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SUMMARY 

Since first introduced in 1995, Integrated Management of Childhood lllness (IMCl) has 
become a major strategy for child survival, healthy growth and development in an increasing 
number of countries in the Western Pacific Region. The first IMCI workshop held in Ha Noi, 
Viet Nam in October 1999 called for participating countries and partner agencies in the Region 
to advocate IMCI as the main strategy in child health and to put child health higher on the 
political and development agenda. Four years after the first regional workshop, 12 countries 
are implementing IMCI and expanding it in geographical coverage and scope of activities. 

New approaches, directions and partnerships in child health have evolved as countries 
strive to improve their health indicators towards the attainment of the Development Goals of 
the Millennium Declaration (MDGs). A gathering of representatives ofIMCI implementing 
countries and partner agencies in child health was therefore warranted to review the progress 
made to date, draw lessons from country experiences, share materials, tools and methods in 
new technical areas of child health, and to discuss strategies to scale up IMel in the Region. 

The second Regional Workshop on IMCI was held in Manila, Philippines from 
25 to 29 August 2003. The objectives of the workshop were: 

(1) to review progress in child health since the first regional IMCI workshop, and to 
share country experiences and lessons learned; 

(2) to discuss the latest developments in child health, including materials, tools and 
methods in the major technical areas, particularly pre-service education; 

(3) to review the Regional Framework for Community IMCI and discuss the way 
forward in improving family and community practices; and 

(4) to identifY ways to ensure the sustainability ofIMCI within the context of child 
health and health system development, enhance partnerships and outline a plan for 
resource mobilization and scaling up of IMel in order to maximize child health 
outcomes in the Region. 

Attended by around 80 participants, the workshop examined current approaches to child 
health in the Region, and was impressed by the progress made by countries in advancing public 
health approaches in child health. At the same time, the workshop was very concerned about 
the 3000 under-five deaths that still occur in the Region every day, even though effective life
saving interventions are available. The workshop called for intensified action in child survival 
involving the governments and international health community alike in the joint efforts to save 
children's lives. 

In light of the forthcoming discussions on child health at the 54th Session of the Western 
Pacific Regional Committee, the workshop made the following conclusions as a way forward in 
child health in the Region: 

(1) Impressive progress has been made in IMel implementation in the Region. 
Twelve countries have embraced IMCI as the strategy to reduce childhood 
mortality and morbidity, and II countries have already passed the comprehensive 
adaptation process. 
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(2) Countries are now facing the challenge of scaling up IMCI to maximize coverage 
of the priority child health interventions covered by the IMCI strategy to promote 
child survival, growth and development. This requires change. The focus must 
shift from process to health outcomes that are directly linked to the reduction of 
child mortality and morbidity. 

(3) There is a strong interest and general acceptance of all stakeholders to 
institutionalize IMCI by including it in the pre-service education of doctors, nurses 
and midwives. 

(4) Teaching institutions provide a valuable setting for promotion, advocacy and 
visibility of child survival interventions, since a large proportion of newly qualified 
graduates find their first jobs at the primary health care level where they provide 
care to children and counsel caretakers. 

(5) Key family and community practices are evidence-based and help promote growth 
and development, prevent disease, increase use of health services and reinforce 
messages for health care providers. 

(6) WHO, the United Nations Children's Fund (UNICEF), nongovernmental 
organizations, community-based organizations and other partners assist 
governments and communities to put key family and community practices in place, 
albeit through different mechanisms and under different names. There is a need for 
national coordination for resource generation and maintenance of standards using 
indicators as well as enabling health policies that allow collaboration in community 
child health activities between all stakeholders. 

(7) The four elements of the Regional Framework for Community IMCI, partnerships 
and linkages, community participation, health information and promotion, and 
means for improving key practices will be the key to improve community and 
family practices. 

(8) The approach to mobilize resources for IMcr and other aspects of scaling up 
should be reviewed by countries and by the WHO Regional Office for the Western 
Pacific, taking into account the many useful suggestions made by the workshop 
participants. 

(9) The workshop request that WHO and UNICEF make every effort to harmonize the 
promotion and implementation ofIMCI and Integrated Early Childhood 
Development (IECD) strategies to avoid confusion and competition for funds and 
to enhance their true complementarity. 

(10) The workshop requested that the forthcoming Western Pacific Regional Committee 
of WHO discuss ways of revitalizing and intensifying child survival activities in 
countries and areas where mortality remains high, in keeping with a commitment to 
the achievement ofMDG 4 which calls for reducing the under-five mortality by 
two thirds based on the 1990 figures. 

(II) Any new initiative on child survival, using IMCI and IECD as the main tools, 
should be well focused in content and well-targeted at the most vulnerable 
children, clearly state the expected outcomes and regularly monitor progress on a 
key set of indicators. 



1. INTRODUCTION 

1.1 Background 

The Western Pacific Region has experienced significant overall improvements in child 
health during the past years. Yet, 3000 children under-five years old die every day in the 
Region, indicating that child mortality and morbidity continue to be major public health 
concerns in a number of countries. Preventable communicable diseases take a heavy toll on 
children, and poverty, unhealthy environments and low levels of access to and utilization of 
quality health services further contribute to the situation. 

Since its introduction in 1995, Integrated Management of Childhood lliness (MCI) has 
become a major strategy for child survival, healthy growth and development in an increasing 
number of countries in the Western Pacific Region. The first regional workshop was held in 
Ha Noi, Viet Nam in October 1999. The workshop called for participating countries and 
partner agencies in the Region to advocate IMCI as the main strategy in child health and to put 
child health higher on the political and development agenda. Four years after the first regional 
workshop on IMCI, 12 countries have responded to that call, expanding the IMCl strategy in 
geographical coverage and scope of activities. New approaches, directions and partnerships in 
child health and development have also evolved as countries strive to improve their health 
indicators towards the attainment of the Development Goals of the Millennium Declaration 
(MDGs). 

In view of the recent development in child health in the Region and the remaining 
challenges ahead in taking effective strategies to scale, a gathering of representatives of IMCI 
implementing countries and partner agencies in child health was warranted to review the 
progress made to date, draw lessons from country experiences, share materials, tools and 
methods in new technical areas of child health, and to discuss strategies to scale up MCI. The 
second Regional Workshop on IMCl was held in the premises of the WHO Western Pacific 
Regional Office, in Manila, Philippines from 25 to 29 August 2003. 

1.2 Objectives 

The objectives of the workshop were: 

(1) to review progress in child health since the first regional lMCl workshop, and 
share country experiences and lessons learned; 

(2) to discuss the latest developments in child health, including materials, tools and 
methods in major technical areas, particularly pre-service education; 

(3) to review the Regional Framework for Community IMCI and discuss the way 
forward in improving family and community practices; and 

(4) to identify ways to ensure the sustainability of IM CI within the context of child 
health and health system development, enhance partnerships and outline a plan 
for resource mobilization and scaling up of IMCI in order to maximize child 
health outcomes in the Region. 

1.3 Participants and resource persons 

This workshop brought together 77 attendees, including government officials from 12 
countries, eight regional resource persons as consultants and temporary advisers, and 26 
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observers. The latter included representatives from the Asian Development Bank (ADB), 
bilateral development agencies such as Japan International Cooperation Agency (nCA) and the 
Umted States Agency for International Development (USAID), research institutes, professional 
associations for paediatricians, nurses and midwives, Australian Agency for International 
Development (AusAID)-funded Women's and Children's Health Project in Papua New Guinea, 
MinIStry of Health officials from Indonesia and Japan, and a large number of nongovernmental 
organizations (NGOs) that are active in the field of child health in the Region. 

Ten WHO staff from Headquarters, regional and country levels served as the secretariat 
to the workshop, and as usual, the workshop was conducted with close collaboration with the 
United Nation Children's Fund (UNICEF) whose officers represented both regional and country 
levels 

The detailed list of participants is attached as Annex I. 

1.4 Opening remarks 

Dr Shigeru Omi, Regional Director of the WHO Western Pacific, opened the meeting. 
In his opening remarks, Dr Omi noted the considerable increase in the number of countries 
implementing IMCI since the last meeting in 1999. He pointed out that each day about 3000 
children under five years of age die from preventable diseases in the Region. He also reminded 
the participants that the causes of most of these deaths are known and that technically sound 
and effective interventions exist to prevent or treat the commOn conditions, yet they do not 
reach those children in greatest need. The necessity to scale up child health interventions 
covered by the IMCI strategy, and to target areas in greatest need was emphasized. He praised 
the good collaboration with UNICEF and other partners and called for using the potential of 
IMCI to contribute to the achievement of the MDGs. Dr Omi reminded the participants of the 
significant challenges related to the commitment towards the targets set, resources necessary to 
take essential interventions to scale, and sustainability of the efforts in child health. 

