical experts from programme/project offices, medical schools and non

governmental organizations involved in improving health care delivery or health promotion. The 

terms of reference of the IMCI leading team at the provincial level will include policy guidance, 

strategic direction and coordination with local and external partners. 

Establish the technical team to develop the plan of activities, adapt the materials if 

necessary, provide technical resources to implement the interventions and monitor progress. The 

technical team will be composed of members who are in a position to assist in the delivery of 

interventions in all three components. 

Train selected members in the technical team in the IMCI strategy. Participation in an 

IMCI course has proven to be a useful mechanism to familiarize managers with the content and 

implications of the IMCI strategy. The national IMCI Working Group will provide opportunities 

for staff from provinces and counties introducing the IMCI strategy to be trained, prior to the 

development of the provincial implementation plan. 

Develop a plan of action that includes activities in all three components of the IMCI 

strategy. In addition, the plan should include activities to stimulate development of policies on 

rational use of drugs, assessment and case management standards, and referral. The plan will 

also include the selection of counties for early implementation. 
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Conduct an orientation meeting at the county level with the same objectives and 
procedures as the provincial orientation. The meeting will be critical to convince leaders of the 
importance and relevance of the IMCI strategy, to secure political support and commitment to 
IMCI implementation, and to facilitate allocation of local resources and incorporation of IMCI in 
county level health plans. 

Assess the local situation and decide on the areas where IMCI will be introduced. 
Consideration should be given to targeting those townships and facilities where the health system 
is functioning best. The adoption of a procedure to 'map' the local situation will be useful to 
guide the planning. 

Develop county level plans for activities in all three components of the IMCI strategy. The 
plan should be realistic and resource-based. Allocation of local resources to fund activities will 
be important as a sign of commitment and for sustainability. 

Develop provincial policies in accordance with national guidelines. Provincial authorities 
will develop policies on case management standards including the rational use of drugs. 

3 .1.2 Improving health worker skills 

Adapt the national IMCI training materials to meet the local situation. While adaptation 
of clinical guidelines may not always be necessary, the adaptation of feeding recommendations 
and local terms is more likely to be necessary. 

Decide on the target group for training. Village health workers are the first-level contact 
with health services for a considerable proportion of the population. In many counties, it will be 
appropriate to include them as a primary target group for training, in addition to doctors from 
township and county-level hospitals. However the strategy for involving various cadres of health 
workers in IMCI training may vary in different counties. 

Conduct training for facilitators. The training will target paediatricians and other doctors 
working in county or township hospitals. The training of facilitators will involve participation in 
an eight-day course followed by three-day facilitator training. It is recommended that facilitators 
participate in the three-day course after an interval and immediately proceed to conduct an IMCI 
course under guidance of an experienced course director. 

Conduct training for first-level health workers. Great attention will be given to ensure that 
courses meet national criteria for quality of training. Criteria for quality of training are listed in 
the national plan of action and in the IMCI planning guidelines. 

Conduct follow-up after training. The first follow-up visit will be conducted within four 
to six weeks after training, and repeated if possible after one month. The follow-up visits are 
critical and will serve to reinforce the skills of health workers, identify constraints, and improve 
facility supports as needed. 
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3 .1.3 Strengthening health system 

Work on improvement of referral pathways making optimal use of available resources 

such as the local 'green channel' established for maternal health, community participation in 

making transport available, establishment of procedures for the immediate triage of referred 

patients, and the sharing of information between referring and referral sites. 

Strengthen the supervisory system to include aspects of IMCI follow-up procedures. 

Regular support will be necessary to maintain the performance of newly trained health workers. 

Monthly supervision should include support for IMCI and observation of IMCI case management 

should be conducted periodically. 

Improve the case recording and health information system. Where possible, IMCI 

classifications should be integrated into the health information system. The provision of 

feedback on collected data to first-level health workers by county and provincial level 

supervisors will be critical to make the system useful. 

Improve support for facilities based on the findings of follow-up and supervision. The 

provision of essential equipments and, where necessary, drugs will be important to ensure 

appropriate case management in health facilities. 

3 .1.4 Improving family and community practices 

Ensure appropriate attention to development of counselling skills in the training of first

level health professionals. 

Develop communication strategies and health promotion activities that focus in particular 

on improving nutrition, rational use of drugs, timely care-seeking, and adherence to treatment 

advice. 

3 .1.5 Special areas of attention 

Coordinate with partners within the Ministry of Health, other governmental departments 

and national and international organizations. It will be essential to integrate IMCI activities into 

the child health related activities and projects of all partners to ensure the availability of 

resources and sustainability of the strategy. 

Work with faculty in medical schools to integrate IMCI into the curriculum. The 

involvement of academia and teachers of medical schools in all steps of IMCI implementation 

will be crucial to ensure that IMCI guidelines will be fully integrated into the basic training of 

health professionals at different levels. 

Use all opportunities to support training and skills reinforcement for health workers. The 

monthly meetings for village doctors in the township hospital can be used to provide refresher 

training on IMCI. The current mechanism of health worker accreditation and promotion should 

also include IMCI training as a credit. 

3.2 Organization and management ofiMCI at central, provincial and county levels 

3.2.1 Centrallevel 

The IMCI Steering Committee and the Working Group should include representatives 

from all relevant child health related sectors within the Ministry of Health, other governmental 
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departments, training and academic institutes, and local non-governmental organizations. The 
involvement of the Foreign Loan Office and project offices will be critical for integrating IMCI 
in ongoing health sector support programmes. With the expansion of IMCI into new intervention 
areas, such as pre-service education, care for development, health promotion and education, and 
community-based support, their participation will ensure a broad platform of support. IMCI will 
be housed within the Primary Health Care and Maternal and Child Health Department of the 
Ministry of Health. The endorsement and participation of senior decision-makers in the groups 
will be essential to bring about the necessary policy and financial support. 

3 .2.2 Provincial and county levels 

The organization of IMCI at provincial and county levels will follow a similar structure as 
at the national level and be based on the MCH network. The involvement of staff from the 
paediatric hospital, medical schools, project offices and non-governmental organizations will be 
sought. The endorsement of the governor and local administration will be essential to integrate 
IMCI into the provincial health plans and generate local resources for activities. A small project 
team and office will be established to facilitate daily management of IMCI activities. The 
meeting agreed that in many provinces and counties, IMCI could build upon the organizational 
structure already established by the Control of Acute Respiratory Diseases programme. It was 
recommended that IMCI Working Groups at different levels conduct an annual review process in 
order to assess progress and identify new ways forward. 

3.3 Criteria for prioritizing provinces and counties for expansion 

IMCI should be introduced in those areas where support is available and the health system 
is functioning in a way that makes it likely that IMCI interventions will be applied. The 
government is currently introducing a number of reforms in the health sector to strengthen the 
health financing system and the quality of care provided. Currently, the health sector is not well 
regulated and in many areas the government does not provide a salary to doctors. As a result, the 
sale of drugs has become an important mechanism of income generation, and it is estimated that 
60%-70% of all medical costs incurred by families are due to paying for drugs. If IMCI is to be 
sustained, its introduction should be linked to concrete efforts to alter this situation. In light of 
this situation, the meeting recommended the following criteria for selecting provinces and 
counties. 

Relatively high rates of infant and childhood mortality. 
Commitment of the authorities to implement IMCI. 
Progress in introducing health sector reforms. 
Success in implementation of other health programmes. 
Availability of a training site, facilitators and supervisors. 
Access from the higher level for supporting supervision. 
Availability of a project or external source of funding. 
Availability of local resources as counterpart funds for implementation. 

Based on these criteria, national and provincial authorities will select those counties, and 
within counties areas, where the criteria are met as best as possible. An approach of universal 
rapid expansion will not be appropriate as IMCI is not likely to alter performance of health 
professionals if there are not other support mechanisms in place. 
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3.4 lntroduction of new interventions 

3.4.1 IMCI in basic, postgraduate and continuing education 

The meeting discussed the introduction of IMCI in various institutionalized ways of 
training, to accelerate sustainable expansion and reaching coverage. The representative from the 
Department of Science, Technology and Health Education introduced the training activities that 
are supported by the Ministry of Health and expressed an interest in including IMCI into these 
activities. The Department supports training for three levels of health professionals. Middle 
level education targets village doctors, higher level education is for township clinic staff and 
some county staff, and university education is for doctors working in urban areas. For each 
level, the Department has programmes for basic, postgraduate and continuing education. An 
initial step would be to introduce IMCI into the three types of training for health professionals 
from middle and higher level. 

The government has introduced a system of accreditation for health professionals. As part 
of this system, credits can be earned through post-graduate and continuing education. Earning 
credits is a prerequisite for a promotion. IMCI should be introduced into the system which is 
managed at the local level for village and township doctors. The Department of Science, 
Technology and Health Education is also developing approaches for distance learning. 
Collaboration with the IMCI Working Group will provide interesting new avenues for improving 
the standards of training and help expand the IMCI approach. The meeting emphasized the 
importance of working on various forms of institutionalized training as an important direction 
that should be taken up immediately as part of the plan of expansion. In Ningxia, staff from the 
medical school already had shown an interest and a representative attended the meeting. 

3.4.2 Care for development in IMCI 

IMCI already addresses key determinants of early childhood development and is well 
placed to strengthen feasible approaches to promote childhood development. Based on a 
scientific review of experience, a counselling approach was chosen to promote care for 
development which utilizes skills already taught within IMCI. The approach has shown to be 
effective and can be implemented at the most basic level. Essential elements include promotion 
of feeding (as is already encouraged in IMCI training), play and communication. Delivery can 
fit into the existing IMCI course but preferably one day should then be added to the training. 

As early childhood development is already part of several health sector development 
projects in China, in particular Health IX, the meeting recommended that the approach be tested 
by conducting a model course with the care for development component included. 

3 .4.3 Referral care and quality of inpatient care 

Within the IMCI strategy, the improvement of referral pathways and quality of referral 
care are essential to ensure that severely sick children receive appropriate care in time. Based on 
a study on quality of referral care in hospitals in seven countries, WHO has develop the manual 
Management of the child with severe infection or severe malnutrition in first-level referral 
hospitals. WHO is currently developing approaches to promote the use of the manual in a 
systematic way in countries. The meeting felt that the manual would be an important tool and 
recommended that the national IMCI Working Group translate it into Chinese, as a first step 
towards it introduction. 
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3.5 Pace and plan of expansion 

In view of the currently available and potential resources, the strategy for the expansion of 
the IMCI strategy will be limited in scale, with the potential for acceleration once additional 
support is secured. A key principle will be that IMCI is introduced in counties where the health 
system is strong enough to hold a promise for sustainable implementation. Progress in health 
sector reforms, a health care financing mechanism that is separated from sales of drugs, and 
monitoring of quality of care are important considerations in this regard. 

The strategy will focus on implementation of activities in provinces and counties for 
which funding of IMCI activities is available and where the criteria for sustainable 
implementation can be met. The IMCI Working Group at national and provincial levels will 
increase activities to coordinate with partners to identify opportunities for introducing IMCI into 
counties that are receiving their support. Potential areas for the J.l\.1CI expansion in terms of 
external support are listed in Annex 7. 

The plan of action for the next phase of J.l\.1CI implementation includes activities to: 

Provide sustained technical support for the implementation of J.l\.1CI intervention in the 
J.l\.1CI early implementation provinces (Hunan and Ningxia). Priority will be given to 
expanding the strategy in the counties already implementing J.l\.1CI. Upon availability of 
resources, the strategy will be introduced in three to four new counties annually. 
Build capacity for J.l\.1CI implementation in the four provinces for which government 
funding may be available (Anhui, Ganzu, Heilongjiang, Inner Mongolia). The strategy 
will be introduced in two counties initially and expanded within the province once 
capacity for implementation is available and sufficient experience has been gained. 
Coordinate with partners to identify and initiate joint work in additional counties that are 
ready for IMCI introduction. Partners that have expressed interest in supporting J.l\.1CI as 
part of their projects include AusAID, DFID, the Swiss Red Cross, and UNICEF. Others 
may follow suit. 
Coordinate with national project offices for the World Bank supported projects to build 
consensus on the approaches for promoting J.l\.1CI in the project provinces, and initiate 
capacity building for implementation of interventions as soon as appropriate. The 
national project offices of the Health VIII and Health IX projects, the Foreign Loan 
Office and the national J.l\.1CI Working Group have discussed steps that should lead to a 
review and revision of the child health component of project implementation plans (see 
below). Upon their achievement, the IMCI Working Group will work with the project 
teams at national and provincial levels to develop a detailed implementation strategy for 
introducing IMCI into project counties. 
Introduce new interventions, such as the introduction of J.l\.1CI in basic education, 
introduction of referral care guidelines and care for development. The national J.l\.1CI 
Working Group will lead the efforts, piloting the application of new interventions and 
developing implementation strategies based on experience. 
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3.6 Collaboration with partners 

3.6.1 World Bank 

3 .6.1.1 Health IX project 

Health IX sub-project on maternal and child health was launched in 1999 and was 

designed to reduce maternal, infant, and under-five mortality and malnutrition among children 

and improving child development in China. This is to be achieved by upgrading the technical 

and managerial skills of maternal and child health workers at the grassroots level through the 

application of techniques and methods that have proven effective for widespread application. 

The project covers more than 115 counties in Guizhou, Hainan, Hunan and Jilin provinces, and 

Xinjiang autonomous region. Health IX includes components on maternal and child health 

services, family and community participation and health education, management information 

system, training, medical financial assistance and national level programme for general 

management and guidance of the project. The project will run until2005. WHO staff 

participated in the previous World Bank supervision mission for the project in May 2001. 

During the first phase of training, Health IX used the training materials from Health VI (newborn 

care, breastfeeding, prevention and treatment of pneumonia, diarrhoea and management and 

supervision of health service) which were developed by a group of central level experts. Severe 

gaps in putting the protocols into practice were noted in the supervision mission, and it was 

therefore suggested to conduct a thematic review of the child health protocols and introduce 

IMCI in the next phase of training, starting in 2002, according to the original planning for IMCI 

in China. 

Collaboration with the Health IX project was discussed with the staff of the Foreign Loan 

Office and Health IX Project Office of the Department of Primary Health Care and Maternal and 

Child Health of the Ministry of Health, and experts from the Technical Guidance Group. A 

consensus was reached that IMCI should be part of Health IX. Since the project had already 

initiated the second phase of training focusing on village health workers with materials including 

such topics as anaemia, rickets, vitamin A deficiency, community-based growth monitoring and 

early child development, there is a risk of duplication and confusion about standards as the 

content and methods of IMCI are different. In order to overcome the difficulties to merge 

Health IX training with IMCI, some practical steps for the integration of IMCI into Health IX 

were identified, including the orientation of key staff from the Health IX covered provinces on 

IMCI, and participation of the Health IX experts in IMCI training courses. It was also agreed 

that the Health IX Project Office in collaboration with the IMCI Working Group, World Bank 

consultants and possibly WHO staff will convene a planning meeting in which the child health 

related component of the provincial plans will be reviewed and revised for the remaining part of 

the project. 

3.6.1.2 Health VIII project 

The Health VIII project is designed to bring about sustainable health improvement for the 

population of poor rural counties through improved management of health resources, upgrading 

rural health facilities, improved quality and effectiveness of health services and affordability of 

essential health care for the poor. The project has two parts. Part I, targeted at basic health 

services, will be implemented in a total of 71 counties of six provinces (Anhui, Gansu, Guizhou, 

Henan, Quinghai and Shanxi) and the municipality of Chongqing, and will cover a population of 

about 32 million. Part II is the Quinba health programme, which will benefit about 13 million 

people living in 26 of China's poorest counties in two provinces (Shaanxi and Sichuan), and in 

the Ningxia Autonomous Region. Both parts of the project will assist all families in the project 
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areas to receive improved basic health care with particular benefits for women and children. The 
project started in 1998 and will continue until 2004. 

The incorporation ofiMCI into the Health VIII project was discussed with the staff of the 
Foreign Loan Office and a technical expert for the project. Dr Liu Yunguo, Deputy Director 
General of Foreign Loan Office, noted that IMCI can help improve children's health and 
development and fits well in the project since it is targeting poverty areas. He emphasized 
several issues to be addressed. Particularly there is a need to strengthen policy support from the 
central level. Certification of village doctors has commenced and if IMCI can be integrated into 
this regulation framework, it would be an additional advantage, and the Foreign Loan Office can 
give stronger support to its implementation. Some facilities at township and village levels are 
short of essential supplies, equipment and drugs, and technical advice on appropriate drugs and 
equipment would be appreciated from IMCI based on best practices at respective levels of the 
health system. Also, there is a need to find ways to help health workers use Mother's Cards more 
effectively and use local government's support for the dissemination of key messages. It was 
recommended that the IMCI Working Group should have materials ready for such use. The 
technical expertise from the IMCI Working Group would also be needed to adapt the IMCI 
materials for local situations in each province. To reach effective incorporation ofiMCI into the 
World Bank supported projects, the implementation costs must also be calculated. 

