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The work of the Department of Child and Adolescent Health and Development (CAH) is

based on the firm conviction that all children and adolescents should have the means and

the opportunity to develop to their full potential. In addition to basic needs, healthy growth and

development and caring human relationships are basic human rights, for children and for

adolescents. They need and have the right to appropriate quality health care, and their families

must have access to information and support. They need and have the right to opportunities to

acquire the skills and information they need to be physically and emotionally healthy as they

gain independence.

In 2000, the Department continued its efforts to realize this vision through support for high

quality research and development, systematic planning and support for activities and the effec-

tive use of monitoring and evaluation. CAH has one of the largest programmes of research

within WHO and has established mechanisms for rapidly translating research results into policy

and practice. Emphasis is placed on developing evidence-based interventions that can be

applied systematically, the process documented and lessons learnt. The appointments this year

of a new Executive Director for the Family and Community Health Cluster, and a new Director

for the Department, provided opportunities to reassess priorities and to ask new questions while

maintaining the best of previous work.

CAH has continued to strengthen catalytic linkages with other WHO departments, UN agen-

cies, bilateral agencies, non-governmental organizations (NGOs), private voluntary organiza-

tions and foundations. These partners play an important role in assessing the need for strategies

for child and adolescent health and development and in supporting their implementation. Strong

collaboration exists with a range of partners inside and outside WHO. It is through these

partnerships that CAH is able to build capacity and extend the application of Integrated Man-

agement of Childhood Illness (IMCI) and adolescent health and development interventions.

This progress report provides an informative summary of the work of the Department mid-

way through the current biennium. Chapter 1 describes the Department’s global priorities in

child and adolescent health, and efforts to address them. Chapters 2–4 summarize the year’s

work in three topic areas—promoting a safe and supportive environment, improving health

service delivery, and monitoring and evaluation. The final chapter describes collaboration with

partners and continuing efforts to expand capacity for sound public health programming at all

levels.

A full programme report will be prepared at the close of the 2000–2001 biennium.

The CAH staff in Headquarters, in the Regional Offices and in countries invite you to read

this report, make suggestions, and join us in our efforts to mobilize the global community in

promoting the health of children and adolescents. In addition, we would like to take this oppor-

tunity to thank those who have provided support to our activities, both technical and financial.



CHAPTER 1

Focusing on global priorities in
child and adolescent health and
development
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Developing a global agenda for
children and adolescents

In December 1999, the United Nations Gen-

eral Assembly established a committee to pre-

pare for a Special Session on Children in 2001

for follow-up to the World Summit for Chil-

dren. The Preparatory Committee met once in

2000 and will meet twice in 2001 before the

Special Session in September 2001. UNICEF

was named as the Secretariat for the Special

Session with a Bureau of the Committee consti-

tuted of representatives from seven countries.

The objectives of the Special Session are to

review the implementation of the Plan of

Action adopted by the 1990 World Summit for

Children, identify what needs to be done to

accelerate future progress for children, and

agree on a global “New Agenda” for children

and adolescents in the 21st century. A report

to the Secretary-General reviewing theprogress

made on the World Summit Goals (WSG),

current and future challenges and actions for

the future will be discussed and an outcome

document produced that describes the New

Agenda.

The Department is the WHO focal point for

the Special Session and has chaired the WHO

inter-cluster and regional working group for

the preparation of all health-related inputs.

CAH, both headquarters (HQ) and the

Regional Office of the Americas (AMRO), has

been involved in the Preparatory Committees

and the consultations organized by UNICEF.

WHO has stressed the importance of the un-

finished agenda of child survival, and raised

concerns about the relationship between

current overall outcomes (early childhood

care, quality of health care, basic education,

and adolescent development) and the life

course approach. There is a need to strike a

balance between targeting all children and

adolescents and directing activities towards

those with special needs.

HIGHLIGHTS OF 2000
■ The United Nations General Assembly

Special Session on Children, scheduled

for September 2001, will agree on an

agenda for children and adolescents for

the next decade. The Department has co-

ordinated a review of progress toward

World Summit for Children goals and

served as the focal point within WHO for

preparations for the Session.

■ The Department is leading the Organi-

zation toward a unified approach to

promote and protect the health of chil-

dren and adolescents. Work continued on

the development of a WHO wide strat-

egy for child and adolescent health and

development.

■ The Department established an inter-

national forum called FutureThink to

inform these strategy development and

agenda-setting initiatives. This inter-

disciplinary group of experts looked

forward to the challenges of the next

decade, and offered guidance on public

health directions.

■ Departmental efforts to use the Con-

vention on the Rights of the Child as a

mechanism for improving child health

moved forward with the preparation of

status reports on 12 countries, and capac-

ity-building workshops for WHO staff in

two Regions.

■ Based on analyses of mortality data

and the global burden of disease, the De-

partment renewed its commitment to

preventing HIV/AIDS among adolescents,

and broadened the scope of its work in

the area of neonatal health.
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Unfinished agenda in reducing
child mortality

Children under five years of age account for

30% of the total burden of disease in poor

countries. Among the 10.5 million children

under five who died in 1999, 99% were in de-

veloping countries. Thirty-six percent of these

children died in Asia, and 33% in Africa.

Regional differences in under-five mortality are

shown in Figure 1.

Over 50% of child deaths in developing

countries are due to five communicable dis-

eases and malnutrition. There are important

differences in the threats to child health by

region. In South-East Asia, for example, pneu-

monia and diarrhoea account for two in five

child deaths, while in Africa malaria is also a

major cause of death. In addition, mother-to-

child transmission of HIV is eroding gains in

child survival, particularly in Africa.

Global targets established by the 1990 World

Summit for Children have guided the promo-

tion of child health for the last decade. Progress

toward these targets has been mixed. There

has been notable success in reducing deaths

due to diarrhoea and measles, and in eradi-

cating polio. However, progress has been lim-

ited in reducing deaths from pneumonia and

in achieving targets relating to child nutrition

and infant mortality. Increases in exclusive

breastfeeding rates are small, and little progress

has been made in improving complementary

feeding. Poor breastfeeding practices and nu-

tritional deficiencies are major risk factors for

most child health problems.

The global equity gap in health is largest

among children, and is concentrated in com-

municable diseases. Children in poor countries

are disabled and dying from causes for which

we have effective and affordable interventions.

A clear focus on these problems and inter-

ventions will lead to significant gains and over-

all strengthening of the public health system,

and push forward efforts to improve child

health and development. The burden of com-

municable diseases in childhood can be dras-

tically reduced through full implementation of

Integrated Management of Childhood

Illness (IMCI) and EPI Plus, which includes

the traditional antigens as well as Hepatitis B,

regional vaccines (such as, yellow fever and

Japanese encephalitis) and Vitamin A supple-

mentation.

Achieving full implementation, and reach-

ing children living in poverty, will require a

two-pronged strategic approach: increasing the

efficiency of the health system to provide serv-

ices of adequate quality, and putting in place

mechanisms to better engage families and com-

munities in preventing disease and caring for

their sick children. Implementation of these

interventions must address three urgent issues:

■ Achieving adequate coverage, particu-

larly for poor populations. Children are

sick and dying because they do not have

access to IMCI case management, timely

immunization and Vitamin A supple-

mentation. Concerted efforts are needed

to strengthen health systems and com-

munities, and to develop and sustain

service delivery mechanisms, to reach all

children.

■ Developing new technologies and deliv-

ery strategies. New or improved tech-

nologies are needed in the prevention

and treatment of childhood communi-

cable diseases. Access must be increased

through strengthened and innovative

delivery mechanisms.

■ Sharpening the focus on family practices.

Families play a critical role in protecting

and promoting child health. This role

must be strengthened: to prevent and to

ensure appropriate recognition, home-

care and care-seeking for illness. Both
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information and affordable drugs and

supplies must be available at family and

community levels, and all families must

have access to basic health services of

adequate quality.

Priority research needs to include the de-

velopment and improvement of technologies

and interventions. For example, new vaccines

and drugs are required to combat communi-

cable diseases in children. New strategies must

be developed and evaluated to slow or reduce

the impact of antimicrobial resistance. The ef-

fectiveness of specific micronutrients must be

evaluated, and ways to promote improved

care-seeking and alternative routes of vacci-

nation must be developed and tested. Research

is also urgently needed to improve the opera-

tional effectiveness of existing strategies, in-

terventions and technologies. Health services

and behavioural research are essential to in-

crease the chances of reaching all children.

CAH is working to develop and advocate

for stronger programmes to improve child

health and development.

Promoting child and adolescent
health and development
through the Convention on
the Rights of the Child

In 2000, the Department maintained its com-

mitment to using the Convention on the Rights

of the Child (CRC) as a framework for the de-

velopment of strategies to improve child and

adolescent health and development. The

focus this year was on increasing awareness

and understanding of the CRC amongst WHO

staff and partners at regional and national lev-

els, and on providing sound technical input to

the work of the CRC’s monitoring body, the

United Nations Committee on the Rights of the

Child. There were four primary areas of

accomplishment.

First, two regional field-tests of a training

course on the CRC in relation to child and ado-

lescent health and development were con-

ducted in the European Region (EURO) in

April 2000 and the South- East Asia Region

(SEARO) in September 2000. Results of the

training were reviewed, and revised materials

will be finalized by early 2001. Successful out-

comes included increased interest in and

activities on child rights, the development of

region-specific CRC advocacy materials and

future subregional and national training work-

shops.

Second, CAH provided commentaries on

twelve country reports to the United Nations

Committee on the Rights of the Child. Based

on the data provided, the Committee subse-

quently issued health-specific recommenda-

tions to the countries under review. CAH also

coordinated WHO participation in the Com-

mittee’s Day of General Discussion on State

Violence Against Children.

Third, initial discussions on the use of the

CRC in district planning and programming for

child and adolescent health were held with

Healthlink Worldwide and Save the Children,

UK.

Fourth, sessions on child rights were held

at the SEARO Intercountry Meeting on Child

and Adolescent Health, Bali, and at the EURO

meeting of child and maternal health focal

points, Malta. The Department conducted a

workshop at the annual inter-disciplinary

course on child rights sponsored by the Uni-

versity of Ghent, Belgium, and made a pres-

entation to the global conference on nursing

and midwifery in Manchester, UK.

In addition, CAH continued to play an

active role in the ongoing development of a

future WHO Strategy on Health and Human

Rights.

WHO strategy development and
future directions for child and
adolescent health and
development

CAH is developing a WHO-wide strategy on

child and adolescent health and development.

The strategy will encompass the principal

health and development issues for the 0–19

age group and the major interventions re-

quired. It will provide guidance for the next 5

to 10 years on the directions to take in a chang-

ing world and delineate new roles and func-

tions of the health and other sectors to meet

these challenges.

During 2000, an initial draft of the strategy

was prepared and strategic areas identified in

collaboration with regional offices. Critical

points and priority interventions have been

identified along the path to healthy adulthood.

Infants must be born healthy. Young children

3
CHAPTER 1

GLOBAL
PRIORITIES
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need to survive the vulnerable period of the

first five years. Older children need to be physi-

cally, mentally and socially prepared to enter

puberty, to adopt healthy and resist risky

behaviours. Adolescents need skills, and a safe

and supportive environment to achieve

responsible adulthood.

To inform the strategy development pro-

cess, the Department established an interna-

tional forum to generate new thinking on

future challenges. The first step in this initia-

tive was to convene a meeting of FutureThink

in November 2000. This brought together 15

child and adolescent health experts (from ten

countries) for a wide-ranging discussion on

future challenges, new or neglected areas and

research needed on emerging health issues.

The participants were leaders in international

public health with experience in government,

universities, WHO partners, health services

and international organizations.

The meeting stimulated provocative dia-

logue that focused on the future, and explored

the steps required to meet the challenges. A

number of recurring themes emerged during

the discussion:

■ Life course approaches are the way of the

future.

■ Country ownership is critical for success-

ful interventions.

■ Reaching all children means working

with families and the private sector.

■ Health is both a human right and a smart

investment.

■ Build on success.

The meeting concluded with a strong rec-

ommendation that WHO/CAH take the lead

in addressing holistically the health and

development of children in their first two dec-

ades of life. It was recognized that WHO must

strengthen its work with countries to set pri-

orities, and allocate resources to achieve agreed

goals. FutureThink members urged CAH to

recognize the growing importance of the pri-

vate sector and find ways to work together.

Reducing inequities in health care delivery and

the role of civil society in this process were

seen as important activities. It was noted that

increasing urbanization and migration may

facilitate access to health care, but urbaniza-

tion can also bring new risks from communi-

cable diseases and continuing environmental

degradation. Meeting participants stressed that

health is an investment that affects the strength

of the economy. At the same time, demonstra-

ble successes must be the foundation for the

future and should be safeguarded to allow

WHO to further promote the health and de-

velopment of young children.

Future directions for the Department will

build on the critical points and priority inter-

ventions that have been identified as influenc-

ing healthy childhood and adolescence. CAH

will place more emphasis on a life course ap-

proach, on improving the health outcomes of

the poor, on HIV/AIDS, on neonatal health,

and on infant and young child feeding.

Throughout its activities, the Department

is committed to addressing poverty and in-

equity. More than 1.2 billion people, includ-

ing 600 million children, live on less than $1 a

day. Children living in poverty are at higher

risk of mortality, morbidity, malnutrition and

delayed psychological development. CAH tar-

A life course approach to child and adolescent
health and development

Human health and development evolve throughout an individu-

al’s life. Healthy growth and development of young children

enhances the possibilities for development during the “school age”

period and in adolescence. Efforts to support growth and devel-

opment across the 0–19 age group have, in addition to their

inherent value for the individuals at the time, a common aim: to

prepare for a healthy, well-adjusted, productive adult life.

The benefits of healthy development in the first 19 years are re-

flected not only in adult health, but also in the next generation

and perhaps the next several generations. Health during child-

hood is in part determined by the health of the mother, in turn

affected by factors such as the nutrition of adolescent girls and

the avoidance of early pregnancy. These factors are influenced by

healthy growth and development in childhood and introduction

at the appropriate age of interventions such as health education.

Healthy childhood nutrition starts with breastfeeding, the prepa-

ration for which starts during or before pregnancy. Thus, achiev-

ing a healthy outcome at one point in the cycle is providing a

positive determinant for health elsewhere in the cycle. Health and

development of the 0–19 year age group links intimately, at both

ends of the age range, with reproductive health.

Despite the benefits of considering the 0–19 age range as a whole,

it is important to acknowledge the differences between the age

groups and the need for different emphases and strategies in each

phase of this period. Some health actions will be addressed to a

specific age group while others may be best addressed to the

entire child and adolescent period. ■



gets interventions at those diseases that con-

tribute most directly to morbidity and mortal-

ity among children living in poor

environments.

There are three main areas of activity

directly targeting poverty and equity issues in

which CAH has been involved during 2000.

First, the Department contributed to the glo-

bal initiative to stimulate a massive effort

against the diseases of poverty, in particular

HIV/AIDS, tuberculosis, malaria, and child-

hood illnesses. This initiative, involving all

clusters in WHO in addition to UN partner

agencies, Member States, and non-govern-

mental organizations (NGOs), seeks to mobi-

lize political will and financial support at all

levels. CAH staff participated in developing the

technical basis for the initiative, and in advo-

cacy and promotional activities.

Second, IMCI is one of the core interven-

tions to improve health outcomes of the poor

to be reviewed in the scaling-up cost analysis

carried out by the WHO Commission on

Macroeconomics and Health. The Department

provided technical input to this ongoing analy-

sis. An example of how IMCI can be used to

address inequities is shown in the example

from Malaysia.

Third, CAH has contributed to consultations

on health and poverty reduction organized by

other clusters within WHO and by partners.

Future work in the Department on HIV/

AIDS and neonatal health will also directly

affect the health of the poor through improved

care-seeking, prevention strategies and in-

creased access to quality services. This work

will be done in conjunction with other depart-

ments to ensure maximum effectiveness. For

example, high neonatal mortality and high

levels of low birth weight are directly associ-

ated with poor maternal nutrition and low

utilization of antenatal care, again reflecting

the need for a life course approach and recog-

nition of the intergenerational consequences

of poverty and malnutrition.

Work on neonatal health will be expanded

in 2001. For example, a multicentre project

will start in 2001 to study clinical signs pre-

dicting severe illness requiring hospitalization

of young infants aged 0–59 days. CAH will be

collaborating with research groups in

several countries, including Bangladesh,

Brazil, India, Nepal and Pakistan, in the

development and testing of interventions for

the promotion of improved family practices for

neonatal survival. Interventions will be exam-

ined for their impact on the health and

survival of neonates, as well as for their cost

and promise of sustainability.

HIV/AIDS has been identified as a priority

for CAH over the next three years. A strategic

response is being developed by CAH in asso-

ciation with the WHO HIV/AIDS Department,

which includes scaling-up of existing activi-

ties and developing new areas of work. High-

lights of the work planned include operations

research on HIV and infant feeding, increas-

ing young peoples’ involvement in voluntary

counselling and testing for HIV/AIDS, HIV pre-

vention among young drug injectors, increas-

ing outreach to vulnerable young people,

addressing the issues surrounding adolescent

boys and HIV/AIDS, and the development of

policy and planning guidelines on adolescents

and HIV/AIDS.

Across these priority areas, more will need

to be done to target interventions at those most

in need. In the case of HIV/AIDS, CAH will be

focusing on vulnerable groups of adolescents

and reducing mother-to-child transmission of

HIV. For neonatal health it will be important

to ensure that babies born at home (the ma-

jority of whom come from the poorest house-

5
CHAPTER 1
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Malaysia implements IMCI and addresses inequity

In the Western Pacific Region, Malaysia has a relatively high stand-

ard of health care with an average life expectancy at 74 years and

infant mortality at 8 per 1000 life births. However, regional ineq-

uities in access to quality health services remain, especially in rural

and remote areas, and progress has been slow. For instance, in

the State of Sabah one-quarter of the population does not have

access to a static health facility, and infant and under-five mortal-

ity rates are markedly higher than the country average.

To address the disparities in health across the states, Malaysia has

committed to implementing the IMCI strategy. After participating

in WHO inter-country courses on IMCI, Malaysian resource per-

sons introduced IMCI to the Ministry of Health, which made the

decision to begin implementation in Sabah State as a strategy to

rapidly reduce inequities in the quality of care. In 2000, the adap-

tation of IMCI training modules was completed and the first

Malaysian IMCI model course was successfully conducted in Kota

Kinabalu, Sabah State. Malaysia has now 20 trained IMCI resource

persons, comprising paediatricians, public health specialists,

family physicians and nurse tutors to pursue activities in the im-

plementation of the IMCI strategy in Sabah State. ■
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holds) have appropriate home-care and access

to life saving interventions. Through these

efforts, CAH aims to reduce the annual 5 mil-

lion neonatal deaths each year, 98% of which

are in developing countries.

Emphasis on HIV/AIDS in
adolescents

The Department seeks to ensure that by the

time they reach age 19, adolescents are physi-

cally healthy, have achieved optimal levels of

psychological and social development, have

adopted healthy behaviours and are able to

assume adult responsibilities. Within this broad

aim, CAH has a critical role to play in WHO’s

response to HIV/AIDS. In most regions, young

people determine the nature and diffusion of

HIV/AIDS epidemics. Over 50% of the 15 000

new HIV infections that occur daily are among

young people aged 15–24 years, an age when

HIV risk practices (such as unprotected sex and

injecting drug use) are prevalent. Furthermore,

children and young people are disproportion-

ately vulnerable to, and affected by, HIV in-

fection and AIDS. At the end of 2000 it was

estimated that 1.4 million children under the

age of 15 years were living with HIV/AIDS,

with 600 000 new HIV infections and 500 000

deaths among children in 2000. By the end of

1999 it was estimated that 13.2 million chil-

dren under the age of 15 years had been

orphaned by AIDS, and 4.3 million had died

from HIV/AIDS.