Dr Stephen J. Atwood, Regional Adviser, Health and Nutrition, UNICEF East-Asia and 
Pacific Regional Office (EAPRO), addressed the meeting on behalf of Dr Mehr Khan, EAPRO 
Regional Director. He likewise stressed the importance of the MDGs, reaffirmed at the United 
Nations Summit that offer clear and challenging objectives for the immediate future. Dr 
Atwood emphasized the opportunity for both agencies to focus on common goals. He also 
highlighted the MDG number 4 urging to reduce the under-five mortality by two thirds based 
on the 1990 figures, and that countries and stakeholders should focus on this goal through 
IMCI. He also pointed out the importance of taking into account the linkages and 
interdependence of the different MDGs. Dr Atwood encouraged participants to review, in all 
honesty, the achievements that have been made and the constraints faced with the IMCI 
implementation. This review should be used to improve the implementation of the strategy. 

Dr Myrna Cabotaje of the National Center for Disease Prevention and Control, 
Department of Health, Philippines, was appointed Chairperson, and Dr Tirnairna Tuiketei of the 
Ministry of Health, Fiji, was appointed Vice-Chairperson of the workshop. Five country 
representatives served as Rapporteurs. They were: Dr Gochoo Soyolgerel of the Ministry of 
Health, Mongolia; Dr David Mokela of Port Moresby General Hospital, Papua New Guinea; 
Dr Bounleua Oudavong of the Maternal and Child Health Centre, Ministry of Health, Lao 
People's Democratic Republic; Dr Sok Touch of the Ministry of Health, Cambodia; and 
Mr Len Tarivonda of the Ministry of Health, Vanuatu. 
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2. PROCEEDINGS 

The proceedings of the workshop were divided into four technical sessions. The first 
session presented global and regional overviews of child health and reviewed progress in IMCI 
implementation in the 12 participating countries. The following sessions focused in particular 
on the technical areas of pre-service education and improving family and community practices, 
while in the last session participants discussed issues related to scaling up and sustainability of 
IMCI, concluding the session with a visionary way forward for child health in the Region. 

The agenda of the Workshop is attached as Annex 2. 

2. I Session I: Progress in child health 

The objective of the first session was to review progress in child health since the first 
regional IMCI workshop, and share country experiences and lessons learned. Papers were 
presented on the global and regional overview and this was followed by country presentations 
by the 12 IMCI implementing countries. 

2. I .1 Global overview 

A significant overaJl reduction in child mortality has been achieved over the last decades 
but there are inequalities in this progress between and within countries. There is a global 
commitment to the MDGs, particularly the health-related ones, that should foster efforts of 
countries and the international health community to promote child survival and child health. At 
the same time, there are also challenges to be faced in progressing towards the MDGs that are 
not linked to the health sector. 

The recently published series of articles on child survival in the medical journal, The 
Lancet, and the considerable attention that they have stimulated have brought awareness to the 
issue of the fading attention in child health as well as the overall decline of funding levels. It 
was noted that it is also encouraging that the new Director General of WHO, Dr Jong-wook Lee 
has given renewed attention to child health and child survival. 

Preliminary key [mdings of the Multi Country Evaluation of IMCI effectiveness, cost 
and impact, and the Analytical Review of IMCI implementation carried out recently reiterated 
that IMCI leads to improved quality of care for children and enhanced coverage of essential 
health interventions, provided that sufficient resources are available. More advocacy for child 
health and a closer look at implementation related issues such as human and financial 
resources, monitoring and evaluation are needed. 

In the discussion that followed the presentation, the stewardship role of WHO as a 
technical agency was restated. It was also reiterated that there is a need for disaggregating 
national data on child health by geographic distribution and socio-economic detenninants in 
order to target child health interventions at areas and groups in greatest need, calling for a focus 
on interventions as opposed to universality. The role ofIMCI as a tool for achieving the MDGs 
in child health was pointed out as well as the need to keep it focused on the most prevalent 
conditions and to simplifY the overall messages to policy-makers. 

2.1.2 Regional overview 

Similar to the situation globally, there has been a dramatic decline in the under-five 
mortality level in the Region yet the decline has been unequal among countries. Strong 
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commitment exists towards the MDGs and the 12 participating countries have embraced IMCI 
as a major strategy to improve their child health indicators. Currently, one country, Kiribati, is 
m the mtroductlOn phase ofIMCI, while six of them (Fiji, Lao People's Democratic Republic, 
MalaysIa, Papua New Guinea, Solomon Islands and Vanuatu) are in the early implementation 
phase. Five countries (Cambodia, China, Mongolia, Philippines and Viet Nam) have proceeded 
to the expansion phase. 

Key achievements in countries with respect to IMCI implementation as well as 
improvements in quality of care after !MCI training and caretakers' satisfaction were presented. 
The dependence on sufficient facility support in order to achieve these improvements was 
recognized. It was noted that a total of about 14 000 health workers had been trained so far in 
the !MCI inservice courses in the Region. In order to broaden the coverage of !MCI skills, pre
service education is also being introduced in seven countries in medical, nursing and midwifery 
schools. 

After the presentation, participants acknowledged that considerable achievements had 
been made. However, these achievements were not yet sufficient to expect a considerable 
impact on the reduction in child mortality rates in the Region, as would be required to reach 
MDG 4 by 20 I 5. It was recognized that to continue business as usual was not an option. There 
was a consensus that the investments made in !MCI in the past were not sufficient to meet the 
needs. There was also a call to look more at child health outcomes that are directly linked to 
child mortality rather than to focus on the implementation process. 

2.1.3 !MCI implementation in countries 

Each country presented their progress in IMCI implementation, highlighting aspects of 
the strategy that were of particular importance in their settings. Overall, the countries showed 
considerable achievements. However, most of them raised tile issue that resources available for 
IMCI implementation were very limited. 

Viet Nam presented an impressive amount of work done over the last years, including 
activities relating to !MCI pre-service education and community IMCI, and showed how the 
necessary resources couId be mobilized, while Vanuatu stressed the logistical constraints it is 
facing given the geographical situation and limited human resources. The experience of 
Solomon Islands showed how political unrest could threaten IMCI implementation. 

The Philippines, like Viet Nam, was among the first countries in the Region to adopt 
IMCI and the country presentation focused on achievements in the area of pre-service 
education. Papua New Guinea showed how neonatal care can be addressed through IMCI but it 
also showed the considerable constraints faced in the implementation of !MCI given the general 
difficult conditions in the country. 

Mongolia's extensive geographical coverage ofIMCI implementation was impreSSive, 
while MalaYSia pointed out the needs for targeted implementation in limited geographical areas 
and sub-national adaptations. Lao People's Democratic Republic shared information on the 
progress made in IMCI implementation with very limited human resources. Kiribati, on the 
other hand, pointed out the importance of implementing all three components right from the 
start. Fiji was a good example of how good collaboration among different partners and 
programmes made progress possible' against all odds'. 

China presented the significant progress that had been made in IMCI implementation but 
also highlighted issues such as disparity between different regions within the country with a 
childhood mortality rate that is relatively low on national average. Cambodia was an example 
where support from NGOs can facilitate the implementation ofIMCI and this country also 
elucidated the need to explore possibilities of working with private health care providers. 
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In the discussions that followed the presentations, inequalities in progress towards the 
MDG to reduce child mortality (MDG 4) was pointed out again, and participants suggested that 
the Region could support country efforts in a more targeted way, focusing on the countries in 
greatest need. It was also stressed that there should be clear and fixed targets to achieve the 
MDG 4, and progress should be regularly monitored. It was recognized, however, that these 
targets must be achievable in the context of the country situation. It was also recognized that 
there was a need for more outcome data and that the focus had to shift from process to 
outcome. There was an agreement that more innovative ideas for taking IMCl implementation 
to scale should be generated during this meeting. 

2.2 Session 2: Strengthening the teaching of child health 

The second session discussed the latest developments in child health, including 
materials, tools and methods in pre-service education. Countries that had implemented IMCI 
pre-service education also shared their experiences. The session included two presentations, a 
field trip, a video presentation and group work on progress in and plans for IMCl pre-service 
education at the country level. 

2.2.1 Planning, implementing and evaluating the teaching ofIMCI 

The rationale for strengthening the teaching of public health approaches was introduced 
as it relates to key areas of focus within child health: care of the newborn, infant and young 
child feeding, !MCl and adolescent health and development. Particularly, the number of deaths 
during the first week oflife is decreasing more slowly than among older infants, and in order to 
save newborn lives, selected interventions for better neonatal health are needed in pre
pregnancy, during pregnancy, delivery and post-natal care. Among these interventions is 
improving health workers' skills. The importance of strengthening the teaching of child health 
as a way to provide a link to real life situations to newly qualified graduates, giving priority to 
the most serious health problems, and to promote rapid recognition and action were pointed 
out. 

Implementing !MCl pre-service education comprises four major steps as follows: 

(1) analyzing the situation; 

(2) planning how to strengthen teaching; 

(3) preparing teachers, materials and practice sites; and 

(4) evaluation. 

Several challenges to strengthen pre-service education, both at national and institutional 
level, were discussed. These challenges include reaching consensus on health priorities, 
strengthening the health system to allow graduates to use newly acquired skills and ensuring 
coordination of teaching between different academic programmes and units. Global 
recommendations defining the characteristics of a socially accountable curriculum of 
competent teachers and students/future practitioners were stressed. It was emphasized that 
strengthening pre-service education is a phased and cyclic process. 

