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THE HA NO! CALL FOR ACTION 
ON INTEGRATED MANAGEMENT OF CHILDHOOD ILLNESS 

The first Regional workshop on the Integrated Management of Childhood llIness (!MCI) 
strategy was held in Ha Noi, Viet Nam from 25 to 29 October 1999. The workshop brought 
together more than 50 participants, including government officials from seven countries; five 
temporary advisers; 14 observers from partner agencies, including the Australian Agency for 
International Development (AusAID), the European Union, the Japanese International 
Cooperation Agency (flCA), the World Bank and World Vision International and nine 
representatives from United Nations Children's Fund (UNICEF). Eight staff from WHO 
headquarters as well as Regional and country offices closely collaborated in the conduct of the 
workshop together with nine representatives of UNICEF. 

CALL FOR ACTION 

We, the participants of the workshop on Integrated Management of Childhood llIness held 
in Ha Noi, Viet Nam, 25-29 October 1999, 

Recognize that: 

• each year, in many countries of the Region, an unacceptably high number of children 
under five years of age die due to six common, preventable or easily treatable 
childhood conditions, namely pneumonia, diarrhoea, measles, malaria, dengue 
haemorrhagic fever and malnutrition; 

• by causing a large proportion of the morbidity occurring among young children, these 
conditions place a heavy burden on health services; 

• many families do not have access to the basic means of preventing these conditions 
nor to the quality of care needed to effectively manage them and stop them from 
becoming fatal; and 

• this situation calls for intensified action to guarantee the fundamental rights of 
children as embodied in the Convention on the Rights of the Child. 

Conclude that: 

• the development by UNICEF and WHO of the IMCI strategy responds to this situation 
by combining effective, simple and affordable interventions for the prevention and 
management of major childhood illnesses, and it should be an integral part of primary 
health care; 

• the strategy directly addresses the rights of the child to survival, healthy growth and 
development by improving quality of care at health facilities, strengthening health 
systems and empowering caregivers and communities to adequately care for young 
children; 
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• it can be adapted to meet the needs of countries with diverse socio-economic health 
profiles, taking account of national policies and priorities; 

• based on experiences gained globally and in some countries of the Region, the 
implementation of the IMCI strategy is feasible, is an improvement to disease-specific 
approaches, is likely to be cost-effective and will result in cost savings; 

• the involvement of various sectors within government as well as support from 
multilateral, bilateral and nongovernmental organizations (NGOs) is essential for the 
strategy to be fully implemented; 

• the inclusion of the IMCI strategy in a basic package of services defined as part of 
health sector reforms is an effective way of meeting the demand for quality care and 
will lead to substantial reductions in childhood morbidity and mortality; and 

• IMCI is a flexible strategy that includes interventions for health promotion, preventive 
care and child development. 

Emphasize that: 

• IMCI builds on existing childhood and other related health programmes and therefore 
requires strong collaboration among existing programmes; 

• it brings together relevant partners and builds upon their experiences, strengths and 
complementarity, thereby promoting better coordination of various child health 
activities supported by multilateral and bilateral agencies, NGOs and the private 
sector; 

• the strategy contributes to other major initiatives and movements to reduce the global 
burden of disease such as immunization programmes, Roll Back Malaria, breast
feeding and nutrition promotion; 

• the effective implementation of the IMCI strategy will require balanced attention to al1 
three components, namely: 

improving the skills of health personnel in the prevention and treatment of 
childhood illnesses; 

improving health systems to deliver quality care; and 

improving family and community practices in relation to child health; 

• the strategy is relevant to decentralization initiatives and health sector reforms, and needs 
to be incorporated wherever these efforts are initiated; and 

• in planning the implementation ofIMCI, special attention needs to be given to 
marginalized and overlooked groups, such as ethnic minorities and economically 
disadvantaged populations. 

Identify the following challenges and opportunities: 
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To successfully introduce and implement IMel in countries of the Region, Member States 
will need to: 

• obtain and sustain consensus and commitment to IMel at all levels; 

• incorporate the strategy into national health policies and plans; 

• create a broad partnership which should include the academic community, the 
private sector and the nongovernmental sector; 

• ensure availability of drugs needed for quality care; 

• improve the referral care system; 

• ensure that health education messages are compatible with the IMel guidelines, and 
develop locally and culturally appropriate messages and methods for health 
education; 

• strengthen and utilize existing community-based programmes or interventions to 
promote family and community practices; 

• monitor activities and periodically evaluate the process, outcomes and impact; 

• expand the IMel strategy according to available capacity and resources; and 

• establish sustainable and country-specific health financing schemes. 

And call upon: 

Governments and partners involved in child health and development to: 

• adopt and implement IMel as a major strategy for the improvement of child health 
care and the reduction of mortality and morbidity among young children; 

• commit financial and technical support for the implementation of the strategy at all 
levels; 

• enhance the collaboration and optimize coordination of activities in the area of child 
health; 

• mobilize the resources needed for the full implementation of IMel; and 

• create a Regional network for information exchange and sharing of materials, tools 
and methods. 
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1. INTRODUCTION 

1.1 Background 

Significant gains in the health status of children have been achieved in the Western Pacific 
Region over the past decades. However, achievements have been quite uneven and some 
countries still have unacceptably high infant and under-five mortality rates, particularly in 
remote, rural areas. 

Six common preventable or easily treatable childhood illnesses (acute respiratory 
infections, diarrhoeal diseases, malaria, malnutrition, measles and dengue haemorrhagic fever) 
account for about 70% of childhood deaths and at least 75% of episodes of childhood illness in 
low- and middle-income countries of the Region, causing a major burden on health facilities. 
The signs and symptoms of these common conditions often overlap and are not always 
recognized by health workers trained in vertical disease-specific approaches. 

In order to reduce childhood mortality and morbidity from the major causes of death, 
illness and disability, and to promote healthy growth and development of children, WHO and 
UNICEF have joined forces and developed the joint strategy on Integrated Management of 
Childhood lllness (IMCn. This strategy addresses child health care in a systematic and focused 
way through its three components: improving health workers' skills; strengthening health systems 
to support IlVlCI; and, improving family and community practices. 

