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 1. Making the IAWG “work”

(Session 3: Afternoon session, September 4, 

Chairpersons: Fiona Lappin, DFID/ Al Bartlett, USAID)

· Objectives of the IAWG and definition of the global role of IAWG in support progress in C-IMCI
Key points:

Review of Goals, Principles and Specific Objectives (2002-2004) at the Global Level for the IAWG on C-IMCI (see Annex 2)

· Please refer to Annex 2: IAWG goals and specific objectives.

· Concerning specific actions related to Goals and Objectives, see related Action Points (Annex 1).

· How to make the IAWG more operational. The role of the Secretariat and other issues

Key proposals:

· Key Role of the Secretariat in the area of information sharing among the partners. Terms of reference reviewed during the meeting.
See Action Points (Annex 1) for next steps.

· Make existing working sub-groups within IAWG more operational: M&E working group should reconvene before the next IAWG meeting and report back to the group

· Create other ad hoc working groups working on specific thematic issues. Report back to the IAWG on main findings and recommendations

· Use IAWG meetings for more in-depth discussions on key selected themes (not more than two per meeting, excluding a brief update by each partner)

a) Key identified priority themes to be discussed:Linkages between C-IMCI, RBM, HIV/AIDS and Safe Motherhood (next  meeting)

b) Costing: available community costing tools, next steps in terms of strategy

c) Advocacy and communication strategies. Linkage with costing issues

d) Monitoring and  evaluation: outcome and process indicators. Agree on standard indicators to monitor community interventions

· Eventually hire a short term consultant to produce thematic papers to be presented and shared among partners, in areas in which information gaps are found

· Agree in advance on the Agenda for next IAWG meeting (depending on input on thematic input to be provided by IAWG partners to the Secretariat)  in order to prepare in advance and take the best out of discussions.

Attached is also a draft version of the Agenda (Annex 3), as it was discussed and reported at the end of the meeting. Secretariat and UNICEF focal points to propose a final version of the Agenda (see Action Points) .

2. Coordination, networking and documentation

(Session 2:Morning session, September 4

Chairperson: Suzanne Prysor-Jones, AED)

Key issues:

a) Existing experiences of C-IMCI documentation

b) What to document and how to do it in a more strategic way

c) Next steps in terms of documentation

· USAID Global Health/regional bureau/field mission collaboration to document at scale community child health programming in Nepal and Madagascar
· Retrospective studies

· Main objectives of this documentation exercise:

a) Document improvements achieved in C-IMCI activities

b) Estimate plausible impact at the current scale

c) Identify key approaches to scale-up and achieve more integration

· Nepal is starting within two weeks

Next steps:

· Prospective studies in Senegal, Honduras, India and Nigeria

· Look at DHS and secondary analysis, in order to relate outcome indicators to different interventions within C-IMCI programmes

· Team from USAID to review available documentation and analysis, both at country and HQ level

Discussion points

· How to share information with other IAWG partners in the most effective way, once a new tool has been developed. Role of information sharing of the secretariat and joint responsibility of the IAWG partners.
· WHO-HQ/USAID: Country matrix
· Two different country matrices developed by WHO and USAID, one more descriptive (WHO), one including more in-depth analysis, useful for programmatic purposes
Next steps:
· WHO-HQ (focal point: Cathy Wolfheim) and USAID (focal points: Maria Francisco, Al Bartlett) to work together and develop a unique country matrix, to be shared for comments among partners.

      Double purpose of the tool:

a) description of who’s doing what in the country

b) programme guidance

· Identify a focal point for updating and circulating country matrix, once final version is ready.

· Include NGOs’ experiences in the country matrix

· Include outcome indicators in country matrix. Rationale: advocacy and promotion purposes; programme guidance.



