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ABSTRACT 
 

The aim of the meeting was to provide an update on ongoing IMCI 
activities in the Region, to share experiences with the early 
implementation of IMCI, and to discuss future strategies and activities to 
ensure the sustainable development of IMCI in the Region. Nine 
countries in the European Region were now in the early implementation 
phase of IMCI and one, Kazakhstan, was approaching the expansion 
phase. There had been significant progress in implementing the first IMCI 
component on health worker training and case management 
improvement. Experience had shown that IMCI could be successfully 
integrated into ongoing child health interventions and health sector 
reforms. The meeting recommended that future work focus on: improved 
exchange of information; regular cooperation between the major partners 
as a means of further developing the second IMCI component on health 
systems; and strengthening the third IMCI component on family and 
community participation by promoting WHO/UNICEF guidelines on 
community practices, investing in the strategic role of district nurses and 
community health visitors, and promoting closer partnerships between 
the voluntary sector and ministries of health. 
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Executive summary 

The Integrated Management of Childhood Illness (IMCI) Task Force for the WHO Regional 
Office for Europe held its second meeting in Padua, Italy, from 23 to 25 November 1999. The 
main aims of the meeting were to provide an update on IMCI activities in the European Region 
and globally, to compare national experiences and to discuss strategies for the further 
implementation of IMCI in the Region. 
 
Globally, the number of countries using the IMCI strategy had increased dramatically from 14 in 
early 1996 to 63 by June 1999, with a further 8 discussing its introduction. Only 12 countries had 
so far reached the third phase of IMCI implementation (review and expansion). 
 
In the European Region, considerable progress had been made since the first meeting of the Task 
Force in Almaty, 1998. Nine countries were now in the early implementation phase of the IMCI 
programme (Armenia, Azerbaijan, Georgia, Kazakhstan, Republic of Moldova, Tajikistan, 
Turkey, Turkmenistan and Uzbekistan). The province of Kosovo in the Federal Republic of 
Yugoslavia could be added to this list. Kyrgyzstan was still in the first introductory phase, while 
Kazakhstan was approaching the expansion phase. 
 
Experience to date showed that health system reforms were clearly a prerequisite to the 
successful implementation of IMCI in a country, but also that IMCI in itself was a tool for 
promoting reform, including reducing the number of unnecessary hospitalizations. A series of 
presentations by representatives of countries and organizations showed how current child health 
interventions could fit into the IMCI strategy, and it was concluded that IMCI could serve as a 
rallying point for the many different agencies operating in the field of child health care. 
 
The recommendations from the Padua meeting focused on three main areas: 

1. coordination and exchange of information: to include setting up a “listserv” and website, 
collecting IMCI documentation and holding regional meetings of implementing partners; 

2. development of the second IMCI component on health systems: to include setting up a 
mechanism for regular cooperation between the major partners (WHO, UNICEF and the 
World Bank) and to involve health system specialists; 

3. strengthening the third IMCI component on family and community participation: to 
include setting up a technical working group on ways of promoting the WHO/UNICEF 
guidelines on community practices, drawing on outside expertise in communications and 
sociology, clarifying the strategic role of district nurses and community health visitors and 
promoting closer partnerships between the voluntary/nongovernmental organization sector 
and ministries of health/international agencies. 

Background to the meeting 

The Integrated Management of Childhood Illness (IMCI) is a strategy developed by WHO and 
the United Nations Children’s Fund (UNICEF) designed to improve practices in prevention and 
management of childhood illness in both health facilities and the home. The core intervention of 
the strategy is the integrated case management of the five main causes of childhood deaths 
worldwide: diarrhoea, acute respiratory infections (ARI), measles, malaria and malnutrition, and 
of common associated conditions. The three main components of the IMCI strategy are: 
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• improvement of health workers’ case management skills 
• improvements in the health system 
• improvements in family and community practices. 
 
The IMCI strategy was first introduced in the European Region in 1997 and has now been taken 
up by nine countries (Armenia, Azerbaijan, Georgia, Kazakhstan, Republic of Moldova, 
Tajikistan, Turkey, Turkmenistan and Uzbekistan, together with the province of Kosovo in the 
Federal Republic of Yugoslavia) as a tool for improving child health. Countries are at various 
stages of the implementation process, ranging from introduction through early implementation to 
expansion. Initial findings show that implementation of the IMCI strategy in primary health care 
facilities is feasible and appropriate, and that it fits well into the current directions of health 
sector reforms. 
 
In March 1998 the first coordination meeting of regional health partners was held in Almaty, 
Kazakhstan, with the aim of reviewing progress in the introduction of IMCI in the Region and 
making recommendations for the further development of the strategy. A Task Force was set up 
to coordinate IMCI activities in the central Asian republics and Kazakhstan (CARAK) and a 
“Call for IMCI Partnership in the Central Asian Republics and Kazakhstan” was drawn up. The 
subsequent broad collaboration between partners involved in child health has been essential for 
the introduction of IMCI at regional and national levels. 
 
The meeting held in Padua, Italy on 23 to 25 November 1999, constituted the second meeting of 
the IMCI Task Force and was designed to provide an update on IMCI activities in the European 
Region and globally, as well as an opportunity to compare national experiences and discuss 
strategies for the further implementation of IMCI in the Region. The meeting was divided into 
five main sessions, comprising presentations by partner organizations and discussions. The 
purpose of this report is to summarize the presentations, reflect the main points of the 
discussions and outline the final recommendations for future action. Copies of the full 
presentations are available from the WHO Regional Office for Europe (WHO/EURO) Secretariat 
on request. The report is being sent to IMCI partners, relevant international organizations and 
ministries. 

Opening of the meeting 

Participants were welcomed by Professor Iles Braghetto, Minister for Health of the Veneto 
Region. The Veneto Region had a strong tradition in the field of health and was actively 
cooperating with WHO in a number of ways, including hosting conferences and seconding 
experts to assist in the implementation of projects in the field. The experience had been mutually 
beneficial and had had an important influence on the Veneto Region’s own health care system. 
The IMCI Task Force meeting came at a time of widespread health system reforms across 
Europe, and would play a significant role in preparing for the health challenges of the new 
millennium. 
 
Dr Viviana Mangiaterra, WHO/EURO Regional Adviser on Child Health and Development, 
traced the development of IMCI in Europe over the previous three years and outlined the 
objectives of the meeting. The IMCI strategy had been introduced into the European Region in 
1997 as an effective way of addressing the health needs of children in the most vulnerable 
countries in the Region. The strong collaboration between partners since the first meeting of the 
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IMCI Task Force in Almaty in 1998 had been a key factor in facilitating the introduction of 
IMCI at regional and national levels. Invaluable assistance had been received from WHO 
headquarters in introducing IMCI in the European Region. The Italian Government had been the 
first donor government to support the IMCI programme in Europe, funding pilot projects in 
Kazakhstan under the umbrella of the CARAK project. Within the framework of decentralized 
international cooperation promoted by the central Italian Government, the Veneto Region would 
be seconding an expert to Uzbekistan for a year to support WHO activities, including the 
implementation of IMCI. 

Session 1: Orientation and update on IMCI globally and in the 
European Region 

The session was chaired by Dr L Bertinato, Veneto Region. The aim of the session was to 
provide an update on the status of implementation of IMCI globally and in the WHO European 
Region, with a special focus on the experience of Kazakhstan at national and district level. The 
session concluded with a discussion of the lessons learned from developments in IMCI so far. 

Global update on IMCI 
Dr J. Tulloch, WHO headquarters 

An analysis of trends in the distribution of deaths by age group in developed and developing 
countries revealed the need for a global programme focusing on child mortality: in developing 
countries: over 30% of all deaths occurred in the group aged 0–10 years, with most of these 
occurring in children under the age of 5 years, as compared with less than 1% in developed 
countries. While significant progress had been made in reducing child mortality, there were still 
huge inequities, with African children bearing more than their fair share of infectious disease. 
Childhood mortality rates doubled if the underlying factor of malnutrition was taken into 
account. 
 
Dr Tulloch reviewed progress in the three components of IMCI. In the case of the first 
component on improving case management, almost 6000 health workers from 68 countries had 
received in-service training in IMCI in 1998. Up to 85% of health workers trained received a 
follow-up visit in Vietnam, the Philippines and Nepal. Breastfeeding counselling training had 
been translated into 15 languages and courses conducted in 46 countries. In terms of pre-service 
training, IMCI was being incorporated into teaching in 18 countries, and teaching was already 
under way in 5 medical schools and 4 paramedical schools. In 1998, 9 intercountry courses in 
IMCI had been held to build regional capacity. Twenty-five developing countries had trained 
consultants who could support IMCI in their own and other countries. New ways of conducting 
IMCI training were being explored in WHO regional offices and countries, and 18 countries had 
introduced IMCI into the basic training of health professionals. 
 
Regarding the second component on health system support, district health teams had been 
working with health ministries and IMCI partners to strengthen support from health systems for 
child health. There was evidence that IMCI could serve as a catalyst for specific improvements 
in health systems – this had been the case in Nepal, for example. IMCI had been included in 
health projects supported by the World Bank in 25 countries. Joint activities had begun at WHO 
headquarters between the Department of Child and Adolescent Health and EDM (an 
interdepartmental workshop) and in the African Region (a workshop in Harare). 
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Achievements in the third component on family and community practices included the 
development of proposals by seven country teams to extend IMCI into the community; the 
finalization of materials in the Americas and South-East Asia and their introduction at country 
level; the adaptation of guidelines for counselling of caretakers in many countries; and the 
provision of input by WHO staff into an interagency working group to develop the third 
component further. In addition, two new publications were now available, providing guidelines 
and tools for improving family and community practices and interventions. These were 
Improving family and community practices – a component of the IMCI strategy (WHO/UNICEF) 
and A critical link – interventions for physical growth and psychological development (WHO). 
 
There was encouraging evidence that intervention by trained IMCI health workers led to tangible 
improvements in child health, better communications skills on the part of health workers and 
improved knowledge among caretakers (for example in Bolivia), as well as to reductions in drug 
use and costs (for example in Bangladesh and Uganda). 
 
