
C
H

IL
D

 A
N

D
 A

D
O

LE
S

C
E

N
T

 H
E

A
LT

H
 A

N
D

 D
E

V
E

LO
P

M
E

N
T

C
A

H

REPORT OF THE
SEVENTH MEETING OF THE CAH
TECHNICAL STEERING COMMITTEE

14-16 March 2005

WHO/FCH/CAH/05.05

DEPARTMENT OF CHILD AND ADOLESCENT HEALTH AND DEVELOPMENT

WORLD HEALTH ORGANIZATION



© World Health Organization 2005

All rights reserved. Publications of the World Health Organization can be obtained from Marketing and
Dissemination, World Health Organization, 20 Avenue Appia, 1211 Geneva 27, Switzerland (tel: +41 22
791 2476; fax: +41 22 791 4857; email: bookorders@who.int). Requests for permission to reproduce or
translate WHO publications – whether for sale or for noncommercial distribution – should be addressed
to Publications, at the above address (fax: +41 22 791 4806; email: permissions@who.int).

The designations employed and the presentation of the material in this publication do not imply the
expression of any opinion whatsoever on the part of the World Health Organization concerning the legal
status of any country, territory, city or area or of its authorities, or concerning the delimitation of its
frontiers or boundaries. Dotted lines on maps represent approximate border lines for which there may
not yet be full agreement.

The World Health Organization does not warrant that the information contained in this publication is
complete and correct and shall not be liable for any damages incurred as a result of its use.

This publication contains the collective views of an international group of experts and does not
necessarily represent the decisions or the stated policy of the World Health Organization.

Printed by the WHO Document Production Services, Geneva, Switzerland



Introduction 1

Overview of the Department of Child and Adolescent Health and
Development 2

Neonatal and Infant Health and Development (HNI) team 4

Report of team activities 4

Review of the work and recommendations of the TSC 5

Child Health and Development (CHD) team 8

Report of team activities 8

Review of the work and recommendations of the TSC 9

Adolescent Health and Development (ADH) team 13

Report of team activities 13

Review of the work and recommendations of the TSC 14

Technical Support (TST) team 17

Report of team activities 17

Financial status 18

Specific topics 19

Monitoring and evaluation 19

Family and community practices 21

General recommendations to CAH 25

Annex 1 - List of participants 26

Annex 2 - Agenda 28

Contents

i i i



Abbreviations/Acronyms

ADH

AFHS

CAH

CDC

CDD

CDR

CHD

CHERG

CRC

CSP

EDM

EIP

FCH

FCP

HFS

HHS

HNI

IMCI

IVB

LSHTM

MAPM

MCE

MPS

OP

PRS

TSC

TST

UNAIDS

UNDAF

UNFPA

UNICEF

WHO

Adolescent Health and Development team

Adolescent-friendly Health Services

Department of Child and Adolescent Health and Development

Centers for Disease Control and Prevention

Control of Diarrhoeal Diseases

Control of Diarrhoeal Diseases and Acute Respiratory Infections

Child Health and Development team

Child Health Epidemiology Reference Group

United Nations Convention on the Rights of the Child

Child Survival Partnership

Department of Essential Drugs and Medicines Policy

Evidence and Information for Policy

Family and Community Health

TSC Family and Community Practices Group

Health Facility Survey

Household Survey

Neonatal and Infant Health and Development team

Integrated Management of Childhood Illnesses

Department of Immunization, Vaccines and Biologicals

London School of Hygiene and Tropical Medicine

Mapping Adolescent Programming and Measurement

Multi-country Evaluation of IMCI

Department of Making Pregnancy Safer

Orientation Programme on Adolescent Health for Health-care Providers

Poverty Reduction Strategies

Technical Steering Committee

Technical Support to Countries team

Joint United Nations Programme on HIV/AIDS

United Nations Development Assistance Framework

United Nations Population Fund

United Nations Children’s Fund

World Health Organization

i v



1

Introduction

The Technical Steering Committee (TSC) of the WHO Department of Child and
Adolescent Health and Development (CAH) met at WHO headquarters in Geneva from
14 to 16 March 2005.

The meeting was opened by Mrs Joy Phumaphi, Assistant Director-General, Family and
Community Health. It was co-chaired by two members - Dr Zulfiqar Bhutta and
Dr Sunil Mehra.

During the meeting, the Steering Committee reviewed the work of the Department and
provided guidance in the areas of research, development and technical support to regions
and countries. Special consideration was given to Monitoring and evaluation and to
Promoting key family and community practices. The meeting concluded with specific
recommendations for future WHO priorities and activities in child and adolescent
health and development.

The members of the TSC have a broad range of expertise in child and adolescent health
and development. They also represent a balance of WHO regions.

The report summarizes the presentations made and the discussions held in the meeting,
and presents the recommendations of the TSC to CAH.

The Committee is scheduled to meet again in the third week of March 2006.

INTRODUCTION
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Overview of the Department of
Child and Adolescent Health and
Development

Dr Elizabeth Mason gave an overview of the Department over the past year. She indicated
that the Department is in the process of redefining its strategic directions which will
define the way forward for the Department in the coming years. The process followed to
date has been through two retreats, one with HQ staff and the second with regional and
HQ staff. Now with the TSC there is the opportunity to discuss further the way forward.

She then outlined the vision, mission and goal of the Department:

Vision Our vision is a world in which children and adolescents enjoy the highest
attainable standard of health and development, a world that meets their
needs, and respects, protects and fulfils their rights, enabling them to live
to their full potential.

Mission To enable countries to pursue evidence-based strategies in order to reduce
health risks, morbidity and mortality along the life course, promote the
health and development of newborn infants, children and adolescents, and
create mechanisms to measure the impact of those strategies.

Goal To reduce by two thirds the rate of infant and child mortality by 2015
(from the 1990 rate), to promote physical and mental health of adolescents
and to reduce by 25% HIV prevalence among young people aged 15-24 by
2010.

The Strategic Directions Review is being undertaken by all departments in WHO and is
linked to a competency review with the aim of ‘doing the right things, in the right places, and
in the right way’.  Staff profiles will be reviewed and matched to the functions required in
the Department with the focus of expanding implementation of key interventions in
countries. She also outlined the strategic resource allocation with reorientation of the
WHO budget to country level, the current aim of distribution of 30% to headquarters
and 70% to regions and countries changing to 25% and 75% distribution respectively in
the next biennium.

In looking at resource allocation and in the prioritization of the work of the Department,
the Director-General has dedicated the World Health Report 2005 and World Health
Day to mothers and children, with the theme ‘Make every mother and child count’.
Dr Mason noted the tremendous amount of work that has gone into the preparation of
the report - the chief editor of which is from Evidence and Information for Policy (EIP)
- and of World Health Day, and the opportunity they present for mobilization of resources
for CAH at all levels.

