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The Analytic Review (AR) of the IMCI strategy is a joint effort undertaken by DFID, UNICEF, USAID, WB, and WHO to look critically at the experience gained to date with the IMCI strategy.  The review aims at defining better the possible contribution of IMCI in addressing the remaining challenges in child health, providing information to achieve a greater impact on child health outcomes, understanding how partners could improve coordination and support to interventions needed to improve children’s health and development, and providing input to discussions on investment strategies for child health and development.

A Steering Committee was created to oversee the analytic review process.  It held its first meeting during the Global Consultation on Child Health and Development in Stockholm on 13 March 2002.  During the second meeting of the Steering Committee, held on 2 September in Geneva, it was agreed to hold a mid-term review meeting after the completion of three country visits.  This mid-term review meeting took place on Tuesday 29 October, at DFID HQ, in London.

Meeting Objectives

· Share information on progress made and briefly review the AR process;  

· Based on the agreed upon AR objectives and information framework, review the type of data collected to date, identify possible gaps and recommend procedures to fill these gaps:  

· Reach a common understanding on the scope and limitations of the financial information being collected and its possible use; and

· Review plans and agree on next steps.

Meeting Participants:

Genevieve Begkoyian (UNICEF), Fiona Lappin (DFID), Alistair Robb (DFID), Martin Smith (DFID), Marion Kelly (DFID), David Robinson (DFID consultant), Hans Troedsson (WHO)

Samira Aboubaker (WHO), Thierry Lambrechts (WHO), Joy Riggs-Perla (USAID consultant), Maria Francisco (USAID), Oscar Picazo (Health economist consultant, USAID/SARA), Laura Altobelli (USAID consultant).

Review of activities, presentations and discussions 

The meeting agenda is available in Annex 1. 

An exhaustive review of documents available at global and local levels, interviews of key informants and AR workshops had been conducted in three countries, as agreed upon during the September Steering Committee meeting.  In each country the AR review team consisted of representatives of DFID, USAID, WHO HQ and RO.  UNICEF regional staff participated in one country visit.  WHO country staff (namely National Programme Officers and Medical Officers) participated fully in the country activities.  The WB has been unable to participate to date.  The reasons for the selection of the countries visited to date were:

· Zambia: country with low socio-economic status; high infant and child mortality rates and poor and sometimes worsening child health indicators; high HIV prevalence; several years of experience with rigorous decentralization; weak health system. 

· Indonesia: fast economic development severely hit by Asian economic crisis; relatively low infant and child mortality rates and “medium-range” child health indicators; low HIV prevalence (but expected to rise quickly); first steps in decentralization; good health system extending up to the village level (village-based birth attendant); growing importance of private sector, important differences between richest and poorest quintiles; important disparities in health and economic development

· Egypt: steady decrease in infant and child mortality and continued improvement of child health indicators; low HIV prevalence; highly centralized health system and vertical health programmes; important private sector; large and sustained external donor input into child health programmes.  

During the meeting, presentations followed the information framework and the different AR steps outlined in the document “analytic review process” available in Annex 2 for easy reference.  Egypt was taken as an example and similarities or discrepancies with the two other countries were highlighted.  The presentations allowed participants to better understand the depth of the review process, the range of data collected and the issues that were beginning to emerge.    

The presentations triggered lively discussions and participants made many observations and raised questions.  These questions and observations should not be considered as preliminary results of the review but as issues that will be further documented and considered during the final analysis.  For example:

General child health

· In general child health programmes, including IMCI, are addressing the major child health issues.  The epidemiological situation in some countries is changing rapidly and this, along with the constraints imposed by targeted project funding, may lead to child health activities lagging behind the changes.  It was noted that the perception of the major child health issues in some countries may not be borne out by the limited data made available.