The IlVlCI strategy was introduced to the Western Pacific Region in 1995 and 
implementation began in the Philippines and Viet Nam in 1996. Since then, the strategy has 
been expanded in the Region. Cambodia, China, Lao People's Democratic Republic and 
Mongolia have introduced the strategy. Recently, discussions on the strategy have also started in 
Papua New Guinea and some smaller island nations in the Pacific. 

In order to review progress and exchange experiences in IMCI implementation as well as 
discuss future directions in child health in the Western Pacific Region, the first Regional 
workshop on IMCI was held in Ha Noi, Viet Nam from 25 to 29 October 1999. The workshop 
brought together more than 50 participants, including government officials from seven countries, 
five Regional resource persons as temporary advisers and 14 observers from partner agencies, 
such as the Australian Agency for International Development (AusAID), the European Union, 
the Japanese International Cooperation Agency (JICA), the World Bank and World Vision 
International. Eight WHO staff from headquarters, Regional and country offices collaborated 
closely with nine representatives from all levels of UNICEF structure to conduct the workshop. 

The list of participants is attached as Annex I and the agenda of the workshop as Annex 2. 
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1.2. Objectives 

The objectives of the workshop were: 

(1) to assess the status ofIMCI implementation in the Region; 

(2) to share experiences and lessons leamed in implementation of IMCI activities, and 
to discuss how to overcome possible constraints encountered; 

(3) to update participants on the latest technical and logistic developments in relation to 
IMCI; and 

(4) to identify ways to strengthen partnerships for the successful implementation of 
IMCI. 

1.3 Opening remarks 

The meeting was opened by Mrs Pascale Brudon, WHO Representative in Viet Nam, on 
behalf of Dr Shigeru Omi, Regional Director. Mrs Brudon welcomed the participants and 
emphasized the importance of the workshop in reviewing the current status of child health, 
particularlY IMCI implementation, in participating countries and discussing the future direction 
of child health in the Region. A message from the Regional Director explained the rationale for 
an integrated approach, calling for joint efforts to systematically focus on lessening the mortality 
and morbidity toll ofleading causes of childhood illness. The adaptability of IMCI to the local 
situation as well as its comprehensive interventions to improve health worker skills, health 
system, family and community practices alike has put it among the interventions that have the 
potential for greatest impact on the reduction of the global burden of disease. Integration, 
teamwork and coordination of efforts are the key to successful implementation of IMCI in the 
Region. 

Dr Vincent Orinda, Senior Adviser, Child Health, UNICEF New York, addressed the 
meeting on UNICEF's behalf. Dr Orinda elaborated the recent work of the Interagency Working 
Group to develop the community component ofIMCI, and emphasized the crucial role that 
families and communities play in caring for their children. The key family practices to be 
promoted through IMCI implementation in the communities have been identified and the process 
for planning for interventions to support them is being identified. Dr Orinda joined the WHO 
Regional Director in encouraging countries to exchange experiences to further develop IMCI 
implementation in the Region in a balanced way. 

From the host Government, Dr Tran Chi Liem, Vice-Minister of Health, Viet Nam, 
welcomed the participants to Ha Noi. Viet Nam is one of the first countries to implement IMCI 
in the Region and he wished successful deliberations on IMCI in this workshop. 

Professor Nguyen Gia Khanh of National Institute of Paediatrics, Ha Noi, was appointed 
Chairman and Dr Juanita A. Basilio ofthe Department of Health, Philippines, was appointed 
Vice Chairperson of the workshop. Dr Robert Danaya of the Ministry of Health, Papua New 
Guinea, was appointed Rapporteur. 
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2. PROCEEDINGS 

2.1 New direction in child health - IMCI 

2.1.1 Global Overview 

Global data show that the major causes of death among children less than five years old in 
1990 were acute respiratory infections, diarrhoea, measles, malaria and malnutrition. Projections 
made for a few decades later show that the same five major killers of children will continue to be 
responsible for more than half of the childhood deaths in 2020 unless Significantly greater efforts 
are made to control them. The common problems affecting the quality of care provided to sick 
children can be basically classified under three components: case management skills of health 
workers (incomplete examination and counselling, poor communication, irrational use of drugs); 
health system (accessibility to health services, availability of essential drugs and vaccines, 
supervision, organization of work) and family and community practices (delayed care seeking 
and seeking assistance from unqualified providers, poor adherence to health worker advice and 
treatment and poor knowledge of when to return to a health facility). These components form 
the basis for targeted IMCI interventions. 

The IMCI strategy promotes integration at many levels. In the Ministry of Health, 
different departments and technical programmes work together with professional societies, 
universities and other stakeholders in child health to plan and implement the strategy. At the 
health facility level, support and essential resources are provided for the prevention and treatment 
of major childhood illnesses. Health care providers attend one training course, rather than an 
array of disease-specific courses, and provide integrated care. Appropriate home care and safe 
and supportive environments for healthy growth and development are promoted at the level of 
families and communities. The ultimate beneficiaries are the children who will receive holistic 
care. 

IMCI is usually implemented in a phased manner: introduction; early implementation in a 
limited number of districts to gain experience; and expansion in coverage and scope of activities. 
In partnerships with WHO, UNICEF and other agencies interested in child health, 20 countries 
were in the introduction phase ofIMCI, 31 were in the early implementation phase and 12 
countries in the expansion phase as of October 1999. Almost 6000 health workers from 68 
countries were trained in IMCI in 1998, and more than 85% of those trained in the Philippines 
and Viet Nam have also received follow-up. Encouraged by the improved health worker 
performance in key case management tasks, IMCI introduction to pre-service training of health 
professionals has also started. In the area of health system support, district health teams have 
worked with the Ministries of Health and partner agencies to strengthen health system support 
for child health, and IMCI has been included in the World Bank-supported health projects in 29 
countries. 

At the global level, work to further develop the component of improving family and 
community practices is underway by an Inter-Agency Working Group, which was established in 
February 1998 following the First Global Review and Coordination Meeting on IMCI, held in 
Santo Domingo, Dominican Republic in 1997, and a Workshop on Improving Child Health at 
Household and Community Level that was organized in New York in October 1997. Since then, 
twelve key family practices to be promoted have been formulated with Regional variations and 
adaptations. Tools for household assessments have been developed and a framework for 
documenting experiences has become available. In addition, seven country teams have already 
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developed proposals for extending IMCI into the conununity. Community health worker training 
materials have been fmalized in the South-East Asian Region and in the Americas, and 
guidelines for counselling of caretakers have been adapted in many countries. 