Discussion points

· Indicators: need to harmonise outcome indicators for C-IMCI projects, in order for the evaluation to be able to build into the bigger picture

· Documentation on relevant experiences and on linkages between C-IMCI, RBM and HIV/AIDS: Wrap-up of proposed and available coordinating mechanisms among IAWG partners at the regional and country level

· Situation analysis: who is doing what in each country.
Available tools: Country matrix (to be revised by WHO and USAID), IAWG website (to be developed), other coordinating mechanisms.

Propose specific thematic issues for next IAWG meetings: focus on linkages with RBM and HIV-AIDS 

· National sub-groups working on C-IMCI, both within and outside the health sector: How to support and strengthen their role at country level
Available tools: increase involvement of MOH in this process, to coordinate a joint plan of action at the country level

· Coordination at regional level. 
Available tools: Regional Meetings. Information sharing role of the Secretariat, which should keep IAWG partners updated on upcoming meetings of particular relevance to C-IMCI and other child survival interventions at the community level.

Coordination mechanisms with Global Health Fund: use malaria as an entry point? IAWG to look at ways in which C-IMCI could be included in a proposal to the Global Health Fund. 

· Specific country documentation:
Available tools: Joint reviews and country visits: periodic focus on a specific country. Lessons learned, information gaps, progress on impact of C-IMCI interventions.
Strongly recommended as a very useful tool, both by USAID and WHO-European Region (similar experience with Adolescents Health Interagency Working Group in the region).

· Fundamental role of NGOs in coordination/networking, both at the country level and through the CORE platform
Available tools:  increase NGO participation in regional meetings; involve them actively in the information sharing process of their experiences

· Technical assistance to countries: important role of the IAWG
Available tools:  IAWG website, Briefing Package, direct partners’ initiative, country visits, Secretariat (to facilitate the flow of information to the countries and among partners)

· Advocacy role of documentation: key issue to be further discussed in the next meeting. Find strategy to use documentation to increase motivation in donors to put additional resources in community interventions
Available tools:  available publications (both retrospective and prospective), standard outcome (and process) indicators to be agreed upon and used as a standard in every C-IMCI program, in order to allow inter-country comparison


Identify advocacy as another thematic issue for next IAWG meeting

· Spotlight on the experience of selected countries, meaningful both in terms of communication strategy developed and of degree of scaling-up, in the next IAWG meeting.
3. Updates and information exchange

( Session 1: 1.A. Morning session, September 3 - Informational presentations. Chairperson: Genevieve Begkoyian, UNICEF)

Full presentations will be available on the IAWG website.

· Progress on Action Points from Previous Meeting (November 2001)

See Table of Action Points (Annex 1)

7. Linkages between HIV/AIDS and Child Health

Discussion points
Liz Mason, from WHO AFRO, provided a brief update on available linkages within the region. Key points:

· An HIV algorithm for IMCI has been developed by countries in collaboration with WHO. This has been validated in South Africa with support from  WHO HQ and AFRO. Interim guidelines for clinical  recognition of symptomatic HIV infection in children and follow-up  of  the identified HIV positive children have been prepared, this also includes a  link with community care and HIV positive U5 children.

· Revalidation of the algorithm in different settings is being done in Uganda and Ethiopia. Uganda has just finished data collection and Ethiopia is in the process of finalising it. A review of new studies is planned for next January.

·  Countries are being supported to develop a national strategy for Infant and Young Child Feeding including HIV. The link between IMCI and Infant Feeding/HIV and PMTCT has been established.

· Follow-up to international events: 

Global Consultation (Stockholm, March 2002) and Special Session (NY, May 2002).

PP Presentation by: Yves Bergevin (UNICEF) 

Key messages/recommendations to the IAWG:

· Need to focus on a limited number of highly cost-effective interventions, which show to have a significant impact on child U5 mortality reduction

· Need to focus more on M&E systems, evidence-based and results-based approach as well as resource mobilisation strategies.

