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1. INTRODUCTION 

The Regional Consultation for Integrated Management of Childhood Illness (IMCI) of the 
Eastern Mediterranean Region  of the World Health Organization (WHO) and the Middle East and 
North Africa Region (MENAR) of the United Nations Children’s Fund (UNICEF) was held in 
Alexandria, Egypt, from 19 to 23 November 2000. It was attended by a total of 49 people, including 
25 representatives of ten countries and 24 staff of international, multilateral and bilateral agencies, 
namely the World Bank, United States Agency for International Development (USAID), John Snow 
Inc., UNICEF and WHO. The agenda and the programme of the consultation are given in Annexes 
1 and 2 respectively; the list of participants is shown in Annex 3. 

The objectives of the consultation were: 

to review experience with the IMCI early implementation phase in countries of the Region 
(including field visits); 

to discuss initial experience of IMCI expansion and development of IMCI pre-service and 
community approaches; 

to further strengthen partners’ coordination and support of IMCI activities in the Region; and 

to address main IMCI regional challenges. 

The consultation was inaugurated by Dr Zuhair Hallaj, Acting WHO Representative, Egypt 
and Director, Control of Communicable Disease Division, who welcomed the participants and 
delivered a message from Dr Hussein A. Gezairy, WHO Regional Director for the Eastern 
Mediterranean.

In his message to the meeting Dr Gezairy informed the participants that, since its introduction 
in the Eastern Mediterranean Region in 1996, the IMCI strategy had already been introduced in 
twelve countries in the Region: three countries had already started expansion, namely Egypt, 
Morocco and Sudan, while two countries—Pakistan and the Syrian Arab Republic—were in their 
early implementation phase and the remaining 7 countries—Afghanistan, Islamic Republic of Iran, 
Iraq, Palestine, Saudi Arabia, Tunisia and Republic of Yemen—were at different stages of 
introduction. Furthermore, five universities in two countries had already introduced IMCI in the 
paediatric teaching curriculum. Dr Gezairy emphasized that, in addition to further reducing 
mortality and morbidity from common childhood illness, the strategy aimed to improve child 
growth and development, enhance the quality of health services delivered to children and improve 
family and community practices, giving attention to both the curative and preventive aspects of 
child care. Thus, while considering the peculiarity of our Region with countries having different 
child mortality and morbidity levels, health systems and socioeconomic status, Dr Gezairy noted 
that the current, successful implementation of IMCI in these countries reflected and proved the 
strategy’s flexibility to suit any setting, thanks also to its particular built-in adaptation process. 

Dr Gezairy indicated that, while the IMCI strategy had been building upon the successful 
achievements of the diarrhoeal disease control (CDD) and acute respiratory infection (ARI) 
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programmes, the Regional Office was gradually phasing out its support to individual CDD and ARI 
programmes when it was at the same time gradually introducing IMCI, to help maintain the 
achievements of the two programmes in the non-IMCI areas and maximize the use of resources in 
the IMCI domain without duplication of efforts. The present challenges for the IMCI strategy, Dr 
Gezairy continued, were to combine the lessons learned from the IMCI early implementation 
experience in order to facilitate the process for those countries that were introducing the strategy 
and to help the more advanced countries to go to scale in their expansion phase. Dr Gezairy 
appreciated that the promising results of the initial IMCI implementation had been the product of 
effective collaborative work between WHO and UNICEF. 

Dr Gezairy concluded that sustainability of the IMCI initiative in the Region should be a main 
concern and be addressed by the following: partnership’s broad support between the national 
programmes and international, multilateral and bilateral agencies such as WHO, UNICEF, the 
World Bank and USAID; linking IMCI to such successful interventions as the health sector reform, 
roll back malaria initiative, health districts/healthy villages, basic development needs; involving 
teaching institutions and universities in IMCI pre-service training; and building and maintaining 
national consensus in support of IMCI. 

A message from Mr Ibrahima Fall, Regional Director for UNICEF/MENARO, was delivered 
by Dr Ahmed Magan, Regional Health Adviser, UNICEF/MENARO. In his message Mr Fall 
mentioned that it was an appropriate time to hold the consultation and review together the progress 
achieved, exchange experiences, identify best practices and lessons learned. He highlighted several 
aspects of the IMCI strategy and hoped that they would be given enough attention and that 
appropriate recommendations would be made regarding them. He suggested that the consultation 
also should take into consideration the diversity in the Region. 

Mr Fall’s highlighted UNICEF’s continuing commitment to IMCI, closely collaborating 
through its field offices with national governments, WHO and other partners present in the 
consultation to contribute to planning, health systems development, training of health providers, 
procurement of essential drugs, providing community and family care components and monitoring 
and evaluation. UNICEF, he added, would also continue to contribute to mobilizing additional 
resources and improving collaboration and coordination among partners. 

On behalf of H.E. Dr Ismail Sallam, Minister of Health and Population of Egypt, Dr Esmat 
Mansour, Undersecretary for Primary Health Care, welcomed the participants and wished them a 
fruitful consultation to exchange valuable experiences on IMCI. She mentioned that the 
implementation of the IMCI programme in Egypt had been quite remarkable and through visits to 
health facilities and Alexandria University the participants would be well acquainted with the fields 
of implementation. She stressed that in the Egyptian IMCI experience steps of adaptation and 
technical aspects had been efficiently implemented, in addition to thorough IMCI planning. She 
pointed out to the importance of creating a strong link to, and integrate IMCI initiative into, 
universities and family medicine, to assist in pre-service training for primary health care physicians 
and nurses. She wished all the participants a productive consultation that would help to sustain the 
strategy’s success and enhance all the efforts exerted. 
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2. ACTIVITIES 

A variety of active and participatory methods were used in this consultation to promote 
sharing of experience and ensure as much interaction as possible among participants from the 
different countries represented, such as presentations, plenary and group discussions, field visits and 
individual meetings with country teams. Presentations focussed on an array of priority topics on 
IMCI implementation, offered as country field experiences or as WHO and UNICEF global, 
regional and technical updates. Discussions after the presentations enriched the dialogue between 
participants. Presentations were collected in electronic format for inclusion on a CD for distribution 
to all participants after the consultation. 

In addition to this traditional approach, field visits in small groups were carried out to 
facilities in Alexandria to have first-hand exposure to IMCI implementation in such settings as 
health facilities and universities in Egypt. Included in the sample of four facilities visited were: a 
health centre implementing the health sector reform and ‘family medicine’ approach health centre; a 
ministry of health urban facility, a ministry of health rural facility and a paediatric hospital 
outpatient department. 

Participants were also given the opportunity of observing live IMCI teaching sessions for 
medical students at El Shatby University Children’s Hospital in Alexandria, discussing the 
experience with the teaching staff and interviewing students at the end of the session. 

The field visits were much appreciated by the participants and stimulated much discussion in 
the group work sessions that followed. Group work sessions, for which participants were divided 
into four small groups as during the field visits, focused on three key subjects of the IMCI three 
components and received valuable input from the presentations and field visits preceding them: 
organization of work at health facilities; pre-service training; and IMCI community component. 

Finally, each country team, together with UNICEF and WHO country staff—and USAID and 
JSI staff in the case of Egypt—had individual meetings with WHO and UNICEF regional staff at 
the end of each day, to review progress in implementation, issues, plans and priority areas 
benefiting from WHO (and UNICEF) support in the future. The outcome of these meetings was 
summarized in notes for the record for each country, prepared separately from this report.  

3. GLOBAL AND REGIONAL PROGRESS IN IMCI IMPLEMENTATION 

3.1. Global overview  

An estimated total of 10.5 million deaths in children less than 5 years of age occurred 
globally, 14.4% of which were reported to have occurred in the Eastern Mediterranean Region in 
1999. About 50% of these deaths were caused by preventable conditions such as pneumonia, 
diarrhoea, measles and malaria, compounded by malnutrition. By June 2000, 74 countries 
worldwide were in the process of implementing IMCI, at different stages. 

Evidence started accumulating that IMCI was able to improve quality of care in health 
facilities and caregivers’ knowledge about home care practices. A study conducted in Kenya 
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showed that the IMCI case management approach, while detecting an increasing number of 
conditions per child examined, was associated with lower costs of treatment, by rationalising the 
use of drugs. Research had also documented the positive impact of IMCI nutrition counselling on 
child weight gain (Brazil). 

Partnerships had been built globally and nationally, with the World Bank and multilateral and 
bilateral organizations and nongovernmental organizations (NGOs). It was emphasized that IMCI 
was a key strategy in the ‘lifecycle approach’, developed as a framework to address the main 
challenges faced by children and adolescents across their lifespan, and that WHO was developing 
compatible strategies to complement it, such as the Integrated Management of Pregnancy and 
Childbirth (IMPAC). 

In the discussion that followed, participants highlighted a number of points: 

The importance to continue building a broad platform of support for IMCI, through advocacy, 
involvement of policy makers and intersectoral collaboration;

The need to promote in a balanced way simultaneous planning and implementation of all three 
components of the IMCI strategy; and 

The urgent need for data providing evidence that IMCI works, in order to convince senior 
decision-makers to invest in the strategy. As it would take time to have data showing impact, 
intermediate indicators should be agreed upon and monitored. Cost data would be needed as 
well, to be included in a briefing package for policy-makers. 