2000 saw the completion of the first phase

of the Measurement Project work on HIV/

AIDS/STI assessment and surveillance. With

the support of the Rockefeller Foundation, this

project will consolidate the evidence on fac-

tors that protect against risky sexual behav-

iour and HIV infection among young people

and develop instruments for the measurement

of these factors.

The Department is also contributing to

efforts to strengthen health systems in their

response to HIV/AIDS. The focus in 2000 was

on adolescent friendly health services (AFHS),

to improve delivery of HIV/AIDS services to

young people and to strengthen regional net-

works for research and sharing of information,

particularly in Africa.

Materials for the training of health care pro-

viders in HIV/AIDS and STI were developed.

These modules will be finalized in 2001 and

included in the existing Orientation programme

on adolescent health for health care providers that

is being implemented at country level in col-

laboration with WHO Regional Offices, UN and

NGO partners.

The Department also made considerable

progress in 2000 in the development of guide-

lines for the clinical management of HIV/AIDS.

For children, work is under way on guidelines

for the assessment and management of chil-

dren with HIV living in high HIV prevalence

countries. Support will be provided to coun-

tries in adapting generic guidelines for inte-

gration into routine paediatric care. In 2001,

guidelines will be developed on the clinical and

psychosocial management of adolescents

living with HIV/AIDS.

Addressing the challenges
of newborn health and infant
feeding

Significant progress has been achieved during

the past twenty years in reducing mortality in

childhood. Progress in reducing neonatal mor-

tality was not so marked. Over 4 million

infants still die every year before completing

their first month of life. Neonatal deaths

account for 40–70% of deaths in infancy.

Promoting increased neonatal survival re-

quires interventions that address the main

causes of mortality in the first four weeks of

life: infections, delivery-associated problems,

low birth weight and congenital malfor-

mations. Although some of the necessary

interventions will best be delivered during

pregnancy and childbirth, interventions will

also have to ensure the provision of improved

care for the neonate at the health facility and

the household levels.

In those developing countries where neo-

natal mortality is the highest, home-care is

often inadequate and neonates are not taken

to health facilities—or are taken only when it

is already too late for effective treatment to be

instituted. New interventions are needed to

address these problems. Such interventions

will have to reach all families in the commu-

nity and promote the appropriate care of the

neonate. They include early initiation of ex-

clusive breastfeeding, thermal protection and

hygiene, and improving the recognition of ill-

ness and the utilization of appropriate health

services. Services required include the detec-



tion and management of birth asphyxia,

prematurity and low birth weight, feeding

problems, and infections.

During 2000, CAH increased attention to

interventions to improve care for the neonate.

Research is under way to inform the prepara-

tion of guidelines for the management of sick

neonates brought to a first level health facil-

ity. Such neonates may have been delivered

outside a health facility and the caretaker con-

sidered them to be unwell, or they were well

at birth and became ill in the following days

or weeks.

For the prevention of mother-to-child trans-

mission of HIV/AIDS, policy guidelines and

tools for training have been developed. Train-

ing to strengthen counselling of mothers on

infant feeding in areas of high HIV prevalence

is under way in six countries. Priority atten-

tion will now be given to scaling-up these

activities, with a focus on developing human

resources for advocacy, orientation, planning

and training.

CAH: Expanding in scope while
maintaining focus

Given the broad scope of child and adolescent

health and development, and therefore of the

Department’s work, it is essential to use the

limited resources available in a rational man-

ner and without losing sight of the ultimate

objective of having a significant impact. The

Department uses a model of programme de-

velopment that links the needs for research,

development, implementation and evaluation

in a systematic and sequential manner.

CAH staff at HQ work closely with WHO

Regional Offices to strengthen child and ado-

lescent health and development activities at

all levels. In 2000, CAH continued to refine

and improve mechanisms for effective coordi-

nation of activities. These mechanisms include

five key managerial elements:

■ Joint preparation of work plans by re-

gional and HQ staff during annual visits

to Regional Offices. In most of the re-

gions the visits were conducted as a joint

exercise with the participation of staff

responsible for child and adolescent related

work, and in some regions, with staff re-

sponsible for nutrition and infant feeding.

■ Coordination of work with the regions

by CAH regional focal points based at HQ

who have major responsibility for follow-

up and advising on regional and coun-

try activities.

■ Annual meetings—in May 2000, the

CAH Regional Advisors’ meeting brought

together global WHO staff working in

both child and adolescent health. The

meeting was structured to allow plenary

discussions on topics relevant to the en-

tire programme area, as well as parallel

tracks on issues pertaining to children or

adolescents. The meeting resulted in im-

portant recommendations for all staff and

has proved to be an effective managerial

tool.

■ Semi-annual reports by Regional Offices

on progress made, and adjustments of the

work plans if necessary.

■ Ongoing informal monitoring of key joint

activities via electronic communication.

The remainder of this report is organized

by the major areas of work of the Department

during the year. Related activities are presented

by topic area, reflecting the CAH commitment

to maintaining links across research, develop-

ment, implementation and evaluation.

Beginning in 2001, CAH will restructure its

work to reflect a life course approach. Research

and development teams will be responsible for

work on neonatal health and infant and young

child feeding, child health and development,

and adolescent health and development. Re-

search, and monitoring and evaluation will be

coordinated across the Department and lessons

learned from the implementation of interven-

tions will be provided through technical sup-

port to regions and countries.
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Meeting the challenge of
antimicrobial resistance
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Increasing resistance to antimicrobial drugs

is a major public health problem. One strat-

egy for limiting the development of resistance

is to reduce unnecessary and inappropriate an-

timicrobial use. In collaboration with the US

Agency for International Development

(USAID) Applied Research on Child Health

(ARCH) Project being implemented by Boston

University and the John Hopkins University

School of Public Health in Baltimore (USA),

CAH has rapidly expanded its programme of

clinical research over the past two years in an

effort to identify safe and efficacious treatments

for major childhood illnesses that require fewer

antibiotics than required by existing standards.

● A multicentre trial of the efficacy of short

course treatment with oral amoxycillin

for non-severe pneumonia and its rela-

tionship with antimicrobial resistance

began enrolment in 1999 in the outpatient

departments of six hospitals in Pakistan. The

study compares: i. the proportion of clinical

cure with 3 days versus 5 days of oral amoxy-

cillin therapy; and ii. the proportion of resist-

ant Streptococcus pneumoniae and Haemophilus

influenzae isolates two weeks after start of

therapy in the two therapy groups. Data col-

lection will be completed by April 2001 and

results available by September 2001.

● A protocol to investigate the efficacy of

short course treatment with oral cotrimo-

xazole for non-severe pneumonia and its

relationship with antimicrobial resistance

was finalized in 2000. Two sites have been

identified, one in Bangladesh and one in

Indonesia. The study objectives are to: i. de-

termine the clinical 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 ii.

monitor the emergence of resistant strains of

Streptococcus pneumoniae and Haemophilus

influenzae in the two therapy groups. Delays

have been experienced in gaining local ethical

clearance and data collection should begin

mid-2001.

● Results of a pilot study supported by the

International Clinical Epidemiology Network

(INCLEN) and WHO to differentiate sore

throats due to viral infections from those

needing antibiotic treatment were ana-

lysed in a workshop held in Bangkok (Thai-

land) in October 2000. Following this analysis,

a proposal for a larger study was finalized in

the same workshop. This will be a multicentre

study conducted in at least four countries (Bra-

zil, Croatia, India, and Latvia). Patient recruit-

ment in this study will begin in early 2001.

● Other studies investigating regimens requir-

ing reduced amounts of antibiotics are under

way for the management of pneumonia and

meningitis (see Annex 1).

Antimicrobial resistance has a significant

impact on current health care expenditure and

health of the population. However, there is lit-

tle information available about the cost and

effectiveness of various strategies that may

prevent the emergence of antimicrobial resist-

ance and/or limit the transmission of resistant

organisms, or resistance determinants. Given

the disparate nature of evidence concerning

strategies to combat antimicrobial resistance,

CAH is collaborating with the Global Forum

for Health Research (GFHR) and the Univer-

sity of East Anglia (UK) to:

i. review current knowledge concerning the

cost and/or effectiveness of interventions

aimed at reducing the emergence and trans-

mission of antimicrobial resistance; and

ii. explore the feasibility of and issues involved

in, the development of an economic model

to assess the cost-effectiveness of interven-

tions to address antimicrobial resistance.

Two reports have been produced: Interven-

tions against antimicrobial resistance: A review of

the literature and Interventions against antimicro-

bial resistance: Modelling cost-effectiveness. The

next phase of this project will include the de-

velopment of a model using available data from

an experimental site, and a project to pilot test

the model under real conditions.



CHAPTER 2

Promoting a safe and
supportive environment

The home and community environments in

which a child lives are crucial to their health,

growth and development. As the child grows

through infancy, childhood and adolescence,

the relative importance of the family, health

care, and physical and social environments

evolves. In 2000, the Department promoted

research, designed materials, and expanded

regional and country capacity to work with

communities to devise, test and implement

health promotion, prevention and care inter-

ventions.

Nutrition, growth and
development

In 2000, CAH focused on this critical area

through the promotion of breastfeeding, the

development and testing of interventions to

improve infant and young child feeding, re-

search on micronutrient intake through sup-

plementation and the production of materials

for the promotion of child and adolescent de-

velopment. Research studies are described in

detail in Annex 1.

Promoting and improving
breastfeeding
The Department continued to make significant

investments in the promotion and improve-

ment of breastfeeding. Activities included the

following:

■ Completion of the draft of a compact and

accessible paper on the composition of

human milk, and how it differs from

animal and artificial milks. The demand

for this paper has increased as a result of

recommendations that HIV positive

mothers should, if feasible, give their in-

fants replacement feeds and avoid

breastfeeding. A revised version is ex-

pected by mid-2001.

HIGHLIGHTS OF 2000
■ HIV and infant feeding counselling: A

training course to prepare health care

providers to deal with infant feeding in

situations of high risk of HIV transmission

has started to be used in six countries.

■ New research results from India show

that zinc supplementation reduces diar-

rhoea morbidity in children and that high

levels of mothers’ compliance with sup-

plementation can be achieved.

■ What about boys? a series of four pub-

lications describing neglected issues in

adolescent boys’ health and develop-

ment, was published and disseminated.

■ Interventions to improve care-seeking

for neonates can reduce mortality, but

they also require significant investments

to improve the quality of available health

services.

■ A study in Sudan found that rates of

return for recommended follow-up at IMCI

health facilities were high, and there was

a perceived improvement in the quality

of services after the introduction of IMCI.

Communities renovated their health

facilities at their own expense.

■ New progress was made in supporting

countries to plan and implement inter-

ventions to improve family practices for

child health within the community com-

ponent of IMCI. Thirty-eight countries, in

all six regions, are currently implement-

ing community activities for child health

as a part of IMCI.

■ In collaboration with UNICEF, a Rapid

assessment and response guide on

especially vulnerable young people has

been introduced in EURO, and a similar

approach is being developed for the pre-

vention of tobacco use in young people.
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■ Initiation of work on the development

of Guidelines for breastfeeding peer counsel-

ling interventions. This tool will be used

to assist those regions and countries

where the promotion of breastfeeding is

likely to be of major importance in com-

munity IMCI. This will complement com-

munity support components of the Baby

Friendly Hospital Initiative (BFHI). The

first draft of the guidelines is currently

undergoing expert review.

■ Production of Mastitis: Causes and manage-

ment as part of a series of technical docu-

ments intended to improve health care

providers skills in breastfeeding promo-

tion.

Interventions to improve infant and
young child feeding
The Department produced a technical docu-

ment on complementary feeding, worked on

community-based interventions, training on

infant feeding in emergencies, continued the

evaluation of IMCI feeding counselling, and

developed, in collaboration with the Depart-

ment of Nutrition, Health and Development

(NHD), a draft Global Strategy.

Research is under way to examine the proc-

ess and impact of large-scale, community-

based interventions to improve infant and

young child feeding in India and Peru. The in-

formation derived from the study will be used

in the development of guidelines to assist the

design of similar community-based nutrition

activities in other settings.

In collaboration with UNICEF and the WHO

Departments of NHD and Reproductive Health

and Research (RHR), the Department is coor-

dinating the development of a Global strategy

on infant and young child feeding. As part of this

process, NHD, CAH and collaborating agencies

organized a Technical Consultation on Infant

and Young Child Feeding in March 2000. The

objectives of the meeting were to assess the

strengths and weaknesses of current feeding

policies and practices, to review barriers to

policy implementation, to review key interven-

tions, and to contribute to the development of

a comprehensive strategy to guide WHO Mem-

ber States and the international community

on policies and actions for infant and young

child feeding in the years to come. Country

consultations on the draft of the strategy have

been held in China, the Philippines, the United

Kingdom, and Zimbabwe, and are planned for

three additional countries. These will be fol-

lowed by regional consultations, after which

the strategy will be further revised and

presented to the WHO Executive Board in

January 2002.

Two training modules on infant feeding for

humanitarian aid workers were developed: a

1–2 hour module for generalist aid workers,

and a 3–4 hour module for health and nutri-

tion workers. A first set of revisions have been

Improving breastfeeding and complementary
feeding In rural Haryana, India 2000

A randomized, controlled trial is under way in eight rural commu-

nities, covering a population of approximately 40 000 people. The

intervention, carried out in four communities, evolved through

formative research and the active involvement of the local gov-

ernment, NGOs and community members. Locally appropriate feed-

ing messages and channels for intervention delivery were

identified. Anganwadi workers (local community health workers)

were trained in interpersonal communication and counselling skills,

and in the use of communication materials.

After its first six months of implementation, the trial found that

Anganwadi workers are an effective channel for the delivery of

feeding message, reaching over half of the families and providing

counselling in 80% of encounters. On the other hand, although

private practitioners are widely used by families, they were not

effective in delivering counselling (Table 1).

Table 1. Evaluation of  counselling coverage in previous three
months among mothers with children under 2 years,
by delivery channel

Coverage of mothers Encounters in
Delivery with children of which counselling
channel target age  was delivered

% %

Anganwadi home visit 54 80
Community weighing session 44 80
Community immunization 42 59
Primary health care clinic 47 31
Private clinic 65 2
Mother support groups 22 100

To complement the coverage obtained from the channels above,

community-wide activities have been organized. “Baby shows”,

“School Rallies”, “Street Plays” and “Nutrition Village Fairs” were

held, promoting awareness and motivating mothers to adopt ap-

propriate infant feeding practices.

Early results show an increase in exclusive breastfeeding and a

decrease in diarrhoea incidence in the intervention villages. ■



made in collaboration with the Emergency

Nutrition Network, and a second draft of the

materials was field-tested by a group concerned

with emergency preparedness convened by

IBFAN Africa in Swaziland in September 2000.

The next draft should be ready for presenta-

tion to the Infant Feeding in Emergencies

Working Group at the ACC/SCN meeting in

April 2001, with the aim of finalizing the docu-

ments by the end of 2001.

The manual Complementary feeding: Family

foods for breastfed children was developed in col-

laboration with NHD to provide practical in-

formation to first-level health care providers

on how to identify: a) improved complemen-

tary foods among those available to families;

and b) appropriate infant feeding practices to

recommend to caretakers. Using the manual

as a base, a course for health care providers is

being designed to provide them with the

knowledge and skills required for counselling

caretakers on complementary feeding.

Data collection was completed in the sec-

ond of a two-site evaluation of the impact of

the feeding counselling promoted through

IMCI. In the first site, Brazil, where the dura-

tion of breastfeeding is short and complemen-

tary foods are introduced early, counselling

was associated with the prevention of growth

faltering among children older than 6 months.

Data collected from Pakistan, where the dura-

tion of breastfeeding is long and the introduc-

tion of complementary foods is later than

recommended, is now being analysed.

Infant feeding in relation to mother-
to-child transmission of HIV/AIDS
Ten to twenty percent of children with HIV

infected mothers become infected through

breastfeeding. This has resulted in a slowing

down of activities to protect, promote and sup-

port breastfeeding in countries with high HIV

prevalence. A reduction in breastfeeding can

lead to increased risk of other infections among

infants of both infected and uninfected

mothers. Many health care providers are ill-

informed about all aspects of infant feeding,

and lack the skills to counsel mothers in areas

of high HIV prevalence.

The importance of this issue was reflected

in CAH’s activities in 2000, which included:

■ In collaboration with UNICEF and

UNAIDS, CAH has developed materials

for a three-day HIV and infant feeding coun-

selling: A training course (HIVC), to be used

in sequence with Breastfeeding counselling:

A training course (BFC).

■ The Department collaborated with the

Africa Centre for Population Studies and

Reproductive Health at Mtubatuba,

KwaZulu Natal, and the University of

Natal, South Africa, to examine the risk

of postnatal transmission of HIV in ex-

clusively breastfed infants. CAH’s main

contribution was training counsellors in

the research area in both BFC and HIVC.

One aim of this activity was to build

capacity by developing a team of train-

ers; this was achieved and both courses

have already been repeated by local

trainers.

■ The IMCI team in the African Regional

Office (AFRO) organized an intercountry

meeting for anglophone countries in

Harare to introduce an advanced draft of

the HIVC materials. Participants from

seven countries (Botswana, Kenya,

Malawi, United Republic of Tanzania,

Uganda, Zambia and Zimbabwe) were

trained and plans prepared for imple-

menting HIV and infant feeding activi-

ties. The final version of the course in

English was printed in the last quarter

of 2000. A French translation is under

way, coordinated by UNICEF. The course

has been introduced in conjunction with

BFC courses in Botswana, Nigeria, South

Africa (Durban), United Republic of Tan-

zania, Zambia and Zimbabwe. A course

combining HIVC and BFC has been de-

veloped in Zimbabwe, and is being tried

in Uganda, where there is already a team

of fully trained BFC trainers.

■ BFC courses have been conducted in col-

laboration with partners: with LINK-

AGES in Bolivia, and with BASICS in

Nigeria, where HIVC was also introduced.

Informal meetings have been held with

both organizations to strengthen collabo-

ration, particularly regarding community

outreach.

■ Three meetings were held with the col-

laboration of WHO (CAH and RHR),
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UNICEF, UNAIDS and UNFPA, concern-

ing the prevention of mother-to-child

transmission of HIV. The objective is to

develop a consistent approach to infant

feeding in the context of HIV.

Improving micronutrient intake
through supplementation
Given the limited availability of zinc in the diet

of most infants and children in developing

countries, and the limited access of families to

zinc rich foods, supplementation appears an

effective strategy to improve intake of this im-

portant micronutrient. Research supported by

the Department in 2000 focused on exploring

the health effects of improving zinc intakes

through daily supplementation and key

factors that will affect the impact of such in-

terventions, such as caretakers’ adherence to

supplementation regimes.

■ The impact of daily zinc supplementation

to prevent malaria in children was stud-

ied in Burkina Faso. Cross-sectional sur-

veys of zinc and placebo groups showed

no differences in falciparum malaria, but

zinc supplementation was significantly

associated with reduced prevalence of

diarrhoea.

■ The effects of zinc supplementation on

risks of pneumonia and diarrhoea are

being studied in a large randomized trial

in India, partly supported by the Euro-

pean Union. Specific attention is being

paid to measuring caretakers’ adherence

to recommendations to give daily zinc

supplements to young children and the

factors supporting or constraining the ad-

herence to treatment. Early results indi-

cate a high level of adherence supported

by perceptions of significant health ben-

efits associated with supplement use.

