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1. Introduction 
An intercountry meeting on integrated management of 

childhood illness (IMCI) documentation and community 
component was held in Lattakia, Syrian Arab Republic, from 7 to 11 
October 2001 under the patronage of H.E. Dr Mohamed Eyad 
Chatty, Syrian Minister of Health, to: 
?? accelerate the implementation of the IMCI community 

component in countries of the Eastern Mediterranean Region 
?? share successful country experiences in community-based 

interventions and review different country approaches for 
developing and implementing the IMCI community 
component 

?? develop a regional strategy for the IMCI community 
component 

?? strengthen documentation of IMCI activities as an important 
tool for scaling up IMCI implementation and exchanging 
experiences between countries. 
In order to develop a regional strategy, a draft framework for 

the community component was prepared by the Eastern 
Mediterranean Regional Office as a basis for discussion and 
amendment at the meeting. The methodological approach followed 
in the meeting adhered to the key steps of an interactive learning 
process, aimed at gradually familiarizing the participants with the 
framework and reinforcing the guiding principles of the framework 
itself through presentations (information on country experiences; 
presentation of the framework); field visits (demonstration); and 
preparation of six-month national plans (translating theory into 
action). Interaction between participants was ensured through 
group work and discussions, and during field visits and plenary 
sessions. 

The agenda and programme are attached as annexes 1 and 2. 
The meeting was attended by representatives from 13 of the 15 
countries of the WHO Eastern Mediterranean Region presently 



implementing IMCI plus a contingent representing four UNICEF 
country offices as well as a WHO secretariat. The participants are 
listed in annex 3. 

The meeting was opened by Dr Mohammed Al-Alami, 
UNICEF Syrian Arab Republic.  

Dr Abdullah Saleh Assa’edi, WHO Representative, Syrian 
Arab Republic, presented a message from Dr Hussein A. Gezairy, 
WHO Regional Director for the Eastern Mediterranean. Dr Gezairy 
reminded the meeting that IMCI was a practical and feasible 
approach for reducing the burden of disease in children and 
promoting their physical and psychosocial development. He stressed 
the importance of making certain that IMCI interventions were 
sustainable, and that the community had a significant part to play in 
ensuring this, hence the importance of the community component 
of IMCI. IMCI was a horizontal approach, he said, and should strive 
to make use of existing activities wherever possible to achieve its 
goals. Dr Gezairy drew the participants’ attention to the importance 
of IMCI documentation—the focus of the second part of the 
meeting. Documentation was important for gathering evidence to 
show that IMCI worked and for planning, problem-solving and 
future implementation, he said. Dr Gezairy also emphasized the 
importance of WHO’s partners in IMCI activities, such as UNICEF, 
USAID and the World Bank. 

The leader of the Lattakia branch of the Ba’ath Party addressed 
the meeting. He said that IMCI was the most appropriate strategy 
for raising healthy and well adjusted children, and the programme 
had the full support of the Ministry of Health. 

Chairmen for the five days were proposed and accepted as 
follows: 
Day 1 Dr Said Madkour 

Director-General, National IMCI Coordinator, Ministry of 
Health and Population, Cairo, Egypt 
Dr Samia Mohammed Al-Hassan 
National Director of IMCI, Federal Ministry of Health, 
Khartoum, Sudan 



 
Day 2 Dr Mazen Hadra 

Director, Primary Health Care, Lattakia, Syrian Arab 
Republic 

Day 3 Dr Mounira Garbouj 
Director, Primary Health Care, Ministry of Public Health, 
Tunis, Tunisia  

Day 4 Dr Faiza Abdul Ahad 
Department of Preventive Medicine, Ministry of Health, 
Baghdad, Iraq  

Day 5 Brigadier Habib-ur-Rahman 
Director, General Health Services, Government of North-west 
Frontier Province, Peshawar, Pakistan 

Mr John Shimwell, WHO temporary adviser, was nominated 
rapporteur. 

2. Introduction to the IMCI community component 
Dr Suzanne Farhoud, Regional Adviser, Child and Adolescent 
Health, WHO Regional Office for the Eastern Mediterranean, 
Cairo, Egypt  

It goes without saying that the family and community in 
which children live play a major role in their care and upbringing. 
To provide this care, families need “knowledge, skills, motivation 
and support”.1 Twelve effective practices have been identified by 
WHO for families to follow in order to improve child survival, 
growth and development.1 The community component of IMCI 
aims to improve these practices. 

The rationale of the framework for the IMCI community 
component is to emphasize the added value that the process brings 
to child care and development and to guide the process of planning 
and implementation. The framework can be divided into two: the 

                                                 
1 Improving family and community practices. A component of the IMCI strategy. Geneva, World 
Health Organization, 1998 (Document WHO/CAH/98.2). 



basis and the planning process. The basis of IMCI is that it is a 
horizontal programme covering a broad spectrum of childhood 
illnesses and development issues. IMCI is wide-sector, bringing 
together various departments in ministries of health and academic 
institutions. It is multi-partner, involving different ministries, 
nongovernmental organizations, the private sector, international 
organizations and other interested parties. 

The planning process comprises the following steps: 
?? thorough situation analysis at national level 
?? definition and selection of communities for IMCI intervention 
?? priority-setting 
?? definition and selection of interventions 
?? definition and selection of approaches 
?? setting of indicators and tools for data collection and 

monitoring 
?? implementation 
?? supervision/monitoring and evaluation. 

Specific elements in the planning process are identified: 
?? selection of communities for intervention 
?? capacity-building for situation analysis and planning at district 

level 
?? building on existing community interventions 
?? linking the health system to the community 
?? improving access to quality child care for health providers 
?? promoting the 12 key family practices. 

3. Planning 
Dr Sergio Pièche, WHO Short-term Professional, Child and 
Adolescent Health, Regional Office for the Eastern 
Mediterranean, Cairo, Egypt 



3.1 Planning principles 
The plan and strategy for IMCI implementation at community 

level should be logically and operationally linked with (and be part 
of) the country overall IMCI strategy and directional plan; it must be 
based on a thorough situation analysis; and it should use multiple 
approaches in order to target more than one causal factor. 

It should include all steps to achieve clearly stated quantitative 
targets and sub-targets and describe tools and timetable to measure 
both process (what is done) and outcome (impact of intervention) 
indicators (monitoring and evaluation). It must target the whole 
community, including both the population and health providers 
serving it in the same locality. Local coordinators should be 
identified, and the role, responsibility and contributions of any 
related activities set forward. 

3.2 Indicators and targets 
An indicator is a number (or proportion or rate) that 

“indicates” what has been done  (“process”) and what this has led to 
(“outcome”). Both process and outcome indicators are essential. 

Process indicators monitor whether planned activities took 
place, immediate output of activities (“output indicators”). 
Indicators measuring the quality of activities are also considered as 
process indicators. 

For example, suppose a training course was planned on 
counselling on child home care for community health volunteers 
(CHVs) in District “Zed”. The process indicator would be whether 
the course took place or not. One output indicator would be 20 
CHVs trained in counselling on child home care in District “Zed”. 
Quality indicators might include the facilitator/participant ratio, the 
proportion of the course spent practising counselling skills, the 
number of caretakers counselled per participant and follow-up of 
the trained counsellors after four weeks. 

Outcome indicators assess what the activities have led to and 
evaluate the overall impact of the activities. In the District “Zed” 
example above, outcome indicators might be the proportion of 



CHVs properly and effectively counselling caretakers on child care 
and the proportion of caretakers adequately caring for sick children. 
Impact indicators might be the percentage reduction in child deaths 
or morbidity due to specific illnesses. 

Outcome indicators can be divided into intermediate outcome 
and final outcome. As one might expect, intermediate outcome 
indicators refer to the intermediate changes brought about by the 
intervention that led to the final outcome and final outcome 
indicators refer to the desired change expected as the final result of 
the intervention. So in our example, intermediate outcome 
indicators might be, in sequence, proportion of caretakers properly 
and effectively counselled on child care ?  proportion of caretakers 
knowing about how to care adequately for a child at home ?  
proportion of caretakers of children < 5 years old with cough 
advised by CHWs on when to seek care for a child with cough ?  
proportion of caretakers of children < 5 years old knowing about 
difficult breathing as a danger sign to seek care without delay. Final 
outcome indicators might be the proportion of caretakers adequately 
caring for sick children or the proportion of caretakers of children < 
5 years old with pneumonia who have taken their children to a 
health provider because of difficult breathing within 24 hours of its 
onset. 

Programme targets are also important and should always be 
set. A target is a quantified goal or objective that a programme plans 
to achieve by a certain date. So in District “Zed”, outcome targets 
might be 30% of CHVs in the district will properly and effectively 
counsel caretakers of children < 5 years old on feeding during illness 
by the end of 2003, and 80% of caretakers of children < 5 years old 
in the district will continue to feed their children during illness by 
the end of 2003. An impact target might be infant deaths to be 
reduced by 30% by the end of 2003 compared with the 1990 level. 

Discussion 
The participants noted that more than the basic 12 key family 

practices had been identified. However, not all of these practices had 



been validated; it was felt that the basic 12 would be a good starting 
point, and countries could pick from these (or others) depending on 
their priorities. Countries were concerned about what the criteria for 
community selection should be, but the scope of the present 
meeting did not extend to selection criteria. Standardized definitions 
for indicators did not exist (and indeed indicators for the same 
activity might differ according to the perspective of the monitor), 
and some outputs were difficult to quantify, but these issues would 
have to be addressed later. 