While current evidence suggests that IMCI leads to improvements in child health care in 
countries that have gained experience in its implementation, the shift from a vertical to an 
integrated approach is not always easy. Expansion and resources are needed both in terms of 
geographical coverage and scope of content (in particular the neonatal period). Also, the family 
and conununity component in particular need further strengthening on a Regional basis. 

2.1.2 Regional overview 

It is estimated that one million children under five years of age die every year in the 
Western Pacific Region due to pneumonia, diarrhoeal diseases, malaria, dengue haemorrhagic 
fever, measles, malnutrition and perinatal conditions. Factors that affect child health include 
quality of care, availability and rational use of drugs, access to child health services, caretakers' 
knowledge, economic changes and health sector reforms that many countries are currently 
implementing. IMCI aims to address all these factors directly or indirectly through its three 
components. 

As of October 1999 in the Western Pacific Region, the Philippines and Viet Nam are in 
the expansion phase ofIMCI while Cambodia, China and Mongolia are in the early 
implementation phase. The Lao People's Democratic Republic is introducing the strategy and 
discussions have also started in Papua New Guinea. Valuable experience has already been 
gained with the IMCI implementation in the Region and capacity has been increased at country 
and Regional levels. Governments have also shown high levels of interest and enthusiasm, and 
collaboration across major partner agencies has been strengthened. Further emphasis, 
nevertheless, needs to be placed on capacity-building at all levels, extending the "ownership" of 
IMCI to all stakeholders in child health, and meeting the specific needs oflocal settings in the 
widely diverse Region. It is also recognized that health system issues, such as ensuring drug 
availability and cooperation offarnilies and communities are necessary for IMCI implementation 
to be successful in the Region. 

date: 
The following lessons can be drawn from the IMCI implementation in the Region up to 

• Strong conunitrnent from the Government is essential. 

• IMCI Working Group with a focal person is crucial for planning, implementation and 
coordination of IMCI activities. 

• High-level Steering Conunittee facilitates policy decisions and validation of work of 
the Working Group. 

• Development of national plan for early implementation for all three components is 
essential in setting the direction. 

• Provincial and district level officials need to be involved early in the planning and 
adaptation ofIMCI. 

• Achieving consensus in guidelines takes time. 

• Guidelines for conununity health workers are required. 

• Collaboration and coordination between programmes and across major partner 
agencies in child health is of crucial importance. 
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2.2 Introducing the !MCI strategy in a country 

2.2.1 Principles behind !MCI implementation 

There are various steps in the introduction of the WCI strategy in a country. Their 
ultimate goal is to ensure that the strategy is well accepted and endorsed by the Ministry of 
Health. This endorsement facilitates coordination, enhances credibility and improves visibility. 

The suggested !MCI organizational structure should involve all major concerned parties 
and have the authority to make decisions across programmes. The recommended structure 
within the Ministry of Health can be seen to consist ofa high-level Steering Committee, a 
national !MCI Working Group and district-level Working Groups. The structure should be 
flexible enough to meet country-specific requirements. Key persons in this structure are the 
!MCI focal person within the Working Group, and the !MCI coordinator who is usually a 
member of the Steering Committee. It should be avoided to create yet another new parallel 
system but to ensure that people in vertical interventions can participate. It is also important to 
ensure that all partners are involved so that the IMCI structure can carry out activities without 
delays. Coordination is required at all levels, i.e. between different vertical programmes, 
between central and district levels and among all partners. 

2.2.2 Country experiences: Organizing a national orientation meeting and establishing an 
!MCI organizational structure 

Presentations were made by representatives from the Lao People's Democratic Republic 
and China. The successful implementation of the !MCI strategy depends on high-level 
advocacy, mobilizing human and fmancial resources and setting up a functional organizational 
structure. 

In the Lao People's Democratic Republic, the IMCI structure has been adapted to the 
situation and needs of the country. The Ministry of Health has one Steering Committee on child 
health, which can assume also the responsibility for IMCI. The identification of a Focal Point 
who would be strategically placed in the Ministry of Health was considered an important issue. 

In China, the process of setting up the IMCI organizational structure has taken more than a 
year, but it was considered to have been done thoroughly. At the national level, there is a high
level Steering Committee and a Working Group consisting of the Implementation Subgroup, the 
Adaptation Subgroup and Adaptation Subcommittees. The process placed heavy demands on 
Ministry of Health staff as it was labour intensive in a climate of concurrent health sector reform 
where financial and human resources were limited. It was pointed out that advocacy for !MCI 
should be a continuous effort, and the pilot phase of implementation could be used as a model for 
further expanding the strategy. 

2.3 Improving health workers' skills 

2.3.1 Adaptation 

The generic IMCI materials are an appropriate basis for introducing IMCI implementation 
in countries. However, it is essential that the IMCI guidelines reflect local epidemiology, are 
consistent with national policies, fit into the local health system, include food and fluid 
recommendations that are appropriate to the local situation and use local terms. For example, in 
Cambodia, the Philippines and Viet Nam, dengue hemorrhagic fever has been added to the fever 
section while Mongolia has added wheezing and rickets to the national IMCI guidelines. 
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Principles of adaptation revolve around the leading causes of childhood mortality and 
morbidity as the IMCI guidelines are not meant to cover all paediatric conditions. The guidelines 
should be safe and effective, and balance the sensitivity, specificity and positive predictive value. 
It is recommended that the minimum number of clinical signs and symptoms are agreed upon to 
effectively assess and classify sick children as well as select the minimum number of essential 
drugs to treat sick children. 

Steps in the adaptation process are outlined in the IMCI Adaptation Guide. After 
reviewing the national policies and guidelines, there are a few major tasks: adaptation of the 
clinical guidelines; adaptation ofthe feeding recommendations; identification oflocal terms; and 
adaptation of the "Counsel the Mother" part of the chart booklet and the Mother's Card. 
Important sections to be addressed in the adaptation of clinical guidelines are those relating to 
malaria, immunization schedule, drugs, especially first-line and second-line antibiotics and 
anti-malarials, iron formulation, safe cough and cold remedies, home fluids and feeding advice. 
An external consultant, experienced in the IMCI adaptation process, may be useful to facilitate 
the process at the beginning. Sometimes specific studies need to be conducted. Plans for the use 
of the Mother's Card should also be made before it is designed, adapted and pre-tested. 

