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NOTE 

The views expressed in this report are those of the participants in the WHOIUNICEF Technical 
Consultation on Measuring Progress towards Child Survival and do not necessarily reflect the 
policies of the World Health Organization. 

This report has been prepared by the World Health Organization Regional Office for 
the Western Pacific for the governments of Member States in the Region and for those 
who participated in the WHO/UNICEF Technical Consultation on Measuring Progress towards 
Child Survival, which was held in Cambodia from 23 to 25 October 2007. 
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SUMMARY 

A Technical Consultation on Measuring Progress towards Child Survival was convened by 
the World Health Organization (WHO) and United Nations Children's Fund (UNICEF) in 
Siem Reap, Cambodia from 23 to 25 October 2007. The overall goal was to come to a common 
agreement on indicators and methods so that all countries in the Region collect and report on a 
minimum set of standard indicators, and are better equipped to use data for improving their own 
programmes. 

The objectives of the consultation were: 

(1) to review the availability of data on core child survival indicators, decide whether 
additional indicators are needed, and make recommendations for improving the 
quality of data collected; 

(2) to review data gaps and obtain consensus on a complementary set of child survival 
output and input indicators; 

(3) to review indicator definitions, agree on numerators, denominators and data sources; 

(4) to discuss and propose targets for programme implementation; and 

(5) to devise strategies for measurement, analysis and synthesis of information for 
decision-making in child survival and agree on reporting mechanisms and use of 
data for programme development. 

Participants came from eight countries in the region (Australia, Cambodia, China, 
Mongolia, Papua New Guinea, the Philippines, Solomon Islands and Viet Nam), the WHO 
Regional Office for the Western Pacific and WHO country offices (Cambodia and Viet Nam), the 
East Asia and Pacific Regional Office of UNICEF and UNICEF country offices (Cambodia, 
China, the Philippines and Viet Nam), the WHO Regional Office for Africa, and WHO 
Headquarters in Geneva (Child and Adolescent Health and Health Metrics Network). 
Conclusions from small and large group discussions were surmnarized and compiled on the third 
day, and a series of recommendations based on these conclusions formulated. Responsibilities 
for follow-up action were allocated between country programme staff, as well as WHO and 
UNICEF country and regional offices. 

The 10 core regional child survival indicators were reviewed and endorsed. Several 
supplementary indicators were proposed. New input and output indicators and indicator targets 
were proposed. Definitions for all indicators were reviewed and agreed upon. Data gaps and 
measurement problems were identified and options for improving data collection discussed. 

Recommendations were proposed for improving the routine collection of input and output 
data, and for ensuring that indicators are reviewed systematically and used routinely for 
developing child health plans. 



1. INTRODUCTION 

1.1 Background 

The World Health Organization and United Nations Children's Fund (WHOIUNICEF) 
Regional Child Survival Strategy outlines an approach for reaching Millennium Development 
Goal (MDG) 4 by 2015 and calls for regular monitoring of progress. Health impact indicators 
measuring mortality and nutritional status are used for periodic evaluation of progress towards 
MDG 4 targets. In addition, the Regional Strategy identifies 10 core indicators that measure 
intervention coverage of the Essential Package for Child Survival. These core indicators are used 
for regular tracking of how well interventions are reaching populations. 

Two issues needed to be further clarified in the area of monitoring of progress. First, the 
Regional Strategy did not describe the use of system inputs and programme outputs for 
monitoring progress. These are important for understanding how well activities are being 
implemented on the ground. Second, several components of progranune monitoring and 
evaluation needed to be further defmed or described, including: the defmitions of numerators 
and denominators for key indicators; data sources; recording and reporting mechanisms; and how 
best to use data for decision-making and child survival progranune development. 

To resolve these issues, WHO and UNICEF convened the Technical Consultation on 
Measuring Progress towards Child Survival. The overall goal was to come to a common 
agreement on indicators and methods so that all countries in the Region collect and report a 
minimum set of standard indicators, and are better equipped to use data for improving their own 
progranunes. 

1.2 Objectives 

The objectives of the consultation were: 

(1) to review the availability of data on core child survival indicators, decide whether 
additional indicators are needed, and make recommendations for improving the 
quality of data collected; 

(2) to review data gaps and obtain consensus on a complementary set of child survival 
output and input indicators; 

(3) to review indicator defmitions, agree on numerators, denominators and data sources; 

(4) to discuss and propose targets for programme implementation; and 

(5) to devise strategies for measurement, analysis and synthesis of information for 
decision-making in child survival and agree on reporting mechanisms and use of 
data for programme development. 
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1.3 Participants and resource persons 

Participants came from eight countries in the Region (Australia, Cambodia, China, 
Mongolia, Papua New Guinea, the Philippines, Solomon Islands, Viet Nam), the WHO Regional 
Office for the Western Pacific and WHO country offices (Cambodia and Viet Nam), the East 
Asia and Pacific Regional Office of UNICEF and UNICEF country offices (Cambodia, China, 
the Philippines, Viet Nam), the WHO Regional Office for Africa, and WHO Headquarters in 
Geneva (Child and Adolescent Health and Health Metrics Network). 

A list of participants is attached as Annex 1. 

1.4 Meeting venue and agenda 

The technical consultation was conducted from 23 to 25 October 2007 at Royal Angkor 
Resort in Siem Reap, Cambodia. The meeting agenda is attached as Annex 2. 

2. PROCEEDINGS 

2.1 Methods 

The consultation consisted of plenary and small group discussions on key issues. Four 
working groups were established for small group work. For each small group session on 
indicators, worksheets summarizing indicators and definitions were reviewed. Findings from 
small group sessions were then presented and discussed in plenary session. For the small group 
session on data flow, worksheets on information movement between the national and district 
levels were used to discuss the types of data available and how they were currently used. 
Problems and gaps were discussed in plenary session. 

Groups worked on the following areas: 

(1) Group session 1: Core outcome indicators - definitions, measurement tools, 
frequency of measurement, targets, and review of possible additional indicators for local 
use. 

(2) Group session 2: Input and output indicators - validity and reliability, definitions, 
feasibility of collection, measurement tools or methods, frequency of measurement, and 
targets. 

(3) Group session 3: Review of all indicators and discussion of target setting. 

(4) Group session 4: Flow of information between national and districts including 
information currently available, data sources, how data are used for making decisions, 
problems and barriers. 

Conclusions from small and plenary group discussions were summarized and compiled on 
the third day, and a series of recommendations based on these conclusions formulated. 
Responsibilities for follow-up action were allocated between country programme staff, as well as 
WHO and UNICEF country and regional offices. 
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2.2 Summary of defInitions 

Definitions were agreed at the beginning of the consultation, as follows: 

(1) Indicators 

An indicator is a measurement that is repeated over time to track progress toward goals 
and objectives. The use of standard indicators in all evaluation activities will help 
decision-makers collect comparable information in different settings. Over time, information on 
key indicators will also support regional and global efforts to document progress in child health. 

Input indicators measure whether the resources needed to conduct programme activities 
have been applied. These might include fmancial, human or material resources. 

Output indicators measure whether the supports needed to deliver interventions or improve 
population coverage with interventions are in place. These might include the proportion of 
planned training courses completed, or supervisory visits conducted; or the proportion of 
facilities with essential drugs and vaccines available. Facility-based measures of the quality of 
care are considered to be output measures. 

Outcome indicators (coverage indicators) measure whether mothers or children have 
received interventions. These indicators measure population-based intervention coverage. 
Improved intervention coverage is needed in order to achieve impact. 

Impact indicators measure whether the health of children has changed. These indicators 
measure mortality, morbidity or nutritional status. 

(2) Child health interventions 

Child health interventions are treatments, technologies, or key health behaviours that 
prevent or treat child illness and reduce deaths in children under fIve. Effective child health 
interventions should be the focus for all child health programmes. Indicators selected for 
tracking implementation will measure coverage of effective interventions, or the inputs and 
outputs required to deliver these interventions. Effective interventions for reducing child 
morbidity and mortality, based on best current data, are summarized in Annex 3. 

Implementing an intervention means putting in place all the programme elements that are 
needed in order to deliver the intervention to children who need it (programme inputs and 
outputs). Implementation can include: 

• putting in place policies and guidelines to allow and support child health interventions; 
• improving human resource capacity such as training health workers and making them 

available; 
• improving home and community practices by providing better access to health 

education, counselling and community-based health workers; 
• improving community supports required to improve prevention and management of 

child illness; and 
• strengthening health systems to allow the delivery of services, drugs, vaccines and 

other supplies; regular supervision; and referral. 
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2.3 Summary of findings on indicators 

2.3.1 Core outcome indicators 

The 10 core regional coverage indicators were endorsed as a minimum set of indicators for 
tracking regional and country progress. Core indicators, measurement and availability issues are 
summarized in Table 1. DefInitions of indicators are presented in Annex 4. 

Table 1: Core coverage indicators for child health interventions 

PERIOD INTERVENTION INDICATOR 

Pregnancy Tetanus toxoid vaccine Proportion of neonates protected 
administered to all pregnant against tetanus at birth 
women 

Labour and delivery All deliveries assisted by a Proportion of deliveries assisted by 
skilled birth attendant skilled birth attendants 

Postnatal/neonatal Early initiation of Proportion of infants less than 12 
breastfeeding months who were breastfed within 

one hour of birth 
Infants and children Exclusive breastfeeding Proportion of infants less than six 

months of age exclusively breastfed 
Appropriate complementary Proportion of infants 6-9 months 
feeding receiving breast milk and appropriate 

complementary feeding 
Micronutrient supplementation Proportion of children 6-59 months 

who received a dose of vitamin A in 
the previous six months 

Prevention of malaria (in high- Proportion of children 0-59 months 
risk areas) who slept under an insecticide-treated 

net (!TN) the previous night 
Care-seeking for pneumonia Proportion of children 0-59 months 

with suspected pneumonia taken to 
appropriate provider 

Oral rehydration for diarrhoea Proportion of children 0-59 months 
with diarrhoea who received oral 
rehydration therapy (ORT) 

Immunizations against vaccine- Proportion of one-year-old children 
preventable diseases vaccinated against measles 

Issues discussed for each indicator are summarized below: 

(I) Tetanus toxoid to all pregnant women 

The indicator used will be proportion of neonates protected at birth. The methodology 
will be the same as the one currently used by the multiple indicator cluster survey (MIeS). This 
approach asks all women with children born in the previous 0-11 months whether they have a 
vaccination card. If a card is available, it is used to decide whether the child was protected at 
birth. If a card is not available, mothers are asked whether they received at least two doses of 
tetanus toxoid (IT) during the last pregnancy. If the answer is yes, then the newborn is 
considered as protected at birth and no further questions are asked; if two IT doses were not 
received during the last pregnancy, then the lifetime doses are estimated using the card, if 
available, or by history if no card is available. 
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It is assumed that a newborn is protected against tetanus at birth if the total of all doses 
received including those during the last pregnancy are as follows: 

• 2 doses and last dose was 3 years or less prior to the most recent delivery 

• 3 doses and last dose was 5 years or less prior to the most recent delivery 

• 4 doses and last dose was 10 years or less prior to the most recent delivery 

• 5 or more doses ever. 

TT2 coverage during the last pregnancy (proportion of women with a child 0-59 months 
who received two doses of tetanus toxoid during the last pregnancy) has been widely used in the 
past. It was agreed that this measure is a relatively poor measure of protection of the newborn at 
birth in countries where a large proportion of women have already received a full-dose IT series. 
In these settings, IT received during the last pregnancy will underestimate the true TT protection 
among pregnant women. 

