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1. Introduction

Each year more than 10 million children in low- and middle-income countries die
before they reach their fifth birthday. Seven out of ten of these deaths are due to just
five preventable or treatable illnesses—acute respiratory infections (mostly pneumonia),
diarrhoea, measles, malaria, and malnutrition—and often to a combination of these
conditions. Every day millions of parents take children with these illnesses to first-level
health facilities such as clinics, health centres and outpatient departments of hospitals.
Surveys of the management of sick children at these facilities have shown that many are
not properly assessed and treated and that their parents are poorly advised. In addition,
diagnostic support (e.g. radiology and laboratory investigation) is minimal or non-
existent, and drugs and equipment are scarce.

Providing quality care to sick children under these conditions is a serious challenge. In
response to this challenge, the World Health Organization and UNICEF developed a
strategy known as the Integrated Management of Childhood Illness (IMCI). The
strategy combines improved management of childhood illness with measures concerned
with nutrition, immunization and other important disease prevention and health
promotion activities. The objectives are to reduce the number of deaths and the
frequency and severity of illness and disability, and to contribute to improved growth
and development.

Implementation of the IMCI strategy in countries involves three main components:

� Improving the case management skills of health staff by providing locally adapted
guidelines on IMCI and through activities to promote their use.

� Improving the health system and services required for effective management of
childhood illness.

� Improving family and community practices.

To assist countries in introducing the first component—improving health workers’
skills—WHO and UNICEF developed an approach that includes initial skills acquisition
through an in-service training course, and skills reinforcement through a follow-up visit.
The follow-up visit, which should take place within four weeks of the training course, is
intended to reinforce the new skills and help health workers to apply in their health
facilities what they have learned.

Some countries have chosen to conduct more than one follow-up visit to support the
trained health workers. Although countries are not expected to continue conducting
these visits indefinitely after a health worker is trained, it is assumed that such follow-
up visits could help strengthen the ongoing supervisory system at the district level of
health care.

Maintaining the performance of health workers after training is critical to the success of
the IMCI strategy. For this reason, the Department of Child and Adolescent Health and
Development (CAH) in WHO organized an informal consultation on maintaining the
performance of health workers trained in IMCI. The results of this informal consultation
will help CAH identify approaches to sustain the implementation of the IMCI strategy
in countries.
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2.    Objectives and Participants

The Informal Consultation on Maintaining the Performance of Health Workers trained
in Integrated Management of Childhood Illness (IMCI) was held at WHO headquarters
in Geneva on 22–23 June 2000. The objectives of the meeting were:

� To review existing approaches for maintaining the performance of health workers
trained in IMCI and other child health interventions at first-level health facilities.

� To identify research priorities that would guide CAH in the development of new
tools and interventions to maintain health worker performance.

On the first day of the consultation, selected participants presented their experience with
interventions related to maintaining health worker performance after training. On the
second day, the participants were divided into two groups to discuss specific topics and
develop recommendations (see Agenda, Annex A).

The participants included representatives of the following types of organizations (see
List of Participants, Annex B):

� Institutions working in the area of quality assurance for health care in developing
countries.

� Paediatric departments and schools of medicine from universities in developed and
developing countries.

� Ministries of Health (MOH) from countries with experience in IMCI
implementation.

� Staff from the WHO Regional Office for the Eastern Mediterranean, and from CAH
and other departments in WHO headquarters.

3. Review of Experience in Maintaining the Performance of Health
Workers Trained in IMCI

During the consultation, a number of experiences concerned with maintaining the
performance of trained health workers were presented and discussed. These experiences
are summarized below.

3.1     Follow-up after IMCI training as a starting-point

An overview of follow-up after IMCI training was presented, and some results from
follow-up visits were discussed. The presenter emphasized that follow-up must be
considered as an extension of IMCI training, in the course of which newly-learned skills
are reinforced and problems are solved in order to support health workers in the
implementation of the clinical guidelines. The follow-up visit is usually conducted by a
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trained IMCI facilitator within one month of training. This visit should build on existing
supervisory structures and use techniques and job aids that are compatible with the
IMCI course.

After the follow-up visit, a debriefing session at the district level is conducted to
summarize and identify ways to use the results. Supervisors, programme managers and
key partners should attend the session.

Some results of follow-up visits in several countries showed that the timing of the visit
varied from 4 weeks to 1 year after the training course. In most cases, the visits were
conducted by IMCI facilitators who had been trained in how to conduct follow-up visits.
They carried out the recommended activities, used the results immediately for skill
reinforcement and problem-solving, and reported to the district and national working
groups for action.

Preliminary results in selected countries (Morocco, Nepal, Uganda and Viet Nam)
showed improvements in health worker performance after the follow-up visits, e.g. in
the application of the skills learned and in the use of IMCI job aids (the chart booklet
and mother’s counselling card). The results also showed improvements in the health
system (in Nepal and the United Republic of Tanzania).

Nevertheless, MOH staff in many countries have reported difficulties in implementing
and sustaining the follow-up visits. In several countries, problems were due to the
transfer of trained health workers and trained supervisors, as well as a shortage of
supervisors. Also, many countries found it difficult to follow up health workers within
the recommended 4–6 weeks of training.

To overcome these difficulties, countries are trying to make a link between follow-up
after training and ongoing supervision. These efforts include development of integrated
checklists, the implementation of more than one follow-up visit per trained health
worker, and the formation of supervisory district health teams trained in IMCI.

From these results the following conclusions have been drawn:

(a) more than one follow-up visit seems to improve the performance of health workers;

(b) follow-up visits can contribute to improvements in the health system and provide
support for quality care;

(c) follow-up after training can be used to build a bridge between training and ongoing
supervision.