3.6.2 UNICEF 

Dr Ray Yip, Senior Health Adviser ofUNICEF/China noticed that UNICEF is interested 
in supporting the introduction of IMCI into areas of greatest need. UNICEF supports 46 counties 
(in Gansu, Inner Mongolia, Ningxia, Sichuan, Tibet, Qinghai and Xinjiang), working with county 
and township governments to ensure that basic health services meet minimum management 
standards. Key elements of the UNICEF programme include: establishment of basic criteria and 
processes for strengthening basic health services management, including items such as a 
mandated essential drugs list; improved recording and prescribing practices; support for the 
operational costs of supervision, monitoring and management and payment of a subsidy to 
village doctor to provide at least minimal external support; etc. 

UNICEF's key recommendation for expansion is to select areas where financing of basic 
health services is not totally dependent on revenue from patient fees. The IMCI strategy is more 
likely to be welcomed and successful in such a context. This will include the need to set criteria 
for selection, addressing particularly: standards for management and financing of health worker 
salaries; sites that do not have the oversupply of health workers that characterizes many parts of 
China; sites where the county government provides at least some of the salaries of health workers 
at township hospitals; and likelihood that training at county level can ultimately be funded from 
existing resources without external assistance, along with local recognition that the IMCI 
strategy provides cost-effective child health care. 

Several other means by which UNICEF could participate in the expansion of IMCI were 
suggested, e.g. collaboration in screening and selecting appropriate sites for implementation on 
the basis of experience and follow-up surveys. This would be based on criteria such as counties 
that are currently being supported for improved primary health care management and counties 
where the health financing environment, as discussed above, remains suitable to the IMCI 
strategy. 



-35-

3.6.3 J\usJ\II) 

The review findings and expansion concepts were discussed with Ms Irene Wettenhall, 

First Secretary, Development Cooperation, J\usJ\II), J\ustralian Embassy, Beijing. 
Ms Wettenhall stated that J\usJ\II) is very supportive of the IMCI strategy and encourages its 

adoption in countries. In China, AusJ\II) has supported IMCI pilot implementation in Ningxia. 

IMCI materials were also adapted and used in the AusJ\II)-funded Tibet Primary Health Care 

and Water Supply Project, with the support of international consultants that were funded 

specifically for this purpose. J\usJ\II) feels that IMCI is particularly important in areas of high 

child and infant mortality, such as is found in the poorer parts of China. J\usJ\II) is currently 

providing funding to the Health IX project of the World Bank loan and the UNICEF 40 counties 

project and would support the expansion of IMCI through both of those projects. J\usJ\II) also 

has two new large bilateral projects with significant rural health services components in 

Bazhong, Sichuan province, and Xianyang, Shaanxi province. In addition, J\usJ\II) is designing 

a new health programme in Tibet, including institutional strengthening, primary health 

care/maternal and child health and HIV/J\IDS. These projects may be able to consider 

incorporating the IMCI strategy into its design, particularly to build upon previous work. 

Comments from Ningxia reflected good experience with both a large bilateral AusJ\II) project 

and through a small activity scheme grant to support early implementation ofiMCI in that 
provmce. 

This discussion with AusJ\II) confirmed again the perceived relevance of the IMCI 

strategy to addressing the health needs of children in the western provinces of China. Plans were 

made to invite AusJ\II) to participate further in expansion activities such as introduction ofiMCI 

into basic medical education. 

4. CONCLUSIONS J\ND RECOMMENDATIONS 

4.1 Conclusions 

The first national IMCI review and planning meeting has demonstrated the potential for 

implementing IMCI on a larger scale in China. Financial resources for improving child health 

outcomes are available and the key challenge is how to direct them for optimal expansion. It was 

articulated that IMCI is not a training programme but a strategy to improve health services as 

well as family and community practices. For successful implementation, IMCI should be 

supported by policies, activities to improve the functioning and performance of the health sector 

overall, and careful management. Use of local funds to contribute to the resources needed is an 

important prerequisite. While IMCI needs health sector reform, it can also contribute to driving 

the reform. It does so by improving quality of care, facilitating decentralized management, 

setting standards for rational use of drugs, defining necessary equipment at each level, and 

influencing community perceptions of quality of care. 

China is a vast country and given current manpower and technical capacity, it will not be 

realistic to expect that IMCI can be accelerated to reach widespread coverage rapidly. Building 

of capacities, careful monitoring of quality, and evaluation of effectiveness of interventions 

remain key aspects for the next phase. The national IMCI Working Group should seek to work 

with those provinces and counties that are committed to making a difference and where 

conditions are in place that can facilitate success. The availability of fmancial resources and 
capacity will enable a gradual acceleration of the pace of expansion, with provincial and county 

authorities taking a leading role in management and implementation of IMCI activities. 
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4.2 Recommendations 

The meeting recommended that the conclusions and recommendations of the review 
meeting be carefully analysed and incorporated in the national IMCI implementation strategy, 
planning guidelines and future plan of action. In addition, the planning meeting made the 
following recommendations. 

The Division of Maternal and Child Health of the Ministry of Health, in collaboration with 
the IMCI Working Group, should: 

(1) Strengthen coordination with partners: 

Disseminate the conclusions and recommendations of this first review and re-planning 
meeting widely. To this effect, the national IMCI Working Group should develop a 
briefing note on the results of the early implementation phase and the findings of the 
review and conduct a high level debriefing meeting for staff from relevant departments 
in the Ministry of Health, project offices and their technical experts, multi-lateral, 
bilateral and other interested partners. 
Establish a system for regular coordination with partner organizations in order to 
achieve consistent approaches to improving child health outcomes and maximizing 
available resources. To this effect, partners should be invited to orientation meetings, 
key technical staff should be provided with IMCI training, regular updates on progress 
in implementing activities should be provided, and means for them to participate 
actively in project design and monitoring should be defined. 
Work closely with the National Project Offices for the World Bank-supported projects 
to discuss and implement the modalities for reviewing and revising the child health 
component of project plans. The IMCI Working Group, in collaboration with WHO, 
should seek to provide opportunities for one to two experts in the national Technical 
Guidance Group to participate in an IMCI course abroad, conduct a national orientation 
meeting and model course for project staff and senior officials from the project 
provinces, provide technical support to the Project Offices in the review of their 
current child health protocols, and participate in project planning meetings upon 
invitation from the Project Office. 
Provide assistance to provincial health authorities in establishing contact with partners at 
local level and facilitate the process for incorporating IMCI into their health projects. 

(2) Extend the range of interventions promoted as part of IMCI: 

Work with the Department of Education and Health Science to incorporate the IMCI 
guidelines and training methods in approaches for basic, postgraduate and continuing 
education. This will require adaptation of the IMCI materials to meet the specific 
requirements of this training. The possibility to make IMCI an option for acquiring 
credits for promotion of health professionals should be pursued seriously. 
Conduct a national orientation meeting for staff from selected national universities and 
provincial medical schools to introduce the IMCI strategy and discuss steps for 
incorporating IMCI into the basic training of medical students. 
Translate the manual Guidelines for improving the management of a child with a 
serious infection or severe malnutrition into Chinese and investigate strategies for 
introducing it in an appropriate pilot site. 
Translate the guidelines for Care for Development, discuss their content with local 
experts, and conduct a nine-day demonstration course with the aim to assess the 
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feasibility of implementation and appropriateness of content. A three-day training of 

experienced IMCI facilitators should precede the course. 

(3) Build capacity for adaptation: 

Conduct a national workshop for experts from new implementation provinces and 

national experts to review the procedures for adaptation of the IMCI clinical and 

counselling guidelines and introduce the tools to assess the local situation. Based on 

the availability of data from the provinces, the IMCI Working Group should convene a 

consensus meeting to decide on further clinical adaptations and develop guidelines 

accordingly. 
Review and decide the appropriateness of incorporating the management of anaemia 

into the national IMCI guidelines. As the identification and management of anaemia 

has been identified as a key aspect of basic services in the provinces receiving funds 

from the Health IX project, this adaptation is likely to be necessary. 

(4) Build capacity for implementation in new provinces: 

Follow a systematic process of building provincial and county capacity by conducting 

an orientation meeting, training selected senior staff in IMCI, developing a provincial 

plan, and training facilitators and supervisors for follow-up. The involvement of 

governors and local administrators in planning is critical to ensure support and secure 

resources for IMCI. 
Facilitate planning at provincial and county levels including documentation and 

monitoring of implementation. 
Develop IMCI planning guidelines based on the generic guidelines available from 

WHO. The guidelines should clearly describe the steps and activities that should be 

taken during the introduction and expansion of the IMCI strategy into a new province, 

focusing on all three components. The Working Group should also develop a 

framework that provincial and county staff can use to monitor the progress in 

implementation, based on the methods used for documenting experiences during the 
early implementation phase. 
Facilitate a regular exchange of experiences between staff involved in IMCI 

implementation in provinces and counties by organizing annual review and re-planning 

meetings. 

(5) Improve family and community practices: 

Develop approaches and tools for health promotion and education using various 

channels including mass media. Messages related to infant and young child feeding, 

timely care-seeking, rational use of drugs and adherence to treatment are likely to be 

important in many areas. The national IMCI Working Group should convene a 

workshop to discuss options and establish working relations with other relevant 

national experts. 
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1. INTRODUCTION 

1.1 Background 

Every year 12 million children in developing countries die before they reach their fifth 

birthday, many during the first year of life. Seven in ten of these deaths are due to acute 

respiratory infections (mostly pneumonia), diarrhoea, measles, malaria or malnutrition-and 

often to a combination of these conditions. In addition, at least three out of four episodes of 

childhood illness are caused by one of these five conditions, and every day millions of parents 

seek health care and treatment for sick children. Projections based on the global burden of disease 

analysis completed on 1996 indicate that these conditions will continue to be major contributors 

to child deaths in the year 2020, unless significantly greater efforts are made to control them. 

Same as so many developing countries, ARI, diarrhoea and malnutrition are still the 

common diseases in minority and remote areas, especially pneumonia is still the leading cause of 

children mortality under 5 years old. The measles cases and measles complicated with pneumonia 

have emerged in some areas during recent years. 

Most sick children present with signs and symptoms related to more than one of these 

conditions and this overlap means that a single diagnosis and case management may be neither 

possible nor appropriate. An integrated approach to managing sick children is, therefore, 

indicated as the need for child health programs to go beyond single disease and address the overall 

health of a child. This is also a way of investing less but yielding more. 

Much has been learned from disease-specific control programs in the past 15 years in 

China, such as the ARI control program, diarrhoea control program, nutrition intervention 

program, baby-friendly activity, expanding plan immunization, UNICEF's 40 integrated counties 

project, and World Bank's health 9 project. The national plan for IMCI has been developed and 

implemented step by step on the basis of the IMCI strategy, under the leadership ofthe Ministry of 

Health and with the co-operation of various sectors and programs to. further strengthen the 

prevention and management of childhood illness, reduce the morbidity and mortality, and 

improve the health of children. 

1.2 Rationale for IMCI introduction in China 

1.2.1 IMCI will contribute to achieving the goals ofNPA 

In early 1990s, Chinese government signed the Declaration of Children's Survival, 

Protection and Development and the Plan of Action in 1990s, and joined the Convention of 

Children's Rights. To promote the survival, protection and development of Chinese children and 

actively fulfill the commitment to the international society, Chinese government developed the 

National Program of Action for Child Development in China in 1990s (NPA) on the basis of the 
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situation of China. The NPAhas 24 specific goals, and 4 ofthem are: reducing morbidity and 
mortality of measles, mortality of diarrhoea, mortality of ARI and malnutrition of children. These 
four goals are embodied in IMCI, and the four diseases above will be managed by IMCI in a way 
of integrated management, which is beyond a single disease. 

1.2.2 IMCI will contribute to the reduction of regional disparities of childhood morbidity and 
mortality. 

China has a big population, and there are wide variations from region to region. In the 
poorer remote areas the coverage and quality of services is inadequate resulting in continued high 
MMR and UFMR. Therefore in these areas IMCI has the potential to reduce child deaths by 
50-70%(1993 World Bank Development Report- Investing in Health). 

1.2.3 IMCI Strategy will avert child deaths 

In China most child deaths occur either at home or on the way to the hospital. The low 
levels ofutilization ofbasic health services (clean delivery, ARI treatment etc) are linked to low 
awareness at community household level especially in poorest and remote villages, in addition to 
the impaired fmancial access. The community based strategy advocated by IMCI is critical for 
families and communities in improving home case management of sick children, seeking timely 
and appropriate care, as well as better nutritional practices. All of these will help people to 
identify and make full use of the basic health services, and therefore to reduce the childhood 
mortality. 

1.2.4 IMCI Strategy strengthens and improves the quality of the health service 

Through IMCI not only the indigenous technical, managerial and organizational skills 
required to meet standards for basic services will be ensured but also the quality of care. IMCI 
strategy is committed to improving the knowledge, attitude, interpersonal communication and 
counseling skills of health workers in order to improve their quality of services. 

1.2.5 IMCI supports the ongoing health sector reform 

The ongoing health sector reform is trying to optimize the available resources by 
promoting an integrated approach. IMCI too aims at strengthening coordination and 
harmonization within the sector and link up with other sectors to improve complementarity, 
efficiency and effectiveness. 

In recent years there has been a push towards the development of integrated packages for 
provision of both preventive and curative child health care. IMCI strategy fits in well with this and 
with the principles of the MOH reform. 
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1.2.6 IMCI will contribute to sustaining past gains in Child Health 

China's achievements in child health given the challenges are dramatic. However with the 
ever-increasing demands and in light of the evolving environment the task ahead will be in 
sustaining these past gains and building further on them. IMCI will not only improve equity in 

child health care it will also further improve and sustain achievements in immunization and basic 

child health services. 

1.3 Rationale for conducting the review 

The strategy was introduced in China since year 1998. Accordingly to the developed in 

the Introduction phase National Plan necessary studies and workshops have been conducted in 
order to adapt the generic version of IMCI modules. Two model and eight county-level courses 
were conducted in 2 pilot provinces. The follow-up visits highlighted some achievements and 

constraints of the implementation. So, the aim of the review is to analyse the experiences, to 

summarize the lessons learned and to decide whether and how IMCI implementation will be 
continued in the future. The review is an essential bridging step between the early implementation 

and expansion phases. 

1.4 Objectives and expected outcomes of the review 

The objective of the IMCI review is to identify ways to strengthen and sustain IMCI 

implementation as a main strategy to improve the quality of care for children in health facilities 
and in the home, based on a review of previous experiences. 

The expected outcomes of the review are (i) a detailed set of recommendations describing 

the scope, pace and emphasis of expansion and (ii) a draft report summarizing the findings on 

which the recommendations are based. 

2. ORGANIZATION AND MANAGEMENT 

2.1 IMCI management structure 

The implementation of IMCI involved several departments of MOH and several 

international organizations including the WHO, UNICEF, the World Bank and the AusAID, so an 
efficient management structure was established to coordinate the numerous activities. 

This structure includes the High-level Steering Committee and Working group. The 
Working group includes the Adaptation group and Implementation group (refer to Annex 1). The 
Department of Primary Health Care and Maternal and Child Health (PHC/MCH) ofMOH is 

responsible for the comprehensive coordination and management. 
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The member of the High-level Steering Committee involves the officials ofMOH, and some 

famous professors from Chinese Pediatric Society, Chinese Society of Child Health Care, Chinese 

Academy of Preventive Medicine, and officials ofUNICEF. The duty of the High-level Steering 

Committee is to examine the process of the work of the Working group and to promote the leaders 

to make decisions. The IMCI Working group is responsible for the activities of the Early 

Implementation Phase. The officials of the WHO and UNICEF also join the Working group. 

Dr Song Lanqin, the Chief of the Division of Child Health, is responsible for general coordination 

of the Working group. Dr. Dai Yaohua, the Director of the WHO Collaborating Center for Child 

Health is in charge of the Working group. The Adaptation group and Implementation group are 

responsible for the adaptation task and implementation respectively, and both for the data 

collection of central and county level. During the Early Implementation Phase, all staffs of the 

IMCI Working group and sub-groups had regular meetings to study the process of work and share 

data. See name lists in Annex 1. 

2.2 Orientation and planning at national level 

The National Orientation Meeting was held in November, 1998 with the participation of 

senior officials ofMOH, representatives from WHO, UNICEF and experts from related 

institutions and academic societies. During the meeting, the concepts and meaning of IMCI 

strategy was introduced, the necessity and feasibility of implementing IMCI in China was 

discussed, and the decision was made to introduce and implement IMCI strategy in China. 

The IMCI Planning Workshop was held in Huairou in June, 1999. In this workshop, the 

IMCI High-level Steering Committee and Working Group were established, and the plan for 

IMCI early implementation and adaptation was discussed. 