Multicountry evaluation research was now under way to assess the impact of IMCI. The number 
of countries using the IMCI strategy had increased dramatically from 14 in early 1996 to 63 by 
June 1999, with a further 8 discussing its introduction. Only 12 countries had so far reached the 
third phase of IMCI implementation (review and expansion). Very few countries had not 
continued with the introduction of IMCI after the initial orientation phase, and most countries 
were therefore in the early implementation phase (adaptation of materials and introduction of 
IMCI in limited pilot areas). 
 
The following were identified as the major challenges to IMCI implementation: 

• increasing resources in countries to expand IMCI; 

• expanding scope and coverage without loss of quality; 

• strengthening the family and community component; 

• expanding the range of conditions to be covered by IMCI (e.g. neonatal period, wheezing); 

• adapting IMCI to areas of high HIV/AIDS prevalence; 

• establishing and using links with the Roll Back Malaria programme to maximize mutual 
benefit. 

 
For the future, it was important to place IMCI within the context of the mother and child health 
life cycle, and to invest in child health through improved maternal, girls’ and adolescents’ health. 

Update on IMCI in the European Region 
Dr Mikael Ostergren, WHO/EURO 

The need for IMCI in Europe could be shown both epidemiologically and in relation to ongoing 
health system reforms. There were significant differences between Eastern and western Europe 
in terms of infant mortality rates, with figures at least 5 to 10 times higher in the newly 
independent states (NIS) and central Asian republics, but both parts of Europe shared some 
problems regarding challenges to health care systems. Challenges to the health system, 
particularly in the NIS, included weak primary health care and excessive hospitalization; severe 
underfunding of the health care system (particularly at primary level); lack of incentives for 
efficiency and cost-containment; poor case management and out-of-date treatment guidelines; 
excessive and inappropriate drug use; and shortages in pharmaceutical and medical supplies. 
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Health system reforms and the adoption of IMCI were interrelated. On the one hand, health 
system reforms were a prerequisite for the introduction of IMCI. Necessary reforms included the 
redirection of resources towards primary care; the creation of incentives for primary care 
(financial and others); the availability of affordable drugs; and less specialization among health 
workers. 
 
On the other hand, there was evidence that IMCI in itself could also promote health sector 
reform by serving as a tool for: providing child care at primary level (currently non-existent in 
many areas); encouraging less specialization among health workers; reducing unnecessary 
hospital admissions; revising outdated treatment guidelines and improving case management; 
and encouraging more rational drug use. 
 
Regarding the current status of adoption of IMCI in Europe, nine countries were now in the early 
implementation phase (Armenia, Azerbaijan, Georgia, Kazakhstan, Republic of Moldova, 
Tajikistan, Turkey, Turkmenistan and Uzbekistan). The province of Kosovo in the Federal 
Republic of Yugoslavia could be added to this list. Kyrgyzstan was still in the first introductory 
phase, while only Kazakhstan would soon reach the expansion phase. 
 
A number of lessons could be learned from the experience of IMCI so far in Europe. In terms of 
the adaptation phase, the adaptation in Kazakhstan had worked well in clinical sessions and 
seemed to be applicable to many countries. Adaptation should be a continuous process and 
consensus-building was an important part of it. The IMCI courses had been evaluated positively, 
having proved to be feasible and appropriate for first level health workers both in terms of 
content and training methods. Participants had been able to recognize most clinical signs and 
symptoms, and the number of cases seen by participants had been acceptable although 
logistically demanding. Regarding follow-up to IMCI courses, it had been shown that health 
workers found the IMCI guidelines easy to use, and caretakers had been positive in their 
feedback about health workers who had participated in the IMCI courses. Support from local 
health facilities was essential, and it was important to incorporate IMCI into daily work 
practices. 
 
Future challenges that needed to be addressed in the European Region were: 

• the adaptation and implementation of IMCI at national levels; 

• the development of all three components to suit the context of the European Region – the 
guidelines were good, but more work was needed on the second and third components 
(health systems and family and community practices); 

• inclusion of IMCI in pre-service training; 

• more operations research to document how IMCI works; 

• a broad strategy to establish better collaboration between the various IMCI partners, 
including health ministries, paediatric associations, universities and medical training 
institutes, district and regional health authorities, international agencies, nongovernmental 
organizations (NGOs) and the family/community component. 
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Experience with IMCI in Kazakhstan 
Dr Ivan Vasilevich Ivassiv 

Kazakhstan was actively implementing health care reforms, including family medical care and 
primary health care focusing on the health needs of the child population. IMCI had been 
introduced partly in response to high mortality rates among children. Surveys had shown that 
60% of children who died before they reached one year of age had problems with malnutrition. 
Kazakhstan was nearing the completion of the early implementation phase, and a review meeting 
would be held at the end of February 1999 to evaluate the first year’s experience and plan the 
transition to the third phase (expansion). 
 
IMCI had been introduced in Kazakhstan following an orientation meeting in Copenhagen in 
1997. A meeting had then taken place between the Minister of Health and the Collegium, and a 
normative document on implementation had been drawn up and a working group set up. A series 
of meetings had been held with health workers, scientists, researchers and other relevant bodies 
and professions, and working groups had been established in local health departments. A 
national meeting for these working groups had been held in November 1997 and two pilot areas 
had been selected, one in a rural area and one in an urban area. Discussions had also focused on 
reforms in local health facilities (SVAs and FAPs, and a special group working with the National 
Nutrition Institute had issued recommendations. In 1998, orientation meetings were held in the 
pilot regions. 
 
IMCI training materials were finalized so that courses could be conducted. A new component, 
wheezing, was added to the basic IMCI combination of childhood illnesses. Training began in 
October 1998 with an international course followed by a national course for paediatricians. Since 
February 1999, four training courses and two follow-up visits had been organized with the 
assistance of UNICEF and ABT Associates. The initial experience from the adaptation and early 
implementation phase had been positive. Training had been positively evaluated, with training 
materials considered rational and comprehensive. Follow-up visits had also been considered 
successful. There had been improvements in drug prescribing and in communications between 
health workers and caretakers. Health facilities had all the necessary documents, and where skills 
were still lacking, these were acquired after a second follow-up visit. Certain material problems 
in the implementation of IMCI had also been solved (e.g. lack of adequate heating in some 
health facilities). 
 
Initial recommendations from the experience in Kazakhstan included: 

• patients in rural areas needed better access to health care facilities 
• follow-up was essential 
• the mothers’ cards system needed to be developed 
• health workers needed further training in certain techniques (e.g. use of nasal-gastric tubes) 
• regular and punctual supplies of medicines were essential to proper case management 
• the IMCI strategy needed to be supported at all levels. 
 
As regards future plans, two further follow-up courses for trainers would be held in 1999 and a 
review meeting was planned for February 2000. The final version of the IMCI training package 
would be completed and translated into Kazakh. A draft programme for the pre-service training 
of doctors and nurses was being discussed with a view to implementation at national level. 
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Lessons learned from the early development of IMCI 
 
1. It was important to be aware that pilot projects in general were in some ways easier to 

implement in terms of funding and commitment, and that special attention would be 
needed for the expansion phase of IMCI as it posed greater challenges. The interrelation 
between IMCI and health system reforms was noted, and the role of IMCI in promoting 
primary health care as opposed to hospitalization was particularly important in the light of 
the financial constraints facing most of the countries of central Asia and the Caucasus. 

2. The possibility for including injuries, including abuse and neglect, in some way in the 
IMCI package was discussed, as childhood injuries were the next main challenge in Europe 
and globally following perinatal deaths and major childhood illnesses. 

3. In offering a general opportunity for physicians, paediatricians, nurses and midwives to 
update their knowledge, IMCI also ensured that health professionals in rural areas had 
access to the same information. 

4. IMCI played a significant role in the regionalization of health care, requiring a clear 
allocation of responsibilities at local and regional levels to ensure delivery of essential 
health services to children under five years of age 

5. By focusing on good health care at primary (outpatient) level and reducing unnecessary 
hospital admissions, IMCI can be a useful tool in promoting less specialization and sub-
specialization among health workers. Participants were urged to monitor the 
implementation of IMCI and document changes in referral patterns. 

6. It was important for IMCI to address primary health care and hospital settings 
simultaneously, not only in terms of strategy but also in terms of the behaviour and 
practices of professionals. In most European countries, the bulk of funding went to hospital 
settings. 

7. Possible incentives for promoting primary health care should be examined, such as 
promoting the role of the family physician and the status of primary health care workers; 
financial incentives (such as free outpatient care); and a public policy that clearly 
reinforced primary health care as opposed to more costly technologies and interventions. 

8. There had been problems in ensuring the availability of and access to drugs, and donations 
were only one option for ensuring supplies. Other sustainable options for ensuring 
adequate supplies needed to be explored. The principle of cost-recovery was important not 
only in terms of financial reimbursement, but also as an affirmation of commitment and a 
means of introducing the visible concept of paying for services. 

9. At the same time as ensuring supplies of drugs, it was essential to address the question of 
micro-nutrients (such as vitamins A and D, iodine and iron) within the IMCI strategy. 

10. The family and community component of IMCI needed special attention and the end users 
needed to be involved in the information and monitoring process. Community participation 
was important for newly democratizing countries, and IMCI could contribute to the 
building of a strong civil society. 

11. A broad communications strategy was central to the successful implementation of IMCI. In 
some countries, small mobile teams had been visiting different oblasts and rayons, 
developing and distributing information booklets and working with caretakers. It was also 
important to advocate the messages contained in the IMCI strategy through closer 
collaboration with the mass media; it might be appropriate to involve professional 
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communications experts in order to do this. It was also important to develop an ongoing 
dialogue between the different parts of any national health system, and in particular with 
parliamentarians. 