CAH continues to work closely with other departments, including HIV/AIDS, EIP, Making
Pregnancy Safer (MPS), Malaria, Nutrition, Parasite Control, Essential Drugs,
Environmental Health, Immunization, Vaccines and Biologicals (IVB), and welcomed
representatives who were present. Work with other departments varies from co-shared
work to inputs on specific topics, and the exact relationship is still being defined.
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In noting achievements of the Department over the past year, Dr Mason indicated that
this demonstrated the commitment of staff who, in spite of resource constraints and a
number of staff changes, continued to produce excellent quality work.  She thanked
Dr Jose Martines, who had acted as director for the six months prior to her appointment,
for ensuring continuity in the outputs of the Department.

Key achievements include:

• Child Health Epidemiology Reference Group (CHERG) – New Child Mortality Figures

- Including cause-specific estimates of newborn mortality

• Lancet series on Newborn Survival developed

• WHO/UNICEF Child Survival Survey-based Indicators

• Multi-country Evaluation of IMCI (MCE) results: IMCI not only cost-effective but
reduces mortality (Tanzania)

• FCH platform for work in HIV developed

• ADH, Steady – Ready – GO!

- Reviewing the evidence for policies and programmes to achieve global goals on
young people and HIV/AIDS, Talloires

• Guide to indicators for Monitoring and Evaluating National HIV/AIDS prevention
programmes for Young People (with UNAIDS)

• Child Survival Partnership (CSP) formed and CAH seconded staff member as Interim
Deputy Director: Launches in Ethiopia, Cambodia, India

• EMRO Regional Committee adopted Maternal and Child Health Strategy, other regions
started development of Regional Strategies for CAH

• Increased coverage of IMCI within countries - 65 out of 100 countries are in expansion
phase

• Community capacity built in African and American regions for IMCI

• Support to HIV focus countries (Bangladesh, Honduras and Tanzania) for health
sector activities relevant to HIV

• Adolescent-friendly Health Services (AFHS) – Capacity built for the Orientation
Programme on Adolescent Health for Health-care Providers (OP)
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Neonatal and Infant Health and
Development (HNI) team

REPORT OF TEAM ACTIVITIES
Dr Jose Martines began his presentation by outlining the aims and work areas of the
team. The aims of the team are to improve the epidemiologic information available and
to develop, test and promote the use of effective interventions to improve neonatal
health, infant and young child feeding, and child development. The team has four main
areas of work: Child health epidemiology,  Neonatal health, Infant and young child feeding
and Child development. In these areas, it identifies priority needs, promotes research on
interventions, develops and tests new tools when they are needed, and promotes the use
of effective interventions.

The team’s main achievements in the areas of neonatal health and epidemiology were
described. These include the definition of the burden of neonatal deaths as well as their
timing, global distribution and proportional causes.  Pediatrics  published a  review on the
effectiveness of community-based interventions for neonatal survival. Research was carried
out to develop and test community interventions for neonatal survival. A completed
study in Nepal was published in The Lancet showing a major impact of mother support
groups on neonatal mortality, also the mid-term review of an ongoing large effectiveness
trial in Pakistan showed promise of a significant reduction in mortality.

Drafts were developed of a revised generic IMCI algorithm that includes the first week
of life and of a verbal autopsy instrument that aims to improve the ascertainment of
cause of death in neonates. Also protocols for studies to validate these tools were designed.
A framework to assist policy-makers in developing national strategies was field-tested in
Viet Nam and revised. The results of an evaluation of antenatal and perinatal care
interventions implemented from 1982-2004 in Pelotas, Brazil were published in
The Lancet. The development of a protocol for the evaluation of the Indian adaptation of
IMCI (IMNCI), that has a particular focus on neonatal care in health facilities and
home visits, was started and funds were sought to support it. CAH acted as the secretariat
for the development of a series of four papers on neonatal survival that The Lancet started
to publish in March 2005.  The series is to be followed by country launches and regional
meetings to disseminate the information and promote country action.

The main achievements of the team in the area of improving infant and young child
feeding included: the preparation of a review on the role of infant feeding in relation to
cardiovascular disease risk factors; the initiation of a study to evaluate the impact of
health training on complementary feeding counselling; and work to develop and test
complementary feeding indicators. Work was also started on the development of guidelines
for the home management of severe malnutrition. Operations research was supported
on HIV and infant feeding and its results used in defining plans for improving WHO’s
counselling materials. Research on the role of zinc in the prevention and management of
illness and mortality reduction was continued and results from a set of trials have led
WHO and UNICEF to recommend the use of zinc in the management of diarrhoea.
Tools were developed for the support of country action in the implementation of the
global strategy for infant and young child feeding. They include planning guidelines, a
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manual for the design of community-based interventions, guidelines for feeding of the
non-breastfed child and computer software to optimize complementary feeding diet
recommendations. They also included a package of tools designed for settings where
HIV infection is a major public health problem: a framework for priority action; a
review of the information on the transmission of HIV through breastfeeding; guidelines
for decision-makers and for health-care managers and supervisors; and a package of job
aids (counselling cards, a reference guide and take-home flyers) for health workers.

Finally, in the area of child development, the following main achievements were reported:
The completion of the evaluation of the effect of health workers’ training on Care for
Development; and the first drafts of an advocacy video and of a paper describing the
concept of child care and its importance for growth and development.

The TSC indicated its appreciation for the work carried out by the team in 2004 and its
support for the aims and framework guiding the team’s activities.

REVIEW OF THE WORK AND RECOMMENDATIONS OF THE TSC
The TSC reviewed reports on the implementation of activities carried out during 2004
as well as the planned activities for 2005 and made the following comments.

Overall comments:
The TSC noted with satisfaction the clear goals identified by HNI, the steady and solid
progress from year to year, the ability to identify and address gaps in knowledge,
development of tools, implementation, and the integrated programme of work.

Comments on specific work areas:

Neonatal health
The TSC was pleased by the progress made by the Department in the past year in the
area of neonatal health. The Department made major advances in promoting research,
developing tools, publishing research findings and using mechanisms, such as The Lancet
neonatal survival series and media launches to influence international and national action.

The TSC made the following recommendations:

• The TSC acknowledges the potential contribution of the Neonatal Health Planning
Framework towards the development of integrated national strategies to improve
neonatal health in the context of maternal and child health. It encourages CAH to
continue to develop the framework as a guide to a facilitated process that takes into
account local needs, existing country priorities and programmes. Efforts should
continue to be made to assist countries to place neonatal interventions in the
continuum of maternal and child health and existing health systems delivery strategies.

• The TSC congratulates CAH for its role in the development of The Lancet Neonatal
Survival Series. CAH should now take a leadership role in working with regions and
other agencies and institutions to promote integration of neonatal and child survival
intervention strategies at country level and, in this way, prevent the fragmentation of
efforts in addressing issues raised by The Lancet series.