One needs to ensure that all relevant programmes and individuals are involved in the 
adaptation process, allowing adequate time for careful review, consensus building and 
preparation of materials. Translation, editing and printing of materials are the final steps to 
complete the adaptation. 

2.3.2 Country experience: adaptation process 

The representatives from Mongolia presented their experience in going through the IMCI 
adaptation process. 

Due to the strengthened efforts of the national programmes for Acute Respiratory 
Infections and Control of Diarrhoeal Diseases, a decrease in ARI and diarrhoea mortality by 30% 
from 1991 to 1997 was observed. Infant and under-five mortality rates also had a similar 
declining trend. However, these diseases still constitute a major threat to child health in 
Mongolia where the major causes of mortality in children under five are acute respiratory 
infections, diarrhoea, other infections and parasitic diseases, neurological diseases, accidents, 
trauma and poisoning. 

The IMCI planning and adaptation meeting was held in August 1999, followed by a series 
of regular meetings of the adaptation subgroup. Important points discussed were rickets, growth 
chart, sore throat and wheezing. Malaria was excluded from the fever box while rickets and 
wheezing were added. Rickets adaptation was particularly difficult, as it had not been done yet 
anywhere else in the world. The IMCI growth chart initiated also a lot of discussion as it was not 
consistent with the national growth monitoring chart. 

The adaptation process was still continuing at the time of the meeting, and the national 
growth monitoring chart was under revision by nutrition researchers. Health promotion materials 
were still to be developed, and it had also been planned to adapt materials for IMCI introduction 
into the medical school. 
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. The discussion that followed highlighted the fact that the adaptation process is not easy 
and m many cases may be a lengthy process. Nevertheless, experience indicates that the process 
in itse1fhelps to build consensus and collaboration between different departments and actors 
involved in IM:CI. Much can be learned from other countries as to what are feasible and 
effective adaptations. The exchange of ideas and experiences should be encouraged. 

2.3.3 In-service training 

Key issues in the IMCI training strategy and plan include the appropriate selection of 
participants, facilitators and training sites, taking into account the seasonality of certain diseases 
in the timing of the training. 

• The target group for IMCI training is the first-level health workers who care for sick 
children. It is not for community health workers nor for those who provide inpatient care. 
The health workers must be literate. 

• Facilitators, a course director and a clinical instructor are needed for the IMCI course. 
Trainers are preferably medical personnel with extensive clinical and teaching experience 
who are committed and available to conduct training courses and follow-up visits. Trainers 
should first attend the standard II-day IMCI case management course and then be trained in 
a five-day facilitators' training for teaching techniques followed by an apprenticeship in the 
II-day course as facilitators. 

• Training sites should include an outpatient and inpatient facility with sufficient caseloads, 
adequate supplies and equipment, good quality care, staff interest and access to a classroom. 

The standard II-day case management course has ten morning sessions on clinical 
practice and eleven afternoon sessions spent working on the modules in the classroom. The 
course duration is 80 hours, with a minimum of 30% of the time spent in clinical practice and 
20 patients seen per participant. There should be a maximum of24 participants per course, with 
fewer than three to four participants per facilitator. All seven modules should be completed and 
there should be a chart booklet for each participant. 

The training materials include five case management charts, seven training modules, a 
photograph booklet, two videos and guides for facilitators in the outpatient and inpatient clinical 
practice and in the classroom. There is also a Course Director's Guide. Additional training 
materials include the Mother's Card. The training methods are individualized and involve active 
participation. 

Follow-up of trained health workers is an integral part ofIMCI training. The first visit 
should occur one month after the IMCI course. The purpose of the follow-up after training is to 
reinforce skilIs of the trained health workers, assists the health workers and health facility in 
transition to integrated case management, identify and solve problems and gather information on 
performance of health workers and conditions that influence performance in IMCI 
implementation. The debriefing meeting of a follow-up visit is an opportunity to discuss the 
findings and agree on necessary action for improvement. 

In-service training is resource intensive and requires substantive human and fmancial 
capacity, and therefore alternative ways for improving health worker skills and expanding IMCI 
implementation are being explored. They include, for example, on-the-job training and pre
service training. 
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2.3.4 Country experience: follow-up after training 

Follow-up is a powerful aspect of training that has proven benefits in strengthening health 
workers' skills and solving problems. Information gathered during follow-up visits is useful for 
advocacy and showing evidence to policy-makers that IMCI works. 

Key fmdings during follow-up visits in the Philippines included: 

• improved clinical skills on management of sick children, with emphasis on 
counselling; 

• high care-taker satisfaction; 

• improved organization of case management tasks; and 

• improved quality of clinical records and referral notes. 

Problems encountered during follow-up training included: 

• lack ofIMCI drugs and supplies in health centres; 

• limitation of immunization and consultation schedules; 

• midwives not being allowed to give intra-muscular pre-referral drugs; 

• lack of monitoring and maintenance of cold chain; 

• transport/financial problems in patient referral; and 

• a gap on the information flow on case management and follow-up between health 
facilities and referral centres. 

Future plans: 

• conduct courses on follow-up after training to address the lack of trained supervisors 
to conduct follow-up visits; 

• review health programme policies; and 

• advocate local government executives to provide adequate drugs regularly to health 
facilities. 

2.3.5 Pre-service training 

There is a lot of global interest in introducing IMCI to the pre-service training setting. 
Pre-service training is an opportunity to broaden health system coverage in a sustainable and 
cost-effective manner, and to involve also the private sector in the implementation. It also 
strengthens practices at the referral level. The introduction ofIMeI into the curricula in the 
medical schools improves students' knowledge and skills in standard case management, prepares 
students to support and follow national guidelines and to work within the national system. There 
is also evidence that current teaching methodologies are not always efficient so there is a need 
and a potential to strengthen this area. The present options for the incorporation ofIMCI into 
pre-service training are bloc teaching, teaching that is spread throughout the curriculum and a 
combination of the two. 
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Recently, a global development project for IMCI pre-service training has been undertaken 
in which WHO plays a key role in gathering experiences and sharing them with others. The 
three components of the IMCI pre-service training project include: 

• survey of IMCI teaching efforts; 

• review ofmajor paediatric textbooks; and 

• collaboration with selected medical schools to introduce IMCI teaching and 
materials. 