4. Country presentations 

4.1 Tunisia: improving community practices and the community 
component of integrated management of mother and child 
health 
Dr Ridha Djebeniani, IMCI Coordinator, Ministry of Public 
Health, Tunis, Tunisia  

Tunisia is fertile soil for a successful IMCI programme. There 
is good population coverage by health facilities; free television and 
radio broadcasting of health education messages; an existing 
framework of health education activities; a large range of partners; 
and health personnel trained in communication skills. However, the 
involvement of the private sector, the traditional medical approach 
and the lack of experience in community participation may have to 
be tackled for maximum effectiveness. 

Although the health of mothers and children has shown 
impressive improvement in recent years, a multiple-cluster survey 
in 2000 showed that many mothers are ignorant of the danger signs 
of acute respiratory infection and diarrhoea. 

While the improvement of health workers skills component of 
the IMCI strategy has been developed during the past two years 
with the development of an algorithm and training modules, 



emphasis now is on improving the family and community practices 
component. 

The family and community practices component of the IMCI 
strategy was initiated in March 2000. An IMCI community 
component group was set up, and a focal point designated. This 
group includes representatives from all relevant child health 
programmes, the health education unit at the central level, 
university professors, public health physicians and UNICEF. An 
IMCI adaptation/planning workshop took place in March 2001 with 
the technical support of WHO. During this workshop a plan of 
action for community IMCI was outlined. 

All the available relevant messages related to mother and child 
health have been collected and reviewed in order to ensure their 
compatibility with the IMCI messages which have been also listed. 
Key family practices and community-based approaches have been 
assessed from the multiple cluster survey and other relevant 
surveys. The IMCI community component group developed a 
mother counselling card. This card is due to be tested within the 
framework of the early-implementation phase in early 2002. The 
feeding recommendations which are included in the IMCI training 
material have also been developed. 

The Better Parenting Initiative is a video-based parent 
education programme for early child development. Its objectives are 
to contribute to parents/caregivers’ understanding of early child 
development by providing them with essential knowledge and tools 
for enhancing children’s development. Four videos have been 
developed, each aimed at one age group, and three guidebooks. The 
message dissemination strategy is two-pronged: a community-based 
strategy and a media-based strategy involving national television and 
radio. Better Parenting Initiative materials will be used within the 
IMCI package for training health personnel and health centre users. 

A protocol and questionnaire for a community baseline survey 
(BLS) has been developed in order to provide information not 
gathered by the cluster survey, especially information regarding 



perceptions of problems related to child health and key family 
practices with a special focus on: 
?? the knowledge of caretakers on home management and care-

seeking for an ill child 
?? the health facility linkage and influence on the family or the 

community 
?? the support provided by husband, family or community to the 

child and the caretaker. 

This survey, which will be conducted on November 2001 in 
the three early implementation districts, will provide pre–IMCI 
intervention information. The objectives of the survey are to: 
?? further understand the family and community practices 

related to child health and development 
?? provide information likely to help identify actions aimed at 

improving family and community practices 
?? provide information for evaluation of the impact of IMCI 

interventions on changing community knowledge and 
practices 

?? identify nongovernmental organizations, community 
representatives and other organizations involved, or likely to 
be so, in issues related to child health and development and 
their role in this regard. 

Several future activities are planned. 
?? A planning workshop in collaboration with UNICEF in 

November 2001 in order to prepare and secure consensus on a 
process for further planning the family and community 
component of IMCI. 

?? Formulation of three local district IMCI working groups 
headed by the local IMCI focal point, carrying the 
responsibility of managing all IMCI aspects including the 
community component, in the three early-implementation 
districts. 



?? Involvement of nongovernmental organizations, community 
representatives and other organizations: many 
nongovernmental organizations in Tunisia are likely to be 
involved in the implementation of the community 
component, such as the mothers’ association, Tunisian 
women’s union, teachers and schoolchildren, and scouts. 

?? After community assessment and diagnosis, a workshop in 
December 2001 will aim to build a consensus on the following 
issues: 
?? selection of the key practices to be addressed and 

identification of suitable interventions 
?? development of guidelines to train paramedical staff in 

order to build their capacity for community intervention 
?? development of a plan of action which outlines the 

frequency of home visits, how to conduct visits, links 
with health centres, etc. 

?? identify community events which might be used as 
opportunities to educate families and reach sick children 

?? identify feasible actions likely to be taken by community 
groups in order to support needy families with children 
needing urgent or special care, such as providing 
transportation 

?? review of previous experience and lessons learnt from 
successes and failures 

?? review of available messages related to child health and 
development (including those mentioned in the child 
health records) in order to improve them and adoption 
of new ones. 

?? Development of a system of evaluation to assess the impact 
and importance of the community component. 



4.2 Egypt: community assessment experience 
Dr Nagwa Khallaf, Coordinator of community component of 
IMCI, Ministry of Health and Population, Cairo, Egypt 

Introduction 
IMCI has progressed in Egypt with emphasis on the first two 

components: improving health provider skills and improving the 
health system to support IMCI. The national IMCI working group 
realized the urgent need to plan and develop the third component, 
improving family and community practices, late in 1998. 

Since then the major achievements of the community 
component have been as follows: 
?? community baseline survey (1999) 
?? formation of national and governorate IMCI family and 

community working groups. (March 2000) 
?? meetings and workshops in the early-implementation IMCI 

governorates in addition to all governorates that had began to 
implement IMCI 

?? defining the desired key family practices and messages 
concerning home management (May 2000) 

?? reviewing and adapting the community assessment tool 
developed by UNICEF (July 2000) 

?? conducting community assessment surveys in one village in 
each of the three BCS districts (January 2001) 

?? reviewing the existing family and community practices 
material and messages and matching for consistency with 
desired IMCI messages (February 2001) 

?? developing the first draft of a health education guide for 
community health workers (February 2001). 

Community assessment instrument 
The community assessment instrument, which focuses on 

child health and related key family practices, is designed to examine 
the underlying factors affecting child health in the community 



through dialogues. The methodology provides an assessment 
framework guide on how to work in the community as equal 
partners in addressing child health issues.  

The main issues addressed in the assessment are:key 
childhood illnesses in the community 

?? key family practices affecting child health 
?? factors underlying child health problems and caregiving 

practices 
?? stakeholders involved in and/or influencing child health 
?? the community’s capacity to address child health issues 
?? priority child health issues.Each dialogue is an ongoing event, 
which is carried out through a number of community workshops. 
Each dialogue results in a specific output leading/introducing the 
participants to the next stage and dialogue. The dialogues employ 
different research and assessment methods: qualitative participatory 
assessment exercises, focus group sessions and community capacity 
analysis. These methods support the community in identifying their 
children’s problems, the role of underlying factors (such as beliefs, 
social and economic, and pressure from others), and the resources 
available to them. 

Results of community assessment 
?? The most common illnesses among children under 5 years in 

the community were diarrhoea , pneumonia and 
malnutrition.Key family practices affecting child healthstarting 

of breastfeedingbreastfeeding exclusivelyappropriate 
complementary feedingintake of micronutrientstracking 
growth and psychological developmentcontinuing 
feeding and increasing fluid intake during 
illnessfollowing up health providers’ instructions for 
home management and follow up visitspractising hand 
washing and sanitary waste disposal, especially of 
children’s excreta.Stakeholders involved in and/or 

influencing child health: 



?? health providerstraditional birth attendants 
(dayas)nongovernmental organizationslocal 
authoritiesmarkets, slaughterhousesenvironmental 
sanitation (water, waste, etc.).The community’s capacity 

to address child health issues:human 
resourcesnongovernmental organizationslocal 
authoritieshealth facilitiesreligious institutions.Strategies 

were identified to address the three priority problems: 
communication, environmental sanitation and increasing the 
accessibility of health facilities. 

Conclusions 
?? There is no cooperation or relationship between the identified 

stakeholders affecting child health. 
?? Most of the poor key family practices are due to lack of 

knowledge. 
?? Following up children’s development (physically, mentally 

and socially) is not a priority issue for the community. 
?? Nutritional education is commonly neglected by health 

providers. 
?? Regular maternal care is not taken seriously by community. 
?? Survey participants could recognize the most common and 

severe childhood diseases, their causes and the family practices 
affecting them. 

?? Participants were able to select and develop strategies to solve 
the health problems identified. 

Lessons learnt 
?? The community assessment tool (methodology) provided an 

assessment framework for working with communities as equal 
partners in addressing child health issues. 

?? The community assessment exercises helped in: 
?? creating close contact and positive interaction among 

health staff, community leaders and communities 



?? sensitizing communities towards child health problems, 
underlying factors and the available resources 

?? sensitizing participating health workers about why and 
how to deal with communities 

?? orienting participating university staff about the tool. 
?? The community assessment tool is difficult to use by 

facilitators selected from the community. It needs professional 
researchers. 

?? The expense of the community assessment method in terms of 
time, effort and money limits its replicability. 

?? The sensitivity and specificity of the tool are not well known 
yet. 

?? Community members are not always willing to provide time 
and effort for free (the assessment lasted 5 hours a day over a 
period of 5 days). 

?? Results obtained were almost similar to the results of previous 
studies, particularly those including focus group discussions. 

?? The role of community leaders is influential as a facilitating 
factor for providing support for community members. 

?? Changing caretaker behaviour is critically important for 
effective child survival programmes. 

?? Health providers need to work with families in their 
communities in order to ensure that they can provide 
adequate home care to support the healthy growth and 
development of their children. 