• Given the priority need to increase the current knowledge on delivery of interventions,
the TSC recommends that CAH take advantage of emerging large-scale programme
opportunities in countries to evaluate options for improved facility and home
management of neonatal infections, and low-birth-weight infants.
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• In the context of emerging opportunities for health system interventions, CAH should
explore opportunities for the evaluation of strategies for preventing or reducing
hospital-acquired infections in neonates and young infants.

• The pocket book for the hospital-based care of children is a laudable achievement by
CAH. The TSC recommends that this work be supported by further strengthening
the integration into the handbook of improved guidelines for the management of
sick neonates at referral facilities.

Infant and young child feeding
The TSC congratulated CAH on the outstanding work carried out in the area of infant
and young child feeding. It had the following specific comments and recommendations:

• The recent development of tools and a framework for HIV and infant feeding
represents a major contribution to the implementation of interventions in this area.
The TSC recommends that a similar approach be used to address other aspects of
infant feeding in the general population, in particular by improving complementary
feeding strategies, including those focused on meeting micronutrient requirements.

• The TSC encourages CAH to develop, test and evaluate large-scale implementation
approaches to improve infant and young child feeding. This should include attention
to both care and feeding practices, in addition to dietary adequacy. Evaluations
should assess programmatic feasibility, effectiveness and cost. The TSC recognizes
that the availability of resources may be a constraint for work in this area and hopes
that CAH is able to mobilize the needed resources among the donor community.

The TSC commended CAH for the continued outstanding work on the role of zinc in
child health. This includes efficacy trials to examine the impact of zinc supplementation
in preventing child mortality, research on ways for the delivery of interventions and the
design of guidelines on the use of zinc in the management of diarrhoea. The TSC had the
following specific comments:

• It awaits with interest the publication of the findings of the ongoing trial examining
the effects of zinc supplementation on child mortality and is pleased to learn of the
ongoing study on the effects of supplementation in low-birth-weight infants.

• It notes the concerns of the Data Safety Monitoring Board on the potential risk of
iron supplementation in settings of high incidence of malaria. The TSC encourages
CAH to move as quickly as possible with the publication of the related findings in a
peer reviewed journal, together with a commentary that discusses their public health
implications. CAH should take the responsibility for the appropriate dissemination
of this information, to ensure that it reaches those in charge of decisions on the
implementation of programmes.

Child development
The important work carried out by CAH in promoting child development was
acknowledged by the TSC as a significant contribution to broadening the child agenda
beyond survival. A major challenge remains in ensuring the dissemination and encouraging
wide uptake of these principles and approaches. The TSC made the following comments
and recommendations:

• It endorses CAH’s plan to integrate care for development guidelines into community-
based interventions for neonatal and child survival.



7NEONATAL AND INFANT HEALTH AND DEVELOPMENT (HNI) TEAM

• It encourages CAH to advocate for the use of the Care for Development approach
with international agencies interested in education and early stimulation of young
children (0-3 years old).

• It suggests that CAH consider adding maternal mental health and other maternal
issues (e.g. family violence) to the Care for Development work, while retaining the
simplicity of the intervention.

Epidemiology
Finally, the TSC congratulated CAH for the excellent work carried out by the CHERG.
It strongly supports the work plan specified by CHERG that includes an increased
emphasis on country application.
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Child Health and Development
(CHD) team

REPORT OF TEAM ACTIVITIES
Dr Venkatraman Chandra-Mouli began his presentation with the mission statement of
the Child Health and Development team: To improve child health through focused research and
development, leading to evidence-based and technically sound epidemiologic assessments, interventions,
methods and tools for advocacy and public health programming.

He then listed the areas of work of the team during 2004 and stressed that the focus of
the work in each of these areas was on contributing to CAH’s mission, i.e. To reduce by
two thirds the rate of infant and child mortality by 2015, from the 1990 rate.

Following this, Dr Chandra-Mouli shared highlights of work done in each of these work
areas during 2004. They were as follows:

Strengthening child health epidemiology. The development of a new set of cause-specific under-
five mortality estimates based on the best available evidence and using sound and fully
transparent estimation methods.

Strengthening the monitoring and evaluation. Consensus reached with a range of international
partners on the use of a minimum set of child survival indicators to assess progress
towards international development goals.

MCE. The completion of MCE studies in Brazil, Peru, Tanzania and Uganda and the
synthesis and dissemination of the findings of the MCE at various national and
international fora.

Programme management. The initiation of a collaborative initiative involving our regional
offices and ourselves in developing a set of training materials to equip child health
programme managers with the knowledge and skills they need to oversee effectively the
implementation of child health programmes.

Family and community action in child health. The publication of joint statements with UNICEF
on two issues of critical public health importance - clinical management of acute diarrhoea
and the management of pneumonia in community settings.

Improving the quality of care at health facilities. The development of revised guidelines on the
management of diarrhoea and dysentery, and a procedural update on the generic IMCI
guidelines. The development of a range of teaching and self-learning tools, and their
application in country-level initiatives aimed at improving the quality of care at the
first referral level.

In conclusion, Dr Chandra-Mouli said that looking back at the year, the questions that
had been hanging over IMCI - in terms of its effectiveness - had to a large extent been
answered by the results of the MCE of IMCI in Tanzania and Bangladesh, and that the
Department could press ahead with the assurance that IMCI was an effective and, indeed,
a cost-effective strategy.

In their responses to the presentation, one TSC member said that the MCE is an excellent
example of a sound programmatic evaluation and that it would be important for the
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Department to build on this in the future. In the same vein, another TSC member
stressed that donor agencies needed to invest in programmatic evaluations such as the
MCE. Commenting on the positive findings of the MCE in Tanzania and Bangladesh,
one TSC member said that this needed to be seen alongside worrying aspects of the slow
rate of implementation of IMCI in many other places. In line with that, another TSC
member stressed that the success or failure of a strategy such as IMCI depended on
many country-level factors and consequently it was important to get countries with
experience in the use of IMCI to promote it to other countries.

To conclude the session, Dr Mason responded to a query from a TSC member about the
place of IMCI within the broader child survival initiatives that were gaining momentum
by explaining that the Department was working towards helping countries assess their
child health situations and develop strategies tailor-made to suit their needs.

REVIEW OF THE WORK AND RECOMMENDATIONS OF THE TSC
The TSC reviewed reports on the implementation of activities carried out during 2004
as well as the planned activities for 2005 and made the following comments.

Overall comments:
The TSC commends CAH for the progress made on many different fronts during this
year and for addressing many of the recommendations made by the TSC last year.

The TSC notes that the Department uses two frameworks to organize and structure its
research and development work on child health. One framework defines work within
their locations in a health system ( global, national, district, health facility (primary,
first-level referral), community and family). A second framework describes the progress
of work from research, development of tools, implementation of activities, monitoring,
evaluation and back to research to deal with issues discovered in evaluation.

• The TSC recommends that these frameworks and how they are used be made more
explicit.

• The TSC also recommends that the boundaries of CAH’s research and development
work should be expanded beyond developing and testing interventions to addressing
interventions and intervention-delivery mechanisms within the framework of a health
system.