For IMCI pre-service education to be effective, it needs the support of the faculty, 
appropriate materials for teachers and students, good clinical practice sites, trained clinical staff 
and instructors and appropriate material for student evaluation. In convincing the seniors in the 
faculty, it is particularly important to demonstrate how IMCI helps to change attitude of students 
for a better relation with patients and caretakers. 

The University of Medicine and Pharmacy in Ho Chi Minh City, Viet Nam is one ofthe 
five medical universities identified globally to collaborate in this project. The early experiences 
in Viet Nam show that it is possible to introduce IMCI in pre-service training. 

IMCI pre-service training can be introduced for different categories of health workers. 
There is a wide variation among different countries in training, titles, standing orders, and 
responsibilities for nurses, midwives and other paramedical workers. However, the training 
material needs are similar to those identified for medical schools. Country experiences will 
guide the development of an approach that can be used more widely. 

2.4 Improving the health system 

2.4.1 IMCI and health system development 

Health sector development is a major function of a government in any country. Aiming at 
building a health system that meets the priority needs of the population, ensures quality of care at 
all levels, uses approaches that are effective, is based on equity and is sustainable, governments 
have initiated health sector reforms in many countries. They are often the basis of World Bank
supported projects, cost-recovery initiatives (Bamako), decentralization and adoption of 
minimum package of services. As IMCI has many common elements with health sector reform 
strategies, it should be fully integrated in the general health sector development in countries and 
included in reform efforts wherever possible, for sustainability. 

IMCI strengthens the health system by building capacity at the district level for planning, 
training, supervision, drug management and programme monitoring. IMCI also facilitates 
coordination and collaboration with other health programmes, other sectors and partners involved 
in health system development. Operational research could provide a useful tool for gathering, 
analysing and distributing information on IMCI to policy-makers, planners and implementers of 
health sector reform and development so that adequate resources are provided for 
implementation for the IMCI. WHO has initiated studies on cost-effectiveness and impact of 
IMCI around the world. 
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2.4.2 Country experience: Linking IMCI and health sector reform 

In Cambodia, health sector reform includes rational resource distribution, reorganization 
of the Ministry of Health at all levels, budgetary reform, minimum and comprehensive package 
of activities at ftrst and referral level of an operational district, redistribution and retraining of 
health staff and new ways to fmance health services. 

IMCI has a common objective with health sector reform to improve and extend primary 
health care through the implementation of a district-based health system. A representative of the 
national health sector reform is part of the IMCI Working Group, and discussions have been 
initiated to include IMCI activities within the overall annual plans of pilot operational districts 
following the district planning cycle. 

Timely distribution of information on IMCI to all involved parties has been important. 
Involving these partners in discussions on the introduction ofIMCI and possible changes in 
policy to support IMCI, such as human resource development, essential drug supplies and health 
information systems, represent opportunities to link !MCI with the health sector reform process. 
Introduction ofIMCI through existing programmes at district and community level aims to focus 
on long-term beneftts in child health. 

2.4.3 Availability and rational use of drugs needed for the management of childhood illness 

In many countries, difficulties exist with the availability, rational use and quality of drugs. 
This often results in ineffective treatment, adverse side effects and unnecessary high costs of 
treatment. The problems can be classified as follows: 

Availability: 

• a chronic shortage of essential drugs for !MCI in the public sector in most countries; 

• an excessive use and abuse of drugs in the private sector; 

• inappropriate drug policies covering procurement, distribution and management; 

• lack of second-line drugs at primary health care level; and 

• essential drug list needs not yet revised to incorporate IMCI drugs. 

Rational use: 

• inappropriate use of drugs by health care workers, especially at the district level; and 

• drug use in private sector is often an income-generation practice for health workers, 
resulting in irrational use and over prescription. 

Quality: 

• poor quality of drugs; and 

• drugs past expiry date. 
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IMCI does not require a parallel system for procurement, distribution and management of 
drugs supply system. Inclusion of drugs required for IMCI into essential drugs lists is a 
prerequisite to ensure availability of IMCI drugs. There is a special challenge to see second line 
drugs/pre-referral drugs made available at first level health facility. 

Government health care financing, regulation, training and monitoring as well as users' 
attitudes and behaviour influence the rational use of drugs. In the future, realistic cost estimates 
on essential drugs for IMCI implementation and case management can be obtained through cost
effectiveness studies. 

2.4.4 Country experience: availability and rational drug use at first level health facilities 

In Papua New Guinea, the procurement and distribution of essential drugs occur at the 
central level, and there are problems of distribution at district level. Aid post kits have been 
developed to rectify delay in the distribution to health centres and aid posts. 

An essential drug list is in place that includes drugs for acute respiratory infections, 
diarrhoeal diseases and expanded programme on immunization. There are constraints in 
resources, supervision and quality control. Expired drugs are also a problem. IMCr could have a 
potential to rectify the situation. 

2.5 Improving family and community practices 

The overall goal of community-based IMCI is to improve key practices for the survival, 
growth and development of children less than five years old at household, community and health 
facility levels (illness prevention, nutrition, care seeking and home care). 

The four main objectives of improving family and community practices are: 

• to provide adequate knowledge and skills for families and communities; 

• to stimulate appropriate community action based on monitoring and evaluation; 

• to develop capacity for improving the quality of care; and 

• to contribute to strengthening of the health system. 

The main problems that are targeted to improve child health in families and communities 
include lack of knowledge and skills on home care among caregivers, harmful household 
practices, low confidence in and utilization of public health services, poor compliance with 
advice and a treatment gap between knowledge and practices, and inadequate health worker 
skills (i.e. counselling). 