· Major global initiatives with a small range of target outcomes (e.g., Global Fund, Gain,) may have more influence than more holistic approaches.  This may be particularly so where the total funding envelope is small or where the implementers (e.g. the Districts) can be influenced directly by the initiatives

· There seems to be a widespread knowledge about the international strategies to reduce poverty and reach the Millennium Development Goals.  However, national authorities, partners and WHO do not often take into account these global goals when planning child health interventions in countries.  Hence the concern that these goals will not be achieved.

Health services

· Health sector reforms and decentralization may offer opportunities but may also create challenges for child health programmes, including IMCI, especially where resources are limited.  In particular, the AR has seen difficulties with targeting of vulnerable groups and the maintenance of national standards of quality.  Decentralisation may require districts to select their own child health priorities.  This requires clear definitions of the programmes and interventions and their requirements and advantages.  The technical capacity of the peripheral levels often lags behind the managerial capacity.   Systematic planning and implementation of national child health programmes, as seen in Egypt, would be hampered by decentralisation of the sort seen elsewhere by the Team.

· The proportion of first level child health care that is provided by the private sector varies widely among countries, although there are problems of loose definitions and inadequate data.  The possible roles of the private sector need to be taken into account when planning child health interventions, including IMCI.  This role may be different from rather than an extension of the role of the public sector.

· Information on geographic or socio-economic distribution of mortality and morbidity and their determinants may be available in countries, but the ability of the health system to respond to inequities may be limited by lack of resources at the level responsible for implementation or by policies which discourage uneven distribution resources, or by donor preference.  

IMCI - general

· “IMCI” is a well-known acronym.  Its definition or perception is somewhat loose, varying from a “training package for management of a few diseases” to a comprehensive child health strategy which includes multiple interventions and age-groups (neonates, children, community interventions, health system interventions, etc.).  The wide variation of definitions and implemented activities seen by the Team reflects different national needs and circumstances.  More precisely defined frameworks for IMCI may more easily attract policy support or funding.

· IMCI is seen by some as the logical successor of the CDD and ARI programmes.  There is also a perception that “there is nothing new in IMCI”.  Previous (e.g., CDD, ARI) and current (e.g., RBM, EPI, TB) separate programmes had specific interventions linked to scientific or technologic advances to deliver: ORS for CDD, vaccines for EPI, cotrimoxazole for ARI, impregnated bednets and antimalarials for RBM, DOTS for TB.  IMCI does not introduce new technology or treatment and is seen more as a way of improving the delivery of care.  As such it may be seen as depending more on the capacity of the health system.  IMCI may therefore be less immediately attractive to national health authorities and their collaborating partners.

IMCI – skills development

· In-service training of health workers in first-level facilities remains the most wanted, visible and completely implemented IMCI activity.   It has proved its effectiveness and is being adopted or being considered for adoption as a tool by RBM, HIV/AIDS and others.  It is seen as expensive.  It is largely donor driven, which may reduce its sustainability.

· IMCI undergraduate and pre-service training entail very different approaches in different countries, from a two-hour orientation session to a full training similar to in-service training, and from a no-cost introduction to expensive curriculum modification.  The impact of pre-service training in IMCI on first-level health worker skills, which will depend in part on the role of the trained doctor or health worker at the first level health facility, has yet to be demonstrated in the countries visited by the Team.

· The introduction of IMCI, irrespective of its content (in terms of components) or coverage usually leads to the discontinuation of CDD and ARI activities.  In the countries visited by the Team anecdotal evidence suggests an increase in the number of cases of severe dehydration and a drop in ORT use rate in areas where IMCI has not yet been implemented.

IMCI –Health system strengthening

· When resources are available and central-level management is strong, IMCI can have a positive effect on selected health system issues such as drug availability, district planning and supervision.  The potential for direct action, beyond advocacy, may be less in decentralized systems, particularly where resources are limited.

· Sustained routine support/supervision is crucial for improvement in care in the health facility or the community.  This is difficult to achieve without appropriate resources, and collaborating partners usually do not give it the necessary priority.