■ Two large double blind randomized con-

trolled trials to evaluate the impact of

daily zinc supplementation on childhood

mortality were initiated in New Delhi

(India) and Pemba (Zanzibar) with sup-

port from the UN Foundation and

USAID.

In addition, the Department commissioned

a review of effective interventions to improve

iron status in 0–19 year olds. The project was

designed in close coordination with NHD, and

with inputs from various units in the WHO

Communicable Diseases Cluster. The review,

to be finalized by the end of 2001, will iden-

tify the most cost-effective interventions to re-

spond to various epidemiological scenarios and

identify areas requiring further research or

development. The outcome will be a set of pro-

grammatic recommendations on the actions

countries can take to reduce anaemia with a par-

ticular focus on strategies to improve iron intake.

Psychosocial development in children
The IMCI module Care for development was

developed and field-tested. This module is de-

signed for use in training first-level health care

workers. It integrates counselling on activities

to support child growth and psychosocial de-

velopment within the existing IMCI guidelines

for feeding counselling. Following a first field-

test, the materials were revised to incorporate

job aids and a video that models a demonstra-

tion of the counselling encounter. Local adap-

tation of the materials is now being examined

as part of the IMCI adaptation process in Syria.

A field-test of the materials, after their incor-

poration into IMCI training, will be carried out

in South Africa in the first quarter of 2001.

Adolescent development
Work in this area in 2000 focused on the de-

velopment of an evidence base of protective

and risk factors that mediate the health risk

Two double blind randomized trials to evaluate the impact of daily

zinc supplementation on childhood mortality have been initiated

in New Delhi (India) and Pemba (Zanzibar). A total of 65 000 chil-

dren, between 2 and 24 months, will be recruited to the study

conducted in India. They will receive either 10 mg of zinc plus 12.5

mg of iron or 12.5 mg of iron alone. In Zanzibar a multifactorial

design will be used to assess the effects of iron and the possible

interaction of zinc and iron in 35 000 children aged 2 to 35 months

old receiving (i) 10 mg of zinc, (ii) 12.5 mg of iron, (iii) 10 mg of

zinc plus 12.5 mg of iron, and (iv) placebo. Both sites are at the

initial phase of the study, conducting mapping and census exer-

cises. Rapidly dissolving tablets of zinc, iron, zinc plus iron, and

placebo have been developed by two pharmaceutical companies.

A field-test of these tablets is being performed in three countries

(India, Nepal and Zanzibar) prior to the final choice of the tablets.

Results of the field-tests should be available in January 2001 and

recruitment should be initiated in March 2001. ■



behaviours of adolescents, and on the devel-

opment and production of materials designed

to heighten awareness of the health issues fac-

ing adolescent boys.

A WHO technical consultation involving

UNICEF and academic institutions was held in

Geneva in March 2000 to discuss the strengths

of the associations of protective and risk fac-

tors with health risk behaviours in adolescents.

The consultation resulted in the design of a

matrix for tabulating the data by risk and pro-

tective factors organized by setting (home,

school, community), and their influence on

adolescent risk behaviours (unsafe sex, smok-

ing, alcohol use, suicide, violence), to be used

as the basis for compiling a multi-country evi-

dence base. Country-specific tables will be fed

into the evidence table and used to identify

key indicators of protective and risk factors for

adolescent development. The methodology

was formulated and reviewed by a technical

network so that data from 43 countries can be

organized according to this matrix.

The Department initiated work on a public

health planners’ guide that describes counsel-

ling interventions for adolescents. The draft

document includes a step-by-step guide to

identifying the needs for psychological serv-

ices for 10 to 19 year olds, and how to gener-

ate support for these services.

During 2000, four documents on adolescent

boys were produced in English and Spanish

and widely distributed, including as part of the

mailing for the UNAIDS World AIDS Campaign

Men can make a difference.

■ What about boys? is a literature review on

the health and development needs of

adolescent boys.

■ Boys in the picture is an advocacy docu-

ment on the need to consider adolescent

boys in programming.

■ Working with adolescent boys. Programme

experiences presents the results of a sur-

vey among organizations in four major

regions of the world that captures expe-

riences and lessons learned with regard

to working with boys.

■ Working with adolescent boys. Workshop re-

port summarizes information from a

meeting held among representatives of

UN agencies and NGOs with program-

matic interests in adolescent boys.

Two WHO Regional Offices also carried out

activities on adolescent boys. EURO conducted

a survey of programme experiences with ado-

lescent boys which has now been published,

and AMRO undertook a nine-country quali-

tative study on sexual and reproductive health

of adolescent males, with an emphasis on the

role of masculinity. A survey tool is being de-

veloped based on the qualitative study find-

ings and will be tested in several countries in

Latin America in 2001.

In collaboration with AMRO, the Depart-

ment provided support to a consortium of

NGOs in Latin America to develop of a set of

manuals for health educators working directly

with adolescent boys on health and develop-

ment issues. The manuals cover sexual and re-

productive health, mental health, substance

use, fatherhood and violence.

The Department co-organized a meeting on

the health and development needs of adoles-

cent boys and young men in collaboration with

RHR and UNAIDS.

Individual and family responses
to illness and health concerns

The Department’s work in this area focused

on interventions to improve care-seeking be-

haviour for neonates, family responses to IMCI

treatment recommendations, and help-seek-

ing by adolescents.

Care-seeking for the neonate
Deaths in the first 28 days of life account for

almost 60% of all infant deaths in developing

countries. As the majority of infants in these

countries are born at home, improvements in

facility-based health services will address only

part of the problem and must be comple-

mented by interventions at the home and com-

munity levels.

A paper published in 1999 indicated the im-

portance of community-based interventions

for neonatal survival. The Department is es-

tablishing common methodologies for further

trials in this area, and in 2001 will take on a

catalytic role in bringing researchers together.

CAH commissioned a review to examine the

information available on the impact of

community-based interventions to improve
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neonatal survival that can be implemented in

primary care settings in developing countries.

Results are expected in June 2001.

Building on the analysis of data collected

during 1998 as part of a randomized, placebo-

controlled trial on the effects of vitamin A sup-

plementation linked to immunizations in early

infancy (The Lancet 1998; 352:1257–63), a

study in India explored the events associated

with neonatal and infant deaths in a peri-

urban cohort of 4000 births.

An evaluation of the impact of a commu-

nity-based participatory intervention to im-

prove essential newborn care was supported

in rural Nepal, in collaboration with the UK

Department for International Development

(DFID). The study looks at whether significant

measurable improvements in newborn care

and reductions in neonatal mortality can be

made in poor rural communities of Nepal

through a community-based participatory in-

tervention involving facilitators and user

groups. It is expected that the study will lead

to the development of a generalizable, low-

cost and potentially sustainable community-

based method to implement and evaluate

interventions to reduce neonatal mortality.

Family responses to IMCI treatment
recommendations
The success of IMCI in reducing child mortal-

ity is highly dependent on how well a family

carries out the health care provider’s recom-

mendations for treatment. A study in Sudan

has documented family responses to the rec-

ommendations for follow-up consultations and

referral to hospitals delivered by IMCI-trained

health care providers at first level health

facilities.

Information on the most important deter-

minants of whether families carry out the rec-

ommendations identified in this study will be

complemented by data from ongoing research

in Brazil and a study to be started in the Phil-

ippines. These data will contribute to the de-

velopment of interventions to improve

communication at the health facility, increase

adherence to treatment (including follow-up

and referral recommendations) and address

social and other barriers to care.

Improving help-seeking
A project is under way to define strategies for

influencing adolescent help-seeking. The

project draws on materials and work being

carried out by WHO Regional Offices, UN and

other partners to understand the various

dimensions of help-seeking by adolescents.

A review of interventions is also under way. A

draft schema and document have been pro-

duced and are now being expanded through

the addition of region-specific factors.

Events associated with neonatal and infant deaths
in a peri-urban cohort of 4000 births in India, 1998

Secondary analysis of data collected in 1998 through a randomized,

placebo-controlled trial on the effectiveness of vitamin A supple-

mentation found that neonatal deaths accounted for 50% of all

infant deaths in the study. Most of the neonatal deaths took place

in the first week after birth. Two-thirds of the babies who died

had been born at home.

For nearly 60% of the neonates who died in the first week, the

deaths occurred within 24 hours of the mother’s recognition that

the child was ill. Signs of illness were subtle. The signs reported by

mothers were: refusal to feed, cold to touch, weakness and exces-

sive crying, in addition to fever, convulsions, diarrhoea, vomiting,

and fast or difficult breathing. Health care was not sought out-

side the home for 42% of the neonates who died. When care was

sought, private providers were preferred (71%). Half of the health

care providers from whom care was sought did not have a formal

medical education.

The need for hospitalization was often not recognized by health

providers. For 36 out of 41 infants who died in the first week, the

verbal autopsy revealed signs of a clear need for hospitalization

(sepsis, pneumonia or meningitis, congenital malformation, birth

asphyxia, or prematurity). Among these infants, only four were

advised hospitalization. Among those who died between eight

and 28 days, only two out of nine neonates with features sugges-

tive of sepsis/pneumonia/meningitis were advised hospitalization.

Even when advice for hospitalization was provided, caretakers

often did not follow it: only four out of 10 neonates and 18 of 33

older infants were taken to hospital following the health care

providers’ advice. Common reasons for non-adherence were: per-

ception that the child was not severely ill; perceived improvement

in the infant’s condition; inability to go to the hospital for finan-

cial reasons or due to care taking responsibilities for other chil-

dren; reluctance to go due to previous unpleasant experiences, or

family advice not to go.

The findings suggest that interventions to improve care-seeking

and adherence to treatment recommendations in such communi-

ties, although important to reduce mortality, will also require

significant investments in improving the quality of the available health

services in order to lead to important reductions in mortality. ■



of the global burden of disease—

the majority arising from acute

lower respiratory infections

(ALRI) among young children.

CAH collaborated with USAID

(Environmental Health project)

and the World Bank to organize

a consultation in Washington in

May 2000 on research and policy

priorities in reducing the health

impact of IAP. Key priorities

identified for action included

strengthening research on health

effects and identifying effective

interventions. It was also agreed

that there is enough existing

evidence to justify and guide im-

mediate robust action.

The feasibility assessment for

a study on the effects of electrifi-

cation on household fuel use,

pollution exposure and ALRI in

South Africa has been completed.

Comparison of two communities

near Mafeking, one having had

grid electricity for several years,

the other still relying mainly on

wood and kerosene, showed that

the electrified site had signifi-

cantly lower 24 hour mean

kitchen levels of respirable

particulates (RSP) and carbon

monoxide (CO), as well as per-

sonal CO. Overall levels of RSP

in the non-electrified village ex-

ceeded air quality guidelines, but

were not as high as typically seen in poorer,

biofuel dependent areas using open fires.

A review of the health risks and impact of

IAP in developing countries, Indoor air pollu-

tion in developing countries: A major environmen-

tal and public health challenge, was published as

part of a special edition of the Bulletin of the

World Health Organization on health and the

environment. Extending the recent work on

the evidence linking IAP with ALRI, this re-

view assessed the current state of knowledge

on the risk of a range of other childhood and

adult conditions.

Work has progressed in conjunction with

the UK-based NGO Intermediate Technology

on the development and evaluation of inter-

ventions to reduce IAP in poor rural commu-
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Family responses to recommendations for
follow-up consultations and referral, Sudan
2000

The adherence of caretakers to recommendations for re-

ferral or follow-up was studied among a total of 5745

children aged 2–59 months attending primary level health

facilities in Masalamia District, Sudan. Of the 1190 chil-

dren recommended for follow-up, 681 (57%) were iden-

tified as having returned to the appropriate health facility.

All but seven of these attended within four days of the

due date. Two hundred and eighty-one (55%) of the

households of children who did not return were visited

to ascertain reasons for non-adherence. Seventy-eight of

these households reported either that the health care

provider had been to the house or that they had returned

to the facility. The major reason cited for non-return at

the recommended follow-up date was that the child was

better.

Among the 136 children referred to a higher level facility,

90 (66%) were seen at one of the hospitals participating

in the study. Eighty-six of these children presented within

4 days of the referral recommendation. The households

of the remaining 46 children were visited to determine

the reasons for non-adherence and the health status of

the child. Eight of these caretakers reported that they had,

in fact, taken the child to a hospital. Four indicated hos-

pitals that were not participating in the study, while the

other four stated that they had visited participating hos-

pitals.

The response of the communities to the implementation

of IMCI seems to have been favourable. Caretakers have

commented on the introduction of follow-up visits and

their perception that this was a sign of improved services.

Five communities have, without outside prompting, reno-

vated their health facilities at their own expense. ■

Home and community
environments

In 2000, the Department focused on three

main areas of work to improve home and com-

munity environments: the reduction of indoor

air pollution; the development, planning and

implementation of IMCI in the community;

and promoting safe and supportive environ-

ments for adolescents.

Reducing the health impact of indoor
air pollution (IAP)
Recently published estimates show that IAP in

developing countries contributes nearly two

million excess deaths and some four percent
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nities in Kenya. The baseline assessment of

energy use and pollution was completed and

various interventions installed during 2000.

These included the Upesi ceramic wood stove

(already commercially available), plus a range

of other measures developed in participation

with families including hoods with chimneys,

larger and better-positioned windows and

more space between the eaves. Cultural con-

cerns about privacy for women and security

against animals were taken into account in

planning the interventions. Post-intervention

monitoring of pollution began in October 2000

and is due for completion in mid-2001.

Supporting planning and
implementation of IMCI in the
community
The Interagency Working Group (IAWG) on

Household and Community IMCI provides a

global forum for defining needs and develop-

ing tools that are subsequently owned by par-

ticipating organizations and agencies, sharing

tools across agencies, and updating informa-

tion on country experiences. In collaboration

with a subgroup of the IAWG, an assessment

tool has been developed to inform planning

decisions for community IMCI. The assessment

is designed to take place at national, district,

and community levels, and leads directly to

planning decisions. The tool is under revision

to make it more user-friendly and comprehen-

sive, based on field experiences in Ecuador,

Nicaragua and Peru.

Experiences in planning and implementing

the community component are varied. Docu-

menting these experiences is crucial to inform

other countries and global partners engaged

in community IMCI. A framework for docu-

mentation has been developed, revised, and is

currently being applied in three countries

(Egypt, United Republic of Tanzania and

Uganda). Results of these field-tests will dem-

onstrate the usefulness of the framework, to

the country of application and beyond. AFRO

has taken the lead on developing planning

materials and holding intercountry meetings

to share experiences.

The introduction, planning and implemen-

tation of interventions at community level con-

tinues to be the most complex area of IMCI.

Activities, whether planned first at the national

level or at the community level, are receiving

increasing attention and support from WHO

and its partners. Countries currently imple-

menting the community component of IMCI

are shown in the table. In SEARO, a review is

under way to identify community-based in-

terventions with proven results for improving

family and community practices. The findings

from the review will be used to refine the re-

gional strategy.

Community Health Workers (CHWs) play

an important role in promoting home-care and

timely care-seeking, and in building links with

the health system. AMRO and SEARO are cur-

rently promoting the implementation of train-

ing courses for CHWs. In AMRO and the

Western Pacific region (WPRO), training

materials were developed and used to improve

the skills of thousands of primary and com-

munity health workers in recognizing illness

and advising caretakers on appropriate home-

care. An example of an innovative approach

to community IMCI is illustrated by the ex-

ample from Mongolia.

Finally, capacity building for the commu-

nity component of IMCI is a critical task. To

address this, a Package for briefing and use by

national and international consultants is under

development in collaboration with the IAWG

and will be available by mid-2001.

Promoting safe and supportive
communities for adolescents
A safe and supportive environment is part of

what motivates young people to make healthy

choices. In 2000, the Department focused on

defining measurable parameters of safe and

supportive communities for adolescents, and

on projects for especially vulnerable youth and

the prevention of substance use.

Factors identified to define safe and support-

ive communities for adolescents include the

Table 2.  Health risks of indoor air pollution

10-20+ studies, evidence Very few studies (1-3), Few studies, evidence
fairly consistent evidence fairly consistent not very consistent

● Acute lower respira- ● Otitis media ● Asthma
tory infection (ALRI) ● Low birth weight

● Chronic obstructive ● Perinatal mortality
pulmonary disease ● Tuberculosis

● Lung cancer (coal ● Cataract
only) ● Cancer of naso-

pharynx and larynx
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Table 3. Countries with ongoing IMCI community component, by WHO Region

AFRO AMRO EMRO EURO SEARO WPRO

Botswana Bolivia Egypt Kazakhstan India Cambodia
Cote d’Ivoire Brazil Morocco Kosovo Indonesia Mongolia
Ethiopia Dom. Rep. Sudan Moldova Myanmar Philippines
Madagascar Ecuador Pakistan Nepal Vietnam
Malawi El Salvador
Mali Haiti
Niger Honduras
Nigeria Nicaragua
South Africa Paraguay
UR, Tanzania Peru
Uganda
Zambia
Zimbabwe

degree of connectedness of the adolescent to

the family and community, opportunities avail-

able for adolescents and degree of religious

affiliation.

In collaboration with UNICEF, WHO has

developed a draft Rapid assessment and response

guide on especially vulnerable young people (RAR).

A joint WHO/UNICEF/UNDP RAR training

workshop was conducted in Latvia in Febru-

ary 2000 for representatives from Estonia,

Latvia, Lithuania and Poland. With UNICEF

support, RAR was implemented in these four

countries plus Bulgaria. Each site assessed sub-

stance use and sexual behaviour among espe-

cially vulnerable young people, including street

youth and ethnic minority populations. A RAR

Evaluation Workshop was held in Latvia, De-

cember 2000, to evaluate the methodology and

guide implementation in the five countries.

The Department joined hands with the

WHO Tobacco Free Initiative (TFI) to launch a

project on the prevention of tobacco use

among young people, particularly those not

attending school. The project includes the

development and testing of a range of tools,

including a RAR instrument and a youth-led

community intervention guide. A RAR instru-

ment development workshop was held at the

Centre for Research on Drugs and Health

Behaviour in London, May 2000. Work has

commenced on developing both a core generic

RAR guide and a youth tobacco RAR adapta-

tion guide.

Injecting drug use plays a critical role in the

dynamics of HIV/AIDS epidemics in many

countries. Central and Eastern Europe and the

Newly Independent States, for example, have

recently experienced explosive HIV epidemics

among drug injectors. Evidence indicates that

increasingly younger people are becoming

drug injectors in many developing and

transitional countries; in some countries the

majority are below the age of 25. In 2000, the

Department worked to establish the evidence-

base for effective HIV prevention policies and

programmes targeting young drug injectors.

The Department participated in the organiz-

ing committee of the WHO co-sponsored

Global Research Network (GRN) on HIV Pre-

vention in Drug Using Populations. In asso-

ciation with GRN and the US National Institute

on Drug Abuse (NIDA), a Prevention indicators

database is being developed to map the global

situation of HIV/AIDS among drug users and

HIV prevention strategies implemented in

countries. Data have already been collected

from 40 countries. In addition, CAH and NIDA

cosponsored a research meeting on HIV/AIDS

and substance use among street children in

September 2000, with the aim of strengthen-

ing international research collaboration and

research capacity in developing countries.
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IMCI activities for improving Health and community practices in Mongolia

IMCI is a high priority for by the Mongolian government and was first introduced in June 1999.

The early implementation phase was concluded at the end of 2000.