Session 2: IMCI strategies in relation to ongoing child health 
interventions and activities 

The second session was chaired by Dr Umit Kartoglu, UNICEF in Kazakhstan. It began with 
presentations on UNICEF’s strategy on early childhood care and on the potential for introducing 
IMCI in western Europe based on integrated approaches to child care in Italy. This was followed 
by presentations by all participants on ongoing child health activities and national policies and 
strategies in relation to IMCI. The session closed with a discussion as to how IMCI fitted into 
current child health interventions. 

Early childhood care for survival, growth and development 
Dr Abdelmajid Tibouti, UNICEF, European Region 

(This presentation is based on a paper entitled Child development in UNICEF programming: a 
contribution to human development through early childhood care for survival, growth and 
development”, 15 September 1998, which is available from UNICEF.) 
 
Earlier in 1999, UNICEF’s new programme on Early Childhood Care for Survival, Growth and 
Development (ECD) was presented to the Executive Board. The ECD programme advocates an 
integrated and comprehensive approach to care to ensure survival and development, both 
psychosocial and cognitive, and was well received by the Executive and by UNICEF’s main 
partners. Its rationale is as follows. 

• Social and ethical. The child is seen as the foundation of all human development and the 
need to break the cycle of poverty is imperative. The programme is firmly based on the 
Convention on the Rights of the Child (CRC), which states that the child has “the right to 
develop to the maximum extent possible”. 

• Economic. With increasing stress, poverty and violence in the world, many millions of 
children are at risk of developmental delays and disabilities. Investing in early childhood 
care will enable children to benefit later in life from education and become productive 
members of society. ECD will thus reduce the costs of social and medical care. 

• Scientific. The rapid development of the brain in the early years means that this period is 
critical for the formation of intelligence, personality and social behaviour. In addition to child 
care, UNICEF is therefore also giving high priority to maternal care and safe motherhood. 

• Programmatic. The synergies advocated by the ECD programme will make for greater 
effectiveness and improved child care as a result. 

 
The ECD programme concentrates on children aged 0–8 years, thereby covering the transition 
from home to school. It offers an integrated approach to the child’s physical, emotional, social 
and cognitive needs, with care as the binding factor. The programme is family- and community-
based, as is IMCI. The approach is also comprehensive, taking account of the child’s 
environment and ensuring that the child’s rights are met through the convergence of essential 
services. These environmental levels are also similar to those set out in IMCI. ECD 
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programming covers three main areas: nutrition, health, and cognitive and psychosocial 
development. It specifically endeavours to incorporate elements of the IMCI approach. 
 
UNICEF’s priorities in the coming years are as follows: 

• optimum nutrition of adolescent girls, pregnant women and children 
• optimum growth and development during infancy 
• adequate nutrition of children aged 3–8 years 
• creation of a caring environment (stimulation, attention and affection) 
• provision of knowledge, skills and opportunities for care to families 
• ensuring socialization in the home and community 
• early identification of developmental delays, abuse and diseases 
• smooth transition from home to school 
• appropriate health and emotional care of women 
• access to and utilization of quality health care services. 
 
Suggested strategies for achieving these goals included: placing children at the centre of all 
human development; integrating the human rights perspective, including enforcing and 
monitoring the implementation of the CRC and Convention on the Elimination of Discrimination 
against Women (CEDAW); identifying locally appropriate solutions; advocating public policies 
to protect social sector investments; seeking dynamic partnerships and funding for ECD 
programmes; focusing on outcomes for children and strengthening families with children. 
Considerable discussions were under way at international and national levels, and UNICEF was 
working with as many partners as possible to achieve these strategies. 

Experience of integrated approaches in child health care 
Dr Giorgio Tamburlini, WHO collaborating centre on maternal and child health, Trieste 

Dr Tamburlini analysed the extent to which the philosophy and principles of IMCI could be 
introduced in a western European setting. At global level, IMCI sought to reduce mortality and 
severe morbidity due to inadequate care-seeking, and inadequate quality of care for out- and 
inpatients. The following strategies were used: 

• development of guidelines for integrated management of the most common illnesses; 

• development of standardized training materials and modules; 

• advocacy for including IMCI among priority health interventions at international and 
country levels. 

 
The aims of IMCI in the European Region were threefold: 

1. to reduce morbidity, unnecessary hospital admissions and prolonged hospitalization, use of 
unnecessary drugs and diagnostic procedures; 

2. to promote equity and quality of care, consistency between outpatient and inpatient care, 
and information to caregivers and caregiver participation in effective care; 

3. to make resources available for those most in need, i.e. children affected by chronic 
disease and/or psychosocial problems. 
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The key prerequisites for introducing IMCI into any setting were: scientific evidence; guidelines; 
professional consensus; and priority resource allocation. In the case of western Europe, a number 
of specific features needed to be taken into account: 

• the epidemiology of childhood illnesses was quite different from that contained in the 
IMCI programme; 

• priorities could not be restricted to a few conditions accounting for the major part of severe 
morbidity and had to include chronic conditions; 

• health systems were more complex, with wide variations from country to country 
regarding the role of the primary health care services and of health professionals; 

• the greater strength and role of professional bodies (such as paediatric associations) and of 
national and regional health authorities, with programmes already in operation: this could 
represent a possible obstacle as well as a possible resource. 

 
Possible strategies for introducing IMCI into western Europe would include: 

• adaptation of the “core contents” of IMCI to the European setting, including a review of 
epidemiological data, identification of the critical aspects of care and building a consensus 
on how to address priorities and critical aspects; 

• development of a diagnostic tool for identifying priorities and assessing quality of care for 
childhood illnesses at outpatient and inpatient levels, based on previous experience; 

• advocacy and partnership within and with other European paediatric associations and 
professional bodies (e.g. general practitioners); 

• implementing change through a variety of methods, such as self-auditing, expert evaluation 
and supervision, “professional” benchmarking, institutional accreditation and incentive 
systems; and 

• pilot national programmes. 
 
Participants discussed two Italian research projects. The first was a national enquiry into the 
quality of outpatient care for childhood illness provided by 80 family doctors, which had been 
carried out in 1996–1997. The results showed that care was sub-optimal in 75% of cases and 
inappropriate in 20% of cases; there was a lack of appropriate information to parents; there were 
unnecessary hospitalizations; and the cost of cases not treated appropriately was higher in four 
out of five cases. The second was a national prospective study on the quality of hospital care as 
provided in 104 paediatric wards of district and provincial hospitals, carried out in 1997–1998. 
The results showed that care was sub-optimal in 60% of cases and inappropriate in 30% of cases; 
one third of hospital admissions were unnecessary; there was a widespread use of unnecessary 
drugs and methods of administration; discharge reports were inadequate; and in 9% of cases 
mothers had no free or comfortable access to the child. 
 
The results of these surveys had been disseminated widely through the media and national 
meetings, and had led to a call for concrete action for: 
• guidelines for minimal structural requirements; 
• “ten steps” for a successful paediatric ward; 
• consensus guidelines for three out of the four conditions studied: asthma, pneumonia and 

urinary tract infections (minimum guidelines had been established for inpatient paediatric 
care). 
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In conclusion, if the principles of IMCI were to be introduced in western Europe, Dr Tamburlini 
would make the following suggestions: 

• priority problems and pilot countries should be identified; 

• there should be a consensus between paediatric associations and ministries of health; 

• a self-directed and “tutorial” approach was needed to the evaluation of training and 
supervision to ensure acceptability and success. 

Ongoing child health activities in relation to IMCI 

Aga Khan Foundation 

Dr John Tomaro reported on the work of the Aga Khan Foundation in the Pamirs region, the 
poorest and largest oblast of Tajikistan. IMCI had not been officially introduced in Tajikistan. 
Health surveys had been carried by the Foundation in 1994, 1996 and 1998. Findings had shown: 
high rates of anaemia in women and children; deficiencies in vitamins A, C and D and iodine; 
low birthweights; underweight and stunted children; a very high prevalence of mothers with low 
body mass; low levels of immunization coverage; high rates of diarrhoeal diseases and acute 
respiratory infections, which accounted for 50% and 15%, respectively, of mortality in children 
under the age of five years; poor child feeding practices; and relatively low contraception 
prevalence rates. IMCI was being used as the basis for a partnership between the community, the 
Department of Health and the Aga Khan Foundation to address the needs of women and children 
in an integrated manner in households, the community and the health facility. The IMCI 
approach would be implemented in 2000 on a pilot basis in the GBAO and Roshkala districts. It 
would consist of integrated training for all members of the health team; improved supplies and 
equipment at medpoints and ambulatoria; information and training for families through the 
health committees of the village organizations; and better health communication. 

American Red Cross 

Dr Alina Dorian said that the American Red Cross (ARC) had been working through the 
International Federation of the Red Cross on projects using IMCI principles since 1996 in the 
European Region. The aim was to design and implement high-quality, cost–effective health care 
for vulnerable populations. Priority areas were IMCI, safe motherhood, tuberculosis and 
HIV/AIDS. Most of the projects did not have a clinical component, concentrating rather on a 
primary health care strategy comprising health promotion, disease prevention and the 
community. The ARC was working on primary health care in Nagorno-Karabakh, and was 
encountering considerable political difficulties because the area was not officially recognized. 
The main strengths of the ARC were its ability to promote social mobilization as a means of 
achieving the community component of IMCI and its substantial operations research experience. 

Mercy Corps International 

Ms Linda Fardy Hayes, representing Mercy Corps International in Azerbaijan, explained that 
Azerbaijan was involved in IMCI through UNICEF and the Ministry of Health, but that NGOs 
were little involved. Mercy Corps International was one of 26 international NGOs active in 
Azerbaijan. The adaptation phase of IMCI was under way, and generic guidelines were nearly 
complete. In terms of ongoing child health activities, UNICEF and the Ministry of Health were 
providing coordinating and technical assistance, and NGOs were working with heath officials at 
regional and district level in the field. IMCI-related activities included training and monitoring; 
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nutrition and breastfeeding, immunization, essential drugs, safe motherhood and community 
development. In terms of funding, community development was a priority for the future, as the 
country moved from a situation of emergency relief to development. This was an important time 
to act to ensure that IMCI got off the ground in Azerbaijan. 