4.3 Syrian Arab Republic: linking IMCI to Healthy Villages 
projects 
Dr Maher Abou Mayala, Director, Primary Health Care, 
Lattakia, Syrian Arab Republic  

Healthy Villages started in the Syrian Arab Republic in 1996 
with three villages. The project aims to improve lifestyles, income 
and community environment. It is a comprehensive project for 
development of village communities through organization of the 



local community, identification and activation of existing 
community resources, identification of community needs and 
priorities, and development of a plan to address priorities using local 
resources and intersectoral collaboration within and outside the 
community. 

The reason for linking Healthy Villages projects to IMCI 
implementation in the Syrian Arab Republic were wide coverage of 
health services, existing community participation in the projects, 
existing links between the community and health facilities, and 
existing infrastructure (committees, family files, intersectoral 
collaboration) and capacity-building for planning and resources 
(volunteers, community representatives and training). 

IMCI can offer a lot to Healthy Villages projects. It can help 
rebuild confidence of the community and health system (improving 
health provider skills, quality of health services and availability of 
essential drugs); it can strengthen the referral system; intersectoral 
collaboration can be further strengthened (for example, through 
community schools); community participation can be further 
strengthened (identification of tasks, practical training on child 
health related issues, etc.), and the information system improved. 
An effective supervisory system and database essential for planning 
can be created, and more emphasis can be put on children’s health. 

Linkage is established first through a community situation 
analysis and identification of priority community interventions. Any 
information found to be missing or deficient (such as family child 
care practices) is collected, through focus group discussion or by 
questionnaire. Priority areas are addressed through multiple 
approaches using for example, community schools, volunteers, 
child-friendly houses and development committees. 

Meeting with the community and identifying activities that 
could be built on raised the awareness of the community of the 
existence of resources, such as volunteers, financial resources and 
training activities. Once the community was convinced of the value 
of the project, they mobilized themselves. Each village is divided 
into clusters of several houses (the house being considered the basic 



unit of the village), each the responsibility of an individual or small 
group of individuals. The cluster system has led to the availability of 
an extensive database of village information. A village development 
committee oversees the project, comprising influential people in the 
village and other stakeholders (such as the mukhtar, the imam, the 
doctor and the head teacher), and this reports to the Healthy 
Villages department at governorate level to ensure village activities 
are in line with national guidelines. 

There have been several findings from the Syrian experience: 
?? there is a need for a working group at district level (capacity-

building) 
?? working at community level requires continuous supervision  
?? good preparation and orientation of the community is essential 

for success 
?? each stakeholder identified must have clearly defined 

responsibility and clear terms of reference 
?? supervision is essential role 
?? feasibility of each intervention must be considered (resources 

required) 
?? indicators should be set during the planning process to enable 

monitoring and evaluation of the intervention. 



4.4 Syrian Arab Republic: linking IMCI to community schools 
Dr Sahar Musleh, Chief, IMCI Project, Ministry of Health, 
Damascus, Syrian Arab Republic  

A community school is one which applies community-
oriented health education interventions through the classroom. It is 
an important component of any Health Village project and is based 
on multisectoral collaboration. In the Syrian Arab Republic the first 
three community schools were founded in 1996–97; under the 
patronage of Mme Asma Asad, the Syrian First Lady, this number 
has risen to more than 2300, in both the 213 Syrian Healthy Village 
projects and in other villages, in 2000–01. This represents about half 
the schools in the country. It is hope to expand the project to all 
primary schools. 

The health priorities for inclusion in the community school 
health interventions are decided by consensus at national level, 
although there is scope for inclusion of topics of local importance, 
such as leishmania, as well. Each topic is presented for a month to 
primary school students in years 4, 5 and 6. The Syrian school year 
is six months long, thus six topics are tackled every year. Teachers 
are trained in community health interventions. A leader is selected 
from among the schoolchildren and he or she receives more 
guidance to pass on to fellow students. Students examine practices 
at household and community levels and determine which are good 
and which bad from a health point of view. Students demonstrate 
their knowledge through drawings, role-plays and community 
entertainment. In addition, students visit households in their village 
after school hours in order to pass on the health messages they have 
learnt and report back the following day. To evaluate the project, 
teachers administer a questionnaire on each topic before and after 
intervention. As yet, continuous monitoring exists only for 
community schools within Healthy Village projects. No indicators to 
assess behaviour change at community level have been developed. 
The relatively homogenous composition of Syrian villages has meant 



that families understand the objectives of the scheme and are highly 
supportive; there has been little dissent. 

The community school is a result of collaboration between the 
department of primary health care in the Ministry of Health and the 
school health department in the Ministry of Education. It is an 
obvious existing vehicle for IMCI implementation. As yet the 
linkage has not been implemented, but a pilot project in one area on 
diarrhoeal diseases is under way. 

Discussion 
In Tunisia, health messages are transmitted during school 

health days. At day’s end, knowledge is high, but testing after three 
months showed a big drop in knowledge, and after a year it had 
almost gone. This shows the importance of reinforcing the messages. 

Oman has a similar scheme, again not yet fully implemented, 
which uses a textbook, Book of facts of life, to transmit health 
messages. This intervention is aimed at older students, and also 
involves doctors’ visits and school nurses. Primary schools are 
visited twice a month by doctors from the school health directorate. 
In addition, a health nurse is assigned to every two schools. 

4.5 Syrian Arab Republic: Health providers and the Child-friendly 
House 
Dr Mohsen Haj Husain, IMCI Coordinator, Hama Governorate, 
Hama, Syrian Arab Republic  

A Child-friendly House is a house that fulfils set of 
comprehensive criteria (health, social, environmental and emotional) 
which are related to child survival, growth and development. It is 
one strand of the Healthy Villages approach. In a Child-friendly 
House, a child should enjoy a healthy family atmosphere with care 
from both parents, should be safe from home accidents, have 
enough time, space and toys to play and should have access to clean 
and safe water and sanitation. Children should have access to 
adequate healthcare (including immunization) and their nutrition, 



growth and development monitored. They should be breastfed until 
at least two years of age, with gradual introduction of 
complementary foods, protected from violence and abuse, and 
receive at least a primary education. 

Parents should know the essentials of healthy childrearing, 
such as feeding, prevention and treatment of childhood diseases, 
and normal growth and development. In particular they should not 
smoke, at least in the house. 

Before a Child-friendly House scheme gets under way, a 
situation analysis is done of the selected village, and social marketing 
takes place to promote the idea. Community health workers are 
trained on the criteria, and then focus group discussions and role-
plays take place with them and the village mothers. The village is 
divided into clusters of houses, and community health volunteers 
are assigned to visit houses under the supervision of health facility 
staff. These house visits and intervention outcomes are documented. 
The volunteers meet weekly with health facility staff to discuss 
findings and identify and solve problems. 

IMCI brings added value to the concept of the Child-friendly 
House by requiring clear job descriptions for the volunteers, 
improving linkages between the health facility and the community, 
increasing volunteer training, strengthening health information 
systems and setting measurable indicators to monitor progress 
towards achieving and maintaining the Child-friendly House 
criteria. 

The indicators are measured by pre- and post-intervention 
questionnaires. Criteria are for assessment, not selection. The aim is 
to make every house child-friendly. Houses not meeting the criteria 
are given more visits, and other interventions are used as 
appropriate. If half the houses in a village meet the criteria, then the 
village is considered child-friendly. The resources to support the 
Child-friendly House scheme come from community and 
government levels. Village development committees could address 
economic issues. The main dimension of the scheme, however, is 
social, not economic. 



Addressing houses in which the domestic atmosphere may 
put a child at risk, such as a mentally ill family member or strife 
between the parents must be done with tact and without haste. 
Many approaches are used, such as mobilizing the community or 
through on of the village development subcommittees, as 
appropriate. 

At present the potential for linkage between the Child-friendly 
House scheme and the community schools is not fully exploited. 
Some maternal health issues are covered, but this is an area that 
could be strengthened. Improving mothers’ education through a 
“fight against illiteracy” programme is part of the Health Villages 
approach. The Child-friendly House concept could be linked with 
the Baby-friendly Hospital initiative at district level. 

4.6 Syrian Arab Republic: using focus group discussions for raising 
community knowledge and awareness 
Dr Walid Al Faisal, Director, Primary Health Care, and IMCI 
Coordinator, Ministry of Health, Damascus, Syrian Arab 
Republic 

Focus groups are a qualitative approach for gathering data. A 
focus group session is an in-depth discussion attended by a small, 
selected, group of people, preferably homogeneous. They are 
flexible forums for stimulating and open-ended discussion. They can 
be used to discover present community practices and motivations, 
explore novel approaches to community growth, and stimulate new 
ideas. They can raise community knowledge and awareness and 
thus help improve family practices. 

There are many locations suitable for holding focus group 
discussions, such as health centres, day-care centres, and premises of 
community associations. Groups are moderated by trained 
individuals and comprise women from the community, female 
health workers and community health volunteers. 

A discussion is introduced by presenting the objectives of the 
session and how they might be achieved. Then the moderator has a 



short conversation with the group to get the ball rolling. The 
subsequent discussion identifies problems, and their causes and 
proposes solutions. Sessions are evaluated using a checklist and 
subjectively by determining the quality and usefulness of the 
debate. 

Until the time of writing, sessions have been conducted in 
Damascus, Hama and Lattakia covering social marketing of 
community interventions, rational use of drugs and accidents in the 
home. It is hope to extend the scheme nationally and evaluate its 
effects on the community. 

