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1.0 
INTRODUCTION

The United Nations Foundation (UNF) Planning meeting on Community Integrated Management of Childhood Illness (IMCI) took place in Morogoro Tanzania from 24th to 28th June. The meeting brought together 55 participants from nine countries at various stages of Community IMCI implementation. These included Zimbabwe, Malawi, Swaziland, Tanzania, Uganda, Kenya, Nigeria, Mali and Madagascar. The organizations represented included UNICEF, WHO, UNF, UNFIP and AMREF. 

The objectives of the meeting were to:

1. Share challenges and achievements in the implementation of Community IMCI.

2. Develop a common understanding of the human rights-based approach to community IMCI, taking into account the challenges to achieve the World Fit For Children Goals.

3. To finalise and present country work plans for the next two years, including resource gaps, with focus on scaling up.

4. Prepare monitoring and evaluation plans with focus on showing results

1.1 Opening of the meeting and Remarks

The meeting started at 9.00 am, with a brief welcome by Dr. Rumishael Shoo, the Regional Health Adviser, UNICEF-Eastern and Southern Africa Region (ESAR). Dr. Shoo thanked the organizers of the meeting for making it possible for the UNF-supported countries to come together to share their experiences in Community-IMCI implementation and to develop plans for scaling up.

UNICEF-Tanzania Country Representative, Mr. Bjorn Ljungqvist, welcomed the participants to Morogoro region. He underscored the significance of the venue in the history of community IMCI, saying that it was in Morogoro where the first eleven key household and community practices for child survival, growth and development were developed.

He emphasized the need for IMCI implementation in sub-Saharan Africa, noting that half of all child deaths in the world occur in the region. He also noted that most child deaths in the region still occur at home, hence the need for a community-based approach in controlling child mortality and morbidity. He pointed out that the UNF Planning meeting provided a great opportunity for the UNF-supported countries to share their experiences in Community-IMCI implementation and find ways of strengthening the intervention.

The WHO Tanzania Representative, Dr. Wedson Mwambazi, was represented at the meeting by Dr. A. Cornelia, the Country EPI Epidemiologist. Dr. Mwambazi said that Tanzania is one of the countries with high infant and under-five mortality rates, and IMCI is being implemented in the country to help control childhood mortality. He said about 45 districts are at different stages of IMCI implementation in the country and many more have undergone orientation and will soon be on board. He noted that Tanzania is participating in the IMCI multi-country evaluation and evidence from some of the implementing districts in the country has shown that IMCI is working and child healthcare has generally improved.

Dr. Mwambazi further observed that many children in Tanzania still die at home before and even after seeking medical care, and harmful practices such as ovulectomy, FGM and false teeth extraction are still going on in some communities in the country. He explained that a joint effort is needed to improve household and community practices in order to improve the quality of care provided to children. He emphasized that the nucleus of child health care is at the household. Therefore, improving household and community care practices for children would have the greatest impact on child survival, growth and development which is the focus of community IMCI. He underscored the need for scaling up community IMCI in the implementing countries and hoped that the UNF planning meeting would provide some light in this direction.
The UNFPA Representative to Tanzania, Mr. Teferi Seyoum, observed that there is a major policy shift by the Government of Tanzania and its partners to focus on community empowerment through capacity development. He said Community-IMCI is one such intervention that focuses on community capacity development and hoped that the planning meeting would be of great impetus to its implementation in the region. 

UNFIP representative, Ms. Marilyn Dawson, addressed three main questions:  The What, Why and How in implementation of Community-IMCI. She explained that socio-economic empowerment of the community should be the main focus of community-based interventions. She underscored the importance of community IMCI as a strategy that aims at strengthening the household and community capacities to provide quality care to children. She emphasized a bottom-up approach in Community-IMCI implementation, noting that this would be the best way to ensure meaningful involvement of the community in implementation of the strategy.

The UNF Representative, Ms. Andrea Gay, expressed her gratitude for the opportunity to be part of the Community-IMCI planning meeting for UNF supported countries. She pointed out that the meeting provided a rare chance for the Community-IMCI implementing countries to learn from each other. She was delighted by the format of the meeting which created room for community visits as a way of sharing certain practical experiences in Community-IMCI implementation.

On the part of UNF, Ms Gay explained that the Foundation values its partnership with the      Community-IMCI implementing countries and would be happy to see the results/impact of the intervention. She encouraged the countries to strengthen partnerships with other Community-IMCI stakeholders both at the country and international levels and fully utilise opportunities for scaling up.

In a separate session, she explained to the meeting the differences between UNFIP and UNF, as this is a frequently asked question. She said the two institutions have separate boards, organisational structures, procedures and obligations. However, they work very closely together. She also explained to the meeting the procedure of seeking support from the two organisations through project proposals.

The meeting was officially opened by Dr Ali Mzige representing the Director of Medical Services, MOH, Tanzania. He commended the organizers of the meeting for having chosen Tanzania and re-affirmed the Tanzania Government’s commitment to the implementation of Community-IMCI. He presented ten key issues related to Community-IMCI which were central in any successful programme implementation. These included: Coverage, Commitment, Co-ordination, Costing, Community involvement, Continuity, Communication strategy, Collaboration (Partnership), Capacity Building and Creativity. He urged the meeting to explore these issues further.

1.2 Community Field Visits by Participants 

The participants were exposed to IMCI implementation at the grassroot level through a community field visit. The objective were to: 

· Enable participants to identify and use effective methods, tools and techniques in their work with communities.

· Apply the causality analysis in analyzing the community for Community-IMCI planning.

· Provide an opportunity to learn from Tanzania Community-IMCI implementation and identify what has worked and why it has worked.

The participants worked in four groups and visited 2 villages in Kilosa district (Morogoro Region) and  2 villages in Kibaha district (Coast Region).

Field visit preparations

Before the field visit, a checklist of things to do and not to do was prepared by the facilitators. Participants went through various methods of community entry and critiqued various methods. Facilitators finally organized a power walk exercise to enable participants to ensure that in their field visits they meet not only the powerful members of the community but also the powerless. At the end of the field visits, the findings were displayed on market stalls, and brief presentations were made.

The following were some of the striking things the groups found in the villages

 Rudewa Batini Village (Kilosa District)

· Existence of strong inter-sectional groups 

· Well-organized village with regular updated data, quarterly analysis and action plans (both short term and long term

· High level of knowledge of many practices within all age groups interviewed
· Immunization coverage high

· Vitamin A supplementation 94%

· Quarterly village health days and information feedback

· Outreach system through village health workers
· No low birth weight babies in last quarter

· Clear link of health facility with the community
· Good records kept with TBAs

· Good availability of ITNs

· Marginalized groups also had good knowledge of child care

· Free treatment for underfives

· Existence of community health fund (TSh5000/year)

· Good school building and compound

· Innovative teaching/learning at the school.

Tundu Village (Kilosa District)

· High quality data gathered in the village

· High level of community organization CORPS worked together (result of training)

· Homes clean, well organized, healthy

· Mother cards available

· Women have decision-making power on care seeking  

· Women are in small businesses

· Men help in child care and household work (women reported yes but men said no)

· Very few even moderately malnourished children (17/450)

· No child deaths in last quarter

· Health workers trained in 1994 still working “for the good of the children”

· Young women groups, with mothers having 3-4 children.

Kongwe Village (Kibaha District)

· High level involvement of the community

· VHWs making monthly visits to every household

· No evidently hard to reach people in terms of communication

· Restrictions on the use of piped water 

· Insignificant attrition rate among VHWs who had worked for 9 years  

· Grandparents taking care of grandchildren, great grandchildren and orphans

· Incredibly detailed report presented by the community leaders (village health council)

· Records well kept

· Striking definition of youth

· Willingness of household members to show homes for monitoring some of the family practices, such as ITN use

· High level of awareness of value of ITNs

· High involvement of fathers in upbringing of children under 3 years.

 Migunda Village (Kibaha District)

· Warm welcome/reception by the community

· Clean village (a usual thing according to the villagers)

· Gender balance in attendance but no woman in leadership positions
Many VHW/TBAs enthusiasts, well accepted 

· Maasai community well integrated in the rest of the village and knowledgeable 

· Excellent reports on CSPD activities 2001-2002
No under-five deaths death has occurred in 2002

· High level of awareness on health matters (ORS, SSS, HIV/AIDS, ITNs)

· EBF not well practised (up to 3 month)

· ANC attendance seems high (3-6 per pregnancy)

· Women make decisions in child care

· Youth feel left out, do not consult VHWs 

· Data collection accurate and used at the local level

· Immunization coverage high

· Existence of colourful quarterly village health days

· Overall high awareness of the community on health matters 

· No stigma on patients with mental illness

Conclusion 

Community IMCI has taken off in the  visited villages and is beginning to bear very positive results on child survival.

2.0 PRESENTATIONS

Various concepts and approaches related to community IMCI were presented by key facilitators as follows:

2.1 Rationale for Community IMCI 

Despite the progress made and the improvements achieved on health worker skills and systems improvement, the end of decade report by the Secretary General showed that Sub Saharan Africa achieved the least reduction of under five mortality among the regions from 180/1000 to 172/1000.  The causes of the high morbidity and mortality among this cohort are primarily preventable.
In the past the health facility and practioners  have been solely vested with the responsibility to deal with these causes and their consequences, to the exclusion of the household. But studies have now shown that most children died at home and many without contact with health facilities. It has been further demonstrated that the knowledge on key practices and danger signs of diseases like malaria continued to be low among mothers and child caregivers. Hence the need for community IMCI.  It aims at:

· building capacity among care givers to prevent illnesses and take appropriate action(s) early

· promote linkages between health facilities and communities 

· support establishment of an enabling environment in terms of duty bearers meeting their obligations and institution policies and laws that protect women and children.

The Community-IMCI approach was emphasized and given due importance in the September 1997 meeting in San Domingo. Partners agreed to develop further the idea of Community-IMCI. A meeting was convened in Morogoro in 1998 where 12 key family practices were adapted. Countries were given the opportunity to select and add on those practices relevant to their setting; 17 key family practices are now in use by countries in the region.

The following were some of the questions to be addressed in the development of Community-IMCI and which have been part of the documentation process:

· Why community IMCI?

· Why do children die at home?

· What can Community-IMCI do?

· What are the interventions?

· What are the implementation strategies?

· What linkages does it have in its implementation framework?

· Who supports Community-IMCI?

· What difference can it make?

· What challenges does it face?

· What results has it produced so far?

2.2 Human Rights approach to Programming and Community Capacity Development

Bjorn Ljungquist 

Understanding of the human rights approach to programming starts with the understanding of the differences between the basic needs development parading the human rights based approach. 

The differences are summed up in the table below:

Basic Needs Approach
Human Rights Approach



Needs are met or satisfied
Rights are realized (respected, protected, facilitated, and fulfilled)

Needs do not imply duties or obligations although they may generate promises
Rights always imply correlative duties or obligations

Needs are not necessarily universal
Human rights are always universal

Basic needs can be met by goal or outcome strategies
Human rights can be realized only by attention to both outcome and process

Needs can be ranked in a hierarchy of priorities
Human rights are indivisible because they are interdependent. There is nothing like “basic rights”

Needs can be met through charity and benevolence
“Charity is obscene in human rights perspective”  

80% of all children have had their needs met to be vaccinated
20% of all children have not had their right to be vaccinated realised

It is an excuse to state that the “government does not yet have the political will to enforce legislation to iodize all salt”
The government has chosen not to carry out its duty and has instead chosen not to enforce legislation to iodize all salt

The adoption of human rights has implications on programming. The application of human rights thinking means that programmes do not only address the manifestations of the problem but also the underlying root causes of the problem. Addressing the root causes means addressing the fulfilment of the rights that are being violated. It is not enough to meet the needs but to build capacity for communities to meet those needs as well among those who have obligations to be able to fulfil their obligations of providing those needs.

Needs are thus viewed as having right holders who have rights that have not been fulfilled. The principal duty bearer in this case is the state. In Community-IMCI, the analysis of basic causes of problems to be addresses becomes an analysis of why duty bearers have not been able to fulfil their obligations. 

Building capacity involves assisting communities to make decisions that enable them to assess, analyse and take action on the problems affecting them. The role of external support would be largely to influence community decision making in terms of economic, social, cultural and political factors.