Project Hope 

Mr Michael Zeilinger explained that Project Hope was working mainly with tuberculosis in the 
central Asian republics. The main funder was USAID, and in October 1999 the organization had 
been awarded a grant for a child care project for a period of four years. A programme manager 
with experience in IMCI had just been hired, and the project was due to start in Uzbekistan. 

ABT Associates 

Ms Grace Hafner said that ABT Associates had been active in central Asia (mainly Kazakhstan, 
Kyrgyzstan and Uzbekistan) for over four years in the field of health care reforms and had been 
involved in clinical training for health workers. They therefore had a longstanding interest in 
working with WHO and UNICEF in the Region and used WHO/UNICEF modules in their 
training. In addition to training, their main activities included strengthening family medicine and 
putting IMCI on the curriculum; health promotion, including the production of a child survival 
brochure; and a vaccine independence initiative launched together with UNICEF. 

UNICEF, central Asia 

Dr Simon Strachan, speaking on behalf of UNICEF in central Asia, said that the Convention on 
the Rights of the Child formed the basis of UNICEF’s country programmes covering health, 
education and social protection. The aim was to capture the main influences on the survival and 
development of children. The main interests of IMCI in the central Asian republics were: 
training in case management skills; improving supply systems in poor oblasts (where the lack of 
coordinated supply of pharmaceuticals and ineffective cost-recovery systems could undermine 
the success of IMCI); and education of families and parents, which was still at an early stage. 
Breastfeeding promotion had been one of UNICEF’s most successful programmes, tying in with 
the priority of reducing nutritional deficiencies. At country level, both Early Childhood Survival 
and Development and IMCI were being given high priority in the planning process. However, to 
date UNICEF had focused mainly on the first two components of IMCI, and more attention 
needed to be given to the third component on family and community involvement, even though 
this could result in fewer resources for the first two components. 

UNICEF, Republic of Moldova 

Dr Octavian Bivol, from UNICEF in the Republic of Moldova, said that UNICEF had been 
working for four years on the development of new protocols of care based on scientific evidence 
and cost–effectiveness in the areas of perinatal care and child health (immunization, 
standardization of treatment and IMCI). There was as yet no systematic approach, and a major 
objective was to ensure that perinatal care and IMCI were incorporated into health system 
reforms. 
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National policies and strategies in the area of child health in relation to IMCI 

Kazakhstan 
Dr Ivan Vasilevich Ivassiv 

A number of programme documents had been issued by the Government of Kazakhstan 
regarding health care of the population. A major challenge was to procure drugs to sustain the 
programme of infectious disease control. There had been a decrease in the birth rate since 1995–
1996, particularly in rural areas. Infant mortality stood at 21 per 1000, although morbidity was 
decreasing. Problems included: a high maternal mortality; an increase in respiratory diseases and 
anaemia; inadequate supplies of micronutrients to small children; trauma and accidents – an 
acute problem affecting one third of the child population (the possibility of integrating a trauma 
programme into the Healthy City initiative was being considered); a rapid increase in child 
disability and tuberculosis. Prevention was one of the Government’s major policies at primary 
health care level. 

Armenia 
Dr Sevak Avagyan 

Social factors affecting the health of the population in Armenia in the 1990s included the 
collapse of the Soviet system with ensuing disruption of economic ties and decline in living 
standards, socioeconomic problems compounded by the 1988 earthquake, and the influx of 
refugees. Infant mortality was decreasing but was still significantly higher than the European 
average. The main causes of child mortality were perinatal diseases, although mortality from 
diarrhoeal diseases and ARI had been stabilized. Breastfeeding had been successfully promoted 
but there was still a problem with balanced nutrition and many children had deficiencies in 
vitamins, iron and iodine. In the 1990s the Ministry of Health began to focus on primary health 
care strategies to improve maternal and child health, introducing in collaboration with WHO and 
UNICEF a national immunization programme, breastfeeding promotion and nutrition 
programmes, the Baby-Friendly Hospital initiative and programmes for the control of diarrhoeal 
diseases, ARI and others. The Ministry of Health had decided to integrate IMCI into the existing 
system and incorporate it into future policies. 
 
Armenia had participated in most of the introductory activities for the implementation of IMCI 
in the European Region. The Ministry of Health had organized a national orientation meeting in 
December 1998; in April 1999 the Minister of Health signed an order for the implementation of 
IMCI, and a Working Group and Steering Coordination Committee were set up in the Ministry 
of Health. The objectives, planning and adaptation process of IMCI were formally presented to 
senior staff in the health sector, academics, NGOs and the media in October 1999. Armenia has 
thus completed the first phase of the IMCI implementation process. Activities planned for 2000 
include completion of the adaptation process, including translation of guidelines and other 
materials; conducting training courses; and evaluation of the results of training. 
 
In conclusion, Dr Avagyan noted the following: 

• the World Bank was involved in the process of reforming the health care system, the aim 
being to shift from an inpatient to an outpatient approach; IMCI could both force reform 
and at the same time be a part of that reform; 

• in view of the scant resources, IMCI could help to cut expenditure – it was cheaper to 
prevent than to treat; 
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• better coordination with other agencies dealing with primary health care was needed in 
order to stop duplication, for example, the World Bank was writing its own guidelines; 

• a number of invisible considerations had to be taken into account when implementing 
IMCI, including the very low per capita income, which inevitably resulted in a system of 
“unofficial” payments, and gynaecologists’ interest in performing abortions rather than in 
preventing unwanted pregnancies, for economic reasons. 

Republic of Moldova 
Dr Maria Tzerush 

The collapse of the Soviet system had led to a very difficult period of transition in the Republic 
of Moldova, with negative consequences for living standards and an inevitable effect on child 
health. The budget for the health care system accounted for only 4% of GNP. There was an 
urgent need for health care reform and for implementation of the Convention on the Rights of the 
Child. The support of international agencies and other donors was crucial, with 22% of the 
population living in severely deprived conditions with no adequate access to health care 
facilities. Infant mortality was still very high, with 30% of deaths attributed to perinatal cases. 
The health system was still under-financed and there was no heating in health care facilities. 
 
In 1991, the Government approved a health care reform proposal which gave priority to primary 
health care and disease prevention. IMCI was now being gradually introduced, and the country 
was in the process of finalizing the adaptation phase. Over the past three years, successful 
programmes on diarrhoeal diseases and hospitals had been run, with very satisfactory results in 
the form of a decrease in infant morbidity and mortality and in the number of hospital referrals. 
The IMCI strategy now needed to be implemented. 

Kosovo 
Dr Hêlène Lefèvre 

Following the June 1999 Peace Agreement, the United Nations had been temporarily responsible 
for running the province of Kosovo, and WHO was both the advisory body to the Ministry of 
Health and the acting Ministry of Health. The province was in an emergency phase, and the aim 
was to move as swiftly as possible to a development phase. The province was small, with a 
population of 2.8 million, and was ethnically diverse. At present, the minority Serbian population 
has difficulties in obtaining access to health facilities. Over 150 NGOs were active in Kosovo. 
WHO’s aim was to coordinate activities in health. 
 
WHO had started a six-month programme, the priority goal being a healthy start in life in the 
light of the very high infant mortality rate. IMCI therefore needed to be introduced very rapidly, 
so that the health system could move from an inpatient to an outpatient, primary health care 
focus. WHO/EURO would be conducting an intercountry course on essential newborn care in 
January 2000. IMCI would be used in two main ways: 

• doctors needed to be updated as family practitioners, and guidelines/protocols for this 
purpose would be ready by March; preliminary consultations with WHO would be held in 
January 2000; 

• NGOs’ activities would be coordinated as an integral part of IMCI, as the Ministry of 
Health had decided that all training must follow IMCI principles. 



EUR/00/5016198 
page 15 

 
 
 

 

IMCI and current child health interventions 
 
The following points were made in a discussion as to how IMCI fits into current child health 
interventions. 

1. The IMCI principles meant that it represented a broad and flexible strategy and was 
therefore a suitable vehicle for use in most types of child health care in most countries, 
once it had been adapted to the main local health problems. It could be used for different 
purposes in different countries, its main value being the opportunity it provided to re-
examine current policy and practice. 

2. Separate programmes on child health care existed in most countries but could be brought 
together through the IMCI approach. An important challenge was how to build proper links 
between IMCI strategies and other child health activities. 

3. IMCI could also serve as a rallying point for the many different agencies operating in the 
field of child health care. External development agencies could be ineffective because they 
often came with their own values and priorities. IMCI could serve to promote standardization 
of care by providing a forum for common discussion and approaches. Better coordination 
among international agencies was essential in order to avoid duplication. 

4. Most IMCI work to date had been in the field of clinical training, adaptation and case 
management. The future success of the IMCI strategy depended on integrating it into the 
health system. It was necessary to find ways of strengthening IMCI within the context of 
health sector reforms so that it could be a part of the reform process. 

5. The human rights perspective was an integral part of IMCI, and awareness of child rights 
needed to be built into the strategy at all levels. 

6. In introducing IMCI into a country, it was essential to take into consideration all relevant 
local realities, such as systems of payment including “unofficial” payments. 

7. The general IMCI principles could usefully be introduced in western European countries if 
they were adapted to the epidemiological realities of the Region. A number of major public 
health changes had been introduced in western Europe in recent years using evidence-
based standards of care. These changes had been influenced by the approach of developing 
countries, in the form of striving for cost–effective interventions and of involving health 
and other professionals in the process of review and change. The reason for inappropriate 
case management in western Europe was not usually lack of knowledge but the complex 
nature of health systems and the ensuing lack of communication between health 
professionals in different parts of the system, and with patients and families. Social 
pressures also sometimes resulted in an over-reaction on the part of professionals. 

Session 3: Implementation of all components of the IMCI strategy 
Session 3 was chaired by Dr Jim Tulloch, WHO headquarters. The aim was to cover important 
aspects of the IMCI strategy which needed to be addressed in order to move ahead with all three 
components. The key issues selected for discussion in the presentations were: 

• IMCI and health system reforms 
• the experience of health system reform in the Republic of Moldova 
• development of the family and community component 
• ensuring the availability of essential “IMCI” drugs 
• IMCI and pre-service training. 
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The session concluded with a discussion on recommendations for future work on all three 
components of the IMCI strategy. 
 
