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Frequently Asked Questions (FAQs) [S.1]
It is helpful to be prepared to respond to questions that will sometimes arise during the workshop.  Below is a list of FAQs and responses.  We would encourage you to study these prior to the workshop so that you will be well prepared when they come up.

#1 How is HH/C IMCI different from what I’m already doing?

Response:  International NGOs have a long history of involvement with community-based child health programs.  Many organizations are currently engaged in activities that could be characterized as fulfilling one or more of the elements that make up HH/C IMCI.  Few employ all three elements and even fewer are optimizing the multi-sectoral platform.  The elements and the platform work together to promote effective child health, nutrition and development.  Each focuses on an institution or set of people with a critical role to play in promoting appropriate child care, illness prevention, illness recognition, home management, care-seeking and treatment compliance practices.  Linking these aspects involves intentional design to ensure that efforts carried out at the facility, community and household levels are not isolated.  This requires substantive collaboration among public and private, health and non-health sectors.

#2  I thought HH/C IMCI was just an adaptation of the facility-based algorithm for use by CHWs.  Is this considered HH/C IMCI?

Response:  A number of organizations and Ministries are exploring using a modification of the IMCI algorithm for health personnel to train CHWs in classifying, treating and referring children in community settings.  This is an excellent example of a strategy for Element 2 (i.e. increasing appropriate and accessible health care and information from community-based providers).  It is important to keep in mind that CHWs are only one type of community-based provider.  Element 2 activities could also include efforts with community-based providers such as traditional birth attendants, drug sellers, etc.  

The framework stipulates the importance of having an integrated strategy which includes all three elements and the multi-sectoral platform.  

Following is an example of an integrated program in a malaria-endemic area.  

Element 1:  Collaboration between health services and communities to host malaria awareness days to educate community members on danger signs, proper treatment, and services available at the facility.  

Element 2:  Training CHWs in modified IMCI algorithm to classify, treat and refer children with malaria, and promotion of malaria prevention by CHWs, private providers, shopkeepers and traditional healers.

Element 3:  Promotion of insecticide treated bednets, integrated with other behavior change activities.

MSP: Collaboration with other sectors to limit mosquito breeding places and develop community businesses for the retreatment of bednets with insecticide.

As you can see, connecting efforts across all four aspects of the framework provides a comprehensive approach to addressing this health issue.  The efforts above relate to malaria, but each of the activities in the example can be integrated with other disease areas as well.

#3  How do you really apply the MSP? 

Response:  The multi-sectoral platform is a critical component of the framework supporting sustainable child health and development.  We know water, agriculture, income generation and education, among others, have a direct, positive impact on the long-term health of the family and the survival of children.  As with the three elements, the multi-sectoral platform can be applied in a variety of ways and the strategies selected will need to be locally determined.  

Examples of effective MSP efforts tend to fall into one of three categories:

1.  Sustaining health practices through institutionalizing the key family practices in other sectors.   Examples include incorporating handwashing messages into water and sanitation programs, building preventive messages on HIV/AIDS into a credit program, and working with respected leaders such as ministers, agricultural extension agents, school teachers, etc., to inform community members about services provided by health clinics or community-based providers.  

2.  Aligning different sectors to address barriers to change for key health practices.  Examples include mobilizing income-generation efforts to break down the economic barrier to ITN purchase, involving officials in planning transportation systems to increase the road infrastructure and break down the physical barrier to accessing clinic services, and increasing water and sanitation programs to address preventable causes of diarrhea.  

3.  Multi-stakeholder strategic planning.  Examples include using a participatory planning tool in a village and then working with multiple government ministries and partners to address needs such as provision of potable water, agricultural production, and health programs; and collaboration among sectors working with health, agricultural production, food security, emergency feeding programs, and income generation in order to address children’s nutritional status. 

#4  Do I really need to do all of the elements and MSP?

Response:  Yes.  Without the integration of these fundamental pieces, a HH/C IMCI approach is only partial and fragmented.  The elements and the MSP each focus on an important level for influencing behavior.  The answer to question #2 provides one example of how a program is more effective when it incorporates strategies in all three elements and the multi-sectoral platform.  

It is also acceptable to phase in the different elements and the platform over time based on the resources available.  An example of this would be a program that begins in year 1 by creating a community-based health information system (element 1) where CHWs collect data on major childhood illnesses, births, deaths and immunization coverage in the community and regularly provide the MOH with this information to inform health service provision.  Once this system is in place, the program expands to include training of traditional healers to safely integrate modern and traditional methods of care on the community level (element 2).   At the same time, the program partners with a local NGO experienced in mobilizing theatre groups to promote health messages through street theater, song and mural projects (element 3).  These messages are selected based on the major illnesses identified in the CB-HIS data and the priorities of the MOH and are developed based on qualitative research in the community.  Finally, since (in this hypothetical example) food security is found to be a major underlying factor in health status, several organizations collaborate together to promote diversified agricultural production efforts.

As this example points out, no one organization is expected to do everything.  HH/C IMCI by its very nature is a collaborative effort encouraging shared responsibilities among a number of partners.  
#5  How does the HH/C IMCI framework link with the first component of IMCI, improving health worker skills?  Is that the same as element 1?

Response: No.  Element 1 (of the HH/C IMCI framework) is improving partnerships between health facilities and the communities they serve.  Examples include joint outreach by community-based providers and health facility service providers, involvement of village health committees in planning and overseeing health center activities, and the collection of community-based health data for decision-making.  

The first component of IMCI is focused on improving health worker skills and involves health staff attending an 11-day course in an integrated algorithm for assessing, classifying and treating sick children.  

There are a number of links between the HH/C IMCI framework and the health worker training.  Health worker training improves the quality of the health center services.  Element 1 efforts can then help increase the use of these improved services.  Village health committees can be involved in advocating for increased quality as well as promoting outreach efforts to influence care-seeking behaviors.  In element 2, efforts by community-based providers are strengthened when they have good supervision and support for referrals from a health facility trained in the IMCI algorithm.    

#6  Can you give me an example of how the elements link together?  

Response: Sure.  The linkages between the different elements are a very important aspect of the framework.  One example would be coordinating a communication strategy around a few key family practices.  Since behavior change theory states that people are more likely to adopt a new behavior after hearing and learning it in a multitude of settings, consistent messages delivered at the clinic, in the community, in the home and through other sectors will increase the adoption of new healthy behaviors.  

Another example would be the establishment of an emergency transport system to bring severe maternal and child health cases to needed facility-based treatment.  Element 1 efforts include working with health facilities on issues such as securing on-call clinic staff, establishing communication mechanisms for informing clinic staff of incoming transport, and developing relationships between facilities and the community so that clinic staff will accept referrals.  Element 2 efforts include preparing community-based providers (ex. TBAs, CHWs) to mobilize community members to identify emergency cases and manage the patient en route to a facility.  An effective transportation system links both the Element 1 and Element 2 efforts together.

#7  If it’s linked together why do you need to break them out by elements in the framework? 

Response:  The framework is a tool for project design and therefore needs to be divided into specific parts to facilitate program planning.  It is often helpful for us to break down large, complex concepts into simpler, clearer categorizations.  The same holds true for the HH/C IMCI framework.  Taken as a whole (as it should be) it is one integrated strategy to reduce child mortality and improve child health in the community.  However this is made up of various approaches (the three elements and MSP) which in turn are made up of activities that contribute to the whole.

#8  MOH policy will not allow community-based providers to treat patients—so how can we apply element 2?

Response:  While treating patients is one strategy that can be used for this element, element 2 promotes adequate care and information.  The information aspect of community-based providers is equally important.  This can include health education, simple diagnosis and proper referral.    

If you are interested in pursuing community-based treatment, first find out what the documented policy is relevant to provision of injections, care and treatment of individuals.  Inquire about the official policy and any exceptions that have been previously made to that policy.  Also consider (if your are an NGO) that the Ministry may have internal policies that prohibit them from employing certain practices but that do not transfer (legally) to non-profit organizations.  The point here is to learn the policy and comply with it.

Second, even though certain forms of care may be prohibited (such as those that deal with prescribed medication), there are other forms that are probably not prohibited (and may actually be encouraged) such as ORS.  What can be treated in the community should be.

Third, the Ministry of Health may be understandably wary about endorsing widespread and unsupervised use of antibiotics.  However, they may be interested in supporting and collaborating on smaller, more heavily monitored pilot programs to look at appropriateness and effectiveness of certain community-based interventions.

#9  My organization only works in one of the elements, how can we participate in the framework if you say that all are required?

Response:  Again, it is important to keep in mind that HH/C IMCI is a collaborative effort.  No one organization or the Ministry of Health can manage effectively all required aspects of this component.  We all have our strengths, weaknesses and possible limitations operating under this framework.  That is why working together is vital.  But it is also smart.  After all, we are all working towards the same goal.  We are much better off if we coordinate our resources and expertise to avoid duplication and work more effectively together.




