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1EXECUTIVE SUMMARY

Executive summary

The WHO Department of Child and Adolescent Health and Development (CAH) promotes
the survival, health, growth and development of children and adolescents from birth up to
19 years.

The structure of the Department, and its guiding principles, are intended to support
progress towards this goal. CAH is organized into four teams, three of which address research
and development across the life-course – neonatal and infant health and development,
child health and development, and adolescent health and development. The fourth team
provides technical support to partners, regions and countries. This structure allows the
Department to apply a public health approach to health and development, within a life-
course framework. CAH activities follow a well-defined cycle: research; development of
strategies, tools, standards and guidelines; and support for their introduction, monitoring
and evaluation in countries. The approach ensures that countries are assisted in their efforts
to implement interventions and strategies proven by research, and that experience of
implementation stimulates and defines research and development priorities.

This report highlights activities undertaken and progress made by CAH during the
2002–2003 biennium. It is organized according to the structure of the Department, with
one chapter for each research and development team. Relevant technical support is described
at the end of each chapter. Documents and articles published during the biennium are
listed in the annexes.

Challenges

Although much progress has been made over past decades, a number of important challenges
still threaten the survival, health, growth and development of children and adolescents.
Every minute 20 children under 5 years of age die, leading to almost 11 million deaths
each year. Approximately four million of these children are under 1 month old. Every five
minutes, 16 adolescents between the ages of 10 and 19 years die.

The majority of deaths among children and adolescents are in developing countries,
and most are attributable to preventable or treatable causes. Malnutrition, pneumonia,
diarrhoea, measles, malaria, and HIV/AIDS are the most common killers of children.
Accidents, suicide, violence, pregnancy-related complications and communicable diseases
are the major causes of loss of adolescent lives. Furthermore, approximately 7 out of 10
premature deaths among adults are largely a result of behaviours initiated during adolescence.

Among the children who do survive, millions suffer from under-nutrition, repeated illness,
and poor growth and cognitive development. At the same time adolescents, who are generally
thought to be healthy, face increasing threats to their health, particularly from HIV/AIDS.
Each day, over 6500 young people aged 10 to 24 years become infected with HIV.
Approximately half of all new HIV infections, and 30% of sexually transmitted infections,
occur among young people.
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This enormous loss of life and human capital is avoidable. For children under 5 years of
age, effective, low-cost interventions are available that could prevent at least two thirds of
the deaths. The challenge is to deliver these preventive and curative interventions to the
children who need them most – to transfer knowledge into action. For adolescents,
interventions are needed to help young people learn, form relationships, shape their
identities, and acquire the social and practical skills required to become active and productive
adults.

Activities and achievements during the biennium

During the 2002–2003 biennium, CAH played a key role in raising awareness that children
and adolescents bear an undue share of the global burden of disease, and in stimulating
global commitment and action.

The Department organized a global consultation on child and adolescent health and
development, held in Stockholm in March 2002, and made important contributions to the
United Nations General Assembly Special Session on Children, held in New York in May
2002. CAH also played a key role in the publication of a series of articles on child survival
in The Lancet in June and July 2003, and contributed to initial steps towards the development
of a global child survival partnership.

CAH worked closely with WHO regional offices to develop strategies for scaling up
successful child health interventions, and to adapt those strategies to the context of regions
and countries. The Global Strategy for Infant and Young Child Feeding was adopted by the
World Health Assembly in 2002, and the WHO-wide Strategy for Child and Adolescent
Health and Development was adopted in 2003. The Department also worked to review
and evaluate the implementation of Integrated Management of Childhood Illness (IMCI),
and used the findings to draft a concept paper describing the role of WHO in achieving the
Millennium Development Goal for child survival.

WHO’s commitment to improving child and adolescent health and development requires
a strong and continuing focus on equity and rights. To this end, the Department conducted
training workshops on child rights and health for programme managers and decision-makers,
contributed to the reporting process for the Convention on the Rights of the Child, evaluated
equity issues related to child health, and developed, as part of the WHO and World Bank
Working Group on Child Health and Poverty, a document entitled Better health for poor
children: a special report (FCH/CAH/02.05), which summarizes key issues and needs related
to child health and poverty.

In addition to raising global awareness and commitment, and developing strategic
approaches, the Department worked to strengthen the knowledge base, normative support
and technical assistance within several key areas of intervention. The Department’s work
focused on specific interventions to be delivered at different points across the life-course.
The interventions take into account the changing needs of children and adolescents as
they move from birth to adulthood, and provide support not only for immediate well-
being, but also for health and development in later years, as well as future generations.

The table below shows examples of intervention areas before and around birth to age
19 years. Making sure that each child has achieved the best possible outcome at the end of
each phase supports the child’s transition to the next. It is important to note that some
intervention areas, such as access to schooling, are beyond the scope of the Department;
while other areas, such as full immunization and safe pregnancy, are shared with other
WHO departments.
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During the biennium, the Department made considerable achievements in the following
key areas:

care for newborn infants;

feeding practices and nutritional status;

healthy growth and development;

safe and supportive environment;

prevention, early recognition and timely management of health problems;

adolescent sexual and reproductive health and development.

TABLE.  Health and development outcomes and areas for intervention from birth to age 19 years

Phase

Before and
around birth

The first year of
life

Early childhood
(up to age 5
years)

Late childhood
(up to age 10
years)

Adolescence
(up to age 19
years)

Across the life-
span

Ideal outcome

A healthy baby is born

Babies are wanted, have been
delivered safely, have adequate
birth weight and are well
developed

Survival through the most
vulnerable period

Children have survived and have
grown adequately, are in good
health and are well nourished

Ready to enter school

Children have survived and have
grown adequately, are in good
health, well nourished and
socially developed, thus ready to
start school

Entering puberty

Children are healthy, and are
physically, mentally and socially
prepared to enter puberty

A healthy adolescent

Adolescents are free from illness,
are able to adopt healthy
behaviours and to resist risky
behaviours, and are prepared to
enter adulthood

Living in a safe and supportive
environment

Examples of areas for intervention

Well-nourished and healthy mother
Safe pregnancy and childbirth with skilled attendant and
management of complications
Special care for newborn infants born too small and/or with
complications
Exclusive breastfeeding
Bonding with primary caregiver

Exclusive breastfeeding for 6 months
Appropriate complementary feeding at the end of  6 months (with
continued breastfeeding)
Stimulation through communication and play
Full immunization
Prevention, early recognition and timely management of main
communicable diseases

Adequate varied diets with sufficient micronutrients
Prevention, early recognition and timely management of main
communicable diseases
Detection of and attention to delayed development and learning
disabilities
Protection from environmental hazards
Access to schooling

Promotion of healthy lifestyles
Prevention, early recognition and management of infections,
infestations and injuries
Prevention, early recognition and management of mental health
problems
Opportunities to develop healthy relationships with peers
Universal school enrolment

Promotion of healthy development and lifestyles and prevention of
health risk behaviours
Access to appropriate adolescent-friendly health services
Opportunities to continue education
Opportunities to participate in and contribute to pro-social activities
in the community
Protection from hazardous child labour

Safe home and community environment with clean indoor air,
access to safe water and sanitation, and effective waste
management
Protection from abuse, neglect, exploitation and violence
Prevention of health-compromising practices resulting from gender
discrimination
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A summary of the work undertaken across the teams of the Department in these key areas
is provided below.

Care for newborn infants
Deaths in the first month of life account for about 40% of deaths among children under 5
years of age worldwide. More information is needed, however, about the most prevalent
causes of newborn deaths, about effective interventions for preventing them, and about
mechanisms for delivering those interventions. During the biennium, CAH worked to
improve overall and cause-specific estimates of newborn mortality. In parallel, the
Department drafted a framework to help motivate, mobilize and assist policy-makers in
developing strategies for improving newborn survival, and studied promising models of
community-based interventions that aim to improve newborn care and survival. CAH also
developed case management guidelines for the neonate, simplified antimicrobial regimens
for treating newborn sepsis, and guidelines for the feeding of low-birth-weight infants.

Feeding practices and nutritional status
Malnutrition, particularly under-nutrition, is one of the largest contributing factors to illness
and death. CAH continued efforts during the biennium to define, develop and support the
introduction of interventions for improving the nutritional status of infants and children.
Activities in this area included research on micronutrient supplementation, prevention of
mother-to-child transmission of HIV through breastfeeding, and improved breastfeeding
and complementary feeding practices. Other achievements were the development of updated
feeding recommendations and tools to assist governments in introducing appropriate feeding
recommendations and strategies. To promote safer infant feeding practices in settings of
high HIV prevalence, the Department developed a framework to assist national planning,
and guidelines and tools to facilitate the implementation of these plans. The Department
also collaborated with the WHO Regional Office for the Americas to produce Guiding
principles for complementary feeding of the breastfed child.

Healthy growth and development
Both childhood and adolescence are characterized by rapid change, when events and
experiences have significant implications for later life. During the biennium, the Department
consolidated theoretical and scientific evidence for improving psychosocial development
through better care of young children in the home, and continued to identify the
determinants of behaviours that either promote or hinder adolescent development.

CAH reviewed evidence for best practices, and developed approaches and tools for
promoting and stimulating child development. This included publishing a document entitled
The importance of caregiver–child interactions for the survival and healthy development of young
children: a review. To identify the most critical elements of home care, the Department
sponsored an informal consultation in December 2003, when a conceptual framework for
care in childhood was presented and discussed. Building on the care interventions included
in the IMCI strategy, the Department assisted regions and countries to improve growth
and development through the introduction of an intervention called Care for development.
CAH also completed a paper entitled Promoting child development for nutritionally-at-risk children,
and contributed to the identification of indicators of child development and caregiving
practices.

Activities in relation to adolescent development included sponsoring a briefing on the
role of the health sector in adolescent health and development for delegates at the Fifty-
sixth World Health Assembly. In addition, the Department contributed to the production
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of a series of manuals for improving the development of adolescent boys, and to projects in
several countries that aimed to improve the development and participation rights of
adolescent girls.

Safe and supportive environment
Children and adolescents need a stimulating, safe and supportive environment to enhance
their health and development. More and more children are living in difficult circumstances.
They include orphans, children living in the streets, refugees and internally displaced children,
child soldiers, and children who are mentally and physically challenged.

Throughout the biennium, the Department worked to promote family and community
practices that help to create an environment where children can survive, grow and develop
to their full potential. A tool for planning and implementing the community component of
IMCI was developed in collaboration with the WHO Regional Office for Africa and partner
organizations. The Department also published a review of the evidence for 12 key family
practices, and supported studies on the prevention of respiratory infections through reduced
indoor air pollution.

Each year, more than 22 million people are affected by complex emergencies such as
armed conflicts and natural disasters. During the biennium, CAH examined its role in
addressing the needs of children in humanitarian emergencies. The Department supported
a review that explored the magnitude of the problem, major actors involved, common
guidelines and frequent gaps. The review led to an interagency consultation on child health
in complex emergencies that was cosponsored by CAH in order to identify future efforts
needed by WHO in this area.

Prevention, early recognition and timely management of health problems
Health interventions are successful only if health systems, including families and
communities, provide the necessary support to deliver them. During the biennium, the
Department undertook activities not only to strengthen the competencies of health-care
providers, but also to strengthen critical aspects of health systems, and key practices among
communities, families and individuals.

Studies have shown that many children die at home, without being taken for medical
care. The proportion of child deaths that occur at home without previous contact with a
health facility ranges from up to 40% in the United Republic of Tanzania, 64% in West
Java, Indonesia, to 72% in rural Bolivia. In response to this, the Department supported
research on interventions for improved care-seeking for sick children. To gain a better
understanding of the help-seeking behaviour of adolescents, CAH conducted a review of
programmes that sought to improve help-seeking. Results from the review shaped subsequent
work on making health services more responsive to the needs of adolescents.

The Department continued its sizeable programme of clinical research to improve case
management guidelines for the most life-threatening diseases of childhood. This research
contributed to improved interventions and guidelines for managing diarrhoea and dysentery,
pneumonia, meningitis, HIV/AIDS, and tuberculosis. The Department also supported
research on interventions for community-level management of pneumonia.

To improve the knowledge, skills and attitudes of health-care providers, the Department
worked to strengthen both in-service training as well as pre-service education. This included
developing methods and tools for incorporating IMCI into the pre-service education of
health-care professionals, and identifying effective alternative approaches to IMCI in-service
training such as distance learning and on-the-job mentoring. CAH also worked to update
and revise Primary child care: a manual for health workers. To improve the care provided to
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adolescents, the Department completed 12 modules and a set of facilitator’s notes for an
orientation programme on adolescent health and development for health-care providers,
continued the development of a job aid for health workers who care for adolescents, and
worked to strengthen teaching about adolescent health in nursing and midwifery education.

The Department continued to develop and test methods and tools for overcoming barriers
within health systems that hinder the delivery of interventions. This involved efforts to
improve the quality of health services for children and adolescents at primary and first-
referral levels, in both the public and private sectors. In collaboration with WHO regional
and country offices, national authorities, and partners, the Department surveyed the quality
of paediatric care in selected countries and developed plans for improvement. The CAH
manual Management of the child with a serious infection or severe malnutrition: guidelines for care at
the first referral level in developing countries formed the backbone of this work. The French
edition of this manual was awarded the 2003 Prescrire Prize for Medical and Pharmaceutical
Books. The Department also contributed to the development of methods for meeting human
resource requirements, and for ensuring a reliable supply of medicines to the point of
service delivery.

Because health services play an important and unique role in the health and development
of young people, CAH advocated for adolescent-friendly health services, developed resources
to support country level action, and improved understanding through focused operations
research. The Department completed a document for policy-makers and programme
managers entitled Adolescent-friendly health services: an agenda for action, and a guide for managers
and providers of health services called Adolescent-friendly health services: making it happen.
This included developing and validating a tool to measure the quality of health services
provided to adolescents.

Adolescent sexual and reproductive health and development
CAH continued to examine important gaps and challenges relating to the sexual and
reproductive health and development of adolescents, with a particular focus on very young
adolescents, married adolescents, HIV/AIDS, and adolescent maternal mortality. To support
this work, literature reviews were conducted in three broad categories: determinants of
sexual behaviour in adolescents; effectiveness of interventions; and experience in
implementing programmes to improve adolescent sexual and reproductive health and
development. Preliminary findings of these reviews confirmed the importance of families,
schools, community connections, and beliefs in determining sexual and reproductive health
and development.

Young people between 10 and 14 years of age, and married adolescents, are two important
but neglected groups. To highlight opportunities and challenges in these two groups, and
to begin developing tools to be used in countries to better meet their needs, CAH held a
consultation on each of these groups during the biennium.

Young people are at the centre of the HIV/AIDS pandemic in terms of transmission,
impact, vulnerability and potential for change. During the biennium, CAH undertook a
number of activities related to the prevention of HIV infection among young people.
Significant contributions were made in the following areas: strategic information (such as
surveillance and monitoring), services and supplies, and a supportive, evidence-based policy
environment.

Of all maternal deaths, 13% are among adolescents. To examine the role of adolescents
in achieving the Millennium Development Goal for maternal health, the Department
contributed to a review of maternal and newborn outcomes among adolescents, and to a
technical meeting which emphasized the need to take account of pregnant adolescents in
order to meet the Millennium Development Goal on maternal health. As a result, the
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Department developed, together with the WHO Department of Reproductive Health and
Research, an addendum on adolescents for the strategic approach to reproductive health.

Monitoring and evaluating progress

Monitoring and evaluation are essential for measuring progress towards previously
established targets, assessing the appropriateness of investments and strengthening
programming in countries. During the biennium, the Department focused not only on
country-level targets, but also on internationally agreed targets of the Millennium
Development Goals and the United Nations General Assembly Special Session on Children.

To assist regions and countries in setting priorities and defining targets, CAH continued
to strengthen child health epidemiology, particularly through gathering and reporting
information about the causes, numbers and trends of illness and deaths among children
under 5 years of age. In 2002, the Department initiated a similar agenda of work focusing
on children aged 5 to 9 years.

Considerable efforts were made during the biennium to document, monitor and evaluate
the implementation of the IMCI strategy in countries. This included the analytic review of
IMCI and the multi-country evaluation of IMCI. These activities informed the further
development of guidelines, tools and strategies, as well as the definition of future research
priorities. In addition, the Department contributed to the development of standard indicators
for child health, as well as tools for assessing child health outcomes at both household and
health facility levels.

CAH conducted a mapping exercise of the initiatives across WHO that are involved in
assessing the health and development status of adolescents, and contributed to the
development or refinement of global surveys, such as the Global School-based Student
Health Survey. Work also continued to refine a tool for Mapping Adolescent Programming
and Measurement (MAPM), and to develop a user’s manual for this tool. Using the MAPM
approach, the Department provided support to intercountry measurement workshops to
strengthen monitoring and evaluation within adolescent health and development
programmes, and to the measurement aspects of projects for adolescent girls in selected
countries.

Collaboration and coordination

Collaboration with colleagues within and outside WHO was essential for the successful
implementation of the activities described above. Throughout the biennium, CAH worked
together with other WHO departments, regional offices and country offices in order to
harmonize planning and management, to build capacity of WHO staff, consultants and
partners at all levels, to develop tools and effective approaches for the use of those tools,
and to document and analyse experience in implementation. The Department also worked
in cooperation with a number of external partners to develop tools, facilitate research,
strengthen epidemiology, mobilize resources, and advocate for improved health and
development among children and adolescents. Active CAH partners include universities,
bilateral organizations and donors, development banks, international organizations and
nongovernmental organizations, as well as other United Nations agencies. In addition, the
Department participated in a number of interagency working groups, such as the Interagency
Working Group on Household and Community IMCI and the Interagency Working Group
on Youth Health and Development, which provided a forum for exchanging programme
guidance, training, research, best practices and materials among United Nations agencies
and other key partners.
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9CHAPTER 1    RESPONDING TO GLOBAL NEEDS

HIGHLIGHTS OF 2002–2003

The Department of Child and Adolescent Health and Development
(CAH) spearheaded the development of a WHO-wide strategy on child and
adolescent health and development, approved by the 111th session of the
Executive Board and adopted by the Fifty-sixth World Health Assembly in
2003.

WHO and UNICEF jointly convened a Global Consultation on Child
and Adolescent Health and Development: A Healthy Start in Life. This
consultation confirmed that investing in the health of children and
adolescents must be made a higher political priority.

CAH served as the secretariat for WHO input to the United Nations
Special Session on Children, and participated in the organization of a number
of significant side-events.

The Department took a leadership role in defining and addressing child
health inequities, and produced a background paper that spells out the
approaches of WHO and the World Bank in relation to child health and
poverty.

CAH played an important role in organizing a team residency at the
Rockefeller Foundation’s Bellagio Centre, bringing together leading
researchers and selected policy-makers in the area of child health. The Bellagio
residency led to the development of a series of five articles on child survival,
which were published in The Lancet in June and July 2003.

Together with a group of international partners, the Department worked
to revitalize child survival efforts in order to assist governments in reaching
the Millennium Development Goal for reducing child mortality. This included
supporting the creation of a global partnership for child survival.

Responding to global needs
CHAPTER  1
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Children and adolescents are the basic and essential resource for human, social and economic
development. They are also among the most vulnerable groups. They suffer more than
adults the consequences of unmet health needs, and bear nearly 40% of the global burden
of disease. Most of the unfinished public health agenda of the 21st century is related to the
persistence of childhood illness, as well as a neglect of newborn and adolescent health.

Throughout the biennium, the Department of Child and Adolescent Health and
Development (CAH) worked to stimulate worldwide action to promote healthy behaviours
as well as prevent and manage health problems of children and adolescents. It did so by
raising awareness, promoting research, producing information to develop strategies,
standards and guidelines, and assisting countries with their implementation.

This report highlights activities undertaken and progress made by CAH during the
2002–2003 biennium to improve the survival, health, growth and development of children
and adolescents. It is organized according to the structure of the Department, with one
chapter for each research and development team. Technical support for the introduction of
interventions and tools in regions and countries is described at the end of each corresponding
chapter. New papers arising out of research supported by the Department in 2002–2003
are listed in Annex A, while new documents arising out of the work of CAH in the biennium
are listed in Annex B.

Overview of CAH

CAH is responsible for promoting health, growth and development outcomes for the age
group that ranges from birth to 19 years. The structure and underlying principles of the
Department support a public health approach to health and development within a life-
course framework. This approach allows the Department to effectively address the needs,
concerns and rights of children and adolescents, and to ensure strong, interactive links
between research, development, and support for the implementation of interventions and
programmes in countries.

Goals
The primary goals of the Department are to:

reduce illness, death and disability resulting from major health problems that either
start or occur between birth and 19 years;

support individual development in order to improve health and well-being during
childhood, adolescence and later in life.

To achieve these goals, the Department gives highest priority to building regional and
country capacity to implement effective interventions. CAH works closely with WHO
regional and country offices, and country authorities; supports activities and the presence
of WHO staff, associate professional officers and national officers working in regional and
country offices; and continuously collaborates with regional and international partner
organizations and agencies.

Structure
CAH headquarters is organized into four teams – three for research and development, and
one for technical support (see Figure 1.1). The research and development teams are Neonatal
and Infant Health and Development (HNI), Child Health and Development (CHD) and
Adolescent Health and Development (ADH). The Technical Support to Regions and
Countries Team (TST) assists WHO regional offices and countries in their efforts to
introduce tools and implement strategies.
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Coordination and collaboration with WHO regional offices
The presence of relevant WHO staff at regional and country offices, and coordination of
activities with regional offices, are critical for the effective implementation of interventions
and programmes. CAH collaborates closely with WHO regional offices in order to harmonize
planning and management, to build capacity of WHO staff, consultants and partners at all
levels, to develop tools and effective approaches for the use of those tools, and to document
and analyse experiences in implementation.

The Department’s systematic approach to coordination and collaboration maximizes
the use of available resources and ensures consistent support to countries. The approach
includes five essential elements:

preparation of joint workplans during annual visits by headquarters staff to regional
offices;

follow-up and guidance of regional and country activities by CAH regional focal
persons based at WHO headquarters;

organization of annual meetings of CAH regional advisers, bringing together staff
from global and regional offices for both child and adolescent issues;

preparation of progress reports by regional offices, and an adjustment of workplans
if necessary;

ongoing informal monitoring of joint activities.

Guiding principles
The following principles guide the work of CAH.

Actions should be taken within a life-course framework that recognizes the
continuum from birth through childhood, adolescence and adulthood.

A public health approach should be implemented that focuses on health issues
that confront populations as a whole, applying a systematic research and
development model to ensure the availability of effective interventions to address
those issues.

Inequities – particularly those related to poverty, gender and ethnicity – must be
reduced and human rights respected, protected, and fulfilled, as stipulated in
internationally agreed human rights instruments, including the United Nations
Convention on the Rights of the Child.

FIGURE 1.1  Structure of the Department of Child and Adolescent Health and
Development (CAH) at WHO headquarters
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Research, development and support to implementation should be closely linked,
and should be guided by lessons learned in countries through close monitoring
and evaluation of programmes and interventions.

The life-course approach recognizes that both good and bad health are cumulative, and
that maximum benefit in one age group may be derived from interventions in an earlier age
group. Interventions delivered at more than one point in the life-course are more likely to
lead to sustainable improvements in both health and development. Optimal health, growth
and development in childhood and adolescence lead to healthy adults who are more likely
to maintain a high level of function and produce healthy offspring. Inter-generational benefits
make better use of scarce resources. Figure 1.2 provides examples of nutrition interventions
throughout the life-course that have immediate, future and inter-generational benefits.

A public health approach balances what is best for individuals with what is best for all
in order to broaden the reach of health care to entire populations. The goal is to achieve
the highest society-wide health benefit for the available resources. The approach goes beyond
the application of the medical model to include actions such as emphasizing prevention,
using and expanding the science base, seeking social equity, and building partnerships.
While each level of government has unique responsibilities in relation to public health, the
core functions at all levels of government are: (a) assessment through systematic collection
and analysis of information; (b) policy development; and (c) assurance that populations
receive the services that they need. To enhance the health and development of children and
adolescents, CAH works to assist governments in the full range of public health actions
and functions.

The United Nations Convention on the Rights of the Child affirms the rights of children
and adolescents to the highest attainable standard of health. International human rights
instruments such as the Convention provide a holistic framework for ensuring that the

Birth
7 days

28 days

1 year

5 years

10 years

19 years

Adulthood

Death

Pregnancy

Agening

Early initiation of
breastfeeding
Exclusive breastfeeding for
6 months

Adequate complementary
feeding 6-24 months
Continued breastfeeding

Micronutrient
supplementation as
necessary
Energy and nutrient
adequate diet

School meals

Dietary advice to:
- women
- adolescents

Diet and micronutrients
during pregnancy

FIGURE 1.2  Nutrition interventions around the life-course



13CHAPTER 1    RESPONDING TO GLOBAL NEEDS

Department systematically applies principles such as non-discrimination, equity,
sustainability, poverty eradication, participation and multisectoral approaches to its work.
The Department’s adoption of such a rights-based approach demands that account be
taken of the broader determinants of child and adolescent health
and development in the elaboration and implementation of
activities. It also requires a broader spectrum of action, including
supportive and protective legislation, based on internationally
accepted norms and standards.

To address the needs and rights of children and adolescents
following a public health approach within a life-course framework,
CAH applies a well-defined cycle of research; development of
strategies, tools, standards and guidelines adapted to country
needs; support to the introduction of tools in different countries;
and monitoring and evaluation of the impact of interventions (see
Figure 1.3). This process ensures that countries are assisted in
their efforts to implement strategies proven by research, and that
implementation experiences stimulate and define research and
development priorities.

Moving child and adolescent health higher
up the public health agenda

In many parts of the world declines in child mortality have slowed
or stagnated; in others they have reversed, leaving billions still
suffering avoidable illness and death (see Figure 1.4). Adolescents,
who are generally thought to be healthy, are facing increasing
threats to their lives and health, particularly in relation to
reproductive health and HIV/AIDS. At the same time, financial
and technical support given by the international community to
child and adolescent health activities in low-income countries has
declined. In view of this paradox, CAH made substantial efforts
during the biennium to restore child and adolescent health to the
top of the public health agenda. Such efforts are crucial in achieving
the Millennium Development Goals (see Box 1.1).

Despite progress in recent decades, almost 22 million children
and 3 million adolescents still died during the biennium.
Approximately 99% of these deaths were in developing countries.
The number of child and adolescent deaths was double the number
of adults who died from AIDS, tuberculosis and malaria combined.
More than half of the deaths among children under 5 years of age
were caused by malnutrition and just five preventable and treatable
communicable diseases: pneumonia, diarrhoea, measles, malaria,
and HIV/AIDS. The majority of adolescent deaths were
attributable to substance abuse, suicide, injuries, violence, disease
and other preventable causes. In addition, one in every six births
in developing countries is to a woman aged between 15 and 19
years, and 50% of all new HIV infections occur among young
people. Furthermore, it is estimated that 70% of premature deaths
among adults are a result of behaviour initiated during adolescence.

FIGURE 1.3  Model of programme development
applied by CAH
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FIGURE 1.4  Efforts needed to achieve the
Millennium Development Goal for under-five
mortality: global trends in under-five mortality,
1960–2000, with projections to 2015
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decline in child mortality: a reappraisal. Bulletin
of the World Health Organization, 2000, 78:
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1. Eradicate extreme poverty and hunger
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7. Ensure environmental sustainability

8. Develop a global partnership for development

BOX 1.1  The Millennium Development Goals
(MDGs)
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This enormous loss of life and human capital is avoidable. For children under 5 years of
age, effective, low-cost interventions are available that could prevent at least two thirds of
these deaths. The interventions are both preventive (e.g. breastfeeding, insecticide-treated
materials, and immunizations) and curative (e.g. oral rehydration therapy, antibiotics for
sepsis and pneumonia, antimalarials, and newborn resuscitation). The challenge is to deliver
these life-saving interventions to children who need them most – to transfer knowledge
into action. For adolescents, interventions are needed to help young people learn, form
relationships, shape their identities, and acquire the social and practical skills needed to
become active and productive adults.

Efforts made by CAH during the biennium to increase awareness, commitment and
action for child and adolescent health and development included convening the Global
Consultation on Child and Adolescent Health and Development, participating fully in the
United Nations General Assembly Special Session on Children, bringing together a team
of researchers and policy-makers to discuss the challenges of scaling up successful child
survival interventions, contributing to a series of articles on child survival that was published
in The Lancet, participating in the establishment of a new global child survival partnership,
and broadly disseminating information on child and adolescent health and development.

Global Consultation on Child and Adolescent Health and Development
In March 2002 the Director-General of WHO and the Executive Director of UNICEF
jointly convened the Global Consultation on Child and Adolescent Health and Development
– A Healthy Start in Life. The Consultation, hosted by the Government of Sweden, brought

together more than 300 experts and partners to review global
evidence and experience, and discuss future directions in child
and adolescent health and development. It highlighted the
importance of child and adolescent health for ensuring the
prosperity of families, societies and nations. The Consultation
supported the conclusion of the WHO Commission on
Macroeconomics and Health that resources need to be
considerably increased in order to ensure that every child and
young person is reached with those interventions that can make
the greatest impact. It also confirmed that investing in the health
of children and adolescents is sound economics. Participants
recommended the complementary needs of controlling morbidity
and mortality from common diseases, and promoting growth and
development, to ensure that every child can reach his or her full
potential (see Box 1.2). The report of the Consultation is available
from CAH on request.

United Nations General Assembly Special Session on
Children
On 8–10 May 2002, the United Nations General Assembly met
in a Special Session on Children. CAH was the secretariat for

WHO input to the Special Session. In addition to participating in the main meetings and
contributing to the development of the outcome document A world fit for children, CAH
participated in the organization of a number of significant side-events. These included:

a session on preventing mother-to-child transmission of HIV;

a session on HIV and young people;

We envision a world where children and adolescents enjoy
the highest possible level of health, a world that meets
their needs and enables them to attain their full potential.
We gather in Stockholm from 12-13 March 2002 to commit
ourselves to intensify our efforts to achieve this aim, and
to join together in partnership to seek bolder approaches
to reach the most vulnerable, the most isolated and the
poorest. The way ahead is a shared vision: to mobilize
our resources to improve the health of children and
adolescents, expand coverage of effective health
interventions to reach every child and adolescent, and
empower families and communities to care for and foster
the health and development of their younger members.
Through these efforts, we address poverty and inequity,
conditions that lay the greatest burden of ill health on the
poor and weaken our collective efforts to advance
humanitarian aims and global peace.

BOX 1.2  The Stockholm commitment to a healthy
start in life: extract from the commitment of the
Global Consultation on Child and Adolescent Health
and Development, 2002
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the launch of the new formulation of oral rehydration salts (ORS) by the Director-
General of WHO and the Executive Director of UNICEF;

a panel presentation on adolescent health education;

a session on maternal and newborn health;

a session on child survival.

More than 7000 delegates attended the Special Session, including more than 70 heads
of state and government, other government leaders, representatives of nongovernmental
organizations, eminent individuals from civil society and the private sector, and young
people from around the world. Participating individuals and organizations examined the
progress made by the world’s nations toward the goals of the World Summit for Children
of 1990 and generated renewed commitment to increased investment in children’s education,
health and protection as key contributing factors to global stability and peace.

Bellagio team residency and The Lancet series on child survival
The challenges of achieving high, sustainable and equitable coverage with child survival
interventions were selected by the Rockefeller Foundation as a topic for a team residency
at its Bellagio Conference Centre in Italy. The Department initiated and organized the
workshop in February 2003, bringing together leading
child-health researchers and selected policy-makers to
discuss how to refocus the world’s attention on child
mortality. As a result of the workshop, a series of five
articles was published in The Lancet in June and July 2003
(see Box 1.3).
The series of articles provided up-to-date information on:

the main causes of child deaths in 42 countries
that account for 90% of global child mortality;

current levels of coverage with low-cost and
effective interventions, and the need to extend
access to interventions to all children in order to
prevent at least two thirds of child deaths;

the shortcomings of health systems in delivering
cost-effective interventions and the need for
improved strategies for scaled-up delivery of child
health interventions;

major challenges of reducing inequities in child
health;

the urgent need for policy-makers and public
health leaders to respond, and to transform
knowledge into action.

Global working group on child survival
The acceptance of the Millennium Declaration, the
adoption by the World Health Assembly of the WHO
strategic directions for children and adolescents, the outcome documents from the Healthy
Start in Life consultation and the Special Session on Children, and the Bellagio workshop
resulting in The Lancet articles on child survival, all contributed to increasing global attention

BOX 1.3  The Lancet child survival series

Where and why are 10 million children dying every year?
Robert E Black, Saul S Morris, Jennifer Bryce

How many child deaths can we prevent this year?
Gareth Jones, Richard W Steketee, Robert E Black,
Zulfiqar A Bhutta, Saul S Morris, and the Bellagio Child
Survival Study Group

Reducing child mortality: can public health deliver?
Jennifer Bryce, Shams el Arifeen, George Pariyo, Claudio F
Lanata, Davidson Gwatkin, Jean-Pierre Habicht, and the
Multi-Country Evaluation of IMCI Study Group

Applying an equity lens to child health and mortality:
more of the same is not enough
Cesar G Victora, Adam Wagstaff, Joanna Armstrong
Schellenberg, Davidson Gwatkin, Mariam Claeson, Jean-Pierre
Habicht

Knowledge into action for child survival
The Bellagio Study Group on Child Survival

Child survival I

Child survival II

Child survival III

Child survival IV

Child survival V
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to the unacceptably high rates of childhood mortality, and to actions among partners to
revitalize efforts and investment to improve child survival.

As suggested in The Lancet series, a group of international partners, involving WHO,
UNICEF, World Bank, USAID, CIDA and other development cooperation partners, formed
an informal working group on child survival. The group first met in May 2003 in Ottawa
and initiated a process to formally establish a global child survival partnership. Key issues
to be addressed by the child survival partnership are:

scaling up proven child survival interventions in 42 countries with the highest
child mortality burden;

coordination of monitoring and evaluation methods and initiatives to measure
progress, coverage, and resource allocation;

improved advocacy for increased global and national attention and funding for
child survival.

Scaling up successful child health interventions

The need to scale up known and effective child health interventions and strategies became
an important area of focus for the Department during the biennium. CAH will continue
this work into the next biennium (2004–2005), giving the highest priority to assisting
regions and countries to:

develop national child health policies and strategies;

strengthen the capacity of health systems to support nationwide implementation
of effective child health interventions;

promote a greater role of local communities in the implementation of these
interventions;

use innovative methods and approaches to developing skills: different types of
training and non-training approaches, strengthening of medical and paramedical
education, on-the-job support, and strengthening internal and external supervisory
activities;

develop national monitoring and evaluation capacity to measure progress towards
the Millennium Development Goals.

Reviewing the implementation of Integrated Management of Childhood
Illness (IMCI)
In an effort to better understand how to help countries both sustain achievements and
scale up interventions and strategies that are known to be effective, the Department
participated in an analytic review of the IMCI strategy. The objective of the review was to
define the potential contribution of IMCI to improving child health outcomes. The review
described the child health context and critically examined the experience gained with IMCI
implementation in six countries.

The analytic review was initiated at the Global Consultation on Child and Adolescent
Health and Development in 2002, and conducted by DFID, UNICEF, USAID and WHO.
Data collection was completed in early 2003. The findings and recommendations were
reviewed and agreed upon by an interagency steering committee in October 2003. The
steering committee plans to reconvene in 2004 to assess progress in implementing the
recommendations of the review.
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The findings of this review, together with the preliminary results of the multi-country
evaluation of IMCI and other studies, will provide a basis for planning how to scale up
successful child health interventions. Chapter 3 of this progress report lists the
recommendations of the analytic review and provides more information on the evaluation
process and expected outcomes.

Strategic directions for improving child and adolescent health and
development
In response to a resolution of the 2002 World Health Assembly (WHA55.19), the
Department, as the secretariat for the development of a WHO-wide strategy, initiated a
wide consultative process to finalize the document Strategic directions for improving the health
and development of children and adolescents. The draft document received inputs from several
departments within WHO headquarters, all regional offices, and representatives
of Member States and partner organizations. Based on the feedback and
comments received, the Department completed the document in November 2002.
The document was adopted by the Fifty-sixth World Health Assembly in May
2003.

The Strategic directions document demonstrates the commitment of the
Organization to defining and helping implement the most effective interventions
for children and adolescents. It also provides guidance on how WHO will work
toward achieving its strategic goals and selected development goals of the United
Nations Millennium Declaration. The document indicates seven major areas to
be addressed in order to make a lasting impact (see Box 1.4). Problems associated
with these areas not only affect physical well-being but also limit the psychosocial
development of children and adolescents, and in effect undermine the economic
development of their communities.

Meeting of CAH staff and regional advisers on child survival
The November 2003 meeting of CAH staff and regional advisers on child survival exemplified
the Department’s approach to coordination with regional offices. The Department organized
the meeting to respond to the need for accelerating progress towards Millennium
Development Goal Four, which calls for a reduction of childhood mortality by two thirds
in 2015 from the 1990 baseline.

During the meeting, regional child health advisers and CAH headquarters staff discussed
in detail a number of important developments in the area of child health, such as:

increasing attention to the Millennium Development Goals;

a renewed focus on maternal and child survival;

global initiatives and partnerships to improve child survival;

the need to position CAH in relation to the above-mentioned developments.

The participants in the meeting agreed that it would be possible to prevent two thirds
of yearly global child deaths if currently available and feasible interventions were
implemented with high levels of coverage, especially in low-income countries and parts of
countries where under-five mortality is high. To achieve this, dramatic increases in political
will, effective partnerships, and human and financial resources are required. In addition to
discussing the position of WHO and CAH in international child survival efforts, the meeting
examined the role and place of the IMCI strategy and other interventions for child health
and survival. The results of the meeting were used to help prepare a plan of work, and to
develop materials to advocate for intensified WHO support to global child survival efforts.

Maternal and newborn health

Nutrition

Communicable diseases

Injuries and violence

The physical environment

Adolescent health

Psychosocial development and
mental health

BOX 1.4  Seven priority areas for
improving the lives of children and
adolescents
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Reaching the Millennium Development Goal for child survival: thriving at
five
During the biennium, CAH drafted a concept paper for achieving the Millennium
Development Goal Four of reducing under-five mortality. The paper recommends how WHO
could contribute to improving child survival and proposes an essential package of

interventions for universal coverage in countries with high child
mortality. The interventions described reflect the intricate links
between child and maternal health and nutrition, and promote
growth and development together with survival and health.
In 2004, CAH will begin working with selected countries to
implement the approach as part of a global partnership,
following a process that promotes several key areas of activity
(see Box 1.5).

Reducing inequities and respecting child
and adolescent rights

The Department’s commitment to achieving the Millennium
Development Goals and to improving child and adolescent
health and development requires a strong and continuing focus
on equity and rights. Health is a fundamental human right,
universally recognized and agreed upon. Nonetheless, children
in poor families are more likely than their better-off peers to
die in the first month of life, in the first year of life, and before
they reach the age of five. Children in poor families are sick
more often, and more seriously, than children in better-off
families. Poorer children are less well nourished than better-
off children, and are more likely to lag behind in growth and

psychosocial development. The effects of these inequities are not only immediate; they
also lead to low performance in school and on the job. A girl living in poverty today has a
greater risk of dying in childbirth 15 or 20 years from now, and of giving birth to a baby
who is premature or malnourished, or who becomes sick and dies in infancy. The effects of
poverty on health begin even before birth, when negative influences on the fetus can increase
the risk of such diseases as diabetes and heart disease in adulthood.

Throughout the biennium, CAH advanced its work in the area of child and adolescent
rights through the training of WHO staff and partners in child rights and the Convention
on the Rights of the Child, integrating human rights norms and standards into ongoing
CAH work, and contributing to the reporting process of the United Nations Committee on
the Rights of the Child. The Department also took a leadership role both within WHO and
among partners in defining and addressing child health inequities, and specifically the
relationship between socioeconomic inequities and the health and development of children
under 5 years of age. With time, this focus will expand to include other types of inequity,
and older children and adolescents.

CAH also served as one of the WHO focal points for the United Nations study on
violence against children, developed a guide for programme managers on adolescent sexual
and reproductive health in the context of international human rights instruments, and
continued advocacy for child rights in the context of child and adolescent health and
development at various forums, including workshops for the University of Ghent, Belgium.