UNICEF reported that, as part of the United Nations General Assembly Special Session 
(UNGASS) on Children to be held in September 2001, early childhood development (ECD) had 
been identified as one of three priorities for the emerging global agenda for children in the 21st 
century. ECD aims at addressing integrated needs of the child and promotes convergence of health, 
nutrition, environmental sanitation and psychosocial care interventions. IMCI as an integrated child 
health strategy would contribute to the improvement of early childhood development as it focuses 
on the child addressing multiple problems.  

Progress was also reported by UNICEF on the development of the community component of 
IMCI, through inter-agency collaboration and effort, that had led to a consensus on the benefits of 
promoting 12 key family and community practices, with four new additional practices having 
recently been identified and proposed. A recent global meeting on improving children’s health and 
nutrition in communities, attended by more than 100 participants from 20 countries, was held in 
Durban, South Africa, in June 2000, for countries to share experiences and propose strategies to 
improve home and community-based health and nutrition care for children. Also in line with these, 
the following major challenges in the implementation of the community component of IMCI were 
identified by UNICEF: 

how to empower caregivers with knowledge and skills to improve practices 

ensuring access to basic commodities and supplies 
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building capacity at national, district and community levels 

establishing intersectoral action/linkages and partnerships. 

3.2. Regional overview 

Since 1996 when it was first introduced in the Eastern Mediterranean Region, as many as 12 
countries in the Region had adopted the IMCI strategy and were in different stages of 
implementation, with three more countries planning to introduce IMCI in 2001, namely Djibouti, 
Libyan Arab Jamahiriya and Oman. One of the lessons learned from this experience in the Region 
was the importance of starting planning and implementation of the three IMCI components at the 
same time.  

Noteworthy were those approaches viewed in the Region as instrumental to achieve 
sustainability in IMCI, such as IMCI pre-service training and the establishment of close links with 
other initiatives. In this context, IMCI elements had already been introduced into the teaching 
curriculum of a total of five medical universities and four nursing schools in two countries 
implementing IMCI, namely Egypt and Morocco. Also, links had been established or were under 
consideration with such initiatives as Health Sector Reform (HSR), Healthy Villages, Healthy 
Districts, Roll Back Malaria (RBM), Better Parenting Initiatives (BPI) and Basic Development 
Needs (BDN). 

The IMCI country adaptation process had resulted in many countries of the Region revising 
the generic IMCI clinical guidelines to their setting needs, to include such topics as: care for 
development; referral care; management of severe cases at first-level health facilities when referral 
is not possible; management of sore throat, wheeze and neonates during the first week of life; and 
maternal health. 

Some major lessons learned on IMCI implementation in the Region were the following.

Building district and governorate/provincial capacity on management, planning and training is 
a key element for implementation of the strategy and should be given due attention. 

The current IMCI case management training course is a high quality but also highly 
demanding activity. There is a need to work on training alternatives without compromising 
quality.  

Follow-up after training is a very important tool both for maintaining health workers’ high 
quality performance and for documentation. 

Improving health system support is crucial for a successful IMCI implementation as is 
effective collaboration of related vertical programmes and among partners. 

Careful documentation of IMCI early implementation and use of the collected data is essential 
for a successful expansion. 
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High political commitment, district capacity and sense of ownership are highly needed to 
ensure expansion. 

IMCI is an appropriate public health strategy as it responds to the needs of child health, health 
professionals and caretakers and improves the quality of services. It has proved to be 
sufficiently flexible to adapt to and benefit all countries in the Region through its components, 
with focus differing according to countries’ typology and needs. 

4. IMCI EARLY IMPLEMENTATION PHASE 

The IMCI ‘early implementation phase’ is the phase during which a country gains experience 
with planning and implementation of IMCI activities at central level and in a few selected districts. 
It plays a critical role in adapting IMCI guidelines and procedures to country specific needs and 
setting the direction for future expansion. 

Based on regional experience to date, and in addition to the above mentioned lessons learned 
that were further emphasized during the discussion, the following needs should be considered for a 
successful implementation of this phase: involving district staff very early in the planning process; 
and collaborating closely with staff of all relevant child-health-related programmes and institutions, 
including medical faculty, from the beginning of the planning and adaptation process.

4.1. IMCI: from introduction to early implementation phase (Pakistan, Syrian Arab Republic)

As an example of the process followed from the introduction of the IMCI strategy in a 
country to the beginning of the early implementation phase, the Pakistan IMCI experience was 
presented, followed by an intervention on the initial Syrian experience. Those experiences served to 
highlight a number of factors that play an important role in this process and greatly influence it. 
These factors, supported also by various observations during the discussion at the end of the 
presentations, can be seen as determinants for a successful strategy and can be summarized in terms 
of the following requirements for the process: 

High political commitment with formal endorsement of the IMCI strategy by the Ministry of 
Health, incorporation of the strategy in the national health policy and firm commitment at 
provincial and district level. In Pakistan, the Federal Ministry of Health officially endorsed the 
IMCI strategy in September 1998, to be implemented through the Primary Health Care (PHC) 
system at all levels. Integration of Primary Health Care services was a priority in the National 
Health Policy. In the Syrian Arab Republic, the Minister of Health attended the IMCI 
orientation meeting and endorsed IMCI as a suitable strategy for the country. The minister is 
also the chairperson of the IMCI Steering Committee, through which he is following the 
progress of IMCI implementation in the country. 

Adequate representation in the IMCI management and coordinating task force and its working 
groups not only of staff from relevant ministry of health programmes but also academic and 
other institutions (paediatricians, faculty members, professional societies) and national and 
international partners in health and civil society. This broad representation would be key to 
building consensus and obtaining cooperation in planning, adaptation and implementation. In 
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Pakistan, both paediatricians and programme managers joined the IMCI orientation and were 
involved in the planning process, being members of the IMCI implementation and adaptation 
working groups. Various sectors involved in health care were brought together in the IMCI 
process also in the Syrian Arab Republic. In addition to relevant Ministry of Health staff, 
senior paediatricians, faculty members, health services of armed forces and the police, NGO 
representatives and international partners were also fully involved in the whole process. 

Very early involvement in the IMCI planning process of staff from the districts selected for 
early implementation; and building national, provincial and district capacity for IMCI 
implementation through training. The IMCI planning and adaptation workshop in Pakistan 
was attended by members of the national IMCI task force, including also representatives from 
the districts selected for early implementation and concerned provinces, to prepare a national 
plan of action. Provincial and district IMCI working groups were established to manage and 
coordinate activities at local level. Provincial planning and adaptation workshops were held 
with active participation of provincial health departments to operationalize the national plan. 
These were followed by district planning workshops after programme managers of several 
districts and paediatricians had been trained, as had been the case for key persons in the 
national IMCI working groups. National level facilitator courses were held in the two early 
implementation districts as further opportunity for the districts to be involved in initial 
activities. Also in the Syrian Arab Republic, staff of the three districts selected for early 
implementation were involved early in the planning process. District staff attended the 
planning and adaptation workshop and were fully involved in the planning process of the early 
implementation phase. They were also adequately represented in the adaptation and 
community component subgroups. District working groups were formulated to undertake the 
responsibilities of IMCI implementation at district level and to coordinate with the central 
IMCI team. 

Thorough situation analysis based on critical review of existing and, in some cases, ad hoc, 
collected data as a strong basis for solid orientation and planning. In addition to the data 
reviewed and collected for the adaptation of the IMCI clinical guidelines, an assessment of 
drug availability was carried out in Pakistan, recognizing this as an important area of health 
system support. This led to arrangements to include all IMCI drugs in the national essential 
drug list and actively involve provincial and district focal points during IMCI district planning 
to ensure regular supply of drugs to health facilities implementing IMCI. In the Syrian Arab 
Republic, a baseline survey on doctors’ and family case management practices was conducted 
at health facilities in the three districts selected for IMCI early implementation in September 
2000. The survey highlighted areas needing improvement and resulted in district managers’ 
recognizing the problems currently existing in their districts, eliciting their interest in the 
IMCI strategy as a means of addressing those problems and giving them a sense of ownership.
‘Competition initiatives’ between IMCI districts were also carried out with staff of one district 
visiting the other district.

Planning for the three components of the IMCI strategy (upgrading of health workers’ case 
management skills, strengthening health systems and improving community child care 
practices) at the same time and in a balanced way. Although Lady Health Workers—
community health workers—had been recognized since the beginning to play a key role in 
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child care in the community in Pakistan, planning for the IMCI community component and 
their involvement in promoting key family practices started in Pakistan long after the other 
two components: it was felt that it would have been better if that had been done at the same 
time as the other two components. Unlike Pakistan and other countries that had introduced 
IMCI earlier, the Syrian Arab Republic decided to develop plans for the IMCI community 
component since the beginning, also relying on its strong experience with the Healthy Cities, 
Healthy Villages initiative. Plans were developed to identify ways to link IMCI in the existing 
interventions. Data were collected on the key family practices related to child health and the 
existing key messages were identified and modified to ensure their consistency with IMCI 
guidelines.