#10  How can we apply element 1 if there is no health facility? 

Response:  The goal is to have all three components of IMCI (health worker training, health system supports, and the household and community component) working together.  In this way, the greatest possible impact on child health and development will be achieved.  However, many communities do not have adequate health facility access or access to a health facility with staff trained in IMCI and can still benefit greatly from household and community health interventions.  

In this situation, one important role of efforts in element 1 can be to mobilize the community and advocate for service provision.  Partnerships with the nearest health facility or district authorities could help extend support to the area via regular visits by clinic staff, provision of medical kits or other means of extending and improving coverage.

WORKSHOP PREPARATION CHECKLIST [S.2]

· Conduct pre-workshop meetings (S5) during which you will:

· Identify key collaborators and their contributions

· Request MOH to host workshop

· Identify small group facilitators

· Generate list of other groups to be invited

· Identify candidates for community representation

· Select a date for conducting the workshop 

· Ask MOH and WHO or UNICEF to give presentations on IMCI status and provide them with presentation guides (See S10, S11, S12)

· Estimate workshop costs and cost-sharing across partners

· Work with MOH to send invitations at least three weeks before the event (S3)

· Identify and reserve a workshop location that (ideally) has

· Conference room sufficient for number of expected participants

· Breakout rooms or main room large enough for small groups to work in same room without disturbing each other

· Accommodations on-site

· Make arrangements with hotel or caterers for lunch and break snacks – provide them with workshop agenda for times

· Finalize the agenda and confirm presenters (H1)

· Hold a training meeting for small group facilitators one week prior to workshop

· Collect information on any adaptations to the Key Family Practices for the specific country and materials developed for HH/C IMCI in country.  Prepare as handouts for participants 

· Invite newspaper/television reporters to attend the workshop and provide them with the press release (S4)

· Identify Note-taker/recorder and provide them with a diskette or print-out of the note-taking template (S7)

· Collect necessary equipment and materials prior to the workshop

· Copier and paper

· 3-4 pads of flip chart paper and markers

· Name tags

· 4x6 note cards (enough for 3 per participant)

· Small stickers (enough for 3 per participant)

· Workshop Registration Form (S6)

· Copies of all handouts to be distributed

· Agenda (H1)

· Schedule for Opening Ceremony (H2)

· Survey of NGO Activities (H3)

· Global and National Timelines (H5 & H6)

· Copy of framework (preferably laminated) with matrix of child health program examples on the reverse side (H8)

· Explanation of HH/C IMCI Principles (H9 & H10)

· Key family practices (H11)

· Validating Questions to Guide Mapping of Current Efforts (H12)

· Handouts H13-H16 for Creating a HH/C IMCI Strategy and blank framework (H17)

· Workshop Evaluation (H18)


For optional night session:

· BEHAVE Vocabulary (B1)

· BEHAVE PowerPoint Presentation (B2) and Notes (B3)  

· BEHAVE Framework (B4) with key questions (B5)

SAMPLE INVITATION [S.3]
[Name of Person]

[ORGANIZATION]

Dear Mr/Ms/Mrs/Dr [Name]

The Ministry of Health kindly requests your presence (or that of your management staff) at an important 2½ day workshop to be held [date] at the [location]. We have space available for a maximum of [INDICATE HERE NUMBER OF STAFF TO BE INVITED]

As you know the Ministry of Health and its collaborating partners have taken important steps in moving forward the Household and Community Integrated Management of Childhood Illness (HH/C IMCI) agenda.  However, until this time there have been limited materials and resources that would support individual and collective efforts to train staff in planning for and implementing a HH/C IMCI program.  

The CORE Group (Child Survival Collaborations and Resources Group), a network of 35 international NGOs and [lead NGO in country], a CORE member, will be facilitating a workshop geared towards assisting efforts in planning for and applying the HH/C IMCI framework at the regional, district and community levels.  At the end of the workshop, participants will be provided with a kit for replicating the activities at the regional/district/community levels.  

The Ministry of Health considers your participation important in the effort.  The workshop location, materials and refreshments and lunch will be covered.  We are asking each organization to cover the costs of their own participation (transport/room and evening meals). The conference center/workshop location has rooms available for [room rate].  If staff will be coming from out of town and wish to stay at the facility please call and reserve a room directly (Phone: [ENTER HERE]).

Also submit an RSVP to [NAME OF WORKSHOP FACILITATOR] at 

[CONTACT INFORMATION FOR WORKSHOP FACILITATOR]

Thank you in advance for your involvement.

Sample Press Release [S.4]

On [date] at [location] a 2½ day workshop was held with [number] invited leaders from government, international and local non-governmental organizations, and multi-lateral agencies such as [name] to explore how to improve the survival of children within [country, region or district].

The workshop “Household and Community IMCI – A Global Framework Built with Local Know-How” centered around the use of a new tool to help identify specific community needs within child health programming and to coordinate resources among different collaborators to meet those needs.  The tool is a framework that was developed in 2001 by 120 community health planners from around the world and focuses on effective community-based strategies for reducing child mortality.  [See framework below]:  

The emphasis of this framework is on collaboration in four principal areas: 
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1) Improving partnerships between health facilities and the communities they serve (Element 1);

2) Increasing appropriate health care and information from community-based providers (Element 2);

3) Integrating promotion of key family practices critical for child health and nutrition; and

4) A multi-sectoral platform optimized to support sustainable child health and nutrition.

It is called ‘A Global Framework Built with Local Know-How’ because it emphasizes using strategies that work within the context of each country and community taking into account accessibility to local health facilities, other health and non-health sector resources within the community as well as any barriers that may exist to employing health practices at the household level.  

During the workshop, participants learned to use the tool in the four areas to help map innovative efforts already underway by various organizations and gained practical skills in developing programs using the framework.  A strong emphasis was placed on coordination of government and non-governmental entities.

This workshop was hosted by the Ministry of Public Health and organized by [Facilitating organization and Key collaborators] 

[Add quotes from MOH official]

[Add quote form Facilitating organization]

Summarize results of the workshop.

End of Press Release

Guide for Pre-Workshop Meetings [S.5]

1) Identifying yourself and your role:  If you are calling upon invitees, you are probably the lead facilitator or key collaborator.  Your role, therefore, is to help organize a two and a half-day workshop and facilitate efforts in the country, region or district to increase understanding and collaboration in implementation of HH/C IMCI.
2) Identifying CORE and its role: CORE stands for Child Survival Collaborations and Resources Group.  It is a network of 35 U.S.-based non-governmental organizations that work in 140 countries around the world implementing community-based child survival programs.  CORE is responsible for putting together the material for this workshop in close collaboration with its partner organizations, bi/multi-lateral agencies and the Ministry of Health.  The workshop centers on the HH/C IMCI framework that was developed in 2001 and has since been recognized and supported by many of the International NGOs, UNICEF, WHO and USAID.

3) Purpose of your visit: The purpose of your visit is to provide some background leading up to the proposed workshop and gain some insight into where they (invitees) may see their organization’s strengths and gaps within the framework.

4)  Overview of the global HH/C IMCI efforts:  Explain that since IMCI was launched in 1992, great efforts have been made from the international arena down to the district arena to develop and roll out IMCI component #1 (health worker skills) and component #2 (health systems) but that little time and effort has been spent on component #3 (community).  What most organizations, as well as country, regional and district management teams have struggled with is defining and conceptually understanding what HH/C IMCI is.  That’s why, in 2001, 120 participants from all around the world got together to build a framework based upon ‘best practices’ that have proven successful at the community level.  What resulted was the following framework (show laminated framework).

5) Brief overview of the framework:  Briefly review the three elements and multi-sectoral platform.

6) Who they are and what they do:  Even if you have worked with the organization before, you may not be aware of all of their programs.  Find out what health and non-health activities they are involved in.  Ask them if they are familiar with this framework and where they see their strengths (i.e. what elements/MSP do they feel they are working most in), as well as where they have limited experience.  

7) Discussion of potential roles they could play in the workshop or workshop preparation:  Based upon their experience and interest you may want to suggest potential roles they could play in the process. This could include:

a. Identifying good community representatives

b. Support for workshop coordination

c. Co-facilitating

d. Facilitation of small group discussions

Don’t feel like you have to get each invitee to fill a role, but the more collaborative it is the better.  So if you are representing the Ministry of Health, try to get an NGO to help co-facilitate.  If you are an NGO, ask the Ministry to help with workshop coordination, and so on.