Discussion

Following the presentation, the participants expressed several concerns related to
follow-up after IMCI training, e.g. problems due to the lack of health workers' time, or
lack of support from the health authorities, or the transfer of health workers.  There was
also concern with respect to a lack of supervision and support in many countries. In
response to this, the introduction of integrated supervision and of an accreditation
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process to maintain and improve performance was suggested. The introduction of
management skills during initial IMCI training was also proposed. The importance of
the follow-up visit as a basis for skills reinforcement was emphasized.

3.2     Post-training support for IMCI-trained health workers

A research proposal to evaluate the impact of post-training support for IMCI-trained
health workers was presented by a representative from the International Child Survival
Project of the U.S. Centers for Disease Control and Prevention (CDC).

The objective of the research is to determine the effectiveness and cost-effectiveness of
a package of interventions to support IMCI-trained health workers, compared to ‘usual’
activities. A study site was selected in the IMCI pilot department of Quémé, Benin,
where 300 health workers were to begin training in IMCI in 85 health facilities in
January 2001. Currently, the available support for health workers includes a cost-
recovery system to supply essential drugs, a policy of monthly supervision, as well as
checklists, vehicles and 14 supervisors. A 1999 survey showed that there was little
supervision, which raised concern about the future use of the IMCI guidelines after
training. The opportunity to design and conduct the trial arose due to an ongoing
USAID project with the Ministry of Health, Africare and CDC.

The proposed package of interventions would include monthly supervision of health
workers, observation of their performance with feedback, the use of supervisory
checklists, assessment of client satisfaction, supervision of supervisors, the use of an
IMCI patient register, and non-financial incentives for health workers.

A supportive style of supervision was proposed which includes listening to the health
worker and a balance between critical feedback and praise. The central idea is that
health workers and supervisors form a team with a common goal—to provide high
quality care to ill children.

The study design includes a baseline health facility survey and a system of mortality
surveillance. Health workers would participate in a standard IMCI course that includes a
follow-up visit. After the health workers are trained, the package of interventions would
be implemented in the experimental group and there would be a mid-term review after 6
months and a formal health facility survey at the end.

Evaluation of the trial includes the assessment of:

(a) Effectiveness: defined as the difference in the quality of case management in the
intervention and control areas, as measured by formal health facility surveys.

(b) Cost-effectiveness: defined as the ratio of the cost per additional ill child treated
correctly as a result of the intervention.

(c) Mortality rates of children under 2 years of age in the following areas: the IMCI
intervention area, the IMCI control area, and a non-IMCI area.
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Discussion

The participants questioned the feasibility of conducting supervisory visits every month,
as well as the sustainability of the intervention after the trial. They also discussed the
practicality of completing the IMCI patient registers, the impact of incentives, and the
possibility of reviewing the records from previous visits.

As regards the methodology, the risk of ‘contamination’ was mentioned because of the
difficulty to keep the ‘control’ and intervention groups totally separate. Participants
looked closely at what was being compared (IMCI area vs. non-intervention area), as
well as the usefulness of mortality as an outcome because it takes time for the mortality
rate to change. A question was raised about who would conduct the supervision of
supervisors. Concerns were also expressed regarding the possible use of financial
incentives.

The presenter made some clarifications and responded to other concerns by explaining
that the proposal was still being developed, and that the comments and suggestions were
much appreciated.

3.3    Practical experience from a district implementing IMCI

The next presentation was the experience in Gezira State, Sudan, of maintaining health
worker performance with follow-up after the training. Of the 46 health workers trained
in two districts in Gezira, 36 were followed up using the WHO checklist for facility
support to collect baseline information before IMCI implementation. The follow-up
visits took place 6–8 weeks after the training. During the visits, the health workers were
observed and the facilities were checked to see whether there was support for IMCI, the
carers were interviewed, and discussions were held with the village health committees.

The results showed marked improvement in the health workers' performance. The IMCI
algorithm was used systematically, with which the health workers were able to weigh
the children and look for danger signs, check their nutritional and vaccination status, as
well as give pre-referral drugs and counselling to the mothers. The health workers
reported that they were more confident, while other staff became more interested and
motivated, and the child carers said they were satisfied.

Regarding health facility support, there was a recognizable improvement in the
availability of equipment. Despite improvements in the supply of drugs, it remained a
problem due to the multiple channels of drug supply.

The following lessons were learned:

� To maintain the level of performance, frequent follow-up visits—at least every 3
months during the first year—would be needed;

� Feed-back from the state and federal authorities is important for motivating health
workers; and
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� Some polices, e.g. health insurance and the national essential drug list, need to be
reviewed.

Discussion

After the presentation it was suggested that some new aspects should be incorporated
into the training, such as skills on how to build a team and how to solve problems. The
importance of involving the health authorities from the start was also mentioned. The
problem of motivation was brought up as a major issue.

Some experiences offered from other countries showed shortages of drugs in the health
facilities and poor recognition of danger signs among health workers. It was suggested
that to maintain health worker performance it is essential that drugs should be available.
The drug department is represented in the IMCI task force of Sudan, but this has not
solved the problem of shortage of drugs. There was agreement that pre-referral drugs
should be given free, as suggested.

The positive aspects of the implementation of IMCI in Gezira were emphasized, e.g. the
decrease in the number of referrals with IMCI, improved management skills with task
force work, use of a team approach to solve local problems, and use of integrated
activities with the Ministries of Education and Agriculture. However, it was pointed out
that increasing motivation is still a challenge, the districts are still in the learning phase,
and there are difficulties in financing. The advantage of integration of sectors was
acknowledged, and it was suggested that the community should be asked how to
integrate and how to maintain the health system.

To complement the experience in Gezira, a short presentation about activities in Uganda
showed that follow-up visits within two weeks of training led to improved performance
and counselling. The use of the IMCI chart booklet also improved. An age effect,
however, was observed, since older providers tended to lose their IMCI knowledge, in
the course of time, more rapidly than the younger ones.