The steps in programming can therefore be summarized as:

· Causality analysis

· Role and pattern analysis

· Identification of candidate actions and strategies

· Implementation

· Evaluation

An application of the Human rights approach to programming in IMCI in Tanzania was then presented as an example. The process involved analysis of duty right holders, duty bearers and roles at each level using the 17 family practices. The capacity gaps were then analyzed with reference to each practice and actions  planned as well as the resources required. 

In conclusion, emphasis was put on the need to  educate the rights holders about their rights and the need to be responsible for their rights. Where the rights holders remain reluctant to take responsibility for their rights, legal action may be taken against them depending on the existing laws regarding the matter.

Duty bearers could be empowered through collective planning and delegation of duties to ensure that they have enough authority to do what they are supposed to do. On the other hand,  duty bearers could be made more responsible for their obligations by creating a role pattern that outlines what needs to done, by whom and when. 

Community involvement in the implementation of Community-IMCI with capacity development is  the central key. Participation is by itself a human right.

Figure 1. below depicts the human rights approach to programming for IMCI.
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2.3 Integration of IMCI

2.3.1 IMCI and Integrated Early Childhood Development  (ECD)

Patrice Engle

Integrated Early Child Development is one of the five Medium Term Strategic Priorities of UNICEF globally.
   The other priorities include girls’ education, immunization plus, HIV/AIDS and protection. ECD includes cognitive, linguistic and emotional development. As opposed to previous programming approaches where survival development, protection and participation were treated on programmatic areas, cognitive, social and emotional development are programme as a package for the child. The

ECD concept is based on the following five principles:

· Human rights and capacity building

· Family and community having a central role

· Evidence of improved effectiveness

· Combining pychosocial care, early learning and protection with health, nutrition, water and sanitation

· Focus on children under 8 years with special emphasis on under 3 years as the most vulnerable.

The programme mix in the integration is depicted below:

The Program Mix for IECD

Areas of work:

Programs:
Family Care practices and resources
Access to services, commodities
Policy environment for I/ECD

Health




Nutrition




WES




Psychosocial care  and learning




Protection




Cross-sectoral




The five targets of ECD include:

1. Development of ECD policies by countries and appropriate relevant indicators

2. In high U5MR/MMR countries, to have convergent, comprehensive programme

3. Effective birth registration

4. Increased family knowledge of key practices

5. Increased participation by young children.

Therefore Community-IMCI is seen as an integral aspect of ECD, and the child is the centre of all the services and activities. ECD is based on the rationale that the future of a country depends not only on the survival of the children but also their productivity. This means that human development and poverty eradication depend on early child development. It is by this approach that the rights of the child of survival, development, protection and participation can be realized as articulated by the CRC. 

There is ample evidence that poor nutrition (especially on micronutrients), lack of psychosocial stimulation, passive feeding and child abuse lead to poor health, cognitive and emotional development in later life. Available data on nutrition show an increased rate of malnutrition in eastern and western Africa in the last decade as opposed to a decline observed in all other regions. Knowledge and practice of early stimulation is also low in the region.

The specific areas that need action relevant to IMCI were identified as

· Responsive feeding 

· Increased caregiver awareness of child development and merging abilities.

There is urgent need to develop indicators relevant for pychosocial care and child development and using these as part of the Community-IMCI baseline survey. The instrument developed in Malawi for the baseline survey was singled out as a good example of an instrument incorporating such indicators.

2.3.2 Linkages between Roll Back Malaria and Community-IMCI

Genevieve Bekgoyion and Salim Abdalla

Malaria is the most significant cause of under five mortality in the region as shown in the Fig 2 below.


[image: image2.wmf]Asphyxia

2%

ARI

15%

Diarrhoea

15%

EPI Diseases

20%

Malaria

20%

Other

8%

Neon.Sepsis

5%

HIV/AIDS

5%

NNT

3%

Prematurity

7%

Malnutrition

50%

Source: UNICEF 2001

Causes of Under five Mortality in very 

high U5MR areas in sub

-

Saharan Africa


No significant progress can be made towards the World Fit for Children targets without reduction of malaria mortality and morbidity. UNICEF policy is to support the most cost-effective interventions against malaria. These include: 

· Procurement and distribution of ITNs and insecticides, targeting vulnerable groups  (children and pregnant women) in sub Saharan Africa.

· Promoting public/private partnerships in scaling up of ITNs and long lasting nets (LLN) in collaboration with the private sector, NGOs, women’s groups, other sectors. Currently UNICEF is assisting 8 countries in Africa to scale up (Nigeria, Senegal, Benin, DRC, Ethiopia, Malawi, Mozambique and Rwanda). UNICEF also promotes a voucher scheme in Zambia and Senegal. 

· Promoting intermittent preventive treatment (IPT) during pregnancy using sulphamexazole/pyrimethamine (SP).

· Promoting and supporting access to early treatment for children and families by making treatment available as close as possible (through Community-IMCI).

· Linking community based malaria programmes: IMCI, EPI, nutrition, HIV/AIDS, school health, Safe Motherhood etc. 

· Advocacy on reduction of taxes and tariffs on nets and chemicals. 

2.3.3 Major Areas of Links with RBM at Global Level

As one of the founding partners of RBM, UNICEF is involved in: 

· Resource mobilization

· Monitoring the impact of interventions through MICS, IMCI, DHS etc

· Community capacity development to ensure involvement in prevention

· Support in IEC activities. 
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NB

At programme level, UNICEF policy is to link IMCI and RBM ECD activities fully with RBM. Some findings of the Kilombero Valley Treated Nets (KINET) in Tanzania covering a population of 450,000 people were presented. On performance related to malaria, IMCI had a noticeable improvement in management and care giving. These are summarized below.
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The specific areas proposed where Community-IMCI could complement RBM activities at field level were summed up as

1. Community involvement activities

2. Social mobilization

3. Behaviour change at household level.

The two can work together in:

· Promotion of effective use of nets

· Malaria prevention in pregnancy

Case management, including promotion of early treatment at household level.

2.4   Monitoring and Evaluation of Community-IMCI

Tigest Ketzela (WHO) and Rumishael Shoo (UNICEF)

In view of the growing need to show results and at the same time lessons learnt from the Community-IMCI experience, monitoring and evaluation is seen as an important aspect.  The issue is however to balance process and outcomes so that results are not obtained at the expense of process and vice versa.  There was general agreement that there was need to identify practical indicators of outcome and process.

Evaluation is defined here as “the periodic assessment of progress towards the objective (s)”. While monitoring is the “continuous review of the Community-IMCI implementation to identify and solve problems”. Monitoring requires the identification of indicators which are parameters measured repeatedly over time to track changes towards objectives.

In order to provide the required information to verify the indicators for Community-IMCI, the following approaches of data collection may be resorted to:

· Community surveys (baseline and repeat after some time)
· Routine surveillance reports
· Documents and reports review
·  Demographic surveys
· Multiple Indicator Cluster Surveys (MICS).
Sample outcome indicators include: 

1. Proportion of infants aged less than 6 months who were exclusively breastfed in the last 24 hours.

2. Proportion of infants aged 6-9 months receiving breast milk and complementary foods.

3. Proportion of children aged 12-15 months receiving breast milk. 

4. Proportion of children underfive who slept under ITNs (in malaria risk areas). 

5. Proportion of children aged 12-23 months vaccinated against measles before 12 months of age.

6. Proportion of children aged 12-23 months who received a high dose of Vitamin A in the last 6 months (in areas with vitamin A supplementation policy). 

7. Proportion of ill children for whom the caretaker offered increased fluids and continued feeding.

8. Proportion of children with fever who received an appropriate antimalarial (in malaria risk areas). 

9. Proportion of caretakers who know at least two signs for seeking care immediately when their child is sick.

The management process indicators proposed by the IAWG at various levels include:

National Level

· Presence of an efficient coordination mechanism
· Consensus building plan
· Appropriate situation analysis completed
· A national strategy developed long term plan including a funding plan.
Inter Mediate Level Process Indicators

· As above plus a regional strategy.
District Level Indicators

· Coordination mechanisms

· Consensus building plan

· Operational strategy

· Operational plan.
Community Level

Proportion of districts with at least one community with:

· An identification of the needs and the community diagnosis completed

· A system of co-management and cost sharing of health services in place

· The presence of resource persons working in the area of health.

2.4.1 Monitoring Human Rights approach to Programming in Community-IMCI 

The basis of the UN reform introduced by Secretary General Koffi Annan aims at ensuring that all UN activities are guided by human rights principles. The work of UNICEF is guided by the Convention of Elimination of All Forms of Discrimination adopted in 1980 and the Convention of the Rights of the Child.  It is important that Community-IMCI monitors the realization of rights on women and children.  This ensures that the problems identified are addressed by tackling their root causes as well as ensuring that programme are sustained by building capacities among communities to solve their own problems. 

Community-IMCI itself is rights based because it:

· Promotes child survival which is a CRC principle.

· Recognizes importance of capacity building for duty bearers and states.

· Acknowledges indivisibility of rights by using a multi-sectoral approach.

· Presents opportunity to reach the un-reached.

· Promotes participation of caregivers and states as duty bearers.

The processes to be monitored include the processes on how outcomes have been achieved and how the outcomes will be sustained. These include:

· Presence of policies that create an enabling environment for Community-IMCI.

· Structural changes to accommodate Community-IMCI.

· Degree of institutionalization and ownership at central, intermediate, district and community levels.

· Extent of capacity development and participation of duty bearers and right holders.

The principle focus in monitoring human rights is on “the extent to which duty bearers fulfil their obligations”. The key indicators therefore answer the following questions:

· Is there capacity?

· Is there acceptance of responsibility?

· Do the duty bearers have authority and the necessary power to fulfil their obligations?

· Are there resources to fulfill the obligations?  The human rights based process in Community-IMCI implementation is summarized in the following conceptual framework.  

Fig 3: Conceptual Framework on Causality in Children’s Ill Health














In conclusion the outcomes and impact achieved by Community-IMCI represent the extent to which human right in a country re protected, respected and fulfilled.  A monitoring system should not only look at the short term results but the sustained impact.  In order to achieve a sustained impact, communities will have to be empowered and systems put in place for implementation.

PROGRESS MADE IN THE IMPLEMENTATION ON IMCI IN ESAR COUNTRIES 

Elizabeth Mason (WHO) and Vincent Orinda (UNICEF)

Little progress was achieved in the reduction of under five mortality in sub Saharan Africa. Even the little progress made from 180/1000 to 172/1000 between 1990 and 2000 is being reversed in some ESAR countries largely due to the AIDS epidemic. The current causes of under five mortality are shown on Fig 4 below.
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The IMCI strategy adopted in 1995 by WHO and UNICEF was aimed at addressing these problems. The component and intervention areas are shown on Fig 5 below.
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Good progress has been made in ESAR in the implementation of IMCI and the stages reached by various countries are shown on Fig 6 below. Nine countries in ESAR (Ethiopia, Uganda, Tanzania, Malawi, Zambia, Zimbabwe, Botswana, South Africa and Madagascar) are in the expansion phase. Seven countries (Eritrea, Kenya, Mozambique, Burundi, Swaziland, Lesotho and Namibia) are in the in early implementation phase while two are in the introduction phase (Rwanda and Angola). Somalia and Southern Sudan have made very little progress. 
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For those countries which have adopted IMCI, the Multicountry Evaluation conducted in 2000 showed that the intervention has had an impact on health worker skills on case management when compared to the non IMCI areas: 

· Over 65% of children with pneumonia were correctly managed in Zambia, Tanzania and South Africa as compared to just 40% in non-IMCI areas. 

· Over 70% correctly managed malaria as compared to 20% in non IMCI areas 

· 40% in Zambia and 20% in Tanzania managed anaemia correctly compared to a mere 5% in the non-IMCI areas. 

In addition there were noticeable health improvements on increased supplies in Uganda, South Africa and Malawi. The intervention was also shown to be cost-effective in studies conducted in Kenya where it was demonstrated that the number of drugs prescribed to patients in a first level facility in two districts could be reduced by 50% by adoption of IMCI and a national treatment policy and by two thirds by adoption of IMCI and low cost formulations.

2.5 Summaries of Progress and IMCI Country Experiences 

In the last UNF planning meeting, 18 issues were identified as important in the implementation of Community-IMCI. This list was reviewed by NY and ESARO and five issues were selected as the ones considered most important. Before the presentations, country reports were reviewed and countries which had made some progress in these issues were identified. Countries were then randomly slotted into five groups to share experiences of these issues with persons selected from countries which had made progress. The process was then shared with the large group to complement the individual country experiences. The recommendations from these discussions form part of the recommendations of the meeting. 

