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Introduction

 ■  v

During 1998–99, the WHO Department of Child and Adolescent Health
and Development (CAH) remained at the forefront of the global move-

ment to raise healthy children who grow into confident adolescents and
creative, productive adults. The Department was created as a result of the re-
organization of WHO’s work, following the arrival of the Director General,
Dr Gro Harlem Brundtland, and brings together two areas of work within the
Organization: Child Health and Development and Adolescent Health and
Development. This union is opening up new possibilities for greater coordina-
tion and the development of new strategies to improve the health and wellbeing
of children and young people throughout the first two decades of life.

CAH has remained centred in its working methods throughout the evolution
and change that have been the hallmarks of the past two years. Whether the
objectives are to reduce deaths among newborns or to improve the access of
adolescents to responsive health services, the Department’s work is guided by a
well defined cycle of research, development of tools, support to the introduc-
tion of activities in differing country contexts, followed by monitoring and evalu-
ation of the impact of interventions on the health of children and adolescents.
This approach ensures that research supported by the Department is focused,
relevant and productive; that countries are supported in their efforts to imple-
ment the strategies identified by research; and that monitoring and evaluation
stimulate and define the continuing research and development agenda. This
cycle of activity has been fundamental to the work of CAH in 1998–99 and is
apparent throughout this report.

Although the working methods used to address the health problems of children
and adolescents cover the entire age span, certain health issues are clearly age
specific. Over the past two years, WHO’s efforts to improve the health of the
younger age group have continued to focus on the Integrated Management of
Childhood Illness strategy, known as IMCI. This strategy defines a range of
interventions to address the five conditions that cause the most deaths in
children under five years old. Evidence is accumulating to show that IMCI is
having a positive impact on the health of young children in many parts of the
world. The strategy is already being used in more than 60 countries, and more
are taking steps to introduce it.

The Common Agenda supported by WHO and its partners UNICEF and
UNFPA identifies a number of adolescent health and development priorities.
CAH’s work over the past two years has focused on improving the health and
wellbeing of adolescents by: defining adolescent development, including the
relationship between development and health outcomes; identifying ways to
increase access to health services that meet the needs of adolescents; specifying
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the skills and knowledge that health workers need; and developing an overall
measurement framework for programming.

In addition, as a result of the expanded mandate of the Department, work has
started on the development of more comprehensive strategies to respond to the
health and development needs of children and adolescents in their entirety.

The Department’s work across the age span is increasingly guided by the UN
Convention on the Rights of the Child, which calls on governments to ensure
the rights of children and adolescents to the highest possible standard of health
and health care. The Department has increased its input to the UN Committee
on the Rights of the Child during the past two years and is taking advantage of
this valuable opportunity to ensure that programming for children and adoles-
cents reaches the top of national health agendas.

This report presents a summary of two years of work of the Department of
Child and Adolescent Health and Development. Because it is a progress report,
it assumes a certain familiarity with our work. We refer those who would like to
know more to the CHD 1996–1997 Report, and the ADH Progress Report, June
1998, as well as to the various new documents described here that were pro-
duced over the last two years.

As we review the work and achievements of the past two years, we take heart at
the progress that has been made. We can look forward to the future, confident
that our work will continue to make important contributions to public health.
We thank you for your interest in our activities, and encourage you to support
and remain involved in these efforts.



Working to reduce
childhood deaths and
improve child health
and development

The Department of Child and Adoles-
cent Health and Development (CAH)

works with the WHO regional offices,
countries and a wide range of partners to
reduce mortality and improve the health
and development of children and adoles-
cents. One of the Department’s major
goals has been building capacity in the
Integrated Management of Childhood
Illness strategy (IMCI). CAH used its
experience in implementing IMCI to
guide new research and develop practical
interventions to improve child health.

Strengthening the IMCI
strategy

Most of the Department’s recent work
concerning children under five years of age
has contributed to improving and expand-
ing the IMCI strategy. Through this strat-
egy, CAH and its partners focused their
efforts to reduce childhood deaths due to
the five most common causes: pneumo-
nia, diarrhoea, malaria, measles and mal-
nutrition. The Department refined the
IMCI guidelines through research, devel-
oped additional tools to strengthen the
impact of the strategy both through the
health system and in the community, built
the capacity to implement IMCI more
effectively and rapidly, and facilitated the
full introduction of IMCI into 23 new
countries.

During the first two years of implement-
ing the strategy (1996–97), the greatest
emphasis was given to the first component
of IMCI: developing technical guidelines
for managing childhood illness and tools
to implement them through the inservice
training of first-level health workers. To
increase the coverage of IMCI, this train-
ing is now being introduced into the

preservice and basic education of health
workers, and the guidelines are being
expanded to include referral care for
managing severely ill and malnourished
children.

Throughout 1998–99, the Department
intensified efforts in the two other com-
ponents of IMCI: improving health sys-
tem supports for IMCI, and improving
family and community practices. In rela-
tion to the first component, IMCI was
linked to health sector reforms in coun-
tries and implemented in certain areas
through joint activities with the World
Bank. Studies were initiated to identify key
determinants of referral not being possi-
ble in order to provide baseline informa-
tion for defining potential solutions. The
non-availability of all drugs needed for
IMCI in first-level facilities was analysed
in many countries. As a result of IMCI
training, health workers took a number of
initiatives to improve the organization of
work in their facilities. The introduction
of follow-up after training served as a
stimulus to examine ways of strengthen-
ing the supervisory system, so that follow-
up procedures can be integrated into
routine supervision.

To strengthen the second component of
IMCI, improving family and community
practices, the Department has collaborated
with UNICEF and other organizations to
extend IMCI interventions into the com-
munity. Activities have begun in over ten
countries and experiences will be docu-
mented and used to refine the planning
process. Interventions were developed and
tested to improve breastfeeding and
complementary feeding practices, and to
improve careseeking for sick children. A
new initiative began within the framework
of the IMCI strategy to provide greater

 ■  1
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support for the psychosocial development
of children as well as their healthy growth.

As the IMCI strategy progressed during
the biennium, more effort also went into
helping countries plan, review and assess
their early experiences. Indicators for
monitoring and evaluating the implemen-
tation of IMCI in health facilities were
finalized and progress was made in the
definition of indicators for the household
level. Work advanced on the development
of evaluation tools.

The expansion of the IMCI strategy has
also highlighted areas for operational
research within countries. The Depart-
ment supported national researchers and
programme staff in identifying priority
research questions, preparing sound study
protocols, and provided a liaison with
potential funding sources.

Collaboration with partners has been an
area of much attention at global, regional
and country levels. Greater coordination
has helped to harmonize approaches, mak-
ing IMCI a priority on the development

agenda of many partners. In most coun-
tries, IMCI implementation is the result
of collaboration between government and
international, bilateral and non-govern-
mental organizations. The Department
has also established close links with new
initiatives, such as WHO’s Roll Back
Malaria, to ensure coherent and comple-
mentary strategies for achieving the goals
of reducing childhood mortality and mor-
bidity.

As countries have gained experience in
IMCI implementation, more information
has become available on how IMCI has
influenced child-care practices in health
facilities and in the home. While it will take
time to collect objective evidence of im-
pact, data collected as part of ongoing
documentation in countries demonstrates
consistently that IMCI works. Initiated in
1999, a planning process is underway to
carry out a thorough evaluation of the
impact of IMCI on child health. This will
be undertaken through a broad-based
study over a five-year period by CAH and
many partners. It is expected that this

Implementation of IMCI (December 1999)

Introduction
(16 countries)

Early implementation
(34 countries)

Expansion
(16 countries)

Status of
implementation

Argentina
Bolivia
Brazil
Colombia
Ecuador
Paraguay
Peru
Venezuela

El Salvador
Honduras
Nicaragua

Haiti
Dominican
Republic

Egypt
Iran
Iraq
Morocco
Pakistan
Sudan
Syria
Turkey
Yemen

Benin
Botswana
Côte d’Ivoire
Eritrea
Ethiopia
The Gambia
Ghana
Kenya
Madagascar
Malawi
Mali
Mozambique
Namibia
Niger
Nigeria
Senegal
South Africa
Tanzania, U.R.
Togo
Uganda
Zambia
Zimbabwe

Bangladesh
Bhutan
Cambodia
China
India
Indonesia
Laos
Mongolia
Myanmar
Nepal
Philippines
Viet Nam

Discussions had started in
at least another 9 countries

Armenia
Azerbaijan
Belarus
Georgia
Kazakhstan
Kyrgyzstan
Moldova
Tajikistan
Turkmenistan
Uzbekistan

* Based on information available in December 1999



multi-country study will provide the firm
and objective evidence needed to support
the case for IMCI more widely, as well as
indicating the best ways of delivering the
strategy.

Global achievements in IMCI

Within four years, 66 countries have
started to implement the IMCI strat-
egy. By the end of 1999:

— Sixteen countries were in the process
of introducing IMCI—orienting key
officials, building the capacity of
national experts to implement IMCI,
and achieving consensus to adopt the
strategy

— Thirty-four countries had adapted
national guidelines and were imple-
menting IMCI in a few selected dis-
tricts, and

— Sixteen countries were expanding from
implementing IMCI within the initial
districts into new geographical areas to-
wards achieving national coverage.

Nine additional countries had begun
policy-level discussions, the first step to-
wards adopting the IMCI strategy.

Following are the highlights of the work
in three areas, which contributed to these
achievements in 1998–99:

■ Technical support to regions and coun-
tries,

■ Research and development to improve
health worker performance and health sys-
tems, and

■ Research and development to improve
family and community practices.
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Global monitoring of IMCI implementation

14
31

37
8

21
28

1
8

16

3
14

17
8

24
35

3
15

25
6

12
25

6
19

22
0

14
20

National IMCI strategy including identified priorities
to improve family and community practices

Existence of adequate minimum counselling aides

First district supervisors trained in IMCI

IMCI included in at least three district
 development plans

IMCI strategy is part of the national health policy

 National policies support the appropriate
 use of IMCI drugs

First preservice training conducted

Three IMCI inservice trainings conducted for
first-level health workers

Adapted IMCI guidelines

Improving health workers’ skills

Improving the health system supports for IMCI

Improving family and community practices

Number of countries

December 1997

December 1998

December 1999
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Technical support to regions
and countries

— Joint participation in country sup-
port activities, in particular for the
introduction of new tools, programme
reviews, and capacity-building events;

— Regular informal consultations
between country, regional and head-
quarters staff via electronic media.

■ This strategy was unanimously
endorsed as a model for coordination
among the different levels of WHO
during a meeting convened by the Family
and Community Health (FCH) cluster for
all its departments and regional counter-
parts in October 1999 in Geneva.

Building national and district
capacity

■ CAH expanded activities in all regions
to introduce IMCI in 23 new countries
during the biennium. The implementa-
tion strategy was developed and coor-
dinated through:

— Region-specific strategic plans guid-
ing the expansion of IMCI based on
expressed national interest, burden of
disease and regional capacity to
provide effective support for the intro-
duction and early implementation of
activities.

— Regional review and coordination
meetings held on an annual or bian-
nual basis in all regions, and involving
representatives from countries and
partners to discuss the status of IMCI
implementation, identify challenges,
and agree upon a way forward.

■ Activities to increase regional and
national capacity to plan and implement
IMCI were accelerated in all regions.
This was achieved through:

— Four two-week workshops on IMCI
planning and adaptation for staff, re-
gional consultants and national focal
points, to develop the necessary skills
for planning the introduction of IMCI
in a country.

Planning at regional office
level: a model within WHO

■ CAH, in close collaboration with
WHO regional staff, has developed a
well defined approach for joint plan-
ning and programme implementation,
maximizing the use of available resources
and ensuring consistent support to coun-
tries. Staff in regional offices are key to
supporting programme implementation in
countries in all regions. The approach has
been facilitated by:

— Annual regional advisor’s meetings
in Geneva each May with headquarters
staff, regional advisors, national medi-
cal officers and selected key consult-
ants;

— Annual review and replanning meet-
ings, involving regional advisors and
headquarters staff, held in every region
between November and January;

Global capacity for IMCI planning and adaptation
increased substantially through the introduction of
region-specific approaches to training

During the biennium, four workshops were held to train 70
IMCI planning and adaptation consultants. Participants
included WHO staff, partner organizations, regional and coun-
try consultants. The workshops provided participants with the
necessary skills to provide technical assistance for the devel-
opment of national policies and treatment guidelines for chil-
dren, and to support the effective implementation of IMCI in
countries.

The workshop held in Geneva in November 1998 was oriented
to meet the needs of consultants working in countries of the
European region and repeated in Copenhagen in March 1999.
The regional focus was considered very important and the
workshop provided a good opportunity to discuss the particu-
lar problems in the European region both with regard to
adaptation and planning. A similar approach was followed for
a workshop convened in Harare in September 1999.

To meet the needs of other regions, the Department organ-
ized a fourth workshop in Geneva in November 1999. This
brought the global total of persons trained to 113 from 38
countries. A standardized format for conducting the workshop
is now available, and can be easily replicated. The set of sup-
port materials provided for each participant will be further
refined and made available as a consultant briefing package.
National consultants who have facilitated the process in their
own countries will be encouraged to assist other countries in
introducing the IMCI strategy.



— A workshop on adaptation of feed-
ing recommendations organized in
February 1999 in Baku, Azerbaijan for
seven Russian-speaking consultants
from the European Region, using
materials and a format adapted to the
needs of the region.

— Two workshops on the introduction
of the IMCI community component,
convened in the American Region with
country representatives and partner
organizations.

— Fourteen intercountry training
courses, conducted by six regional
offices, to develop technical expertise
to assist with IMCI implementation
within their regions.

■ Headquarters participated with re-
gional offices in activities in more than
20 countries, to strengthen the introduc-
tion of IMCI and sustain it through:

— Orientation meetings,

— National planning workshops involv-
ing ministry of health units concerned
with IMCI, local paediatricians and
other partners,

— Support for the adaptation of the IMCI
guidelines,

— Training of master trainers and district
supervisors,

— Introduction of IMCI preservice train-
ing in medical schools,

— Planning the introduction of activities
to improve family and community
practices,

— Review of early implementation ex-
periences and replanning for expansion
(Indonesia, Morocco, Nepal, Sudan,
Tanzania and Viet Nam),

— Programme review after two years of
expansion, followed by a partner
coordination meeting to agree on a
revised implementation strategy
(Uganda),

— Evaluation of performance of trained
health workers using the draft health
facility measurement tools (Bolivia and
Peru).

■ Regional offices found new ways to
support IMCI implementation in coun-
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Regional and global IMCI consultants trained
in 1998–1999

Regional and national Planning and
 training consultants adaptation

Region Regional National consultants

Africa N/A 327.1 35

Americas N/A N/A 15

Eastern
Mediterranean 15 130 10.2

Europe 14 15 21.3

South-East Asia 21 N/A 9

Western Pacific 28 188 5

Total 276 660 95.4

1 As of end of 1998
2 Including seven consultants on adaptation of feeding recommendations
3 Including two computer consultants and two preservice training consultants
4 Including formal and informal training

tries. These experiences are being docu-
mented to see how they might be adapted
and used elsewhere:

— A five-day extended orientation
workshop, developed with the
Regional Office for the Western Pacific,
to familiarize a team of child health
specialists in China with the planning
and adaptation process.

— IMCI training sites established in
Arusha, Tanzania and Alexandria,
Egypt for intercountry training. These
units function as models and have been
used to introduce participants from
various countries to the IMCI strategy
as part of intercountry training.

— IMCI training packages tailored to
the tasks of community health work-
ers developed by the Regional Office
for the Americas, with UNICEF, and
for basic health workers, by the South-
East Asia Region, with CARE. They
have been implemented in several
countries as a complement to training
first-level health workers.

— A special IMCI teaching session
developed by the Eastern Mediter-
ranean Regional Office to help health
workers organize tasks and patient flow
to support integrated case manage-
ment.
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— Model IMCI courses, conducted in
Cambodia, India, Myanmar and Ni-
geria. These are full-length courses
using provisionally adapted materials.
The course provides additional tech-
nical content for senior public health
staff and paediatricians who are then
equipped to play an active role in fully
adapting the guidelines and planning
the country’s first steps in implement-
ing the IMCI strategy.

— Meetings on the expansion of IMCI,
organized by the WHO Regional
Offices for Africa and for the Ameri-
cas, to allow representatives from
countries expanding IMCI implemen-
tation to exchange experiences and dis-
cuss solutions to common problems.

Collaboration with partners

■ Collaboration with partners has been
given special emphasis in the global and
regional strategies for expansion:

■ Partner coordination meetings took
place at global, regional and country level
to discuss implementation status and agree

upon joint strategies for further expansion.
These meetings involved organizations
including UNICEF, the World Bank, re-
gional development banks, bilateral agen-
cies, and non-governmental organizations.

■ Inter-agency working groups were
established to guide the development of
specific interventions and tools, notably
for monitoring and evaluation, and for the
third component of the IMCI strategy,
‘Improving family and community prac-
tices’.

■ Review and replanning meetings
were initiated by ministries of health, to
bring together relevant stakeholders to
assess progress in implementation, iden-
tify lessons learned, and define future
directions.

■ Partner meetings took place with
NGOs to strengthen the participation of
NGOs in the planning and implementa-
tion of the IMCI strategy at all levels.

■ Coordination with new initiatives,
notably Roll Back Malaria, was intensified
to identify common goals and objectives
and complementary roles for achieving
these.

■ Many partners have adopted IMCI
as a main strategy to improve child
health. Efforts to coordinate implemen-
tation activities have resulted in:

— The inclusion of the IMCI strategy
in 31 World Bank supported
projects, providing wide-ranging sup-
port in countries to sustain and expand
the IMCI strategy, often as part of
national health policy.

— The launch of Healthy Children:
Goal 2002, an initiative developed by
the Regional Office for the Americas
in collaboration with national and
international agencies, ministries of
health, and non-governmental organi-
zations.

— The adoption of IMCI in the Roll
Back Malaria Initiative as a main
strategy to reduce the burden of
malarial disease in children, providing
effective interventions to achieve
timely and appropriate treatment of
malaria in children at home and in
health facilities.

Household and community workshops

CORE, a consortium of private voluntary organizations (PVOs),
sponsored an IMCI workshop entitled Reaching Communities
for Child Health: Partnering with PVOs in Integrated Manage-
ment of Childhood Illness at the Regional Office for the Ameri-
cas in February 1999. The aim was to develop action plans to
increase the active participation of CORE PVOs with govern-
ments and donors, in the development and implementation
of IMCI at global, regional, national, district and community
levels. A ‘Call for Action’ was signed acknowledging the im-
portance of linking the NGO community and the IMCI strategy
to assist in reducing childhood morbidity and mortality and to
promote IMCI at the community and household levels.

Healthy Children: Goal 2002

The Initiative, ‘Healthy Children: Goal 2002’, was launched on
1 December 1999 in the WHO Regional Office for the Ameri-
cas. The initiative aims to prevent 100,000 deaths in 14 coun-
tries where the infant mortality still exceeds 40 per 1,000 live
births by the year 2002. IMCI is the main strategy proposed to
achieve a significant reduction in the number of deaths from
communicable diseases in children under five years old. The
initiative has been unanimously endorsed by the member coun-
tries and received wide support among partner organizations.
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Malaria and IMCI in Uganda

One of the key elements of the IMCI strategy is the manage-
ment of malaria. In Uganda, the IMCI working group and the
national malaria control programme are collaborating by form-
ing joint teams to support the district level. These teams con-
sist of groups of key clinicians and programme staff, often
affiliated with a training institution, who work with national
programmes. The teams assist districts in the process of orien-
tation and planning of IMCI and malaria control activities, help
build capacity for implementation, and monitor outcomes.
They are an extension of the national level but add to the
integration of IMCI and malaria control activities. To facilitate
their work, tools are under development for joint supervision.
Further joint activity is planned for the implementation of in-
terventions to improve family and community practices.