(2) All deliveries by a skilled birth attendant 

Criteria for defining a skilled birth attendant were taken from a joint statement by WHO, 
the International Confederation of Midwives (lCM) and International Federation of Gynaecology 
and Obstetrics (FIGO).I Skilled care refers to the care provided to a woman and her newborn 
during pregnancy, childbirth and immediately after birth by an accredited and competent health 
care provider. This provider should have at herlhis disposal the necessary equipment and the 
support of a functioning health system, including transport and referral facilities for emergency 
obstetric care. 

Skilled care, as defmed above, can be provided by a range of health professionals, whose 
titles may vary according to specific country contexts. It has been agreed to refer to this health 
care provider as the "skilled attendant" or "skilled birth attendant", so as to avoid confusion over 
titles. Thus, a skilled attendant is an accredited health professional such as a midwife, doctor or 
nurse who has been educated and trained to proficiency in the skills needed to manage normal 
(uncomplicated) pregnancies, childbirth and the immediate postnatal period, and in the 
identification, management and referral of complications in women and newborn infants. 

For a detailed list of the skills and abilities needed to become a skilled attendant see 
Annex 5. 

(3) Immediate initiation of breast feeding 

The indicator to be used will be the proportion of infants less than 12 months of age whose 
mothers report breastfeeding their child within one hour of birth. 

The main limitation of this indicator is mother's recall of the timing of feeding. 
Nevertheless, it is the best measure available for early initiation of breast feeding. Early initiation 
has benefits for both the mother (reduced postpartum haemorrhage) and infant (skin-to-skin 
contact, and exposure to antibodies in colostrum), and is well associated with improved 
breastfeeding behaviour in the longer term. 

I 
Making pregnancy safer: the critical role of the skilled attendant. A joint statement by WHO, ICM and FlGO. 

Geneva, World Health Organization, 2004. 
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(4) Exclusive breastfeeding 

The indicator will remain the proportion of infants less than six months of age who are 
exclusively breastfed. Exclusive breastfeeding means that the infant is breastfed and given no 
other solids or liquids, including water, although drops of vitamins, minerals or medicines, are 
allowed. 

The indicator should be interpreted as the proportion of infants "currently being 
exclusively breastfed" since it is based on a 24-hour recall of what has been given to the infant in 
the 24 hours prior to the survey. It is recognized that exclusive breastfeeding rates may be over
reported, since mothers may have given other fluids or foods before the 24-hour recall period. 

It was noted that in some countries, this indicator is still reported for infants 0-4 months of 
age. It was agreed that the standard should be infants less than six months of age. 

(5) Appropriate complementary feeding 

The current indicator is the proportion of infants 6-9 months who receive breast milk and 
solid or semi-solid foods. This is based on a 24-hour dietary recall. The benefit of this indicator 
is that it is relatively easy to collect and has been used and reported widely. It remains unclear, 
however, whether it is a valid measure of real feeding practices. It was reported that in Viet Nam 
the indicator scored highly in population-based surveys, even when other nutrition data indicate 
that feeding practices were poor. 

It is recognized that this indicator has several limitations. It reflects only the prevalence of 
complementary feeding. It does not allow an assessment of: (1) the quality of food (energy 
density, micronutrient composition, or food handling); (2) the quantity of food given; and (3) the 
frequency of feeding. 

Other indicators considered to be better for measuring complementary feeding include: 

• Proportion of infants 6-11 months fed with the appropriate frequency. The 
recommended frequency for infants 6-8 months is twice daily; for infants 9-11 
months three times daily. The problem with the measure is that frequency of feeding 
does not necessarily correlate with intake. This measure may have a value in some 
countries, to help understand feeding behaviours locally. 

• Proportion of infants 0-11 months that are properly fed. "Properly fed" is defined as: 
exclusively breastfed (0-6 months); breastfed and ate at least the minimum 
recommended times each day (6-11 months). This is a composite of the exclusive 
breastfeeding indicator and the frequency of feeding indicator. Due to a lack of 
experience with the use of this indicator, it is not proposed for routine monitoring. 

• Proportion of infants 6-23 months who consumed at least one animal-source food 
(excluding dairy) in the previous 24 hours. This indicator has been proposed as a 
measure of dietary quality of complementary foods using one sentinel food group that 
was likely to be the best predictor of dietary quality. Animal-source foods have been 
proposed as the sentinel food group since they provide a critical source of iron, zinc, 
protein, as well as other important nutrients. The WHO Guiding Principles for 
Complementary Feeding of the Breasifed Child recommends that "meat, pOUltry, fish, 
or eggs be eaten daily or as often as possible". Vegetarian diets cannot meet nutrient 
needs at this age unless nutrient supplements or fortified products are used. Plant 
foods rich in Vitamin A have also been considered as a sentinel food group. There 
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may be problems with the interpretation of this indicator, particularly across different 
cultural settings. Due to a lack of evidence of its direct link to child nutritional status 
and difficulties in interpretation of the results, it is currently not proposed for routine 
monitoring. 

• Mean score of dietary diversity. This sums the total number of foods eaten by 
children 6-23 months of age in the previous 24 hours (from a list of eight possible 
food groups) divided by the total number of children 6-23 months seen. The higher 
the score, the more diverse the diet. Evidence suggests that greater dietary diversity is 
associated with better nutritional status. Due to a lack of data on how to interpret this 
measure, it is not proposed for routine monitoring. 

Overall, it was recognized that measuring complementary feeding is complicated. The 
current complementary feeding indicator is not ideal, but is relatively easy to measure and 
interpret. It is recommended that country programmes consider collecting data of other feeding 
measures in order to better understand local practices. A demographic and health survey (DHS) 
usually collects data on feeding frequency and on types of food ingested. 

When reviewing complementary feeding practices, basic principles of feeding should be 
applied as recommended by WHO and the Pan American Health Organization (P AHO) after a 
review of nutrition and feeding data from a number of sources.2 These principles are 
summarized in Annex 6. 

(6) Micronutrient supplementation 

The current indicator is the proportion of children 6-59 months who received at least one 
dose of vitamin A in the previous six months. It is recommended that this indicator be used 
using the current definition. 

Problems with this indicator include: (1) it does not measure the proportion of children 
receiving two high-dose supplements every 12 months, which is the desired standard; and 
(2) discrepancies have been reported between data obtained from routine reporting versus data 
from national immunization day statistics or household surveys. It seems likely that there are 
problems associated with recall of doses received. 

It is recognized that child health cards in some countries do not have a space for recording 
vitamin A supplements received. It is recommended that all child health cards allow recording of 
vitamin A supplements received. 

(7) Prevention of malaria 

The current indicator is proportion of children 0-59 months who slept under an 
insecticide-treated bednet the previous night. There were no significant problems reported with 
this indicator. It is relatively easy to measure and interpret. No changes were made to the 
definition. 

2 
Guiding principles for complementary feeding of the Breastfed child. Washington and Geneva, Pan American 

Health Organization and World Health Organization, 2003. 
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(8) Care-seeking for pneumonia 

The current indicator is the proportion of children 0-59 months with suspected pneumonia 
in the previous two weeks taken to an appropriate provider. The primary limitation of this 
indicator is the variation between countries on the definition of "appropriate health care 
provider" and the definition of "suspected pneumonia" or acute respiratory infection (ARl). It 
was recommended in a UNICEFIWHO Meeting on Child Survival Survey-based Indicators in 
2004 that ARl be described as "presumed pneumonia" to better reflect probable cause and the 
recommended interventions. The multiple indicator cluster survey adopted that definition and 
defmes ARl based on mothers' perceptions of a child who has a cough, is breathing faster than 
usual with short, quick breaths or is having difficulty breathing, excluding children that have 
only a blocked nose. The definition used in the MICS will be used. 

"Appropriate provider" was defmed as any provider trained in standard case management 
of children with suspected pneumonia. In most settings, this group includes midwives, nurses, 
doctors and other staff trained in integrated management of childhood illness (IMCn. In some 
settings, community-based health workers have been trained in a simplified version of IMCI, and 
are permitted to give antimicrobials. In these settings, community-based health workers are also 
considered to be appropriate providers of case management for children with suspected 
pneumonia. 

Limitations of this indicator include the following: 

• Different perceptions of "suspected pneumonia" or ARI in different settings. The 
survey defmition attempts to standardize this by using clear criteria, but it is possible 
that these are interpreted differently, in different settings. 

• Small sample sizes. Depending on seasonality, the prevalence of ARl can be 
relatively low, making it more difficult to make precise statements about changes in 
the indicator. It is not usually feasible to increase sample size. 

• Caretakers of young children may have difficulty determining which category of 
provider saw their child. This is more likely to be a problem in areas where large 
numbers of potential providers are available (usually urban areas) and where it may be 
more difficult to determine whether or not the provider was "appropriate". 

Overall, this indicator was thought to be the best measure available for pneumonia care
seeking practice. 

(9) Oral rehydration for diarrhoea 

The current indicator is the proportion of children 0-59 months of age with diarrhoea in 
the previous two weeks who were treated with oral rehydration therapy (ORT), which includes 
oral rehydration salts (ORS) or recommended home fluids (RHFs). It is recognized that this 
indicator does not measure whether ORS was prepared correctly or whether it was administered 
correctly. In addition, the WHO defmition of appropriate RHFs may not always be applied 
strictly. Mis-classification ofRHFs may artificially elevate ORT coverage rates. 

A government-recommended homemade fluid may be a cereal-based mixture or it may 
include soups or plain water (if nothing else is available). Homemade sugar-and-salt solution is 
not recommended in most settings due to the difficulty of measuring the amounts of sugar and 
salt correctly. 
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The comparison of trends in ORT usage over time has been limited by the use of four 
different definitions of ORT. In the early 1980s, the indicator used was the proportion of 
children under five years old with diarrhoea in the last two weeks who were treated with ORS. 
In 1988, this defInition was expanded to include the proportion treated with ORS and/or RHFs. 
By 1991, ORT was redefined as increased fluid intake and by 1993, continued feeding was 
included as part of the indicator. Victora et all suggest that these defInitional changes led to 
fluctuations in ORT coverage over time. When interpreting trends in ORT usage, the successive 
changes in its defmition must be taken into account. 

In the past, the defmition of this indicator was made confusing when qualifIers of whether 
the child was "offered", "given", "received" or "drank" increased fluids was added. The term 
"drank" is currently the preferred survey question (Did your child drink ORS or a recommended 
home fluid during the episode?) because it comes closer to what the child actually ingested. 

It is recommended that this indicator be included despite concerns about the definition and 
comparability of data over time. It is relatively easy to collect and interpret and, in general, gives 
a reasonable measure of intent to treat by caretakers. 

(10) Immunizations against vaccine-preventable diseases 

The current indicator is the proportion of one-year-old children immunized against 
measles. For programme evaluation, it is recommended that this indicator be collected using 
population-based surveys. Surveys collect estimates of coverage based on vaccination cards and 
history. Potential limitations are that the timing of the dose of measles vaccine is not always 
easy to determine. Doses received before nine months of age have uncertain immunogenicity. In 
addition, history-based estimates may include children who were immunized after 12 months of 
age. 

Routine health information data (administrative data) includes data on measles 
immunization coverage. Administrative data have the advantage of being available annually for 
planning and of being relevant to district and subdistrict levels. Disadvantages include 
variability in reporting, variability in the qUality of data and problems estimating the target 
population (denominator). Routine data also do not usually capture vaccines given by private 
providers. 

It was agreed that routine immunization coverage data have a value for tracking local 
coverage over time, and for annual planning. Population-based survey data will be used for 
validating coverage calculated from routine statistics and for periodic programme evaluation. 