Mechanism for quality assurance, including criteria for quality of training and follow up. 
Clear quality criteria were set for training and follow-up in the Pakistani experience. Teaching 
staff as well as programme managers were involved in training. Also, facilitators of all levels 
received additional training in facilitating techniques and external and national course 
directors provided support to maintain quality. 

Documentation of experiences during the IMCI early implementation phase, as an essential 
guide to planning for expansion. 

Partnerships with other programmes and initiatives. This is crucial to mobilize resources 
especially for the expansion phase. In Pakistan, where activities had initially been funded 
mainly by WHO and UNICEF, the National Programme for Family Planning and Primary 
Health Care also provided financial, material and human resources. Furthermore, the 
commitment and support of provincial governments and provincial health departments was 
sought and fund-raising was promoted also through donor meetings. In the Syrian Arab 
Republic, WHO and UNICEF supported the main IMCI activities held in the country, in 
addition, the IMCI will be linked to health sector reform and the Healthy Districts initiative, 
which are funded by the European Union. Through planning with donors IMCI was put high 
on the agenda of Ministry of Health activities. 

4.2. Improving health workers’ skills and sustaining performance 

4.2.1 The role of IMCI in-service training in improving quality of care (Morocco)

This presentation focused on the effect of follow-up visits on improving the quality of the 
management of sick children at health facilities, showing the results of the data collected during the 
visits. The main points arising from this presentation and the discussion that followed can be 
summarized as follows. 

Follow up after training provides a fundamental mechanism for improving and maintaining 
the performance of health workers and strengthening the health system. In Morocco, all health 
workers trained in IMCI were followed up once within 4–6 weeks of training and most of 
them received a second thorough follow-up visit within 6 months of training. The encouraging 
findings showed that, by the second visit, health workers’ clinical assessment of cases had 
become more complete and integrated, assessment of child feeding practices and other 
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problems in the child were carried out more frequently, staff’s antibiotic prescribing behaviour 
and counselling—both content and skills—had remarkably improved. 

The results of follow-up visits should be presented and discussed with the concerned 
authorities and staff at all levels after follow-up and follow up actions should be agreed as 
pertinent to each level. In the Moroccan experience, debriefing meetings with provincial 
authorities were found essential to obtain the necessary support for follow-up actions.  

Follow-up should be sustained by integrating it into the regular supervisory system using 
suitable approaches in each country. The second follow-up visit in Morocco showed the 
importance of regular supervision as an essential means of maintaining a good level of 
performance acquired through training and initial follow-up visits. 

Also such countries as Morocco with an infant mortality rate (IMR) below 40 deaths per 1000 
live births but with higher IMR pockets within the country can benefit from the IMCI strategy, 
as this contributes to improving the quality of care also through rationalized use of drugs, 
improved counselling and nutrition advice, promotion of care for child development and 
linking IMCI to the community. Preliminary results from a survey conducted in Morocco in 
the two IMCI-implementing provinces and two control provinces without intervention to 
determine the effectiveness of training and follow-up on the quality of management of 
childhood illness, showed a significantly better performance of health workers in the IMCI 
areas, with more complete and adequate assessment of cases, rational use of drugs and 
counselling. The survey would also serve to highlight strengths and weaknesses of 
implementation, to consolidate and further improve performance in pilot provinces, collect 
baseline data against which to evaluate IMCI in the two additional provinces and contribute to 
providing evidence supporting policy decisions to expand the IMCI strategy to other 
provinces.

4.2.2 Looking towards a sustainable IMCI future: IMCI pre-service 

IMCI pre-service training is defined as the initial undergraduate training of health care 
professionals before they enter service. It aims at improving students’ knowledge and skills in 
standard case management and it prepares them to support and follow national guidelines and to 
work within the national health system. 

IMCI in-service training is needed to prepare key persons at national and district level to plan 
and implement the IMCI strategy, to reach health professionals already practising at health facilities, 
to prepare the facilities to receive the IMCI trained graduates and to train teaching staff at medical, 
nursing and other health professional schools. IMCI pre-service training is needed to prepare 
graduates to support and follow national policies and guidelines, broaden health system coverage by 
IMCI trained health workers in a sustainable manner, to improve the cost-effectiveness of IMCI 
training to reach practitioners in both the public and private sectors and to strengthen practices at 
referral level.

In order to implement IMCI pre-service training certain activities at national, district and 
institutional level are required, among which are the following.
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The national, district or local IMCI task force helps to:  

– Orient the academic community and professional societies to IMCI 

– Train teachers and relevant clinical staff, and  

– Develop teaching, learning and assessment materials. 

While at institutional level at least one focal person is trained, a group within the school helps 
to:

– Orient other faculty members; 

– Define IMCI learning objectives;  

– Plan for the introduction of IMCI teaching; 

– Prepare teaching, learning and assessment materials; 

– Train other members of faculty. 

4.2.3 Planning for IMCI pre-service training (Morocco)

The experience in Morocco with the introduction of IMCI in the paediatrics teaching 
curriculum started with the conduct of orientation and planning workshops in Rabat and Casablanca 
Universities with technical assistance from the WHO regional office. 

The model selected is scattered methodology with a synthesis block. It involves 3–5 hours 
theoretical teaching of the 4th–5th year and block teaching at the end of the course at the 6th year. 

As a prerequisite of IMCI teaching, the plan provides for the conduct of two 5-day training 
courses, for the teachers of the department and 5 paediatricians practising in public health facilities, 
starting from January 2001. 

A teacher’s training module has been developed based on the national IMCI adapted material, 
in addition to the clinical instructor guidelines and the outpatient guide. 

Following the training of teachers, training materials will be produced once consensus of the 
group of professors is obtained. It is planned to have combined 4–6 theoretical teaching sessions 
with the clinical training: one session per week in the university hospital and one session per week 
in an IMCI implementing health facility collaborating with the university in the students teaching. 
Students in the 6th year receive their outpatient training in the Ministry of Health primary health 
care facilities. It was agreed by the Ministry of Health and EMRO team that although Rabat and 
Casablanca cities are not IMCI districts, yet it would be more useful for the students to be taught in 
IMCI health facilities. Therefore, it was decided to train in IMCI case management skills the staff of 
the health facilities where students would receive their outpatients and to organize the work in those 
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health facilities to give the students a real example of how IMCI works. It was highlighted that 
IMCI pre-service training was a good example of joint work between universities, the Ministry of 
Health and WHO.  

4.2.4 IMCI pre-service experience: Lessons learned (Egypt)

Following the adoption of the IMCI concept in Egypt, important steps were achieved in the 
adaptation of the case management guidelines and in-service training in the three chosen IMCI 
early implementation districts. The University of Alexandria agreed to introduce IMCI as an 
integral part of the essential paediatric curriculum for the 5th year medical students of the faculty of 
medicine starting from the scholastic year 1999–2000 (beginning in September 1999), taking in 
consideration that Alexandria was one of the 3 early implementation governorates. 

An orientation and planning workshop was carried out in April 1999 in collaboration with 
WHO during which a focal point was nominated, a task force was formulated and a one-year plan 
of action was decided. 

A number of active steps had already been undertaken, especially the development of teaching 
materials, review of the standard paediatric textbook to introduce the IMCI material into all relevant 
chapters as well as development of WHO students’ evaluation materials. The training site in the 
university was prepared, 19 teaching staff members were trained in IMCI case management course 
and 6 were trained in IMCI facilitation skills. 

IMCI teaching included sessions of inpatient training for two months where IMCI clinical 
guidelines content were scattered over the in-patient rounds. IMCI concept was emphasized during 
the classical paediatric teaching. There were four 4-hour outpatient sessions and two 1-hour 
‘synthesis block’ lectures on IMCI, to sum up and synthesize the entire IMCI algorithm 

For evaluation of students at the end of the two-month paediatric training, multiple choice 
questions and a case study were incorporated in the usual written examination. 

This experience was monitored by a WHO team in February 2000. Both students and teachers 
were evaluated and the results were rated as excellent. 

This experience at Alexandria University was followed by the introduction of IMCI in two 
other Egyptian universities (Al Minya and Al Azhar) starting from the scholastic year 2000–2001. 
Four other universities requested the help of WHO to adopt IMCI pre-service activities. 

In the discussions after the presentations and the group work that followed the field visit to 
the Alexandria Teaching Hospital, the participants highlighted the importance of involving the 
academia early into the basic steps of adaptation and testing of IMCI guidelines as a prerequisite for 
IMCI introduction in the teaching curriculum. The following steps were recognized to be important 
to introduce IMCI into the pre-service training. 

1. Orientation of the faculty 
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2. Commitment of the dean 

3. Training of teaching staff in IMCI 

4. Preparation of teaching aids and revision of local textbook 

5. Incorporation of IMCI concept into the regular curriculum 

6. Making IMCI the standard practice in the teaching facility 

7. Including the IMCI in the examinations 

8. Incorporating IMCI into inpatient as well as outpatient training 

9. Involving the community medicine department and other relevant departments into the IMCI 
training

10. Finding a sustainable way for availing the chartbook and other teaching material 

The main conclusion of the field visit and the group work was that introducing IMCI in the 
pre-service training is necessary to ensure sustainability and this should be seen as providing added 
value to the classical medical training and not replacing its basic content. 