The TSC notes that the broad mandate of CAH, as articulated in its mission statement,
may make it difficult to prioritize about what to do with the limited resources available
(e.g. which conditions to address and which ones not to address, which level (or levels)
to operate in and which ones not to).

The TSC recommends that CAH articulate the methods and considerations that CAH
uses to define its priorities, including the use of the above frameworks.

Comments on specific work areas:

Improving and maintaining health-worker performance
Initial in-service training of health workers. When IMCI was launched, a key element of the
strategy was an 11-day training course for building the knowledge and skills of health
workers. In the nine years of its application, many countries experienced difficulties in
conducting the 11-day course on an ongoing basis due to its cost, availability of qualified
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course facilitators, length of time that health workers must spend away from their
facilities, and other constraints. Also, in addition to training various categories of service
providers, the need to orient key gate-keepers (such as programme managers and policy-
makers) was identified. Some countries responded to this by altering the course to suit
their needs. As a result, they developed variations of the 11-day course. Two types of
courses have been developed:

i Complementary courses. An example of this is the abridged IMCI course developed
in AFRO for paediatricians, district medical officers, and medical school lecturers.

ii Substitute courses for service-providers. Examples of this include distance-learning
courses, on-the-job training, interrupted courses, shortened courses for those with
more experience such as doctors and those with previous CDD/ARI experience, and
shortened courses for those who are not required to apply the full IMCI guidelines
such as nurses who do not have the authority to prescribe. In addition, EMRO has
added modules to the course to help health workers plan for the implementation of
IMCI in their health facilities, and to include care for development. The effectiveness
of these complementary and substitute courses has not been assessed. An evaluation
tool that takes into account baseline knowledge and skills has been developed by
CAH but still needs to be tested.

• The TSC recommends that the diversification of training be described in a structured
way in order to help countries go to scale with IMCI training. CAH should document
experiences, evaluate, disseminate results, and assist with the adaptation of the course
for different audiences and needs/contexts.

Supporting and maintaining good performance in trained health workers. Two methods are typically
used in countries to support and maintain health-worker performance after initial
training. These are supervision and additional in-service training. The integrated
supervision tool developed by AFRO, and to a lesser extent, the follow-up-after-training
tool developed by CAH, have attempted to address this need. However, many countries
have developed supervision strategies, and some have developed refresher courses
(e.g. Uganda) as well as up-grading courses to introduce technical innovations in the
case management guidelines.

• The TSC recommends that CAH document country experiences of initiatives to
support and maintain good performance through approaches such as supervision
and additional training, including some experiences with broader approaches - such
as the Concours Qualité in Guinea - that aim to strengthen the capacity of health
systems to carry out the functions of training and supervision, evaluate them to
learn from their successes and failures and to identify promising approaches,
disseminate results, and assist with the adaptation of these methods in IMCI.

Use of information from the Health Facility Survey to improve quality of
services
The TSC noted that the Health Facility Survey methodology is now being used widely to
assess the quality of child health services. The TSC also noted that in many countries,
the findings of these surveys have been analysed and used in formulating policies and
guiding programmatic action.

• The TSC recommends that alongside this, CAH should work with country-level policy-
makers to develop mechanisms for these findings to be made available and used by
the health facilities where the surveys are conducted in order for them to take action
at the local level to improve their performance.



1 1CHILD HEALTH AND DEVELOPMENT (CHD) TEAM

Development of biomedical interventions
The TSC reviewed the progress made by CAH in developing biomedical interventions
for application in health facilities or in community settings for the management of
diarrhoea, dysentery, pneumonia and HIV.

• The TSC commends CAH for its continued attention and its good work in these
areas.

Updating and expanding the generic IMCI case management guidelines
The TSC commends CAH for preparing a technical update on IMCI. The proposal to
disseminate it and to encourage countries to draw from it when they are updating or
revising their national guidelines seems sensible.

• The TSC recommends that this experience be evaluated to ensure that it occurs as
envisaged.

Child health in humanitarian emergencies
The TSC is pleased to note that CAH is making a clearly defined contribution to the
larger effort in this important area.

• The TSC encourages CAH to be proactive in helping to ensure that methods and
tools are readied and made available so that countries are well-prepared to deal with
emergencies if and when they occur.

Improving the quality of care at the referral level
The TSC commends CAH’s work in this area. This work has acquired greater relevance
in the context of the systems framework adopted by the Department, as strengthening
care at the referral level represents part of a full continuum extending from the family,
the community, the first-level health-care facility and, finally, the referral level.

The TSC commends CAH for developing the pocket book, a tremendous achievement
which brings together, in a comprehensive way, the recommendations of CAH and other
departments within WHO.

• The TSC recommends that, when this book is made available to countries, it include
electronic versions that can be easily accessed for consultation and adaptation to
local circumstances and needs.

Private health-care providers
The TSC notes that there is a growing movement with other departments of WHO to
address the issue of private health-care providers (e.g. the TB Department’s work with
private physicians, and the work of the Department of Essential Drugs and Medicines
Policy (EDM) with drug sellers).

• The TSC recommends that CAH keep abreast of the work of other departments of
WHO, to ascertain the applicability of their work for child health.

Epidemiology
The TSC notes with appreciation the tremendous progress in developing new estimates
of childhood mortality and the wide consensus that has been achieved. These are
outstanding achievements for which the TSC strongly commends CAH and the CHERG.
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The TSC noted that the revised pie-chart which presents the proportions of deaths
caused by major killers in childhood does not present malnutrition. The TSC noted that
this could result in the contribution of malnutrition to childhood mortality being
‘forgotten’. Acknowledging the methodological challenges involved, the TSC recommends
that CAH explore the feasibility of illustrating the synergistic effect of malnutrition in
the pie-chart as it was in the past, albeit with more precision.

The TSC welcomes the expansion of the work of the Department and the CHERG in
new areas, notably in tracking trends in mortality by major cause of death, in strengthening
estimates and causes of deaths at national and district levels for planning purposes, and
in analysing and interpreting epidemiologic data from an equity perspective. In relation
to equity, the TSC noted that it would be important to address equity of opportunity,
and not just equity of outcomes. In proceeding further in these areas, the TSC encourages
the Department and the CHERG to build on its tradition of consulting with and involving
individuals and institutions with expertise in these areas.

Child survival indicators
The TSC notes that CAH has worked with UNICEF and other partners to develop a set
of coverage and impact child survival indicators. The TSC also notes that CAH has been
working to incorporate selected indicators in major household surveys supported by
UNICEF (Multiple Indicator Cluster Surveys) and USAID (Demographic and Health
Surveys). The TSC commends CAH for this work.