2.5.1 Tanzania

Coletta Kibbassa 

Tanzania achieved a steady decline in U5MR and IMR since the 1960s, but the decline remained from the mid 1980s with some reverse of the trend. The U5MR and IMR currently stand at 165 and 104, respectively. It is estimated that 90% of deaths are due to low birth weight, malaria, malnutrition, diarrhoea, pneumonia and measles. The government has adopted a decentralized system and is implementing local government reforms. Community IMCI was adopted in Tanzania because:

· There is evidence that 60% of deaths occurred at home without contact with health facilities (UNICEF Survey 1999)

· Health facilities are overloaded, impacting on quality of care

· There is opportunity to address capacities of caregivers

· There is opportunity for convergence.

Baseline surveys were conducted in seven districts (total population 2,031,881), about  6% of the total Tanzania population. The main findings are:

· About 1/3 of caregivers consider convulsions (severe malaria) and HIV/AIDS to be better managed elsewhere than a health facility.

· While about 2/3 see high fever as a sign of critical illness in a child, only 20% recognize convulsions as a sign of critical illness.
· Only 30% recognize unconsciousness as a critical sign of illness, while 1/2 consider inability to drink as sign of critical illness in a child.

· About 1/3 of caregivers consider convulsions (severe malaria) and HIV/AIDS to be better managed elsewhere than a health facility.
· While 2/3 see high fever as a sign of critical illness in a child, only 20% recognize convulsions as a sign of critical illness.

· Only 30% recognize unconsciousness as a critical sign of illness; only half consider inability to drink as a sign of critical illness in a child.

· During a child’s illness, 1/4 give more fluids, but only 6% feed more, while 39% feed less.

· 44% of households have at least one bednet, but only 5% of these nets are treated with insecticide; only about 1/3 of under fives sleep under a net.

· 59% wash hands after a toilet visit, but only 16% after attending to a child’s faeces.

· Based on baseline survey data, plans have been finalized to consolidate Community-IMCI in seven districts.

Activities in the introductory phase included:

1. Community based monitoring systems and growth monitoring

2. Immunization

3. Salt iodization

4. Vitamin A supplementation

5. Identification of capacity gaps among caregivers

6. Development of a community dialogue tool,

7. Development of a communication strategy for the 17 key practices.

In 57 districts, there are now activities aimed at strengthening existing interventions  (EPI, USI, Vit A supplementation etc). In the seven intensive districts, there are in addition community based malaria control programmes, prevention of low birth weight, Participatory Hygiene and Sanitation Transformation  (PHAST) projects, demographic surveillance. In one district there is an additional programme of early psychosocial care. The model of implantation and linkages is depicted in Fig 7 below.
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The impact of these interventions are summarized below:

· Severe malnutrition dropped to less than 2%, moderate malnutrition dropped slightly from 30% to 20-25%.

· Vitamin A coverage from about 30% (routine) for one dose to 90% twice per year (through campaigns).

· Community based salt monitoring systems: 83% of H/Hs use iodized salt.

· Immunization coverage is above 80% in all seven districts (the national target is 85% by 2003).

· ITN use increased from 2% (Baseline survey 1999) to 8% in year 2001.

· Improved latrine coverage up from 16% to 30% over a period of 1 year.

· ORT/ORS used in most H/Hs.

· S/P use increasing for treatment of uncomplicated malaria.

· TT2+ coverage for pregnant women is 80%.

· Antenatal care visit is 78%.

· Utilization of health facilities has generally improved.

The important lesson learnt by Tanzania is that effective linkage between health facilities leads to more effective IMCI implementation. Community-IMCI is seen as an umbrella through which all child health interventions at community level can be delivered.

2.5.2 Zimbabwe

Boniface Manyome 

Zimbabwe started IMCI implementation in 1996 with sensitization and adoption by the MOH. Adaptation was done in 1997 and a partners meeting held in 1998 when UNICEF was given the task of spearheading the Community-IMCI component. A health worker training manual was produced in 1999 and training started in 2000. 

One district in Ache province was selected in 2000 to serve as a learning district for the province. The eight reference districts selected were Darwin, Mudzi, Hwangwe, Zaka, Cheguru, Chipinge, Gokwe and Bullimamangwe. A baseline survey was conducted in four districts and implementation started in 2000. Four more districts started in 2001; 235 health workers were trained by the end of 2001. RBM and IMCI were integrated in three districts in 2001.

The schematic representation of the implementation framework and organizational structure are depicted blow:
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In the six districts, 139 district facilitators, 681 ward facilitators and 5,563 community mobilizers were trained. 128 wards have also managed to conduct Triple A. It is worth noting however that the priorities identified in the baseline survey significantly differed from the community priorities, and harmonizing these priorities has been one of the challenges.

Challenges and lessons learnt in Zimbabwe include:

· Scaling up

· Ensuring meaningful community involvement (not tokenistic).

· Sustaining partnerships and interaction among implementers.

· The poorly functioning and ill understood decentralization.

· Providing supplies for community level to kick-start activities.

· Differences in implementation approaches by different partners.

· Balancing between bottom up and top down approaches.

· Weak support to districts compared to their responsibilities.

· Challenges existing in prescribed mandates.

· Weak support to communities by technical staff.

RBM has now agreed to expand and support two more districts with their resources. The government supported two districts with their own resources and the government now insists on moving farther with Community-IMCI implementation.

The following lessons were learnt in Community-IMCI implementation in Zimbabwe:

1. There is absolute need to strengthen integration in the implementation of the three IMCI components.

2. IMCI itself can foster inter-sectoral collaboration for other programmes.

3. Community involvement takes time!

2.5.3 Malawi

Catherine Mkangama and Lucy Kachapila

Malawi experienced a steady decline in U5MR and IMR since the 1960s but the rates remain unacceptably high (189 and 104, respectively.) This steady decline has possibly been associated with improved access to clean water, malaria control, progress achieved in women education and improvement in key care practices.

Mortality associated with malaria, malnutrition, anaemia, pneumonia, measles, diarrhoea and perinatal conditions accounts for 84% of under five mortality, with malaria as a leading cause (20%).

The baseline survey conducted in Malawi for Community-IMCI identified important gaps in key practices as shown below

CIMCI BASELINE SURVEY FINDINGS

KEY BEHAVIOUR
CURRENT PRACTICE
ENCOURAGING FACTOR
INHIBITING FACTOR

Home management
72% of parents gave drugs at home
IMCI diseases  well known, & have local names

Communities familiar with treatment

Availability of common drugs within the community
Beliefs in traditional herbal remedies

Beliefs in traditional herbal remedies

Lack of financial resources to buy drugs

Care seeking
54% of deaths occurred at home


At least 60% of caretakers who went to hospital did so within 24 hrs of onset of fever
48% of parents considered h/f to be far




80% of mothers did not consider taking child with general danger sign to health facility
>90% had been to a H/F had been to H/F by 3rd day of onset of illness.
Beliefs in traditional healers & witchcraft

Attitudes of H/Ws

Quality of care at H/F poor

Shortage of drugs

Knowledge of general danger signs poor.

Compliance with medical prescriptions and follow up
78% children who went to H/F took drug prescribed
47% children prescribed follow up visit complied
80% of referred children complied
Most clients were able to understand instructions given in the local language.
Illiteracy

Poverty – no money for transport

Traditional beliefs

Lack of trust in modern medicine

Poor communication

-Unclear instructions on need for referral

Negligence by caregivers

Community IMCI is now established in nine districts (Chitipa, Mzimba, Nkhata Bay, Likoma Island, Kasungu, Lilongwe, Mchinji, Blantyre and Mwanza). The focus of activity in Malawi has been at district and community level.

Processes and activities undertaken at district level include:

1. Orientation of the District Executive on Community IMCI.

2. Formation of district working groups.

3. Orientation of District Development Committees.

4. Selection of impact areas. 

5. Development of district plans.

6. Training of three district working groups on the 16 care practices and community dialogue.

Activities undertaken at community level:

1. Orientation of community based extension workers on the community-IMCI strategy.

2. Training of health staff on the 16 key care practices and community dialogue.

3. Joint assessment of the 16 practices in the impact areas. 

4. Development of community action plans.

5. Implementation and monitoring of plans.

Community-IMCI in Malawi has been implemented as part of ECD. Linkages have been formed with RBM, EPI, nutrition, Safe Motherhood, family planning and pre-school programmes. Any new policies being introduced are taking cIMCI into account. 

In Malawi, key achievements include:

1. Household baseline survey undertaken and report formed the basis for more programmes.

2. Training manual for extension workers developed.

3. Mothers Card on infant and young child feeding developed.

4. 20 national and district committee team members trained as trainers on the 16 practices.

5. 280 community and district level technicians trained in feeding.

6. Community dialogue conducted in six districts and 340 villages.

7. Multi sectoral collaboration and better convergence of programmes achieved.

8. Ten training courses on HIV feeding and counselling conducted for 260 health workers.

9. Training on breastfeeding and lactation management conducted for 100 volunteers and TBAs.

10. Vitamin supplementation training conducted for 300 volunteers.

11. Thirteen baby friendly hospitals supported.

12. Eight vehicles and data processing equipment supplied to the programme.

13. Quarterly micronutrient meetings held with an emphasis on iodine deficiency.

14. Policies developed on infant feeding, ECD, PMTCT. 

15.  Community dialogue tool has now been adopted by other organizations and the training is to be taken up as a regular course at the Malawi Institute of Management.

16. Curricula for Health Assistants have been revised to include IMCI, and trainers have been trained.

There were many challenges and lessons learnt by Malawi. The challenges included:

· Limited number of skilled staff at community level.

· The inherent problem of limited access to health facilities thus mitigates against referral and support.

· Varying levels of commitment by stakeholders and duty bearers.

· The tool was long and time consuming and therefore replication may be a problem.

· A number of misconceptions exist about care practices and thus the need for intense advocacy and mobilization.

The lessons learnt were:

1. For infant feeding and HIV counselling to be effective, expansion of VCT is imperative.

2. There is need to be clear with communities on the objectives of the programme in order not to raise expectation beyond what can be achieved.

2.5.4 Madagascar

Khaled Bensaid

Although Madagascar continues to make steady progress in the reduction of U5MR and IMR, the child survival indicators remain poor with U5MR, IMR and MMR still at 142, 85 and 488, respectively. Rates of malnutrition remain high with 48%, 34% and 14% of children stunted, underweight and wasted. Immunisation coverage was only 37% in 2000 (MICS). 

In 1993, Madagascar implemented a World Bank funded nutrition project in response to the situation of  poverty, drought and seasonal cyclone distress. UNICEF complemented this by supporting a community based nutrition project in 1995. In 1996, an IMCI programme was started; in 1998, it became part of  the community based nutrition programme. 

The goal adopted for IMCI in 1998 was to develop a sustainable approach to reduce the underfive mortality through community capacity development, convergence of approaches, building national capacity for implementation and partnerships.

Training of health workers, Component 1, was undertaken by MOH while Component 2 was realized through the Bamako Initiative and continues to date. Community- IMCI was supported by Basics (NGO) and ASOS (local NGO). 

The processes at various levels are summarized in the following table:

CENTRAL LEVEL
DISTRICT LEVEL 
COMMUNITY LEVEL

1.Setting up  a co-ordinating structure

2.Selection of Approach: Objectives, strategies, tools

3.Implementation framework

4.Consolidation

5. Review, evaluation, consensus on strategy and scaling up  (current step)
1.District selection

2.Distict authorities sensitization

3.Training of technical staff including other sectors (agriculture).

4. Site selection for implementation


1.Establish contact with community and local authorities, sensitization and selection of volunteer

2.Volunteer training and descriptive report on the selected site

3. Community organization with committee selection and joint planning with NGOs.

4.Implementationm of POA

5. Follow up and monitoring

In 2002, Community IMCI was being implemented in 26 out of the 111 districts of Madagascar. This covers 636 sites with a population of 252,8000 inhabitants. Of the sites, 161 (25%) are already autonomous and are able to continue implementation using their own resources. The criteria of autonomy are based on:

· Existence of a volunteer

· Presence of surveillance and growth monitoring activities

· Regular IEC activities

· AAA done periodically

· Existence of a community financing system

· Regular supply of agricultural inputs

· Supervision of Agricultural staff

· Presence of a co-ordination committee.