4.7 Sudan: volunteers project 
Dr Igbal Ahmed Bashir, IMCI Community Component 
Coordinator, Federal Ministry of Health, Khartoum, Sudan 

A 1995 survey in four states in Sudan (Jezira, Kassala, 
Khartoum and White Nile) on knowledge attitudes and practice of 
caretakers of children under 5 years with regard to home 
management of, preventive measures against and when to seek care 
for diarrhoeal diseases and acute respiratory infections (CDD/ARI) 
revealed low knowledge among the caretakers. A community-based 
intervention in the survey areas was recommended to rectify this. 

A steering committee was formed in 1996 comprising 
representatives from all facets of primary health care (maternal and 
child health, diarrhoeal diseases and acute respiratory infections, 
nutrition, immunization, etc.), UNICEF, interested 
nongovernmental organizations and experts from other institutions 
with community project experience. The terms of reference of the 
project were to plan for the pilot phase, develop training materials, 
develop monitoring tools, and prepare for a national workshop on 
project implementation. 

A subcommittee was formed to develop the training materials: 
a manual for the volunteers was written; mothers’ CDD/ARI cards 
were updated; a pamphlet on the 10 steps of using oral rehydration 



salts was produced; and video spots on methods of prevention were 
developed. 

In 1997 a national workshop was held involving programme 
staff, UNICEF staff, nongovernmental organization staff and 
expertise from other institutes and universities. The workshop 
discussed the volunteers’ training materials and monitoring tools, 
and the role of the federal and state ministries of health and 
nongovernmental organizations on the management of the project. 
It was agreed that the Federal Ministry of Health would provide the 
training materials and monitoring tools, and undertake training of 
the trainers and supervision and monitoring of the implementation 
of the project (visits to the states every three months). The state 
ministries of health would training of the volunteers and carry out a 
baseline assessment and evaluation of the project with the help of 
nongovernmental organizations, and provide supervision and 
monitoring of the implementation of the project (monthly visits to 
the districts). 

UNICEF would support the activities at federal level, be part of 
the national steering committee and support the baseline assessment 
and evaluation. 

In the districts selected for the intervention, trainer and 
volunteers were chosen (one volunteer for every 15–30 
mothers/caretakers). Volunteers had to be literate and respected in 
their communities, and were trained to conduct baseline and final 
evaluations. The roles of the volunteers were to assist in the baseline 
assessment and the final evaluation; to deliver the health education 
messages through counselling the mothers in home visits, formal 
and informal group discussions and individual meetings; to facilitate 
and prepare for conduction of seminars, public talks and health 
exhibitions; and to meet weekly with their supervisors 
(nongovernmental organizations), in order to report the activities 
conducted and discuss the problems faced. 

IMCI was introduced in Sudan in 1996. In 1999 there was a 
review of the early implementation phase, which recommended 
strengthening of the community component. As a result, a national 



workshop on planning for the community component was held in 
2000., which recommended that the volunteers project should be 
compatible with IMCI. Thus the training materials were reviewed to 
include the Sudanese key family practices; the questioner, pre and 
post tests for volunteers were also reviewed; a calendar was 
developed to assist in communication with mothers; and guidelines 
for trainers were developed. By way of linkage of IMCI to basic 
development needs (BDN) schemes, volunteer projects were 
introducing in BDN areas; village development committees were 
oriented on volunteer projects, cluster representatives were trained 
as volunteers; nongovernmental organizations in BDN areas were 
mobilized in order to participate in the project; “presence of BDN 
project” was included in criteria for selection of areas for volunteer 
project implementation and vice versa; and a model area was 
developed implementing volunteer project with basic development 
needs, to be replicated in other areas. 

The partnership (UN agencies, nongovernmental organizations 
and other sectors) that was created was the backbone of the success 
of the project. Volunteers, when well trained and given specific and 
focused role, are good for delivering health messages and can be 
used as a tool in promoting health within their communities. 
Mothers, if well informed, closely followed and motivated, will 
effectively promote their children’s health. 

Project constraints included the high turnover of the 
volunteers, the limited resources allocated to the project and the 
total dependence on nongovernmental organizations for execution 
at district level. 

Health facilities were linking to the community through 
training of support staff in first-level health facilities. This training 
came about because IMCI training does not target support staff , the 
organization of work does not allow trained health workers to 
perform all IMCI tasks, support staff perform some tasks included 
in IMCI, and partnership between health workers and families is 
needed. 



The objectives of the training were to unify the health 
education messages delivered by the health workers within the same 
health facility and make them consistent with IMCI guidelines, to 
improve and promote health education and counselling skills of 
support staff, and to make use of the visits of the caretakers and 
children who are not sick (well child visits)  

The targeted support staff were vaccinators, nurses, nutritional 
educators and health  visitors, and statistical clerks and drug 
dispensers (to be trained in special tasks) working in health facilities 
implementing IMCI. The selected support staff attend a four-day 
training course. Training topics included orientation of supportive 
staff on the IMCI strategy, counselling and communication skills, 
breastfeeding, complementary feeding and child nutrition, home 
management of diarrhoea, and acute respiratory infections, malaria 
and immunization. Methods included reading the training manual, 
exercises, photographs and videos, role play, group discussion and 
practical sessions in health centres. 

4.8 Pakistan: the Lady Health Workers’ Programme and IMCI 
Dr S. Raza Zaidi, Deputy National Coordinator, PHC Cell, 
Ministry of Health, Islamabad, Pakistan 

The main objective of the National Programme for Family 
Planning and Primary Health Care (the Lady Health Workers’ 
Programme) is to achieve universal health coverage by addressing 
primary health care problems in providing promotive, preventive 
and curative services at the doorstep of the community and also to 
expand availability of family planning services in urban slums and 
rural areas of Pakistan. 

The programme was launched in 1994 in order to: 
?? bring about community awareness, changes in attitude and 

mobilization for health 
?? provide promotive, preventive and curative primary health 

care services 
?? put greater emphasis on maternal and child health services 



?? expand the availability of family planning services in 
rural/urban areas 

?? improve nutritional status of mothers and children 
?? improve use of health services 
?? integrate existing vertical health programmes. 

The programme covers the vast majority of the country. 
The Federal Ministry of Health is responsible for policy 

development, monitoring and evaluation planning, coordination 
and budget distribution. 

The provincial health departments and district 
implementation units handle distribution of finances, logistics, 
training, monitoring and coordination, selection of Lady Health 
Workers and supervisors, distribution of stipends and supplies to 
Lady Health Workers, training of trainers, female supervisors, 
coordination with other departments, and supervision. First-level 
care facilities are responsible for selection training and supervision of 
Lady Health Workers, management of referrals, distribution of 
logistics, and collection and compilation of data. 

To become a Lady Health Worker, a candidate should be a 
local resident with a middle-school qualification, aged between 18 
and 45 and preferably married. She must be recommended by or 
acceptable to the community. Training topics are community 
organization, interpersonal communication skills, maternal health, 
nutrition, family planning, child health, common diseases and their 
prevention, hygiene and sanitation, and health information systems. 
The first three months of training is spent in the classroom at a 
nearby health facility and on practical work, then one week a month 
for a year. After this, one day a month is used for training. Lady 
Health Workers are not volunteers but receive a stipend of Rs1400 
(US$23). 

The Lady Health Worker’s duties are to organize community 
by developing women’s groups and health committees; act as liaison 
between the formal health system and the community; disseminate 
health education messages; register all eligible couples (married 
women age 15–49 years; provide condoms, oral pills to eligible 



couples and refer clients needing IUD insertions, contraceptive 
surgery and injectables; coordinate with traditional birth attendants 
and local health facilities; undertake nutritional interventions such as 
anaemia control, growth monitoring, and emphasize breastfeeding 
and complementary feeding practices; coordinate with EPI for 
immunization; treat minor ailments; and submit a monthly progress 
report to the supervising health centre. As well as the monthly 
report, tools used by the Lady Health Workers are area maps, 
community charts, family registers curative care and family 
planning registers, maternal and child health cards and referral slips. 
Each Lady Health Worker visits on average 23 households a week. 
Lady Health Workers are issued with a limited number of essential 
drugs and basic medical supplies. 

An evaluation sponsored by the UK Department for 
International Development showed that on average a Lady Health 
Worker spends 70% of her time visiting patients or seeing them in 
health facilities. Compared to areas without Lady Health Worker 
services, health knowledge and practices in Lady Health Worker–
served communities were markedly greater. 

The Lady Health Worker Programme already has in place 
many of the features of IMCI. Child care is an integral part of 
primary health care. Most of the 12 key family and community 
practices recommended by WHO/UNICEF are already in the job 
description of Lady Health Workers. Health facility workers trained 
in IMCI are already trainers of Lady Health Workers. Many 
concepts of IMCI are included in the Lady Health Workers training 
curriculum and materials such as breastfeeding counselling, 
complementary feeding, home health care of children and when to 
refer a child. ICMI can add value to the Lady Health Workers 
Programme. IMCI trained health facility staff will be better trainers 
in initial training and monthly training sessions. There will be more 
opportunity for Lady Health Workers to get practical experience. 
Health facility staff will do supervision, thus strengthening of 
linkage between the Lady Health Workers and the health facility. 