Planning and management
The TSC noted that CAH was involved in activities in different countries which were
aimed at strengthening planning and management at national, district and health-facility
levels, e.g. defining national priorities for child survival in Cambodia; developing a district
health accounts tool in Ghana; and providing health facilities with incentives and with
support to assess and improve their performance in Guinea. Building on these activities
and on past experiences, the TSC noted that CAH is working with its regional offices to
develop a set of guidelines and training materials for child health programme managers
with the aim of strengthening national and district capacity for situation analysis, policy
development, programme planning, implementation, and monitoring and evaluation.

• The TSC commends the Department for embarking on this work and recommends
that these efforts be designed to strengthen public health programmes and build the
capacity of health systems to deliver a core set of interventions.

• The TSC also recommends that the different elements aimed at health systems
strengthening be presented in a coherent framework, clarifying what their individual
contributions are.
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Adolescent Health and
Development (ADH) team

REPORT OF TEAM ACTIVITIES
Ms Jane Ferguson began her presentation by recalling the objectives of CAH’s work on
adolescent health, namely to improve the response of the health sector in order to assist
countries achieve the Millennium Development Goals relevant for young people (HIV
prevention and maternal mortality reduction).

Strategic information.  Work in this area aims to strengthen capacity in countries to collect,
analyse and disseminate the data necessary for programmes, policies and advocacy,
focusing on HIV and related domains (sexual and reproductive health, alcohol/drugs,
violence), through impact, behavioural, determinant and programmatic indicators.  Key
achievements included the use of Mapping Adolescent Programming and Measurement
(MAPM) and the HIV indicators by UNICEF with national UNDAF processes focusing
on HIV reduction among young people in 19 countries; measuring the quality of health
services in two countries; the development of a question-bank to measure the quality of
health services; and the development of a methodology for measuring the coverage of
health-service delivery.

Services and supplies. Work in this area aims to increase young people’s access to quality
health services through trained service providers working in a variety of settings in a
strengthened health system, with the involvement of young people and the engagement
of the community.  Key achievements included further development of the Orientation
Programme (modules on adolescent development, HIV, IDU and substance use).
Additional experiences with the tool “Making it happen” to address the health system
are contributing to its finalization.

Supportive policy environment. Work in this area aims to ensure that the health sector is
able to provide the evidence base and examples of good practice, in relation to issues
which promote or obstruct the development and implementation of effective policies
and programmes.  Key achievements included the development of Facts for Policy-makers,
and the initiation of a comprehensive review of evidence on the effectiveness of
interventions for HIV prevention among young people in developing countries. In the
latter, a standard methodology combining scientific and public health criteria was used,
resulting in recommendations for policy-makers on interventions which are ‘Steady, Ready,
or Go’ for widespread implementation.

In conclusion, Ms Ferguson noted key challenges for future work. These are: the capacity
of WHO at all levels; and, finding the balance between strengthening the capacity of
WHO to assist countries in ADH and encouraging the use of programme support tools
by partners, the latter having been the strategy some years ago.
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REVIEW OF THE WORK AND RECOMMENDATIONS OF THE TSC
The TSC reviewed reports on the implementation of activities carried out during 2004
as well as the planned activities for 2005 and made the following comments.

Overall comments:
The TSC acknowledged the work of the team and the support from senior management
of the Department. Adolescent health and development presents special challenges,
including being a cross-cutting area (a population group not a health problem) and one
in which many key activities crucial for adolescent health take place outside the health
sector.

The TSC noted the importance of making strategic choices for the short- and long-term
support WHO can provide to the field of adolescent health and development and to
countries. Should WHO focus on strengthening WHO in regions and countries, or
should it be using its tools to strengthen strategic partners? What should the balance
be? How many countries, how many strategic partners? In any event it is important to
be able to demonstrate proof of concept of WHO’s contribution to ADH in countries
and find a balance between these two approaches. In addition, CAH needs to be clear
about its role in supporting work in sectors other than the health sector (e.g. in education,
military, community settings).

Comments on specific work areas:

WHO capacity
The TSC noted with satisfaction the focus of the team on a limited number of areas of
work and the overall progress achieved, albeit slow in pace. It acknowledged that the
ability to continue to make progress depends on the technical capacity of WHO staff.

• Consistent with the Director-General’s commitment to strengthening the regional
and country levels of the Organization, the TSC recommended increased numbers of
staff to develop and support the countries’ capacities in ADH. Specifically, the TSC
considered it essential to have ADH focal points in WHO offices in focus countries;
endorsed the plan to have at least one ADH person in each regional office; and
identified the need to strengthen HQ capacity in key areas.

• The TSC also recommended that CAH specify minimum expectations of the support
(e.g. technical and financial assistance) WHO regional and country offices could
provide to countries which would assist in recruiting staff and building their capacity.

Health sector focus

• The TSC recommended that the Department continue and strengthen its current
area of focus which is to strengthen the health sector in countries to achieve the
development goals most relevant to adolescent health. This includes developing tools
and capacity for countries to improve and use strategic information, improve the
quality and access to health services and supplies and use evidence to support the
policy environment.

HIV
The TSC underscores the public health imperative of addressing HIV prevention among
young people, since more than half of all new infections take place in the 15-24 year age
range. The Committee also notes that while substantial resources are now available in
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most countries for HIV/AIDS, the share of these resources allocated to young people
continues to be inadequate to take interventions to scale. The TSC endorses HIV as the
key entry point to support the health sector to address ADH and commends the
accomplishments made by CAH over the past year.

The Committee took special note of the initiative led by the London School of Hygiene
and Tropical Medicine (LSHTM) and CAH to weigh the strength of the evidence base
on interventions for prevention of HIV among young people using the schema “Go,
Ready, Steady/and Don’t Go”. The project combines scientific rigour and public health
considerations in order to derive evidence-based advice to countries and donors about
which interventions for HIV prevention among young people are ready for implementation
at scale (“Go”), need gradual scale-up while better evidence is collected (“Ready”), are
promising but do not yet have good evidence (“Steady”), or are poor investments (“Don’t
go”) because good evidence shows them to be ineffective.

Strategic information
The TSC congratulated CAH on the work related to improving strategic information.
The use of the HIV and young people indicators and MAPM tool are promising. The
related work to develop practical measures of health service quality, coverage and cost
will be useful for countries to assess the various strategies being promoted to make
health services “adolescent-friendly”.

However, the TSC noted the lack of information on adolescent health status worldwide;
that it is not collected or analysed in countries and not reported on by WHO.

• The TSC recommended that CAH consider how to strengthen this area for example
through promoting the use of a limited number of indicators by countries, based on
experience gained through developing HIV indicators.

Health services
The TSC acknowledged the important work carried out by CAH in improving the quality
and access to health services by adolescents as entirely in keeping with WHO’s mandate.
It noted the success of materials designed to improve the knowledge and skills of health
workers to address adolescents’ needs.

• The TSC recommended that attention be given to completion of the materials to
improve the health system and to help communities build ‘demand’ for appropriate
services for young people.

• The TSC also recommended that CAH devote greater attention to the evaluation of
the use of CAH/AFHS materials and the effects of improved health service delivery
to adolescents in countries (c.f. research).