The following table shows a summary of observed changes on selected family practices:

Practice
1997
2000
Comment

Exclusive breast feeding
22%
58.5%


Vit A supplementation for children
28%
78%


Use of iodized salt
72.5% (1998)
78%


Households using mosquito  nets in all areas

30%


Households using mosquito nets in the intensive areas

78%


Children who slept under a net

25%


Children sleeping under a treated net

6%


Immunization coverage in the CIMCI area
31%
97%


ANC 4 visits or more
40%
77%


TT coverage
34%
84%


Washes before feeding a child

55%


Washes before preparing meals

30%


Washes after defecation

27%


No. with no toilet in the intensive area
70%
35%


Latrine coverage in three intensive area
27%
65%


These changes are based on MICS data, DHS data of 1997, Basic survey data of 1998 and the CIMCI baseline conducted in 2000. 

The trends in the prevalence of underweight from 1994 to 1999 are also shown below.
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But there were challenges and constraints.

The single most important constraint is the limited human resources in health. Currently there is only 1.5 staff per health centre as opposed to the recommended four. The other challenges in Madagascar include:

· Scaling up while maintaining quality. 

· Centralized system to support provincial and district systems for CIMCI.

· Integration of neonatal tetanus and AFP surveillance in the community based surveillance system.

· Integrate malaria control such as community based chloroquine distribution systems into cIMCI

· Integrate and harmonize the approaches in the Young Child Integrated Development Project in the community and with IMCI. 

The ultimate challenge seen in Madagascar in implementing IMCI is the biting poverty. The pooling of resources and the participation of other partners like WFP, WB, FAO, UNESCO, through the UDAF process is seen as a key to successful implementation.

2.5.5 Uganda

Jesca Nsungwa Sabiiti

Although Uganda has made progress in economic and social indicators in the last ten years, the U5MR/IMR/MMR remain high (152/88/505). The per capita expenditure on health remains relatively low (US$ 7–12), although communities contribute up to 56% of the health expenditure. The main constraints in improving child survival indicators include the low female literacy (46%), poor access to health care (49% within 5 km) and poor utilization of public health facilities. Only 15% of the population in Uganda will resort to a public health facility for treatment in case of illness. Most would go to a private facility (41%) or  a shop (38%). The strategy and progress of introducing IMCI in Uganda are depicted below:
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In Uganda, Community-IMCI planning is at sub-county (sub district) level which is the lowest statutory unit in the government system with planning and budgeting functions. Each sub-county has a health unit and a population of about 30,000. Implementation takes place at parish level, which is the smallest administrative level with representation at sub-county level. Planning at parish level is through the Parish Development Committee. 

The community organization steps and guidelines are outlined below:
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Guidelines developed
· Strategy docs :   
C-IMCI, Communication, 

Home management of malaria/fever

· Training manual: 

· –Orientation on C-IMCI : District, S/County C-IMCI implementers

· –IMCI tailored participatory approach

· –CORPs trainers manual

· District guidelines and tools for baseline survey 

· Guidelines for sensitization: lower levels, health workers

· Counseling charts for key behaviors in 4 languages

· Two documentary: drama + policy level

· Monitoring tools

· Guidelines for integrating CIMCI in training institutions
The process of training and orientation for community IMCI takes about 21 days as follows:

· One week for orientation of sub-county facilitators.

· Three days training for Community-IMCI implementers.

· One day for sub-county authorities orientation.

· 4-5 days for development of the village plan.

· Two days training on monitoring.

· Three days training for community resource persons.

Various Community-IMCI activities have been costed in Uganda.

The total cost of the baseline survey for the district is about $4,800 which includes training, conducting the survey and dissemination of results. The cost of developing village plans is $3,000 per district. While the cost of training village resource persons is $95

To date, 156 district implementers have been trained and Community-IMCI is now being implemented in 29 districts. Nine districts have completed baseline surveys; 213 out of the 1,500 PDCs have been trained on Community-IMCI; 212 community resource persons have between trained on counselling.

The achievements in Uganda were attributed to the enabling environment created by the political environment and policies. The decentralized government structure, which empowers communities in taking decisions, has been particularly useful. There has also been close collaboration and support from other programme e.g. (RBM) as well as the growing support from NGOs and the private sector.

The major challenges include:

· The complex task of building capacity for interpersonal communication for community-IMCI and ensuring effective communication between mothers and mobilizers.

· Sustaining and building links between the PDCs, health units and budget holders at sub-county level.

· Stimulating community demand and ownership of services.

· Sustaining activities stated by NGOs.

· Translating IEC material into the many languages in Uganda.

· Continuing to encourage convergence of programmes at parish level without over-stretching the management capacity of PDC.

A number of lessons have been learnt from the Uganda case. These include:

· The positive effect of political will for community-IMCI and involvement of civic leaders.

· Partnership is necessary at all levels.

· There is no pure bottom up or top down approach. The top down approach can be used to catalyze the bottom up approach.

· One behaviour affects several approaches and therefore behaviour change should target several practices.

· Capacity building and training should be continued.

· All the necessary preparations should be made before community entry.

· The IMCI strategy is a vehicle for other child survival interventions.

2.5.6 Swaziland

E. Mudebele, Satu Pehu-Voima and D. Dlamini

After a steady period of U5MR and IMR decline, Swaziland is now experiencing a reversal of this trend. The U5MR and IMR now stand at 122 and 87.5/1000. The MICS (2000) reveals a poor state of children health as summarized below:

ACTIVITY/ PRACTICE
MICS (2000)
COMMENT

Immunization coverage
72%
Declining

Stunting and underweight
30% and 10%


ORT use
92%


Exclusive breastfeeding
31.2%


Birth registration
53.5%


Orphans in h hold/both parents
2%/5.6%


Access to safe water
51%


HH with any kind of toilet
72%


ANC at least once
54%


Iodized salt use
54%


Knowledge of at least TWO danger signs
17.4%


Gaps identified to be addressed by Community-IMCI include:

· Psychosocial stimulation

· Knowledge on intestinal parasites

· Vitamin A deficiency supplementation

· Home management of common illnesses and compliance

· Male involvement in child care

· Food security.

Swaziland obtained funding from UNF and has already developed an implementation plan using a human rights approach. 

2.5.7 Nigeria

Nkeiru Onuekwesi

Nigeria continues to have high U5MR and IMR  (178 and 105),  80% of the major causes of mortality and morbidity could be addressed through IMCIO. The major causes of morbidity and mortality are shown below.


IMCI was adopted in Nigeria as the strategy for child survival in 1997 with establishment of an IMCI unit in the Federal Ministry of Health. Partnerships have been established with RBM and Reproductive Health within the Ministry of Health as well as with other sectors, agencies, NGOs and community based organizations. 

In planning for Community-IMCI a stakeholders meeting was held in June 2000. A proposal on empowering communities to improve children’s health was prepared and submitted to UNF through the UNCT. Funds were received in June 2002. 

Other activities undertaken so far include:

· Building consensus among partners.

· Draft planning matrix for IMCI among partners developed.

· Draft enabling policies developed in relation to ITNs, Vit A supplementation, etc.

· Adaptation and development of a baseline survey tool.

The challenges Nigeria faces include:

· Selling the idea of  IMCI as a package to all partners. 

· Ensuring integration and convergence at community level for various activities.

· Selection and use of appropriate community entry processes.

2.5.8 Mali

Pierre Signe

Of Mali’s population, 61% and 39% live within 15 and 5 km of a health facility. IMCI was therefore introduced to improve access and utilization. The child survival indicators are poor, with immunisation coverage on only 21%, 30% with chronic malnutrition and 30% with acute malnutrition. The clinical component was introduced in four districts and 81 health staff were trained. The course was found to be too long (21 days) and expensive (US$ 45/ staff trained). The community component was introduced in 1997 based on Triple A. To date the following have been achieved:

· 18 districts covered

· 771 villages developed action plans

· 845 community mobilizers trained

· Family practices identified.

Major findings of the baseline survey on family practices and knowledge appear below.

Practice
Before
After cIMCI (2002)
Comment

Suspected malaria cases treated with chloroquine
39.2%
55%
Village pharmacies in place (90%)

Mothers knowing correct use of ORS for diarrhoea
47.3%
75%



1995/96
2000/1


U5MR
239
223


IMR
123
113


The key interventions included in the Mali IMCI strategy include:

· Immunization+

· Maternal and neonatal care

· Malaria prevention and treatment

· ARI prevention and treatment

· Diarrhoea

· Malnutrition prevention (exclusive breastfeeding, nutrition supplementation for pregnant women, etc,

· Presumative intermittent treatment of malaria in pregnancy,

· Availability of essential drugs

· ITN use

· Deworming.

The steps in the IMCI implementation included the following:

1. Training the district on clinical management

2. Baseline data on key practices

3. Triple A with the community on selected practices with development of action plans and selection of community mobilisers 1/35 households.

4. Develop family practice follow up including monitoring tool and community register 

5. Train community mobilizers

6. Negotiate and sign performance contract to ensure a performance based approach.

Implementation of IMCI in Mali is based on the following principles:

1. Community interventions are linked to the services and support of the health facilities.

2. The necessary supplies and commodities at community level are made available through the national drug supply system.

3. Community mobilizers are supported in the behavioural change interventions through existing channels and tools.

4. The mobilizers are regularly supervised and supported. Monitoring system linked to analysis of coverage, utilization, access etc and these are linked to community level planning.

5. Monitoring starts at community level (community based).

The challenges that lie ahead in IMCI implementation in Mali are numerous but the key ones include:

1. Integration of clinical training in basic training.

2.  Development of all three components together.

3. Availability of essential drugs and supplies.

4. Development of appropriate monitoring tools.

5. Motivation of community mobilizers through appropriate incentives and maintaining the performance contact.

6. Availability of resources to scale up. The cost of implementation in a population of 200000 inhabitants is about $400,000 and the total number of districts in Mali is 39.

CLOSING REMARKS AND SUMMARY RECOMMENDATIONS 

2.6 Closing Remarks

The closing session was marked by brief speeches from Dr. James Herrington (Health Scientist, UNF), Ms. Marilyn Dawson (UNFIP), Ms. Andrea Gay (UNF) 

UNFIP and UNF expressed satisfaction in the conduct of the meeting and felt that the objectives of the meeting had been met. They emphasised the need for the project at this stage to:

· Document and share experiences more

· Continued with integration of community-IMCI

· Interact and collaborate

· Show results by adopting more rigorous monitoring systems.

· Tell the story about community-IMCI with documentation like films which reached wider audience. 

All the speakers appreciated the experiences shared during the meeting on Community-IMCI implementation, and thanked the organisers for facilitating that important process.

As part of the next steps, the meeting unanimously agreed to hold another meeting of the UNF-supported countries, to share new developments in Community-IMCI implementation. The meeting would be organised around results and key implementation issues that are emerging.

Two participants Ms. Nkeiru Onukwesi (Nigeria) and Pierre Signe (UNICEF-Mali) were asked to give closing remarks based on they had SEEN, HARD or OBSERVED during the meeting. Nkeiru expressed general satisfaction in the conduct of the meeting and felt that she had learnt a lot.
Below is an extract from Signe Pierre:

‘On behalf of those of participants, with whom I discussed about the workshop, I am happy to share with you the following positive comments:

1. The workshop has been really helpful regarding the sharing of experiences on C-IMCI. Learning from other experiences is always great.

2. One of the key comments that came out is that it is necessary to link health services provision to community interventions. Carrying up the over-all 3 components of IMCI in the same sites can do this. This definitely helps to optimize the impact of the interventions on health determinants as well as on key family practices at the household level.

3. he overall organization of the workshop has been great, and the field visits despite the long distance travel, has been useful by giving the opportunity to observe the Tanzanian experiences.

4. C-IMCI is becoming clear and more effective in terms of process and outcomes expected. After this meeting, countries will move forward to implement C-IMCI during the next years. There is no doubt that there will be more experiences and lessons learned to share during the next meeting.

However, some aspects need to be improved:

1. Time accorded to the presentation and discussion of country experiences was shortened and we could not have in-depth discussions on country presentations.

2. Also, a meeting of such an importance may definitely be in French and English in order to allow more participation and information sharing.

2.7 Summary Recommendations 

2.7.1 Meeting organization for future

· Maintain the regular organization of such a meetings yearly or every two years.