IMCI – community child health

· There is a widely expressed view that IMCI should have an important part to play in the community.   In the countries visited so far by the Team the role of IMCI in the community is not clear and the available tools for community assessment have not proved to be practical.

· Health authorities may not have a comprehensive view of what community interventions for child health could be.  It should not be assumed that the MoH will play the major role in community health interventions.

· Many child health programmes have a community component and there may be community development and health activities going on in communities with the support of NGOs and others.  IMCI may contribute effectively to ongoing activities in such situations.  To make such partnerships possible IMCI must be able to define its role clearly and be able to offer practical tools.  In the countries visited so far by the Team the expectation has been that IMCI should be able to assist particularly with improving outreach, strengthening the link between the community and the health facility and improving the case management capacity of community health workers.

· Achieving and maintaining the skills needed for outreach or community-based activities will require training and supervision, which has considerable financial and staffing implications.  Although government funds may not be available for these activities, NGOs and others primarily concerned with community health activities may be interested in supporting them.

Funding and allocation of funds for child health programmes

· The AR needs to improve the collection of financial information and utilization data.  Many data have been brought back from Zambia.  A local consultant is currently compiling additional data in Indonesia based on a matrix agreed upon during the visit of the AR team to the country.  Access to financial information has been difficult in Egypt, but there is some hope that additional information will be sent soon.  A senior health economist, Oscar Picazo, has joined the team to review the data collected and to participate in the AR in Mali.

· It was reiterated that it is beyond the scope of the AR to measure or calculate cost-effectiveness ratios.  The AR has more interest in the “global picture” and trends in child health financing.  Information collected will aim at:

· Giving a sense of the flow, and sources of investment in child health, and whenever possible information on how much is being invested in child health and IMCI.  

· Identifying constraints in financing of existing child health programmes and describing how resources are allocated.  

· Describing how funding for child health is dealt with in different types of funding situations – centralized, decentralised, SWAPs and baskets etc, and how it is affected by user fees.

· “Validating/updating” the principles included in the “Best Buys” paper recently published by the World Bank.

· Helping “investors” understand the influence they could have on allocation of funds for child health.

Part of the information needed may be collected during key informant interviews at global level.

Next steps

· The next three countries to be visited are Mali, Kazakhstan, and Peru.  There were concerns about the availability of high level MoH staff in Mali due to recent government changes and other important meetings scheduled at the same time, but the visit was confirmed the day after the Steering Committee meeting.  Kazakhstan was not included in the initial list of countries discussed in the September meeting.  It was added because of the potential value to the AR of including a representative of the special post-Soviet Union circumstances prevailing in Central Asia.  Participants accepted that Kazakhstan would probably provide a very different although rather specific picture and that the visit should go ahead.  Peru will be visited early December and the MoH has recently cleared the visit.

· Plans for interviews of key informants at global level were made and a first list of names prepared.  As for interviews of key informants in countries, the AR teams of interviewers will consist of two persons from different organizations.  A first round of interviews will take place in the US immediately after the visit to Peru, during the second week of December.  Interviews of informants based in Europe will take place in early January.  A few interviews may need to be conducted by phone.

· The review of available documents at global level prior to the visit to countries has proven to be helpful and time saving for the visiting team.  The review is continuing and summaries for all the countries to be visited will be completed soon.  At the previous meeting of the Steering Committee it was agreed that a few more countries, known to be well documented, could be reviewed to strengthen the AR findings.  This will require a new consultant and two names were suggested: Stefan Peterson and Senait Kebede.  No decision was made during the meeting.

· The AR team will meet in Washington immediately after the last country visit (second week of December) for preliminary analysis and summaries.  Further analysis will be performed early January.  The Team hopes to have a preliminary report ready by the end of March.

Dissemination

There is a need for some kind of dissemination meeting(s) but its format and funding will require further discussions.

Conclusion

The Steering Committee was pleased with progress made to date.  It encouraged the AR team to strengthen the collection of financial and utilization data in order to address the Review objectives.
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