Introducing IMCI at the district level—the Viet Nam
experience

The IMCI strategy was introduced in Viet Nam in 1996. After
the adaptation was completed, implementation of activities
started in two districts in 1998. First-level health workers were
trained and follow-up after training visits conducted. A review
of experiences in April 1999 involved representatives of the
district health offices, and discussions were held on sustain-
able ways of introducing IMCI at district level. Participants iden-
tified official policy support and a structured planning process
as two critical elements. Experiences indicated that the steps
followed to introduce IMCI at national level are also impor-
tant for expansion at district level. They include:

■ A thorough orientation of district health authorities about
the IMCI strategy and its implications before initiation of
other activities

■ Early training of some key resource persons who will guide
the planning and implementation of IMCI activities in their
district

■ Development of a district plan of action, in the context of
overall district health planning

■ Building district capacity for management and training
■ Regular review and re-planning

Participants specified the critical role of the national IMCI Tech-
nical Group in supporting districts. Central-level tasks included
setting norms and standards, building district capacity, and
monitoring quality of activities.

Based on the review, the Ministry of Health issued the Direc-
tive on Enhancement of the Implementation of Integrated
Management of Childhood Illness in October 1999, request-
ing relevant stakeholders to prioritize IMCI implementation,
and assigning specific responsibilities at each level. The IMCI
Technical Group also held further discussions with partners to
ensure coherent implementation plans that incorporated the
recommendations of the review. As an example, the plan of
action of the World Bank-supported National Health Support
Project was revised to allow for a phasing-in of activities in
small clusters of districts targeted by the project; to include an
extended orientation for district health managers of each
cluster as an initial activity; and to reflect the criteria for qual-
ity of training adopted by the IMCI Technical Group. Regular
reviews involving staff from districts implementing IMCI as well
as partners are planned as part of the strategy for sustainable
expansion.

World Bank support to IMCI
(31 countries, as of December 1999)

Country Project

Argentina Maternal and Child
Health, and Nutrition

Armenia Health
Azerbaijan Health
Bangladesh Health and Population

Five
Bolivia Health Sector Reform
Brazil Health Sector Reform
China Health Nine
Dominican Health Sector Reform
Republic

Ecuador Health Sector Reform
Egypt Health Sector Reform
Eritrea Early Child hood

Development
Ethiopia Health Sector

Development
Gambia Participatory Health,

Population, and Nutrition
Georgia Health
India Reproductive and

Child Health
Indonesia Community Health and

Nutrition
Kazakhstan Health
Madagascar Health and Nutrition
Mali Sector Investment
Mauritania Health Reform
Moldova Health
Pakistan Punjab Hospital

Autonomy
Paraguay Health Sector Reform
Peru Training
Tajikistan Health
Republic of District Health Systems
Tanzania

Uganda District Health Systems
and Early Child
Development

Uzbekistan Health
Venezuela Health Sector Reform
Viet Nam National Health Support

Project

Yemen Early Child Development
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— The introduction of the IMCI com-
munity component in more then ten
countries as a collaborative effort
between UNICEF, WHO and many
other agencies and organizations.

Improving case management

■ More than 15,000 health profession-
als from approximately 70 countries
were trained in IMCI by the end of
1999. Training in IMCI prepares first-
level health workers to identify and treat
or refer children with conditions that
contribute most to child mortality. It also
promotes interventions to prevent disease:
to increase vaccination coverage and—
through more effective counselling of
mothers—to improve nutritional intake,
feeding practices and careseeking for
children who are ill.

■ In addition to training health profes-
sionals at first-level health facilities, some
countries in the American region (Argen-
tina, Ecuador, Nicaragua, Peru) and in the
South-East Asian region (India, Myanmar,
Nepal) started training community
health workers, basic health workers
and volunteers with specially prepared,
simplified IMCI local and regional mate-
rials.

Collaboration with the World Bank
to improve child health

Human development is a critical element in the World Bank’s
approach to supporting countries. Within this context, the
World Bank is working with governments to introduce and
support interventions to improve health and nutrition,
particularly of the poor. Improving child health is an impor-
tant objective in the World Bank’s strategy for Health, Nutri-
tion and Population (HNP) and has been recently reaffirmed
as a critical area for action in the World Bank’s Poverty Reduc-
tion Strategy Paper (PRSP). The basis for this lies in the fact
that many countries are still facing unacceptably high child
mortality rates, particularly in sub-Saharan Africa. Child mor-
tality is a sensitive indicator of inequalities among people,
reflecting inequities in access to basic services and other
determinants.

For over five years, CAH has been working closely with the
World Bank, providing technical input to World Bank policy
and strategy development and its technical support to coun-
tries. A CAH staff member has been seconded to the Bank’s
Health, Nutrition and Population anchor, which is the unit that
defines strategies and provides technical input in country
operations. As a result of this partnership, the IMCI strategy
has been included in the World Bank’s HNP strategy document,
is part of the package of essential services that has been
defined in the PRSP, and has been included in World Bank sup-
ported projects in over thirty countries.

Many countries have benefited from this partnership but it is
also clear that both organizations face a challenge in respond-
ing to each other’s needs and institutional working mecha-
nisms. To strengthen the partnership, a review of experiences
is being planned to identify lessons learned and determine
best practices for continuing collaboration between the two
organizations.

Training courses and number of health staff trained in IMCI
by the end of 1999

Region Number of Number of Community health
courses for health persons workers and basic

professionals trained health workers
trained in IMCI

Africa 301 3 162 —

Americas 410 9 862 528

Eastern Mediterranean 21 545 —

Europe 9 163 —

South-East Asia 29 689 2 738

Western Pacific 29 698 —

Total 799 15 119 3 266
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Follow-up visits in Uganda provide information to
supervisors on the implementation of IMCI in their
health facilities

Uganda adopted the IMCI strategy to improve child health in
June 1995. Between 1996 and July 1998, 334 first-level health
workers had been trained, and 270 (84%) of these had
received at least one follow-up visit by an IMCI-trained super-
visor. The visit to the work site gives supervisors a chance to
reinforce and strengthen the skills of newly trained health
workers, and to solve problems they encounter in the new
approach to case management.

Supervisors in three initial implementation districts in Uganda
have had opportunities to observe health workers three times:
at the end of the IMCI course, during the initial follow-up visit
and, for some, during a visit six months later.

Health worker performance during observations
of case management

IMCI task End of IMCI Initial Six months
course follow-up after initial
(91 health  visit follow-up
workers) (47 health visit

workers) (79 health
workers)

Correct assessment 78 (86%) 28 (60%) 74 (59%)
Correct classification 82 (90%) 38 (91%) 78(96%)
Correct treatment 81 (89%) 36 (83%) 75 (73%)
Correct counselling 91 (100%) 42 (91%) 79 (76%)

Numbers of visits vary depending on the cycle of follow-up visits by the
supervisors for their districts, and from the information received by the
national office at the time of the report.

From their visits, supervisors learned that:

■ Health workers gained essential clinical skills for managing
sick children, through the IMCI training.
■ Many health workers provide integrated case management,
although performance varied.

What supervisors saw reinforced their efforts to make follow-
up visits. They concluded that the supervision, provided
during the follow-up visits, appeared to reduce the expected
rapid loss of skills immediately after training, and helped health
workers to retain their clinical skills.

The trend, however, also suggested that health workers would
benefit from more frequent and regular clinical supervision
to improve and sustain their skills. As a result, supervisors in
some districts are conducting the initial visit sooner after the
course (within one month), and continuing visits regularly to
provide more support to health workers.

The visit also includes a review of drugs, supplies and other
supports, including the organization of work. During a meet-
ing at the end of the visit, the staff discuss problems they have
encountered while implementing IMCI, solve what they can
themselves, and pass on information on their needs through
the supervisor to the district team.

Research on the effectiveness of the IMCI strategy is now
being designed, and it will be interesting to see whether
results will be similar under more rigorous study conditions.
Information from follow-up visits, however, provides immedi-
ate feedback to health workers, district health teams and
others who can take corrective actions.

■ IMCI training of first-level health
workers includes a minimum of one
follow-up visit to reinforce skills and help
solve problems in getting started. During
the biennium, the Department finalized
Guidelines for follow-up after training
based on experience gained in over 10
countries.

By the end of the biennium, many coun-
tries were able to ensure one or more
follow-up visits to large proportions of
health workers trained. For example, more
than 85% of IMCI-trained, first-level
health workers in Nepal, the Philippines
and Viet Nam received at least one
follow-up visit. In Uganda, 84% of trained
health workers received at least one visit.
Follow-up visits also serve as a bridge to
strengthening routine district-level super-
visory activities. Bolivia, Brazil, Ecuador
and Peru have sustained follow-up after
training visits, providing feedback to
course participants two to three months
after receiving clinical training. The coun-
tries have also begun efforts to institution-
alize monitoring indicators at the health
facility as part of routine supervisory
visits.

During the biennium, countries started
working on increasing the sustainability
of the IMCI strategy through the intro-
duction of the IMCI concept into
preservice training institutions for dif-
ferent categories of health profession-
als. By the end of 1999, more than 20
countries initiated activities in the area of
IMCI preservice training. Experience
gained in these countries will serve as a
basis for similar activities in all other coun-
tries implementing IMCI.

■ In 1998-99, the Department contin-
ued providing support for all these
countries reviewing their experience,
giving feedback on prepared materials and
facilitating exchange of information. In
1999, the Regional Office for Africa con-
ducted a regional consultation on IMCI
preservice training in Pretoria, South
Africa, to develop a regional IMCI
preservice training strategy. Globally, the
Department organized similar activities as
part of the preservice global development
project.
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Collaboration for the sustainable introduction of IMCI preservice training

Throughout the biennium, CAH collaborated closely
with regions, countries and teaching institutions to
identify:

■ appropriate IMCI learning objectives for doctors,
nurses and other health professionals

■ approaches for incorporating IMCI into different
academic programmes

■ materials, faculty training and clinical facilities
needed to support IMCI teaching

■ steps needed to plan, implement and evaluate IMCI
teaching.

African Region: After gaining experience with IMCI
teaching in several countries, the Regional Office for
Africa sponsored a review meeting on IMCI preservice
training in October 1999 in Pretoria, South Africa.
Representatives from WHO/CAH headquarters, the
African Regional Office, country offices and teaching
institutions participated in the workshop, and con-
cluded that:

— learning objectives should address all three
components of the IMCI strategy

— generic guidelines and teaching and learning
materials are needed to help countries intro-
duce and support IMCI teaching

— countries should include IMCI in locally pro-
duced textbooks

— countries should identify mechanisms to follow-
up and monitor preservice training.

American Region: Preservice training efforts in the
American Region focused on training professors, pro-
ducing a regional annotated bibliography on IMCI,
identifying needs and advocating for IMCI through
publications, congresses and other events. In addition,
the Regional Office for the Americas collaborated
with the Latin American Association of Paediatrics
(ALAPE) and the Latin American Association of Nurs-
ing Schools (ALEE) to collect information about how
paediatrics is currently taught. The results of the
surveys will help WHO adapt IMCI teaching to the
needs of faculties.

Eastern Mediterranean Region: The Alexandria
University in Egypt collaborated with the Regional
Office for the Eastern Mediterranean to introduce
IMCI into the paediatric medical curriculum. An IMCI
Preservice Task Force was formed and a three-day
workshop organized by the University in cooperation
with WHO. This workshop was designed to orient and/
or update Task Force participants on IMCI develop-
ments, to initiate discussions about incorporating IMCI
in undergraduate training, and to establish the plan-

ning and implementation process to achieve this.
Following this meeting, an agenda and teaching
materials for a shortened IMCI training course were
developed, training sites prepared, teaching materi-
als and aids printed, and 4-day orientation sessions
were conducted for interns using the IMCI chart book-
let and students’ notes. Staff from 12 paediatric
faculties participated in an IMCI case management
course. In September 1999, the teaching of students
started within the Bachelor of Medicine and Surgery
Programme.

It is planned that during the 1999–2000 scholastic year,
120 students will be trained in IMCI, which represents
60% of the total number of students enrolled in pae-
diatric rotation. In addition, an IMCI training centre
at El Chatby Children’s Hospital has been established
and equipped and a concise course for senior profes-
sors is being developed.

European Region: In August 1999, staff from CAH
HQ and the Regional Office for Europe conducted a
workshop on strengthening the teaching of response
to major childhood illness in the European region. Rep-
resentatives from medical schools and ministries of
health from ten former Soviet countries attended the
workshop. The participants concluded that IMCI is a
useful strategy to prioritize teaching about childhood
illness. They recommended that teaching institutions
be involved in the national adaptation of IMCI and
identified activities needed to help introduce IMCI
teaching in the region.

South-East Asian Region: In Indonesia, CAH HQ par-
ticipated in a monitoring and review meeting in July
1999, sponsored by the national task force for IMCI
preservice training (PMPT). The task force facilitated
the introduction of IMCI teaching in 15 medical
schools, preparing teaching and learning materials
and training teachers in IMCI. WHO Indonesia pro-
vided focused technical support to 5 of the 15 medi-
cal schools. The July meeting reviewed experiences
and offered suggestions to help faculties overcome
some of the difficulties encountered during the
introduction of IMCI teaching.

Western Pacific Region: The Regional Office for the
Western Pacific held orientation meetings with
faculty from the University of the Philippines in
Manila in early 1999. After agreeing to collaborate in
the global development project for preservice train-
ing, the University of Medicine and Pharmacy in Ho
Chi Minh City, Viet Nam, sponsored an orientation and
planning workshop in September 1999. The workshop
was held in collaboration with headquarters, regional
and country staff, and a CAH regional preservice train-
ing consultant. Representatives from the medical
faculty in Hanoi also participated in the workshop.
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Improving practices for
child health in the family
and community

■ The Department worked with part-
ners to develop the community com-
ponent of the IMCI strategy through
the Interagency Working Group on
Household and Community IMCI
which includes UNICEF, WHO, bilateral
agencies and related projects, and the
CORE group of private voluntary organi-
zations.

— Twelve key family practices for child
survival, growth and development
were identified and adopted as a
basis for planning interventions to
improve family and community
practices.

— The Interagency Working Group
accelerated efforts to develop a plan-
ning process for improving family
and community practices. The proc-
ess takes into consideration the need
to build upon existing resources,
establish community participation and
address the priority needs of particular
communities. The steps in the planning

Countries introducing IMCI into preservice training

Argentina
Bolivia*
Brazil
Ecuador
El Salvador
Nicaragua
Peru

Egypt*
Morocco
Sudan

Ethiopia
Niger
South Africa
Tanzania*
Uganda
Zambia

Indonesia
Nepal*
Philippines
Viet Nam*

Georgia

* Countries with a medical school collaborating in the global development project (5 countries)

process have been defined and are now
being tested in a number of countries.

— Draft instruments to support the
planning process are now available.
These include tools for assessment of
ongoing activities, and available and
potential resources at national, district
and community levels, a baseline
survey instrument, and an inventory of
existing, appropriate tools developed
by other programmes. Indicators for
measuring progress are under develop-
ment.

— A framework has been developed to
document experiences of countries
implementing the IMCI community
component. The findings will guide
the further development of the plan-
ning process, and identify the need for
complementary tools to implement
interventions. To facilitate the docu-
mentation process, the Interagency
Working Group has selected ten coun-
tries for monitoring and documenta-
tion (Bangladesh, Bolivia, Ecuador,
Egypt, Indonesia, Mali, Nepal, Peru,
Tanzania and Uganda).
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— IMCI training of basic-level health
workers and community health
workers was initiated in two regions.
In South-East Asia, the IMCI package
for basic-level health workers was in-
troduced to national coordinators and
supporting agencies from all target
countries in the region (Bhutan,
India, Indonesia, Myanmar, Nepal). A
demonstration course was conducted
in Nepal and an intercountry course
for trainers held in India in 1999. The
course was found particularly relevant
to bridge the gap in service delivery
between first-level health facilities and
communities. In the American Region,
the IMCI Community Health Worker
training course was finalized. The
course is part of a set of tools aimed at
strengthening community-based
health service delivery with an empha-
sis on preventive as well as curative
services. Training was initiated in
Argentina, Ecuador, Nicaragua and
Peru.

■ IMCI guidelines were adapted to
include feeding recommendations and
explanations of the danger signs of
severe illness in order to improve the
standard of counselling provided for
mothers and other caretakers. The
Department provides protocols to adapt
the generic counselling messages offered
to caretakers bringing children to health
facilities. These messages are also appro-
priate for use in community-based inter-
ventions for child health. Examples
include:

— Studies in eleven countries in the
African Region identified local fluids
to recommend for children who are
sick, and locally available, nutritious
foods for all young children.

— Eleven countries in the African Region
also identified locally used terms for
signs of severe illness, to improve
communication with families about
when to bring sick children for care.

— A nutrition survey, carried out by
national experts, provided a basis for
developing feeding recommendations
for some of the countries in the Euro-
pean region.

Developing community IMCI: Uganda and Egypt

Success in reducing child mortality and improving child health
requires more than the availability of adequate health serv-
ices with well-trained personnel. As families have the major
responsibility for caring for their children, success requires a
partnership between health workers and families, with sup-
port from their communities.

Recognizing this, countries have begun to plan and implement
activities to promote key family practices and ensure
community support. Despite different national contexts, and
differing stages of IMCI implementation, countries are devel-
oping convergent approaches to the development of the
community component, as these examples show:

The Ministry of Health (MOH) in Uganda introduced IMCI in
1996, and for the first two years of implementation focused
on training and supporting health workers to provide quality
care to children. However, when it was confirmed that distance
from homes to health facilities is a principal barrier to seeking
care, the MOH began to explore opportunities for community
approaches to reduce infant and child mortality.

Egypt took a different tactic. After consideration of a broad
range of international experience, the Egypt MOH decided to
develop community IMCI concurrently with health-worker
focused activities. This had the added advantage of allowing
the MOH to conduct a baseline survey of family knowledge
and practices in target districts before any IMCI activities had
taken place.

Despite the different approaches in timing, both countries are
following a similar progression of activities. They have:

■ Established a national level working group or sub-
committee, responsible for the development of community
IMCI, for guiding activities and for documenting the
experience;

■ Formulated an operational plan for developing the
community IMCI component. The steps include generating
support at the national, district, and community levels,
assessing needs, identifying potential interventions and
resources, defining strategies for various phases of imple-
mentation, and identifying the role of the national MOH,
the sub-national and district levels, WHO, UNICEF and other
partners including universities and NGOs;

■ Initiated intensive work in selected districts and communi-
ties to: gain endorsement for implementation from
influential political, social, and health leaders; conduct needs
assessments with local participation to identify key
practices needing improvement and possible interventions
to address them; identify local capacity; develop strategies.

These activities have strongly influenced the global standard-
ized planning and assessment process for community IMCI.
Tools to assist the process are currently under development by
the Interagency Working Group on Household and Commu-
nity IMCI.
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Training in breastfeeding counselling is being
introduced into the basic training of midwives in
Viet Nam

Viet Nam has conducted Breastfeeding counselling: A training
course in 23 provincial hospitals, designated as Baby-Friendly.
This experience highlighted the need to introduce breast-
feeding counselling earlier in the training of midwives, who
work in district hospitals and clinics throughout the country.

In 1998, plans were developed and in 1999 training was con-
ducted in 20 (out of 47) Secondary Medical schools, through
joint collaboration with the Ministry of Health, the National
Breastfeeding Committee and WHO.

■ The WHO/UNICEF Breastfeeding
counselling: A training course has now
been conducted in 61 countries, 13 of
which have reported them as ‘mile-
stones’ through the IMCI global
monitoring system. The IMCI clinical
course provides the basic skills needed to
recognize inadequate positioning and
attachment, and help with simple
breastfeeding difficulties. The counselling
course supports the IMCI strategy by
preparing health professionals at the
referral level to help with a wider range of
breastfeeding difficulties which may be
identified by IMCI-trained or other health
workers. To strengthen links between
IMCI and breastfeeding counselling, it is
suggested that breastfeeding counsellors
should be available in districts where IMCI
is implemented. This course also strength-
ens and extends the Baby Friendly Hospi-
tal Initiative by enabling health workers
in maternity facilities to guide and sup-
port mothers more effectively.

Activities to introduce the breastfeeding
counselling training course (BFC) in
countries in 1998-99:

— In the African Region, courses were
started in Côte d’Ivoire and Uganda,
and repeated in Nigeria and Zimba-
bwe.