The IMCI Adaptation and Consensus Meeting was held in December, 1999. The National 

Plan of Action for IMCI Early Implementation was discussed and endorsed. The main contents of 

the Plan include the background, rationale, objectives, plans, main tasks and budget of the early 

implementation phase. See details in Annex 2. In addition, the findings of 4 adaptation groups 

were reported and discussed, and then an agreement on the adaptation was reached. 

2.3 Orientation and planning at district level 

The National Plan for Action is a guideline for health administration and health worker at 

different levels. Ningxia and Hunan Provincial Health Bureau and the Health Bureaus of four 

counties developed their own implementation plans according to the National Plan and local 

status. In addition, the leading groups and technical groups were also established. 
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2.4 Policies in support ofiMCI 

IMCI, a strategy conducive to the health and development of children, is accepted and 

supported by MOH. The National Plan of Action for IMCI Early Implementation was developed 

and endorsed by MOH, moreover, MOH also support Heilongjiang, Inner Mongolia, Anhui and 

Gansu, which implement ARI program, to change to IMCI. So many programs related to IMCI 

have been implemented in China, such as BFID, EPI, ARI, CDD and so on. In addition, the 

national Health Policy on Primary Health Care is to reach the goal of providing Primary Health 

Care to every one. Recently the prices of some common used drugs have been restricted to a 

rational level by the government. All these programs and policies can definitely facilitate the 

implementation of IMCI in China. 

3. IMPROVING SKilLS OF HEALTH WORKERS 

3.1 Adaptation process 

Four adaptation groups were formed as Young infant, Nutrition, Infectious diseases and 

Local terms. The adaptation groups used the checklist available in the Adaptation Guide for 

planning the adaptation process. The group also used Annex-2 of the Adaptation Guide to guide 

preparations for discussions about adaptation. All the 56 questions were addressed and most 

answered. Three subgroups were formed, relating to infectious diseases, nutrition and the young 

infant. Tasks were identified and completed. The Chinese version of IMCI training modules then 

was developed based on the findings from different groups and was tested during the first two 

model courses. The local term study was conducted in both counties in two provinces since the 

terms are quite different. Nutrition and fluid studies were conducted to develop appropriate 

feeding recommendations. The methodology of the local term study was following the protocol 

recommended by WHO and the findings were used for adaptation of the mother's card and for the 

health workers to assess the sick child. 

The main adaptation contents are described as follows. 

replace chloramphenicol with penicillin and gentamycin. 

treat Shigella with norfloxacine 

delete malaria, malnutrition and severe anemia 

reduce training course to 8 days 

integrate 7 modules into 1, separate all exercises to another one 

Then the Chinese versions of Facilitator's Guide, Mother's Card, Wall Chart, video and 

other training materials were developed. Among them, the IMCI training modules and chart 

booklet were published. See details of adaptation in Annex 3. 
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Taking into consideration of unique character of Chinese language and as some diseases 

were excluded from the guideline, the adapted training modules were included in one module 

"IM:CI Training Materials" and exercises were gathered in another module " IM:CI Exercises". 

The exclusion of some topics from the course content let to shortened the duration of the course to 

8 days, which is very crucial as many ofhealth workers can not attend full11-days course. 

3.2 IM:CI baseline survey 

Heilongjiang, Inner Mongolia, Anhui and Gansu, which implement ARI program, were 

evaluated in August, 2000. Because MOH decided to implement IMCI in these four provinces, the 

IM:CI baseline survey was done during the evaluation. The survey included health workers' 

management of cases with common diseases, communication skills and facility support. In 

addition, four pilot counties in Hunan and Ningxia also did the survey. See detail results in Annex 

4 and 5. 

3.3 Training plan and status of implementation 

Training began after the adaptation. Three model training courses, two facilitator training 

courses and eight county training courses have been held so far. 

3.3 .1 Il\1CI model training course 

The first model course was conducted in Changsha, the capital of Hunan Province from 

12 to 20 April2000. It was designed to introduce the IM:CI case management process to key 

persons and prospective trainers in the Ministry of Health, at the central level as well as the 

provincial level, particularly in Hunan Province. Other purpose of the course was to field-test the 

adapted training materials, both in content and in time spent for the whole course. 

There were 18 participants from the central level, provincial and county hospitals and 

maternal and child health institutions. All participants finished the seven modules during 8 days 

and the course was successful. Because it was not the season for the diseases covered in IM:CI 

training modules the number of sick children available for clinical practice by participants was 

limited. However, this did not seem to compromise the attainment of the course objective as 

reflected in the course evaluation. During the course, it was necessary to spend some time on 

discussing the adaptation ofiM:CI training materials. 

The second model course was conducted in Yin Chuan City, the capital of Ningxia Hui 

Autonomous Region from 9 to 16 July 2000. A total of 23 senior health professionals from 

Ningxia, Inner Mongolia, Heilongjian, Gansu, and Anhui Provinces participated in the course. 

Facilitator to participant ratio was 1:3. The outpatient clinical practice was conducted in the Yin 

Chuan City MCH Hospital and the inpatient clinical practice was conducted in the Yin Chuan City 
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MCH Hospital, Yin Chuan City First Peoples' Hospital and Ningxia Medical College Affiliated 
Hospital. Participants had a total of 683 patient exposures (2 months up to 5 years of age), and. a 
total of 125 infant exposures (one week up to two months) were made. Therefore, a total of 808 
children exposures were made. 

The 8-day course was accomplished as planned and all participants were able to go 
through the entire course successfully. 

The discussion of the adaptation issue recommended was the substitution of the phrase 
"generalized rash" by the qualifying statement "measles-like generalized rash", as any child with 
generalized rash having cough and runny nose or red eyes could be mistakenly classified as a case 
of measles, as was encountered in the course. 

The third Model Training Course were held in Anhui, in May, 2001. 24 participants from 
Heilongjian, Inner Mongolia, Anhui and Gansu were trained by 6 national facilitators on IMCI 
procedures. Participants managed 194 cases, counseled 194 mothers and saw 216 signs during the 
clinic practice. The evaluation of participants on the course showed: 84% (very useful), 14.5% 
(useful), 1.5% (somewhat useful). 

3.3.2 IMCI facilitators training courses 

The first IMCI Facilitators Training Course was held in Ningxia in July, 2000 with the 
participation of WHO consultants, MOH officials, national experts and 14 trainees from the first 
Model Training Course. The objective of this course was to learn the facilitator's skills. This 
training followed the facilitator's guide, and WHO consultants demonstrated every activity and 
then participants did a lot of practice. After practice, others made comments on the performance. 

Immediately following the third model training course in Anhui, the second facilitators 
training course was held. All participants continued to be trained in this course. The way of 
training was the same as the first facilitators course. Since most participants received training and 
they are the facilitators during ARI program, they mastered the training contents more easily. 

After these training course, the IMCI facilitators at different regions are as follows: 

National Ningxia Hunan Anhui Heilongjian Neirong Gansu 

5 11 8 8 8 5 3 

3 .3 .3 IMCI county training courses 

Two IMCI County Training Courses were held in Yanchi, Lingwu, Chaling and Guidong 
respectively in January and February, 2001. The duration of all 8 Training Courses are 8 days. The 

·courses ofYanchi were held in Yinchuan city, while the ones of the three other counties were held 
in their own areas. Every course was supervised and facilitated by a national expert. All training 
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materials were developed by MOH, WHO and UNICEF, which were IMCI training modules, 

chart booklets, video and photographs. All training place had classrooms, video rooms, television, 

video cassette recorder and other teaching aids. The general status of all 8 County Training 

Courses are as follows. 

Yanchi Lingwu Chaling Guidong 

First Second First Second First Second First I Second 

Training place Training center of Training center of County MCH County MCH 
Ningxia Provincial Lingwu Health Bureau 

Health Bureau 
Practicing place Yinchuan Hospital County Hospital County Hospital County Hospital 

Yinchuan MCH County MCH County MCH 

Total cases 359 573 707 517 514 546 431 537 

Per person 24 26 29 22 21 23 21 22 

Total mothers 245 341 332 517 336 249 336 351 
counseled 
Per person 16 16 14 22 14 10 16 16 

Total signs 558 400 857 681 1175 1446 1450 1673 

Per person 37 18 36 28 49 60 69 70 

Total trainees 15 22 24 24 24 24 21 24 

Number of 6 6 6 6 5 5 5 5 
facilitators 

County level 0 0 5 2 4 3 4 9 

Township 15 16 19 14 20 21 17 15 

Village 0 6 0 8 0 0 0 0 

Due to the joint efforts of facilitators and participants, all courses were successful. 

Through the facilitators' feedback and the participants' evaluation, achievements and problems of 

the courses were found. More than 90% participants evaluated the courses as very useful or useful. 

They liked the training of combining several different ways together very much. Individual 

feedback, video, photograph, role play and clinic practice were very useful. 

Six and eight village doctors were training in Yanchi and Lingwu respectively. The results 

of follow-up showed that village doctors were capable of mastering IMCI, and some ofthem were 

even better than township doctors. Moreover, since many sick children first go to village doctors, 

it will be more useful to train village doctors on IMCI. 

Total 

4184 

24 

2710 

16 

8240 

46 

178 

27 

137 

14 
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There were also some problems in the courses. Firstly, since the facilitators were not 
enough, the ratio of facilitators to participants in Hunan was 1 :5 which gave facilitators more 
burden. Second, due to the seasonal features of the diseases, the cases of some diseases were not 
enough for clinic practice, especially for the severe cases. 

3.4 Follow-up plan and status of implementation 

In January, 2001, an IMCI follow-up training course for Ningxia supervisors was held in 
Yinchuan under the guidance ofWHO consultant, and then the health workers ofLingwu in the 
first county training course were follow-uped. In April, 2001, a follow-up training course for 
Hunan supervisors was held in Chaling county, and then health workers of Chaling and Guidong 
were follow-uped. On April 7-9, the health workers ofYanchi and Lingwu (trained in the second 
course) were follow-uped. To find out ifthere are some improvements after the first follow-up, the 
second follow-up visits were performed in June and July respectively for Ningxia and Hunan. 

Contents of follow-up visits: 

IMCI case management: Supervisors examine when health workers do case 
management, and interview caretakers, and then give 

feedback and guides to health workers. 

Facility support check: 1.space and equipment 

2. clinic and referral service 

3 .quality of records 

4.drug management 

The general status of follow-up visits is as follows (see table below): 

CHALING GUIDONG YANCID 

Date of county Jan.4-12, 2001 Jan.3-10, 2001 Jan.3-10, 2001 
training course Feb.15-22, 2001 Feb.12-19, 2001 Feb.12-19, 2001 
Number of 24 township 18 township 15 township 
facilities trained hospitals hospitals hospitals 

6 village facilities 
Number ofhealth Township level Township level Township level: 31 
workers trained 41 34 Village level: 6 

Date of follow-up Mar.17-21, 2001 Mar.19-21, 2001 Apr.7-9, 2001 
visit (first time) 
Number of 22 township 15 township 15 township 
facilities hospital hospital hospital 
follow-uped 

2 village facilities 

LINGWU 

Jan.3-10, 2001 
Feb.12-19, 2001 
14 township 
hospitals 
8 village facilities 
Township level: 34 
Village level: 8 

Jan.lS-17, 2001 
Apr.6-7, 2001 
13 township hospital 
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Number of health Township level Township level Township level: 23 Township level: 30 
workers 39 26 Village level: 4 Village level: 8 
follow-uped 
Number of health Township level: 2 Township level: 8 Township level 8 Township level 4 
workers not Village level 2 
follow-uped 
Number of cases 39 28 27 38 
managed 
Number of 39 27 27 38 
caretakers 
interviewed 
Date of follow-up July.19-224, July.26-31, 2001 June.25-27, 2001 June.25-27, 2001 
visit (second time) 2001 
Number of 21 township 18 township 15 township 13 township hospital 
facilities hospital hospital hospital 
follow-uped 

2 village facilities 
Number of health Township level Township level Township level: 21 Township level: 30 
workers 36 32 Village level: 4 Village level: 7 
follow-uped 
Number of health Township level: 5 Township level: 2 Township level 10 Township level 4 
workers not Village level 2 Village level 1 
follow-uped 
Number of cases 36 34 25 37 
managed 
Number of 36 33 24 37 
caretakers 
interviewed 

The results of follow-up visits showed that health workers mastered Il\1CI case 

management procedures and skills, and were able to counsel mothers through the communication 

skills. Facility support was also able to meet the requirements ofll\1CI (see annex 7). 

The problems included: first, no enough severe cases during follow-up visits made it 

difficult for supervisors to determine whether or not health workers were able to identify and deal 

with severe signs correctly. Second, the management skills of severe cases needed to be improved. 

It was found that some health workers could not assess the general danger signs, and could not 

deal with the sever sick child appropriately, for example, a doctor assessed feeding problem of the 

child who needed to be referred urgently. Third, the communication skills also needed to be 

improved on such aspects as the effective use of Mother's Card and checking questions. Fourth, 

there were no scales and refrigerators in several township hospitals, no all recommended drugs in 

more than half of facilities and no expiration dates of many drugs in nearly all facilities. 
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4. IMPROVING THE HEALTH SYSTEM 

4.1 Activities to improve drug availability 

IMCI strategy can improve the availability and rational use of drugs. Through the 
comparison of baseline survey and follow-up, we found that drug availability was improved 
significantly, and recommended drugs were available in nearly half offacilities. In addition, most 
doctors could prescribe drugs according to the IMCI guide, so the antibiotic abuse and the use of 
IV/IM decreased dramatically after training. 

4.2 Activities to improve referral pathways and services 

In Y anchi, Chaling and Guidong, there are several townships located far away from the 
county areas, and it takes long time to refer children to county hospitals, so it is difficulty for these 
township doctors to refer children, especially in bad weather. In addition, some caretakers can not 
go to the county hospitals due to economic and other reasons. However, little attention was paid to 
the resolution of this problem in the early implementation phase. 

4.3 Activities to review and organize work in health facilities 

One important content of follow-up visits is the checking of facility support, including 
equipment, drugs and management. During the follow-up visits, it was found that there were no 
scales and refrigerators in some facilities. The solutions of these problems rely mainly on the local 
health administration. For example, in Yanchi county, two refrigerators did not work during our 
follow-up, and the director of the Health Bureau promised to provide money for the fixation, so 
the good communication with the health administration is very important in the implementation of 
IMCI. 

4.4 Supervision 

Two follow-up visits were conducted in all four counties, and it is very useful to do such 
follow-up visits. However, it needs lots of resources, so it is not appropriate to do it routinely. 
There are routine supervision and the ~upervision of other programs on township hospitals by the 
health administration and MCH at provincial, city and county levels. Moreover, all county MCHs 
have monthly meetings for township health workers. So it is feasible to integrate IMCI 
supervision into the routine supervision. 

4.5 IMCI and IDS 

There are differences between IMCI classification and IDS diagnosis. One classification 
may include two or more specific diseases. It is required by IMCI that health workers use 
recording forms and keep them, and register patients and DTC treatment. In addition, most 
diseases control programs have their own requirements for registration. So, the coordination 
between different programs is very important. 
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5. IMPROVING FAMILY AND COMMUNITY PRACTICES 

Improving family and community practices is also an important component of IMCI. In 

the early implementation phase, the use of local terms can facilitate the health workers to counsel 

mothers. In the training courses, health workers learned how to assess and counsel feeding 

problems, and assess position and attachment ofbreastfeeding ofyoung infants. Rational use of 

drugs and giving ftrst dose in health station are required by IMCI. It is also required that health 

workers counsel the mother on home care. Another measure is to give mothers the Mother's Card 

to improve caretakers' health knowledge. A ftfty thousand Mother's Cards have been developed 

and copied. All these measures are useful in improving family and community practices. However, 

it still needs to be improved. During the follow-up, some health workers didn't counsel mothers 

carefully, some didn't ask checking questions and some didn't give ftrst dose in health stations. 

6. BUDGET 

The early implementation of IMCI strategy in China was greatly supported by WHO, 

UN1CEF and AusAID. In addition, the baseline survey in Heilingjiang, Inner Mongolia, Anhui 

and Gansu was supported by MOH. 

Orientation meeting 

Expanding orientation 

Planning meeting 

Activities 

Study on feeding recommendation, young infant 
and infectious diseases 
Study on local terms 

Adaptation and consensus meeting 

Development of training modules 

Development of video 

Development of mother's card 

Development of wall chart 

First model training course 

Second model training course 

Third model and second facilitator training course 

First facilitator training course 

County planning meeting 

County training course 

Follow-up training course 

First follow-up visit 

Second follow-up visit 

Review and planning meeting 

IMCI health facility survey 

Equipment (TV, VCR, overhead projector, copy machine) 

TOTAL 

Cost (RMB) 

82,700 

124,005 

82,700 

165,400 

24,798 

69,700 

82,000 

16,540 

24,810 

16,540 

58,480 

58,480 

82,416 

23,936 

64,000 

448,000 

65,940 

55,680 

55,680 

109,520 

160,000 

83,000 

1,954,325 
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Organization of IMCI 

The implementation ofiMCI will involve several departments ofMOH and several 
international organizations including the WHO, UNICEF, the World Bank and the 
AusAID, so an efficient management structure is needed to coordinate the numerous 
activities. 