2.3.2 Supplementary coverage indicators for use by individual programmes 

Additional indicators may be needed by countries for tracking programmes, either because 
additional interventions have been included, or because more data are needed on existing 
interventions for programme planning. Additional indicators reviewed are discussed and 
summarized in Annex 4. 

l . th Victora eG, Bryce J, Fontaine 0 and Monasch R. Reducing deaths from diarrhoea through oral rehydratton erapy. 
Bulletin of the World Health Organization, 2000,78(10):1246-1255. 
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2.3.3 Input and output indicators 

The final list of proposed input and output indicators is summarized in Tables 2 and 3, 
respectively. Definitions of these indicators are presented in Annex 4. When deciding on a 
common list of input and output indicators, several principles were applied, namely: indicators 
should be (1) relevant to all or most programmes; (2) reasonably valid and reliable; 
(3) measurable using available methods; and (4) understandable and useful for making 
programme decisions. 

Table 2: Proposed input indicators for child health programmes 

Activity Indicator Indicator measurement Data availability 
area 

Definition issues Tools and Frequency 
methods of collection 
available 

Policy Costed national plan for Yeslno measure I>ocumentreview Annual 

ensuring universal access to Criteria for determining 
newborn and child survival whether a plan is appropriate 
interventions available are applied 
Proportion of key technical Six key policies or guidelines I>ocument review Annual 
policies and guidelines adopted are proposed 
and being used 
Convention on the Rights of the Yes/no measure Administrative 5-yearly 
Child (CRC) reporting Criteria for defining records 
mechanism established and 'established and working' 
working used 
Mechanism for monitoring the Yeslno measure Administrative Annual 
International Code for Criteria for defining records 
Marketing of Breast-milk 'established and working' 
Substitutes established and used 
working 
Proportion of medical, nursing Criteria for defining Administrative Annual 
or other health worker training 'preservice IMCI training' records 
schools giving preservice IMCI used I>ocumentreview 
training 

Planning Proportion of districts Criteria for defining Programme Annual 
implementing IMCI 'implementation' used reports 
Proportion of planned IMCI Requires training plan Programme Annual 
trainings for facility-based reports 
health workers conducted in the 
previous year 
Proportion of planned IMCI Requires training plan Programme Annual 
trainings for community-based reports 
health workers conducted in the 
previous year 
Proportion of proposed child National level Implementation Annual 
health budget received in the pIan and budget 
previous year data 
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Issues discussed for input indicators are discussed below: 

(1) Policy 

Cos ted national plan for ensuring universal access to newborn and child survival 
interventions. The policy recommendation is that all programmes have a single national child 
health plan that is available and costed. The plan would be used to secure funding from 
government or non-government sources. Without a single cohesive plan, it is unlikely that 
activities will be conducted systematically. A common problem is that some technical pieces are 
implemented as vertical programmes in areas where funding is available, while others are not 
implemented at all. Plans are usually written for 5-10 years. A costed national plan should 
include three components: (1) a strategic plan outlining interventions to be included and how 
they will be delivered; (2) an implementation plan outlining activities and tasks that will be done 
in the next year; and (3) a costing component based on all proposed activities and tasks . 

Proportion of key poliCies and guidelines adopted and being used. Six key policies and 
guidelines are proposed as important for improving the technical quality of child health 
programmes: 

• zinc and low osmolarity DRS for the management of diarrhoea; 

• IM:CI updated to include management of the sick newborn and management of 
children with HIV in areas where HIV is a public health problem; 

• newborn care standards that include neonatal resuscitation and essential newborn care 
that have been reviewed and updated in the previous two years (standards should be 
available and consistent with current guidelines); 

• essential drugs list contains all key IM:CI drugs including pre-referral drugs; 

• community-based management of pneumonia policy and strategy; 

Getting appropriate antibiotics to children who need them is key to reducing 
pneumonia mortality. In many settings community-based workers have been trained 
to assess, classify and treat pneumonia with antibiotics. Programmes need a policy to 
guide community-based management of pneumonia. 

• financial protection of infants and children. 

The principle of this policy measure is that infants and children should have access to 
care, regardless of the ability of the caretaker to pay. Services and medications for 
infants and children should be provided either free of charge or at a subsidized rate. 

Convention on the Rights of the Child reporting mechanism established and working. The 
Convention on the Rights of the Child (CRC) is a legally binding document adopted in 1989 that 
sets out fundamental freedoms and inherent rights of all children. The convention contains 
social, political, economic, and cultural rights, including the right to health. Ratifying 
governments are obliged to respect, protect and fulfIl these rights. They must also submit 
periodic reports to the Committee on the Rights of the Child on the status of child rights in their 
country. Many ratifying governments have passed legislation and mechanisms to ensure the 
realization of the CRC. 
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Article 43 of the CRC calls for the establishment of a specific monitoring mechanism, 
namely, the United Nations Committee on the Rights o~ the C~d. T~e responsibility of the 
Committee is to examine how far states have gone in meetmg theIr comnutments under t~e CRC, 
the progress made and the difficulties that have been encountered. Whe~ a state ratifies t~e 
CRC, it enters a continuous cycle of monitoring and reporting to the Comnuttee on the capacIty 
of children and adolescents to enjoy their rights. 

Progress is usually measured in three broad categories: policies and guidelines that are 
required to implement technically sound programmes, including laws and strategies to protect 
children; interventions to improve health and survival that are available, accessible, and ~f an 
appropriate quality; and mortality and morbidity rates that are markers of how effectIvely 

. programmes are reaching children and caretakers. 

This indicator asks whether or not the country is reporting required information to the 
Committee on the Rights of the Child at the required times. 

Mechanismfor monitoring the International Code for Marketing of Breast-milk Substitutes 
established and working. This measure assumes that the International Code for Marketing 
Breast-milk Substitutes has been adopted. Once it is adopted, a process for monitoring how well 
the code is applied by producers and distributors of breast-milk substitutes is needed. Monitoring 
involves regular review of product labelling and advertising used by formula manufacturers. 
This is often a responsibility of government departments outside of health (for example, the food 
and drug board). A functioning monitoring system should include: (a) enough staff to conduct 
regular monitoring; (b) clear channels for reporting violations; and (c) clear actions to be taken 
when violations are detected. 

Proportion of medical, nursing and other health professional training schools giving IMCI 
pre-service training. In order for a school to be classified as a provider of IMCI preservice 
training, courses should: (a) be taught by staff who have received the IMCI basic course as well 
as IMCI facilitator training; (b) use the IMCI algorithm, adapted for use in the country and other 
local IMCI materials; and (c) include sufficient time at hospitals or clinics where students can 
practice clinical skills. A potential limitation of this measure is that it does not capture the 
quality of preservice training provided, including the total time allocated and the time allowed for 
clinical practice. 

(2) Planning 

Proportion of districts implementing IMCI. The district is assumed to be the 'lowest 
administrative unit' of the health system. In order for districts to be classified as 'implementing' 
IMCI, it is proposed that the following criteria be met: (a) the district management team has 
received IMCI orientation; (b) the district has included IMCI activities in the most recent annual 
implementation plan, and has committed human, material and financial resources; and (c) IMCI 
activities have been conducted on the ground such as local training activities, IMCI follow-up or 
supervision, or community-IMCI activities. This measure can be used for tracking the 'roll-out' 
ofIMCI. 

Proportion of planned fMCI trainings for facility-based health workers conducted as 
planned in the previous year. This indicator assumes that a child health plan is available and that 
training activities are included in this plan. It is a measure of how effectively training activities 
has been implemented. Facility-based workers can include any category of health worker based 
at referral or frrst-Ievel health facilities. If trainings have not taken place, then there might be a 
number of possible reasons that need to be investigated and addressed, including: lack of budget; 
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lack of facilitators; lack of adequate venues or clinical training sites; and staff not available for 
training. 

Proportion of planned IMCI trainings for community-based health workers conducted as 
planned in the previous year. This indicator assumes that a child health plan is available and that 
training for community workers is included in this plan. Community-based health workers are 
assumed to be any category of worker who is based in communities or spends the majority of 
time in communities, for whom training is planned. IMCI training for community health workers 
could inclUde: (a) modified !MCI case management; (b) health counselling or education on key 
home behaviours including postnatal care and newborn care. This measure assumes that 
community-IMCI activities in most settings will involve a role for community health workers, 
and that activities should be systematically planned. 

Proportion of proposed child health budget received in the previous year. Commitment to 
improving child health programming starts with regular and systematic planning. Detailed 
annual implementation plans should be accompanied by a budget. If budgets are not received, 
then this becomes an important barrier to implementation at all levels. Managers need to take 
action to secure the budget for the next planning cycle. Programme managers need to identify 
why budgets were not received, and act to remove barriers. If necessary, alternative sources of 
funding are needed. 

Table 3: Proposed output indicators for child health programmes 

Activity area Indicator Indicator measurement Data availability 

Tools and Frequency of 
methods collection 
available 

Human Proportion of first-level Requires up-to-date training HFS 2 yearly 
resources facilities with at least 60% records which specify 

Administrative Annually of health workers who care trained health workers by 
records for children trained in facility 

IMeI 
Proportion of community- Requires an estimation of Administrative Annually 
based health workers who community health workers records 
have received community eligible for training 
IMer training 

IMer training for 
community health workers 
includes: simplified case 
management, counselling, 
information, education and 
communication 

Systems The proportion of hospitals 'Baby friendly' criteria are Baby Friendly 2 yearly 
or maternity facilities applied Hospital 
accredited as baby friendly Initiative 
in the previous two years evaluation 

instruments 
Ratio of neonates admitted Requires routine data to Routine service Annually 
to hospital for illness to all report on children <28 days statistics 
live births 
Proportion of frrst-level Essential medicines usually Routine and Annually 
health facilities that have include pre-referral supervisory 
all essential medicines for medicines (may vary with data 

2 yearly 
IMer country policy) 

HFS 
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Proportion of facilities that Delivery systems need to be Supervisory Annually 

manage severely ill functional records 2 yearly 

children with oxygen and Hospital 
paediatric delivery systems assessment 
available in the paediatric 
ward 

Quality Proportion of sick children Practice of health workers HFS 2 yearly 

0--59 months needing an is validated by a trained 
antibiotic and/or an observer 
antimalarial who are . 
prescribed the drug 
correctly 

lEC Proportion of caretakers of Danger signs are defined DHS 5 yearlyDHS 
children 0-59 months who MICS 3 yearly MICS 
know at least two danger MNCH 2 yearly MNCH 
signs for seeking care survey 
immediately .. 

DHS = demographic and health survey, HFS - health facIlity survey, IEC information, education and 
communication; MICS = multiple indicator cluster survey. 

Issues discussed for output indicators are discussed below: 

(1) Human resources 

Proportion of first-level health facilities with at least 60% of health workers who care for 
children trained in fMC!. This indicator assumes that proper implementation of IMCI at health 
facilities requires a critical number of health workers to have received the training. This 
indicator can be calculated using a health facility survey. It can also be calculated from training 
records if they are disaggregated by health facility. Usually these records are district-based. 
Training records are often not adequate to calculate this measure. Ideally, training recording 
procedures should be strengthened to allow this measure to be tracked. 

Proportion of community-based health workers who have received fMCf tram mg. 
Community-based health workers are staff who are based in communities or spend the majority 
of their time in communities, for whom training activities are planned. IMCI training for 
community health workers could include: (a) modified IMCI case management guidelines; and 
(b) health counselling or education on key home behaviours - including postnatal care and 
newborn care. In order to calculate the indicator, records of the total number of community 
health workers in a given administrative area are needed from either facility or district records. If 
these data are not available, then it is proposed that efforts be made to collect these data 
systematically. Community-based health workers are a central part of implementation at the 
lowest level. 