Create a supportive environment (e.g. advocacy, policy
discussion, identifying champions).

Conduct a situation analysis.

Establish a coordinating body at national level to guide
child survival activities, which will improve sustainability,
and build on existing resources and activities.

Develop a national policy and strategy.

Improve access to adequate quality health care.

Improve family and community practices.

Strengthen programme management.

Engage academic institutions in training, research and
development.

Strengthen public–private partnerships for logistics and
improved quality of care.

Conduct operations research to fill knowledge gaps.

Monitor and evaluate.

Form strategic alliances and partnerships, and exchange
information.

BOX 1.5  Key areas of activity for increasing child
survival
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Building capacity for rights-based programming
The CAH training course on child rights is designed to increase understanding of the concept
of children’s rights and the Convention on the Rights of the Child, of their relevance to
child and adolescent health and development, and of the use of the Convention as a holistic
framework to address inequalities and inequities in child and adolescent health and
development.

Capacity-building workshops were undertaken in Lebanon,
Lesotho and Romania, using the CAH training materials (see
Box 1.6). The workshops further advanced the understanding of
how to develop tools and job-aids that assist in equity-sensitive
planning and programming within the legal and normative
framework of the Convention on the Rights of the Child. In
Lebanon, WHO worked closely with the national UNICEF office
to prepare and conduct a training course on child rights for staff
from St George’s Hospital, Beirut, and other partners, including
the ministry of health. In Lesotho, the workshop was conducted
by the ministry of health, and successfully applied the Convention
and other relevant instruments in a comprehensive rights-based
analysis of the draft policy on adolescent reproductive health.

Contributing to the reporting process of the
Convention on the Rights of the Child
During the biennium, the Department continued to engage with
the United Nations Committee on the Rights of the Child. Health
commentaries on official State Party reports for India and
Indonesia were prepared in collaboration with WHO regional
and country offices. In addition, CAH successfully assisted the
Committee in the final adoption of the General Comment on
Adolescent Health and Development in the Context of the
Convention on the Rights of the Child.

Analysing equity issues related to child health
IMCI is a strategy designed to reduce child mortality and improve
healthy growth and development (see Chapter 3). The analysis
of equity within the multi-country evaluation of IMCI
effectiveness, cost and impact is an ongoing area of work. The
evaluation design includes an explicit focus on equity, and data
sets have been collected from the evaluation sites for the analysis
of equity issues related to child health. Papers on child health
and equity have been included in publication plans at several of
the evaluation sites.

Summarizing key issues on child health and poverty
The WHO/World Bank Working Group on Child Health and Poverty developed the
document Better health for poor children: a special report, which summarizes key issues and
needs related to child health and poverty. This document was distributed at the Global
Consultation on Child and Adolescent Health and the United Nations General Assembly
Special Session on Children. CAH then revised the paper for publication as a discussion

In June 2003, the Department supported a rights-based
programming workshop in Romania. The workshop aimed
to enable participants to apply the framework of the
Convention on the Rights of the Child to existing
programmes, as well as integrate human rights and
Convention principles into planning and programming for
future activities in child health. Participants in the 3-day
course included key child health staff from the Ministry of
Health; key staff from other related ministries such as
social affairs, education, and justice; and representatives
from the academic community and partner organizations
such as nongovernmental organizations, children’s
advocates, and health-related institutions. While the
primary participants were managers of health services
and facilities, the course promoted an integrated,
multisectoral approach by also involving policy-makers
and decision-makers from the areas of social welfare,
education and child protection.

Following the training on child rights in the context of child
health and child protection, the participants adopted a
number of recommendations, which were subsequently
presented to the Romanian National Authority for Child
Protection and to the Executive Group for Child Protection
of the Romanian Government. Participants indicated that
a checklist for assessing the extent to which existing
programmes were incorporating human rights and the
principles of the Convention on the Rights of the Child
would be a useful tool to ensure that principles such as
non-discrimination are taken into account and
implemented effectively. Furthermore, it was
recommended that checklists for specific professions be
developed with assistance from United Nations agencies.
Finally, dissemination of, and multisectoral follow-up to,
the concluding observations and recommendations by the
United Nations Committee on the Rights of the Child was
identified as a priority.

BOX 1.6 Capacity building for rights-based
programming in Romania
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paper by both WHO and the World Bank. In addition, a working-group session on equity
issues was convened at the Global Consultation.

As the work expanded, the membership of the WHO portion of the Working Group
broadened to include staff working on environmental health issues (Occupational and
Environmental Health, Protection of the Human Environment) and on poverty issues within
Evidence for Information and Policy and the Director-General’s Office.

The Working Group represents the first attempt by WHO to place an explicit focus on
child health and poverty. This initiative has been positively received both within and outside
the Organization. Partners welcome the WHO/World Bank initiative, and the potential of
the Working Group to provide technical leadership in improving child survival, health and
development en route to achievement of the Millennium Development Goals.

In response to the recognition by Working Group members that they needed to learn
more about equity perspectives in order to integrate this into their work, the Department
convened a capacity-building workshop on child health and poverty in June 2002. Twenty
WHO staff members received intensive training in child health and equity issues from a
group of expert facilitators from WHO, the World Bank, the Rockefeller Foundation, the
London School of Hygiene and Tropical Medicine, and the University of Pelotas, Brazil.
Evaluation at the close of the workshop and three and six months later found that
participants had gained in knowledge of, and commitment to, equity issues.

Increasing awareness of child and adolescent health and
development: the CAH web site

To increase awareness about child and adolescent health and development, to support
efforts aimed at improving the health and development status of children and adolescents,
and to provide a clearing house for information and materials, the Department worked
throughout the biennium to update and enlarge the CAH web site (www.who.int/child-
adolescent-health). By the end of the biennium, the site contained 164 documents, tools
and research articles. These materials cover a wide range of topics, including child and
adolescent rights, HIV/AIDS, nutrition and IMCI. The Department also regularly posted
on the site global news and events related to child and adolescent health.

During 2003, the CAH web site (see Figure 1.5) was the second most visited technical
site within the overall WHO web site, receiving some 279 000 new visitors throughout the
year. The most popular areas of the site were those on infant and young child feeding,
IMCI, data and statistics, child and adolescent rights, and adolescent sexual and reproductive
health.

Approximately 50% of the visitors to the web site were linked to private addresses, such
as .com and .net, which are commonly used in developing countries. Approximately 5% of
visitors were associated with universities, and 3% with non-profit organizations. A total of
16% of visitors were linked to addresses in industrialized countries, and 3% to addresses in
low- and middle-income countries (such as .br, .mx, .in, .za). In 2003, the Department
began sending regular updates about changes and additions to the CAH web site to a
growing list of more than 300 addresses.
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Overview of CAH
The Department of Child and Adolescent Health and Development (CAH) is
responsible for interventions concerning health, growth, and development
for the age group of 0-19 years.

CAH strives for a world in which children and adolescents enjoy the highest
possible level of health, a world that fulfils their needs and rights, and that
enables them to live to their full potential.

The main objectives of the Department are twofold:
To reduce illness and death among children and adolescents.

To improve the health and development of children and adolescents.

CAH stimulates worldwide action to promote healthy behaviours and prevent
and manage health problems of children and adolescents. It does so by
raising awareness, promoting research and producing information to
develop standards and guidelines. In addition CAH facilitates the local
adaptation and implementation of standards and guidelines.

CAH strives to convert “Knowledge Into Action”. This approach entails
generating new public health knowledge through setting research priorities,
supporting research, and translating that knowledge into standards,
guidelines and interventions that lead to effective action in support of child
and adolescent health at global, regional, and country levels.
The main themes, or methods of work for this approach include:

Promoting the reduction of poverty and inequity in order to improve the
health and development of children and adolescents.

Supporting a Life Course Approach to child health and development.

Linking research, development and implementation of health-related
programs and practices.
Working toward common results through partnerships with other
organizations.
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Child Health and
Development (CHD)
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Neonatal and infant
health and development

CHAPTER  2

HIGHLIGHTS OF 2002–2003

CAH produced a series of new and updated materials on HIV and infant
feeding, setting out a framework of priority actions, describing the evidence
for HIV transmission through breastfeeding, giving guidance on formative
research to identify locally feasible feeding options, and offering practical
guidance for decision-makers, health-care managers and supervisors.

Guiding principles for complementary feeding of the breastfed child was published
providing an update to previous guidelines and establishing the background
for the development of indicators to assess complementary feeding practices.

A large-scale community-based trial to improve breastfeeding and
complementary feeding through counselling and health education in India
showed that it is possible to improve feeding practices using locally available
resources, and achieve positive effects on child health and growth.

A WHO/UNICEF joint statement was prepared to present revised
recommendations for the clinical management of diarrhoea, promoting the
use of the newly formulated low-osmolarity oral rehydration salts (ORS)
and zinc supplementation to reduce the duration and severity of episodes.

Specific qualities, or basic caregiving skills, of the caregiver affect child
survival, health, growth and development. A review of caregiver–child
interactions has demonstrated the importance of community-based
interventions to strengthen caregiving skills, as a key element of programmes
to improve child survival.

Progress in the area of newborn health resulted in the development of
new estimates of cause-specific newborn mortality, consensus on the
recommended adaptation of IMCI guidelines to include the first week of
life, and a draft framework to assist policy-makers in developing national
strategies for improving newborn survival.
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Operational objectives

The Global Strategy for Infant and Young
Child Feeding provides a framework for
action and calls for concerted efforts to
improve child nutrition. It stimulates
governments to work in collaboration
with all concerned parties to:

adopt a comprehensive national
policy for infant and young child feeding,
in the context of national policies and
programmes for nutrition, child and
reproductive health, and related areas;

constitute a national body to lead the
implementation of the strategy as a
coordinated national response;

ensure that health and other sectors
are able to protect, promote and support
appropriate infant and young child
feeding practices, including by making
maternity services baby-friendly;

adopt legislation and other
appropriate measures to implement the
International Code of Marketing of
Breastmilk Substitutes and relevant
subsequent World Health Assembly
resolutions;

enact imaginative legislation to
protect the breastfeeding rights of
working women.

BOX 2.1  Global Strategy for Infant
and Young Child Feeding

Within CAH, the Neonatal and Infant Health and Development (HNI) team focuses on
the promotion of research and the development of instruments for improving neonatal
health, and the nutrition, growth and development of infants and children. The work in
this area is presented in four sections:

improving infant and young child feeding;

promoting safer feeding practices in settings of high HIV prevalence;

promoting child development;

promoting improved newborn care and survival.

Improving infant and young child feeding
Malnutrition is accountable, directly or indirectly, for 54% of all childhood deaths. Poor
infant and young child feeding practices increase the risks of inadequate food intake and
frequent infections, leading to malnutrition. To improve child survival, growth and
development, investments in interventions to improve infant and young child feeding

practices are imperative. An article in The Lancet series on child survival estimated
that 19% of child deaths could be prevented if universal coverage were reached
with appropriate breastfeeding and complementary feeding practices (Jones et
al. 2003).

Feeding practices are not only important for survival. They are also a critical
aspect of caring for infants and young children. Appropriate feeding practices
stimulate a child’s psychosocial development and help forge a loving relationship
with the caregiver. They lead to improved nutrition and physical growth, as well
as reduced risk and better resistance to common infections.

During the biennium, the Department worked with governments and partners
to improve infant and young child feeding following the principles and aims of
the Global Strategy for Infant and Young Child Feeding adopted by the Fifty-
fifth World Health Assembly in 2002 (see Box 2.1). At the same time, the
Department continued to support research to expand the evidence base for
effective interventions, and developed new tools to facilitate planning and
implementation of interventions.

Recommendations for appropriate infant and young child feeding
practices
The Fifth-fourth World Health Assembly in 2001 adopted a new global public
health recommendation for the optimal duration of exclusive breastfeeding
(resolution WHA54.2) stating that infants should receive “exclusive breastfeeding
for six months, with the introduction of complementary foods and continued
breastfeeding thereafter”. By mid-2003, authorities in nearly 60 Member States
– including Australia, Ireland, and the United Kingdom – formally recommended
six months of exclusive breastfeeding.

Epidemiological data show that infants are particularly vulnerable to
malnutrition in the period from 6 to 18 months of age, when breastmilk alone is
no longer sufficient to meet the nutritional requirements and complementary
foods are needed. The Department convened an expert consultation in December

2001 to further consolidate global recommendations for appropriate complementary feeding.
In follow-up to the consultation, the Department worked with staff of the WHO Regional
Office for the Americas to incorporate the conclusions into Guiding principles for complementary
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feeding of the breastfed child. This document summarizes updated standards for appropriate
infant and young child feeding practices, together with the rationale and scientific basis of
those standards, to guide the development of locally acceptable, feasible and affordable
feeding recommendations. The background documents and summary proceedings were
published in 2003 in a special issue of the Food and Nutrition Bulletin. Findings of the
consultation were also shared at a technical meeting on complementary feeding, convened
by the Institute of Child Health, London, in November 2002, to further define
recommendations for national policy in the United Kingdom.

The Global Strategy for Infant and Young Child Feeding calls for intensified and
concerted action by all concerned parties to protect, promote and support recommended
feeding practices. To assess the needs, gather existing experience and accelerate progress in
strategy implementation, WHO convened a global technical meeting in Geneva, from 10
to 12 February 2003, with over 45 participants representing governments, academic
institutions and partners – including UNICEF, FAO, ILO, LINKAGES project, BASICS
project, International Baby Food Action Network, La Leche League International and the
World Alliance for Breastfeeding Action. Participants assessed opportunities and challenges
in addressing each of the operational objectives defined in the global strategy and made
practical recommendations. A framework of steps to facilitate the development – or
strengthening – of national plans of action was identified, and an inventory of available
tools to support strategy implementation was compiled.

Tools to support the implementation of the global strategy for infant and
young child feeding
Tools have been developed during the biennium to assist the implementation of activities
required at country level for the promotion of improved infant and young child feeding
practices, as proposed in the global strategy. These tools include instruments for situation
assessment; courses to improve health workers’ knowledge and skills; guidelines for planning
and implementing community interventions; and materials for pre-service education.

National assessment tool
The Department collaborated with the WHO Department of Nutrition for Health and
Development and USAID/LINKAGES to develop Infant and young child feeding: a tool for
assessing national practices, policies and programmes. The tool enables programme managers to
make a detailed analysis of infant and young child feeding practices in a country, and of
progress in implementing interventions. It builds upon the operational targets defined in
the Innocenti Declaration (1990) and the objectives of the Global Strategy for Infant and
Young Child Feeding. The draft tool was field-tested in nine countries (Bolivia, Chile, Ghana,
India, Indonesia, the Russian Federation, Sri Lanka, Thailand, and the United Kingdom)
and completed in 2003.

Training courses
The global recommendations for complementary feeding have been reflected in
Complementary feeding counselling: a training course, which provides the basis for a 3-day course.
The course is fully compatible with the guidelines for IMCI. It aims to equip health workers
who are responsible for counselling mothers about infant feeding, with the knowledge and
skills needed to promote improvements in the quality of foods offered and in feeding
behaviours. After field-testing in Bangladesh, Jamaica, and South Africa, the course was
launched in October 2003 in Oman for participants from four countries of the Eastern
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Mediterranean Region (Bahrain, Oman, Pakistan, and Sudan).
Although the course was perceived to provide the necessary knowledge
and skills to improve complementary feeding counselling, it was noted
that participants would benefit from having prior knowledge about
breastfeeding and breastfeeding counselling. Based on experience to
date, CAH and the WHO Department of Nutrition for Health and
Development will further develop an implementation strategy for this
course, which will serve to build a cadre of specialized counsellors on
infant and young child feeding who can provide services that
complement those provided by IMCI-trained health professionals.

CAH and the WHO Department of Nutrition for Health and
Development also initiated work to merge the different counselling
courses available for breastfeeding, HIV and infant feeding, and
complementary feeding, into a single training package of
approximately six days duration. The combined course is likely to
have a modular form. Its first field tests are planned for 2004.

Guidelines for community-based interventions to improve infant
and young child feeding
While health services can play a critical role in supporting optimal
infant and young child feeding, support is also needed within the
wider context of the community to promote and sustain behaviour
change. Results from a large-scale community-based study to improve
infant and young child feeding in Haryana, India (see Box 2.2),
demonstrated that it is possible to significantly improve breastfeeding
and complementary feeding practices by mobilizing and strengthening
available community resources and networks (Bhandari et al. 2003).

The results of the study were further corroborated by the findings
of a WHO review of community-based interventions to improve
breastfeeding, which showed that both lay and peer counsellors, and
community health workers can play an important role in improving
rates of exclusive breastfeeding as well as breastfeeding duration. To
make this experience available for the planning of interventions in
other settings, the Department is preparing a guide for the design of
community interventions to improve infant and young child feeding.

Strengthening the pre-service education of medical and
paramedical professionals
As part of a broader effort to influence curricula in medical and
paramedical schools, the Department developed a model chapter for
medical textbooks on infant and young child feeding with the aim of
facilitating the introduction of concepts of infant and young child
feeding into the teaching of students. The model chapter, which is
being completed with the assistance of the Academy for Educational
Development, will be promoted as an integral part of the package of
tools to strengthen the teaching of child health.

To support the information in the chapter, a technical seminar
summarizing the technical basis and rationale for recommendations
on complementary feeding was also produced. A separate technical

A large-scale cluster randomized controlled trial was
conducted in Haryana, India, from January 1998 to
March 2002 to evaluate the effect of community-
based interventions to improve infant and young child
feeding, specifically exclusive breastfeeding during
the first six months of life and complementary feeding
with continued breastfeeding thereafter. The impact
on growth and the incidence of diarrhoeal diseases
were assessed.

In developing the project, problem identification was
followed by formative research to identify barriers to
appropriate feeding practices and motivating factors
for behaviour change. Household trials were
conducted to assess the acceptability of different
feeding recommendations.

The design of the intervention was highly participatory,
involving the community and the Ministry of Health
from the outset. Various channels for delivery of
nutrition messages and points at which families could
receive feeding counsell ing were selected.
Opportunities used for counselling were deliveries
assisted by traditional birth attendants and monthly
home visits by anganwadi workers (women selected
from within communities and trained to provide
nutrition and pre-school education services to mothers
and their young children). Nutrition counselling also
occurred during quarterly weighing of children under
2 years of age, immunization clinics run by auxiliary
nurse midwives, and sick child contacts with health-
care providers. Delivery of nutrition messages also
occurred at monthly meetings held by the auxiliary
nurse midwives with community representatives,
neighbourhood meetings conducted by community
representatives with caregivers,  school debates and
other community events, such as fairs.

An evaluation of the effectiveness of the interventions
showed striking differences between intervention and
control communities in feeding behaviours as well as
in child health and growth. Newborns in the
intervention communities received fewer prelacteal
feeds (13% as against 75%) and benefited more from
exclusive breastfeeding (79% as against 48%). A
positive effect on exclusive breastfeeding was seen
up to 6 months of age. Further, the 7-day diarrhoea
prevalence rate was significantly lower in the
intervention group at 3 and 6 months of age. Meal
frequency, protein, energy and micronutrient intakes
were significantly higher among infants in the
intervention communities. Children in the intervention
communities attained a significantly higher mean
length at 12 months of age. At 18 months of age a
number of beneficial practices were reported more
frequently in the intervention communities, including
feeding with love and affection, repeatedly
encouraging the child who refuses to eat, and holding
the child on the mother’s lap during feeding.

BOX 2.2  An integrated community-based
intervention to promote infant and young child
feeding, Haryana, India
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seminar on breastfeeding is under development. Each technical seminar consists of a set of
slides and speakers’ notes.

Additional information on the technical basis of feeding recommendations is provided
in a bibliography that summarizes important references. The bibliography will be completed
in 2004 to be disseminated as a CD-ROM.

The role of health facilities in promoting breastfeeding: a short course for
administrators and policy-makers
CAH supported the revision of the six-hour hospital administrators’ course developed as
part of the Baby-Friendly Hospital Initiative. The course is designed to sensitize managers
about the improvements they can make in their institutions. It is fully compatible with the
new feeding recommendations, and includes updated information on HIV and infant feeding.

An information booklet on breastfeeding aimed at medical professionals and the general
public, first published in the 1980s, was updated and revised. The new version will become
available in 2004.

Indicators for assessing infant and young child feeding
The Department initiated a process to identify and validate an extended set of global
indicators for assessing infant and young child feeding, building upon prior experience
with breastfeeding indicators. To this effect, the Department commissioned a background
paper on the development of indicators for assessing complementary feeding. The
background paper was reviewed during an informal meeting convened by CAH and the
Department of Nutrition for Health and Development at the WHO Regional Office for
the Americas in December 2002. It was subsequently completed and published as Moving
forward with complementary feeding: identifying indicators and research priorities.

The Department collaborated with the International Food Policy and Research Institute
and the University of California, Davis, to develop a plan for analysis of existing data sets
to identify proxy indicators for assessing energy and nutrient intakes. Analyses will commence
in 2004 using data sets available at Davis. The methodology will then be applied on data
sets available from a group of collaborating institutions in developing countries to develop
the required technical base to decide on indicators.

As a parallel effort, the Department has stimulated the development of indicators for
responsive feeding. A proposal was discussed during an informal meeting with UNICEF in
New York in November 2003. A working group was formed to further develop the approach
with a view to strengthen data gathering on complementary feeding in the next rounds of
the multiple indicator cluster surveys.

Research on improving infant and young child feeding
During the biennium the Department promoted and supported research to produce the
information required for the development of interventions to improve infant and young
child feeding.

Long-term effects of breastfeeding
Results have become available from a cohort study supported in Brazil to assess the
association between the duration of breastfeeding and the prevalence of selected risk factors
for cardiovascular disease among adolescents. The results in relation to the prevalence of
obesity among adolescents show that neither the duration of total breastfeeding nor that
of predominant breastfeeding were consistently associated with anthropometric or body
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composition indexes. Nonetheless, linear decreasing trend in obesity was observed with
increasing duration of predominant breastfeeding. In addition, a 50% reduction in obesity
was observed among participants who were breastfed for three to five months compared
with all other categories of breastfeeding.

IMCI feeding counselling
Results from a study evaluating IMCI training on feeding counselling in Pakistan show
improvements in breastfeeding practices, increases in the duration of exclusive breastfeeding,
increases in duration of breastfeeds, timely complementary feeding, and use of home-
prepared foods of animal origin. The intervention was also associated with lower use of
feeding bottles. A second study in Pakistan, involving young children aged 6 to 18 months
at the time of enrolment, confirmed the positive findings from an earlier study in Brazil,
which showed that nutrition counselling improved complementary feeding practices and
reduced growth faltering.

Community interventions for improved infant and young child feeding
Results of an intervention trial in India indicate that improving complementary feeding
practices through existing services is feasible and leads to improved growth, but its impact
is significantly affected by sex bias in favour of males.

Additional analysis of the data explored the effects of using multiple channels within
the health system. The analyses show that health workers achieved a high coverage of the
population in terms of contact with mothers, and frequent delivery of the intervention
messages during the contacts. The engagement of health workers, instead of leading to
impaired service delivery, was associated with significant improvements: increased delivery
of vitamin A supplements, increased attendance by children for growth monitoring, higher
rates of timely immunization, and increased utilization of the public health facilities with
a parallel reduction in the use of private health-care services.

Research on improving micronutrient intake

Zinc and iron supplementation
Given the limited availability of zinc and iron in the diet of most infants and children in
developing countries, and the limited access of families to foods rich in these nutrients,
supplementation appears an effective strategy to improve intake. CAH supported research
in 2002 that examined modes of delivery of zinc and iron, and the health effects of improving
zinc and iron intakes through daily supplementation. The research also explored important
factors that will affect the impact of such interventions, such as adherence of caregivers to
supplementation regimes.

Zinc and/or iron to prevent childhood mortality
Effects of daily zinc or iron supplementation, or of both, on the survival of children under
2 years of age are being explored in two studies in New Delhi, India, and Pemba Island,
Zanzibar. Data collection was initiated in January 2002. A meeting of the Data Safety
Monitoring Board was held in 2003 to review the progress of these studies. The Board
noted that, in the study conducted in Zanzibar, both the iron alone and iron plus zinc
groups showed higher mortality rates compared to the placebo group, although the
differences were not statistically significant. However, the overall hospitalization rate was
significantly higher in the iron plus zinc group compared to placebo (P = 0.03). The Board
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therefore recommended that, in Zanzibar, the iron alone and the iron plus zinc groups
should be stopped and the new infants who are enrolled should be randomized only to the
zinc or the placebo groups. In India, the decision had already been made to stop the trial
after 31 August 2003, given the very small size of the effect of the combined zinc and iron
supplement. All children in the India site received iron, following national policy.

The implications of the study for future iron supplementation programmes are
considerable. The Data Safety Monitoring Board emphasized that the decision to
discontinue the two iron groups in Zanzibar will have major implications for policy in sub-
Saharan Africa in regard to iron supplementation, as several international agencies are
currently promoting the use of iron supplementation with and without added zinc. It
recommended that the preliminary findings of this study in regard to iron supplementation
alone or iron plus zinc supplementation be published in a scientific journal as soon as
possible. All the recommendations made at the meeting by the Board have been implemented
and a draft article presenting the preliminary findings described above will be submitted
for publication in early 2004.

In addition, the Data Safety Monitoring Board recognized that the studies have the
potential to produce important data on the impact of zinc on morbidity and mortality in
children. The mortality rate measured in the study sites is significantly lower than expected,
however. The studies should be extended until December 2004 or June 2005, therefore, in
order to meet the sample size required to address the stated objectives.

Zinc in the management of diarrhoea
In collaboration with UNICEF and USAID, the Department developed a WHO/UNICEF
Joint Statement on the Management of Acute Diarrhoea. The Joint Statement presents
revised recommendations for the clinical management of acute diarrhoea taking into account
important recent technical developments, namely the development of improved oral
rehydration salts and the discovery that zinc supplementation given during an episode of
diarrhoea reduces the duration and severity of the episode. The Joint Statement will be
published in early 2004.

Two multi-site studies are providing the evidence that zinc given during an episode of
diarrhoea reduces the duration and severity of the episode. The first study is being conducted
at seven sites – Brazil, Egypt, Ethiopia, India (Lucknow), India (Nagpur), the Philippines,
and South Africa – and is evaluating the impact of giving 20 mg of zinc daily for two weeks
to children with acute diarrhoea presenting at outpatient departments or health centres.
Its objectives are to assess site-specific variations in the use of oral rehydration salts, or
antimicrobial or antidiarrhoeal drugs, in children with acute watery diarrhoea randomized
to receive zinc supplementation, as compared with those who do not receive it. The study
is also investigating adherence to zinc supplementation, the social and cultural factors that
influence this adherence and the direct medical cost of management with zinc of children
with acute watery diarrhoea. Data collection is expected to be completed by June 2004. A
data analysis and manuscript preparation workshop will take place at Lucknow, India, in
September 2004.

The objective of the second study is to evaluate the scaling up of zinc supplementation
and oral rehydration therapy interventions. Expected outcomes of the proposed studies at
the different sites are the use of oral rehydration therapy, adherence to zinc therapy,
avoidance of antibiotics or other drugs during acute diarrhoea, and reduction in all-cause
and diarrhoea mortality in children. The study was initiated in three sites – India, Mali,
and Pakistan – between July and September 2003. The first, formative research, phase of
the study was completed in November 2003 in Mali. A meeting was organized there in
December 2003 to review the results of the formative research and make plans for the next
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phase of the study, which will involve developing and testing a pilot intervention. The
formative research conducted in India and Pakistan should be completed in February 2004
and meetings similar to the one held in Mali are planned.

Zinc in the management of other infectious diseases
The Department provided technical expertise in a number of studies that aim to evaluate
the impact of zinc supplementation on other infectious diseases. The studies are designed
to evaluate:

safety of zinc supplementation in HIV-positive children – this study (Durban,
South Africa) will be completed in early 2004 and results will be available by mid-
2004;

impact of zinc supplementation in the management of severe acute respiratory
infection – this study (Vellore, India) was initiated in 2003 and will continue
throughout 2004;

impact of zinc supplementation in low-birth-weight infants (New Delhi, India);

ability to scale up a zinc supplementation project (Dhaka, Bangladesh) – the
Department provided assistance with the technology transfer for the production
of dispersible zinc tablets.

Vitamin A supplementation in early infancy – using immunization contacts
CAH continued to collaborate with the Department of Nutrition for Health and
Development and the Department of Vaccines and Biologicals in supporting two randomized
controlled trials, in Ghana and the United Republic of Tanzania, aiming to assess the
benefits and potential risks of high dose vitamin A supplementation (400 000 IU) to
mothers immediately after delivery and to infants (50 000 IU) at the time of their
immunizations against diphtheria, pertussis, tetanus and poliomyelitis (6, 10 and 14 weeks).
Data collection was completed in the United Republic of Tanzania and will be completed
in Ghana during the first semester of 2004. The study builds on the findings from an
earlier trial supported by CAH that examined the effects of the intervention using half of
the dose of vitamin A. That study showed that, although safe, the intervention had no
clearly identified benefits except for a small and short-lived improvement in vitamin A
status of infants.

Promoting safer feeding practices in settings of high HIV
prevalence

Breastfeeding is the best way to feed an infant. However, there is a 5–20% risk that a
woman infected with HIV can transmit the virus to her child through breastfeeding. To
improve child survival, guidance is needed on protecting, promoting and supporting
breastfeeding in the general population, while preventing HIV transmission to infants. The
work of the Department in the area of HIV and infant feeding aims to develop and provide
to countries guidance on how to prevent HIV transmission to infants through breastfeeding.



31CHAPTER 2    NEONATAL AND INFANT HEALTH AND DEVELOPMENT

Framework to assist national planning for HIV and infant feeding
interventions
As part of the Global Strategy for Infant and Young Child Feeding, WHO and partners
(UNICEF, UNFPA, UNAIDS, World Bank, UNHCR, WFP, FAO and IAEA) developed
HIV and infant feeding: a framework for priority action. The framework, designed for government
decision-makers and other interested stakeholders, outlines the priority
actions related to infant and young child feeding to be considered in the
special circumstances of HIV/AIDS. The framework is based on the most
recent evidence and experience from the field. Through action in each of
the areas (see Box 2.3), countries will be able to plan interventions that
protect, support and promote breastfeeding, and at the same time pay
adequate attention to the needs of HIV-positive women and their infants.

CAH presented a draft of the framework to a colloquium on HIV
and infant feeding organized by the World Alliance for Breastfeeding
Action in the United Republic of Tanzania in September 2002. Since
the publication of the framework, CAH has participated in other meetings
to disseminate the framework, including the International Conference
on AIDS and Sexually Transmitted Infections for Africa, in Nairobi in
September 2003; a meeting organized by the Regional Working Group
on Prevention of Mother-to-Child Transmission for West and Central
Africa, in Dakar in October 2003; and the Asia Pacific Conference on
Breastfeeding (together with a colloquium on HIV and infant feeding),
in Delhi in November 2003. The framework has been translated into
French and Spanish.

HIV and infant feeding review and guidelines
In response to new evidence and experience from the field, the
Department led the revision of a set of three documents (published in
1998) on HIV and infant feeding.

HIV and infant feeding: a review of transmission through breastfeeding provides the
rationale for current policy recommendations.

HIV and infant feeding: guidelines for decision-makers offers guidance on key issues,
highlighting areas of special concern.

HIV and infant feeding: a guide for health-care managers and supervisors assists with
planning, implementing and strengthening services.

The revision was done in close collaboration with UNICEF, UNFPA and UNAIDS, as
well as WHO’s HIV Prevention Department and the Department of Nutrition for Health
and Development. It involved consultations with various levels of stakeholders, including a
meeting in February 2003 to review the draft guidelines and guide, and ensure consensus.
The documents are now being published. They have been posted in the web and advance
copies have been disseminated at international meetings along with the framework.

Tools to assist programme performance

Guide for formative research on HIV and infant feeding
This tool has been developed jointly with the Academy for Educational Development. Its
purpose is to help programme managers to gather information, examine local feeding

Develop or revise (as appropriate) a
comprehensive national infant and young child
feeding policy including HIV and infant feeding.

Implement and enforce the International Code
of Marketing of Breast-milk Substitutes and
subsequent relevant World Health Assembly
resolutions.

Intensify efforts to protect, promote and
support appropriate infant and young child
feeding practices in general, recognizing HIV as
one of a number of exceptionally difficult
circumstances.

Provide adequate support to HIV-positive
women to enable them to select the best feeding
option for themselves and their babies and to
successfully carry out their infant feeding
decisions.

Support research on HIV and infant feeding,
including operations research, learning,
monitoring and evaluation at all levels, and
disseminate findings.

BOX 2.3  Priority actions for governments
on infant feeding in settings of high HIV
prevalence
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practices and identify options for replacement feeding or modified breastfeeding for HIV-
positive mothers. It will be ready for distribution in 2004.

Counselling for HIV and infant feeding
This set of tools, developed with the Academy for Educational Development, consists of a
set of counselling cards, a protocol on the use of the cards, a reference guide, and flyers.
The cards will assist health workers in counselling HIV-positive mothers on infant feeding.
They describe feeding alternatives, their risks and benefits, and provide methods for helping
mothers to choose and successfully carry out a feeding option that is acceptable, feasible,
affordable, sustainable and safe. The tools were field-tested in 2003 in South Africa, and
should be available early in 2004.

The role of health facilities in promoting breastfeeding: a short course for
administrators and policy-makers
The course, also referred to earlier in this chapter, is part of the material developed for the
Baby-Friendly Hospital Initiative. It has been updated by the Department of Nutrition for
Health and Development in collaboration with CAH. Two versions are now available based
on this work: one for areas of high HIV prevalence, and the other for areas where HIV has
not been found to be a public health problem. The course will be field-tested in countries
with high HIV prevalence during 2004.

Feeding children 6 months and older who are not breastfed
While the general principles of complementary feeding from the age of 6 months up to 2
years are the same whether a child is breastfed or receives a breast-milk substitute, further
guidance in this area has been requested from the field, especially in situations where the
child may not regularly have milk or where the local diet available is likely to be inadequate
for growth and development. CAH commissioned a review of the available information on
this subject in 2003. The resulting document will be reviewed at a technical meeting in
early 2004, aiming to gather consensus on the presentation of the findings and the
development of guidelines shortly thereafter.

Research on the prevention of mother-to-child transmission of HIV through
breastfeeding
CAH supported research to provide the necessary information to assist mothers in the
assessment of risks associated with not breastfeeding and to improve the delivery of
counselling to HIV-positive mothers.

Protective effect of breastfeeding against infant morbidity and mortality
Using existing data sets, the Department continued to explore the levels of protection
against morbidity and mortality in infancy associated with exclusive and partial
breastfeeding, as compared with non-breastfeeding. The risks of mortality and
hospitalizations from 6 weeks to 6 months of life associated with different infant feeding
patterns were examined in collaboration with the London School of Hygiene and Tropical
Medicine. The data set, collected in a large multicentre study, provided information from
the follow-up of over 9400 infants in three sites, in Ghana, India and Peru. Not breastfeeding
was associated with a 10-fold higher risk of death and a 3-fold higher risk of hospitalization
compared with predominant breastfeeding. The risks of death or hospitalization associated
with predominant breastfeeding were not significantly different from those with exclusive
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breastfeeding. In previously published information (The Lancet, 2000, 355:451–455), the
corresponding mortality risks associated with not breastfeeding ranged from 2.5 to 4.2 at
different ages. The results from the current study reveal that the risks associated with not
breastfeeding are actually much higher than those associated with exclusive or predominant
breastfeeding.

Infant feeding and risk of HIV transmission
The Department is collaborating with the Africa Centre for Population Studies and
Reproductive Health (KwaZulu Natal, South Africa) in a descriptive study to examine the
risk of postnatal transmission of HIV in exclusively breastfed infants. Given its large sample
size and the detailed information collected on feeding patterns, this study will make a
substantial contribution to an understanding of the risk of HIV transmission when HIV-
positive mothers practise exclusive breastfeeding. CAH support to the study included
assistance in developing and implementing the training of infant feeding counsellors and
in identifying feeding options to be discussed with mothers for the transition period from
exclusive breastfeeding to replacement feeding and for feeding during the second semester
of life. About half of the required enrolment of HIV-infected mothers was completed by
December 2003.

A study in Zambia is examining the risk of HIV transmission through breast milk
associated with sub-clinical mastitis and other maternal infections. It is being conducted
with the University Teaching Hospital, Lusaka, Zambia, and the Institute of Child Health,
London. Results are expected to be available in early 2004.

Operations research on HIV and infant feeding counselling
The process and quality of counselling on infant feeding, offered as part of standard care to
mothers in settings of high HIV prevalence, are being examined in two studies in Brazil
and South Africa. The collaborating institutions are the Instituto de Saude, São Paulo,
Brazil, the University of Western Cape, South Africa, and the London School of Hygiene
and Tropical Medicine, United Kingdom. Results of both studies are expected to be available
in early 2004.

Two additional studies for operations research on HIV and infant feeding, designed at
a protocol development workshop in Zimbabwe in November 2002, were initiated in the
second half of 2003. One study, being implemented in South Africa, in collaboration with
the Health Systems Trust, will describe how HIV-infected women perceive infant feeding
counselling, how they take decisions, and the enabling factors associated with optimal
feeding practices. The second study, in collaboration with Obafemi Awololowo University,
Nigeria, is exploring local beliefs and perceptions about breastfeeding, and examining the
availability, affordability and safety of replacement feeding options in south-western Nigeria.
Results of these studies are expected to be available at the end of 2004.

Facilitating and coordinating research on HIV and infant feeding
CAH has been promoting increased collaboration and communication among groups
conducting research on HIV transmission in relation to infant feeding. CAH organized a
meeting in Barcelona during the AIDS Conference in July 2002 to bring together interested
groups and identify mechanisms for increased coordination. Following recommendations
from the participants, an HIV and infant feeding analysis workshop was organized in
Geneva from 12 to 14 November 2003. Representatives from six ongoing studies on HIV
and infant feeding participated and shared their experiences in collecting and analysing
data. The workshop resulted in recommendations for assessment of exposure (infant feeding
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patterns) and end points (HIV transmission and HIV-free survival) and for examining
their association.

Promoting child development

The early years of life form the basis for the child’s subsequent development. Not only
should children experience rapid physical growth, they also should experience rapid
development in motor, cognitive, language, social, behavioural and emotional skills. To
enable children to grow and develop to their full potential, it is important not only to
reduce the incidence of childhood illnesses but also to improve dietary intakes and stimulate
psychosocial development.

In the biennium, CAH took new steps with experts in the field of child health and
development to consolidate theoretical and scientific evidence underlying interventions to
improve the care of young children in the home in general, and to support the child’s
psychosocial development in particular. Work also continued on the identification of
meaningful indicators for evaluating caregiving in the home. Meanwhile, the newly available
guidelines for the Care for Development intervention are being incorporated through the
IMCI strategy into health system and community-based services.

Care for Development – an intervention to stimulate psychosocial
development
Care for Development is an intervention to improve the child’s growth and development
that builds upon the original child care interventions included within the IMCI strategy.
The guidelines for Care for Development can be easily included in IMCI with the aid of a
specially developed adaptation guide. They enable health workers to counsel and support
caregivers on strengthening day-to-day interactions with the child, promoting child
development through play and communication. The intervention has been shown to increase
responsive interactions between the caregiver and the child, helping the caregiver recognize,
interpret, and respond appropriately to the child’s signals. Reinforcement comes from the
observation of the child’s positive reaction and engagement in the promoted play and
communication activities, as well as in seeing the child grow and develop. Responsive
caregiving is especially important when children are young and for any child under the age
of 5 years who suffers from frequent illness or malnutrition. When integrated into the
IMCI case management guidelines, the intervention targets children most at risk, namely
those with anaemia or low weight for age, and all children less than 2 years of age.

An evidence-based approach to psychosocial development within child
health strategies
CAH completed two papers during the biennium summarizing evidence for the inclusion
of child development within child health strategies.