REGISTRATION FORM [S.6]

HH/C IMCI—A Global Framework Built with Local Know-how  [   Dates:              ]

	NO.
	NAME OF PARTICIPANT
	ORGANIZATION
	ADDRESS
	TELEPHONE/

FAX
	E-MAIL

	1
	
	
	
	
	

	2
	
	
	
	
	

	3
	
	
	
	
	

	4
	
	
	
	
	

	5
	
	
	
	
	

	6
	
	
	
	
	

	7
	
	
	
	
	

	8
	
	
	
	
	

	9
	
	
	
	
	

	10
	
	
	
	
	

	11
	
	
	
	
	

	12
	
	
	
	
	

	13
	
	
	
	
	

	14
	
	
	
	
	

	15
	
	
	
	
	

	16
	
	
	
	
	

	17
	
	
	
	
	

	18
	
	
	
	
	

	19
	
	
	
	
	

	20
	
	
	
	
	


Note-Taking Guide [S.7]

Day 1

Opening Session: Welcome and Introductions

Estimated time: 30

Actual Time [                  ]

· Collect written speeches (ideally on diskette) from presenters

· Collect copy of participant names from registration
Presentation of Objectives 

Estimated time: 10

Actual Time [                  ]

· Collect copy of workshop objectives

Session 1:  Overview of Global Health Events and Initiatives and National Timelines and Trends

       

Activity 1

Estimated time: 15

Actual Time [                  ]

· Record events added to the ‘National Health Events’ timeline 

Event







Year(s)

[LIST HERE]

Activity 2

Estimated time: 35


Actual Time [                ]

Record small group feedback on identified trends here:

Session 2:  Reviews of IMCI

      

Global and Regional Review

Estimated time: 20

Actual Time [                  ]

· Collect PowerPoint presentation/slides/notes (ideally on diskette) from presenter

· Record relevant comments and feedback here:

National Review of IMCI

Estimated time: 20

Actual Time [                  ]

· Collect PowerPoint presentation/overheads/notes (ideally on diskette) from MOH presenter 

· Record relevant comments and feedback here:

National Review of HH/C IMCI

Estimated time: 20

Actual Time [                  ]

· Collect PowerPoint presentation/overheads/notes (ideally on diskette) from presenter 

· Record relevant comments and feedback here:

Questions and Answers

Estimated time: 30

Actual Time [                  ]

· Record relevant questions and answers here
CORE Presentation
Estimated time: 15


Actual Time [                ]

· Collect PowerPoint presentation/overheads/notes (ideally on diskette) from presenter 

· Record relevant comments and feedback here:

Session 3: HH/C IMCI Framework 

Estimated time: 85


Actual Time [                ]

· Record relevant comments and feedback on facilitator presentation here:

· Record relevant comments and discussion of principles here:

Session 4:  Family Practices

Estimated time:   []
Option 1:  30

Actual Time [                  ]



     []
Option 2:  60

· Record highlighted innovative strategies here:

Session 5:  Mapping Current Activities



Small Group Time



Estimated time: 65


Actual Time [                ]

· No recording necessary here 

Report Out

Estimated time: 60


Actual Time [                ]

· Copy flip chart presentations by small group.  Be sure to clarify items that may be illegible.

[To record Optional Night Session on BEHAVE Framework, go to end of the note-taking guide.]

Day 2

Session 6:  Designing a HH/C IMCI Strategy 

Creating a Case Study & Plenary Discussion

Estimated time: 75


Actual Time [                ]

· Collect flip chart sheets with case studies from each group.  Make sure group # is indicated. 

Using the Framework to Identify Gaps & Plenary Discussion

Estimated time: 75


Actual Time [                ]

· Collect flip chart sheets with case studies from each group.  Make sure group # is indicated. 

Building a Strategy & Plenary Discussion

Estimated time: 135


Actual Time [                ]

· No recording necessary here

Analyzing Strengths and Opportunities and Identifying Roles

Estimated time: 45


Actual Time [                ]

· No recording necessary here

Plenary Review and Discussion

Estimated time: 60


Actual Time [                ]

· Collect flip chart sheets with HH/C IMCI plans for each group.  Make sure group # is indicated. 

· Input the information on strategies from the flip chart sheets (ask one representative from each group to help) and distribute copies to participants
Day 3

Session 7:  Valuing the Framework
Reflection

Estimated time: 30


Actual Time [                ]

· Record relevant comments and feedback on facilitator presentation here:

Brainstorming Uses

Estimated time: 90


Actual Time [                ]

· Copy flip chart presentations by small group.  Be sure to clarify items that may be illegible.

Session 8:  Advancing the Timeline 

Setting the Stage

Estimated time: 10


Actual Time [                ]

· Record relevant comments and feedback on facilitator presentation here:

Action Planning

Estimated time: 65


Actual Time [                ]

· Note individual commitments of each group member here by person/organization:

· Copy consolidated list and place an * next to the items considered priority here:

· Copy or note specific plans for implementation including responsibility here:
Evaluation and Closing:
Estimated time: 20

Actual Time [                ]

· If a formal closing ceremony is held, record relevant comments from featured speaker here:
Optional Night Session:  BEHAVE Framework

Behavior Change Exercise

Estimated time: 50

Actual Time [                ]
· No recording necessary here
BEHAVE Framework

Estimated time: 20

Actual Time [                ]
· No recording necessary here
Small Group Work

Estimated time: 20

Actual Time [                ]
· Collect flip chart sheets for each small group.  Be sure to clarify items that may be illegible. Make sure group # is indicated.

· Record relevant comments and feedback on session here:

Global Timeline for Child Health Notes: 

Trends from Vertical to Horizontal Programming [S.8]
Since the mid-1960s, the international health and development community has witnessed an important decline in mortality rates among children. Two types of programs have contributed to this scenario: 1) short-term disease-specific initiatives, often referred to as vertical programs, and 2) more general primary health care programs, called horizontal programs because of their integrated nature.  In absolute numbers, the decline is demonstrated by a drop from an estimated 15 million deaths of children under five to about 11 million at the end of the 1990s.  At the same time, not only has the HIV/AIDS pandemic grown worldwide, but births have continued to increase, contributing to a spread in resistance to commonly used antibiotics and anti-malarial drugs.

Between the 1950s and the 1970s, the malaria eradication program represented one of the first ambitious, disease-specific, technology-dependent strategies meant to achieve relatively short-term dramatic successes.  While not exclusively a child health program, it was anticipated to make a substantial contribution to reducing child mortality.  The notable failure of this program contributed to a shift in thinking towards a more people-centered, community-based strategy typified by primary health care.  Although the malaria eradication program failed, the subsequent smallpox eradication program is probably the most successful large-scale public health program in history with the last case of smallpox having occurred in 1977.  In the same year, the new strategy of primary health care, with its goal of health for all by the year 2000 was adopted by the World Health Assembly. This strategy focused on the provision of universal services for maternal and child health, family planning, improved water supplies, and environmental sanitation to be achieved through more equitable resource distribution, community involvement, prevention (vs. curative services) and a multi-sectoral approach.  Lessons from both the malaria and the smallpox programs have been applied to current attempts to eradicate dracunculiasis and poliomyelitis, two programs on the verge of success.

A new strategy, referred to as ‘selective primary health care’, emerged in response to the debate over whether or not the objectives of primary health care could be translated into effective programs. Programs applying this new strategy were referred to as vertical programs, as evidenced by the WHO’s Expanded Programme on Immunization and the subsequent Programme for the Control of Diarrheal Diseases.  UNICEF began focusing on four interventions, under the acronym of GOBI: growth monitoring, oral rehydration therapy, breastfeeding promotion, and immunization.  Later, food, family planning, and female education were added.  These programs aimed to channel limited resources into areas in which demonstrable success could be achieved in the medium-term. Thus, bi-lateral donors began to fund what soon became known as ‘child survival’ programs.

Other points that can be paraphrased and woven in:

Before 1985, microbiological, epidemiological, immunological and clinical research contributed to the development of both preventive and therapeutic interventions for the control of common childhood diseases.  The identification of streptococcus pneumoniae and haemophilus influenzae as the leading bacterial causes of mortality from pneumonia led to the development of a universal case-management strategy based on symptomatic diagnosis and standardized antibiotic treatment. 


In the mid 1980s, WHO funded a review of research to help determine the effectiveness of 18 suggested preventive interventions for childhood diarrhea.  Similar reviews were conducted for the Program on ARI in the 1990s. Also in the 1990s, research priorities shifted to reflect efforts to develop a more integrated approach to case management, both in the home and within the health system.  Not withstanding the successes of polio and measles eradication efforts in several regions, vaccination coverage with the standard six of WHO’s EPI, has actually fallen over the last decade.

Detailed Global Timeline for Child Health Notes [S.9]

1961 – The Decade of Development: In January 1961, the United Nations resolved that the decade of the 1960s would be the Decade of Development. President Kennedy launched the Decade at the UN in New York. Earlier, in his inaugural address as President, he had signaled a new sense of purpose in international affairs. He declared: "To those peoples in the huts and villages of half the globe struggling to break the bonds of mass misery, we pledge our best efforts to help them help themselves." 