4.3. Improving health system support to IMCI

The main elements to improve the health system were briefly introduced, namely: 
strengthening district capacity in planning and management, availability of drugs, distribution of 
tasks among health providers, flow of patients, referral system; reporting and recording system, 
supervision and linking the health facility to the community 

4.3.1 Linking IMCI to health sector reform (World Bank)

IMCI is one of the World Bank’s public health priorities as part of maternal and child health 
services. The Bank’s full cooperation in maternal and child health work has the advantage of 
bringing in its important role in health policy dialogue, strategic approach to improve health 
systems and mobilization of the required financial support. This financial support becomes 
particularly important during IMCI expansion. The Bank regards the IMCI strategy as one of the 
most cost–effective public health and clinical interventions, promoting it as an essential, basic,
cost–effective package of services in the context of health reform and sector-wide approaches. The 
Bank and WHO have agreed on a partnership to promote the introduction of IMCI in the Bank’s 
HNP (health and nutrition portfolio). The health sector reform can contribute to providing the 
essential health systems environment that can support IMCI implementation as an integral part of 
an efficient, effective, equitable, sustainable system. More than 25 Bank projects to date support the 
introduction of IMCI in health reforms. A package has been developed and IMCI is linked with 
malaria and HIV/AIDS where appropriate.  



WHO-EM/CDD/086/E/L
Page 13 

4.3.2 Ensuring availability of drugs needed (Sudan) 

Ensuring availability of drugs needed for IMCI implementation at primary health facilities is 
a key area of health system support to the strategy. Sudan’s experience was presented to describe 
the challenges that were met in this area in the country and the approaches that were being used in 
the field to address it. Sudan had been the first country to introduce IMCI in the Eastern 
Mediterranean Region (in 1996), had already completed and reviewed its early implementation 
phase at the end of 1999 and started expanding IMCI implementation to additional areas. It was 
therefore in a good position to share its experience spanning over few years of implementation in 
geographical areas with different characteristics. Furthermore, drug availability and affordability 
had been found to be a point of concern during the IMCI review in the country to both the national 
and district teams. The Sudanese experience in this area, as presented, can be summarized in the 
following main points. 

Reviewing drug policy and consistency of guidelines: addressing the issue since the 
beginning. The issue of drug availability was addressed early, in the IMCI adaptation process. 
A task force on drugs was created under the national IMCI implementation group. It carried 
out a review of the National Essential Drug List (NEDL, 1995), national Standard Therapeutic 
Guidelines (STGs, 1991) and programmes’ recommendations on use of first- and second-line 
drugs. The review showed that, while all the IMCI drugs were included in the NEDL, 
injectable pre-referral drugs were not listed for use at the primary level of health facilities, that 
is those targeted by the IMCI strategy.  

Making implementation decisions. Health facilities targeted by IMCI in the early 
implementation districts were allowed to receive and use the recommended drugs, a 
prerequisite for IMCI to impact child mortality. 

Confirming IMCI role in improving drug availability. Follow-up visits to facilities with staff 
trained in IMCI showed an improvement in the availability of drugs needed for IMCI. This 
further confirmed the critical role played by follow-up visits and the IMCI strategy as a whole 
in strengthening this essential aspect of the health system (see 4.2.1). 

Reckoning IMCI planning and adaptation as an opportunity for reviewing the drug 
management system. All concerned parties, both at national and district levels, were involved 
in the review of the drug management system, objectives and policies. It was a major 
challenge, in terms of procurement, distribution and affordability of drugs, as some 11 
different systems were operational in different areas of the country, including various cost 
recovery mechanisms, health insurance, individual national programme and ministry of health 
drug systems, NGO schemes, pharmacies and so on. In this multiple system, States and 
districts would play a major role in strengthening those mechanisms that are most appropriate 
to each specific situation. National and State coordinators responsible for drug supply and 
management were to look into the availability of drugs, restrictions and pricing mechanisms. 
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4.3.3 Organization of work in a health facility to create an enabling environment for IMCI 
implementation (Egypt)

Organizing work at health facilities thoroughly is a key aspect of the IMCI strategy. It affects 
the quality of care provided, maximizes the use of available resources efficiently, enables IMCI 
implementation and influences final clinical outcome. The main aim is to provide the child with the 
whole scope of integrated care recommended in the IMCI guidelines. This topic was reviewed in 
this Consultation in three steps: first presenting country experience, then visiting a few health 
facilities to observe how work was organized and finally discussing impressions and comments in 
small groups and in a plenary session. 

The organization of work in a health facility is an element that encompasses all aspects of 
health systems support to IMCI and is therefore crucial to its implementation. The presentation of 
the Egyptian experience described country efforts to organize work at health facilities and 
highlighted the following points. 

Early planning. Plans to organize work at health facilities where staff will be trained in IMCI 
should be prepared well in advance, long before the first clinical training courses are 
conducted, and involve governorate and district levels. Plans should include all main aspects, 
such as responsibilities of health facility staff, arrangement of space and flow of patients, drug 
management, referral pathways, recording and reporting and supervision. 

Organizing patient flow and space. In Egypt, a national outpatient flow chart was developed 
and minimal requirements to rearrange existing space at health facilities were set to facilitate 
provision of child services at the facility, such as pre-screening of patients, clinical 
examination, immunization and counselling. The guiding principle was building on existing 
physical structures and systems. 

Reviewing responsibilities of health facility staff. Doctors were given a clear responsibility to 
technically supervise nurses. Nurses were entrusted with various tasks (registration, 
temperature and weight measurement, triage of patients, immunization, assessment of feeding 
problems, counselling). This allowed a more efficient distribution of case management tasks 
among facility staff and was the basis for designing IMCI training materials and curriculum 
for them. 

Ensuring drug availability. The Egyptian experience reiterated the importance of drug 
availability and management. The national essential drugs list was reviewed at an early stage 
of planning, some changes in drug policies occurred and drugs needed for IMCI were ensured 
within the Ministry of Health and Population annual procurement, while monthly drug 
availability forms were developed. A system was set up to keep drug samples in the 
examination room for counselling purposes. 

Facilitating follow-up care. A follow-up card was designed to be given to caretakers to 
facilitate the retrieval of the child record on the follow-up visit. A policy by local authorities to 
allow free-of-charge first follow-up visits was recommended to encourage caretakers to bring 
children back as advised. 
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Improving referral. Hospital referral feedback was considered particularly important to 
improve pre-referral care. 

Recording, reporting and supervision. The Egypt IMCI team developed a register to record 
information on cases and a monthly report form for case reporting. Work to address the issue 
of making IMCI classifications compatible with the national health information system was 
started after the early implementation phase was reviewed. Internal (within-facility) 
supervision was promoted, with doctors supervising nurses on IMCI issues. 

4.3.4 Field visit and group discussion outcome 

The presentation was followed by field visits to health facilities implementing IMCI and 
group discussions. The outcome of these sessions, during which participants agreed that 
organization of work at health facilities is an area that should be addressed early in planning, 
highlighted the following needs. 

Preparing an inventory of available human resources, reviewing job descriptions and tasks in 
relation to IMCI and developing appropriate task-oriented training tools 

Ensuring that all health providers involved in child care in a facility are trained in IMCI 

Assessing the existing flow of patients in health facilities introducing IMCI to ensure 
integrated management 

Developing mechanisms and aids for ensuring timely referral and feedback on referral 

Defining the type of key, minimum information required at each level for good planning and 
management and developing data collection tools accordingly; integrating tools for patient 
recording and reporting into the existing system 

Reviewing drug management system in the health facility and discussing ways for improving 
gaps; adopting a systematic approach to improve availability and access of drugs to the IMCI 
team, through review of national EDL and therapeutic guidelines, review of the drug 
distribution system and assessment of availability of drugs at district and health facility level; 
involving the national drug authority into the IMCI process. 

Addressing constraints and needs within each national context 

4.3.5 Links between IMCI and Roll Back Malaria (RBM) 

Malaria is an important public health problem in selected countries of the Region, with an 
estimated 15.5 million malaria cases occurring per year, mostly in five countries, namely 
Afghanistan, Djibouti, Somalia, Sudan and Republic of Yemen. Thus, some 60% of the regional 
population is exposed to malaria risk, mainly (75%) falciparum malaria. In the Eastern 
Mediterranean Region, the RBM initiative aims to: reduce mortality and morbidity in countries with 
high malaria transmission and mortality (Afro-tropical area and countries with complex 
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emergencies); virtually eliminate malaria deaths and control malaria transmission in countries 
where elimination of transmission is under way or feasible; and maintain the malaria-free status in 
the other countries which are malaria-free. 