In the absence of the speaker on health system reforms from the World Bank, Dr Tulloch opened 
the floor for a general discussion of the significance of health system reforms for IMCI. He noted 
that one common problem was that of competing approaches to providing technical assistance to 
countries in order to improve their health programmes. Often there was very little interaction 
between these approaches and cooperation was only limited. Full collaboration was needed in 
working towards a common goal if IMCI was to reach its full potential. Health outcomes would 
be the criterion for measuring success. Participants needed to consider the question of whether 
IMCI really was the right entry point for health system reforms. 

The experience of health sector reform in the Republic of Moldova 
Dr Octavian Bivol, UNICEF, Republic of Moldova 

Dr Bivol said that UNICEF had opened a new office in the Republic of Moldova in 1995. 
Initially, projects had been of a vertical nature, introducing new protocols on immunization, 
perinatal care and child care services. For external reasons, programmes could not be adequately 
supported without the assistance of WHO and UNICEF – per capita expenditure on health was 
only $5 in 1998, for example. 
 
With the assistance of UNICEF, a primary health care programme based on the life-cycle 
approach had been introduced, comprising perinatal care and IMCI. The three basic components 
consisted of: strengthening the content of primary health care; finding new methods of financing 
and payment of family doctors; and strengthening social mobilization. The basic package needed 
to be acceptable to all the main stakeholders at local and national levels, and a step-by-step 
approach was therefore being followed. In the first instance, problems would be identified and 
discussed with health professionals and representatives of the local population in focus groups. 
After this, the question of service provisions would be addressed, and standardized protocols 
needed to be drawn up. The cost of these services had been estimated and lists of essential drugs 
and equipment defined. 
 
In the transition from the Soviet system, the new primary health care structure in the Republic of 
Moldova was the family doctor health centre covering a population of 2500. A primary health 
care council and fund would be needed to rationalize the use of resources, approve the final 
package, decide on exemptions from payment and decide on drugs procurement. It had been 
suggested that doctors should be paid fixed salaries, with a flexible margin depending on health 
output. Remuneration criteria, such as disease prevention figures and rational use of drugs, were 
still being discussed. 
 
Other issues which were being addressed by the project were equity and access to health care 
and programmes. There was also a need for standardized protocols on hospital care. The key to 
sustainability of IMCI and other child care activities lay in promoting awareness of the child’s 
right to survival. 
 
Dr Bivol made the following concluding points in the light of the Moldovan experience. IMCI: 

• was a good tool for developing primary health care services; protocols were crucial for 
developing a basic benefit package; 

• provided standard protocols for treatment; 
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• was a tool for increasing the quality of care and cost–effectiveness; 

• provided incentives for changing behaviour, and encouraged preventive practices on the 
part of health workers; 

• focused on family education and changes in knowledge: it could provide an incentive for 
adapting the role and programmes of health visitors; 

• would be sustainable only as part of a broad approach to the health system, and not as a 
vertical project, as had been the way in the past. 

Development of the family and community component 
Dr H. Umit Kartoglu, UNICEF Kazakhstan 

The objectives of the third IMCI component on development of the family and community were: 

• to reinforce good family practices through the health system and health facilities; 

• to use existing resources; 

• to strengthen the link between health workers and communities; 

• to reinforce the implementation of the first and second IMCI components; 

• to adopt a phased approach; 

• to build up a strategy for cooperation, including an interagency working group on the IMCI 
family and community component. 

 
In the central Asian republics, obstacles to healthy communications could be: the “we know it 
all” syndrome; the “shut up and listen” syndrome; and the “put it up on the health centre wall” 
syndrome. Both quantitative and qualitative procedures lay at the heart of the community 
approach to disseminating information about IMCI in these countries. Quantitative procedures 
included secondary data analysis, routine reporting and newly collected data. Qualitative 
procedures included: selection of key informants; structured interviews with mothers in the home 
and at health care facilities; structured interviews with health workers; presentation of cases to 
mothers; and focus group sessions with mothers, health workers and teachers. The 
“triangulation” concept was explained, whereby essential information could be obtained from 
three different angles: formal and informal individual interviews, focus group discussions and 
secondary data reviews. 

Ensuring availability of essential IMCI drugs 
Ms Grace Hafner, ABT Associates 

ABT Associates had had four years’ experience in central Asia, and one of the key aims of their 
work was to invert the pyramid from an inpatient to an outpatient system of health care to ensure 
a smaller and more efficient health delivery system. Common problems included: a weak 
primary health care system; too many specialists; too many vertical programmes; no consumer 
involvement; financial incentives resulting in inefficiency, excess capacity and poor allocation of 
resources; and centralization of planning and management. Possible solutions included: 

• restructuring and strengthening the primary health care sector 
• training primary care professionals 
• integrating reproductive health and infectious diseases into primary health care 
• increasing the role of consumers in decisions concerning their own health 
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• creating incentives to increase competition and encourage rationalization 
• increasing management autonomy and capability. 
 
The issue of pharmaceuticals was closely tied in with health sector reforms in a number of ways: 
it involved both the private and public sectors; supply and demand for drugs; policy and 
regulations; manufacturing; financing for vulnerable groups; and pharmacy education. 
 
A pilot project in Semipalatansk in Kyrgyzstan had shown that IMCI drugs were not available in 
health facilities and were only partially available in private pharmacies. Health reforms were in 
the early stages, and UNICEF had made a donation for the purchase of IMCI drugs in November 
1999. 
 
A number of options for ensuring the supply of IMCI drugs were examined. Short-term options 
included: humanitarian assistance and donor support; out-of-pocket funding; priority budget 
allocations by the government; education on IMCI drugs; and the inclusion of IMCI drugs in all 
lists of drugs, drug experiments and donor procurements. Medium- and long-term options were: 
a system of capitated payments, using a list of IMCI drugs; changes in the benefits package; 
government prioritizing; and pharmacy education. 
 
Under a capitated payment scheme, each family group practice would receive a capitated 
payment. IMCI drugs would be included in emergency lists, and capitated payments would be 
used to purchase IMCI drugs. This would result in an increase in the capability of primary health 
care and a corresponding decrease in hospitalization. The overall result would be a saving to the 
health care system. 
 
More rational allocation of private and public sector resources was essential, as was education of 
policy-makers, pharmacists and the public. Other options, based on the experience of the WHO 
Drug Polis project in Georgia, included a drug reimbursement scheme, a “self” booklet with 
drugs coupons and a free booklet for children under the age of five years. 

IMCI and pre-service training 
Dr Ivan A. Lejnev, WHO headquarters 

In-service training with IMCI had proved to be effective in improving case management skills 
and referral practices, and had provided an additional opportunity to influence both the private 
and public sectors. An informal global consultation on the appropriateness of including IMCI 
objectives in pre-service training had led to a proposal that recommendations be drawn up on 
possible ways of introducing IMCI teaching in different systems (a report on the meeting should 
be available at the end of 1999). These recommendations should be based on research into those 
countries which were already teaching IMCI in pre-service curricula independently of WHO and 
UNICEF, a review of the main materials and textbooks used and establishment of contacts with 
the editors, and a review of relevant field experience. The aim would be to produce a set of 
generic IMCI materials and planning guidelines for schools, consultants and government 
authorities. 
 
A survey of IMCI teaching had been carried out based on the practical experience of countries 
already implementing it. The aim had been to collect information on ongoing activities. It had 
been concluded that there were two paediatric procedures, the IMCI procedure and the standard 
procedure. These were matched by two distinct teaching methodologies: active and focused on 
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skills development (IMCI), and didactic and hospital-based (standard). IMCI could be 
incorporated into paediatric teaching either as the foundation for all paediatric training, or as an 
independent block imposed on top of existing courses, or as part of specialization training. It was 
concluded that it was preferable to use IMCI as a foundation or as a specialization, but not as an 
independent, separate block. 
 
In addition to identifying the key elements for effective teaching of IMCI, the survey had also 
reviewed all the major paediatric textbooks to analyse whether and how IMCI was presented. 
The review had been accompanied by a global mail survey and telephone surveys of random 
medical schools and medical students. The findings were that a model IMCI chapter could easily 
be included in local textbooks, and contacts had been made with the editors with a view to 
publishing such a chapter. A draft chapter had already been prepared and was being used in 
Egypt, Nepal and Vietnam. 
 
A first meeting on strengthening pre-service training had been held in Tashkent in August 1999 
to introduce the global project and initiate action in the European Region. Eleven countries had 
attended the meeting, and the recommendations of the meeting had been distributed to 
participants and ministries of health in the countries concerned. 

Implementation of all components of the IMCI strategy 
 
The following points were made in a discussion of the implementation of all components of the 
IMCI strategy. 
 
1. It was important to work on all three components of IMCI simultaneously. 

2. It was important that the management of child cases at first referral level (district hospital) 
should be addressed according to IMCI principles as well as those of the primary health 
care facilities. Guidelines for referral care were being developed by WHO headquarters. 

3. In order to introduce IMCI successfully it was important to promote the visibility of 
primary health care, including addressing the question of the status of primary health care 
workers and the need for appropriate incentives, financial and other. 

4. The key role of community health workers/district nurses as part of any primary health 
care team was emphasized, as was the importance of home visits in the practical 
implementation of IMCI. 

5. Better documentation and reviews on the gradual implementation of IMCI were needed. 
Practical examples of the successful introduction and adaptation of IMCI in countries (for 
example, Kazakhstan and the Republic of Moldova) could be documented and distributed 
to other countries in the Region. 

6. Two preconditions for the acceptability and success of health reforms were a climate of 
economic growth and endorsement by consumers. A bottom-up approach to structural 
reform through community involvement was advocated, although health systems needed to 
be reinforced in advance of community involvement. 