This structure includes the High-level Steering Committee and Working group. The 
Working group includes the Adaptation group and Implementation group (refer to 
Annex I). The Department of Primary Health Care and Maternal and Child Health 
(PHC/MCH) ofMOH is responsible for the comprehensive coordination and 
management. 

The member of the High-level Steering Committee involves the Director General and 
Deputy Director General of the Department ofPHC/MCH, the Chief of the Division 
of Child Health, the Director General of the Department of International Cooperation, 
the Chief of the related Division of the Department of Disease Control, and some 
famous professors from Chinese Pediatric Society, Chinese Society of Child Health 
Care, Chinese Academy of Preventive Medicine, and officials of UNICEF. The duty 
of the High-level Steering Committee is to examine the process of the work of the 
Working group and to promote the leaders to make decisions. The IMCI Working 
group is responsible for the activities of the Early Implementation Phase. The officials 
of the WHO and UNICEF also join the Working group. Dr. Song Lanqin, the Chief of 
the Division of Child Health, is responsible for general coordination of the Working 
group. Dr. Dai Yaohua, the Director of the WHO Collaborating Center for Child 
Health is in charge of the Working group. The Adaptation group and Implementation 
group are responsible for the adaptation task and implementation respectively, and 
both for the data collection of central and county level. During the Early 
Implementation Phase, all staffs of the IMCI Working group and sub-groups should 
have regular meetings to study the process of work and share data. 

High Level Steering Committee 

1 
Working Group 

/~ 
Implementation group Adaptation Group 

/ 1 
Young Infant Nutrition Communicable Disease 



- 59 -

List of Member of High Level Steering Committee 

Li Changming: Director General, Dept. of Primary Health Care and Maternal and 

Child Health , MOH 

Liu Peilong: Director General, Dept. of International Cooperation, MOH 

Liu Keling: Deputy Director General, Dept. of Primary Health Care and 

Maternal and Child Health, MOH 

Song Lanqin: Chief, Division of Child Health, Dept. ofPrimary Health Care and 

Maternal and Child Health , MOH 

Yu Jingjin: Chief, Division ofhnmunization, Dept. of Disease Control, MOH 

Chen Chunming: Professor, Chinese Academy of Preventive Medicine 

Jiang Zaifang: Professor, Chinese Pediatric Society 

Wang Liying: Vice Chairman, Chinese Society of Child Health Care 

Ray Yip: Chief, Health and Nutrition Section, UNICEF 

List of Member of Working Group 

Song Lanqin: Chief, Division of Child Health, Dept. of Primary Health Care and 

Maternal and Child Health, MOH 

Dai Yaohua: Director, WHO Collaborating Center for Child Health 

Cao Bin: Project Officer, Division of Child Health, Dept. of Grass-roots Health 

and Maternal and Child Health Care, MOH 

Sun Shuhua: Project Officer, Dept. Oflnternational Cooperation, MOHO 

Basil Rodriques: Project Officer, Health and Nutrition Section, UNICEF 

Liu Bing: Project Officer, Health and Nutrition Section, UNICEF 

Chen Bowen: Chief, Division of Child Health and Development, Capital Institute 

of Pediatrics 

Zhai Fengying: Deputy Director, Institute ofNutrition and Food Hygiene, 

Chinese Academy of Preventive Medicine 

Yin Shian: Chief, Dept. ofMaternal and Child Nutrition, Institute ofNutrition 

and Food Hygiene, Chinese Academy of Preventive Medicine 

Liu Xicheng: Professor, Beijing Children's Hospital 

Deng Jingyun: Director, Jiangsu Provincial Center for Child Health Care 

Lu Xiuying: Professor, Beijing Child Health Institute 
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Liu Jiana: Director, Dept. of Child Health Care, Hunan Maternal and Child Health 

Wei Xin: Deputy Director, Dept. of Primary Health Care Maternal and Child Health, 

Ninxia Provincial Health Bureau 

Chen Yasha: Director, Dept. ofPrimary Health Care and Maternal and Child Health, 

Hunan Provincial Health Bureau 

List of Member of IMCI Implementation Group 

Wei Xin: Deputy Director, Dept. of Maternal and Child Health, Ninxia 

Provincial Health Bureau 

Qin Lijun: Deputy Director, Y anchi Health Bureau, Ningxia Hui Autonomous Region 

Hao Yuqing: Deputy Director, Lingwu Health Bureau, Ningxia Hui Autonomous Region 

Li Qifa: Deputy Director, Guidong Health Bureau, Hunan 

Tan Muxi: Director, Chaling Health Bureau, Hunan 

Cao Bin: Project Officer, Division of Child Health, Dept. of Primary Health Care and 

Maternal and Child Health , MOH 

Dai Yaohua: Director, WHO Collaborating Center for Child Health 

Chen Bowen: Chief, Division of Child Health and Development, Capital Institute 

of Pediatrics 

List of Member of IMCI Adaptation Group 

Ma Lihua: Associate Professor, Ningxia Provincial Maternal and Child Health 

Wu Aifang: Director, Y anchi Maternal and Child Health, Ningxia Hui 

Autonomous Region 

Zhu Chengjun: Director, Linwu Maternal and Child Health, Ningxia Hui 

Autonomous Region 

Wang Liying: Vice Chairman, Chinese Society of Child Health Care 

Lu Xiuying: Professor, Beijing Child Health Institute 

Liu Jiana: Director, Dept. of Child Health Care, Hunan Maternal and Child Health 

Chen Huangjuan: Director, Chaling Maternal and Child Health, Hunan 

Gan Xiyun: Deputy Director, Chaling Maternal and Child Health, Hunan 

Jiang Zaifang: Professor, Chinese Pediatric Society 

Zhang Aiying: Director, Guidong Maternal and Child Health, Hunan 

Deng Jingyun: Director, Jiangsu Provincial Center for Child Health Care 
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Integrated Management of Childhood Illness ( IMCI ) 

National Plan of Action for the Early Implementation 

1999-2000 
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1. Background 

Every year 12 million children in developing countries die before they reach their 
fifth birthday, many during the first year of life. Seven in ten of these deaths are due 
to acute respiratory infections (mostly pneumonia), diarrhoea, measles, malaria or 
malnutrition-and often to a combination of these conditions. In addition, at least 
three out of four episodes of childhood illness are caused by one of these five 
conditions, and every day millions of parents seek health care and treatment for sick 
children. Projections based on the global burden of disease analysis completed on 
1996 indicate that these conditions will continue to be major contributors to child 
deaths in the year 2020, unless significantly greater efforts are made to control them. 

Same as so many developing countries, ARI, diarrhoea and malnutrition are still the 
common diseases in minority and remote areas, especially pneumonia is still the 
leading cause of children mortality under 5 years old. Since this year, the measles 
cases and measles complicated with pneumonia have emerged in some areas. 

Most sick children present with signs and symptoms related to more than one of these 
conditions and this overlap means that a single diagnosis and case management may 
be neither possible nor appropriate. An integrated approach to managing sick children 
is, therefore, indicated as the need for child health programmes to go beyond single 
disease and address the overall health of a child. This is also a way of investing less 
but yielding more. 

Much has been learned from disease-specific control programmes in the past 15 years 
in China, such as the ARI control programme, diarrhoea control programme, nutrition 
intervention programme, baby-friendly activity, expanding plan immunisation, 
UNICEF's 40 integrated counties project, and World Bank's health 9 project. The 
national plan for IMCI needs to be developed and implemented step by step on the 
basis of the IMCI strategy, under the leadership of the Ministry of Health and with the 
co-operation of various sectors and programmes to further strengthen the prevention 
and management of childhood illness, reduce the morbidity and mortality, and 
improve the health of children. 

2. Rationale for IMCI in China: 

2.1 IMCI will contribute to achieving the goals of NPA 
In early 1990s, Chinese government signed the Declaration of Children's Survival, 
Protection and Development and the Plan of Action in 1990s, and joined the 
Convention of Children's Rights. To promote the survival, protection and 
development of Chinese children and actively fulfill the commitment to the 
international society, Chinese government developed the National Program of Action 
for Child Development in China in 1990s (NP A) on the basis of the situation of 
China. The NP A has 24 specific goals, and 4 of them are: reducing morbidity and 
mortality of measles, mortality of diarrhoea, mortality of ARI and malnutrition of 
children. This four goals are embodied in IMCI, and the four diseases above will be 
managed by IMCI in a way of integrated management which is beyond a single 
disease. 
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2.2 IMCI will contribute to the reduction of regional disparities of childhood 

morbidity and mortality. 
China has a big population, and there are wide variations from region to region. In the 

poorer remote areas the coverage and quality of services is inadequate resulting in 

continued high MMR and UFMR. Therefore in these areas IMCI has the potential to 

reduce child deaths by 50 -70%( 1993 World Bank Development Report - Investing 

in Health). 

2.3 IMCI Strategy will avert child deaths 
In China most child deaths occur either at home or on the way to the hospital. The low 

levels of utilization of basic health services (clean delivery, ARI treatment etc) are 

linked to low awarenes-s at community household level especially in poorest and 

remote villages, in addition to the impaired financial access. The community based 

strategy advocated by IMCI is critical for families and communities in improving 

home case management of sick children, seeking timely and appropriate care, as well 

as better nutritional practices. All of these will help people to identify and make full 

use of the basic health services, and therefore to reduce the childhood mortality. 

2.4 IMCI Strategy strengthens and improves the quality of the health service 

Through IMCI not only the indigenous technical, managerial and organizational skills 

required to meet standards for basic services will be ensured but also the quality of 

care. IMCI strategy is committed to improving the knowledge, attitude, interpersonal 

communication and counseling skills of health workers in order to improve their 

quality of services. 

2.5 IMCI supports the ongoing health sector reform 
The ongoing health sector reform is trying to optimize the available resources by 

promoting an integrated approach. IMCI too aims at strengthening coordination and 

harmonization within the sector and link up with other sectors to improve 

complementarity, efficiency and effectiveness. 
In recent years there has been a push towards the development of integrated packages 

for provision of both preventive and curative child health care. IMCI strategy fits in 

well with this and with the principles of the MOH reform. 

2.6. IMCI will contribute to sustaining past gains in Child Health 

China's achievements in child health given the challenges are dramatic. However with 

the ever-increasing demands and in light of the evolving environment the task ahead 

will be in sustaining these past gains and building further on them. IMCI will not only 

improve equity in child health care it will also further improve and sustain 

achievements in immunization and basic child health services. 

3. Objectives and Targets 1999-2000 

The overall objective of the IMCI strategy is to improve survival a.qd contribute to 

healthy growth and development of Chinese children by reducing morbidity and 

mortality associated with the major causes of childhood illness. 

Specific targets for the Early Implementation Phase are: 

. To adapt and field-test the generic clinical IMCI guidelines, feeding 
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recommendation and mother's card . 

. To develop IMCI training plans - including identification and development of 

potential IMCI training sites . 

. To develop and field-test health education strategies and materials addressing 

community health behaviors and practices . 

. To implement all three IMCI components in 4 pilot counties . 

. To evaluate the effectiveness ofiMCI pilot activities. 

4. Contents of IMCI 

4.1 Training the health staff 
The main objectives of IMCI training course for first level health workers is to ensure 
that they are able to assess, classify and treat sick children 1 week- Syears according 
to IMCI guidelines. In addition they will be able to administer correct treatment, refer 
seriously ill children, provide counseling on home care, nutrition and breastfeeding, 
check immunization status and give immunization as required. 

4.1.1 Target group oftraining 

The training will target three levels of doctors: county MCH center doctors in charge of child 
care and child health, county hospital OPD pediatricians, and Chinese traditional medicine 
hospital OPD pediatricians are responsible for child care and internal medicine; township 
hospital MCH staff and general doctors; village doctors 

4.1.2 Quality standards for IMCI training 

Quality standards for training are as follows: 

• 1 facilitator: 4 participants; 

• duration: 11 days (minimum 80 hours); 

• proportion of time in clinical sessions: 30%; 

• average number of cases seen per participants: at least 20; 

• number of course participants: no more than 24; 

• all training modules completed at the end of the course; 

• each participant receives his/her own copy of the chart booklet; 

• one follow-up visit conducted within 4 weeks after training. 
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4.1.3 Adaptation of course and Training Methods & Materials 

The local epidemiology of target diseases, their social and cultural context as well as 
national policies and guidelines have been taken into consideration during the 
adaptation process of IMCI. The adaptation process is expected to be completed by 
the end of 1999 culminating in a consensus meeting to agree on the adaptations. The 
reports will be bilingual and after the consensus meeting this will be revised and 
fmalized. 

The adapted IMCI treatment charts, 7 modules, guides for resource persons and 
videos will be used. For clinical practice the participants will use IMCI case 
recording forms and Chinese mother's card. IMCI has a two pronged approach 
combining both theory and clinical practice. It will also include written exercises, 
group discussions and role plays. The use of photographs and videos will enable 
participants to practice accurate identification of clinical signs. 

4.1.4 Resource Persons 

IMCI training requires a course director, inpatient clinical instructor and several 
facilitators. The course director should a person that can coordinate the course and 
the clinical instructor must be familiar both with the recognition of abnormal signs as 
well as with the ability to supervise and instruct the trainees. The facilitators will be 
selected based on 

• active clinical care work; 

• previous training experience, if possible; 

• previously trained in IMCI and facilitation skills' 

• speak language of participants; 

• available for future course. 

Facilitators will be selected from provincial hospital, provincial MCH centre, county 
MCH centre, county hospital and/or prefectural hospital. 

4.1.5 Training sites 

The selected training sites must meet the following criteria: 

• sufficient case load; 

• access to outpatient and inpatient departments; 

• acceptable quality of care; 

• directors and staff interested and able to conduct courses. 

Applying these criteria, county hospitals will be used as training sites in Ling Wu and 
Cha Ling. In Yan Chi, the provincial hospital (250 km from the county) will be used 
as a training site. In Gui Dong, it was decided to use Chen Zhou prefectural hospital. 
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The venue for training courses at central level has not yet been decided, either the 
provincial hospital inNing Xia or the Children's Hospital in Hunan. 

4.1.6 Sequence oftraining 

One model 11-day course, one facilitators' course and 11-day course for central level, 
two facilitators' courses for facilitators from provincial, prefectural and county level, 
and then 11-day courses, training for follow-up visits, follow-up visits in each county 
(three 11-day courses in each county) will be conducted. 

The model course will be held in order to test the adapted materials, train the central 
staff, IMCI working group and future facilitators from provinces and counties. 

4.1.7 Follow-up visits after training 

At least one follow-up visit will be conducted within four weeks after training, with 
the objective of reinforcing doctors' skills and solving problems they are facing. 

Supervisors will be trained during an 11-day course, a five-day facilitators' course 
and a three-day training for the follow-up visit. 

Since there is no ongoing supervision system in Hunan, it is recognized that the 
allocation of budgets for follow-up visits and capacity building in each county to 
conduct follow-up visits is important. 

The team of facilitators from the provincial hospital, prefectural hospital, county 
MCH centre and county hospital conduct follow-up visits to township and village 
doctors. If this is not possible, it is advisable to use the monthly meeting as an 
opportunity to discuss IMCI implementation with village doctors. 

In addition, all IMCI activities in counties will be monitored from the central level. 

4.2 Improvement of health services 

The ongoing MOH reform creates an enabling environment. This means that the 
former vertical interventions will slowly over the course oftime converge 
programmatically as they have now done organizationally. 

4.2.1 Availability of drugs 

Availability of drugs for doctors in township hospitals and villages is key to 
implement the IMCI guidelines. 

Except mebendazole, all the listed drugs are available in townships. Most of the listed 
drugs are available with village doctors. However, they do not follow the national 
essential drug policy. The adaptation group will finalize the essential IMCI drug list. 

t , 
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Drug companies provide drugs for county and township health facilities. Each health 
facility buys drugs individually from them. No system exists to support poor families. 
(Distribution of drugs is not a problem but affordability of drug procurement is a 
remaining problem.) In Hunan the World Bank's Health 9 project has a medical 
financial assistance component whereby poor families will be reimbursed for medical 
care. 

It was agreed that the county health bureau should ensure that all necessary IMCI 
drugs are available from county, township and village doctors after training. 

In Ling Wu, UNICEF will support the rational use of drugs through checking doctors' 
prescriptions. 

4.2.2 Improvement ofreferral care 

Village doctors refer sick children to township hospitals. However, since township 
hospitals cannot provide good care, sick children should be sometimes referred to 
county hospitals. In mountainous areas, referral is sometimes difficult. 

Recognition of signs by caretakers is one of the problems hampering proper referral. 
By improvement of doctors' communication skills through health education and IMCI 
implementation, this problem could be solved. 