Both the IMCI strategy and RBM initiative share some common objectives and similarities. 
In fact, both of them aim at reducing malaria mortality, strengthening the health system and taking 
concrete action at community level. There is a high need to link RBM with IMCI in order to have a 
more effective impact on malaria mortality and ensure more efficient use of human and financial 
resources, with joint efforts directed to:  

1. Building health workers’ capacity for using standard IMCI case management guidelines for 
children under five years of age, including management of severe febrile disease;  

2. Strengthening health systems to support both IMCI and malaria activities, including ensuring 
availability of drugs and other supplies, collaborating with national essential drug 
programmes in accordance with the national antimalarial drug policy, conducting integrated 
supervision of trained health workers, developing a single rational strategy for referrals and 
ensuring involvement of private commercial sectors, NGOs, civil society and other sectors of 
the government. 

3. Improving family and community practices through capacity building of community resource 
persons, utilization of same trained personnel and health education at community level, 
development of linkages between the health system and community. 

4. Conducting operational research to provide the evidence base for programme improvement.

Close collaboration between IMCI and RBM teams was expected at country level to plan for 
implementation, harmonize monitoring and evaluation tools, coordinate with partners, assisting 
through joint missions in channelling funding and monitoring. It was concluded during the 
discussions that RBM provides a good opportunity for partnership and joint activities as there is 
complementarity and a common interest of the two approaches. It was also mentioned that there is a 
need for IMCI and RBM focal points to collaborate closely in planning and implementing 
interventions at global, regional, country and district level.

4.3.6 Linking IMCI to the Better Parenting Initiative (Tunisia) 

Steps undertaken by the Ministry of Health in Tunisia to integrate child health programmes 
prior to the introduction of IMCI were described, such as the integrated health information system  
for EPI and growth monitoring, CDD and ARI and integrated supervisory visits. Another felt need 
in the Ministry of Health was to link the Better Parenting Initiative (BPI) with the IMCI strategy, 
within the framework of integrated management of mother and child health (IMMCH). 

BPI is a video based parents’ education programme for early child development, which aims 
at improving the understanding of parents and caregivers of early child development, by using a 
two-track approach: a community-based approach, by using existing community channels and 
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resources (NGOs, family planning associations, literacy programme teachers), and a media-based 
approach through television and radio spots with key messages. 

BPI was already implemented in 7 governorates in Tunisia: over 11 000 participants—mostly 
women—had been covered by the messages of the initiative and 237 animators had been trained in 
a 4-day communication skills course to conduct animation sessions for small groups of parents, in 
addition to 44 supervisors and trainers. 

It was planned to incorporate the BPI materials in the IMCI training course for health staff 
and to extend the initiative to all the remaining governorates.

Some constraints were identified, including lack of television/video-player and logistics 
(transport) in some rural areas, use of volunteer animators (implications for future sustainability) 
and too large size of groups of participants (>15). 

4.4. Improvement of family and community practices 

4.4.1 Introduction: Planning for the IMCI community component (WHO and UNICEF) 

Success in promoting child health depends on the quality of care that families and 
communities are able to provide to their children, including also appropriate care-seeking, and on a 
well functioning health system. The principles for planning interventions to promote family and 
community practices are: linkage with the health sector, building upon and adding value to existing 
community-based interventions and potential delivery channels, community participation and 
multisectoral involvement. Innovative ways of empowering caregivers with knowledge and skills 
should be based on a good understanding of local knowledge, practices and perceptions of 
communities. Important areas highlighted by UNICEF included, among others: establishment of an 
intersectoral working group on the IMCI community component, as an integral part of the IMCI 
working group; participatory situation assessment and analysis of home care—especially in relation 
to the key family practices—and care-seeking behaviour; development of a comprehensive 
workplan with specific objectives and targets, planning steps to select the interventions, community 
capacity building, monitoring and documentation of progress and evaluation; and identification and 
mobilization of partners and resources. 

4.4.2 Using results of IMCI community baseline survey (Egypt) 

The IMCI strategy was formally introduced in Egypt in 1997 and plans originally focussed on 
implementation in the health system. In 1999, when early implementation started, the national IMCI 
working group recognized the urgent need to plan for and develop also the IMCI community 
component. The following steps were undertaken:  

Establishment of national and local working groups; 

Orientation and awareness meetings to identify the resources needed and to sensitize related 
partners;
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Conduct of a baseline quantitative survey in the targeted districts; 

Planning for conducting a community assessment survey. 

The rationale for the quantitative survey was to provide a baseline against which the 
effectiveness of the intervention from the caretaker prospective could be measured. The results also 
helped highlight areas that would need additional, in-depth community assessment.  

4.4.3 Linking IMCI to existing, successful community interventions (Syrian Arab Republic) 

The Syrian experience was presented as an example of plans to establish links between IMCI 
and existing community development interventions, namely the Healthy Villages and Healthy 
District projects. The Healthy Village project, started in 1996, aimed at improving the quality of life 
in rural and marginal urban areas, attaining social development needs and self-reliance, in full 
partnership with the community and multisectoral support and coordination. It was seen as a means 
of support to the attainment of the health-for-all goals within the primary health care concept, with 
women and children as a priority and health as a main component. By the year 2000, 113 ‘Healthy 
villages’, with a total population of 300 000 people, were implementing the project. On the other 
hand, the ‘Healthy district’ project aimed at strengthening health services, developing health 
centres, assessing the current situation to identify priorities and planning and so on.

The IMCI approach was to link IMCI with the healthy villages project and with the health 
district project at all phases. This approach, in fact, benefits from the availability of data on health 
facilities and the community—collected by baseline surveys—and community empowerment to 
play a central role in health and readiness to support the health facility. Another important aspect of 
the healthy villages project that IMCI could build upon was the ‘baby friendly home’ component, 
that aimed at creating a favourable, safe and healthy environment to protect and promote child 
growth and development. 

4.4.4 Planning for the IMCI family and community component (Sudan) 

As in the case of Egypt, also Sudan developed its community component after starting 
implementing activities in the health system, based on a recommendation of the IMCI Review 
conducted in December 1999. A subcommittee for the community component was established in 
January 2000 to review existing key family practices and health messages, suggest interventions, 
identify partners and provide technical support to States. In the process of the review, that included 
field visits, in addition to the 12 key family practices identified by WHO and UNICEF, four other 
practices were proposed as relevant to the Sudanese setting. Plans for the community component 
were developed in a national workshop in October 2000 with PHC programmes managers, 
representatives of universities and other sectors, NGOs, WHO, UNICEF and UNFPA. Three areas 
for interventions were suggested: school-based interventions (national school health programme); 
community-based interventions; and facility-based interventions with training of supportive staff 
not targeted by IMCI training. 
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4.4.5 Group discussion outcome 

In the discussion following the presentations and the group work, the participants highlighted 
the following points: 

Several countries already reported to have a mechanism for working with communities to 
which IMCI can be easily linked, e.g. healthy villages, child friendly house, child friendly 
community, women club, child care centre, family health visitor and so on. 

In planning for the community component the following principles should be adopted:  

– Building on available community-based resources; 

– Creating a link between communities and health facilities; 

– Developing good communication strategies and building the skills of community-based 
staff; 

– Adopting a selective approach with prioritization of interventions to be integrated and 
harmonized with existing activities; 

– Developing indicators to monitor progress and outcomes; 

– Developing a motivating scheme and encouraging women participation; 

– Establishing a multisectoral collaboration mechanism; 

– Creating high political support; 

– Identifying partners (e.g., NGOs) that can help support district activities. 

The planning process should initially focus on an assessment of existing information, to 
identify information gaps that may need to be filled in by cost–effective studies (e.g., rapid 
qualitative study). In countries where quantitative household surveys have been conducted, 
baseline surveys for the community component of IMCI are not encouraged, unless they are a 
requirement for a project supported by donors. 

4.5. IMCI review 

A review of the initial experience gained with the IMCI strategy is usually conducted to 
complete the early implementation phase, assessing how plans have been implemented and 
resources used, identifying main constraints and proposing feasible solutions to strengthen and 
sustain IMCI implementation as this moves from the early to the expansion phase. The review 
process therefore results in a summary of lessons learned and a plan describing the scope, pace and 
emphasis of the expansion. To this end, documentation collected during the early implementation 
phase becomes an indispensable tool for the review  
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4.5.1 Review of IMCI early implementation; lessons learned from initial IMCI experience (Egypt) 

A review of the IMCI early implementation phase was conducted in Egypt in April 2000, less 
than a year since this phase started. While the WHO planning guidelines were considered crucial for 
planning at central and district level, a number of other important lessons were learned that were 
used as the basis for planning for the expansion phase: 

Strong political support plays a crucial role and needs to be maintained throughout 
implementation. When it was introduced in the country, the IMCI strategy was formally 
approved by the Minister of Health and Population, an IMCI Task Force was established and a 
national IMCI coordinator was nominated.  

Early and regular involvement in the IMCI planning and adaptation process of university 
faculty members is critical to providing the necessary endorsement of the IMCI technical 
guidelines by the scientific community and sustaining it in the long term. In Egypt, this 
approach was based on earlier experience with CDD and ARI and led to the incorporation of 
the IMCI technical guidelines into the undergraduate curriculum in selected medical schools, 
starting with Alexandria University as early as 1999. 

Establishing and adhering to quality standards for planning and implementation maximizes 
the potentials for training and health service delivery. 

Capacity building of central and district staff for planning, training and follow up is a 
component of the strategy essential to its decentralization. An important role in this is played 
by the conduct of situation analyses in the selected districts and planning workshops, in 
addition to training. 