Another experience was reported which suggested that the physical determinants of
health worker performance should not be overlooked. For example, in one area it was
observed that a significant number of health workers needed glasses (spectacles) in
order to carry out what they had learned.

3.4 Alternative training approaches for IMCI: a potential intervention to
maintain performance

The CAH development project on alternative approaches to IMCI training was
presented.  The “standard” approach to IMCI training is based on the following criteria:
a limited number of trainees (around 25); training for several (7 to 11) days at a well-
defined training site; low trainee to facilitator ratio (around 4:1); use of modular reading
materials; a combination of training and formative assessment methods; a good balance
of clinical practice and theory (around 30% clinical practice) to help develop both
knowledge and skills; and multistage preparation of facilitators.
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Two main approaches to training were presented: pre-service training and in-service
training.  For the pre-service training, WHO/CAH is collaborating with teaching
institutions to incorporate IMCI into the undergraduate training of doctors, nurses and
other health professionals. In the area of in-service training, WHO/CAH is identifying,
developing and testing different training approaches which can be used to achieve the
same learning objectives as the “standard” IMCI in-service training course.

For pre-service training, WHO/CAH has a development project which includes three
integrated components:

� Survey and documentation of IMCI teaching efforts;

� Survey to evaluate which paediatric textbooks are most frequently used, and

� Collaboration with selected medical schools in countries in five regions (Bolivia,
Egypt, Nepal, Tanzania and Viet Nam) to evaluate their experiences in the
introduction of IMCI pre-service training.

The need to assess the students’ performance after training in IMCI was emphasized.
The following development work is under way: a paper justifying why assessment is
needed, identification of priority knowledge and skills, and recommendations on
methods for assessing skills.

The components for alternative approaches to in-service training were also presented
and they included:

� Review of different training approaches (both theoretical and practical) and
selection of feasible approaches based on pre-defined criteria;

� Identification and testing of at least one model for each selected approach;

� Description of the guiding principles for each selected approach.

Possible alternative approaches already identified are:

� Distance learning;

� Computer-assisted learning, including a mix of clinical practice and use of CD
ROM;

� Training of teachers.

Other possible additions or modifications to in-service training were cited, including
sessions on how to introduce IMCI into a health facility. Self-assessment was also cited
as a method that could be used, before training, to assess the information and training
needs; and, after training, to evaluate whether the services address the clients’ needs and
identify actions to solve problems.
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Discussion

After the presentation, the extent to which alternative approaches to IMCI training could
rely on self-learning was discussed. It was suggested that for literate health workers
certain types of learning activities, such as reading and exercises, might be undertaken
at a remote facility. Other activities, however, such as supervised clinical practice on a
wide variety and a large number of patients, might need to be conducted at central or
district level health facilities with an adequate patient flow and experienced trainers.
The WHO/CAH project on alternative approaches to training will outline the guiding
principles for different approaches to IMCI training. Among other things, the guiding
principles will describe the type of clinical facilities needed for practice, the amount of
practice needed, and the types of patients and trainers needed.

3.5    Evaluative supervision of IMCI in Madagascar

IMCI was introduced in Madagascar in 1996. A review of the implementation process
was conducted in April 2000, and the expansion of IMCI was planned for the second
semester of 2000. The presenter described the experience in Mahajanga province in
Madagascar using supervision as a method for evaluating IMCI, particularly in relation
to the first component of the IMCI strategy—improving health workers’ skills.

From June 1998 to April 2000, a total of 105 out of 722 health workers were trained in
standard IMCI training courses. In addition, in 19 out of 21 districts one member of the
District Management Team (DMT) was trained to act as an IMCI focal person. The
Gesellschaft für Technische Zusammenarbeit (GTZ), a German donor agency,
contributed technical, logistical and financial support for the introduction of IMCI.
Training costs were approximately US$ 276 per health worker.

Supervisory visits were conducted by the provincial focal person from 3 to 15 months
after the health workers had completed their IMCI training. Like follow-up after IMCI
training, the supervisory visits included direct and indirect observation, detection of
problems, identification of the sources of the problems, and rectification of problems
when possible.

The supervisors directly observed 13 health workers as they managed 125 sick children
in 12 health centres. The results of these observations showed that 91/125 patients
(73%) received the correct treatment; 98% of cases were checked for general danger
signs; 71% were checked for nutritional status; and 79% for feeding practices.

Indirect observations (i.e. assessment of facility supports) showed that refrigerators
were functioning in 8 out of 12 health centres, and that other basic equipment was
present in all centres. With respect to drugs, only 6 out of 22 health centres had the
basic drugs needed for IMCI home or outpatient case management, and none of the
health centres had the pre-referral drugs needed for IMCI.

The MOH concluded that a new strategy, like self-learning, was needed to improve the
health workers’ skills. Although supervision provides additional information about
health worker skills in IMCI, it was not possible for a provincial focal person to conduct
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frequent supervisory visits to district health centres owing to training commitments. The
MOH, therefore, decided to:

� Focus on training District Management Teams (DMT) in IMCI;

� Introduce a self-learning strategy for improving health worker skills;

� Implement activities within communities and families; and

� Start pre-service training in IMCI for future doctors and nurses.

A self-learning strategy would be used for all future IMCI training. The proposed
strategy would include regular supervisory visits to trained health workers by members
of a District Management Team (DMT). According to the strategy, provincial
supervisors would introduce the approach to DMTs during 2-day workshops at the
district level. DMTs would then complete the 7-day self-learning training course, after
which the DMTs would introduce the same modules to district health workers in 2-day
workshops. One month after the workshops, the DMTs would conduct integrated
supervisory visits to evaluate what the health workers had learned. Two months after the
workshops the DMTs would review the process, as well as the IMCI clinical guidelines,
with the health workers. And three months after the initial workshop, the DMTs would
conduct a second integrated supervisory visit, and certify the health workers.