· Give more time to country presentations and discussions

· Provide English/French translation during the meeting.

· The next meeting will be held in 2003 in Uganda.

2.7.2 On community IMCI Implementation

· In order to sustain community IMCI, its planning should be an integral part of districts, community and multisectoral plans in the respective countries.  It is further recommended that community IMCI initiatives are planned, implemented and monitored with the beneficiary communities.  Achievements should be clearly displayed in prominent public sites, e.g. health facilities and community social halls.

· It is necessary to develop special strategies to ensure widespread coverage of community IMCI in order to reach the underserved who live in remote, “hard to reach” areas.

· In order to ensure effective scaling up of IMCI activities, additional human and financial recourses should be mobilized from governments, NGOs and other partners, including the beneficiary communities.

· The role of community health workers in community IMC implementation is critical.  It is necessary therefore to consider some form of motivation/incentive and support to enable them to participate fully.

· There is need for UNICEF to further sensitize development partners, government authorities, NGOs and communities on the Human Rights Approach to community IMCI so that the approach is adopted and internalized.

· It is recognized that the success of community IMCI will depend to a large extent on behavior change.  It is hence imperative that the existing beliefs be identified and the initiative (c-IMCI) be built on the identified positive beliefs.

· Training in community IMCI should be practical and based on capacity analysis and/or Training Needs Assessment.

· There is an urgent need to integrate ECD and RBM to the community IMCI, where they are not already integrated.

· In order to enhance planning of community IMCI, it is necessary to develop capacity at the community level to collect data from identified sentinel sites and analyze, use and disseminate as required.

3.0 THE WAY FORWARD

ESARO plans to enhance technical support in IMCI implementation by engaging an IMCI project officer from July 2002. A monitoring meeting is planned in October in collaboration with NY HQ and ESARO M and E. Training in HRAP for IMCI is planned for January 2003, but all countries are encouraged to take advantage of the ongoing UNICEF HRAP training at country level.

3.1 Country Community-IMCI Implementation Plan

Country Community-IMCI implementation plan for Tanzania, Zimbabwe, Mali, Nigeria, Uganda, Madagascar and IMCI milestones for Swaziland (12 months) and Kenya are highlighted in the following matrices.

TANZANIA

COMMUNITY IMCI IMPLEMENTATION PLAN IN SEVEN DISTICTS - (2002 –2004)

Objective:  Operationalise a framework for development, planning, implementation and co-ordination of family and community IMCI

Strategy
Activity
Responsible

Linkage
Time scale

2002-2004
Resources
Source 
Output




1
2
3
4
5
6
7
8
Tsh 



1.Advocacy and coordination of community IMCI 
1. Convene a meeting of all stakeholders on Community-IMCI to share experiences

2. Conduct quarterly meeting for Community-IMCI subgroup

3. Employ community-IMCI focal person at IMCI unit & working tools
IMCI Sub group

/secretariat

IMCI Sub group

/secretariat


X

X

X
X
X
X
X
X
X
X
(Combined in Organisation & management)

3,914,000

8,800,000


MoH/

Partners

MoH/

Partners

MoH/

 partners
Level and number of officials debriefed 

Number of meetings convened



2. Development of communication strategy, implementation tools and implementation framework
1. Printing and distribution of communication strategy document

2. Dissemination of the communication strategy 

3. Design and develop integrated community IMCI implementation tools (advocacy/sensitization, orientation, training packages, cards, 

4. Development of HRAP based monitoring and Evaluation tools

5. Pre-test Orientation and Training Tools

6. Printing of tools

7. Develop, print and disseminate appropriate IEC materials in 7 Councils
IMCI Secretariat 

MoH

IMCI Secretariat 

MoH

Working Group

MoH

Working Group

MoH

IMCI 

Secretariat/

Working Group

IMCI 

Secretariat/

Working 

Group


X

X

X


X

X

X
X

X

X

X
X
X



20,000,000

10,800,000

31,060,800

108,000

6,963,200

1

40,000,000

65,427,920


UNICEF/

Partners

UNICEF/ Partners

UNICEF

/Partners

MOH/

Partners

MOH/

Partners

UNICEF, MOH/

Partners
Communication Strategy printed and distributed

Tools developed and made available

Tools pre tested and comments incorporated as necessary

Tools made available

IEC materials made available

Tools disseminated

3. Strengthening Partnership and Institutionalization of Community-IMCI (Utilization of existing structures and opportunities within programmes in the community)
1. Make an inventory of existing structures, community-based programmes and supporting institutions/organization 

2. Review and identify opportunities in the existing community-based and targeted programmes 


MoH

Working Group

MoH

Working group, Consultant


X

X
X

X
X




X


4,100,000

5,000,000


MOH/

Partners

MOH/

Partners 


Inventory report

Human capacities, relevant structures for partnership identified

4.  Capacity development for implementation of IMCI community component
1. Conduct re-orientation meetings and updating on Community-IMCI to the 7 districts

2.  Conduct Advocacy /Orientations meetings for 1 day for 20 people per Ward

3.  Conduct Advocacy /Orientations meetings for 1 day for 30 people per Village   

4. Training of 20 National Core Trainers Central level

5.  Training of 15 District Trainers (TOT) per district 

6.  Training of 15 TOTs at Ward level

7. Training of 10 mobilizers at Village level 

8. Conduct integrated basic training of Village Health workers 

9. Develop mechanism for ensuring essential supplies and equipment (e.g. iodated salt test kits, mosquito insecticides, weighing scales) available at district and community levels 
MOH,

Working Group

CHMT, MoH, PORALG 

Extension staff

MoH, POLARG

Working Group

CHMT

Extension staff

CBHC Unit

IMCI Unit



X

X

X

X
X

X

X

X

X

X

X
X

X

X

X

X

X

X

X
X

X

X

X

X

X

X
X

X

X

X

X

X
10,000,000

7,800,00

8,000,000

6,344,000

92,000,000

85,200,000

5,500,000

70,310, 000


MOH/ Partners

MOH/ Partners

MOH/ Partners

MOH/ Partners

MOH/ Partners

MOH/ Partners

MOH/ Partners


Political 

commitment and community participation.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                          

Advocacy/

orientation 

meetings report

Advocacy/

orientation meetings report

20 National 

Core Trainers trained

15 District Trainers

 (TOT) trained

15 TOTs at Ward level trained in 

each Ward

10 TOTs at Village level trained 

2 village health workers each trained in 15 villages

5.  Strengthening of Community Based Information System (CBMIS) for monitoring IMCI community component


1. Conduct sensitisation meetings on CBMIS (to be done with general orientation – see capacity development strategy above)

2. Printing and distribution of CBMIS registers and forms

3. Review the existing reporting and feedback mechanisms including linkages with MTUHA (MTUHA-3)
Ward extension workers/IMCI 

Unit





X


X

X
X

X


X

X

X
X

X

X

X


10,000,00
PORALG

MOH/ Partners

MOH/ Partners
Stronger linkage between the h/f and the community within the existing systems



6. Capacity development for child stimulation and early learning
1. Conduct training of National core team and adoption of the tools on psychosocial stimulation

2. Conduct baseline survey psychosocial stimulation and early learning

Evaluation of the project
IMCI Unit/ Partners

IMCI Unit/ Partners
X

X






X
12,000,000

20,000,000



ZIMBABWE

COMMUNITY IMCI IMPLEMENTATION PLAN (2002 – 2003)

OBJECTIVE 1: To introduce and consolidate Community-IMCI in selected districts of Zimbabwe.



ACTIVITY
PARTNERS
TIME FRAME
EXPECTED OUTCOME
INDICATOR
ESTIMATED COST

1.1.-finalise resource manual & training guidelines and print

- finalise village registers
UNICEF

GOZ
July – Dec 2002
Manuals/ guidelines printed

Village registers printed
# of trainers and planners with manuals and guidelines
US $33714,36

1.2. Strengthening provincial & district support teams

- train pool of resource persons –develop & agree on monitoring workplans          -carry out regular support visits at all levels
UNICEF

GOZ

WHO 

RDCs

MUNICIPALITIES
July – Dec 2002
Pool of resource persons trained

Monitoring workplans developed

Support visits carried out
# of resource persons / province

# of provinces/ districts with monitoring workplans

# of support visits
US $48457,26

1.3. Adaptation of National communication strategy to suit district needs
GOZ

UNICEF 

NGOs

RDCs

WHO
July – Dec 2002
District communication strategy developed
# of districts with communication strategy
US $60000

1.4.Orientation of districts & cities to Community–IMCI

2003- 8 districts & 3 cities *

Establishment of district / city core teams and multi-sectoral teams 
GOZ

UNICEF

MUNICIPALITIES

RDCs

WHO
Jan – Dec 2003
8 districts & 3 cities oriented

11 core teams and 11 multi-sectoral teams established
# of districts and cities oriented

# of core tams and muli-sectoral teams established
US $ 20000

1.5. carry out CCD/ Triple A training in 11 districts/cities *
UNICEF

GOZ

NGOs

RDCs

WHO
Jan – Dec 2003
11 districts/ cities trained
# of districts / cities trained
US $1602727,30

1.6. Provide suitable equipment & transport to support / supervise field activities
UNICEF

GOZ

RDCs
MUNICIPALITIES
Jan – Dec 2003
Transport provided to districts

Regular monitoring of field activities
# of vehicles provided

# of visits to lower level
US $330000

OBJECTIVE 2: TO MOBILISE POLITICAL SUPPORT AND MOBILISE RESOURCES 

2.1. Finalise advocacy package & print *
UNICEF

GOZ
July – Dec 2002
Advocacy package finalised
Final document available
US $30000

2.2. Hold advocacy meetings at national and provincial levels for support and resource mobilization *

-setting up of multi sectoral committees at national and provincial levels

-building and strengthening of partnerships - NAC

-PMTCT

-municipalities

-NGOs etc

- review terms of reference & membership of National task force in view of broadening it
UNICEF

GOZ
PDC
July – Dec 2002
Meetings conducted

Resources mobilized

Multi- sectoral committees set up

Partnerships established

Terms of reference & membership reviewed
# of meetings conducted

# of partners mobilized attended meetings

type & quantity of resources mobilized

# of functional multi sectoral committees

# of partners collaborating in Community-IMCI

National task force broadened
US$ 5000

2.3. study tours (inter & intra country)
GOZ 
UNICEF
RDCs / Municipalities
Jan- Dec 2003
Visits conducted
# of visits conducted

Reports of visits available
US $20000

OBJECTIVE 3: TO IPMROVE THE KNOWLEDGE & SKILLS OF CBW & INTENSIFY COMMUNITY DIALOGUE 

3.1 Train CBW & sensitise health committees (village & ward)

-key HH practices

- community based data collection, analysis and utilisation

-strengthen PHHE

-strengthen CBGM *
GOZ

UNICEF

RDCs

NGOs
July – Dec 2002

Jan- Dec 2003
Training conducted
# of CBW trained

# of villages with CBGM
US$232727,27

OBJECTIVE 4: TO IMPROVE THE KNOWLEDGE AND SKILLS OF PARENTS & CAREGIVERS 0N IMCI CONDITIONS

4.1. Training on key HH practices

-CBGM

-BF support groups

-micronutrient supplements

-malaria

-HIV/AIDS

-hygiene practices *
UNICEF

GOZ 

WHO 

NGOs RDCs

Municipalities
July- Dec 2002

Jan-Dec 2003
Training conducted
Proportion of parents / caregivers trained
US$17454,55

4.2. Develop & produce relevant community education material
GOZ

UNICEF

WHO

RDCs

Municipalities
July-Dec 2002

Jan- Dec 2003
Materials produced
Type & quantity of material produced
US$20000

OBJECTIVE 5: TO REVIEW AND MONITOR PROGRESS OF Community-IMCI 

5.1. Conduct comprehensive review of progress, lessons learnt & plan for the future *
GOZ

UNICEF

WHO

RDCs

Municipalities

RBM

NAC
July – Dec 2002

Jan – Dec 2003
Meetings conducted
# of meetings conducted

reports of meetings

future plans available
US $96914,54

Community survey *
Jan – Dec 2003
Survey conducted
Survey results
Survey report available
US$30000

Documentation “telling the story”
UNICEF

GOZ

NGOs

RDCs

Municipalities
Jan – Dec 2003
Documentation done in chronological order
# of available documents
US$20000