The issue of costs and sustainability when preparing materials at the country and 
institutional level was also discussed. Teaching, learning and student assessment materials for 
pre-service education have been developed by WHO and are available. Copies of some of 
these materials were also distributed at the workshop. 
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. Following the presentation, comments made were on the importance of educating 
medIcal students about public health priorities, and the need to prepare the health facilities for 
the IMCI skilled health workers. In this process, consultations between the institutions and the 
health system are crucial. Regarding student assessment, it was noted that there is a need for an 
IMCI standard test since the one that has been developed so far depends on the different 
methods used by institutions for student assessment. 

2.2.2 Field trip to the University of Santo Thomas College of Nursing 
~ 

The University of Santo Thomas was founded in 1671 and the Nursing College was 
established in 1946. The Nursing College currently has 1708 students. The nursing 
programme is a four-year programme. The teaching of IMCI was introduced to the College in 
June 2002, and the teaching of students started five months later. IMCI was integrated into 
level three of the second semester curriculum. 

The process of developing materials included condensing the IMCI inservice training 
modules into shorter versions, reprinting the chart booklet, preparing the wall charts and video 
exercises and printing IMCI forms. Quizzes and examinations in electronic form were 
developed, and feedback to quizzes was also prepared in electronic presentations. A room to 
teach and assess practical skills was identified. 

Teaching activities consist of classroom teaching, inpatient sessions, skills laboratory 
practice and outpatient sessions. Students' assessment consists of a written, video and practical 
examinations. The students obtain an IMCI grade which is one of the criteria for passing the 
subject. 

The workshop participants were divided into several groups to visit the different 
activities that were going on or were organized as simulations of everyday activities. These 
included inpatient and outpatient sessions, role-plays and video exercises. The participants had 
a chance to talk to the students and listen to their questions and comments. The students were 
generally very happy with the new approach to teaching, and expressed confidence in 
practising the skills that they had learned. 

The participants also discussed with the faculty issues and challenges on the introduction 
phase of IMCI pre-service education in the college. The College's vertical integration of the 
IMCI teaching throughout the academic year and the coordination between teaching units was 
praised. However, the number of clinical instructors per student (I to 12-14) was thought to be 
challenging, and the caseload per student (10 patients) seemed low for the practice of the full 
process of the IMCI guidelines. Challenges in the long run included sustaining the enthusiasm 
of the teaching staff and ensuring that the graduates can apply IMCI in their practice and 
contribute to the strengthening of the health system. It was suggested that the teaching staff be 
provided with further information on the technical basis of the good practice and updated 
epidemiological data to sustain their enthusiasm. 

2.2.3 Capacity building for IMCI pre-service education in the Region 

The Global Development Project for IMCI pre-service education and subsequent 
progress in pre-service education activities in the Region were discussed. Early examples of 
implementation in Fiji, Mongolia, the Philippines and Viet Nam were discussed. 

A summary of the workshop, "Academic Consultation on Pre-service Training in Child 
Health", that was held in Penang, Malaysia, July 2002, was presented. The Academic 
Consultation brought together key members of the academe from 12 countries in the Region to 
discuss the process, experiences and plans for pre-service education in child health with a 
partiCUlar emphasis on !MCI. The meeting facilitated the development ofa pool of resource 
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persons with a good understanding of the process, good knowledge of the tools and materials 
available and an ability to support national efforts in strengthening child health m countnes of 
the Region. 

Following the presentation, monitoring and evaluation issues in pre-service education 
were discussed. The need for continuing inservice training was also stressed. 

2.2.4 Strengthening the teaching of child health in Ho Chi Minh City, Viet Nam 

The experience of the University of Pharmacy and Medicine in Ho Chi Minh City that 
integrated !MCl into the curricula for medical students in year 2000 was presented in a video. 
Each year 300 medical undergraduate students and 100 postgraduate students graduate. The 
hospital where the students practice assesses 2000 to 3000 children each day. IMCI is 
introduced in year four and students practise it in year six. Eight to nine students share two 
clinical instructors. The video illustrated the IMCr environment and students practice. 

It was pointed out that the students in Ho Chi Minh City have good possibilities for 
practising what they are taught because of the !MCr environment. The teachers had also 
completed an II-day IMCl case management course and the five-day facilitators course prior to 
teaching !MCl in the pre-service setting. The !MCr curriculum is also being introduced into 
the secondary medical schools in Viet Nam, and it was noted that the teaching materials were 
the same. The issue of the costs of pre-service education was also brought up; however, it was 
difficult to give an exact estimate of these costs. 

2.2.5 Group work: Progress in IMCr pre-service education at the country level 

The objectives of the group work were to review the progress in IMCl pre-service 
education at the country level against plans prepared at the Academic Consultation on 
Pre-Service Training in Child Health which was held in July 2002; to identify "success factors" 
and constraints; to review the country plans and to identify possible areas for support. 

The participants worked in 12 country groups reviewing the plans. A summary of the 
group work highlighted the following issues: 

• Good progress had been made in countries such as Fiji, the Philippines and Viet 
Nam. 

• Lack of funds was a major constraint. 

• There is a need for more advocacy from professional bodies such as paediatric 
associations. 

• Technical support is necessary. 

• Coordination between the Ministry of Health and the Department of Education 
needs to be improved. 

In general, all countries have shown great commitment. Progress is facilitated by: 

• general interest in child health and public health; 

• enthusiasm among the Deans of the faculties and teachers; 

• the establishment of IMel training units; 
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orientation sessions for all teachers in the institutions' and , 

knowledge of previous programmes like Control of Diarrhoeal Diseases (COD) and 
Acute Respiratory Infections (ARI) 

2.3 Session 3: Improving family and community practices 

The objective of Session 3 was to review the Regional Framework for Community IMCI, 
and discuss the way forward in improving family and community practices. The session 
comprised three presentations and group work. The presentations discussed community !MCI 
from a global perspective, in the Region and in the community. The group work was on case 
studies on planning and implementing community !MCI. 

2.3.1 Community !MCI in the global context 

The third component of!MCI, i.e. "community !MCI", focuses on preventive and caring 
practices at the household and community level. Reduction in child mortality and morbidity 
and promotion of child growth and development depend on the availability of a well 
functioning health system with well trained personnel and the care families and communities 
provide their children. As health facility utilization rate is often low and many children die at 
home without having been taken for medical care, health facilities alone cannot provide the 
solution to children's needs for care. Family and community practices have a great impact on 
child health. 

The 12 key family and community practices cover four main topic areas. These are: 
growth and development, disease prevention, home case management and care seeking and 
adherence. Four additional practices covering HIV, prevention of childhood injury, abuse and 
neglect, and father's involvement in care may be added. The 12 key practices were described 
and a review of evidence-based research by the London School of Hygiene and Tropical 
Medicine was introduced. 

The main operational principles and steps were presented, emphasising the needs to: 

• focus at flIst on a limited number of key family practices; 

• build upon existing programmes, structures and resources; 

• strengthen the link between health facilities and communities; and 

• promote active community participation and ownership. 

Examples of community !MCI efforts in other regions of WHO were provided. This was 
followed by a description of the planning process, the tools available and under development, 
and the main interventions such as communication for behaviour change. Indicators that apply 
to the household level on nutrition, prevention, home case management and care seeking were 
also described. Challenges included local coordination, the role, motivation and supervision of 
community health workers, integration of activities at the community level, sustainability, 
documentation and scaling up. The presentation concluded with two points for reflection: build 
upon existing tools and activities, and have the courage to start. 

In the discussion, participants emphasized the need to simplify messages and concentrate 
on the important ones. It appeared also that the term "community !MCI" is somewhat 
confusing to donors and governments in relation to what is already in place. There is also a 
need to elaborate on the role oflocal government and linkage with local stewardship, and 
clarify the role ofNGOs in the planning and implementation process of community child health 
activities. 
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2.3.2 Regional Framework for Community !MCI 

The Regional Frameworkfor Community fMCf was developed through a con~ultative . 
process with acti ve NGO partners and building on the expenences m communIty chIld health m 
the Region. In this process, a Regional NGO Technical Consultation on CommunIty !MCI was 
also organized in 2002. The Western Pacific Regional Frameworkfor Community fMC! is to 
be used as a guide for activities in planning and implementing community !MCr, WIth an 
overview of the planning and strategy development process. 

The Regional Framework identifies four important areas of community IMCr as 
partnerships and linkages, community participation, health information and promotion, and the 
means for improving key practices. These four areas are closely interlinked. Partnerships and 
linkages will contribute to improving the quality of health care and use of health services, 
achieving a multisectoral and integrated approach, ensuring appropriate coordination and 
consistency, and making it possible for community !MCI activities to be sustained and scaled 
up. Community participation contributes to bebaviour change, and information and health 
promotion lead to improvement of the 12 key family practices through integrated health 
messages. Community access to necessary health services is increased as a means to improving 
key practices. 

Guiding principles for community !Mel planning and implementation include 
consultation between partners at all levels, use of participatory processes and the need to build 
upon activities already in place. The planning process should involve national, provincial and 
district levels and the key steps include coordination, situation analysis, consensus building and 
strategy development. At the community level, it is important that the community is 
represented in the coordination structure. To ensure sustainability, emphasis needs to be placed 
on capacity building, ownership by the community, and the links to other community 
development processes and projects right from the start. 