The rapidly decolonizing world thus embarked on a new age of partnership. In this view, to have one part of humanity live well while the other lived in penury was morally unacceptable. But there were also strategic considerations. In the ideological confrontation between East and West, the promise of poverty alleviation was a weapon to be deployed in the building of alliances. 

As new countries rushed to freedom—no fewer than 17 former colonies in Africa achieved independence in 1960, the climate was one of excitement and hope. The new links being forged within the community of nations seemed to open up a new era of international peace and prosperity. The countries of the 'third world', having cast off their colonial status, now also needed to cast off their poverty. But for this they needed aid in the form of funds and know-how from their richer neighbors. Thus was born the push for development, a concept which along with more conventional notions of economic investment also embraced a degree of moral and humanitarian fervour.

1961 - 7th Cholera Pandemic begins: In 1961, the 7th cholera pandemic wave began in Indonesia and spread rapidly to other countries in Asia, Europe, Africa and, finally in 1991 to Latin America, which had been free of cholera for more than one century. The 7th pandemic has not receded; on the contrary, cholera has now become

endemic in many parts of the world.

1966 – Responsible Parenthood: In Addis Ababa in 1966, the UNICEF Executive Board opted for the concept of 'responsible parenthood', whose primary objective was to improve the survival, well-being and quality of life of the child, the mother and the family. It did not mean that family planning was eschewed; it simply meant that family planning was seen in the broader context of maternal and child health, embracing improvements in the status of women (a harbinger of the conferences in Cairo and Beijing), promoting literacy, raising the age of marriage and avoiding unwanted pregnancies. 

1961-70 – OPV, Measles, Mumps and Rubella vaccines introduced:  An arsenal of vaccines were introduced during the decade that would soon be organized into a package of vaccines through the Expanded Program on Immunization in the 1970s.

1972 – Redistribution with Growth: In 1972, Robert McNamara, then President of the World Bank, made what was seen as a landmark statement. Governments in developing countries, he said, should redesign their policies so as to meet the needs of the poorest 40 percent of their people—and relieve their poverty directly. The cornerstone of the new development strategy was thus an explicit attack on poverty, albeit one so mounted as not to damage economic prospects. Its economic slogans were: 'redistribution with growth', and 'meeting basic needs'.
1974 – Inception of EPI:  In May 1974, the World Health Organization proposed the Expanded Programme on Immunization (EPI) to all countries in order to achieve the following:
· Reduction of morbidity and mortality from diphtheria, whooping cough, tetanus, measles, tuberculosis, and poliomyelitis; 

· Promotion of country self-sufficiency in the delivery of immunization services, within the general context of public health services; and 
· Promotion of regional self-sufficiency in the production of vaccines and their quality control. 

At EPI’s inception in 1974, only 5 percent of the world’s children were being immunized against these diseases. 
During this same period, concerted efforts were directed to other health problems of the poor with varying levels of success. Services addressing particular problems (ex. malaria and TB), were organized, one at a time, and delivered. In the 1970s, these distinct programs were labeled ‘vertical’ to distinguish them from primary care responding to multiple problems—the ‘horizontal’ approach common to industrial countries with more resources and established medical services. In this period, extensive debates raged about the advantages and disadvantages of the ‘vertical’ approach versus the ‘horizontal’.
1978 – Alma Alta Declaration: The concept of integrated and multidisciplinary services as a strategy to attain health was formally adopted in 1978, with the Declaration of Alma Ata. The Declaration made Primary Health Care the major strategy for achieving Health for All by the year 2000. This solution was described as the attainment by all peoples of the world by the year 2000 of a level of health that will permit them to lead a socially and economically productive life. Primary Health Care integrates eight basic components, namely:
· Education on prevailing health problems and the methods of preventing and controlling them; 

· Promotion of food supply and proper nutrition; 

· Adequate supply of safe water and basic sanitation; 

· Maternal and child care, including family planning; 

· Immunization against the major infectious diseases; 

· Appropriate treatment of common diseases and injuries; and 

· Provision of essential drugs.

1980 – Smallpox eradicated: The World Health Assembly officially certifies the world free of smallpox—the first disease ever eradicated.

1981 - Breastfeeding Code approved: The World Health Assembly adopts the International Code of Marketing of Breastmilk Substitutes to stop a decline in breastfeeding.
1982 – Child Survival Revolution: In December 1982, in his annual State of the World's Children report, James Grant (UNICEF’s then-Executive Director) launched an initiative known as the child survival revolution; UNICEF now proposed to vanquish common infections of early childhood using simple medical technologies. From the primary health care package, it singled out four techniques, which collectively were referred to as 'GOBI' (Growth Monitoring, Oral Rehydration, Breastfeeding and Immunization). Bi-lateral donors followed, channelling funds into what came to be called ‘child survival’ programs; these retained their roots in community-oriented, population-based, primary health care, but at the same time had the appeal of using relatively inexpensive medical technologies to reach specific, stated objectives.

1987 - Nairobi Safe Motherhood Conference: This Conference generated global satisfaction and the hope that its outcome would be a turning point in ridding the world of maternal mortality—a truly neglected tragedy. Moreover, it is a tragedy that is socially unjustifiable, since 99 percent of maternal deaths occur in the developing countries and among women in the most deprived sections of the population. Childbirth, a real cause for rejoicing among more fortunate, economically affluent women, becomes for the poor an event filled with tension, which may, and all too often does, leave behind motherless children and bereaved families. The Nairobi Conference drew attention to this neglected tragedy and gave rise to a comprehensive understanding of the roots and causes of the present unacceptable toll of maternal mortality in developing countries. 
1988 – Resolution to eradicate polio: The World Health Assembly resolves to eradicate polio by the year 2000.

1989 - Convention on the Rights of the Child: Adopted by all but two countries, the Convention on the Rights of the Child is a universally agreed-upon set of non-negotiable standards and obligations. It spells out the basic human rights that children everywhere —without discrimination—have the right: to survival; to develop to the fullest; to protection from harmful influences, abuse and exploitation; and to participate fully in family, cultural and social life.  It stands as the broadest and strongest human rights declaration in history.

1990 – World Summit for Children: On 29-30 September 1990 the largest gathering of world leaders in history assembled at the United Nations to attend the World Summit for Children. Led by 71 Heads of State and Government and 88 other senior officials, mostly at the ministerial level, the World Summit adopted a Declaration on the Survival, Protection and Development of Children and a Plan of Action for implementing the Declaration in the 1990s.

1992 – Integrated Management of Childhood Illnesses launched: Developed jointly by WHO and UNICEF, this program has been embraced by more than 103 countries and has attracted support from a large number of donor agencies, including more than 25 projects supported by the World Bank.  The conditions included in the package include major communicable diseases (pneumonia, diarrhea, malaria, and measles). The package also emphasizes addressing malnutrition, which has been shown to contribute to more than half of all childhood deaths. To a greater extent than many earlier strategies, this package includes both treatment and prevention interventions. In addition to training health workers in standard case-management protocols for treating all five diseases, the package urges the promotion of breastfeeding, improvements in feeding practices, the use of micronutrient supplements, and vaccines. Even more importantly, the package calls attention to the need not only to train health professionals but also to strengthen existing health systems to ensure the availability of drugs and supplies and widespread access to them. Supervision, monitoring, and evaluation activities are also emphasized. The third, and essential, component of the package is the promotion of improved prevention and care-seeking behaviors in the community and the family. 

1993 – Shift from ‘vertical’ to ‘priority’ programs: The World Bank elaborated on its 1987 advice in the 1993 World Development Report (WDR), Investing in Health (World Bank, 1993). The literature since then is replete with references to this volume, as authors refine its methodologies and describe, critique and draw lessons from attempts to apply them. The report contributed to a particularly important shift in the terminology used to describe interactions of ‘health system reform’ and immunization. The term ‘vertical’, as used to describe programmes of immunization, family planning, malaria and others where operations, financing and strategy have been somewhat insulated from other health programs, was dropped. ‘Priority’ was substituted. ‘Priority’ interventions may share the characteristics of those earlier called ‘vertical’, but in addition the new term embraces only those strategies of proven cost effectiveness for improving population health, especially in poor countries. It is these ‘priority’ services that the 1993 WDR features as worthy of government funding. The WDR goes on to suggest additional health services that may be sufficiently cost effective to encourage private investment after public resources have been exhausted.