4.3 Community health education 

The health and well being of children is ensured only when families and communities act as 
equal partners with health workers. The success of any health care program depends on 
balancing the supply and demand dimensions. The demand depends on the users 
understanding and acceptance of health practices as well as their awareness of what their 
health options are and when and how to use them. 

fu the current changing economic environment while additional resources are becoming 
available there are competing priorities within households for spending therefore this 
component is key in determining behavior and spending on health. Greater efforts are needed 
to promote participation of communities thereby giving them a sense of ownership, especially 
keeping in mind those who have no or limited access to health services. 

Through this component ofiMCI 

i) Families and communities will be provided with basic information that will 
facilitate adoption of appropriate practices and behavior that will contribute to the 
reduction of childhood mortality and morbidity. 

ii) It will also strengthen the skills of health workers both in the development and 
delivery of effective health messages that will enable change of attitude and 
practices. 

iii) The utilization of multiple channels and methods as advocated by IMCI will 
strengthen the linkages between health services and the beneficiaries making 
them true partners for healthy children. 
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4.4 Monitoring and evaluation 

4.4.1 Objectives and importance 
The monitoring and evaluation component is critical for the early implementation phase 
ofiMCI and will provide the framework for reviewing activities, demonstrating 
achievements and planning for expansion. Without adequate and accurate information, 
conclusions cannot be drawn as to the usefulness and effectiveness of the IMCI 
approach. 

Measuring the impact ofiMCI interventions of the health and nutrition of children 
(i.e. reductions in mortality and morbidity) is difficult for a pilot period of only two 
years and requires larger-scale surveys. Measuring changes in health service at county 
and township level and measuring changes in nutrition and health behaviors at family 
and community level may be the only practical way to monitor progress in IMCI pilot 
areas. By assuming that improved health service and improved health behaviors and 
practices of caretakers have an impact on infant and child morbidity and mortality, the 
effectiveness of IMCI interventions might be demonstrated. 

4.4.2 Essential components to monitor include: 

. Management (planning, supervision, HC financing) 

. Quality of IMCI training 

. Community participation in health centres 

. Delivery of health services for the target groups of IMCI 

. Utilization of health services by the target groups ofiMCI 

4.4.3 Method of monitoring and assessment 

Improved health and nutritional practices in families and communities Data collection 
will be based on: 

. facility-based records routinely collected through the health information system 

. Special surveys- such as household base-line and follow-up surveys. 

An IMCI monitoring framework will be developed -with an defmition of methods of 
collection -will use the same indicators for measuring county and township 
performance as those selected by the MOH for monitoring health sector. In case 
existing tools and systems do not meet the monitoring requirements of the IMCI, 
improvements will be proposed and discussed. 
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5. Working-plans 1999-2000 

Jun.,1999.: National IMCI planning meeting and workshop for adaptation 

Jun.-Oct, 1999.: Adaptation group: completing adaptation work including local 

terms and feeding recommendation research and finalizing the 
guidelines 

Implementation group: completing the National Plan of Action 

for the Early Implementation Phase ofllv1CI, and collecting data 
from 4 counties including the flowing of outpatient and inpatient 

Dec., 1999.: IMCI consensus meeting: 
1. Agreeing upon the National Plan of Action for the Early 

Implementation Phase of IMCI 
2. agreeing upon the adapted IMCI guidelines, training materials and 

other related materials 

Jan.-Feb., 2000.: 1. Developing and printing training materials 
2. developing the Early Implementation plan of 4 counties 

Mar., 2000.: the first Il\1CI model training course, the first IMCI facilitator training 

course 
Apr., 2000.: the second IMCI model training course 

Apr.-May, 2000.: the second and third IMCI facilitator training course 

Jun., 2000.: the first county IMCI training course, follow-up training course, and 

follow up the health worker after training 

Jul.-Sep., 2000.: the second and third county IMCI training course, and follow-up 

after training 

Oct., 2000.: review meeting on early implementation 
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6. Budget in 1999 

The estimated budget for the Early Implementation Phase ofiMCI in 1999 is 
summarized in the table below: 

ITEM 

Consensus meeting: 
Nutrition recommendation and young infant 
Study of local terms 
Development of training modules 

Video 
Mother's Card 
Wall chartlet 

County IMCI planning meeting: 
Review meeting: 
Central level training course: 
Facilitator skills training course: 
County level training course: 
Follow-up training: 
Follow-up, 
Total 

COST CUS$) 

4,000 
20,000 
6,000 
10,000 
2,000 
2,000 
2,000 
8,000 (2,000x4) 

10,000 
14,000 ( 7,000x2) 
9,000 (3,000x3) 
60,000 (5,000x3x4) 
8,000 (2,000x4) 
1,000 
144,000 

It is expected that UNICEF will support one county, the World Bank will also support 
one county, and the WHO will cover 2 counties, consensus meeting, review meeting 
and the first 11-day training course, facilitator training course, follow-up training 
course. 
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Appendix 3 

Adaptation of Generic IMCI Training Modules 

The adaptation group used the checklist available in the Adaptation Guide for 

planning the adaptation process. The group also used Annex-2 of the Adaptation 

Guide to guide preparations for discussions about adaptation. All the 56 questions 

were addressed and most answered. Three subgroups were formed, relating to 

infectious diseases, nutrition and the young infant. Tasks were identified and 

completed. The Chinese version of IMCI training modules then developed based on 

the findings from different groups and were tested during the first two model courses. 

The main adaptation contents are described as follows. 

!.Adaptation relating to infectious diseases 

Epidemiological data 

Acute respiratory infections are the most important cause of morbidity and 

mortality in children under five years. Diarrhoeal disease are still a problem in some 

areas and the morbidity is high but the mortality is low. Shigella has been identified 

as an important cause of bloody diarrhoea, but is uncommon. Cholera epidemics 

occur infrequently, usually during floods. Malaria, borelliosis and dengue 

hemorrhagic fever are not problems in the counties selected for early implementation 

and will not be included in the current adaptation. Measles and measles with 

complications are recognized to be a relatively infrequent, although epidemics do 

occur. Measles is seen in infants under eight months of age and in older school 

children and adolescents. Hence, immunization against measles is carried out at eight 

months of age and again at seven years. Its coverage in 1998 was reported to have 

reached about 90%. Poliomyelitis national immunization days are being conducted 

annually and China is expected to be declared poliomyelitis-free shortly. Pertussis 

outbreaks continue to occur. Neonatl tetanus is not considered to be a major problem. 

Treatment of infectious diseases 

The first-line antibiotic recommended for outpatient treatment of suspected 

pneumonia and acute ear infection is cotrimoxazole and amoxycillin is the second line 

antibiotic for treating pneumonia and ear infection. 

Safe soothing remedies include some Chinese herbal remedies, pear, orange skin 

and licorice root tea are recommended. Common harmful remedies include cough 

mixtures containing codeine and antihistamines have been discouraged to be used for 

children. 

Chloramphenicol is not currently used by village or township doctors and there is 

no policy regarding its use. There are wide concerns that chloramphenicol is unsafe 

since it causes aplastic anaemia, and it is not often used in China. The options for 
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intramuscular antibiotics for use prior to referral to the hospital in a child with severe 
diseases are penicillin with gentamycin. 

Based on the survey, Shigella was multiresistant to ampicillin, cotrimoxazole and 
nalidixic acid. Therefore, the first-line antibiotic recommended for treating Shigella is 
norfloxacine and there will be no second-line antibiotic for treating Shigella. If the 
patient treated with norfloxzcine is not getting better, the patient will be refered to 
high level hospital. 

The working goroup agreed that norfloxzcine is the first-line antibiotic for 
cholera and erythromycin is the second-line antibiotic for it. 

2.Adaptation related to nutrition 

Epidemiological data 

Protein-energy malnutrition, (including severe marasmus and kwashiorkor 
malnutrition) is known to be rare among young children. 

Breast-feeding (BF) rates in children below one year of age are estimated to 
be as high as 80% in rural areas. Complementary feeding is often started 
early in poor rural areas, but the quality of food is a problem and needs to be 
improved. 

Anemia: A national survey m 1992 (100 counties) showed that 20% of 
pre-school children had haemoglobin levels below llg%. In Hunan Province, 
the levels are 60%<llg/dl and 10%<9g/dl. Very few children have severe 
anemia. The main recognized cause of anemia is dietary, iron-deficiency 
anemia and sickle cell anemia is rare. 
Subclinical vitamin A deficiency is known to be prevalent among young 
children. In Hunan and Ninxia Provinces there are areas where it is as high as 
30%. Clinical vitamin A deficiency is rare. The government does not plan to 
conduct countrywide vitamin A supplementation. 

Studies of nutrition 

The household trials of the feeding recommendations were conducted in two 
counties, Cha Ling County, Hunan Province and Yan Chi County, Ningxia Province. 
WHO sent the consultant to supervise the trials. Then the feeding recommendations 
for different age groups have been developed based on the findings (Annex 4). 

Assessment and Classifications 

It was agreed during the consensus meeting that palmar pallor will not beused for assessing 

anemia. The classification of anemia and very low weight forage are going to be removed from 
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the guideline, the classification will be low weight for age only. 

3.Adaptation related to young infant 

The young infant group reviewed the references and did survey in two suburb 

counties in Beijing and one county in Shenyang, Liaoning Province. Adaptation 

guideline was developed based on their findings. 

It was agreed that pre-referral treatment of serious bacterial infections IS 

Benzylpenicillin and gentamicin for young infant. 

Treatment of local bacterial infections 

The first-line and second-line antibiotics recommended for local bacterial 

infection in young infants are cotrimoxazole and amoxycillin respectively. 

Half-strength gentian violet is widely used in first-level health facilities, 

therefore, it was agreed that this can be recommended for treating mouth ulcers in 

children with measles and for thrush. 

4.Local term study 

The local term study was conducted in both counties in two provinces since the 

terms are quite different. 

The methodology of the study was following the protocol recommended by 

WHO and the findings are listed in Annex 5. These findings were used for adaptation 

of the mother's card and for the health workers to assess the sick child. 



1 OBSERVATION CHECKLIST- CHILD 
(2 months-Syears) 

1.1 GENERAL INFORMATION 

DATA OF BASELINE SURVEYS 

NingXia HuNan Nei Meng Hei Lon'! Jiang An Hoi 
N(N_=21) P(%) N(N=25) P(%) N(N=18) P(%) N(N=93) P(%) N(N=23) P(%) 

Health worker 
Sex: male 19 90.5 23 92.0 13 72.2 51 54.8 23 100.0 

Female 2 9.5 2 8.0 5 27.8 42 45.2 0 0 

Type: Physician 20 95.2 23 92.0 13 72.2 58 62.4 23 100.0 

Others 1 4.8 2 8.0 5 27.8 35 37.6 0 0 

1.2 THE REASONS* OF THE CARETAKER BRINGING THE CHILD TO THE HEALTH FACILITY 
NingXia HuNan Nei Meng Hei Lon!! Jiang AnHui 

N(N=21) P(%) N(N=25) P(%) N(N=l8) P(%) N(N=93) P(%) N(N=23) P(%) 
a. Diarrhea/vomiting 3 14.3 0 0 10 55.6 13 14.0 1 4.3 

b. Fever/malaria 5 23 .8 18 72.0 5 27.8 58 62.4 1 4.3 

c. Fast/difficult 
breathing/cough/pneumonia 20 95.2 16 64.0 18 100.0 76 81.7 21 91.3 

d. Ear problem 0 0 0 0 0 0 0 0 0 0 

e. Well-child visit 0 0 0 0 0 0 0 0 0 0 

f. Other 2 9.5 1 4 2 11.1 0 0 0 0 

g. None given 1 4.8 0 0 0 0 0 0 0 0 

* Some children have more than 1 reasons. 



1.3 ASSESSMENT MODULE 
NingXia HuNan 

N_(N=21) P(%) N(N=25) P(%) 
Health worker weighted the child 20 95.2 24 96.0 

Health worker took the temperature 19 90.5 8 32.0 

Health worker asked whether the 4 19.0 7 28.0 
child is able to drink or breastfeed 
Health worker asked whether the 4 19.0 6 24.0 
child vomits everything 
Health worker asked whether the 1 4.8 5 20.0 
child has convulsions 
The child is visible awake 19 90.5 17 68.0 

Heath worker asked for cough or 21 100.0 16 64.0 
difficult breathing_ 
Health worker asked for diarrhea 10 47.6 14 56.0 

Health worker asked/felt for fever 20 95.2 21 84.0 

Health worker checked child's 20 95.2 24 96.0 

weightagainstagrowthchart 
Health worker asked about possible 4 19.0 1 4.0 
"other problems" 

Nei Meng Hei Lon 
N(N=18) P(%) N(N=93) 

18 100.0 91 

16 88.9 74 

12 66.7 83 

1 5.6 32 

8 44.4 67 

18 100.0 73 

18 100.0 87 

2 56.0 42 

18 100.0 76 

18 100.0 81 

1 5.6 31 

Jiang 
P(%) 
97.8 

79.6 

89.2 

34.4 

72.0 

78.5 

93.5 

45.2 

81.7 

87.1 

33.3 

AnHui 
N(N=23) P(%)_ 

2 8.7 

19 82.6 

21 91.3 

3 13.0 

13 56.5 

23 100.0 

10 43.5 

2 8.7 

6 26.1 

0 0 

0 0 

-...J 
U1 



1.4 CLASSIFICATION MODULE 
Nin2 Xia HuNan Nei Men2 Hei Lon2 .Tian2 AnHui 

N(N=lS) P(%) NJN=O} P(%) N(N=l8} P(%) N(N=42) P(%) N(N=23) P (%) 

HW give one or more classifications 15 71.4 0 0 18 IOO.O 42 45.2 23 IOO.O 

for the child 
Severe pneumonia 0 0 0 0 0 0 0 0 I 4.3 

Pneumonia 1 4.8 0 0 0 0 0 0 2 8.7 

No pneumonia 13 61.9 0 0 18 100.0 28 30.1 19 82.6 

No dehydration 1 4.8 0 0 0 0 I 1.0 0 0 

Fever 0 0 0 0 0 0 10 10.8 1 4.3 

No low weight 0 0 0 0 0 0 3 3.2 0 0 

1.5 TREATMENT MODULE 
Nin2 Xia HuNan Nei Men2 Hei Lon2 Jian2 AnHui 

N(N=21) P(%) N(N=25) P(%) N(N=l8) P(%} N(N=93) P(%) N(N=23) P (%) 

HW administer or prescribe 10 47.6 12 48.0 2 11.1 4 4.3 2 8.7 

injection 
HW administer or prescribe 1 4.8 0 0 0 0 I 1.0 0 0 

ORS 
HW prescribe immediate 1* 4.8 0 0 0 0 1* 1.0 0 0 

referral for the child 
The caretaker accept referral 1* 100.0 0 0 0 0 1* 100.0 0 0 

for the child 
HW administer or prescribe 20 95.2 9 36.0 17 94.4 24 25.8 12 52.2 

oral treatment 
* only one child need referral 



1.6 COMMUNICATION MODULE 
NingXia HuNan Nei Men2 Hei Lon2 Jiang AnHui 

N(N=20) P(%) N(N=9) P(%) N(N=l7) P(%) N(N=24) P(%) N(N=12) P(%) 

HW explain how to administer oral treatment 
a. antibiotic 11 55.0 7 77.8 5 29.4 5 29.4 5 41.7 

b. OR.S 0 0 0 0 0 0 1 4.2 0 0 

HW demonstrate how to administer the oral 
treatment 

a. antibiotic 0 0 0 0 0 0 3 12.5 0 0 
b. ORS 0 0 0 0 0 0 1 4.2 0 0 

HW asked an open-ended question to verify 
the caretakers' comprehension of how to 
administer the oral treatment 

a. antibiotic 0 0 0 0 0 0 3 12.5 0 0 

b. ORS 0 0 I 0 0 0 0 1 4.2 0 0 

NingXia HuNan Nei Meng Hei Lon Jiang AnHui 

N(N=21) P(%) N(N=25) P(%) N(N=l8_l P(%) N{N_=93) P(%) N(N=23) P(%) 

HW prescribe and explain when to 16 28.6 5 20.0 13 72.2 72 77.4 4 17.4 

return for a follow-up visit 
HW explain the need to give more 4 19.0 3 12.0 8 44.4 62 66.7 11 47.8 

fluid or breastfeeding 
HW explain the need to continue 0 0 3 12.0 3 16.7 64 68.8 7 30.4 

feeding or breastfeeding at home 



2 : EXIT INTERVIEW-CARETAKER OF CHILD 

2.1 GENERAL INAFORMATION 
NingXia HuNan 

N(N=21) P(%) N(N=25) P(o/o) 
Child age( month): 

0-12 6 28.6 9 36.0 

13-24 4 19.0 4 16.0 

>24 11 52.4 12 48.0 

Relationship to child: 

mother 15 71.4 14 56.0 

other relative 6 28.6 2 8.0 

other 0 0 9 36.0 

NeiMeng Hei Long Jian_g_ AnHui 
N~ 18) P(o/o) N(N:--93) P(o/o) N(N= 23) P(%) 