Scaling up of community !MCI is essential to have a significant impact on infant and 
child morbidity and mortality. Early planning after reviewing the pilot implementation 
experience should take place with allocation of adequate resources, and expansion at the same 
time of the other !MCr components. Indicators to measure the progress and impact of 
community !Mel activities need to be relevant to the country and standardized among 
implementing agencies. 

The need for coordination, collaboration and adequate resources for community !Mel 
was discussed, and it was suggested that a specific logo for community !MCl be developed for 
advocacy purposes. Child to child was also seen as an important tool for communication of 
messages. It was pointed out that in some countries, funding is channelled via implementing 
agencies rather than via the government. More experience will need to be gained on the 
effectiveness ofthe interventions. It was recognized that ownership of the community child 
health activities is one of the most crucial factors in making the efforts sustainable. 

2.3.3 Presentation of community experience in Sarangani Province, Philippines 

Sarangani Province sbared its experience with the implementation of community !Mel 
and showed tbat successful implementation of the three components of !Mel can result in good 
outcomes. The four areas of community !Mel (partnerships and linkages, community 
participation, health information and promotion, and means for improving key practices) were 
implemented by building upon existing structures at national, provincial, district and village 
levels. Monitoring of indicators showed improved outcomes in reduction of under-five deaths 
and deaths due to preventable causes, nutrition in children under-five, number of children given 
vitamin A, households using iodized salt, and households with sanitary toilets, and with access 
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to potable water. lm~unization rates however were affected by lack of vaccines, and also there 
was no Improvement In exclusive breast-feeding of infants for six months. 

Building on existing structures and systems facilitated acceptance, ownership and 
accountability of new Innovations. By focusing on target groups, indigenous, uneducated, 
communities With less access to services, showed significant difference in improvement of 
canng behavIOur. Local legislation provided an enabling environment for mobilizing other 
sectors and additional resources for children. Challenges mentioned were the need to improve 
volunteer counselling skills, continuous advocacy and the intensification of the quality 
assurance programme. 

In the discussion, Sarangani Province was congratulated on its impressive efforts. 
Further discussions took place on issues such as sustainability of achievements, and the 
interplay between the different activities in the three components of !MCL Also discussed 
were funding issues, ownership and empowerment of the community, and integration of aspects 
of the reproductive health programme into child health programmes. 

2.3.4 Group work 

The objectives ofthe group work were: 

(I) to enable participants to become familiar with the concept of community !MCI 
and with the Regional Framework for Community fMCf as a guide for planning and 
implementing community !MCI; and 

(2) to enable the participants to discuss the way forward for community !MCI and to 
reflect upon their roles and responsibilities. 

The participants were divided into four groups and discussed the following issues: 

• experience in areas of the Regional Frameworkfor Community fMC]: partnerships 
and linkages, community participation, and means for improving family and 
community practices; 

• opportunities and resources at different levels; 

• defmition of a national strategy; and 

• roles and responsibility of the government. 

Groups presented very similar opportunities including existing national structures, 
organizations and committees, political commitment, legislation, existing budget lines, MDGs, 
health sector reforms, poverty reduction, and networks of NGOs and mass organizations 
already working at the community level. The national strategies proposed were based on the 
current Regional Community !MCI Framework and described components and mechanisms. 
Government roles and responsibilities were clearly described by some groups and encompassed 
policy, legislation/laws, coordination, resource generation, guidelines and national indicators, 
maintaining standards and monitoring quality ofpro)ects, equity, procurement and advocacy. 

The discussion stressed the importance of building on existing structures and 
programmes. There is a need to coordinate standard messages with those used by other 
programmes, as community !MCI is not a separate package but needs to be integrated into 
existing relevant programmes and strategies opportunistically. Activities at the peripheral level 
are integrated often by just one health worker, which is often not the case at the national level. 
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2.4 Session 4: Scaling up and sustainability of IMCI 

The objective of the last session was to identify ways to ensure the sustainability of IMCI 
within the context of child health and health system development, enhance partnerships and 
outline a plan for resource mobilization and scaling up of IMCI in order to maximize child 
health outcomes in the Region. The session comprised two presentations, a round table 
discussion and group work. 

2.4.1 IMCI and health systems development 

Different components of health system development and health sector reform were 
discussed. These included policy and legislation, financing, planning and coordination, 
resource allocation, leadership and management, delivery of health services, education and 
training, partnership and linkages, clinical and public health services, and the formal and 
informal health sector. The essential public health functions, the role of stewardship, objectives 
and key drivers of health sector reform were also highlighted. The important issue of 
addressing the health of the poor was emphasized. This could be done by focusing, for 
example, on the conditions affecting the poor in disadvantaged areas, types of services needed, 
and populations groups mostly affected. The low demand and use of health services in some 
countries needs also to be addressed by removing barriers, improving quality of care and 
raising awareness about services available. Proper monitoring and evaluation is important in 
any setting for the advancement of health systems. 

The implications for IMCI were that it should remain flexible in order to be integrated 
into the ongoing health sector reform programmes, because systems keep on changing with 
increasing complexity. It should also work within the existing health sector to be sustainable. 
In addition, the implementation of IMCI should also take into account policy and financing 
issues because of the impact they can have on successful implementation. Community 
involvement is also increasingly important, as well as linkages and relationships with other 
sectors and human resources development. It was also urged that IMCI should be actively 
fitted into sector-wide approaches. 

It was pointed out that 60% of the burden of disease is attributed to child health problems 
resulting in 40% of service demands, and that 90% of burden of disease is due to the 10 most 
common causes of childhood illnesses and this accounts for 50% of mortality. Inaccessibility 
to health services that can deal with these conditions is not always associated with poverty. 
More innovative service delivery strategies to address difficult situations and minority and 
disadvantaged population groups are needed, and IMCI should realign with other existing 
programmes rather than remain a stand-alone strategy. It was also noted that current health 
information systems seldom meet the needs of primary health care, including the IMCI 
classification system. Another challenge is the low utilization of services that can hinder the 
impact of the strategy. Supervision of health care workers and turnover of the staff was 
determined to be a major human resource challenge in many countries. However, it was 
suggested that innovative types of supervision, such as self-supervision, should be explored. 
Alternative mechanisms of health care financing are also needed to fill the gaps in national 
health budgets. Priority setting is important and child health should be positioned so as to 
reflect the burden of disease on populations and the health system. However, lack of planning 
skills is often a reality in least developed countries. It was concluded that cross-sectoral 
collaboration is needed at the country level, as well as integration of vertical programmes at the 
district level. Pre-service education was seen as a means for long-term sustainability of the 
IMCI strategy. 
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2.4.2 Collaboration among child health related programmes 

Four presentations on neonatal care, infant and young child feeding, environmental 
health and Roll Back Malaria illustrated collaboration among child health related programmes. 

Neonatal care was presented as a bridge between maternal and child care. It was 
emphasized that a mother and baby cannot be separated and a "healthy mother means healthy 
baby". It was noted that 28 to 30 million babies are born in the Region every year, and that 
more than 300 000 die during the frrst day of their life. In the light of these statistics, if the 
MDG goal of reduction of under-five mortality to two-thirds the 1990 level by 2015 is to be 
achieved, neonatal mortality needs to be reduced by 50%. Integrated Management of 
Pregnancy and Childbirth (IMP AC), a strategy similar to IMCI has been developed by the 
Reproductive Health Programme to address the challenges of maternal and neonatal health, and 
covers areas of antenatal care, labour and delivery care, and postnatal care. Reducing maternal 
and infant mortality requires national legislation and policy, coordination, and long-tenn efforts 
within the health system and actions from within families and communities. 

The 60% of childhood deaths which are associated with malnutrition and inappropriate 
feeding practices for children under one year old are a major concern. A strong collaboration 
between the Nutrition Programme and IMCI exist, and a global Strategy for Infant and Young 
Child Feeding has been developed. Key elements of this strategy include exclusive breast
feeding for six months, appropriate complementary feeding after six months, continued breast
feeding for two years or longer, and special attention to breast-feeding in difficult situations 
such as a mother with HN/AIDS or severe malnutrition. 

The Environmental Health Programme also interacts with child health in pursuit of 
developing better environments for children. Some examples include Healthy Cities projects, 
Healthy Islands approach for Pacific island countries, environmental impact assessments and 
water and sanitation programmes that are being implemented in many countries. 

The Global Roll Back Malaria Initiative is being implemented in malaria-prone 
countries. The focus of this programme is on improving availability of anti-malarial drugs, 
microscopic diagnosis and treatment protocols, as well as development of rapid diagnostic tests 
for peripheral level health facilities. 

The need for continuing dialogue with the programmes in all the above-mentioned areas 
was emphasized. The need for linkages between IMCI and other vectorborne and parasitic 
diseases programmes was also mentioned. Following the presentations, there were active 
discussions focusing on the need for functioning referral systems, active community 
participation and involvement of the private sector in both maternal and child care. 