The community practices component was given substantial emphasis during the early imple-

mentation phase, as care practices in Mongolian households are recognized as having a critical

influence on child survival, growth, development, and protection. Despite continuing high

levels of literacy, parents often lack skills in child care. Emphasis was placed on parents and

other home-based caregivers providing essential care for their children.

Activities undertaken to improve child care during the adaptation of IMCI included:

● Culturally and socially appropriate feeding recommendations were developed and tested to

promote sound feeding practices, including breastfeeding and the recommendation of

energy-and nutrient-rich complementary foods.

● A study was conducted to identify local terms and enhance effective communication of health

care providers with care takers.

● A mother’s card, using the identified local terms and the newly developed and tested feeding

recommendations, was designed to facilitate the communication of health care providers and

caretakers and to provide basic messages about home care and child feeding.

Achievements in the community practices component during 2000 included:

● 400 health care providers were trained in IMCI case management courses with a strong em-

phasis on counselling mothers on treatment, home care and feeding

● The Participatory Hygiene and Sanitation Transformation (PHAST) Initiative developed by WHO

was incorporated into IMCI. The objectives of the PHAST initiative are to: improve hygiene

and sanitation practices; prevent the spread of infectious diseases; and support the initiative

of local people to improve hygiene and sanitation of water supplies and latrines. The Mongo-

lian version of PHAST training materials was developed. Training of trainers was conducted in

November 2000, who have since trained almost 100 participants, including doctors trained in

IMCI, primary and secondary schoolteachers, caretakers in kindergartens, district inspectors

for hygiene and sanitation from ‘aimags’ (regions), and heads of ‘bags’ (village) administra-

tion.

● 1180 mothers attended one or two day courses on childcare, including feeding, during which

they received IMCI Mother’s cards.

● A 45-day summer camp for 300 children with malnutrition and/or rickets was organized. Dur-

ing the camp mothers with children spent each day at one of five selected places, where the

children played and received nutritious food. Mothers participated in lectures on childcare.

● Three TV spots on oral rehydration salts have been developed and broadcast. ■
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Progress in the implementation of
the IMCI strategy in 2000

menting IMCI in a limited geographic area.

They develop their national strategy and plan,

adapt the IMCI guidelines to their national

context, build management and training ca-

pacity in a limited number of districts, start im-

plementing and monitoring IMCI, and review

their experience before planning for expan-

sion. In the expansion phase, countries in-

crease the range of IMCI interventions, and

increase their coverage. An important chal-

lenge during this phase is maintaining quality

while expanding coverage.

How many countries are
implementing IMCI?
The Department is monitoring global progress

in the implementation of key IMCI activities

at country level through the use of milestones

and indicators. Milestones are country achieve-

ments related to stages of IMCI implementa-

What is IMCI?

IMCI, or Integrated Management of Child

hood Illness, is a broad, locally adapted strat-

egy developed by WHO and UNICEF to

improve child health and reduce child mortal-

ity. IMCI includes both preventive and cura-

tive elements, and is implemented at family

and community levels as well as by the health

system.

How is IMCI implemented?
IMCI implementation takes place in three

stages. In the introductory phase, countries

conduct orientation meetings, train key deci-

sion-makers in IMCI, identify a management

structure for preparing for IMCI, planning and

early implementation, and work for govern-

ment commitment to move forward with the

IMCI strategy. In the early implementation

phase, countries gain experience while imple-

FIGURE 3
Global monitoring of IMCI implementation
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National IMCI strategy including identified
priorities to improve family and community

practices

Existence of adequate minimum
 counselling aides

First district supervisors trained in IMCI
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 development plans

IMCI strategy is part of the national health
policy

 National policies support the appropriate
 use of IMCI drugs
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Adapted IMCI guidelines
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Number of countries

December 1997

December 1998

December 1999

December 2000



tion. Countries achieving selected milestones

by the end of each year since 1997 are pre-

sented in the Figure 3. The map shows the

number of countries currently implementing

IMCI, by phase, at the end of 2000.

What are some highlights of IMCI
implementation activities in 2000?
● Regional and country initiatives broadened

IMCI to address child growth and psychoso-

cial development (AMRO and EURO), child

abuse and neglect (EURO), neonatal care

(AMRO and EURO), and HIV/AIDS (AFRO).

● New emphasis was given to the community

component of IMCI, and experience gained in

all Regions.

What are the plans for improving
IMCI in 2001?
In 2001, the Department will work across HQ,

regional and country levels to continue to im-

prove IMCI. Drawing on lessons learned from

implementation experience as well as early

results from the Multi-Country Evaluation of

IMCI Effectiveness, Cost and Impact (MCE),

two specific activities are envisaged:
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* Based on information available in December 2000

● A review of the appropriateness and effec-

tiveness of at least some elements of the IMCI

case management guidelines. This has begun

in the form of a review of the guidelines with

respect to the management of severe malaria.

● An analytic review of the strategy as a

whole: the performance of various IMCI tools

and interventions; the scope of the strategy in

addressing the major public health challenges

in child health; and how the challenges of

scaling-up to full coverage can best be met. This

initiative started with a consultative meeting

convened by AFRO.

How do we know IMCI works?
The following data  provide a rich example of

how IMCI is working well in one country

context.

Brazil
Brazil began to introduce IMCI as a strategy to

improve child health indicators in 1997.

Priority was given to states in the north-

eastern part of the country. During 2000, the

MOH started to measure progress in IMCI im-

plementation in three states: Ceará, Pará, and
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1 ARI Health Facility Survey, 1996, in Manejo de
Infecções Respiratórias Agudas em Crianças,
Ministerio de Saúde, Brasília, 2000.

FIGURE 5
Assessment tasks performed, Ceará, Brazil, September 2000

why they were brought

to the facility, demon-

strating that many

health care providers

performed integrated

assessment (Figure 5).

Fourteen cases of

pneumonia were en-

countered and 11 of

them were correctly

identified and treated

(in 1996, only 6 out of

18 cases of pneumonia

were correctly identi-

fied and treated in a

survey covering the

same three states and

three additional

states1).

Misuse of antibiotics

was limited to 14% of

the children observed.

Figure 6 shows moth-

ers’ understanding of

home case manage-

ment for their sick child

after their encounter

with the health care

provider.

The MOH is now or-

ganizing feedback

workshops at all levels

of the health system in

the three states in-

volved in order to iden-

tify feasible ways to

strengthen implemen-

tation of the IMCI strat-

egy. The evaluation

also helped reinforce

national capacity in survey methodology. More

evaluations are scheduled in other states dur-

ing 2001, using national expertise.

FIGURE 6
Mothers understanding of home-care for their sick child,
Brazil 2000
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Source: MoH Brazil, Health facility surveys carried out in Ceará, Pará and
Pernambuco, 2000
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(N = 110 sick children)

Pernambuco. Three surveys, one in each state,

were conducted simultaneously in September

2000 in collaboration with AMRO. Overall 663

sick children were observed. Slightly more girls

attended facilities in Ceará and Pará, and

slightly more boys in Pernambuco.

Survey findings show encouraging results

after two to three years of IMCI implementa-

tion. In Ceará, for example, in 67% of the 30

health facilities visited, at least 60% of those

staff who managed children were trained in

IMCI. Children were systematically assessed for

an average of 6.8 clinical signs regardless of
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HIGHLIGHTS OF 2000
■ The administration of reduced osmolarity ORS to children

led to an improved clinical response (reduced stool output,

less vomiting and fewer infusions needed) than in children re-

ceiving standard oral rehydration salts (ORS).

■ There was rapid expansion of the research programme to

address antimicrobial resistance (see Special Report).

■ Both amoxycillin and cotrimoxazole provide equally effec-

tive therapy for non-severe pneumonia—irrespective of the

choice of antibiotic, good follow-up of children is essential to

prevent worsening of illness.

■ Further progress was made on the development of IMCI

guidelines for the clinical management of children with HIV/

AIDS.

■ Adolescent-specific technical content was incorporated in

a range of WHO standards and guidelines, including those for

the management of sexually transmitted infections.

■ About 25 000 health care providers in over 80 countries have

now been trained in IMCI case management using nationally

adapted clinical guidelines, and over 8000 health workers from

70 countries have been trained in breastfeeding counselling.

■ A comprehensive set of materials for IMCI pre-service train-

ing is nearing completion, and has been informed by the ex-

perience of medical and nursing schools in developing

countries.

■ Guidelines for child care in small hospitals without special-

ized staff were completed and are being disseminated.

■ Preparatory work for the global consultation on Adolescent

Friendly Health Services included a literature review, two re-

gional consultations, analytical case studies of outstanding ini-

tiatives in developed countries, and an overview of lessons

learned in other areas.

■ All WHO Regional Offices had developed specific plans of

action on adolescent health and development. Five Regional

Offices have already developed, or are developing, regional

strategies to support countries in planning national adoles-

cent health and development activities.

■ A tool to estimate the costs involved in the implementa-

tion of IMCI in a country or district was completed and field-

tested, and capacity-building has begun.
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Health services can only partially influence the

health and development of children and ado-

lescents, but play an important role in protect-

ing health, treating diseases and limiting

disability. Access to appropriate health serv-

ices is vital for the child’s inherent right to life

and development. In 2000, the Department

promoted research, designed materials, and ex-

panded regional and country capacity to plan,

implement and evaluate their health services

and delivery strategies for children and ado-

lescents.

Case management guidelines
and standards for clinical
practice

The Department’s work in this area focused

on supporting appropriate adaptation of the

IMCI case management guidelines at country

level, improving the guidelines for HIV/AIDS,

diarrhoea, pneumonia, meningitis and neo-

natal health, and defining clinical management

practices to meet the special needs of adoles-

cents.

Adaptation of the IMCI case manage-
ment guidelines to epidemiologic
and country contexts
Final revisions were made to the IMCI adapta-

tion guide which will be finalized and printed

in early 2001. Any future modifications or

additions to the guide will be prepared and

distributed as separate “technical updates.”

A database containing information on coun-

try adaptations of the IMCI guidelines was ini-

tiated to review the differences between the

generic guidelines and the options of the IMCI

adaptation guide. The adaptations and modifi-

cations occurring in countries implementing

IMCI will be documented as a response to the

changes in epidemiology or experiences in

implementation.



Case management guidelines
for HIV/AIDS
Progress has been made in developing IMCI

guidelines for the clinical management of HIV/

AIDS in countries with high HIV prevalence.

In collaboration with AFRO, a regional con-

sultation was held in South Africa, with the

participation of public health professionals

from Botswana, Ethiopia, Kenya, Mozam-

bique, Namibia, South Africa, Zambia and Zim-

babwe, international experts and WHO staff.

The consultation addressed four issues: i. the

burden of disease due to HIV/AIDS and the

implications for implementation of IMCI; ii. the

experience with HIV/AIDS algorithm in coun-

tries; iii. interim country guidelines for HIV/

AIDS adaptations of IMCI; and iv. recommen-

dations on research and development on HIV

in relation to IMCI. The final report of this

meeting is available and guidelines are being

developed. Consultants and health professional

from countries interested in HIV/AIDS adap-

tations of IMCI will be trained in March 2001.

CAH in collaboration with AFRO is support-

ing a research project to evaluate the HIV

component of the IMCI algorithm in KwaZulu-

Natal, South Africa. The project started in

November 2000, data collection should be

completed by mid-2001 and results available

by September 2001.

Case management guidelines for
diarrhoea and dysentery
CAH continued to support studies to improve

the case management of diarrhoea and dehy-

dration for targeted groups of sick children.

Highlights of the research programme in-

cluded:

■ Results from a randomized clinical trial

conducted in Bangladesh, demonstrating

that a specially designed oral rehydration

salts solution for severely malnourished

children (ReSoMal) and standard WHO

oral rehydration salts (ORS) solution had

similar efficacy.

■ Findings of a meta-analysis of random-

ized controlled trials comparing the

effects of reduced osmolarity ORS solu-

tions with standard WHO ORS solution

in children with acute diarrhoea, which

indicated that reduced osmolarity ORS

solution is associated with 33% fewer

unscheduled infusions compared with

standard WHO ORS solution, as well as

lower stool output and less vomiting in

children.

■ Completion of data collection in the

multicentre clinical trial to evaluate the

efficacy of a short-course treatment of

dysentery due to S. dysenteriae type 1 with

ciprofloxacin.

■ Results from a series of secondary analy-

ses of data collected in a 1995 multicentre

study on persistent diarrhoea have im-

portant implications for the management

and measurement of persistent diar-

rhoea.

Antimicrobial resistance and the
management of pneumonia
Efforts to address the growing global crisis due

to antimicrobial resistance were supported by

USAID and in many instances carried out in

collaboration with the USAID Applied Re-

search on Child Health (ARCH) Project. This

work is described in the Special Report.

The Department continued to conduct re-

search and development activities to improve

the clinical management of pneumonia. High-

lights of the research activities include:

■ Continued progress was made in the

multicentre clinical trial to compare the

efficacy of injectable penicillin with oral

amoxycillin in the treatment of severe

pneumonia in children.

■ Results of preliminary analyses in a de-

scriptive study to investigate the case

management of non-severe pneumonia

in South Africa and Viet Nam, in chil-

dren with and without wheezing, indi-

cate that children with non-severe

pneumonia had chest X-ray evidence of

pneumonia (75% in South Africa and

48% in Viet Nam). The presence of chest

X-ray findings on such a high proportion

of the children enrolled in the study

implies that a bacterial process was the

underlying cause (or a complication) of

many of the cases of WHO-defined pneu-

monia in the children enrolled into the

study at these two sites.
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■ Results from Pakistan in a multicentre

double blind clinical trial evaluating the

clinical efficacy of oral cotrimoxazole

versus oral amoxycillin twice a day for

treatment of childhood pneumonia show

that clinical treatment failure in the

amoxycillin group was 16% as compared

with 19% in the cotrimoxazole group.

This indicates that amoxycillin and

cotrimoxazole provided equally effective

therapy for non-severe pneumonia. Ir-

respective of antibiotic choice, good fol-

low-up of children is essential to prevent

worsening of illness.

■ There was continued progress in research

designed to increase the specificity of

treatment guidelines for children with

wheezing diagnosed as WHO-defined,

non-severe pneumonia. A model re-

search proposal was developed, reviewed

and finalized during a workshop held in

Geneva in December 2000. A multicentre

study involving 6 countries (Colombia,

Egypt, Ghana, India, Pakistan and Thai-

land) will soon be initiated.

■ Ongoing research to develop a monitor-

ing tool to identify clinical treatment fail-

ures in children with non-severe

pneumonia. A team from Aga Khan

Health Services, Pakistan has been im-

plementing a protocol in 14 first level

health facilities in Chitral, Pakistan.

■ A multicentre clinical trial to compare the

efficacy of chloramphenicol with that of

ampicillin plus gentamicin in the man-

agement of very severe pneumonia in

children aged 2 to 59 months was initi-

ated in eight centres in six countries:

Bangladesh, India, Mexico, Pakistan,

Yemen and Zambia.

Case management of meningitis
Three studies are under way to improve guide-

lines in this area. The first study saw progress

during 2000 in the investigation of the clinical

efficacy and safety of a short course treatment

with ceftriaxone (5 days versus 10 days) in the

management of children with bacterial men-

ingitis. Second, the Department is supporting

a study to develop rational fluid therapy guide-

lines for febrile children with bacterial menin-

gitis, severe pneumonia and severe malaria as

part of the development and validation of the

in-patient management algorithm for severe

febrile diseases. Third, results are now avail-

able for a pharmacokinetic study of oral

cotrimoxazole in infants less than 3 months of

age with serious bacterial infections in Guate-

mala and Viet Nam. The results suggest that

even though some infants absorbed cotrimox-

azole well enough to benefit from the treat-

ment, there was no way to predict sufficient

absorption. Recommending oral cotrimoxazole

in infants under 3 months of age with pneu-

monia and other serious bacterial infections

therefore does not seem warranted without

further studies to determine the cause of the

slow absorption and ability to exclude such

children.

Case management guidelines for
neonatal health
Because mortality in the neonatal age group

has remained high in many places, countries

have been pressing for the inclusion of the first

week of life into the IMCI algorithms. In col-

laboration with RHR, an extended neonatal

algorithm covering the first week of life and a

protocol to test this adaptation have been de-

veloped. Several sites in developing countries

have been identified for the introduction of

the protocol.

Clinical management practices to meet
the special needs of adolescents
CAH continued to develop expert review and

discussion papers on clinical management

practices to meet the special needs of adoles-

cents. Papers on Unsafe abortion, Sexually trans-

mitted infections, Pregnancy care and Nutrition

were completed during 2000 and are being

printed for distribution. They have also been

accepted for publication in peer-reviewed jour-

nals. Final revisions are being made to the pa-

pers on Contraception and Lung health. In

addition, an edited version of the paper Strate-

gies, policies and practices for immunization: A re-

view (jointly developed by CAH and the

Department of Vaccines and Other Biologicals,

(VAB) and published in 1999) was published

in the Weekly Epidemiology Record.

The Department also made substantive

technical contributions to the development



and revision of clinical management guidelines

under development by RHR and the Depart-

ment of HIV/AIDS in relation to the following

guidelines:

■ Integrated Management of Pregnancy and

Childbirth (IMPAC)

■ Medical eligibility criteria for contraception

■ Guidelines for the management of sexually

transmitted infections

■ Guidelines on abortion

These papers will also form the basis for the

development of job aids for primary health care

workers, which is now underway.

Improving the performance of
health care providers

The Department’s work in 2000 focused on

improving the performance of three major

groups of health care providers: those currently

responsible for the case management of chil-

dren under five; those enrolled in pre-service

training programmes for health care provid-

ers; and those who provide or supervise health

services that include adolescents in their tar-

get populations.

Improving and maintaining the IMCI
skills of existing health workers
By the end of 2000, some 25 000 health care

providers from approximately 80 countries had

been trained in IMCI. This training was con-

ducted by countries using nationally adapted

clinical guidelines. Building national capacity

is essential for sustaining and expanding

activities; each country must have a critical

mass of facilitators skilled in IMCI orientation,

planning, adaptation of training guidelines,

training of trainers for clinical courses, follow-

up after training, and monitoring and evalua-

tion. Regional teams continue to support

countries in the introduction, early implemen-

tation and expansion of IMCI.

Four IMCI intercountry clinical courses

were organized to develop technical expertise

to assist with IMCI implementation within re-

gions. Participants included representatives

from countries, as well as from national, re-

gional and international partner organizations.

Follow-up visits to reinforce new skills

acquired during training and to solve problems

are an essential component of IMCI training.

In 2000, many countries sustained high

coverage levels with at least one visit after

training. Some countries began to strengthen

routine supervision by incorporating the prin-

ciples and tools of follow-up visits. In addition,

15 national and international consultants were

trained in the Follow-up after IMCI training

procedures in workshops in Malawi and Niger,

expanding capacity within the African region

and globally.

In June 2000, the Department convened an

informal consultation involving WHO staff at

all levels and technical experts to identify ef-

fective approaches for maintaining the im-
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Clinical presentation of and susceptibility to
sexually transmitted infections (STI) in children and
adolescents

Clinical presentation

There are differences in the epidemiology of STI in adolescents

and adults, and though clinical presentations are similar, adoles-

cents are regarded as being more biologically susceptible to in-

fection and at increased risk of morbidity. Some of these differences

have been obscured through the common practice of reporting

adolescents (10–19 years) in the same category as “youth” (15-24

years) and through general inattention to young females who are

married and pregnant. At the time of puberty and adolescence

the female genital tract undergoes changes in response to increas-

ing levels of ovarian hormones. Along with the anatomical and

physiological changes the vaginal epithelium begins to secrete

mucus. The mucus secretion causes the adolescent girl to develop

a white vaginal discharge, which is physiological. Generally, there-

fore, vaginal discharge is a poor predictor of the presence of

either gonococcal or chlamydial infection.