The key strategies and principles of community-based IMCI are: 

• empowering communities, particularly women; 

• strengthening existing community organization and linkages; 

• combining and integrating approaches and resources; 

• adapting IMCI to community needs; 

• improving communication; 
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• ensuring consistency of messages in child health; 

• promoting sustainability; 

• giving special attention to vulnerable groups/those most at risk; 

• utilizing available opportunities; 

• reinforcing the implementation of the other two components; 

• phasing in the implementation of community-based !MCI; 

• learning by doing; and 

• utilizing the momentum for !MCI introduction in communities. 

The potential impact of community-based !MCI activities includes: 

• improved knowledge; 

• improved attitudes and practices of caretakers; 

• increased confidence, ownership and participation, leading to utilization of health 
services; 

• increased demand for quality care; 

• expanded resource base and coverage (e.g. EPI); and 

• strengthened social counselling and monitoring skills of health workers (resulting in 
improved quality of care). 

The major activities included in community-based !MCI are: 

• advocacy and mobilization; 

• identification of target districts and local partners; 

• situation assessment and analysis (baseline information, testing ofthe Mother's Card); 

• integrated district planning (strategy for community development, roles, 
responsibilities); 

• resource mobilization and coordination; 

• action (implementation), for example "community diagnosis" and information, 
education and communication (IEC) on 12 key practices for caregivers and health staff 
(channels: mass media, health workers, influential persons, community events, NGOs) 
to raise awareness and compliance; 

• monitoring, documentation and evaluation; and 

• sharing of experiences and lessons learned. 

Resource allocation between !MCI training and community-based activities was also 
discussed. 
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For example, in Cambodia, the Communicable Disease Control Department will 
coordinate donor support and resource allocation at the national level following a sector-wide 
approach. In the Philippines, the Local Government Units can act as resource coordinators at the 
peripheral level. In this context, the long-term financial sustainability of IMCI was also 
questioned. Proposals to increase sustainability included the following: 

• reallocation of budget from other areas to the health sector e.g. from military 
activities; 

• maximizing local capacity as a tool for sustainability; 

• development of a long-term vision for securing adequate donor support; and 

• strong IMCI representation in Ministries of Health for getting IMCI into the "main 
pipeline" and seizing all opportunities to access funds from (parallel) sectors involved 
(national programmes, relevant units and projects of the Ministry of Health). 

2.5.1 Country experience: Community-based activities 

In the Philippines, an Enhanced Child Growth project has been initiated to address the 
declining breast-feeding practices, inappropriate complementary feeding and high malnutrition 
rate. The implementation has included caregivers' classes and provision of services on 
micronutrient supplementation, growth monitoring, counselling of caregivers, prenatal care and 
referral. Also, a female functional literacy project has been implemented to improve family and 
community practices on child health care. 

In Cambodia, the Community Action for Social Development programme in Romeas Haek 
district has been successful in bringing about positive changes in services provided at the 
community level (e.g., growth monitoring, vaccination, safe water supply, provision of 
Vitamin A, assistance to severe underweight children, de-worming and iron and folic acid 
supplementation). Standardization of messages in child health care and development of village 
action plans on exclusive breastfeeding, improved feeding practices, ensuring safe drinking 
water, use of impregnated mosquito-nets and practising good hygiene and sanitation have also 
been undertaken. 

2.6 Planning for IMCI implementation 

2.6.1 Planning for IMCI implementation 

IMCI is usually implemented in countries in a phased manner: 

(a) introduction to create a solid understanding on IMCI and enable the Ministry to 
make an informed decision on the strategy; 

(b) early implementation in a limited area to gain experience; and 

(c) expansion to broaden the range of activities and geographical coverage. 

Planning should address all three components of IMCI. Early commitment of Government 
is crucial in terms of inclusion of IMCI into the health policy and budget. Involvement of all 
important partners is essential. 
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A review of the early implementation phase should be conducted prior to planning for 
expansion. Good documentation of the experiences and lessons learned during the early 
implementation phase is strongly recommended. 

Important issues to consider in planning for expansion are: 

• availability of resources; 

• organization and management of the strategy and interventions; 

• national and district capacity (which may have to be strengthened); 

• links with other community-based programmes; 

• incompatibilities between WCI classifications and International Statistical 
Classification of Diseases and Related Health Problems (lCD) categories; 

• the need for further adaptations at the provincial level (local terminology, feeding 
recommendations, clinical guidelines); and 

• monitoring and evaluation. 

Different countries may have identical problems. Much can be learned from each other by 
sharing information and experiences. Solutions need not necessitate new activities, but can build 
on what is already in place, looking for areas that can be strengthened. 

2.6.2 Documentation of early implementation 

Documentation of experiences in the early implementation phase is important to identify 
and solve possible problems and summarize information to guide the review and replanning 
process. Areas for collecting information include organization and management of the strategy 
at central and district levels, quality of adaptation and training, health worker performance after 
training, health system support for WCI and caretakers' satisfaction and improvements in family 
and community practices. 

2.6.3 Country experience: Review and re-planning 

Viet Nam was the first country in the Region to expand WCI implementation. Prior to 
that, the Government reviewed the experiences to date to identify recommended ways to 
strengthen and sustain WCI implementation as a main strategy for improving the quality of care 
for children and planning the expansion ofWCI. At the end of the meeting, consensus on the 
recommendations and future implementation was built among high-level decision-makers and 
other stakeholders. 

The review of the early implementation phase in Viet Nam recommended that: 

• WCI would be expanded gradually to new provinces, based on the interest and 
resources of the provinces; 

• The Ministry of Health would include WeI in the national policy and give 
guidelines to new provinces on how to implement it; 

• The II-day training course should be further adapted and WCI included in the 
curriculum of medical and paramedical schools; and 
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• IMCI should be well coordinated with main partners in child health and 
implemented jointly in their project provinces. 

2.6.4 Group work: Challenges for IMCI implementation 

One group of countries discussed the challenges faced in the IMCI early implementation 
(Cambodia, China, Lao People's Democratic Republic, Mongolia, Papua New Guinea) and the 
other in the expansion phase (the Philippines, Viet Nam). In the initial phase, structural 
reorganization, pooling of resources and integration with existing approaches were seen as 
challenging and were often based on limited understanding of the real nature ofIMCI. Thorough 
orientation and a good advocacy and marketing strategy was seen as a feasible solution to bring 
all related programmes and partners to work on IMCI, while integrating IMCI into the national 
health policy and health sector development were seen necessary for its long-term sustainability. 