— In the American Region, the course
was introduced in Bolivia (with LINK-
AGES, a USAID-funded project on
maternal nutrition and young child
feeding), Guyana, Honduras and Peru.
Training was repeated in Colombia. In
Brazil, where the course was intro-
duced in 1996, coverage was extended
to every state. The course was also in-
troduced and repeated in Argentina
and Dominican Republic.

— In the Eastern Mediterranean Region,
the course was introduced in Pakistan
and Yemen.

— The South-East Asian Region intro-
duced and repeated courses in India.

— In the Western Pacific Region,
UNICEF introduced the course in the
Marshall Islands and Hong Kong, with
technical support from WHO.

— In the European Region, 9 countries
have introduced courses, 5 have re-

peated them and 3 have conducted
adapted courses.

— Regional capacity building for BFC was
developed in an intercountry course in
Georgia for Caucasian countries and in
India for 6 States of India, plus
Myanmar, Nepal and Sri Lanka. Re-
gional consultants were also trained in
Latin America.

Improving health system
support

■ CAH and the Essential Drugs and
other Medicines Policy Department
(EDM) are collaborating through an
Interdepartmental Working Group to
improve the availability and rational use
of drugs needed for the management
of childhood illness. The objective is to
exchange information and respond to
problems identified by countries imple-
menting IMCI. Joint activities have
begun at Headquarters and in the Ameri-
can, Eastern Mediterranean and South-
East Asian Regions:

— Exploration of solutions to problems
of drug availability, particularly of
second-line antibiotics and injectable
drugs for pre-referral treatment,
during the review of IMCI implemen-
tation in Tanzania.

— A workshop on the availability of drugs
for IMCI, organized by the African
Region in Harare, Zimbabwe. Two
areas were identified for development:
(i) drug selection and management,
and (ii) training, monitoring and evalu-
ation of drug procurement and use.
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A review of IMCI early implementation in Sudan

■ Salient achievements in the family and community
component include the development and testing of
an IMCI Mother’s Card; IMCI home-care messages were
disseminated through radio, television and printed
media; and operational research on family compliance
with treatment, referral and follow-up was carried out.

Major constraints and recommended solutions

■ National financial resources for IMCI expansion are
limited and partners supporting IMCI are few. Better
co-ordination and joint planning of IMCI and other
related programme activities, continued government
support and increased advocacy for IMCI among
existing and potential partners are necessary.

■ There is still insufficient managerial capacity at state
and district levels. Reorganizing the duties of existing
staff with reference to IMCI, by providing necessary
orientation and training in IMCI planning and man-
agement could address this.

■ IMCI inservice training demands substantial
resources, both financial and human, and is depend-
ent on central and external funding. This means that
continued support by the central level is necessary for
the expansion phase; IMCI preservice training in
medical and medical assistants’ schools has to be pro-
moted.

■ Health facility support needs further improvement
in two major areas: access to essential drugs and avail-
ability of regular immunization services. A prompt
revision of the National List of Essential Drugs will be
needed in order to make sure that all drugs required
for IMCI case management are distributed to first-level
health facilities. Immunization services at first-level
health facilities need upgrading.

■ Activities related to the IMCI component for
improving family and community practices were
limited to health education and counselling at the
health facility. This component should be given the
same attention as other IMCI components. Commu-
nity-based interventions should be developed in close
collaboration with partners.

Major directions for IMCI expansion

Achievements in the two states, Khartoum and Gezira,
where IMCI is being implemented must be consoli-
dated and strengthened. More importance should be
given to the second IMCI component, improving the
health system and the third component, improving
family and community practices. Training coverage
should be increased, targeting 60% of health work-
ers in all first-level health facilities in these states.
Central-level support to the states was critical during
the introduction and early implementation phases and
will continue to be so in the early expansion phase.
IMCI expansion to other states should follow the
national Health Area Development Policy, and nation-
wide coverage should be targeted for the year 2005.

In December 1999, Sudan’s Federal Ministry of Health
held a 7-day meeting to review experiences of IMCI
implementation since its adoption in 1996. A detailed
plan for IMCI expansion was then drawn up. The
review meeting convened over 50 participants from
the national IMCI Working Group and Task Force, rep-
resentatives from Khartoum and Gezira States, and
the four districts where IMCI is already implemented.
Representatives from River Nile and Sennar States,
proposed for future IMCI expansion, as well as rep-
resentatives from universities and other relevant
partners also attended the meeting (WHO, UNICEF,
Save the Children UK).

The main conclusions were:

Major achievements

■ Since its introduction, IMCI has proved highly suit-
able for the situation in Sudan. It has been given high
level political and technical support throughout the
national health system. It has been adopted as the
main strategy to reduce childhood morbidity and
mortality and to promote healthy growth and devel-
opment. IMCI fits well within the national Health
Area Development Policy framework.

■ A functional IMCI management structure was
established at central, state and district levels, includ-
ing an IMCI Steering Committee and a National IMCI
Task Force with representation of all relevant pro-
grammes and institutions. There has been effective
transfer of IMCI managerial capacity from the
Federal Government to the states where early imple-
mentation took place.

■ The generic IMCI clinical guidelines and training
materials were adapted, taking into account the
epidemiological and socio-cultural situation (feeding
practices and local terms) in most parts of the coun-
try. The English version was ready by the end of 1997
for training physicians. It was then translated into
Arabic for training medical assistants.

■ The targeted training coverage of more than 60%
of staff in charge of child care in each first-level facil-
ity was achieved in all four early implementation
areas. The involvement of opinion leaders in child
health and the continuous support at central level
could be assured. Almost all trained health workers
were followed up within 4 to 6 weeks of training
and a majority of them received a second round of
IMCI follow-up visits, which showed improvement in
clinical and counselling skills.

■ Breastfeeding promotion is well co-ordinated with
IMCI implementation.

■ In the area of improving the health system, some
important changes were noted such as a link between
the regular supervision system and IMCI implemen-
tation. This enhanced supportive supervision in
general, and has improved availability of drugs and
equipment.



— In the American and South-East Asian
Regions, preparation for the introduc-
tion of the Drug Supply Management
(DSM) training package developed by
the Department in collaboration with
the USAID BASICS project. This
training is aimed at health workers in
first-level facilities to strengthen their
skills in stock and store management.

— Special attention to the availability of
essential drugs at the review of IMCI
early implementation in Sudan.

In other regions, similar joint activities are
planned based on the success of these
experiences.

■ District health teams worked with
representatives from ministries of
health and their partners to strengthen
health system support for child health.
Action was taken to:

— Increase availability of water, supplies
and equipment in first-level facilities
(Nepal).

— Re-examine policies to expand cover-
age of immunization, vitamin A
supplementation and other health
inter ventions through IMCI
(Uganda).

— Strengthen training, supervisory and
management capacities (Tanzania).

— Improve availability of essential drugs
needed for IMCI (Sudan).

Information from follow-up visits to
IMCI-trained health workers helped dis-
trict health managers to identify these
problems and priority needs, and enabled
them to advocate for support from the
ministry of health and other partners.
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In Nepal, visits to trained health workers were a
catalyst for health system improvements

Supervisors visited ten health facilities to follow-up health
workers trained during the first district-level IMCI course in
Nepal. Although just beginning to implement IMCI at the
district level, they were able to target needed changes to
improve health care for children.

Supervisors saw marked improvements in the facility supports
for integrated case management between the initial follow-
up visit and a visit five months later. Local solutions to prob-
lems were found, for example, to provide drinking water at
health facilities. Problems providing vaccines persisted, how-
ever, highlighting the need for intensive action in the Ministry
of Health and stronger collaboration with its partners.

Problems identified Health facilities where problems
were identified (of 10 facilities)

Initial Visit
follow-up visit 5 months later

Weighing scale not
available 7 0
No functioning oral
rehydration therapy
(ORT) corner 9 2
Not all vaccines available 7 7
No source of drinking
water 4 0*
No mother’s counselling
cards 2 1

No steriliser 3 0

* Follow-up visits triggered intersectoral actions to provide water
at health facilities.
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Research and development to
improve health worker performance
and health systems

■ CAH produced an updated IMCI
Adaptation Guide. The revised guide pro-
vides the latest technical information and
recommendations for the management of
sick children for countries preparing their
country guidelines. The guide describes
the process of adapting the generic IMCI
guidelines based on the experiences of the
first fifteen countries implementing IMCI.
It is now being translated into Spanish and
Russian.

■ Work has begun on adaptations to
the IMCI guidelines for wheeze, den-
gue haemorrhagic fever and the care of
the child in the first week of life, and
the recommendations for classification
and treatment are being tested. The
adaptations will be issued in the form of
Addenda to the IMCI Adaptation Guide,
for use by countries needing to go beyond
adaptations described in the existing
guide.

■ The WHO Department of Repro-
ductive Health and Research (RHR)
has in collaboration with CAH devel-
oped guidelines for the management of
sick neonates. These guidelines will be
field-tested and finalized in 2000.

Setting standards for care in
small hospitals

■ The guidelines, Management of the
child with a serious infection or severe
malnutrition: Guidelines for care at
the first referral level in developing
countries, are being published to be
used for small hospitals without
specialized staff. The guidelines, devel-
oped in an extensive consultation process
with outside experts and input from many
WHO departments and regional offices,
have been finalized and will be distributed
early in 2000.

■ The experience of the development
process and of field tests of the guide-
lines for Emergency triage and treatment
has been published. These guidelines

The working group on Health Systems
Practices and Programme Manage-

ment Methods organized research and
developed generic standards and interven-
tions to support the prevention and treat-
ment of childhood illnesses through health
systems.

Setting standards for care in
first-level health facilities

■ Protocols have been developed for a
study to identify the severe illnesses
commonly seen in children at first-level
facilities in settings where referral is
difficult or impossible. The IMCI guide-
lines for managing sick children in first-
level health facilities recommend that
children with severe disease be referred,
but getting children to the required level
of care is often difficult. Countries need
options to address barriers to referral and,
when referral is not possible, to increase
the capacity of first-level health workers
to manage severely ill children. First-level
health facilities in remote areas have been
studied in Nepal, Niger, Philippines,
Tanzania and Uganda, and the extent to
which referral is a problem has been
documented. In view of these findings,
options for treatment at these sites will be
reviewed, and some possibilities will be
outlined for actions to improve the
survival of children where referral is not
possible.

■ The Department is coordinating the
revision of Primary Child Care, a text-
book first published in 1979 for health
workers and doctors at first-level health
facilities. The new edition, which incor-
porates IMCI as a central component of
primary child care, is expected to be
completed by mid 2000. The Institute of
Child Health (London), TALC (London),
Healthlink Worldwide (formerly
AHRTAG, London), and Macmillan
Publishers (London) are collaborating on
the textbook together with a panel of
developing country paediatricians.



address the findings of recent studies on
the factors that contribute to child deaths
in referral-level facilities. Many of the
factors identified were related to delays in
responding to signs of danger. The guide-
lines have been tested in small hospitals in
Brazil, Malawi and in refugee camps in
Tanzania, and are included in the
Management of the child with a serious
infection or severe malnutrition: Guidelines
for care at the first referral level in develop-
ing countries.

Improving health worker
skills

■ The module for the IMCI course di-
rector, which provides guidance on
organizing an IMCI course, was revised
in 1998. This module, which is available
in English and French, includes training
plans for a five-day course to prepare
facilitators to conduct IMCI training for
first-level health workers.

■ The Department launched a project
to introduce IMCI into preservice
training institutions for physicians and
other health workers. An informal con-
sultation on IMCI preservice training
brought representatives of medical and
paramedical teaching institutions from
fourteen countries to Geneva in January
1998. Following the consultation, the
Department launched a global develop-
ment project that includes three interre-
lated elements:

— Survey of ongoing efforts to include
the IMCI clinical guidelines in aca-
demic programmes of medical and
paramedical teaching institutions (with
technical assistance as needed).

— Review of major paediatric textbooks,
to assess the feasibility of adapting their
content to include information on
IMCI.

— Systematic collaboration with five
medical schools to facilitate, monitor
and review the introduction of IMCI
preservice training:

— University of San Simon, Faculty of
Medicine, Cochabamba, Bolivia

— University of Alexandria, Faculty of
Medicine, Alexandria, Egypt

— Tribhuvan University, Institute of
Medicine, Kathmandu, Nepal

— Muhimbili University College of
Health Sciences, Dar Es-Salaam,
Tanzania

— University of Medicine and Phar-
macy, Ho Chi Minh City, Vietnam.

This process should generate a variety of
approaches that can then be adapted for
other countries. For the first element,
WHO collaborated with regional and
country offices, to collect detailed infor-
mation from 15 teaching institutions
about their experiences with introducing
IMCI teaching. This information will be
summarized and distributed to regions
and countries in the form of Updates on
IMCI Preservice Training.

In order to identify the types of textbooks
and teaching materials commonly used to
teach paediatrics, the Department com-
municated by mail and telephone with
more than 60 medical schools in 24 coun-
tries. The results of these communications
will be summarized and distributed to re-
gions and countries in early 2000. Prelimi-
nary analysis of the surveys showed that
teachers use a mixture of international,
regional and local textbooks. The Nelson
Textbook of Pediatrics was mentioned by
medical faculties in all WHO regions. The
Department has begun to correspond with
its editors to propose possible options for
incorporating IMCI into the text.

To facilitate the systematic collaboration
with selected medical schools, five regional
consultants who are involved in medical
education in their own countries were
identified and paired with the collaborat-
ing schools. In February 1999, CAH con-
ducted a workshop for the regional
consultants. By December 1999, all five
schools had held orientation and planning
workshops, developed 12-month plans for
introducing IMCI teaching and started to
implement their plans in at least one aca-
demic programme.

In November 1999, the Department
hosted an intercountry workshop on
IMCI preservice training. Faculty mem-
bers from 14 medical schools in six WHO
regions participated in the workshop. The
faculty represented the five collaborating
medical schools and nine additional medi-

WORKING TO REDUCE CHILDHOOD DEATHS AND IMPROVE CHILD HEALTH AND DEVELOPMENT ■  17



18 ■  CAH: MOVING FORWARD

cal schools that started to introduce IMCI
teaching. In addition, the workshop was
attended by regional consultants for IMCI
preservice training, specialists in medical
education, representatives from selected
partner organizations and representatives
from WHO country, regional and head-
quarters offices.

The workshop was an important milestone
in the global development project because
it succeeded in reviewing regional and
country experiences in order to:

— identify key elements of the processes
used to introduce IMCI preservice
training at country and school level,

— identify types of teaching, learning and
assessment materials used for IMCI
instruction and mechanisms for their
development and sustainable supply,
and

— outline the next steps for the global
development project.

Triage in the small hospital to screen sick children
when they first arrive

Children are divided into three groups. Those with:

■ Emergency signs, needing immediate emergency treatment

— Respiratory distress

— Signs of shock

— Coma

— Convulsions, or

— Signs suggesting severe dehydration in children with di-
arrhoea

■ Priority signs, to be given priority for prompt assessment
and treatment, without delay

— Visible severe wasting

— Oedema of both feet

— Severe pallor

— Any sick young infant less than 2 months of age

— Lethargy

— Continually irritable and restless

— Major burn, or

— An urgent referral note from another facility

■ Neither emergency nor priority signs, the non-urgent cases

From the guidelines on Management of the child with a serious infection
or severe malnutrition: Guidelines for care at the first referral level in
developing countries

■ A draft handbook for use in IMCI
preservice training was completed,
using materials from the IMCI train-
ing for first-level health workers. The
Department of Child Health, Institute of
Medicine, Tribhuvan University, Nepal,
reviewed and revised the handbook for
local use by faculty and students. The
Faculty of Medicine, University of Alex-
andria, Egypt, also revised the handbook
to produce a locally adapted version called
IMCI Student’s Notes. As recommended
by the participants of the November 1999
intercountry workshop, CAH will final-
ize and print the model handbook, and
will make it available to interested regions
and countries with computer diskettes.

■ The Department launched a project
to investigate alternative approaches to
training. In order to strengthen IMCI
inservice training initiatives, CAH
launched a project in November 1999 to
identify, develop and test different train-
ing approaches that can be used to achieve
the same learning objectives. Approaches
under investigation include distance
learning, computer-based learning and on-
the-job coaching.

■ Work continued on improving the
preservice training of medical students
and other health workers (MedEd)
about diarrhoea and acute respiratory
infections in children. The Guidelines for
follow-up after a MedEd workshop were
field-tested in Egypt and then revised.
Thirteen medical schools completed
MedEd progress reports, and representa-
tives met to discuss the results at a work-
shop in April 1998 and plan for
strengthening training in their schools.
They also discussed how to use this expe-
rience to guide the introduction of IMCI
into preservice training.

■ A review described what could be
learned from efforts to improve basic
training (BasEd) programmes for
nurses and other health-care workers
in diarrhoeal diseases and acute respi-
ratory infections. The analysis identified
the difficulties individual tutors have in
introducing change, and thus the need to
actively involve central administrators in
efforts to improve the curriculum. Oppor-
tunities for clinical practice are few in many



schools. Tutors therefore need to learn
new teaching methods, as well as the tech-
nical content, for presenting the case
management guidelines. These findings
from the BasEd review contributed to the
agenda of work to be done in the new
IMCI preservice project.

■ The Guidelines for follow-up after
training in IMCI for first-level health
workers were revised. The final guidelines
were printed in late 1999 and are now
available for wider use. During 1998 and
1999 more than fifteen countries used the
draft guidelines to train supervisors to
conduct follow-up visits to reinforce the
skills of trained health workers and solve
problems in the supports needed to pro-
vide effective integrated care for children.
Additional countries, in the planning
stage, are using it to prepare for follow-
up visits as a part of IMCI training.

Improving health system
supports for IMCI

■ The Drug supply management (DSM)
training materials are now ready for use
in countries after being-field tested in
South Africa. In the course, first-level
health workers learn recommended pro-
cedures for ordering, organizing, receiv-
ing, storing and dispensing drugs in their
facilities. The course includes classroom
training and a follow-up visit by the
facilitator to provide additional on-the-job
training. The USAID BASICS project
collaborated with CAH in the develop-
ment of these materials. The materials are
being translated into Spanish. A regional
workshop will also be held in early 2000
in the South-East Asian Region.

■ The IMCI planning guidelines are
now available as a working draft. The
guidelines help national managers and
consultants, who work in areas related to
child health, plan for the implementation
of the three components of the IMCI
strategy. As with other tools to support
the IMCI strategy, the guidelines are a
working draft, which will continue to in-
corporate new information based on their
use in countries.

■ The Interagency Working Group on
IMCI Monitoring and Evaluation was
formed in 1997 and completed its man-
date by the end of 1999. It included rep-
resentatives from UNICEF, USAID,
USAID/BASICS project, and the Centers
for Disease Control (CDC), Atlanta. In
1998-1999 they:

— Agreed on an overall approach to
IMCI monitoring and evaluation, to
support child health planning and
management at district, regional and
national levels,

— Developed and built consensus on
priority indicators for IMCI at house-
hold and facility levels,

— Identified additional measures for use
in evaluation and operational research,

— Made progress in the development of
tools to measure these priority indica-
tors, and

— Promoted consistency of approaches
and indicators in existing evaluation
tools.

■ A review identified inconsistencies
between the classifications of illness
used in IMCI and those used in national
health information systems, and pro-

Planning for IMCI

The IMCI planning guidelines support the implementation of
the IMCI strategy through three phases:

— Introduction of IMCI-orienting key decision makers and
building the national capacity for developing IMCI guide-
lines and implementing the strategy,

— Early implementation in a few districts, and

— Expansion from the initial districts into new geographical
areas, based on a review of the early implementation phase.

Evaluating IMCI

■ Instruments to evaluate IMCI at facility level have been de-
veloped with the Interagency Working Group mentioned
above. In collaboration with partners, the draft tools have been
field tested in Bolivia (April 99) and Peru (October 1999) and
are now being finalized.

■ Instruments to evaluate child health practices at household
and community levels are under development in close collabo-
ration with UNICEF, and the USAID/BASICS project.
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posed options for addressing the dif-
ferences. The IMCI classifications enable
the health worker to make rapid decisions
about treatment, including the need for
referral and follow-up care, in the absence
of laboratory and other diagnostic aids.