4.9 Pakistan: using results of follow-up for future IMCI planning 
Dr Jayantha Liyanage, WHO Associate Professional Officer, 
Islamabad, Pakistan 

Introduction 
A sample of 69 first-level health care facility staff at 22 IMCI 

implementing facilities were trained, both medical officers and 
paramedics1. Of these, 62 were paid two follow-up visits. Each visit 
comprised an introduction, observation of case management skills, 
exit interviews with caretakers, skills reinforcement sessions, facility 
reviews, problem-solving sessions, and preparation of a summary 
report. 

Observations 
Clinical sessions provided an opportunity for paramedical staff 

to practise skills with close facilitation; paramedical staff were keen 
to learn, and medical officers performed excellently. However, 
medical officers tended to be overconfident. 

Quality of clinical case management observed in follow-up 
visits was good, with medical staff and paramedicals performing 
equally well. However, the counselling and educational component 
of the case management, assessed from exit interviews, was less 
impressive, and the paramedicals performed better than the medical 
officers. Thus in subsequent training courses more attention was 
given to this subject. This is in part due to the paramedicals’ greater 
familiarity with the local languages. 

The situation improved after the first round of visits: health 
personnel felt the seriousness of national, provincial and district 
managers after the first round; debriefing meetings provided 
opportunities to find simple solutions; and health facility supervisors 
participated in the concluding session of the second district course. 
With the coordination of district managers, team work was able to 
start. 

                                                 
1 Lady Health Visitors, health technicians and dispensers. 



Of the 22 facilities under review, five had no diarrhoea training 
centre at the time of the first visit. At the time of the second visit, 
there was only one facility with no diarrhoea training centre, and 
shortcomings in the other centres had improved greatly. 

If a facility does not stock the needed drugs then patient use 
may fall off.Availability of essential IMCI drugs and supplies 
improved between the visits due to action taken by district 
managers. However, existing mechanisms need to be strengthened, 
and an element of accountability must be introduced. A 
facility/village level cost recovery system should be phased in, and 
prescribers motivated to prescribe low-cost IMCI drugs.  

A majority of facilities were found to keep no individual 
patient records or the records were not complete during the first 
visit. The second visit saw no improvement in the number of 
facilities keeping no individual records, but the number of facilities 
with incomplete records almost halved. 

Some facilities had few children attending when follow up 
visits were conducted. When the community was informed, a lot of 
children with IMCI red or yellow classifications visited the facility. 

Conclusions 
?? The current 11-day training schedule for paramedical staff 

should be continued. 
?? Medical officers should spend less time on the assessment and 

classification module and identifying treatment module and 
more time on the counselling the mother and follow-up 
modules. 

?? Committed facilitators are essential. 
?? There should be pre-service training for paramedical staff at 

training school. 
?? Routine supervision should be strengthened by the district 

managers through use of the IMCI supervisory check list. 
?? The district planning workshop should emphasize 

organization of health equipment. 



?? Availability of health equipment should be ensured before 
training. 

?? Two rounds of post-workshop follow-up visits should take 
place to supplement the routine supervision. 

?? The link between the Lady Health Workers and the health 
facilities should be strengthened. 

?? IMCI will strengthen the health component of basic 
development needs programmes. 

4.10 Morocco: evaluation of the management of childhood illness in 
the public sector facilities in four Moroccan provinces 
Dr Aicha Lamrani, Service de la Protection de la Santé infantile, 
Directorate of Population, Ministry of Health, Rabat, Morocco 

Methodology 
The objectives of the evaluation were to: 

?? determine the effectiveness of training and follow-up on 
quality of management of childhood illness 

?? highlight strengths and weaknesses in order to consolidate 
performance in pilot provinces 

?? collect baseline data for eventual evaluation of IMCI 
implementation in two additional provinces 

?? contribute to policy making concerning extension of IMCI to 
other provinces. 
The evaluation was a cross-sectional, post-intervention 

evaluation with a non-equivalent comparison group. IMCI groups in 
Agadir and Meknès were compared with non-IMCI groups in 
Tetouan and Larache. The IMCI groups had received 11 or 12 days 
training and at least one follow-up visit. The key evaluative activities 
were protocol development, training of surveyors, data collection, 
data entry, preliminary analysis and secondary analysis. The facilities 
evaluated were public sector entities offering ambulatory care 
facilities for children under 5 years located in the intervention and 
control areas, and the children considered were aged between 1 
week and 59 months presenting with any illness on a first 



consultation or follow-up. The surveyors were IMCI-trained. Quality 
was assured by using external evaluators not connected with project 
implementation (USAID, WHO, Centers for Disease Control and 
Prevention), strict evaluation criteria and a rigorous methodology. 

The data were collected during two weeks of field work with a 
strict timetable. Visits were unannounced, and surveys lasted from 
the opening of the facilities till they closed. For each child, the health 
worker was observed during the consultation, its mother was 
interviewed post consultation and the child was reexamined by an 
IMCI physician on exit. At the end of the survey day, the service-
providing health workers were interviewed, and the health facility 
assessed. 

The sample size was roughly half the health facilities in both 
IMCI and control areas, and about half the eligible health workers. 

Indicators and results 
Case management indicators in four categories were used: 

clinical assessment (8 indicators), illness classification (3 indicators), 
child referral/treatment/vaccination (15 indicators), and parent 
counselling (7 indicators). Health system indicators were measured 
in four categories: availability of key drugs, vaccines and vaccine 
materials (4 indicators); availability of key equipment and 
documentation (6 indicators); frequency of supervision and 
availability of infrastructure resources (4 indicators); and patient 
flow (5 indicators). 

There were statistically significant differences between the 
IMCI and non-IMCI groups for a majority of assessment indicators. 
Most IMCI children (80% or more) were assessed for danger signs, 
symptoms, feeding practices, and most were weighed/weight 
interpreted, and most had vaccination status checked. Two-thirds of 
IMCI children received integrated evaluation, and slightly more 
than half had “other” problems assessed. Severe illness and low 
weight classifications were infrequent in both groups. There were 
statistically significant differences between the IMCI and non-IMCI 
groups for correct positive classifications. Nearly a third of children 



in the IMCI group had at least one misclassified illness (based on 
positive classifications).  

Few children needed referral; however, two IMCI cases were 
not referred although needing it .There were statistically significant 
differences between the IMCI and non-IMCI groups for four 
indicators on appropriate prescription of oral antibiotics. However, 
only 56% of children needing an antibiotic in the IMCI group were 
prescribed the correct first-line drug (61% first- or second-line). The 
antibiotic abuse rate in the IMCI group (12%) is noteworthy (34% 
non-IMCI group). 

There were statistically significant differences between the 
IMCI and non-IMCI groups for three counselling indicators. 
However, only 40% of parents in the IMCI group were told about 
the importance of giving extra fluids and continuing feeding during 
illness. Almost all IMCI parents were told how to administer 
treatment at home; however, 60% mothers prescribed co-
trimoxazole could not describe accurately its correct administration. 
Mothers’ satisfaction in both groups was similar: this may be 
attributable to the difficulty in measuring it, as demonstrated by 
other studies. 

Availability of all oral drugs, prereferral injectables and med-
tech material on the day of survey was equally poor in both groups. 
Vaccine availability on the day of survey was excellent in both 
groups (100% IMCI/88% non-IMCI) but vaccination was not 
available daily  

Key documentation and patient flow excellent in the IMCI 
group on the day of survey, although there were some access and 
infrastructure problems. The extent of routine supervisory activities 
was difficult to assess through the survey because of some confusion 
between routine supervision and training follow-up visits in the 
IMCI group 

Conclusions 
One year after training, children in IMCI areas were receiving 

superior quality care (as defined by IMCI directives) than children 



in non-IMCI areas. However, IMCI guidelines were often not 
followed by IMCI trained health workers, particularly for treatment, 
counselling and vaccination. 

Training with follow-up is necessary but probably not 
sufficient to achieve high levels of compliance. Complementary 
educational and managerial interventions, as well as economic and 
regulatory approaches are needed to maintain/improve compliance. 
Strengths should be reinforced, and deficiencies addressed in pilot 
areas to capitalize on substantial three-year investment in IMCI, and 
to justify extension to more provinces. 

Integrated guidelines alone are an inadequate catalyst for more 
efficient and effective health system performance. Discrete system-
level interventions should be devised in order to create an enabling 
clinical environment and ensure these move in tandem with other 
components of the strategy. 

Improved drug management is priority for action. Provincial-
level committees with managerial responsibilities for improving 
child health services should be considered. 

Periodic surveys and, episodic training follow-up cannot 
replace routine monitoring. Multiple monitoring methods, both on-
site and off-site, are best for continuous assessment and 
improvement. 

4.11 Egypt: evidence that IMCI works 
Dr Said Madkour, National IMCI Coordinator, Ministry of 
Health and Population, Cairo, Egypt 

IMCI implementation was assessed through a situation 
analysis of district policies and health facility support elements; pilot 
pre-training assessment of health providers’ skills and practices, and 
caretaker interviews using adapted follow-up after training forms; 
and one round of follow-up after training, including three elements: 
health provider skills, caretaker interviews and health facility 
supports. 



It was found that most trained health providers complied with 
IMCI protocols in managing illness in children under 5 years old. 
Health facilities had prepared for implementation by reorganizing 
space in order to smooth patient flow, allocating space for 
counselling and conveniently locating IMCI rooms. Functioning 
equipment such as weighing scales, timers and nebulizers was 
available, as were most essential and other items on the IMCI drug 
list. The feedback and referral system had been strengthened, and 
IMCI registers and recording forms were available and maintained. 
Health supervisors’ attitudes towards health care providers 
improved, and this helped facilitate problem-solving. IMCI tasks for 
health care providers appropriate to their background and skills had 
been defined. The result of these improvements was that caretakers’ 
knowledge of best practices and satisfaction with health care 
increased. 