BUDGET SUMMARY FOR ZIMBABWE

GRAND TOTAL                               : US $ 2,566,995.00

URGENT FUNDING REQUIRED: US $1,907,909

MALI

COMMUNITY IMCI IMPLEMENTATION PLAN (2003 – 2004)

Objectives
Activities
Resources
Period
Indicators

· Achieve the elaboration of strategic documents on Community-IMCI
· Collect the existing tools 

· Synthesize them to produce a common tools to be used by various levels

· Organize a national adaptation workshop 
Funds available:

- WHO

- GR-UNICEF


Before Dec. 2002
· Tools available



· Improve the capacities of health agents on IMCI in 10 more districts 
· Train trainers at regional level

· Organize training sessions

· Follow-up trained health agents
20,000 US$ per district =

200,000US$
Jul. 2002 to Dec.2004
· Number of districts with health agents trained

· Number of health agents trained

· Develop the selected cost-effective interventions package in 16 districts, linked with the clinical capacities strengthening of health agent on IMCI in order to:

· Improve % of new-borns exclusively breastfed during 6 months

· Reduce immunizable childhood diseases (50% reduction in measles mortality rate, elimination of MNT)

· Reduce micro nutrient deficiencies (Maternal and child night blindness to below that of public health significance, 50% of pop. Urinary iodine >100 (g/dl and anemia in pregnancy reduced by one sixth) 

· Reduce by 50% the mortality of non-immunizable childhood illnesses (ARI, malaria, diarrhoea)

· Reduce LBW by 10% 
· Baseline study 

· Micro planning at district, health center and community levels 

· Establishment of performance contracts between the regional and the district level

· Refreshing training of health agents Community-IMCI

· Supply in necessary logistics (vehicles, motos, cool chain, bicycles, ITN and Essentials drugs (SP, paracetamol, chloroquine, cotrimoxazole)

· Implementation of EPI+ and Maternal & neonatal care packages, including malaria prevention

· (Immunization with BCG, DPT, Polio, Measles, Twice yearly de-worming, Twice yearly Vitamin A supplementation, presumptive treatment of U5 against malaria, ITN distribution to completely immunized child U1, Distribution & promotion of treated bed-nets to pregnant women)
Funds available from:

- CIDA

- UNF

- GR-UNICEF

- Government

- WHO

- WB


Jul.2001-

Dec.2004

(Detailed schedule is available)
· % of children exclusively breastfed at 6 months

· Measles mortality rate

· MNT mortality rate

· Maternal and child night blindness prevalence

· % of households consuming iodized salt

· IDD prevalence

· Anemia prevalence in pregnant women

· Occurrence of child deaths attributable to malaria, diarrhea and/or pneumonia

· % DPT3 and measles coverage rates in <2 years

· LBW rate



· Effective Coverage with Community-IMCI in target districts:

· 60% use of treated bed-net by pregnant women/children<5yr 

· 60% adequate home management of childhood illness 

· 60% exclusive breastfeeding at 6 months

· 90% of households consuming iodized salt

· 80% of children U5 years get anti-helminthic twice per year

· 80% of children get high dose of vitamin A once every 6 months until the age of 5 years

· 80% DPT3 and measles coverage rates in U2 years

· 60% of families apply recommended household practices
· Participatory diagnosis at the community level (Triple A)

· Development of community mobilizers tools (village registers, follow-up tools)

· Training of district health teams in managing communication activities for behavior change

· Design and implementation of district integrated communication plans for behavior change

· Training of CHW

· Distribution of essential drugs at household level with cost recovery

· Promotion of household practices (with focus on management of sick children in homes, ITN use, exclusive breastfeeding, monitoring & promoting use of iodized salt…)

· On-field follow-up of CHW 

· Monitoring of health determinants & planning involving the community

· Monitoring at the community level to evaluate the family practices (once a year) with feedback to the community
Funds available from:

- CIDA

- UNF

- GR-UNICEF

- Government

- WHO
Jul. 2002 to 

Dec. 2004
· % of children U5 and pregnant women sleeping under impregnated bed nets

· % of children U5 adequately treated during illnesses

· % of children <5 years get anti-helminthic twice a year

· % of children get high dose of vitamin A once a semester until the 5 years of age

· 80% DPT3 and measles coverage rates in U2 years

· % of families applying recommended household practices



SWAZILAND

SWAZILAND MILESTONES FOR THE NEXT 12 MONTHS IN COMMUNITY IMCI

1. 2nd Regional introductory Community-IMCI workshop using HRAP

2. Identification of Regional Coordinators for the project

3. Start work in 4 pilot areas “Intense Approach”- Community Capacity Building

4. Design and implement baseline (supplement)/Other research Needs

5. Revise rural Health motivator Curriculum – Conduct training for 100 RHM’s

6. Review and Coordinate linkages between clinical, system and Community-IMCI components

7. Design indicators

8. Introduce the quarterly health days in under-serviced areas (GM, VIT-A EPI)

MILESTONES IN OPERATIONALIZING COMMUNITY-IMCI IN KENYA

JUNE 2002

NATIONAL LEVEL


1. National IMCI Working Group trained in HRAP 
September 2002

2. Situation analysis - review and compilation of data on key family practices; partnerships; coordination structures; resources
October 2002

3. Draft of communication strategy ready
December 2002

4. Final draft of national strategy for Community-IMCI completed
December 2002

5. Pre-consensus for national strategy
December 2002

6. Consensus meeting for national strategy
January 2003

7. Review and revision of strategic plan for Community-IMCI implementation
February 2002

8. Dissemination of strategy and plan
March 2003

9. 1st year review
September 2003

DISTRICT LEVEL – 6 districts where components 1&2 are in place


1. HRAP training and Community-IMCI orientation
October 2002

2. Training on community dialogue (Kwale, Bungoma, Homa Bay)
November 2002

3. District Community-IMCI plans ready for Kwale, Bungoma and Homa Bay
December 2002

4. Baseline studies completed in 3 districts (Vihiga, Kajiado, Embu)
January 2003

5. Training on community dialogue for Vihiga, Kajiado and Embu
March 2003

6. District Community-IMCI plans ready for Vihiga, Kajiado, Embu
April 2003

COMMUNITY LEVEL – Kwale, Bungoma, Homa Bay


1. Community dialogue done for districts with existing baseline information (Kwale, Bungoma, Homa Bay)
January 2003

2. Community plans for Community -IMCI (Kwale, Bungoma, Homa Bay)
February 2003

3. Training of CORPS
March 2003

4. Promotion of priority practices starts/strenghtened
April 2003

    Vihiga, Kajiado, Embu


5. Community dialogue done for Vihiga Kajiado and Embu
May 2003

6. Community plans for Community-IMCI (Vihiga, Kajiado, Embu)
June 2003

7. Training of CORPS (Vihiga, Kajiado and Embu)
July  2003

8. Promotion of priority practices starts/strenghtened
August 2003

NIGERIA

COMMUNITY -IMCI IMPLEMENTATION WORK PLAN   (JULY 2002  - JUNE 2004)

SN
Activity
Responsible Person
With Whom
Time Frame
Expected Outcome
Budget

1
Inauguration of Community-IMCI   WG
FMOH/ WHO/ UNICEF
Ministries

Social Scientist Community Physician etc
End July 2002
Community-IMCI   WG Inaugurated
** USD 4800

2
Advocacy & Sensitization Meeting at State and LGA level
Community- IMCI WG + the above
State / LGA Policy & Decision makers
Sept 2002
Commitment obtained
USD12,500

(WHO)

USD12,500

(UNICEF)

3
Organize participatory Planning Meetings to develop Community – IMCI implementation plans 
FMOH/ WHO/ UNICEF
LGA Officials & Stakeholders
Sept - Nov

2002
a. LGA IMCI WG formed

b. Implementation sites selected

c. Action plan developed
USD 37500

(WHO)

USD 37500

(UNICEF)

4
Conduct Situation Analysis & Baseline Survey
FMOH/ WHO/ LGA
LGA & Community
Oct 2002 –Jan 2003
Baseline information of key practices in target LGAs available
** USD 50,000



5
Conduct a dissemination meeting 


FMOH/ WHO/ LGA
National, State, LGA, Community & Stakeholders Community
Feb 2003
Key Practices adopted 

Strategic plan for Community-IMCI implementation available
** USD 10,000

6
Development of communication strategy for the implementation of key practices

Development of IEC materials
FMOH/ LGA/ UNICEF
National, State, LGA, Community & Stakeholders Community
Mar 2003 – June 2004
Communication strategy developed for the implementation of key practices
USD 250,000

7
Development and printing of training materials


FMOH/ LGA/ WHO
National, State, LGA, Community & Stakeholders Community
Mar 2003 – June 2003
Training materials developed


100,000

8
Development and 

Printing of monitoring tools


FMOH/ LGA/ WHO
State, LGA, Community & Stakeholders Community
Feb 2003


Monitoring and supervisory checklists developed
40,000



9
Training of community resource persons
FMOH/ LGA/ WHO
State, LGA, Community, NGOs/ CBOs
July2003 – Feb 2004
Community resources persons trained
100,000

10
Establishment of viable mechanisms for essential tools for the implementation of key practices
FMOH/ UNICEF
State, LGA, Community, NGOs/ CBOs
Nov 2002 – June 2004
Availability of logistics for the implementation of key practices ensured
65,000

11
Establishment of community based information system
FMOH/ LGA/ Community/ UNICEF
LGA, Community, NGOs/ CBOs
Aug 2003 – June 2004
Functional community based information systems established for effective monitoring of key practices
100,000

12
Support monitoring and evaluation


FMOH/ LGA/ Community/ WHO

Aug 2003 – June 2004


Logistics support for supervision available 

Regular monitoring and supervisory visits conducted

Midterm and final project evaluation conducted
95,000



13
Provision of project administrative and Office support
FMOH/ WHO/ UNICEF

July 2002- July 2004
Project support services available
50,000

50,000

** Additional activities (post project approval)

UGANDA

COMMUNITY IMCI IMPLEMENTATION PLAN (2002 – 2003)

· Institutional framework in place

· Political commitment

· Will of development partners and agencies

· Ready to scale up

· New policy which emphasizes community

· Health indicators; decline in immun coverage 

· Africare - COMMUNITY-IMCI, Unicef programme, WHO RBM,

· USAID Health and Education RFA 

· NGO-IMCI committee working with CORE

· Developed a proposal for funding

· Update the Community-IMCI strategy document to reflect HRAP:

-  Communication strategy

· Develop, implement integrated Home Based Care; 

-  Building on the recently launched Home Based Fever management

· Tailor Community-IMCI monitoring to capture results

-  Strengthen community based monitoring

· Strengthen partnerships and coordination

-  Increase the number of NGOs implementing IMCI

-  Private sector

-  Involve training institutions

-  Strengthen inter-agency collaboration

· Scale up: 

-  Community facilitators at Sub County level

-  Catalyze adoption of Community-IMCI e.g. thru exchange visits

-  Involve other sectors  

-  Link with nutrition and early childhood development

-  Mass production of IEC materials 

MADAGASCAR

COMMUNITY IMCI IMPLEMENTATIOIN PLAN (DECEMBER 2002 – DECEMBER 2004)

GOAL
MAIN OBJECTIVES

· Make the difference in term of IECD through I-IMCI scaling up


· Link the implementation of the 3 IMCI components at different health system levels

· Enhance the quality, the quantity and the geographical coverage of Community-IMCI key family practices



KEY MILESTONES MADAGASCAR IMCI IMPLEMENTATION

STRATEGY
MAIN ACTIVITIES
TIMEFRAME

Capacity building
· Train new MOH IMCI focal point and staff on IMCI & facilitator’s course

· Hold an orientation Community-IMCI meeting for SGW at national, provincial, district levels

-     Orientation of key      provincial/district staff on Community-IMCI
By Dec. 02

By Dec. 02

By Dec. 02

Policy dvpt
- Hold task force meeting to define way forward of main 3 IMCI cpts strategic approaches

- Undertake Community-IMCI situation analysis

- Undertake Community-IMCI baseline survey

- Develop Community-IMCI national policy doct

- Develop communication strategy

- Develop M-E essential indicators


By Dec. 02

1st Oct 03

2nd Oct 03

2nd Oct 03

3rd Oct 03

3rd Oct 03

3rd Oct 03

Scaling up ongoing programme
- Develop participatory implementation plan for ongoing activities, focusing quality