Measurement of IMCI priority indicators, key family practices, and costs in selected
population-based evaluation tools

Priority 12 key
Agency Tool indicators practices Costs Use

UNICEF/ Multiple Indicator Survey ✔✔✔ ✔✔ National
Monitoring (MICS2) Global

CSTS project and Knowledge, Practice, and ✔✔ ✔✔ District/Local
CORE group Coverage survey (KPC2000) NGOs

UNICEF/EPP 12 Key Family Practices survey ✔✔ ✔✔✔ ✔ Local
District/national

WHO/CAH Household survey for the ✔✔✔ ✔ ✔✔ Research (Global)
Multi-Country Evaluation of
IMCI effectiveness and impact

CDC Household survey ✔ ✔ District
Research (Global)

MACRO Inter- Demographic and Health ✔✔ ✔✔ National
national Inc. Survey (DHS) Global

BASICS/USAID Participatory Community ✔ ✔ Community
Planning for Child Health District

✔✔✔ all indicators or key family practices are measured
✔✔ most of the indicators or key family practices are measured
✔ selected indicators or key family practices are measured

IMCI within health sector reform

Linking the implementation of IMCI to health sector reforms
can provide new opportunities:

■ To include IMCI as one of the most cost-effective compo-
nents in a package of essential health care services,

■ To improve drug supplies and their management,

■ To improve the quality of care at first-level and referral
facilities,

■ To prepare district health teams to assume greater respon-
sibility for decentralized tasks and to develop the capacity
of ministries of health for their new roles,

■ To improve service options offered by private health care
providers, and

■ To include IMCI in efforts to find sustainable ways to finance
health care.

Health information systems, on the other
hand, need classifications to help in
disease surveillance and health planning.
The Centers for Disease Control and
Prevention (CDC), Atlanta, collaborated
on this review.

■ A paper on IMCI and health sector
reform identified how and when IMCI
could be a part of, and contribute to,
these reforms.

■ The American Regional Office col-
laborated with the USAID-funded
Rational Pharmaceutical Management
(RPM) and BASICS projects in the
development of a new tool known as
Drug Management for Childhood Ill-
ness (DMCI). Surveys using this meth-
odology were conducted in Bolivia,
Ecuador and Honduras. The DMCI tool
helps to assess the availability and use of
drugs necessary for the successful imple-
mentation of IMCI. The tool has also been
introduced in the African Region.



Priority indicators of IMCI implementation

Indicators at the health facility level

Topic Focus Indicator

Health workers’ Assessment 1. Child checked for three general danger signs
skills 2. Child checked for the presence of cough, diarrhoea, and

fever
3. Child’s weight checked against a growth chart
4. Child’s vaccination status checked
5. Index of integrated management
6. Child under two years assessed for feeding

Correct treatment 7. Child needing oral antibiotic and/or antimalarial is
and counselling prescribed drug(s) correctly

8. Child not needing antibiotics leaves the facility without
antibiotics

9. Caretaker of sick child is advised to give extra fluids and
continue feeding

10. Child needing vaccinations leaves facility with all needed
vaccinations

11. Caretaker of child who is prescribed ORS and/or oral
antibiotic and/or an antimalarial can describe correctly how
to give the treatment

Correct manage- 12. Child needing referral is referred
ment of severely
ill children

Health system Supervision 13. Health facility received at least one supervisory visit during
supports for IMCI the previous four months

Drugs, equipment 14. Index of availability of oral treatments
and supplies 15. Index of availability of injectable drugs for pre-referral

treatment
16. Health facility has the equipment and supplies to provide

full vaccination services
17. Index of availability of four vaccines

IMCI training 18. Health facilities with at least 60% of health workers who
coverage manage children trained in IMCI

Caretaker satisfaction 19. To be determined at country level

Indicators at the household level

Topic Focus Indicator

Nutrition 20. Child under 4 months of age is exclusively breastfed
21. Child aged 6–9 months receives breastmilk and

complementary foods
22. Child under 2 years of age is low weight for age

Prevention 23. Child aged 12–23 months is vaccinated against measles
before 12 months of age

24. Child sleeps under an insecticide-treated net in malaria risk
areas

Home case 25. Sick child is offered increased fluids and continued feeding
management 26. Child with fever receives appropriate antimalarial

treatment in malaria risk areas

Care seeking 27. Caretaker knows at least two signs for seeking care
immediately
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Documenting the
effectiveness, cost and
impact of IMCI

■ A multi-country evaluation of IMCI
is under way in Bangladesh, Peru,
Tanzania and Uganda. The evaluation
will assess the behavioural, nutritional and
mortality impact of IMCI, and provide
information to decision-makers and pub-
lic health planners at all levels. Working
with a number of technical partners and
the ministries of health in all sites, the over-
all design was developed, an impact model
and related indicators developed, and re-
search protocols prepared. Intermediate
results should be available within two
years, and final results in four to five years.

■ A computer simulation of the
expected impact of IMCI on all-cause
under-five mortality is being developed
in collaboration with the Johns Hopkins
University. This model will be used as a
basis for estimating mortality reductions
that can be expected across a range of
IMCI implementation scenarios.

Current status of activities in countries participating in the
Multi-country Evaluation of IMCI

Bangladesh Tanzania Uganda Peru

Design Randomized trial Pre- post Comparison of Comparison of
of health facilities comparison of districts with districts with
with and without 2 IMCI and different levels of different levels of

IMCI 2 non-IMCI districts IMCI implementation IMCI implementation

Baseline Under-5 96 160-180 141 58
Mortality

Mortality assessment DSSa + survey DSSa Survey Vital Statistics

Household coverage Yes Yes Yes No
surveys

Health facility Yes Yes Yes Yes
assessments

Type of inference Probability Plausibility Plausibility Plausibility

Malaria No Yes Yes Variable

IMCI course 11 days 11 days 11 days 7 days

Partnerships ICDDR,B Ifakara Centre Johns Hopkins MOH
Ministry of TEHIPb Makerere Univ Univ. Mayor

Health (MOH) MOH MOH de San Marcos
USAID Instituto del Niño

a Demographic Surveillance System
b Tanzania Essential Health Intervention Project

Answering questions through
clinical research

■ Neonatal health

— The results and recommendations of
a study of the causes of death oc-
curring in the neonatal period (first
month of life) have been published.
This ambitious study was undertaken
with financial support from USAID in
four very different developing coun-
tries: Ethiopia, the Gambia, Papua
New Guinea and the Philippines. The
study showed that simple clinical signs
can effectively identify seriously ill chil-
dren in the first three months of life.
Strategies to identify and refer infants
with these signs are already in place in
many sites as part of IMCI. Formal
evaluation of the effectiveness of this
approach is underway.

— Building on the findings of the above
study, refined analysis of the data
aims to simplify further clinical pre-
dictors. In addition to including the
first week of life in the IMCI guide-
lines, work has begun on the develop-
ment of appropriate interventions.



Reducing deaths among young infants

In Asia and Africa over 4% of infants die before they are a
month old and in some communities this figure is substan-
tially higher. Descriptive studies have shown that a large pro-
portion of these deaths are due to infection, usually
pneumonia, meningitis or generalized infection (“sepsis”).
Strategies to reduce deaths due to such infections must be
based on both prevention and effective treatment. The former
requires an understanding of risk factors, the latter requires
knowledge of which simple signs indicate the need for refer-
ral to hospital, and both require an understanding of which
organisms cause most deaths.

4552 sick infants under 90 days of age who were brought to a
health facility for treatment were enrolled, in four develop-
ing countries. The infants were subjected to a standardized
clinical evaluation in which signs, symptoms and risk factors
were recorded. Those with signs suggesting serious infection
(2398) and a sample of the others were investigated for
bacterial and viral agents and had a chest radiograph per-
formed. The clinical signs were analysed as predictors of a
serious outcome defined as positive bacterial culture, low oxy-
gen saturation, pneumonia on chest radiograph, or death.

The study showed that simple clinical signs can effectively iden-
tify seriously ill children in the first three months of life. A
model comprising vital signs, age, auscultation, respiratory
effort, neurological findings, poor feeding and lethargy was
highly predictive of severe disease.

The most common bacterial agents responsible for severe
disease are the classical Gram positive pathogens. Current first
line antibiotic treatment recommendations are appropriate.
Specific preventive efforts should start by targeting
S. pneumoniae, which is now the target of an available infant
vaccine, and a suitable candidate for maternal immunization.

Note: The results of this study are published in Pediatric Infectious
Disease Journal 1999, Volume 18, Number 10, Supplement.

■ The Department expanded research
activities to improve the treatment of
pneumonia.

— A multicentre clinical trial to compare
the efficacy of injectable penicillin
with that of oral amoxycillin in the
treatment of severe pneumonia in chil-
dren was initiated in nine centres in
eight countries: Colombia, Ghana,
India, Mexico, Pakistan, South Africa
(Capetown and Durban), Viet Nam
and Zambia. This multi-centre clini-
cal trial will determine whether the
treatment of severe pneumonia can be
simplified by administering oral anti-
biotics instead of injections. Use of oral
antibiotics would reduce the need for
hospitalization and the risk of hospi-
tal-based infections. At the end of
1999, about 600 patients had already
been included in the study. The study
was terminated in one of the sites
(Capetown, South Africa) because
patient recruitment was much slower
than expected. An interim analysis will
be performed in early 2000 to reas-
sess the adequacy of the calculated
sample size and to determine in how
many sites the study should continue
for another year in order to reach it.
CAH and the USAID Applied Re-
search on Child Health (ARCH)
Project, Harvard University, USA,
jointly support this project.

— A descriptive study to investigate the
case management of non-severe
pneumonia, with and without
wheeze, was conducted in two coun-
tries: South Africa and Viet Nam. Ini-
tially it was planned that this study
would also be conducted in Peru.
However, due to a number of logistical
problems this site was not able to ini-
tiate data collection. Data collection
is already completed in Viet Nam and
should be completed in early 2000 in
South Africa. Results of the combined
analysis are expected in June 2000.
This study is also jointly supported by
the ARCH Project.

— Work has started to investigate the
efficacy of short-course treatment
with oral amoxycillin for non-severe
pneumonia and its relationship with
antimicrobial resistance. A multi-

centre trial in the outpatient depart-
ments of six hospitals in Pakistan
started enrolment in November 1999.
The trial will compare the proportion
of children clinically cured with 3 days
versus 5 days of oral amoxycillin
therapy. It will also compare the pro-
portion of resistant nasopharangeal
Haemophilus influenzae and Streptococ-
cus pneumoniae isolates two weeks
after enrolment in the two therapy
groups. Data collection is expected to
finish by April 2001 with results avail-
able by September 2001.

— Work is in progress to finalize a
protocol to investigate the efficacy of
short-course treatment with oral
cotrimoxazole for non-severe pneu-
monia and its relationship with
antimicrobial resistance. Two pro-
spective sites in Bangladesh and
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Indonesia have been identified. The
objectives are to determine the clini-
cal efficacy of a 3-day course of oral
cotrimoxazole in the treatment of
non-severe pneumonia compared to
the standard 5-day course of oral
cotrimoxazole, and to monitor the
emergence of resistant strains of Strep-
tococcus pneumoniae and Haemophilus
influenzae. It is expected that the data
collection for this study will start in
2000.

— Work progressed to increase
specificity of treatment guidelines
for children with wheezing diag-
nosed as WHO-defined, non-severe
pneumonia. A consultation with in-
ternational experts was held in Decem-
ber 1999 to discuss the issue. Available
data from India, Pakistan and Thailand
showed that approximately 30% of the
auscultatory wheeze are audible, that
bronchodilators are under-utilized and
that antibiotics are being prescribed to
a large number of children who did not
need them. In addition, data from Viet
Nam suggested that the likely impact
of antibiotic over-prescription in cases
categorized as non-severe pneumonia
plus wheeze may be small. It was rec-
ommended to carry out a structured
assessment of a defined group of chil-
dren (i) to model the likely impact of
improving recognition of wheeze, (ii)
to assess response to rapid acting
bronchodilators, and (iii) to gather
data on the prevalence of children pre-
senting with wheeze and non-severe
pneumonia. Prospective sites identified
for data collection were Argentina,
Bangladesh, Brazil, Egypt, India,
Indonesia, Nigeria, Pakistan, South
Africa and Thailand. This activity will
be undertaken in collaboration with
the ARCH Project.

— Work is in progress to investigate the
management of WHO-defined, very
severe pneumonia. The protocol has
been finalized and this randomized,
clinical study will be undertaken in
eight centres in Bangladesh, India,
Mexico, Pakistan, Yemen, and Zambia.
The objectives are to compare the
efficacy of chloramphenicol with that
of ampicillin plus gentamicin in chil-

dren aged 2 to 59 months with very
severe pneumonia, and to determine
predictors of treatment failure. This
research will be carried out in collabo-
ration with the ARCH Project and the
Johns Hopkins University. It is ex-
pected that data collection will start in
mid-2000.

— To promote the use of oxygen
therapy to decrease morbidity and
mortality due to acute respiratory
infections (ARI), the Department
organized a workshop during the
29th World Conference of the
International Union against Tuber-
culosis and Lung Disease (IUATLD)
in Bangkok, Thailand. Clinicians,
country ARI programme personnel,
public health professionals, anaes-
thesiologists and representatives of
WHO and USAID attended the work-
shop. They shared experiences from
several developing countries in the use
of oxygen therapy, as well as its impact
on clinical practice. As a result of
discussions during the conference, a
model for a simple anaesthesia
machine with oxygen concentrator
to be used in low-income countries was
also developed. Similarly, at the 30th
World Conference of the IUATLD,
held in Madrid, the Department
organized a symposium to share
experiences and review knowledge.
Different aspects of hypoxaemic ARI,
its epidemiology and oxygen delivery
were presented by experts from devel-
oping countries. The findings will be
summarized in a series of review
papers.

■ Research continued to address the
growing global crisis due to the increas-
ing resistance to antimicrobial drugs.
It has become a matter of urgency to
reduce unnecessary and inappropriate
antimicrobial use.

— Participants at a workshop in Geneva
in September 1998 developed a pro-
posal to study how to discriminate
sore throats due to viral infections
from those needing antibiotic treat-
ment. A large number of children aged
less than five years receive antimicro-
bial drugs when they are seeking care
for a sore throat. The clinical signs



alone, without throat culture, discrimi-
nate poorly between viral pharyngitis
and Group A streptococcal pharyngi-
tis. A training and procedures manual
for a pilot study has been completed.
Data for the pilot study will be col-
lected from January 2000 for a period
of three months in two sites in India
and one site in Brazil. This data will
help to finalize the protocol for a large
multi-centre study, to be conducted in
several countries in collaboration with
the International Clinical Epidemiol-
ogy Network (INCLEN) and Johns
Hopkins University.

— Work intensified to investigate the
relationship between antimicrobial
resistance of S. pneumonia and clini-
cal treatment failure in patients with
severe pneumonia. A proposal devel-
opment workshop was held in Santo
Domingo, Dominican Republic, in
collaboration with the American
Regional Office. After the workshop,
pilot studies were undertaken in all five
countries participating in this multi-
centre study (Argentina, Brazil,
Colombia, Dominican Republic and
Peru), and four sites have begun col-
lecting data. Data collection will be
continued for another year in four
countries in order to achieve the origi-
nally calculated sample size.

— Work progressed to investigate the
clinical efficacy and safety of a short-
course treatment with ceftriaxone
(5 days versus 10 days) in the man-
agement of patients with bacterial
meningitis. A proposal development
workshop was held in Islamabad,
Pakistan, with researchers from Gua-
temala, Pakistan, South Africa, and Viet
Nam. The resulting proposal has been
reviewed externally. This study will also
collect antimicrobial resistance data
from all cerebrospinal fluid samples
obtained from enrolled patients. CAH
will conduct this study in collaboration
with the Johns Hopkins University.

— Work is in progress to develop a moni-
toring tool to identify clinical treat-
ment failures in children with
non-severe pneumonia. A protocol
from the Aga Khan Health Services,
Pakistan is under revision. It is

expected that data collection will be
completed in the early part of 2001 and
the results will be available by mid-
2001.

■ The Department continued to sup-
port studies to improve the case man-
agement of diarrhoea and dehydration
for targeted groups of sick children.

— A randomized clinical trial will be used
to investigate the management of de-
hydration in severely malnourished
children. The International Centre for
Diarrhoeal Disease Research, Bangla-
desh (ICDDR, B) is conducting a
study to evaluate the efficacy of a
modified Oral Rehydration Salts
(RESOMAL) solution for these chil-
dren. The results will be available in
2000.

— The multi-centre clinical trial to
evaluate the efficacy of a short-course
treatment of dysentery due to
S. dysenteriae type 1 with cipro-
floxacin was prolonged and extended
to a third site (Bangladesh). After the
initiation of this study two years ago
in South Africa and Zimbabwe, the
number of cases of shigellosis seen at
these sites decreased significantly.
Therefore, the only way of complet-
ing this important study was to start
recruitment at a third site in order to
obtain the initially calculated sample
size. Data collection in this study
should be completed by mid 2000.

— A multi-centre study on persistent
diarrhoea, completed in 1995, provided
data for a number of new secondary
analyses to evaluate guidelines for the
management of persistent diarrhoea.
One analysis identified predictors of
treatment failure in children on a low
lactose diet.

An IMCI Costing Model

CAH and its collaborating partners have
identified the need for a simple and reli-
able tool to estimate the cost of introduc-
ing and implementing IMCI in a country.
This costing model is intended for use by
national programme managers, consult-
ants, and World Bank Task Managers. The
model will apply simple costing techniques
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and selected public health assumptions,
and will enable users to plan and budget
for the introduction, implementation and
expansion of IMCI.

An Interagency Working Group, with rep-
resentatives from WHO, the World Bank,
USAID/BASICS, Abt Associates, and
UNICEF, was established in March 1999
to develop the costing model and tool.

Contributions of new research to the IMCI strategy
from the working group on Health Systems Practices and Programme Management Methods

Research areas Sites Realized and expected Contributions

Effectiveness of Bangladesh, Peru, Tanzania Evidence of IMCI effectiveness for health planners
the IMCI strategy Uganda

Management of Colombia, Ghana, India, Mexico, Simplified guidelines for the management of
severe pneumonia Pakistan, South Africa, Viet Nam, severe pneumonia

Zambia

Argentina, Brazil, Colombia, Recommendations on the use of antibiotics
Dominican Republic, Peru to treat pneumonia

Management of very Bangladesh, India, Mexico, Revised guidelines for the management of very
severe pneumonia Pakistan, Yemen, Zambia severe pneumonia

Management of Peru, South Africa, Viet Nam Improved guidelines for the management of
non-severe pneumonia pneumonia

Bangladesh, Indonesia, Simplified antimicrobial treatment for the
Pakistan management of non-severe pneumonia

Management of India, Pakistan Revised recommendation for the recognition of
wheezing wheeze and for the use of rapid bronchodilators.

Management of Bangladesh Modified ORS to treat dehydration in severely
diarrhoea malnourished children

Meta-analysis of previous Guidelines on dietary management of persistent
studies diarrhoea, by reducing lactose levels

Meta-analysis of studies on Guidelines on the appropriate ORS composition for
reduced osmolarity ORS solution management of non-cholera and cholera diarrhoea

Management of Bangladesh, South Africa, Simplified guidelines for the management of
dysentery Zimbabwe shigellosis

Management of South Africa Efficacy and feasibility of guidelines on the
severe malnutrition management of severe malnutrition under real-life

conditions

Management of Guatemala, Pakistan, Recommendations on the use of antibiotics to
meningitis South Africa, Viet Nam treat meningitis

Where referral is Nepal, Niger, Tanzania, Uganda Options for management of severe illness in first-
not possible level facilities when referral is not possible

Management of Brazil, India and five countries, Identification of clinical markers for streptococcal
sore throat to be identified sore throat

Antimicrobial Pakistan Description and outcomes of treatment, clinical
resistance markers of treatment failure for non-severe

pneumonia

The tool consists of a User’s Guide and
four Excel spreadsheet files, covering costs
for start-up, recurrent activities, expan-
sion, and community interventions. In
order to promote consistency and com-
patibility with the costing model of the
WHO Mother-Baby Package, the IMCI
tool was developed in a similar manner. It
will be field-tested by the Interagency
Working Group in early 2000.