7. Despite pressure to show quick results, especially for the benefit of donors, community 
work was not a short-term activity but a valuable long-term resource. Community 
involvement would lead to a sense of empowerment and ownership, which were vital for 
the future both of civil society and the implementation of IMCI. 
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8. In order to change practices, it was necessary to change attitudes, in particular to the 
concept of adopting a multisectoral approach. 

9. The importance of communications skills and personal interaction was emphasized. People 
were crucial to the implementation of programmes, no matter how these were designed. 
Good personal interaction between staff trained in IMCI and other programmes was 
therefore essential. 

10. All possible avenues for ensuring supplies of IMCI drugs should be explored, otherwise 
the programme could not work. A distinction had to be made between pre-referral drugs 
and IMCI drugs. Pre-referral drugs were needed at facility level, but the “IMCI” drugs 
were for home use and could be made available in different ways, such as through private 
pharmacies. 

11. Donations should in the medium and long term be replaced by other methods of financing, 
such as revolving funds, a system of capitated payments and cost-recovery schemes, 
accompanied by training in rational drug use. 

12. Monitoring of prescriptions and an essential drugs bulletin could be useful tools for 
ensuring rational use of drugs. 

13. In addition to ensuring that IMCI was taught at both in-service and pre-service levels, it 
was essential to ensure that medical examining boards included questions on IMCI and that 
IMCI was included in student evaluations. 

Session 4: Sustainable approaches to IMCI implementation 

The session was chaired by Dr John Tomaro from the Aga Khan Foundation. It was recognized 
that IMCI was a demanding strategy in terms of resources, time and commitment. It was 
therefore important to ensure that it was incorporated into existing ministry of health structures 
rather than as a separate, vertical programme. The aim of the session was to examine ways of 
ensuring the long-term sustainability of the IMCI strategy. There were three presentations, 
covering requirements for implementing IMCI and the implications of adaptation, planning, 
training and follow-up in terms of resources and process; IMCI as an integral and sustainable 
part of child health care activities in the Republic of Moldova; and the contribution of NGOs to 
the implementation of IMCI. The session concluded with a discussion and recommendations on 
how to make IMCI a sustainable and integrated part of child health activities at all levels. 

Requirements for the implementation of IMCI 
Dr Viviana Mangiaterra, WHO/EURO 

Dr Mangiaterra presented a review of the key requirements for introducing and implementing the 
IMCI strategy into a given country. In the first introductory phase, an orientation session on 
IMCI needed to be accompanied by discussions of prerequisites and implications, including with 
government officials. A management structure should then be established in the form of an IMCI 
working group, comprising high-level political figures and a coordinator. Key staff in the 
working group should be trained as a means of building national capacity, and the endorsement 
of the ministry of health was required. As a general principle, IMCI should be presented as a 
strategy with three components (as opposed to a programme), and broad consensus and 
collaboration were essential. 
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Regarding the second, early implementation and adaptation phase, a national strategy for IMCI 
should be developed. Initial pilot districts should be selected and IMCI guidelines and materials 
adapted. A district level plan should be drawn up and health workers trained. It was especially 
important to follow up trainees and to monitor the process and outcome. In terms of the 
adaptation process, a review should be made of national policies and guidelines, food and fluid 
recommendations, drug police and local conditions. Criteria for selecting districts included the 
commitment on the part of the district authorities to introducing IMCI, the status of ongoing 
health care reforms, adequate drug supplies, the potential for follow-up and previous experience 
with training. Experience showed that planning should include: 

• all IMCI components from the beginning; 

• adequate time for reflection, consensus and finalization of training materials; 

• follow-up visits, not just as an extension of training but as an opportunity to study closely 
any problems in integrated case management; 

• capacity and commitment at both central and district levels. 
 
It was important to build on existing programmes and structures. 
 
For the third, expansion phase, the planning process should involve all relevant partners. Key 
problems linked to the health system should be addressed, and sustainable solutions for training 
(at pre-service and in-service levels) identified. It was important to ensure availability of and 
access to drugs, as well as access to high-quality referral level health care. Finally, the family 
and community component should be strengthened. 

IMCI as an integral part of ministry of health policy – is it sustainable? 
Dr Maria Tzerush, Republic of Moldova 

In countries undergoing a period of transition, such as the Republic of Moldova, the pre-
existence of a number of key criteria determined the extent to which the IMCI could be 
successfully introduced. These included a focus on the primary health care system, with a 
decrease in hospital referrals; the decentralization of health service management; new 
mechanisms for financing and management; and a system of medical insurance. 
 
Following the orientation meeting in 1998 between the Ministry of Health and WHO, it had been 
decided to introduce IMCI as an integral part of health care policy. The key objectives to be 
achieved were improving the practical skills and knowledge of health workers and using 
integrated interventions to ensure normal child development. There were a number of advantages 
to the IMCI approach, including the opportunity to improve knowledge by learning from past 
mistakes, prevention of overlapping with other programmes, and improvements in the 
management of care of children requiring hospitalization. 
 
The IMCI adaptation activities in the Republic of Moldova were to be planned early in 2000, and 
would include selecting a pilot area and holding a national conference on the implementation of 
the IMCI strategy. The pre-training and postgraduate training requirements of doctors and nurses 
would be studied in the spring of 2000. The monitoring of trained health workers was important, 
and responsibility for this would be assigned to a Ministry of Health specialist. Training, 
monitoring and follow-up would all require additional resources. IMCI implementation in the 
pilot district was anticipated to take two years. A progress review would take place prior to 
further expansion. 
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IMCI was well-suited to the country’s existing structures and situation, but needed to be 
incorporated as part of the ongoing health care reforms in order to be sustainable. Assistance 
with supplies of essential drugs was also crucial if the IMCI strategy was to be implemented in 
practice as well as on paper. 

IMCI as part of nongovernmental organizations’ activities 
Ms Linda Hardy Fayes, Mercy Corps International, Azerbaijan 

At a general level, health-related NGOs aimed to: reach out to the under-served globally; educate 
and give information on child health issues; draw on diverse experience in the formulation of 
strategies; collaborate closely with district health officials; build extensive partnerships; and 
carry out and disseminate research. 
 
In Azerbaijan, the Ministry of Health had requested that NGOs become involved in health 
activities at a peripheral level in view of the large population of refugees, and internally 
displaced and vulnerable people. NGOs were providing 50% of the health care delivery to these 
categories. 
 
Where IMCI was concerned, NGOs had the skills to contribute in three main ways. Firstly, they 
could help to improve the skills of health workers by: directly reaching out to the child, training 
national staff and government health workers in health education, and carrying out monitoring, 
follow-up and evaluation. Secondly, NGOs could improve health system support by promoting a 
higher quality of facilities and staff, concentrating on the most vulnerable population, improving 
the availability of drugs, operating outreach and mobile clinics, running disease surveillance 
programmes, offering training programmes for service providers, and providing equipment to fill 
gaps. Thirdly, NGOs could help to improve family and community practices by operating 
programmes to increase referrals, forming community action teams, linking economic 
opportunities and shelter activities with health, creating cost-recovery mechanisms, providing 
community level health education, and encouraging advocacy for health needs. 
 
An informal survey of NGOs in Azerbaijan had elicited the following comments regarding 
IMCI. There was little awareness of the basic principles and status of IMCI in the country. 
Training had already commenced in camps, but IMCI had nor yet been adapted. WHO, UNICEF 
and the Ministry of Health appeared to be working in isolation from each other. NGOs felt 
excluded from the process of introducing IMCI into the country and wanted recognition as active 
partners in this process. 
 
From the perspective of the NGOs, the challenge was therefore threefold: 

• to develop a mechanism to coordinate efforts for IMCI in Azerbaijan 
• to raise awareness of IMCI among national and international NGOs 
• to include IMCI in strategies for 2000, including a review of funding options. 

Main points of the discussion on sustainability of IMCI 
 
The following points were made in a discussion of the sustainability of IMCI. 
 
1. IMCI was one element in a broader approach to health systems, and as such needed to be a 

part of national health policy in order to ensure future sustainability. 
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2. Strong partnerships were vital to the success of the IMCI approach, and it was still 
necessary to raise awareness of IMCI among national and international NGOs. One major 
challenge was to coordinate the activities of the NGO community in the various countries. 

3. The important coordinating role of national ministries of health was noted as a means of 
making better use of existing country resources, improving interagency links and jointly 
drawing up a clear, comprehensive but flexible strategy for the implementation of IMCI at 
all stages. 

4. Strengthening the community component was a key to the sustainability of IMCI. A strong 
community component could also serve to attract additional funding to the programme. A 
review of different models of community development would be useful. 

5. As regards attracting the necessary financial and technical assistance, it was a prerequisite 
that IMCI should be seen to be addressing the key health conditions in each country. Better 
documentation and clear time frames were needed for the benefit of existing and potential 
donors. A general review of funding options was needed. 

Session 5: Coordination of future IMCI activities and recommendations 
from the meeting 

The final session was chaired by Dr Viviana Mangiaterra and Dr Abdelmajid Tibouti. The 
session commenced with a round-table discussion of future IMCI activities envisaged by the 
organizations represented. This was followed by a debate on future cooperation among the 
partners present and the priority activities to be undertaken by the IMCI Task Force over the 
coming year. 

Organizations’ and countries’ future plans for IMCI activities 
 
WHO/EURO was in the process of finalizing its biannual plan as follows: technical assistance 
to countries for adaptation and implementation of IMCI; pre-service medical training in child 
health; coordinating intercountry regional collaboration through the IMCI Task Force; 
developing all three components of the IMCI strategy; and developing a plan of action on 
nutrition comprising breastfeeding, complementary feeding and maternal nutrition. 
 
WHO headquarters was also finalizing its plans for the next biennium. It would continue to 
assist countries and regions in capacity-building and training. It was planning for the adaptation 
phase of IMCI, with the assistance of outside experts. Open briefings on IMCI would continue to 
be held twice a year, with additional “tailored” briefings at the request of other organizations. 
Developmental work would continue, including a new project on alternative methods of teaching 
IMCI. Pre-service teaching was being given the highest priority, not just in medical schools but 
also in primary health care settings and nursing schools. Operations research would be 
continued, as would other development and research projects, including guidelines for the 
referral of severely sick and malnourished children and emergency treatment. Production and 
translation of new materials into the major United Nations languages was also planned. 
 