Policy
The TSC noted the work being undertaken to improve the policy environment for
adolescent health, including the work on consent and confidentiality, HIV counselling
and testing and Facts for Policy-makers. The Committee requires further discussion of
this area in order to make specific recommendations, although it supports policy
development and implementation as important activities for CAH assistance in countries.
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Areas for development
The TSC considered that any expansion of work by ADH should be in terms of depth
rather than breadth. Areas noted which merit additional depth include:

Indicators (e.g. monitoring): promote age and sex disaggregation as a regular practice in any
data analysis and a common set of indicators to be collected at country level.

Evaluation research: Complete the Steady, Ready, GO! project and facilitate its wide use by
countries and donors; and use operations research to assess the effectiveness of improving
the quality and access of health services (through partnerships with technical
organizations).

Other areas for consideration (but maintaining depth vs. breadth stance): maternal mortality
(work with Making Pregnancy Safer (MPS)); policy; 10-14 year olds and other vulnerable
adolescents; family and community component (through the CAH Working Group that
has been proposed by the TSC Family and Community Practices (FCP) Group).

Partnerships in and outside of WHO
The TSC acknowledged the importance of strengthening strategic partnerships within
WHO (e.g. MPS and HIV Departments).

• The TSC recommended that CAH consider both how to influence other departments
to have a focus on adolescents and to put together a framework that the different
departments in WHO could feed into at country level, to maximize resources, develop
coherence and contribute to the One-Country Plan.

• The Committee also recommended partnerships with others (e.g. UNFPA and research
and training institutes) both in order to develop some of the areas in above and to
develop capacity to support the work in focus countries.

• In light of the need to demonstrate success and identify gaps, the TSC recommended
that a system be developed and used to plan and monitor progress over the next year.
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Technical Support (TST) team

REPORT OF TEAM ACTIVITIES
Dr Samira Aboubaker began by recalling the functions of the team: coordination and
planning with regions, countries and partners; early application and development of
implementation approaches and strategies; promoting work in ensuring rights of children
and adolescents; building capacity for implementation; technical support in key
implementation activities and providing feedback from the field to the research and
development teams.

She then outlined the main achievements of the team.

She noted that there was a move towards the development of regional and country-
specific strategies for neonatal, child and adolescent health and development.

She also noted that neonatal health is emerging as a priority area of work in many
countries. Many countries have integrated the management of the sick neonates into
the IMCI case management guidelines. The planning framework for neonatal health
developed by the Department has been used in Viet Nam. It is expected that more
countries will initiate the application of the framework during 2005.

Dr Aboubaker reported that currently 29 countries have successfully translated the
global strategy on Infant and Young Child Feeding into country-specific action plans. To
date, training in breastfeeding counselling alone, or in combination with HIV and or
complementary feeding, has been introduced, repeated or adapted in 95 countries.

She said that the IMCI strategy had been adopted by more than 100 countries as one of
the key delivery strategies for child survival. She added that several countries are now
showing progress in expanding the coverage of IMCI.

In the area of adolescent health and development, a major achievement was the capacity-
building among WHO staff, partners and country programme managers in the use of
key tools such as the Orientation Programme on Adolescent Health for Health-care
Providers, Adolescent-friendly Health Services: Making it Happen and MAPM.

Substantive work was undertaken by the Department to move forward in ensuring the
rights of children and adolescents (e.g. contributions to the United Nations Committee
on the Rights of the Child monitoring process, capacity-building, etc.).

Dr Aboubaker updated the TSC members on progress made in disseminating CAH’s
work. She reported that during 2004 the CAH web site had been visited over
300,000 times, more than 400 web updates had been prepared and 218 electronic
publications had been posted in CAH’s web site. In relation to this, TSC members
acknowledged the progress made but strongly recommended that the Department adopt
a clear communication and dissemination strategy for reaching out to a wider audience
and for maximizing the impact of the products of CAH’s work.
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Financial status

Dr Mason gave a presentation on the financial status of the Department. She informed
the TSC that the working budget for 2004-05 is US$5 million less than for the biennium
2002-03, being US$30.3 million cf. US$35.5 million. She noted that the reduction in
budget had been mainly in specified funds due to the ending of some major research
grants. However the level of unspecified funds, though better than the last biennium, is
still low resulting in less funds being sent to the regions.  Staff positions funded in the
regions by extrabudgetary resources from HQ have been maintained, but funds for
activities have been severely constrained. She also noted that during 2004 there had
been a block on spending unspecified resources as not all had been received from various
partners. This resulted in no or slow implementation of some work areas, e.g. CHD had
an implementation rate of 27% and TST of 31%.

The situation was reviewed at the beginning of 2005, and with the receipt of some soft-
specified funds (e.g. for HIV, TB and malaria) and other unspecified funds, plus some
cost-saving through staff departures, for 2005 there are resources available for all planned
activities. In addition, resources will be transferred to regions to support implementation
of key interventions in countries.  She noted that staff salaries account for approximately
50% of the budget, thus there is sensitivity to changes in salaries and the US dollar
exchange rate which may affect the budget for the next biennium.

Looking forward to the biennium 2006-07, with the revised budget ceiling at HQ and
regional/country offices, CAH will have a budget of US$24 million. This compares to
US$26.1 million for the current biennium (excluding resources allocated to regional
offices). TSC members expressed some concern at the budget reduction and the potential
effect on operations of the Department. Dr Mason indicated that we will need to ensure
a comprehensive resource mobilization strategy to ensure all potential resources at HQ
and regional/country levels are raised. In addition, Mrs Phumaphi noted that if the total
is reached there is the potential for further mobilization of resources.



1 9SPECIFIC TOPICS

Specific topics

The Department identified two topics for in-depth discussion during the TSC - Monitoring
and evaluation, and Family and community practices. These topics were identified because
it was felt that it would be useful to discuss the directions that the Department needed
to take, and to strengthen its work in these areas.

MONITORING AND EVALUATION
The subject was introduced through a plenary presentation by Dr Olivier Fontaine.
Dr Fontaine described the monitoring and evaluation activities of the Department and
their evolution during the past few years in relation to the areas listed below:

Indicators and targets
Indicators for child survival have been recently revised in collaboration with USAID and
UNICEF. However, these indicators are all “impact” indicators; none are “process”
indicators (service-delivery indicators). In addition, no intermediate targets have been
defined for these indicators. A list of outcome and process indicators (milestones) and
targets (up to 2003) for IMCI was developed in 1997. However, they were not
systematically monitored.

Household surveys (HHS)
HHS are no longer conducted by CAH as the Demographic and Health Surveys
(supported by USAID) and the Multiple Indicator Cluster Surveys (supported by UNICEF)
are already collecting the information necessary to measure the above-mentioned
indicators.