Research and development to improve
family and community practices

The working group on Family and
Community Practices developed and

tested interventions aimed at helping fami-
lies and communities improve child health
and nutrition. Many of these interventions
focused on strengthening the capacity of
countries to work with communities. The
work in the biennium involved research
and the development of tools to:

■ Improve the quality of interactions be-
tween health workers and the community
at the health facility, and

■ Strengthen community actions to pro-
mote health, prevent disease and support
families in initiating and sustaining key
practices for the health, nutrition and
development of their children.

Improving the quality of
interactions between health
workers and the community
at the health facility

■ New studies have begun to improve
the adherence of families to recommen-
dations for treatment. The success of
IMCI in reducing child mortality is highly
dependent on how well the health work-
er’s recommendations for treatment are
carried out. A study in Sudan is document-
ing family responses to the recommenda-
tions for follow-up consultations and
referral to hospitals delivered by IMCI-
trained health workers at first-level health
facilities. This study is helping identify the
most important determinants of whether
families carry out the recommendations.
Information from this study, together with
related projects in Brazil, Kenya and the
Philippines, will be used to develop inter-
ventions to improve communications at
the health facility and to remove the
social and other barriers that may prevent
adherence to follow-up and referral.

■ Research and the development of
new tools are contributing to more
effective counselling of families on
nutrition, an essential intervention for
improving the healthy growth and devel-
opment of children.

— A module to train health workers to
counsel mothers more effectively on
complementary feeding was devel-
oped and tested. The module, based
on the IMCI nutrition counselling
approach, has been included with the
existing WHO/UNICEF Breastfeeding
counselling: A training course.

— A manual to provide practical informa-
tion to first-level health workers on
how to identify improved comple-
mentary foods among those avail-
able to families and appropriate
infant feeding practices to recom-
mend to caretakers was developed in
collaboration with WHO’s Nutrition
for Health and Development Depart-
ment.

— A curriculum for a four-week course
for specialists on the promotion of
breastfeeding was developed. The
curriculum uses the experience with
the existing course, Breastfeeding:
Practice and Policy which is held an-
nually at the Centre for International
Child Health (London) in collabora-
tion with CAH and UNICEF. Provid-
ing documentation on how this course
should be conducted is improving the
training of much-needed experts who
can lead breastfeeding promotion
activities throughout the world. A need
for additional materials on specific
topics covered during the course has
also been identified. A paper on milk
composition is being developed, as
published information on this subject
has proved too scattered and detailed,
or too simple, to be of use for most
course participants.

— A review has been undertaken of the
role of relactation in child health,
nutrition and breastfeeding pro-
grammes, and in emergency situa-
tions, and the need for counselling
support. Mothers may stop breast-
feeding for a variety of reasons includ-
ing illness, premature deliver y,
separation from their child during
emergencies, difficulties with breast-
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feeding or unnecessary introduction of
supplementary feeds. However,
women who have stopped breast-feed-
ing, recently or in the past, can resume
the production of breastmilk.
Relactation: Review of experience and
recommendations for practice identifies
the main requirements for relactation
and recommends that health pro-
grammes include counselling and
support for mothers to relactate, to
provide the protection to their children
that breastfeeding gives.

— A review is being finalized that
describes the causes and management
of mastitis and breast abscess.
Mothers may stop breastfeeding
because of mastitis or its complications.
Health-care providers are often un-
aware of current knowledge on the
importance of and techniques for im-
proving and maintaining milk removal
to prevent deterioration of the condi-
tion and to promote recovery. Ensur-
ing that up-to-date information on the
prevention and management of masti-
tis is available for health-care provid-
ers is particularly important since
evidence is accumulating that mastitis
and related conditions are associated
with increased viral loads in the milk
of HIV-positive women, and possibly
with increased transmission.

— A review of the evidence for the
effectiveness of breastfeeding coun-
selling is in preparation. Studies have
been identified which compare the
performance of health workers, facil-
ity or community based, who received
training with those who were not
trained. Several studies use the WHO/
UNICEF breastfeeding counselling
course methodology, or an appropri-
ate adaptation. All studies showed an
increase in either health worker know-
ledge and skills, or exclusive breast-
feeding rates, or both.

— A study to evaluate the impact of the
nutrition counselling promoted
through IMCI found positive effects
on health worker performance, care-
taker practices, and child growth.
The study was supported in two sites:
Brazil, where the duration of
breastfeeding is short and complemen-
tary foods are introduced early; and
Pakistan, where the duration of
breastfeeding is long but the introduc-
tion of complementary foods tends to
happen later than recommended. Re-
sults from the Brazilian study are sum-
marized on the next page. The study
in Pakistan is currently being carried
out in two sites, Karachi and Lahore.
It has been designed to explore with
greater statistical power the effects of

Breastfeeding counselling increases exclusive breastfeeding
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the intervention in two groups of
young children: those younger and
those older than 9 months.

— A training course to improve infant
feeding in emergencies. Humanitar-
ian field staff need better preparation
to help mothers breastfeed. In addi-
tion, the use of breast-milk substitutes
needs to be managed according to the
provisions of the International Code
of Marketing of Breast-milk substi-
tutes. In October 1998, the Interna-
tional Baby Food Action Network
(IBFAN) organized an International
Meeting on Infant Feeding in Emer-
gencies in Split, Croatia, in which

WHO, UNICEF and LINKAGES
participated. The four organizations
agreed to collaborate to develop a
training module for humanitarian aid
workers on infant feeding. It was
decided to develop materials for two
sessions: one of 2–3 hours for the in-
troduction of general principles and for
advocacy, and one of 4–5 hours with
more practical details for participants
working in the field. A questionnaire
was circulated among organizations
involved in emergency work, to inform
them about the project, and to learn
about current practice. Draft modules
were prepared and reviewed in Decem-
ber 1999 by a group of 18 experts rep-
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IMCI nutrition counselling increases weight gain among Brazilian children

Results

Indicator IMCI Control P level

Mean score on knowledge test 83% 68% <.05
(N=33 providers)

Health workers check mothers’
understanding 70% 18% <.0001
(N=33 providers)

Mothers recalled to add oil/butter/ margarine
8–10 days after counselling 34% 1% <.001
180 days after counselling 22% 6% <.001

Mothers recalled to give chicken liver
8–10 after counselling 44% 14% <.001
180 days after counselling 37% 26% <.002

Child reported to receive weekly (180 days after counselling)
• oil/butter/margarine in diet 15% 8% <.03
• chicken liver 53% 44% 0.13

Mean reported fat intake (g) 34.1 31.2 <.05
Mean observed zinc intake (mg) 4.6 4.2 0.49

Among children 12–18 months
Mean length gain (cm) 5.1 4.7 0.32
Mean weight gain (kg) 1.5 1.1 <.01

Training of
health workers in

nutrition
counselling

Improved
knowledge and
performance by
health workers

Mothers’ recall
of key

recommendations

➞
➞

➞

Operations research, randomized trial in Pelotas, Brazil 1999
Source: dos Santos, et al., Nutritional counselling increases weight gain among Brazilian children. Manuscript
in preparation, 2000.

➞

Mothers’ adherence
to feeding

recommendations

Children’s dietary
intake

Children’s
nutritional status

➞
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resenting a number of relevant organi-
zations, and other Departments of
WHO concerned with nutrition and
humanitarian activities. Further revi-
sion of the materials is underway, and
field-testing will be undertaken in
2000.

— Preservice training in breastfeeding
counselling in Viet Nam. Following
the widespread and successful use of
the WHO/UNICEF Breastfeeding
Counselling: A Training Course for the
Baby Friendly Hospital Initiative in
Viet Nam, a need to introduce this
course into preservice training of mid-
wives was identified to complement the
in-service training. Viet Nam has 47
Secondary Medical Schools (SMS) in
which 700–1000 midwives complete
their training every year. 20 SMS were

identified to take part in the first phase
of the curriculum development project.
The course materials were adapted to
fit the requirements of midwifery train-
ing, including shortening and simpli-
fication to ensure that they were
appropriate for students without
previous practical experience. 40 teach-
ers from the 20 selected SMS took part
in the full two-week breastfeeding-
counselling course, with additional
training in counselling and preparation
to teach the course in the midwifery
curriculum. The teachers then began
to introduce the course into their re-
spective schools, a process that should
be completed by the end of the year
2000. Preservice training will ensure
sustainability of the BFHI and other
breastfeeding promotion activities.
Lessons learned from the Viet Nam
experience will be relevant to other
countries in the region undertaking
preservice training.

Providing guidance on HIV and
infant feeding

■ A meta-analysis of studies of children
from six countries demonstrated the
positive effects of breastfeeding on re-
ducing the risks of mortality due to all
major causes. Information on 1223
deaths of children under two years of age
was available for analysis. Protection pro-
vided by breast-milk against mortality was
high, particularly during the first six
months of life, and it remained significant
throughout the second year. In the first
three months of life, protection against
deaths due to diarrhoea was 6 times
greater for children who were breastfed,
and protection against acute respiratory
infections was almost 2.5 times greater.
For infants aged 6–11 months, breast-
feeding provided significant levels of pro-
tection against diarrhoea (odds ration of
1.9) and ARI (odds ration of 2.5). The
odds ratios calculated in this study, which
are more accurate than existing data from
single studies, should be employed in
future simulations of the impact of with-
holding breastfeeding for HIV-positive
mothers.

New recommendations on HIV and infant feeding

Breastfeeding remains the ideal way to feed the majority of
infants. And promoting breastfeeding is one of the most fea-
sible and cost-effective strategies to prevent childhood illness
and death. For this reason, efforts need to be strengthened to
protect, promote and support breastfeeding by women who
are HIV-negative or of unknown HIV status.

On the other hand, HIV infection can be transmitted from
mother to child through breastfeeding—the risk is estimated
to be about 15% (7–22%). HIV-positive mothers need support
to make fully informed decisions about the best way to feed
their infants. Whatever they decide, mothers need educational,
psychosocial and material support to carry out their decision
as safely as possible. They need access to adequate alterna-
tives to breastfeeding if they so choose.

Alternative feeding methods include:

■ Shortened duration of breastfeeding,

■ Expression and heat treatment of breast-milk,

■ Wet-nursing by an HIV-negative woman,

■ Home-prepared formula made from fresh or processed
animal milk, or

■ Commercial infant formula.

Before alternatives to breastfeeding are made available, there
is an urgent need to increase access to voluntary and confi-
dential counselling and HIV testing. These services must be
promoted for women and, when possible, their partners.

In addition, strong measures are needed to prevent ‘spill-
over’—the spread of artificial feeding to infants of mothers
who are not HIV-positive—including careful control of any
subsidized breast-milk substitutes that may be made available.

From the Technical consultation on HIV and infant feeding:
Implementation of guidelines
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■ A technical consultation on HIV and
infant feeding produced a set of recom-
mendations to guide decision makers
and others who are examining the
health benefits of breastfeeding and the
risks of transmitting the AIDS virus to
the young infant. Three new background
papers provided technical background for
the meeting:

— HIV and infant feeding: A review of
transmission of HIV through
breastfeeding,

— HIV and infant feeding: Guidelines for
decision makers, and

— HIV and infant feeding: A guide for
health care managers and supervisors.

The recommendations of the consultation
are available in the document, Technical
consultation on HIV and infant feeding:
Implementation of guidelines. CAH
worked with other WHO departments
concerned with reproductive health, sex-
ually transmitted diseases and nutrition.
UNICEF and UNAIDS also provided
technical input to the guidelines.

■ CAH has coordinated the develop-
ment of a three-day training course for
health workers on HIV and infant feed-
ing counselling. Proposed as an outcome
of the above consultation, HIV and
Infant Feeding Counselling: A Training
Course (HIVC for short) will be used with
other training on breastfeeding counsel-
ling and with other interventions designed
to reduce mother-to-child transmission of
HIV. The course was field tested in Zim-
babwe in March 1999 in collaboration
with other units at WHO, UNICEF and
UNAIDS. A regional introduction of the
course is planned for the second quarter
of the year 2000, starting with countries
where breastfeeding-counselling training
has already been introduced. Countries
will also be encouraged and assisted to
develop a cadre of breastfeeding counsel-
ling trainers in preparation for introduc-
ing HIVC.

■ Research into HIV transmission and
exclusive breastfeeding became of high
priority. During 1999, results of a number
of studies were published which suggest
that the quality of breastfeeding may be
an important factor affecting the risk of

mother-to-child transmission (MTCT) of
HIV. An observational study in Durban
found evidence that transmission could be
less with exclusive than with mixed feed-
ing. Other research showed that sub-
clinical mastitis, which affected 16% of
breastfeeding women in Malawi, was
associated with higher viral loads in the
milk of HIV-positive mothers. Mastitis is
known to increase the risk of MTCT but
can be largely prevented by attention to
breastfeeding technique. WHO has iden-
tified further research into the relation-
ship between exclusive breastfeeding and
MTCT of HIV as a priority. CAH is col-
laborating with the WHO Department of
Reproductive Health and Research to seek
funding and to design and initiate appro-
priate and ethical studies. The difficulty
of deciding whether or not breastfeeding
is exclusive, and of recording it accurately,
was identified as a major difficulty in such
research. Lack of clarity about definitions
has limited the usefulness of studies in the
past. An assessment tool to guide re-
searchers and to avoid this problem is
being developed. A first draft is now avail-
able for field testing as appropriate oppor-
tunities arise.

Promoting the psychosocial
development of children

■ A review of interventions to promote
the psychosocial development of chil-
dren set the direction of a new initia-
tive in the Department. CAH in the past
focused its ef for ts mainly on the
reduction of childhood mortality and
morbidity caused by a limited number of
childhood illnesses. The review, A critical
link: Interventions for physical growth and
psychological development, 1998, provided
the technical basis for enriching interven-
tions to improve nutrition and growth
with additional support for the psycho-
social development of children. Pro-
grammes that effectively combine these
interventions have produced a greater
impact on both growth and development.

■ A module on Care for development
was developed for use in the IMCI
training for first-level health workers.
This adapted training module integrates
counselling the caretaker on activities to
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support her child’s growth and psychosocial devel-
opment within the existing IMCI guidelines for nu-
trition counselling. This approach was recommended
by a consultation of child development experts, held
in 1997, and was based on the review of growth and
development interventions. An evaluation of the draft
materials was conducted, to determine the adequacy
of the materials for health workers’ training, the moth-
ers’ understanding and response to the questions that
assess care practices, the mothers’ recall of the rec-
ommendations made by health workers and, finally,
whether the recommendations were carried out at
home within one week of being received. Results from
the evaluation were very promising. The materials are
currently being revised to incorporate improvements
suggested by the field test, such as including a list of
problems and ways to resolve them in the IMCI chart
booklet, and a video demonstration of the counsel-
ling encounter for field workers. A full field test of
the materials will begin in 2000.

Strengthening community actions to
promote health, prevent disease and
support families in initiating and
sustaining key practices for child
health, nutrition and development

Supporting planning for IMCI in
the community

■ A document described the component of IMCI
concerned with family and community practices,
and set priorities for the promotion of 12 key
family practices to improve child health. The docu-
ment, developed jointly with UNICEF, also provides
the justification for the selection of the key behav-
iours and a set of planning steps for the promotion of
the community component through the implemen-
tation of IMCI in countries. The document, Improv-
ing family and community practices—a component of
the IMCI strategy, is now available in English and in
French.

■ An assessment tool to inform planning deci-
sions for the implementation of IMCI at the
community level, and a planning tool to assist
planning at national and district level were drafted
in collaboration with the Interagency Working Group
on Household and Community IMCI. The assess-
ment tool was reviewed during meetings in Ecuador
and Peru in 1999 and a revised tool will become avail-
able in early 2000.

Sample recommendations
from Brazil for feeding
during sickness and health
and care for development

For the child age 12 months to 2 years

● Breastfeed as often as your child
wants.

● Give the same food as the family’s.

● Add one spoon of oil (margarine or
butter) so that the food will be
stronger. The foods no longer need
to be mashed.

● Feed your child at least five times a
day.

● Stimulate your child to feed by keep-
ing her company or being with her
during the meals. It is important not
to let the child share the food with
others.

● Feed: Children still need help in eat-
ing. Give adequate amounts fre-
quently.

● Play: Give your child clean household
things that are safe to handle, bang
and drop.

● Communicate: Respond to your
child’s sounds and interests. Tell the
child names of things and people.

Adapted mother’s counselling card from the
field test in Brazil for training in Care for
development



Improving careseeking practices

■ Careseeking practices and how they
might be improved were studied in
three sites: Ghana, Mexico and Sri
Lanka. Careseeking practices are a major
determinant of child survival. Early rec-
ognition by caretakers of signs of severe
illness and prompt recourse to the appro-
priate health care provider may lead to
significant reduction in child mortality.
Appropriate careseeking is also a way for
families and communities to profit from
investments in improving the quality of
care provided in health facilities. This study
examined to what extent careseeking was
a problem in communities in the three
countries and produced recommendations
for specific interventions. As a result of the
experience with the project, a workshop
was held in July 1999 to identify program-
matic guidelines for problem assessment
and intervention selection. A working
draft of the guidelines will be available for
field testing in the second half of 2000.

■ Community health workers can provide
increased access to health care and pre-
ventive services to the families they serve.
Courses for the training of community
health workers in IMCI were developed
by WHO’s Regional Offices of the Ameri-
cas and South-East Asia. The materials,
based on the global Integrated Manage-
ment of Childhood Illness course for first
level health workers, have been adapted
to the local needs of services to be pro-
vided, the scope of actions that commu-
nity health workers are expected to
perform and their level of literacy and
pre-existing training.

Improving nutrition

■ Research contributed to the design of
large-scale, community-based interven-
tions to improve nutrition that are now
being implemented in India and Peru. In
India, for example, existing mothers’
support groups and community-based
workers are promoting improved feeding
practices among infants and young
children. Public and private health work-
ers in the study area deliver the same feed-
ing recommendations. Government-
supported, community-based workers
(Angawadi workers) deliver the interven-

tions at home visits and in contacts for
growth monitoring. The same messages
are delivered in immunization clinics held
in the community and in other commu-
nity gatherings such as health fairs. In
Peru, the intervention has taken advan-
tage of an increasing involvement of the
health services with community activities.
Messages on infant feeding and psycho-
logical stimulation are delivered when
caretakers come to health facilities for the
treatment of sick children, immunizations,
and growth monitoring. Feeding demon-
strations are held for groups of mothers
at health facilities and in community
organizations, such as the “comedores
populares” or community kitchens. The
interventions being tested have been
designed to be sustainable and capable of
expansion into larger geographical areas.
The process and impact evaluation of the
interventions is under way and due to be
completed by June 2001. The resulting
information will be used in the develop-
ment of guidelines to assist the design of
similar community-based nutrition activi-
ties in other settings.

Promoting child development

■ An inventory was prepared of the
training and other tools used by more
than ten national programmes for the
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!Enséñele con amor, paciencia y buen humor!
Si ya no quiere comer espere unos minutos y vuelva a ofrecerle

(Teach with love, patience and joy! If he doesn’t want to eat, wait a few
minutes and try again)

Instituto de Investigaciòn Nutricional, Peru,1998
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promotion of child development within
the community. The annotated list of re-
sources will be made available as a publi-
cation and through the Internet in 2000.

Building the evidence on
preventing childhood illness and
reducing mortality through zinc
supplementation

■ Results from a meta-analysis of
randomized, controlled trials were
published in 1999. They confirmed the
benefits of zinc supplementation on the
prevention of diarrhoea and pneumo-
nia. Benefits, shown on next page, were
seen whether zinc supplementation was
given continuously over a few months or
in a short course, compared to responses
in children who received a placebo.

■ Caretaker’s adherence to a recom-
mendation to give zinc supplements to
young children is being examined in
India. This behavioural research on how
well families carry out supplementation is
a necessary step towards developing feasi-
ble ways to produce community-wide
improvements in zinc levels in children.