Susceptibility

In pre-pubescent girls the columnar epithelium extends from the

endo-cervical canal to the porto-vaginalis of the cervix. This cervi-

cal ectropion, normally present in 60–80% of sexually active ado-

lescents, is associated with an increased risk of C. trachomatis

infection. Also N. gonorrhoea, which infects columnar epithelium,

readily colonises this exposed surface. Exposure to oncogenic

pathogens such as human papilloma virus enhances the risk of

dyskaryosis and carcinoma at an early age. Additionally, because

cervical mucus production and humoral immunity are absent until

ovulation begins, the risk of complications are higher in the im-

mature adolescent exposed to infection as opposed to the physi-

cally mature woman. Ascending infection and subsequent pelvic

inflammatory disease (PID) are consequently more frequent in sexu-

ally active pre-pubescent adolescents and those in early puberty. ■

Source: Extract from CAH input into the revised WHO Guidelines for the
management of sexually transmitted infections



26
CAH PROGRESS

REPORT
2000

proved performance of health care providers

after IMCI training. The objectives were to

review existing approaches to maintaining per-

formance and to identify research priorities for

the development of new interventions and

tools to do so. Following the consultation two

other activities were initiated: i. development

of an inventory and analysis of approaches to

supervision promoted by WHO; and ii. a re-

view of factors influencing the performance

of trained staff, to be carried out in collabora-

tion with the Centers for Disease Control

(CDC), USA.

Training in breastfeeding counselling
CAH actively supports and encourages coun-

tries in activities designed to improve the

breastfeeding counselling skills of health pro-

fessionals. As of December 2000, more than

8000 health care providers from 70 countries

had been trained in breastfeeding counselling,

and training materials had been translated into

numerous local languages. Among the 70

countries implementing training with Breast-

feeding Counselling: A training course (BFC), 31

are still in the early introduction phase, and

have introduced BFC as part of the BFHI or

with IMCI. Twenty-six countries have repeated

the training several times, and in another 11

countries (Armenia, Brazil, China, Ecuador,

Iran, Macedonia, Philippines, Sri Lanka, Tur-

key, Viet Nam, and Zimbabwe) the training has

been expanded and is now used widely. In sev-

eral countries, IMCI and BFC are linked, with

coordinated planning and shared trainers.

Alternative approaches to IMCI
training
The “original” WHO/UNICEF IMCI case man-

agement course requires 11 consecutive days

of full-time training, following a strict agenda

and standard quality criteria concerning such

things as the number of hours of clinical prac-

tice and the ratio of facilitators to trainees. As

more experience has been gained, and as IMCI

has been adapted for use among various types

of health workers, a number of alternative

agendas and approaches have been developed.

In 2000, the Department made considerable

progress in identifying, evaluating and refin-

ing various approaches designed to achieve the

same IMCI learning objectives as the standard

IMCI training course. Almost all regions tried

alternative approaches to the standard 11-day

training course during 2000.

■ AFRO developed a six-day IMCI case

management course and pre-tested it in

Arusha, United Republic of Tanzania.

■ Many countries in AMRO are experi-

menting with courses of five to nine days’

duration, and similar efforts have been

initiated in EURO.

■ In the Eastern Mediterranean Region

(EMRO), the Egyptian national IMCI sec-

retariat prepared a 6-day training course

for senior physicians in collaboration

with Alexandria University. The Depart-

ment is now supporting an evaluation of

its effectiveness in comparison with the

standard 11-day training schedule.

Strengthening case management skills in IMCI:
selected implementation activities in three WHO
regions, 2000

African Region

● More than 6500 health care providers have been trained to date

in IMCI case management, among whom 2500 were trained in

the year 2000.

● About 70% of health care providers received at least one fol-

low-up visit after training.

● Pre-service training has been implemented in at least three coun-

tries and currently more than 600 students have been trained in

IMCI.

American Region

● More than 12 000 health care providers have now been trained

in IMCI clinical training courses.

● Over 250 national IMCI clinical training courses have been con-

ducted.

● Since 1996, the IMCI guidelines have been introduced in 31

medical schools and 18 nursing schools.

Eastern Mediterranean Region

● A total of 55 IMCI courses have been conducted covering five

countries.

● 1247 health providers (physicians, medical assistants and nurses)

have been trained to date; among whom 584 were trained in

the year 2000.

● A total of 262 facilitators have been trained in IMCI facilitation

skills, almost half of whom were trained in the year 2000.

● Specialized IMCI training materials have been developed for

nurses in Egypt.

● IMCI has been introduced in five medical schools and one nurs-

ing institute. ■



■ In SEARO, the Department collaborated

with the Ministry of Health in Indonesia

to field-test an IMCI distance learning

strategy and specially designed materi-

als.

■ In WPRO, the Philippines have devel-

oped an alternative approach to the 11-

day training course, called on-the-job

training (OJT). The duration of OJT is 12

days, composed of 9 days of module work

and outpatient sessions in the health cen-

tre (3 full days per week for 3 weeks)

and 3 days of in-patient sessions in the

regional IMCI training site. The pilot has

been implemented in Sarangani province

during 2000 and will be reviewed in Feb-

ruary 2001.

The Department also provided technical

assistance to the USAID funded Centre for

Human Resources Quality Assurance Project

for the development of an interactive compu-

ter-based learning programme on IMCI. Work

has now begun on the development of stand-

ard methods and tools to compare the effec-

tiveness of different approaches to IMCI

training.

Improving IMCI skills among future
generations of health care providers
In 1998, after experience had been gained with

the IMCI in-service training course, the De-

partment and ministries of health implement-

ing IMCI agreed that for reasons of cost and

sustainability, IMCI should be integrated into

the curricula of pre-service training institutions

for health professionals. An important and

necessary component of this effort was the de-

velopment of guidelines for inpatient care of

children, and these guidelines have now been

completed (see section on referral care below).

IMCI pre-service training has been an impor-

tant focus of the Department’s work over the

past two years.

The development of IMCI pre-service

materials has been carried out in close collabo-

ration with governments, medical schools in

five collaborating countries and teaching in-

stitutions for nurses and other health profes-

sionals. Regular assistance was provided by

regional WHO staff and consultants. The

major accomplishments in 2000 are summa-

rized briefly below.

■ Preparation of a comprehensive set of ma-

terials to support the introduction of IMCI

into pre-service training, including:

— A Model Handbook on IMCI. This docu-

ment presents the IMCI guidelines in a

condensed fashion, suitable for review by

academic staff and students. This docu-

ment was printed and distributed to all

WHO regions in 2000.

— Management of the child with a serious in-

fection or severe malnutrition. This publica-

tion provides the guidelines for child care

at the first referral level in developing

countries. The guidelines were developed

to help teaching institutions incorporate

IMCI into academic programmes, and

discussions are under way with the

Regional Offices about how best to

introduce the guidelines and support

their use.

— Draft generic planning, teaching, learn-

ing and assessment materials for IMCI.

The Department is currently collaborat-

ing with regions and institutions to gain

experience in their use prior to finaliza-

tion.

— Draft Guidelines to help consultants, govern-

ment authorities and training institutions to

introduce and support IMCI teaching. This

guide is designed to assist WHO consult-

ants, MOH staff and teachers to plan, im-

plement, review and evaluate IMCI

pre-service training. This guide will rec-

ommend activities at both national and

teaching institution levels to orient key

decision-makers, plan and conduct the

first round of teaching IMCI, and review

and evaluate IMCI teaching.

■ Accumulation of experience in the intro-

duction of IMCI in pre-service settings,

including:

— The development of plans and the ini-

tiation of IMCI teaching in five collabo-

rating medical schools. Four out of five

schools have also assessed the IMCI

knowledge and skills of students.

— Review meetings on the implementation

of IMCI teaching in three collaborating

institutions. Reviews in the remaining

two collaborating institutions are

planned for early 2001.
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— In Mongolia, IMCI was incorporated into

the training programme for family doc-

tors and paediatricians.

— Extensive consultation and provision of

technical assistance in response to re-

gional and country requests. Examples

of activities include national- and school-

specific orientation and planning work-

shops for IMCI pre-service training.

Training workshops have been con-

ducted in five medical schools in Egypt

and Morocco and orientation meetings

took place in Myanmar, Namibia,

Nigeria, South Africa, United Republic of

Tanzania and Zambia. The workshop in

the Philippines in June 2000 resulted in

the creation of a national IMCI pre-

service training task force and identified

the preliminary steps needed to move

forward on a national level.

■ A systematic effort to incorporate IMCI into

the major textbooks used in the pre-service

training of health professionals, which has

met with considerable success.

— CAH contributed to the revision of the

textbook Principles of medicine in Africa and

is contributing to the revised Primary child

care II.

— A Model chapter on IMCI was drafted to

help editors incorporate information

about IMCI into local and international

textbooks. The final model chapter on

IMCI will be made available on diskette

to interested regions and countries.

— Two collaborating universities in Egypt

and Nepal made plans to revise their text-

books to incorporate IMCI. Several other

universities (including Indonesia) ex-

pressed interest in revising their text-

books.

Faculty members and materials developers

in Viet Nam were trained to adapt and trans-

late pre-service training materials in

breastfeeding counselling. They were also

trained in techniques to strengthen the teach-

ing of breastfeeding counselling in schools of

midwifery. The revised curriculum is based on

Breastfeeding counselling: A training course. Pre-

liminary discussions also began in Cambodia

to embark on a similar process.

Building health worker skills in
adolescent health and development
Health professionals need special skills to work

effectively with adolescents. Identifying these

skills, and developing teaching and learning

materials to support their acquisition, is an

important area of work for CAH. Activities in

2000 included:

■ Further development of the Orientation

programme on adolescent health for health

care providers. Steady progress was made

on all ten modules of the programme, a

package of methods and tools to evalu-

ate the programme was developed, and

final revisions were made to the techni-

cal content. Publication of these modules

is expected in mid-2001. Demands from

the field necessitated the unofficial trans-

lation of the draft modules into French

and Spanish. Using the French version,

an intercountry training of trainers pro-

gramme brought together participants

from Senegal, and Guinea Conakry.

■ Collaboration with the WHO Department

of Organization of Health Services De-

Model handbook on IMCI

CAH created the Model handbook on IMCI to help teaching insti-

tutions incorporate IMCI into academic programmes for doctors,

nurses and other health professionals. Teaching institutions that

are interested in using the handbook should adapt it in two ways:

1. ensure that all text, charts and illustrations are consistent with

the nationally-adapted IMCI clinical guidelines; and 2. ensure that

the format corresponds to the teaching/learning approach used

by the institution. The information in the Handbook is organized

into seven main parts for easy incorporation into existing teach-

ing programmes.

Part Content

I An overview of the IMCI process

II Assess and classify the sick child age 2 months up

to 5 years

III Assess and classify the sick young infant age 1 week

up to 2 months

IV Identify treatment

V Treat the sick child or the sick young infant

VI Communicate with the parent/guardian and

counsel

VII Give follow-up care ■



livery (OSD) on a technical and program-

matic review of the key elements of a

teaching/learning package for adolescent

health and development for nursing and

midwifery pre-service curricula. A tool

is being developed to assess the extent

to which adolescent health and develop-

ment has been integrated into these

curricula.

■ A literature review to identify the core

competencies needed by nurses and mid-

wives to effectively meet the health and

development needs of adolescents. This

review was undertaken by the Univer-

sity of Chicago, Illinois (WHO Collabo-

rating Centre). Integration of adolescent

health and development will be

attempted in schools of nursing and mid-

wifery in Botswana, Jordan, and South

Africa.

■ Technical input throughout the year to

the Eu-TEACH initiative (European net-

work for teaching effective adolescent

health care), which is preparing a train-

ing package on adolescent health for use

by health care providers in Europe.

Strengthening health systems

Even with fully competent health profession-

als in place, needed improvements in health

and development can only be achieved with

concurrent attention to critical aspects of the

health system. The Department focused on

three areas in 2000. The first area is the avail-

ability of essential drugs and equipment, as

well as modifications in facilities and the or-

ganization of work to ensure that they are

“friendly” both to adolescents and to mothers

with children. The second is the availability

and quality of referral care for children and

adolescents with severe illness, or needing spe-

cialized care. The third is improving the plan-

ning and management of health services for

both children and adolescents.

Availability and management of
essential drugs for IMCI
A paper titled IMCI drug treatment recommenda-

tions, National Essential Drug Lists, and standard

therapeutic guidelines: A comparison in six coun-

tries was prepared in collaboration with

Regional Offices and the six participating coun-

tries. The review highlighted differences

among the three elements and indicates that

there is a need to harmonize these and similar

discrepancies as a basis for promoting sustained

drug availability for IMCI at country level.

Initial planning was undertaken for the de-

velopment of a pilot project to improve drug

availability through joint problem identifica-

tion and problem solving approaches by drug

management and disease control personnel

working on IMCI at national and district

levels.

The IMCI drug management course became

available in 2000. SEARO organized an

intercountry workshop to introduce the tool

for 18 representatives from seven countries in

the Region. The training was found to be

appropriate for those settings where drug avail-

ability is hampered by poor drug management

at the health facility level.

Improving referral and emergency
care for children
If IMCI is to reduce mortality, the strategy must

address the quality and availability of referral

and emergency care. In 2000, the Department

finalized and began dissemination of guidelines

for referral care, and continued to explore how

existing IMCI guidelines for settings where no

referral is possible might be improved. In

addition, and as described in the earlier sec-

tion on responses to illness and health con-

cerns, studies are under way to describe family

and community responses to referral, and

barriers to adherence to referral recommen-

dations.

In 2000, the Department published and

began dissemination of standards for child care

in small hospitals. A survey of paediatric care

in small hospitals in seven developing coun-

tries, conducted by the Department, was pub-

lished in the Lancet.

The survey identified the poor quality of

care received by seriously-ill children. These

findings formed the basis for the development

of the manual Management of the child with a

serious infection or severe malnutrition: Guidelines

for care at the first referral level in developing coun-

tries, which describes the standard paediatric

care that should be provided in small hospi-
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Quality of hospital care for seriously ill children in
less-developed countries

Findings

Initial patient assessment was often inadequate and treatment

delayed. Most emergency treatment areas were poorly organized

and lacked essential supplies; families were routinely required to

buy emergency drugs before they could be given. Adverse factors

in case management, including inadequate assessment, inappro-

priate treatment, and inadequate monitoring occurred in 76% of

inpatient children. Most doctors in district hospitals, and nurses

and medical assistants in teaching and district hospitals, had inad-

equate knowledge and reported practice for managing important

childhood illnesses.

Interpretation

Strengthening care for sick children referred to hospital should

focus on achievable objectives with the greatest potential benefit

for health outcome. Possible targets for improvement include ini-

tial triage, emergency care, assessment, inpatient treatment, and

monitoring. Priority targets for individual hospitals may be deter-

mined by assessing each hospital. ■

Source: Excerpt from The Lancet 2001; 357: 106–10

of adolescents within the health system. High-

lights of the year’s activities in this area

include:

■ AMRO organized a meeting with RHR

to examine the results of a nine-country

qualitative study on masculinity, sexual

and reproductive health of adolescent

males, and health services.

■ CAH organized two regional consulta-

tions on adolescent friendly health serv-

ices (AFHS) in AFRO and AMRO. The

meetings provided valuable opportuni-

ties to learn what works—and does not

work—in countries in making health

services responsive and sensitive to the

needs of adolescents. Participants

included implementing partners, organi-

zations serving adolescents, nongovern-

mental organizations, researchers and

UN collaborators from within the region.

Both consultations focused on defining

the parameters of AFHS, their scope and

structure and factors which determine

the quality of the services provided. The

AMRO consultation defined the main

characteristics of AFHS and different

models of service organization. The

AFRO meeting included a description of

the current status of AFHS in the region,

a consensus statement and definition of

the basic components of AFHS in Africa,

as well as the identification of follow-up

actions and tentative research agenda.

A global consultation on AFHS will take

place in Geneva, in March 2001. Preparatory

work in 2000 for the consultation included: a

literature review; the two regional consulta-

tions; analytical case studies of outstanding ini-

tiatives in developed countries (Australia,

Canada, Sweden and the USA); and an over-

view of lessons learned in other areas.

Management, planning and financing
of child and adolescent health services
The Department made significant progress in

2000 in documenting the challenges and is-

sues associated with this area of health service

delivery. The success of these efforts in the

longer term will depend upon the identifica-

tion and recruitment (if possible, through col-

laboration) of appropriate technical expertise.

tals without specialized staff. The Guidelines

have now been published in English and Rus-

sian. Versions in Arabic, French, Portuguese

and Spanish are in preparation. The English

version of the Guidelines has already been

widely distributed through the WHO dissemi-

nation network and through advertising the

manual at selected meetings.

A consultation held in June 2000 in Geneva

looked at different ways to improve inpatient

care in small hospitals. Positive experiences

were summarized and quality assurance in

paediatric care added to the Department’s

agenda.

Reviews have been commissioned to estab-

lish the feasibility of diagnosing particular dis-

eases at a higher-level health facility (typically

a district hospital) with guidance to health care

providers at lower-level facilities about how

to manage the condition, and when to seek

help again. The reviews covered the manage-

ment of asthma and the management of

severe malnutrition.

Strengthening health services and
systems for adolescent health
The year 2000 also saw considerable progress

in defining and addressing the special needs



For child health, the Department has

documented the IMCI planning process in

countries and developed tools to strengthen

planning for IMCI implementation at the

national and subnational levels. This planning

process will improve country capacity for im-

plementation, and assist countries in using

IMCI as a tool to address inequities in health

services.

Important initiatives to strengthen district

planning took place at regional and country

levels. In AMRO, an IMCI organization course at

the District level was developed, and was field-

tested in October 2000. District planning guide-

lines were also developed in several countries

including Indonesia, Uganda, and Viet Nam.

As more countries move into the expansion

phase of the IMCI strategy, the challenges

associated with reaching rapid and sustainable

coverage have become more apparent. Coun-

tries undertook efforts to analyze the deter-

mining factors for building capacity and

sustainable implementation at the district level.

In Uganda the following were seen as critical

for sustainable implementation: team building

among staff in health centres; upgrading of

health facilities to reflect minimum standards;

involvement of village health committees in

planning IMCI interventions and promoting

their benefits; and activities to mobilize com-

munities to seek care from trained providers.

A costing model for child health interven-

tions was also developed in collaboration with

the World Bank, USAID, the USAID project

BASICS, and PHR/Abt Associates. After the

final field-test of the tool in Nepal in June 2000,

the Department convened a workshop in July

in Geneva to introduce the new instrument to

selected staff from HQ and Regional Offices.

Participants concluded that the tool meets an

important need of health planners to project

the costs associated with IMCI implementation

and can be applied to respond to a variety of

questions.

For adolescent health, the Department

initiated the development of programming

guidelines. These guidelines will help countries

translate knowledge of the principles of effec-

tive programming into intersectoral policies

and action plans for adolescent health and

development. A draft outline was developed

and reviewed by several countries actively in-

volved in planning activities.

31
CHAPTER 3

HEALTH SERVICE
DELIVERY

Table 4. Basic components of adolescent friendly health services as
defined in the AFRO regional consultation, 2000

Clinical services Services should have appropriate referral
pathways within the health system and linkages
with activities in other sectors.