1994 – Cairo Conference on Population and Development: In 1994, the International Conference on Population and Development (ICPD), was held in Cairo, Egypt. The ensuing ICPD document placed the attainment of ‘reproductive health’, rather than the attainment of family planning targets, as the critical component in development and population issues. Reproductive health was defined as:
" (Reproductive Health is) a state of complete physical, mental, and social well-being and not merely the absence of disease or infirmity in all matters relating to the reproductive system and to its functions and processes. Reproductive health therefore implies that people are able to have a satisfying and safe sex and that they have the capability to reproduce and the freedom to decide if, when and how often to do so. Implicit in this last condition are the rights of men and women to be informed and to have access to safe, effective, affordable and acceptable methods of family planning of their choice as well as other methods of their choice for regulation of fertility which are not against the law and the right of access to appropriate health care services that will enable the women to go safely through pregnancy and childbirth and provide couples with the best chance of having a healthy infant."
Reproductive health care was defined as:
"(Reproductive health care) is the constellation of methods, techniques and services that contribute to reproductive health and well-being by preventing and solving reproductive health problems. It also includes sexual health, the purpose of which is the enhancement of life and personal relations and not merely counselling and care related to reproduction and sexually transmitted diseases."

Guide for Presentation on IMCI

at the Global and Regional Level [S.10]

Thank you for your willingness to present the global and regional review of IMCI at the upcoming workshop, “Household/Community IMCI – A Global Framework Built with Local Know-How.”  

Date:  [Insert]

Time Scheduled:  [Insert]

Duration: 20 Minutes

Please briefly cover

1. Rationale for development of IMCI and its evolution

2. Year it was launched

3. Intended plan

4. Organizational efforts (WHO, UNICEF, USAID, DIFID, WB, others)

5. Progress toward component #1 (health worker skills), component #2 (heath systems) and component #3 (household and community) 

6. Relevant research and evaluation findings on IMCI to date

7. Plans and challenges ahead

Guide for Presentation on Facility-Based IMCI 

at the National Level [S.11]

Thank you for your willingness to present the national review of facility-based IMCI at the upcoming workshop, “Household/Community IMCI – A Global Framework Built with Local Know-How.”  

Date:  [Insert]

Time Scheduled:  [Insert]

Duration: 20 Minutes

Please briefly cover

1. Year IMCI efforts began in country

2. Development/existence of an implementation plan 

3. How IMCI efforts are organized within the Ministry of Health

4. The existence of steering committees and/or interagency working groups and what they are doing

5. Progress toward components #1 (health worker skills) and #2 (heath systems) Note:  Component #3 (community) will be presented later

6. Plans and challenges ahead

Guide for Presentation on HH/C IMCI

at the National Level [S.12]

Thank you for your willingness to present the national review of HH/C IMCI at the upcoming workshop, “Household/Community IMCI – A Global Framework Built with Local Know-How.”  

Date:  [Insert]

Time Scheduled:  [Insert]

Duration: 20 Minutes

Please briefly cover

1. Efforts to define HH/C IMCI nationally

2. Planning and coordination efforts (such as existence of interagency coordinating bodies, planning committees within the MOH, etc.)

3. Policy reforms that support HH/C IMCI 

4. Efforts to implement this component of IMCI 

Notes for PowerPoint Presentation on 

The CORE Group [S.13]

Slide no. 1: In this next session, we’re going to give a brief overview on The CORE Group—The Child Survival Collaborations and Resources Group.
Slide no. 2: CORE is a membership association of 35 U.S.-based NGOs involved in child health and development.  What all members have in common is that they either have or have had centrally-funded child survival grants from USAID.  Together, CORE members work in more than 140 countries and serve more than 600 million beneficiaries worldwide.
Slide no. 3: Here’s a list of the CORE membership. The membership includes the largest NGOs as well as a number of small and medium-sized organizations.  They are a diverse group, but they all share a focus and concern with child health and development.
Slide no. 4: The CORE mission is to measurably improve the health and well-being of children and women in developing countries through collaborative NGO action and learning.
Slide no. 5: CORE members self-select into working groups based on their specific interests. The real niche of the working groups is to enable focused effort on key issues across NGOs.  Working groups and interest groups are created to meet members’ needs.     
Slide no. 6: CORE efforts focus on four strategic goals. 

The first is to improve community health program knowledge.  Efforts include workshops for headquarters or field staff on state-of-the-art technical information, the development of relevant tools for community-based programming, and documentation of effective NGO programs.
Improving organizational collaboration looks at efforts at the global, regional and national levels to improve collaboration among NGOs and between NGOs and other partners.

Efforts also focus on improving the resource base for community programming and bringing the NGO community-based perspective into national, regional and global policy forums. 

Slide no. 7: There are a number of benefits to NGOs in being part of a network.  These include [read slide].  
Slide no. 8: There are also a number of benefits to donors and other partners.  With a network, they have one mechanism through which to work with the larger NGO community.  With this mechanism, they can access community maternal and child health expertise, solicit input from a number of organizations and get information out to a wide group of organizations.  On a policy level, working with a network enables working with one focal point to access the experience and perspective of a much wider group with programs across a country, region and internationally.  There is also a collective ability to act on different country priorities and therefore achieve scope and scale.
Notes for PowerPoint Presentation on

HH/C IMCI Framework [S.14]

Slide no 1: Twenty thousand children under five die every day on our planet. Between eight thousand and fifteen thousand of these die without having had any contact with the formal health system—they die in their own homes. This reality, documented again and again, forces us to reflect upon current practices and to evaluate programmatic changes relevant to this reality.
Slide no. 2: As was presented previously, there are three components of IMCI.  The focus of time and resources has been primarily on the first two components (or legs) of the IMCI program.  With that focus has come definition, money and materials development such as guides, manuals, etc.  Meanwhile, the third leg (or component) of IMCI has, until recently, received little attention.  As such it has remained undefined, has received little investment and there are relatively few materials to help guide planners.  We know however, that without serious attention to this third leg, the anticipated results of dramatic reductions in mortality will not stand.  The reason is that many children don’t even get to the clinic.  For example, in Tanzania, as many as 40% of children who died were never taken for treatment, while in Bolivia, the figure rises to 74%. That is why CORE and its partners have dedicated themselves to focus on this area.
 
Slide no. 3:  Before we introduce the framework, lets take a look at the evolution of its development over the last ten years.  
 

1992 - The World Health Organization (WHO) and UNICEF launched the Integrated Management of Childhood Illness (IMCI) in 1992 as a strategy to combat the most important causes of illness and death in an integrated ‘whole child’ approach. IMCI is intended to supplant more vertical programs with integrated and manageable packages of services for prevention of illness and promotion of health. Its three components are improvement in health worker skills, improvements in health systems and improvements in family and community health practices.
 


1992-1997 - Early efforts and, more importantly, resource allocation focused heavily on the first two components of IMCI. However, there is a growing understanding of the community contribution to improving and sustaining health initiatives. Training health workers and improving health systems alone will not result in the desired reductions in child mortality. Community approaches to IMCI are now recognized as the most effective techniques to bring about significant reductions in morbidity and mortality of children under five. At the same time, community IMCI creates a groundswell of community involvement and commitment to sustain initiatives long after outside funding has ceased.
 

Sept. ’97 – Concerned about the lack of movement on the HH/C IMCI front, PAHO sponsors the First Global Review and Consultation Meeting on HH/C IMCI held in Santo Domingo, Dominican Republic.  This meeting acknowledged the importance of HH/C IMCI; recognized the role of families and communities in improving child health; and asserted that improving care at health facilities alone is not sufficient. The meeting was well represented by Ministries of Health throughout the world and, for the first time, NGOs were invited and played a significant role.
 

October 1997 – One month after the Santo Domingo meeting, a meeting is hosted by UNICEF in New York, with significant NGO participation. This meeting produced a mandate for working at community level simultaneous to work at the policy level.
 

February 1998 – An Inter-Agency Working Group on HH/C IMCI is established.  The purpose of the IAWG is to develop guidelines for HH/C-IMCI with UNICEF leadership.  CORE, representing the PVO/NGO community is invited to sit on a working group comprised of representatives of WHO, PAHO, USAID, UNICEF and World Bank.  This is the first time that the PVO community is asked to sit side by side with the donor and world health representatives. 
 

1998-1999 – During the year, the CORE IMCI Working Group dedicates itself to moving forward the HH/C IMCI agenda given PVOs’ niche in community-based programs.
 

February 1999 – In order to help further clarify the role of NGOs in HH/C IMCI, CORE sponsors a meeting at the Pan American Health Organization (PAHO) (Washington, DC) Reaching Communities for Child Health: Partnering with PVOs in IMCI During that meeting the NGO community and global partners acknowledged the important role of NGOs in advancing HH/C IMCI.
 

June 2000 - At the Africa International Workshop in Improving Children’s Health and Nutrition in Communities (Durban), consensus was reached on a core set of 16 key family practices. Delegates acknowledged the role of HH/C IMCI in improving these practices as well as the potential for taking programs to scale, and called on all stakeholders to support and implement HH/C IMCI.  In spite of this forward movement, there were still no clear guidelines or frameworks for HH/C IMCI.  Armed with recent research by Johns Hopkins University on NGO community-based approaches, CORE with its partners proposes a workshop that would focus on articulating a framework.
Slide no. 4:  In January of 2001, CORE, BASICS, CSTS and USAID host the workshop Reaching Communities for Child Health: Advancing PVO/NGO Technical Capacity and Leadership for Household and Community Integrated Management of Childhood Illness (HH/C IMCI) in Baltimore, Maryland.  
Slide no. 5:  What was significant about this meeting was the broad level of participation from International NGOs, public health and development specialists, donor community and UN organizations.  (Briefly review lists.)  