■ The impact of daily zinc supplemen-
tation to prevent malaria in children
under five was studied in Burkina Faso.
Six hundred children were divided into
two randomized treatment groups receiv-
ing either a daily dose of 12 mg of zinc or

Preventive effect of continuous and short course zinc
supplementation on diarrhoea and pneumonia

Short course (2)

Continuous (4)

Pneumonia incidence

Short course (3)

Continuous (7)

Diarrhoea prevalence

Short course (3)

Continuous (7)

Diarrhoea incidence

0 0.25 0.5 0.75 1 1.25 1.5 1.75 2

Odds ratio and 95% confidence interval

a placebo. The supplementation was
started before the rainy season, in June
1999, and was continued until December
1999, after the end of the rainy season. A
data analysis workshop will take place and
a report should be available by June 2000.

■ The impact of daily zinc supplemen-
tation on childhood mortality will be
studied in two double-blind randomized
trials. These studies, for which the plans
are being finalized now, will be conducted
in New Delhi, India and in Pemba,
Zanzibar. A total of 86,000 children
between 2 and 35 months of age will
receive either a daily dose of 10 mg of zinc
or a placebo over a 12-month period. Both
studies are expected to initiate recruitment
before June 2000.

Preventing respiratory illness
through the reduction of indoor
air pollution

■ A review of the role of indoor air
pollution as a risk factor for pneumo-
nia, part of the ARI prevention review
series, has been completed and is due for
publication in Thorax during 2000. A
more comprehensive review which also
includes evidence on risk of pneumonia
associated with environmental tobacco
smoke and ambient air pollution in devel-
oping countries will be published as a
CAH report in 2000.



■ The effectiveness of currently avail-
able and affordable technologies in re-
ducing levels of indoor air pollution has
been evaluated in rural Guatemala.
Comparison of the plancha stove with the
traditional open fire and with liquefied
petrol gas (LPG) has shown that:

— In this rural setting, the plancha
achieves substantially lower levels of
kitchen particulate pollution than
either the open fire or LPG stove. The
reason for the higher level in homes
using LPG stoves is that open fires are
also used for some tasks.

— Fuel efficiency of the plancha typically
used in this area was little better than
open fire. With combustion chamber
modifications however, wood used for
everyday cooking was only 60% of that
for the open fire.

— Many plancha stoves in this commu-
nity are in poor condition, hence
reducing the potential health benefits.

■ Factors determining the level of
exposure of young children to indoor
air pollution were explored in a com-
munity survey of 204 homes in the same
area of Guatemala. This study confirmed
that the lowest levels of kitchen pollution
and children’s exposure were associated
with use of a plancha in comparison with
the open fire and LPG stoves. Although
house factors such as windows and eave
spaces influence kitchen pollution levels,
the strongest determinants of child expo-
sure were the stove type and where the
child was observed to be during cooking.
Interestingly, there was little evidence that
children from poorer homes received
higher exposures—probably as a result of
a community stove programme which
provided planchas for around 25% of
homes in the village.

■ Support was secured for a study in
South Africa to examine the changes in
household fuel use and consequent re-
ductions in pollution and exposure of
children following electrification in
poor communities. The work will be
carried out in 2000 in the Northern Cape
Province near Mafeking. Wood and kero-
sene are the main household fuels where
grid electricity is not available. The study
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Reducing indoor air pollution in Guatemala

24-hour mean PM2.5 (small particulate matter, mg/m3) levels in
homes using open fires, planchas and gas stoves in rural
Quetzaltenango, Guatemala. Ten homes in each group,
matched on socio-economic characteristics, were studied on
6 occasions at roughly monthly intervals

Stove type N Mean ± SD Median Range

Open Fire 59 2,170 ± 2,290 1,650 300-16,560

Plancha 59 330 ± 210 270 50-1,130

LPG/open fire 60 1,200 ± 1,080 780 130-5,510

Overall, this work suggested that stoves such as the plancha
may prove to be cost-effective interventions for rural commu-
nities largely dependent on biofuels, but in order to achieve
this potential there is a need to work with households and
producers to improve the design and maintenance of the stove.

The plancha is a locally made, wood-burning stove
popular with households in many parts of rural
Guatemala. When well-maintained, the flue effectively
vents pollution out of the home.

will also assess the feasibility of using
routine clinical records for determining
change in the incidence of severe ALRI
and other childhood conditions (includ-
ing diarrhoea and burns) following elec-
trification. It is anticipated that this initial
work will lead on to a larger study organ-
ized around future community electrifi-
cation programmes in this area.
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Contributions of new research to the IMCI strategy
from the working group on Family and Community Practices

Research areas Sites Realized or expected contributions

Nutrition Brazil, Pakistan Evaluation of the impact of IMCI nutrition
counselling on health worker performance,
caretaker practices, and child growth

India, Peru Development of community-based interventions to
improve nutrition and growth

Peru Evaluation of the benefits and ways to promote
active feeding

Breastfeeding and Meta-analysis of studies More accurate data on the positive role of
mortality risks done in Brazil, Gambia, breastfeeding in reducing childhood mortality, for

Ghana, Pakistan, use in simulations of the impact of withholding
Philippines, Senegal breastfeeding for HIV-positive mothers

Careseeking Ghana, Mexico, Sri Lanka Community-based interventions to reduce delays in
seeking care for sick children

Responses to health workers’ Brazil, Philippines, Sudan Interventions to improve follow-up and referral of
recommendations severely ill children

Psychosocial development Brazil Intervention with health workers to counsel care-
of children takers on activities to support child development

Zinc studies Multi-centre study in Egypt, Guidelines on the use of zinc in the management of
India, Viet Nam acute diarrhoea

India Identification of issues in adherence to
recommendations for supplementation, to identify
feasible interventions to raise zinc levels in children

Burkina Faso Defining the benefits of daily zinc supplementation
on prevention of malaria

India and Tanzania Defining the benefits of zinc supplementation on
prevention of childhood mortality.

Prevention of acute Guatemala, Kenya, Improved measures of indoor air pollution and its
respiratory infections South Africa effects, and interventions to reduce levels of

pollution

■ Work on developing and testing
interventions to reduce indoor air
pollution has continued in two rural
areas in the south and west of Kenya in
collaboration with the UK-based non-
governmental organization, Intermediate
Technology. Baseline measurements of
kitchen particulates and carbon monox-
ide, and women’s exposure to them, con-
firms very high levels for both pollutants,
particularly in the Maasai area near
Kajiado. Inter ventions, including

improved stoves, better ventilation and
smoke extraction, are currently being
planned through work with the commu-
nities concerned. Repeat assessment of
pollution and exposure levels will be con-
ducted during the year following the
interventions. This work is revealing the
considerable practical difficulties of achiev-
ing substantial reductions in indoor air
pollution in poor communities where
resources and materials are limited.



Countries with institutions collaborating on CAH research and development

Bolivia
Brazil
Colombia
Guatemala
Mexico
Peru
USA
Venezuela

Italy
Kazakhstan
Spain
UK

Burkina Faso
Egypt
Ghana
The Gambia
Kenya
Malawi
Morocco
Niger
Nigeria
South Africa
Tanzania
Uganda

Bangladesh
India
Nepal
Pakistan
Sri Lanka

Papua New Guinea
Philippines
Viet Nam
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Working to meet
the health and
development needs
of adolescents

— have access to health services, includ-
ing reproductive health services, and

— live in a safe and supportive environ-
ment.

Central to this approach is the recogni-
tion that the health problems of adoles-
cents have common roots and are
interrelated. It follows that the solutions
for the key health problems of adolescents
involve essentially the same actors, many
of the same interventions, in the same set-
tings. It is also critical that adolescents have
opportunities to participate in decisions
that affect their lives, to contribute to their
societies, and to be recognized.

Improving the response of the
health sector

CAH has developed an agenda of work
on adolescent health and develop-

ment in close cooperation with its major
partners, UNICEF and UNFPA. Together
they are committed to providing adoles-
cents with the support and opportunities
to:

— acquire accurate information about
their health needs,

— build the skills needed to avoid risk-
taking behaviour,

— obtain counselling, especially during
crises,

Developing standards of
health care for adolescents

■ CAH has continued its work on the
development, distribution and promo-
tion of case management guidelines for
health workers on a number of key
adolescent health problems. Discussion
papers on these health problems are at
various stages of development and will
provide critical input to revised WHO case
management guidelines. Some of these
papers are already being used in the de-
velopment and revision of WHO clinical
guidelines on Integrated Management of
Pregnancy and Childbirth (IMPAC),
Sexually Transmitted Diseases (STD) and
the Adult Lung Health Initiative (ALHI).

■ Work on the development of an ori-
entation programme on adolescent
health has advanced. This draft package
for health care providers presents the
special characteristics of adolescents, the
health problems that affect them, and ways
to improve practices in health services.
Additional field tests of the orientation
package were completed in 1998 in
Malaysia and in London, UK, in collabo-
ration with the Commonwealth Medical
Association; and in Amsterdam, Nether-
lands, for postgraduate students at the
Royal Tropical Institute. Development
workshops were held during 1999 in
China, India and St Lucia as well as in
Indonesia where participants from eight
countries were involved. These workshops
provided opportunities to test the materi-



Progress in the development of case management
guidelines for major health problems in adolescence

Health problem Status

Unsafe abortion Final draft being edited

Sexually transmitted diseases Final draft being edited

Contraception Technical content finalized

Health problems associated with Final draft being edited
pregnancy and childbirth

Adolescent sexual development Draft under review

Nutritional disorders Final draft being edited

Lung health Draft under review

Malaria In preparation

Orientation programme for
health-care providers sharpens
knowledge and skill in
adolescent health and
development

Modules covered:

■ Introduction to adolescence

■ Adolescent development

■ Introduction to some risks and con-
sequences of adolescent sexuality

■ Care for adolescents in pregnancy
and childbirth

■ Too early and unwanted preg-
nancy

■ STD/HIV

■ Unsafe abortion

■ Mental health

■ Substance use/abuse

■ Nutritional disorders

■ Youth-friendly health services

To be added:

■ Endemic disease

■ Chronic disease

■ Intentional and unintentional in-
jury

■ HIV/AIDS
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als further with the intended users to iden-
tify weaknesses in both the process and
content of the programme. The modules
have been revised using the services of a
private company experienced in the
development of training materials.

Improving the accessibility
and acceptability of
health services

■ To improve the availablity of health
services for adolescents, a review of
school-based programmes was finalized
and research begun to evaluate the
recommendations. Projects started in six
countries, one in each of the WHO
regions, to develop and test interventions
to improve the accessibility of school-
going adolescents to sexual and reproduc-
tive health and other services. Situation

analyses, using the ADH rapid assessment
tool, were completed in Bulgaria, Costa
Rica and Malaysia. Malawi, Sri Lanka and
Tunisia are now conducting similar assess-
ments. Representatives from the six sites
met to discuss the preliminary findings and
to use the information to strengthen links
between schools and health services.

An important finding of this review is that
school-going adolescents in all six sites
have difficulties in obtaining the sexual and
reproductive health services and, in some
sites, health information that they need.
In conjunction with UNAIDS, work is
underway to summarize the findings of the
review and make them widely available to
planners and programme managers.
Changes in service delivery are being
introduced and monitored at district level
in five countries which will contribute to
global operational experience in making
services more youth-friendly.

■ To improve the effectiveness of
school-based health promotion and
services in Central Asia and Trans-
caucus, CAH supported a training
workshop for staff of ministries of edu-
cation and health in nine countries. The
participants developed national and
regional-level plans to work through
schools to reduce the impact of HIV/
AIDS and to improve the access of ado-
lescents to health services in general.

■ A proposal on youth-friendly health
services was developed with UNICEF.
Funding is being sought for a meeting to
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To improve access to health services for school-going adolescents

Approaches to improving access to health services

Country Most likely to be feasible Least likely to be feasible

Bulgaria ● Review and define the extent of the ● Motivate health professionals to adopt a
activities of school health centre providers holistic approach

● Develop partnerships with other sectors ● Create a specialized adolescent health
centre

Costa Rica ● Train teachers on sexual issues ● Distribute free condoms in schools

● Organize appointments: parents, schedule,
identity cards

Malawi ● Involve the community ● Provide abortion services

● Use peers to make services more youth ● Provide vertical sexual and reproductive
friendly health services

Malaysia ● Train health providers on how to counsel ● Exchange needles for intravenous drug
young people users

● Provide special clinics for adolescents in ● Promote use of condoms in the mass media
existing health centres

Sri Lanka ● Engage multiple sectors for a programmatic ● Make contraceptives available in school-
approach to adolescent health based programmes

● Strengthen the knowledge and skills of PHC ● Make major changes in health infra-
workers about adolescent health structure for adolescents

Tunisia ● Organize multidisciplinary consultations on ● Create reproductive health services,
adolescent health specifically for adolescents

● Create a special ‘cell’ for study and advice ● Provide condom and contraceptive
about how to meet adolescent needs vending machines

From the report of the meeting on Improving the access of school-going adolescents to the health services they need, October 1998.

bring together representatives of
programmes with experience providing
health care for adolescents, both through
separate services and integrated with other
health services. A technical consultation
and multi-country project are planned to
explore operational issues more fully.

■ Progress was made in relation to a
project aimed at identifying promising
strategies to deliver health services and
create safer and more supportive
environments for adolescents ‘on the
street’. In consultation with other depart-
ments in WHO, and with UNICEF, a
detailed questionnaire was sent out to 15
organizations, to obtain descriptions of the
work of these organzations in two areas:
actions to make it possible/easier for its
client groups (children and adolescents on
the street) to obtain the health services
they need; and actions to make the im-
mediate environment safe and supportive.
Results have been summarized in a con-
cise document.

■ Demonstration projects to investi-
gate how health-care programmes for
adolescents on the street can be
strengthened began in two selected
centres, with the support of UNAIDS:
Uganda Youth Development Link, and
Families and Children for Empowerment
and Development, Philippines. A parallel
project is being planned at Casa Alianza,
Honduras.

■ The Department finalized recom-
mendations on WHO’s position on
adolescent immunization in developing
countries. This paper, developed with the
Expanded Programme on Immunization,
is now available; a version for journal pub-
lication is in preparation.

■ A project began on the development
of feasible ways to improve health serv-
ices for displaced and refugee adoles-
cents. Activities in 1998-99:

— In collaboration with the UN High
Commissioner for Refugees
(UNHCR), the Department com-
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Examples of approaches used to make health services more accessible to children and
adolescents on the street

Organization, country Provision of health Referral to other health Psychosocial support,
services service providers information, and skills

Klicov Crisis Intervention First aid and treatment ● Providing referrals to appropriate Counselling
Centre, Czech Republic of commonly occurring clinics and hospitals

illnesses at the crisis ● Functioning as an intermediary between
centre these institutions and the young people

(staff arrange appointments and escort
young people to them)

● Helping young people without money
or identity papers to obtain free services
at a charitable clinic

Undungu Society, Kenya First aid and treatment ● Establishing links with and providing Health Education
of commonly occurring referral to a local private clinic programme
illnesses ‘on the street’, ● Helping young people use available
by outreach workers, services (by supporting/encouraging
and by a nurse and a them to seek help and by staff
paramedic stationed at escorting them there)
the drop-in centre ● Training ‘leaders’ to identify health

problems in their peers, and bring
them for help

Families and Children for First aid by street ● Providing referrals to clinics and Street-based health
Empowerment and educators hospitals in the area (and to the clinic education pro-
Development, Philippines run by Médecins sans Frontières) gramme with peers

● Training young people (junior health trained as junior
workers) to assist in identifying young educators.
people with problems, in escorting
them to health facilities and in
‘keeping watch on them’ until they
are well again

productive use of time, including edu-
cation on safety in school curricula

Counselling: especially for emotional
trauma, and gender and sexual violence

Skills: communication, empathy,
vocational and life skills

Health services: adaptation of exist-
ing services so that the needs of
adolescents are better met

■ Technical support was provided, on
the reproductive health of displaced
adolescents and youth, for a UNFPA
project on training for reproductive health
in crisis situations.

pleted a global mapping exercise to
identify where refugee and displaced
adolescents are situated, and what
services are available to them.

— A draft assessment tool was field
tested in camps in Guinea and Tanza-
nia.

— A draft intervention package was
developed including the following
components:

Information: on sexuality, sexual
development, availability of services

Promoting safe and supportive
environments: shelter, recreation,
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Recommendations for the immunization of adolescents (10–19 years)

Vaccine or Booster or Special situations, Where there is special risk to
antigen extra doses outbreaks or mass campaigns individuals

BCG Revaccination not First dose in adolescence if no
recommended neonatal programme

Diphtheria As Td* Td in outbreak control

Hepatitis A In certain outbreak situations Travel to endemic areas

Hepatitis B No booster dose currently Low prevalence countries may High-risk lifestyle
recommended, although give primary immunizing Travel to endemic areas
studies may show the need for course Certain medical conditions
boosters in the future Ethnic minorities

Institutionalized individuals

Influenza Seasonal: high risk individual

Japanese Enc. Possibly in the future if Travel to endemic areas
elimination starts

Measles Extra doses in specific situations As part of wide age group
As part of MMR or MR elimination campaign
programme

Meningococcal During outbreak response Travel to sub-Sahara
Immuno-deficient patients
Military recruits

Mumps As part of MMR or MR As part of measles outbreak
programme prevention or elimination

campaign

Pertussis Acellular vaccine (aP)

Pneumococcal Immuno-deficient patients

Polio Travel to endemic areas
Individual never immunized
before**

Rubella As part of MMR or MR or other As part of outbreak prevention
CRS control strategy As part of measles or measles/
(e.g. monovalent vaccine to rubella elimination campaign
11 year old girls)

Tetanus As Td (or TT if not available) Td or TT in high-risk areas
booster*. during NNT elimination

campaigns

Typhoid Vi or oral vaccine an option in Use in outbreak situation a Ty21a or Vi vaccine recommended
endemic areas possibility in the future for travel to endemic areas

Varicella Immuno-deficient patients

Yellow fever Outbreak response Travel to endemic areas

* Td/TT boosters are appropriate if adolescents have not already received boosters earlier in childhood. Doses administered in adoles-
cence should complete the 5-dose schedule.

** Some countries recommend inactivated (injectable) polio vaccine in this situation.
Source: Clements CJ et al. Global strategies, policies and practices for immunization for adolescents: a review. (WHO/VAB/99.24)
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Improving the capacity of families
and communities to support the
healthy development of adolescents

S everal steps were undertaken to
strengthen the evidence from research

and practice on supporting the healthy de-
velopment of adolescents by families, com-
munities and adolescents themselves:

■ A review paper was commissioned to
identify protective and risk factors, and
the scientific evidence for their effects,
on adolescent behaviours and health
outcomes. While this helped clarify some
concepts and terminology, further work
is required on the specificity of definitions
and additional data from developing coun-
tries needs to be sought.

■ A technical consultation was under-
taken, focused on ‘The measurement of
adolescent development and the envi-
ronmental, contextual, and protective
factors’ in partnership with UNICEF and
the FOCUS ON YOUNG ADULTS
PROGRAM, Washington D.C. Partici-
pants from Costa Rica, Egypt, South

Africa, Sri Lanka, Thailand, Uganda and
the U.S, reviewed the available evidence
from surveys and some intervention
experience (almost entirely U.S. based).
The evidence indicated that relationships
with trusted adults, with institutions such
as the family and school, as well as a sense
of spirituality were among the protective
factors that reduced the prevalence of
health risk behaviours in adolescents,
including early and unprotected sex, sub-
stance use and violence. These protective
factors were then placed within a program-
ming framework that linked them to
interventions as well as behaviour and
health outcomes, through application of
the logic model approach to programme
design. Recommendations were made for
further country-based validation of the
protective factors as well as their linkage
to behaviour and health outcomes, and the
design of specific interventions for achiev-
ing these.