The importance of caregiver–child interactions for the survival and healthy development of young
children reviews current theory and evidence on the importance of primary relationships
for the infant and young child. It builds on seminal work by John Bowlby, commissioned
by WHO to examine the effects on children of being separated from their caregivers during
the Second World War. This work found that poor care has adverse effects on the immediate
and long-term health and development of children. The paper demonstrates that:

an infant and a caregiver have the capacity to communicate and form a relationship
in the early days of the child’s life;
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a poor and disrupted relationship with a caregiver puts the young child at risk;

specific qualities, or basic caregiving skills, of the caregiver affect the child’s survival,
health, growth, and security for exploration and learning;

important similarities exist across cultures in both the development of children
and the support caregivers need to practise these skills.

Many parents have difficulties in responding to their children, because their ability to
recognize a child’s needs is blunted. Poverty, social disruption, and eroding family networks
all pose immense challenges to caregivers in appropriately caring for their children. The
impact of HIV/AIDS aggravates this situation dramatically in many settings. The paper
presents evidence for strengthening caregiver–child interactions within integrated strategies
for improving child health, nutrition, and development, such as IMCI. It will be available
in the first quarter of 2004.

Promoting child development for nutritionally-at-risk children identifies the special challenges
to motor, cognitive, and social development for low-birth-weight and undernourished
children. WHO estimates that approximately 40% of children who survive in resource-
poor areas are stunted. Poor nutrition produces structural effects in the brain and can
result in cognitive and neurological deficits. Nutritionally-at-risk children are weak and
have difficulty exploring and learning from the environment. They also are often unable to
elicit appropriate responses from their caregivers. Consequently, interventions designed
only to rehabilitate these children nutritionally are insufficient. This paper, to be published
during the first quarter of 2004, argues that interventions to stimulate psychosocial
development through play and communication during the family’s daily activities, such as
through the Care for Development intervention, can contribute to improved growth and
development in nutritionally-at-risk children.

The importance of integrated interventions to promote child health and
development
The evidence above clearly points to the need for integrated interventions to improve care
in childhood, as a necessary condition for making significant and sustainable reductions in
childhood mortality. Supporting parents, other caregivers and families in applying good
home care through community-based interventions should therefore be a critical component
of strategies and programmes to improve child survival. The Department has taken up this
challenge and, together with UNICEF and technical experts, developed a conceptual
framework for care in childhood, to consolidate the place of the various interventions and
advance the current thinking of what needs to be done to improve child survival.

An informal meeting was held in December 2003 to discuss the framework and describe
the critical elements of home care for ensuring that young children survive and thrive.
Participants gathered evidence for the mutually reinforcing effects on health of reduced
illness, adequate dietary intake, and adequate psychosocial development. Building upon
the key child care practices identified as part of IMCI, they identified effective interventions
to improve these practices emphasizing that these interventions not only promote the
practices but also strengthen basic caregiving skills of sensitivity and responsiveness and
hence influence the quality of care. As an outcome of this meeting, a paper is being prepared
to propose what can be done to address an important need identified in the conclusions of
the child survival series in The Lancet (June and July 2003): even if we improve health
services, we will continue to encounter widespread failure in our attempts to reduce childhood
mortality unless we also increase our efforts to improve home care.



CAH PROGRESS REPORT 2002-200336

Developing indicators of caregiving in the home
The Department continued to contribute to global efforts to identify indicators of child
development and caregiving practices, in response to growing interest in the elements of
care that help children survive and meet their full potential. Activities to accelerate this
effort coincide with the need to measure new aspects of care in 2004 as part of the evaluation
of the Millennium Development Goals through the multi-indicator community survey. At
a meeting in November 2003, CAH with UNICEF, the Consultative Group on Early
Childhood Care and Development, and other partners, proposed a small set of questions
to identify how the caregiver provides a supportive learning environment, guides exploration,
sets limits for the child’s behaviour, and in general responds to the ways that the child
signals a need such as hunger. Indicators are also proposed for assessing and drawing more
attention to the conditions that affect care, such as the level of maternal distress.
Incorporating questions on these aspects in future surveys will help focus greater attention
on important aspects of the child’s care and psychosocial development within global and
national child health and education programmes.

Evaluating the effects of health workers’ training on the Care for
Development intervention
CAH has provided support for a controlled trial in Turkey to evaluate the effects of training
health workers in the Care for Development intervention. The study will be conducted
both at inpatient and outpatient facilities. It will examine changes in health workers’ practices
following training, and caregivers’ knowledge and care practices following contacts with
trained health workers, in addition to changes in the child’s home environment. The study
will be implemented during 2004.

Promoting improved newborn care and survival

The child survival efforts of recent decades focused on the promotion of a set of interventions
that primarily addressed the needs of older infants and children. Consequently, although

child mortality has declined significantly, newborn mortality has
not. Many newborn deaths could be prevented through
interventions linked to maternal and child care. In the course of
the biennium, CAH worked with partners within and outside WHO
to generate the knowledge and instruments required for improving
newborn care and survival.

Framework to assist policy-makers in developing
national strategies for improving newborn survival
During the biennium CAH worked on the development of a
framework to motivate, mobilize and assist policy-makers to develop
national strategies for improving newborn survival in countries with
high rates of neonatal mortality. CAH is developing this framework
in collaboration with the United Kingdom Department for
International Development, Saving Newborn Lives and the United
States Academy for Educational Development, and with the Making
Pregnancy Safer Initiative within WHO. The aim is to help countries
in developing national strategies for improving newborn health. A
set of principles to help guide the selection of interventions is
presented in Box 2.4.

A continuum of care needs to be established, starting
with the health of the woman of reproductive age, into
pregnancy, childbirth, the newborn period and
childhood.

Effective interventions that do not require expensive
and sophisticated equipment or highly trained
specialists are available.

While selecting interventions to be implemented, the
effectiveness of the interventions and the feasibility of
their implementation need to be considered.

Interventions need to be provided at the health
facility as well as at community and household level to
achieve substantial impact.

Multiple channels for delivering preventive and
curative interventions may be needed to reach all
newborns. When selecting channels, effectiveness in
delivering interventions and potential for coverage need
to be considered.

BOX 2.4  Health care programming to achieve
maximal impact on newborn mortality
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The framework provides the rationale for focusing on newborn health, identifies effective
interventions and discusses strategic directions in programming. It also provides guidance
on situation analysis and discusses the basis of the important decisions required for
developing a national strategy for newborn health. To facilitate the application of the
information, it describes the essential elements of a generic
process for developing a national strategy and provides
tools for their implementation. The outline of the process
and framework-specific tools are presented in Figure 2.1.

A working version of the framework has been
completed and will be field-tested in the first half of 2004.

Development of estimates of cause-specific
newborn mortality
Although it is estimated that 4 million deaths occur
annually in the newborn period, accounting for about 40%
of child deaths worldwide, no systematic estimation of
cause-specific or country-specific newborn mortality is
currently available. Estimates by cause, period (early and
late neonatal), subregion and country will facilitate priority
setting, programme decision-making, and monitoring of
impact. In the course of the biennium, CAH worked with
partners within and outside WHO to improve the overall
and cause-specific newborn mortality estimates.

The Child Health Epidemiology Reference Group,
coordinated by CAH, identified and convened an ad hoc
group on newborn epidemiology to work on the estimation
of the number of deaths attributable to six programme-
relevant causes of death within the newborn period:
asphyxia, preterm birth, congenital abnormalities, severe
infection, neonatal tetanus, and diarrhoea. The ad hoc group met several times throughout
the biennium to discuss and revise the work on these estimates.

CAH has created a literature review database as a foundation for estimating cause-
specific newborn mortality. The database includes data from studies that met specific criteria,
with a cumulative sample size of approximately 14 000 newborn deaths. Work is under
way on modelling the data gathered from these studies. It is expected that by March 2004
cause-specific mortality estimates at national, regional and global level will be available as
a basis for evaluating global trends in the future, and for developing efforts on communicating
the importance of specific interventions required.

Identification and development of effective interventions for newborn
survival
During the biennium, CAH continued its efforts to develop interventions to improve
perinatal and newborn care in developing countries. This work included commissioning
systematic reviews of the literature, facilitating coordination and communication among
groups involved in research to maximize the quality of study findings and their utilization,
and promoting research to address specific gaps in knowledge. The report of a meeting held
in Nepal in May 2001 that brought together groups conducting research on newborn health
interventions was published as a supplement by the Journal of Perinatology.

Preparation of detailed implementation, monitoring and evaluation
plans by teams identified by the core group

FIGURE 2.1  Outline of a generic process for the
development of a national strategy for newborn health

Orientation meeting for policy-makers and other stakeholders
TOOL: A GUIDE TO ADVOCACY

Establishment of a national core group for guiding the
development of a newborn health strategy

Situation analysis by a team identified by the national core group
(under the guidance of the national core group)
TOOL: A GUIDE FOR SITUATION ANALYSIS

Strategy development by the national core group and consensus
meeting to present and finalize the draft national strategy
TOOL: WORKSHEETS FOR SUMMARIZING KEY DECISIONS

Consensus meeting to present and discuss the findings of the
situation analysis
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Case management guidelines for the neonate
The IMCI guidelines are for management of sick children aged one week or older. Countries
have been pressing for the inclusion of the first week of life in the IMCI guidelines. The
Department, in collaboration with partners such as Saving Newborn Lives and Applied
Research for Child Health, identified study sites to test an extended algorithm that covers
the first week of life, and to document the epidemiology of newborn conditions presenting
to health facilities. The sites comprise Bangladesh, Bolivia, Ghana, India, Pakistan, and
South Africa. A sub-study looks at clinical predictors of significant jaundice in some of the
sites; jaundice has not been addressed in the IMCI clinical guidelines so far. Overall results
will be available in early 2005 and contribute to a general revision of the IMCI clinical
guidelines.

Several countries and regions have already made adaptations to the generic IMCI
guidelines to include the first week of life. These adaptations were discussed and reviewed
in an expert group meeting in November 2003. Several decisions in preparation of the
guidelines for the first week of life were based on consensus because of lack of conclusive
evidence. Consensus was reached on a generic version of the IMCI guidelines for young
infants, including those for the first week of life. These guidelines are currently under
review and the revised charts are likely to be available by the end of the first quarter of
2004, after which they will be evaluated.

Simplified antimicrobial regimens for treating newborn sepsis
Bacterial infections are the most important cause of newborn death. CAH and Saving
Newborn Lives commissioned a review of etiologies and management of serious bacterial
infections in developing countries. In a meeting hosted by CAH, experts extensively discussed
the review document and some other data. Data were available only from hospital settings
and most studies did not distinguish between maternally acquired, community-acquired,
and hospital-acquired infections. Substantial regional differences were reported in pathogens
of importance in newborn sepsis.

In light of the review and discussions, an important recommendation of the meeting
was to conduct a study of selected simplified regimens of parenteral or oral-parenteral
combination therapy for community-based management of newborn sepsis. It was
recommended that regimens of shorter duration or initial parenteral therapy followed by
oral therapy could be tested. Suggestions were also made on the design of such trials. The
Department plans to initiate such studies during the next biennium.

Feeding of low-birth-weight infants
A review was commissioned to summarize the evidence for the optimal feeding of the low-
birth-weight infant. Its specific objectives were to describe the development of feeding
ability in the low-birth-weight infant; to describe the nutritional requirements of low-birth-
weight infants in the first 12 months of life; and to assess the efficacy, safety and feasibility
of interventions to improve the feeding of low-birth-weight infants in the first 12 months
of life. The review is targeted at clinicians who manage low-birth-weight infants in health
facilities, and at public health professionals who design and evaluate health-care programmes.
Based on the review, CAH is developing a set of guidelines providing recommendations for
professionals who care for low-birth-weight infants to improve the nutritional management
of the stable low-birth-weight infant. The materials are now undergoing revisions after an
external review, and are likely to be completed in the first quarter of 2004.
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Review of community-based interventions to improve newborn survival
Together with Saving Newborn Lives and the Aga Khan University in Pakistan, the
Department supported the development of a review of community-based antenatal,
intrapartum and postpartum intervention trials in developing countries. The specific
objectives of the review were: to identify key behaviours and interventions for which the
weight of evidence is sufficient to recommend their inclusion in community-based newborn
care programmes; and to identify key gaps in knowledge, and priority areas for future
research and programme learning.

The review was based on an analysis according to a standardized, pre-defined evaluation
format of 179 studies directly related to the research question of community-based perinatal
and newborn health care. The priority interventions identified by this review are listed in
Figure 2.2.

Development and evaluation of delivery mechanisms for interventions for
newborn survival
Little is known about promising models of delivery of life-saving preventive and curative
care for mothers and newborn infants at the community level. During 2002–2003, the
Department supported two large projects evaluating the delivery of community-based
newborn care packages in Nepal and Pakistan. The Department is also supporting a study
of newborn care practices in India.

Community-based perinatal and newborn care in rural Nepal: the Mother and
Infant Research Activities study in Makwanpur
This study is examining the potential of community action cycles to improve newborn
health in Makwanpur district, Nepal. It represents a collaboration between Mother and
Infant Research Activities, a nongovernmental organization of Nepal, and the Institute of
Child Health, London, with the United Kingdom Department for International Development
and CAH. The trial involves a population of 170 000 rural people in 12 pairs of villages.
A total of 29 000 married women of reproductive age have been randomized into one of

FIGURE 2.2  Priority interventions for improving perinatal and newborn care

Tetanus toxoid immunization
Nutrition: iodine, iron/folate, balanced
energy-protein supplementation
Maternal infections: syphilis treatment,
malaria prophylaxis
Eclampsia detection and treatment
Breastfeeding counselling

Prevention of hypothermia:
drying, warming
Prevention of hypoglycaemia:
early colostrum feeding
Prophylactic eye care

Exclusive breastfeeding
Maintenance of temperature
Clean cord care
Danger signs: pneumonia and sepsis
recognition and treatment

ANTENATAL CARE
LABOUR AND

DELIVERY CARE
IMMEDIATE
NEWBORN

CARE

POSTPARTUM CARE
FOR NEWBORN AND

MOTHER

Skilled birth attendant
Clean delivery
Neonatal resuscitation
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24 intervention or control villages. Each intervention village has a female facilitator who
supports the mothers’ groups in identifying and prioritizing maternal and newborn health
problems, and assists in identifying possible solutions to the problems. The mothers’ groups
plan, implement and monitor the progress of the intervention. The intervention strengthens
the health system by developing learning materials, training health personnel, and conducting
perinatal audits to determine the outcome of each pregnancy and birth referred to the
health centre. The findings of this intervention study will provide programme-relevant
insights for planning newborn survival programmes in rural communities in developing
countries. Results are expected to be available by the end of 2004.

Community-based perinatal and newborn care in rural Pakistan: the Hala study
Pakistan is one of the countries with the highest perinatal and newborn mortality rates in
the world. CAH is supporting a cluster randomized controlled trial to evaluate a package of
perinatal and neonatal interventions on newborn mortality in Hala district. The
interventions are being delivered through the health system and focus both on communities
and on health facilities. The target population is approximately 700 000 in 900 villages,
enough to document a 20% decline in the neonatal mortality rate. A baseline survey was
conducted in eight pilot clusters, four each in the intervention and control groups, with a
total population of about 130 000. The neonatal mortality rate was 51.0 and 52.7 per
1000 live births in intervention and control clusters. In the four intervention clusters,
about 1300 pregnant women were identified in the baseline survey and 572 of them have
delivered. The study interventions include two counselling sessions during pregnancy focused
on antenatal care and birth preparedness, home visits for newborns by lady health workers
or community health workers at 0, 3, 7, 14 and 28 days of age, and community education
aimed at sensitizing the community on newborn health issues and educating the families
on essential newborn care. Any sick newborns identified during home visits are either
managed at home or referred, according to the severity of their illness.

The study is being conducted in close collaboration with local and provincial authorities.
This has already had benefits in terms of facilitating implementation and raises the
expectation of a rapid utilization of the study findings in improving newborn care in Pakistan.

Study of newborn care practices in rural areas of Udaipur district, Rajasthan, India
This study, to be implemented during 2004, will assess the newborn care practices of families,
factors that facilitate or constrain the adoption of optimal practices, and the potentially
effective channels of communication for improving the practices. The findings of the study
are expected to contribute to the development and evaluation of a community-based
intervention strategy for improving newborn care practices of families and communities.
The results are expected to be available in early 2005.

Development and validation of an improved verbal postmortem instrument
As part of the process to improve the measurement of outcomes in studies evaluating
interventions to reduce newborn mortality, CAH organized, in collaboration with the Saving
Newborn Lives Initiative, an informal meeting of investigators in Geneva on 28–29
September 2002. The objective of the meeting was to review existing instruments for verbal
postmortem and generate a new, more specific, instrument that reflects the best of current
knowledge and that addresses the needs of the trials. The draft verbal postmortem instrument
developed at the meeting will be validated during 2004.
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In 2002–2003 CAH staff at WHO headquarters continued to work with regional offices
and, in collaboration with partners, to strengthen activities for improved infant and young
child feeding, neonatal health and child development.

Infant and young child feeding

Progress in implementing the Global Strategy for Infant and Young Child
Feeding
The Global Strategy for Infant and Young Child Feeding calls for intensified and concerted
action by all concerned parties to protect, promote and support recommended feeding
practices. The World Health Assembly adopted the strategy in May 2002. In follow-up to
the adoption of the strategy, CAH, in collaboration with the WHO Department of Nutrition
for Health and Development, worked with regional teams and partners to facilitate the
implementation of the strategy at country level. This work built upon the gains made in
implementing infant and young child feeding interventions over the past decade.

By the end of 2003, CAH had initiated and participated in activities in all regions to
translate the recommendations of the global strategy into country action. Regional meetings
to initiate national policy development were held in 2002 in Harare, Zimbabwe, for four
countries in the African Region and in 2003 in Casablanca, Morocco, for seven countries
in the Eastern Mediterranean Region. Regional teams also supported national meetings to
build on past achievements. As a result, 11 countries in the African Region developed
policies for infant and young child feeding, namely Botswana, Burkina Faso, Côte d’Ivoire,
Ghana, Kenya, Mozambique, Nigeria, Uganda, the United Republic of Tanzania, Zambia,
and Zimbabwe. National meetings were also supported in Cambodia, Myanmar, Nepal,
Samoa, and Viet Nam. Preparations were made in Bolivia for a national meeting early in
2004.

At the global level, the Department convened a technical meeting in Geneva in February
2003 to assess needs, gather existing experience and accelerate progress in strategy
implementation. More than 45 people participated in the meeting, representing
governments, academic institutions and partners – including UNICEF, FAO, ILO, LINKAGES
project, BASICS project, International Baby Food Action Network, La Leche League
International and the World Alliance for Breastfeeding Action. Participants assessed
opportunities and challenges in each of the operational areas defined in the global strategy
and made practical recommendations. A framework of steps to facilitate the development
– or strengthening – of national plans of action was identified, and an inventory of available
tools to support strategy implementation was compiled. As a follow-up to the meeting, an
informal group was formed under the auspices of UNICEF and initiated the development
of an advocacy package.

The Department also conducted sessions on the global strategy during the international
certificate course on breastfeeding policy and practice, organized for senior decision-makers
and policy-makers by the Centre for International Child Health, London, in July 2002.

Updating national breastfeeding recommendations
Following the adoption in 2001 by the World Health Assembly of the new global
recommendation of exclusive breastfeeding for six months, CAH began working with
governments to review and update national recommendations. For example, processes to
revise national policy on the duration of exclusive breastfeeding to match the new global
recommendations were initiated in Bangladesh and Indonesia. Information available to
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WHO by mid-2003 indicated that authorities in nearly 60 Member States – including
Australia, Ireland, and the United Kingdom – now formally recommend six months of

exclusive breastfeeding (see Box 2.5).

Giving global guidance on complementary feeding
To disseminate updated global guidance on
complementary feeding, the Department supported the
publication of a special issue of the Food and Nutrition
Bulletin, containing the background papers developed
for the 2001 Global Consultation on Complementary
Feeding. The Department also participated in the
production of a special issue on this topic for the United
Nations Standing Committee on Nutrition News. The
issue draws on experiences from Latin America and the
Caribbean, Asia and Africa. Contributions were made
by individuals working in the United Nations,
nongovernmental organizations, and development and
academic institutions, providing different perspectives,
examples of what is being done, and views about what
needs to be done to improve complementary feeding.

The Regional Office for Africa supported the French
translation of Guiding principles for complementary feeding
of the breastfed child.

Giving global guidance on HIV and infant feeding
The framework entitled HIV and infant feeding: framework
for priority action was developed by the Department in
2003 and endorsed by nine agencies – WHO, UNICEF,
UNFPA, UNAIDS, World Bank, UNHCR, WFP, FAO,
and IAEA. The English version was translated into
Spanish and the printed document is expected to

become available in 2004 as a joint effort between CAH and the Nutrition Unit of the
Regional Office for the Americas.

To disseminate global guidance on HIV and infant feeding, CAH headquarters and
regional staff participated in the Asia-Pacific Conference on Breastfeeding organized by
the World Alliance for Breastfeeding Action and UNICEF, in collaboration with the
Breastfeeding Promotion Network in New Delhi, India, in November–December 2003.
About 200 government and nongovernmental organization staff from throughout the region
attended the conference. At the pre-conference meeting on HIV and infant feeding, CAH
presented a framework for priority action, revised guidelines for decision-makers, and a
guide for health-care managers and supervisors. The Department provided similar support
during the colloquium on HIV and infant feeding that preceded the Global Forum on
Breastfeeding organized by the World Alliance for Breastfeeding Action and UNICEF in
Arusha, United Republic of Tanzania, in September 2002.

Studies have demonstrated that home-based counselling at
critical junctures in the maternal decision-making process
can have a profound impact on the duration of exclusive
breastfeeding. These trials have been critical in establishing
that interventions, which are targeted primarily at changing
maternal behaviour, can be effective. They have also
demonstrated the importance of key characteristics of
interventions or strategies. The challenge is to translate these
characteristics into actions within public sector health
systems that rely largely on community volunteers for peer
counselling, and that have limited funds for the development
of materials, training, supervision, and the organization and
ongoing support of an adequate and timely referral system.

To address this challenge and in response to a request for
proposals from the Global Forum for Health Research on
extending the duration of exclusive breastfeeding through
IMCI, the Department worked with the regional team in the
Americas to obtain funding for a project on extending the
duration of exclusive breastfeeding in El Alto, Bolivia. This
project, a collaborative effort between the WHO Regional
Office for the Americas and the Municipal Health Services
of El Alto, is currently being implemented. The intervention
consists of capacity building at the health facility, hospital,
and community levels, and the integration of breastfeeding
counselling with community IMCI materials. The project has
a strong evaluation component to measure both the inputs
made by the project in terms of training coverage and quality,
coverage of the intervention in terms of client contacts, and
impact on exclusive breastfeeding practices.

BOX 2.5  Bolivia: extending the duration of exclusive
breastfeeding
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Strengthening the skills of health-care providers to counsel caregivers on
infant and young child feeding

Breastfeeding counselling
The WHO/UNICEF Breastfeeding counselling: a training course has now been introduced in
more than 84 countries in all six WHO regions.

During the biennium most of the countries in the African Region continued actively
using the course. In addition during 2002 the course was translated into Portuguese and
introduced in Mozambique.

A regional adaptation of the 40-hour course was tested in two intercountry courses in
the Eastern Mediterranean Region. The training methodology was modified to be more
interactive, and the participants’ manual strengthened with additional references. The new
materials, which will be completed in 2004, will include sessions on complementary feeding,
and HIV and infant feeding. The course materials will be available in Arabic and will serve
as an important tool to give effect to the Global Strategy for Infant and Young Child
Feeding in the region.

In the South-East Asia Region the breastfeeding counselling course was introduced in
the Maldives in 2002. In Indonesia, the course was adapted to match local conditions, and
an advocacy package was developed to mobilize decision-makers to invest in interventions
to improve breastfeeding.

HIV and infant feeding counselling
Eighteen countries in three WHO regions (the African Region, the Region of the Americas
and the European Region) also introduced and repeated the WHO/UNAIDS/UNICEF
training course on HIV and infant feeding counselling. The course materials have been
translated into French, Portuguese and Russian.

To build capacity among country and WHO staff responsible for child health activities,
the Regional Office for Africa organized a regional training course on breastfeeding
counselling and on HIV and infant feeding counselling in Zambia in 2002. The course was
attended by staff from UNICEF and the Regional Office for Africa, and by representatives
concerned with infant feeding from Botswana, Kenya, Malawi, Mozambique, Namibia,
Nigeria, Uganda, and Zambia. Participants also included WHO national programme officers
responsible for IMCI and for programmes in countries for the prevention of mother-to-
child transmission of HIV infection. The participants strengthened their skills and discussed
programmatic issues related to this area of work. In August 2003, a training course was
conducted in Gabon in breastfeeding counselling, and HIV and infant feeding counselling
for 13 francophone consultants who will provide support to francophone countries in the
African Region.

As part of a broader regional strategy to prevent mother-to-child transmission of HIV
infection, the African regional team organized the first French-language intercountry course
on HIV and infant feeding counselling in Burkina Faso in 2002, using draft translated
materials. Participants included staff from WHO, representatives from ministries of health
in 10 countries, and partner institutions. In 2002, a pool of 17 anglophone and francophone
regional consultants was trained to further advance coverage of this training in the region.

During 2003, the Regional Office for Africa supported the translation of the training
materials for the course into Portuguese and held a training course in Mozambique for 11
regional consultants from Mozambique, Cape Verde, Guinea-Bissau, and Sao Tome and
Principe in breastfeeding and HIV counselling. The training was supported by a consultant
from Brazil.
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To ensure appropriate skills development and help all newly trained health workers
solve problems, the African regional team developed guidelines for follow-up after training
in breastfeeding counselling, including HIV and infant feeding counselling. It was found
that most trained health workers used appropriate listening and learning skills to build
mothers’ confidence and give relevant support. Knowledge about breastfeeding was generally
good although some gaps were noted. Unfortunately, few health facility managers actively
supported the implementation of counselling. This critical finding was discussed during
feedback sessions after the visits, and efforts were made to help managers strengthen their
roles and responsibilities in this respect.

Early in 2003, the HIV and infant feeding counselling course was translated into
Portuguese and introduced for the first time in the Region of the Americas for participants
from Brazil.

The Regional Office for Europe continued its active support to increase health workers’
skills on infant feeding counselling. In 2003, the HIV and infant feeding counselling course
was introduced in a regional course held in Odessa, Ukraine, for participants from Armenia,
Kazakhstan, the Republic of Moldova, the Russian Federation, Ukraine, and Uzbekistan.
This was the first HIV and infant feeding course to be organized in the European Region.

Complementary feeding counselling
Regional teams in the Eastern Mediterranean Region and the Western Pacific Region started
to introduce the newly available Complementary feeding counselling: a training course, developed
by the Department of Nutrition for Health and Development in close collaboration with
CAH.

In the Eastern Mediterranean Region, a course was held in Oman for participants from
four countries, namely Bahrain, Oman, Pakistan, and the Sudan. The course was well
received. An important lesson learned, however, was that participants would highly benefit
from having counselling skills before taking the course. Consequently, it will be recommended
to plan future implementation in conjunction with the breastfeeding counselling training.

In the Western Pacific Region, an intercountry complementary feeding training course
was conducted for participants from Cambodia, the Lao People’s Democratic Republic,
Papua New Guinea, the Philippines, and Viet Nam. The booklet entitled Complementary
feeding: family foods for breastfed children was translated into the local language in Cambodia,
the Lao People’s Democratic Republic, Mongolia, and Viet Nam.

Management of severe malnutrition
The training course on management of severe malnutrition, developed by the Department
of Nutrition for Health and Development and compatible with the guidelines for the
management of malnutrition that are part of Management of the child with a serious infection or
severe malnutrition: guidelines for care at the first referral level in developing countries, was introduced
in the South-East Asia Region and the Western Pacific Region.

In 2002, the Department of Nutrition for Health and Development and the regional
team for South-East Asia supported the introduction of the course in Dhaka, Bangladesh,
for participants from the region. In 2003, the Western Pacific Region also supported the
introduction of the course on management of severe malnutrition, which was held in
Cambodia for trainers from Cambodia, the Lao People’s Democratic Republic, and the
Philippines.
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Strengthening pre-service education
In October 2002, the Department participated in the annual Pre-service Nutrition
Review Conference in Ghana. Representatives from 45 teaching institutions –
medical and paramedical – from more than 20 African countries attended the
conference. In 2003 the Department collaborated with LINKAGES (a USAID-
supported project for the promotion of infant and young child feeding) to monitor
activities to strengthen pre-service education in infant and young child feeding
in Madagascar in 2003. Guidelines on infant and young child feeding were
introduced at a regional workshop on pre-service education convened by the
Regional Office for the Western Pacific in 2002. In Cambodia and Viet Nam,
the Regional Office provided continued support to introduce basic competencies
related to infant feeding counselling in the training of nurses and midwives.

Neonatal health

During the biennium, the Department continued supporting country efforts to
identify and implement effective and feasible interventions to improve neonatal
survival and essential care at home and at health facilities.

Several countries in the African Region, the Region of the Americas, the
South-East Asia Region, the Eastern Mediterranean Region and the Western
Pacific Region adapted or readapted the national IMCI guidelines to include the
care of the newborn in the first week of life (see Box 2.6). These efforts were
discussed and reviewed at an expert group meeting at
Geneva in November 2003. The generic IMCI young
infant charts have been revised based on the
recommendations of this meeting and are currently
under review.

The CAH team in the Region of the Americas
continued its work on a set of materials on perinatal
care that includes problems during pregnancy,
childbirth, immediately after birth and during the early
newborn period. These materials are to be used as an
adaptation of the IMCI strategy. The team assisted nine
countries in the region to adapt the generic materials
developed in 2001. Additionally, training events related
to this perinatal care adaptation of IMCI were
conducted in eight countries.

In the Eastern Mediterranean Region, four countries
have adapted the IMCI clinical guidelines to include
neonatal care in the first week of life, namely Egypt,
Pakistan, the Syrian Arab Republic, and Tunisia.

The European Region continued its work to implement a regional strategy
on the promotion of effective perinatal care. This strategy, which includes activities
to improve maternal and neonatal health, was implemented as an integral part
of various regional projects in Kazakhstan, the Russian Federation, Tajikistan,
and Uzbekistan. Additionally, several training courses on the promotion of
effective perinatal care were held in Armenia, Azerbaijan, Kyrgyzstan, the Republic
of Moldova, the Russian Federation, and Turkmenistan, and in the United Nations
Administrative Territory of Kosovo.

In India, the national adaptation of the IMCI guidelines was
used as an opportunity to strengthen its newborn care
component. The national IMCI training materials for first-
level health professionals (physicians and auxiliary nurse
midwives) present the management of the sick newborn at
the beginning of the course, and then address management
of the older child. Further, about 50% of the training time is
devoted to management of the sick young infant. The
materials also include a module on home visits, to help
implement government plans to extend support for newborn
health through trained community-based workers. The
materials were successfully field-tested and refined after peer
review. This expanded version of IMCI, locally labelled IMNCI
to highlight the increased emphasis on the newborn, is
currently being implemented in six districts in collaboration
with UNICEF and the Government of India.

BOX 2.6  Incorporating the first week of life into the
IMCI guidelines: the case of India
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In the Western Pacific Region, two training courses on essential newborn care took
place in Mongolia.

The CAH team in the South-East Asia Region, in collaboration with BASICS II, convened
a technical meeting in April 2002 where the participants adopted a consensus statement
on the importance of neonatal health interventions to reduce childhood mortality in the
region. As part of this effort, the regional WHO team conducted a situation analysis, the
report of which is under review. Work also began on a regional strategy for neonatal health,
which was discussed at an intercountry meeting of senior government officials in Bangkok
in March 2003. A review of the draft regional strategy by an international group of experts
led to the development of Strategic directions to improve newborn health in the South-East Asia
Region, which will be published in 2004. The WHO Regional Committee for South-East

Asia at its 56th meeting in September 2003 adopted a
resolution on the health of the newborn (SEA/RC56/R9) that
gives clear directions to promote initiatives for ensuring
neonatal survival and development.

Child development

The Regional Office for the Americas prepared a 2004–2005
strategic plan of action for early child development. The
Regional Office for the Americas will participate in a regional
meeting of the Agency for Children and Adolescents’ Rights,
in Brazil, to formalize its participation in the network with a
focus on early child development issues.

Throughout the biennium, the Department worked to build
capacity in regions and countries for the regional
implementation of Care for Development. The Care for
Development intervention was introduced in 2002 at a global
training course in Cairo, Egypt. The course was then
implemented with IMCI in the Eastern Mediterranean Region,
with the Syrian Arab Republic and Tunisia taking the lead in
2002 and 2003 to fully adapt IMCI to include this intervention
to provide support for child development. Furthermore, a
healthy child module was developed in both countries,
combining guidelines on infant and young child feeding,
psychosocial stimulation, growth monitoring and
immunization. As part of the IMCI strategy, the module has
been introduced in well-baby clinics to improve and maintain
adequate quality standards of care.

In July 2003, the European Region started activities to build
capacity in Care for Development in Kazakhstan and
Kyrgyzstan (see Box 2.7). WHO and UNICEF programme
officers from headquarters, regional and subregional offices,
IMCI implementation and training officers from ministries of
health in the area, and university-based experts in paediatrics
attended the course. A team of five facilitators completed the
facilitator-training course, which emphasized the development
of clinical and counselling skills to support the intervention.
The newly trained facilitators conducted the IMCI course
including Care for Development for participants from

A young mother sat and stared at her boy who was
lying still next to her on a clean hospital bed in
Bishkek, Kyrgyzstan. Her son, small for his age, had
already been hospitalized several times in his first
two years of life for a variety of illnesses, including
diarrhoea and pneumonia.

Participants in the IMCI course on Care for
Development in Bishkek saw many similar mothers
with their children. They approached hesitantly at first,
concerned about disturbing a sick child. However,
when they introduced simple activities, they captured
the child’s interest, and he became alert and wanted
to play. The mother began to respond to the child’s
activity. In a very short time, participants could show
a mother how to use the time with her child: to talk,
teach the child new words or a story, play with
whatever was available—cups, spoons, a plate,
clothes in a bag. Some mothers had thought it might
be too early to talk to a child who could not yet speak.
Some were surprised that the child wanted to play.
They were nevertheless eager to hear how they could
help their children learn, and pleased to see how much
their children enjoyed these activities with them.

In addition to the inpatient sessions, the IMCI update
course on Care for Development in Bishkek included
classroom exercises using the adapted IMCI Counsel
the Mother module and looking at videotaped
demonstrations. In the outpatient clinic, participants
assessed the care children received and the
interaction with their mothers in the clinic, and
counselled mothers on play and communication
activities they could engage in with their children.

During the technical seminars at the end of each day,
participants reflected on the principles underlying the
Care for Development intervention with families.
Participants discussed how the recommended
activities affected the interactions between the
caregivers and the children they had observed during
the day, and identified how the activities can stimulate
the child’s growth, recovery from illness, and learning.

BOX 2.7  The Care for Development course in
Bishkek: to meet a child’s needs for psycho-
social stimulation
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Kazakhstan, Kyrgyzstan, Tajikistan, and Uzbekistan. The newly trained group will introduce
the Care for Development intervention in their countries.

During a workshop following the course, participants from Kyrgyzstan drew up plans
for the implementation of Care for Development within their rayons (districts). As Kyrgyzstan
and other countries in the area have well-established home visitor networks, they plan to
introduce the Care for Development intervention as a way to promote child development
through these community-based activities. The WHO regional and subregional offices are
working together to adapt the training for visiting nurses to include counselling on the
Care for Development intervention. Countries in the area are organizing their resources to
fully implement their plans during 2004. This represented the first jointly sponsored set of
activities in launching Care for Development. It is expected that this collaboration will
continue, with WHO and UNICEF working closely together on early childhood care and
development activities within these countries.

In 2003, the Regional Office for the Western Pacific supported a national meeting and
demonstration course in China on psychosocial care, following which the IMCI generic
guidelines for Care for Development were integrated into the adapted national IMCI
guidelines. The adapted module on counselling the mother was translated into Chinese, as
was the video that demonstrates good care practices. A new mother’s card was developed
incorporating guidance on early childhood development, including care for feeding and
psychosocial stimulation.

Collaboration with partners

During the biennium, CAH continued to collaborate with other WHO departments, regional
offices, and partners to develop tools, facilitate research, mobilize resources, and advocate
for improved infant and young child feeding practices, newborn health and child
development. The list of active partners includes universities, bilateral organizations and
donors as well as international organizations, e.g. Johns Hopkins University, London School
of Hygiene and Tropical Medicine, Cornell University, University of California, University
of Pelotas, Ankara University, the All India Institute of Medical Sciences, DFID, USAID,
the Saving Newborn Lives initiative of the Save the Children Federation, and the Academy
for Educational Development, SARA project, LINKAGES project, IBFAN, Interagency Task
Team on Prevention of Mother-To-Child Transmission, Institute of Child Health (London,
United Kingdom), Commonwealth Association for Mental Handicap and Developmental
Disabilities, the Aga Khan Foundation, the Bill and Melinda Gates Foundation, UNICEF,
UNAIDS, UNFPA, FAO, UNHCR, and the World Bank.
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Child health and development
CHAPTER  3

HIGHLIGHTS OF 2002–2003

An analytic review of the Integrated Management of Childhood Illness
(IMCI) strategy was completed in conjunction with key partners, including
the World Bank, UNICEF, USAID and DFID. The results of this review
together with preliminary results from the multi-country evaluation of the
effectiveness, cost and impact of IMCI contributed to the development of
the 2003 Lancet series on child survival and stimulated initial steps towards
the development of a programming approach to child survival.

WHO and UNICEF formulated a joint policy statement on the
management of pneumonia in community settings.

The French edition of the WHO CAH manual Management of the child
with a serious infection or severe malnutrition: guidelines for care at the first referral
level in developing countries received the 2003 Prescrire award. Based on the
standards described in the manual, the Department began supporting
initiatives to improve the quality of referral care in several countries of four
WHO regions (the African Region, the South-East Asia Region, the European
Region and the Western Pacific Region).

Three double-blind randomized placebo-controlled trials were completed
to compare the efficacy of three versus five days of oral antibiotic therapy
for non-severe pneumonia.

WHO completed validity testing of an algorithm for the clinical
identification of HIV infection and HIV-related illnesses.

The Department organized an interagency consultation, involving
UNICEF and several relevant WHO departments, on child health in complex
emergencies to discuss the results of a technical review that was commissioned
on this subject and to formulate the next steps for WHO action.
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The Child Health and Development (CHD) team of the Department promotes research
and the development of guidelines and tools for improving the health of children under 5
years of age.

The work presented in this chapter is organized under the following headings:

improving family and community practices;

improving the quality of child health services;

strengthening health systems;

improving case-management guidelines and standards for clinical practice;

revising and updating the IMCI clinical guidelines;

addressing child health in humanitarian emergencies;

monitoring and evaluating child health programmes;

evaluating the effectiveness, cost and impact of IMCI;

strengthening child health epidemiology.

Improving family and community practices

Where under-five mortality rates are high, use of health facilities is often low. Studies have
shown that many children die at home, without being taken for medical care – up to 40%
in the United Republic of Tanzania, 64% in West Java, Indonesia, and 72% in Bolivia (Hill
et al. 2004). Although reductions in childhood mortality and morbidity, and promotion of
child growth and development, depend on the availability of a well-functioning health
system with well-trained personnel, they also depend on the care that families and
communities provide to their children. This care includes adequate nutrition and feeding
practices, appropriate responses to illness, including home care and seeking care from an
appropriate health provider when needed, and correct administration of prescribed treatment
after consultation.

The Department’s work during the biennium to promote family practices that contribute
most significantly to child survival, nutrition, growth and development, included:

testing and finalizing an IMCI briefing package and training course for facilitators
who will assist countries in planning and implementing activities to improve family
and community practices;

finalizing the scientific evidence base for the 12 key family practices that had
enough specificity to be researched;

supporting selected research activities;

reviewing the contribution of community health workers to providing care for sick
children.

CAH continued work with the Interagency Working Group on Household and
Community IMCI, and hosted the group’s meeting in September 2002. It also took the
lead in developing an advocacy brochure entitled Child health in the community, now used by
WHO and its partners.