● General (TB, Malaria, endemic diseases,
injuries, accidents, dental care)

● Reproductive health (contraceptives, STIs,
pregnancy, post-abortion care management)

● Voluntary Confidential Counselling and
Testing (VCCT )

● Management of sexual violence

● Mental health services, including substance
use

● Information and counselling on development
during adolescence, sexual and reproductive
health, nutrition, hygiene, substance use
(tobacco, alcohol, drugs)

Activities to support/ ● Development/recreational activities such as
generate demand sports, games, audio visuals
for services

The IMCI Costing Tool

What is it? A tool to estimate the costs involved in the im-

plementation of IMCI in a country or district.

Aim To contribute to planning and budgeting for

the introduction, implementation and expan-

sion of IMCI.

Structure Four Costing Models:

1. Start-Up: Provides an estimate of the cost

of introducing IMCI.

2. Recurrent: Estimates the annual recurrent

cost of providing child health care accord-

ing to IMCI guidelines.

3. Expansion: Estimates how much it would

cost to expand IMCI to any number of addi-

tional districts.

4. Community: Estimates the costs related to

the introduction, recurrent costs and expan-

sion of IMCI’s community component.

Intended users Trained health programme managers, health

planners, and consultants at any level. ■
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At the close of 2000, all WHO Regional Of-

fices had developed specific plans of action on

adolescent health and development. Five Re-

gional Offices have already developed, or are

developing, regional strategies to support

countries in planning national adolescent

health and development activities.

Linking health services and the
community

Improving family practices and ensuring qual-

ity health services at health facilities are an

enormous task, but are not enough. In 2000,

the Department explored the use of commu-

nity health workers, planned and supported

activities to identify and meet the public health

needs of children aged five-to-nine and ado-

lescents, both in and out of school.

Community health workers
To increase the impact of the IMCI strategy on

infant morbidity and mortality it is essential

to reach beyond the health facility, and to

strengthen the link between the facility and

the community. Community health workers

(CHWs) are a potentially strong mechanism

to do this. A study was carried out in Sergipe,

Brazil to determine the potential of CHWs.

Barriers to extending IMCI to the community

through CHWs were identified: CHWs receive

inadequate training; have poor support and su-

pervision; are paid low salaries without fringe

benefits or job security; and may not be rec-

ognized as legitimate care-givers in the com-

munity. Facilitating factors, supporting CHWs’

use were also identified: good relationships

with mothers; and knowledge of the commu-

nity and local people. Preliminary analysis of

the data suggests that CHWs have great po-

tential in extending the IMCI strategy into the

community, but in order to achieve the full

potential, their skills must be reviewed and

tasks redefined. This also implies improving

training support and supervision, and increas-

ing the participation of the local health team,

including CHWs, doctors and nurses, in com-

munity activities.

School health services
Schools provide an important opportunity for

addressing the health needs of huge numbers

of children. The Department is committed to

moving forward with the development of a

minimum package of health services for

school-going children, and will begin this work

after completing an epidemiological review of

the factors hindering the health and develop-

ment of older children that is currently under

way in collaboration with the Institute of Child

Health, London, UK.

Improving accessibility and availability
of health services for adolescents in
the community
The Department continued efforts to support

the delivery of health services on-site in set-

tings where adolescents gather.

For example, technical support was pro-

vided to teams in Bulgaria, Costa Rica and

Malaysia to implement the “response phase”

of action research projects for school-going

Summary of planned activities in the “Response
Phase” of adolescent action research projects in
Bulgaria, Costa Rica, Malawi, Malaysia, Sri Lanka
and Tunisia

These projects are designed to build capacity in local communities

to plan, implement and evaluate locally relevant activities outside

the formal health system to improve adolescent health. Each site

has successfully completed an “assessment phase” in which they

identified local needs and resources, and prepared a proposal for

implementing the “response phase”.

The types of activities planned in the six countries for the “re-

sponse phase” can be broadly categorized under the following

themes:

● Establishing a coordinating group on adolescent health

● Gaining endorsement of the project from parents and the com-

munity

● Establishing links between the education and health sectors

● Training health care providers

● Providing education for teachers and school staff

● Informing adolescents about the project

● Developing sexual and reproductive health services for school-

going adolescents ■



adolescents. This follows an “assessment

phase” that was completed in each site in 1999.

In addition, technical input was provided to

Malawi, Sri Lanka and Tunisia for the prepa-

ration of proposals for the response phase. By

the end of 2000, proposals had been received

and projects initiated in Sri Lanka and Tunisia

(with locally available resources in the former).

This work will continue in 2001.

The Department provided ongoing support

to NGOs in the Philippines (Families and Chil-

dren for Empowerment and Development)

and in Uganda (Uganda Youth Development

Link, Kampala) to implement demonstration

projects to improve access to health care

among adolescents living on the street, and

added a third NGO site to this initiative (Casa

Alianza in Honduras). In addition, proposals

were invited from regional advisers for CAH

and Mental Health and Substance Dependence

(MSD) in four WHO Regions (AFRO, AMRO,

EURO, and SEARO) to extend the project. Two

regions had submitted proposals by December

2000.

Work also continued on efforts to assist ado-

lescents who have been displaced, either

within their own country or as refugees. For

example, a global mapping document on what

is being done for internally or externally dis-

placed adolescents was presented to the Inter-

agency Working Group on Refugee Health

convened by UNHCR. The Department also

provided technical input to the UNFPA train-

ing course for coordinators and managers of

refugee camps on better meeting the health

and development needs of adolescents, and

field-tested an assessment tool for adolescents

in refugee situations. Draft components of an

intervention package were developed, widely

circulated to practitioners and are being field-

tested in a refugee camp in the United Repub-

lic of Tanzania.
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WHO support to countries for the imple-

mentation of adolescent health and

development activities is primarily through its

Regional Offices. During the past decade, Re-

gional Offices steadily increased attention to

the area: in the 1990’s four out of six regions

supported technical and policy discussions at

Regional Committee meetings. This prompted

regional consensus together with resolutions

and concomitant pledges for greater attention

to the age range 10 to 19 years.

Progress was rapid in AMRO where specific

support to country offices was complemented

by regional capacity building. One significant

outcome was the development of national

policies and plans for adolescent health and

development in most countries in the region.

More recently, other Regional offices began

to develop regional strategies for adolescent

health and development, often with key re-

gional and country partners. Such strategies

consolidate planning relevant to adolescents

in sexual and reproductive health, HIV/AIDS/

STI, substance use, mental health and health

promotion, and propose specific objectives to

guide regional and country activities. Strategy

development has required regional review of

the health and development needs, national

and NGO responses to these, and the articula-

tion of specific objectives for focused and

accelerated action.

● AFRO elaborated a regional strategy

which will be presented to the Regional

Committee in 2001;

● EURO has documented the situation of

young people as background for prepar-

ing its strategy;

● SEARO developed a regional strategy in

1999; and

● WPRO prepared a framework and five

year plan in 2000.
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Over the past year, systematic Regional

Office/HQ joint planning and support for ado-

lescent health and development were strength-

ened. Concerns vary across the regions, though

sexual and reproductive health, including HIV/

AIDS, feature in all. There are two principal

limiting factors: lack of sufficient capacity at

regional level to meet country needs; and an

absence of operational guidelines on success-

ful interventions. This has resulted in the use

of varied approaches to respond to the distinct

situations and needs of each region.

In 2000, joint CAH/Regional planning and

support for adolescent health and development

have:

● been instrumental in promoting: i. re-

search and development activities (for

example, regional consultations in AFRO

and AMRO on adolescent friendly health

services); ii. support to neglected sub-

populations of adolescents (boys in

AFRO, AMRO and WPRO); and iii.

review of existing content in the pre-

service training of health professionals;

● supported regional strategy development

processes in AFRO, EURO and WPRO

and initiated plans for such a process in

EMRO;

● facilitated the elaboration of national

strategy and policy development in Haiti

and Nepal, and supported planning of

systematic technical support to country

programming in Cuba, Haiti (AMRO);

Ukraine (EURO); India, Indonesia,

Nepal, Sri Lanka (SEARO); China,

Kiribati, Malaysia, Mongolia, Viet Nam

(WPRO);

● contributed to activities which figure as

part of the longer term plans of AMRO

and WPRO;

● stimulated adaptation of existing pro-

gramme support tools (the counselling

skills training facilitators guide was up-

dated and translated into Russian by

EURO) and production of new ones (the

Health education for adolescents booklets

were printed in EMRO);

● provided impetus for the development

and support of interprogramme activities

(in WPRO an adolescent health and de-

velopment working group includes staff

from three divisions; in AFRO and

SEARO responsibility for life skills is sup-

ported by other departments with CAH/

ADH support) and interagency collabo-

ration (EURO, an interagency group on

Youth Health Development; SEARO par-

ticipated in a regional working group of

ten organizations active in life skills).

The implementation of the 2000–2001 joint

plans provides an important basis for the iden-

tification of research and development needs

and those areas where concentrated and/or

accelerated support to build human capacity

in countries is required.
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Monitoring and evaluation

The Department is committed to using moni-

toring and evaluation to strengthen public

health programming. In 2000, the focus was

on four specific areas of work: expanding the

epidemiologic base; monitoring and evaluation

at country level; strengthening the evidence

base for strategies and interventions; and

monitoring of, and advocacy for, global goals.

Expanding the epidemiologic
base for child and adolescent
health

This work area aims to develop, maintain and

improve the epidemiologic information avail-

able about health, development and diseases,

including protective and risk factors. Four epi-

demiologic reviews were carried out in 2000,

on:

■ the contribution of malnutrition to

cause-specific mortality among children

under five (in collaboration with NHD

and Johns Hopkins University, USA);

■ cause-specific morbidity and mortality

associated with acute respiratory infec-

tions (in collaboration with WHO/VAB);

■ diarrhoeal diseases (in collaboration with

the University of Virginia and CDC, in

the USA); and

■ HIV among under-fives (in collaboration

with UNAIDS).

In 2001, these reviews will serve as the ba-

sis for developing improved estimates of coun-

try, age, sex and cause-specific morbidity and

mortality. In addition, CAH will coordinate a

consultative process to identify and resolve

methodological issues related to competing

causes of mortality among children under five.

CAH also recognized the need for a broad

epidemiologic review of the issues and prob-

lems that affect the health and development
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HIGHLIGHTS OF 2000
■ Epidemiologic reviews were com-

pleted for ARI and diarrhoea, and will be

used to support improved estimates of

child morbidity and mortality due to

these causes.

■ Experience was gained with the IMCI

health facility survey (HFS) in three re-

gions; the tool is now being finalized.

■ IMCI indicators have been incorpo-

rated into all major population-based

and health facility instruments used in

developing countries, increasing the

probability that ministries of health will

have consistent and useful data on child

health.

■ The first phase of the Measurement

Project for adolescent health and devel-

opment was concluded, having defined

and applied a programming and meas-

urement framework, identified a core set

of protective and risk factors and how

they can be measured, and expanded

capacity among a network of participa-

ting sites.

■ The Multi-Country Evaluation of IMCI

Effectiveness, Cost and Impact (MCE)

received significant new support in 2000

from the Bill and Melinda Gates

Foundation. Early results from the United

Republic of Tanzania indicate substan-

tially better quality of care in IMCI dis-

tricts than in non-IMCI districts.
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Evaluating the quality of care in first-level health facilities: Example from Eritrea

In Eritrea, the Ministry of Health (MOH) carried

out a survey to assess the preparedness of health

services for the IMCI strategy. The survey was con-

ducted in November 2000 with technical support

from John Snow International through the TASC

project, with funding from USAID. The 29 facili-

ties visited had a median attendance of 200

patients per month, approximately 25% of whom

were children under five years of age. Fifty-six

per cent of the children seen were male (not

statistically significant).

The evaluation showed that health facilities have

the infrastructure needed to support the imple-

mentation of the IMCI strategy.  Many facilities

(76%) reported at least one supervisory visit dur-

ing the last six months. On the day of survey, most

facilities (94%) had all the essential oral drugs

recommended in the national adaptation of the

IMCI clinical guidelines, and the capacity to pro-

vide daily vaccination services. Nalidixic acid and

erythromycin, though also recommended in the

national adaptation of the IMCI guidelines, were

absent from the health facilities because they are

not presently included in the MOH essential drug

list. The MOH will take actions to improve avail-

ability of injectable drugs for treatment of severely ill children and to improve availability of equipment and supplies

to deliver quality care. Figure 7 shows the limited availability of materials for diagnosis and prevention of

malaria.

Figure 8 shows the proportion of sick

children for whom each of nine assess-

ment tasks were performed by the

health care provider. An average of

three assessment tasks were performed

for each child seen. Less than one per-

cent of children under two years of age

were assessed for feeding practices.

More than 50% of the children with a

diagnosis of malaria or pneumonia

(based on gold standard assessment)

were misdiagnosed and 38% of the chil-

dren observed received unneeded anti-

biotics. The decision taken by the MOH

to train first-level health care providers

in the use of the IMCI guidelines is there-

fore appropriate, and should lead to

rapid improvements in the quality of

case management. ■

FIGURE 8
Assessment tasks performed, Eritrea,
November 2000

Source: Health Facility Assessment, State of Eritrea, Ministry of Health,
November, 2000
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Malaria material and supplies, Eritrea,
November 2000
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of children between the ages of five and nine,

as a basis for identifying programme priorities.

A plan for conducting this review was devel-

oped with the Institute for Child Health, Uni-

versity of London, UK. The work will begin in

early 2001 with the preparation of a concep-

tual framework for the review.

For adolescents, a project plan was devel-

oped to review the current status of epidemio-

logic estimates. This plan was reviewed in an

informal consultation with the Division of

Adolescent and School Health of the CDC, and

several exchange visits between CAH and CDC

staff were conducted. As a first step, available

data on adolescent mortality and disability ad-

justed life years (DALYs) are being compiled

and analyzed.

Monitoring and evaluation at
country level

The aim of this work area is to identify needs,

and promote and coordinate the development

of consistent guidelines, tools and approaches

for use at the country level. Activities during

2000 included:

■ defining ongoing interventions and out-

comes, and how they can be measured;

■ developing indicators, tools and guide-

lines for use by countries and pro-

grammes in monitoring and evaluating

strategies and interventions; and

■ providing input and promoting consist-

ency in major data collection tools.

CAH has made progress on the refinement

and use of indicators and evaluation tools for

child health. In 1998 and 1999, household-

and facility-based indicators were identified

and agreed with partners. These indicators are

now widely used. In 2000, a set of indices was

developed in collaboration with the CDC and

is currently being tested. These indices have

been developed to measure changes in the

quality of care and to assess the facility readi-

ness to handle rare events that are not usually

encountered during routine surveys. Work is

also under way to define additional process in-

dicators to track progress in the implementa-

tion of family and community health

interventions.

After being field-tested in Bolivia and Peru

in 1999, the health facility survey (HFS) tool

developed in collaboration with partners un-

derwent a thorough revision. Ministries of

health and partners in seven countries used

the revised working draft during the year 2000.

In addition, the facility-based IMCI indicators

were measured in Morocco by the MOH and

USAID, using a slightly different methodology.

In Bangladesh, Eritrea and Paraguay, HFSs

have been conducted to collect baseline infor-

mation before implementation of the IMCI

strategy. In north-eastern Brazil, Ecuador and

Paraguay the HFS has been used as a routine

tool after an average of two years of IMCI im-

plementation. In the United Republic of

Tanzania and Uganda, the survey was used to

compare the quality of care in districts with

and without IMCI (in the United Republic of

Tanzania) or with varying levels of IMCI im-

plementation (in Uganda). In Bangladesh,

United Republic of Tanzania, and Uganda, the

survey was part of the research protocol for

the MCE. Regional capacity in the use of the

HFS methodology and instruments has been

built in AFRO and AMRO, but needs to be ex-

panded.

The HFS tool supports measurement of all

priority and supplemental IMCI indicators at

facility level. It is designed to assess: i. the qual-

ity of care delivered to sick children in outpa-

tient facilities; ii. caretaker satisfaction and

understanding of key messages after visiting

these facilities; iii. health system support at the

facility level; and iv. facility utilization by sick

children. The results can be used as a basis for

reinforcing good performance or to identify

areas for improvement. At regional and global

levels, the results are used as a basis for track-

ing changes in the quality of care delivered to

sick children and for improving IMCI tools and

guidelines.

For the evaluation of household-level indi-

cators, CAH has worked closely with partners

to ensure that these measures are included in

the existing survey tools used widely in devel-

oping countries, as well as in the household

survey tool developed for use in the MCE. For

example, by the end of 2000, over 60 revised

Multiple Indicator Cluster Surveys (MICS 2) had

been conducted. The MICS is a household sur-

vey methodology developed by UNICEF to

measure progress towards the end-decade

goals for children. The Care of illness module in

the MICS 2 provides results on a wide range
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of child health indicators, including the IMCI

indicators. Other instruments such as the

Knowledge, Practices and Coverage Survey

(KPC2000+) developed by the USAID-

sponsored Child Survival Technical Support

Project and CORE Monitoring and Evaluation

Working Group, and the Demographic and

Health Survey developed by the MEASURE

DHS+ Project (MACRO International) have

been harmonized to generate compatible data

on household-level indicators for IMCI. This

approach increases the probability that minis-

tries of health will have consistent and useful

data on child health indicators available over

the coming years at minimum cost.

CAH will continue to strengthen coordina-

tion and guidance on the use of existing tools

for evaluation of child health programmes with

partners. Experience has shown that the defi-

nition of indicators and the development of

data collection tools are a continuing process,

requiring ongoing monitoring, analysis and

technical support.

The year 2000 saw the conclusion of the

first phase of the Measurement Project for ado-

lescent health and development, designed to

improve the monitoring and evaluation of pro-

grammes at country level. Seven countries are

participating in this activity: Bangladesh, Bra-

zil, Egypt, Malaysia, Sri Lanka, Thailand and

Uganda. The Measurement Project has been

implemented in partnership with UNICEF,

with support from the Rockefeller Foundation.

In its first two years of implementation, the

project facilitated a paradigm shift in thinking

about adolescents and measurement. The in-

teractive learning process used in the project

led participating sites to recognize the critical

role of the social environment in adolescent

development, and the need to view adolescents

as active human resources who can function

in pro-social ways. This recognition resulted

in higher priority being given to the measure-

ment of protective and risk factors as anteced-

ents for health risk behaviours. An example

of the types of measures being developed and

tested by project sites is shown in the sidebar.

During Phase I the Measurement Project

achieved the following:

■ development and application of a pro-

gramming and measurement framework

linking interventions to intermediate

protective and risk factors and related

health outcomes;

■ identification of a core set of protective

and risk factors as common antecedents

for behaviours with undesirable health

outcomes;

■ development and validation of measures,

indicators, tools and methods at country

level, addressing key interventions, pro-

tective factors and risk behaviours;

■ identification of data sets from 30 devel-

oping countries that include reliable and

valid measures for specific problem be-

haviours and their determinants, and the

protective and risk factors that mediate

risk behaviours such as unsafe sex,

violence and substance use;

■ in collaboration with UNICEF, identifi-

cation and definition of goals, targets and

indicators for adolescent health and

development for the UN General Assem-

bly Special Session on Children;

■ establishment of a network of individu-

als and institutions who contributed to

and benefited from project activities.

Strengthening the evidence
base for strategies and
interventions

The aim of this work is to develop, maintain

and strengthen the evidence available about

the effectiveness, cost and impact of strategies

and interventions in child and adolescent

health and development. Activities in 2000

focused on child health, the work plan calls

for the addition of adolescent health activities

in 2001.