Decentralization of planning and implementation to the district level is a key prerequisite for 
introducing and implementing the strategy, more so in the expansion phase. 

Improving the organization of work at health facilities is a key feature to improving quality of 
service delivery. 

Regular updates with health partners, including donors, on progress of IMCI implementation 
help ensure financial and technical support. 

A critical role in the review process was played by the documentation of such aspects of the 
strategy as IMCI planning and management structures at central and district levels, process of 
adaptation of the technical guidelines, quality of training and follow-up, facility support and so on. 
The review emphasized the need to start developing the component on family and community 
practices. It also highlighted the substantial demand on time and financial resources of the current 
training programme and supported the need for operational research to try and compare the 
effectiveness of a revised, shorter training curriculum. 
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4.6. IMCI expansion phase 

4.6.1 Challenges for going to scale 

Sudan started expanding the implementation of the IMCI strategy after the early 
implementation phase was reviewed in December 1999. The plans for the expansion relied on the 
lessons learned during that phase, aiming at consolidating the achievements obtained in the ‘early 
districts’ and introducing the strategy to two new States (River Nile and Sennar States). Thus: rapid 
assessment surveys were conducted in the new districts; senior paediatricians, university staff, 
district leaders and partners from other sectors and NGOs were involved early in the process; all the 
three IMCI components (including the community component) were started in the introductory 
phase; the selection of new districts for expansion followed the health area policy linked with the 
health sector reform process; and a partnership was established in planning and implementation 
between new districts and early implementation districts. A Ministerial decree formally endorsed 
the strategy in the new States. 

A number of important challenges were recognized when going to scale, mainly related to 
financial and human resource needs. These constraints were shared also by participants from other 
countries during the discussion, mainly: 

The high demand of the current 11-day in-service training, calling for the development of 
alternative approaches and mechanisms to accelerate implementation. Approaches under 
consideration and development by WHO include a distant learning and a computer-based 
training packages, while the effectiveness of a shorter, six-day training curriculum for doctors 
is being evaluated in Egypt. 

The turnover of health providers already trained in IMCI, that tends to hamper achievements 
and requires new financial and personnel investments in capacity building efforts.  

Issues in drug availability and management and referral, that require further efforts. 

4.7. IMCI updates 

Care for Development. The review ‘The Critical Link’ has demonstrated that it is possible to make 
a significant impact on child development by implementing relative simple interventions, using a 
counselling approach. The IMCI strategy provides a suitable vehicle for delivering the 
interventions. Guidelines have been developed that focus on active and responsive feeding of the 
child, play activities to stimulate learning and communication with the child. The approach follows 
the principles of IMCI, by assessing, advising and counselling and identification of children in need 
of referral. The guidelines have been developed for incorporation into the IMCI guidelines for first-
level health workers, but they are also suitable for use by community health workers, feeding 
programmes and community-based interventions. WHO has developed supportive materials, i.e. the 
counselling guide, adaptation guide, video for training and video for advocacy (under 
development). About eight extra hours of teaching may be required if the guidelines are 
incorporated into the IMCI guidelines for first-level health workers. 
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After the presentation, participants much welcomed the incorporation of the care for 
development approach within the IMCI strategy and felt that the development of guidelines to 
promote this aspect of care is an important and necessary new development to promote child health. 
The BPI example was also received with great interest. In the discussion, the following points were 
raised: 

To promote care for development, a broad approach is needed involving multiple sectors, 
including the education system.  

The ‘Care for development’ guidelines can be easily integrated during adaptation or promoted 
in a follow-up training package for health workers already trained in IMCI.

WHO was interested to work with countries to implement the guidelines and develop a 
broader approach using the guidelines in the context of the community component.

Referral care. The guidelines ‘Management of the child with a serious infection and severe 
malnutrition’ for care at first referral level facilities are now available for use. They complement 
and are fully compatible with the IMCI guidelines for first-level health workers. WHO is working 
with countries to identify feasible and effective ways of implementation. The guidelines are suitable 
for use in pre-service training. Guidelines and a draft training course for management of severe 
malnutrition are also available. 

In the discussion, participants expressed concern on what to do when referral is not possible. 
WHO is sponsoring a project that aims to develop feasible solutions based on country assessment. 
They will require a policy dialogue, upgrading of selected first level health facilities, capacity-
building of staff and careful monitoring. 

Update on Integrated Management of Pregnancy and Childbirth. Worldwide, about 3 million 
deaths occur annually in the neonatal period, due to mostly preventable causes. WHO, in 
collaboration with UNFPA, UNICEF, World Bank and other partners, is developing guidelines for 
the Integrated Management of Pregnancy and Childbirth (IMPAC). The strategy focuses on three 
components and is fully compatible with IMCI. Tools include obstetric and neonatal care manuals 
for district hospitals, midwifery modules for facilities with maternity care and essential care 
practice guidelines for first-level health workers. There will be guidelines addressing health system 
and community components as well. 

In the discussion, it was emphasized that: 

The life cycle approach provides a useful framework for illustrating the continuum of care that 
is required from pregnancy through childhood and adolescence. 

IMPAC is a strategy that aims at building upon the achievements of safe motherhood, 
providing a process for identifying priority areas to be addressed and giving the norms and 
tools against which to evaluate or define the required standards of care focusing on the health 
system as well as the community. 
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IMPAC is fully compatible with IMCI and countries together with WHO will capitalize on 
these synergies, for example by promoting common interventions for improving health 
systems as well as addressing communities. 

IMCI costing tool. The IMCI costing tool is a reliable tool to estimate the costs of introducing and 
implementing IMCI in a country. The tool is composed of four models, to estimate, respectively: 
start-up costs, expansion costs, recurrent costs and costs for implementing the community 
component. The tool requires expert guidance and during the next biennium experiences will be 
gained on its implementation.  

Monitoring and evaluation. In order to assess progress in IMCI implementation, periodic 
measurement of indicators and critical information of a representative sample of children and health 
facilities is needed. A set of priority indicators for IMCI has been developed and agreed by an 
interagency working group of implementation partners to measure progress in each of the three 
components. A health facility survey instrument has been developed to measure facility-based 
indicators and is in final draft. To measure household indicators, a number of tools are available 
from which the most suitable can be selected and adapted for assessing household practices.

WHO has also mounted a multicountry evaluation to measure IMCI effectiveness, cost and 
impact. The evaluation has been initiated in four countries, while another six countries will join in 
the near future. The objectives are: to document the effects of IMCI interventions on health workers 
performance, health systems and family behaviours; to determine the impact of the IMCI strategy as 
a whole on child health (nutrition, mortality); and to evaluate the cost-effectiveness of the strategy. 
The evaluation is based on a model of impact that carefully tracks the inputs and the eventual 
outcomes and impact in terms of improving nutrition, care in the home and morbidity and mortality 
changes. It will track other interventions that are implemented and will estimate the relative 
contribution of each on the observed impact on child health. 

Impact of nutrition counselling on health worker performance, caretaker practices and child 
growth. A study conducted in Brazil has demonstrated that the nutritional counselling provided by 
first-level health workers trained in IMCI had a significant impact on the nutritional status of 
children less than two years of age. The study assessed the impact of IMCI training on health 
worker performance, caretaker knowledge and practices, using a recall period of 180 days. The 
impact on weight gain during that period compared to children seen by a non-trained health worker 
was significant.

A review of five studies conducted in different countries has shown the impact of 
breastfeeding counselling on exclusive breastfeeding rates, using the approach recommended by 
WHO and UNICEF. The IMCI strategy includes interventions for instructing health workers on 
basic breastfeeding skills as part of the 11-day course and training in breastfeeding counselling at 
the first referral level. A package for peer counsellors in the community is under development. In 
this Region, many countries have already introduced breastfeeding promotion activities that should 
be fully linked and further developed with IMCI.
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5. CONCLUSIONS AND RECOMMENDATIONS 

The conclusions and recommendations made at the WHO/UNICEF Intercountry Meeting of 
National IMCI Coordinators in Damascus, Syrian Arab Republic, in July 1999, remain valid and 
were reaffirmed (see Annex 4). 

Based on the country experiences presented and shared and the output of discussions, the 
participants in this consultation made the following conclusions and recommendations. 

Conclusions

Considerable progress has been made within countries of the Region to adopt and implement 
all aspects of the IMCI strategy. 

The IMCI strategy has proven to be flexible and meet the diverse needs and development 
goals of countries in the Region. 

The experience of countries has demonstrated that IMCI is not a new vertical programme but 
an approach to improve quality of health care for children in the health system and in the 
home, building upon existing programmes and interventions. 

Evidence is accumulating in the Region that IMCI implementation is making a change in: 

– The quality of care provided in health facilities through improved health providers skills, 
better organization of work, more efficient distribution of tasks, availability and rational 
use of drugs, and strengthened facility support.

– Building intersectoral partnership by mobilizing partners at all levels, organizing them 
around the common framework for improving child health. 

– Strengthening the health system by stimulating policy development and implementation 
(essential drug policy, human resource policy, health sector reform). 