CAH also participated as a partner in the Healthy Environments for Children Alliance,
launched by the Director-General of WHO at the World Summit on Sustainable
Development, held in Johannesburg in September 2002.
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Developing a tool for planning and implementing the community
component of IMCI
Together with the WHO Regional Office for Africa and members of the Interagency Working
Group, CAH revised, tested and finalized a briefing package for facilitators in intercountry
workshops in Cameroon, Malawi, Senegal, and Zimbabwe. The package presents a process
for planning and preparing to implement activities at the community, district, and national
levels. It proposes methods for training national or international
facilitators who can assist countries to carry out the process. The
field tests, in French and English, involved staff from health
ministries, nongovernmental organizations, UNICEF, USAID,
BASICS, SARA, WHO, and other organizations active at country
level. They provided useful feedback for the revision and finalization
of the materials. The briefing package was subsequently used in
countries at national and district levels for situation analysis and
planning of activities to improve family and community practices.
The final documents will be printed in English in early 2004, and in
French later in the year.

Review of the evidence for the key family practices
The review of the scientific evidence for 12 key family practices (see
Box 3.1), carried out with the London School of Hygiene and Tropical
Medicine, was revised and finalized based on the comments of
internal and external reviewers. It summarizes the evidence for the
potential impact of each practice on child survival, nutrition, growth
and development; provides information on the feasibility of
interventions; and identifies gaps in knowledge that need to be filled
in order to develop effective interventions and meaningful impact
assessments. The review will be used to inform policy discussions
on the best investments for research, development and programmatic
action. It will also serve as a basis for advocacy. The review will be
printed in early 2004.

Research on interventions

Care-seeking
A cluster-randomized controlled trial to assess the response of
mothers to IMCI messages on when to seek care immediately for
young children was completed in India. It followed up 2500 children
monthly through home visits after consultation in health facilities.
In the intervention group, the health facilities were staffed by IMCI-trained health workers,
and in the control group by health workers who received clinical skills training without the
additional IMCI training on counselling skills and on the delivery of messages on when to
seek care. Training health workers in IMCI significantly improved their counselling
performance. The mothers they served or counselled knew better when to seek care for
their children and what illness episodes are life-threatening. They were significantly more
likely to take their children for care to appropriate health providers and tended to seek care
more promptly. The study led to the development of a counselling module and a child
health counselling card that can be adapted for use in other settings. It nevertheless

Take children to complete a full course of
immunization before their first birthday;

Breastfeed babies exclusively for six months;

From six months, give children good quality
complementary foods while continuing to
breastfeed for two years or longer;

Ensure that children receive enough
micronutrients - such as vitamin A, iron and zinc -
in their diet or through supplements;

Dispose of all faeces safely, wash hands after
defecation, before preparing meals and before
feeding children;

Protect children in malaria endemic areas, by
ensuring that they sleep under insecticide-treated
bednets;

Continue to feed and offer more fluids, including
breast milk to children when they are sick;

Give sick children appropriate home treatment for
infections;

Recognize when sick children need treatment
outside the home and seek care from appropriate
providers;

Follow the health provider's advice on treatment,
follow-up and referral;

Promote mental and social development by
responding to a child's needs for care and by
playing, talking and providing a stimulating
environment;

Ensure that every pregnant woman has adequate
antenatal care, and seeks care at the time of
delivery and afterwards.

BOX 3.1  Key family practices included in
Review of Evidence
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underscored the need for additional research to identify ways to increase the impact of the
intervention. Two papers that examine the use of child health services from an equity
perspective have been submitted for review and publication.

Indoor air pollution
Indoor air pollution and its contribution to acute respiratory infections in children is a
particular area of focus within the Department. CAH is working with partner organizations
to support a large-scale trial of an intervention in the highlands of Guatemala. The trial is
aimed at developing a better understanding of the impact of indoor air pollution – as well
as the benefits of its reduction – on child health. Households are given a local stove, called
a plancha, which substantially reduces indoor smoke. A total of 517 children were enrolled
in the study. These children are being followed up to the age of 18 months. The frequency
and severity of respiratory infections in children under 5 years of age are being documented
through weekly visits to families, and compared with those in households with other types
of stoves. The study will thus quantify the effects of the reduction in indoor air pollution
on mortality attributable to acute respiratory infections. The results of the study are expected
in 2005.

Community-based management of pneumonia
Two common childhood diseases, pneumonia and malaria, have important overlaps in terms
of clinical presentation, the requirements for their effective management, and the feasibility
of providing standardized care in the community. Technically sound and operationally
manageable community interventions that address both conditions would offer a valuable
tool for reducing child mortality in developing countries. WHO developed and promoted
the case management of pneumonia in children through its programme on acute respiratory
infections and, more recently, as part of IMCI. The main focus for case management has
been the health facility, although much of the demonstration of the efficacy of the clinical
interventions was originally carried out at community level, using community health workers.
At the same time, the importance of providing care without delay for children with malaria
led to the development and introduction, on a relatively small scale, of interventions based
in the community, either through a community health worker or directly by families provided
with packs of antimalarials.

In June 2002, CAH held a meeting in Stockholm with the following objectives: to
review the management of acute respiratory infections in children; to review published and
unpublished evidence concerning community management of pneumonia and other
childhood illness – including research and programme experience; and to define gaps in
knowledge and recommendations for addressing these gaps. The meeting report, entitled
Evidence base for the community management of pneumonia, recommends future steps for
addressing policy and management issues, as well as outstanding operations and clinical
research questions related to community management of pneumonia. It is available on the
CAH web site.

In line with the recommendations of the meeting, CAH in collaboration with Johns
Hopkins University conducted a review of the global experience of community care for
acute respiratory infections, malaria, and diarrhoea. The review examines approaches to
the community management of sick children using community health workers. It describes
typologies of community health worker programmes, and overall roles of the different
stakeholders involved, such as nongovernmental organizations, the community, and the
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ministry of health. The review examines programmatic considerations and selected
operational aspects of community health worker programmes for managing sick children,
considers factors affecting sustainability and the scaling up of operations, and suggests
recommendations for strengthening current policies and programmes. Two key
recommendations are to disseminate evidence, and to increase support for community
management of acute respiratory infections, malaria, and diarrhoea.

The review is the basis for a joint WHO/UNICEF statement on the
management of pneumonia in community settings, a policy statement
addressing the promotion of pneumonia treatment in the community (see
Box 3.2). This statement will be published in January 2004.

Improving the quality of child health services

There is growing recognition that the level of knowledge and skills of health-
care providers is only one of several factors that affect the quality of health
services. Other important factors that affect the quality of services are clear
job expectations, appropriate performance feedback, adequate physical
environment and tools, and motivation and incentives to perform. In
response to recommendations from two informal technical consultations
held in Geneva on this topic in June 2000, CAH began investigating
approaches to improving the quality of health services that go beyond
increasing the knowledge and skills of health-care providers.

Throughout the biennium, CAH continued its work in developing methods and tools
to strengthen the knowledge and skills of health-care providers. At the same time, the
Department worked to build its capacity in the area of quality improvement. Two
representatives from the Department participated in a one-week course on Performance
improvement orientation, programming and skill building sponsored by USAID. They then
conducted a similar workshop at WHO headquarters in October 2002 on improving the
quality of health services for children and adolescents. The workshop introduced 20 CAH
staff members to the process and principles of performance improvement. In November
2002, the Department participated in the International Society for Quality in Health Care
(ISQua) pre-conference workshop on quality assurance in developing and transitional
countries. The workshop was sponsored by the WHO Department of Health Systems and
Services, and provided an opportunity to share and review knowledge, information and
experience with representatives from 35 countries in six WHO regions on initiatives to
improve health-care quality. This exchange of information and experience has continued
with several departments within WHO, as well as external partners such as the Quality
Assurance Project.

The Department’s work in improving the quality of child health services has included:

developing methods and tools for pre-service education in IMCI;

identifying alternative approaches to in-service training in IMCI;

revising the manual Primary child care;

testing methods and tools to improve the performance of health-care providers at
the primary level in both the public and the private sector;

developing methods and tools to improve the quality of referral and emergency
care, including emergency triage, assessment and treatment.

Pneumonia remains the biggest single killer
of children under 5 years of age. The best way
to reduce pneumonia-related mortality is by
providing effective treatment promptly. An
interagency meeting in Stockholm, a meta-
analysis of trials, and a comprehensive review
of community treatment programmes all came
to the same conclusion: pneumonia can be
treated in the community. WHO and UNICEF
recommend that well-trained and supervised
community health workers carry out
community-level treatment.

BOX 3.2  Excerpt from the Joint WHO/
UNICEF statement on the management
of pneumonia in community settings
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Pre-service education on IMCI
The Department continued to develop guidelines and tools for strengthening the teaching
of child health in undergraduate academic programmes for doctors, nurses and other health
professionals. Work was undertaken to expand the package of materials for incorporating
aspects of IMCI into teaching curricula. It included collaborating with consultants from
the Istituto Burlo Garofolo in Trieste, Italy, to pre-test guidelines and examples of tools for
assessing student achievement in IMCI. The pre-tested guidelines will be completed and
made available in 2004.

To help teachers maximize student learning of all aspects of child health, the Department
worked with other WHO Departments and the JHPIEGO Corporation, a non-profit affiliate
of Johns Hopkins University, to develop a learning package on effective teaching. The
package includes a reference manual that covers key competencies for teaching, such as
how to write learning objectives, plan a course, deliver interactive presentations, facilitate
group learning and assess student achievement. It also includes a learner’s manual and a
guide for the organizers and facilitators of both group-based and individual-based staff
development programmes. The package will be field-tested in 2004 and efforts will be
made to attract funds for the development of an accompanying instructional CD that
would model good teaching practices.

Alternative approaches to in-service IMCI training
The Department continued to help countries develop alternatives to the standard IMCI in-
service training course, such as distance learning, on-the-job training and mentoring. With
the WHO Regional Office for South-East Asia, it assisted Indira Gandhi National Open
University in India to incorporate IMCI into its postgraduate diploma in maternal and
child health, which included training more than 70 tutors in the IMCI strategy and clinical
guidelines. To develop learning materials for use in different training approaches, the
Department collaborated with the Quality Assurance Project to develop an interactive
computer-based learning tool for IMCI and conduct a beta test of the tool in India. The
beta test explored how well target users could understand and navigate the computer
program. Its findings led to significant revisions of the tool. The Department also assisted
the Novartis Foundation to define the target audiences, scope and content of a computerized
job-aid and learning tool on IMCI and first-level referral care. To help regions and countries
evaluate the quality of different forms of IMCI in-service training, the Department drafted
guidelines and tools for assessing the outcome of an IMCI training course. The Department
plans to field-test these guidelines in 2004.

Primary child care
The Department contributed to the revision of Primary child care: a manual for health workers
by Dr Maurice King. The manual, well known in most developing countries, serves as both
a reference for health-care practitioners and a textbook for health-professional students.
The revision introduced IMCI and updated information on the management of serious
childhood conditions in health centres and in small hospitals in developing countries. In
December 2002, the Department distributed the revised manual for external review by
more than 70 primary health-care experts. The results of the review were consolidated in
2003 and preliminary plans were made for the final revision and publishing of the manual.
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Improving the quality of primary health-care services for children
During the biennium, the Department began collaborating with the German international
technical agency Gesellschaft für Technische Zusammenarbeit (GTZ) in order to gain
experience in countries with different approaches to improving the quality of primary health-
care services for children. Throughout 2003 the Department worked with GTZ to
incorporate aspects of child health into a joint GTZ/ministry of health project in Guinea,
and to assist in developing a plan for evaluating the project
(see Box 3.3). It is expected that learning by doing in countries
– such as Guinea – will lead to the development of a framework
and tools that can be used to support efforts in countries to
continuously improve child health services.

Improving the quality of child health services
provided by private practitioners
The CAH foreword to the review paper of the SARA project of
the Academy for Educational Development, Utilising the
potential of formal and informal private practitioners in child survival:
situation analysis and summary of promising interventions, noted
that:

Virtually all countries have a range of private
practitioners providing health services to children and
other segments of the population. Studies suggest that
both the rich and the poor use these practitioners.
They also suggest that, especially in developing
countries, mechanisms for information exchange and
collaboration between government bodies and private
practitioners are weak. There is consequently an
enormous, largely untapped resource that could be
used to contribute to national child survival initiatives.

During the course of the biennium, CAH worked in
partnership with the SARA project in stimulating and
supporting systematic and sustained country-level action in
Uganda. In the six years since its introduction in Uganda,
IMCI has moved from the introduction phase to the expansion
phase. It is now applied in most districts. While IMCI
implementation has focused largely on the public sector, the
step-by-step process put in place as part of the SARA/CAH
initiative is designed to engage private providers as equal
partners in the strategy. It could become a useful model for
other countries. Work also began in Cambodia and in India,
where IMCI implementation is more recent. Groundwork to
engage the private sector is already under way.

CAH has been contributing to the effort led by the
Academy for Educational Development to prepare a tool kit
for use in engaging and involving the private sector in child survival programmes. The tool
kit pulls together the tools that have been developed and adapted for use in this and other
initiatives. Substantial progress was made, and a fully developed draft is expected to be
ready in the first half of 2004.

In 2003, CAH began collaborating with GTZ to incorporate
elements of child health into a large-scale project called
Concours Qualité that aims to establish a system of quality
improvement at all levels of the primary health-care system
in Guinea. In collaboration with all relevant stakeholders,
GTZ and the ministry of health developed and pre-tested a
set of self-assessment tools designed to assess the
processes used by health centres, hospitals, district
management teams and regional managers in relation to
seven dimensions of quality. The dimensions of quality are:
management, community participation, continued
improvement, client satisfaction, technical competence,
economic behaviour and accessibility, and availability. For
each dimension of quality, specific questions were
constructed in relation to the cycle of: plan, do, check and
react.

In June 2003, more than 100 health centres, hospitals, and
management teams were recruited on a voluntary basis and
asked to fill in the self-assessment tool. Each structure was
allowed one month to fill in the assessment, giving ample
time for the different structures to hold meetings with the
stakeholders involved.

After analysing the completed self-assessment forms, a
multidisciplinary team conducted audit visits to each structure
to validate the information received, and to assist the
structure to overcome difficulties by prioritizing problems and
planning for future action. The plans of action link solutions
to identified problems and to the appropriate levels of the
health system.

Consequences and incentives for the health structures that
are participating in the Concours Qualité are:

a budget increase for those structures that are doing well,
according to the concept that money follows quality;

assistance to develop a 6-month plan of action for those
that are not doing well;

technical assistance and budget for implementing the plan
of action;

positive publicity for all involved.

BOX 3.3  Improving the quality of primary health-
care services in Guinea, West Africa
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Programmatic experiences on involving private practitioners
in child survival programmes have been shared at meetings of
CAH’s regional advisers. Both the WHO Regional Office for
Africa and the WHO Regional Office for the Americas have
been actively involved in this area (see Box 3.4).

CAH has also been drawing upon the experience of other
WHO departments and initiatives, particularly Stop TB and
Roll Back Malaria, to contribute to a coordinated approach
within WHO to engaging private practitioners. In order to
develop a common understanding in the international public
health community and to raise the profile of work in this area,
CAH is contributing to the efforts of the Academy for
Educational Development to organize a major forum on
engaging the private sector for improved community health.

Improving the quality of referral care
The Department continued its work on improving inpatient
child care, with a particular focus on small hospitals in
developing countries. The manual Management of the child with
a serious infection or severe malnutrition: guidelines for care at the
first referral level in developing countries forms the backbone of
this work by providing standards for assessing and improving
the quality of care (see Box 3.5). It has been used in a variety
of formats in different country contexts – for example, as wall
charts in hospitals to remind clinical staff of dosages and
procedures, and as a pocket book to be used by clinical
personnel on an individual basis.

The Department also developed a background book based
on the manual. The background book is intended for use in
medical education. It includes a review of the burden of disease
of the various conditions included in the manual, a short
summary of the patho-physiology underlying each condition
and how this relates to the presenting symptoms and signs,
and the evidence base for the clinical guidelines.

The quality of paediatric care in small hospitals was
surveyed in several countries to set a baseline for quality
improvement (see Box 3.6). The countries adapted a generic
assessment tool developed by the Department, which can also
be used for follow-up surveys. Funding obtained from AusAID
in mid-2003 enabled the Department to expand this work, by
conducting surveys of the quality of hospital care in Cambodia,
Indonesia, Solomon Islands, and Timor-Leste. The findings

were presented to senior policy-makers in the countries, and action plans are being developed.
It is expected that these countries will adopt standards of child care for small hospitals, and
establish improvement groups in pilot provinces in order to obtain more experience with
the process.

The Department has worked closely with the Quality Assurance Project on hospital
improvement in Africa. The first country to be involved was Eritrea. After an assessment of
the situation, a collaborative quality improvement process was employed. In this process,
focal persons from hospitals meet regularly, to exchange experience and learn from each
other. This process will be used in Malawi and the Niger as well.

A considerable amount of literature has shown that the
private sector plays a substantial role in the delivery of health-
care services to children of all socioeconomic levels, ranging
from the very rich to the very poor. The private sector includes
not only private practitioners, but also manufacturers,
marketeers and nongovernmental organizations. Private
providers, both formal and informal, are important sources
for diagnosing and treating communicable diseases, such
as acute respiratory infections, diarrhoea, and malaria.
Manufacturers and marketeers provide items such as
pharmaceuticals, bednets, and sanitary supplies, while
nongovernmental organizations provide services such as
social marketing and the promotion of healthy behaviours.

In coordination with the Swedish Government Trust Fund
and the World Bank, the IMCI unit at the WHO Regional
Office for the Americas supported a review of World Bank
projects in Latin America and the Caribbean that have in
some way involved the private sector to improve child health
outcomes. This work identified a range of approaches used
to involve the private sector in enhancing child health and
noted some of the gaps in knowledge and practice within
the operations. By involving the private sector, programmes
such as IMCI will have a greater chance of achieving desired
improvements in child health outcomes. An agreement with
the Swedish Trust Fund, finalized in October 2002, will allow
the WHO Regional Office for the Americas to continue this
important work.

BOX 3.4  IMCI and the private sector – an initiative
by the WHO Regional Office for the Americas

The 2002 French edition of Management of the child with a
serious infection or severe malnutrition: guidelines for care
at the first referral level in developing countries was awarded
the 2003 Prescrire prize for medical and pharmaceutical
books. “This guide about clinical practice, written in simple
language, entirely devoted to clinical practice with clear
explanatory drawings, will be understood by all health
workers. It deserves to be widely distributed to all hospitals
in developing countries,” said the panel of independent
judges. Prescrire is a French monthly, non-profit, medical
journal aiming to promote the international exchange of
reliable information on new drugs and therapeutics.

BOX 3.5  Referral care manual awarded a medical
literature prize by the French medical journal
Prescrire
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At a consultation in Uganda in August 2002, staff from ten anglophone African countries
discussed ways of improving hospital child care. Each country involved relevant stakeholders
to prepare an action plan. The same process was started for six francophone countries in
the Niger in October 2003.

A parallel process of hospital assessment was supported in three countries in the WHO
European Region. The quality of care was assessed in selected hospitals in Kazakhstan, the
Republic of Moldova, and the Russian Federation. Representatives of these three countries
were invited to a workshop in Kazakhstan in late 2003, to review the findings and to
explore ways and means of addressing them using a quality improvement process.

The referral care manual contains guidance on the hospital management of the child
with severe malnutrition. In response to concerns that the guidelines were too complicated,

Cambodia participated in the AusAID-funded initiative that aims to improve the care provided to children at
district hospitals in developing countries. The Cambodian Ministry of Health welcomed the initiative because it
addresses one of its own priorities, set out in the Health Sector Strategic Plan 2003 to 2007, namely the
improvement of quality of care. After consultations with the Cambodian Ministry of Health, it was decided that
the existing situation should be assessed in 12 selected hospitals, covering a representative range of hospital
types, through visits to these hospitals.

For this exercise, the generic WHO assessment tool was adapted for use in Cambodia, and translated into
Khmer. A workshop was held in the National Paediatric Hospital, in which 17 assessors from the country were
trained. Six teams of 3–4 assessors visited two hospitals each for two days. At the end of the assessment in
each hospital, immediate feedback was given, and improvement plans for the individual hospitals were developed
with the hospital management and staff. After all hospitals were assessed, a workshop was conducted with
representatives from the hospitals, senior health professionals from the Cambodian Ministry of Health and
representatives of bilateral agencies, nongovernmental organizations and donors, to provide a summary of the
overall findings, and develop countrywide plans for quality improvement. The graphs below summarize the
findings for the 12 hospitals assessed:

BOX 3.6  Quality of hospital care in Cambodia
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the Department supported operations research projects in Ghana and South Africa to find
ways of improving the management of children with severe malnutrition. Follow-up visits
assessed sustainability and obstacles to successful interventions.

Emergency triage, assessment and treatment
The Department contributed to the development of training materials for the emergency
triage, assessment and treatment of children in emergency rooms and outpatient departments
of district hospitals. In November 2002, in conjunction with the WHO Regional Office for
Africa, the Department conducted a pilot training course in Nairobi with 16 Kenyan health
professionals. The pilot training, which lasted three and a quarter days, confirmed the
utility of the course and provided useful feedback. Following this, the course was included
in the hospital improvement initiative in Eritrea. The Department began work during the
biennium to revise and finalize the course, and to produce a training video.

Strengthening health systems

Health interventions can achieve their desired outcomes only if health systems can provide
the necessary support to deliver the interventions. The Department’s health systems work
concentrates on barriers that hinder the delivery of child health interventions, as identified
in the IMCI multi-country evaluation and analytic review. The work is structured according
to the four health system functions identified in The World Health Report 2000: stewardship,
resource generation, financing, and service delivery.

The previous section of this chapter, on improving the quality of child health services,
outlined the Department’s work to improve referral pathways and supervision. In the past
biennium, the Department also developed guidelines for translating IMCI classifications
into international disease codes that are used in national health information systems. The
Department also worked to improve the monitoring of child health interventions, as
described in this chapter.

During the biennium, the Department focused on addressing barriers within two of the
health system functions:

human resources for health, as part of the resource generation function;

health system requirements, notably availability and management of essential
medicines for IMCI, as part of the service delivery function.

In the next biennium (2004–2005), activities will be expanded to include the areas of
priority setting and planning, within the stewardship function, and the allocation of funds,
within the financing function.

Human resources for health
It is increasingly recognized at an international level that human resources play a vital role
in the delivery of health services. Timely increases in the production of human resources
are important to scale up essential health interventions. Workforce imbalances, including
problems of understaffing and retention in remote and underserved areas, pose serious
challenges to human resource management. Workforce reduction happens as a result of
emigration, the effects of HIV, and redeployment or downsizing in the context of health
sector reforms.

Recognizing the importance and complexity of human resource development, WHO is
collaborating with the Joint Learning Initiative, funded by the Rockefeller Foundation.
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Seven coordinated, yet independent, working groups have been formed to explore strategies
to address human resource constraints in health service delivery. CAH is actively involved
in one of the working groups – on human resources for selected diseases – which focuses on
human resource planning for child nutrition, tuberculosis, dengue, and road traffic injuries.
For all of these health problems, a normative basis exists that could drive human resource
assessments, planning and development. The Global Strategy for Infant and Young Child
Feeding has been taken as the normative base for child nutrition. A country case study on
the human resource requirements to scale up the strategy in Ghana, and the associated
enhancing and limiting factors, is under preparation.

IMCI-trained health workers are the key to improving the quality of child care and to
achieving a reduction in child mortality. Increasing evidence from the multi-country
evaluation of IMCI shows that transfers of trained staff, and replacement by support staff
that are not IMCI-trained, seriously hampers the attainment of Millennium Development
Goal Four to decrease child mortality. Improved coordination between managers of human
resources and those primarily concerned with child health is required to reduce this important
health system inefficiency.

Availability and management of essential medicines for IMCI
Ensuring a reliable supply of medicines at the point of service delivery requires a complex
set of activities that need to be undertaken in a timely fashion and to be coordinated
between managers of drug supply systems and those responsible for child health activities.
Tools to guide those activities at different health system levels have been developed and are
available within the Department.

Departmental funds for the further development of tools, and for technical support to
regions and countries, were virtually absent in this area. However, partners such as the
Rational Pharmaceutical Management Plus (RPM Plus) programme of Management
Sciences for Health supported the translation from English into French of the Handbook for
drug supply management at the first-level health facility. RPM Plus is further enhancing WHO’s
work on IMCI by testing the insertion of a short module on the management of medicines
into the regular IMCI training course in Senegal. Such innovative approaches to improving
access to essential medicines are in line with the Department’s plans to develop a set of
broader district and national management and planning tools.

Improving case management guidelines and standards for
clinical practice

The Department continued its sizeable programme of clinical research in the area of child
health and development. Topics include improving interventions and guidelines for diarrhoea
and dysentery, sore throat, pneumonia, meningitis, HIV/AIDS, tuberculosis, otitis media,
and Group A streptococcus.

Case management of diarrhoea and dysentery
The new formulation of the oral rehydration salts (ORS) solution recommended by WHO
and UNICEF was officially launched in New York on 10 May 2002, during the United
Nations General Assembly Special Session on Children. The new formulation has now
replaced the old one in the WHO model Essential Drugs List, and the first ORS packets
containing the new formulation should be available from UNICEF in early January 2004.
According to recent estimates, the cost of improved ORS should be 17% less than the
previous formulation.
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Case management of sore throat
A multi-centre study with diagnostic and therapeutic components was designed to:

develop clinical guidelines for the use of antibiotics in streptococcal pharyngitis
(diagnostic component);

compare the efficacy of intramuscular benzathine penicillin G with that of a single
dose of amoxicillin (therapeutic component).

The study is being conducted in collaboration with Johns Hopkins University and the
International Clinical Epidemiology Network. The diagnostic arm of this study was
completed in Brazil, Croatia, Egypt and Lucknow, India. Data collection is still under way
in Latvia and Chennai, India. The therapeutic arm was completed in Brazil, Croatia and
Egypt. A data analysis workshop was conducted in October 2003, in which principal
investigators from Brazil, Croatia, Egypt, India and Latvia participated.

Preliminary results show that the proportion of children
presenting with cough, cold, red or sore throat, who were
found to have Group A beta haemolytic streptococcal
pharyngitis differed significantly between sites. In
comparison with laboratory diagnosis, the algorithm for the
clinical diagnosis of streptococcal sore throat developed by
WHO’s acute respiratory infections control programme
showed low sensitivity and high specificity (see Table 3.1).
The results of the therapeutic arm showed no difference in
treatment success rates between the two antibiotic regimens
used.

Case management of pneumonia
During the biennium, the Department supported several
studies on the case management of pneumonia and
antimicrobial resistance. A meeting of international experts
in acute respiratory infections was held in September 2003
to review the results of all the recently completed studies on
pneumonia management. Based on these findings,
recommendations were made to revise some of the current
case-management guidelines for acute respiratory infections.
Further priority issues for future research were identified.

Comparing the efficacy of injectable penicillin with that of oral amoxicillin
A multi-centre clinical trial to compare the efficacy of injectable penicillin with that of oral
amoxicillin for the treatment of severe pneumonia in children was completed at all sites
(Colombia, Ghana, India, Mexico, Pakistan, South Africa, and Viet Nam) in April 2002.
The results showed that the clinical outcome with oral amoxicillin was comparable to
injectable penicillin in hospitalized children with severe pneumonia.

The relationship between penicillin resistance and clinical outcome of severe
pneumonia
A multi-centre prospective observational study investigated the relationship between
penicillin resistance of S. pneumoniae and the clinical outcome of current recommended
therapy for severe pneumonia as defined by standard case management for acute respiratory
infections. The study was carried out in four countries: Argentina, Brazil, the Dominican

TABLE 3.1  Performance of WHO’s algorithm for the clinical
diagnosis of streptococcal sore throat, in four countries

Country GABHS + * Sensitivity Specificity
(% of patients) (%) (%)

Age 2–12 years

Brazil 10 25 98
Croatia 41 17 90
Egypt 25 11 96
India 9 0 99

Age < 5 years

Brazil 18 31 10
Croatia 41 06 93
Egypt 21 09 97
India 0 0 10

Age > 5 years

Brazil 24 17 95
Croatia 40 24 89
Egypt 30 13 96
India 9 0 99

* GABHS + = Group A beta haemolytic streptococcus positive
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Republic, and Peru. There was no relationship between clinical treatment failure and in
vitro penicillin resistance. Additional analyses will be done to look at other aspects of this
study.

Comparing the efficacy of chloramphenicol with that of ampicillin plus gentamicin
A multi-centre clinical trial to compare the efficacy of chloramphenicol with that of ampicillin
plus gentamicin for the management of very severe pneumonia was initiated in six countries:
Bangladesh, India, Mexico, Pakistan, Yemen, and Zambia. This research is being carried
out in collaboration with Boston University and Johns Hopkins University. Data collection
is expected to be completed in 2005.

Comparing the efficacy of 3 versus 5 days of oral antibiotic therapy
The Department has supported three double-blind, randomized, placebo-controlled multi-
centre equivalence trials to compare 3 versus 5 days of oral antibiotic therapy for non-
severe pneumonia (as defined by WHO). The first study, in Pakistan, compared two regimens
involving oral amoxicillin. The second, in Bangladesh and Indonesia, compared two regimens
involving oral cotrimoxazole. The third study, in India, compared two regimens of oral
amoxicillin. All the studies confirmed that the efficacy of the 3-day regimen is equivalent
to that of the 5-day regimen for the treatment of non-severe pneumonia. Two of the studies
also generated findings that have potential public health significance in relation to
antimicrobial resistance.

Treatment of children with non-severe pneumonia and wheezing
There was continued progress in research to increase the specificity of treatment guidelines
for children with wheezing diagnosed as non-severe pneumonia (as defined by WHO). A
multi-centre study was initiated in five countries – Colombia, Egypt, Ghana, Pakistan, and
Thailand – in collaboration with the ARCH Project, Boston University. Initial data collection
and analysis show that a substantial proportion of children who initially present with
wheezing and signs of pneumonia do not need antibiotics when they are given a rapid-
acting bronchodilator.

Case management of meningitis
A multi-centre, randomized clinical trial is under way to investigate the clinical efficacy
and safety of 5-day versus 10-day treatment with injectable ceftriaxone in the management
of patients with bacterial meningitis. The trial was initiated in 10 centres in five countries:
Bangladesh, Malawi, Pakistan, South Africa, and Viet Nam. Another site in Egypt will
start enrolment soon. It is expected that data collection will last up to three years.

Clinical identification of HIV infection
Progress has been made in developing improved guidelines for countries with high HIV
prevalence. The use of adapted IMCI guidelines to assess HIV status was compared with
clinical assessment by an experienced paediatrician, and both of these were compared with
results of laboratory tests. Detailed clinical data were also collected by the paediatrician
and used to develop an improved algorithm. Assessment covered 690 children aged 2–59
months, presenting to an outpatient department with a new problem: 198 (28.7%) were
HIV infected. The paediatrician correctly recognized 71.7% of these and the algorithm
56.1%. An improved algorithm was developed that is 67.2% sensitive and 81.5% specific
in detecting HIV infection. With this algorithm, primary level health workers can effectively
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identify children with symptomatic HIV infection. The algorithm was validated in Ethiopia
and Uganda. The Ugandan Ministry of Health has recently developed draft HIV/IMCI
guidelines, in the light of the results of the validation study. Data from Ethiopia have not
yet been analysed. The analysis is expected to be completed by April 2004.

Other issues

Tuberculosis and HIV
CAH worked with the Stop TB initiative to ensure that the new edition of the Manual on
tuberculosis and HIV contained the needed information on the management of tuberculosis
and HIV in children.

Chronic suppurative otitis media

CAH, together with the Department for the Management of Noncommunicable Diseases,
commissioned a review of the problem of chronic suppurative otitis media, and of possible
management options. The evidence shows that management with topical antibiotics is
superior to dry wicking, a finding that will be included in the revision of the IMCI guidelines.
The review will be published in 2004.

Group A Streptococcus
Group A Streptococcus is responsible for acute purulent infections in children, such as tonsillitis
and skin infections, and subsequent complications such as acute glomerulonephritis and
rheumatic fever. It is suspected to be responsible for a considerable burden of disease.
Several WHO departments with an interest in this area commissioned a review to define
the burden of disease and to outline possible options for addressing its associated public
health problems.

Paediatric oncology
CAH has supported work undertaken by the International Society of Paediatric Oncology,
exploring better treatment options for Burkitt’s lymphoma in Malawi and the education of
medical professionals in the treatment of childhood cancer in India.

Economic model of the impact of antimicrobial resistance
The Department is continuing to support a project to develop a theoretically and practically
coherent economic model of the impact of antimicrobial resistance. Given its potential
complexity, the model is initially to be grounded within case studies of drug-resistant malaria
in Cambodia and drug-resistant tuberculosis in the United States of America. Progress was
made in the specification of the core model structure. The study was completed in late
2003 and a detailed report was sent for review by external advisers.

Revising and updating the IMCI guidelines

During the seven years since IMCI has been introduced in countries, much has been learned
through country-level adaptation and implementation. In collaboration with partners, the
Department has been working to draw lessons learned from these experiences. Alongside
this, results from clinical and operational research studies supported by CAH and other
organizations continue to add to our body of knowledge.
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The aim of CAH activity in this area is to produce technical updates that take into
account the lessons learned from implementation experience and the findings from research
studies. These revisions may eventually be incorporated into a fully revised and updated
version of the generic IMCI technical guidelines. Activities include gathering and reviewing
experiences in implementation; keeping abreast of developments in the areas addressed by
the IMCI guidelines; commissioning reviews; and stimulating and supporting clinical and
operational research in priority areas.

During the biennium, progress was made in a number of areas, particularly in relation
to the detection of HIV/AIDS and anaemia. An improved algorithm for the clinical
identification of HIV-positive children was developed. A simple tool, the haemoglobin colour
scale, which compares the colour of a drop of blood on a piece of special paper with a
standard scale, was also developed. This tool addresses the fact that the diagnosis of severe
anaemia by clinical examination alone can be difficult to do. The tool is being field-tested
in a study in Ethiopia – at a site where IMCI is being implemented – to see how to make it
easier to recognize children with severe anaemia.

New evidence may call for revision of the corresponding sections of the IMCI clinical
guidelines, for example in the areas of non-severe and severe pneumonia, and sore throat,
as shown in Table 3.2. During the biennium, such new evidence also became available in
the following areas: acute diarrhoea, malaria, acute and chronic ear infection, and counselling
on feeding.

TABLE 3.2  Examples of new evidence as a basis for updating the generic IMCI guidelines

Classification

Non-severe
pneumonia

Severe pneumonia

Sore throat

Issue

Duration of antibiotic therapy
for non-severe pneumonia
with cotrimoxazole or
amoxicillin.

Dosages of amoxicillin twice
daily versus three times daily
for non-severe pneumonia.

Comparison of injectable
penicillin with oral amoxicillin
for severe pneumonia.

Improving identification of
streptococcal sore throat.
Current algorithm has a very
low specificity.

New evidence

3-day therapy is equivalent to 5-day
therapy in places where HIV is not a
major public health problem.

With the same daily dosage, twice
daily is equivalent to three times
daily.

No difference in outcome in a
randomized clinical trial. However,
the effectiveness of oral amoxicillin
needs to be evaluated in public
health settings.

Rapid diagnostic tests effective but
costly.

Implications for guidelines

Better compliance, less side
effect and less cost.
Amoxicillin is preferable to
cotrimoxazole where
antimicrobial resistance to
cotrimoxazole is high, in high
HIV prevalence countries where
cotrimoxazole is recommended
for Pneumocystis jeroveci
(formerly called carinii)
pneumonia prophylaxis, and in
countries where sulphadoxine-
pyramethamine is recommended
for malaria.

Amoxicillin may be used in
situations where referral to a
hospital is NOT possible or as a
pre-referral drug for patients who
can take by mouth.

Final result will be ready by end
of 2004.

CONDITION: COUGH OR DIFFICULT BREATHING
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Addressing child health in humanitarian emergencies
Coordinated and effective interventions are needed to address the health needs of children
in complex emergencies. Armed conflicts and natural disasters have spared no area of the
world. Countries or territories affected include Afghanistan, Angola, Bosnia, the Congo,
India, Indonesia, Kosovo, Nicaragua, Sierra Leone, Peru, and the West Bank and Gaza
Strip, to mention just a few. UNHCR estimates that around 22 million people in more
than 150 countries are refugees; and that more than 80% of these are civilians, the vast
majority being women and children. Most data show that the majority of deaths in refugee
populations occur among the under-5 year age group. During the biennium, CAH examined
its role in humanitarian emergencies in relation to the many other international players
that are active in the area. The Department began by exploring the place of IMCI in these
contexts.

Technical review
In conjunction with the WHO Department of Communicable Disease Control, Prevention
and Eradication, and the WHO Department of Health Action in Crises – previously called
Emergencies and Humanitarian Action – CAH commissioned a systematic review of child
health-care practices in complex emergencies. The review defined the magnitude of the
problem and identified the major actors involved, common guidelines, and gaps in child
health in complex emergencies. The objectives of the review were to:

review the nature and scope of child health problems in the field of emergencies;

identify the major actors in the field of humanitarian emergencies;

review existing child health-related activities in emergency situations, including
methods and tools currently in use;

review the mechanisms in place for coordination and for monitoring the quality of
care, including the quality of guidelines and other materials used;

identify major gaps in responding to child health in emergencies;

carry out a reality check of the findings of the literature review, with a visit to at
least one emergency site.

A review document was prepared and used as a background paper for an interagency
consultation.

Interagency consultation on child health in complex emergencies
CAH organized an interagency consultation in collaboration with the WHO Department
of Communicable Disease Control, Prevention and Eradication, and the WHO Department
of Health Action in Crises, as well as UNICEF. The consultation took place on 21–22
October 2003, and brought together major international and national players working on
child health in complex emergencies, including representatives of other United Nations
agencies, nongovernmental organizations, and country and regional experts from the field.
The purpose of the consultation was to identify existing gaps and to reach a consensus on
the next steps to be taken in addressing child health in complex emergencies.

The consultation highlighted the importance of coordination and leadership among
partners. It also noted that access to services is a major barrier to ensuring effective health
care to children in complex emergencies. As the majority of children do in fact die before
they reach a clinic, the role of all agencies in complex emergencies should be to draw upon
locally available resources, and seek to strengthen local capacity where possible. In particular,
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the role of local health-care workers in providing primary care and that of communities in
identifying illnesses, providing home-based care, and promoting appropriate health-seeking
behaviour was stressed. The need for community mobilization for issues such as
immunization campaigns and strengthening community surveillance was also discussed.

Four major themes were identified for future efforts in addressing child health in complex
emergencies:

leadership and coordination;

operational management;

priority research issues;

clinical/technical guidelines.

Monitoring and evaluating child health programmes
Monitoring and evaluation are essential to measure and evaluate progress towards previously
established targets, assess the appropriateness of investments, and strengthen child health
programming in countries. The Department is committed to providing technical assistance
and developing methods and tools, when needed, to help countries make decisions based
on the information collected through monitoring and evaluation.

During recent years, CAH efforts have focused on documenting, monitoring and
evaluating the introduction of the IMCI strategy in countries. These efforts will continue
during the next biennium, but the scope of CAH monitoring and evaluation efforts will
broaden to better reflect the child survival challenges in countries. As part of CAH’s
contribution to the Millennium Development Goal for child survival, future activities will
bring together the Department’s work in epidemiology, monitoring of child health outcomes,
and monitoring of a few core programme indicators, with emphasis on coverage of child
health interventions.

During the biennium, CAH contributed to the development of standard indicators for
child health; the development of methods and tools for monitoring child health outcomes,
household behaviours relating to child health, and the delivery of child health interventions;
and the development of specific aspects of the HealthMapper software package. The
Department also worked with partners to conduct an analytic review of the IMCI strategy.

Contribution to the identification of standard measures and indicators
The promotion and use of standard measures and indicators for child health and development
is a CAH priority. Areas of attention included process indicators for community
interventions, work with partners to develop a minimum set of indicators for assessing
complementary feeding practices for infants and young children, indicators for the quality
of referral care, indicators for the World Summit on Sustainable Development Global
Initiative on Children’s Environmental Health, and indicators for monitoring progress
towards the child health-related goals of the Millennium Declaration and the United Nations
Millennium Development Project.