2.4.3. Collaborations with partners for scaling up 

This session was organized in a round-table discussion following brief introductions by 
14 representatives ofNGOs, international donor partners and country delegates, under three 
general topics: 

• partners and resources (American Red Cross, UNICEF, USAID, MiniStry of 
Health, Labour and Welfare of the Government of Japan, ADB, Child Survival 
Collaborations and Resources [CORE]); 

• targeting and focusing interventions (China, Papua New Guinea, the Philippines, 
Helen Keller International, UNICEF); and 

• improving the visibility ofIMCI (Cambodia, Fiji, WHOlHeadquarters). 
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A summary of the round-table discussions is presented in the table below based on the 
introductions given by the 14 members of the round table and the subsequent discussion. 

Constraints to the initial progress and expansion of IMCI 

Constraints Possible Reasons 

Funding has been negligible • Decision-makers/donors are not convinced that IMCI is cost-effective 
compared to the burden of • Many competitors for funding 
disease being addressed • Child health has not been promoted as a priority globally or regionally 

• No comprehensive budgeting has been provided to show what resources are 
needed 

• IMCI has been promoted as a strategy not a programme so many countries 
do not have a bud!!et line for IMCI 

Donor (and decision-maker) • It is difficult to explain and "sell" a complex multi-faceted strategy 
commitment has been weak • Benefits of integration are not obvious to all - vertical programmes are seen 
or ambivalent as successful 

• Donors want proof ofIMCI's effectiveness before investing in it 

• Donors are reluctant because they do not see high level government 
commitment to IMCI 

• For some donors, IMCI is not really community-based and is not yet 
reaching the people who need it 

• Political fiJn)res chan!!e freauently 
Lack of evidence of impact • IMCI implementation is still in its early stages and investment has been 
on child mortality minimal 

• Mortality impact is difficult to measure over a short time-frame. Impact data 
Lack of significant, visible is expensive to collect and there is no funding for this 
and convincing health service • Limited resources are spread over too many objectives 
performance results 

• Initial preparatory steps in IMCI implementation are lengthy 

• The II-day training course means progress in training coverage is slow 

• Measurement has focused on process indicators 

• Positive achievements have not been documented 
Managementlcoordination • Most countries have a Focal Point (rather than a Programme Manager) with 
have not been a strong as limited authority 
needed • Limited funding means IMCI is not attractive to potential partners in 

countries 
WHO and UNICEF have not • Within WHO, IMCI has become very broad, losing its initial focus. 
clearly and together promoted Sometimes it is presented as addressing the five major killers of children, 
IMCI as a priority sometimes as a comprehensive strategy for child health 

• Within UNICEF, IECD is promoted not IMCI (IMCI and IECD compete for 
There is confusion about the funding) 
SCODe and Drioritv of IMCI 
The potential of partnerships • Governments and NGOs speak a different language and do not make an 
with NGOs has not been fully effort to understand each others constraints 
developed • The community IMCI approach or label may get in the way, despite 

common objectives 

• NGOs are under donor pressure to deliver results and cannot always wait for 
long government led Drocesses 



Issues 

Convincing donors (and 
decision-makers) to support 
IMC! and improve funding 

Clarifying the scope and role 
ofIMC! 

Improving the effectiveness 
ofIMC! 
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Suggestions on how to address the constraints 

Solutions 

• Make the objectives and expected outcomes clear, and defme targets 
• Use the most impressive outcomes and targets to "sell" IMC!, not the 

rationale of the strategy itself 
• Explain that IMer is composed oflife-saving interventions for which there is 

strong evidence. Present this evidence in simple terms 
• Refocus IMCI on child survival - use the commitment of governments and all 

main partners to the MDGs, specifically MDG 4. Explain that IMCr also 
contributes to several other MDGs 

• Focus on the core strengths ofIMC! that address the major killers of children 
and on achieving and making visible progress for indicators that are obviously 
associated with child survival 

• Define resource needs and defme targets for resource mobilization 
• Adjust requests for funding to particular donor interests within child health 
• Ensure that IMer is included in Sector-wide Approaches (SWAPs) and other 

health system development or health financing projects 
• Recalculate the cost-effectiveness of IMCr building in the long-term benefits 

of improving nutrition 
• Emphasize IMel's contribution to improving nutrition (nutrition assessment, 

breast-feeding, complementary feeding and micronutrients) 
• For local decision-makers, produce evidence of increased utilization of health 

services, cost reduction (for example, through rational drug use) and 
improved client satisfaction 

• Use soecial events (e.lI:. National IMCr Dav) to raise political support 
• Acknowledge that IMel may be different from one country to another. Be 

flexible and opportunistic and build on existing child health activities 
• Explain that IMer (promoted by WHO and, in some countries, also by 

UNICEF) and IECD (promoted by UNrCEF) are complementary approaches 
to achieving similar goals. Emphasize their core strengths and use 
interagency teams in countries to oromote both. 

• Where appropriate, promote the creation of a national child survival (or 
IMC!) programme, with a dedicated programme manager and government 
budget line 

• Advocate for including IMCr interventions in health fmancing for the poor 
and social health insurance schemes from their initial design 

• Focus on areas and populations with high child mortality. Target 
interventions to the children in greatest need (geographic, socio-economic, 
ethnic, gender targeting). Make better use of existing data to target IMC! 

• Explore flexible and innovative approaches for achieving effective training 
coverage, e.g. adapt training for grass-roots health workers 

• Make better use of the comparative advantages of different partners including 
different NGOs. Enlist the support ofNGOs to reach underserved areas. 
Make links with strong civil society organizations 

• Educate consumers of the benefits of IMCI and what services they can expect 
• In some countries, shift attention to IMC! in pre-service education for doctors 

and nurses to ensure long-term sustainability 
• Measure outcomes not processes to stimulate achievements and provide more 

convincing evidence for donors and decision-makers 
• Place greater emphasis on simple, proven interventions and reducing neonatal 

mortality. Improve links with maternal health programmes. 
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2.4.4 Group work 

Following the round table discussions, group sessions were organized to discuss further 
the key issues raised. In a lively discussion that took place, it was concluded that in order to 
target and focus interventions, baseline data is extremely important. It needs to be 
disaggregated in terms of geographic areas and age group. Planning at the national level should 
reflect priority areas for IMel and the resources needed. Key activities and strategies of 
implementation also need to be identified. Activities should be phased, completing them in one 
district before moving on. Core indicators should be agreed upon and reported on regularly. 

In order to improve visibility, IMCI should be advocated in every related forum. It 
should also be linked to MDGs and health sector development. IMel should be promoted not 
only at the national level but also at the provincial/district and local levels. Also, professional 
public relations and advertising groupS/fmns could be involved to advise for free on campaign, 
promotional materials and logo design. IMCI being a multidisciplinary approach, the need to 
collaborate with other interested parties for child survival activities is crucial. 

2.5 The way forward in the Region 

Based on the rich elaborations on the current status, achievements made and challenges 
that remain, the participants discussed the future directions of child health in the Region. It was 
acknowledged that the 3 000 under-five deaths that occur daily in the Region call for intensified 
child survival action. This is particularly so because most of these deaths are due to 
preventable and treatable conditions for which evidence-based interventions exist, but their 
coverage is insufficient to benefit those in greatest need. Political will and appropriate 
resources have been lacking. 

The rationale and content of IMel was recognized to be valid and based on strong 
evidence, which is also reflected by the good uptake of IMCI by countries across the Region 
and by the strong interest to institutionalize IMCI in pre-service education of doctors, nurses 
and midwives. It was noted that the lengthy introduction and early implementation is 
completed in many countries, and rapid progress should be possible if funding is available. 

New opportunities for intensifying child survival in the Region have been created by the 
growing commitment to the MDGs including the MDG4 on child mortality reduction, as well 
as the increased attention recently stimulated by the series of articles in the Lancet. The new 
Director-General of WHO has expressed his commitment to child health, with similar 
percussions from the top leadership of UNICEF. Also, it is significant that development banks 
allocate one fourth of project funds to primary health care, and international development 
agencies are involved in health system development and basic services for children. 
Furthermore, partnerships had been established with a large NGO community and professional 
associations have become active advocates for child health. In the Region, the WHO Regional 
Director is very committed to child health, which will also be on the agenda of the 54th Session 
of the Western Pacific Regional Committee in September 2003, allowing for an excellent 
opportunity to further discuss child health among the top policy-makers in the Region. 

The topic was concluded by a few action points on the future direction of child health in 
the Region as follows: 

• Focus on child survival. Emphasize that 3 000 children die each day. These deaths 
can be substantially reduced with simple affordable interventions. 

• Define clearly the expected outcomes, and link them to the achievement of the 
MDGs. 
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Target the children in greatest need; that is, countries, areas or populations with the 
highest childhood mortality. 

Define a core set of indicators that all countries win report on, and that are easy to 
understand and that relate to proven life-saving interventions. 

Encourage countries to identify a larger set of child survival indicators appropriate 
to the local context. 

Ask all concerned countries/areas to set targets for and report regularly on their "top 
10 indicators for child survival" (core regional indicators plus nationally-selected 
indicators) . 

Measure child mortality rates in 2005, 2010 and 2015 in concerned countries/areas. 