Slide no. 6:  The meeting was also unique given the broad global representation.  There were fifteen countries represented that spanned the globe (review map) as well as presentations given on additional countries by headquarters staff. Each country had representatives that were heavily engaged in community-level projects.  This was truly a unique gathering. 
Slide no. 7:  The participants during the workshop had three resources available to them.  The first was a research paper completed by Professor Peter Winch, PhD. from Johns Hopkins University in collaboration with BASICS II and the CORE Group.  The purpose of the research was to identify the key strategies NGOs use to improve child health in the community.  This provided insight into how organizations were actually responding to community needs throughout the world.  What the paper concluded was that organizations typically select 1 or more of 4 options for working in the community (in short, working with clinics, community agents, households or other sectors).  These options would later lay the groundwork for the framework we’ll be discussing.  Second, participants were asked to submit abstracts that would highlight strategies they found successful.  Numerous submissions were made and 18 were selected that represented a broad cross-section of countries and organizations.  These were presented in detail at the workshop.  Finally, each of the 120 participants came with their own ideas and experiences.  All three resources provided a rich bank of information from which to work.
Slide no. 8: Key questions that had to be considered as the framework was defined were…[read slide].  As we go through the framework and its principles, you will begin to see how these questions were answered.
Slide no. 9: [Read slide] What resulted was a simple but clear framework that helps to provide a common language and define what HH/C IMCI programs should include. At the same time, it refrained from being prescriptive understanding that fundamental to success is having an environment where diverse approaches are allowed and even encouraged in order to adapt to the specific needs of each country, region or community.
Slide no. 10: Collaboratively, this is what the participants produced and adopted at the workshop.  You’ll notice that the healthy child is at the center of the framework.  There are then three linked elements [read headings], supported by a multi-sectoral platform.   
One question that is often raised is how is HH/C IMCI different from what we’re already doing?  NGOs have a long history of involvement with community-based child health programs.  Many organizations are currently engaged in activities that could be characterized as fulfilling one or more of the elements that make up HH/C IMCI.  What is unique about the framework is the focus on the integration of all three elements and the multi-sectoral platform.  The elements and the platform work together to promote effective child health, nutrition and development.  Each focuses on an institution or set of people with a critical role to play in promoting appropriate child care, illness prevention, illness recognition, home management, care-seeking and treatment compliance practices.  Linking these aspects involves intentional design to ensure that efforts carried out at the facility, community and household level are not isolated.  This requires substantive collaboration among public and private, health and non-health sectors.  In the rest of this presentation we’re going to go into more detail on each of the elements and the MSP.

Slide no. 11: The first element is [read slide]
Slide no. 12: The approach in element one is to build a two-way partnership between facilities and communities. A partnership implies a relationship between equals.  In this case, both sides have responsibilities and they coordinate to ensure important decisions are made together. In general terms, element one emphasizes improving health provider skills in outreach and interpersonal counseling, and making providers more accountable to communities for the quality of health services. This requires strong listening skills and willingness to change/adapt.  It addresses the community’s responsibilities as well, emphasizing community awareness of improvements to health services and appropriate and timely use of health services. Activities to foster community management of health services are also part of element 1. Communities may contribute to community-based health information systems and work collaboratively with trained facility-based staff to utilize this information for planning and implementation of initiatives and to monitor service quality.

Slide no. 13:  Some examples of element 1 would be: [read slide]. 

Slide no. 14: In every element/MSP, multiple entities have a role to play.  Using Element 1 as an example:  
Bi/Multi-lateral agencies:  These groups can advocate for and require partnership development as a fundamental requisite for funding.  They might also provide research/documentation identifying successful clinic/community partnership initiatives.

MOH:  Obviously the MOH services are the focal point.  From district-level managers to clinic cleaning staff, all personnel have an important role to play.  Collectively, they determine whether or not a client will get the service expected in a clean, friendly and efficient environment. This will affect demand for services. They will also determine with the community how best to increase coverage and how the community can contribute to the management and decision-making that must occur within the clinic.

NGO: NGOs bring important expertise to the design and implementation of programs that link communities and health facilities. They have long-established trusting relationships with communities and have developed a number of important tools for this element including quality assurance/improvement processes, elaboration of community-based surveillance and monitoring systems, empowerment of marginalized groups, development of culturally appropriate messages to generate demand for services and capacity-building to improve outreach skills of facility-based workers.

Communities: They must maximize the potential health benefit by utilizing services offered and being an advocate for improved services.  They also have an important role to play in health surveillance within the community.

Slide no. 15: As you plan your strategies for implementing element 1, or if you want to determine whether or not you have ‘element 1’ activities underway, it might be helpful to ask yourselves these ‘validating’ questions to be sure you are on the right track. [Read questions].  The term ‘you or your partners’ is used because you don’t necessarily have to be the lead implementer of each element.  We’ll discuss this later.
Slide no. 16: The second element is [read slide]. IMCI programs that target only formal health facilities fail to reach a significant proportion of the population. Many communities have little or no access to public health facilities. Long distances and/or difficult terrain separate people from health facilities, particularly during rainy seasons. For this, and a variety of other reasons, the first (perhaps the only) point of contact for health information and treatment is often a community-based provider.

Slide no. 17: 
Who are community-based providers?  Most often people perceive them only to be CHWs.  

But there are many community-based providers, including those in the formal and informal private sectors, in addition to volunteer community health workers (CHWs).  They include private providers, traditional healers, traditional birth attendants (TBAs), shopkeepers/drug vendors and pharmacists.  It is important to understand whom people seek out for care.

So what do they do and what do we want them to do more of?  Well first we want them to provide appropriate and accessible health care.  What is appropriate?  That depends on the country, the type of provider and how accessible or inaccessible other health services are.  However, we would encourage participants to think outside of the box on this one.  With appropriate support, encouragement and supervision we know high quality care can be provided by any of these providers.  For those already providing care, such as with drug sellers and traditional healers we have a tremendous opportunity to help hone their skills and bring them in line with established protocols within the country.  

There is a great example in Bolivia where CARE has worked in partnerships with clinics and drug sellers so that for certain conditions drug sellers are trained to refer the client to the clinic prior to providing medicine.  Once the clinic diagnoses the problem, they refer the client back to the drug seller to get their medication.  This way, the drug seller maintains his/her business and is validated by the clinic. The patient receives appropriate diagnosis and the clinic ensures that prescriptions provided are appropriate.  This occurred in a location where the clinic was close to the community.  Where access is more limited, the clinic may help train the seller in simple diagnosis with the objective of preventing over-prescription of antibiotics.

What are some of the services they can provide?  Direct treatment (perhaps utilizing an adapted algorithm for health workers), pre-natal care, immunizations, health surveillance and referral of cases beyond their level of training.  

Agency/organizational support for this element has commonly been in

•Training and support of community-based practitioners to provide quality case management with preventive health education and referral

•Support of community-based pharmacies (or revolving drug funds) to ensure the availability of essential medicines, contraceptives and/or ORS

Element 2 is linked to element 1 by those referrals, as well as by the support and coordination that occurs with the first-level facility. Hence, the arrows between element 1 and element 2.

The second aspect in this element is the provision of information.  Because of their respected positions within the community, all of these providers, armed with the right information, can be effective change agents.  The kinds of information they can provide are behavioral change communication, counseling, awareness (about available health services) and advocacy.  This aspect of element 2 helps to provide links with element 3 (focused on behavioral change) as well as element 1 (focused on increasing demand for services).

Slide no. 18:  Some examples of element 2 would be: [read slide]. 

Slide no. 19: As with element 1, each entity has a role to play.  
Bi/Multi lateral agency:  These groups can advocate for and fund element 2 activities as a part of HH/C IMCI. They might also provide research/documentation identifying successful strategies for training community-based providers.

MOH: The Ministry of Health can play an important role simply by recognizing and reaffirming those providing service.  Next they can find ways to capitalize on this existing resource to achieve greater impact of targeted objectives.  They can do this by training and providing some supervision.

NGO: Work with the non-formal health sector is a role that NGOs have predominantly played. They have a lot of experience working with community-based providers, helping to train them and oversee their activities.  However, they can and should play a bigger role in facilitating the integration of these services with those of the MOH. 
Various NGOs are already providing primary health care services. They serve as trainers and supervisors. In many cases however, they operate in isolation.  A more formal collaboration with the MOH can help ensure greater levels of support while minimizing duplication of coverage.  