- Develop participatory plan for new initiating KP

- Develop district support plan

- Undertake regular monitoring


By Dec 03

By Dec. 03

By Dec. 03

By Dec. 03

Evaluation
- Undertake an evaluation at the end of 2 years implementation to tell the story


2004

REGIONAL LEVEL WORK PLAN (UNICEF-ESARO, WHO-AFRO)
ACTIVITY
REGIONAL SUPPORT
DATE









11. Follow-up countries’ work plan 
WHO AFRO/UNICEF ESARO UNICEF WCARO
Qrt. 3, 2002


12. Baseline Assessment

· Planning for the survey: Adaptation, Translation

· Training in the tools 

· Conducting the survey

· Analyzing the results


WHO AFRO/UNICEF ESARO/UNICEF WCARO

WHO AFRO/UNICEF ESARO UNICEF WCARO

UNICEF ESARO UNICEF WCARO /WHO AFRO

UNICEF ESARO UNICEF WCARO /WHO AFRO
Qrt 3 2002

Qrt,3 2002

Qrt 4 2002

Qrt 4 2002
Upon request from countries 



13. National and District Planning support
UNICEF ESARO UNICEF WCARO /WHO AFRO
Qrt 4, 2002, 

Qrt. 1, 2003 
Upon request from countries 

14. Tools development

· Consultant Briefing package

· Finalization of the  briefing package

· Training using the package

· Communication strategy 

              Produce working draft

· Workshop to review the draft

· Finalization of the document

· Train resource persons

· Community dialogue/participatory approaches 

· review existing draft material 

· Finalization 

· Train resource person

· Develop recommendations on home based care

· Develop draft  

· Circulate for comments 

· Finalization and dissemination 

· Community Health worker manual

· Develop draft manual 

· Workshop to review manual

· Dissemination 
WHO AFRO /UNICEF ESARO UNICEF WCARO, HQ

WHO AFRO/UNICEF ESARO

UNICEF ESARO/WHO AFRO

UNICEF ESARO/WHO AFRO

UNICEF ESARO/WHO AFRO

UNICEF ESARO/WHO AFRO

UNICEF ESARO, UNICEF WCARO/WHO AFRO

UNICEF ESARO/WHO AFRO

UNICEF ESARO, UNICEF WCARO/WHO AFRO

WHO AFRO/UNICEF ESARO

WHO AFRO/UNICEF ESARO

WHO AFRO/UNICEF ESARO

WHO AFRO/UNICEF ESARO UNICEF WCARO
Qrt 4, 2002

Qrt 1 2003

Qrt. 4 Sept., 2002

Qrt 4 (November) 2002

Qrt. 4 (Dec) 2002

Qrt 1(January) 2003

Qrt 4  2002

Qrt  1  2003

Qrt 4 2002

Qrt 4 2002/Qrt 1 2003

Qrt 2 2003




15. Monitoring and Evaluation

· Development of HRAP monitoring framework for Community-IMCI 
· Develop draft document 

· Circulate for comments 

· Finalization 

· Country evaluation of Community-IMCI (selected countries)
UNICEF ESARO, UNICEF WCARO/ WHO AFRO

UNICEF ESARO, UNICEF WCARO/ WHO AFRO

UNICEF ESARO, UNICEF WCARO/ WHO AFRO

WHO AFRO/UNICEF ESARO

UNICEF ESARO, UNICEF WCARO/UNICEF ESARO, UNICEF WCARO/WHO AFRO
Qrt. 4 (November) 2002 

Qrt. 4 (November) 2002

Qrt 2 2003




16. Documentation

· Finalization of countries’ documentation 

· Synthesis and dissemination  


UNICEF ESARO, UNICEF WCARO/WHO AFRO

UNICEF ESARO, UNICEF WCARO/WHO AFRO
Qrt. 3 (August)  2002

Qrt. 3 (September)  2002
Draft available



17. Operations Research
WHO AFRO
2002/03 


18. Meetings

· IAWG September meeting on Community IMCI

· IMCI/RBM joint Task Force meeting

· Health network meeting
UNICEF/WHO/IAWG WHO 

AFRO/UNICEF ESARO UNICEF WCARO

WHO AFRO/UNICEF ESARO, HQ

UNICEF/WHO
3-4 September 2002

24-27 September 2002

Qrt. 1 (February)  2003


REGIONAL SUPPORT 2002 – 2003




19. Capacity building

· National level

· District level

· Community level


WHO AFRO

WHO AFRO/UNICEF ESARO

UNICEF ESARO



20. Partnership building

· IAWG
WHO/UNICEF



21.  Networking

· Telling story

· Community level

· Joint Health and Nutrition network meeting
UNICEF ESARO

WHO AFRO
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Appendix 1 

Opening remarks by Dr G. L.Upunda, the Chief Medical Officer Ministry of Health Tanzania to the planning meeting for UNF supported countries

24 June 2002, Morogoro hotel

Read by Dr Ali a. Mzige – Director Preventive Services.

The Chairperson,
Dr Meshak Massi, Morogoro Regional Medical Officer,
UNICEF Representative to Tanzania Dr Bjorn Ljungqvist,
WHO Representative to Tanzania Dr Wedson Mwambazi,
UNFPA Representative to Tanzania Mr Teferi Seyoum,
AMREF Country Director, Dr Daraus Bukenya,
Representatives from UNF and UNFIP,
Representatives from WHO and UNICEF Regional offices and the Headquarters,
Organizers and Participants of the Planning Meeting, Distinguished Guests,
Ladies and Gentlemen,
I feel greatly honored to be given this opportunity to deliver a keynote opening speech at this planning meeting for the UNF supported countries.
First of all, on behalf of the Government of Tanzania I would like to welcome all of you to Tanzania and in particular to Morogoro. I believe you all had a pleasant journey and you are ready for the meeting. Let me take this opportunity too to thank the meeting organisers to have selected Tanzania as the host of this meeting. Indeed it is a pleasure for Tanzania to have the chance to host this important meeting. 
Ladies and Gentlemen, I am told that there are around 50 participants representing 9 countries and different organisations.
I understand that countries meeting are those that receive support from UNF for implementation of activities geared towards improving child health in the communities, Tanzania being one of them. I therefore take this opportunity to thank the UNF for the support that they have given Tanzania, which has made possible to implement a number of interventions in the communities for improving child health.
Ladies and gentlemen, looking at the wide representation in this room and the objectives of this meeting, I guess there will be a lot to share among the different countries represented here. I do expect that at the end of the five days you will come up with plans that will further strengthen the implementation in all the countries. I am told that during this meeting you will visit Kilosa and Kibaha districts for the purpose of interacting with the communities.   I hope the visit will be a good forum that will enable the participants to learn from the communities as well as the communities to learn from your rich experiences.
Chairperson, ladies and gentlemen, Tanzania like many developing countries has high childhood mortality. Children die of diseases that are preventable or easily treated like malaria, diarrhoea, pneumonia, malnutrition, measles and others. We all know that the majority of the children’s death occur at home, often times without medical care or reaching health services. For those who reach the health facilities, those who die, the majority die in the first 24 hours of admission which shows that they were brought late to the health facilities. Furthermore, we also know that there are practices that are harmful to our children and need to be discouraged, also there are good practices that need to be promoted. We know that our health facilities are not adequately utilised and most of our children are not appropriately managed at home when sick. These are some reasons why efforts are being made to promote community approaches that aim at improving key family and community practices that have impact on child survival, growth and development. UNF is showing a good example in supporting joint interventions to address integrated childcare through collaborating partners like UNICEF, WHO, NGOs and the Government. I understand that 40 Countries in Africa are implementing IMCI at different phases. Among them 14 are in the expansion phase Tanzania being one of them. There is evidence from IMCI implementation in Tanzania that the care provided to under-five children is better in health facilities where IMCI is implemented than where there is no IMCI. Though the component to improve family and community practices has not been implemented at the same pace as the components to improve health worker skills and the health systems, Tanzania and other several countries have shown some progress in the implementation of this component. We need to work from both angles- the community and the health facility to achieve better health for our children

Chairperson, Ladies and Gentlemen, improvement of the overall health of our children requires joint efforts from stakeholders at all level. We all know the important role that families and communities play in the upbringing and care of the child, that is why we need to work together with them to achieve our goals.
While we are reviewing the implementation of the projects in the supported countries, let us use the lessons we have learnt during this period to scale up the implementation so that more children can be reached and benefit from the interventions. 

Just about a week ago, in this region we all commemorated the Day of the African Child. Tanzania commemorates this day by advocating, sensitising communities on child’s rights and this includes the conduction of Village Child Day in every village whereby activities like growth monitoring, immunization, Vitamin A supplementation are done all over the country. This has been institutionalised in all districts and communities. Since last year we have used this day and the December World AIDS Day to provide Vitamin A supplementation to every eligible child. The Day of the African Child reminds everyone once more of the responsibility we have and the important role that communities can play to ensure that the child attains good health and development.

Capacity development, strengthening referral systems, and improvement of the household and community practices in our countries are some of the challenges that we face in the overall implementation of the projects. I believe that during the course of this meeting you will be able to deliberate on ways to address these and other challenges that we have been facing. Nothing succeeds like success. Success has many fathers but failure is an orphan.
Last but not least chairperson, I recommend all participants, at the end of the meeting to visit one of our beautiful national parks – Mikumi which is about 50 km from here.
 Ladies and Gentlemen, I wish you a fruitful meeting with doable recommendations and plans. I now herewith declare the Inter country Community IMCI planning meeting officially opened.   Thank you.
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Final Program

Day I: 
 Monday, 24 June 2002

Rapporteur: Boniface Manyame and Suleiman Kimata

Session 1
Chairperson




Rumishael Shoo

9:00-10:00
Opening Session





9:00-9.10
Self-introduction 

9:10-9:15
UNICEF Country Representative Tanzania



9:15-9:20
WHO Country Representative - 





9:20-9:25
UNFPA Representative 




9:25-9:30
UNFIP Representative

9:30-9.35 
USAID Donor Rep.



9:35-9:40
UNF Representative







9:40-9:50
Official Opening 



Dr Ali Mzige MOH Tanzania 

9:50-10:00
Objectives of the meeting and process       

Vincent Orinda/ R Shoo

10:00-10:30
Coffee Break

Objective:
Develop a common understanding of the human rights-based approach (HRAP) to community IMCI taking into account challenges to achieve the World Fit For Children Goals.
Session 2
Chairperson 




Vincent Orinda

10:30-11:00
Keynote address: Human Rights Approach to programming and Community capacity development    



Bjorn Ljungqvist, UNICEF Representative

11:00-11:30
Discussion


11:30-11:50
HRAP-community-IMCI Tanzania implementation framework
Meera Shekar/Kimatta

11: 50-12.10
Discussion

12.10 – 12.40
 Status of community-IMCI implementation in the Region       

E.Mason and K.Tigest (WHO/AFRO)


12:45-1:00
Discussion


1:00-2:00
Lunch Break

Session 3
Chairperson  




Elisabeth Mason

Objective:
Share challenges and achievements in the implementation of Community IMCI. 