In addition, local initiatives contributed to an improvement of 
care. Some facilities erected notice boards for displaying charts and 
other materials. Some specialists adopted IMCI recording forms for 
their private practices. 

4.12 Egypt: documentation of IMCI activities 
Dr Said Madkour, National IMCI Coordinator, Ministry of 
Health and Population, Cairo, Egypt 

Objectives 
?? To provide information needed for planning, monitoring and 

evaluation. 
?? To document achievements, gaps and problems, and validity 

of solutions. 
?? To facilitate extraction of lessons. 
?? To provide valid information for taking objective decisions. 
?? To provide evidence that IMCI works, for advocacy purposes. 



Content 
?? Programme organization and financial management at central 

and local levels. 
?? Processes for introducing IMCI at district level, and 

requirements for implementation. 
?? Basic information on district policies: referral, fees, drug 

distribution, referral and supervision. 
?? Central and district planning processes and outputs. 
?? Basic information on facility supports: equipment and 

supplies, work organization and referral. 
?? Indicators for quality of training, follow-up after training, and 

supervision. 
?? Processes for assessing family and community problems, 

practices, needs and priorities from the community 
perspective. 

?? Developmental activities such as materials for nurses. 

Tools at central level 
?? Time listing of events indicating activities in chronological 

order, updated on an ongoing basis. 
?? Narrative progress reports summarizing achievements, 

constraints, critical decisions and changes in planned 
schedules 

?? Detailed reports on major events such as district planning 
workshops, health facility surveys, community activities, field 
visits and meeting minutes. 

?? Training and follow-up database listing. 
?? Activities by date and location. 
?? Names and affiliation of participants and 

facilitators/supervisors. 
?? Reports on training and follow-up as required by WHO 

guidelines. 
?? Organigrams/flowcharts. 
?? Financial records. 



?? Forms for example for situation analysis, supervisory 
checklists, health facility reporting, baseline study and 
assessment 

Tools at district level 
?? List of events. 
?? Supervisory reports summarizing activities that took place and 

constraints faced. 
?? Training records listing names and affiliation of participants, 

type and dates of courses, and dates of follow-up. 
?? Compiled monthly health facility reports. 

Examples of use 
?? List of events facilitated monitoring of plans and writing 

progress reports. 
?? Information generated by training, follow-up and supervisory 

visit reports directed corrective actions, such as: 
?? improving training coverage 
?? putting emphasis on certain items in training of 

physicians 
?? rewriting of the nurse training materials to focus on 

skills, with limited theory. 
?? Training database and district training records helped to 

identify attrition and additional training needs. 
?? Detailed reports and meeting minutes used for: 

?? justifying decisions and critical changes in processes 
?? remodelling orientation package, district planning 

materials and supervisory system 
?? Periodic health facility reports used for: 

?? monitoring service quality and setting standards for 
selected classifications 

?? reviewing and adapting plans to cope with constraints 
and/or emerging situations. 



?? Progress reports helped preparation of the report for early 
implementation phase review, and papers for, for example, 
advocacy seminars, conferences, and intercountry meetings. 

?? Situation analysis information used for need assessment at 
health facility and district levels. 

?? Financial and process information helped to estimate level of 
effort for planning and budgeting future activities. 

?? Forms helped to standardize implementation and monitoring-
related activities. 

4.13 Sudan: operational research on the community component of 
IMCI 
Dr Samia Hassan, National Director, IMCI, Federal Ministry of 
Health, Khartoum, Sudan 

Survey 1 
IMCI was implemented in Sudan in 1998. In August 2000 in 

Khartoum State operational research was carried out to investigate 
compliance of mothers to home management recommendations.  

The general objectives of the study were to promote child 
health through testing the improving mother’s practices related to 
child health and illness. Specific objectives were: 
?? to measure the response of mothers/caretakers to home 

management recommendations given to them as part of case 
management for their children 

?? to evaluate the outcome of respondents and nonrespondents 
in the study and control areas 

?? to identify the socioeconomic factors associated with response 
in the study and control areas. 
The study population numbered 447 children under 5 years or 

their mothers in an IMCI area and 443 in a control area. Children 
were assessed and classified in the study and control areas in all first-
level health facilities. Children with IMCI classifications apart from 
severe ones were enrolled to continue in the study. Children under 2 



months of age were excluded. Mothers of the enrolled children were 
visited at home within 5 days. 

Variables used were: 
?? children received increased fluids. 
?? children received continuous feeding. 
?? children received increased breastfeeding 
?? children brought for follow-up 
?? children brought back immediately 
?? children received drugs as prescribed 
?? children received local treatment for infections 
?? children received home remedies for cough. 

Results were analysed using multivariate analysis. 
In every area surveyed except children with malaria brought 

for follow-up, results were better in the IMCI areas, usually 
significantly so. Children receiving home remedies for cough were 
about the same in both groups (60%–70%), probably because such 
remedies are traditional. Almost all children received local treatment 
in the IMCI area compared to around 60% in the control group. 
Educational level and occupation of the mother made little 
difference. 

Survey 2 
Another survey, descriptive and analytic, was carried out in 

Jezira State in 2000 on compliance of caretakers to referral and 
follow-up advice. The objectives of the survey were:  
?? to determine the proportion of children attending a primary-

level facility who were classified as requiring urgent referral 
and the proportion of those who complied 

?? to determine the proportion of children attending a primary-
level facility who were recommended to return for follow-up 
and the proportion of those who complied 

?? to investigate social, economic, medical and health service 
factors associated with response 

?? to document the outcome of illness of children who did not 
comply. 



In the study district, 5745 children were enrolled at primary 
health care facilities. Of these, 136 (2%) were recommended for 
urgent referral and 1197 (20%) recommended for follow up. About 
70% of those recommended for referral complied and about 64% of 
those recommended for follow up complied. 

Lessons learnt 
Medical assistants, as key health providers in rural areas in 

Sudan, play a comprehensive role in communication with families, 
so upgrading of their skills through in-service training and 
introduction of IMCI into the basic training of medical assistants is 
highly needed. 

The role of trained health workers in counselling mothers was 
proved to be effective and could be reinforced by training of 
community volunteers in counselling 

Training of support staff in first-level health facilities in 
counselling is one of the most important approaches for bridging 
the gap between the health facility and the community. 

5. Field visits 
Field visits lasted two days. The participants were divided into 

two groups. On the first day, Group 1 visited a community school in 
Maysaloun, a village where a Healthy Village project was not fully 
functioning. Group 2 visited a community school in Bkerrama, 
which had a Healthy Village project in place. The groups divided 
into subgroups in order to accompany students on home visits. Both 
groups were also briefed by the leader of the Bkerrama village 
development committee and the doctor in charge of the health 
centre in the village. On the second day, both groups visited the 
village of Burj al-Islam, a mainly non-Arabic speaking community 
near the Turkish border, receiving briefings from senior health 
workers at the health centre and accompanying community 
volunteers as they visited families. Participants were encouraged to 
find out as much as they could by direct observation and asking 



questions and to observe the partnerships in place and potential 
linkages to build on for IMCI activities. 

Bkerrama Healthy Village project 
Bkerrama is a village in the mountains near Lattakia with a 

population of 950. The Healthy Village project in Bkerrama began in 
1999. The project is supervised by a village development committee, 
chaired by the mukhtar (village elder) and composed of 
representatives of different interests in the village. This committee 
meets monthly. It has five regular subcommittees: an agricultural 
committee, which among other things is overseeing a land recovery 
project that has rehabilitated 20 hectares of land to agricultural use. 
There is a finance committee, a health committee and a women’s 
committee, which promotes training income generation projects for 
women. Smaller subcommittees meet on an ad hoc basis. The health 
committee comprises the village development committee chairman, 
the doctor and other representatives of interested parties and meets 
every week. The village donated the land on which all project 
buildings have been built: the project has overseen the creation of a 
health centre, a community school and a half-automatic bakery. The 
basic funding for the project comes from government level, but 
individual projects are funded by local levies and bank loans on an 
as-needed basis. Loans for projects are repaid when the projects 
become productive, after a 5-year grace period. In addition, every 
villager over 18 years pays S£25 a month to a village charity fund, 
which is disbursed to cover weddings, help out in case of death or 
hardship, etc. (the chairs in the health centre were bought from this 
fund). 

Bkerrama health centre 
The health centre is staffed by a doctor and volunteer 

community health workers. The village is divided into small groups 
of houses, or clusters, and each cluster provides a volunteer. The 
volunteers are trained and make community visits to offer health 
education, give injections, take temperatures and blood pressure. 



They provide post-natal follow-up, oral rehydration salts and 
diarrhoea counselling, and EPI reminders. They do not prescribe 
medicine or visit schools. There is an IMCI manual for training the 
volunteers, who are given three days’ training, including 
communication skills. This training should be longer. 

Burj al-Islam 
Burj al-Islam is a village of about 5000 souls living in 948 

houses. Each house has a telephone. Each house in which one or 
more children under the age of 15 years was considered as part of 
the Child-friendly House scheme, which started in January 2001. 
Volunteers must be respected members of the community and 
literate in Turkish and Arabic. They are trained for about three 
hours a day for 20 days. Volunteers visit houses daily and gather and 
impart information. Volunteer performance is assessed by the health 
workers, and family behaviour is monitored through health cards. 
Children and parents are evaluated separately. 