Discussion points: tremendous need for additional resources in order to be able to scale up with community interventions. An estimate of additional resources needed to scale up child survival interventions:  Is needed

Issue of changing the common perception that community interventions are not resource intensive

· C-IMCI planning meeting for UNF-funded countries (Morogoro, June 2002)

PP Presentation by: Tigest Ketsela (UNF)

Partners involved: WHO/AFRO, UNICEF and UNF

55 participants from nine countries (Tanzania, Malawi, Madagascar, Zimbabwe, Swaziland, Nigeria, Mali, Uganda, Kenya)

Plan to involve more countries in next year’s meeting and include more countries and partners in the deliberations

Objectives of the meeting:

· To share challenges and achievements on C-IMCI implementation in sub-Saharan Africa

· Develop a human right-based approach to C-IMCI

· To finalize and present countries’ work plans

· To prepare monitoring and evaluation plan with focus on showing results

Work methodology: Country presentations of four initial UNF countries (Tanzania, Mali, Madagascar, Malawi), presentations by the countries who have recently received or are hoping to receive funds from UNF  plus field visits

Strengths noted on the Field Visit:

· Well organized communities with good record keeping

· Witnessed implementation of 16 practices, with good results

· High level of community involvement

Challenges:
· limited access to health facilities

· Need for continued motivation  of CHWs  need to switch from voluntary basis to a regular wage to increase motivation of CHWs. 

· tool which was developed (household survey) is difficult to replicate.

· Too much emphasis on process. Need of more outcome indicators to show impact 

· training is generally expensive

Discussion points: 

· issue of finding ways to enhance motivation in community health workers (to be further discussed in afternoon section) through monetary incentives, to be balanced with the other issue of long term sustainability of UNF-funded community interventions

· danger of putting excessive resources into M& E to do baselines, rather than investing directly in program implementation, to be balanced with the existing need of showing impact

· need to create more linkages with other existing child survival and community  interventions in the UNF-funded countries

· need for additional documentation, which focuses more on results  

· UNICEF: Accelerating child survival program funded by CIDA in West Africa
PP presentation by: Genevieve Begkoyian (UNICEF)


Key messages

This experience is provided as an example of a child survival program based on an integrated package of cost-effective interventions, which can be subdivided in three components: EPI plus, IMCI plus and ANC.

4 Countries selected as pilot: Senegal, Ghana, Mali and Benin, plus 7 already identified for expansion within the West African region. Clear objectives in terms of U5 mortality reduction within a given timeframe through an expected increase in coverage related to the three components of the package of cost-effective interventions:

target coverage in EPI+      80%

target coverage in IMCI+   50%

target coverage in ANC      80%


expected reduction in U5MR: 


15% after 3 years


25% after 5 years


35% after 7 years


Strengths:

· Strong social mobilization component
· Microplanning and monitoring at the community level
· Service delivery both at the health center level and at the community level, including a mobile outreach strategy for the most remote areas

· Linkage to the broader framework of national health sector reforms, PRSPs/HIPC initiative

· Clear country eligibility criteria.


Bottlenecks/challenges:

· Continuity and quality of coverage at the community level (area of behavior change within the household)

Discussion points

· issue of sustainability of such interventions: lobbying for the inclusion of child health in SWAPs/PRSPs is a way of ensuring that it is regarded as a priority in the national agenda, and therefore that national resources will be allocated for it in the future. 

· WHO/PAHO: American Red Cross Project, UNF project and other community highlights in the Region
PP Presentation by: Christopher Drasbek (PAHO)

a)  Five year grant with American Red Cross

· Countries of implementation: Bolivia, Colombia, Dominican Republic, Ecuador, El Salvador, Guatemala, Honduras, Nicaragua, Peru and Venezuela

· In the area of training, 6 new tools developed: C-IMCI Outreach manuals developed for Local Actors: Facilitators, Red Cross Volunteers., Mayors, School Educators, Community Leaders and Local Organizations, Health Manual (for the head of the network of health facilities

· In the area of capacity building, 9 projects have been carried out in 3 countries (Bolivia, Ecuador, Peru). Over 1500 personnel trained using different partners on site; 806,903 beneficiaries; 93 community-based organizations participating

· In terms of scaling-up community IMCI, an overview of the current status is provided by the Progress Report by ARC of July 2002, to be shared with the partners. Title: “Regional Community IMCI Project 2001-2006. Project Advances”

· New promotional materials and technical documents developed (for more detail, see Table 3, above mentioned ARC report) 

Strengths:

· Good coordination among different institutions working within the region at different levels (for more information, see above mentioned ARC report, July 2002)  

· Strong social mobilization component and ownership in the project planning and implementation at the community level. Projects are developed by the community and by local organizations within the community at the district/municipalidad level.