IMCI has proven to be a useful strategy to fit within the process of health sector reform and 
decentralization and provides the necessary process and tools to build capacity at district level. 

IMCI in-service training is of high quality but demanding, requiring the development of 
alternative approaches without compromising quality and effectiveness. 

Introducing IMCI into the pre-service training is essential for the sustainability of the strategy. 
Good progress has also been made in identifying effective approaches for introducing IMCI in 
pre-service curriculum, providing guidance for other member states in the Region. Involving 
academia since the early beginning of IMCI introduction has proved to be a critical factor. 
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Based on the experience gained in implementing the community component, the following 
planning principles were recognized as key to success: 

– Building on available community based resources; 

– Creating a link between communities and health facilities; 

– Developing good communication strategies; 

– Upgrading the skills of the community based agents; 

– Prioritizing interventions to be fitted within already ongoing activities, based upon local 
situation and needs; 

– Developing a motivating scheme and encouraging women participation according to the 
country situation; and 

– Creating strong political support.  

The regional experience has shown that IMCI review and re-planning meeting is an important 
milestone to identify lessons learned and solutions to overcome constraints as a basis for a 
sustainable expansion. Careful documentation is a prerequisite for the success of the review 
exercise.

Recommendations 

1. Countries should start simultaneous planning and implementation of all the three IMCI 
components at the early introduction of the IMCI strategy in a country. 

2. The IMCI strategy should be fully integrated into the relevant components of the health 
system in a country. 

3. To ensure sustainable expansion, countries should create broad partnerships involving all 
relevant partners to ensure that IMCI is linked to all relevant programmes and initiatives, such 
as Health Sector Reform, Early Child Development, Roll Back Malaria, Healthy Villages and 
others.

4. WHO/UNICEF should accelerate the development of in-service training alternatives that 
maintain the same quality as the current training approach but are less demanding. 

5. Pre-service training should start once the adapted IMCI clinical guidelines have been tested 
and found to be appropriate during the early implementation phase. 

6. Countries should continue to give due emphasis to strengthening essential components of 
health systems such as availability and affordability of essential drugs, integration of 
supervision and health information systems (HIS) and access to quality referral care. 
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7. In planning for the community component, countries should adhere to the principles found by 
the consultation to be most useful to ensure successful implementation of the family and 
community component. 

8. Countries should carefully document IMCI implementation and collect information to show 
achievements, outcomes and cost effectiveness and use this information as a basis for IMCI 
review and re-planning. 

9. While introducing the IMCI strategy, governments should continue to support integrated CDD 
and ARI activities in those areas not yet covered by IMCI, with a clear plan for phasing in 
IMCI as soon as feasible. 

10. Countries and international partners should work towards achieving an integrated approach 
for improving maternal and child health, building upon available resources and linking 
strategies and interventions such as integrated management of pregnancy and childbirth 
(IMPAC) and IMCI. Participants agreed in principle that the next IMCI intercountry meeting 
would be conducted in 2001. 
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Annex 1 

AGENDA

1. Opening session 
2. Election of officers and adoption of the agenda 
3. Global and regional progress in IMCI implementation  
4. Linking IMCI into supported HSR (World Bank projects)  
5. Briefing on Roll Back Malaria activities in countries of the Region and linking it to IMCI 
6. IMCI early implementation phase 

IMCI from introduction to early implementation phase  
Improving health workers’ skills and sustaining performance 
– Role of IMCI in-service training in improving quality of care 
Future sustainability: IMCI pre-service training 
Improvement of health system support to IMCI 
– Ensuring availability of drugs needed 
– Organization of work in a health facility to create an enabling environment for IMCI 

implementation 
Field visits to IMCI health facilities and to IMCI pre-service training centre and group work 
Improvement of family and community practices 
– Planning for IMCI community components (UNICEF/WHO) 
– Using results of IMCI community baseline surveys 
– Linking IMCI to existing successful community interventions
IMCI reviews 
Review of IMCI early implementation: lessons learned from initial IMCI experience 

7. IMCI expansion phase 
IMCI expansion phase challenges to going to scale 

8. IMCI updates 
Global update on developmental aspects IMCI (IMCI monitoring and evaluation tools, MCE, 
IMCI referral care guidelines, care for development, IMPAC etc.) 
Update on the operational research at the global level 
Update on the operational research at the regional level 

9. Conclusions and recommendations 
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Annex 2

PROGRAMME

Sunday, 19 November 2000 
08:30–09:00 Registration 
09:00–10:45  Opening session 
10:45–11:00  Introduction of participants, objectives of meeting and adoption of agenda
11:00–11:10 Administrative announcements and election of officers  

Global and regional progress in IMCI implementation  
11:10–11:25 IMCI global briefing–WHO/HQ 
11:25–11:40 IMCI regional briefing–WHO/EMRO
11:40–12:10 UNICEF HQ/Regional briefing 

IMCI early implementation phase  
12:10–12:20 Introduction to the sessions–EMRO  
12:20–12:40 IMCI from introduction to early implementation phase–Pakistan  
12:40–14:00 Discussion and conclusions 

Improving health providers skills 
14:00–14:20 Role of IMCI in-service training in improving quality of care–Morocco 
14:20–14:50 Discussion and conclusions 

Looking towards a sustainable IMCI future: IMCI pre-service training  
14:50–15:00 Introduction to the session–EMRO  
15:00–15:15 Planning for IMCI pre-service training–Morocco 
15:15–15:45 IMCI Preservice experience–Lessons learned–Egypt 
15:45–16.00 Discussion and conclusions 
16:00–16:20 Linking IMCI to health sector reform (HSR)–World Bank 
16:20–16:30 Discussion and conclusions 
16:45–19:15 Individual country meetings 

Monday, 20 November 2000 
Improvement of health system support to IMCI  
08:00–08:05 Introduction of the session–EMRO
08:05–08:35 Ensuring availability of drugs needed–Sudan 
08:35–08:55 Organization of work in a health facility to create an enabling 

environment for IMCI implementation–Egypt 
08:55–09:15 Discussion and conclusions 
09:15–09:30 Briefing on the visit to health facilities 
09:30–12:30 Visit to health facilities implementing IMCI  
12:30–16:00 Group work on the organization of work at health facility 
16:00–16:30 Presentation of the report, discussion and conclusions 
16:45–19:00 Individual country meetings 
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Tuesday, 21 November 2000 
08:30–08:45 Briefing on the visit to Alexandria University–Egypt  
08:45–12:00 Visit to El Shatby University Children’s Hospital  
12:00–14:00 Group discussion on the visit 
14:00–14:15 Presentation of discussion outputs by groups 
14:15–14:30 Plenary discussion and conclusions 
14:30–14:50 Links between IMCI and Roll Back Malaria (RBM)–EMRO 
14:50–15:00 Discussion and conclusion 
15:00–15:20 Update on care for development–WHO/HQ 
15:20–16:30 Linking IMCI to the Better Parenting Initiative–Tunisia 
16:30–19:00 Individual country meetings 

Wednesday, 22 November 2000 
Improvement of family and community practices  
08:35–09:05 Planning for IMCI community component–UNICEF 
09:05–09:25 Using results of IMCI community base line survey–Egypt 
09:25–09:45 Linking IMCI to existing, successful community interventions–Syrian 

Arab Republic 
09:45–10:30 Discussion 
10:30–12:00 Group work on the IMCI community component 
12:00–12:30 Preparation of the group work report 
12:30–14:00 Presentation of the report, discussion and conclusions 

IMCI review  
14:00–14:10 Introduction–EMRO 
14:10–14:30 Review of IMCI early implementation; lessons learned from initial IMCI 

experience–Egypt
14:30–15:00 Discussion and conclusions 

IMCI expansion phase  
15:00–15:20 Challenges to going to scale–Sudan 
15:20–16:00 Discussion and conclusions 
16:15–18:30 Individual country meetings 

Thursday, 23 November 2000 
08:30–09:30 IMCI updates on:
 Referral guidelines (Management of a child with serious infection or 

severe malnutrition) 
 IMPAC 
 IMCI monitoring and evaluation 
 IMCI costing tool 
 Research on impact of IMCI nutrition counselling on health worker 

performance, caretaker practices and child growth 
09:30–11:00 Discussion 
11:00–12:00 Comments on the draft report and recommendations 
12:00–13:00 Closing of the meeting 
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LIST OF PARTICIPANTS 

AFGHANISTAN 
Dr Mustafa Zamarai 
Paediatrician 
Indira Gandhi Children’s Hospital 
Kabul

EGYPT  
Dr Esmat Mansour 
PHC Undersecretary 
Ministry of Health and Population 
Cairo 

Dr Said Madkour 
National IMCI Coordinator 
NCDDP Manager 
Ministry of Health and Population 
Cairo 

Dr Nagwa Khallaf 
ARI Executive Director 
Healthy Mother/Healthy Child Project 
Ministry of Health and Population 
Cairo 

Dr Naira Abdulal 
IMCI Coordinator
Ministry of Health Children’s Hospital 
Alexandria

ISLAMIC REPUBLIC OF IRAN 
Dr Hormoz Mozafari 
Scientific Member of Shaheed Beheshti 
University of Medical Sciences and a Member of Iranization Committee of IMCI 
Teheran 