The Multi-Country Evaluation of IMCI Effective-

ness, Cost and Impact (MCE) received significant

new support in 2000 from the Bill and Melinda

Gates Foundation. These resources will allow

CAH to do the evaluation more fully, in a wider

range of countries, and in some cases to lend

support to ministries of health in their efforts

to expand and strengthen IMCI.

The MCE is evaluating the behavioural,

nutritional and mortality impact of IMCI in a

total of 8–10 country settings. The objectives

are both to document the effect of IMCI inter-
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ventions on health care provider performance,

health systems and family behaviours, and to

measure the impact of the IMCI strategy as a

whole on health outcomes. In addition, the

evaluation will describe the costs of IMCI im-

plementation.

The MCE is a collaborative effort, involving

all WHO Regional Offices and the MOH in each

evaluation site. Technical partners include

local research institutions, specialized techni-

cal groups such as those working on Health-

Mapper within WHO and the InDepth

Network, and an independent Technical Ad-

visory Group. Partners and progress in the four

The Measurement Project: An Example from Malaysia

The programming and measurement framework for project planning and measurement of pro-

tective and risk factors in Malaysia is shown in the diagram. The framework was applied to

design, monitor and evaluate specific interventions, within various settings.

FIGURE 9

Using this framework, the Malaysian researchers undertook a situation analysis to identify ap-

propriate behavioural goals for adolescents (intermediate outcome indicators). The risk or pro-

tective factors underlying each of these behavioural goals were then explored.  Rapid assessments,

including qualitative interviews, were conducted with adolescents, their families, community

members and specific service providers. This was followed by the design and implementation of

a quantitative survey to measure the prevalence of risk and protective factors and associated

problem behaviours. Some of the variables measured are shown below in Table 5. The results

are now being used to plan specific interventions.

Table 5. Risk and protective factors emerging from research in Malaysia

Risk factors Protective factors

● Ever missed class or school ● Felt connected to parents
● Ever misbehaved with parents ● Parents gave attention to their children’s

and/or siblings companion
● Friends who smoke cigarettes ● Had dinner everyday with the family
● Friends who agree with smoking ● Performed prayer with parent/s at least once

a day
● Satisfied with day to day life
● Rarely or never felt boredom
● Rarely or never felt depressed in last year
● Never felt like running away from home in last

year
● Good to fair academic performance
● Perceived smoking high risk to health ■
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MCE sites that were operational in 2000 are

summarized in Table 6.

The year 2000 has been an important year

for the MCE. The teams in Bangladesh, United

Republic of Tanzania and Uganda have adapted

instruments, trained surveyors, and collected,

cleaned and analyzed data on costs, on house-

hold behaviours, and on the quality of care in

health facilities. The evaluation proposal for

Peru has been approved. In Bolivia, prepara-

tions for the development of the evaluation

have begun. Intensive discussions about the

selection of additional sites have been carried

out, and feasibility visits made to three poten-

tial countries. A case study of MCE progress in

the United Republic of Tanzania is shown.

The development of the MCE methodology

has continued: tools and plans of analysis for

HFS have been refined; the costing metho-

dology has been completed; and protocols

developed for describing referral care. Further

progress has also been made in defining and

measuring adequate IMCI implementation.

Monitoring of and advocacy for
global goals

As a part of the WHO contribution to the

upcoming Special Session on Children, CAH

has participated in reviews and updates of tar-

gets and indicators. Staff provided technical as-

sistance on evaluation and on the definition

and measurement of targets and indicators to

numerous groups both within and outside

WHO.

CAH continues to be responsible for moni-

toring progress toward goals in IMCI imple-

mentation. Country progress in achieving

milestones is reported each year through the

Regional Offices, and used to update the glo-

bal map presented in the Special Report on

IMCI implementation. The list of milestones

was originally developed in 1997, and will be

reviewed and expanded in 2001 in light of the

continued development of the IMCI strategy

and implementation experience.
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Table 6. Multi-Country Evaluation of IMCI Effectiveness, Cost  and Impact (MCE):
Country overview in 2000

Bangladesh Peru U.R. Tanzania Uganda

Design Randomized trial Comparison of Pre-post compa- Comparison of
of HFs with and districts with rison, 2 IMCI & districts with
without IMCI different levels 2 non-IMCI different levels

of IMCI of IMCI

Mortality Demographic Vital statistics Demographic Survey
assessment Surveillance Surveillance

Household Completed Not needed in Completed Completed
coverage design
surveys

Health facility Completed Conducted earlier Completed Completed
assessments

Costing Underway Not in Phase I Underway Underway

Partners ICDDR,B; MOH Instituto de Salud Ifakara Centre, Johns Hopkins,
del Nino, MOH MOH, TEHIP Makerere, MOH,

USAID
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Progress in the MCE: An example from the United Republic of Tanzania

Ifakara Health Research and Development Centre, Ifakara, U.R. Tanzania in collaboration with
The Ministry of Health, U.R. Tanzania, Tanzania Essential Health Interventions Project (TEHIP),
WHO–United Republic of Tanzania

● The evaluation design for the MCE-Tanzania compares two districts implementing IMCI with

two districts that are not implementing IMCI. In the two IMCI districts (Rufiji and Morogoro),

implementation started in 1996 with support from the MOH, WHO, and the Tanzania Essen-

tial Health Interventions Project. District Health Management Teams have trained and super-

vised health care providers, improved the drug distribution system, and distributed

insecticide-treated nets for the prevention of malaria at community level.

Children ill in previous 2 weeks: first provider from
formal health services
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Comparison of IMCI: non IMCI using logistic regression
adjusting for clustering, p = 0.71

Source: Schellenberg, JA. Report of the baseline household survey in
Tanzania for the multi-country evaluation of IMCI, March 2000.
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FIGURE 11
Appropriate care-seeking for ill children in
rural U.R. Tanzania, August 1999
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(N = 1749 children in 4 districts)

FIGURE 10
Anaemia among children under 5 in rural
U.R. Tanzania, July–August 1999

● Baseline data on family prac-

tices and care-seeking for sick

children were collected

through household surveys.

The results demonstrated that

IMCI is addressing the most

common major health prob-

lems of children in the IMCI

districts: malaria, pneumonia

and diarrhoea. The preva-

lence of anaemia was very

high, with almost 10% of chil-

dren between the ages of six

and 12 months having life-

threatening anaemia (see

Figure 10). Results on care-

seeking were encouraging:

between 35% and 45% of

children in these two districts

who had been ill in the previ-

ous two weeks were taken

first to a formal health pro-

vider (see Figure 11).
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FIGURE 13
Selected indicators of the quality of care received
by children in first-level facilities with and without
IMCI, rural U.R. Tanzania, August 2000
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FIGURE 12
Mean score on index of integrated
assessment to children seeking care
from first-level facilities in IMCI versus
non-IMCI districts, rural U.R. Tanzania,
August 2000

In August 2000, a health facility sur-

vey was carried out in IMCI and non-

IMCI districts. The results indicate that

children seeking care at health facili-

ties in IMCI districts are more thor-

oughly assessed (Figure 12) and

received better quality care (Figure 13)

than children seeking care in compari-

son districts where IMCI has not yet

been implemented. Just over half of

the sick children brought to the facili-

ties were boys in IMCI (52%) and non-

IMCI (53%) districts. Over 90% of the

caretakers were mothers.

● Complete data on the costs of IMCI

implementation at national, district,

health facility and household levels

have been collected and are now

being analyzed.

● The period of formal

evaluation will begin

once IMCI implementa-

tion in the two interven-

tion districts has been

certified as meeting

minimum standards of

adequacy. From that

time forward, a period

of at least two years will

be needed before the

final impact measure-

ments can be made to

determine reductions in

mortality and improve-

ments in nutrition. ■

Progress in the MCE: An example from the United Repubic of Tanzania
(continued)



CHAPTER 5

Building partnerships and
expanding capacity

Catalyzing and supporting
partners to implement child
and adolescent health
strategies

CAH works closely with other WHO depart-

ments, UN agencies, bilateral agencies, NGOs,

private voluntary organizations (PVOs) and

foundations to develop joint strategies and stra-

tegic approaches to planning, identification of

research agendas, and support to regions and

countries. Activities in 2000 included:

■ Work with the World Bank to improve

global child health outcomes (see sidebar).

■ A meeting in Durban, South Africa,

which brought together representatives

of governments, NGOs and PVOs, bilat-

eral agencies, foundations, UNICEF, the

World Bank and WHO to share country

experiences and develop strategies for

expansion of interventions to improve

family- and community-based practices

in child health.

■ Work on developing a regional strategy

for adolescent health in Europe by an

interagency group of UNAIDS, UNFPA,

UNICEF and WHO.

■ Joint work with the Nutrition Depart-

ment in EURO, which resulted in the de-

velopment of a Food and Nutrition Action

Plan, emphasizing the promotion of

breastfeeding and appropriate comple-

mentary feeding, as well as Guidelines on

feeding and nutrition of infants and young

children focusing on the countries of

Central and Eastern Europe.

Joint global and regional activities with part-

ners led to accelerated implementation of

effective interventions at country level. For

example, the Department strengthened its

partnership with Roll Back Malaria (RBM) and

produced a framework for RBM/IMCI collabo-

HIGHLIGHTS OF 2000
■ Partnership with the World Bank re-

mained strong, with joint planning and

capacity building. CAH continues to

second a staff member to the Bank,

allowing constant and consistent ex-

change of information and ideas.

■ Technical collaboration with the Inter-

national Labour Organization led to a

new convention that will improve condi-

tions for breastfeeding mothers.

■ Close collaboration continues with

UNICEF in a range of child and adoles-

cent health and development activities.

■ The first meeting of the combined Roll

Back Malaria and IMCI Task Force met in

Harare for joint planning and coordi-

nated scaling-up of interventions.

■ Regional capacity building efforts

focused on strengthening capacity for

IMCI implementation and operational

research.

■ In 2000, 18 countries, agencies, and

foundations provided direct financial and

technical input to the Department’s work,

and numerous others provided input

directly to regions or countries. CAH is

grateful for the continued commitment

of its partners to the ongoing business

of the survival, growth, and development

of children and adolescents.
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ration in AFRO. The framework was used to

develop joint RBM/IMCI country plans of

action, including standard indicators for moni-

toring and evaluation.

CAH also collaborated with LINKAGES,

UNICEF, NGOs and partners involved in hu-

manitarian aid work, the Emergency Nutrition

Network, and IBFAN, to plan and develop

modules on Infant feeding in emergencies, for use

at country level in acute situations and in

emergency preparedness activities.

For the last three years, CAH has acted on

behalf of WHO as Secretary of the Working

Group on Breastfeeding and Complementary

Feeding at the ACC/SCN. During 2000, CAH

worked with the International Labour Organi-

zation (ILO) to improve working conditions of

breastfeeding mothers. In coordination with

RHR and NHD, CAH presented a statement at

the 88th session of the ILO conference in June

2000. A new Convention was adopted that

extends the minimum duration of maternity

leave from 12 to 14 weeks and includes pro-

tection measures to ensure that a pregnant or

breastfeeding woman is not obliged to perform

work harmful to her health or that of her in-
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Working in partnership with the World Bank to improve child health outcomes

In January 2000, AFRO and the Africa Child Health Team of the World Bank convened a meeting with CAH staff, the

regional IMCI team and UNICEF to discuss acceleration of efforts to improve child health outcomes in Africa. Evidence

was presented that child health indicators are not improving in many countries of the region, and are even deteriorat-

ing in some. Investing in child health remains a top priority for the Bank, and many governments have identified IMCI

as an appropriate strategy along with other interventions to improve child health (such as immunization, early child-

hood development, and nutrition). Opportunities for joint work in the preparation and supervision of projects were

identified: in the African Region alone, over fifteen projects in different countries could benefit from CAH’s technical

input in the foreseeable future.

CAH and the Bank conducted a review of lessons learned through past collaboration. A key finding was the constraint

associated with different modes of planning and operations, making it difficult for WHO staff and consultants to

effectively contribute in the preparation of Bank supported projects. A joint workshop Building Capacity for Technical

Support in Child Health: A Training Seminar was organized in September 2000 to increase the pool of resource persons

able to act as an effective interface between CAH and the World Bank. There were 18 participants, including CAH staff

from headquarters and Regional Offices, and selected consultants. The objectives of the workshop were to provide

participants with a sound understanding of the World Bank’s priorities, strategies and project cycle and to familiarize

them with the tasks involved in project preparation and supervision. The workshop was the first of its kind in the

cooperation between WHO and the World Bank and could be replicated for other main intervention areas, such as

reproductive health and communicable disease control.

A CAH staff member has been seconded to the World Bank since 1995 to identify opportunities for cooperation and

contribute in policy dialogue. At present, more than thirty countries have included the IMCI strategy in projects sup-

ported by the World Bank. The Department (including regional and country teams) has allocated specific resources in

the workplan to ensure that technical support can be provided to ministries of health in the preparation and manage-

ment of these and future projects. ■

Collaboration with Roll Back Malaria (RBM)

The first joint meeting of the RBM and IMCI taskforces was held in

Harare, in September 2000. The meeting brought together na-

tional RBM and IMCI programme managers, ministry of health

officials, experts and partners (DFID, GTZ, BASICS and SARA

projects, UNICEF, USAID, World Bank).

This meeting was a significant step forward in the collaboration

between RBM and IMCI. An important challenge identified by par-

ticipants was to ensure that collaboration leads to accelerated scal-

ing-up of activities at the national, district and more importantly

community level.

In a meeting organized soon afterwards by AFRO in November

2000, representatives from DFID, the USAID BASICS project, UNICEF,

the World Bank and WHO, contributed to the development of a

strategy for scaling-up RBM/IMCI implementation in the region.

Participants agreed that the guiding principle for scaling-up is a

focus on interventions with the greatest impact on morbidity and

mortality. In addition, participants concluded that scaling-up of

RBM/IMCI implementation should draw on the synergies that can

be created among countries and with other initiatives. ■
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fant, and strengthens the entitlement to paid

breaks for breastfeeding.

Capacity building among WHO
staff and partners at all levels

New tools are introduced in countries with

technical support from WHO staff or expert

consultants, and the process of introduction is

carefully documented in order to develop fea-

sible and effective implementation strategies.

As soon as early experiences have been gained,

activities are planned for rapid capacity build-

ing at all levels, with an emphasis on national

capacity.

Activities include intercountry courses, con-

sultant training workshops and on-the-job

training activities to increase the pool of staff

and consultants qualified to assist and guide

national counterparts. IMCI teams in AFRO

and AMRO for example, can now call on more

than 100 consultants, specializing in different

aspects of the IMCI strategy. The increasing

reliance on national consultants is an impor-

tant indicator of success of CAH’s capacity

building strategy.

Examples of activities in 2000 to build

capacity include:

■ The annual 4-week course Breastfeeding:

Practice and policy at the Institute of Child

Health, London, in collaboration with

UNICEF.

■ Training on HIV and infant feeding was

introduced to 15 consultants from dif-

ferent countries in Africa, in a course

held in Harare in April 2000. The course

provides guidelines and skills in coun-

selling HIV positive mothers. Follow-up

courses have been held in five countries

and more will be held in 2001.

■ The IMCI regional consultation held in

November 2000 in Alexandria, Egypt

which brought together 41 senior offi-

cials from ten countries implementing

IMCI in EMRO including representatives

from partner organizations. Participants

had an opportunity to: share experiences

of IMCI implementation; discuss the

major challenges; visit health facilities

implementing IMCI, as well as Alexan-

dria University where IMCI has been in-

corporated into basic medical training.

■ A similar meeting was convened by the

CAH team in SEARO, combining child

and adolescent health and development

perspectives.

■ A first draft of a briefing package was

developed for consultants working with

countries and partners on community

IMCI. This package will be finalized in

mid-2001.

■ A meeting to plan a curriculum for use

by consultants in AFRO specializing in

adolescent health and development was

held in August 2000.

Significant efforts to strengthen regional

capacity for operational research were also

undertaken in 2000. Two workshops were held

in the African Region, one on results of com-

pleted and ongoing studies of IMCI, and the

other on the formulation of new research pro-

posals. In AMRO, an operational research

guide was developed to equip health staff with

the basic methodological tools to carry out low-

cost, short-term research studies related to

IMCI implementation.

The role of partners is crucial to ensure co-

herent and consistent support for child health

activities in countries. The Department there-

fore invested in building capacity of interested

partners in the concepts underlying the IMCI

strategy and in the application of IMCI tools.

■ Within the World Bank, there is increas-

ing recognition of the important role that

CAH can play in providing technical

assistance in project preparation and

supervision. The training seminar re-

sulted in an increased pool of staff and

consultants able to strengthen collabo-

ration (see sidebar).

■ A five-day orientation workshop was

held in Washington for 20 participants

of the American Red Cross, mostly

project managers from countries. The

interactive workshop was designed to

discuss practical applications of the IMCI

strategy in the various types of Red Cross

projects. Facilitators included IMCI staff

from three regions (AFRO, AMRO,

EURO) and HQ.
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World Bank support to IMCI and child health services (37 projects as of December 2000)

Country Project Status

Argentina Maternal and Child Health, and Nutrition Supervision

Bangladesh Health and Population Five Supervision

Bolivia Health Sector Reform Supervision

Brazil Health Sector Reform Supervision

Family Health Pipeline-Preparation

China Health IX Supervision

Dominican Republic Health Sector Reform Supervision

Ecuador Health Sector Reform Supervision

Egypt Health Sector Reform Supervision

Eritrea Early Child Development Supervision

Ethiopia Health Sector Development Supervision

Gambia Health, Population and Nutrition Supervision

India Reproductive and Child Health Supervision

Indonesia Community Health and Nutrition Supervision

Kazakhstan Health Supervision

Kenya HIV/AIDS and Reproductive Health Supervision

Lesotho Health Sector Program Supervision

Madagascar Health and Nutrition Supervision

Malawi Child Health and Nutrition Project Pipeline-Identification

Mali Sector Investment Supervision

Mauritania Health Sector Investment Supervision

Nepal Population and Health II Pipeline-Preparation

Nigeria Health System Development Pipeline-Pre-appraisal

Pakistan Punjab Hospital Autonomy Project On hold

Paraguay Health Sector Reform Supervision

Peru Training Completed

Philippines Early Child Development Supervision

United Republic of Tanzania District Health System & Completed

Health Sector Development Supervision

Senegal Community Nutrition Pipeline-Identification

Tajikistan Health Supervision

Uganda District Health System & Supervision

Early Child Development Supervision

Uzbekistan Health Supervision

Venezuela Health Sector Reform Supervision

Viet Nam National Health Support Supervision

Yemen Early Child Development Supervision

■ CAH continued to respond to requests

from training institutes and national pae-

diatric associations to conduct presenta-

tions and educational sessions on IMCI.

■ IMCI was introduced in the Board and

Annual Review Meetings of Memisa

Medicus Mundi, an NGO with a wide

network in several European  countries,

which concentrates on strengthening

health services delivery in developing

countries.



Annex 1

CAH Clinical Research in 2000

March 2001. Study results will be available

in January 2003.

■ Caretakers’ adherence to recommenda-

tions to give daily zinc supplement to

young children is being studied as part of

a large randomized trial in India, partly sup-

ported by the European Union. The trial

examines the effects of zinc on risks of pneu-

monia and diarrhoea.

Mother’s perceptions of the zinc sup-

plement and factors associated with

compliance are being investigated in the

same study (see sidebar in Chapter 2).

Around three-quarters of mothers reported

that their children liked the supplement; the

common indicators used by them to gauge

this were that the child drank it eagerly

(92%), opened mouth readily (24%), did

not vomit it out (10.5%) or did not resist

when it was given (8%). The indicators for

children’s dislike of the supplement were

the reverse i.e. the child had to be forced to

drink it, spat it out, turned face away or

vomited it out. Mothers of children who

resisted the supplement also tried to admin-

ister it with honey, milk, a salty snack, sugar

or biscuits.