IMCI was a major component of UNICEF’s global agenda for the survival, growth and 
development of children. UNICEF/EURO would be strengthening existing partnerships and 
improving information exchange and coordination both at regional and country level, in 
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particular with NGOs. The main challenge to UNICEF would be to take the lead in developing 
strategies for the family and community component of IMCI. 
 
UNICEF in Kazakhstan would continue to assist the process of adaptation in the central Asian 
republics through capacity-building, workshops and production of materials. Appropriate and 
sustainable mechanisms were being explored to ensure availability of drugs. A quarterly primary 
health care newsletter was being produced in Russian and distributed to all primary health care 
facilities in the central Asian republics. The mother and child health forum would continue the 
work of its technical groups, with annual technical meetings of ministry advisers and 
representatives of universities and research institutes in order to compare and review experience. 
At the first meeting of the Central Asian Medical Research Institute held in June 1999, a task 
force of policy-makers and research institutes had been set up to review health priorities. 
UNICEF would be participating in the IMCI evaluation in Kazakhstan in February 2000. Pre-
service training and the third IMCI component were being given priority. 
 
UNICEF, Republic of Moldova would continue to assist the Ministry of Health in 
implementing the IMCI package. A survey of nutrition was being undertaken, to be followed up 
by a national nutrition conference for key policy-makers to examine how to incorporate the 
recommendations on nutrition into IMCI. UNICEF would be providing support for the training 
of trainers and in developing the capacity of local government as a means of ensuring the 
sustainability of IMCI. UNICEF would also provide essential equipment and drugs for the 
implementation of IMCI in a pilot district. It was felt that country offices would benefit from 
guidelines suggesting ways of implementing the second IMCI component. 
 
Mercy Corps International/Azerbaijan saw IMCI as a strategic tool for better child health, but 
development was hampered by the absence of a coordinating structure, particularly with the 
Ministry of Health. The NGO community in Azerbaijan needed to be more pro-active, especially 
in a period of transition from relief to development. Positive experience in the Americas could be 
used to develop the family and community component of IMCI. 
 
The Red Cross wished to play a more active role in the community component of IMCI. A Red 
Cross task force was being established in order to define IMCI implementation and research 
activities. The Red Cross had 175 national societies world-wide, with millions of volunteers. 
Better regional and country coordination was required in order to harness the energy and 
goodwill of these volunteers. Again, lessons from the Americas could be useful for developing 
the third IMCI component in Europe. 
 
Project Hope had just been awarded a four-year grant by USAID to work on a child survival 
project in Uzbekistan, which would be based on the IMCI strategy. 
 
The credit for progress achieved to date on IMCI in Kazakhstan should go primarily to health 
workers, the Ministry of Education, WHO and UNICEF. A review meeting was planned in 
February/March 2000. Priority needed to be given to improving coordination with other 
ministries, NGOs and donors, particularly in view of the fact that the Ministry of Health was 
undergoing constant changes. Further work in the area of communications was also needed, in 
active cooperation with NGOs and donors, in particular the World Bank. The concept of a 
holistic strategy covering both referral and primary health care levels was popular with health 
workers in Kazakhstan, and was the subject of ongoing discussions. 
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ABT Associates would continue to give priority to pre-service training, though postgraduate 
training related to health care reforms also needed to include IMCI. They would continue to 
work with the Semipalatansk site until June 2000. They were working closely with UNICEF on 
drug availability and drug experiments. ABT Associates were interested in supporting health 
care reforms in any way possible and had a strong interest in operations research. Expansion of 
their work in the field of health promotion (especially HIV/AIDS) could provide an opening for 
introducing IMCI. They would continue to promote the teaching of family medicine in 
Kazakhstan, Kyrgyzstan and Uzbekistan. 
 
According to the findings of surveys carried out by the Aga Khan Foundation in Tajikistan, 
problems in health and nutritional status in the country could be addressed through IMCI, even 
though IMCI did not yet officially exist in Tajikistan. The Foundation was currently active in 
ensuring essential supplies, in privatization of land management and in restructuring the health 
services. The main challenge was how to provide the same high standard of services as existed 
before independence, and the key to this was considered to be an integrated partnership between 
the Department of Health, the local community and the Foundation. The approach proposed by 
the Foundation included selecting pilot areas for integrated training in the IMCI model, 
improving supplies and equipment, providing information and training to families, and 
improving health communications, building on the high level of culture in the area. 

Recommendations for future collaboration and coordination of 
activities 

Encouraging progress had been made since the first meeting of the Task Force in Almaty in 
1998, with a welcome increase in the number of partners now working alongside WHO and 
UNICEF. The IMCI Task Force remained open to expressions of interest from other potential 
partners. The IMCI Secretariat for the European Region would continue to be placed in 
WHO/EURO. 
 
It was agreed that the IMCI Task Force should continue to meet on a regular basis. 
 
It was recommended that the next meeting of the Task Force should be of a thematic nature, 
focusing on a particular issue, such as the implementation of the second or third components or 
monitoring. 
 
It was agreed that the IMCI Task Force should concentrate on the following three key areas in 
its future work: 
• coordination and exchange of information 
• development of the second IMCI component on health systems 
• strengthening the third IMCI component on family and community participation. 

Coordination and exchange of information 
 
The need for improved coordination and better exchange of information at all levels had been 
signalled throughout discussions during the meeting. It was not possible to recommend general 
mechanisms or strategies for countries as the needs and situations were so diverse, but there had 
been a number of suggestions as to how the international agencies could better coordinate IMCI 
activities at regional level. These included: setting up a “listserv” on the Internet so that 
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information could be exchanged electronically between partners in the Task Force network; 
setting up a web-site containing relevant IMCI documents and information on ongoing activities; 
collecting and collating IMCI documentation; and holding regional meetings of implementing 
partners in national and district pilot projects. 
 
It was agreed that WHO/EURO would set up a “listserv” and web-site as soon as possible, and 
that a preliminary outline would be shared with members of the Task Force. WHO headquarters 
would cooperate by making available relevant information on IMCI progress and activities 
worldwide. 

Development of the second IMCI component on health systems 
 
It was extremely important to build on existing support from the World Bank in order to press 
ahead with work on the second IMCI component on health system reforms. Cooperation with the 
World Bank had so far been at a more general level, whereas now there was a need for a regular 
mechanism at European level, using the mother and child health programme as an umbrella for 
IMCI and other initiatives. 
 
It was agreed that WHO/EURO would take the lead by organizing a Regional meeting with 
UNICEF and the World Bank, including World Bank task managers for the Region and the PCU 
(Project Coordination Units) managers in countries, and that WHO/EURO would produce an 
outline work plan with a clear time frame for the purpose of this meeting. The meeting should 
take place before June 2000. 
 
It was recommended that in order to strengthen the component on health systems, specialists in 
health policy and health system reform be more closely involved in the work of IMCI at both 
country and Regional level. This should include the staff of the Health Services Department of 
WHO/EURO. 

Strengthening the third IMCI component on family and community participation 
 
It had been emphasized throughout the meeting that family and community involvement was 
crucial for the effective implementation of IMCI and that this component needed to be further 
developed. WHO and UNICEF had developed a set of twelve guidelines on Improving Family 
and Community Practices. Some countries were already working on the third component, but 
technical support and information on strategies in other countries were needed. There were a 
number of NGOs and other independent organizations such as the Red Cross which were willing 
to play an active role in working with families and communities to promote IMCI. 
 
It was agreed that UNICEF would continue to play a leading role in developing the third IMCI 
component. 
 
It was recommended that a small technical working group should be set up within the IMCI 
Task Force to identify ways and means of promoting and implementing the general principles 
contained in the WHO/UNICEF guidelines on community practices. UNICEF would take the 
lead in setting up this working group. 
 
It was recommended that outside experts from fields such as communications and sociology 
should be invited to assist the Task Force in developing the third component. 
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It was recommended that the Task Force should draw up a strategy for emphasizing the role of 
district nurses and community health visitors who could be instrumental in promoting IMCI in 
the family and community. 
 
It was recommended that, in recognition of the expertise and strengths of the NGO and 
voluntary sector in the area of community work, the possibility of a closer partnership between 
this sector and international agencies/ministries of health should be explored. It was proposed 
that a meeting should be held to discuss NGO involvement in IMCI, in particular the third 
component. 

Closing session 

Dr Abdelmajid Tibouti, Dr Viviana Mangiaterra, Dr Luigi Bertinato, Dr Simon Strachan and 
Dr John Tomaro closed the second meeting of the IMCI Task Force, thanking participants for 
their dynamic contributions to the discussions. In particular, they thanked the Veneto Region for 
its generous hospitality and for enabling all those involved to exchange valuable information on 
their experience of IMCI. 
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Annex 1 
 
 

SCOPE AND PURPOSE 
 
 

Integrated Management of Childhood Illness (IMCI) is a strategy developed by WHO and UNICEF 
which aims to improve practices in prevention and management of childhood illness in both health 
facilities and the home. The core intervention of the strategy is the integrated case management of the five 
most important global causes of childhood deaths: diarrhoea, acute respiratory infections (ARI), measles, 
malaria and malnutrition, and of common associated conditions. 
 
The main components of the IMCI strategy are: 

1.  improvement of case management skills of health staff through the provision of locally adapted 
guidelines on integrated management of childhood illness and through activities to promote the use 
of those guidelines; 

2.  improvements in the health system needed to allow effective management of childhood illness; 

3.  improvement of family and community practices. 
 
The IMCI strategy was introduced to the European Region in 1997. Since then several countries 
(including Armenia, Azerbaijan, Georgia, Kazakhstan, the Republic of Moldova, Tajikistan, Turkey, 
Turkmenistan and Uzbekistan) have introduced IMCI as a strategy for improved child health. The reasons 
for this may be that IMCI provides a useful tool for child care in the context of health sector reform, 
where resources and emphasis are being directed towards primary level care. The initial experience 
(primarily from Kazakhstan) and discussions on IMCI in the Region show that the strategy is considered 
feasible and appropriate to be implemented at first-level health facilities and that it fits well into the 
current directions of health sector reforms. 
 