8 44.4 20 21.5 5 21.7 

3 16.7 28 30.1 10 43.5 

7 38.9 45 48.4 7 30.4 

17 94.4 71 76.3 17 73.9 

0 0 20 21.5 0 0 

1 5.6 2 2.2 6 26.1 



2.2 CARETAKER'S INTERVIEW 
NingXia HuNan Nei Meng Hei Lon~ Jiang AnHui 

N(N=21) P(%) N(N=25) P(%) N(N=l8) P(%) N(N=93) P(%) N(N=23) P(%) 
Services for sick children are good 18 85.7 24 96.0 18 100.0 91 97.8 23 100.0 

Waiting for services isn't long 16 76.2 24 96.0 17 94.4 86 92.5 16 69.6 

HW gave you or prescribe oral medicine 21 100.0 14 56.0 13 72.2 31 33.3 4 17.4 

For child at the health facility 
HW gave or prescribed antibiotics 12 57.1 11 44.0 7 38.9 3 3.2 4 17.4 

HW gave or prescribed ORS 0 0 0 0 0 0 1 1.1 0 0 

HW told the mother to bring child back 
To the facility 14 66.7 5 20.0 17 94.4 66 71.0 11 47.9 

Mother's recall of symptoms that would 
take the child to a health facility 

a. Child not able to drink or breastfeed 4 9.0 1 4.0 8 44.4 48 51.6 12 52.2 

b. Child becomes sicker 4 19.0 1 4.0 14 77.8 58 62.4 8 34.8 

c. Child develops a fever 13 61.9 1 4.0 16 88.9 54 58.1 12 52.2 

d. Child has fast breathif!g_ 2 9.5 0 0 4 22.2 55 59.1 6 26.1 

e. Child has difficult breathing 2 9.5 0 0 6 33.3 50 53.8 5 21.7 

f. Child has blood in the stools 1 4.8 0 0 1 5.6 3 3.2 0 0 

g. Child is drinking poorly 0 0 0 0 2 11.1 23 24.7 3 13.0 

h. Other 8 38.1 0 0 1 5.6 1 1.1 0 0 



3 EQUIPMENT AND SUPPLY CHECKLIST 

3.1 EQUIPMENT AND SUPPLIES MODULE 
Nin2 Xia HuNan 

N(N=25) P(%) N(N=22) P(%) 

The facility have the following equipment 
and materials 

a. Accessible and working adult scale 9 36.0 6 27.3 

b. Accessible and working baby scale 11 44.0 7 31.8 

c. Working watch or timing device 22 88.0 11 50.0 

d. Supplies to mix ORS, cups and spoons 16 64.0 6 27.3 

e. Source of clean water 23 92.0 14 63.6 

f. Stock cards/drug logbook 22 88.0 15 68.2 

g. Child vaccination cards 22 88.0 8 36.4 

The facility have single-use needles and 21 91.3 7 31.8 

syringes app_rqpriate for vaccinations 
The facility have a functional fridge 11 44.0 18 81.8 

Nei Meng 
N(N=26) P(%) 

5 19.2 
2 7.7 

24 92.3 

22 84.6 

26 100.0 

21 80.8 

7 26.9 

25 100.0 

24 92.3 

Hei Long Jiang 
NQj"=SS) P_i%) 

29 52.7 
25 45.5 

53 96.4 

16 29.1 

55 100.0 

45 81.8 

39 70.9 

55 100.0 

30 54.5 

(X) 
0 



3.2 FACILITY RECORDS MODULE 
NineXia HuNan Nei Mene: HeiLon Jiane: 

N(N=25) P(%) N(N=22) P(%) N(N=26) P(%1 N_(N=55) P(%) 

The average Number of visits were 
made by children from 0 to 5 years 
last month: 53.8 38 44.0 

46.2 17 56.0 

The No. of visits were made by 
children from 0-2months last month: 
0 infant 9 36.0 6 27.3 20 76.9 40 72.7 

~1 infants 16 64.0 16 72.7 6 23.1 15 27.3 

3.3 FACILITY SERVICES MODULE 
NingXia HuNan Nei Meng Hei Long Jiang 

N(N=25) P(%) N(N=22) P(%) N(N=26) P(%) N(N=55) P(%) 

The facility opening every day 25 100.0 22 100.0 26 100.0 53 96.4 

Child H. Services providing 25 100.0 22 100.0 26 100.0 53 96.4 
everyday 
Vaccination services available 25 100.0 22 100.0 26 100.0 43 81.1 

(~ 1 day /month) 
The doctor can refer the child to 25 100.0 22 100.0 26 100.0 55 100.0 

the hospital 

The average transportation 17.0 54.1 46.5 23.7 
time( minute) 



3.4 AVAILABILITY OF DRUGS MODULE 
NingXia 

N(N-25) P(%) 

The facility have the following drugs available 
the day of visit 

a. ORS 10 40.0 

b. Recommended antibiotic for pneumonia 18 72.0 

c. Another antibiotic recommended for 8 32.0 

pneumonia 
d. Recommended antibiotic for dysentery 20 80.0 

e. Another antibiotic recommended for 4 16.0 

dysentery 
f Vitamin A 19 76.0 

g. Iron 18 72.0 

h. Paracetamol/aspirin 24 96.0 

i. Tetracycline eye ointment 7 30.0 

j . Gentian violet 22 88.0 

The facility have the following injection drugs 
available the day of visit 

a. Recommended intramuscular antibiotic 5 50.0 

for children 
b. Benzylpenicillin IM 24 96.0 

c. Gentamycin IM 23 92.0 

d. Sterile water for injection 24 96.0 

HuNan Nei Meng 

N(N=22) P(%) N(N=26) P(%) 

14 63.6 0 0 
20 90.9 l 3.8 

21 95.5 1 3.8 

21 95.5 I 3.8 

20 91.0 2 7.6 

8 36.4 5 19.2 

15 68.2 8 30.8 

19 84.6 24 92.3 

18 81.8 10 38.5 

18 81.8 25 96.2 

22 100.0 26 100.0 

22 100.0 26 100.0 

22 100.0 26 100.0 

22 100.0 26 100.0 

Hei Long Jiang 

N(N=55) P(%) 

3 5.5 
55 100.0 

45 81.8 

43 78.2 

39 70.9 

30 54.5 

33 60.0 

51 92.7 

25 45.5 

50 90.9 

54 98.2 

45 81.8 

55 100.0 

55 100.0 

CD 
N 
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Appendix 5 

Comparison of Baseline Survey and Second Follow-Up Visit 

1. Case Manament 

1.1 Assessment 
Ningxia Hunan 

Before After Before After 
Trainin~ Training Training Training 

Health worker weighted the child 95.2 96.8 96.0 100.0 

Health worker took the 90.5 100.0 32.0 100.0 
temperature 

Health worker asked whether the 19.0 98.4 28.0 100.0 
child is able to drink or breastfeed 
Health worker asked whether the 19.0 95.2 24.0 100.0 
child vomits everything 
Health worker asked whether the 4.8 98.4 20.0 100.0 
child has convulsions 
The child is visible awake 90.5 95.2 68.0 100.0 

Heath worker asked for cough or 100.0 96.8* 64.0 100.0 
difficult breathing 
Health worker asked for diarrhea 47.6 100.0 56.0 100.0 

Health worker asked/felt for fever 95.2 95.2 84.0 100.0 

Health worker checked child's 0 95.2 0 100.0 
weight against a growth chart 
Health worker asked about 19.0 67.8 4.0 98.6 
possible "other problems" 
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1.2 Classification 
Ningxia Hunan 

Before After Before After 
Training Training Training TrainiJ!g 

Correct 47.6 98.4 100.0 

Incorrect 52.4 1.6 0 

Omitting 52.4 3.2 0 

1.3 Treatment 
Ningxia Hunan 

Before After Before After 
Training Training Training Trainin2 

Correct 10.5 93.5 8.7 100.0 

Incorrect 90.5 6.5 91.3 0 

ABAbuse 81.0 3.2 60.9 0 

Give ORS in 0/2 3/6 0/4 14/14 
Health Facility 
Give IMIIV 52.4 1.6* 56.5 1.4* 

( This is one case who needs first dose IM before referred to hospital. ) 
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2.Communication 
Nin~xia Hunan 

Before After Before After 
Training Training Training Training 

HW explain how to administer oral 
treatment 55.0 1/1 * 77.8 14/14 

a. antibiotic 0 9/9 0 14/14 
b. ORS 

HW demonstrate how to administer 
the oral treatment 0 111 0 13/13 

a. antibiotic 0 9/9 0 14/14 
b.ORS 

HW asked an open-ended question to 
verify the caretakers' comprehension 
of how to administer the oral 0 111 0 13/13 
treatment 0 9/9 0 14/14 

a. antibiotic 
b. ORS 

(*Three cases needed AB. One was not given, one was for referring, and one was given AB 
and explanation) 

Nin!!xia Hunan 
Before After Before After 

Trainine Trainine Training Trainine 
HW prescribe and explain when 28.6 93.4 20.0 97.1 
to return for a follow-up visit 
HW explain the need to give 19.0 100.0 12.0 100.0 
more fluid or breastfeeding 
HW explain the need to continue 0 100.0 12.0 100.0 
feeding or breastfeeding at home 
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2.Exit Interview 

Ningxia Hunan 

Before After Before After 
Training Training Training Training 

Services for sick children are 85.7 100.0 96.0 100.0 
good 

Caretakers know the sick child 19.0 86.9 12.0 100.0 
needs more fluids 
Caretakers know the sick child 0 73.8 12.0 100.0 
needs continuing feeding or -
breastfeeding 
Mother's recall of symptoms that 
would take the child to a health 
facility 9.0 55.7 4.0 63.8 

a. Child not able to drink or 
breastfeed 

b. Child becomes sicker 19.0 54.1 4.0 79.7 
c. Child develops a fever 61.9 80.3 4.0 59.4 
d. Child has fast breathing 9.5 34.4 0 26.1 
e. Child has difficult breathing 9.5 26.2 0 36.2 
f. Child has blood in the stools 4.8 23.0 0 27.5 
g. Child is drinking poorly 0 9.8 0 10.1 
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3. EQIDPMENT AND SUPPLY CHECKLIST 

3.1 EQUIPMENT AND SUPPLIES 
The facility have the following Ningxia Hunan 
equipment and materials 

Before After Before After 
Trainin2 Trainin2 Trainin2 Trainin2 

a.Accessible and working baby scale 44.0 90.0 31.8 100.0 

b. Working watch or timing device 88.0 100.0 50.0 100.0 

c. Supplies to mix ORS, cups and 64.0 96.7 27.3 100.0 
spoons 

d. Source of clean water 92.0 100.0 90.9 100.0 

e Stock cards/drug logbook 88.0 100.0 68.2 94.9 

f. Child vaccination cards 88.0 100.0 36.4 100.0 

g. The facility have single-use needles 91.3 100.0 31.8 100.0 
and syringes appropriate for 
vaccinations 
h. The facility have a functional 44.0 86.7 81.8 100.0 

refrigerator 
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3.2 AVAILABILITY OF DRUGS 

The facility have the following drugs Ningxia Hunan 
available the day of visit 

Before After Before After 
Training Training Training Traininl?; 

a.ORS 40.0 96.7 63.6 100.0 

b.Recommended antibiotic for 72.0 100.0 90.9 100.0 
pneumonia 

c. Another antibiotic recommended for 32.0 100.0 95.5 100.0 
pneumonia 

d. Recommended antibiotic for 80.0 100.0 95.5 100.0 
dysentery 

e. Vitamin A 76.0 0.0* 36.4 97.4 

f. Iron 72.0 86.7 68.2 100.0 

g. Paracetamollaspirin 96.0 96.7 84.6 92.3 

h. Tetracycline eye ointment 30.0 96.7 81.8 97.4 

i. Gentian violet 88.0 96.7 81.8 100.0 

The facility have the following injection 
drugs available the day of visit 

a. Benzylpenicillin IM 96.0 100.0 100.0 100.0 

b. Gentamycin IM 92.0 100.0 100.0 100.0 

c. Sterile water for injection 96.0 100.0 100.0 100.0 

d. IV fluid for severe dehydration 100.0 100.0 100.0 100.0 
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,1\ppendix 6 

Summary of IMCI Model Training Courses and Facilitator Training Courses 
In Hunan, Ningxia and Anhui 

The first IMCI Model Training Course was held in Hunan m April, 2000 with the 

participation of WHO officials and consultants, MOH officials, national experts, and health stuffs 

of provincial, city and county level from Hunan and Ningxia. 

The first IMCI Facilitators Training Course and second Model Training Course were held in 

Ningxia in July, 2000. The Facilitators' Training Course was participated by WHO consultants, 

MOH officials, national experts and all trainees from the first Model Training Course. The second 

Model Training Course was participated by health stuffs from Ningxia and four ARI project 

provinces, which were Heilongjian, Inner Mongolia, Anhui and Gansu. 

The third Model Training Course and second Facilitators Training Course were held in Anhui, 

in May, 2001. Participants from Heilongjian, Inner Mongolia, Anhui and Gansu were trained by 

national facilitators on both IMCI procedures and facilitators' skills o After these trainings, the 

IMCI facilitators at different regions are as follows: 

National Hunan Anhui Neiron 
5 8 8 5 

Summary of IMCI County Training Course in Ningxia and Hunan 

Two IMCI County Training Courses were held in Yanchi, Lingwu, Chaling and Guidong 

respectively in January and February, 2001. The duration of all 8 Training Courses are 8 days. The 

courses ofYanchi were held in Yinchuan city, while the ones of the three other counties were held 

in their own areas. Every course was supervised and facilitated by a national expert. All training 

materials were developed by MOH, WHO and UNICEF, which were IMCI training modules, chart 

booklets, video and photographs. All training place had classrooms, video rooms, television, video 

cassette recorder and other teaching aids. The results of all 8 County Training Courses are as 

follows. 
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Table 1 Overview of Training Course 

Yanchi Lingwu I Chaling Guidong Total 
First Second First Second I First Second First I Second 

Training place Ningxia Provincial Lingwu Health CountyMCH CountyMCH 
Health Bureau Bureau 

Practicing place Yinchuart Hospital County Hospital County Hospital County Hospital 
Yinchuan MCH CountyMCH CountyMCH 

Total cases 359 573 707 517 514 546 431 537 4184 
Per person 24 26 29 22 21 23 21 22 24 

Total mothers 245 341 332 517 336 249 336 351 2710 
counseled 
Per person 16 16 14 22 14 10 16 16 16 
Total signs 558 400 857 681 1175 1446 1450 1673 8240 
Per person 37 18 36 28 49 60 69 70 46 

Total trainees 15 22 24 24 24 24 21 24 178 
Number of 6 6 6 6 5 5 5 5 
facilitators 

County level 0 0 5 2 4 3 4 9 27 
Township 15 16 19 14 20 21 17 15 137 

Villag_e 0 6 0 8 0 0 0 0 14 
Doctor 5 7 15 (2) 13 ( 2) 4 21 7 15 87 (10 ) 

( Traditional) (1) (1) (1) (3) 

Maternal and 11 4 9 2 20 3 13 9 71 
children 

Immunization 3 3 2 4 0 0 0 0 12 
Director 0 8 1 0 0 6 0 5 20 

Vill~ doctor 0 6 0 8 0 0 0 0 14 
Number of 15County Hospital 14County Hospital 24 County Hospital 18 County 61 

facilities 6Village Health 8 Village Health Hospital 14 
center center 

Table 2 Evaluation of Participants on IMCI Training Courses 

Training Contents Very Useful Useful Somewhat useful Useless 
Introduction N p N p N p 0 

62 34.8 86 48.3 12 6.7 
Assess and classify the sick 135 75.8 38 21.3 2 1.1 0 
child age 2m-5y 
Identify treatment 130 73.0 40 22.5 7 3.9 0 
Treat the child 112 62.9 55 30.9 7 3.9 0 
Counsel the mother 108 60.7 64 36.0 3 1.7 0 
Management of the sick 115 64.6 64 36.0 3 1.7 0 
Young Infants 
Follow-up 98 55.1 73 41.0 2 1.1 0 
Outpatient sessions 101 56.7 69 38.8 4 2.2 0 
ln_Q_atient ward sessions 99 55.6 73 41.0 3 1.7 1 
Videos 105 59.0 63 35.4 3 1.7 0 
Photograph examples and 110 61.8 57 32.0 3 1.7 0 
exercises 



- 91 -

Table 3 Evaluation of Participants on the time of IMCI Training Courses 

Type of activity Too short Adequate Too long 

Written exercises followed N p N p N p 

by individual discussions 
of your work with a 34 19.1 111 62.4 12 6.7 

facilitator 
Photo exercises 41 23.0 126 70.8 1 0.6 

Video exercises 46 25.8 126 70.8 0 0 
Role plays 37 20.8 117 65.7 2 1.1 

Group discussions 59 33.1 95 53.4 0 0 

Oral drills 58 32.6 111 62.4 0 0 

Outpatient sessions 61 34.3 103 57.9 6 3.4 

Inpatient sessions 67 37.6 93 52.2 6 3.4 

Entire course 74 41.6 91 51.1 3 1.7 

4Parts hard to understand: Counsel the mother ( checking questions ) ; Treat the child: 

Follow-up; Young infant 

5 Some additional diseases from participants: skin diseases, rackets 

6 Good parts: combination of different ways; individual feedback: chart booklets, video, 

photographs, role play. 