Mothers who felt that the supplement ben-

efited the child said that their child was very

playful (40%), remained healthy during this

period (26%) or did not fall ill (29%), ate

well (26%) and had gained weight (20%).

Other less frequently reported reasons were

that episodes of specific illnesses (diarrhoea,

pneumonia, cough, cold or fever) had

decreased and that the child cried less

frequently. The mothers who felt that the

supplement did not benefit their child said

that the child’s appetite, morbidity or

growth did not improve after supplemen-

tation.

This Annex provides brief descriptions of clini-

cal research planned, in progress or completed

during 2000. The studies have been organized

by the chapter of the Progress Report in which

they are mentioned, and within chapters, by

topic area.

Chapter 2. Promoting a Safe
and Supportive Environment

Zinc supplementation
■ The impact of daily zinc supplementa-

tion to prevent malaria in children was

studied in Burkina Faso. Six hundred eighty

five children were divided into two

randomized treatment groups receiving

either a daily dose of 12.5 mg of zinc or a

placebo six days a week for six months.

Results showed no difference in falciparum

malaria incidence, mean temperature and

mean parasite densities during malaria epi-

sodes, and malaria parasite rates, mean

parasite densities and mean haematocrit

during cross-sectional surveys between zinc

and placebo groups. On the other hand, zinc

supplementation was significantly associ-

ated with reduced prevalence of diarrhoea.

■ Two double blind randomized controlled

trials to evaluate the impact of daily zinc

supplementation on childhood mortal-

ity have been initiated in New Delhi (In-

dia) and Pemba (Zanzibar). A total of 65 000

children, between 2 and 24 months, will be

recruited to the study conducted in India.

They will receive either 10 mg of zinc plus

12.5 mg of iron or 12.5 mg of iron alone. In

Zanzibar a multifactorial design will be used

to assess the effects of iron and the possible

interaction of zinc and iron in 35 000 chil-

dren aged 2 to 35 months old receiving (i)

10 mg of zinc, (ii) 12.5 mg of iron, (iii) 10

mg of zinc plus 12.5 mg of iron, and (iv)

placebo. Recruitment should be initiated in
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Almost all mothers (98%) felt that the sup-

plement should be recommended for all

children in the community as it made chil-

dren healthy and strong and prevented ill-

ness. Two-thirds reported that they had not

given the supplement on some days, be-

cause the child was ill (43%), the mother

forgot (57%) or, the child did not like it

(20.6%).

Mothers reported a high level of compliance

with the supplement and this was confirmed

by checking the volume of zinc syrup left

in the bottles that were handed to the moth-

ers each month (see Table above).

Chapter 3. Improving Health
Service Delivery

Diarrhoea and dysentery
■ A randomized clinical trial conducted in

Bangladesh, investigating the manage-

ment of dehydration in severely mal-

nourished children was completed and

analysed. Results demonstrated that a

specially designed oral rehydration salts

solution for severely malnourished children

(ReSoMal) and standard WHO oral rehy-

dration solution (ORS) solution had simi-

lar efficacy. However, compared to those

receiving standard ORS solution, children

receiving ReSoMal had significantly better

potassium status. The results of this study

will be published in 2001.

■ A meta-analysis of randomized controlled

trials comparing the effects of reduced

osmolarity ORS solutions with stand-

ard WHO ORS solution in children with

acute diarrhoea was performed in collabo-

ration with the Cochrane Infectious Disease

Group. Results of this meta-analysis showed

that reduced osmolarity ORS solution is as-

sociated with 40% fewer unscheduled in-

fusions compared with standard WHO ORS

solution. In trials reporting stool output and

vomiting, data suggests less stool output and

less vomiting in children receiving reduced

osmolarity ORS solution when compared to

those receiving standard WHO ORS solu-

tion. Some trials reported hyponatremia,

but there was no obvious difference

between the two treatment groups. Results

of this meta-analysis and other studies on

reduced osmolarity ORS solutions will be

reviewed in an expert meeting early in

2001, and new recommendations for ORS

formulation are expected.

■ Data collection in the multicentre clinical

trial to evaluate the efficacy of a short-

course treatment of dysentery due to

S. dysenteriae type 1 with ciprofloxacin was

completed in 2000. Analysis of the data

from the three sites (Bangladesh, South

Africa and Zimbabwe) and preparation of a

draft manuscript of the results will take

place at a workshop in Zimbabwe in Febru-

ary 2001.

■ A multi-centre study on persistent diar-

rhoea, completed in 1995, provided data for

a number of secondary analyses to

evaluate guidelines for the manage-

ment of persistent diarrhoea. One analy-

sis confirmed that stool frequency can be

used as a marker of stool output in children

with persistent diarrhoea, in settings where

measurement of stool output is not feasi-

ble. This analysis also suggested that chil-

dren with 10 or more loose or watery stools

during the first 24 hours on treatment with

the first line diet can be placed directly on

the second line diet; thereby, reducing sig-

nificantly hospital stay for a large number

of children. Another secondary analysis

confirmed that systemic infection was com-

mon in hospitalized children with persist-

ent diarrhoea. Anorexia associated with

systemic infection, except in bacteremia, can
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Consumption of zinc syrup based on volume of syrup left in the bottle at the end of the month

Month of Follow-up

1st 2nd 3rd 4th

Calculated number of daily doses taken in 30 days

Mean (SD) 24.9 (10.8) 23.0 (12.5) 22.4 (13.1) 21.6 (15.4)

Median (IQR) 27.0 (19, 31) 25.0 (15, 30) 23.5 (14, 30) 22.0 (11, 28)
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be overcome by aggressive and continued

feeding with food appropriate in quality and

adequate in amount.

Antimicrobial resistance and
management of pneumonia
■ The multi-centre clinical trial to compare

the efficacy of injectable penicillin with

oral amoxycillin in the treatment of

severe pneumonia in children is progress-

ing in six of the original sites (Colombia,

Ghana, India, Mexico, Pakistan, Viet Nam),

but not in Zambia which has had decreas-

ing patient enrolment. An interim analysis

was performed in April 2000 by the Data

Safety and Monitoring Board (DSMB) that

confirmed the originally calculated sample

size. Therefore, patient recruitment in this

study, jointly supported by CAH and the

USAID Applied Research on Child Health

(ARCH) Project, Boston University, USA,

will continue until December 2001.

■ A descriptive study to investigate the case

management of non-severe pneumo-

nia, with and without wheezing, was

conducted in two countries: South Africa

and Viet Nam. This study was jointly sup-

ported by the ARCH Project. Data collec-

tion was completed in these two sites and a

preliminary analysis performed. Failure rate

among children with non-severe pneumo-

nia is considerably less than expected. In

addition, the amount of antimicrobial use

prior to presentation at the hospital is low

in South Africa (11%), but quite high in

Viet Nam (44%). Preliminary findings from

the data collected in these two sites indi-

cate that children with non severe pneu-

monia had chest X-ray evidence of

pneumonia (75% in South Africa and 48%

in Viet Nam). The presence of chest X-ray

findings on such a high proportion of the

children enrolled in the study implies that

a bacterial process was the underlying cause

(or a complication) of many of the cases of

WHO-defined pneumonia in the children

enrolled into the study at these two sites.

Given the high likelihood of the presence

of bacterial infection in children presenting

with non-severe pneumonia, it would not

be appropriate to enrol children with non-

severe pneumonia into a placebo control-

led trial, as originally conceived.

■ A multi-centre double blind clinical trial

looking at the clinical efficacy of oral

cotrimoxazole versus oral amoxycillin

twice a day for treatment of childhood

pneumonia has been completed in Paki-

stan. 1459 children, aged 2–59 months, with

non-severe pneumonia recruited from the

outpatient departments of seven hospitals

and one community health service were

randomized. 98% of the children were suc-

cessfully followed-up for at least one week

after starting the treatment. The clinical

treatment failure in the amoxycillin group

was 16.1% as compared with 18.9% in the

cotrimoxazole group. The treatment failure

rate was more likely in infants, who had

history of difficult breathing or those who

had been ill longer before presentation.

Both amoxycillin and cotrimoxazole pro-

vided equally effective therapy for non-

severe pneumonia (see Table below). This

means that irrespective of the choice of

antibiotic, good follow-up of children is

essential to prevent worsening of illness.

■ Work progressed to increase specificity of

treatment guidelines for children with

wheezing diagnosed as WHO-defined,

non-severe pneumonia. A model re-

search proposal was developed, reviewed

Primary outcome for children by study antibiotics

Clinical Outcome Amoxycillin Cotrimoxazole Total
(n = 725) (n = 734) (n=1459)

n (%) n (%) n (%)

Clinical cure 608 (83.9) 595 (81.1) 1203 (82.5)

Treatment failure 117 (16.1) 139 (18.9) 256 (17.5)

Change of antibiotic needed 98 (13.5) 121 (16.5) 219 (15.0)

Lost to follow-up 16 (2.2) 14 (1.9) 30 (2.0)

Non study antibiotics used 3 (0.4) 3 (0.4) 6 (0.4)

Death — 1 (0.1) 1 (0.07)



and finalized during a workshop held in

Geneva in December 2000. A multicentre

study involving 6 countries (Colombia,

Egypt, Ghana, India, Pakistan and Thailand)

will soon be initiated. The main objectives

of this study are to: i. follow the clinical

course of children 1–59 months presenting

in the out patient department (OPD) with

wheeze along with cough and difficult

breathing; ii. define the clinical character-

istics of children with wheeze; and iii.

determine how many children treated for

wheeze relapse within 7 days. This research

is being conducted in collaboration with the

ARCH Project.

■ A multicentre clinical trial to compare the

efficacy of chloramphenicol with that

of ampicillin plus gentamicin in the

management of very severe pneumo-

nia in children aged 2 to 59 months was

initiated in eight centres in six countries:

Bangladesh, India, Mexico, Pakistan, Yemen

and Zambia. This research is being carried

out in collaboration with the ARCH Project

and the Johns Hopkins University, USA.

Completion of data collection is expected

in mid-2002.

■ Research is in progress to develop a

monitoring tool to identify clinical

treatment failures in children with

non-severe pneumonia. A team from Aga

Khan Health Services, Pakistan has been

implementing a protocol in 14 first level

health facilities in Chitral, Pakistan. It is ex-

pected that data collection will be completed

by April 2001 and results will be available

by middle of 2001.

■ A multicentre trial of the efficacy of short

course treatment with oral amoxycillin

for non-severe pneumonia and its

relationship with antimicrobial resist-

ance started enrolment in November 1999

in the OPD of six hospitals in Pakistan. The

study compares: i. the proportion of clini-

cal cure with 3 days versus 5 days of oral

amoxycillin therapy; and ii. the proportion

of resistant Streptococcus pneumoniae and

Haemophilus influenzae isolates two weeks

after start of therapy in the two therapy

groups. Data collection will be completed

by April 2001 and results available by

September 2001.

■ A protocol to investigate the efficacy of

short course treatment with oral

cotrimoxazole for non-severe pneumo-

nia and its relationship with antimicro-

bial resistance has been finalized. Two

sites, one each in Bangladesh and Indone-

sia have been identified. The study objec-

tives are to: i. determine the clinical 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 ii. monitor the

emergence of resistant strains of Streptococ-

cus pneumoniae and Haemophilus influenzae

in the two therapy groups. Delays have been

experienced in gaining local ethical clear-

ance and data collection should begin mid

2001.

■ Results of a pilot study supported by

INCLEN and WHO to differentiate be-

tween sore throat due to viral infec-

tions from those needing antibiotic

treatment were analysed in a workshop

held in Bangkok (Thailand) in October

2000. Following this analysis, a proposal for

a larger study was finalized in the same

workshop. This will be a multicentre study

conducted in at least 4 countries (Brazil,

Croatia, India, and Latvia). Patient recruit-

ment is expected to start in early 2001.

Meningitis
■ Work progressed to investigate the clini-

cal efficacy and safety of a short course

treatment with ceftriaxone (5 days

versus 10 days) in the management of

children with bacterial meningitis. The

study drug will be available in early March

2001, paving the way to start the project by

mid 2001. CAH will conduct this trial in col-

laboration with Johns Hopkins University.

■ CAH is supporting a study to develop

rational fluid therapy guidelines for febrile

children with bacterial meningitis, severe

pneumonia and severe malaria as part of

development and validation of inpatient

management algorithm for severe febrile

diseases. Phase I of development of

guidelines for fluid therapy in children

with severe febrile illnesses has been

completed in Chandigarh, India. Complete

data was collected on 61 children with acute
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meningitis and 50 with pneumonia. No

malaria cases fulfilled the study criteria. The

data suggests that there is a significant in-

crease in total body water and extracellular

water in both the conditions. The plasma

volume is not significantly changed on

average. Children with meningitis who died

had received significantly lower volume of

intravenous fluids during first 48 hours,

whereas the children with severe pneumo-

nia who died had lower body water, plasma

volume and higher plasma osmolality. This

data suggests a need for further study of

fluid therapy for these serious illnesses by

comparing liberal fluids and normal main-

tenance requirement.

■ Results are now available for a pharma-

cokinetic study of oral cotrimoxazole

in infants less than 3 months of age

with serious bacterial infections. 79

infants 0–90 days old with pneumonia and

other serious bacterial infection (meningi-

tis) were studied in Guatemala and Viet

Nam. Cotrimoxazole was administered as a

single oral dose of 10 mg/kg sulfametho-

xazole and 2 mg/kg trimethoprim (0–7 days

old), or 20 mg/kg sulfamethoxazole and 4

mg/kg trimethoprim (≥8 days old). The ab-

sorption characteristics of cotrimoxazole

were different in the infants of the two

centres. Even though some infants absorbed

cotrimoxazole well enough to benefit from

the treatment, there was no way to predict

sufficient absorption. Recommending oral

cotrimoxazole in infants under 3 months of

age with pneumonia and other serious bac-

terial infections does not seem warranted

without further studies to determine the

cause of the slow absorption and ability to

exclude such children.
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Nicoll A, Newell M-L, Peckham C, Luo C and

Savage F. Infant feeding and HIV-1 infec-

tion. AIDS, 2000, 14(Suppl 3):S57–S74.

Pierce NF, Fontaine O, Sack RB. Amylase-re-

sistant starch plus oral rehydration solution

for cholera. New England Journal of Medicine,

2000, 342: 1995.

Richie EE, Punjabi NH, Sidharta YY, Peetosutan

KK, Sukandar MM, Wasserman SS,

Lesmana MM, Wangasaputra FF, Pandam

SS, Levine MM, O’Hanley PP, Cryz SJ,

Simanjiuntak CH. Efficacy trial of single-

dose live oral cholera vaccine CVD 103-HgR

in North Jakarta, Indonesia, a cholera-en-

demic area. Vaccine, 2000, 18:2399–2410.

Smith KR, Samet JM, Romieu I, and Bruce N.

Indoor air pollution in developing countries

and acute lower respiratory infections in

children. Thorax, 2000, 55(6):518–32. Re-

view.

Victora CG, Bryce J, Fontaine O and Monasch

R. Reducing deaths from diarrhoea through

oral rehydration therapy. Bulletin of the World

Health Organization, 2000, 78(10):1246–

1255.

WHO collaborative study team on the role of

breastfeeding on the prevention of infant

mortality. Effect of breastfeeding on infant

and child mortality due to infectious dis-

eases in less developed countries: A pooled

analysis. The Lancet 2000, 355:451–455.
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Aggleton P, Ball A and Mane P. (Guest Edi-

tors) Special Issue: Young people, sexuality

and relationships. Sex and Marital Therapy,

2000, Vol. 15, N°3.

Bhutta ZA, Black RD, Brown KH, Meeks

Gardner J, Gore S, Hidayat A, Khatun F,

Martorell R, Ninh NX, Penny ME, Rosado

JL, Roy SK, Ruel M, Sazawal S, Shankar A.

Therapeutic effects of oral zinc in acute and

persistent diarrhea in children in develop-

ing countries: pooled analysis of randomized

controlled trials. American Journal of Clinical

Nutrition 2000, 72(6): 1516–1522.

Boy E, Bruce N, Smith K, Hernandez R. Fuel

efficiency of an improved wood-burning

stove in rural Guatemala: implications for

health, environment and development.

Energy for Sustainable Development 2000

Bruce N, Perez-Padilla R, and Albalak R. In-

door air pollution in developing countries:

a major environmental and public health

challenge. Bulletin of the World Health Organi-

zation, 2000, 78(9): 1078–1092. Review.

Naeher LP, Leaderer BP and Smith KR.

Particulate matter and carbon monoxide in

highland Guatemala: indoor and outdoor

levels from traditional and improved wood

stoves and gas stoves. Indoor Air, 2000,

10(3):200–205.

Naeher LP, Smith KR, Leaderer BP, Mage D,

Grajeda R. Indoor and outdoor PM2.5 and

CO in high- and low-density Guatemalan

villages. Journal of Exposure Analysis and En-

vironmental Epidemiology, 2000, 10(6 Pt

1):544–51.
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Documents concerning child health
and development
Complementary feeding: family foods for

breastfed children. WHO/NHD/00.1 &

WHO/FCH/CAH/00.6.

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.

IMCI handbook. WHO/FCH/CAH/00.12.

Management of the child with a serious infec-

tion or severe malnutrition. Guidelines for

care at the first-referral level in developing

countries. WHO/FCH/CAH/00.1.

Mastitis: Causes and management. WHO/FCH/

CAH/00.13. (E, S)

Documents concerning adolescent
health and development
Boys in the picture. WHO/FCH/CAH.00.8. (E,

F, S, P)

Programming for adolescent health and devel-

opment: What should we measure and how:

Measurement of adolescent development:

Environmental, contextual and protective

factors: Report of technical consultation,

Washington, U.S.A., 4–6 February 1999.

WHO/FCH/CAH/00.16.

Risk and protective factors affecting adoles-

cent health and development: Report of

technical consultation, Geneva, Switzer-

land, 6–8 March 1999. WHO/FCH/CAH/

00.20.

Report of first meeting: Morges, Switzer-

land, 19–22 May 1998. WHO/FCH/CAH/

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

Report of second meeting, Chiang Mai,

Thailand, 26–30 April 1999. WHO/FCH/

CAH/00.17.

What about boys? WHO/FCH/CAH/00.7. (E,

F, S)

Working with boys. Workshop report. WHO/

FCH/CAH/00.9.

Working with boys. Programme experiences.

WHO/FCH/CAH/00.10.

Programme Reports
CAH financial documents: Financial report for

the biennium 1998–1999; Financial status;

Revised programme budget for the

biennium 2000–2001. WHO/FCH/CAH/

00.15.

CAH summary programme of work 2000–

2001. WHO/FCH/CAH/00.18.

CAH moving forward: Programme report:

1998–1999. WHO/FCH/CAH/00.14.

Report of an intercountry workshop on IMCI

pre-service training, Geneva, 2–5 Novem-

ber 1999. WHO/FCH/CAH/00.11.

Report of the second meeting of the CAH Tech-

nical Steering Committee, 29 May–2 June

2000. WHO/FCH/CAH/00.21.

Report of a technical consultation on infant

and young child feeding. Themes, discus-

sion and recommendations. World Health

Organization, Geneva, 13–17 March 2000.

WHO/NHD/00.8. & WHO/FCH/CAH/00.22.

Research in child health: Collection of papers

published 1986–2000. WHO/FCH/CAH/

00.41.