(2) Systems 

The proportion of hospitals or maternity facilities accredited as baby friendly in the 
previous two years. WHO and UNICEF have defmed a number of criteria for determining 
whether facilities are 'baby friendly'. Most of these focus on support provided to mothers for 
early and exclusive breastfeeding of their newborn babies. Local accreditation is done by teams 
who visit each site. Accreditation needs to be reviewed periodically since facilities can change 
over time. For this reason, it is proposed that accredited sites be 're-accredited' every two years. 
This indicator includes facilities that have been newly accredited and re-accredited in the 
previous two years. It is recognized that this measure may miss private facilities that do not 
appear on government lists. 
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Ratio of neonates admitted to hospital or referral facility for illness to all live births. This 
indicator is proposed as a marker of improved referral practices for sick neonates. A high 
proportion of newborn mortality in many settings is attributed to sepsis. Sick neonates in these 
settings are not recognized as ill or referred to an appropriate provider early enough. Improved 
postnatal care and referral practices should improve the proportion of sick neonates reaching 
referral sites. Therefore, the proportion of newborn admissions relative to the total number of 
live births should increase over time. In order to measure this indicator, facilities need to report 
children under 28 days old as a separate category. The number of live births is estimated from 
the most recent census data on the number of women of childbearing age. This measure has not 
yet been widely tested. It is proposed as a tracking measure that is relatively easy to obtain from 
routine data. Potential limitations include: (a) hospital data on neonates must be recorded and 
reported; (b) the denominator is based on popUlation estimates; (c) in settings where low-level 
staff are trained to manage newborn sepsis, admission rates may not change over the long term. 

Proportion of first-level facilities with essential medications for IMCl. Essential 
medications for !Mel are summarized in the defInitions section. In some settings, data on 
medications are available from routine reports or supervisory visits. Otherwise, a health facility 
survey is required to measure this indicator. 

Proportion of facilities that manage severely ill children with oxygen and paediatric 
delivery systems available in the paediatric ward. Functional delivery systems and oxygen are 
required for the management of severely ill children. If data on this indicator cannot be obtained 
from supervisory records, then a hospital assessment or survey must be carried out from a census 
or representative sample of hospitals. For this indicator, 'facilities' are defmed as those that are 
expected to be able to provide referral-level care for severely ill children. Often these facilities 
will be hospitals. In some settings, large health centres with beds may be considered to be 
referral facilities. 

(3) Quality 

Proportion of sick children 0-59 months needing an antibiotic and/or antimalarial who 
are prescribed the drug correctly. This indicator is a measure of quality of care provided to 
children reaching fITst-level facilities. Data are collected using the health facility survey 
methodology. Each case seen is re-examined by a trained surveyor, using the !MCI approach, to 
determine whether the treatment given was appropriate for the classifIcation. Improved quality 
of care is important for ensuring that sick children reaching facilities are managed correctly and 
for improving demand. This indicator does not determine whether the drugs prescribed were 
obtained or whether they were administered correctly. 

(4) Information, education and communication 

Proportion of caretakers of children 0-59 months who know at least two danger signs for 
seeking care immediately. Danger signs for immediate care-seeking are defmed in the 
defmitions section. This population-based measure is calculated using a household survey 
methodology. The purpose of this indicator is to measure caretakers' know ledge and awareness 
of the danger signs of childhood illness in order to plan and monitor the impact of behaviour 
change communication at the community level. Knowledge of danger signs of childhood illness 
is an essential fITst step to appropriate and timely care-seeking, though it is not sufficient to 
ensure that it is practised. 
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2.4. Summary of findings - targets 

2.4.1 Outcome indicators 

Participants agreed to adopt a target of universal coverage for all core indicators by 2015. 
It is assumed that at least 90% coverage will be required to approach the child mortality targets 
set by the Millennium Development Goals. The data available on expected impact of key 
interventions on mortality come from The Lancet child survival series. In this analysis, 99% 
coverage with interventions against the most important causes of child mortality in the Region 
(neonatal causes, pneumonia, diarrhoea, malaria, measles, and undernutrition/micronutrient 
deficiency) was estimated to reduce child deaths by at least 63%. It is recognized that this 
analysis is based on a number of assumptions about the effectiveness of the core child survival 
interventions, which may not hold true in real-life settings. 

For tracking progress, it was proposed that programmes monitor percentage change in 
coverage indicators over time. In order to reach 99% coverage by 2015, a required percentage 
change per year can be calculated for each core indicator by drawing a line between the current 
coverage and 99% coverage. The annual percentage change can be compared with the required 
percentage change. Progress can be tracked by reviewing whether the percentage change from 
the previous measurement is: (a) positive and if so, whether it meets the required rate of change; 
(b) zero; or (c) negative. 

It was agreed that monitoring of outcomes should be done more frequently using DHS and 
MICS. A case can be made for more frequent small-sample surveys, conducted at subnational 
level. The MNCH survey, now being field-tested, is a possible small-sample household survey 
methodology. It was recognized that this approach would require dedicated funding and a shift 
in how data are gathered and used. 

Country programmes generally need technical assistance to set up a mechanism for 
regularly monitoring progress towards targets. 

2.4.2 Input and output indicators 

It was agreed that a 100% target should be set for all policy and planning inputs because 
they are essential elements of technically sound programmes. Several of these indicators are 
binary (yes/no) measures. 

Output targets will be set by individual country programmes. Output measures are more 
useful if they are based on what is feasible in the local context. Changes in programme outputs 
depend on how well activities and tasks have been implemented on the ground. A number of 
factors will influence what can be expected each year, including availability of human, fmandal 
and material resources. Each country programme is likely to have different output targets, based 
on local capacity. The link between changes in programme outputs and changes in outcomes 
remains uncertain. It is assumed that outputs will need to improve to 70% or greater, in order to 
reach the coverage target. 

2.5. Summary of fmdings on measurement and use of data 

2.5.1 Population-based data 

The primary sources of national population-based data are DHS and MICS. Data 
collection from these sources is relatively infrequent (5 yearly for DHS and 3-5 yearly for 
MICS). However, the quality of the data is high. Impact, outcome and output data are collected. 
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These surveys ~ve le~s value for routine subnational programme planning because: (a) they are 
conducted relatIvely infrequently; and (b) data cannot usually be disaggregated to smaller 
administrative units. It was recognized that these surveys will continue to play an important role 
for periodic review and planning of child health programmes. Managers and evaluation staff 
should be involved in the planning of these surveys and adaptation of questionnaires to ensure 
that child health questions are incorporated and adapted to the local context. 

Population-based data are usually not available for routine planning, which was 
recognized as an important gap. Data on knowledge and behaviour are important for planning, 
activities and interventions. The MNCH survey, developed by WHO, is currently being field
tested and is a tool that could potentially fill this gap. It uses a 3D-cluster methodology to collect 
data on key child health outcomes and outputs. Coverage indicators are consistent with DHS and 
MICS. Data on knowledge and practices for key child heath interventions are collected. This 
survey could be used like the 3D-cluster survey of the Expanded Programme for Immunization 
(and other knowledge, practices and coverage [KPC] surveys) for district planning. In order for 
the survey to be conducted more frequently, donors and others would need to commit funds. 
Two-yearly population-based surveys were proposed as an ideal frequency. Concerns included: 
cost, staff time required (keeping staff from routine duties), and effective use of data. Those who 
advocated this approach suggested that a real commitment to improving child health will require 
a commibnent toward the collection and use of population-based data. 

The Service Availability Mapping method was also described. This census-based method 
is used for mapping services, human resources and health infrastructure. There was general 
agreement that it was a potentially valuable approach. As above, it requires considerable time 
and resources to conduct in all districts. Local managers need better training in how to use the 
data. Widespread use of this method would require resource commitment for the survey and for 
improvement in planning skills of local managers. 

2.5.2 Facility-based data 

Facility-based data are rarely used for routine planning. The WHO health facility survey 
reviews quality of care in a relatively small sample of outpatient clinics from all levels of the 
health system. It collects information on the availability of system supports and on the quality of 
care provided to sick children. Data on quality of care are important for tracking how effectively 
training and supervision have improved practices and on gaps that need to be addressed. It was 
agreed that more frequent health facility surveys are important to improve the quality of care. 
Programmes tend to focus on training of health workers, and assume that training will lead to 
improved practices, although this is often not the case for a number or reasons. 

Hospital-based assessments are also conducted relatively infrequently. These assessments 
use a basic method similar to the health facility survey, but with hospital-specific norms and 
standards. 

Overall, it was agreed that improved tracking of facility-based measures of performance 
will be required to improve quality of care provided to sick children at facilities and to improve 
demand for services. As above, a commitment of technical and financial resources will be 
required to make this happen. 

2.5.3 Programme reviews 

The short programme review (SPR) method was developed by WHO to regularly review 
all elements of a child health implementation plan, including available data and how well 
activities have been conducted on the ground. Using this method, problems and barriers to 
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implementation are identified and solutions sought; recommendations are then incorporated into 
the next implementation plan. This method supports routine planning and can be done at any 
level. It also brings together staff from different levels. 

It was recommended that regular, systematic reviews of child health implementation plans 
and re-planning should be based on data and field experience. The SPR method was proposed to 
support an annual review ofworkplans. Support from WHOIUNICEF would be needed to train a 
cohort of facilitators to support widespread training in this approach. WHO and UNICEF agreed 
to support annual child health planning reviews at one or more levels of the health system in all 
countries in the Region. 

2.5.4 Routine data 

Issues and problems with routine Health Management Information System (HMIS) data 
were discussed in the indicator section. Many countries still report coverage data from routine 
sources. It was recognized that several issues limit the quality of routine data. It was agreed that 
coverage data should be survey based. HMIS data can be useful for tracking changes over time. 
Efforts to improve routine data systems should be ongoing and where possible, child health 
programme staff should support this process. Some simple modifications in routine reporting 
systems could make data more useful. In particular, collecting data on neonates «28 days) as a 
separate age category would allow data to be generated about this group. In many systems 
neonates are currently aggregated with infants <12 months. It was also felt that the use of 
sentinel sites (for monitoring ART use for liN-positive pregnant women, for example, or the 
number of neonates admitted to referral sites), may have a value, even when the system as a 
whole is not working well. 

2.5.5 Use of data 

Data are still not used well at country level. Problems identified included: 

• Stakeholders are not always well coordinated. Resources for data collection are 
therefore not used efficiently. Different surveys may use different definitions of 
indicators. Programme staff are not always informed of the results of surveys and 
assessments. 

• Programme staff are often excluded from the process of survey data collection, which 
tends to be done by consultants or statistical staff. Feedback is often poor and 
delayed. Flow of information from the national level to districts and vice versa often 
does not happen systematically. 

• Planning is often not done systematically. Staff often feel that they do not have the 
skills to plan properly and do not know what data to use. Managers often do not 
include adequate budgets for monitoring and evaluation. 

• Programme inputs and outputs are not used for tracking implementation. Better use of 
these measures will help managers decide whether activities are being implemented on 
the ground. 