Health facility surveys (HFS)
Process and outcome indicators for interventions included in IMCI were developed in
collaboration with USAID, UNICEF and CDC. The Department is still supporting HFS
(capacity-building) to collect data to measure these indicators. However, the results of
these surveys are not always fed back to the Department and there is no clear mechanism
to ensure that these results are used by the Department.

Programme reviews
Programme reviews (Short Programme Review, Focused Programme Review,
Comprehensive Programme Review) that were an important part of the “Monitoring
and Evaluation” activities of CDD and CDR have been completely abandoned. The
conduct of these programme review activities was a major incentive for the collection of
specific hard data, through HHS and HFS.
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Dr Fontaine stressed that the virtual cycle often used to describe the functioning of the
Department had been greatly weakened in the past few years by the de-emphasis put on
programme monitoring and evaluation. He then went on to list what needed to be done
in terms of monitoring and evaluation activities at country and global level, and proposed
a number of interventions/tools that could answer these perceived needs.

The plenary presentation was followed by work in a smaller group comprised of TSC
members and CAH staff from all teams. The conclusions and recommendations of the
group (outlined below) were presented in plenary.

Conclusions and recommendations:

• Monitoring and evaluation is an important yet neglected part of CAH’s mandate.
CAH needs to step up its monitoring and evaluation activities in areas that facilitate
decision-making. It should aim to improve accountability, to measure the scaling up
of the implementation of interventions and to measure who is reached with child
survival interventions.

• The Department should assist countries to ensure quality of data. It should specifically
influence existing (and often burdensome) reporting systems and discourage irrational
data collection and reporting. It should help countries identify existing data sources
and assist policy-makers and planners at the national, district and facility levels to
utilize them. The Department should support countries to ensure that reporting and
feedback are inserted into existing processes, such as health sector review meetings,
reporting on Poverty Reduction Strategies (PRS) and on the United Nations
Convention on the Rights of the Child (CRC).

• As part of its mandate to assist countries in decision-making, CAH should identify
and/or refine a core set of proxy outcome (or intervention-delivery) indicators to
assist countries in strategic and operational planning. It should also provide assistance
in target-setting and benchmarking, for example by identifying expected levels of
mortality given different socioeconomic development levels. The Department should
also identify a set of systems performance indicators (e.g. on cost and
decentralization). Finally, the Department should provide a framework for programme
reviews.

• More operational research is needed into monitoring and evaluation. It was proposed
that the Department develop a framework to be applied at country level for operational
research on indicators, measurements and impact.

• The Department should work in a limited set of countries. It should identify
“innovator” countries, allow them to share their experiences with other countries
and promote their leadership. Based on such country experiences, CAH needs to
develop a global strategy and tools for programme evaluation, develop a system to
ensure that data-based and planning-relevant information is synthesized and used for
programme development and/or refinement, and make this information widely
available, for example in the form of a website through which interested individuals/
organizations could search for and obtain the data they are interested in.

• Specifically, as part of a global strategy and tools for programme evaluation, CAH
should take leadership to promote health facility surveys and programme reviews,
develop global programme indicators and targets to monitor implementation, ensure
availability of age and sex disaggregated data, while ensuring coordination on
monitoring and evaluation activities within WHO.
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Following the presentation, there was an animated discussion. The points made are
summarized below.

One member said that there was a pressing need to develop a larger and systematic
monitoring and evaluation framework that:

• Encompasses the work of the Child Health Epidemiology Reference Group (CHERG)

• Shows the different decision points for which data are needed

• Has routine monitoring and survey-based monitoring separate

• Includes operational research needs for monitoring and evaluation

Another member said that the list presented was a very long one, and that it would be
important to identify and address the critical gaps in child and adolescent health
monitoring and evaluation. In line with this, another member said that the priority
should be to improve the use of existing data first, to see how it relates to the existing
indicators, and then to develop/refine indicators.

Responding to these comments, Dr Mason said that the outputs of the group represented
a first step in the development of a prioritized list of activities within a coherent
framework, and that the Department would work to develop this further. She stressed
that to do this, the Department would need to address:

• The development of an overall M&E framework with clear linkages between
epidemiology, and monitoring and evaluation

• The skills required to implement such a framework

• The development of a team to move the agenda further (HQ, regional offices, external
advisers)

Finally, one member stressed the need to find a balance between strengthening
coordination on the one hand, and maintaining independence between programmatic
activities and data on the other. In response, CAH highlighted the importance of working
with the Health Metrics Network.

FAMILY AND COMMUNITY PRACTICES
The subject was introduced though a plenary presentation by Dr Betty Kirkwood and
Dr Rajiv Bahl. They reminded the TSC of a key recommendation made at last year’s
meeting: “encouraging CAH to develop urgently a comprehensive research, development
and implementation plan to guide and accelerate progress in community child health”.
They pointed out that this had not been achieved and that there had been little follow-
through on the recommendations resulting from an informal consultation held in
March 2004. They underlined the urgent need for progress in this area following
The Lancet child survival and neonatal series.

They proposed the following key points for discussion:

• A radical rethink is needed concerning the third component of IMCI, since this is a
collection of complex and disparate desirable outcomes.

• It is essential to go beyond the health facilities and health workers as the only delivery
points.

• The rethink provides the opportunity to expand the Department’s vision to take a
life-course approach (see Figure 1) covering desirable curative and preventive actions
for ensuring the survival, health and well-being of babies, young children, adolescents
and mothers.
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A brief history of community activities was outlined, the current work of the Department
in this area was briefly summarized, and constraints that were hindering progress were
identified. These constraints were:

• The role of the Department in this area is not clear.

• Little is known on how to scale up community interventions.

• Implementation experiences are not usually well-documented.

• Communities are variable, and therefore, a large capacity for adaptation of
interventions and their delivery strategies is required.

• There has been a lack of resources allocated, including absence of a full-time CAH
staff member responsible for this area.

The plenary presentation was followed by work in a smaller group comprised of TSC
members and CAH staff from the newborn, child and adolescent health teams.

HEALTHY ADOLESCENT

HEALTHY MOTHER

ANTENATAL AND BIRTH CARE
 Care-seeking during pregnancy and

childbirth
 TT, IPT, skilled care at birth

HEALTHY BABY

REDUCE ILLNESS RISK
 Early initiation of BF, temperature

control and hygiene
 Insecticide-treated bednets, vaccines

IMPROVE NUTRITION
 Exclusive BF, appropriate CF and

continued BF
 Micronutrient supplements

CARE FOR DEVELOPMENT

ALIVE AT FIVE

MANAGEMENT OF ILLNESS
Home management, care-seeking,
adherence
Community management of
diarrhoea, pneumonia, malaria,
severe malnutrition, newborn
infections and LBW

REDUCE ILLNESS RISK
  Care-seeking, avoid risky behaviour,

condoms
IMPROVE NUTRITION

SUPPORT FOR DEVELOPMENT

MANAGEMENT OF ILLNESS
 Care-seeking, adherence

Figure 1. Community interventions: life-course approach

Key:
TT: Tetanus toxoid;
IPT: Intermittent Presumptive Treatment (of malaria);
BF: Breastfeeding;
CF: Complementary Feeding;
LBW: Low Birth Weight.
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Conclusions and recommendations:

• There was strong endorsement for the adoption of the life-course approach, including
expansion to include pregnancy and childbirth. It was recognized, however, that adolescents
should be considered separately from mothers and their babies and young children since
they will require somewhat different intervention approaches. Figure 1 was refined to
reflect this.