The question raised for further investigation is whether or not self-learning training
leads to results that are similar to the standard IMCI course in terms of health worker
performance.

Discussion

During the discussion, the presenter made it clear that the materials used for the self-
learning approach would be different from those used in the standard IMCI course.

The participants discussed the potential benefits and challenges of the self-learning
approach. Among the benefits, it was suggested that on-the-job self-learning could
incorporate local needs and provide more opportunities for self-assessment. It was
suggested that an on-site mentor should be identified, who could contribute to self-
reliance and reduce the need for external supervisory visits. Discussing the challenges
of the self-learning approach, the participants mentioned that not all training, for
example the training of DMTs, can be conducted in this way. In addition, self-learning
is limited by the literacy level of the learners, by the need to assess their progress and
provide them with feedback to improve their performance, and by the need to have a
sufficient number of patients for clinical practice.

The self-learning approach was considered a promising alternative to the standard IMCI
in-service training course. However, it was suggested that more experience and careful
evaluation of the approach were needed before it could be expanded.

Concerning the role of supervision in the evaluation of IMCI, it was suggested that
supervision could provide information about health workers’ performance. However,
methods should also be identified to evaluate the performance of the health system in
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relation to IMCI, including an evaluation of supervision itself as a routine activity
within the health system.

3.6    Impact of quality assurance approaches on compliance with IMCI

A representative of the Quality Assurance Project (QA Project) presented experience
and research related to improving health workers’ compliance to the IMCI clinical
guidelines. Information was provided on rapid assessment and feedback, quality
improvement teams and supervisory interactions.

Rapid assessment and feedback.  A rapid assessment tool, based on the health facility
assessment tool developed by BASICS, was used in Niger to conduct a rapid but
comprehensive assessment of health worker performance. The tool included direct
observation of health workers, exit interviews with clients, interviews with health
workers, and facility record review and inventory. Feedback was then provided at
district workshops and during supervisory visits to health centres.

Preliminary results showed that feedback appears to raise the level of low-performance
areas, but did not reinforce high-performance areas. It was concluded that (a) feedback
has an impact on performance but for a short duration, (b) feedback should reinforce
good performance as well as target poor performance, (c) feedback alone cannot
substitute for training, and (d) training and direct feedback may be the most effective
combination of interventions for sustaining performance.

Quality improvement teams.  The QA project considers quality improvement (QI) teams
to be a key component of quality management because QI teams help health care
providers solve problems at the facility level using simple tools. The project trained and
supported a number of QI teams in Niger and Kenya. The following preliminary results
were presented.

In Niger, 68 problem-solving teams, involving health facility staff and community
members, were trained. Data showed that the facilities with QI teams were twice as
likely to perform above average on IMCI indicators than facilities without QI teams.
Facilities with QI teams performed above average (p = 0.008) on overall health worker
compliance to the IMCI clinical guidelines and on specific IMCI indicators. It was
concluded that there was some association between the presence of QI teams and health
worker compliance to the IMCI clinical guidelines. However, more research is needed
to show a linkage between QI teams and IMCI performance.

An ongoing study in Kenya produced quite different results. QI teams were trained in
67% of health facilities in two districts. Supervisors and District Health Management
Team (DHMT) members trained the teams on site and then coached the teams. All
facilities within the two districts received assessment and feedback. The results of 740
observations showed that 62.4% of health workers looked for danger signs, 32.4%
checked for all major symptoms, 62% treated the child correctly, and 71% counselled
the mothers sufficiently. In addition, only 8.5% correctly assessed the child and 18.3%
classified correctly. Some 34.5% of all severe cases were referred. The preliminary
conclusions from the experience in Kenya were (a) the results were disappointing in
terms of improving overall health worker compliance to the IMCI clinical guidelines,
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(b) this may have occurred due to a design issue (i.e. teams were functioning outside of
a QA context), (c) it may be necessary to focus QI training on specific problem areas,
and (d) the time interval between intervention and assessment may have been too short
to detect a change in complex behaviours.

Supervisory interactions. The experience of research on ‘Supervisory Interactions and
Practices in Zimbabwe’ was presented. The study objectives were to (a) describe and
analyse current supervisory practices in Zimbabwe, (b) obtain the perceptions of
supervisors and health workers on supervisory interactions, (c) identify the strengths
and weaknesses of supervisory interactions and practices, and (d) make
recommendations on how to improve supervision. Data were collected by several
means, including audio taping of interactions, structured observations, interviews with
supervisors and providers, and documentation of supervision activities and supervisory
checklists.

Selected results showed that an average of 46% of a supervisor's time was allocated to
facility-related issues, 18% to patient care, and 11% to interaction with clients. All
supervisors said that they praised the health workers. However, only 67% of health
workers reported being praised. Only 17% of praise was related to patient care. Most
praise was very general, such as ‘You are doing well. Keep it up’.

Almost all supervisors reported using supervisory checklists. However, only 33% were
observed to use one. Of those using a checklist, none went through the entire checklist
during a supervisory visit. The type and use of checklists differed significantly among
supervisors. Only 33% of checklists had space for recording. And the results obtained
through checklists were seldom discussed with providers.

Supervisors almost never invited health workers to participate in problem identification,
prioritization, and problem-solving. Health workers rarely told supervisors about their
problems or asked them for help. Only 25% of providers reported that supervisors
helped them solve a problem in the past 6 months. At the same time, 75% of supervisors
reported giving help.

Based on the results of the research in Zimbabwe, the following intervention was
proposed for field-testing: (1) training of supervisors in four key skills: encouraging
provider participation, identifying strengths and weaknesses, giving progressive
feedback, and problem-solving with providers; (2) development and introduction of a
guide to help supervisors engage in structured on-the-job training of health workers; (3)
taping and self-assessment of consultations to be reviewed with the supervisor; (4)
quarterly meeting of supervisors to share experiences and discuss supervisory problems;
and (5) mentoring of supervisors by skilled trainers.