Define resource mobilization needs for each country and set targets for a Regional 
Focus for Child Survival. 

Promote IMCI and IECD as the major strategies for child survival but encourage all 
activities that can contribute to the indicators. 

Invest in marketing the new initiative through a variety of regional and national 
channels. 

3. CONCLUSIONS 

The main conclusions of the workshop were as follows: 

3.1 General 

3.1.1 Impressive progress has been made in IMCI implementation in the Region. Twelve 
countries have embraced IMCI as the strategy to reduce childhood mortality and morbidity, and 
II countries have already passed the comprehensive adaptation process. 

3.1.2 Countries are now facing the challenge of scaling up IMCI to maximize coverage of 
the priority child health interventions covered by the IMCI strategy to promote child survival, 
growth and development. This requires change. The focus must shift from process to health 
outcomes that are directly linked to the reduction of child mortality and morbidity. 

3.2 Strengthening the teaching of child health 

3.2.1 There is a strong interest among and general acceptance of all stakeholders to 
institutionalize IMCI by including it in the pre-service education of doctors, nurses and 
midwives. 

3.2.2 Teaching institutions provide a valuable setting for promotion, advocacy and visibility 
of child survival interventions since a large proportion of newly qualified graduates find their 
first jobs at primary health care level where they provide care to children and counsel 
caretakers. 
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3.3 Improving family and community practices 

3.3.1 Key family and community practices are evidence-based and help promote growth 
and development, prevent disease, increase use of health services and reinforce messages for 
health care providers . 

. 3.3.2 WHO, UNICEF, NGO/community-based organizations and other partners assist 
governments and communities to put key family and community practices in place, albeit 
through different mechanisms and under different names. There is a need for national 
coordination for resource generation and maintenance of standards using indicators, as well as 
enabling health policies that allow collaboration in community child health activities between 
all stakeholders. 

3.3.3 The four elements of the Regional Frameworkfor Community !MC! (partnerships and 
linkages, community participation, health information and promotion, and means for improving 
key practices) will be the key to improve community and family practices. 

3.4 Scaling up and sustainability of IMCI 

3.4.1 The approach used to mobilize resources for IMCI and other aspects of scaling up 
should be reviewed by countries and by the WHO Regional Office for the Western Pacific, 
taking into account the many useful suggestions made by the workshop participants. 

3.4.2 The workshop requested that WHO and UNICEF make every effort to harmonize the 
promotion and implementation of IMCl and IECD strategies to avoid confusion and 
competition for funds and to enhance their true complementarity. 

3.4.3 The workshop requested that the forthCOming Western Pacific Regional Committee of 
WHO discuss ways of revitalizing and intensifying child survival activities in countries and 
areas where mortality remains high, in keeping with a commitment to the achievement of the 
MDG4. 

3.5 The way forward in the Region 

3.5.1 Any new initiative on child survival, using IMCl and IECD as the main tools, should 
be well focused in content and well targeted at the most vulnerable children, clearly state the 
expected outcomes and regularly monitor progress on a key set of indicators. 

4. CLOSING 

In the closing, the WHO Regional Director for the Western Pacific referred to his own 
experience in seeing the original "sick child initiative" develop from piloting to expansion of 
interventions. In spite of the magnitude of the problems, i.e., 3 000 daily under-five deaths in 
the Region, its social cause, and good progress made in countries to expand innovative 
strategies to deliver life-saving interventions, it seemed that child survival had not reached due 
attention. He thanked the participants for their frank analysis of reasons for this, and urged the 
participating countries and the international health community to speak more strongly for 
children so that the child deaths will have a human face and problems will be better recognized. 
He also echoed the need for WHO and UNICEF to thoroughly examine the current approaches 
and come out with one voice, talking the same language, and putting aside all organizational 
interests. Clearly this would mean deviating from the 'business as usual' mentality. 
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Dr Omi emphasized the importance of child health, and the role of !MCr as a tool to put 
in practice essential evidence-based interventions. In order to take !MCl to scale, the minimum 
requirement should be to give explicit evidence on the effectiveness of interventions and 
progress made to the mass media, political decision-makers, donors etc. in a convincing 
manner, and strike the emotional core of people. He noted that the lack of resources in child 
health is well recognized, so the emphasis should be on convincing the ministries of finance or 
equivalent with data and emotions. While he saw WHO's role to corne up with supportive tools 
such as sales package, national programme managers could, for example, document their 
success stories for further advocacy in the field. 

In closing, Dr Omi informed the workshop that child health will be a high priority for the 
work of WHO in the Region over the years to corne, and that an intensified drive for child 
survival will be proposed to the 54th Session of the Western Pacific Regional Committee that 
will convene in September 2003 in Manila. 
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P.O. Box 627/49 
Ulaanbaatar 210349 
Tel.: 976 11 685615 

99151017 (mobile) 

Dr David Mokela 
Chief Paediatrician 
Port Moresbv General Hospital 
Free Mail Bag. 
Boroko. 
Tel. 3248200 

3248282 
Fax: 325 0342 
Email: healthsec(a)health.gov.pg 

Dr Myrna C. Cabotaie 
Director IV 
National Center for Disease Prevention and 
Control 
Department of Health 
San Lazaro Compound. Rizal Avenue. Sta. 
Manila 
Tel: 
Fax: 
Email: 

711 7846 
711 7846 
mccabotaie(a)co.doh.goy.ph 



SOLOMON ISLANDS 

Dr Divinal Ogaoga 
Director. Provincial Health Services 
(Western Province) 
IMCI Pilot Lite 
Gizo Hospital Western Province 
Gizo 
Tel.: 
Fax: 
Email: 

677 60224 
677 60048 
gizohospital(cilsolomon.com.sb 

VANUATU 

Dr Hensley Garae 
Senior Paediatrician. IMCI Program 
Department of Public Health 
Ministry of Health 
PMB 009. Port Vila 
Tel: 41144 (mobile) I 22512 
Fax: 25438 
Email: hgaraeliu(cilYanuatu.gov.vu 

VIETNAM 

Dr Le Minh Thuong 
Vice-Chief. Child Health and Development 
Department 
Paediatrics Hospital No. I 
Ho Chi Minh City 
Tel: 8489404968 I 848 8346242 
Fax: 848 9270053 
Email: 1emthu(cilhcm.vnn.vn 

Mr Winston Pitakomoki 
National Coordinator - CDD/ARIIIMCI 
ReproductiYe Health Division 
Ministry of Health and Medical Services 
P.O. Box 349 
Honiara 
Tel.: 677 24260 
Fax: 677 24260 
Email: repro(cilsolomon.com.sb 

Mr Len Tarivonda 
ARI/CDDIIMCI Coordinator 
Directorate of Public Health 
Ministry of Health 
PMB 009. Port Vila 
Tel: 678 22512 
Fax: 67825438 
Email: ltarivonda(alvanuatu.gOv.vu 

Dr Nguyen Thi Kim Nga 
Neonatalogy Department - National Institute of 
Paediatrics 
De La Thanh 
HaNoi 
Tel.: 8343339 ext. 219 

5650135 

2. TEMPORARY ADVISERS 

Dr Ruth Bishop 
Senior Principal Research Fellow (MCRI) 
Department of Gastroenterology 
Royal Children's Hospital 
Flemington Rd. Melbourne. Victoria Australia 
Tel.: 613 9345 5062 
Fax: 613 9345 6240 
Email: bishopr(cilcryptic.rch.unimelb.edu.au 

Dr Dai Yaohua 
Deputy Director. WHO Collaborating Centre for 
Child Health 
Capital Institute of Paediatrics 
No 2 YaBao Road 
Beiiing 10002 People's Republic. of China 
Tel: 86 10 85636169 
Fax: 86 10 85628367 
Email: yh.dai(cil263.net 

Dr Peter Siba 
Deputy Director 
PNG Institute of Medical Research 
P.O. Box 60. Goroka. EHP. Papua New Guinea 
Tel.: 6757322800 
Fax: 675 732 1998 
Email: Peter.Siba(cilpngimr.org.pg 



3. CONSULTANTS 

Dr Angelica Flores-Verschoor 
Pirovano 270 
(1640) Buenos Aires 
Argentina 
Tel: 5411 47925576 
Fax: 541147334377 
Email: verschoor(al.fibertel.com.ar 

Dr Helenlouise Taylor 
Consultant for Child Health 
WHO Representative Office in Viet Nam 
63 Tran Hung Dao Street Ha Noi. Viet Nam 
Tel: 84-4-943 3734 ext. 18 
Fax: 84-4-943 3740 
E-mail: taylorh(al,vtn.woro.who.int 

4. RESOURCE PERSONS 

Ms Isabelle Cazottes 
Consultant 
Saint Laurent 81600 
Gaillac • France 
Tel.: 33563570915 
Fax: 33563410587 
Email: cazottes.isabelle(al.wanadoo.fr 

cazottesisabelle(al,hotmail.com 

Ms Nancy Brisa A. Fuentes 
Independent ConsultantlProfessor of Nursing 
Marlboro Drive-Tahimik Avenue. Matina Km. 6 
Davao City 89000. Philippines 
Tel.: 63-822962159 
Fax: 63 82 299 0424 
Email: fbmaris(al.skvinet.net 

Dr Tran Thi Thanh Tam 
Instructor. Department of Paediatrics 
University of Medicine and Pharmacy 
217 Hong Bang Street District 10 
Ho Chi Minh City. Viet Nam 
Tel: 9570338 
Email: mvnhanphuc(al.hcm.vnn.vn 

5. OBSERVERS 

AMERICAN RED CROSS 

Dr Charles Lerman 
Asia and Pacific Regional Health Coordinator 
American Red Cross 
Corner of Street 51 I 360 Boeung Keng Kang 
Phnom Penh. Cambodia 
Tel: 85523211996 
Fax: 85523214105 
Email: Clerman.amcross(al.evervdav.com.kh 

ASSOCIATION OF DEANS OF 
PHILIPPINE COLLEGES OF NURSING. INC. 