In the expansion phase, updating policies in child health to be consistent with IMCI, 
strengthening the IMCI organizational structure, developing guidelines for IMCI management at 
all levels and improving integration of curative and preventive services were all seen as 
important. In order to expand the IMCI case management coverage, pre-service training was 
seen as an urgent priority together with the development of alternative methods for training. 
Referral care was also seen as an important issue to be addressed. It was also suggested that 
community-based information should be generated and linkages with community-based 
interventions should be pursued to bridge the gap between knowledge and practices for care
seeking and care giving. In order to monitor progress and further improve the implementation of 
IMCI, it was seen as important to reconcile the existing health information system with IMCI 
indicators. 

2.7 Strengthening partnerships for IMCI 

The IMCI strategy requires and builds on partnerships within communities and districts, at 
national and regional levels and also globally. Fostering partnerships is seen as a major 
challenge for ensuring the sustainability ofIMCI. Partnerships are needed to ensure consistent 
policies, strategies and plans; share responsibilities, tasks and experiences built on strengths; 
coordinate and not duplicate; maximize the use of available resources; and work towards 
common targets. Opportunities for working together are joint planning exercises, programme 
implementation in districts, incorporation ofIMCI in basic training curricula, overall health 
sector development, operations research, community involvement and development of locally 
adapted tools and new approaches. At local level, the IMCI Working Group should involve all 
relevant programmes, institutions and partners. The Group should facilitate the exchange of 
experiences and agree upon jOint work-plans and work towards consistent programme policies, 
acknowledging the leadership of the Ministry of Health. 

At the national level, partners include related programmes within the Ministry of Health, 
professional associations, training institutions and other public and private organizations, such as 
NGOs and community groups. Typically, international partners include WHO, UNICEF, the 
World Bank, Regional Development Banks, bilateral organizations, teaching institutions and 
IMCI collaborating institutions. Globally, Interagency Working Groups exist in the field of 
monitoring and evaluation and family and community IMCI, while coordination with the World 
Bank and Asian Development Bank and other WHO programmes is also pursued. 
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2.8 Update on IMCl research and development 

Work on further updating the IMCl guidelines continues as dengue haemorrhagic fever, 
sore throat and wheezing have been included in the local protocols in many countries. Also, 
research aiming at the development of an algorithm for sick young neonate is a priority, and a 
multi-centre study to identify and validate clinical signs is in the pipeline. Encouraging results 
have been obtained in another multi-centre study measuring the effects of IMCl counselling on 
child feeding and nutritional status in Brazil and Pakistan as well as on the effects of training in 
breastfeeding counselling of health workers' knowledge and skills in Brazil. Interventions are 
being developed to promote improved nutrition, growth and development and to improve 
individual and family response to illness and home and community environment. Other research 
and development activities include interventions in the area of drug availability, referral systems 
and emergency care, with referral care guidelines available in a final draft. 

2.9 Regional IMCl strategy 

2.9.1 Regional strategies in child health 

In the WHO Western Pacific Regional Office, the Child and Adolescent Health Focus is 
placed within the Division of Building Healthy Communities and Populations where interaction 
with other related programmes is routine. The main issues in child health include the facts that 
children die needlessly from common preventable or treatable conditions, exclusive 
breastfeeding rates are declining, inappropriate feeding practices and micronutrient deficiencies 
are common, health system support is weak and lifestyle and environment related issues have 
their toll on children. The objectives of the Regional child health programme are to reduce the 
overall childhood mortality and morbidity and promote the healthy growth and development of 
children. The strategies include the following: introduce and implement IMCI; promote and 
support breast-feeding; improve feeding practices; promote healthy diets, food fortification and 
micronutrient supplementation of high-risk groups; advocate health-promoting schools; and 
strengthen partnerships. The targets set for 2003 state that IMCl should be established in 
countries and areas where acute respiratory infections, diarrhoea, measles, malaria, dengue 
haemorrhagic fever and malnutrition are major public health problems. 

2.9.2 Regional opportunities and next steps in child health 

The participants concluded that considerable and encouraging experience exists in the 
Region on IMCI. The momentum of this meeting needs to be utilized to further advocate IMCl 
as the main strategy in child health and put child health in general higher on the political agenda 
in the participating countries and the Region as a whole. One of the major outputs of this 
meeting is the development of The Ha Noi Call for Action on Integrated Management of 
Childhood Illness which was suggested to be used widely for advocacy purposes in child health 
at the Regional and country levels. It was also suggested to take note on the discussions held 
during this workshop and implement rigorously the country plans that were elaborated. It was 
noted that it would also be useful to establish a mechanism for sharing experiences and 
information on progress and new developments in WCl. Careful documentation of experiences 
and evidence on IMCl impact at the country level would prove useful. Regular Regional 
workshops like this one were regarded as necessary, and it was proposed that the next meeting 
could focus particularly on IMCI pre-service training and community IMCI. 
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3. CONCLUSIONS 

The meeting was concluded with the following Ha Noi Call for Action on fMCf: 

CALL FOR ACTION 

We, the participants of the Workshop on Integrated Management of Childhood lllness held 
in Ha Noi, Viet Nam from 25-29 October 1999, 

Recognize that: 

• each year, in many countries of the Region an unacceptably high number of children 
under five years of age die due to six common, preventable or easily treatable 
childhood conditions, namely pneumonia, diarrhoea, measles, malaria, dengue 
haemorrhagic fever and malnutrition; 

• by causing a large proportion of the morbidity occurring among young children, these 
conditions place a heavy burden on health services; 

• many families do not have access to the basic means of preventing these conditions 
nor to the quality of care needed to effectively manage them and stop them from 
becoming fatal; and 

• this situation calls for intensified action to guarantee the fundamental rights of 
children as embodied in the Convention on the Rights of the Child. 