6. Group work 

6.1 Group work 1 
The participants were divided into two groups and asked to 

discuss the field visits guided by the community child care 
framework, addressing the following aspects. 
?? Does adequate partnership exist between the community and 

the health services? 
?? If so, how has it been established? 
?? If not, how and what type of partnership would be 

useful? 
?? How does it relate to the IMCI working group? 

?? What is the potential for linking IMCI to this effective 
intervention? 

?? How will IMCI be linked to Healthy Villages projects and 
community schools? 



Adequate partnership exists between the community and 
health services, as evidenced by the representation of all interested 
parties on the village development committee. There is scope for 
other bodies’ voices to be heard, such as the private sector and 
external organizations. There are also linkages between the 
community and the district organization; enhanced links at the 
central level would reinforce community health messages. 

Partnership already exists, a situation analysis has been carried 
out, human resources are available, the community accepts the idea 
and is mobilized, and the political will is there. Thus the basic 
elements required for the IMCI community component are already 
present. Health messages must be screened for age-appropriateness 
and simplified, and teacher training is important. A parents 
committee might strengthen the linkages. 

At national level the IMCI focal point should sit on the 
national committee for Health Village policy development. 

Health volunteers need clear job descriptions and schedules, 
and their work should be documented and properly supervised. 
Criteria for volunteer selection, such as educated to at least primary 
level, should be set, and a wide volunteer base should be identified 
in order to counter volunteer drop-out. Volunteer training must be 
of high quality, and adequate training materials must be prepared. 
Targets and indicators for evaluation are needed. Other interested 
organizations must be identified and their roles assigned. 

6.2 Group work 2 
Participants worked separately by country teams to develop a 

plan for the next 3–6 months for each country using the framework 
as a guide (including how to share information, identify areas of 
collaboration needing assistance, expected WHO assistance, etc.). 
They then worked in three groups to discuss the framework and 
planning steps; comments on the framework and planning steps 
were presented in the plenary by the three groups. 

Modifications were suggested to the framework. A table of 
process and outcome indicators and examples would be useful. 



Some mechanism to motivate volunteers—not financial—is needed. 
A definition of “community participation” is needed. Countries 
should be responsible for selecting the communities for 
implementation. A methodology for rapid assessment of 
community health status would be useful. Participant expectations 
should be clarified before the initial situation analysis. Participation 
is different from coordination and collaboration as it entails 
community ownership. Participation is dynamic; intervention must 
be sustainable and flexible based on community needs and as those 
needs change. 

Monitoring and supervision need more emphasis; a 
methodology for this should be included. The development 
committee at national level can often be large and unwieldy, 
comprising too many interests to effectively implement the 
programme; a core group should be responsible for the essential 
work, reporting to the national committee regularly. The situation 
analysis is two-stage: first at national level; then at community level. 
User and health worker satisfaction should be added to the 
objectives. Capacity building at district level should be part of the 
planning process in order to permit microplanning. A post-
implementation situation analysis would be useful to review 
achievements and modify interventions as needed and as 
circumstances change, before the expansion phase. 

6.3 Group work 3 
 

7. IMCI regional overview 
Dr Suzanne Farhoud, Regional Adviser, Child and Adolescent 
Health, WHO Regional Office for the Eastern Mediterranean, 
Cairo, Egypt 

IMCI is being implemented in 1022 districts in 15 countries of 
the Region (see Figure 1). Focus is shifting from care of the sick child 



to integrated care, and the concept of the well baby clinic is being 
revived. Many training courses have been held at national and 
district levels, and IMCI has been introduced into the medical 
curricula of nine universities in Egypt, Morocco and Sudan. 

New adaptations of IMCI guidelines being developed 
including care for development (psychosocial development, 
maternal health, accident prevention, assessment of child 
development, care of the young infant from 0 to 2 months, 
management of common poisoning from chemicals and pesticides, 
management of burns, kerosene poisoning and management of 
asthma).  

The IMCI community component has started to move in some 
countries; regional capacity-building is progressing. Three countries 
(Egypt, Sudan and Morocco) are reviewing IMCI early 
implementation and are planning for expansion. Essential drugs lists 
are being reviewed, as is patient flow, and work is being organized 
at health facilities according to IMCI principles. Health facility 
employees are being given clear job descriptions. Reporting and 
recording and health information systems are under review. Since 
1998, the number of health providers trained and health facilities 
implementing IMCI in four countries of the Region has steadily 

Introductory phase

Early implementation

Expansion phase

 
Figure 1. IMCI implementation status in the countries of the Eastern Mediterranean Region  



risen. In addition, many regional meetings and courses have taken 
place. 

There have been many lessons learnt from the IMCI 
experience in the Region: 
?? IMCI has proven to be an appropriate strategy for the 

countries of the Region, despite their wide variety. Evidence 
that IMCI works is accumulating in different countries of the 
Region (see sections ,  and ) 

?? a comprehensive plan that includes all three components of 
IMCI should be developed early during its introduction 

?? partnership is essential for successful implementation at all 
levels 

?? the rationale for adopting IMCI is different in different 
countries 

?? more efforts must be directed towards the IMCI community 
component implementation to achieve successful 
implementation and sustainability 

?? there is a need to develop a simple comprehensive framework 
to guide IMCI community component planning and 
implementation 

?? there is a need to develop tools to document different aspects 
of IMCI implementation 

?? district capacity-building in planning, data collection and 
training is essential for IMCI implementation. 

?? lack of information creates a constraint for planning and 
advocacy for IMCI 

?? focus should be directed towards interventions that will ensure 
IMCI sustainability: 
?? sustained political support and commitment (including 

financial commitment) at the highest levels  
?? IMCI community component implementation. 
?? IMCI documentation. 
?? IMCI pre-service training 
?? regional events that focus on practical exchanges of 

experience among countries of the Region. 



IMCI documentation is essential for planning, advocacy and 
problem-solving. The process must be documented (reports of 
meetings and consultations, regional annual reports, country 
profiles, reviews, IMCI country progress reports, costing tools) as 
well as the outcome (HFS, baseline surveys, follow-up visits, 
situation analyses, assessment tools at country level, computer 
programs for progress monitoring at national and regional levels, 
costing tools). 

8. Building the evidence base for IMCI 
Dr Sergio Pièche, Child and Adolescent Health, WHO Regional 
Office for the Eastern Mediterranean, Cairo, Egypt 



As of June 2001, a large number countries in the developing 
world had begun to implement components 1 and 2 of the IMCI 
strategy (strengthening health providers and strengthening health 
systems), of which more than three-quarters were in the early 
implementation or expansion phases. But what evidence is there 
that IMCI is working? 

Evidence can come from many sources. Operational research 
can take the form of randomized trials, simulations and modelling 
or small-scale research to investigate implementation questions. 
Evaluations can be performed, such as health facility surveys in 
Bolivia, Peru and South Africa or multi-country evaluation of IMCI. 
Experience can be documented, such as the results from follow-up 

 
Figure 2. A simple model of IMCI impact 



visits to IMCI-trained health workers, the collection and summary 
of data on health facility use, or the systematic tracking of activities 
and immediate outcomes 

We introduce a simple model of IMCI impact in Figure 2 and 
consider the effects of IMCI implementation on various aspects of it.  

A study in 
United Republic 
of Tanzania 
comparing two 
IMCI districts 
with two others 
showed that 
health indicators 

can improve with IMCI. For example, supervision and quality of 
care were seen to improve; however other factors played a role—
drug and vaccine availability were slightly better in the non-IMCI 
areas. 

The Tanzanian study 
showed a great improvement in 
child care. More children were 
checked for, cough diarrhoea, 
fever and vaccination status, more 
children were checked against 
growth charts, and more 
appropriate medicines were prescribed. 

A study in Bolivia showed an increase in mothers’ competence 
in IMCI areas, with more of their children receiving competent 
assessment, nutritional evaluation and vaccination review.  

A study in Viet Nam showed improved quality of care, 
although the evidence showed that support was needed to sustain 
the improvement in quality. 

Operational research 
in Brazil has shown that 

 



IMCI nutrition counselling increases weight gain among 
(underweight) Brazilian children. Training of health workers in 
nutrition counselling led to improved mothers’ feeding behaviour, 
which meant that children ate healthier diets and so gained weight. 
The results are promising, although more work needs to be done. 

Care seeking 
must be improved 
for IMCI to have an 
impact. A survey in 
Bangladesh found 
that only two-thirds 
of those surveyed 
sought care for sick 
children, and of 
those, more than three-quarters sought care from untrained or 
traditional sources. 

Operational research in Benin showed that caretakers recalled 
90% of IMCI counselling immediately after the session and 82% 24 
hours later. 

It is known that early and exclusive breastfeeding protects 
newborn lives. Breastfeeding counselling training has been 
introduced into most countries in South America, Europe and Asia 
and is increasing in Africa. Studies have shown that in the presence 
of IMCI breastfeeding counselling, many more mothers exclusively 
breastfeed their children in the early months of life. 

IMCI will reduce costs of treatment despite more 
comprehensive care of the child. Studies in Kenya and Niger have 
shown that even if children are treated for more illnesses, as one 
would expect with IMCI, the treatment costs per child are lower. 

Current best estimates as to the efficacy of IMCI interventions 
with respect to under 5 mortality are for ARI case management, 
35%; oral rehydration therapy, 4–14%; measles immunization, 20%; 
and complementary feeding practices, 2–12%. 