Discussion

The participants suggested that the cost of the interventions presented may prohibit
large-scale implementation. They also expressed some concern about the inconsistent
results of feedback. It was pointed out, however, that performance should not be viewed
as a steady state. Some performance variables may decrease, but then increase to a
higher level. It was suggested that the overall trend in performance should be upward.
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It was mentioned that, in Peru, client satisfaction was the main issue and not time of
consultation. The presenter agreed and explained that after the introduction of QI teams
in Niger, the time of consultation dropped from 4.5 hours to 45 minutes. However,
interviews with mothers showed that they would wait longer if the quality of care was
good. A similar situation was found in the Philippines.

3.7 Factors for achieving sustainable quality management: experience with the
Laos-German family health project

The presenter summarized the experience gained from the Laos-German family health
project and discussed the factors that contribute to sustainable quality management.
Among the factors discussed were empowerment, development of knowledge and skills,
definition of responsibilities, and motivation.

The importance of integrating IMCI into overall Primary Health Care (PHC) was noted.
In Laos, the IMCI strategy will be implemented in rural and remote areas where infant
and maternal mortality are highest, access to services is limited, the level of economic
development is low, and there are few possibilities for supportive supervision from
higher levels.

It was suggested that the IMCI strategy should promote empowerment of all possible
actors, particularly at the community level. This could be achieved through bottom-up
planning and implementation that is supported by higher levels and by different sectors.
The presenter stated that improved knowledge and skills, clear definition of
responsibilities, motivation, accountability and transparency are factors which
contribute to empowerment.

Development of the knowledge and skills of health workers should include formal
education in medicine as well as other relevant areas such as administration,
teaching/learning, communication, medical ethics, and health economics. Knowledge
and skills can also be developed through non-formal training such as self-learning,
supportive supervision and study tours. The presenter suggested that each health worker
should eventually become a trainer. For this reason, it was noted that all health workers
should develop teaching/learning skills.

Activities identified in related to definition of responsibilities were self-written job-
descriptions, responsibility for a coverage area, budget authority, and functions related
to training and supervision. For the private sector, responsibilities might include
organizing groups to act as partners in the development of regulations, quality control,
and training. These activities might also be considered for patients, communities, higher
level authorities and other sectors.

With regard to motivation, it was mentioned that ‘demotivators’ are common and
persistent and that motivators are rare and fragile. It was suggested that motivation
could be strengthened through, among other factors, clear definition of needs and
foreseeable advantages of good performance, as well as through accountability and
transparency in relation to budgets, costs, expenditures, responsibilities, decision-
making, achievements and problems.



Maintaining the Performance of Health Workers Trained in IMCI                                                                    

13

Discussion

During the discussion, it was mentioned that decentralization of budgets was needed for
empowerment. However, it was suggested that communities could identify resources
themselves and decide when and how to give incentives to health workers. Incentives
might be monetary or in kind (e.g. a bag of rice). For example, health workers in Peru
were given Identification Cards.

Concern was expressed about the participation of nongovernmental organizations
(NGOs) in activities on quality management and their coordination. In Laos, GTZ
supported the creation of a National Institute of Public Health which would, in theory,
help to integrate and coordinate NGO activities in the health sector.

3.8    IMCI indicators and health facility survey

The presentation introduced the IMCI priority indicators, described the IMCI health
facility survey tool which was developed by the Interagency Working Group on IMCI
Monitoring and Evaluation, and described selected elements of the multi-country
evaluation (MCE) of IMCI.

The main messages of the presentation were:

� The use of standard IMCI indicators will enhance the comparability of results;

� The IMCI health facility survey will be useful in comparative evaluations of
interventions; and

� The multi-country evaluation of IMCI will provide some additional tools, measures
and descriptive results.

Selection of global IMCI indicators is based on the following criteria: (a) the number of
indicators may be limited, yet they address a range of IMCI interventions and grasp the
‘critical steps’; (b) they will indicate both achievements and difficulties; (c) they will
maximize comparability by limiting the need for adaptation; (d) they provide results that
are valid; (e) the indicators are measurable with a low-cost approach; and (f) they
support building on experience gained from previous programmes.

It is expected that the indicators will be used to (a) measure change at the household and
community level, (b) assess progress towards objectives that help the district and
national health authorities to make decisions, (c) monitor implementation of national
and international projects, and (d) provide comparable data for global monitoring and
research.

Priority indicators for each component of the IMCI strategy were selected and agreed
upon by several collaborating agencies. The IMCI health facility survey tool was
designed to measure the IMCI indicators, and can be adapted to different survey
objectives and different levels of resources. It can also be used in various evaluation
designs (e.g. cross-sectional, baseline, or after the intervention). The survey methods
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included in the tool are observation of case management, exit interviews, re-assessment
of sick children, and review of facility supports.

The objectives of the health facility survey are to:

� Assess the quality of care delivered to sick children attending the outpatient
departments of first-level health facilities in the survey area;

� Assess the carer’s satisfaction and understanding of a child’s treatment and home
management after visiting a first-level health facility;

� Assess health system supports for child health care; and

� Estimate the extent of utilization of first-level health facilities for sick children.

The final part of the presentation described the multi-country evaluation (MCE) of
IMCI. Several technical partners are collaborating in the MCE with the following
objectives:

� To describe the effects of IMCI interventions on health worker performance, the
health system, and family behaviours;

� To determine the impact of the IMCI strategy as a whole on child health (nutrition,
mortality); and

� To evaluate the cost and effectiveness of IMCI.