Monitoring child health outcomes
CAH actively participated in international meetings for monitoring progress towards the
Millennium Development Goal related to childhood mortality and is involved in the Health
Metrics Network. The network aims to bring together a wide array of partners to support
and accelerate the building of country-level health information systems that serve global,
national and sub-national needs.
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Monitoring household behaviours
To measure population-based indicators, CAH worked with partners to ensure that the
data on household behaviours related to child health are collected by widely used surveys,
such as the UNICEF Multiple Indicator Cluster Survey (MICS-II) and the Demographic
and Health Survey (DHS) of the MEASURE/DHS+ Project. CAH also contributed to the
child health module for the World Health Survey instrument developed by the WHO
Department of Evidence for Information and Policy.

For smaller-scale, population-based evaluation, CAH worked with partners to ensure
consistency of approaches with the Knowledge, Practices and Coverage Survey (KPC2000+)
prepared by the USAID-sponsored Child Survival Technical Support Project and the CORE
Monitoring and Evaluation Working Group, and to ensure that data collected would allow
calculation of priority indicators on household behaviours related to child health. The
household survey manual for the control of diarrhoeal disease, acute respiratory infections,
and breastfeeding, produced previously by the Department, is also available for use by
countries. This manual helps assess family practices related to breastfeeding and young
infant feeding, as well as the home management and care-seeking behaviour for sick children
with diarrhoea or acute respiratory infections.

Monitoring the delivery of child health interventions
Health facility survey instruments, and methods to assess the quality of services delivered
to sick children with diarrhoeal disease or acute respiratory infections, have been widely
used by countries to strengthen their programmes on diarrhoeal disease and acute respiratory
infections. To meet the demand of the increasing number of countries shifting from disease-
specific to more integrated approaches to child health, CAH and its partners developed a
new health facility survey for integrated child health services. The survey is designed to
assess: the quality of care delivered to sick children with one or more symptoms at outpatient
health facilities; caregivers’ understanding of home treatment and key messages after visiting
these facilities; health system supports for good quality care; and use of facilities by sick
children.

The new tool was widely used during the biennium for baseline evaluation before
programme implementation begins, for periodic evaluation of progress, or to compare the
quality of care in areas with and without IMCI. The methods proposed for evaluating child
health services are consistent with those of the Safe Motherhood Needs Assessment
developed by WHO. During the biennium, health facility surveys were conducted in all
WHO regions and findings are being used to strengthen child health programming.

Adding value to the HealthMapper software package
HealthMapper is an interactive information and mapping system designed for public health
managers and decision-makers who need easy access to a database, reports, graphs, tables,
spreadsheets, and maps. It was developed to simplify the use of computerized Geographical
Information Systems (GIS) and mapping for public health and to help organize the
collection, storage, retrieval, management, and analysis of public health data at national
and global levels.

The mapping and information package consists of:

a database of core baseline geographical, demographic and health information;

a data management facility;

a mapping interface.
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CAH collaborated with the WHO Department of
Communicable Disease Surveillance and Response to
ensure consistency of the computer software with
child health indicators. The possibility of mapping
public health resources, selected diseases, and specific
health indicators will help countries develop plans to
target the most vulnerable populations.
HealthMapper is a potentially powerful tool for child
health programme monitoring and management, and
for dissemination of child survival information.

More information on the HealthMapper software
and related products can be found on the WHO web
site (http://www.who.int/csr/mapping).

Analytic review of IMCI
During the biennium, DFID, UNICEF, USAID and
WHO conducted an analytic review to identify the
contribution of the IMCI strategy to improved child
health and development, and actions required to
achieve greater coverage and impact. The review
included a description of the context in which IMCI
was being implemented and the financial flow for key
child health interventions.

The findings and recommendations were based
on a desk review, interviews with national and
international informants, and assessment of IMCI
implementation experience in Egypt, Indonesia,
Kazakhstan, Mali, Peru, and Zambia (see Box 3.7).
The complete report of the analytic review is available
from CAH or can be downloaded from the CAH web
site (www.who.int/child-adolescent-health).

All partners involved in the analytic review have
endorsed the recommendations and made
commitments for their implementation. In its last
meeting held at the headquarters of the United
Kingdom Department for International Development,
in October 2003, the Analytic Review Steering
Committee decided to reconvene in 2004 to take
stock of the progress made in the implementation of
the recommendations, look at additional information
related to IMCI from other ongoing evaluations, and
consider the appropriateness of creating an
interagency IMCI coordination group.

Support development of policies and interventions based on national
priorities:

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

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

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

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

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

WHO and implementing partners should increase IMCI effectiveness
by providing additional elements and tools, such as tools for training in
child health programme management, a guide to information, education
and communication, and approaches to monitor child health outcomes
at household level using existing tools (e.g. oversampling of IMCI areas
when conducting demographic and health surveys or multi-indicator
community surveys) or an IMCI-related household survey instrument.

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

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

Provide support for scaling up child health programmes and IMCI:

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

Countries and implementing partners should urgently increase the
resources (human, financial, external and internal) devoted to child
health programmes and make better use of existing financial and human
resources (highly indebted poor countries initiative, poverty reduction
strategy papers, private for-profit sector, communities) in order to
achieve the Millennium Development Goal targets for children under 5
years old in countries.

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

BOX 3.7  Analytic review of IMCI: key recommendations for
national and international partners
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Evaluating the effectiveness, cost and impact of IMCI
The multi-country evaluation of IMCI effectiveness, cost and impact is supported by the
Bill and Melinda Gates Foundation. It provided much of the basis for the February 2003
Bellagio Centre group residency on the theme Knowledge into action: improving equity in child
health. Five papers that were prepared during this conference were later published in June
and July 2003 as a child survival series in The Lancet. Follow-up activities related to the
Bellagio workshop and The Lancet series on child survival have included the establishment
of a high-level global partnership to push forward the agenda on child survival. Regional
follow-up activities, involving country-level child health managers, also began in Africa
and the Western Pacific.

The multi-country evaluation comprises a set of studies, with complementary designs
ranging from efficacy to effectiveness, to assess the behavioural, nutritional and mortality
impacts of IMCI. Its objectives are: to document the effect of IMCI interventions on health-
worker performance, health systems, and family behaviour; to measure the impact of the
IMCI strategy as a whole on health outcomes; and to evaluate the cost-effectiveness of
IMCI relative to existing child health services.

Five countries participated in the evaluation during the biennium:

Bangladesh. The International Centre for Diarrhoeal Disease Research is
collaborating with the Bangladesh Ministry of Health and Family Welfare to conduct
a prospective evaluation of IMCI.

Brazil. The Brazilian Ministry of Health is collaborating with the WHO Regional
Office for the Americas in four states to conduct an evaluation of child health in
municipalities with and without IMCI.

Peru. The Instituto de Salud del Niño, the WHO Regional Office for the Americas
and the Peruvian Ministry of Health are analysing secondary data from all
24 districts of the country to document implementation and to attempt to assess
the impact of IMCI.

Uganda. The United States Agency for International Development (USAID)
supported Johns Hopkins University, in collaboration with Makerere University
Institute of Public Health and the Ugandan Ministry of Health, to carry out an
evaluation in 10 districts.

The United Republic of Tanzania. The Ifakara Health Research and Development
Centre is working with the Tanzania Essential Health Interventions Project, the
Adult Morbidity and Mortality Project, the Tanzanian Ministry of Health and
others to evaluate IMCI by comparing two intervention districts with two
comparison districts.

During the 2002–2003 biennium, the multi-country evaluation has gradually moved
from focusing on methodological and design issues, to data collection and analysis, and
towards synthesis and dissemination of results. The evaluation studies include household
and health facility surveys, as well as reviews of documents at district, state and national
levels. Staff supported by the multi-country evaluation project work closely with ministries
of health to document barriers to IMCI implementation at ground level, the effects it has
on health services and communities, how much it costs, and how many lives it can save. A
special focus is to improve the IMCI strategy in ways that will help countries achieve high
and equitable coverage among all population groups, by ensuring that life-saving
interventions reach the mothers and children who need them most.
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The annual meetings of the multi-country evaluation project are held in the countries
where the evaluation is being carried out. In 2003, the fifth annual meeting was held in
Dhaka, Bangladesh. The Minister of Health and Family Welfare of Bangladesh and other
high-level officials, in a partnership meeting with technical advisers and investigators of
the multi-country evaluation project, approved a new child health strategy and work plan
for the country drawing on lessons learned through collaboration with the project and the
International Centre for Diarrhoeal Disease Research. In Bangladesh, results from formative
research studies were used to develop and implement high-impact interventions at
community level to improve care-seeking and nutrition behaviours in the study intervention
areas. The resulting training packages will be the basis for countrywide implementation of
community IMCI.

Early results of the evaluation have already been used at all levels to improve the delivery
of child health services in developing countries. Thus, the multi-country evaluation provides
an example of investigators from developing countries working together to assess the impact
of a global strategy, and interacting with policy-makers to turn research findings into effective
actions, both at the national and international levels.

Strengthening child health epidemiology

Millennium Development Goal Four is to reduce child mortality by two thirds by 2015. Its
achievement requires greatly increased levels of coverage by known, effective and affordable
interventions for the major causes of child mortality. Information on the numbers and
trends of deaths among children under 5 years of age is, therefore, crucial for planning and
evaluating health services and interventions, as well as for tracking progress in achieving
Millennium Development Goal Four.

The Department’s epidemiology work has been carried out in collaboration with various
WHO departments, and with the following partner institutions: the University of Edinburgh;
the Instituto de Investigación Nutricional in Peru; the London School of Hygiene and
Tropical Medicine; the Aga Khan University in Pakistan; the Johns Hopkins Bloomberg
School of Public Health, Baltimore; the United States Centers for Disease Control and
Prevention; the Institute of Child Health in London; and UNAIDS.

During the biennium, the Department worked to strengthen child health epidemiology.
The Child Health Epidemiology Reference Group, coordinated by the Department, was
formally established in 2001. It consists of a group of experts in the epidemiology of major
childhood diseases and nutrition, who are external to the United Nations system. The
group meets regularly to review ongoing work and to establish priorities for further work in
this area. Between meetings, ad hoc working groups are established to work on specific
technical issues. These groups report regularly to the Child Health Epidemiology Reference
Group and WHO Secretariat. Technical staff from other WHO departments such as the
Department of Evidence for Information and Policy, and from other WHO units, such as
those responsible for communicable disease and neonatal health, also participate actively
in the group meetings and work. During the biennium, the full group met twice and several
ad hoc working groups were convened.

Estimates of major causes of childhood mortality and morbidity
During the biennium, the Child Health Epidemiology Reference Group produced reviews
and estimates of mortality from HIV and measles, as well as neonatal mortality, and of
morbidity and mortality in relation to acute lower respiratory infections, diarrhoea, and
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malaria. In order to develop these estimates, exhaustive literature reviews and mass
abstraction of data from research reports, with stringent quality control procedures, were

carried out. The databases for all the main
conditions (acute lower respiratory infections,
diarrhoea, malaria, and measles) were completed
during the biennium. Those for acute lower
respiratory infections and diarrhoea have been
posted on the CAH web site. The validated and
updated figures fed into WHO’s official estimates
of proportional mortality among children under
5 years of age (see Figure 3.1). Papers emanating
from this work, including estimates of morbidity
resulting from acute lower respiratory infections,
as well as a discussion on some quality and
methodological issues related to the development
of these estimates, were submitted for
publication. Work will continue on estimates of
malaria morbidity and mortality, and diarrhoea
morbidity.

Developing models to estimate all-cause mortality, and co-morbidity
During the biennium, the Child Health Epidemiology Reference Group also worked to
develop an all-cause mortality model to simultaneously estimate the cause-specific
proportional mortality for the main diseases of children under 5 years of age. Work to
develop estimates of co-morbidity in causes of death was initiated and will continue.

Improving epidemiological estimates for the older child
CAH, in collaboration with the Institute of Child Health in London, is preparing a review
of issues and problems affecting the health and development of children aged 5 to 9 years.
Work on gathering and analysing information in relation to 14 domains for the review was
concluded for six domains and is under way for the remaining eight. A workshop of the
Institute of Child Health, held in November 2002, set the stage for the discussion by
outlining CAH’s work in relation to neonatal and under-5 year old epidemiology. A follow-
up workshop was held in January 2003 to further review and discuss the work being
developed. To date, overall demographic information has been put together and drafts of
six working papers have been prepared. The topics are learning difficulties, respiratory and
cardiovascular disease, eye diseases and visual impairments, hearing loss, pollution, and
blood disorders.

Acute respiratory
infections - 18%

Diarrhoea - 15%

Malaria - 10%

Measles - 5%
HIV - 4%

Perinatal - 23%

Other - 25%

Death
associated

with
malnutrition

54%

FIGURE 3.1  Major causes of death among children under 5
years of age, world, 2002
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Update on IMCI implementation
Implementation of the IMCI strategy in regions and countries exemplifies the cycle of
programme development applied by CAH. In this cycle, research results are used to develop
strategies, guidelines and tools. In a subsequent phase of the cycle, technical support to
introduce these strategies, guidelines and tools in countries is combined with monitoring
and evaluation to identify new areas of research and development. Based on data collected
through documentation of IMCI implementation, monitoring and evaluation, as well as
results of new research studies, changes were introduced during the biennium not only to
the IMCI clinical guidelines, but also to the way the IMCI strategy is planned, implemented
and monitored in countries.

Since the mid-1990s, the Department together with its partners has been supporting
the implementation of the IMCI strategy in regions and countries. The strategy includes
curative care as well as aspects of nutrition, immunization, disease prevention and health
promotion. Its objectives are to reduce death and the frequency and severity of illness and
disability, and to contribute to improved growth and development.

The IMCI strategy has three main components:

improvements in the case-management skills of health staff through the provision
of locally adapted guidelines;

improvements in the overall health system required for effective management of
childhood illness;

improvements in family and community practices.

The underlying principles of the IMCI strategy and clinical guidelines are constant. In
each country, however, the IMCI clinical guidelines should be adapted to: cover the most
serious childhood illnesses typically seen at first-level health facilities; make the guidelines
consistent with national treatment guidelines and other policies; and make IMCI
implementation feasible through the health system and by families caring for their children
at home.

Progress in regions and countries
Since the introduction of IMCI, countries have been classified in three categories –
introduction, early implementation, and expansion – based on progress made in
implementing IMCI activities. Although relevant to monitoring IMCI at an early stage,
these categories became less useful when countries began facing challenges of increasing
the intensity and coverage of IMCI interventions in order to demonstrate their impact on
child health. For this reason, the Department plans to progressively introduce changes in
the way it monitors child health interventions and outcomes. Some of these planned changes
are described earlier in the section of this chapter that deals with monitoring and evaluating
child health programmes.

Figure 3.2 shows the estimated coverage of selected IMCI activities, including the
national adaptation of clinical guidelines for the care of sick children under 5 years of age
and the training of first-level health workers in these guidelines. According to information
available at CAH, by the end of 2003, 51 countries were introducing the strategy and
gaining experience with selected IMCI activities (previously reported as countries in the
introduction or early implementation phase), and 57 were in the process of expanding the
strategy beyond a few start-up districts.



CAH PROGRESS REPORT 2002-200372

TE
CH

N
IC

AL
 S

U
PP

O
RT

 T
O

 R
EG

IO
N

S 
AN

D
 C

O
U

N
TR

IE
S

Among the 57 countries expanding IMCI, 17 countries reported that 10–24% of districts
had initiated activities within one or more IMCI components, 18 countries reported that
25–49% of their districts were implementing at least one IMCI component, 10 countries
reported that 50–74% of districts were implementing at least one component, and 6 countries
claimed IMCI activities in more than 75% of their districts or equivalent administrative
structures. Four countries reported that less than 10% of their districts were involved in
IMCI implementation, and two countries did not report coverage data (see Table 3.3).

This information should be interpreted with caution. It does not imply that full coverage
was reached within every district, and does reflect the high levels of turnover and mobility
of trained health staff in many countries.

At the end the biennium, the IMCI strategy was being implemented in 43 out of the 46
countries in the African Region. Three countries were in the introductory phase, 19 in the
early implementation phase and 21 in the expansion phase. In nine countries, the training
component of IMCI was implemented in more than 50% of districts.

In the Region of the Americas, 17 countries were implementing IMCI by the end of
2003. Based on the positive experience with IMCI implementation, the WHO Regional
Office for the Americas made plans to provide technical support to expand the components
and age groups covered by the strategy.

By the end of 2003, a total of 16 countries of the Eastern Mediterranean Region were
at different stages of implementing IMCI. Nine countries were in the expansion phase, five
in the early implementation phase, and two had successfully introduced the IMCI strategy.
In 2003, the WHO Regional Office for the Eastern Mediterranean gave high priority to
the provision of support for scaling up IMCI implementation. By December 2003, more

FIGURE 3.2  Estimated coverage of components 1 and 2 of the IMCI strategy, December 2003

Disclaimer: The presentation of material on the map contained herein
does not imply the expression of any opinion whatsoever on the part of
the World Health Organization concerning the legal status of any country,
territory, city, or areas, or its authorities of its frontiers, or boundaries.

Less than 10%
10 to 24%
25 to 49%
50 to 74%
75% or more

The proportion of districts
having initiated IMCI
activities
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than 50% of governorates were implementing at least one component of the IMCI strategy
in three countries of the region – Egypt, Oman, and the Sudan. A number of new and
innovative approaches were promoted and supported by the Regional Office for the Eastern
Mediterranean: alternative approaches to IMCI in-service training; production of advocacy
materials and tools for health systems management and support related to IMCI; inclusion
of IMCI in national health and development plans; and support to countries in the
development of policies related to child health. The regional office also began developing
guidelines on burns and poisoning to complement the IMCI clinical guidelines, as these
are emerging as important causes of ill-health in several countries that have lowered their
child mortality rates.

A total of 14 countries were implementing IMCI in the European Region by the end of
2003. Eight countries or areas – Armenia, Georgia, Kyrgyzstan, the Republic of Moldova,
Tajikistan, Turkmenistan, Uzbekistan, and Kosovo – held review meetings of the early
implementation phase. Four countries began the early implementation phase. Romania
requested support for introducing IMCI, and the initial assessment visit and IMCI
orientation and planning meeting were conducted in 2003.

Nine countries in the South-East Asia Region were implementing IMCI at the close of
the biennium: Bangladesh, Bhutan, the Democratic People’s Republic of Korea, India,
Indonesia, Maldives, Myanmar, Nepal, and Timor-Leste. In 2003, India completed the
country adaptation of IMCI. The adaptation includes management of the newborn and is
called Integrated Management of Neonatal and Childhood Illness (IMNCI). In addition,

(E) indicates country or area having conducted at least one IMCI review meeting and having planned for expansion
(expansion phase).

a Does not imply full coverage in each district.
b By December 2003, 83 countries reported some coverage data (including 23 countries with less than 10% coverage).
c Area reporting IMCI coverage but not included in totals and WHO maps.
d Coverage is reported by provinces as opposed to districts or equivalent administrative units.

TABLE 3.3  Proportion of districts initiating activities within components 1 and/or 2 of the IMCI strategy in selected
countries,a by December 2003b

Less than 10%

Burkina Faso
Cameroon
Chad
Côte d’Ivoire
Dem. Rep. of Congo (E)
Gabon
Guinea
Guinea-Bissau
Haiti (E)
India
Iran (Islamic Rep. of)
Lao People’s Dem. Rep.
Malaysia
Mauritania
Nigeria (E)
Pakistan
Papua New Guinea
Russian Federation
Sierra Leone
Syrian Arab Rep.
Tajikistan (E)
Tunisia
Yemen

10 to 24%

Bangladesh (E)
Brazil (E)
Cambodia (E)
Fiji
Georgia (E)
Kenya (E)
Kosovo (E)c

Kyrgyzstan (E)
Mali (E)
Morocco (E)
Namibia (E)
Nepal (E)
Rep. of Moldova (E)
Rwanda
Solomon Islands
Sudan (E)
Timor-Leste (E)
Turkmenistan (E)
Uzbekistan (E)
Venezuela (E)
Zimbabwe (E)

25 to 49%

Armenia (E)
Benin (E)
Bhutan (E)
China (E)d

Colombia (E)
Egypt (E)
El Salvador (E)
Equatorial Guinea
Eritrea (E)
Ethiopia (E)
Gambia
Ghana (E)
Indonesia (E)
Kazakhstan (E)
Mozambique (E)
Niger (E)
Oman
Sao Tome and
Principe
Senegal (E)
Swaziland
Uruguay (E)
Vanuatu
Viet Nam (E)
Zambia (E)

50 to 74%

Argentina (E)
Botswana (E)
Dominican Rep (E)
Guatemala (E)
Honduras (E)
Madagascar (E)
Malawi (E)
Philippines (E)d

South Africa (E)
United Rep. of Tanzania (E)

75% or more

Bolivia (E)
Ecuador (E)
Mongolia (E)
Nagorno Karabaghc

Peru (E)
Togo (E)
Uganda (E)
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the WHO Regional Office for South-East Asia supported reviews of the early implementation
phase of IMCI in Bangladesh and Timor-Leste. Based on the recommendations of the
reviews, both countries formalized plans for expanding IMCI into additional areas.

In 2003, a thirteenth country in the Western Pacific Region – the Federated States of
Micronesia – adopted IMCI as a strategy for child survival and development. The WHO
Regional Office for the Western Pacific supported an orientation and planning meeting in
November 2003, followed by initiation of the adaptation of the clinical guidelines and
training modules. By the end of the biennium, Cambodia, China, Mongolia, the Philippines,
and Viet Nam, having expanded the strategy in geographical coverage and scope of activities,
were ready for further scaling up. Cambodia planned to implement IMCI in half of the 74
operational districts by the year 2007, and China was preparing to expand to 42 counties

in 10 provinces in 2004. The Lao People’s Democratic
Republic and Malaysia prepared to conduct their review
meeting and expand to other areas, while Fiji, Papua New
Guinea, Solomon Islands, and Vanuatu completed their
adaptation and began activities in a few districts. Kiribati
also completed its adaptation of the clinical guidelines
and prepared for the first local clinical course. The
Marshall Islands and Tuvalu expressed interest in
introducing IMCI.

Evidence of IMCI success
Throughout the biennium, the Department continued
to gather evidence of IMCI success through the multi-
country evaluation of IMCI effectiveness, cost and
impact.

In 2003, preliminary results from the multi-country
evaluation showed that IMCI implementation at first-
level facilities was associated with a mortality decline in
the United Republic of Tanzania, at no additional cost
(see Figures 3.3 and 3.4):

Mortality data drawn from demographic surveillance
indicate that there was a likely decline in mortality
of 13% over a two-year period.

Costing results indicate that IMCI-trained health care
providers, in districts with IMCI, gave better care at
no additional cost over that of conventional case-
management by health care providers in comparison
districts without IMCI.

Funding resources from the health sector reform
“basket” were sufficient to implement IMCI training.

These improvements were observed in the presence
of strengthened skills in district health management,
decentralized planning and budget control, and tools for
resource allocation and priority setting, as well as relatively
good access to first-level health facilities and high
utilization of those facilities.

FIGURE 3.3  Cost of care per child aged under 5 years,
the United Republic of Tanzania, IMCI and comparison
districts, 1999, US dollars
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FIGURE 3.4  Cost of care per child aged under 5 years,
including and excluding hospital costs, IMCI and
comparison districts, the United Republic of Tanzania,
1999, US dollars

IMCI comparison

Source: MCE-IMCI Tanzania
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Evidence across countries consistently shows the
effectiveness of IMCI case-management training:

Results from a health facility survey comparing
IMCI and comparison areas in Bangladesh showed
significant improvements in the quality of care as
a result of IMCI case-management training
accompanied by follow-up after training and
routine supervision (Figure 3.5).

The effect of IMCI case-management training on
quality of care is consistent across countries and
has been demonstrated in health facility survey
results from Uganda and the United Republic of
Tanzania (Figure 3.6).

Innovative delivery strategies and planning are needed
to scale up IMCI interventions and to reach those children
in the greatest need. For example, results of the multi-
country evaluation from Brazil and Peru indicate that
despite existing opportunities to deliver IMCI first to the
poorest populations, over time IMCI implementation has
increasingly targeted richer populations.

Improving family and community
practices
Success in reducing childhood mortality requires more than
the availability of adequate health services with well-trained
personnel. As families have the primary responsibility to
care for their children, success requires a partnership
between health professionals and families. Health
professionals need to work with families and communities
to ensure that families can provide adequate home care to
support the healthy growth and development of their
children. Families also need to be able to respond
appropriately when their children are sick, seeking
appropriate and timely assistance when children need
additional care, and giving recommended treatments.

During the biennium the Department strengthened
collaboration with WHO regional offices and partners,
including UNICEF and nongovernmental organizations, to
extend IMCI interventions into the community.

The Regional Office for Africa, in collaboration with
UNICEF, developed a documentation framework for community IMCI that was used by
several countries in the region, including Nigeria, the United Republic of Tanzania, and
Zambia, to document ongoing activities to improve family and community practices. The
regional office also drafted a health worker manual on recommendations for home care,
and a training manual for community health workers that will serve as a basis for developing
health education messages for caregivers. In addition, the regional office supported an
operational research activity in Malawi to examine the effectiveness of a community dialogue
tool in improving family and community practices.

FIGURE 3.6  Percentage of children under 5 years
of age needing antibiotics and/or antimalarials who
were prescribed the drug correctly in IMCI and non-
IMCI facilities
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FIGURE 3.5  Quality of care, IMCI and comparison
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In an effort to assist countries to introduce and implement the family and community
practices component of IMCI, the Regional Office for Africa, in collaboration with CAH
and partners, developed an IMCI briefing package for consultants. Several countries in the
region were supported in using the briefing package to plan and implement activities to
improve family and community practices. They included Benin, Botswana, Côte d’Ivoire,
the Democratic Republic of the Congo, Ethiopia, Mali, the Niger, Togo and Zambia (see
Box 3.8). Some of these countries used the briefing package to initiate activities, while

others used it to take stock of existing community-based activities related
to child health and development, and to agree upon key strategies and
interventions to be undertaken for mortality reduction.

In the Region of the Americas, a community costing tool was created
to assist health officials and programme managers to estimate the cost of
implementing community IMCI activities. The tool will be used to
determine the probable resource requirements and costs of extending IMCI
beyond the health facility into the community. It will also generate cost
estimates for community IMCI activities for advocacy and policy decision
at the national level. A field test of the tool was conducted in Peru in
August 2003. Additional field tests will be held in 2004.

The Regional Office for the Americas also continued a five-year
collaboration with the American Red Cross to provide leadership and
support for the family and community practices component of IMCI. A
matching fund agreement between the American Red Cross and the United
Nations Foundation/United Nations Fund for International Projects was
signed in December 2002, providing additional funds to support and scale
up activities to improve family and community practices.

The activities, which promoted the use of the WHO/UNICEF key
family practices, built on existing community-based programmes thereby
avoiding duplication of efforts, improving efficiency, promoting local
ownership, and making the best and most cost-effective use of scarce
resources. Expansion efforts began in ten countries using an intersectoral
approach in collaboration with community-based organizations and
institutions, international agencies, national organizations, community
networks, nongovernmental organizations and other partners. Many of

these organizations are outside the health sector; they deal with areas such as education,
water and sanitation, social services, and agriculture. As at December 2003, a total of 27
community projects were being implemented in ten countries, 5184 people had been trained
in various planning, case-management and community teaching courses, and over 1.7 million
people were directly exposed to the project interventions.

In June 2003, a regional workshop was held in Ecuador on social communication for
community IMCI. The participants in the workshop reviewed lessons learned in the
implementation of social communication activities for child health. Recommendations
included: promoting integrated child care among mothers, fathers and caregivers; improving
communication skills of health professionals and caregivers; scaling up communication
activities for the promotion of key family practices; and developing a communication tool
for planning, implementing, and evaluating communication strategies for behaviour change.
The regional office began developing this tool in collaboration with the BASICS II project.
The first draft of the tool was reviewed by an expert committee and by social communicators
of National Red Cross Societies of South America during regional meetings in Lima, Peru,
in November 2003.

The IMCI briefing package for
consultants was used in Ethiopia to
initiate activities to improve family and
community practices in the country.
Following the guidance of the briefing
package, a situation analysis was
conducted nationally as well as in two
districts. An orientation meeting was
then held for over 50 participants drawn
from officials and staff of the various
departments of the Ethiopian Ministry of
Health and other relevant ministries, as
well as district health management
teams, United Nations agencies,
multilateral and bilateral organizations,
and nongovernmental organizations.
During the orientation meeting the
results of the situation analysis were
disseminated, key family practices were
adopted and a national strategic plan
was developed. This was subsequently
followed by the development of a
national communication strategy, and
planning at district level for improving
family and community practices.

BOX 3.8  Early experience with the
IMCI Briefing Package in Ethiopia
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In August 2003, the Regional Office for the
Americas completed the development of local
community actors guides on the key family
practices for mayors, teachers, grass-roots
organization leaders, Red Cross Volunteers, health
services personnel and community training
facilitators. An additional series of six guides for
different target audiences will be developed in 2004.

In the Eastern Mediterranean Region, the first
regional workshop on planning for the IMCI family
and community practices component
recommended that the regional office develop a
regional framework and planning guide to assist
countries to plan for this component. The regional
office developed a guide in 2003. The second
regional workshop on planning for the family and
community practices component was held in 2003
and convened representatives from six countries
within the region – the Islamic Republic of Iran,
Iraq, Oman, Saudi Arabia, the Syrian Arab
Republic, and Tunisia. During the workshop, each
of the participating countries developed a plan of
action for the IMCI family and community
practices component.

With support from CAH headquarters, the
Regional Office for Europe designed a workshop
format for initiating interventions to improve
family and community practices. The format was
used to conduct three national workshops in
Kazakhstan, Tajikistan and Uzbekistan. The
primary outcome of the workshops was a
framework for prioritizing, planning and
coordinating community interventions at national
level.

In the South-East Asia Region, a review of the
key family and community practices brought to
light 30 key messages for strengthening these
practices. The messages were incorporated in an
illustrated guide for use by community-based
volunteers. The Regional Office for South-East Asia
produced a booklet entitled IMCI in the hands of
families. The regional office also began developing
a three-day counselling course on infant feeding
and care-seeking practices for various community
cadres, and further adapted the regional basic
health workers training package for use by
community-based workers (Box 3.9).

In the Western Pacific Region, the Regional
framework for community IMCI, developed at the
regional nongovernmental organization

The results of a baseline study in Matlab, Bangladesh, showed
that only 4% of caregivers sought care from a trained provider
for their sick children. The study also showed that 34% of children
were wasted, and 55% were stunted.

The Government of Bangladesh, therefore, identified the following
two areas as immediate priorities:

improving care-seeking behaviours, particularly for acute
respiratory infections and diarrhoea;

improving breastfeeding and complementary feeding to
prevent malnutrition.

After conducting and analysing formative research, components
of a comprehensive strategy for community IMCI in Bangladesh,
and possible delivery channels for interventions, were identified.

The strategy is based on three complementary approaches:

behaviour change communication that will ensure the
harmonization and dissemination of key messages on caring
practices that are beneficial to the young child;

community mobilization, whereby mother support groups, peer
counsellors and other community groups will be strengthened
or established to support caregivers and family networks in
applying good child care practices;

improved access to community-based health services by
strengthening the skills of existing community-based health
workers in the public and private sectors.

The intervention design was carried out in a participatory manner,
using the results of the formative research and in close
consultation with community members, community-based health
staff and partners. This provided an excellent opportunity for
building awareness, consensus and ownership of the
interventions.

The initial set of interventions selected for implementation in
Matlab include:

advertising health facilities having IMCI-trained workers to
the public through existing community-based workers;

training community-based workers in counselling and problem
solving on breastfeeding, complementary feeding and care-
seeking;

supporting village-level community meetings to help create
an environment for good caring and care-seeking practices;

providing training to local village practitioners with the aim of
decreasing harmful practices and increasing referrals of
severe illness cases to referral facilities;

using community theatre to increase awareness and
motivation for good caring and care-seeking practices;

dedicating a team of qualified supervisors to support
community activities and sustain adequate implementation.

A variety of materials and job aids were developed to help
community workers and supervisors deliver the above
interventions. Monitoring is showing positive results, suggesting
that it is possible to integrate counselling support and messages
into the activities of existing community-based workers and
groups.

BOX 3.9  Supporting families and communities to
provide better care for their children: a community-based
intervention trial in Bangladesh
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consultation on community IMCI, was reviewed externally and released as a publication of
the WHO Regional Office for the Western Pacific in 2003. The regional office introduced
the framework to child health programme managers and partners during the second IMCI
workshop in Manila, Philippines, in August 2003, and distributed it for use as a tool to
assist countries in planning and implementing IMCI activities to improve family and
community practices.

At country level, Mongolia, Papua New Guinea, the Philippines, and Viet Nam made
particular progress in this component of IMCI. In Mongolia an IMCI caregiver’s manual
and video were developed. Caregiver training was conducted in IMCI districts and provinces.
In 2002, WHO assisted the Mongolian Ministry of Health in integrating IMCI into the
participatory hygiene and sanitation transformation (PHAST) approach. The Ministry of
Health made plans to develop a new IMCI/PHAST manual using PHAST tools. In Papua
New Guinea a baseline study on community and family practices was conducted and the
results of the survey are being used by a subcommittee of the national IMCI task force to
plan activities in the country for improving family and community practices. Similar baseline
studies were also conducted in the Philippines. In Viet Nam, activities to improve family
and community practices began in 2003, resulting in simultaneous implementation of the
three IMCI components. In May 2003, a workshop on household and community IMCI
was held in Ha Noi with technical support from WHO consultants. A community IMCI
subgroup was established with participation of the Vietnamese Ministry of Health and its
relevant institutes, the IMCI technical group and agencies, and nongovernmental
organizations that are involved in community child health. Development then began on
guidelines for implementation, indicators, survey questionnaires and other tools for
monitoring, to use in pilot areas during the next two years.

Improving health systems support

According to WHO, health systems have the following four functions:

stewardship, which involves managing resources, power and expectations;

resource generation, which focuses on investing in people, buildings and equipment;

financing, which concentrates on raising, pooling and allocating revenues to
purchase services;

service delivery, which focuses on delivering services that meet the needs of both
individuals and populations.

During the biennium the Department increased efforts to provide technical support to
regions and countries in order to strengthen the capacity of health systems to prevent and
manage major childhood illness and malnutrition. This work was facilitated by an increasing
interest in regions and countries in developing evidence-based child health policies and
strategies designed to reach the Millennium Development Goals.

The main areas of work covered during the biennium to strengthen health system support
to child health were coordination, partnerships, policy development, innovative financing,
estimates of human resource needs, human resource development, strengthened supervision,
approaches to continuous quality improvement, social communication, monitoring,
evaluation, operational research, and sharing of experiences to inform programme
development.

In the African Region, the IMCI and Malaria Units furthered their collaboration. The
Fourth Joint Task Force Meeting was conducted in Harare and attended by over 150
representatives of countries, United Nations agencies, multilateral organizations, bilateral
agencies, nongovernmental organizations and private voluntary organizations. In addition,
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representatives of the Malaria Unit participated in the IMCI Unit’s regional planning meeting
and vice versa. At country level, activities to prevent and manage childhood malaria were
expanded through joint planning and implementation in collaboration with partners in
Ghana, the United Republic of Tanzania, and Zambia.

The IMCI Unit continued its effort to facilitate the exchange of
experiences among countries through IMCI focal persons meetings and
the publication of quarterly IMCI newsletters in English, French and
Portuguese. Focal persons meetings were held in Benin and Zimbabwe for
francophone and anglophone countries, respectively. In addition, joint
reviews of IMCI progress with implementing partners were instrumental
in strengthening existing partnerships and soliciting new partner support.

The IMCI Unit of the Regional Office for Africa made significant
progress throughout the biennium in mobilizing funds at national level to
scale up the implementation of IMCI. For example, IMCI activities were
incorporated into sector-wide approaches in the United Republic of
Tanzania, the poverty reduction strategy paper in Malawi (see Box 3.10),
and the activities of the Global Fund to fight AIDS, Tuberculosis and
Malaria in Zambia. Opportunities for incorporating IMCI in the activities
of the Fund include: orientation visits for new districts, case-management
training, supervision, community-based interventions such as use of
insecticide-treated bednets, and home management of malaria.

One of the important steps in implementing the strategy paper in
Malawi was the preparation of the essential health package. This is a
comprehensive package of basic, affordable and cost-effective health
services that have a synergistic impact on the prevention and cure of the
illnesses that pose the greatest danger to the majority of the population.
Every item in the package is essential and has to coexist with all the other
items, until the definition undergoes a review. IMCI activities were fully
incorporated in the environmental health policy and, therefore, are an
integral part of the national poverty reduction strategy paper.

To expand on the positive effects on health worker skills of follow-up
after IMCI training, the regional office started to assist with the
incorporation of routine supervision into district and country plans for
child survival. The regional office also supported activities to strengthen
integrated supervision of health-care providers in Kenya, Nigeria, and
the United Republic of Tanzania.

The regional office also developed a monitoring tool for child health
interventions in 2002, and began assisting 12 countries to implement the
tool in 2003.

The Regional Office for the Americas drafted an IMCI local planning
course, adapted from the local planning course for the control of diarrhoeal
diseases and acute respiratory infections. The IMCI course includes an
update on the IMCI strategy, a description of the new lines of action
being promoted at global and regional level, and an introduction to the
new structure of the regional office (see Box 3.11). External review and
field-testing of the course are planned for early 2004.

A document was approved by the Forty-fourth Directing Council held
at the WHO Regional Office for the Americas in September 2003 that
included a strong recommendation to countries to accelerate the approval
of health policies regarding IMCI as part of the basic standards for child

In Malawi, the poverty reduction
strategy paper presents an overarching
strategy that forms the basis for
activities by all stakeholders, including
the government. It represents a
consensus about how Malawi can
develop and achieve its core objective
of poverty reduction, forms the basis for
the annual mid-term expenditure
framework budget, and is updated on a
rolling basis with a comprehensive
review every three years.

BOX 3.10  Incorporating IMCI into
the poverty reduction strategy
paper in Malawi

To ensure that the IMCI strategy
receives the continuing national and
interagency support it merits, it is
necessary to provide national ministries
and collaborators with relevant cost
data. With this in mind, the WHO
Regional Office for the Americas worked
together with the Interagency Working
Group on IMCI costs, which includes
representatives from UNICEF, the
World Bank and USAID, to develop a
cost instrument. The instrument
consists of four modules designed to
capture costs related to early
implementation, costs related to
expansion, recurring costs, and
community costs. The instrument was
developed collectively in order to
increase interagency collaboration on
costs and facilitate comparability of cost
data used by different agencies.

The first three modules were developed
and field-tested in Asia and Africa. Field-
testing of the fourth module continued
during the biennium. In coordination
with BASICS-II, activit ies were
intensified to develop the community
tools. The next steps will include
additional field-testing, validation,
facilitator training and final development
of the costing guide.

BOX 3.11  Development of a
costing instrument for IMCI in the
WHO Region of the Americas
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care at first level health facilities. This recommendation will be part of a regional office
resolution to be presented to the Executive Committee in 2004.

In 2002, the regional office, BASICS-II and Rational Pharmaceutical Management Plus
established an Interagency Working Group on Essential Drugs. A meeting was held in June
2002 to review a plan of work. The tool on drug management for childhood illness, which
was developed by the regional office, BASICS II and other partners, was translated into
Spanish. The working group also initiated an indicator-based assessment in Peru of the
management of community drug supplies for childhood illness.

The Regional Office for the Americas continued distributing protocols for epidemiological
and operational research on IMCI. These protocols were adapted and used in countries to
conduct low-cost research on IMCI implementation. During 2003, results from several
studies were published in the regional IMCI newsletter, and presented at a national workshop
conducted by the Faculty of Medicine in Montevideo, Uruguay. The regional office began
developing additional protocols to cover the expansion of IMCI.

In the Eastern Mediterranean Region, governments recognized that the success of IMCI
depends on strengthening selected elements of the health system that relate to child health.
To identify gaps and initiate the process of health system strengthening, the regional office
promoted a systematic planning process at national and district (or provincial) levels.
Activities that receive special attention in all countries of the region include organization
of work at health facilities, flow of patients and task distribution, drug availability, referral
pathways, supervision, and Health Information System tools for recording and reporting.