Challenges/bottlenecks:

· Documentation, information sharing, especially with other IAWG partners.

Discussion points

· Focus on documentation of country experiences.

· Focus on communication strategy.

· Importance of making the costing tool and all the other tools more operational.

b)  UNF matching grant with American Red Cross

· Matching fund agreement is in final stages to provide PAHO/IMCI an additional 1,5 million US$ to support IMCI activities in Bolivia, Ecuador and Peru. Project launch scheduled date: October 2002

c)  Other community highlights in the region:

· May 2002: MOU with Junior Chamber International

· Regional M&E Workshop held in Honduras to review tools and indicators available in the region, and to make recommendations and plans to strengthen these activities within the project

· New social communication person at PAHO hired to develop an innovative communication strategy

· Consultant to be hired to develop the costing tool and to propose ways to operationalize it. TOR is ready, still needs to be recruited.

· USAID and PAHO: Environmental Health Project (EHP)
PP Presentation by: Lisa Nichols (Environmental Health Project)

EHP and PAHO are collaborating on the development of materials and community-based methods related to diarrheal disease prevention. The activity was launched in Nicaragua in July 2002. Over the next two years, these products will be developed and will be field-tested in Peru and Nicaragua and will be integrated into materials for C-IMCI. The process of developing the materials involves NGOs and Ministry of Health professionals.

The materials and the methods for their use will serve as guidelines forfield workers to implement behavior change relating to handwashing and safe excreta disposal in Community IMCI programs.  The final results will consist of generic instructional materials, which can be used throughout Latin America and the Caribbean, and a methodology guide that describes the useand adaptation of the generic materials for specific local conditions. 
· Discussion pointsWater and Sanitation (WES) as a good entry point for child health activities at the community level. Need to establish more clear linkages between C-IMCI and WES interventions. 

· WHO/HQ: Healthy Environments for Children Initiative
Brief explanation by Cathy Wolfheim (WHO)

· News from USAID Global Health Bureau 
Update on new initiatives within the Global USAID Bureau, provided by Al Bartlett (USAID)

· Additional support to increase communication through community channels. Child health is increasing in priority within the agenda of the  Bureau for Global Health, especially following the challenges set forth by the Special Session on Children (NY, May 2002). 

In this context, new initiative launched by the  Bureau for Global Health, called RFMP – Request for Mission Partnership – (so called “Rufmap”)

Goal: enhance in-country partnerships through additional support (resources and expertise) from the Global Bureau to selected countries, which are seen to be more likely to scale-up community interventions.

Double focus on accelerating and documenting in-country coordination among partners.

Missions identified: Nepal, Senegal and Nicaragua.


Pending: Cambodia, Mali, Peru, Benin.

· Closer collaboration with PVOs/NGOs,  who work at the community level.

The 20 Million US $ - grants program to support Child Survival Programming by NGOs/PVOs has been moved to the Bureau for Global Health, to bring closer to the rest of the Agency’s child health and nutrition programming. The goal of the Bureau is to find ways to use the grant process to bring such organizations’community-focused approaches closer to the mainstream of USAID/Global Health and to further involve them in the development of  programs and strategy within the Bureau. 

· Definition of the role of USAID toward reaching the child survival goals set by the international agenda (MDGs, WFFC). Focus should be placed on the following issues:

Address inequities and unmet needs, including through community-oriented approaches. 

