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Ladies and Gentlemen, 

 

  I am pleased to send this message to you on the occasion of this WHO/UNICEF 

Regional Consultation on Integrated Management of Childhood Illness (IMCI), and I regret 

that I cannot be present personally. Special thanks is due to His Excellency, Dr Ismail Sallam, 

Minister of Health and Population of Egypt, for his kind agreement to join us in the 

inauguration of this Consultation. Dr Sallam has always been in the forefront of supporting 

child health activities and initiatives, and his rich and varied experience and valuable advice 

will, no doubt, enrich the deliberations of this Consultation.  
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Ladies and Gentlemen, 

 

 Since its introduction into the Eastern Mediterranean Region in 1996, the strategy of 

Integrated Management of Childhood Illness (IMCI) has been successfully implemented in 

12 countries of the Region, including Egypt. As you are aware, the IMCI strategy was 

developed jointly by WHO and UNICEF to reduce morbidity and mortality from common 

childhood illness, improve child growth and development and improve the quality of health 

services delivered to children. According to World Bank and WHO reports, the IMCI 

approach can reduce the burden of disease among children in a very efficient and cost 

effective way. 

 

Since the introduction of IMCI into the Region, countries which first began 

implementing the strategy have successfully completed the early implementation phase. The 

challenge now is to use the lessons learned from the experiences of these countries, both to 

facilitate the process for countries that are newly introducing the strategy, and to help the 

countries that have completed the initial phase to begin full-scale IMCI implementation.  

 

 I am happy to note that three countries have already started the IMCI expansion 

phase, Egypt, Morocco and Sudan, while two countries, Pakistan and the Syrian Arab 

Republic, are in the early implementation phase. Seven countries are in the introduction 

phase; Afghanistan, Islamic Republic of Iran, Iraq, Palestine, Saudi Arabia, Tunisia and the 

Republic of Yemen. Soon they all will be sharing with us their successful experience of IMCI 

implementation. 

 

           It is worth mentioning that IMCI is building on the successful achievements of 

diarrhoeal diseases control (CDD) and acute respiratory infections (ARI) programmes, which 

have served as a solid basis for introduction of the new strategy. The Regional Office adopted 

the strategy of gradually phasing in IMCI and gradually phasing out CDD and ARI, in order 

to maintain the achievements of the two programmes in areas not covered by IMCI and avoid 

duplication of efforts in areas within the IMCI domain.  

 

            What is particularly important and innovative in the IMCI strategy is that it gives 

attention to both the curative and preventive aspects of child health; reducing death, 

decreasing the frequency and severity of illness and disability and contributing to the growth 

and development of the child. In addition, the third component of IMCI, “improvement of 
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family and community practices”, gives priority to enhancing the involvement and 

empowerment of the community to play an active role in improving child health, health-

seeking behaviour and care at home.  

 

  In order to create and support ownership of the strategy, generic IMCI training 

material, developed by WHO and UNICEF for global use as training guides, has been 

adapted to suit individual country epidemiology and needs. In addition to training of health 

workers, the IMCI initiative aims to improve the health system by ensuring the availability of 

essential drugs and other supplies; improving organization of work at health facilities; and 

improving reporting and recording systems to enhance the quality of care delivered to 

children. 

 

 The results of the initial IMCI implementation are promising, and have provided very 

useful information to guide countries in IMCI planning and implementation. This success is 

the result collaborative work of the two sister organizations, WHO and UNICEF. 

 

Dear Colleagues,  

    

           Ours is a Region with wide variation among Member States, particularly in population 

size, child mortality and morbidity rates, health systems and socioeconomic status. The 

implementation of IMCI in these different countries reflects and proves its flexibility and 

shows that it can be adapted to fit into the context of any country.  

 

Ladies and Gentlemen, 

 

 WHO has developed and is developing a number of important tools for IMCI, 

planning, follow-up, implementation, costing, monitoring and evaluation. Specifically, I 

would like to refer to the new IMCI tools which were developed to widen the scope of its 

impact, including the “Care for development of the child” module which addresses the active 

role of families in the psychosocial development of the child. IMCI operational research is 

another important tool which has been made available to Member States to test the efficacy 

of the different components of IMCI.  
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Dear Colleagues,  

      

         Once the initial implementation of IMCI has been successful, its sustainability should 

be our main concern. Judging from this initial experience, certain steps will be necessary to 

ensure the sustainability of this initiative in the Region. It is important to discuss the 

following requirements and how they could contribute to sustaining IMCI in your countries: 

 

• Partnership between the national programmes, concerned United Nations agencies 

working in Member States and international organizations such as the World Bank and 

USAID to establish a broad base of support for IMCI. 

• Linking IMCI to successful interventions such as health sector reform, health 

districts/healthy villages, basic development needs. 

• Involving teaching institutions and universities in the IMCI pre-service training to ensure 

IMCI sustainability. I would like to mention here that five universities in two Member 

States have already introduced IMCI into the paediatric teaching curriculum. 

• Building and maintaining national consensus in support of IMCI. 

 

Dear Colleagues  

 

 I am pleased to note that during this meeting you will be reviewing the experience with 

the early implementation phase of IMCI in countries of the Region and that you will have an 

opportunity to visit the health facilities implementing IMCI in Alexandria. You will also be 

able to discuss the initial experience of IMCI expansion and development of IMCI pre-

service and community approaches and to address the challenges of IMCI implementation. 

 

 I am confident that in this meeting you will be able to determine  practical and 

appropriate strategies that will ensure successful IMCI implementation in your countries.  

 

 I wish you success and a pleasant stay in the beautiful city of Alexandria. 

           