IMCI teams at district level are encouraged to design a general scheme to organize the
work and flow of patients in health facilities based on task descriptions of staff and the
structure of health facilities. The application of this design is adapted for each health
facility. Figure 3.7 presents an example from Tunisia showing a model organization of work
and patient flow.

To strengthen referral pathways, orientation and training sessions on IMCI are conducted
for hospital staff. The regional office, together with the national IMCI team in Egypt,
developed a guide for district planning workshops on IMCI and a supervisory training
package. Regular supportive supervision was identified as a critical element to sustain
performance and quality of care. The IMCI team in the Sudan also developed IMCI-related
supervisory tools for national use.

Improvements in the Health Information System received attention in all countries in
the region implementing IMCI. Registers of children under 5 years of age, including the
IMCI classifications, monthly registers, referral notes and follow-up cards, were developed
as tools to monitor disease trends and the quality of care.

The Regional Office for Europe conducted a meeting in Almaty, Kazakhstan, in December
2003 to follow up on the regional assessment of paediatric care at first-level referral hospitals.
Participants of the meeting came from Kazakhstan, the Republic of Moldova, the Russian
Federation, and Uzbekistan to discuss standards, actions and indicators to improve the
quality of hospital-based paediatric care. Based on discussion in small groups, they defined
different ways of using the WHO referral care manual entitled Management of a child with a
serious infection or severe malnutrition: guidelines for care at the first-referral level in developing
countries and other relevant materials. As part of ongoing activities to improve the quality
of paediatric hospital care in Kazakhstan, hospital care was assessed after introducing
adapted clinical guidelines in a pilot district. Preliminary findings showed some use of new
clinical approaches. More detailed information is expected to be analysed in 2004.
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profiles in order to assist countries in formulating child health policies and strategies. During
the biennium, child health profiles were drafted for Bangladesh, Indonesia and Nepal. The
regional office also supported Bangladesh and India in incorporating routine supervision
into national and district-level plans.

In the Western Pacific Region, the second IMCI regional workshop and the fifty-fourth
session of the regional committee, held in 2003, served as catalysts for putting child health
higher on the public health agenda. They also supported and advanced the development of
a regional strategy for child survival. There is a need to develop a strategy that aims to
reduce childhood mortality in line with Millennium Development Goal Four. The strategy
should be outcome-oriented, allow for regular monitoring of progress using key child survival
indicators, and include the most important life-saving interventions.

A number of methods were used to ensure financing of IMCI implementation, such as
integrating IMCI into health sector development plans in Mongolia and Papua New Guinea,
incorporating IMCI into selected operational districts in Cambodia, and into the context
of primary health care in the Lao People’s Democratic Republic. Moreover, IMCI has been
incorporated into national health policy and strategic national documents in an increasing
number of countries, such as Cambodia, China, Fiji, Kiribati, the Lao People’s Democratic
Republic, Mongolia, Papua New Guinea, the Philippines, and Viet Nam.

During the biennium, the referral care manual, Management of a child with a serious infection
or severe malnutrition: guidelines for care at the first-referral level in developing countries, was widely
distributed in the Western Pacific Region and introduced in hospitals in a number of
countries. In Viet Nam, adaptation of the manual was used as an entry point to assess the
quality of paediatric hospital care and further develop a national strategy for quality

FIGURE 3.7  Tunisian model of work organization and patient flows

CHILD

Healthy Sick

Well child clinic

Vaccination

1. Registration/reception 1. Registration/reception

2. Screening - paramedic 2. Screening and decide - paramedic

4. Counsel - IMCI register - paramedic

5. Pharmacy

Physician available Physician absent

Health education - waiting area

 Growth monitoring
 Feeding recommendations
 Breastfeeding counselling
 Accident prevention
 Oral hygiene
 Care for development

Treat diarrhoea,
home care and

follow-up

Urgent referral
to

hospital

3. IMCI register
3. Counsel -
IMCI register

Urgent referral 3. Case management - physician



CAH PROGRESS REPORT 2002-200382

TE
CH

N
IC

AL
 S

U
PP

O
RT

 T
O

 R
EG

IO
N

S 
AN

D
 C

O
U

N
TR

IE
S

assurance of paediatric care. CAH helped to facilitate a regional workshop on the quality
of paediatric care in referral hospitals, and an assessment of the quality of paediatric care
in Cambodia and the Solomon Islands with the objectives of improving the quality of care
within the available resources and coming up with a system of standard treatment.

IMCI drugs are in the essential drugs list in 10 of the 12 countries in the Western
Pacific Region. In Solomon Islands, drugs such as amoxycillin are not always available. In
the Philippines, nalidixic acid is not available, and in the Lao People’s Democratic Republic
the multivitamin recommended by IMCI is not available.

Improving the skills of health-care providers

More than 25 000 first-level health workers have been trained in IMCI in the African
Region. Almost 70% received at least one follow-up visit after training. Seven countries –
Angola, Burkina Faso, Chad, Equatorial Guinea, Guinea, Guinea-Bissau, and Mauritania –
conducted their first IMCI case management and facilitation skills courses. The WHO
Regional Office for Africa supported the Gambia, Mauritania, Sao Tome and Principe, and
Swaziland in conducting IMCI case management and follow-up after training. In addition,
the regional office supported more than seven other countries in further building capacity
for IMCI training and follow-up at national level.

During the biennium, intercountry IMCI case-management courses were held in Nigeria
and Zimbabwe for anglophone countries, and in Benin and Togo for francophone countries.
To more efficiently train senior-level medical staff and decision-makers, five countries –
Benin, Eritrea, Kenya, Malawi, and Mozambique – conducted an abridged six-day IMCI
course.

Sustainability of IMCI interventions was further enhanced through ongoing introduction
of IMCI into the undergraduate curricula of medical, nursing and other health professional
schools. Orientation and planning for IMCI pre-service training was conducted in Angola,
Botswana, the Democratic Republic of the Congo, Ghana, Kenya, Madagascar, Mali, Sao
Tome and Principe, and Zimbabwe. IMCI pre-service training was established in Namibia,
Nigeria, Senegal, and Zambia. In 2002, a workshop on introducing IMCI into pre-service
education was held in the Niger for representatives from several francophone countries. A
similar workshop was held in Zimbabwe for representatives from 13 anglophone countries.
In addition, a regional workshop was conducted in Zimbabwe in 2003 to build a pool of
WHO staff and consultants capable of providing technical assistance for IMCI pre-service
training.

Since IMCI was introduced in the Region of the Americas, more than 60 000 health
workers have been trained in 17 countries. Health workers have been trained through in-
service clinical courses, pre-service and postgraduate academic programmes, as well as
through congresses, workshops, seminars and other medical meetings. Most of the training
in 2003 was conducted as part of the expansion phase of IMCI within countries. Some
clinical courses were supported at regional level in order to reinforce the pool of coordinators
and facilitators for IMCI courses.

Experience throughout the biennium with the IMCI interpersonal communication tool
called Talking with mothers demonstrated a need to encourage a more open communication
process between health professionals and caregivers of children. An expert meeting to review
and update the tool is expected in early 2004.

A number of advances were made in incorporating IMCI into the teaching agendas of
faculties of medicine and schools of nursing. According to country data, IMCI is part of
undergraduate and postgraduate courses in more than 100 medical faculties in 13 countries.
It is also taught in more than 50 schools of nursing. A draft report of a regional survey on
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the teaching of paediatrics in nursing schools was discussed with representatives of the
Latin American Association of Nursing Schools. Based on the findings of a similar survey
of medical schools, the Regional Office for the Americas signed an agreement with the
Latin American Association of Paediatrics to work together in making IMCI and other
strategies for child survival part of the teaching of paediatrics in all faculties of medicine in
the region.

The Department assisted the Eastern Mediterranean Region in conducting a regional
consultation for seven countries on strengthening the teaching of outpatient paediatrics
using the IMCI approach. The consultation reviewed country experiences with IMCI
teaching and planned for continued strengthening of academic programmes. Following the
consultation, three additional medical schools incorporated the IMCI approach into their
paediatric teaching curriculum – two in the Sudan and one in Egypt. At the end of the
biennium, a total of 15 medical schools – in Egypt, the Islamic Republic of Iran, Morocco,
Pakistan, and the Sudan – were teaching IMCI. In the Sudan, the national IMCI team,
with technical input from WHO, conducted an orientation of staff from schools for medical
assistants.

During the biennium, more than 2000 health-care providers were trained in IMCI and
received follow-up visits in the European Region. In 2002, the Regional Office for Europe
supported the first national IMCI courses in four countries – Azerbaijan, the Russian
Federation, Tajikistan, and Turkey. In addition, the regional office supported courses in
follow-up after IMCI training in eight countries – Albania, Armenia, Azerbaijan, Georgia,
the Russian Federation, Tajikistan, Turkey, and Turkmenistan. A subregional pre-service
education workshop was held in Kazakhstan in August 2002, which was co-facilitated by a
consultant from the Eastern Mediterranean Region.

Since the introduction of IMCI in the South East Asia Region, more than 7000 first-
level health workers, and 13 000 basic health workers, have been trained. In India, training
of first-level health workers began in three districts, following two national courses for the
training of trainers.

The Regional Office for South-East Asia also made progress in incorporating IMCI into
pre-service education, particularly in Bangladesh, India, Indonesia, and Nepal. In India,
IMCI was incorporated into the teaching agendas of five medical schools. In Nepal, eight
medical schools and The National Institute of Public Cooperation and Child Development
incorporated IMCI into their curricula. In addition, several faculty members from the
national institution responsible for the training of paramedical staff were trained in IMCI.
In Bangladesh, orientation and planning workshops were conducted for IMCI pre-service
education, followed by training of teaching staff and adaptation of the model chapter for
textbooks.

Approximately 14 000 health workers have been trained in IMCI in the Western Pacific
Region. Follow-up of health workers trained in IMCI varied in the region, from 0% of
trained health workers in the Solomon Islands to 90% in China and Mongolia. During the
biennium, IMCI in-service training continued in 12 countries – Cambodia, China, Fiji,
Kiribati, the Lao People’s Democratic Republic, Malaysia, Mongolia, Papua New Guinea,
the Philippines, Solomon Islands, Vanuatu, and Viet Nam. By the end of 2003, IMCI
training courses were mainly conducted at country level.

An emphasis was placed in the region on strengthening the teaching of child health in
medical, nursing and midwifery schools. In 2002, the regional office supported an academic
consultation in Malaysia on strengthening the teaching of child health that was attended
by representatives from ten countries of the region. The consultation endorsed the
incorporation of IMCI into pre-service curricula. During the biennium, seven countries
introduced or expanded IMCI teaching in undergraduate academic programmes – China,
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Fiji, the Lao People’s Democratic Republic, Mongolia, the
Philippines, Solomon Islands, and Viet Nam. In 2003, the
regional office provided technical support to Cambodia to
conduct a national orientation workshop on pre-service
education in medical and nursing schools. China and
Mongolia were supported in training faculty members in
IMCI.

In order to decrease the cost of IMCI training as well as
increase its sustainability and coverage, all regions carried
out activities during the biennium to identify, and in some
cases evaluate, alternative approaches to IMCI training. Box
3.12 gives examples of activities in this area.

Working with partners and donors to
implement IMCI

During the biennium, CAH continued to encourage and
support close collaboration with a number of partners
involved in child health. Partners and donors provided
technical and financial support to the implementation of
child health activities at global, regional and country levels.
CAH has a long-standing partnership with the International
Paediatric Association (IPA) and the International Union
against Tuberculosis and Lung Disease (IUATLD). During
the biennium, CAH and IPA conducted a survey of IPA
member societies on improving the quality of hospital care
for children. The results of the survey will be presented at
the IPA triennial meeting in 2004. CAH also contributed to
the annual Lung Health Meetings organized by IUATLD,
by organizing relevant symposia on child lung health, and
worked together with IUATLD on a project in Malawi to
improve the hospital management of pneumonia and other
lung diseases.

Some examples of collaboration with partners and donors
at regional and country level are listed below.

In the African Region:

The IMCI and Malaria Units of the Regional Office
for Africa furthered their collaboration through joint
planning and implementation in collaboration with
partners in Ghana, the United Republic of Tanzania,
and Zambia.

A third annual meeting to assess progress in seven
countries, supported by the United Nations
Foundation/United Nations Fund for International
Projects in implementing the family and community
practices component of IMCI, was conducted in
Uganda in collaboration with UNICEF.

In the African Region, an IMCI short interrupted
course was developed in Uganda and evaluated in
2002. The short interrupted course is conducted in three
phases: three days of residential training, followed by
a one-week break when the participants return to their
health facilities and practise what they have learned
under the supervision of mentors, followed by three
more days of residential training. The evaluation found
that the performance of the participants was satisfactory
despite inadequate support by the mentors. The cost
of the training was significantly lower than the 11-day
course.

Also in Africa, a six-day course for first-level health
workers was developed and field-tested in Nigeria in
2003. The field test showed that, although there was  a
considerable decrease in cost compared with the
standard 11-day course, participants found the subject
matter too concentrated and difficult to comprehend in
the time provided. The material developed for the
course will be revised before being used for future
training courses.

The Regional Office for the Americas worked
together with Pennsylvania University in the United
States of America to develop a proposal for distance
learning on IMCI. The distance learning package will
include generic materials and methodologies, including
self-instruction activities and practical activities to be
supported by clinical instructors.

In the Eastern Mediterranean Region, courses of
varying duration were developed for IMCI clinical
training. Because first-level health services in the region
are typically staffed by providers with relatively higher
levels of undergraduate training (e.g. physicians,
nurses) compared with other regions, the trend in the
region has been towards shorter courses of 7–9 days
combined with regular supportive supervision after
training. For example, the Islamic Republic of Iran
adopted a tiered approach to training that includes on-
the-job training supported by follow-up visits for
paramedical staff, 5-day training courses for physicians
and 2-day or 3-day training courses for paediatricians.

In the European Region, a study in Kosovo, which
compared the performance of physicians trained in an
11-day IMCI course with those trained in an 8-day
course, found no difference in performance. These
results confirm that physicians can be trained in shorter
courses. The results, however, do not imply that the
same results would be achieved among health workers
with less previous training, such as nurses and clinical
officers.

In the South-East Asia Region, the Indira Gandhi
National Open University in India incorporated IMCI into
a distance learning programme for doctors and nurses.
Each year, hundreds of practising health-care providers
are trained through that university programme.

In the Western Pacific Region, the Philippines began
developing an on-the-job training course for IMCI.

BOX 3.12  Examples of alternative approaches
to IMCI in-service training
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In the Region of the Americas:

The Regional Office for the Americas continued a five-year (2001–2006)
collaboration with the American Red Cross to support the Healthy Children: Goal
2002 initiative.

A memorandum of understanding was signed with the International Federation of
the Red Cross and Red Crescent in May 2002, to collaborate in four priority
technical areas: IMCI, HIV/AIDS, disaster preparedness, and blood banks.

In the Eastern Mediterranean Region:

Based on the recommendations made during the intercountry meeting held in
Tunisia in 2003 on IMCI sustainability and scaling up, the Regional Office for the
Eastern Mediterranean began working with governments and partners to develop
national child health policies. The objectives of this work are to assess and bring
together the main elements and issues related to child care, and to develop a
document that guides all stakeholders to decide about investments in a consistent
and coherent manner.

In the European Region:

The Regional Office for Europe conducted a meeting of partner organizations that
are involved in improving maternal and child health in the region. Participants in
the meeting, which was held in Stratford-upon-Avon, United Kingdom,
recommended ways to scale up WHO strategies for maternal and child health,
and to better coordinate support to countries.

USAID, through the ZdravPlus project and Project Hope, was a major partner in
IMCI implementation, particularly in Central Asia and Kazakhstan, supporting
activities within both the community component and the health worker skills
component of IMCI.

The regional office, together with CAH and in collaboration with UNICEF,
conducted activities to launch IMCI care for development in Kazakhstan,
Kyrgyzstan, Tajikistan, and Uzbekistan.

In the South-East Asia Region:

An intercountry meeting on Roll Back Malaria and IMCI was held in November
2002, which led to the development of a strategic framework for collaboration on
Roll Back Malaria and IMCI.

In the Western Pacific Region:

The second regional workshop on IMCI brought together representatives of 12
countries with representatives of partner agencies in child health to review progress,
draw lessons learned, share materials, tools and methods, and discuss strategies to
scale up IMCI in the region.
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Adolescent health and development
CHAPTER  4

HIGHLIGHTS OF 2002–2003

Together with other concerned WHO headquarters departments, regional
offices and selected country offices, CAH developed a WHO strategy for
addressing HIV infection among young people. This strategy focuses on
supporting and accelerating health sector action in three key areas: strategic
information, services and supplies, and supportive evidence-based policies.
Activities were initiated in five countries.

Guidance for assisting managers make services more adolescent-friendly
was developed and tested, along with initial measures of quality, coverage
and cost.

Consensus was reached on areas and population groups requiring more
attention to achieve key health outcomes concerning adolescents (i.e.
sexuality, maternal mortality, married adolescents, the very young
adolescent).

The Department completed reviews of determinants of adolescent sexual
and reproductive health behaviours, and of the effectiveness of interventions
designed to improve those behaviours.

The Department conducted four multi-country measurement workshops
to strengthen monitoring and evaluation within adolescent health and
development programmes in 10 countries using the Mapping Adolescent
Programming and Measurement approach.
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Within the Department of Child and Adolescent Health and Development, the Adolescent
Health and Development (ADH) team is working on: adolescent development; addressing
the challenge of adolescent sexual development and health; increasing attention to
adolescents in the health sector; and strategic information to support programming for
adolescents.

Adolescent development

Adolescence is characterized by rapid change, when events and experiences have significant
implications and consequences for later life. As adolescents develop, they adopt new roles
of social responsibility, take advantage of opportunities and acquire skills necessary for
functioning in adult life. They also further develop their individual identity, which serves
to organize experiences and guide behaviour through much of adulthood.

Systematic research on this developmental period between childhood and adulthood
has been limited. During the biennium, the Department identified determinants of healthy
adolescent development, and developed tools for measuring those determinants.

Supporting healthy development: examining the determinants of
adolescent behaviour
It is uncontested that behaviours such as unsafe sex, smoking, alcohol and drug use can
have a negative effect on the current and future health and development of adolescents.
Recent efforts to identify the determinants of such key risk behaviours have confirmed the

important influence of the immediate social environment. Within the immediate
social environment, the parent–adolescent relationship and a positive school
environment have been shown to be particularly powerful. Evidence from 53
countries and territories demonstrates that those adolescents who have a positive
relationship with parents that includes connection and regulation (see Box 4.1),
and those who feel connected to their school, are less likely to initiate sexual
activity early, to use such substances as tobacco and alcohol, or to experience
depression.

Throughout the biennium, the Department continued to explore selected
characteristics of the parent–adolescent relationship in order to develop
interventions to support these relationships. Indicators and tools for assessing
connection and regulation were developed through international consultations
with partners. Reviews of literature and of existing measures and instruments
from multiple sources helped to ensure that the outcome would be applicable
to different cultures. The indicators will be assessed for regional and global
relevance during upcoming field tests of a draft instrument.

In addition, the Department provided assistance to a project that examined
the determinant of “agency”. During 2002, the Population Council field-tested
an instrument for measuring agency in Upper Egypt as part of intervention
research on the development of adolescent girls. CAH assisted in the design of
the monitoring and evaluation framework for this project and plans to support
the further validation of the instrument in other countries.

Participation is closely related to the concept of agency (see Box 4.2) and
has become one of the axioms of policy and programme development. While it
has intuitive appeal, and while examples of this practice do exist, the
documentation, monitoring, and evaluation of participation have not been
systematic.

Agency: the perception of having some
degree of initiative and control of events
affecting one’s life. It is related to other
notions, such as feeling “empowered”,
“instrumental”, “efficacious” or having an
“internal locus of control”.

Participation: Adolescents partaking in
and influencing processes, decisions and
activities.

BOX 4.2  Key developmental
determinants

Connection: the positive, stable,
emotionally close relationship of
adolescents with “trusted” adults in their
lives.

Regulation: the provision of direction,
structure and boundaries related to
adolescents’ behaviour through the
communication of expectations, and
through the monitoring and enforcement
of their behaviour by social systems (e.g.
family, political, and legal).

BOX 4.1  Key behavioural
determinants
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To expand the evidence base on this determinant, CAH continued activities to improve
the measurement of adolescent participation in the delivery of interventions designed to
improve both the health and development of adolescents. The Department organized a
consultation of experts from Argentina, the United Republic of Tanzania, Turkey, the United
States of America, UNICEF and UNFPA, to identify a set of measures that capture the
process of participation, and the effect of participation on individuals, programmes, and
the wider sociocultural environment. CAH commissioned two literature reviews to compile
the available evidence of the effects of adolescent participation on adolescents themselves,
and on the effectiveness of programmes designed to improve their health and development.
In collaboration with UNICEF in Bangladesh and Mongolia, CAH supported the
development and testing of indicators for measuring the process and effects of adolescent
participation. CAH, together with YouthNet (Family Health International) and USAID
held a follow-up consultation that brought together a wide range of organizations and
agencies involved in programme implementation and research, including UNICEF, UNFPA,
ICRW, Harvard University, IPPF, IICRD, SCF-UK and SCF-US. The work undertaken and
supported by CAH provides the basis for shaping future work on measuring adolescent
participation. The participants formed an informal network for sharing knowledge and
practices, as well as a research group charged with providing evidence of the link between
increased participation and improved health outcomes.

In addition, during the biennium, evidence related to the effect of adolescent participation
was collected in the European Region through Health Behaviour of School-aged Children
surveys in 28 countries. The results show that students who participate in setting the rules
at school feel more satisfied with their schools and report a slightly higher quality of life.

Improving help-seeking behaviour of adolescents
One of the characteristics that differentiate adolescents from children is their increasingly
autonomous behaviour. This manifests itself in a variety of ways, such as how they seek
help when they perceive a need.

In order to gain a better understanding of the help-seeking behaviour of adolescents,
the Department conducted a review of programmes that sought to improve these practices.
An abbreviated version of this review was submitted for publication in a peer-reviewed
journal. Results from the review continue to shape other work, in particular that related to
making health services more responsive to the needs of adolescents, and the agenda for
operations research.

Improving the development of adolescent boys
A manual for health educators on HIV and adolescent boys was completed as the last in a
series of five manuals. The set of manuals addresses sexual and reproductive health, violence,
mental health and substance use, and child care and fatherhood. All of these manuals
examine how masculinity influences young men’s health and development through their
relationships with others.

An intervention development project focusing on increased use of health services by
adolescent boys was initiated in Brazil. The project is developing interventions in three
models of health services, reinforced by interventions in the community. The effect of
these interventions on the use of health services by adolescent boys will be monitored, and
results will be become available during 2004.

An innovative project to promote healthy masculinity focuses on strategies to reach
adolescent boys by training soccer coaches. A technical steering committee developed the
content of this material and a first draft was tested in Chile. The second steering committee
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meeting, in Argentina, reviewed the results of the test and developed a plan for field-testing
the curriculum. This will be done in 2004 in six Latin American countries, in collaboration
with national soccer and trainers associations, football clubs and public health and sports
entities. An evaluation protocol to measure the effect of the intervention is under
development.

Meeting the development and participation rights of adolescent girls
In many parts of the world, deep-rooted traditions of patriarchy and subordination of
women make it difficult for girls to develop to their full potential. In recognition of this, 11
countries (Bangladesh, Benin, Burkina Faso, Jordan, Malawi, Mali, Mauritania, Mongolia,
the Russian Federation, Sao Tome and Principe, and Senegal) and the West Bank and
Gaza Strip have initiated projects with the support of the United Nations Foundation
(UNF), UNICEF, UNFPA, and WHO. In two countries, Mauritania and Mongolia, the
WHO Country Office is actively contributing to the project. The project aims to develop
multisectoral programmes and activities to improve the development and health outcomes
of adolescent girls (and boys in some countries).

In the biennium, the Department collaborated with UNICEF, UNFPA, WHO regional
and country offices and the Government of Bangladesh to organize an intercountry meeting
to:

share experiences, review interventions and strategies, and identify lessons learned
from the participating countries;

build networks and connections between countries and organizing partners to
strengthen programme implementation through the exchange of information;

identify needs for technical support;

define indicators to measure the impact of the project;

hear the views and experiences of adolescents who were taking part in the project.

A report of the workshop and an advocacy document are available from CAH on request.
CAH supports the measurement aspects of the project in selected countries and assists

in assessing global aspects. During the biennium, the Department also organized three
intercountry workshops in Jordan, the Russian Federation, and Senegal to:

introduce the Mapping Adolescent Programming and Measurement approach –
developed jointly by WHO and UNICEF – to country partners;

enhance programme measurement plans and overall measurement capacity at
national level;

provide a common framework for consolidating at a global level the results from
the project on adolescent girls.

During the workshops each country team used the Mapping Adolescent Programming
and Measurement framework to map its current activities, selected indicators and discussed
means to measure them, and identified areas where additional support may be needed.
Based on these initial assessments, CAH and partner United Nations agencies supported
follow-up activities to strengthen measurement efforts within the country projects and to
contribute to the global assessment of the project. For example, Mongolia and the Russian
Federation are assessing the health services component of the project. Bangladesh and
Mongolia have conducted evaluations of the participation aspect of the project, and in
Mongolia a national survey has been supported to review results against the initial baseline.
Support was provided to Jordan to use data from the first phase of the project to guide



91CHAPTER 4    ADOLESCENT HEALTH AND DEVELOPMENT

assessment of the subsequent phase. In Senegal, the mid-term review was strengthened
and the Mapping Adolescent Programming and Measurement framework was used during
the end-of-project evaluation. CAH is also supporting an assessment of selected aspects of
the global level activities of the project, including technical support provided to countries,
and interagency collaboration.

Addressing the challenge of adolescent sexual development
and health

Behaviour, including sexual behaviour, adopted during adolescence has significant
implications for health and development during adolescence and adulthood, and for future
generations. Unsafe sex – which can lead to sexually transmitted infections, HIV infection,
and unwanted and unsafe pregnancy – sometimes occurs in conjunction with substance
use, and often in combination with sexual coercion and violence.

Of the total global burden of disease, 7% of HIV infection, 19% of sexually transmitted
infections, and 15% of dangerous maternal conditions (including abortion, sepsis, and
haemorrhage) are among adolescents. This is not the whole story, however, as more than
50% of all new HIV infections and 30% of new sexually transmitted infections occur among
young people, An estimated 69 000 maternal deaths occur annually among adolescents,
representing 13% of all maternal mortality (1999 data).

In the decade after the 1994 International Conference on Population and Development,
CAH examined important gaps and challenges in programming for the sexual and
reproductive health and development of adolescents. This was, in part, to ensure that more
attention was paid to adolescent sexual and reproductive health. CAH also helped to foster
a more coordinated approach to WHO work on adolescent sexual and reproductive health,
through thematic working groups such as the Adolescent Pregnancy Working Group and
the Action Team on Young People and HIV, and through the organization, in conjunction
with the WHO Department of Reproductive Health and Research, of technical meetings
such as the workshop on meeting the Millennium Development Goals on maternal mortality,
and the technical consultation on married adolescents. The Department made substantial
input into various areas of work of the Department of Reproductive Health and Research,
notably its work on a strategic approach to Making Pregnancy Safer, and its Strategic
Partnership Programme with UNFPA.

The main objectives of promoting healthy adolescent sexuality and development are:

preventing early initiation of sex;

promoting safe sex when sexual activity starts;

reducing the morbidity and mortality associated with sexual and reproductive
activity among adolescents.

The main areas of CAH work in the biennium towards achieving those objectives can
be summarized as:

promoting the recognition that adolescent sexuality and sexual development are a
public health issue;

focusing attention on neglected populations;

strengthening the evidence base for action;

reviewing experience and generating new knowledge on the implementation of
adolescent sexual and reproductive health programmes;

strengthening capacity in countries for accelerated action on adolescent sexual
and reproductive health.
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Promoting the recognition that adolescent sexuality and sexual
development are a public health issue
CAH and the Department of Reproductive Health and Research jointly organized a technical
consultation on sexual health that defined the principal differences between adolescent
and adult sexuality. The results of the consultation highlighted the following characteristics
and needs.

Differences between adolescent and adult sexuality:

Adolescents have less power and fewer rights.

Adolescent sexuality is less accepted by society and family, with more restrictions
and social control.

Adolescents usually have to hide their sexuality.

In many circumstances, adolescents face severe social sanctions and retribution as
a result of sexual activity, especially if it occurs outside of marriage.

Access to information and services:

Adolescents lack information, skills and services.

Adolescents are less informed than adults about consequences of sexual activity.

Contraceptive use is low among adolescents.

Fewer resources are available to adolescents than to adults to address issues relating
to their sexuality.

Adults have more opportunities than adolescents to consult experts and seek help
for their sexual problems.

Influence of family, community, peers, media and communications on behaviour:

The family plays a greater role in an adolescent's life and in shaping an adolescent's
identity and behaviour than it does for an adult because the family is largely
controlled by adults.

Issues of intimacy, perceptions of roles, the influence of models, perceptions of
gender, and power as influenced by and mediated through family, community, peers,
and media and communications have implications for adolescent sexuality that
are different from those for adult sexuality, because adults are generally in control.

Characteristics of development:

Adolescents are still in the process of developing maturity.

Adolescents need models.

Adolescents are more concerned than adults about being accepted and understood.

Adolescents tend to explore and experiment.

Self-expression is primary for adolescents.

A feeling of autonomy is reassuring for adolescents.

Connection with adults and peers is very important for adolescents.

Implications of development:

Adolescents express sexuality mostly as feelings and thoughts, while adults express
sexuality more in behaviour and actions.

When adolescents do have sexual intercourse, it is often spontaneous, rather than
planned.

Adolescent sexuality may be a rite of passage.
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Adolescents lack experience and hence are subject
to the risks associated with first-time behaviour.

Long-term implications of sexual behaviour:

Sexual problems in adolescents may cause more
long-term effects, including psychological effects,
than in adults.

Focusing on adolescent sexual and
reproductive health in neglected population
groups
Bringing to light the importance of neglected population
groups of adolescents is one way to emphasize that
adolescent sexuality and sexual development belong in
the public health domain. With this in view, CAH held
two consultations: on very young adolescents (see Box
4.3); and on married adolescents. These consultations
brought together experts in research and programming to
examine evidence and lead to recommendations for
feasible action.

Most available information on adolescents concerns
the 15-19 year age group. Relatively little is known about
very young adolescents – those between 10 and 14 years
old – although this period presents particular opportunities
for influencing a range of health-related behaviours. Only
the WHO European Region has a specific monitoring tool
for this age cohort, called the Health Behaviour of School-
aged Children Survey. The tool systematically measures
indicators of health and development of schoolchildren
aged 11, 13 and 15 years, every four years, in more than
30 countries.

CAH, in collaboration with UNAIDS, UNICEF,
UNFPA, PATH, the Population Council and others,
collated evidence to clarify the context and circumstances
of the first sexual experience of the very young adolescent,
as well as the evolution of behaviour and development
from 10 to 14 years. The resulting advocacy document,
policy and programming examples, and pointers for future
research will be used in selected countries to better meet
the needs of very young adolescents and prevent problems
of adolescent sexual and reproductive health, including
HIV/AIDS.

Future work on this population group includes
collaboration with the World Association of Girl Guides
and Girl Scouts, and the Medical Women’s International
Association on the development of tools targeted to young
people and to health professionals so that
recommendations of the consultation on very young
adolescents are incorporated in the work of these large
organizations.

Adults have the best chance of connecting with and influencing
adolescents when the adolescents are in the 10–14 year age
group. This may be the last opportunity for some young people
to be protected from the dangers in their environment.

Development

Puberty brings rapid changes in the body. It makes young people
think and feel differently. Changes are related to bio-
psychological development and social influences. The young
adolescent increasingly takes risks. Those who mature early
are especially vulnerable.

The frontal lobe of the brain that governs reasoning is not fully
developed in young adolescents. It develops later in boys than
in girls. This might be why boys act impulsively. Most societies
expect girls to control their sexual feelings and actions. Boys
have diff iculty controll ing sexual feelings and receive
contradictory messages about sex.

Specific risks

Although most 10 year olds live at home, in some countries
only a minority live with two parents, and are still in school. Those
who are neither in school nor living with parents are probably at
higher risk.

Sexual activity among 10-14 year olds is much more common
than policy-makers recognize. High levels of sexual activity
before the age of 15 years are found in many different cultures
worldwide. Young people are at extra risk, especially girls who
have sex with older men.

The younger the age of sexual initiation, the more likely it is to
involve force or coercion. Among adolescents, the most common
victims of sexual abuse are young people just past puberty

Early marriage may result in too early sex, which is damaging
for a young adolescent girl’s development. She is also at risk of
too early pregnancy or sexually transmitted infections.

Young adolescents aged 10-14 years, especially boys, are at
high risk of accidents. From the age of 13 years, boys are at
added risk of injuries from guns and knives.

The ages 10-14 years are when young people first find the idea
of smoking attractive. Banning tobacco advertising, increasing
taxation and creating smoke-free areas are effective ways to
support young people.

Some injecting drug users start to inject under the age of 14
years. Early drug use, alcohol use or depression suggest that
greater problems are more likely later.

Programming
Telling young people to abstain from sex is not enough. Young
adolescents need support from adults to delay their first sexual
experience. A two-year delay can make a difference to the
psychological and physical health of a young adolescent.

Programmes for prevention need to be directed towards young
people before their problems become chronic. The 10-14 year
age group is the best time to do this, and a broad range of actors
(such as parents and other trusted significant adults) should be
targeted when designing programmes for very young
adolescents.

BOX 4.3  Key messages emanating from the CAH
consultation on very young adolescents



CAH PROGRESS REPORT 2002-200394

While many programmes target unmarried adolescents, married adolescents represent
the majority of sexually active adolescents in most parts of the world. Little is known about
the factors that prevent married adolescents from accessing preventive and curative care or
help them to do so. Moreover, the services that they do access are generally tailored to the
needs of adults. In preparation for a technical consultation in 2003, CAH contributed to
the development of background papers on the evidence and experience for re-configuring
programming to better meet the needs of married female adolescents, particularly in relation
to safe motherhood, family planning, HIV/AIDS, gender-based violence, and human rights.
Attention was also given to programming for young married men.

The consultation on married adolescents, held in collaboration with UNFPA and the
Population Council, brought together the best evidence and expertise. It resulted in
recommendations for actions to ensure that on-going global programmes reflect the special
vulnerabilities and opportunities that marriage confers on adolescents.

Young mothers at the beginning of their reproductive lives contribute disproportionately
to maternal mortality and morbidity and are not targeted by existing programmes.

Some opportunities of marriage for healthy childbearing are:

improved economic status

more value than single women

legitimate sexual relations.

Risks include:

pressure to prove fertility

lack of value, power in husband's family

programmes to broaden opportunities may be seen as undermining tradition

little bargaining power to protect from reproductive tract infections

long-term effects for adolescent, child, family and community.

The consultation on married adolescents analysed policy gaps, and produced initial
recommendations on how the gaps can be filled. Married adolescents often are not reached
by adolescent reproductive health programmes. The unique needs of married adolescents
are not necessarily recognized or given priority by safe motherhood initiatives and maternal
and child health programmes. In addition, common HIV prevention messages are not
necessarily pertinent to married adolescents.

Initial thoughts on how to fill these gaps included:

pre-marriage options

interventions at the transition to marriage

policies to make the first year of marriage a safety period

support to first births and beyond.

Strengthening the evidence base for action for adolescent sexual and
reproductive health
The Department initiated literature reviews in three broad categories: determinants of
sexual behaviour in adolescents; effectiveness of interventions; and experience of
implementing programmes on adolescent sexual and reproductive health. The results of
these reviews will be used to develop advocacy and programming briefs for those aiming to
address a range of health outcomes among young people, including the reduction of maternal
mortality and of HIV transmission.
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Individual-level determinants of sexual behaviour
The review of individual-level determinants of sexual behaviour was completed in 2003.
The health and behaviour outcomes covered included initiation, frequency of sex, number
of sexual partners, use of condoms and other contraceptive
methods, pregnancy, childbearing, abortion, sexually transmitted
infections and HIV, sexual coercion, sexual abuse and commercial
sex work. Preliminary findings confirmed conclusions from other
major reviews on the importance of families, schools, community
connections and beliefs (see Box 4.4). The review paper will be
completed and an abbreviated version prepared for broader
dissemination. There are also plans for regional dissemination
of the information, including to research institutions and
researchers.

Non-individual level determinants of sexual behaviour
Contextual factors may be structural, cultural, economic, or
political. The importance of these factors in determining heath,
particularly sexual health, has increasingly been taken into
account in recent years, partly because of the recognition that
individual behavioural choice in relation to sexual matters is
not the singular factor driving the HIV pandemic. For this reason,
CAH initiated a literature review that brings together the body
of knowledge on contextual factors that affect the sexual health
of young people. The key question of the review concerned the
contextual factors affecting risk-taking, sexual vulnerability and
related behaviour.

Selected findings from the review show that social and
contextual factors influencing vulnerability are often the same
for HIV, sexually transmitted infections, unwanted pregnancy
and sexual harm, though sometimes to varying degrees. The
factors that affect young people are usually those that affect
adults. However, for young people, vulnerability is exacerbated
by cultural understandings that position them as immature and
irresponsible, or by legal and policy restrictions that are based
on these assumptions.

The review paper will be finalized and an abbreviated version
will be developed for broader dissemination in 2004.

Effectiveness of interventions
The review of the literature on the effectiveness of interventions
directed at sexual behaviour covered both interventions at the
individual level and actions aimed at influencing social or
contextual factors (see Box 4.5).

Most of the studies on individual factors were from the
United States, but there were also a few from other developed
countries and some from developing countries. The paucity of
studies clearly demonstrates the importance of conducting more
rigorous research on interventions for young people in the
developing world. Twelve recent studies of particular interest

At the individual level, key risk factors included being an
older adolescent and being male, early puberty,
unemployment, perception of HIV risk, history of a
sexually transmitted infection, unprotected anal sex, high
number of sexual partners, and use of tobacco, alcohol
and other drugs. Four individual-level factors emerged
as being significant protective factors: education,
knowledge about contraception/condoms, positive
attitudes about using condoms/contraception, and regular
use of condoms.

At the peer and partner level, two protective factors
emerged as being key: the perceived sexual behaviour
of friends, and partner approval for using condoms/
contraception.

At the family and household level, two protective factors
were found important: living with both parents, and living
in an urban area. Living with both parents, in particular,
was found to be a very strong factor.

At the community level, very few factors were examined
and thus no conclusion was reached on what community-
level factors, if any, are important for adolescent sexual
and reproductive health in developing countries.

BOX 4.4  Risk and protective factors for adoles-
cent sexual and reproductive health in developing
countries: excerpts from a draft report based on a
literature review

Characteristics of programmes that did not change
behaviour

focused mostly on increasing knowledge

only taught generic decision-making or communication
skills (not skills specifically about sexual behaviour)

did not give a clear message about sexual behaviour

were too short to include many activities

Characteristics of effective programmes

focused on reducing sexual risk-taking behaviour

based on theoretical approaches effective in other
areas

gave clear messages about sexual activity and
condom or contraceptive use

provided basic accurate information about risks of
unprotected sex, methods of avoiding unwanted sex,
and using condoms or contraception

addressed social pressures on sexual behaviour

BOX 4.5  Effectiveness of interventions directed at
sexual behaviour
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and wide geographical variation evaluated the impact of a variety of different types of
programmes (HIV school-based education; HIV community-based education; vocational
skills, non-formal education and family life education; training of physicians; training of
community family planning practitioners; training of trusted young parents as educators;
and support for adolescent mothers). Most of the successful interventions meeting the
criteria for inclusion in the review were curriculum-based school programmes. The
Department’s plans include further detailed analysis of the curriculum-based interventions
to explore what made them successful.

As the reviews of determinants have demonstrated, decision-making is influenced by
the social, political, cultural and economic context of young people’s lives. The review
examined programmes that attempted to answer the following questions:

What projects or programmes have been directed toward these contextual factors?

What impact can be attributed to these projects or programmes?