Conclude that: 

• the development by UNICEF and WHO of the IMCI strategy responds to this 
situation by combining effective, simple and affordable interventions for the 
prevention and management of major childhood illnesses, and it should be an 
integral part of primary health care; 

• the strategy directly addresses the rights of the child to survival, healthy growth and 
development by improving quality of care at health facilities, strengthening health 
systems and empowering caregivers and communities to adequately care for young 
children; 

• it can be adapted to meet the needs of countries with diverse socio-economic health 
profiles, taking account of national policies and priorities; 

• based on experiences gained globally and in some countries of the Region, the 
implementation of the IMCI strategy is feasible, is an improvement to disease
specific approaches, is likely to be cost-effective and will result in cost savings; 

• the involvement of various sectors within government as well as support from 
multilateral, bilateral and non-governmental organizations (NGOs) is essential for 
the strategy to be fully implemented; 
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• the inclusion of the !MCI strategy in a basic package of services defined as part of 
health sector reforms is an effective way of meeting the demand for quality care and 
wi1l1ead to substantial reductions in childhood morbidity and mortality; and 

• !MCI is a flexible strategy that includes interventions for health promotion, 
preventive care and child development. 

Emphasize that: 

• !MCI builds on existing childhood and other related health programmes and 
therefore requires strong collaboration among existing programmes; 

• it brings together relevant partners and builds upon their experiences, strengths and 
complementarity, thereby promoting better coordination of various child health 
activities supported by multilateral and bilateral agencies, NGOs and the private 
sector; 

• the strategy contributes to other major initiatives and movements to reduce the 
global burden of disease such as immunization programmes, Roll Back Malaria, 
breast-feeding and nutrition promotion; 

• the effective implementation of the !MCI strategy will require balanced attention to 
all three components, namely: 

improving the skills of health personnel in the prevention and treatment of 
childhood illnesses; 

improving health systems to deliver quality care; and 

improving family and community practices in relation to child health; 

• the strategy is relevant to decentralization initiatives and health sector reforms and 
needs to be incorporated wherever these efforts are initiated; and 

• in planning the implementation ofIMCI, special attention needs to be given to 
marginalized and overlooked groups, such as ethnic minorities and economically 
disadvantaged popUlations. 

Identify the following challenges and opportunities: 

To successfully introduce and implement !MCI in countries of the Region, Member States 
will need to: 

• obtain and sustain consensus and commitment to IMCI at all levels; 

• incorporate the strategy into national health policies and plans; 

• create a broad partnership which should include the academic community, the 
private sector and the nongovernmental sector; 

• ensure availability of drugs needed for quality care; 

• improve the referral care system; 
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ensure that health education messages are compatible with the IMCI guidelines, 
and develop locally and culturally appropriate messages and methods for health 
education; 

strengthen and utilize existing community-based programmes or interventions to 
promote family and community practices; 

monitor activities and periodically evaluate the process, outcomes and impact; 

expand the IMCI strategy according to available capacity and resources; and 

establish sustainable and country-specific health financing schemes. 

And call upon: 

Governments and partners involved in child health and development to: 

• adopt and implement IMCI as a major strategy for the improvement of child health 
care and the reduction of mortality and morbidity among young children; 

• commit financial and technical support for the implementation of the strategy at all 
levels; 

• enhance the collaboration and optimise coordination of activities in the area of 
child health; 

• mobilize the resources needed for the full implementation of IMCI; and 

• create a regional network for information exchange and sharing of materials, tools 
and methods. 
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WORKSHOP ON INTEGRATED MANAGEMENT 
OF CHILDHOOD ILLNESS (IMCI) 
25-29 October 1999, Ua Noi, Viet Nam 

- ---- -- --TIMETABLE 

TIMB MONDAY, 25 OCTOBBR TUBSDAY, 26 OCTOBBR WEDNESDAY, 27 OCTOBER 

0800 Registration Session 3: Improving Session 5: Improving 
health workers' skills family and community 

1- Opening ceremony 8. Adaptation practices 

9. Country experience: The 20. Introduction to the to 
adaptation process component - Update on 

10. In-service training progress in the global 
development effort 

1000 21. Principles in planning 
for the community 
component of IMCI 

C 0 F F II: B B R B A K 
1030 2. Presentation and 11. Country experiences: 22. Planning and 

adoption of objectives and Follow-up after training monitoring for community-
proposed agenda of based programmes 
workshop 12. Pre-service training 23. Case studies on to 

community-based activities Session 1: New direction and monitoring in child health - IMCI 
24. Opportunities to 

1200 Global overview develop the community 3. 
component building on 

4. Regional overview existing experience 

L U N C H B R II: A K 

1330 Session 2: Introducing the Session 4: Improving the 25. Field trip 
IMCI strategy in a country health system 

5. Principles in IMCI 13. IMCI in health system 

implementation development 
14. Experiences in the 

to 6. Country experiences: Region in strengthening 
Organizing a national and financing primary 
orientation meeting and health care 
establishing an IMCI 15. Country experience: 

1500 
organizational structure Linking IMCI and health 

sector reforms 
16. Discussion: 
Opportunities and 
constraints for 
integrating IMCI in health 
policy and development 

C 0 F FEE BREAK 

1515 7. Individual country 17. Availability and 

meetings rational use of drugs 
needed for the management 
of childhood illness 

to 18. Country experience: 
Availability and rational 
use of drugs in first-
level health facilities 

1730 19. Individual country 
meetings 
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7 October 1999 

THURSDAY, 28 OCTOBER FRIDAY, 29 OCTOBER 

Session 6: Planning for Session 8: Update on IMCI 
IMCI implementation research and development 

26. Planning for IMCI 34. update on IMCI 
implementation research and development 
27. Documentation of early Session 9: Regional IMCI 
implementation phase, stratesy 
review and planning for 35. Introduction to 
expansion regional strategies in 
28. Country experience: child health 
Review and re-planning 36. Group work: IHCI 
29. Group work: Challenges regional challenges and 
for IMCI implementation in opportunitieB - How IMCI 
the early implementation/ can contribute to the 
expansion phase strategy for child health 

in the Re9ion 

29. Group work (continued) 36. Group work (continued) 

Plenary: Challenges 37. plenary: IMCI 30. 
for IMCI implementation in regional challenges and 
the early implementation/ opportunities 
expansion phase 

Session 7; Strengthening 38. Workshop summary and 
partnerships for IMCI conclusions 

3l. Collaboration with 39. Evaluation of workshop 
partners 

32. Opportunities for 
getting the job done 
together 

32. Opportunities for 40. Closing 
getting the job done 
together (continued) 

33. Individual country 
meetings 
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