• Distribution of data from all sources is generally not done well from either the centre 
to peripheral levels, or in the other direction. 
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3. CONCLUSIONS 

. . All objective~ of the technical consultation were met. The 10 Core regional child survival 
mdic.ato~s were reViewed and supplementary indicators proposed. Input and output indicators 
and mdicator targets were proposed. Definitions for all indicators were reviewed and agreed 
upon. Data gaps and measurement problems were identified and options for improving data 
collection discussed. Main conclusions are summarized below: 

3.1 General 

3.1.1 Timely population- and facility-based data are needed for subnational programme 
planning. National population-based surveys are infrequent and do not usually collect data that 
can be disaggregated to lower administrative units. Health facility assessments, which collect 
data on quality of care, are rarely conducted or used for planning. 

3.1.2 Getting population- and facility-based data for monitoring will require better planning and 
increased budgeting for these activities in routine plans. 

3.1.3 Staff at all levels need to be better aware of core child health indicators, their meaning, and 
how they are measured. Capacity of all staff needs to be improved in the area of using data for 
programme planning and decision-making. 

3.1.4 Stakeholders working in countries often do not coordinate monitoring and evaluation 
activities. Results are often not shared with programme staff, and different indicator definitions 
are sometimes used. Better coordination would help the collection of comparable data, and 
improve the availability of data for routine activities. 

3.1.5 There are systematic problems with routine HMIS systems in most countries, including; 
representativeness, completeness, timeliness, and quality of data collected. Routine data have a 
value for tracking changes over time of some coverage measures (such as immunization, or 
antenatal care coverage), but need to be periodically validated by surveys. Routine HMIS data 
would be made more useful by disaggregating the neonatal «28 days of life) period from the 
infant category. Programme staff should be more familiar with data available from routine 
sources, because some of these data may have a value for tracking programme inputs and 
outputs. 

3.2 Core outcome indicators 

3.2.1 The I 0 core regional outcome indicators were endorsed. Definitions of some indicators 
were clarified, in particular: skilled birth attendants, appropriate providers of child care and 
complementary feeding. 

3.2.2 All countries in the Region will report core indicators. 

3.2.3 Core indicators will be measured using population-based methods. 

3.2.4 Country programmes may need to collect additional indicators for local use, for example, 
antenatal care seeking, postnatal care, antibiotics for pneumonia, zinc for diarrhoea, Hib vaccine 
coverage. Supplemental indicators should use standard definitions. 
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3.2.5 Relatively few tested indicators are available for the newborn period. Indicators of 
thennal care at delivery, recognition of newborn danger signs, and management ofnew?orn 
ilIness, have not been widely tested or used - and are not currently recommended for wIdespread 

use. 

3.2.6 The target for coverage indicators needs to be at least 90% by 2015. 

3.3 Input indicators 

3.3.1 Nine input indicators are proposed. All can be collected from administrative data or 

document review. 

3.3.2 Several indicators require judgements about whether or not reporting mechanisms are 
working. Criteria for making these decisions will need to be applied carefully. 

3.3.3 A composite policy measure, including six key policies, is proposed. There is no 
experience with the use of this measure. Field experience with its use will clarify whether or not 
there are problems with defmitions or use of this indicator. 

3.3.4 The target for input indicators is 100% by 2010. 

3.4 Output indicators 

3.4.1 Eight output indicators are proposed. 

3.4.2 Collection of most outputs uses administrative reports or supervision records. 

3.4.3 Outputs are based on activities and tasks being implemented on the ground. Therefore, 
outputs will be different for each progranIIDe. These output indicators are a proposed minimum 
to be used by all progranIIDes. They are indicators of progress in important areas but do not give 
a complete picture. Managers will need to collect additional data to understand how well their 
own progranIIDes are being implemented. 

3.4.4 Output targets will be decided by each country progranIIDe. It is assumed that high 
coverage (>70%) will be required by 2015, to reach coverage targets. 

4. RECOMMENDATIONS 

4.1 General 

4.1.1 The report of this consultation should be disseminated in countries, and used as a basis for 
sensitizing progranIIDe staff and other partners in the key indicators. Ideally, indicators and 
defInitions should be common to all partners in child health. 

4.1.2 MNCH country progranIIDe staff should be responsible for providing technical input into 
data collection and reporting, and for ensuring that key data (child survival core indicators) are 
used for planning. Staff should be more involved in the Convention on the Rights of the Child 
reporting process and in fue planning ofDHS and MICS. 
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4.1.3 Five-year costed child health plans (master plans) should be developed and include 
activities for tracking progress, such as small-sample surveys. Planning for surveys - how data 
will be used and disseminated and requirements for technical and financial support - should be 
included. 

4.1.4 Programme staff should commit to a process of regular review of outcome, output and 
input indicators including comparing them against performance targets. Annual review meetings 
at different levels could be considered. All stakeholders should be involved. Annual plans 
should include a budget for regular review of data and planning. The short programme review 
(SPR) method could be used to assist with this process. 

4.1.5 WHO and UNICEF should commit to providing resources to improve capacity to collect 
and use data for planning, including conducting MNCH survey, health facility survey, service 
ability mapping, data interpretation, costing and development of multiyear plans. 

4.2 Indicators 

4.2.1 Countries should review and report indicators using a standard template as part of annual 
programme planning. 

4.2.2 A computer-based template for collecting child survival outcome indicators should be 
developed by WHO and shared with countries. This template could be used for annual reporting 
in countries and to the Region. The WHO Regional Office for the Western Pacific will explore 
the creation of a database for regional reporting of core outcome, input and output indicators. 

4.2.3 WHO should provide all countries with current data collection tools - health facility 
survey, hospital assessment, MNCH survey, service availability mapping - and examples of how 
they have been used. It should also provide the SPR tool and examples of how it has been used. 

4.2.4 WHO and UNICEF should develop a protocol for the use of the MNCH survey for 
programme tracking including costing and use of data for making programme decisions. 

4.2.5 Countries should use standard criteria when deciding on definitions for indicators in their 
own settings. Standard criteria are applied when deciding on: skilled birth attendants, 
appropriate providers of child care, and appropriate first-line medicines. In addition, countries 
may need to supplement the complementary feeding indicator in order to better understand local 
feeding practices. 

4.2.6 Countries will monitor percentage change in indicators over time. 
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EFFECTIVE INTERVENTIONS FOR IMPROVING NEWBORN AND CHILD SURVIVAL 

Pre2nancy 

Infonnation and counseling on self-care at home, nutrition, safe sex, breastfeeding, post-partum family 
/planning, healthy life-style 

Tetanus toxoid immunization 

Birth and emergency planning 

Detection and management of problems complicating pregnancy (e.g. hypertensive disorders, bleeding, 
malpresentations, multiple pregnancy, anaemia) 

Detection and treatment of syphilis 

Detection and treatment of asymptomatic bacteruria* 
Intennittent prophylactic treatment for malaria# 

Insecticide treated bednets# 
IPrevention of mother to child transmission ofHIV+ # 

Labour, birth and 1-2 hours after birth 

Monitoring progress of labor, matemal and fetal well beiIlg withjJart~h 
Detection of problems and complications (e.g. malpresentations, prolonged/obstructed labor, 
\hypertension, bleeding, infection) 

Social support (companion) during birth 
Immediate newborn care (Resuscitation if required, thermal care, hygienic cord care, early initiation of 
ibreastfeeding and exclusive breastfeeding) 

IEmergency obstetric and neonatal care for complications 

IAntibiotics for pretennpremature ~ture of membranes * 
IAntenatal corticosteroids for preterm labor* 

Prevention of mother to child transmission of HIV' # 

* Require a stronger health system - consider introducing when simpler interventions are at high coverage 

# Situational interventions - only necessary in setting where malaria is endemic or HIV prevalence is high 

+ The four pillars ofPMTCf include: (i) preventing HIV infection in women; (ii) preventing unintended 
pregnancy among mv infected women; (iii) preventing transmission from an mv infected woman to her baby 
by caesarian section, antiretrovirals and safer infant feeding options; (iv) providing care, support and treatment 
for HIV infected women, their infants and children. 
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~ewborn period (after tbe first 1-2 bours ofbirtb) 
Exclusive breastfeeding 

Thennal care 
Hygienic cord care 
Prompt care seeking for illness 
Extra care oflow birth weight infants 
Management of local infections, diarrhoea and feeding problems 
Emergency management of severe newborn illness (infections, asphyxia, pretenn birth - including 

KMC) 

Prevention of mother to child transmission ofHIV+ # 

Older infants and children (1 month - 5 years) 
Preventive interventions 
Exclusive breastfeeding «6 months) 
Continued breastfeeding (at least up to two years) 
Safe and appropriate complementary feeding 
Insecticide treated materials # 
Immunization (BCG, Hepatitis B, DPT, OPV, Measles, Hib) 
Vitamin A supplementation 
Water, sanitation, hygiene 
Birth spacing by > 24 months 

Treatment interventions 
Oral rehydration therapy for diarrhoea 
Zinc for diarrhoea 

!Antibiotics for dysentery 

!Antibiotics for pneumonia 

iAntimalarials 

[vitamin A for measles 
Management of severe malnutrition 

Management of HIV -exposed/infected children# 

# Situational interventions - only necessary in setting where malaria is endemic or HIV prevalence is high 

+ The four pillars ofPMTCT include: (i) preventing HIV infection in women; (ii) preventing unintended 
pregnancy among HIV infected women; (iii) preventing transmission from an HIV infected woman to her baby 
by caesarian section, antiretrovirals and safer infant feeding options; (iv) providing care, support and treatment 
for HIV infected women, their infants and children. 

Source: Lancet newborn series papers I and 2IWHO CAH 
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SUPPLEMENTARY COVERAGE INDICATORS 
FOR CHILD HEALTH INTERVENTIONS 

INTERVENTION INDICATOR 

Adequate antenatal Proportion of pregnant women who receive at least four ANC visits 
care 
Prevention of mother to Proportion ofRIV-infected pregnant women who received 
child transmission of antiretrovirals to reduce the risk of mother-to-child transmission 
HIV 
All deliveries by a Proportion of home births! proportion of institutional births 
skilled birth attendant 
Identification and Caesarean section rate among rural pregnancies 
treatment of maternal 
emergencies 
Postnatal care visit Proportion ofmotherslnewboms who received care contact in the first 

three days oflife 
Improved water and Proportion of population using improved drinking water sources 
sanitation Proportion of the population usine: improved sanitation 
Antibiotic treatment for Proportion of children 0-59 months with suspected pneumonia in the 
suspected pneumonia past two weeks who received appropriate antibiotics 
Use of zinc for the Proportion of children 0-59 months with diarrhoea in the past two 
treatment of diarrhoea weeks who received an appropriate course of zinc 
Antimalarial treatment Proportion of children 0--59 months with fever in the past two weeks 
for malaria who received appropriate antimalarial drugs 

Immunizations against Proportion of children 12-23 months immunized against Rib3 
vaccine preventable 
diseases 

Issues discussed for supplementary indicators are summarized below: 

(1) Antenatal coverage (ANC) 

Antenatal care coverage may be useful for tracking access to and availability of ANC 
services. Four visits are considered the minimum number of desired visits in order to conduct 
effective ANC in most settings. The number of visits used in the definition can vary between 
surveys and countries, and this can limit the comparability of data. It is recognized that ANC 
coverage does not capture the quality of ANC provided. The proposed definition uses the total 
number of live-births as the denominator, and asks about ANC coverage for the last pregnancy. 
This may result in over-estimates of ANC coverage, since it includes ANC coverage for women 
with stillborn babies. 

ANC coverage is often measured by routine Health Management Information System 
(!L~nS). Problems with this measure include: (a) quality and timeliness of data; (b) inaccurate 
denominators (expected number of pregnant women). Routine data should not be used to report 
coverage but may have a value for tracking trends over time. 
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When assessing ANC, it can be useful to review the timing of the first ANC visit since 
early visits may be associated with a higher chance of receiving essential preventive treatments. 
A trend towards earlier visits may also reflect improved awareness or access to ANC. 