What key principles or common themes emerge from these projects or programmes?

The extensive review covered published and unpublished reports and evaluations of
relevant programmes, as well as interviews with programme staff. Preliminary findings
demonstrated a need for technical assistance in evaluating interventions that target
contextual factors. There was no evaluation of 69 of the 140 programmes covered by the
review. Experimental and quasi-experimental evaluation designs tend to control for social
and contextual factors, thus militating against assessment of their influence. Action is
clearly possible at all social and contextual levels. Policy and legislative initiatives are crucial,
but they are rarely evaluated. A contrary example is the recent federal evaluation of the
national programme for needle and syringe provision in Australia. This would seem to
indicate that where policy is controversial or expensive this could prompt evaluation.

The review paper will be completed and an abbreviated version prepared for broader
dissemination in 2004.

Experience of implementing programmes on adolescent sexual and reproductive
health
Implementation of programmes for adolescent sexual and reproductive health continues to
remain largely at the project stage, with few attempts or successes at scaling up. Based on
the recommendation of an interagency working group on adolescent sexual and reproductive
health, work continued during the biennium to establish a global forum on adolescent
sexual and reproductive health that would provide a means of identifying the gaps and
issues in programming and implementation, pool existing information on good practice,
create new knowledge required to address some of the gaps, and disseminate consolidated
information that would guide and assist managers and implementers at country level to
improve the effectiveness, quality and scale of their interventions on adolescent sexual and
reproductive health.

A review of information available electronically in the area of adolescent sexual and
reproductive health showed that, while plentiful, such information is primarily useful for
advocacy. Little information was found on intervention design and programme
implementation, and even less on how to solve specific problems faced by implementers of
programmes in countries. It was concluded that a number of electronic processes could
possibly support a forum for implementers of adolescent health programmes. Two methods
were explored for sharing information: an electronic network and programme seminars.
Cost and operational feasibility will be the primary factors in determining the appropriate
approaches to use. For this reason, a phased approach was adopted. A concept paper for
the forum was completed, and a web site designed.
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During the biennium, a review was completed on key issues
in the implementation of adolescent sexual and reproductive
health programmes (see Box 4.6).

Strengthening capacity for accelerated action on
adolescent sexual and reproductive health in
selected countries
Adolescents account for 13% of maternal deaths worldwide.
Maternal mortality among adolescents may ultimately make it
impossible to reach the Millennium Development Goal on
maternal mortality reduction. To complement a previous review
of the literature on pregnancy in adolescents, the Department
carried out an extensive review of programmes designed to
improve maternal and newborn outcomes. A technical working
group - combining experts from an interagency working group
on safe motherhood, and WHO regional and country staff –
identified the main types of interventions to be strengthened to
ensure that the special needs of pregnant adolescents and their
newborns are met.

Interventions to ensure better outcomes for pregnant
adolescents and their offspring include:

Make existing activities to promote safe motherhood –
in the areas of pregnancy, newborn, abortion, and
emergency obstetric services – more responsive and
accessible to pregnant adolescents and their offspring.

Provide information about rights and choices for
adolescents, including sexuality education.

Provide social support for pregnant adolescents, especially the very young.

Advocate and, if possible, ensure the enactment of policies and actions for:

universal education, including retaining/returning to school;

sexuality education to help prevent unintended pregnancy;

access to information and services for adolescents consistent with the evolving
capacity of the adolescent;

subsidy for care of pregnant adolescents.

Provide livelihood skills to adolescents, including those pregnant.

The Department plans to develop a package for advocacy and to further elaborate
these interventions, especially those relevant for health sector action and for WHO work.

CAH, in collaboration with the WHO Department of Reproductive Health and Research
(RHR), made progress in adapting the RHR strategic approach by developing an addendum
concerning adolescents. Preliminary discussions were held with two countries, Malawi and
Nigeria, to explore how the approach outlined in Figure 4.1 can be used to strengthen safe
motherhood programmes. The initial process in Nigeria engaged several partners in
discussions. This led to commitments by these partners to use the approach to appraise the
progress they are making on their national strategy on adolescents and its implementation
framework.

The systems framework focuses on the three-way relationship between the needs and
perspectives of adolescents, the characteristics of services and technologies, and the policy

Responding to adolescent needs and developing
innovations:

responding to the diversity of adolescents

needs assessment and evidence-based programming

Identifying the inputs and processes needed to carry out
and sustain successful programmes:

programme design – defining outcomes, interventions
and delivery strategies

gaining political and administrative support

designing and adapting curricula and training materials

skills and selection criteria for facilitators, teachers,
counsellors, health workers, and peer educators

developing management and human-resource
systems and training

involving youth in programmes

developing and implementing multisectoral
programmes

Expanding the reach of interventions:

models for scaling up

strategies and processes for programme expansion

systems and capacity to carry out interventions on a
large scale

sustaining youth programmes

BOX 4.6  Objectives of programmes on adolescent
sexual and reproductive health
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and institutional capacities to develop changes or new services in a given context, while
enabling and maintaining quality of care.

The framework prompts the following questions.

Adolescents:
What are the risk factors that negatively affect adolescents' sexual and reproductive
health behaviours and outcomes?

What are the protective factors that positively affect sexual and reproductive health
behaviours and outcomes?

Which subgroups of young people are most vulnerable to negative sexual and
reproductive health behaviours and outcomes?

How do prevailing gender norms affect the health and development of girls and
boys?

Services and technologies:
What is the nature of existing adolescent sexual and reproductive health
interventions?

FIGURE 4.1  Systems framework for guiding the strategic approach to adolescent sexual
and reproductive health

Interventions in multiple settings

Quality of care

Legal framework

Programme structure

Linkages (intersectoral and multisectoral)

Organization and management

Resources (human, financial, etc.)

Availability and access

Sexual and reproductive health status

Parents, peers and partners

Personal development needs

Assets and strengths

Youth perspectives

Gender equity

Vulnerable groups
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Policy and institutional
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Social,
cultural,

economic and
political
contexts
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Which agents of change (peers, parents, religious leaders, teachers, social welfare
workers, health-care providers, policy-makers, journalists, etc.) are involved in
bringing about positive adolescent sexual and reproductive health behaviours and
outcomes?

Is there an appropriate range of interventions in various settings (home, community,
school, health facility, workplace, etc.)?

Policy and institutional capacity:
Do institutions and programmes have the necessary managerial capacity in terms
of human resource development, planning, supervision, logistics, monitoring and
evaluation to develop, deliver and sustain interventions with an adequate quality
of care?

Can the necessary capacity be developed?

What managerial and other inputs are needed to develop the capacity to implement
the interventions with appropriate quality of care?

Are there mechanisms to support intersectoral coordination in the area of adolescent
sexual and reproductive health?

Addressing the HIV/AIDS pandemic among young people
Young people are at the centre of the HIV/AIDS pandemic in terms of transmission, impact,
vulnerability and potential for change. For this reason, prevention of HIV infection among
young people remains an important component of an effective national response to HIV/
AIDS. This is emphasized in the global impact and coverage goals for HIV/AIDS and
young people that were agreed during the International Conference on Population and
Development +5 and the United Nations General Assembly Special Sessions on AIDS
and on Children, and is reflected in the Millennium Development Goals. Wide agreement
has been reached among partners on the priorities for action to achieve these goals, and
CAH has contributed both to building this consensus and to identifying how WHO can
best contribute to turning the consensus into action.

During the biennium, the Department initiated a number of activities with other WHO
departments, and with UNAIDS cosponsors, working through the WHO Inter-Departmental
Action Team on Young People and HIV/AIDS, and the UNAIDS Interagency Task Team
on Young People.

A meeting was organized to define WHO’s accountability and actions in relation to the
global goals on young people and HIV/AIDS. Participants (WHO staff from headquarters,
regional and country offices) worked to define a strategy that balanced the key interventions
necessary for a global expanded response to HIV and young people; WHO’s mandate,
capacity and areas of expertise; and the expressed priorities of other cosponsors.

The key focus areas identified for WHO are:

strategic information, such as surveillance and monitoring;

services and supplies;

a supportive, evidence-based policy environment.

Strategic information

WHO organized two meetings in collaboration with UNICEF and on behalf of the
Interagency Task Team on Young People, to develop consensus on indicators for monitoring
and evaluating policies and programmes for young people and HIV/AIDS. The meetings
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initiated a process to refine existing behavioural and biological indicators, and develop
programmatic and contextual indicators that focus on HIV and related issues, including
pregnancy, alcohol and substance use, gender-based violence and protective factors.

Following these meetings, CAH and partners developed an Addendum on Young People
for the current UNAIDS Programme Managers Monitoring and Evaluation Guide. This
Addendum complements the Rapid Assessment and Response guides that the HIV
Department has been developing for obtaining information about particularly vulnerable
groups of young people, including street children and injecting drug users. It also builds on
the conceptual basis of the Mapping Adolescent Programming and Measurement approach.

WHO is thus able to provide countries with guidance and
support in relation to the collection, standardization, analysis
and use of strategic information.

In addition, CAH commissioned a paper on the challenges
posed by the global prevalence goal for HIV/AIDS and young
people (see Box 4.7). This has been reviewed by the UNAIDS/
WHO surveillance working group and is available on the WHO
HIV and CAH web sites.

Services and supplies
In order to strengthen consensus and collaboration around the
services and supplies component of the WHO strategy on HIV/
AIDS and young people, CAH organized a consultation on
Achieving the global goals: access to services, in collaboration with
UNFPA, UNICEF, UNAIDS and YouthNet. The meeting
brought together a range of technical and operational partners,
and discussion was based on a series of background papers that
had been commissioned for the meeting. The aim was to outline
an evidence-based set of core elements, strategies and quality
criteria for the health services contribution to the prevention
and care of HIV/AIDS among young people. The package of
interventions that are required by all young people, and by
particularly vulnerable groups, include: supporting prevention
through information and counselling; reducing risk through
condoms and harm reduction; and increasing access to testing,
treatment, and care for sexually transmitted infections and HIV/
AIDS.

This consultation outlined a number of activities to support
accelerated action in countries towards achieving the global goals.
The report of the consultation is available on the CAH web site,

and an advocacy document based on the consultation will be available early in 2004. CAH
has begun work in several of the priority areas listed, including identifying the specific
needs of adolescents and youth for HIV/AIDS treatment and care, in order to develop
guidance for health service providers and for health systems. The Department has also
initiated a preliminary review of policies for voluntary counselling and testing of young
people, and guidance on issues of consent and confidentiality in relation to adolescents.
These activities are making important contributions both to the follow-up of the consultation
and to WHO’s “3 by 5” initiative (to make antiretroviral therapy available to 3 million
people with HIV/AIDS by the end of 2005).

Global goals: to achieve 25% reduction in HIV prevalence
among young people aged 15 to 24 years by 2005 in the
most affected countries, and by 2010 in all other countries.

How can this prevalence goal be measured, and what do
the data that are collected tell us? A CAH-supported
review by the London School of Hygiene and Tropical
Medicine tried to answer these questions.

The review highlights some of the limitations of current
prevalence estimates in their ability to track changes in
the HIV epidemic among young people. Current estimates
may not accurately reflect trends of infection in the 10–
24 year old age group. The review explores approaches
to improving existing systems for estimating prevalence,
including the possibility of demographic and health
surveys supplementing antenatal clinic surveillance as a
source of HIV prevalence data.

The review also outlines issues to consider when
interpreting existing HIV prevalence estimates. Despite
the ongoing need for data that are adequately
disaggregated by age, the review recommends focusing
on the 15–24 year age group, rather than the narrower
15–19 year group, because of the biases associated with
this younger age group. It also recommends collecting
and analysing information on the characteristics of
antenatal clinic users, and linking prevalence data with
behavioural data, since delay in sexual initiation and
changes in patterns of contraceptive use may affect
observed trends of HIV infection from antenatal care
surveillance.

BOX 4.7  Challenges related to the prevalence
goal for HIV/AIDS among young people
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The Department is also contributing to the 3 by 5 initiative with the development of an
HIV module for WHO’s orientation programme on adolescent health and development,
for health-care providers. The extensive work that CAH has invested in developing
approaches to making health services and health service providers more adolescent-friendly
underpins the services component of WHO’s strategy on HIV and young people. The HIV
module, and a future module on injecting drug use (to complement the existing module on
substance abuse), plus the HIV focus that is included in the job aid that is currently being
field-tested, will enable WHO country offices to strengthen the capacity of health workers
to provide prevention and care services for young people.

For the UNAIDS Interagency Task Team on Young People, the Department has been
developing a document entitled Facts for adolescents. This publication will provide guidance
for programmers developing interventions directed to people working with adolescents
and youth. It will also act as an important advocacy tool to demonstrate the wide consensus
about the information that young people require to prevent HIV/AIDS and, more generally,
to be and remain healthy. It will serve to describe the content of that component of the
internationally agreed goal on access to information relating to young people.

Supportive evidence-based policy environment
During the biennium, CAH identified a number of areas that require a stronger evidence
base in support of policies and programmes. Such areas include the need to continue to
direct resources to prevention among young people; the need to encourage young people to
delay their sexual debut and to ensure that sexually active young people have access to
condoms; the importance of complementing demand reduction programmes with harm
reduction interventions for injecting drug users; and the importance of balancing community-
wide interventions with programmes directed at particularly vulnerable groups of young
people, including in some settings younger adolescents and married adolescents.

CAH continued to develop the overall evidence base for effective interventions for
adolescent sexual and reproductive health, and contributed to a number of global meetings
that reviewed the evidence base for specific programme areas (young people's participation,
adolescent-friendly health services). A meeting planned for early 2004 will synthesize the
evidence for interventions on HIV/AIDS prevention and care directed towards young people.
This synthesis will contribute to the 2004 International AIDS Conference in Bangkok,
and will provide a basis for future work by the UNAIDS Interagency Task Team on Young
People for advocacy and by UNAIDS theme groups for providing guidance in countries.
Progress was also made on developing approaches to measuring the unmet need for condoms
for HIV prevention among young people.

CAH has been strengthening its capacity to support the development of policies, through
the work that is being carried out on adolescent-friendly health services, through the focus
on HIV/AIDS during the joint meeting of the WHO Regional Office for Africa and the
Commonwealth Secretariat on regional policy, and through Policies for adolescents, a
publication that is being developed on behalf of the UNAIDS Interagency Task Team on
Young People. The document on policies will complement Facts for adolescents, and will
have as its primary audiences policy-makers, professional organizations and advocacy groups.

CAH played an important role in developing a coherent WHO approach for
strengthening the health sector contribution to achieving the global goals on HIV/AIDS
and young people. The approach brings together two important areas of programming
within WHO: first, the extensive body of work on adolescent health and development,
including adolescent sexual and reproductive health; and second, the more recent
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developments on targeted interventions for HIV/AIDS that require a focus on young people,
because this population constitutes a large proportion of many particularly vulnerable groups,
such as injecting drug users, sex workers and mobile populations (see Box 4.8).

During the biennium, the Department provided technical
support to regions and countries for the development of their
strategies on HIV and young people (see Box 4.9). For example,
CAH provided technical support to Bangladesh in the
development of a proposal on young people and HIV/AIDS for
the Global Fund to fight AIDS, Tuberculosis and Malaria. CAH
also participated in the First Meeting of the UNAIDS Middle
East and North Africa Regional Working Group on HIV/AIDS
and Young People, held in Cairo. CAH continued to engage and
work with a number of countries (Bangladesh, India, Myanmar,
the United Republic of Tanzania, and Viet Nam) and regional
offices (the WHO Regional Office for Africa and the WHO
Regional Office for South-East Asia) to develop the process and
plans for future implementation.

In many countries there is a need to develop consensus and
clarity about what needs to be done by the health sector for the
prevention and care of HIV/AIDS among young people, how
this should be done and by whom. In Myanmar and Viet Nam,
WHO headquarters, regional and countr y offices are
contributing to national efforts to develop policies and strategies
for HIV, adolescents and youth, and in the United Republic of
Tanzania, WHO is working with the ministry of health to
develop an operational plan based on those sections of the health
sector strategy that are of particular relevance to young people.

WHO has important roles to play in helping turn the
commitments into action, by providing technical resources to
support the development of strategic information, services, and
supportive policies. CAH contributed to regional activities that
support these areas of action, for example by convening a meeting
in the WHO African Region on policies for adolescent health
and development, including HIV/AIDS, and a meeting in the
WHO South-East Asia Region, organized by an Indian
nongovernmental organization, on programming for adolescent
sexual and reproductive health.

In the Russian Federation and other countries in the WHO
European Region, CAH is working with UNICEF to strengthen
the collection and analysis of strategic information through the
application of the Mapping Adolescent Programming and
Measurement approach to interventions directed to young people
and HIV.

In the United Republic of Tanzania, CAH is working with
UNFPA to define national standards and guidance for adolescent
sexual and reproductive health services, one of the core elements
defined in the operational plan that is being finalized.

One of the many challenges of the HIV epidemic is that
priorities for action are influenced by the phase of the
epidemic and the predictions for the future.

Where the virus is
The situation differs between those countries where the
virus is primarily confined to groups with high-risk
behaviours (such as injecting drug users, sex workers
and men who have sex with men), and those countries
experiencing generalized epidemics.

In focused epidemics, a priority is to reach those
groups who are most at risk, with key interventions
for prevention and care, and to ensure that service
providers understand and can respond to the specific
needs of young injecting drug users and young sex
workers.

In generalized epidemics, while there will continue to
be vulnerable groups of young people who need
particular attention, the general population of young
people will be the priority for health sector
interventions.

Where the virus is going
Young people are likely to continue to be at the centre of
transmission and impact in generalized epidemics. In
many countries that are currently experiencing focused
epidemics, young people may be an extremely vulnerable
conduit for the virus to move into the general population.
Young people are vulnerable for many reasons including
early marriage, increasing age between puberty and
marriage, unprotected sex, a continuing gap between the
age of girls and men at marriage, young men having sex
with commercial sex workers prior to marriage, increasing
occasional use of injecting drugs by young people,
increasing migration to cities by young people, changing
social values and behaviours in relation to sexual
behaviour among young people, increasing sex for
survival among young girls, high rates of sexually
transmitted infections or pregnancy among young people,
and low levels of knowledge or use of services related to
HIV/AIDS. For these reasons, it is important to strengthen
the development of interventions that decrease young
people's vulnerability in general.

Conclusion

The health sector must focus on targeted groups of young
people and on the general population of young people,
now and in the future. Recognizing this imperative, CAH
is developing methods and materials to strengthen
targeted and generalized interventions.

BOX 4.8  HIV/AIDS interventions: a case for
focusing both on all young people and on targeted
interventions
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In Myanmar and Viet Nam, CAH has been helping to ensure
that policy developments that have a bearing on HIV/AIDS and
young people are based on evidence, and that they include a
focus on all young people and on particularly vulnerable groups
of young people.

Increasing the attention paid to
adolescents by the health sector

Making health services adolescent-friendly
Responding to the health and development needs of adolescents
requires a broad response. The legal and social framework is
determined by governments and by the society in which young
people grow up. The main guides for young people are parents
and families; their teachers, religious leaders, friends, and the
mass media also influence them.

Health services have a unique role, partly because health-
care providers possess special skills and knowledge, and because
services can intervene at critical points as young people develop.
Major challenges lie in creating the political and community
support to modify services, and in managing and funding the
process.

Making major modifications, such as recruiting new staff or
constructing new premises, is a particular challenge if health
budgets are limited. The aim must be to ensure that adolescent
services receive a fair share of existing resources, and that the
services are used to the best effect, to invest in the workforce
and strengthen systems.

Finally, improvements in adolescent health services will
contribute to improving health services in general, as staff
attitudes change and people’s expectations rise. Adolescents are
on the verge of adulthood, and will continue to demand services that match their needs,
even as these change. Adolescent-friendly health services can pioneer change for the whole
population.

In line with the conclusions of regional and global consultations on adolescent-friendly
health services, CAH continued to pursue work in three main areas:

advocating adolescent-friendly health services;

developing resources to support country-level action;

improving understanding through focused operations research.

Advocating for adolescent-friendly health services
During the biennium, CAH finalized an advocacy document entitled Adolescent-friendly health
services: an agenda for change. The document is intended for use by policy-makers and
programme managers in both developed and developing countries, as well as by decision-
makers in international organizations that support public health initiatives in developing
countries. It makes the case for concerted action to improve the quality – and especially

This biennium saw the foundation laid for CAH's
expanded work on the prevention and care of HIV/AIDS
among young people. This has involved strengthening
consensus and strategic partnerships at a global level,
and working with regional and country offices to identify
those activities that help to develop the vision and provide
specific technical support.

WHO will continue to develop its strategy for HIV and
young people, based on the needs and experiences of
focus countries and regions, to demonstrate how it can
best contribute to the acceleration of action in countries.
The two main areas of action are:

Support for developing operational plans that
synthesize the range of health sector interventions that
focus on young people in existing HIV strategies. This
will include the development of national targets and
priority actions for strengthening the health sector
contribution to achieving the global goals on young
people and HIV/AIDS.

Technical support in the three areas where WHO will
provide leadership (strategic information, services, and
supportive policies) through capacity development,
technical assistance, and partnership/resource
mobilization.

Some early lessons learnt include: ministries of health
and cosponsors welcome the focused health sector
support that WHO is developing; WHO country offices
need staff with adequate time and resources to devote to
the development of national policies and programmes
for HIV and young people.

BOX 4.9  Prevention and care of HIV/AIDS among
young people: how WHO aims to support regions
and countries
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the friendliness – of health services provided to adolescents (see Box 4.10). It also highlights
the critical role that adolescents themselves can play, in conjunction with committed adults,
to contribute to their own health and well-being.

CAH also organized a technical briefing on the role of the health sector in adolescent
health and development for delegates of the Fifty-sixth World Health Assembly in May
2003. The panel discussion that followed the briefing emphasized the influence of social
factors on adolescent health and development, in particular the lack of economic

opportunities, and rural to urban migration. The secondary-
school graduate who participated in the briefing highlighted the
often negative influence of adults on young people, in particular
the behaviour of adults in the world. The increasing population
of young people was cited as a reason for increased attention by
governments, in addition to the implications of health issues
such as HIV, sexually transmitted infections, unwanted
pregnancies, mental health and nutrition for current and future
health.

The conclusions of the panel discussion were summarized as
follows:

Health sector action for adolescent health and development
is necessary and feasible in the areas of health services,
strategic information, health policy, and technical support
of other sectors.

There are opportunities to attract or develop the necessary
resources to support action in these areas, particularly in
light of the importance that many countries and
development agencies are giving to meeting international
development goals.

There is increasing acceptance of and experience with
involving young people in actions to promote their health
and development.

The above-mentioned key areas of health sector action are
consistent with the WHO strategic directions on child and
adolescent health and development.

Transcripts of the panellists’ presentations can be found on
the CAH web site (www.who.int\child-adolescent-health).

Developing resources to support country-level action
In partnership with Save the Children Fund, United Kingdom,
the Department prepared the document Adolescent-friendly health
services: making it happen. This document is intended to guide
managers and providers of health services at national,
subnational and local levels on how to act to make health services
adolescent-friendly. The document is based on the results of an
extensive review of available methods and tools, visits to
outstanding front-line organizations in South-East Asia and
southern Africa, and the recommendations of an advisory group
of individuals with practical experience in providing health

To improve the accessibility, acceptability and equity of
services:

adolescent-friendly policies and procedures are in
place;

adolescent-friendly health-care providers and support
staff are available;

adolescent-friendly health facilities have:

– no stigma
– appealing milieu
– convenient location
– safe environment
– convenient working hours
– privacy
– information and educational materials;

adolescents are involved;

communities are involved;

community-based, outreach, and peer-to-peer
services are provided.

To deliver appropriate and comprehensive services to
adolescents:

adolescents are treated as individuals;

a comprehensive package of health and social
services, and referral to other relevant services, are
provided;

unnecessary health services are not provided.

To deliver effective and efficient services for adolescents:

health-care providers have the required competencies;

provider practices are guided by evidence-based
protocols and guidelines that address the specific
aspects of adolescence;

health facilities have the required equipment, supplies
and basic services to deliver the essential package of
care to adolescents (water and sanitation, power
supply, etc.);

a participatory process for quality improvement is in
place;

a management information system and a mechanism
for utilizing the information generated from this is in
place;

a system is in place for monitoring the cost of services.

BOX 4.10  Characteristics of adolescent-friendly
health services
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services to adolescents. During the biennium, a validity test of the document was carried
out in the Russian Federation to examine the following issues:

the relevance of the characteristics of an adolescent-friendly health service, as
outlined in the document, to the local setting or context;

the feasibility and costs of carrying out the actions proposed to achieve each of the
characteristics;

the feasibility of measuring the improvements made in relation to each of the
characteristics.

Three opportunities were used to further develop and test the document: first, as part
of a summer course conducted by the European network on Teaching Effective Adolescent
Care and Health in conjunction with the University of Lausanne (Switzerland); second, as
part of an intercountry course on adolescent reproductive health conducted by Mamta, an
Indian nongovernmental organization; and third, at the briefing organized by CAH in
Switzerland. The step-by-step method outlined in the document enables participants to
improve their knowledge and understanding of a public health
approach to making health services adolescent-friendly and to
identify the practical implications for their own setting.

This work is characterized by the partnerships that have been
forged along the way. The resource was developed in partnership
with the Save the Children Fund, United Kingdom. Eu-TEACH,
a European initiative to improve the knowledge of health workers
about adolescents, and Mamta have collaborated on integrating
the approach into the courses that they offer and the support
they provide to countries. Finally, an agreement was reached
with the USAID-supported Quality Assurance project to finalize
the resource in a course-workshop format for programme
managers.

Towards the end of the biennium, this approach was applied
in the United Republic of Tanzania (see Box 4.11), in
conjunction with the support WHO is providing to the ministry
of health to develop an operational plan for the health sector’s
response to young people and HIV/AIDS. In this instance, the
approach was used in the development of national standards
for adolescent-friendly sexual and reproductive health services.
The process enabled a careful examination of the standards, the
identification of actions needed to operationalize them at various
levels of the health system, and the means to measure or verify
the standards.

The global consultation on AFHS held in 2001, concluded
that the evidence-base is weak for many aspects of AFHS, and
in some areas non-existent. It strongly recommended for
operations research in several key areas. In response to this, the
Department worked with partner organizations to develop a
comprehensive agenda for operations research. Financial
constraints have hindered efforts to proceed with work in this
area. In the forthcoming biennium, this will be a key area of
focus.

Promoting adolescent health and development requires
a shared vision with complementary actions by different
players, and actions that are aimed at fulfilling their rights
and addressing their special needs.

Hence the following standards have been developed:

All adolescents will be able to obtain information and
advice relevant to their needs, circumstances and stage
of development.

All adolescents will be able to obtain sexual
reproductive health services that include preventive,
promotive and curative services that are appropriate to
their needs.

All adolescents are informed of their right to obtain
sexual and reproductive health information and services;
further these rights are observed by all service providers
and significant others.

Service providers in all delivery points have the
required knowledge, skills and positive attitudes needed
to provide sexual and reproductive health services to
adolescents in an effective and friendly manner.

Policies and management systems are in place in all
delivery points in order to support the provision of
adolescent-friendly sexual and reproductive health
services.

All service delivery points are organized for the
provision of adolescent-friendly reproductive health
services, perceived as friendly by the adolescents
themselves.

Community participation and parental support in
provision of adolescent sexual and reproductive health
services will occur in all places.

BOX 4.11  Draft standards and guidelines for
making reproductive health services adolescent-
friendly in the United Republic of Tanzania
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Strengthening the knowledge and skills of health-care providers in
adolescent health and development
Health professionals need special knowledge and skills to work effectively with adolescents.
The Department is working to define these skills and to develop appropriate teaching,
learning and reference materials.

Tailoring clinical management practices to the needs of adolescents
Expert review and discussion papers completed by the Department have contributed to the
development by other WHO departments of treatment guidelines for sexually transmitted
infections, essential care practice guidelines for pregnancy and childbirth, medical eligibility

criteria for contraception, guidelines for decision-making
for family planning, and integrated management of
adolescent and adult illness (see Table 4.1).

The reviews have also provided the technical basis
for the development of an orientation programme on
adolescent health, and a job aid on adolescent health,
both directed at health-care providers.

The review on HIV/AIDS in adolescents found that:

Denial is more common among adolescents than
among adults after receiving diagnosis; health
workers need to ensure that young people are aware
they can receive care and support at any time.

Psychosocial concerns of young people often prevent
them from seeking medical care (e.g. privacy,
confidentiality).

Most adolescents infected while young will have a longer AIDS-free time after
infection, and therefore need more support to prevent transmission to others and
to make decisions about reproduction.

In high-resource countries the introduction of antiretroviral treatment has helped
many children infected at birth survive to adolescence, but paediatric and adult
models of care are not always suitable for adolescents.

Adherence is a key problem for young people; in European and United States
models of care "buddying" and other peer support has helped adherence to treatment.

Practitioners can use recommended adult guidelines, but need to take account of
concurrent use of other substances (especially illicit drugs and alcohol) during
puberty, and drugs with a narrow therapeutic index, frequent drug interactions or
those that are highly protein bound.

Strengthening pre-service education
The Department continued collaboration with the WHO Department of Health Systems
and Services to strengthen the teaching of adolescent health and development in academic
programmes for nurses and midwives.

Activities during the biennium included: completion of a review and tool for assessing
the extent to which adolescent health and development have been integrated into curricula,
and for determining institutional preparedness; identification of the core competencies
needed by nurses and midwives who care for adolescents, and generating consensus on

TABLE 4.1  Expert review and discussion papers on specific
health issues: status at the end of 2003

Health issue

Immunization
Contraception
Pregnancy care
Sexually transmitted infections
Malaria
Unsafe abortion
Nutrition
Lung health
Sexuality and sexual development
HIV/AIDS
Chronic conditions
Mental health

Status at end 2003

Published
Completed, layout in progress
Completed, layout in progress
Completed, layout in progress
Completed, layout in progress
Completed, edit in progress
Completed, edit in progress
Published
Peer review
Peer review
Peer review
In preparation
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these competencies through a consortium of nursing and midwifery schools spanning all
WHO regions; the assessment of institutional capacity in 10 selected schools, and
development of plans to use various models to strengthen the curricula of the institutions.

Orientation programme for health-care providers on adolescent health and
development
During the biennium, the Department completed five core modules, seven optional modules
and a set of facilitator’s notes for the orientation programme on adolescent health and
development. This programme is primarily aimed at doctors, nurses and clinical officers
who provide preventive and curative health services to adolescents and is intended to help
them become:

more knowledgeable about the characteristics of adolescence, and of the health-
related needs and problems of adolescents;

better able to provide adolescents with health services that respond to their needs
and are sensitive to their “preferences”;

better able to negotiate increased investment in adolescent health and development.

In practical terms, it provides doctors, nurses and clinical officers with clues to help in
answering two key questions:

What do I need to know, and to do differently, if the
patient who walks into my clinic is 16 years old, not 6
or 36 years old?

What could I do outside my clinic to help other
influential people in my community understand and
respond to the needs of adolescents?

The programme has been developed in a modular fashion to
enable it to be used in a flexible manner.

Job aid for caring for adolescents
The Department continued its work on the development of a
job aid for health workers caring for adolescents at the primary
care level (see Box 4.12). In partnership with the Reproductive
Health Research Unit of the University of Witswatersrand in
South Africa, and with the contribution of an international group
of experts, CAH developed a prototype of the job aid, which
was field-tested in eight locations in Botswana, South Africa,
and Zambia. The tool is directed at the interaction between the
health worker and the adolescent; it covers health problems as
well as support for adolescent development; and it deals with
HIV/AIDS throughout the tool. Young people involved in a field
test appreciated the fact that the tool contains take-home
counselling cards.

The job aid was developed because the frontline health
worker is a gateway into the health-care system. Health
workers need support to provide care and support for
normal development during adolescence.

The job aid is a tool for guiding decision-making for care
and support at the point of contact between adolescent
and care provider. It incorporates content from other WHO
guidelines and should complement national guidelines
and protocols where they exist.

The job aid comprises the following components:

chart book that guides the health worker from
diagnosis to action;

annex with additional information on why specific
actions are recommended in the chart book;

pull-out components for reproduction at country level
(counselling cards for boys and girls);

pull-out wall charts of selected tips.

The chart book is divided into sections on:

preparation for caring for adolescents;

assessing the adolescent;

caring for adolescent-specific concerns (e.g. puberty,
acne) – this section provides links with other WHO
guidelines;

what a health worker needs to do differently in caring
for adolescents with a range of health concerns;

indications of when referral and other support in the
community should be considered;

priority prevention messages and action for all
adolescents.

BOX 4.12  The WHO job aid for health workers
caring for adolescents
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Strategic information to support programming for
adolescents

Data on the health and development status of adolescents, including epidemiological profiles
of growth and development, morbidity and mortality, are essential for detecting and
monitoring trends in health status and health behaviour that could affect current and
future health, and for supporting policy and priority setting at all levels.

An increasing number of activities are being carried out across WHO (see Figure 4.2)
that involve developing or refining measures and instruments for assessing the health and
development status of adolescents. The Strategic directions for child and adolescent health and
development emphasized the need for strategic information about adolescents for policy and
programme development in countries. For this reason, CAH prepared a mapping of
measurement activities and presented this at meetings of other relevant WHO departments.

Using logic similar to the Mapping Adolescent Programming and Measurement approach,
the mapping exercise highlights areas that need to be strengthened in future work and
supports collaboration and synergy between current monitoring activities in the different
departments and levels of WHO.

CAH is involved in a variety of regional and global initiatives which are measuring the
health behaviour of young people. In the WHO European Region, 30 European countries
have implemented the Health Behaviour of School-aged Children Survey every four years
since early 1990. In the WHO Western Pacific Region, WHO in collaboration with UNICEF
and local partners have conducted a series of surveys in countries with a questionnaire and
protocol adapted from the European survey applied to both in-school and out-of-school
samples. At the global level, the Global Youth Tobacco Survey is being administered in
more than 100 countries to collect information on tobacco-use behaviour and contributing
factors among 13–15 year old students. In 2002, CAH contributed to the development of
the Global School-based Student Health Survey, particularly on questions related to
protective factors for health among 13–15 year olds. As a follow-up to this process, CAH
will collaborate with the WHO unit dealing with noncommunicable diseases and maternal
health to field-test the expanded connection and regulation questionnaire in Costa Rica in
2004, in the same schools where the Global School-based Student Health Survey will be
implemented, supported by the Costa Rican Ministry of Health.

FIGURE 4.2  Current WHO activities relating to the measurement of adolescent health and
development

HBSC = Health Behaviour of School-aged Children Survey
GSHS = Global School-based Student Health Survey
GYTS = Global Youth Tobacco Survey
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Monitoring action for improving adolescent health and development
During the United Nations General Assembly Special Session on Children, United Nations
Member States agreed to develop national policies and programmes for adolescent physical
and mental health. To attain this and other international goals, countries need to monitor
public health action for improving the health and development of adolescents. The
information gathered through monitoring will allow the development of effective
programming approaches that ensure adolescents living in low-resource countries their right
to healthy development. Current work by CAH to measure adolescent health and
development will provide a technical contribution to efforts by countries to collect
information.

Developing tools to support the collection and use of strategic information
The Mapping Adolescent Programming and Measurement approach is intended to help
programme managers refine or formulate feasible monitoring and evaluation plans by
“mapping” the links between interventions and their long-term outcomes. Using this logic,
the approach raises key questions about measurement (see Figure 4.3).

This approach was developed in collaboration with national authorities and global experts
as a guide to strengthening the design and measurement of programmes for adolescent
health and development. It is intended to improve the effectiveness of programmes as well
as measurement through the identification of appropriate indicators for monitoring and
evaluation.

In undertaking the process of developing a logical approach to changing behavioural
and health outcomes for adolescents, the existing quality of evidence for the linkages between
interventions, determinants and behaviours must be considered. While such data may be
scarce locally, relevant national or even international evidence can be used when appropriate,
while indicating areas for further research.

During the biennium, the Department developed and tested a resource manual to explain
the Mapping Adolescent Programming and Measurement approach. Use of the approach
requires a definition of the desired health and development outcomes. The key behaviours
that have an impact on the desired outcomes are then identified. While it is important to
demonstrate changes in these key behaviours, it is rare for typical programme managers to
be able to do so. It is therefore extremely important to identify the specific determinants
(risk and protective factors), at individual and environmental levels, that most strongly
influence these key behaviours, and which are most amenable to change. Finally, it is essential
to choose interventions that are likely to affect the most important risk and protective
factors.

FIGURE 4.3  Mapping the links between interventions and outcomes
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The Mapping Adolescent Programming and Measurement resource manual is aimed at
building the capacity of programme managers – in partnership with programme implementers
– to design, implement, monitor and evaluate adolescent health and development
programmes. The manual describes the approach, defines the key concepts, shows how to
use the approach for developing a monitoring and evaluation plan, and provides brief
examples of how programme managers have used it in countries. It also includes a facilitator’s
guide on its use during a five-day training workshop.

In Figure 4.4, decreasing sexually transmitted infections and HIV is used as an example
of a desired health outcome.

The technical sections of the manual were tested in four intercountry workshops, held
in Jordan, the Russian Federation, and Senegal, with United Nations partners from seven
countries (Bangladesh, Benin, Jordan, Mauritania, Mongolia, the Russian Federation, and
Senegal) and from the West Bank and Gaza Strip. Further testing and adaptation of the
methodology was undertaken in the European Region, in partnership with the United
Nations interagency group on young people’s health, development and protection. CAH
ran an intercountry workshop, held in Ukraine, for United Nations partners from seven
countries engaged in programming for HIV and young people (Belarus, Kazakhstan,
Kyrgyzstan, the Republic of Moldova, the Russian Federation, Tajikistan, and Ukraine).

FIGURE 4.4  Using the Mapping Adolescent Programming and Measurement approach to identify and measure interventions
for decreasing sexually transmitted infections, including HIV
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This workshop tested an approach focusing on specific intervention areas within which
programme monitoring and evaluation was to be strengthened. It resulted in the development
of substantive programming frameworks for life skills-based education, peer education and
youth-friendly health services focusing on reducing the prevalence of sexually transmitted
infections and HIV among young people. These frameworks have subsequently been used
as examples in follow-up workshops in the region. Complementary identification of
indicators to use in tracking programme implementation in these three intervention areas
was also initiated at the workshop. An integrated monitoring and evaluation plan that lays
out the measurement milestones for the next three years in programming for HIV and
young people, including indicators, will be developed in selected country programmes in
2004.

Measuring quality, coverage and cost of adolescent-friendly health services
In the biennium, CAH developed a tool to measure the quality of adolescent-friendly health
services. At a technical consultation in St Petersburg, United Nations colleagues, health
authorities, experts and service providers from the Russian Federation verified the relevance
and validity of the characteristics and their measurability. Draft tools were developed for
assessing the characteristics of health facilities and providers and the opinions of adolescents.
These tools were field-tested in two facilities in southern Siberia and subsequently applied
during reviews of health service activities in a project on adolescent girls in eight sites in
the Russian Federation. Results from these assessments are under analysis.

An initial approach to measuring the coverage of services provided to adolescents
comprises four steps: an assessment of facility utilization; an assessment of the
epidemiological profile of adolescents in the area; a mapping of adolescent-friendly health
service facilities in the area; and interviews with adolescents in the catchment area to
determine who uses these facilities and the reasons for doing so or not doing so. This
approach will be field-tested by the WHO Regional Office for South-East Asia in selected
states in India in 2004.
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CHAPTER 4    ADOLESCENT HEALTH AND DEVELOPMENT

During the biennium technical support focused on policy development, programming for
adolescent health and development, capacity building of health-care providers, strengthening
adolescent-friendly health services, monitoring, evaluation and measurement, provision of
information, education and communication, as well as working with adolescent boys and
addressing the special needs of adolescents on the streets. Special attention was given to
joint activities with implementing partners.

Policy development

During the biennium, the Department completed work on a tool to support countries in
the development of policies or strategies for adolescent health and development. The tool
is based on country experiences and assessments conducted by CAH and WHO regional
offices in more than 10 countries. It provides a framework for analysing the policy and
legislative environment related to adolescent health and development, and provides guidance
through the various steps of policy formulation and implementation. The tool will be tested
and finalized in 2004.