Communities: They determine who their service providers are—traditional healers, pharmacist, etc.  Usually, they have front-line providers in the community and follow-on providers based on referral or continued illness.  We need to understand who their providers are and help those providers meet minimum standards while respecting their customs and methods.  The community can also monitor community-based providers to ensure they are not abusing their responsibilities. They have a role in ensuring adequate compensation to community-based providers and complying with the counsel received by the providers.

Slide no. 20: As you plan your strategies for implementing element 2, or if you want to determine whether or not you have ‘element 2’ activities underway, it might be helpful to ask yourselves this ‘validating’ question to be sure you are on the right track. [Read questions].  The term ‘you or your partners’ is used because you don’t necessarily have to be the lead implementer of each element.  

Slide no. 21: The third element is [read slide]. The activities in element 3 go to the heart of families’ desire for good care and long-term health of their children. The treatment of a sick child usually begins in the home. In fact, caretakers in the home make many decisions that directly impact the overall health and well-being of the child, including vaccinations and early child nutrition. Recognizing this, the primary focus of activities in element 3 is on sustainable behavior change by families. 
 
Slide no. 22:  There are 16 key family practices that are promoted by UNICEF and WHO and form the core of element 3.  In practice, these are typically modified in each country with reference to the number of practices as well as the wording to meet the relevant local conditions.  All, however, are practices that have been proven to significantly improve a child’s chance of survival and healthy development.  The practices are generic and must be adapted to each country, community and situation to make them relevant.  

The 16 practices are categorized into four areas.  These are [read slide].  You have a copy of all of the key practices in your workshop materials.

Slide no. 23:  Some examples of element 3 would be: [read slide]. 

Slide no. 24: Again, each entity has a role to play.  
Bi/Multi-lateral agency:  These groups can advocate for and fund element 3 activities as a part of HH/C IMCI.  They might also provide research/ documentation identifying successful strategies for training community-based providers.

MOH: The Ministry of Health should ensure that message development is consistent with MOH’s national communication strategy.  They should ensure that clinic staff takes every opportunity to counsel and educate.  They can help train and monitor staff to ensure they are using appropriate counseling skills and are communicating messages in a way that the client understands.

NGO: NGOs can work with the MOH and community in assessing which practices are considered ‘priority’ based on prevalence, perceived importance and perceived ease of compliance.  They can help identify barriers faced in implementing such behaviors and work with partners to identify ways of removing such barriers.  They can help find ways to ‘package’ and ‘deliver’ messages in ways that are meaningful and respectful to recipients.  NGOs can also help ensure delivery of the messages through community-based providers.  Like the MOH, they can help train and monitor staff to ensure they are using appropriate counseling skills and are communicating messages in a way that the client understands.

Communities: They determine what the priority behaviors will be.  They can also identify the most effective ways of getting the message across to the community.  

Slide no. 25: As with the other strategies, if you want to determine whether or not you have ‘element 3’ activities underway, ask yourselves this ‘validating’ question to be sure you are on the right track. [Read questions].  Once again the term ‘you or your partners’ is used because you don’t necessarily have to be the lead implementer of each element. 
Slide no. 26: At the base of the three elements is the multi-sectoral platform. The platform is a critical component of the framework supporting sustainable child health and development.  We know water, agriculture, income generation and education, among others, have a direct, positive impact on the long-term health of the family and the survival of children.  As with the three elements, the multi-sectoral platform can be applied in a variety of ways and the strategies selected will need to be locally determined.  

Slide no. 27: Examples of MSP efforts tend to fall into one of three categories.  The first is sustaining health practices through institutionalizing the key family practices in other sectors.  These sectors provide natural mechanisms for communicating and promoting the 16 key behaviors.  Each sector has a relevant link with health and can be utilized to ensure that messages get to different members of the community at various places and in different ways.  This repetition helps to create a common knowledge and influence behavior.
Slide no. 28: Some examples of how the MSP could be used are: [read slide].

Slide no. 29: Efforts can also involve aligning different sectors to address barriers to change for key health practices.

Slide no. 30: Some examples of this include: [read slide].
Slide no. 31:  Finally, the MSP can also involve multi-stakeholder strategic planning.  One example would be to use a participatory planning tool in a village and then work with multiple government ministries and partners to address needs identified such as provision of potable water, agriculture production and health programs.  

Slide no. 32: As you plan your strategies for implementing the MSP or if you want to determine whether or not you have MSP activities underway, it might be helpful to ask yourselves these ‘validating’ questions to be sure you are on the right track. [Read questions].  

Slide no. 33: There are several questions that are frequently raised about the framework and HH/C IMCI.  

How does HH/C IMCI link with facility-based IMCI?  There are a number of links between the HH/C IMCI framework and the health worker training.  Health worker training improves the quality of the health center services.  Element 1 efforts can then help increase the use of these improved services.  Village health committees can be involved in advocating for the increases in quality as well as promoting outreach efforts to influence care-seeking behaviors.  In Element 2, efforts by community-based providers are strengthened when they have good supervision and support for referrals from a health facility trained in the IMCI algorithm.    

How can you implement HH/C IMCI in the absence of a health facility?  The goal is to have all three components of IMCI (health worker training, health system support, and the household and community component) working together.  In this way, the greatest possible impact on child health and development will be achieved.  However, many communities do not have adequate health facility access or access to a health facility with staff trained in IMCI and can still benefit greatly from household and community health interventions.  

In this situation, one important role of efforts in element 1 can be to mobilize the community and advocate for service provision.  Partnerships with the nearest health facility or district authorities could help extend support to the area via regular visits by clinic staff, provision of medical kits or other means of extending and improving coverage.

Slide no. 34:  Other questions include:

Do you really need all three elements and the MSP?  The elements and the MSP each focus on an important level for influencing behavior.  Without the integration of these fundamental pieces, a HH/C IMCI approach is only partial and fragmented.  Programs are most effective when they incorporate strategies in all three elements and the multi-sectoral platform.  

It is, however, acceptable to phase in the different elements and the platform over time, based on the resources available. An example of this would be a program that begins in year 1 by creating a community-based health information system (element 1) where CHWs collect data on major childhood illnesses, births, deaths and immunization coverage in the community and regularly provide the MOH with this information to inform health service provision.  Once this system is in place, the program expands to include training of traditional healers to safely integrate modern and traditional methods of care on the community level (element 2).   At the same time, the program partners with a local NGO experienced in mobilizing theatre groups to promote health messages through street theater, song and mural projects (element 3).  These messages are selected based on the major illnesses identified in the CB-HIS data and the priorities of the MOH and developed based on qualitative research in the community.  Finally, since (in this hypothetical example) food security is found to be a major underlying factor in health status, several organizations collaborate together to promote diversified agricultural production efforts.

As this example points out, no one organization is expected to do everything.  HH/C IMCI by its very nature is a collaborative effort, encouraging shared responsibilities among a number of partners.  

You’ve discussed each of the elements and the MSP.  How exactly do they link together?  The linkages between the different elements are a very important aspect of the framework.  One example would be coordinating a communication strategy around a few key family practices.  Since behavior change theory states that people are more likely to adopt a new behavior after hearing and learning it in a multitude of settings, consistent messages delivered at the clinic, in the community, in the home and through other sectors will increase the adoption of new healthy behaviors.  


Another example would be the establishment of an emergency transport system to bring severe maternal and child health cases to needed facility-based treatment.  Element 1 efforts include working with health facilities on issues such as securing on-call clinic staff, establishing communication mechanisms for informing clinic staff of incoming transport, and developing relationships between facilities and the community so that clinic staff will accept referrals.  Element 2 efforts include preparing community-based providers (ex. TBAs, CHWs) to mobilize community members to identify emergency cases and manage the patient en route to a facility.  An effective transportation system links both the element 1 and element 2 efforts together.

Slide no. 35:  Are there any questions?

Guide for Principles Discussion [S.15]
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The HH/C IMCI framework can be applied at national, district or community levels, as appropriate.

Explanation: The HH/C IMCI Framework has the most value when implemented at all levels, but it is designed to work with existing resources at district and local levels even when HH/C IMCI is not yet operational at the national level.  This is because the specific strategies are built from local know-how and best practices, it can be employed anywhere, anytime.


HH/C IMCI activities are best implemented by multiple actors working collaboratively.
Explanation: It is possible for one organization to operate in all three elements of the framework and the MSP. However, in order to maximize resources and effectively integrate activities, one must collaborate with other partners.    
The HH/C IMCI framework recognizes the importance of curative and preventive interventions in the community for reducing child morbidity and mortality. 

Explanation: HH/C IMCI places a high value on promoting an environment where children can thrive with minimal risk of disease and rapid recovery of illness.  This requires effective, timely and accessible care from community and clinic-based providers as well as a strong program aimed at minimizing risks and creating a healthy living environment. 