(2) Prevention of mother to child transmission of HIV 

The proportion of HIV+ pregnant women receiving a course of anti-retroviral therapy 
(ART) is recommended as an indicator for tracking ART coverage for pregnancy. It is a proxy 
measure of babies potentially protected against HIV. For this indicator, a course of ART is 
defined according to the local HIV treatment protocol. The number of women given a complete 
course is collected from service statistics at sites that see HIV positive pregnant women, usually 
ANC clinics. The denominator is calculated using estimates of the number of pregnant women in 
the popUlation in the previous year (from census data); of these, the number expected to be HIV 
positive is then estimated (from estimates of the HIV prevalence in pregnant women). The 
overall proportion is the expected number of HIV+ pregnant women who are given ART 
prophylaxis during the last 12 months. 

It is recognized that this is not a true measure of population-based coverage, because the 
denominator is based on projections. The measure can be useful for observing trends over time. 
No other measures are available for measuring coverage, since it is not feasible to collect 
population-based data on HIV status. 

Limitations of this measure include: (a) only includes women who attend clinics and are 
classified as HIV+; (b) uses estimates to calculate the denominator; (c) definition of a course of 
ART treatment will differ in different settings; (d) measures treatment given, not actual treatment 
taken. 

(3) Institutional deliveries and caesarean-section rate 

Two measures are proposed for monitoring changes in delivery practices: the proportion 
of deliveries that are conducted in facilities; and the proportion of rural deliveries that are 
conducted by caesarean-section. The proportion of deliveries conducted in institutions is 
considered to be a measure of improved quality of care, since these deliveries will be conducted 
by a 'skilled provider'. The proportion of rural deliveries conducted by caesarean-section is a 
measure of improved access to referral care, and quality of care. Since rural populations typically 
have the most limited access to referral care, this measure is considered to be a good marker of 
how effectively programmes are reaching populations at highest risk. Improving the 
caesarian-section rate among the rural population implies that referral practices for women with 
medical emergencies such as eclampsia or obstructed labour are improving. 

Both of these indicators can be collected easily using current DHS survey data. Countries 
need to define 'institutional deliveries' and 'rural populations' in their own settings. 

(4) Postnatal care visit 

The proportion of newborns who received a postnatal visit from a health worker within 
three days of delivery can be used for tracking access to and availability of postnatal care (PNC) 
services. Improving the provision of PNC is a key element of most programmes intending to 
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reduce neonatal mortality. In many settings, 30% of neonatal mortality occurs early in the first 
24-48 hours. Ano~er 3?% occurs in the first seven days. In order to reduce mortality, PNC 
should: (a) recognIze SIck newborns and refer them immediately to an appropriate provider; 
(b) promote appropriate preventive practices such as early and exclusive BF, thermal care, and 
discourage inappropriate practices; (c) take place early enough to detect problems when they 
occur. 

The indicator measures PNC received. This care can be received at home if home visits 
are a part of the local strategy, or at health facilities. The indicator does not measure the quality 
of PNC received so it is not clear whether providers of PNC recognize and refer problems 
appropriately; or if they give high-quality counselling. Nevertheless, since improving access to 
PNC is central to reducing neonatal mortality, this measure is considered to be potentially useful 
for tracking changes in access to appropriate newborn care. 

There are on-going discussions about the appropriate time period for PNC visits. Reducing 
the time period for PNC to 24-48 hours has been considered. Until data are available on the 
usefulness of this measure, the definition will remain as PNC visit within three days of delivery. 

(5) Improved water and sanitation 

• Two indicators are proposed as measures of environmental sanitation. 
proportion of households using an improved source of drinking water; 
proportion of households using improved sanitation. 

(1) The 
(2) The 

• The safe water indicator measures access to an improved drinking water source, which 
is used as an approximation of safe water. To classify water as truly safe would require 
testing for bacteriological and chemical contaminants. This is rarely done in household 
surveys due to cost considerations. To protect a household against frequent episodes 
of diarrheoa, the water source must be both within easy reach as well as of good 
quality. 

• The term "water source" is used to describe the water distribution or supply point. An 
"improved water source" is defined as any of the following types of drinking water 
supply: Piped water into dwelling; Piped into yard, plot, or apartment building; Public 
tap/standpipe; Tubewell/borehole; Protected dug well; Protected spring; Rainwater; 
Bottled water where combined with piped water into dwelling or other improved 
source. 

• Issues with the definition and calculation of the safe water indicator include: 
(a) seasonality of water - sources may not be available year-round; (b) difficulties for 
surveyors in determining whether a water source is improved or not - for example, it 
may not always be possible to determine whether a well or borehole is really protected 
from runoff during wet weather; (c) water quality is not actually tested - it is a proxy 
measure for safe water; (d) there is no measure of the volume of water available or 
used. 
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• 

• 

• 

(6) 

The improved sanitation indicator measures access to fun~tional toilet facilities. This 
is considered to be a pre-requisite to improving the hYgIene status of a hou.sehold. 
"Use" implies that the household must have access to a toilet facil.ity. at any hme.for 
any member and that a toilet facility should also be located Wlthm a c.onvement 
distance from the user's dwelling, bearing in mind night use and use by chIldren and 
the elderly. This can be ascertained through observation of the accessibility and use. of 
the toilet facility. "Improved" toilet facilities include: Flush/pour-flush toIlet 
connected to piped sewer system; Flush/pour-flush toilet connected ~o a septic t~nk; 
Flush/pour-flush latrine connected to a pit; Ventilated improved Plt (VIP) latnne; 
Simple pit latrine with slab (slab that can be cleaned); Composting toilet. 

Caretakers are asked about the toilet facilities used by the household. To be considered 
as improved, they must meet the defmed criteria, and must be functional on the day of 
the interview. Surveyors are required to observe the toilet. All shared toilet facilities 
are considered to be unimproved according to the current WHOIUNICEF definition. 

Issues with measuring the improved sanitation indicator include: (1) difficulties in 
training surveyors to decide whether toilets meet improved criteria; (2) cultural 
sensitivity around this issue, and a reluctance to talk openly; (3) the presence of an 
improved facility, does not mean that it is used appropriately. To properly understand 
hygiene behaviour, other data are required on accessibility of toilets and how they are 
used. 

Antibiotic treatment for suspected pneumonia 

In addition to the indicator on care-seeking for suspected pneumonia, an indicator on 
antibiotics received for suspected pneumonia is now often calculated as a measure of treatment 
coverage. The indicator is the proportion of children 0-59 months with suspected pneumonia in 
the previous two weeks who were given appropriate antibiotics for this illness. 

Caretakers of children 0-59 months with suspected pneumonia in the two weeks preceding 
the survey are asked what actions were taken to treat or seek assistance in treating the child. The 
caretaker is asked if the child was given any drugs and if so, what drugs were given. All drugs 
administered to the child are noted. If a caretaker does not know the name of the drug, he/she is 
shown samples of various drugs that are typically administered for pneumonia and asked to 
identify the one(s) given to the child. In some surveys, the caretaker is asked how many days 
after the onset of symptoms the child began taking the drug. 

The indicator does not distinguish between the sources of antibiotics. In some cases, the 
source may be unskilled providers such as drug vendors. Problems with this indicator include: 
(a) difficulties in getting caretakers to reliably recall or report which drugs they gave their child 
(whether they were antibiotics and if so, which antibiotics were given); (b) It is not always clear 
whether the antibiotics given were appropriate; (c) difficulties in determining the dose that was 
ingested by the child i.e. whether or not an appropriate treatment dose was taken; (d) no way to 
determine whether the child needed antibiotics. Overall, this indicator is thought to be a useful 
measure oftreatrnent coverage when combined with data on care-seeking. Over time, earlier 
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care-seeking practices from appropriate providers of care should result in an increase in treatment 
coverage and this should reflect better quality of care. 

(7) Use of zinc for the treatment of diarrhoea 

The proportion of children with diarrhoea in the previous two weeks who were treated with 
zinc supplements is proposed in settings where a policy on the use of zinc for the management of 
diarrhoea has been adopted. 

Current international recommendations, based on data from a number of settings, suggest 
that children with diarrhoea receiving elemental zinc in addition to ORS have a significantly 
faster recovery, about a 20% reduction in the duration of diarrhoea, 30% reduction in stool 
volume, and a 20% reduced risk of acute episodes lasting at least seven days. There are also data 
showing that zinc supplementation can reduce the duration and severity of persistent diarrhoea, 
and the risk of bloody diarrhoea after an episode of dysentery. A dosage of 20 mg of elemental 
zinc per day for 10-14 days has been shown to be effective and safe, for children over six months. 
10 mg of zinc per day is recommended for infants 2-6 months of age. Zinc is always given as an 
adjunct to fluids and continued feeding. 

This indicator is easy to measure. Caretakers of children with diarrhoea are asked what 
they gave the child. If zinc is spontaneously mentioned, then it is recorded. If not, then 
caretakers are shown samples of zinc formulations, and asked whether these were given. It is not 
possible using the survey methodology to determine whether or not the dose of zinc given is 
adequate. 

(8) Antimalarials for the treatment of malaria 

The proportion of children with fever in the previous two weeks who received an 
appropriate antimalarial is proposed for malaria endemic areas where local policy is presumptive 
treatment of fever. This indicator is less useful where the local policy is for laboratory-based 
treatment of malaria - i.e. where treatment is only given for when malaria has been confirmed 
based on a blood smear. Appropriate antimalarials are those recommended by the national 
malaria programme based on local anti-malarial resistance data. 

Caretakers of children with fever in the two weeks preceding the survey are asked what 
actions were taken to treat or seek assistance in treating the child's fever. The caretaker is asked 
if the child was given any drugs for the fever and if so, what drugs were given. All drugs 
administered to the child to treat the fever are noted. If a caretaker does not know the name of the 
drug, she is shown samples of various drugs that are typically administered for fever and asked to 
identify the one(s) given to the child. In some surveys, the caretaker is asked how many days 
after the onset of fever the child began taking antimalarial drugs. 

In malaria endemic areas, fever is highly sensitive for malaria but not very specific. This 
can lead to over use of antimalarials. This is usually accepted as an acceptable trade-off for 
ensuring that all cases of uncomplicated malaria are treated early. 
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Issues with the definition of the indicator include: (a) timing of treatment cannot be 
determined, i.e. how soon after the onset of fever, the drug was given. Questions that aim to 
measure whether the treatment was given within 24 hours of onset of fever are subject to 
considerable recall error; (b) the dose received cannot be determined, therefore it is not possible 
to know whether an adequate treatment course was used; (c) as mentioned above, it is not 
possible to know whether all cases of fever receiving antimalarials were malaria and therefore, 
whether it is a valid measure of correct treatment. This effect may vary with the season. The 
indicator may be more valid during periods of high transmission. Overall, this measure has been 
widely tested and reported, and is believed to be a reasonable measure of treatment coverage for 
malaria in areas with endemic malaria. 

(9) Immunizations against vaccine preventable diseases 

Tracking vaccine coverage with newer vaccines that will potentially have a substantial 
impact on child mortality such as, Raemophilus Influenzae type B (Rib) vaccine should be 
considered. The proposed indicator is the proportion of children 12-23 months vaccinated against 
Rib by 12 months of age. 