The MCE will involve 4 to 5 different studies using compatible designs. A minimum
time-frame of two years is expected to show an impact. Examples of designs were
presented for Bangladesh, Tanzania, Uganda and Peru. Several elements related to
maintaining health worker performance are included in the MCE, such as the
development of indexes for some aspects of performance and methods to evaluate the
health workers’ ability to manage “rare events”. In addition, the MCE will document an
array of interventions and provide opportunities to test recommended interventions in
selected sites.

Discussion

A question was raised about the possibility of using the health facility survey as a
supervisory tool. The presenter explained that IMCI indicators used in the health facility
survey could be incorporated into a supervisory tool. However, the health facility survey
itself was designed as a tool to evaluate the IMCI strategy, and not as a supervisory tool.

There was some concern about the feasibility of conducting the health facility survey. It
was suggested that adequate measures could also be obtained through a system of
continuous data collection. The system could promote learning during the process, as
well as facilitate a network of facilities and allow for quicker analysis and use of data. It
was suggested, however, that this would require multidisciplinary teams collaborating
closely with the Ministry of Health (MOH).
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3.9.     Overlap with approaches for inpatient care

An Informal Consultation on Possible Approaches to Improving the Quality of
Paediatric Care in Small Hospitals was held in WHO, Geneva, from 19 to 21 June 2000.
The objectives of the consultation were to:

� Consider the implications of the 7-country study of child care in small hospitals on
improving the quality of paediatric referral care;

� Review the experience in promoting improved quality of paediatric referral care in
developing countries;

� Identify approaches for improving the quality of paediatric referral care; and

� Identify the research needed to provide evidence for effective strategies for
improving the quality of paediatric referral care.

The presenter suggested that common methods could be used at both first-level and
referral-level facilities to maintain health worker performance. The main approaches
discussed were methods for facility-based quality improvement and accreditation.

The following characteristics of facility-based methods for maintaining health worker
performance were presented: (a) the use of problem-solving methods; (b) the use of
participatory or team approaches to identifying and solving problems; (c) the need for
ownership of the process by health workers; (d) the need for a stepwise process to
improve the quality of care over the long term; (e) the concept of applying cycles of
assessment of performance, planning and actions to improve the performance; (f) the
use of supportive rather than punitive supervisory processes; (g) the need for local
collection of data and their immediate use; (h) the need to share experiences with other
facilities; (i) the need to develop affordable and feasible tools to collect data; (j) the
need for guidelines to help implement the approach; and (k) the need for consistent
support from the higher level health authorities.

It was suggested that health facilities could be accredited if the health workers
performed according to a defined standard. However, criteria or standards for
accreditation need to be developed, as well as guidelines on how to implement the
accreditation. The tools should be field-tested before they are introduced into a health
system.

The presentation concluded that similar approaches could be used to maintain health
worker performance of IMCI at outpatient health facilities and to improve the quality of
paediatric referral care. Work is needed to develop and field-test guidelines and other
materials for implementing these approaches. There is also a need to evaluate different
approaches in order to compare their cost, effectiveness and sustainability.
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Discussion

The participants discussed the issue of who should be the key agents of change, and
what forces could be used to drive and maintain the change. It was suggested that
patients’ associations, as well as management and professional organizations could be
potential agents of change.

Some principles for the facility-based approach to quality improvement were
emphasized. They included (a) the use of data at the peripheral level, (b) a focus on the
perspectives and needs of patients, and (c) continuous cycles of improvement.

4.    Results of Work by Two Groups

During the second day of the consultation, the participants were divided into two groups
to discuss promising approaches, methods of comparison, and research priorities related
to supervision and accreditation. The results of the group discussions are summarized
below.

4.1   Group 1.    Supervisory systems: promising approaches and research priorities

Group 1 was asked to identify promising approaches, methods of comparison, and
research priorities related to supervisory systems. The group agreed that in order to
maintain health workers’ performance at the facility level, the focus of interventions
should be on the health district as a whole, and not on supervision alone. The group felt
that a number of assumptions should be clarified before attempting to develop any
recommendations.

The assumptions were as follows:

� Supervision is just one approach to maintaining performance;

� CAH is not advocating the creation of new supervisory systems in countries;

� Follow-up after training could be used to improve the ability of district health
managers to provide supportive supervision;

� Performance should not be viewed as constant, because skills change and the
standards themselves can change over time;

� In many countries, supervision tends to concentrate on administrative issues rather
than on the clinical performance of health workers.

After agreeing on these basic assumptions, the group discussed the possible status of
supervision in countries and identified the following three scenarios:

� No supervision
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� Vertical supervision for specific programmes such as malaria, immunization (EIP),
etc.

� Integrated supervision (i.e. either "integrated trip supervision" during which several
supervisors for different vertical programmes work together, or "true integration"
where one supervisor is trained to supervise several different programmes).

The group then discussed the factors, other than training and follow-up, that could
contribute to maintaining health worker performance. The factors considered were: (a)
the ability of individuals to take responsibility for their own work; (b) supportive
interpersonal relationships; (c) teams that are committed to improvement; (d) supportive
and facilitative external supervision which provides a link to the larger health system;
(e) ongoing self-assessment at all levels;  and (f) good work processes and systems.

Based on the assumptions and contributing factors described above, the group
concluded that promising approaches to improve health workers’ performance should
involve the following elements:

� Empowerment of the health facility to take responsibility for its own quality;

� Involvement of both health facilities and district management; and

� Selection of trainees after an initial self-assessment.

The group then focused on the element of empowering health facilities to take
responsibility for their own quality. They discussed the fact that empowerment would
require changing the culture and attitudes at the level of the facility, including
improving the work environment, the processes of work, and the system of health care
delivery. They identified a need for the following: information and data at district and
facility levels to use for decision-making; definition of standards of care; installation of
cycles of improvement within health facilities, with periodic external support; creation
of multidisciplinary teams for quality improvement; use of problem-solving
methodologies; processes that are depersonalized and emphasize service delivery;
emphasis on the needs of both the clients (patients and child carers) and the provider;
participation of communities; assurance of essential equipment and supplies; planning;
conflict management; and an instrument to support and guide the process.