Bad parts : inadequate time, too much tasks, especially exercises; 

Not enough patients for clinic practice, not severe signs; caretakers' attitude 

7 Advice from participants: conducting village training; more time or less exercises; more 

clinic practice 

8 Different from participants' practices: 

Treatment: the type, dose and ways of drug use 

Classification: preliminary diagnosis 
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Group checklist of clinical signs - Sick child age 2 months up to 5 years 

Yanchi Lingwu Chaling Guido~!&_ Total Per 
First Second First Second First Second First Second person 

Not able to drink 7 24 32 34 53 150 0.8 
ofbreastfeed 
Vomits everything 7 12 2 16 17 58 35 147 0.8 
History of 18 24 23 67 30 4 55 32 253 1.4 
convulsion 
Lethargic or 7 12 20 28 50 57 56 230 1.3 
Unconsciousness 
Fast breathing 109 90 247 295 190 240 135 143 1449 8. 1 
Chest indrawing 46 69 63 24 91 98 46 51 488 2. 7 
Stridor m calm 3 11 2 24 51 22 21 24 158 0.9 
child 
Restless and 5 4 57 45 54 74 79 66 384 2.2 
irritable 
Sunken eyes 13 1 8 64 97 106 94 383 2.2 
Drinking poorly 1 5 3 14 18 30 36 107 0.6 
Drinking eagerly, 19 14 13 50 93 57 79 325 1.8 
thirsty 
Very low skin 4 16 62 40 24 146 0.8 
pinch 
Low skin pinch 6 7 55 84 75 90 317 1.8 
Stiff neck 24 24 0. 1 
Runny nose 98 87 141 189 71 61 37 72 756 4.2 
Generalized rash 27 25 29 42 123 0. 7 
of measles 
Red eyes 16 21 37 0.2 
Mouth ulcers 8 8 0.0 
Deep and 0 0.0 
extensive mouth 
ulcers 
Pus draining from 16 16 0.0 
eye 
Clouding of the 0.0 
cornea 
Pus draining from 21 8 24 53 0.3 
ear 
Tender swelling 9 9 0.0 
behind the ear 
Total 331 400 593 681 778 1044 894 909 5630 31. 6 



- 93 -

Group checklist of clinical signs - Sick child age 2 months up to 5 years 

Yanchi Lin~u Chaling Guidong Total Per 
First Second First Second First Second First Second person _j 

Not able to drink 7 24 32 34 53 150 0.8 
ofbreastfeed 
Vomits everything 7 12 2 16 17 58 35 147 0.8 
History of 18 24 23 67 30 4 55 32 253 

I 
1.4 

convulsion 
Lethargic or 7 12 20 28 50 57 56 230 1.3 
Unconsciousness 
Fast breathing 109 90 247 295 190 240 135 143 1449 8. 1 
Chest indrawing 46 69 63 24 91 98 46 51 488 2. 7 
Stridor m calm 3 11 2 24 51 22 21 24 158 0.9 
child 
Restless and 5 4 57 45 54 74 79 66 384 2.2 
irritable 
Sunken eyes 13 1 8 64 97 106 94 383 2.2 
Drinking poorly 1 5 3 14 18 30 36 107 0.6 
Drinking eagerly, 19 14 13 50 93 57 79 325 1.8 
thirsty 
Very low skin 4 16 62 40 24 146 0.8 
pinch 
Low skin pinch 6 7 55 84 75 I 90 317 1.8 
Stiff neck 24 24 0. 1 
Runny nose 98 87 141 189 71 61 37 72 756 4. 2 
Generalized rash 27 25 29 42 123 0. 7 
of measles 
Red eyes 16 21 37 0.2 
Mouth ulcers 8 8 0.0 
Deep and 0 0.0 
extensive mouth 
ulcers 
Pus draining from 16 16 0. 0 
eye 
Clouding of the 0. 0 
cornea 
Pus draining from 21 8 24 53 0. 3 
ear 
Tender swelling 9 9 0. 0 
behind the ear 
Total 331 400 593 681 778 1044 894 909 5630 31.6 
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Group checklist of clinical signs - Sick child age 2 months up to 5 years 

Yanchi Lin~u Chaling Guidong Total Per 
First Second First Second First Second First Second person 

Not able to drink 7 24 32 34 53 150 0.8 
of breastfeed 
Vomits everything 7 12 2 16 17 58 35 147 0.8 
History of 18 24 23 67 30 4 55 32 253 1.4 
convulsion 
Lethargic or 7 12 20 28 50 57 56 230 1.3 
Unconsciousness 
Fast breathing 109 90 247 295 190 240 135 143 1449 8. 1 
Chest indrawing 46 69 63 24 91 98 46 51 488 2. 7 
Stridor m calm 3 11 2 24 51 22 21 24 158 0.9 
child 
Restless and 5 4 57 45 54 74 79 66 384 2.2 
irritable 
Sunken eyes 13 1 8 64 97 106 94 383 2.2 
Drinking poorly 1 5 3 14 18 30 36 107 0.6 
Drinking eagerly, 19 14 13 50 93 57 79 325 1.8 
thirsty 
Very low skin 4 16 62 40 24 146 0. 8 
pinch 
Low skin pinch 6 7 55 84 75 90 317 1.8 
Stiff neck 24 24 0. 1 
Runny nose 98 87 141 189 71 61 37 72 756 4.2 
Generalized rash 27 25 29 42 123 0. 7 
of measles 
Red eyes 16 21 37 0.2 
Mouth ulcers 8 8 0. 0 
Deep and 0 0. 0 
extensive mouth 
ulcers 
Pus draining from 16 16 0.0 
eye 
Clouding of the 0.0 
cornea 
Pus draining from 21 8 24 53 0. 3 
ear 
Tender swelling 9 9 0.0 
behind the ear 
Total 331 400 593 681 778 1044 894 909 5630 31. 6 



- 95 -

Additional signs in young infants - Age 1 week up to 2 months 

·-
Yanchi Lin~u Chaling Guidong Total Per 

First Second First Second First Second First Second perso :-; 
Mild chest 
indrawing in 26 43 56 73 57 84 339 1.9 
young infant 
Fast breathing 15 70 56 46 49 53 289 1.6 
in y_oung infant 
Severe chest 7 25 24 24 32 24 136 0.8 
in drawing in 
young infant 
Nasal flaring 7 31 8 48 59 153 0.9 
Grunting 16 44 44 104 0.6 
Bulging 21 24 45 0.3 
fontanelle 
Umbilical 
redness 2 21 24 47 0.3 
extending to the 
skin 
Red umbilicus 16 16 26 21 32 111 0. 6 
or draining pus 
Many or severe 16 16 0. 1 
skin pustules 
Sin pustules 7 8 18 32 65 0.4 
Lethargic or 1 10 24 21 28 84 0.5 
unconscious 
young infant 
Less than 3 24 34 21 48 130 0. 7 
normal 
movement 
No attachment 40 6 46 66 93 251 1.4 
at all 
Not well 
attached to 11 41 31 34 41 45 203 1. 1 
breast 
Not suckling at 5 16 24 45 0. 3 
all 
Not suckling 9 13 13 30 32 45 142 0.8 
effectively 
Suckling 49 40 26 42 81 107 345 1.9 
effectively 
Thrush 10 10 0. 1 
Total 193 264 397 357 556 764 2531 14.2 
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Appendix 7 

Report on IMCI First Follow-Up Visits 

IMCI county training courses, 2 courses each for 4 pilot counties, were conducted in Hunan 
and Ningxia in January and February, 2001. Most trainees are township-level health workers, and 
there are also some village doctors in the second courses in Yanchi and Lingwu. Follow-up visits 
are needed after training courses to help the health workers master their case management 
techniques and improve their communication skills, and to fmd and solve their problems 
encountered in their works. 

In January, 2001, an IMCI follow-up training course for Ningxia supervisors was held in 
Yinchuan under the guidance of WHO consultant, and then the health workers of Lingwu in the 
first county training course were follow-uped. In April, 2001, a follow-up training course for 
Hunan supervisors was held in Chaling county, and then health workers of Chaling and Guidong 
were follow-uped. On April 7-9, the health workers ofYanchi and Lingwu (trained in the second 
course) were follow-uped. To fmd out if there are some improvements after the first follow-up, the 
second follow-up visits were performed in June and July respectively for Ningxia and Hunan. 

Contents of follow-up visits: 

IMCI case management: Supervisors examine when health workers do case management, 

and interview caretakers, and then give feedback and guides to 

health workers. 

Facility support check: 1.space and equipment 

2. clinic and referral service 

3 .quality of records 

4.drug management 
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Results of follow-up visits: 
CHALING GUIDONG YANCHI LINGWU 

Date of county Jan.4-12, 2001 Jan.3-10, 2001 Jan.3-10, 2001 Jan.3-10, 2001 
trainin2 course Feb.15-22, 2001 Feb.12-19, 2001 Feb.12-19, 2001 Feb.12-19, 2001 
Number of 24 township 18 township 15 township 14 township hospitals ! 
facilities trained hospitals hospitals hospitals 8 village facilities 

6 village facilities 
Number of health Township level41 Township level 34 Township level: 31 Township level: 34 
workers trained Village level: 6 Village level: 8 
Date of foUow-up Mar.17-21, 2001 Mar.19-21, 2001 Apr.7-9, 2001 Jan.15-17, 2001 
visit {first time) Apr.6-7, 2001 
Number of 22 township 15 township 15 township hospital 13 township hospital 
facilities hospital hospital 
follow-uped 2 village facilities 
Number of health Township level39 Township level 26 Township level: 23 Township level: 30 
workers Village level: 4 Village level: 8 
follow-uped 
Number of health Township level: 2 Township level: 8 Township level 8 Township level 4 
workers not Village level 2 
follow-uped 
Number of cases 39 28 27 38 
managed 
Number of 39 27 27 38 
caretakers 
interviewed 
Date of follow-up July.19-224, 2001 July.26-31, 2001 June.25-27, 2001 June.25-27, 2001 
visit (second time) 
Number of 21 township 18 township 15 township hospital 13 township hospital 
facilities hospital hospital 
follow-uped 2 village facilities 
Number of health Township level 36 Township level32 Township level: 21 Township level: 30 
workers Village level: 4 Village level: 7 
follow-uped 
Number of health Township level: 5 Township level: 2 Township level 10 Township level4 
workers not Village level 2 Village level 1 
follow-uped 
Number of cases 36 34 25 37 
mana~ed 

Number of 36 33 24 37 
caretakers 
interviewed 
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IMCI FOLLOW-UP RESULTS TABLE 1 
Quality of case management (in cases observed during first follow-up visit after training) 

VISITING SUPERVISOR OR TEAM COUNTY 
CHA GUI YAN LING LING TOTAL 
LING DONG em WU1 WU2 

l.Cases assessed for all four general danger 37/39 28/28 27/27 17/17 19/21 128/132 
signs 

2.cases assessed for the presence of all main 37/39 28/28 24/27 11117 20/21 120/132 
symptoms (cough, diarrhoea, fever and ear 
problem) 

3.cases assessed for the presence of cough, 37/39 26/28 25/27 15117 21121 124/132 
diarrhoea and fever 

4.cases whose weight was correctly checked 28/35 1/1 25/27 8/17 21121 83/104 
S.cases whose immunization status was 37/39 28/28 24/27 13116 21/21 123/131 

correctly checked 
6.severe cases needing referral referred 111 111 0/0 0/1 0/0 2/3 
7 .severe cases who received first dose of 1/1 1/1 0/0 0/1 0/0 2/3 

antibiotic before referral 
8.cases needing an oral antibiotic are 7/7 2/2 8/8 114 0/0 18/21 
prescribed correctly 
9.Cases of pneumonia who received a full 515 0/0 3/3 112 010 9/10 

course of antibiotics at the health facility 
10.Cases of acute ear infection who received a 2/2 010 0/0 0/1 0/0 2/3 

full course of antibiotics at the health 
facility 

ll.Cases of dysentery who received a full 0/0 2/2 0/0 1/1 0/0 3/3 
course of antibiotics at the health facility 

12.cases of diarrhoea with some dehydration 6/7 2/3 -112 0/2 0/0 7/14 
who received ORS solution in facilitv 

13.caretakers of children, not referred, 38/38 26/27 25/27 13/16 18/21 120/129 
advised on giving extra fluid and continue 
feeding 

14.caretakers of children, not referred, 37/38 26/27 24/27 12/16 19/21 1181129 
advised on giving extra fluid, continue 
feeding and at least 2 signs for when to 
seek care 

15.caretakers of children <2 years asked 26/26 10/11 24/24 515 12/13 77179 
about breastfeeding and complementary 
foods (assess feeding) 

16. Caretakers of children <2 years asked 21121 10/11 24/24 4/5 12/13 71174 
about breastfeeding and complementary 
foods who were assessed and whose 
caretakers were counselled on feeding 
problems 

17.caretakers of children given an antibiotic 5/6 2/2 3/3 0/3 010 10/14 
who know: how much to give, times per 
day and number of days 

18.caretakers of children with diarrhoea 8/8 112 3/3 112 0/0 13/15 
given ORS who know: to give ORS, mix 
ORS and amount of ORS to give 

19.caretakers of children who are given an 111 111 3/3 0/2 0/0 517 
antibiotic or ORS know how to give 
treatment 

20.caretakers who know all 3 rules of home 35/39 23/27 24/27 12/16 17/21 111/130 
care (fluid, food, when to return 
immediately) 
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IMCI FOLLOW-UP RESULTS TABLE 2 

Problems with facility supports (founding during first follow-up visit after training) 

VISITING SUPERVISOR OR TEAM COUNTY 
CHA GUI YAN LING LING TOTAL 

LING DONG em WUI WU2 

Problems with facility supports 

Space and equipment 

No functioning scale 4/22 14115 4/17 4/13 4/13 26/67 

No timing device 0/22 0/15 0/17 0/13 0/13 0/67 

No IMCI chart booklet 0/22 0/15 0/17 0/13 0/13 0/67 

No IMCI recording forms 0/22 0/15 0/17 0/13 0/13 0/67 

No mother's card 0/22 0/15 0/17 0/13 0/13 0/67 

No patient record cards 0/22 6/15 0/17 1113 1113 7/67 

Diarrhoea treatment corner (DTC) 

No functioning DTC 1122 1115 3/17 13/13 3/13 18/67 

No source of drinking water 0/22 0/15 0/17 0/13 0/13 0/67 

Not enough supplies (cups, ORS) 0/22 1115 0/17 13/13 2/13 14/67 

No DTC register available 0/22 9/15 3/17 13/13 0/13 25/67 

Immunization 

No functioning refrigerator 1/22 0/15 1/17 0/13 1113 2/67 

No functioning sterilizer 0/22 2/15 0/17 0/13 0/13 2/67 

No MCH-1 cards 0/22 0/15 0/17 0/13 0/13 0/67 

Poor vaccine conditions 5/22 7/15 4/17 1113 0/13 17/67 

Not all vaccines available 0/22 6/15 17/17 0/13 0/13 23/67 

Clinic and referral services 

Clinic not opened as scheduled 0/22 0/15 0/17 0/13 0/13 0/67 

Immunization sessions not offered daily 0/22 10/15 0/17 13/13 8/13 23/67 

No referral facility reasonable time 0/22 0/15 0/17 0/13 0/13 0/67 

Quality of records 

No individual patient records or registers 0/22 0/15 0/17 9/13 2/13 9/67 

kept 
Records not complete 0/22 12/15 7/17 9/13 0/11 28/67 

Management of drugs 

Health facilities that do not have all 22/22 15/15 15/17 13/13 10/13 65/67 

recommended drugs 

Training 

Health facilities with less than 60% of 13/22 14/15 7/17 10/13 3/13 44/67 

workers managing children trained 
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IMCI FOLLOW-UP RESULTS TABLE 1 
Quality of case management (in cases observed during second follow-up visit after training) 
VISITING SUPERVISOR OR TEAM County TOTAL 

CHA GUI YAN LING 
LING DONG em wu 

l.Cases assessed for all four general danger 36/36 34/34 23/25 35/37 128/132 
signs 

2.cases assessed for the presence of all main 36/36 34/34 24/25 37/37 129/132 
symptoms (cough, diarrhoea, fever and ear 
problem) 

3.cases assessed for the presence of cough, 36/36 34/34 23/25 37/37 129/132 
diarrhoea and fever 