Raemophilus Influenzae type B is the leading cause of bacterial meningitis in infants and 
children less than five years old and accounts for one-third to one-half of all cases of bacterial 
meningitis in this age group. Studies have also shown that Rib accounts for up to one-quarter of 
the severe pneumonia cases in young children. WHO estimates that without vaccination, 400 000 
children die each year of Rib disease). Infants 0-11 months of age require a primary dose 
schedule of three doses of Rib conjugate vaccine in the first year of life. 

Coverage data can be collected using routine (administrative) data and surveys. 
Measurement issues are similar to those described previously. Survey-based measurement of Rib 
doses received may be more difficult in the early stages of introduction, especially if the Rib 
vaccine is given separately from the other vaccines, since caretakers may not be certain whether 
or not their child has received the vaccine. Rib can be given as a monovalent vaccine, but also in 
combination with DPT, or with DPT-RepB. Therefore surveys need to ensure that the form of 
the vaccine given locally is considered by surveyors. If Rib vaccine or any or any other new 
vaccine is administered separately, comparison of its coverage and drop-out rate with that of 
other vaccines provides valuable insight in programme performance. 

) 

WHO. (2000). Hib Immunization: IntrodUcing Haemophilus Influenza Type B Conjugate Vaccine into 
National Immunization Programmes. Geneva: World Health Organization, Department of Vaccines 
and Biologicals. AIDE-MEMOIRE. 
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DEFINITIONS OF INDICATORS 

Definitions of core indicators 

Indicator Numerator Denominator Comments 
Proportion of infants Number of infants born protected Total number of women Recall problems> 1 
protected against neonatal against neonatal tetanus in the surveyed with a live year 
tetanus at birth previous 12 months birth in the 12 months MICS method used -

prior to the survey card and history take 
into account lifetime 
doses 

Proportion of deliveries by Number of women with a live Total number of women Reference period may 
skilled birth attendants birth in the five years prior to the surveyed with a live differ between surveys 

survey whose last delivery was birth in the five years 'Skilled' defined based 
attended by skilled health prior to the survey on standard criteria 
personnel (doctor, nurse, 
midwife, or auxiliary midwife) 

Proportion of children who Number of infants less than 12 Total number of infants Reference period may 
were breastfed within one months of age who were put to less than 12 months of differ between surveys 
hour of birth the breast within one hour of birth age 
Proportion of infants Number of infants less than 6 Total number of infants Exclusive ~ no other 
exclusively BF to 6 months months who are exclusively aged 0-5 months (less fluids or food 

breastfed than 180 days) surveyed 
Proportion of infants 6-9 Number of infants aged 6-9 Total number of infants Other measures of 
months who receive months receiving breastrnilk and aged 6-9 months feeding may be needed 
appropriate BF and comp solid and semi-solid foods surveyed to understand feeding 
feeding practices 

Proportion of children who Number of children aged 6-59 Total number of children 
have received a dose of months who recieved at least one aged 6-59 months 
vitamin A in the previous high-dose vitamin A supplement surveyed 
six months in the 6 months prior to the 

survey 
Proportion of children Number of children aged 0-59 Total number of children 
sleeping under an months who slept under an ITN aged 0-59 months 
insecticide treated mosquito the night prior to the survey surveyed 
net (in malaria risk areas) 

Proportion of children with Number of children 0-59 months Total number of children Appropriate provider -

suspected pneumonia taken with suspected pneumonia in the aged 0-59 months with provider trained to give 
to an appropriate provider two weeks prior to the survey suspected pneumonia in standard case-

who were taken to an appropriate the two weeks prior to management 
provider the survey 

Proportion of children with Number of childreo 0-59 months Total number of children Recommended home 

diarrhoea receiving oral with diarrhoea in the two weeks aged 0-59 months with fluids defined locally 

rehydration therapy prior to the survey who received diarrhoea in the 2 weeks 
oral rehydration therapy (ORS prior to the survey 
and/or recommended home 
fluids) 

Proportion of one year old Number of children aged 12-23 Total number of children Timing of dose 9-11 

children vaccinated against months who received measles aged 12-23 months months 

measles vaccine before their first birthday surveyed 
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Definitions of supplementary indicators 

Indicator Numerator Denominator Comments 
Proportion of pregnant Number of women with a live Total number of women The reference period 
women who receive at least birth in the five years prior to the surveyed with a live may differ between 
four ANC visits survey who made at least four birth in five years prior surveys 

AN C visits during the last to the survey 
pregnancy 

Proportion ofHIV + Number ofHIV-infected Estimated number of Estimates used to 
pregnant women who pregnant women who received mY-infected pregnant calculate denominator 
receive ART antiretrovirals during the last 12 women in the last 12 
prophylaxis months to reduce mother-to-child months 

transmission 
Proportion of births at Number of women with a live Total number of women 
home/proportion of birth in the five years prior to the surveyed with alive 
institutional deliveries survey who last delivery was at birth in the five years 

home/at a facility prior to the survey 
Caesarean-section rate Number of rural women with a Total number of rural Rural is defined locally 
among rural pregnancies live birth in the five years prior to women surveyed with a 

the survey whose last delivery live birth in the five 
was by caesarian section years prior to the survey 

Proportion of Number oflast born children in Total number oflast Period for visit is 
mothers/newborns who had the five years prior to the survey born children born in the debated - could be 
a care contact in the first who received a postnatal visit by five years prior to the reduced to 24-48 hours 
three days oflife a trained worker within three survey 

days of delivery 
Proportion of population Number of HH using improved Total number Improved drinking water 
using improved drinking drinking water sources households surveyed sources may need to be 
water sources adapted locally 

Proportion of the population Number of household members Total number of Improved sanitation 
using improved sanitation using improved sanitation households surveyed facilities may need to be 

facilities adapted locally 

Proportion of children with Number of children 0-59 months Total number of children Appropriate antibiotics 
suspected pneumonia with suspected pneumonia in the aged 0-59 months with to be defined locally 
receiving appropriate two weeks prior to the survey suspected pneumonia in 
antibiotics who received appropriate the two weeks prior to 

antibiotics the survey 
Proportion of children with Number of children 0-59 months Total number of children 
diarrhoea taking zinc with diarrhoea in the two weeks aged 0-59 months with 
supplements prior to the survey who received diarrhoea in the two 

zinc supplements weeks prior to the survey 
Proportion of children with Number of children 0-59 months Total number of children Appropriate 
fever receiving appropriate reported to have fever in the two 0-59 months reported to antimalarial defined 
antimalarial drugs weeks prior to the survey who have fever in the two locally 

were treated with an appropriate weeks prior to the survey 
anti-malarial 

Proportion of children Number of children aged 12-23 Total number of children Rib3 required 
12-23 months vaccinated months who were immunized aged 12-23 months 
against Rib with Rib vaccine before their first surveyed 

birthday 
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Definitions of input indicators 

Indicator Numerator Denominator Comments 
Costed national plan for ensuring Yes/no indicator Elements of costed 
universal access to newborn and national plan needs to 
child survival interventions be defined 
available 
Proportion of key technical Number of key technical policies Total number of Technical policies and 
policies and guidelines adopted adopted and being used: 1) zinc and technical policies which guidelines need to be 
and being used low osmolarity ORS for case- need to be adopted (6) defined 

management of diarrhoea; 2) IMCI 
updated to include management of 
sick newborn and HIV; 3) standards 
for newborn care which include 
newborn resuscitation and essential 
newborn care that have been 
reviewed and updated in the previous 
two years; 4) essential drugs list 
which includes minimum package of 
IMCI drugs (including pre-referral); 
5) community-based management of 
pneumonia; 6) financial protection of 
infants and children. 

CRC reporting mechanism Yes/no indicator Reporting requirements 
established and working needed 
Mechanism for monitoring the Yes/no indicator Elements of effective 
International Code for Marketing mechanisms for 
Breastmilk substitutes established monitoring needed 
and worlcing 
Proportion of medical, nursing or Number of medical, nursing or other Total number of To be considered to be 
other health worker training health workers training schools that medical, nursing or teaching IMCI, 
schools giving IMCI pre-service have included IMCI into pre-service other HW training minimum standards 
education curriculum schools should be met 
Proportion of districts Number of districts where IMCI is Total number of Implementation is 
implementing IMCI being implemented districts where defmed using specific 

implementation is criteria 
planned 

Proportion of planned IMCI Number ofIMCI trainings for Total number ofIMCI 
trainings for facility-based health facility-based health workers training for facility-
workers conducted in the previous conduced in the previous 12 months based health workers 
year planned in the previous 

12 months 
Proportion of planned IMCI Number of IMCI trainings for Total number ofIMCI CHWs and content of 
trainings for community-based community-based health workers training for community- training defined locally 
health workers conducted in the conduced in the previous 12 months based health workers - could include case-
previous year planned in the previ ous management, IEC, 

12 months health education, 
counselling 

Proportion of proposed child Amount of child health funds Total child health In de-centralized 
health budget received in the received in the previous 12 months budget estimated to be systems data from sub-
previous year required to complete all national plans is 

planned activities in the required, and need to be 
last 12 months up-to-date 
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Definitions of output indicators 

Indicator Numerator Denominator Comments 
Proportion of first-level Number of health facilities with Total number of health HFS 
facilities with at least 60% at least 60% of health workers facilities Up-to-date training records 
of health workers who care managing children trained in - records complete and dis-
for children trained in IMCI IMCI aggregated by health 

facility 
Proportion of community- Number of CHW s who have Total number ofCHWs Requires records of CHW s 
based health workers who received community-IMCI who are eligible for CHWs and community-
have received community training training IMCI training defined 
IMCI training locally 
The proportion of hospitals Number of hospitals or maternity Total number of To be accredited facilities 
or maternity facilities facilities accredited as 'baby hospitals and maternity must meet a number of 
accredited as baby fiiendly fiiendly' in the previous two years facilities that handle criteria established by the 
in the previous two years deliveries baby-fiiendly initiative 
Ratio of newborns admitted Number newborns «28 days) Total estimated number Hospital data used for 
to hospital for illness to all admitted to referral hospitals for oflive births in the 12 numerator 
live births illness in the previous 12 months months prior to the Census-based estimates for 

survey denominator 
Proportion of first level Number of health facilities that Total number of health Oral drugs - ORS, vitamin 
health facilities that have all have all oral and pre-referral facilities surveyed A, panadol, iron, 
essential medicines for IMCI drugs in stock on the day of mebendazole, and 1 st line 
IMCI the survey drugs for pneumonia, 

dysentery, malaria, 
Pre-referral = 1M antibiotic, 
quinine, gentam ycin, benzyl 
penicillin 

Proportion of hospitals with Number of health facilities that Total number of 'Hospital' - site where in-
oxygen and paediatric manage severely ill children that facilities that manage patient care is provided for 
delivery systems available have oxygen and functional severely ill children severe! y ill children. 
in the paediatric ward delivery systems available in the visited Countries to define sites 

paediatric ward on the day of the where oxygen is required 
survey 

Proportion of sick children Number of sick children with Number of sick children IMCI classifications 
needing an antibiotic and/or validated classifications, who do with validated include: pneumonia, and/or 
an antimalarial who are not need urgent referral, who classifications who do dysentery, and/or malaria, 
prescribed the drug need an oral antibiotic and/or an not need urgent referral and/or acute ear infection, 
correctly antimalarial who are prescribed and who need an oral and/or anaemia 

the drug(s) correctly, including antibiotic and/or an 
dose, number of times per day, antimalarial. 
and number of days. 