• The list of key family and community practices currently included in the third
component of IMCI needs to be revised to include the antenatal and neonatal practices
identified in the current Lancet neonatal series and key practices to promote maternal
health. In addition, the community component for maternal, neonatal and child
health needs to include the provision of health services (preventive and curative) at
community level in settings where coverage through health services is very low.

• A parallel exercise needs to be carried out for adolescent health. This may start with
a priority focus on promoting utilization of health services (preventive and curative).

• The group developed a framework (Figure 2) for taking forward development of the
community component. This explicitly recognizes that the key practices are not
interventions but rather desired outcomes. Furthermore, it is essential to recognize
that what is required is the development of an “intervention process” that lends
itself to adaptation to specific contexts, rather than a one-size-fits-all intervention.
Finally, community ownership will be key to success; engaging communities as part
of the intervention process is therefore essential.

Figure 2. A framework for achieving impact on health outcomes through promotion of key family and
community practices

How to deliver interventions on large scale:

Collate evidence
How to do things differently in different
settings? Regional and country inputs

Strategy for building capacity in countries
Tools to assist intervention design and
delivery
Supportive political/policy environment
Engaging communities (local ownership)

Process for designing
interventions to promote

key practices

Intervention delivery
strategy (including

communication strategy)

Behaviour change to achieve
high coverage of desirable

key practices

Variable time
window

Monitor

Monitor

Monitor

Community-level evidence that these
behaviours are important to achieve impact

Impact on health outcomes

Identification of
key practices
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• The development of the intervention process presents a major challenge; we do not
currently know how to deliver what will be required on a large scale, or what we need
to do differently in different settings with different levels of access to health services.
It is recommended that useful first steps may be:

- To collate evidence from successful small-scale initiatives using community-based
approaches, such as community mobilization, women’s groups, working through
community development projects, and community health workers.

- In a few selected settings, to: (i) take each key practice and outline what would
be needed to achieve 100% coverage; (ii) take each main delivery mechanism,
and map out which set of practices it could be used to target; and (iii) combine
the results from the two in a matrix.

• Implementation of the intervention process also presents a major challenge in many
places since the skills needed, such as formative research skills, may not be available.
It is therefore recommended that CAH develop a strategy for capacity-building in
countries to support this.

• The group re-emphasized that CAH should urgently develop a comprehensive research,
development and implementation plan that includes a multi-year roadmap with targets
and deadlines to guide and accelerate progress in community maternal, newborn,
child and adolescent health.

• It recognized that this would not be possible without addressing the capacity gap
within the Department, and the group recommended that a team be built comprising
one full-time staff member responsible for this area, as well as other HQ and regional
office staff to contribute some proportion of their time to this work. It further
recommended that this team be supported by an external expert group, with both
advisory and functional roles, and that adequate funding be made available for this
work.

• The group recommended that the team and expert group should include persons
with skills in the following areas: Communications, Community development/
mobilization, Design and implementation of behaviour change interventions,
Community intervention delivery research, and monitoring community activities,
Analytical thinking, and Ability to synthesize evidence from different sources.
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General recommendations to CAH

1. As in 2004, the TSC is aware of the importance of the work carried out by CAH, and
that this would be of interest to a large audience at different levels.

• The TSC recommends that the Department adopt a communication and
dissemination strategy to reach out to a wider global audience in order to increase
its visibility and enhance the impact of its work.

2. The TSC recognizes the challenge for CAH to implement all the specific team
recommendations, given the prevailing financial and human resource constraints.

• The TSC recommends that every effort be made to mobilize sufficient resources
for CAH’s work and in addition that there be budgetary flexibility to allow for
support to key work areas that have been identified.

3. The TSC notes that the broad mandate of CAH, as articulated in its mission statement,
may make it difficult to prioritize with the limited resources available (e.g. which
conditions to address and which ones not to, which level (or levels) to operate in and
which ones not to).

• The TSC recommends that CAH articulate the methods and considerations that
CAH uses to define its priority work areas.
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Other departments
Dr H. Bathija FCH/RHR/TCC
Dr S. Crowley HTM/HIV/TPS
Dr M.F. Gomes CDS/TDR/PDE
Dr R. Laing HTP/PSM/PAR
Dr D. Maher HTM/STB/TBP
Dr P. Olumese HTM/RBM/MSP
Mrs R. Saadeh NMH/NHD
Dr L. Savioli CDS/CPE/PVC
Dr P. Weis FCH
Dr R. Winkelmann EGB/GOV/UNI

LIST OF PARTICIPANTS
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Agenda Annex 2

MONDAY 14 MARCH

 9:00 Welcome J. Phumaphi
E. Mason

Terms of reference and operations of TSC
Issues to be addressed by the TSC at this meeting:

the agenda Chairperson
Overview of the Department of Child and Adolescent
Health and Development (CAH) and

Strategic Directions for CAH E. Mason

10:00 Report on activities carried out in 2004
(10 min each topic followed by 5 min questions for clarification -

main discussions to be held in small groups)
Introduction to the session Chairperson
• Research and development to promote

newborn health, infant feeding and child
development        J. Martines

• Research and development to improve
child health and development           V. Chandra-Mouli

• Research and development to improve
adolescent health and development J. Ferguson

• Technical support to regions and countries S. Aboubaker

11:30 Financial status C. Wolfheim

11:50 Review and discussion of team work
Group 1 - Neonatal and Infant Health and Development
Group 2 - Child Health and Development
Group 3 - Adolescent Health and Development

13:00 Lunch

14:00 Review and discussion of team work (continuation)

18:00 Closure
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TUESDAY 15 MARCH

9:00 Feedback from groups - plenary

10:00 Review and discussion of main gaps and future agendas: short presentations
• Community issues       R. Bahl
• Monitoring and evaluation  O. Fontaine

11:00 Review and discussion of main gaps and future agendas: group discussions
Group 1 - Community
Group 2 - Monitoring and Evaluation

13:00 Lunch

14:00. Issues identified for in-depth review with the TSC -
discussions and recommendations
Group 1 - Neonatal and Infant Health and Development
Group 2 - Child Health and Development
Group 3 - Adolescent Health and Development
Group 4 - TBD based on discussions at the meeting

18:00 Closure

19:30 Dinner

WEDNESDAY 16 MARCH

9:00 Group presentations and discussion of recommendations

13:00 Lunch

14:00 Finalizing recommendations
Review of draft report
Next meeting

17:00 Closure
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