Rapporteur:

Riitta Poutinen

2:00-12:20
Integrated Early Childhood development and community-IMCI 
Pat Engle/Genevieve

2.20- 2.40
Roll Back Malaria – linkages with community-IMCI  

Salim Abdalla Ifakara 

                                                                                                     


Centre / G. Becgkoyian 











UNICEF NY

2:40- 3.00
Discussion 







[NOTE: All countries are asked to share challenges, successes and experiences in the key areas outlined below during group work. It suggested that participants should come prepared to share specific examples. Only the “early countries” are mentioned below, however all countries will be represented in the various groups]

3.00-3:15
Introduction to GROUP WORK – Sharing country experiences - R.Shoo

3.15 – 3.30 
TEA

3.30 – 4.30 
Group work 

GROUP 1:
Partnerships 




C Mbengue/ K.Tigest
GROUP2:
Behaviour Change – challenges and progress I 
Nsungwa and Barysson
GROUP3:
Scaling up – Challenges 



B Manyame and K.Bensaid
GROUP4:
Showing Results and monitoring indicators; Telling the story-  S Kimatta and S Muziki

Group 5 
Human rights approach 



Satu Pehu Hoima

4.30- 5.30 
Market stalls presentations Groups visit all stalls

Day II: 
 Tuesday, 25 June 2002

Session 4
Chairperson




Catherine Mbengue




Rapporteur 





Objective:
Share challenges and achievements in the implementation of Community IMCI

8.00 – 8.10  Group work presentations

8.10 - 8.55
Country Presentation and Discussion of progress (Case study) Tanzania

8.55 –9:30 
Presentation and discussion of progress (case study) Zimbabwe

9:30-. 10.15
Presentation and discussion of progress (case study) Malawi

10:15-10:30
Coffee Break 

10.30 – 11.15 
Presentation and discussion of progress (case study) Madagascar

11.15 – 12.00 
Presentation and discussion (case study) Uganda

12.00 – 1.30       LUNCH

Session 5
Chairperson
   


Tony Musinde

1.30 – 3 30
Community visits preparations 

Richard Mabala/ S Kimatta

4.00 Depart for Kilosa and Kibaha with overnight stay in the districts. 

Day III: 
 Wednesday, 26 June 2002

Objective:
Learning from field visits/experience

7.00 

Leave hotel

8.00 – 1.00 
Field visits

1.00- 2.00 
Feedback to villages

2.00       
Travel back

4:00 – 6:00
Groups prepare reports

Day IV: 
 Thursday, 27th June 2002

Session 6

Chair Tony Musinde

Rapporteur 

8.00 – 10.00 
Feedback from Community visits and discussion 

 Richard Mabala

10.00 – 10.30 
Tea/Coffee

Objective:
Share challenges and achievements in the implementation of Community IMCI ctd
Session 7
Chairperson
   



Pat Engle

10.30–11.00
Presentation and discussion of progress (case study) Mali

11.00- 11.30
Presentation and discussion of progress (case study) Swaziland

11.30- 12.00
Presentation and discussion of progress (Case Study) Nigeria

Objective:
Prepare monitoring and evaluation plans with focus on showing results.

12:00 -1:00
Presentation on Monitoring and Evaluation ESAR/AFRO and discussion. Shoo/ Mason.

1:00 – 2:00 
Lunch 

Session 8
Facilitator




Vincent Orinda

Objective:
To finalise and present country work plans for the next 2 years, including resource gaps, with focus on scaling up.
2:00-6:00
Preparing country plans in working groups

Day V: 
Friday 28 June 2002

Objective:
Country Work Plans; Next Steps
Rapporteur:


Session 9
Chairperson





Meera Shekar

08.00 – 10.00 Workplans preparations

Preparations and Presentation of Country Summary Work plans

10:00– 12.00 
ALL COUNTRIES PRESENT (15 minutes each)

Mali, Nigeria, Swaziland, Uganda, Zimbabwe, Madagascar, Kenya, Tanzania, 

11. 00 – 12.30 – Discussions and review of work plans Comments on workplans by UNI, UNFIP.

Session 10
Chairperson





Rumishael Shoo/V Orinda

12.30 – 1.15 Reactions to workplans Andrea Gay, Maryllyn Dawson, Jim Herrington UNF/UNFIP

1.15 – 1.30  Closure and next step
1:00 – 2:00 
Lunch and departure
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GROUP WORK ON KEY ISSUES IN IMCI IMPLEMENTATION AND RECOMMENDATIONS
GROUP WORK

Partnerships

· Inter-sectoral coordinating mechanisms at all levels (national Districts communities) (see the structure)

· Representations

· Line ministries

· NGOS

· Community leaders

· UN Organizations

· Donors

Challenges

· Getting all partners on board takes time

· Moving from Health facilities to communities takes time

· So many players at the community level and not much is known about their activities

· Sustainability of partnership due to different interest

Partnership Strengthening

· Partners should be involved from the beginning.

· Including community-IMCI in district and community plans


· Multi-sectoral plan

· Use of date to create and sustain partnership and as basis of joint planning

GROUP 2

Behaviour Change Constraints/Challenges

1. A lot of time needed for behaviour change.

2. Short training period for facilities

3. Awareness creation  - not necessarily behaviour change

4. Duration of volunteerism is limited

5. Difficulty in reaching urban communities

6. Skills based training do have practical sessions

7. Large resources required initiating for trainings

8. Difficulty in reaching all in the communities

9. Improper community entry process -----Success to sustainability

Behaviour Change Recommendations

1. Behaviour change takes time; a lot of external resources are needed initially with a plan for phasing them out over at least 5 years and building on existing structures.

2. It is important to build on existing beliefs.

3. Special strategies need to be developed for the hardest to reach

4. Practical sessions need to be included in trainings at all levels.

5. Active community participation and dialogue is essential

6. Different strategies should/can be used for different kinds of messages.

Model – Participatory Appr (Triple A and Le PSA)

Assessment
-  Baseline Survey/Key information



Community Needs Assessment

Analysis 
-
Community (HRAP, Community Dialogue

Action Plan 
-
Community Technical support from different levels.

Based on comm. Priorities – feasible (with or without external support

Not feasible Orphan Care, gender, Child & women welfare, coordinator for ECC, SGD

GROUP III

Scaling Up And Reaching Out 

1. Do it in phases

2. Build in follow up of activities

3. Plan for resources needed

Scaling Up Defined

· Extend coverage of activities within Districts/country

· Expand number of intervention to address the key practice

· Depth/extent of implementation – reaching the unreachable

Achievements

1. Phased Implementation within country/district

2. Community involvement at start (Qualite, Mobilizers and supervizers)

3. Close supervision multisector – extension workers

Models For Scaling

Being Developed

-
Lack of Clear Guidelines on implementation. (Goals)

Being Developed

-
language barriers/cultural

· Difficult to maintain

Training Pool of trainers
-
The quality  - CASCADING

Developing a system of Supervision – Inadequate resources

Institutionalize training of all Health Reforms 

Nursing
 -
Human

· Financial

· Materials

Inadequate follow-up of training –

Supervision (design flow)

Process For Scaling

Zimbabwe – Use Trained facilitators

· Consultative meeting

· Training of Corps

· Plans – District developed by communities

· Implementation

· Resource Material/Guidelines – to be used in new communities

· Training of resource persons at provincial level

Resources Implications

· Mobilize additional human and financial resources from Government, NGOs and other partners within the communities/outside

· Build more partnership

GROUP 4 MONITORING 

Recommendations

· Established monitoring link between community to formal health system

· Simplify monitoring tools to make data info. Collection easier and less expensive (e.g. piggyback on other routine info/date collection; leave out questions from tool if another reliable prog, has collected the same.

· Consider motivation/incentive for CHW to ensure conformity

· Establish sentinel sites for collection of data/info

· Capacity building at community level to enhance data/info collection, analysis, use and dissemination.

· Plan with community, set targets and show/display achievements in prominent sites e.g. HF notice board

Opportunities

· National Census

· Demographic Health Survey (DHS) MICS multiple indicator cluster survey

· Demographic surveillance system (DSS)/mortality surveillance

· Health management information system (HHMIS)/community

· Routine surveillance system

· Integrated diseases surveillance

· Immunization survey

Institutions and Government

Universities and Research Institutions

Government
· Support human resource

· Finance resource

Universities and research Inst.
-      Technical expertise

Development partners
-    Financial and technical support

Instruments

1. Baseline survey

2. Village registers

3. Under-five follow up forms

4. HIMS Book No. 3

5. Quarterly reporting forms

GROUP 5

Using HRAP To IMCI

Country
YES
NO

Zimbabwe
Partially


Swaziland
(


Kenya
Starting


Tanzania
Partially


Botswana
Partially Yes


HRAP is a process that requires Time

Recommendations

· Sensitization of all partners in HRAP by UNICEF (Dev. Partners, NGO’s Gov.)

· Review all community-IMCI objectives/ practices in view of HR – principles and concepts (c-IMCI- related Child related interventions)

· Coordination of Government

· Adaptation of development of HRAP/Community-IMCI operationalization framework for each country

· Community to identify their own facilitator (entry through existing structures)

· Community health workers and incentives/support to cover expenses/supplies

· Have to exist/be identified

· Right packing of the rights (communication strategy)

· Link training programmes to capacity analysis on Gaps

Need to integrate IECD to IMCI
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GUIDELINES FOR COMMUNITY VISIT

Preparation

Points to bear in mind:

· Agree on the main purpose of the visit

· Agree on the approach (eg avoid being extractive)

· Don’t outnumber the hosts

· Make sure all have a chance to express themselves

· Agree on how to deal with sestive issues

· Agree on who will do what – leader, who will speak, who will write etc

· Agree on questions to be asked (open ended etc) – in particular with relation to an HRAP analysis

· Agree on methodologies to be used (eg when talking to young people,  some starter activities etc, how to ensure everyone talks especially those who are usually marginalised).

Process

1. Arrive in village

2. Preliminary meeting and introductions with village leadership and those who will participate in group discussions

3. Divide into groups for further discussion:

· Village leadership

· Fathers

· Mothers

· Young women

· Young men

· CORPS

4. After the discussion has reached a satisfactory end, ask whether it would be possible to visit some of their homes. If they say it is not possible, accept.  If it is possible, so much the better but once more it is important to make sure we don’t outnumber the hosts).

5. Return with hosts to the feedback meeting.  Present what came out of the discussions and visits, concentrating on the good practices seen, and issues worth discussing.

Feedback

Concentrate on:

What new/different ideas they got

How their assumptions changed in relation to:

· Situations especially community perception of health and how to foster health

· Causes

· Duty bearers and their roles

· Capacity of duty bearers

· How the community monitors health
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Fig. � SEQ Fig \* ARABIC �1�: Community IMCI Conceptual Framework








65% of children died outside the health facility (59% at home).


Majority of caregivers did not associate convulsions with malaria. 


Treated nets reached children (10% up to 60% between 1997-1999).


Treated nets reduced prevalence of anaemia.


Treated nets reduced child deaths by 27%.


Nets costing (US $ 5.5) had a similar increase in coverage even in poor households.


59% of children did not get treatment within 24 hrs after the onset of fever.


Only 4% got correct home treatment and only  7% got correct treatment at a health facility.
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Performance of Health care delivery :IMCI vs. non-IMCI Districts 
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Fig. 6: IMCI In the African Region – Status of implementation - December 2001
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Direct causes of Infant and Child Deaths 





Infant Mortality, 1999

Under 5 Mortality, 1999

Malnutrition

       32%

Malnutrition

        35%

Source: National Health Management Information system, SAA UNICEF



Over 90 percent of morbidity and 80 percent of mortality in children under five years of age come from four causes: malaria, vaccine preventable diseases (VPD), diarrhoeal diseases and ARI, all of which can be prevented or treated



This is combined with high levels of malnutrition and micronutrient deficiency, thereby worsening the health status and development potential of the child. Additionally, Guinea worm and Onchocerciasis control should also be considered because of standing commitments and small marginal cost of the interventions.



Combined with the worsening conditions for child care and raising, these factors affect the potential of young children to survive the first years of life, and also attain their fullest potential. Solving these problems require an integrated approach to improve the survival, protection and development rights of the young child. This integrated approach integrates health, nutrition and cognitive development interventions in order to ensure a holistic, life-cycle approach, with a focus on family/household-level action. 
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																		Source of ante-natal care by zones
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																		Figure 3.17


																		Tetanus toxoid vaccinations by zones, 1999


																		(% of pregnant mothers receiving TT vaccinations)


																		Source: NDHS 1999 [NPopC, A-2000]
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			PLACE OF DELIVERY


						Health facility			At home						Figure 3.18


			North West			6			91						Place of delivery by zones


			North East			12			85						(% of live births in 3 years preceding 1999 NDHS)


			Central			44			53


			South East			55			39


			South West			67			26


															Source: NDHS 1999 [NPopC, A-2000]
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			ASSISTANCE DURING DELIVERY


																		Figure 3.19


																		Assistance during delivery by zones


						Trained health worker			Birth attendant & other			No one						(% of live births during 3 years preceding 1999 NDHS)


			North West			8			64			26


			North East			13			61			23


			Central			47			47			4


			South East			65			31			2


			South West			73			21			2


																		Source: NDHS 1999 [NPopC, A-2000]
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		Pre-entry step:   Prepare the key leaders, authorities, NGOs



			           Core team trained to implement HHC

		Community contact & entry: IMCI tailored participatory skills

		Community analysis: PRA, triple AAA



				         Village plans 

		Implementation: Train resource persons

		Monitoring

		Re-planning

		Scale up





Community organization basic steps
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Linkages in implementation
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