Try to identify where the unreached children are and complement existing interventions in order to reach them. A double challenge is faced in doing so:

a) Identify who and where the unreached children are

b) Lack of resources. Need to look for synergies with other programs which deal with child survival issues.


Discussion points

· Need to focus more on the urban poor, especially the more “invisible” ones (who live in clandestine conditions, etc). On this issue, see study by the Environmental Health Project on urban poor in Ghana, India and Peru, to be shared with partners

· Issue of partnership: need to move from an “attribution” to a “contribution” mindset.

(Session 1: 1.B.  Afternoon Session, September 3 - Presentations with discussion.Chairperson: Tigest Ketsela,WHO/AFRO)

Full presentations will be available on IAWG website.

· CORE and BASICS: Working with NGOs

PP presentation by: Lynette Walker (CORE)

CORE recently commissioned a survey of its membership to determine how PVOs were using the C-IMCI framework developed in January 2001.  The results of the survey, including a compendium of practical applications of the CORE framework by PVOs in different countries is presented in the document, “C-IMCI Survey Report: Exploring PVO perceptions and experiences with C-IMCI and its operational framework”. Karla Pearcy, June 2002.  The document is available to be shared with partners.  A paper discussing the framework and its applications will be published in the December 2002 issue of the Journal of Health Policy and Planning.

Regional Meetings:

1.  In the past six months, regional meetings were held on C-IMCI in:

a) West Pacific to guide the development of a W. Pacific strategy for C-IMCI (report of the regional NGO consultation on C-IMCI was distributed at the meeting) 

b) West Africa to bring NGOs and MOH together to advance C-IMCI (Remi Segunro reported on the next steps emanating from this BASICS/CORE meeting) 

2.  Upcoming regional meetings focused on furthering technical aspects of C-IMCI include:

a) West Pacific (planned for June/July 2003 in conjunction with WHO/WPR)

b) Latin America and the Carribean (planned for January 2003 in conjunction with BASICS, EHP, and PAHO)

Country Efforts:

a) CORE has conducted country-level workshops bringing together all partners to develop a common language around C-IMCI and promote PVO/MOH/partner collaboration around C-IMCI implementation.  Meetings have taken place in Bolivia, Benin, Indonesia and Zambia.  Future efforts in Africa will include more country workshops around C-IMCI and RBM.

b) CORE is funding efforts in Benin to document national and departmental planning and in Bolivia to support collaborative efforts of NGOs and other agencies around C-IMCI. 

c) New funding from USAID will support a Malaria coordinator to further Working Group efforts combining IMCI and RBM in Africa.

Database:

Tools and materials developed by PVOs will be available through in a searchable database on CORE’s website by next month.

Discussion points

· NGOs’role in scaling up C-IMCI, starting from the district level to the national level. Importance of moving towards a definition of health sectorwhich includes the community and grassroots organizations and does not stop at the health center. Nicaragua has indicators on community participation as an outcome indicator.
· Crucial importance of coordination and networking among different NGOs/PVOs and between NGOs and other relevant actors at the country level.
· Issue of increasing NGO involvement in regional meetings and involving all partners in joint regional strategy development in order to bring in experience in community-based development and secure buy-in to future implementation efforts.
· Publication by BASICS II presented, to be shared with partners. Title: “Community Health Worker Incentives and Disincentives: How They Affect Motivation, Retention, and Sustainability”. Vv.Aa., October 2001. 

· Update on tools development:

a) Briefing Package (WHO/AFRO and HQ)

PP presentation by: Tigest Ketsela (WHO/AFRO)

Draft version circulated among partners, for comments to be provided by September 30. For next steps, see Action Points on the following page.

Discussion points 

· Decision of not changing the name of the Briefing Package into Planning Guide was taken

· Issue of how to operationalize the Briefing Package: in terms of next steps, see Action Points

· A “start-up” briefing package is only a partial solution to the problem of scaling-up C-IMCI interventions (real bottleneck).

b) Communication Strategy (UNICEF)

c)  Participatory Approaches and Community Dialogue (UNICEF)

· UNICEF ESARO focal point in finalizing the two documents, after the Morogoro UNF planning meeting

· Clarified that b) and c) are two distinct documents, with two different objectives.