The group considered that the process of empowering health facilities should be
sustainable (using local resources), comprehensive (covering all aspects of health care
delivery, i.e. integrating all vertical programmes), and participatory. Participation
should include the involvement of communities or community-organized groups in
problem-solving processes that are assisted by locally generated data or information. In
addition, process and intermediate indicators should be selected to monitor and evaluate
progress. The process should also include a mechanism for sharing information and
experiences with other health facilities.

It was suggested that the above elements could be incorporated into a cycle of
continuous improvement that would comprise activities such as assessment,
identification of necessary changes, planning, action and reassessment. Assessment
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should identify current practice, its variations, and compare it to defined standards.
Gaps and necessary changes could be identified through discussions within a team. The
discussions should then lead to a plan of activities that includes a definition of staff
responsibilities.

The group agreed that the availability of district and health facility staff with knowledge
and skills in technical, managerial, team and interpersonal areas (i.e. technical and
improvement knowledge) would be prerequisites for the process to occur. The group
suggested that staff at both health facility and district management levels would need
competencies related to self-awareness, self-motivation, social awareness, facilitation
and management of teams or groups, interpersonal communication, data collection and
use, self-assessment, peer review and feedback, conflict management, personal and
team planning, joint problem-solving, and community mobilization.

They suggested that capacity should be built within existing health systems to promote
and support self-supervision. At district management level, competencies should be
built to provide supportive supervision and mentoring or coaching (i.e. on-the-job
training). Capacity-building should be centred on current practice and include skills
such as how to conduct joint problem-solving and how to collect data that can be
quickly analysed in order to provide immediate feedback.

The group then discussed how this new approach could be incorporated into the
implementation of the IMCI strategy. It was suggested that the IMCI clinical guidelines
could serve as the standard of care for children under 5 years of age at first-level health
facilities. It was also suggested that possible modifications could be made to the current
IMCI training course to include guidance on how to improve the quality of care in
health facilities. For example, training in ‘problem-solving’ and ‘quality improvement’
might be incorporated into the IMCI training materials and the materials for follow-up
visits.

With regard to methods of comparison, the group identified a need to compare the
proposed approach with current practice. They agreed that the units of observation
should include health workers, health facilities, clients, and processes. It was suggested
that the following elements should be compared: (a) quality of care (overall care
delivered to the mother/child and not individual health worker performance), (b) the
improvement process and, (c) satisfaction of the child carer.

Regarding priorities for research in this topic, the group recommended comparing the
quality of care in places where IMCI is being implemented with and without the
proposed approach.

4.2   Group 2.    Accreditation and incentives: promising approaches and research
                            priorities

Group 2 was asked to identify promising approaches, methods of comparison, and
research priorities related to accreditation and incentives. The group discussion
followed roughly the discussion points that had been formulated for the group work. It
was felt that improvements in supervision and managerial support within districts would
always be an integral part of any formal quality assurance activity, such as
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accreditation. There was also a sense that it would be premature to discuss in detail the
methods of comparison.

The group recognized that no formal and comprehensive quality improvement or
management approach had ever been applied to IMCI. It was emphasized that IMCI had
always been seen as an integral part of primary health care (PHC). Therefore, all efforts
to maintain and improve the performance of health workers at that level should promote
integrated approaches within PHC. Quality improvement approaches should be applied
to other health strategies and not only to IMCI. If that is the case, the methodology
might not be specific to IMCI and synergies between different strategies could result in
an enhanced overall impact.

The group suggested that the existence of well defined and evidence-based clinical
guidelines and the structured process of IMCI implementation would facilitate formal
quality improvement. Another strength of the IMCI strategy is that the tools and
interventions, such as the guidelines for follow-up after training, could be used to
strengthen capacity for support and supervision. The standards used to define the quality
of care should include all three components of the strategy.

The group also felt that resources from formal training might be shifted to quality
improvement activities. In this context the role of the district health team for primary
health care and WHO's role in strengthening the capacity of those structures were
discussed. Any initiative for formal quality assurance for IMCI would have to be linked
with ongoing initiatives in this area from other WHO Departments focusing both on
specific health conditions and on the health system as a whole.

After a discussion on the concept and methodology of quality assurance applied to
IMCI, the group concluded that accreditation is a powerful tool to improve the quality
of care.

However, attention should be given to the following elements that are needed for formal
accreditation:

� Defined evaluation criteria (e.g. scoring);

� An external and respected body that can carry out evaluation and accreditation;

� Defined intervals for re-evaluation and re-accreditation; and

� A defined evaluation methodology.

IMCI could serve as a framework for a supportive or facilitated accreditation process
that involves both health services and district management. The accreditation process
should foresee several sets of increasingly rigorous accreditation criteria, which are used
with the goal of helping facilities to improve quality through a series of gradual steps.
Decisions will need to be taken on scoring, frequency of assessment, and recognition of
accreditation, as well as content methodology. A body would have to be created to take
responsibility for ongoing accreditation, as well as for financial support to conduct the
process including human resources.
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At district level, standards or criteria for the quality improvement process in IMCI
implementation need to be developed. These standards or criteria should include process
indicators that will document improvements in quality. For this purpose, existing studies
on quality of care in IMCI should be reviewed to guide this development. The possible
role of IMCI milestones in setting and promoting such standards and criteria should be
explored. In addition, the IMCI Health Facility Survey (HFS) could be expanded to
assess the process of quality improvement at district level. Also there is a need for a
simple tool for self-assessment/appraisal and external assessment. A revised HFS tool,
and the development of a simple self-assessment tool, could serve as a starting-point for
the quality improvement process

After the standards for the quality improvement process have been defined and the
assessment instruments have been developed, there will be a need for technical
assistance to train consultants and surveyors to strengthen their capabilities in
implementing self-assessment of health workers and external assessment, and to address
problems in facilities with quality improvement skills such as problem-solving and
support-building. Any specific intervention for problem-solving and support-building
should be accompanied by a proper evaluation of their costs and effectiveness.