4.cases whose weight was correctly checked 36/36 34/34 23/25 37/37 130/132 
S.cases whose immunization status was 36/36 31/34 19/25 36/37 122/132 

correctly checked 
6.severe cases needing referral referred 0/0 1/1 112 0/0 2/3 
7.severe cases who received first dose of 0/0 111 112 0/0 2/3 

antibiotic before referral 
S.cases needing an oral antibiotic are 10/10 3/3 112 111 15/16 

l!_rescribed correctly 
9.Cases of pneumonia who received a full 5/5 111 0/0 0/1 617 

course of antibiotics at the health facility 
lO.Cases of acute ear infection who received a 3/3 1/1 0/0 0/0 4/4 

full course of antibiotics at the health 
facility 

ll.Cases of dysentery who received a full 2/2 2/2 0/0 0/0 4/4 
course of antibiotics at the health facility 

12.cases of diarrhoea with some dehydration 6/6 8/8 2/3 1/3 17/20 
who received ORS solution in facility_ 

13.caretakers of children, not referred, 36/36 34/34 23/25 36/37 129/132 
advised on giving extra fluid and continue 
feeding 

14.caretakers of children, not referred, 36/36 34/34 24/25 36/37 130/132 
advised on giving extra fluid, continue 
feeding and at least 2 signs for when to 
seek care 

15.caretakers of children <2 years asked 6/6 25/25 8/10 19/22 58/63 
about breastfeeding and complementary 
foods (assess feeding) 

16. Caretakers of children <2 years asked 6/6 25/25 8/10 24/29 63/70 
about breastfeeding and complementary 
foods who were assessed and whose 
caretakers were counselled on feeding 
problems 

17 .caretakers of children given an antibiotic 10/10 2/2 010 1/1 13/13 
who know: how much to give, times per 
day and number of days 

IS. caretakers of children with diarrhoea 10/10 515 2/3 6/6 23/24 
given ORS who know: to give ORS, mix 
ORS and amount of ORS to give 

19.caretakers of children who are given an 20/20 6/6 111 4/6 31/33 
antibiotic or ORS know how to give 
treatment 

20.caretakers who know all 3 rules of home 36/36 22/23 16/24 25/37 99/119 
care (fluid, food, when to return 
immediate!Y}_ 
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IMCI FOLLOW-UP RESULTS TABLE 2 

Problems with facility supports (founding during second follow-up visit after training) 

VISITING SUPERVISOR OR TEAM County TOTAL 
CHA GUI YAN LING 
LING DONG em wu 

Problems with facility supports 

Space and equipment 

No functioning scale 0/21 0/18 2/17 1/13 3/69 

No timing device 0/21 0/18 0/17 0/13 0/69 

No IMCI chart booklet 0/21 0/18 0/17 0/13 0/69 

No IMCI recording fonns 0/21 0/18 0/17 0/13 0/69 

No mother's card 0/21 0/18 0/17 0/13 0/69 

No patient record cards 0/21 0/18 1117 0/13 0/69 

Diarrhoea treatment corner (DTC) 

No functioning DTC 0/21 0/18 0/17 0/13 0/69 

No source of drinking water 0/21 0/18 0/17 0/13 0/69 

Not enough supplies (cups, ORS) 0/21 0/18 0/17 1/13 1169 

No DTC register available 0/21 0/18 0/17 1113 1169 

Immunization 

No functioning refrigerator 0/21 0/18 2117 0/13 2/69 
2/21 1118 2/17 2113 7/69 

No functioning sterilizer 0/21 0/18 0/17 0/13 0/69 

No MCH-1 cards 0/21 0/18 0/17 0/13 0/69 

Poor vaccine conditions 3/21 1/18 0/17 0/13 4/69 

Not all vaccines available 0/21 0/18 17/17 0/13 17/69 

Clinic and referral services 

Clinic not opened as scheduled 0/21 0/18 0/17 0/13 0/69 

Immunization sessions not offered daily 9/21 7/18 17/17 0/13 33/69 

No referral facility reasonable time 2/21 0/18 0/17 0/13 2/69 

Quality of records 

No individual patient records or registers 0/21 0/18 0/17 0/13 0/69 

kept 
Records not complete 2/21 0/18 5/17 0/13 7/69 

Management of drugs 

Health facilities that do not have all 8/21 2/18 17/17 13/13 40/67 

recommended drugs 
Training 

Health facilities with less than 60% of 14/21 9/18 7/17 4/13 34/67 

workers managing children trained 
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IMCI Follow-up Results Tablel: Case Management 

C Comparison of Two Follow-up visits) 
Count 

Cha Cha Gui Gui Yan Yan Ling Ling 
Lin2 Ling Dong Don2 Chi Chi Wu1 Wu2 

.assessed for all four 94.9 100.0 100.0 100.0 100.0 92.0 100.0 90.5 
g_eneral danger signs 
assessed for all main 94.9 100.0 100.0 100.0 88.9 92.0 64.7 95.2 
symptoms 
assessed for cough, 94.9 100.0 92.9 100.0 92.6 92.0 88.2 100.0 
diarrhoea and fever 
4. weight was correctly 80.0 100.0 111 100.0 92.6 92.0 47.1 100.0 

checked 
5.immunization status 94.9 100.0 100.0 91.2 88.9 76.0 81.3 100.0 
correctly checked 
6.severe cases needing 111 010 111 1/1 0/0 112 0/1 0/0 
referral referred 

.severe cases received first 111 0/0 111 1/1 0/0 1/2 0/1 0/0 
dose of antibiotic 
8.oral antibiotic are 7/7 10/10 2/2 3/3 8/8 112 114 0/0 
prescribed correctly 

pneumonia received a full 5/5 5/5 0/0 111 3/3 0/0 112 0/0 
course of antibiotics 

O.acute ear infection 2/2 3/3 0/0 111 0/0 0/0 0/1 0/0 
received a full course of 
antibiotics 

!.dysentery received a full 0/0 2/2 2/2 2/2 0/0 0/0 111 0/0 
course of antibiotics 

i2.diarrhoea with some 617 6/6 2/3 8/8 -112 2/3 0/2 0/0 
dehydration received ORS 
in facility 

p.caretakers advised on 100.0 100.0 92.3 100.0 92.6 92.0 81.3 85.7 
giving extra fluid and 
continue feeding 

l4.caretakers advised on 97.4 100.0 92.3 100.0 88.9 96.0 75.0 90.5 
fluid, feeding and when to 
seek care 

js.caretakers asked about 100.0 6/6 10/11 25/25 100.0 8/10 5/5 92.3 
breastfeeding and 
complementary foods 

~.Caretakers asked about 100.0 6/6 10/11 25/25 100.0 8/10 4/5 92.3 
breastfeeding and 
complementary foods 

l7.caretakers know the use 5/6 10/10 2/2 2/2 3/3 0/0 0/3 0/0 
ofAB 

~.caretakers know the use 8/8 10/10 112 5/5 3/3 2/3 112 0/0 
ofORS 

~.caretakers know the use 13/14 20/20 3/4 717 6/6 2/3 115 0/0 
ofABorORS 

IO.caretakers know all 3 89.7 100.0 85.2 95.7 88.9 66.7 75.0 80.9 
rules of home care 

Ling Total Total 
Wu 
94.6 96.7 97.0 

97.3 90.1 97.7 

97.3 93.9 97.7 

100.0 79.8 98.5 

97.3 93.9 92.4 

0/0 2/3 2/3 

0/0 2/3 2/3 

1/1 85.7 94.8 

0/1 9/10 617 

010 2/3 4/4 

0/0 3/3 4/4 

1/3 7/14 17/20 

97.3 93.0 97.8 

97.3 91.5 98.5 

86.4 97.5 92.1 

82.8 95.9 90.0 

111 10/14 13/13 

6/6 13/15 23/24 

717 23/29 36/37 

67.6 85.4 83.2 
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IMCI Follow-up Results Table2: Facility Support Problems 

(Comparison of Two Follow-up visits) 

VISITING Count: 
SUPERVISOR OR Cha Cha Gui Gui Yan Yan Ling Ling Ling 

TEAM Ling Ling Dong Don2 Chi Chi Wu1 Wu2 Wu Total Total 

Problems 
Space and equipment 
No functioning scale 4/22 0/21 14/15 0/18 4/17 2/17 4/13 4/13 1/13 26/67 3/69 

No timing device 0/22 0/21 0/15 0/18 0/17 0/17 0/13 0/13 0/13 0/67 0/69 

No IMCI chart booklet 0/22 0/21 0/15 0/18 0/17 0/17 0/13 0/13 0/13 0/67 0/69 

No IMCI recording 0/22 0/21 0/15 0/18 0/17 0/17 0/13 0/13 0/13 0/67 0/69 

forms 
No mother's card 0/22 0/21 0/15 0/18 0/17 0/17 0/13 0/13 0/13 0/67 0/69 

No patient record cards 0/22 0/21 6/15 0/18 0/17 1/17 1113 1113 0/13 7/67 1/69 

DTC 
No functioning DTC 1122 0/21 1115 0/18 3/17 0/17 13/13 3/13 0/13 18/67 0/69 

No source of drinking 0/22 0/21 0/15 0/18 0/17 0/17 0/13 0/13 0/13 0/67 0/69 

water 
Not enough supplies 0/22 0/21 1115 0/18 0/17 0/17 13/13 2/13 1/13 14/67 1169 

(cups ORS) 
No DTC register 0/22 0/21 9/15 0/18 3/17 0/17 13/13 0/13 1/13 25/67 1/69 

available 
Immunization 
No functioning 1122 0/21 0/15 0/18 1117 2/17 0/13 1113 0/13 3/67 2/69 

refrigerator 12/22 2/21 6/15 1118 4/17 2/17 0113 1113 2/13 22/67 6/69 

No functioning 0/22 0/21 2/15 0/18 0/17 0/17 0/13 0/13 I 0/13 2/67 0/69 

sterilizer 
No MCH-1 cards 0/22 0/21 0/15 0/18 0/17 0/17 0/13 0/13 0/13 0/67 0/69 

Poor vaccine 5/22 3/21 7/15 1118 4/17 0/17 1113 0/13 0/13 17/67 4/69 

conditions 
Not all vaccines 0/22 0/21 6/15 0/18 17/17 17/17 0/13 0/13 0/13 23/67 17/69 

available 
Clinic and referral 
Clinic not opened as 0/22 0/21 0/15 0/18 0/17 0/17 0/13 0/13 0/13 0/67 0/69 

scheduled 
Immunization sessions 0/22 9/21 10/15 7/18 17/17 17/17 13/13 8/13 0/13 40/67 33/69 

not offered dailv 
No referral facility 0/22 2/21 0/15 0/18 0/17 0/17 0/13 0/13 0/13 0/67 2/69 

reasonable time 
Quality of records 
No individual patient 0/22 0/21 0/15 0/18 0/17 0/17 9/13 2/13 0/13 9/67 0/69 

records kept 
Records not complete 0/22 2/21 12/15 0/18 7/17 5/17 9/13 0/13 0/13 28/67 7/69 

Management of drugs 
not having all 22/22 8/21 15/15 2/18 15/17 17/17 13/13 10/13 13/13 65/67 40/69 

recommended dru_gs 
Training 
less than 60% of 13/22 14/21 14/15 9/18 7/17 7/17 10/13 3/13 4/13 44/67 34/69 

workers trained 
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Opening, Objectives of the meeting, introduction of Dr. Song Lanqin 
participants 
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Central IMCI Working Group Plan 

Policy development & Advocacy 

Introduce the results of IMCI Review and Planning September, 2001 IMCI Working 
meeting to: group, MOH 

• MOH, 

• pediatric community (academics, University, 
Pediatric society, NGOs), 

• international NGOs (eg Swiss Red Cross) 

• bilateral partners (eg DFID, AusAID) 

• UN agencies (WHO, World Bank, UNICEF) 
Conduct technical briefing for partners, with preparation September -October, IMCI Working 
of technical briefing note. 2001 Group, UNICEF, 

WB, bilateral 
Prepare and approve the IMCI expansion strategic September, 2001 MOH, IMCI 
document and plan of activities Working Group 
Link expansion to on-going health sector reforms at September- MOH 
central level November, 2001 
Expand the composition of the IMCI Steering September, 2001 MOH, IMCI 
Committee and Working Group and initiate regular Working Group, 
meetings. WB 
Support for the development and approval of provincial September- IMCI Working 
plans for IMCI implementation November, 2001 Group, WB, 

UNICEF 
Support for advocacy and the introduction of IMCI at October- December, IMCI Working 
the provincial level in new provinces 2001 Group, WB, 

UNICEF 

Management & Capacity building 

Coordination and planning with partners Ongoing IMCJ Working 
Group, WB, 
UNICEF, bilateral 
partners etc. 

Organize IMCI National Orientation workshop October, 2001 IMCI Working 
Group, WB, 
UNICEF, AusAID 

Train key people from the central level, organize model September, 2001- IMCI Working 
courses for new provinces and courses for facilitators July, 2002 Group, WHO, 

UNICEF, WB 

Develop resources for use in refresher training and October - November, IMCI Working 
reinforcement, perhaps at monthly township meetings, 2001 Group, WHO 
and at other local levels 

Support implementation of model refresher training in December, 2001 IMCI Working 
old provinces group 
Develop a general guide to the incorporation of IMCI December, 2001 IMCIWG 
follow-up into the routine supervision system 

Support training on follow-up at provincial level December, 2001- IMCIWG 
July, 2002 
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Introduction of new types of activities (Care for development, referral care etc) 
Translation of generic IMCI materials on the inclusion November 2001 IMCI WG, WHO, 
of IMCI in Basic Medical/Paramedical Education UNICEF 
Introduce the materials on inclusion of IMCI in Basic March, 2002 IMCI WG, WHO, 
Medical/Paramedical Education to Universities, UNICEF 
Presidents of Medical schools, Ningxia Health School 
and other authorities 
Develop a plan to pilot this activity if/when appropriate April2002- IMCI WG, WHO, 
sites (?Ningxia Health School for example) are found . December, 2002 UNICEF 
Translate a draft copy of the generic guidelines: November 2001 IMCIWG 
Management of the Child with Serious Infection or 
Severe Malnutrition 
Organize orientation meeting, introduce and the May, 2002 MOH, IMCI WG, 
explore the possible use of these inpatient care WHO,WB 
guidelines in China 
Translate a draft copy of the generic guidelines for November 2001 IMCIWG 
Care for Development 
Organize the orientation and planning meeting on the April, 2002 MOH, IMCI WG, 
use and further incorporation of WHO modules on Care UNICEF, WHO, 
for development WB 
Organize the model course incorporating Care for November 2002 MOH, IMCI WG, 
Development materials and evaluate. WHO 
Explore options and develop the model of alternative September- MOH, IMCIWG 
approaches for the training November, 2002 WHO 
Explore the options for the incorporation of IMCI September 2001 MOH, IMCIWG 
classifications in the existing HIS WHO, UNICEF 
Explore options and develop draft materials for use in January, 2002 IMCI WG, UNICEF 
community education by health workers and other other partners eg: 
agents. INGOs (SCF(UK)?) 

Monitoring & Evaluation 

Development of additional assessment tools for use in October 2001 and IMCIWG 
monitoring and evaluation ongoing 
Analysis of the results obtained from follow-up in new November, 2001 - IMCIWG 
provinces Julv, 2002 
National Progress evaluation meeting September, 2002 MOH 

Adaptation & Materials production 
Revise and translate some parts of IMCI Planning and November, 2001 IMCI Working 
Adaptation guides Group, WB 
Organize IMCI National Multi-Province Adaptation December, 2001 IMCI Working 
workshops Group, WB, 

UNICEF, AusAID 
Support to the adaptation process in new provinces, November, 2001- IMCI Working 
including development of additional central capacity, March, 2002 Group, WB, 
Local Terms and Nutritional studies (if required) UNICEF, AusAID 
Support to local experts in the development of local March, 2002 IMCI Working 
Mother's Cards Group 

Support for local training through supply of training November, 2001 - IMCIWG,WB, 
materials, including photo-booklets etc. March, 2002 WHO, UNICEF 



Province Pilot 
Anhui 
Gansu 
Guangxi 
Guizhou 
Hainan 
Heilongjiang 
Henan 
Hunan " Inner Mongolia 
Jiangxi 
Jilin 
Ningxia " Qinghai 
Shaanxi 
Shanxi 
Sichuan 
Tibet (...f) 
Xinjiang 
Yunnan 

POTENTIAL AREAS FOR IMCI EXPANSION IN CHINA 

MOH UNICEF Health VI Health VIII Health IX 
-v -v 
j_ ,; -v ,; 

_i 
,; _i " ,; 

" ,; 
,; 

_;J_ j_ ,; 
,; j_ 

,; 
j_ j_ 
,; ,; 

,; j 

" ,; " j_ 
.y " ,; 

AusAID SRC 

,; 

" " j_ 

ANNEX? 

SCFIUK 

" 

...... 

...... 
U1 



I 