Dr Bahram Delavar 
Director General for Family Health 
Manager for National IMCI Programme 
Teheran 
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MOROCCO
Dr Abdelwahab Zerrari 
Directorate of Population 
Ministry of Health 
Rabat

Dr Mohamed Farhaoui 
Medecin Chef du SIAAP 
De Agadir Ida Ou Tanane
Agadir

Professor Nezha Mouane 
Faculty of Medicine 
Rabat

PAKISTAN  
Dr Syed Raza Mahmood Zaidi 
Dy National Project Coordinator 
Primary Health Care 
Federal Ministry of Health 
Islamabad

Dr A. Hameed Chunghtai 
District Health Officer 
Multan

SAUDI ARABIA 
Dr Mansour Al Youssef  
Assistant Director General for Health Centers and Officer-in-charge for IMCI 
Ministry of Health 
Riyadh

Dr Yagoob Nyaz 
Assistant Director General Health Centers For Quality Assurance 
Ministry of Health 
Riyadh

SUDAN
Dr Abdel Gaffar Ali Adam 
Director General Primary Health Care 
Federal Ministry of Health 
Khartoum
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Dr Samia Mohammed El Hassan 
IMCI Coordinator 
Federal Ministry of Health 
Khartoum

Dr El Wathig Bellah Ali 
Project Officer 
CDD/ARI Programme 
Federal Ministry of Health 
Khartoum

SYRIAN ARAB REPUBLIC  
Dr Sahar Mosleh 
Chief of IMCI Project
Ministry of Health 
Damascus

Dr Mazen Khadra 
Director Primary Health Care and IMCI Coordinator 
Ministry of Health 
Damascus

Dr Khaled Bardee 
PHC Directorate 
Community group in IMCI Programme 
Damascus

TUNISIA  
Dr Mounira Garbouj 
Director, Primary Health Care  
Ministry of Public Health
Tunis 

Dr Ridha Djebeniani,
IMCI Coordinator 
Ministry of Public Health 
Tunis 

REPUBLIC OF YEMEN 
Dr Abdul Karim Ali Shiban 
Deputy Minister for Health and Medical Services 
Ministry of Public Health 
Sana’a
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Dr Khadija Mohammed Al-Dumini 
IMCI National Coordintaor 
Ministry of Public Health 
Sana’a

Dr Ahmed Al-Awadi 
Ministry of Public Health 
Sana’a

Dr Nafisa Hamoud Al Gaifi 
Chairperson of Adaptation IMCI 
Sana’a

OTHER ORGANIZATIONS 

JOHN SNOW INC. 
Dr Reginald Gipson 
Chief of Party, John Snow Inc., 
Healthy Mother/Healthy Child  
Cairo 

Dr Mohsen El Said 
Child Survival Programme Manager 
Cairo 

USAID/EGYPT 
Dr Nahed Matta 
Team Leader for the Healthy Mother/Healthy Child Project (HM/HC) 
Cairo 

Dr Emad Yanni 
Project Management Specialist For NGO and community activities 
Cairo 

Dr Chris McDermott 
Director of Population and Health Division 
Cairo  

WORLD BANK/EGYPT 
Dr Alaa Hamed 
Senior Health Specialist 
Cairo 
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UNICEF SECRETARIAT 

UNICEF/HQ
Dr Vincent Orinda 
Senior Adviser, Child Health 
New York 

UNICEF/MENARO
Dr Ahmed Magan 
Regional Health Adviser 
Amman

UNICEF/Egypt 
Ms Amira El Malatawy 
Project Officer, SafeMotherhood 
Cairo 

Mr Noeman Al Sayyad 
Project Officer 
Cairo 

UNICEF/Iraq
Dr Haydar Nasser 
Project Officer 
Baghdad

Dr Najmaldin Hassan Hamed 
Assistant Project Officer 
Suleimaniyha

UNICEF/Jerusalem
Dr Nadim Al-Adili 
Health Officer 
Jerusalem

UNICEF/Tunisia 
Dr Kamel Ben Abdallah 
Health Officer 
Tunis

UNICEF/Republic of Yemen 
Dr Magdi Bayoumi 
Health Officer 
Sana’a
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Dr Zuhair Hallaj, Acting WHO Representative, WHO/Egypt 

Dr Suzanne Farhoud, Regional Adviser, Child and Adolescent Health, WHO/EMRO 

Dr Sergio Pièche, Short-term Professional, Child and Adolescent Health, WHO/EMRO 

Dr Bernadette Daelmans, Short-term Professional, Child and Adolescent Health, WHO/HQ 

Dr Pierre Mazars, Short-term Professional, IMCI, WHO/EMRO 

Dr J. Liyanage, Associate Professional Officer, IMCI, WHO/Pakistan

Dr Ahmed Shadoul, Medical Officer, IMCI, WHO/Sudan 

Dr Hoda Atta, Medical Officer, Roll Back Malaria, WHO/EMRO 

Dr Ahmed Madkour, WHO Temporary Adviser

Ms Ingi El-Manasterly, Secretary, Child and Adolescent Health, WHO/EMRO 

Mrs Mona Nassef, Senior Secretary, Division of Health Protection and Promotion, WHO/EMRO 
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Annex 4 

CONCLUSION AND RECOMMENDATIONS OF THE WHO/UNICEF INTERCOUNTRY 
MEETING OF NATIONAL COORDINATORS FOR INTEGRATED MANAGEMENT OF 

CHILDHOOD ILLNESS (IMCI)  

Damascus, Syrian Arab Republic, 11–15 July 1999 

CONCLUSION 

The participants concluded that IMCI as a flexible strategy to child health contributes to major 
child health objectives in all countries in the Region irrespective of their socioeconomic 
conditions, epidemiology and status of the health system. IMCI should be recognized as a 
strategy to promote equity through the provision of quality care to all children. 

The meeting reinforced IMCI as a strategy that contributes to the objectives of health sector 
reform through increased efficiency and quality of services, and that has potential to improve 
equity and sustainability. A number of countries have already included IMCI as an element of 
health sector reform. 

Participants recognized the value of the major partnership available (UNICEF, World Bank, 
WHO, bilateral donors, governments) for supporting and promoting child health through the 
IMCI strategy in the countries of the Region. 

Participants emphasized that sustainability and the achievement of adequate coverage of IMCI 
in-service training remain major issues for IMCI implementation. 

Participants pointed out that perinatal and early neonatal mortality contribute substantially to 
mortality in children under 5 years in most countries of the Region and that there is a need to 
address them in IMCI. 

It was agreed that the next IMCI consultative meeting will be conducted in the year 2000 to 
discuss the progress made in all aspects of IMCI implementation, with special focus on 
improving family and community practices. 

RECOMMENDATIONS 

To governments and partners 

1. National IMCI working groups at country level should actively establish a link between IMCI 
and the health sector reform programme early in the process of IMCI introduction. 

2. The IMCI strategy should be built on the achievements of existing programmes and 
strategies.
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3. IMCI should actively replace disease-specific, child-related programme activities (e.g. 
CDD,ARI) covered by IMCI in those geographic areas where IMCI is implemented. 

4. In all countries of the Region, partnerships for IMCI at national and local levels should be 
established or strengthened where already in place. The collaborative experience should be 
documented. In the next IMCI consultation meeting countries should be asked to provide an 
update on how partnerships have been established and sustained. 

5. Alternative approaches to the current 11-day IMCI case management training course should 
be defined and tested as possible ways towards IMCI sustainability and adequate training 
coverage. In addition, concerted efforts to identify approaches to introduce IMCI into the 
teaching of medical and paramedical training institutions should be made. 

6. An efficient link between IMCI and breastfeeding counselling needs to be establishes at all 
stages of the planning and implementation process through the involvement of key 
breastfeeding programme staff in IMCI adaptation and planning at central and district levels, 
and through promoting breastfeeding counselling courses at all levels within the context of 
IMCI. The breastfeeding counselling training courses should, where possible, be conducted 
before initiating the IMCI expansion phase. 

7. Each country should identify priority areas for IMCI implementation and this will serve as a 
basis for negotiating WHO and UNICEF support. 

8. During the IMCI planning and early implementation phases, efforts should be made to ensure 
compatibility of IMCI and the current health information system in the country in order to 
avoid potential confusion at the health worker level. Several options presented by WHO may 
be considered by the countries. 

To WHO and UNICEF 

9. WHO, UNICEF and other partners should enhance their support for IMCI in general, but 
especially to further develop and implement family and community component of IMCI and 
assist in the systematic documentation of the experience. 

10. Lessons learned from adaptation in countries with respect to specific technical issues (e.g. 
wheezing, sore throat, etc) should be documented and fed back to countries. 

11. WHO and UNICEF should accelerate the development of guidelines to cover perinatal care 
(up to the first week of life). These guidelines should be compatible with IMCI. 
Simultaneously, the agencies should work directly with countries in the Region to develop 
strategies to reduce perinatal mortality. 

12. WHO and UNICEF should develop guidelines to address emerging child health priorities in 
the Region. Examples of such priorities include the prevention and management of injuries, 
poisoning and psychosocial development, including sensory impairment. 