In March 1998 a first coordinating meeting of regional partners was held in Almaty, Kazakhstan. A Task 
Force to coordinate present and future activities and collaborate in IMCI implementation in the CARAK 
countries was formed and a “Call for IMCI Partnership in central Asian republics and Kazakhstan” was 
agreed on. The subsequent broad collaboration between partners involved in child health in the Region 
has been essential for the introduction of IMCI at regional and national levels and an increasing number 
of partners have been involved in this collaboration. 
 
Objectives of the meeting 

• To provide an orientation on IMCI and an update of ongoing IMCI activities in the Region. 

• To share experience with early implementation of IMCI at national level. 

• To discuss and outline strategies for further implementation of IMCI in the Region, including: 

− IMCI strategies in relation to other existing child health interventions 
− implementation of all components of the IMCI strategy 
− sustainable approaches to IMCI implementation. 

• To share plans for future IMCI activities and discuss ways and means of coordinating these 
activities. 
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Annex 2 
 
 

AGENDA 
 
 
Tuesday 23 November   

09:00 – 09:45 Opening session, introduction of participants Dr V. Mangiaterra 

 Session 1: Orientation and update on IMCI globally 
and in the European Region 
Chairperson: Dr L. Bertinato 

 

09:45 – 10:30 Global update on IMCI Dr J. Tulloch 
10:30 – 11:00 Coffee break  
11:00 – 11:30 Update on IMCI in the European Region Dr M. Ostergren 
11:30 – 12:00 Experience with IMCI in Kazakhstan Dr I. Ivassiv 
12:00 – 12:30 Discussion of lessons learned  
12:30 – 13:30 Lunch  

 Session 2: IMCI strategies in relation to ongoing child 
health interventions and activities 
Chairperson: Dr U. Kartoglu 

 

13:30 – 14:00 Early childhood care for survival, growth and 
development and IMCI 

Dr A. Tibouti 

14:00 – 14:30 Experience on integrated approaches in child health care Dr G. Tamburlini 
14:30 – 15:00 Brief presentations by participants from organizations on 

ongoing child health activities in relation to IMCI 
Organizations 

15:00 – 15:45 Brief presentations by country representatives on national 
policies and strategies in the area of child health in 
relation to IMCI 

Country 
representatives 

15:45 – 16:15 Coffee break  
16:15 – 17:00 Discussion and recommendations as to how IMCI fits into 

the current child health interventions as seen by partners 
 

Wednesday 24 November   

 Session 3: Implementation of all components of the 
IMCI strategy 
Chairperson: Dr J. Tulloch 

 

09:00 – 09:45 IMCI and health system reforms Ms F. Bustreo 
09:45 – 10:30 Development of the family and community component 

− WHO headquarters 
− UNICEF 

 
Dr I. Lejnev 
Dr U. Kartoglu 

10:30 – 11:00 Coffee break  
11:00 – 11:45  Ensuring availability of essential “IMCI” drugs Ms G .Hafner 
11:45 – 12:30 IMCI and pre-service training Dr I. Lejnev 
12:30 – 13:30 Lunch  
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 Session 4: Sustainable approaches to IMCI 
implementation 
Chairperson: Dr J. Tomaro 

 

13:30 – 14:00 Requirements for implementation of IMCI Dr V. Mangiaterra 
14:00 – 14:30 IMCI as an integral part of ministry of health policy – is it 

sustainable? 
Dr M. Tzerush 

14:30 – 15:00 IMCI as part of UNICEF MCH activities at country level Dr O. Bivol 
15:00 – 15:30 IMCI as part of NGO activities Ms L. Fardy Hayes 
15:30 – 16:00 Coffee break  

Thursday 25 November   

 Session 5: Coordination of future IMCI activities 
Chairpersons: Dr A. Tibouti and Dr V. Mangiaterra 

 

09:00 – 10:00 Brief round on future plans for IMCI activities by the 
present organizations and NGOs 

Organizations 
NGOs 

10:00 – 11:00 Discussion of directions for future collaboration and ways 
and means of coordination of activities 

 

12:00 – 12:30 Closing session  
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Deputy Minister, Ministry of Health 
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375002 Yerevan 
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Dr Luigi Bertinato 
Director, Office for International Public Health Projects and Collaboration with WHO 
Veneto Region 
Dorsoduro, Rio Novo 3493 
30123 Venice 
 
Dr Giampaolo Chiaffoni 
Clinica Padiatrica 
Ospedale Policlinico 
I-37134 Verona 
 
Dr Stefano Del Torso 
Pediatra de Famiglia GPEXO-SIP 
via Giacomelli 20 
35126 Padua 
 
Dr Daniela Gobber 
Pediatric Department 
University of Padua 
Via Giustiniani 3 
35100 Padua 
 
Dr Ivo Mabboni 
Via Fabio Filzi 3 
I-38060 Brentonico/Trento 
 
Dr Giorgio Tamburlini 
Bureau for International Health 
WHO collaborating centre on maternal and child health 
Istituto per l’Infanzia 
Via dell’Istria 65/1 
I-34100 Trieste 
 

Kazakhstan 
 
Dr Ivan Vasilevich Ivassiv 
Centre for HLS 
Abylaikhan Str. 63 
Almaty 
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Republic of Moldova 
Dr Maria P. Tzerush 
Deputy Minister 
Head, Department for Curative-Prophylaxis Support to Mother and Child 
Ministry of Health 
Vasile Alecsandri str. 1 
2009 Chisinau 

 
 

Temporary Advisers 
 
Ms Ludmila Fun-So 
Interpreter 
Tyutchev Street 11 
480013 Almaty 
Kazakhstan 

 
 

Representatives of Other Organizations 
 
United Nations Children’s Fund 

 
Mr Abdelmajid Tibouti 
Regional Health Adviser 
UNICEF EURO 
Palais des Nations 
5–7 avenue de la Paix 
1211 Geneva 
Switzerland 
 
Dr Octavian Bivol 
Health Programme Coordinator 
UNICEF Office in Republic of Moldova 
31st August Str, No. 131 
Chisinau MD2012 
Republic of Moldova 
 
Dr H. Umit Kartoglu 
Health Officer 
UNICEF Kazakhstan 
Republic sq 15 
480013 Almaty 
Kazakhstan 
 
Dr Simon Strachan 
UNICEF Kazakhstan 
Republic sq 15 
480013 Almaty 
Kazakhstan 
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ABT Associates 
 
Ms Grace Hafner 
Director, Public Health Programs 
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Regional Office for Central Asia and Kazakhstan 
60 Zhybek Zholy Str, apt 7 
Almaty 480002 
Kazakhstan 

 
Aga Khan Foundation (AKF) 
 

Dr John Tomaro 
Director of Health Programmes 
1–3, Ave. de la Paix, Case postale 2369 
CH-1211 Geneva 2 
Switzerland 

 
American Red Cross 

 
Alina Dorian 
Senior Health Associate, Europe and Asia Region 
American Red Cross, International Services 
2025 E. St. NW 
Washington D.C. 20006 
USA 
 

Collegio Universitario Aspiranti Medici Missionary (CUAMM) 
 
Dr Paolo Giambelli 
Pza C.Donegani 1 
20133 Milan 
Italy 
 

Mercy Corps International 
 
Ms Linda Fardy Hayes 
Mercy Corps International 
37v Suleyman Rustam Street 
370007 Baku 
Azerbaijan 

 
Project Hope 

 
Dr Michael Zeilinger 
Program Director, Central Asian Republics 
Project Hope 
National Tuberculosis Center 
5 Bekkhozhina Str. 
480100 Almaty 
Kazakhstan 
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Mrs Jane Hughes (Rapporteur) 
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Ms Daniela Luciani 
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Dr Viviana Mangiaterra 
Regional AdviserChild Health and Development 
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Medical Officer, Child Health and Development 
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Secretary, Child Health and Development 
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Dr J. Tulloch 
Director, Division of Child and Adolescent Health 
Health Systems and Community Health Cluster 
 
Dr Ivan A. Lejnev 
Department of Child and Adolescent Health 



EUR/00/5016198 
page 35 

 
 
 

 

Annex 4 
 
 

LIST OF BACKGROUND MATERIAL 
 
 

 HEALTH21: the health for all policy framework for the WHO European 
Region. Copenhagen, WHO Regional Office for Europe, 1999 (Health for 
All Series, No. 6) 

WHO/CHS/CAH/98.1 IMCI Information Leaflet. 1999 (English, Russian) 

WHO/CAH/98.2 Improving family and community practices. A component of the IMCI 
strategy 

 CARAK leaflet 

WHO/CHD/97.3 IMCI generic material 

EU/ICP/FMLY 010501 IMCI adaptation in Kazakhstan. Chart booklet. 

EU/ICP/FMLY 010501 Call for IMCI partnership in central Asian republics and Kazakhstan 
(CARAK) 

EU/ICP/FMLY 010501 Integrated management of childhood illness – Rationale for an integrated 
strategy. Copenhagen, Denmark, 15–19 July 1997 

EU/ICP/FMLY 010501 Report on Integrated Management of Childhood Illness (IMCI) 
Intercountry Course held in Almaty, Kazakhstan, 19 October to 
6 November 1998 

EU/ICP/FMLY 010503 Report on training of consultants in the adaptation of IMCI feeding 
recommendations. Baku, Azerbaijan, 16–25 February 1999 

EU/ICP/FMLY 010501 Report on training of planning and adaptation consultants for integrated 
management of childhood illness (IMCI). Copenhagen, Denmark, 15–26 
March 1999 

EU/ICP/FMLY 010501 Strengthening the teaching of major childhood illnesses in pre-service 
training institutions in selected countries of the European Region. 
Tashkent, Uzbekistan, 23–27 August 1999 
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