The 
HH/C IMCI Framework can be applied in the absence of IMCI components 1 and 2, but all 3 components are maximized when they work together.

Explanation: All three IMCI components contribute to an effective life-saving strategy, but where necessary, HH/C IMCI can function independently and make a major contribution to improved child health.  This is similar to the rationale given under principle #1.  There are no preconditions and no reasons why an organization or district health planner cannot begin identifying ways, using local resources, to build a HH/C IMCI program. 
The 3 elements and the MSP are requisite for applying the HH/C IMCI framework

Explanation: The proposed elements are necessary to achieve optimal improvement of child health in the community.  Anything less would minimize the meaning of HH/C IMCI and dilute its effectiveness.  A special consideration has been made for those areas where government health facilities are inaccessible.  However, even in these places, advocacy to extend services could be a strategy employed by the Ministry and community as a means of fulfilling element 1.


Phased introduction of promotion of key family practices is acceptable.

Explanation: A communication and behavioral change strategy can be constructed according to a seasonal timeline that matches local morbidity trends, and in a sequence that builds upon progress made and confidence gained at the individual, household and community level.  This would eliminate the need to cover all of the practices at once and helps to prioritize based on local need.  Alternatively, a strategy that ‘packages’ a number or all of the family practices is also acceptable.


Phased introduction of the 3 elements and MSP is acceptable. 

Explanation: Prioritization for the timing of implementation of each element and the MSP should be based on an asset and needs analysis at the district and community levels.  However, as indicated in principle #5, all elements and the MSP must be employed at some point within a program to fulfill the HH/C IMCI requirements.

FLIP CHART GUIDE FOR RECORDING

GROUP CASE STUDIES [S.16]

Copy the following questions on the flip chart prior to Session 6, Activity 1.  Be sure to provide enough space for the group to write in answers.  

Group #_______



District name______________

1.  Majority of communities are within what distance of a health facility (5 km, 10km, or >10km)?

a) First Level _______

b) Secondary or Tertiary _______

2.    Most communities have the following infrastructure:

3.    Most communities have the following non-health services:

4.    Most communities have the following health services:

5.    The two biggest child health problems are:

6.    Where do people go first when seeking advice about these problems? (Check those with whom you work.)

Where people seek advice:


We work with:

· Themselves


   



· A family member

   



· Health NGO/CBO  
     
   




· Community health workers  


 

· Midwife






· Traditional Birth Attendant




· Visiting MOH physicians or nurses




· Traditional healers





· Pharmacists/Chemical sellers



· Private health care providers



· First level health care facility



· Secondary health care facility



· Other: ________________________ 


7.    Which 4-5 key family practices are most relevant to the health problems listed above?     (Indicate the degree to which the behavior is correctly practiced in the community.)

8.  
What are the current efforts/programs to address the two main health problems?


Key Behavioral Change Vocabulary [B1]
Audience segmentation - a way to distinguish your audience according to similar characteristics (men/women, doers/non-doers, adults/infants, etc.)

Primary audience – the group whose behavior you want to change (intended beneficiaries: mothers with children <5, health workers, pregnant women, etc.)

Secondary audience - those individuals who have an impact on the behavior of your primary audience (key influencers: mothers/fathers, grandmothers, opinion leaders, etc.)

Targets of Opportunity - low hanging fruit; where can I get the biggest bang for the buck? (it’s easier to change the behavior of those who are on the fence)

Barriers - challenges, conditions that stand in the way of accomplishing the desired action; a perceived obstacle or deterrent to taking the action (e.g. economic, social, intellectual)

Benefits - advantages, the positive effect of an action; conditions that motivate people to take action; what will I get out of it? Something that people want
Notes for PowerPoint Presentation on BEHAVE [B2]

Slide no 1:  Tell the participants that elements 2 and 3 can sometimes prove challenging to groups.  Understanding the key family practices is pretty straight-forward, but understanding the nature of behavior and how to affect behavioral change is a bigger challenge.  

Explain to participants that another non-profit group called Academy for Educational Development (AED), through a project called ‘Change’, has worked with CORE to develop a simple method for analyzing practices and determining strategies for modifying behavior.  This method can help groups organize and analyze the information they obtain through formative audience research.  It can help them to prioritize key behaviors, define audiences, and identify benefits and barriers to behavior modification.  This approach is referred to as the BEHAVE Framework and is based on methods proven to be effective in modifying behavior. 
Slide no. 2: Briefly review some of the key vocabulary terms again and ask if there are any questions.
Slide no. 3: The next two slides really summarize what motivation of individuals is about. First, let’s look at 5 principles that capture the way we think when we’re working on behavior change.
[Read slide]   

Principle 1:  In order to determine the audience, actions, benefits and barriers, a community assessment should be conducted and periodically revisited to ensure you are on the right track.   

Principle 2: As demonstrated in the exercise, it is important to segment your audience by what they practice and try to understand why they do or don’t do what we would like them to do, (i.e. Why didn’t everyone exercise 4 times per week?).  It is not enough to assume you know their rationale—research and find out.

Principle 3: Remind participants of how some of their beliefs about exercise were different than their actions.  Reinforce the idea that behavioral change is not just about getting people to believe one way over another, rather it is about changing their action.

Principle 4:  In order to get people to change, they must understand and experience the benefits of the action.  These benefits must also outweigh or overcome the barriers or challenges in making the change.

Principle 5:  Therefore, we as health promoters need to change the context/environment so that benefits are maximized (i.e. offering to immunize a child during any office visit) and minimizing the barriers (i.e. extending or modifying clinic hours during planting/harvest seasons).

Slide no. 4:  In working with community groups to apply these 5 marketing principles, AED developed what we now call the BEHAVE Framework. Read through each step of the framework.  
[Make these points:]

•Slows down the process, away from a “rush to tactics,” helps you be mindful in planning.

•Many times program planners skip over decisions about action and benefits & barriers that will motivate or inhibit the action—we found this to be a deficiency and developed the tool to help planners focus on those


•The framework is organized around program planners’ decisions.

•Goal is to get to a sentence that encapsulates your logic:  “In order to help…to…we will focus on…through….

•Running through it all is the “evidence” row, because all these other decisions must be based on real data from your audience and other sources

•The 5 principles are linked to the sections of the Framework.

•The logic runs from left to right during the planning process—and from right to left in implementation, that is:

We do X activity in order to influence Y benefits and barriers because we have evidence that suggests that Y benefits and barriers will influence Z action for this audience.


Guide for working through BEHAVE Framework [B4]

AUDIENCE

 Understand exactly who your audience is and work closely with them to understand everything from their point of view.




What are the characteristics of your audience? 

a) Who will practice the behavior and who will help? – segmentation (mothers of U5s, WRA, fathers in District X)

b) What are their different beliefs about practice? (ex: mothers believe it is appropriate but fathers believe it will negatively impact family) 

c) What are their current practices? (ex: practice consistent with father’s belief) 

d) Benefit to action you’ll promote (ex: mothers who want time to regain strength before next pregnancy, fathers who want to protect their wives from miscarriage)

e) Barrier to action you’ll promote (ex: health workers who believe it’s dangerous to immunize a sick child)

f) Readiness to adopt behavior - Stages of Change (ex: parents who know about immunization but have never participated; health workers who occasionally counsel mothers on breastfeeding)


BEHAVIOR
 Your bottom line:  the audience’s action is what counts





What behavior do you want to change/promote? (see list of Key Family Practices for generic practices) 

What behavior do you want to change/promote? (adapt Key Family Practices for specific practices) 

KEY FACTORS
People take action when it benefits them.

Barriers keep them from acting.

[image: image1]
Q1: What benefits will the audience gain from adopting the practice?

a…………………………………………………………………………..

b…………………………………………………………………………..

c…………………………………………………………………………..

Q2: How do they benefit now from existing practice?

a…………………………………………………………………………..

b…………………………………………………………………………..

c…………………………………………………………………………..

Q3: What are the obstacles or barriers that may keep them from adopting the new practice?

a………………………………………………………………………………

b………………………………………………………………………………

In order to help ______________________________(audience)

to _________________________________________(key behavior)

we will focus on:

building the skills they need 

showing that the behavior is valued and supported by their peers 

showing that behavior brings peace of mind

making sure they know the date of the national immunization day

FUN, EASY, POPULAR!
ACTIVITIES

All your activities should maximize the benefits and minimize the barriers that matter to the audience.





Q: What activities can be planned for your audience?

Q: What activities will maximize their understanding of the benefits?

Q: What activities will minimize barriers?

Q: What activities are fun, easy to implement, and will have widespread impact?

In order to help _______________________________________(audience)

to __________________________________________________(behavior)

we will focus on:_______________________________________(factors)

through

1:____________________________________________________________

2:____________________________________________________________

3:_______________________________________(Key activities)
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