Dean Elizabeth R. Roxas 
President 
Association of Deans of Philippine ColleQes of 

Nursing. Inc. 
clo College ofNursinQ 
Baliuag University 
Gil Carlos St .. Baliuag. 
Bulacan. Philippines 
Tel: 632855 7010 
Fax: 6328557010 

ASIAN DEVELOPMENT BANK 

Mr Joseph Hunt 
Senior Health and Nutrition Specialist 
Agriculture. Natural Resources and Social 

Sectors Division I RSAN 
Asian Development Bank Ortigas Complex 
Mandaluyong City. Philippines 
Tel: 6326326878 
Fax: 632 636 2444 
Email: ihunt(al,adb.org 

Dean Glenda A. Vargas 
College of Nursing 
Univervisty of Santo Tomas 
Espana. Manila 
Philippines 
Tel: 731 5738 
Fax: 731 5738 
Email: gavargas18(al.yahoo.com 



Mrs Jenalvn San Luis 
Facultv 
Association of Deans of Philippine Colleges of 

Nursing. Inc. 
c/o College of Nursing 
Baliuag University 
Gil Carlos St .. Baliuag, Bulacan 
Philippines 
Tel: 6328557010 
Fax: 6328557010 

ASSOCIATION OF PIDLIPPINE SCHOOLS 
OF MIDWIFERY, INC. 

Dr J osefina V. Loarca 
Treasurer and Member 
Association of Philippine Schools of Midwiferv, 

Midwiferv. Inc. 
92 Matimtiman Street 
Sikatuna Village Quezon City 
Philippines 
Tel: 029209945 (res) 

0447662265 loc 101 (off.) 
Fax: 435 2368 
Email: VinceLoarea(al.vahoo.com 

CATHOLIC RELIEF SERVICES 

Ms Mila LasQuetv 
Health Program Manager 
Catholic Relief Services, Philippines 
470 General Luna St. Intramuros. Manila 
Philippines 
Tel: 632-527-8331 to 35 
Tel: 632-527-4140 
Email: mlasQuetia>.crs-org.ph 

Dr Alfonso Rosales 
CORE IMCI Working Group Co-chair 
Catholic Relief Services 
209 West Favette Street 
Baltimore, Maryland 21201-3443 
U niled States of America 
Tel.: 1-410 9517436 
Fax: 1-4102343178 
Email: ARosalesia>.catholicrelief.org 

CffiLD SUR VIV AL COLLABORATION & 
RESOURCES (CORE) GROUP 

Ms Lvnette D. Walker 
IMCI Coordinator 
Child Survival Collaborations & Resources 
(CORE) Group 
220 I Street. N.E. Suite 270 
Washinl!ton D.C. 20002 
United States of America 
Tel: 1-202-608-1892 
Fax: 1-202-543-0121 
Email: Iwalkeria>.worldvision.org 

Ms Rouena S. Villarama 
!M CI Coordinator 
College of Nursing 
University of Santo Tomas 
Espana, Manila 
Phili ppines 
Tel: 731 5738 
Fax: 7315738 
Email: rouenavia>.vahoo.com 

HELEN KELLER INTERNATIONAL 

Dr Cecilia Acuin 
!MCI Consultant- Evaluation 
704 Pablo Ocampo Sr. Street 
Malate 1004 
Manila, Philippines 
Tel: 6325259457/5259474 
Fax: 632 5259476 
Email: cesacuinia>.pworld.net.ph 

csa22ia>.comell.edu 

Dr Dainah Faiardo 
IMCI Consultant - Training 
704 Pablo Ocampo Sr. Street 
Malate 1004 
Manila, Philippines 
Tel: 6325259457/5259474 
Fax: 632 5259476 
Email: docdaiia>.hki.com.ph 

Ms Ellen E Villate 
Country Director. HKI-Phil 
704 Pablo Ocampo Sr. Street 
Malate 1004 
Manila. Philippines 
Tel: 632 5259457 / 5259474 
Fax: 632 5259476 
Email: evillateia>.hki.com.ph 

JAPAN INTERNATIONAL COOPERATION 
AGENCY 

Ms Noriko Kato 
JICA Expert 
Proiect for Strengthening Health Service for 
Children. Lao PDR 
Medical Cooperation Department 
Japan International Cooperation Agency 
Shiniuku Mavnds Tower Building 
2-1-1 Y ovogi. Shibuva-ku 
Tokvo 151-8558. Japan 
Tel: 81 3 5352 5217 
Fax: 81 353525320 



INDIVIDUAL OBSERVER 

Dr Won!! Swee Lan 
Institute of Paediatrics 
Kuala Lumpur Hospital 
Jalan PaI1an!! 
50586 Kuala Lumpur, Malavsia 
Fax: 0326948187 
Email: wongsl77{a)time.net.mv 

MINISTRY OF HEALTH, VIET NAM 

Dr Le Phuong Mai 
IMCI Technical Office 
National Institute ofHvgiene and Epidemiology 
AversinHaNoi, VietNam 
Tel: 844971 0791 
Fax: 844 971 8490 
Email: lepmailaivahoo.com 

MINISTRY OF HEALTH, LABOUR 
AND WELFARE, JAPAN 

Dr Azusa Iwamoto 
Assistant Director for International Cooperation 
International Affairs Division, 
Minister's Secretariat 
Ministrv of Health. Labour and Welfare 
1-2-2 Kasumigaseki, Chivoda-ku, 
Tokvo 100-8916,Japan 
Tel: 81 335952404 
Fax: 81 335012532 I 81335026678 
Email: iwamoto-azusaia)mhlw.go.ip 

PEARL S. BUCK INTERNATIONAL, INC. 

Ms Nancv F. Obias 
International Program Manager 
Pearl S. Buck International. Inc. 
28-A Eugenio Lopez Street, South Triangle 
Quezon City, Philippines 
Tel: 9255956 to 57 
Fax: 9255960 
Email: pearlsbuck{a)skvinet.net 

nfobiaslaiskvinet.net 

THE MACFARLANE BURNET INSTITUTE 
FOR MEDICAL RESEARCH AND PUBLIC 
HEALTH 

Dr Mick Creati 
Child Health Advisor 
The Macfarlane Burnet Institute for Medical 
Research & Public Health 
GPO Box 2284 
Melbourne 3001. Australia 
Tel: 61392822216 
Fax: 61 394823123 
Email: creati{a)burnet.edu.au 

MINISTRY OF HEALTH, INDONESIA 

Dr Ina Hernawati 
Head, Subdirectorate for Under-55 health 
Ministry of Health 
Directorate of Familv Health 
Rasuna Said Blok X-5; Kav.4-6 Jakarta 12950 
Indonesia 
Tel: 62 21 5273422 
Fax: 6221 5273422 
Email: inahem{a)vahoo.com 

PHILIPPINE PAEDIATRIC SOCIETY. INC. 

Dr Lulu C. Bravo 
Co-Chair. !MCI 
Philippine Paediatric Society, Inc. 
32 Misamis Street Bago Banta v 
Ouezon City, Philippines 
Tel: 9266758 
Fax: 9262381 
Email: ppsinc{a)pps.org.ph 

lcbravo{a)com.edu.ph 

Dr Lester A. Deniega 
Chair. Committee on CDD 
Philippine Paediatric Society, Inc. 
32 Misamis Street Bago Bantav. 
Quezon City, Philippines 
Tel: 9266758 
Fax: 926 2381 
Email: ppsinc{a)pps.org.ph 

Dr Ana Ong-Lim 
Member, Committee on IMCI 
Philippine Paediatric Society. Inc. 
32 Misamis Street Bago Bantav 
Quezon Citv. Philippines 
Tel: 9266758 
Fax: 9262381 
Email: ppsinclaipps.org.ph 

U.S. AGENCY FOR INTERNATIONAL 
DEVELOPMENT (USAID) 

Dr Adam Y. Slote 
Child Health Advisor 
U.S. Agencv for International Development 
USAID/GHIHIDNIMCH 
1300 Penn. Ave, 3.07.80B 
Washington. DC 20523 
United States of America 
Tel: I 202712-0253 
Fax: 1202216-3702 
Email: ASlotelaiusaid.gov 