The Regional Office for Africa, in collaboration with the Commonwealth Regional Health
Community Secretariat, undertook a review of the status of adolescent health and
development policies and programmes in nine countries – Benin, Burkina Faso, Eritrea,
Lesotho, Malawi, Senegal, Uganda, Zambia, and Zimbabwe. The review was followed by a
consultation to discuss the findings and next steps. The regional office and the
Commonwealth Regional Health Community Secretariat also conducted training in policy
development in 15 countries – Benin, Botswana, Burkina Faso, Eritrea, the Gambia, Ghana,
Lesotho, Malawi, Mauritius, Mozambique, Senegal, Seychelles, Uganda, Zambia, and
Zimbabwe.

The Regional Office for the Americas strongly supported advocacy for policy throughout
the biennium. For example, the topics of youth and sexual and reproductive health were
included in the agenda of the Twelfth Conference of First Ladies, Wives and Representatives
of Heads of State and Government of the Americas. A large number of young people
participated in the conference, during which a youth leader presented a declaration on
America’s Youth Voice. The declaration identified pregnancy and HIV/AIDS prevention as
priority topics in adolescent health, and highlighted a need to develop youth networks in
the region to work on HIV/AIDS prevention.

A recent evaluation in the region revealed that many countries need to update their
policies and legislation related to adolescent health and development. For this reason, the
regional office continued monitoring progress in policy development.

In the Eastern Mediterranean Region, Egypt, Oman and Tunisia have made significant
progress in policy formulation and in strategy development.

In the European Region, a coordinated strategy for the health of young people is being
developed as a follow-up to the resolution on child and adolescent health, adopted by the
Fifty-third Regional Committee. The strategy is designed to provide a coherent framework
for enhancing cooperation in the planning and prioritization of work.

In the South-East Asia Region, the Department and the regional office are supporting
the development of adolescent health and development strategies in selected countries.
The regional office provided technical support for strategy development to India, Indonesia,
the Maldives and Myanmar. The Department supported Bangladesh in the formulation of
a proposal on HIV and young people for submission to the Global Fund to fight AIDS,
Tuberculosis and Malaria. In order to increase the availability of strategic information for
policy, country profiles were developed in six countries; plans were developed to assist five
additional countries in the region in 2004.
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The Regional Office for the Western Pacific published Policies on adolescent health and
development: a guide for policy-makers. Policy assessments were supported in four countries –
Fiji, Malaysia, Mongolia, and Samoa. Literature reviews on sexual and reproductive health
of young people were conducted in nine countries in the region between 1995 and 2003.
The reviews summarized the progress made since the International Conference on Population
and Development held in 1994, and the areas in need of further action. The findings will
feed into a consultation meeting on developing a framework for accelerating action, which
will be held in January 2004.

Programming for adolescent health and development

During the biennium, the Department provided technical support to countries and regions
in planning adolescent health programmes and for the development of national adolescent
health and development strategies. Activities receiving special attention included
interventions on traditional or cultural practices for the prevention of HIV/AIDS in young
people, integration of adolescent health and development interventions involving parents,
adolescents and the community, and the establishment of a network of youth-serving
nongovernmental organizations working in adolescent health.

In the African Region, following the adoption of a regional strategy for adolescent health
and development, countries in the region increasingly programme activities for adolescent
health and development. A total of 34 counties included adolescent health and development
activities in their plans of action, and the WHO Regional Office for Africa provided technical
support on policy and programme development, monitoring and evaluation to 10 of those
countries. In more than nine countries, the regional office also initiated a new approach
that integrates adolescent health and development interventions that are community-based
and involve adolescents, parents and the community. The integration addresses core issues,
such as sexual and reproductive health, including HIV/AIDS, together with other problems
such as substance abuse, mental health and noncommunicable diseases.

The Regional Office for Africa has also developed a framework for implementing the
adolescent health regional strategy. The framework is designed to facilitate the translation
of the regional strategy into national policies, programmes and interventions. A briefing
kit on adolescent health and development, designed for use as a reference and information
tool by staff of adolescent and youth health programmes, as well as by young people
themselves, has also been developed by the regional office.

In the Region of the Americas two regional workshops were organized by CAH and the
HIV units to strengthen programming capacity in two areas:

Developing state of the art sexual and reproductive health programmes for
adolescents and youth: a regional workshop took place in Panama with the
participation of representatives from 10 Latin American and Caribbean countries,
as well as distinguished international experts in the subject of sexual and
reproductive health programme development for adolescents and youth.

Counselling of youth in sexual and reproductive health for youth: a regional
workshop was held in Honduras with the goal of training participants in a new
counselling model for sexual health, to help adolescents and youth prevent HIV
and sexually transmitted infections, and achieve and maintain healthy sexuality.
Participants from 11 countries included national adolescent health programme
directors and health services providers at the primary care level with experience in
counselling.
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CHAPTER 4    ADOLESCENT HEALTH AND DEVELOPMENT

In the South-East Asia Region nine countries included adolescent health and development
activities in their country plans.

Capacity building of health-care providers

The Regional Office for Africa conducted an intercountry training workshop on adolescent-
friendly health services in Lome, Togo, for participants from Benin, the Congo, Gabon, the
Niger, and Togo.

The Regional Office for the Americas provided support to developing innovative training
approaches for strengthening the knowledge, attitude and skills of health service providers.
Competence-based courses have been designed by four universities. These are available
online, in hard copy and in CD-ROM format. Tutors provide support to students in their
individual and group-based assignments. All the courses have received university
accreditation – an essential feature in their future success.

With the support of the Norwegian and Swedish development cooperation agencies,
30 scholarships were provided for the 240-hour diploma course in adolescent health and
development at the Pontifical Catholic University of Chile. For further information, see
http://escuela.med.puc.cl/ops/home.html. Government officials from Bolivia, the Dominican
Republic, Ecuador, El Salvador, Guatemala, Honduras, Nicaragua, Panama, and Peru selected
two health professionals per country, one from the government level and one from a national
university, to take the course with a view to later adapting and replicating it in their own
country. El Salvador’s experience has been especially rewarding: together with other partners,
it was possible to support the participation of 26 professionals in the distance learning
course, building a network of national health-care professionals working in adolescent health
and development.

Using the distance learning course from the State University of Río de Janeiro, 53
health-care professionals were trained in adolescent health and development. These health-
care professionals are now mentors for students who will take the course in the future.
Nucleo de Estudos da Saude do Adolescente (NESA) is also training four health-care
professionals from Argentina, with the goal of implementing the course in Spanish.

The distance education course developed in Mexico by the Autonomous University of
Nuevo León will cater for 200 students starting in March 2004. John Hopkins University,
in collaboration with the Adolescent Health Unit of the Regional Office for the Americas,
have designed a training package in Spanish, based on a CD-ROM, to train primary level
health-care providers in adolescent sexual and reproductive health, using a computer-assisted
learning approach.

The regional office also supported an innovative Virtual Health Congress on Adolescent
Health. This online congress (http://www.congresoadolec.udg.mx) combined video keynote
addresses, virtual working groups, and discussion forums, and attracted nearly 800
participants from over 15 countries.

In the Eastern Mediterranean Region, the Department supported the Regional Centre
for Training in Reproductive Health and Family Planning in field-testing the orientation
modules for training health workers. To develop staff capacity to design and deliver integrated
adolescent health care, the Regional Office for the Eastern Mediterranean arranged
intraregional and interregional training visits for national health staff from the Islamic
Republic of Iran and Tunisia.

In the European Region, CAH has continued to build capacity in the MSc programmes
in schools of public health in the Netherlands and the United Kingdom. In collaboration
with the Liverpool School of Tropical Hygiene and Medicine, a 1-week course was developed
and tested. This course, which will serve as a model for other schools of public health that
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wish to incorporate adolescent health and development in their curricula, will now be
offered on a stand-alone basis to students from developing countries.

In the Western Pacific Region, the Department supported the Regional Office for the
Western Pacific and the Federation of Family Planning Associations of Malaysia to plan
and implement two workshops. The first regional training of trainers workshop held in
Kuala Lumpur was attended by teams of national and WHO staff from five countries –
Cambodia, Malaysia, Mongolia, the Philippines, and Viet Nam. A second workshop was
then conducted by the regional office for national authorities in Mongolia and the
Philippines, and for national reproductive health coordinators from nine Pacific Island
countries. The aim of this workshop was to introduce a condensed version of the orientation
programme.

Both Mongolia and the Philippines have begun to implement adolescent health and
development training activities. In the Philippines, an extensive national adaptation process
of the orientation programme was conducted, supported by capacity building for health
workers. In Mongolia, the programme has been translated and adapted for use in training
health workers in selected sites of the Adolescent Girls project. Mongolia has also developed
child and adolescent mental health training materials and has trained a core group of
trainers.

In the Western Pacific Region, an adolescent health and development educational package
to strengthen adolescent health and development advocacy among policy-makers and
programme managers has been developed, and an adolescent health and development
curricular integration kit for nurses is near completion.

Strengthening adolescent-friendly health services

In the Region of the Americas, national adolescent health programme directors from 11
countries were trained in Honduras in skills on advocacy for the inclusion of adolescent
health in health sector reform. Participants learned how to ensure that the sexual and
reproductive health needs of adolescents and youth were taken into consideration in the
health sector reform process. Training also included the use of a tool for incorporating
quality models of health provision for adolescents.

The Department assisted in strengthening adolescent-friendly health service activities
in the Eastern Mediterranean Region. The performance of model clinics for adolescents
was monitored in Bahrain, Egypt and Tunisia. Adolescent health services in the Islamic
Republic of Iran have advanced to the point where gaps in service provision are being
identified and filled – for example in mental and reproductive health. Technical assistance
was provided to review the degree of adolescent-friendliness in the clinical environment,
and the attitudes and skills of health workers. This review will assess how these might
affect the accessibility and acceptability of health services for adolescents.

In the European Region, Cyprus gave high priority to the training of health-care providers
to improve their knowledge and skills in providing adolescent-friendly health services in
the community.

In the South-East Asia Region, adolescent-friendly health centres were piloted in India
(9 centres), Indonesia (10 centres) and Nepal (1 centre). In Thailand the government
implemented 26 “friends corners” in establishments frequented by adolescents (e.g. shopping
malls and video shops). The “friends corners” are accessible to young people, have flexible
hours and offer a variety of services. This project has a web site (www.friendcorner.net).
WHO is financially supporting the ongoing evaluation of the “friends corner” project.
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CHAPTER 4    ADOLESCENT HEALTH AND DEVELOPMENT

In collaboration with the Regional Office for the Western Pacific the Department
provided technical support to improve the provision of health services to adolescents. The
process includes three key steps:

identification of areas of weakness;

definition of ways and means to address weaknesses by fostering improvements in
the performance of health professionals and in the functioning of health facilities
at all levels of the system;

definition and application of standards to assess performance and address common
problems.

Monitoring, evaluating and measuring programmes and
activities on adolescent health and development

During the biennium, the Department continued its efforts to improve measurement of
adolescent health and development programmes and activities at the global level. It supported
an intercountry workshop on use of the Mapping Adolescent Programming and
Measurement framework to strengthen the measurement of adolescent health and
development programmes for seven countries in the WHO European Region. The workshop
brought together programme managers from WHO, UNICEF and UNFPA and follow-up
work will include Mapping Adolescent Programming and Measurement workshops in at
least two countries.

The WHO Regional Office for the Americas continued giving high priority to evaluating
its efforts to strengthen adolescent health and development activities. An external evaluation
of the regional adolescent health and development programme, conducted during the
biennium and covering the period 1996–2001, showed significant achievements in the
region:

In 1996, 85% of the countries in the region had national adolescent health
programmes, a figure that rose to 95% in 2001.

In 1996, only 44% of national programmes reported receiving national funding in
addition to funding from international organizations and foundations. By 2001
up to 62% of programmes were in receipt of national funds. This increase in country
funding represents a significant shift in political and economic support for adolescent
health and development.

Provision of information, education and communication

In the Eastern Mediterranean Region, the Department provided support to an intercountry
workshop in Jordan on promoting adolescent health and development using information,
education and communication. Participants reviewed and exchanged experience on the
promotion of adolescent health and development using information, education and
communication activities, reviewed the regional strategy on adolescent health and
development, and developed recommendations for promoting adolescent health and
development at both regional and country level. In collaboration with the Islamic
Organization for Medical Sciences and the Islamic Educational, Scientific and Cultural
Organization, the regional office developed a set of regional manuals on health education
for adolescents, parents, teachers, mass media and health workers. A videotape on sex
education was adapted and widely used within the region. The Syrian Arab Republic
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developed health education materials to improve awareness of adolescent health and
development.

The Regional Office for the Americas maintains three regional networks through which
it disseminates key materials and information:

a general e-mail and conventional mail network of nearly 600 adolescent health
specialists who regularly receive information on events, workshops, training
opportunities and publications relating to adolescent and youth health and
development;

a network of specialists in HIV/AIDS and youth, with more than 600 participants;
the network began with 48 people during the 2002 Barcelona AIDS Conference;
members receive the quarterly Youth AIDS Action newsletter and Breaking the
Silence advocacy sheet, among other publications and notices regarding the topic;
UNICEF supports the newsletter.

the journalist network Red Salud; the network began in July 2003 as an electronic
network of 356 professionals who work in the mass media in Latin America and
the Caribbean; the network aims to promote discussion among participants
regarding critical health issues in the region, with an emphasis on youth, HIV and
Central America; Red Salud can be found on the La Iniciativa de Comunicación web
site, http://www.comminit.com/la/redsalud/ and is one of the most popular sections
of the site.

The WHO Regional Office for the Americas has also worked with the Latin American
and Caribbean Centre on Health Sciences Information to develop adolescent health virtual
libraries in El Salvador, Guatemala, Honduras and Nicaragua, and has strengthened the
already existing libraries in Argentina, Bolivia, Brazil, Colombia, Costa Rica, Cuba, the
Dominican Republic and Mexico. The web sites of the Latin American and Caribbean
Centre on Health Sciences Information feature publications, databases of specialists and
organizations, and access to scientific material relating to young people.

Working with adolescent boys

During the biennium, the Department and the WHO Regional Office for the Americas
supported training on the use of the WHO manuals on working with adolescent boys. The
training covered more than 100 programme managers and other participants from 30
countries. It aimed to promote the use of materials designed to improve gender relations
and the health of adolescent boys, utilizing as entry points HIV, adolescent sexual and
reproductive health, violence, mental health and substance use. This training has, in turn,
led to national training workshops being held in Brazil and several Central American
countries, in collaboration with ministries, nongovernmental organizations and United
Nations partners.

Significant progress has been made during the biennium in the Western Pacific Region
on preparation of a technical briefing kit on healthy development of adolescent boys.

Addressing the special needs of adolescents on the street
There is increasing recognition in many countries of the range of health and social problems
facing children and adolescents on the street. In response to this the WHO Department of
Mental Health and Substance Dependence and CAH have developed two resources – Working
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CHAPTER 4    ADOLESCENT HEALTH AND DEVELOPMENT

with street children: a package on substance use, sexual and reproductive health including
HIV/AIDS and sexually transmitted infections; and Improving access to health services: creating
a safer, more supportive environment for young people living and working on the streets.

CAH and the Department of Mental Health and Substance Dependence worked with
international organizations to conduct regional capacity-building workshops in collaboration
with the Regional Offices for Africa and South-East Asia. Participants included
representatives of nongovernmental organizations, national focal people working with
children and adolescents on the street, and focal people within ministries or departments
responsible for programmes for vulnerable children and adolescents. The workshops achieved
three main outcomes:

strengthened collaboration between the units responsible for child and adolescent
health and development and for substance use at WHO headquarters and regional
offices;

establishment of a mechanism for disseminating tools to organizations that work
with children and adolescents on the street;

development of practical country plans that include advocacy, building and
strengthening of networks, project development and expansion.

As part of its responsibilities within the Interagency Adolescent Working Group in India,
the Regional Office for South-East Asia developed health promotion tools for out-of-school
adolescents with a special focus on life skills education.

Joint activities with implementing partners

The Department continued to work closely with implementing partners in adolescent health
and development.

To address the high rates of adolescent pregnancy and HIV infection in the African
Region, the Regional Office for Africa began discussions with relevant regional institutions,
including:

the Regional Psychosocial Support Initiative for Children Affected by HIV/AIDS,
which supports organizations working with orphans and vulnerable adolescents in
strengthening actions by including psychosocial support in programming.

the Guidance, Counselling and Youth Development Centre for Africa, based in
Malawi, which aims to empower African girls and boys to address social issues
such as HIV/AIDS, drug use or abuse, unemployment and violence, the main
function of the organization being to develop regional capacity.

A task force on reproductive health has been established and serves as an advisory body
to the regional director on key reproductive health policy and service delivery issues,
including adolescent sexual and reproductive health. It comprises regional experts, research
organizations, other United Nations partners and regional institutions, and funding agencies.
In the biennium, two thematic sessions focused on adolescents and young people and two
priority health issues of the region: maternal mortality and HIV/AIDS. The task force
made several recommendations relating to adolescent health and development that the
regional office and partners will follow up in the coming biennium.

The WHO Regional Office for Africa also continued its collaboration with the
Commonwealth Regional Health Community Secretariat on the adolescent health and
development framework for policy review and development.
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During the biennium, the Regional Office for the Americas strengthened its strategic
alliances with other United Nations agencies, banks, bilateral agencies and nongovernmental
organizations to increase resources for adolescent health and development activities in the
region. The regional office also secured projects with SIDA in four countries in Central
America, with NORAD and GTZ in a series of countries, and with the Centennial Project
for Latino Youth at regional level. At country level, a number of activities took place:

in Ecuador, UNDP approved a project for children and adolescents in healthy
cities;

in Haiti, the regional office has been instrumental in the development of a joint
United Nations proposal that seeks to improve the health and development of
young people in four target areas with a comprehensive, multisectoral development
approach; the project proposal has been designed with the active participation of
underprivileged, socially and economically excluded young people and local
stakeholders in the proposed target areas, and responds to the priority needs and
interventions they identified.

In collaboration with the HIV/AIDS unit, an advisory group on adolescent and sexual
health in Latin America and the Caribbean was created to provide technical support to
Latin American and Caribbean countries in designing policies and implementing adolescent
sexual health projects and programmes. This group will develop a plan of action to advance
the adolescent sexual health agenda as a strategy for preventing HIV and sexually transmitted
infections, unwanted pregnancies and gender-related violence, as well as fostering overall
well-being and improving sexual health in adolescents.

The Regional Office for the Eastern Mediterranean adopted a special module for
population censuses and surveys that gathers data on the health and social status of
adolescents (and their families), including the underlying determinants. National authorities,
in collaboration with United Nations agencies and other concerned organizations have
used this module. The Pan Arab Project for Family Health, a successful example of
collaboration between United Nations agencies, international organizations and
nongovernmental organizations, has used the module in the Syrian Arab Republic and
Tunisia.

The regional office has collaborated with the WHO Department of Reproductive Health
and Research to conduct national knowledge, attitudes and practice surveys on the sexual
and reproductive health of adolescents in three countries – the Islamic Republic of Iran,
Oman, and the Syrian Arab Republic. The Islamic Republic of Iran and the Syrian Arab
Republic completed their projects and published their results in 2003. The regional office
supported the International Federation for Medical Students Associations in conducting a
survey on risk behaviour among medical students in Egypt, Kuwait, Lebanon and the West
Bank and Gaza Strip.

In coordination with the Ministry of Health of Bahrain, the WHO Regional Office for
the Eastern Mediterranean organized a training workshop on narrative research to upgrade
the skills of health staff and members of the Bahrain National Committee on Adolescent
Health. The WHO Regional Office for the Eastern Mediterranean and the Arab Regional
Office of the World Organization of the Scout Movement developed a joint plan of action
for 2001–2003 with a focus on sexually transmitted infections, HIV/AIDS, smoking, drug
abuse and health promotion.

During the biennium, the Interagency Working Group on Youth Health and Development
provided a forum for exchanging programme guidance, training, research, best practice,
and materials among United Nations agencies and other key partners for comprehensive
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rights-based approaches to adolescent health and development. The group has developed
joint work plans on life skills based education, peer education and youth-friendly services.

In the WHO Western Pacific Region, a multi-agency project to improve access of
adolescents to good quality services continued in Mongolia. A work plan was developed for
2003–2004 for the project to improve the outlook for adolescent boys and girls in Mongolia,
with the overall objective of promoting good quality adolescent health services within health
facilities by strengthening health systems and services.
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123ANNEX A    NEW PAPERS ARISING OUT OF RESEARCH SUPPORTED BY CAH IN 2002–2003

New papers arising out of research
supported by CAH in 2002–2003

The Lancet child survival series – 2003

Black R, Morris S, Bryce J. Where and why are 10 million children dying every year? The
Lancet, 2003, 361:2226–2234.

Bryce J et al. and the Multi-Country Evaluation of IMCI Study Group. Reducing child
mortality: can public health deliver? The Lancet, 2003, 362:159–164.

Jones G et al. and the Bellagio Child Survival Study Group. How many child deaths can we
prevent this year? The Lancet, 2003, 362:65–71.

The Bellagio Study Group on Child Survival. Knowledge into action for child survival. The
Lancet, 2003, 362:323–327.

Victora C et al. Applying an equity lens to child health and mortality: more of the same is
not enough. The Lancet, 2003, 362:233–241.

Other papers published in 2003

Bhandari N et al. and the other members of the Infant Feeding Study Group. Effect of
community-based promotion of exclusive breastfeeding on diarrhoeal illness and growth:
a cluster randomised controlled trial. The Lancet, 2003, 361:1418–1423.

Chandra-Mouli V. Adolescent-friendly health services. In: Bott S et al., eds. Towards adulthood.
Exploring the sexual and reproductive health of adolescents in South Asia. Geneva, World Health
Organization, 2003:195–198.

Daelmans B, Martines J, Saadeh R. Conclusions of the Global Consultation on
Complementary Feeding. In: Special issue on a World Health Organization Expert
Consultation on Complementary Feeding. Food and Nutrition Bulletin, 2003, 24(1):126–
129.

Daelmans B, Saadeh R. Global initiatives to improve complementary feeding. SCN News,
2003, 27:10–18.

Deen JL et al. Implementation of WHO guidelines on management of severe malnutrition
in hospitals in Africa. Bulletin of the World Health Organization, 2003, 81:237–243.

Fonseca W et al. Comparing pharmacokinetics of amoxicillin given twice or three times per
day to children older than 3 months with pneumonia. Antimicrobial Agents Chemotherapy,
2003, 47:997–1001.

Fontaine O. Actualités sur les solutions de sels de réhydratation par voie orale dans le
traitement des diarrhées de l’enfant. Médecine Tropicale, 2003, 63:486–490.
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Fontaine O. Acute diarrhea. In: Berman S, ed. Pediatric decision-making, 4th ed. Orlando, FL,
Mosby Inc., 2003.

Hill Z et al. Recognizing childhood illnesses and their traditional explanations: Exploring
options for care-seeking interventions in the context of the IMCI strategy in rural Ghana.
Tropical Medicine and International Health, 2003, 8:668–676.

Hruschka DH et al. Delayed onset of lactation and risk of ending full breast-feeding early
in rural Guatemala. Journal of Nutrition, 2003, 133:2592–2599.

Kornromp EL et al. Measurement of trends in childhood malaria mortality in Africa: an
assessment of progress toward targets based on verbal autopsy. Lancet Infectious Diseases,
2003, 3:349–358.

Molyneux EM et al. The effect of HIV infection on paediatric bacterial meningitis in
Blantyre, Malawi. Archives of Disease in Childhood, 2003, 88:1112–1118.

Mushi AK et al. Targeted subsidy for malaria control with treated nets using a discount
voucher system in southern Tanzania. Health Policy and Planning, 2003, 18:163–171.

Nestel P et al. Complementary food supplements to achieve micronutrient adequacy for
infants and young children. Journal of Pediatric Gastroenterology and Nutrition, 2003,
36:316–328.

Pakistan Multicentre Amoxicillin Short Course Therapy (MASCOT) Study Group. Three
day amoxicillin treatment is as effective as 5 days for children with non severe pneumonia
in Pakistan (abstracted from The Lancet 2002; 360:835–841). Evidence-Based Healthcare,
2003, 7:53–54.

Qazi S. Oral amoxycillin for childhood pneumonia. The Lancet, 2003, 361:76–77.

Schellenberg D et al. The silent burden of anaemia in Tanzanian children: a community-
based study. Bulletin of the World Health Organization, 2003, 81:581–590.

Schellenberg JA et al. for the Tanzania IMCI MCE Baseline Household Survey Study Group.
Inequities among the very poor: health care for children in rural southern Tanzania.
The Lancet, 2003, 361:561–566.

Simoes EAF et al. Management of severely ill children at first-level health facilities in sub-
Saharan Africa when referral is difficult. Bulletin of the World Health Organization, 2003,
81(7):522–531.

Victora CG et al. Anthropometry and body composition of 18 year old men according to
duration of breastfeeding: birth cohort study from Brazil. BMJ. 2003,327:901.

Weber MW. Management of meningitis in resource-poor settings. Annals of Tropical Paediatrics,
2003, 4:255–257.

Weber M et al. Predictors of neonatal sepsis in developing countries. Pediatric Infectious
Disease Journal, 2003, 22:711–716.

World Health Organization. Special issue on a World Health Organization Expert
Consultation on Complementary Feeding. Food and Nutrition Bulletin, 2003, 24(1).
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Papers published in 2002
Bahl R et al. and the WHO/CHD Immunization-Linked Vitamin A Group. Vitamin A

supplementation of women postpartum and of their infants at immunization alters
breast milk retinol and infant vitamin A status. Journal of Nutrition, 2002, 132:3243–
3248.

Bahl R et al. Impact of Vitamin A administered at Expanded Programme on Immunization
contacts on antibody response to oral polio vaccine. European Journal of Clinical Nutrition,
2002, 56:321–325.

Barros FC et al. Evaluating the impact of lactation centers on breastfeeding patterns,
morbidity and nutritional status: a cohort study. Revista Brasileira Epidemiologia, 2002,
5:5–14.

Bhandari N et al. Effect of routine zinc supplementation on pneumonia in children aged 6
months to 3 years: randomized controlled trial in an urban slum. BMJ, 2002, 324:1358–
1362.

Bhandari N et al. Pathways to infant mortality in urban slums of Delhi, India: implications
for improving the quality of community- and hospital-based programmes. Journal of
Health, Population and Nutrition, 2002, 20:148–155.

Bhandari N et al. Substantial reduction in severe diarrhoeal morbidity by daily zinc
supplementation in young North Indian children. Pediatrics, 2002, 109:1–7.

Coco G et al. Perinatal and neonatal health interventions research. Report of a meeting 29
April–3 May 2001, Kathmandu, Nepal. Journal of Perinatology, 2002, 22(Suppl. 2).

Co-trimoxazole amoxicillin trial in children under 5 years for pneumonia (CATCHUP Study
Group). Clinical efficacy of cotrimoxazole versus amoxicillin twice daily for treatment
of pneumonia: a randomised controlled clinical trial in Pakistan. Archives of Disease in
Childhood, 2002, 86:113–118.

Davidson G et al. Infectious diarrhoea in children: Working Group Report of the First
World Congress of Paediatric Gastroenterology, Hepatology and Nutrition. Journal of
Paediatric Gastroenterology and Nutrition, 2002, 35(Suppl. 2):S143–S150.

Duggan C, Fontaine O. A new formulation of ORS for children is warranted. Journal of
Paediatric Gastroenterology and Nutrition, 2002, 34:251–252.

Duke T, Bailey R, Weber MW. Improving the quality of care for children. Indian Pediatrics,
2002, 39:523–528.

Hahn S, Kim S, Garner P. Reduced osmolarity rehydration solution for treating dehydration
caused by acute diarrhoea in children. Cochrane Database Systematic Reviews, 2002, (1):
CD002847.

Molyneux EM et al. Dexamethasone treatment in childhood bacterial meningitis in Malawi:
a randomised controlled trial. The Lancet, 2002, 360:211-218.

Molyneux EM, Malenga G. Dexamethasone in acute bacterial meningitis. The Lancet, 2002,
360:1610–1611.

Olukoya AA and Ferguson J. Adolescent sexual health and development. Archives of Ibadan
Medicine, 2002; 3:22–27.

Osrin D et al. Cross sectional, community based study of care of newborn infants in Nepal.
BMJ, 2002; 325:1–5.
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Pakistan Multicentre Amoxicillin Short Course Therapy (MASCOT) Pneumonia Study
Group and Shamim Qazi. Clinical efficacy of 3 days versus 5 days of oral amoxicillin
for treatment of childhood pneumonia: a multicentre double-blind trial. The Lancet,
2002; 360:835–841.

Qazi SA. Oxygen therapy for acute respiratory infections in young children. Indian Pediatrics,
2002, 39:909–913.

Romieu I et al. Outdoor air pollution and acute respiratory infections among children in
developing countries. Journal of Occupational and Environmental Medicine, 2002, 44:640–
649.

Santos IS et al. Evaluating the efficacy of the nutritional counselling component of the
“integrated management of childhood illness” strategy (WHO/UNICEF). Revista
Brasileira Epidemiologia, 2002, 5:15–29.

The Zimbabwe Bangladesh South Africa (ZIMBASA) Dysentery Study Group. Multicenter,
randomized, double blind clinical trial of short course versus standard course oral
ciprofloxacin for Shigella dysenteriae type 1 dysentery in children. Pediatric Infectious Disease
Journal, 2002, 21:1136–1141.

Weber MW et al. An epidemiological study of RSV infection in The Gambia. Bulletin of the
World Health Organization, 2002, 80:562–568.

Weber MW et al. Clinical predictors of bacterial meningitis in infants and young children
in The Gambia. Tropical Medicine and International Health, 2002; 7:722–731.

Williams BG et al. Estimates of world-wide distribution of child deaths from acute respiratory
infections. Lancet Infectious Diseases, 2002, 2:25–32.

Working Group on Women and Child Health. Improving child health: the role of research.
BMJ, 2002, 324:1444–1447.

Zaman K et al. Children’s fluid intake during diarrhoea: acomparison of questionnaire
responses with data from observations. Acta Paediatrica, 2002, 91:376–382.
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New documents arising out of the
work of CAH in 2002-2003

ANNEX B

Adolescents: profiles in empowerment. United Nations Foundation (UNF)/UNFPA/ WHO/
UNICEF. Geneva, World Health Organization, 2003.

Adolescent-friendly health services: an agenda for change. Geneva, World Health Organization,
2002 (WHO/FCH/CAH/02.14).

A healthy start in life. WHO/UNICEF Global Consultation on Child and Adolescent Health and
Development, Stockholm, March 2002. Geneva, World Health Organization, 2002 (WHO/
FCH/CAH/02.15).

Analytic review of the IMCI strategy: proposed process and information framework.
Geneva, World Health Organization, 2002 (WHO/FCH/CAH/03.8).

Better health for poor children: a special report. Geneva, World Health Organization, 2002
(FCH/CAH/02.05).

Child Health Epidemiology Reference Group meeting report, February 2002. Geneva, World Health
Organization, 2002.

Child health research – a foundation for improving child health. Global Forum for Health Research/
WHO. Geneva, World Health Organization, 2002 (WHO/FCH/CAH/02.3).

Community-based strategies for breastfeeding promotion and support in developing countries. Geneva,
World Health Organization, 2003.

Complementary feeding counselling: a training course. Geneva, World Health Organization (in
press).

Evidence base for community management of pneumonia. Report from a WHO/UNICEF/Karolinska
Institute meeting of experts, Stockholm, 11–12 June 2002. Geneva, World Health
Organization, 2002 (WHO/FCH/CAH/02.23).

Global Consultation on Complementary Feeding, 10–13 February 2001. Geneva, World Health
Organization, 2003.

Global Consultation on the Health Services Response to the Prevention and Care of HIV/AIDS
among Young People. Achieving the global goals: access to services. Technical report of a WHO
consultation, Montreux, 17–21 March 2003. Geneva, World Health Organization, 2003.

Growing in confidence: programming for adolescent health and development. Lessons from eight countries.
Geneva, World Health Organization, 2002 (WHO/FCH/CAH/02.13).

Guiding principles for complementary feeding of the breastfed child. Washington, DC, Pan American
Health Organization/World Health Organization Regional Office for the Americas, 2002.
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Health facility survey: tool to evaluate the quality of care delivered to sick children attending outpatient
facilities. Geneva, World Health Organization, 2002.

HIV and infant feeding: a guide for health-care managers and supervisors. WHO/UNICEF/UNFPA/
UNAIDS. Geneva, World Health Organization, 2003.

HIV and infant feeding: framework for priority action. WHO/UNICEF/UNFPA/UNAIDS/World
Bank/UNHCR/WFP/FAO/IAEA. Geneva, World Health Organization, 2003.

HIV and infant feeding: guidelines for decision-makers. WHO/UNICEF/UNFPA/UNAIDS.
Geneva, World Health Organization, 2003.

Implementing the global strategy for infant and young child feeding. Report of a technical meeting 3–
5 February 2003. Geneva, World Health Organization, 2003.

Improving child health in the community. Brochure published in collaboration with the
Interagency Working Group on Household and Community IMCI. Geneva, World
Health Organization, 2002 (WHO/FCH/CAH/02.12).

Infant and young child feeding: a tool for assessing national practices, policies and programmes. Geneva,
World Health Organization, 2003.

Infant and young child feeding: tools and materials. CD-ROM. Geneva, World Health
Organization, 2003.

Moving forward with complementary feeding: identifying indicators and research priorities. Washington,
DC, International Food Policy Research Institute/WHO, 2003. FCND Discussion Paper
146.

Nutrient adequacy of exclusive breastfeeding for the term infant during the first six months of life.
Geneva, World Health Organization, 2002.

Orientation programme on adolescent health for health-care providers. Geneva, World Health
Organization, 2003.

Reduced osmolarity oral rehydration salts (ORS) formulation. Report from a UNICEF/WHO meeting
of experts, New York, 18 July 2001. Geneva, World Health Organization, 2002 (WHO/
FCH/CAH/01.22).

Strategic directions for improving the health and development of children and adolescents. Geneva,
World Health Organization, 2002 (WHO/FCH/CAH/02.21).

Training course on the management of severe malnutrition. Geneva, World Health Organization,
2002 (WHO/NHD/02.24).

Working with young men to promote health and gender equity. Durex/Engenderhealth/Horizons/
Population Council/IPPF–WHR/John Snow Brazil/Consultoria/PAHO/WHO. Geneva,
World Health Organization, 2003.

Young people and HIV/AIDS: opportunity in crises. UNICEF/UNAIDS/WHO. Geneva, World
Health Organization, 2003.
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Documents concerning the multi-country evaluation (MCE)
of IMCI

Guidelines for publication and ownership of data resulting from the multi-country evaluation of IMCI
effectiveness, cost and impact (MCE). Geneva, World Health Organization, 2002 (WHO/
FCH/CAH/02.04 Rev. 1).

The multi-country evaluation of IMCI effectiveness, cost and impact. MCE progress report, May
2001–April 2002. Geneva, World Health Organization, 2002 (WHO/FCH/CAH/02.16).

The multi-country evaluation of IMCI effectiveness, cost and impact. MCE progress report, May
2002–April 2003. Geneva, World Health Organization, 2003 (WHO/FCH/CAH/03.5).

The multi-country evaluation of IMCI effectiveness, cost and impact. Report of the 4th annual meeting
of MCE principal investigators and technical advisers, Fortaleza, December 2002. Geneva,
World Health Organization, 2002 (WHO/FCH/CAH/03.01).

Workshop on the analysis of MCE health facility data, London School of Hygiene and Tropical
Medicine, 8–11 July 2002. Geneva, World Health Organization, 2002.

Programme reports

CAH progress report, 2000–2001. Geneva, World Health Organization, 2002
(WHO/FCH/CAH/02.19).

CAH progress report, 2002. Geneva, World Health Organization, 2003.

Report of the fourth meeting of the CAH Technical Steering Committee. Geneva, World Health
Organization, 2002 (WHO/FCH/CAH/02.20).

Report of the fifth meeting of the CAH Technical Steering Committee, 26–28 March 2003. Geneva,
World Health Organization, 2003 (WHO/FCH/CAH/03.6).

Databases

Database of studies of acute respiratory infections (ARI) in children under five years in
developing countries, January 2002 (http://www.who.int/child-adolescent-health).
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Acronyms and abbreviations

ADH Adolescent Health and Development

AED Academy for Educational Development (United States)

AFHS adolescent-friendly health services

AIDS acquired immunodeficiency syndrome

ARCH Applied Research for Child Health

ARI acute respiratory infection

ASRH adolescent sexual and reproductive health

AusAID Australian Agency for International Development

BASIC Basic Support for Institutionalizing Child Survival

BFC/HIVC Breastfeeding Counselling: A Training Course/HIV and Infant Feeding
Counselling: A Training Course

CAH WHO Department of Child and Adolescent Health and Development

CAMHADD Commonwealth Association for Mental Handicap and Developmental
Disabilities

CD communicable diseases

CEE central and eastern Europe

CHD Child Health and Development

CHW community health worker

CIDA Canadian International Development Agency

CIS Commonwealth of Independent States

CHERG Child Health Epidemiology Reference Group

CORE Child Survival Collaborations and Resources Group

CRC United Nations Convention on the Rights of the Child

DFID United Kingdom Department for International Development

DHS Demographic and Health Survey

DSMB Data Safety Monitoring Board

DTP diphtheria-tetanus-pertussis

ETAT emergency triage, assessment and treatment

FAO Food and Agriculture Organization of the United Nations

GFATM Global Fund to fight AIDS, Tuberculosis and Malaria

GIS Geographical Information Systems

GSHS Global School-based Student Health Survey
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GTZ Gesellschaft für Technische Zusammenarbeit (Germany)

GYTS Global Youth Tobacco Survey

HBSC Health Behaviour of School-aged Children Survey

HIV human immunodeficiency virus

HNI Neonatal and Infant Health and Development

IAEA International Atomic Energy Agency

IBFAN International Baby-Food Action Network

ICRW International Center for Research on Women

IFPRI International Food Policy and Research Institute

IGNOU Indira Gandhi National Open University, India

IICRD International Institute for Child Rights and Development

ILO International Labour Organization

IMCI Integrated Management of Childhood Illness

IMNCI Integrated Management of Neonatal and Childhood Illness

IPA International Paediatric Association

IPPF International Planned Parenthood Federation

ISQua International Society for Quality in Health Care

IUATLD International Union against Tuberculosis and Lung Disease

IYCF Infant and Young Child Feeding

KPC 2004 Knowledge, Practices and Coverage Survey

LBW low birth weight

LSHTM London School of Hygiene and Tropical Medicine

MAPM Mapping Adolescent Programming and Measurement

MCE Multi-Country Evaluation of the Effectiveness, Cost and Impact of
IMCI

MDG Millennium Development Goal

MICS Multiple Indicator Cluster Survey

MIRA Mother and Infant Research Activities

NGO nongovernmental organization

NHD Department of Nutrition for Health and Development

NORAD Norwegian Agency for International Development

ORS oral rehydration salts

OSD WHO Department of Health Systems and Service

PATH Program of Appropriate Technology for Health

PHAST participatory hygiene and sanitation transformation

PMTCT prevention of mother-to-child transmission

RHR WHO Department of Reproductive Health and Research

RPM Plus Rational Pharmaceutical Management Plus

RTI reproductive tract infection

SARA Support for Analysis and Research in Africa
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SARAC (formerly SIDA) Swedish Agency for Research Cooperation with
Developing Countries

SCF-UK Save the Children Fund (United Kingdom)

SCF-US Save the Children Fund (United States)

SNL Saving Newborn Lives

STI sexually transmitted infection

TST Technical Support to Regions and Countries Team

UNAIDS Joint United Nations Programme on HIV/AIDS

UNDP United Nations Development Programme

UNF United Nations Foundation

UNFIP United Nations Fund for International Projects

UNFPA United Nations Population Fund

UNHCR Office of the United Nations High Commissioner for Refugees

UNICEF United Nations Children's Fund

USAID United States Agency for International Development

WABA World Alliance for Breastfeeding Action

WFP World Food Programme

WHO World Health Organization

World Bank International Bank for Reconstruction and Development (IBRD)
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