Developing ways to monitor and
evaluate interventions to improve
adolescent health and development
■ A measurement project for improv-
ing the monitoring and evaluation of
programmes for adolescent health and
development began in 1998 in seven
countries, in partnership with UNICEF
and UNFPA, with partial funding from the
Rockefeller Foundation. Country teams
were identified to include programme
managers and researchers from Bangla-
desh, Brazil, Egypt, Malaysia, Sri Lanka,
Thailand and Uganda. A network of
international technical partners and these
country teams exchanged experience on
the measurement of the development and
health of adolescents through three tech-
nical consultations, site visits and elec-

tronic information sharing. District level
assessments of programming and measure-
ment activities undertaken in these seven
countries showed that, although interven-
tions were being provided (mostly for
information and some skills development
and largely in school settings with some
limited efforts in health centres), meas-
urements were rarely taking place. This
was also the case for the home setting with
a slightly higher level of measurement in
the community setting. In the view of the
programme managers, however, the great-
est programming and measurement needs
are for improving the safe and supportive
environment of adolescents, with strong
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attention to the role of media as either pro-
tective or risk-enhancing.

■ An operational framework for
programme design and monitoring was
developed for tracking interventions for
improving behaviour and health out-
comes for adolescents. It was recognized
that currently, the cost, quality and cover-
age of interventions are not available and
not easily measured. Furthermore, inter-
mediate protective factors may be meas-
ured in the shorter term (within 2–3 years
of intervening); these include what are
currently called ‘capacities, connectedness,
context and contribution’. These inter-
mediate outcomes were considered to
provide milestones that would allow
programme managers to monitor more
immediate effects of interventions than the
more traditional health and behavioural
outcomes that require longer timeframes.
Further work is needed to clarify defini-
tions, to develop measures and indicators,

Programming and measurement framework

Programme & Measurement Framework

Q
U

A
L
IT

Y
, 

  
  

C
O

V
E

R
A

G
E

, 
  

  
 C

O
S

T

Interventions Protective Behavioural Health
Factors Outcomes Outcomes

● Improve health ● Access to CLUSTERS
services to be friendly health OF RISK
“friendly” services BEHAVIOURS

CAPACITIES
● Teacher training ● Life skills Reduced Reduced

developed

CONNECTEDNESS
● Parent/family ● Relationships Risky sexual Unwanted

Education to adults,peers behaviour pregnancies/
Abortions

CONTEXT
● Community ● Policy, media, Substance use STDs/HIV

mobilization gender roles

CONTRIBUTION
● Improving ● Adolescent Violence Injuries

opportunities participation
for adolescents

test feasibility and validate in countries.
The framework itself requires further
validation in country contexts in order to
provide the basis for choosing what would
be relevant to measure and when, at
specific points in a programme cycle for
improving adolescent development and
health.

■ An inventory of tools was compiled,
based on those used to assess physical and
psychosocial attributes of adolescents, as
well as characteristics of their home, school
and community settings, mostly from
North America and some from Europe.
In addition, several of the seven country
teams have adapted, developed and
applied instruments for use in their coun-
try contexts for assessing protective
factors and risk behaviours for their
adolescents.

■ The identification of indicators for
programme monitoring and goals for
advocacy is in process.



Providing technical assistance to
partners working in adolescent health

levels among young people by 25% in the
25 most affected countries by 2005.

■ CAH assisted in the development of
a WHO/UNICEF proposal, funded by
the UN Foundation (UNF), to reduce
tobacco use by young people in selected
countries. Work has begun to identify
effective ways to reduce tobacco use and
to begin community-based demonstration
projects in collaboration with the WHO
Tobacco Free Initiative and UNICEF.
Department staff participated in the con-
sultation on Tobacco and Youth in Singa-
pore.

■ A series of joint UNICEF/
UNAIDS/WHO missions was under-
taken in countries of central and eastern
Europe to assess the inter-agency
co-ordinated contribution to program-
ming for youth health, development and
protection. As part of the response to iden-
tified needs in the Baltic countries,
Bulgaria, the Czech Republic, Hungary,
Poland and Slovakia, a peer education
feasibility review and workshops on
lifeskills and rapid assessment and response
methodologies were held. The particular
contribution of the Department was to
ensure that specific interventions cover-
ing substance abuse, sexual health and
especially vulnerable young people are
made within the overall country program-
ming framework.

■ Special assistance to the UNICEF
field office in the Former Yugoslav
Republic of Macedonia was provided in

WORKING TO MEET THE HEALTH AND DEVELOPMENT NEEDS OF ADOLESCENTS ■  45

Within the UN system

■ CAH contributed to the develop-
ment of a strategy on young people and
HIV/AIDS, which was adopted by the
UNAIDS Programme Coordinating
Board in December 1998. The theme for
the 1998 World AIDS Campaign was
Young People: A Force for Change. The
Department participated in the develop-
ment of materials for use throughout the
year. A WHO event for World AIDS Day
(1 December 1999) celebrated the end of
the two-year World AIDS Campaign
focusing on the impact of HIV/AIDS on
youth. The activities culminated in a
session chaired by Dr Brundtland and
including young people’s perspectives on
what needs to be done to combat HIV/
AIDS. An important contribution to this
World AIDS Campaign was the develop-
ment of the Guide to WHO Documents
concerning adolescent health and develop-
ment to assist in the programming process
helping young people to remain a Force for
Change.

■ CAH staff participated in meetings
of the ICPD+5 in The Hague, Nether-
lands and at the UN Secretariat in New
York where it provided technical input at
the request of the member states. At the
meetings, the issue of adolescents was
specifically addressed, and the goal was set
to reduce HIV/AIDS among young
people by 25% by 2005 in the worst
affected countries. The Department also
facilitated sessions during the ICPD+5
Youth Forum in The Hague, Nether-
lands. Attending the youth forum were 50
young people representing non-govern-
mental organizations throughout the
world.

■ The Department assisted in preparing
the background paper for a Special
Session of the General Assembly on the
Implementation of the Outcome of the
World Summit for Social Development
and Further Initiatives (WSSD+5) at
which UNAIDS and its cosponsoring
organizations were invited to develop a
plan of action to reduce HIV infection

Young people –a force for change in a
world with HIV/AIDS

■ Establishing and reviewing national policies

■ Promoting young people’s participation

■ Mobilizing parents, policy-makers, media and religious or-
ganizations

■ Improving quality and coverage of school programmes

■ Ensuring care and support for orphans and young people
living with HIV
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order to identify suitable activities for
World Bank and UNICEF funding to
contribute to adolescent health and
development in a post-emergency situa-
tion.

■ Department staff provided technical
input in the UNF funded UNICEF
project Meeting the Development and
participation Rights of Adolescent
Girls, during the initial planning meeting
in Pawling, USA.

■ 50 programme staff of the UNICEF
field offices in central and eastern
Europe, the Commonwealth of Inde-
pendent States and the Baltic countries
attended a one-week training on rights-
based youth health and development
programmes, at which the Department
provided input on the WHO/UNFPA/
UNICEF country programming frame-
work.

■ CAH participated in the prepara-
tions for and the meeting of the UN
Youth Forum in Braga, Portugal.
Attending the forum were 500 young
people representing non-governmental
organizations throughout the world.

■ A pre-Youth Forum workshop was
conducted for fifteen young people
representing youth organizations that
work on issues of discrimination.
During the workshop, conducted in col-
laboration with UNICEF and UNAIDS,
participants developed recommendations
for activities to be carried out through
their organizations to decrease discrimi-
nation based on gender, HIV status,
disability and ethnic background.

■ A background paper on youth health
and development was prepared for dis-
tribution at the First World Conference
of Ministers Responsible for Youth held
in 1998 in Lisbon. Collaborating on the
joint UN paper were UNICEF, UNFPA
and UNAIDS. The declaration adopted
at the Conference committed attention to
a broad range of health issues affecting
youth, including tobacco and alcohol use,
reproductive health (including STD/
HIV), endemic diseases and violence.

■ CAH staff played a central role in
the preparation and facilitation of a
WHO, UNICEF, UNAIDS and

USAID meeting convening over 50
representatives from West African coun-
tries involved in programmes for
adolescent health. The group emphasized
the rights of adolescents to health, as
defined in the UN Convention on the
Rights of the Child. It emphasized that
health-related information and health
services should be provided through
schools, youth organizations and the
media. The high incidence of HIV among
adolescents was recognized as a crisis that
demanded increased political and profes-
sional commitment.

At inter-regional level:

■ The capacity of the health sector to
respond to the needs of adolescents is
being strengthened and supported in three
selected regions. The regions involved
have taken dif ferent approaches to
strengthening the capacities of countries
and regional offices to address adolescent
health needs. The first step in all regions
was an assessment of country implemen-
tation of adolescent health and develop-
ment programmes, through expert visits
in the African and South-East Asian re-
gions, and by soliciting information from
member states in the Eastern Mediterra-
nean region. The tools developed for use
in regional assessment exercises in Africa
and the Eastern Mediterranean were
shared with the South-East Asia Regional
Office, where the assessment yielded in-
dividual country reports. On the basis of
these assessments, countries formulated
proposals for specific aspects of adolescent
health programming, and the develop-
ment of guidelines for health sector
activities with regard to adolescent health.

At regional level:

■ CAH has initiated joint regional plan-
ning processes with all the regions and, in
1999, began the development of joint
work plans with the South-East Asia
Regional Office and the European
Regional Office. This will provide oppor-
tunities for increased collaboration
between different levels of the organiza-
tion as well as increased resources for
adolescent health and development:



African Region

— The Department supported the
regional strategy development for
programming for adolescents in the
Africa Region by providing technical
input and facilitation of the develop-
ment process.

— CAH provided technical input to the
regional workshop organized jointly
by WHO and UNAIDS in Ghana
in 1999 on ‘Vulnerable populations
and HIV/AIDS’ which included
young people in its definition of
vulnerable populations.

— Department staff provided techni-
cal support to the UNAIDS Theme
Group and the Government of
Botswana for the design of four
models of providing youth-friendly
health services, now being imple-
mented and assessed.

— Operational research on reproduc-
tive health continued in six countries
in Africa. A workshop in Abidjan in
1998 identified the criteria for select-
ing interventions that would be effec-
tive in work with adolescents.
Collaborating with the Department on
this project are Family Health Inter-
national and the WHO Special Pro-
gramme of Research Development and
Research Training in Human Repro-
duction.

— Detailed proposals to involve youth
in the strengthening of voluntary
counselling and testing for HIV in
selected African countries are being
developed for funding by the UN
Foundation.

Eastern Mediterranean Region

— The Department organized a study
tour for Health Ministry officials
from Tunisia in June 1999.

— CAH staff participated in a meet-
ing to identify research priorities in
adolescent sexual and reproductive
health, in Lebanon, 1999.

— An intercountry meeting in Tunisia
for building regional capacity for the
protection and promotion of ado-
lescent health and development was
supported by the Regional Office and
the Department. The review of na-
tional capacity in the health sector
helped identify the elements needed for
national strategy development.

European Region

— The Department provided support to
set up an inter-agency technical group
on youth health, development and pro-
tection, hosted by the European region
of WHO in which UNICEF,
UNAIDS, UNFPA participate.

South-East Asian Region

— CAH supported an Intercountry
Consultation in the South-East
Asian Region, at which a regional
strategy for programming for ado-
lescents was developed. The meeting
had participants from eight countries,
as well as UNAIDS, UNESCO,
UNICEF and UNFPA.
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Proposed models for youth-friendly health services in Botswana

Models A B C D

Type NGO stand alone Multipurpose Existing Government junior/
youth centre youth centre government secondary educational
with health with health care facility modified institution with ongoing
care services services for “youth youth pregnancy
strengthened introduced friendliness” with project expanded to

NGO peer counsel- provide youth-friendly
ling introduced health services to non-

pregnant and other
youth
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Targeting boys in adolescent
health programming

“Summing up, there are important
programme experiences that offer us
ideas on how to engage boys in ways
that promote their health and devel-
opment. Similarly, the literature
analysed here provides a strong basis
for designing more effective policies
and programmes related to adoles-
cent boys. Taken together this infor-
mation helps us confront and
overturn some of the assumptions
about boys. First, boys can be
engaged when we listen to their
needs and concerns and approach
them in positive, non-deficit ways.

Secondly, instead of assuming that
boys do not have problems, the
literature confirms that adolescent
boys have gender-specific potentials
and risks, just as adolescent girls do.
In virtually every culture we examine,
being a boy brings with it advantages
and disadvantages. Even in regions of
the world where structural biases
against women continue to be strong
and where men, on aggregate, ben-
efit from gender inequities, masculin-
ity nonetheless implies both benefits
and costs for adolescent boys and
adult men.”

What About Boys? A literature review on
the health and development of adolescent
boys. WHO, WHO/FCH/CAH/00.7.

Development and capacity building
ing programmes targeted specifically at
adolescent boys. A workshop was held in
Geneva in 1999, with the participation of
UNICEF, UNFPA UNAIDS and
UNESCO as well as NGOs, at which the
literature and initial programme experi-
ences gathered through regional assess-
ments were discussed. Advocacy and
literature review documents were
reviewed.

■ CAH provided technical training on
the following: monitoring and evaluation
(Swedish International Development
Cooperation Agency, Sida, and NGO and
government programme managers);
orientation in adolescent health and
development (masters’ students  of the
Liverpool School of Tropical Medicine and
Amsterdam Royal Tropical Institute);
quality of adolescent sexual and reproduc-
tive health services (Djibouti, with the
Brussels School of Public Health); and
adolescent health and child rights (Inter-
national Federation of Medical Students
Association, IFMSA, Harare).

■ The programme provided technical
input to the European chapter of the
International Association of Adolescent
Health, in developing EuTEACH–
European training in effective adolescent
care and health (Switzerland, October
1999).

■ ADO-Lessons, a system for the
dissemination of information on
adolescent health and development
through Internet, was further devel-
oped. The prototype demonstrated the
potential for using new technology to
provide rapid access to focused informa-
tion and technical support. Through the
system now being developed, programme
managers will be able to retrieve, for
example, statistics on adolescent health,
information on country experiences, and
programme tools. Next steps entail an
assessment of appropriateness and poten-
tial, and the development of a full-scale
model.

■ Evidence for targeting boys in ado-
lescent health programmes is being
gathered. A review of literature was
undertaken and regional surveys con-
ducted to review the approaches of exist-



Working to promote
the rights of children
and adolescents to
health and health care

Activities during 1998–99 have
focused on:

■ Strengthening WHO input to the re-
porting process of the UN Committee on
the Rights of the Child, the body respon-
sible for monitoring the implementation
of the CRC within countries;

■ Expanding understanding of and sen-
sitivity to the implications of the CRC
within WHO and developing an internal
coordination mechanism for WHO activi-
ties with a children’s rights perspective;
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The United Nations Convention on
the Rights of the Child (CRC)

af firms the rights of children and
adolescents to the highest attainable stand-
ard of health, and to have access to effec-
tive health services.

Based on its initial framework for child
rights activities adopted in early 1998,
CAH strengthened its leadership role in
coordinating and providing WHO support
to the implementation of the health-re-
lated articles of the Convention, at the in-
ternational level and in countries.

The United Nations Convention on the Rights of the Child

In Article 24, the CRC calls upon governments to:

‘….recognize the right of the child to the enjoyment
of the highest attainable standard of health and to
facilities for the treatment of illness and rehabilita-
tion of health. States Parties shall strive to ensure that
no child is deprived of his or her right of access to
such health care services.’

Four fundamental principles guide the interpretation
of the CRC and should determine how the articles
are implemented. These principles state that:

■ The child has the right to survival and develop-
ment

■ Each child should be accorded their rights with-
out discrimination of any kind

■ The views of the child should be taken into ac-
count in all matters that affect the child, and
should be given due consideration in a manner
consistent with the child’s evolving capacities

■ The best interests of the child should be the pri-
mary consideration in all actions concerning him
or her

191 of the world’s 193 states have ratified the CRC
making it the most widely ratified of all UN treaties.
On ratifying the Convention, states become bound
under international law to make every effort possi-
ble to implement its articles and accord children their
rights. The Convention calls on UN agencies, such as

WHO, and on NGOs to help states to fulfil this com-
mitment.

Article 24 of the CRC specifically recognizes the right
to the highest attainable standard of health, but the
implications for child and adolescent health and de-
velopment go far beyond this single article. Through
its guiding principles, the Convention sets a frame-
work for all child and adolescent health programming.
The CRC responds to the child not in isolation but as
part of broader social units such as the family and com-
munity, recognizing their crucial influence on chil-
dren’s growth and development and calling on the
state to support them. The CRC recognizes children as
stakeholders in their own future, who should have the
opportunity to take an active role within their own
environment, with the support of caregivers. The CRC
emphasises that all rights are inter-dependent, and
that a full enjoyment of rights, including the right to
health, is only possible when other rights are also ful-
filled.

The CRC reporting process opens a dialogue with states
to agree on common priorities for action, and helps
channel support and advocacy to national pro-
grammes. The regular reporting cycle also provides
valuable opportunities for monitoring the progress
achieved by national governments in assuring the
rights to health and health care of children and ado-
lescents.
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The CRC Reporting Process

Governments ratifying the CRC undertake to make regular
reports to the Committee on the Rights of the Child on the
status of children’s rights in their countries. This is an opportu-
nity for the Committee on the Rights of the Child to recom-
mend measures to improve the implementation of children’s
rights, including rights to health and health care. In 1998-99,
examples of comments and recommendations focusing on
health programming for children and adolescents have in-
cluded:

India

In its response to the review of children’s rights implementa-
tion in India, the Committee urges that the state should: ‘take
all necessary steps to adapt, expand and implement the Inte-
grated Management of Childhood Illness strategy, and to pay
particular attention to the most vulnerable groups of the popu-
lation. Moreover, the Committee recommends the State party
to undertake studies to determine the socio-cultural factors
which lead to practices such as female infanticide and selec-
tive abortions, and to develop strategies to address them.’ The
Committee also expresses concern, ‘at high maternal mortal-
ity, and very high levels of low birth weight and malnutrition
among children, including micronutrient deficiencies, linked
to the lack of access to prenatal care and, more generally, lim-
ited access to quality public healthcare facilities, insufficient
numbers of qualified health workers, poor health education,
inadequate access to safe drinking water, and poor environ-
mental sanitation. This situation is exacerbated by the extreme
disparities faced by women and girls, especially in rural areas.
The Committee recommends continued allocation of resources
to the poorest sections of society, and continued co-operation
with and technical assistance from, inter alia, WHO, UNICEF,
World Food Programme, and civil society’.

Macedonia

Expressing concern at the high infant mortality rate, the Com-
mittee remarks, ‘Noting the correlation identified by studies
between low education among mothers and high infant mor-
tality, and between the incidence of such mortality and cer-
tain regions, the Committee urges the State party to continue
its efforts to address this concern, inter alia, through the ef-
fective provision of adequate health education to mothers’.

South Africa

The Committee comments on the limited availability of pro-
grammes and services and the lack of adequate data as re-
gards adolescent health. It recommends that the State should,
‘take effective measures to ensure that legislation is fully im-
plemented and enforced, particularly as regards the use of
tobacco products. The Committee recommends that the State
party reinforce adolescent health policies, particularly with re-
spect to accidents, suicide, violence and substance abuse. It is
also recommended that the State party undertake a study to
assess the situation of children with mental health concerns
and introduce programmes to guarantee adequate care and
protection for them. Additionally, it is recommended that the
State party undertake further measures, including the alloca-
tion of adequate human and financial resources, to develop
youth-friendly counselling, care and rehabilitation facilities for
adolescents that would be accessible, without parental con-
sent, where in the best interests of the child.’

■ Increasing collaboration with partners,
both within and outside the UN system,
to address the rights to health and health
care of children and adolescents, and to
ensure that these rights remain high on
the international human rights agenda.

Strengthening the reporting
process to the UN Committee
on the Rights of the Child

The Department continued its close col-
laboration with the Committee on the
Rights of the Child, to strengthen the
process of monitoring how children’s
rights to health and health care are pro-
moted and implemented within countries:

■ WHO health commentaries on States
Parties reports were prepared. The
Department assisted the Committee in its
systematic review of national reports by
preparing and presenting WHO health
commentaries on reports from over 15
countries;

■ A briefing to the Committee on the
Rights of the Child was conducted on
the role of WHO in its reporting proc-
ess, with input from other partners in
WHO. The development of a number of
CRC-related information materials and
training tools was initiated, aimed at
strengthening national implementation of
the CRC and increasing child rights
knowledge among WHO staff. A docu-
ment on the use of selected, existing child
health indicators for child rights monitor-
ing in the area of health was prepared,
following a UNICEF-sponsored meeting
on indicators for global monitoring of
child rights, held in Geneva in 1998. The
document will be reviewed by WHO,
UNICEF and the UN Office of the High
Commissioner for Human Rights
(OHCHR). It is due to be published
after a review of benchmarks and indica-
tors in the context of human rights that
will take place as part of the process of
mainstreaming human rights within
WHO.