· Status of the Communication Strategy: this tool, based on Behavior Change Communication model (BCCM), was developed in 2000 and includes two manuals, one meant for program planners/officers, one which includes results of developmental testing, and techniques of delivering the messages effectively. Currently under critical review by UNICEF ESARO. Rationale for the review: need to focus on the context in which behavior change decisions at community level are taken rather than behavior as the problem.
No electronic versions available for sharing yet.

Four key areas of revision:

a) Development of a conceptual framework relating communication for C-IMCI to the regional Human Right- based approach (HRAP/CDD), looking at linkages with EPI, malaria, nutrition, HIV/AIDS, etc. Special focus on two regional priorities, i.e. HIV and Malaria. Communication for integrated development in health at the community level using C-IMCI as the entry.

b) Development of a matrix showing a step-wise approach for the implementation of the conceptual framework, which will guide Country Offices. Intention to develop a common approach between UNICEF WCARO and ESARO.
c) Collection of a set of tools on participatory methodologies, how and when to use them
d) Development of an approach to M&E consistent with the HRAP/CDD approach
In terms of next steps, see Action Points (Annex 1).

· Status of the Community Dialogue Tool: document developed by UNICEF NY under the leadership of Dr Vincent Orinda.
Currently under review by a group of six people from UNICEF ESARO.

Challenge: possible overlap with the Communication Strategy, in the section regarding participatory tools and techniques.

In terms of next steps, see Action Points (Annex 1).  

· WHO/SEAR experience with Community Health Workers (CHWs)

PP presentation by: Neena Raina (WHO/SEARO)

· Focus on the fundamental importance of volunteers as a key resource for community outreach and to bridge the facility component of IMCI to the community and household component. Meaningful experiences in this context are in the region are the following:

· New training package developed by WHO SEAR for Basic Health Workers (Community Health Workers-CHW).


Characteristics of the training: 


a)  5-day training package, developed in joint partnership with CARE and GOI  



b)  field-tested in 6 states in India

c)  demonstration model course and orientation carried out in Nepal, Bangladesh, India and Indonesia; adaptation followed

e) malaria and young infant added for BHW

· Anganwadi Pilot Project (India): presentation of an example of delivery to the community of Integrated Child Development Scheme (ICDS) Services through trained Female Community Health Volunteers (FCHVs). Carried out in three Indian states:  Haryana, Rajasthan and Uttar Pradesh.

Who are the FCHVs:  local married women selected by the community willing to serve voluntarily in health-related activities for and in the community.
Key areas of work of the FCHWs:

pneumonia/diarrhea case management (intervention model: treatment of mild cases of pneumonia, referral of most severe cases to the HCF); nutrition and EPI counseling.



Level of outreach of  C-IMCI:  35% of children under 5



Strengths:

· Good outreach: Anganwadi is the 1st  Point of Contact for families experiencing nutrition and health problems. Presence in villages/urban slums 

· Good social mobilization component
· Clear role and tasks of the CHWs
Challenges:

· Keeping the issue alive and active

· Profile based – need based response (Tailor made)

· Link with Health System. Builds credibility

· Partnerships – Public-private mix

· Converting knowledge into action (the right mix of Science and Art)

· Decentralization and capacity development

· Resources/sustainability. Issues of monetary incentives?
Discussion points

· Issue of motivation of Female Community Health Workers in the Indian experience:

a) Not necessarily monetary incentives are needed by FCHWs, but public acknowledgement of their role (respect), commodities and availability of supplies to accomplish their tasks (like adequate drugs for case management of pneumonia)

b) If they are asked to fill in extra reports and recording requirements, money incentives start to be necessary, as CHWs have the perception of becoming government employees, with also a bureaucratic function

c) Community involvement in paying FCHWs, up to 70-80% of their wage

d) The degree of Government commitment in the training of  FCHW is crucial

e) Danger of case “mismanagement”, especially for pneumonia, if FCHWs are not properly trained

f) Suggestion of introducing a target benchmark for FCHWs trained within a community (e.g. 10% of the eligible population)

· Drug management of childhood illness-community component

· Community assessment tool developed by RBM/WHO. Recent field test in Zambia. Interest for a more in-depth investigation at the national level. Senegal and Guinea are currently testing the tool.