The formal quality improvement approach for IMCI, which contains the elements listed
above, should be field-tested in a limited number of countries. The group noted that
political support is crucial for the success of the process, and suggested that WHO
should take a central role in fostering this support.

5.    Conclusions and Recommendations

5.1 Conclusions

The Informal Consultation reviewed experiences related to maintaining the performance
of IMCI-trained health workers, and identified areas for possible research and
development.

The participants discussed a number of factors that affect health worker performance,
including knowledge, skills, clarity of responsibilities, level of empowerment, and
motivation. For initial IMCI training, the participants considered the standard IMCI
course and alternative approaches to training, such as pre-service training, distance
learning, and on-the-job training. The participants examined the extent to which IMCI
training could rely on self-learning, because this is limited by the level of literacy of the
learner, the need to assess the learners’ progress and provide feedback to improve
performance, and the need for clinical practice with patients. They stressed that any
approach to IMCI training should include supervised clinical practice with patients.

Several different approaches for maintaining health workers’ performance after training
were presented and discussed. The participants considered interventions such as regular
supportive supervision, accreditation, the use of supervisory checklists, cost-recovery
systems for drugs, non-financial incentives, rapid assessment and feedback, quality
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improvement teams, local collection and immediate use of data for problem solving, and
self-assessment.

It was suggested that similar approaches for maintaining health workers’ performance
could be used at both first-level and first-referral level facilities. Self-assessment and
problem-solving were seen as fundamental features of any intervention. It was
suggested that self-assessment could be used, before training, to assess information and
training needs, and, after training, to evaluate the performance and gather information
for problem-solving.

In many countries, first-level health facilities are operated by a single health worker.
The participants felt that this situation should be considered when interventions are
developed for improving and maintaining health workers’ performance. In addition, it
was felt that the cost of quality improvement activities need to be considered and
reflected in the budgets of national authorities, technical agencies and donors.

During the group work, the participants agreed that supervision and accreditation can
contribute to improving and maintaining health workers’ performance. However, they
suggested that a comprehensive approach which focuses on the health district as a
whole, and not on supervision or accreditation alone, is needed. They emphasized that
IMCI is only one component of primary health care (PHC), and that supervision and
accreditation are just two interventions that can be used within a health system to
improve the overall quality of PHC. In addition, it was suggested that any intervention
for maintaining health workers’ performance needs to be sustainable (using local
resources), comprehensive (covering all aspects of health care delivery, i.e. integrated
into an overall primary health care system), and participatory.

Efforts have been made in many countries to link follow-up after IMCI training to
ongoing supervision. However, in most countries regular supervisory support,
particularly at first-level health facilities, is limited or non-existent. For example, the
presentation from Madagascar showed that it was not possible for provincial focal
persons to conduct frequent (i.e. monthly) supervisory visits to district health centres.
Research in Zimbabwe showed that even when supervision occurs, supervisors tend to
focus on issues related to health facilities, rather than the health workers’ performance,
and they seldom involve health workers in the identification, prioritization and solution
of problems.

In both working groups, the key concepts of empowering health facilities to take
responsibility for their own quality, and establishing continuous cycles of improvement
were discussed. The participants felt that this would require a change of culture and
attitudes, including improvements in the work environment, the processes of work, and
the system of care delivery.

With regard to the development of new interventions and materials, the participants
suggested that IMCI already provides well-defined standards for case management as
well as tools for planning IMCI implementation, training health workers, carrying out
follow-up after training, and surveying first-level health facilities. It was felt that these
interventions and tools could serve as a starting-point for a process to improve and
maintain the performance of health workers. The participants also suggested that
methods for strengthening the skills of health workers and district managers in team-



Maintaining the Performance of Health Workers Trained in IMCI                                                                    

22

building, problem-solving, supportive supervision, and mentoring might be incorporated
into the IMCI training materials, including materials for course facilitation and follow-
up. However, there was concern that adding training objectives or extending the
duration of the standard IMCI training course might impair its quality, because the
content of the course is already crowded.

Regarding research needs, it was suggested that the standard IMCI indicators, as
developed and endorsed by the interagency working group, should be used whenever
possible in order to enhance the comparability of the results of research and evaluation.
A suggestion was made to carefully evaluate whether the results of on-the-job training
and self-learning training are similar to the results of the standard IMCI course in terms
of health workers’ performance. In addition, it was recommended to compare the
effectiveness of interventions for maintaining health worker performance, either as
single interventions or as a package, with current practice.

5.2 Recommendations

The results of this Informal Consultation should help guide the research and
development work of WHO/CAH in the area of maintaining the performance of health
workers trained in IMCI.

To this end, it was recommended that WHO/CAH should:

� Make an inventory of the guidelines and approaches for supervision of health
workers in primary health care (PHC), which have been developed or promoted by
WHO. This inventory should include an analysis of the findings, as well as
recommendations on how the guidelines and approaches might be incorporated into
interventions aimed at maintaining the performance of trained health workers.

� Consider how elements of quality improvement approaches could be incorporated
into existing IMCI materials such as the planning guide, training modules, course
facilitators' guides, guidelines for follow-up after training, and the health facility
survey tool.

� Identify and field-test a quality improvement model which addresses key factors that
affect health worker performance and which can be applied within an integrated
primary health care system in order to maintain the performance of health workers
trained in IMCI.
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