■ CAH staff played a crucial role in co-
ordinating WHO input to the CRC
General Discussion Day which had as its
theme in 1998, ‘Children Living in a
World with HIV/AIDS’. A General



Discussion Day is organized annually by
the UN Committee on the Rights of the
Child.

■ The Department participated in the
Commemorative Meeting on the CRC,
held in 1999 to celebrate the 10th anni-
versary of the Convention coming into
force. This meeting reviewed the achieve-
ments and challenges in national imple-
mentation of the Convention, including
progress made by WHO to adopt a rights-
based perspective in its child health activi-
ties.

■ Informal discussions were held with
Committee members and UNICEF on
WHO country activities to be imple-
mented in 2000, aimed at providing
technical assistance to the implementation
of the Committee’s health-related recom-
mendations to selected countries includ-
ing India, Kyrgystan, and South Africa.

Promoting a rights-based
perspective within WHO

CAH worked closely with partners
throughout WHO to strengthen the
integration of a human rights perspective
in the organization’s work where appro-
priate:

■ Two informal working groups on
rights and health were created, on the
young child and on the adolescent, includ-
ing focal points from twelve WHO depart-
ments and programmes. Following the
restructuring of WHO and the establish-
ment of human rights focal points in
departments, additional mechanisms have
been established for improved sharing of
information.

■ A CAH information pack on child
and adolescent health and child rights
was prepared in late 1999, and is currently
undergoing a final review before publica-
tion in June 2000.

■ The development of a CAH orien-
tation course on child rights began in
mid-1999. The course is currently
intended for WHO staff at headquarters,
regional and national levels, and two trial
sessions were held at WHO Headquarters
in late 1999. Following these sessions, a
number of WHO Regional Offices (nota-
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bly Africa, Europe and South-East Asia)
have expressed interest in conducting the
course for their staff. The final course
documents are currently being reviewed
and regional orientation will begin in April
2000.

■ The Department assisted other
WHO programmes and departments in
integrating a child rights perspective
into their areas of work, and made a
significant contribution to current efforts
to mainstream human rights throughout
WHO activities. For example, CAH
provided child rights expertise during an
international consultation on child abuse
prevention, organized by the unit of
Violence and Injury Prevention (PVI) in
WHO. This collaborative work continued
in a WHO working group on the devel-
opment of guidelines for child abuse pre-
vention, and CAH child rights input to
the WHO World Report on Violence
which is in preparation.

■ CAH collaborated with the WHO’s
Health and Human Rights Department
(HHR), and other partners in WHO, in
efforts to improve the integration of a
human rights perspective in the implemen-
tation of health programmes across the
spectrum of WHO activities.

Increasing collaboration with
partners

The Department increased its collabora-
tion with external partners, working
together to promote a human rights
framework for health programming and
monitoring, and to ensure that the health
rights of children and adolescents remain
high on the international agenda:

■ Technical input was provided to an in-
ternational meeting on the development
of a comprehensive set of indicators for
global monitoring of child rights,
sponsored by UNICEF.

■ The Department participated in a
symposium on the rights of the child
at the XXII International Congress of
Paediatrics.

■ Two interventions were prepared for
presentation by WHO to the UN
General Assembly, on the progress made



52 ■  CAH: MOVING FORWARD

on the implementation of the World
Declaration and Plan of Action from the
World Summit for Children (Agenda item
98), and on the promotion and protec-
tion of the rights of the child (Agenda item
106).

■ A special session on child rights was
organized at a workshop on health and
human rights held by the International
Federation of Medical Students Associa-
tions (IFMSA) in Harare.

■ At the 55th session of the UN Com-
mission on Human Rights, Geneva,
CAH participated in the Special
Dialogue on Marginalized Children,
chaired by the High Commissioner for
Human Rights; made a WHO statement
under agenda item 13, the Rights of the
Child; and organized, in collaboration
with UNICEF and ILO, an informal
reception to share information with Com-
mission members, NGOs and other inter-
ested actors on child rights issues in
relation to child and adolescent health.

■ Staff from the Department partici-
pated in the First European Conference
on Health and Human Rights, organ-
ized by the Council of Europe and the
Nordic School of Public Health, includ-
ing a formal presentation in one of the
workshops.

■ The Department participated in and
coordinated WHO input to the devel-
opment of a General Comment on the
Right to Health by the UN Commit-
tee on Economic, Social and Cultural
Rights. CAH and HHR represented
WHO at an international meeting to pre-
pare the General Comment in London.

■ CAH provided resource persons to
participate in an international consul-
tation on adolescent health and rights,
organized by the Commonwealth Medi-
cal Association.

■ CAH participated in a planning
meeting in London for an international
seminar on the media and the rights of
the child which was held in Oslo in 1999.



Looking forward to
the next biennium
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CAH continues to provide the critical link between scientific research and
practical health care for children and adolescents, especially in the world’s

poorest countries. The Department’s objectives will remain constant: to reduce
morbidity and mortality, and to promote healthy growth and development, by
interpreting and applying the latest scientific understanding and knowledge.

The Department’s new structure, drawing together the work on both child and
adolescent health, is an opportunity to create new approaches to improving the
health of young people from 0–19 as they grow towards adulthood. The ration-
ale for addressing this age span in its entirety is solid. Healthy growth and devel-
opment in young children affects health and enhances possibilities for
development both during the school age period and in adolescence. Healthy,
confident adolescents are more likely to become caring, supportive parents and
responsible productive members of society.

The Department’s work during the next biennium will therefore involve a more
integrated approach to the health issues that concern children across the age span. It
will involve the creation of links between health strategies and programmes already
being applied for young children, for school-age children and for adolescents. In
order to achieve this, the Department’s work over the next two years will focus on:

Improving health services delivery: through the development, improvement
and testing of generic standards and good practices for health care delivery;

Promoting safe and supportive environments: by strengthening capability in
countries to devise, test and implement health promotion, prevention and care
interventions in homes and in the community;

Providing technical support: to WHO regional offices, to countries and to
partners, to plan and introduce strategies for the improvement of child and
adolescent health;

Monitoring and evaluation: to demonstrate progress, to improve programme
implementation and to guide the Department’s future directions;

Management and global issues: including support to the UN Convention on
the Rights of the Child, to ensure that the rights of children and adolescents to
the highest possible standards of health and health care are given priority.

We look forward to the challenges of the next biennium. We are confident that
with the support of our many partners, both within and outside WHO, we can
meet those challenges, reducing deaths and greatly enhancing the quality of life
for children and adolescents all over the world.
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ANNEX 1

New documents arising out of the work
of the Department in 1998–99

HIV and infant feeding: Guidelines for
decision-makers. WHO/FRH/NUT/
CHD/98.1.

HIV and infant feeding: A guide for health
care managers and supervisors. WHO/
FRH/NUT/CHD/98.2.

HIV and infant feeding: A review of HIV
transmission through breastfeeding.
WHO/FRH/NUT/CHD/98.3.

HIV and infant feeding: Implementation
of guidelines, a report of the UNICEF/
UNAIDS/WHO Technical Consultation
on HIV and Infant Feeding (Geneva, 20–
22 April 1998). WHO/FRH/NUT/
CHD/98.4.

IMCI adaptation guide. Version 4, Octo-
ber 1998. WHO/CHD/98.1.

IMCI information kit. WHO/CHS/
CAH/98.1.

IMCI information kit. WHO/CHS/
CAH/98.1, Rev.1 1999.

IMCI planning guide: Gaining experience
with the IMCI strategy in a country.
WHO/CHS/CAH/99.1.

Improving family and community prac-
tices: A component of the IMCI strategy.
WHO/CAH/98.2. (E, F)

Mastitis: Causes and management. WHO/
FCH/CAH/00.13.

Management of severe malnutrition: A
manual for physicians and other senior
health workers. ISBN 92-4-154511-9.

Documents concerning child
health and development

A critical link: Interventions for physical
growth and psychological development—a
review. WHO/CHS/CAH/99.3.

Antimicrobial and support therapy for bac-
terial meningitis in children. WHO/
CHD/98.6.

Breastfeeding and maternal tuberculosis.
CHD Update no. 23, February 1998.

Drug supply management course:

Director’s guide. WHO/CHD/98.4a.
Trainer’s guide. WHO/CHD/98.4b.
Participant’s manual. WHO/CHD/
98.4c.
Handbook. WHO/CHD/98.4d.

Evidence for the ten steps to successful
breastfeeding. WHO/CHD/98.9. (E, F,
S)

Evolution of diarrhoeal and acute respira-
tory disease control at WHO: Achievements
1980–1995 in research, development, and
implementation. WHO/CHS/CAH/
99.12.

Guidelines for follow-up after training in
the WHO/UNICEF course on Integrated
Management of Childhood Illness for first-
level health workers. WHO/FCH/CAH/
99.1A & 1B.

HIV and infant feeding counselling: A
training course:

Director’s guide. WHO/FCH/CAH/
00.2.
Trainer’s guide. WHO/FCH/CAH/
00.3.
Participant’s Manual. WHO/FCH/
CAH/00.4.
Overhead Figures. WHO/FCH/
CAH/00.5.

Note: Arabic (A); English (E); French (F);
Spanish (S). All documents are in English
unless otherwise stated.



Strategies, policies and practices for immu-
nization of adolescents: A Review. WHO/
VAB/99.24.

Youth health and development: Discussion
paper for the review and appraisal of
action taken to implement the World
Programme of Action for Youth to the Year
2000 and Beyond. Background paper for
the World Conference of Ministers Re-
sponsible for Youth (Lisbon, Portugal, 8–
12 August 1998), with UNICEF,
UNFPA, and UNAIDS. (A, E, F, S)

Young people and discrimination: A report
of the pre-UN Youth Forum workshop on
discrimination (Braga, Portugal, 31 July–
2 August), with UNICEF and UNAIDS.

What about boys? WHO/FCH/CAH/
00.7.

Working with boys. Workshop report.
WHO/FCH/CAH/00.9.

Working with boys. Programme experiences.
WHO/FCH/CAH/00.10.

Programme Reports

ADH Financial report for the biennium
1996–1997. WHO/FRH/ADH/98.7.

ADH Progress Report, June 1998. WHO/
FRH/ADH/98.8.

ADH Revised programme budget for the
financial period 1998–1999. WHO/
FRH/ADH/98.9.

CAH Progress report: Activities of the
former Division of Child Health and
Development and the Adolescent Health
and Development Programme in 1998.
WHO/CHS/CAH/99.4.

CAH Financial documents: Revised pro-
gramme budget for the biennium 1998-
1999; Financial status; Proposed
programme budget for the biennium 2000–
2001. WHO/CHS/CAH/99.5.

CAH Report of the first meeting of the Tech-
nical Steering Committee (Geneva, 22–26
March 1999). WHO/CHS/CAH/
99.10.

CHD 1996–1997 Report. WHO/CHD/
98.5.

Preservice training for the Integrated
Management of Childhood Illness (IMCI):
Report of an informal consultation (Ge-
neva, 28–30 January 1998).

Relactation: A review of experience and
recommendations for practice. WHO/
CHS/CAH/98.14. (E, S)

Report of an intercountry workshop on
IMCI preservice training (Geneva, 2–5
November 1999). WHO/FCH/CAH/
00.11.

Towards a global evaluation of the IMCI
strategy. WHO/CHD/98.16.

Documents concerning
adolescent health and
development

Action for adolescent health. WHO/FRH/
ADH/97.9. (A, E, F,S)

Boys in the picture. WHO/FCH/
CAH.00.8.

Coming of age—from facts to action for
adolescent sexual and reproductive health.
WHO/FRH/ADH/97.18. (E, F)

Guide to WHO documents concerning ado-
lescent health and development. WHO/
FCH/CAH/99.2.

Measurement of adolescent development:
Environmental, contextual and protective
factors, final report 4–6 February 1999.
WHO/FCH/CAH/00.16.

Programming for adolescent health and
development: Report of a WHO/UNFPA/
UNICEF Study Group on Programming
for Adolescent Health. (WHO Technical
Report Series, Number 886, 1999). (E, F,
S in preparation)

Programming for adolescent health and
development: What should be measured and
how? Report of a technical meeting (Morge,
Switzerland, 19–22 May 1998).

Programming for adolescent health and
development: What should we measure and
how? Report of the Second WHO/UNICEF
meeting (Chiang Mai, Thailand, 26–30
April 1999). WHO/FCH/CAH/00.17.

Second decade: Improving adolescent health
and development. WHO/FRH/ADH/
98.18.
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CHD Financial report for the biennium
1996–1997: Meeting of Interested Parties
(Geneva, 15–17 June 1998). WHO/
CHD/98.7.

CHD Revised programme budget for the
biennium 1998–1999: Meeting of Interested
Parties (Geneva, 15–17 June 1998).
WHO/CHD/98.8.

CHD Report of the third meeting of the
Technical Advisory Group (Geneva, 30
March–3 April 1998). WHO/CHD/
98.10.

Towards 2010: The challenge for adolescent
health and development. Report of the meet-
ing of the ADH Technical Advisory Group
(Geneva, 25–26 March 1998).



ANNEX 2

New papers arising out of research
supported in 1998–99

control study. International Journal of
Health Education, 1998, 36(2):46–53.

Gove S, Tamburlini G, Molyneux E,
Whitesell P, Campbell H. Development
and technical basis of simplified guidelines
for emergency triage assessment and treat-
ment in developing countries. University of
California, Berkeley School of Public
Health, Division of Public Health Biol-
ogy and Epidemiology, MC7360,
Berkeley, California 94720, USA.

Hassan-King M, Adegbola R, Baldeh I,
Mulholland K, Omosigho C, Oparaugo
A, Usen S, Palmer A, Schneider G, Secka
O, Weber M, Greenwood B. A polymer-
ase chain reaction for the diagnosis of
Haemophilus influenzae type b disease in
children and its evaluation during a
vaccine trial. Pediatric Infectious Disease
Journal, 1998, 17(4):309–312.

Lambrechts T, Bryce J, Orinda V. Inte-
grated Management of Childhood Illness:
a summary of first experiences. Bulletin of
the World Health Organization, 1999,
77(7):582–594.

Molyneux E, Brogan R, Mitchell G, Gove
S. Children’s weights: guess or measure
by tape? Lancet, 1999, 354(9190):1616.

Muhe L, Oljira B, Degefu H,
Enquesellassie F, Weber MW. Clinical
algorithm for malaria during low and high
transmission seasons. Department of Pae-
diatrics and Child Health, PO Box 1768,
Addis Ababa University, Addis Ababa,
Ethiopia.

Rea MF, Venancio SI, Martines JC,
Savage-King F. Counselling on breast-
feeding: Assessing knowledge and skills.
Bulletin of the World Health Organization,
1999, 77(6):492–498.

Adegbola RA, Usen S, Weber M, Lloyd-
Evans N, Jobe K, Mulholland K, McAdam
KP, Greenwood BM, Milligan PJ.
Haemophilus influenzae type b meningi-
tis in The Gambia after introduction of
a conjugate vaccine. Lancet, 1999,
354(9184):1091–2.

Black RE. Therapeutic and preventive
effects of zinc on serious childhood
infectious diseases in developing countries.
American Journal of Clinical Nutrition,
1998, 68(supplement):476S–479S.

Bruce N, Neufeld, Boy E, West C. Quan-
tifying the effect of indoor biofuel air
pollution on respiratory health in obser-
vational studies: the role of confounding
factors among women in highland Gua-
temala. International Journal of Epidemi-
ology, 1998, 27:454–458.

César JA, Victora CG, Barros FC, Santos
IS, Flores JA. Impact of breastfeeding on
admission for pneumonia during
postneonatal period in Brazil: nested case-
control study. British Medical Journal,
1999, 318:1316–1320.

Etiology and clinical signs of serious in-
fections in young infants in developing
countries: a WHO collaborative study.
Pediatric Infectious Disease Journal, 1999,
18(supplement).

Fontaine O. Commentary: oral rehydra-
tion solution. Bulletin of the World Health
Organization, 1998, 76:325.

Fontaine O, Gore SM, Pierce NF. Diar-
rhoea treatment: rice-based oral rehydra-
tion solution. The Cochrane Library, 1998,
4.

Fuchs SC, Victora CG, Martines J and
Black RE. Risk factors for dehydrating di-
arrhoea among Brazilian infants: a case
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Rowe AK, Hirnschall G, Lambrechts T,
Bryce J. Linking the Integrated Manage-
ment of Childhood Illness (IMCI) and
health information system (HIS) classifi-
cations: issues and options. Bulletin of the
World Health Organization, 1999,
77(12): 988–995.

Sazawal S, Black RD, Jalla S, Mazumdar
S, Sinha A, Bhan MK. Zinc supplementa-
tion reduces the incidence of acute lower
respiratory infections in infants and pre-
school children: a double-blind, control-
led trial. Pediatrics, 1998, 102(1):1–5.

Straus WL, Qazi SA, Kundi Z, Nomani
NK, Schwartz B and the Pakistan
Cotrimoxazole Study Group. Antimicro-
bial resistance and clinical effectiveness of
cotrimoxazole versus amoxycillin for pneu-
monia among children in Pakistan:
randomised controlled trial. Lancet, 1998,
352:270–274.

Tamburlini G, Di Mario S, Maggi RS,
Vilarim JN, Gove S. Evaluation of guide-
lines for emergency triage assessment and
treatment in developing countries.
Archives of Diseases in Children, 1999,
81(6):478–482.

Usen S, Adegbola R, Mulholland K, Jaffar
S, Hilton S, Oparaugo A, Omosigho C,
Lahai G, Corrah T, Palmer A, Schneider
G, Weber M, Greenwood B. Epidemiol-
ogy of invasive pneumococcal disease in
the Western Region, The Gambia.
Pediatric Infectious Disease Journal, 1998,
17(1):23–28.

Usen S, Weber M, Mulholland K, Jaffar
S, Oparaugo A, Omosigho C, Adegbola
R, Greenwood B. Clinical predictors of
hypoxaemia in Gambian children with
acute lower respiratory tract infection:
prospective cohort study. British Medical
Journal, 1999, 318(7176):86–91.

Victora CG, Kirkwood BR, Ashworth A,
Black RE, Rogers S, Sazawal S, Campbell
H, Gove S. Potential interventions for the
prevention of childhood pneumonia in
developing countries: improving nutrition.
American Journal of Clinical Nutrition,
1999, 70:309–20.

Von Xylander S, Weber MW, Hirnschall
G. IMCI (Integrated Management of
Childhood Illness): Eine Strategie im
Kampf gegen Kindersterblichkeit in
Entwicklungsländern. Monatsschr
Kinderheilkd. 1999, 147(12):1116–22.

West TE, Goetghebuer T, Milligan P,
Mullholland EK, Weber MW. Long-term
morbidity and mortality following hypox-
aemic lower respiratory tract infection in
Gambian children. Bulletin of the World
Health Organization, 1999;77(2):144–8.

Weber MW, Mulholland EK. Pulse oxi-
metry in developing countries. Lancet,
1998, 351:1589.

Weber MW, Gatchalian SR, Ogunlesi O,
Smith A, McCracken GH Jr, Qazi S,
Weber AF, Olsen K, Mulholland EK.
Chloramphenicol pharmacokinetics in
infants less than three months of age in
the Philippines and The Gambia. Pediatric
Infectious Disease Journal, 1999,
18(10):896–901.

WHO Division of Child Health and De-
velopment immunization-linked vitamin
A supplementation study group.
Randomized trial to assess benefits and
safety of vitamin A supplementation linked
to immunization in early infancy. Lancet,
1998, 352:1257–1263.

Yamey G. Zinc supplementation prevents
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