WOMEN·S AND CHILDREN'S HEALTH 
PROJECT. PAPUA NEW GUINEA 

Mrs Eileen Dogimab 
Training Advisor 
Women's and Children's Health Proiect 
P.O. Box 840 Waigani. NCD. Papua New 
Tel: 675 3256034 
Fax: 675 323-5502 
Email: gimao(@.wchp.org.pg 

WORLD RELIEF 

Mr GeofBowman 
Health Advisor 
World Relief 
P.O. Box 126. Phnom Penh. Cambodia 
Tel: 855232214085 (off) 

012401371 (home) 
Email: gbowman(@,wr.org 

6. REPRESENTATrvES 

UNITED NATION CHILDREN'S FUND 
!UNICEF) 

Dr Stephen J. Atwood 
Regional Advisor. Health and Nutrition 
UNICEF East Asia and Pacific Regional Office 
Bangkok 10200. Thailand 
Tel: 6623569417 
Fax: 6622803563-4 
Email: satwood(@,unicef.org 

Dr Consuelo Aranas 
Child Health and Nutrition Programme Officer 
UNICEF Philippines 
106 Amorsolo Str. Legaspi Village. Makati City 
P.O. Box 1076. Makati CPO 
Makati City 1250. Philippines 
Tel: 632 8400731 
Fax: 632 8400279 
Email: caranas(@,unicef.org 

Dr Ebun Ekunwe 
Health and Nutrition Officer 
UNICEF 
ADF Haus. Musgrave. PO Box 472. 
Port Moresby. Papua New Guinea 
Tel: 675321 3000 
Fax: 675 321 1372 

Dr Ha Huu Toan 
Child Health Assistant Proiect Officer. IMCI 
Health and Nutrition Section 
UNICEF Viet Nam 
72 Lv Thuong Kiet Str 
Ha Noi. Viet Nam 
Tel: 844942 5706 to II ext 275 
Fax: 844942 5705 
Email: hhtoan(@,unicef.org 

Dr Romanus Mkerenga 
Health and Nutrition Officer 
UNICEF Philippines 
106 Amorsolo Str. Legaspi Village. Makati City 
Philippines 
Tel: 6328400731 
Fax: 632 840 0279 
Email: mkerenga(@,unicef.org 

Dr Seiia Kasvi 
Proiect Officer MCHlPMTCT 
UNICEF Viet Nam 
72 Ly Thoung Kiet Str 
Ha Noi. Viet Nam 
Tel: 8449425706 to II ext 281 
Fax: 844942 5705 
Email: skasvi(@'unicef.org 

MrSiengNam 
Assistant Proiect Officer. Health 
UNICEF Cambodia 
Phnom Penh. Cambodia 
Tel: 85523426214 
Fax: 855 23 426284 
Email: nsieng(@'unicef.org 

Dr TuYa Mungun 
National Health and Nutrition Officer 
UNICEF Mongolia 
United Nations House 
210646 Negdsen Undestniy St-12 Sukhbaatar 
Ulaanbaatar-46. Mongolia 
Tel: 976-11-312-217-107 
Fax: 976-11 327-313 
Email: tmungun(@'unicef.org 

unicef(@'magicnet.mn 

Mr Richard Prado 
Representative 
UNICEF Mongolia 
United Nations House 
210646 Negdsen Undestniy St-12 Sukhbaatar 
Ulaanbaatar-46. Mongolia 
Tel: 976-11-312201 
Fax: 976-11-327313 
Email: rpnado(@'unicef.org 

unicef(@'magicnet.mn 



7. SECRETARIAT 

Dr Marianna V. Trias 
Medical Officer 
Child and Adolescent Health and Development 
WHO Western Pacific Regional Office 
P.O. Box 2932. 1000 Manila 
Philippines 
Tel: 6325288001/6325289868 
Fax: 6325260279/632521 1036 
Email: triasm@,wpro.who.int 

Dr Sophie Leonard 
Associate Professional Officer. Nutrition 
WHO Western Pacific Regional Office 
P.O. Box 2932. 1000 Manila 
Philippines 
Tel: 6325288001 /6325289865 
Fax: 632 5260279/632 521 1036 
Email: leonards@,wpro.who.int 

Dr Frank Mueke 
Short-term Professional 
Child and Adolescent Health and Development 
WHO Western Pacific Regional Office 
P.O. Box 2932. 1000 Manila 
Philippines 
Tel: 6325288001 /6325289871 
Email: muekef(alworo.who.int 

Dr James Tulloch 
WHO Representative 
WHO Cambodia 
No. 177-179 comer Pasteur (51) and 254 
Phnom Penh. Cambodia 
Tel.: 85523-216610 

85523-216942 
85523-212228 
85523-215464 

Fax: 85523-216211 
Email: tulloch(alcam. wpro.who.int 

who(alcam. woro. who.int 

Dr Severin von Xylander 
Medical Officer 
Child and Adolescent Health and Development 
WHO Cambodia 
No. 177-179 comer Pasteur (51) and 254 
Phnom Penh. Cambodia 
Tel.: 85523-216610 

85523-216942 
85523-212228 
85523-215464 

Fax: 85523-216211 
Email: X vlanderS(al.cam. wpro. who.int 

Mrs Marvam Bigdeli 
Associate Professional Officer 
Health Care Financing 
WHO Lao People's Democratic Republic 
PO BOX 343 Vientiane 
Lao People's Democratic Republic 
Tel.: 85621413-431 

856 21 413-023 
Fax: 85621413-432 
Email: bigdelim@,lao.wpro.who.int 

Dr Salik Govind 
Programme Management Officer 
WHO Papua New Guinea 
Port Moresbv. Papua New Guinea 
Tel: 675 325 7827 

6753013698 
Fax: 675 325 2568 
Email: GovindS@,png.wpro.who.int 

Dr Tran Minh Nhu Nguyen 
Representative 
WHO Philippines 
National Tuberculosis Centre Building 
Second Floor. Bldg. 9 Department of Health 
San Lazaro Hospital Compound 
Sta. Cruz. Manila 
Philippines 
Email: tranminhn@,wpro.who.int 

Dr Robert Scherobier 
Medical Officer 
Child and Adolescent Health and Development 
World Health Organization 
Avenue Appia 201211 
Geneva 27. Switzerland 
Tel: 41227912111 
Fax: 41227910746 
Email: scherobierr@,who.int 

Dr Asia Lemcke 
Associate Professional Officer 
Child and Adolescent Health and Development 
WHO VietNam 
63 Tran Hung Dao Street Hoan Kiem District 
Ha Noi. Viet Nam 
Tel: 844 943 3734/844 943 3735 

844 944 3736 ext. 21 
Fax: 8449433740 
Email: LemckeA@'vtn.wpro.who.int 



SECOND WORKSHOP ON INTEGRA TED MANAGEMENT OF CHILDHOOD ILLNESS 
25-29 August 2003, Manila, Philippines 

TENTATIVE TIMETABLE 

TIME MONDAY, :2 5 AOGO'ST TUESDAY, 26 AUGUST WEDNESDAY. 27 AUGUST 

0800 Registration Session II: Strengthen ing Session III : Improving 

1. Opening the teaching of chil d family and community 
health practices 

to 
6. Planning. implementi n9 12. Community tMC! in 

(Group photograph) and evaluating the teaching global context 
1000 of IMCI 13. Regional Framework 

7. Field trip to Univer aity for Community IMe! 
of Santo Tomas College of 14 . Community experienc e 
Nursing - IMCI in Sarangani 
-Introducing IMCI into the 
nursing curriculum in the 
Philippines 

COFFEE BREAK 

1015 2. Presentation and Field trip -University of 15. Group work: Case 
adoption of workshop Santo Tomas College of studies on planning and 
objectives and agend a Nursing (continues) implementing community 

to IMCI 
Session I: Progress in 
child heal th 

1200 
3. Global overview 

4. Regional overview 

LUNCH BREAK 

1300 5. IMCI implementati on in 8. Capacity building for Group work on community 
countries IMCI pre-service edu cation IMCI (continues) 

to 
in the Region 

9. Video on strengtheni ng 
the teaching of chi! d 

1445 health in Ho Chi Min h City 

10. Group work: Progres s in 
IMCI pre-service edu cation 
at country level 

COFFEE BREAK 

1500 IMCI implementation in Group work (continues) 16. Plenary: Presentati on 
countries (continues) of group reports on 

to I!. Plenary: Feedback 0 n communi ty IMCI 
1700 group work and field visit 

-- ---- --

WPRlICP/CHD/3 .1100 IICHD( I )2003.1 b 

THURSDAY, 28 AOGDST FRIDAY. 29 AUGUST 

Session IV: Scaling up -Plenary: Progress 
and Bustainability 0 f report on group work 
IMe! -Group work: (contin ues) 
17. IMCI and health 
system development 

18. Collaboration among 
child health-related 
programmes 

19. Collaboration with 21.Plenary: Presenta tion 
partners for scaling up of group reports and 
IMCI consolidation of dra ft 

plan for resource 
mobilization and scaling 
up 

20. Group work: 22. Work shop summary an d 
Resource mobilization conclusions 
and scaling up of 1M CI 

Group work (continue s) 23. ClOSing 

~ 
N 
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