Proportion of caretakers of Number of caretakers of children Number of caretakers of Danger signs include: child 
children 0-59 months who aged 0-59 months who know at children aged 0-59 not able to drink or 
know at least two danger least two of the following danger months surveyed. breastfeed; child becomes 
signs for seeking care signs for seeking care sicker despite home care; 
immediately immediately child develops a fever; child 

has fast breathing; child has 
difficult breathing; child has 
blood in stool; and child is 
drinking poor! y 
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SKILLED ATTENDANT: THE REQUIRED SKILLS AND ABILITIES 

Core skills and abilities 

All skilled attendants must have the core midwifery skills'. The additional skills required 
will vary from country to country, and possibly even within a country, to take account of local 
differences such as urban and rural settings. All skilled attendants, at all levels of the health 
system, must have skills and abilities to perform all o/the core/unctions listed below: 

• Communicate effectively cross-culturally in order to be able to provide holistic 
"women-centred" care. To provide such care, skilled attendants will need to cultivate 
effective interpersonal communication skills and an attitude of respect for the woman's 
right to be a full partner in the management of her pregnancy, childbirth and the 
postnatal period. 

• In pregnancy care: take a detailed history by asking relevant questions; assess 
individual needs; give appropriate advice and guidance; calculate the expected date of 
delivery; and perform specific screening tests as required, including voluntary 
counselling and testing for HN. 

• Assist pregnant women and their families in making a plan for birth (i.e. where the 
delivery will take place, who will be present, and in case of a complication, how timely 
referral will be arranged). 

• Educate women (and their families and others supporting pregnant women) in self-care 
during pregnancy, childbirth and the postoatal period. 

• Identify illnesses and conditions detrimental to health during pregnancy; perform 
first-line management (including performance of life-saving procedures when needed) 
and make arrangements for effective referral. 

• Perform vaginal examination, ensuring the woman's and herlhis own safety. 

• Identify the onset of labour. 

• Monitor maternal and fetal well-being during labour and provide supportive care. 

2 
WHO 2004. Making Pregnancy Safer: the critical role of the skilled attendant. A Joint Statement by WHO, 

ICM and FIGO. Making Pregnancy Safer. Department of Reproductive Health and Research. WHO, Geneva. 

1 
Core midwifery skills have been defmed by the International Confederation of Midwives in a document 

entitled Essential Competencies for Basic Midwifery Practice, available at http://www.internationalmidwives.org 
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• Record maternal and fetal well-being on a partograph and identify maternal and fetal 
distress and take appropriate action, including referral where required. 

• Identify delayed progress in labour and take appropriate action, including referral 
where appropriate. 

• Manage a normal vaginal delivery. 

• Manage the third stage oflabour activeI/ 

• Assess the newborn at birth and give immediate care. 

• Identify any life-threatening conditions in the newborn and take essential life-saving 
measures, including, where necessary, active resuscitation as a component of the 
management of birth asphyxia, and referral where appropriate. 

• Identify haemorrhage and hypertension in labour; provide first-line management 
(including lifesaving skills in emergency obstetric care where needed) and, if required, 
make an effective referral. 

• Provide postnatal care to women and their newborn infants and post-abortion care 
where necessary. 

• Assist women and their newborns in initiating and establishing exclusive 
breastfeeding, including educating women and their families and other helpers in 
maintaining successful breastfeeding. 

• Identify illnesses and conditions detrimental to the health of women andlor their 
newborns in the postnatal period, apply first-line management (including the 
performance of life-saving procedures when needed) and, if required, make 
arrangements for effective referral. 

• Supervise non-skilled attendants, including TBAs where they exist, in order to ensure 
that the care they provide during pregnancy, childbirth and early postpartum period is 
of sound quality and ensure continuous training of non-skilled attendants. 

• Provide advice on postpartum family planning and birth spacing. 

• Educate women (and their families) on how to prevent sexually transmitted infections 
including HIV. 

• Collect and report relevant data and collaborate in data analysis and case audits. 

Active management of the third stage oflabour includes: using oxytocic drugs, clamping and cutting the chord, and 
applying controlled chord traction. 
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• Promote an ethos of shared responsibility and partnership with individual women, their 
family members/supporters and the community for the care of women and newborns 
throughout pregnancy, childbirth and the postnatal period. 

Skilled attendants working at the primary care levels in remote areas with limited access to 
facili ties should also be able to do the following; 

• Use vacuum extraction or forceps in vaginal deliveries. 
• Perform manual vacuum aspiration for the management of incomplete abortion. 
• Where access to safe surgery is not available, perform symphysiotomy for the 

management of obstructed labour. 

Advanced (optional) functions that may also need to be performed by selected skilled 
attendants working at a referral facility include, but are not limited to, the following: 

(1) Perform caesarean sections 

• Manage complications during pregnancy and childbirth. 
• Administer blood transfusions. 
• The exact set of additional and advanced skills must be determined and agreed upon 

nationally, depending on need, country context and policy and regulatory framework. 
In some cases, where the skilled attendant is the only primary health care worker, 
additional functions may also include, for example, identification and management of 
gynaecological problems, management of nutritional problems and initial treatment for 
injuries. 

(2) Surgery and anaesthesiology skills 

Skills in surgery and anaesthesiology are critical for the management of complications in 
pregnancy and childbirth. Where skilled attendants do not themselves have these skills, they 
must be able to refer women to other health professionals who have them. In such cases, skilled 
attendants must work closely with these professionals in order to ensure that speedy action is 
taken as soon as the need for surgery and appropriate follow-up and care have been established. 
Some countries that are facing a severe shortage of physicians trained in surgery and/or 
anaesthesiology have successfully trained nurses, midwives and other cadres of health workers to 
perform or assist in Caesarean section operations and other pregnancy-related complications. 
Where people with these skills are health care workers other than the skilled attendant, the skilled 
attendants must be able to identify the need to operate and provide ongoing and follow-up 
midwifery care. 

(3) Supplementary skills and knowledge 

In certain country situations - depending on the local epidemiological and/or socio
demographic factors (for example, areas where malaria is endemic and post-conflict or refugee 
situations), or on the capacity of the health system - there will be a need for some skilled 
attendants to have supplementary skills in areas such as psychiatry and paediatric neonatology. 
Also, in some instances, particularly at the referral level, skilled attendants may also need to have 
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knowledge of genetics in order to advise couples about the risks of hereditary conditions. The 
overall health of a woman (physical and psychological) and the environment in which she lives 
determine her needs during pregnancy, childbirth and the postnatal period and influence the 
progression of the pregnancy and its outcome. 

(4) Collaboration with other health professionals 

To be effective, the skilled attendant will need the collaboration of various health care 
professionals at different levels of the health system and other care providers (including TBAs, 
traditional healers, social workers, etc.), where they exist. Such collaboration will help to provide 
access to the full range of care women and/or their newborns may need, thus ensuring the 
required continuum of care. The collaboration, however, must be based on mutual respect and 
recognition of the specific contribution each type of care provider makes to the continuum of 
care. Also, the collaboration's effectiveness will hinge on, and will be underpinned by, the 
organization of health care and social welfare within a community. Where the skilled attendant 
operates as part of a team, there must be good collaboration between all team members. 
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PAHOIWHO GUIDING PRINCIPLES FOR COMPLEMENTARY FEEDING 
OF THE BREASTFED CHILD 

(1) Duration of exclusive breastfeeding and age of introduction of complementary foods 
Practice exclusive breastfeeding from birth to six months of age, and introduce complementary 
foods at six months of age while continuing to breastfeed. 

(2) Maintenance of breastfeeding 
Continue frequent, on-demand breastfeeding until two years of age or beyond. 

(3) Responsive feeding 
Practice responsive feeding, applying the principles of psycho-social care. Specifically: (a) feed 
infants directly and assist older children when they feed themselves, being sensitive to their 
hunger and satiety cues; (b) feed slowly and patiently, and encourage children to eat, but do not 
force them; (c) if children refuse many foods, experiment with different food combinations, 
tastes, textures, and methods of encouragement; (d) minimize distractions during meals if the 
child loses interest easily; (f) remember that feeding times are periods of learning and love-talk 
to children during feeding, with eye-to-eye contact. 

(4) Safe preparation and storage of complementary foods 
Practice good hygiene and proper food handling by: (a) washing caregivers' and children's hands 
before food preparation and eating; (b) storing foods safely and serving foods immediately after 
preparation; (c) using clean utensils to prepare and serve foods; (d) using clean cups and bowls 
when feeding children; and (e) avoiding the use of feeding bottles which are difficult to keep 
clean. 

(5) Amount of complementary foods 
Start at six months of age with small amounts of food and increase the quantity as the child gets 
older, while maintaining frequent breastfeeding. The energy needs from complementary foods for 
infants with average breastrnilk intake in developing countries are approximately 200 kcal per 
day at 6-8 months, 300 kcal per day at 9-11 months of age, and 550 kcal per day at 12-23 months 
of age. In industrialized countries these estimates differ somewhat (130, 310, and 580 kcal/d at 6-
8,9-11, and 12-23 months, respectively), because of differences in average breastmilk intake. 

(6) Food consistency 
GradualIy increase food consistency and variety as the infant gets older, adapting to the infant's 
requirements and abilities. Infants can eat pureed, mashed, and semi-solid foods beginning at six 
months. By eight months, most infants can also eat "finger foods" (snacks that can be eaten by 
children alone). By 12 months, most children can eat the same types of foods as consumed by the 
rest of the family (keeping in mind the need for nutrient-dense foods, as explained in #8 on the 
following page). Avoid foods that may cause choking (i.e., items that have a shape and! or 
consistency that may cause them to become lodged in the trachea, such as nuts, grapes, and raw 
carrots). 
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(7) Meal frequency and energy density 
Increase the number of times that the child is fed complementary foods as s/he gets older. The 
appropriate number of feedings depends on the energy density of the local foods and the usual 
amounts consumed at each feeding. For the average healthy breastfed infant, meals of 
complementary foods should be provided 2-3 times per day at 6-8 months of age and 3-4 times 
per day at 9-11 and 12-24 months of age, with additional nutritious snacks (such as a piece of 
fruit or bread or chapatti with nut paste) offered 1-2 times per day, as desired. Snacks are defined 
as foods eaten between meals - usually self-fed, convenient, and easy to prepare. If energy 
density or the amount of food per meal is low, or the child is no longer breastfed, more frequent 
meals may be required. 

(8) Nutrient content of complementary foods 
Feed a variety of foods to ensure that nutrient needs are met Meat, pOUltry, fish, or eggs should 
be eaten daily, or as often as possible. Vegetarian diets cannot meet nutrient needs at this age 
unless nutrient supplements or fortified products are used (see #9 below). Vitamin A rich fruits 
and vegetables should be eaten daily. Provide diets with adequate fat content. Avoid giving 
drinks with low nutrient value, such as tea, coffee, and sugary drinks such as soda. Limit the 
amount of juice offered so as to avoid displacing more nutrient-rich foods. 

(9) Use of vitamin-mineral supplements or fortified products for infants and mother 
Use fortified complementary foods or vitamin-mineral supplements for the infant, as needed. In 
some popUlations, breastfeeding mothers may also need vitamin-mineral supplements or fortified 
products, both for their own health and to ensure normal concentrations of certain nutrients 
(particularly vitamins) in their breastrnilk. (Such products may also be beneficial for pre-pregnant 
and pregnant women.) 

(10) Feeding during and after illness 
Increase fluid intake during illness, including more frequent breastfeeding, and encourage the 
child to eat soft, varied, appetizing, favorite foods. After illness, give food more often than usual 
and encourage the child to eat more. 

From: PAHOfWHO. (2003). Guiding Principles for Complementary Feeding of the Breastfed Child. 
Washington, DC/Geneva, Switzerland: PAHO/WHO. 