To judge the impact of the IMCI strategy as a whole, a multi-
country evaluation of IMCI effectiveness, cost and impact must be 

 



carried out. This evaluation will evaluate the impact of the IMCI 
intervention as a whole on child health, including child mortality, 
child nutritional status and family behaviour, as well as the cost–
effectiveness of the strategy. 

9. Conclusions and recommendations 

9.1 Conclusions 
1. Most of the focus of IMCI planning and implementation has 

to date been directed towards sick child management, where 
there has been some documented progress. 

2. Evidence that IMCI works is accumulating from the Eastern 
Mediterranean Region, showing improvement of health 
providers’ skills, health system support, family knowledge and 
caretaker satisfaction. 

3. The community component is crucial for successful and 
sustainable IMCI implementation. 

4. The draft regional framework on integrated child care at 
community level is a welcome development and will provide a 
useful and practical guide for planning for the IMCI 
community component. 

5. Communities’ problems should be solved with the 
community, not for them. 

6. Field visits during intercountry meetings have proven to be a 
valuable tool to share field experience, to promote interaction 
between country representatives and to stimulate new ideas. 

7. Systematic collection of data on the process and outcome 
indicators is important for advocacy, planning, and problem 
solving. 

8. New adaptation areas for the clinical guidelines in different 
EMR Member States are being developed to suit country-
specific needs. 

9. The creativity experience is a valuable one but should take 
place earlier in a meeting. 



10. Useful operational research addressing IMCI implementation 
issues has taken place in some countries of the Region with 
very positive results. 

9.2 Recommendations 

To countries 
1. Partnership at all levels and sectors should be established and 

maintained as IMCI is a multi-sectoral strategy and not just a 
vertical health programme.  

2. The comprehensive plan and indicators for the community 
component should be based on the results of a thorough 
situation analysis, giving emphasis to developing and 
strengthening of linkages between the health system and the 
community and to making use of existing interventions. 
Indicators should be simple and therefore manageable. 

3. Capacity-building at district level should be part of the 
planning process as it is essential for planning and 
implementation at the district and community levels. 

4. Field visits should be part of future meetings as they provide 
rich and fertile experiences for the participants. 

5. Tools for data collection and data management should be 
developed, and staff at all levels should be trained in their use. 
These tools should be compatible with the existing HIS. 

6. More research should be encouraged on the implementation 
and achievement of IMCI. 

7. Countries should submit annual progress reports sharing 
development work to the WHO Regional Office for the 
Eastern Mediterranean to be collated and published. 

To WHO  
8. The Community and Adolescent Health unit in the WHO 

Regional Office for the Eastern Mediterranean should finalize 
the framework on community child care based on the 



comments in the meeting and share it with the IMCI team in 
the countries. 

9. Strategy, planning and implementation should change focus 
from management of sick children only to integrated child 
care, including well child care, e.g psychosocial development, 
feeding recommendations and growth monitoring, etc. 

10. When developing national plans, countries should include all 
the three components of IMCI with equal emphasis. 



Annex 1 
Agenda 

1.  Inauguration 
2.  Introduction to and update on the IMCI community 

component  
?? Introduction to the IMCI community component  
?? Update on global situation of IMCI community 

component 
?? Examples of UNICEF-supported successful community 

interventions 
3.  Planning for IMCI Community Component 

?? First steps in planning 
?? Experience in community assessment, challenges and 

lessons learnt 
4.  Building on existing interventions 

?? Country experiences in linking IMCI to the existing 
community-based interventions 

5.  Use of health providers and volunteers for community 
interventions in the context of IMCI 

?? Training of volunteers and supportive staff 
?? Training of Lady Health Workers 

6.  IMCI Documentation  
?? Overview of IMCI activity and documentation in the 

Region 
?? Evidence on IMCI at the global and country levels 
?? Evidence on IMCI at country level 
?? Update on IMCI documentation tools 

7.  Field visits: 
??  

8.  Recommendations and closing session 



Annex 2 
Programme 

Sunday, 7 October 2001 
08:00–09:00 Registration 
09:00–09:30 Opening session  
10:00–10:30 Introduction to the IMCI community component 

Dr Suzanne Farhoud, Regional Adviser, Child and 
Adolescent Health, WHO Regional Office for the 
Eastern Mediterranean, Cairo, Egypt 

10:30–10: 50 Discussion 
10:50–11:15 Planning: indicators 

Dr Sergio Pièche, WHO Short-term Professional, 
Child and Adolescent Health, Regional Office for the 
Eastern Mediterranean, Cairo, Egypt 

11:15–11:30 First steps in planning for IMCI community component, 
Tunisia 
Dr Ridha Djebeniani, IMCI Coordinator, Ministry of 
Public Health, Tunis, Tunisia 

11:30–11:50 Discussion 
12:00–12:20 Experience in community assessment, challenges and 

lessons learnt, Egypt 
Dr Nagwa Khallaf, Coordinator of community 
component of IMCI, Ministry of Health and 
Population, Cairo, Egypt 

12:20–12:40 Discussion 
12:40–12:50 Introduction to the session “building on existing 

interventions” 
Dr Suzanne Farhoud, Regional Adviser, Child and 
Adolescent Health, WHO Regional Office for the 
Eastern Mediterranean, Cairo, Egypt 

12:50–13:10 Linking IMCI to Healthy Villages projects, Syrian Arab 
Republic  
Dr Maher Abou Mayala, Director, Primary Health 
Care, Lattakia, Syrian Arab Republic 



13:10–13:30 Discussion 
14:30–14:50 Linking IMCI to community schools, Syrian Arab 

Republic  
Dr Sahar Musleh, Chief, IMCI Project, Ministry of 
Health, Damascus, Syrian Arab Republic 

14:50–15:30 Discussion 

Monday, 8 October 2001 
08:00–08:15 Briefing on the field visit to the healthy villages and 

community schools 
08:15–15:30 Field visit to the healthy villages and community schools 
15:30–17: Group work  
17:45–18:30 Plenary group presentations 

Tuesday, 9 October 2001 
08:00–08:10 Introduction to session “use of health providers and 

volunteers for community interventions in the context of 
IMCI”, EMRO 

08:10–08:30 Health providers and the Child-friendly House, Syrian 
Arab Republic  
Dr Mohsen Haj Husain, IMCI Coordinator, Hama 
Governorate, Hama, Syrian Arab Republic 

08:30–08:50 Discussion 
08:50–09:00 Briefing on the field visit to the Child-friendly House 
09:00–13:00 Field visits to the Child-friendly House 
13:00–13:15 Using focus group discussion as a tool for raising 

community knowledge and awareness, Syrian Arab 
Republic  
Dr Walid Al Faisal, Director, Primary Health Care, 
and IMCI Coordinator, Ministry of Health, 
Damascus, Syrian Arab Republic 

13:15–13:30 Discussion 
14:30–14:50 Training of volunteers and support staff, Sudan 

Dr Igbal Ahmed Bashir, IMCI Community 
Component Coordinator, Federal Ministry of Health, 



Khartoum, Sudan 
14:50–15:10 The Lady Health Workers’ Programme and IMCI, 

Pakistan 
Dr S. Raza Zaidi, Deputy National Coordinator, PHC 
Cell, Ministry of Health, Islamabad, Pakistan 

15:10–15:30 Discussion 
15:45–17:00 Group Work 
17:00–17:30 Group presentations 

Wednesday, 10 October 2001 
08:30–11:00 Group work to review and comment on the draft outlines 

of the regional strategy on community component. 
11:15–12:30 Plenary discussion on the regional strategy 
12:30–12:50 IMCI regional overview and documentation in the Region 

Dr Suzanne Farhoud, Regional Adviser, Child and 
Adolescent Health, WHO Regional Office for the 
Eastern Mediterranean, Cairo, Egypt 

12:50–13:10 Evidence on IMCI at the global level 
Dr Sergio Pièche, WHO Short-term Professional, 
Child and Adolescent Health, Regional Office for the 
Eastern Mediterranean, Cairo, Egypt 

13:10–13:30 Discussion 
14:30–14:50 Use of results of follow up in future IMCI planning, 

Pakistan 
Dr Jayantha Liyanage, WHO Associate Professional 
Officer, Islamabad, Pakistan 

14:50–15:00 Discussion 
15:15–15:30 Results of in-depth analysis of IMCI evaluation, 

Morocco 
Dr Aicha Lamrani, Service de la Protection de la 
Santé infantile, Directorate of Population, Ministry of 
Health, Rabat, Morocco  

15:30–15:45 Discussion 

Thursday, 11 October 2001 



08:30–08:50 Evidence that IMCI works and development of 
documentation tools, Egypt 
Dr Said Madkour, National IMCI Coordinator, 
Ministry of Health and Population, Cairo, Egypt 

08:50–09:10 Discussion 
09:10–09:30 Results of operational research on compliance of 

community to referral and follow-up advice, Sudan 
Dr Samia Hassan, National Director, IMCI, Federal 
Ministry of Health, Khartoum, Sudan 

09: 30–09:45 Discussion 
09:45–11:45 Group work  
11:45–12:15 Group presentations 
12:15–12:30 Update on care for development 

Dr Suzanne Farhoud, Regional Adviser, Child and 
Adolescent Health, WHO Regional Office for the 
Eastern Mediterranean, Cairo, Egypt 

12:30–12:45 Discussion 
12:45–16:30 Creativity exhibition 
16:30–17:30 Conclusions and discussions 
 

 