· Also see Discussion Points following RBM implications for C-IMCI (last bullet point)

· WHO/HQ: update on the recent technical consultation on management of pneumonia at the community level (Stockholm, June 2002)
· Draft Summary of Recommendations distributed among the partners

· Objectives of the meeting:

a) Review of management of ARI in children

b) Review of published and unpublished evidence concerning community management of ARI and other childhood illnesses

c) Identification of gaps in knowledge on this subject

· Both Policy and Management issues: see above mentioned draft for more detail

· Next steps (as of June 2002): 

a) Dissemination of the outcome document of the meeting, once finalized, as ground for discussion on ARI, IMCI and malaria among all the relevant actors involved in community interventions (WHO, UNICEF and partners, including major NGOs concerned)

b) Review by WHO, UNICEF and partners of the global experience of community care for ARI, malaria and other child health problems and use the results of such review as an instrument of advocacy.

c)  In the light of the information provided by the review, examination - to be organized by WHO – of the needs and opportunities for operational research on aspects of community care for ARI and malaria (e.g. Senegal)
d) National Health authorities, in collaboration with relevant international actors, should increase their support to well monitored case management, at least for malaria and ARI, in the community, making use of Community Health Workers (CHWs)

e) Need for operational research on community treatment of pneumonia with antibiotics by CHWs in Senegal (currently ongoing; other identified eligible countries: Mali, Benin and Ghana) by an ad hoc working group (including UNICEF, USAID, WHO, Johns Hopkins University and Karolinska Institute).


Discussion points

· Integrated management of malaria and ARI at the community level shows some major problems concerning the use (often misuse) of antibiotics for pneumonia treatment by CHWs. Three African countries (Uganda, Nigeria and Ghana) had to stop the experience.

A policy planning guide for use of antibiotics by CHWs recommended.

· RBM: Implications of home treatment of malaria on C-IMCI
· Fundamental role of both the community and health facility component of C-IMCI recognized in key RBM strategies

· Challenges: scale-up malaria interventions. 12 countries with Country strategic Plan (CSP). 10 additional countries expected by end 2002.

· Relevant RBM publications on the linkage RBM/C-IMCI:

a) “Community Involvement in Rolling Back Malaria”, RBM, WHO publ.

b) “Scaling-up improved malaria home management: Options, Experiences and Challenges”, RBM, TDR.

· Relevant existing forms of collaboration at the country level between IMCI and RBM partners:

a) Ghana, Uganda: country meetings and joint programs

b) RBM-EPI collaboration through Sustainable Outreach Services (SOS): use of polio NIDs and Measles Immunizations campaigns to deliver bednets and anti-malarials

c) USAID-supported Malaria Action Coalition

Discussion points

· Different pace of operations between RBM and C-IMCI can represent a serious challenge

· Antimalarial resistance and drug combination: issue of protocol for essential drugs
· Issue of  newborns and availability of drugs at the household level: newborns are not taken to the HCF before 30-40 days. Need to ensure drug availability (mostly injectables and antibiotics) at the household level during this period, but avoiding the risk of abuse of them.

· Issue of integrated home management of ARI and malaria. Need to  learn from and build on successes and failures (Ghana, Nigeria, Uganda). Protocol on community management of ARI currently being prepared in Senegal, under UNICEF’s technical assistance. Need for additional technical support from WHO, this can be provided through TDR. (Tropical Diseases Research Unit).

· Focus on the role of the private sector in this field.
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