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Abbreviations and Acronyms

ACTs

Artemisinin-Based Combination Therapies

AFP

Acute Flaccid Paralysis

AI

Appreciative Inquiry

AIDS

Acquired Immuno-Deficiency Syndrome

AMTSL
Active Management of the Third Stage of Labor

ANC

Antenatal Care

ARI

Acute Respiratory Infection 

ART

Antiretroviral therapy

ARVs

Antiretroviral drugs

BCG

Bacille Calmette-Guerin

BCI

Behavior Change Interventions

BHR

Bureau for Humanitarian Response

CA

Collaborating Agency

CBD

Community-Based Distributor

CDC

Centers for Disease Control

CDD

Control of Diarrheal Disease

CHW

Community Health Worker

CORE

Child Survival Collaborations and Resources Group

CORPS
Community Oriented Resource Persons

CQ

Chloroquine

CSHGP
Child Survival and Health Grant Program

CSTS+

Child Survival Technical Support

CYP

Couple-Years of Protection

DHS

Demographic and Health Survey

DIP

Detailed Implementation Plan

DOSA

Discussion-Oriented Self-Assessment

DOT

Directly Observed Therapy/Direct Observation of Treatment or Therapy

DOTS

Internationally recommended strategy for TB control consisting of 5 components (originally Directly Observed Therapy, Short-course, although current DOTS strategy is much broader now than these two concepts)

DPT

Diphtheria-Pertussis-Tetanus

DST

Drug susceptibility testing 

DTP

Diphtheria-Tetanus-Pertussis vaccine [N.B. International terminology has now shifted so that the convention is to use DTP rather than DPT.]

EBF

Exclusive Breastfeeding

EMNC

Essential Maternal and Newborn Care

EmOC

Emergency Obstetric Care

EOC

Essential Obstetric Care

EPI

Expanded Program on Immunization

FE

Final Evaluation

FP

Family Planning

GAVI

Global Alliance for Vaccines and Immunization

GDF

Global Drug Facility

GEM

Global Excellence in Management

GFATM
Global Fund for AIDS, Tuberculosis, and Malaria

GIVS
Global Immunization Vision and Strategy

GLC

Green Light Committee

HB

Hepatitis B

HI

Hygiene Improvement

Hib

Haemophilus influenzae type b

HIF

Hygiene Improvement Framework

HFA

Health Facility Assessment


HIS

Health Information System

HIV

Human Immuno-deficiency Virus

HQ

Headquarters

HR

Human Resources

ID

Intravenous Drug

IEC

Information, Education and Communication

IMCI

Integrated Management of Childhood Illnesses

IMPAC
Integrated Management of Pregnancy and Childbirth

IPT

Intermittent Preventive Treatment

IPTp

Intermittent Preventive Treatment in pregnancy

IR

Intermediate Results

IRS

Indoor Residual Spraying

ISA

Institutional Strengths Assessment

ITM

Insecticide-Treated Material 

ITN

Insecticide-Treated Nets

IUATLD
International Union Against Tuberculosis and Lung Diseases

IUD
Intrauterine Device

IYCF
Infant and Young Child Feeding

KPC

Knowledge, Practice, and Coverage Survey

LAM

Lactational Amenorrhea Method

LBW

Low Birth Weight

LQAS

Lot Quality Assurance Sampling

M&E

Monitoring and Evaluation

MCE

Multi-Country Evaluation

MCH

Mother and Child Health

MDR-TB
Multidrug-Resistant Tuberculosis (resistance to at least rifampin and isoniazid)

MIS

Management Information System

MNHP

The Maternal Neonatal Health Program

MOH

Ministry of Health

MPS

Making Pregnancy Safer

MTCT

Mother-to-Child Transmission

MTCT/HIV
Mother-to-Child Transmission of HIV

MTE

Mid-Term Evaluation

NACP

National AIDS Control Program

NGO

Non-Governmental Organization

NIDS

National Immunization Days

NMCP

National Malaria Control Programs

NMR

Neonatal Mortality Rate

NTP

National Tuberculosis Program

OPV

Oral Polio Vaccine

OR

Operations Research

ORS 

Oral Rehydration Solution

ORT

Oral Rehydration Therapy

PAHO

Pan American Health Organization

PEPFAR
President’s Emergency Plan for Aids Relief

PHC

Primary Health Care

PLA

Participatory Learning and Action

PMTCT
Prevention of Mother-to-Child Transmission

PVC

Office of Private and Voluntary Cooperation

PVO

Private Voluntary Organization

QA

Quality Assurance

QI

Quality Improvement

RED
Reaching Every District

RBM

Roll Back Malaria

RDT

Rapid Diagnostic Test

RFA

Request for Applications

RTI

Reproductive Tract Infection

SBA

Skilled Birth Attendance

SCM

Standard Case Management

SDM

Standard Days Method

SIAs •
Supplementary Immunization Activities
SNL

Saving Newborn Lives Initiative

SP

Sulfadoxine-Pyrimethamine

STD

Sexually Transmitted Disease

STI

Sexually Transmitted Infection

TB

Tuberculosis

TBA

Traditional Birth Attendant

Td 
combination of Tetanus toxoid and a reduced dosage of diphtheria

TRM

Technical Reference Materials

TT

Tetanus Toxoid

USAID
United States Agency for International Development

VA

Vitamin A

VAD

Vitamin A Deficiency

VCT

Voluntary Counseling and Testing

VVM

Vaccine Vial Monitor

WHO

World Health Organization

WRA

Women of Reproductive Age

Caretaker: An individual who has primary responsibility for the care of a child. Usually, it is the child’s mother, but could also be his or her father, grandparent, older sibling, or other member of the community. 

Introduction to the Technical Reference Materials

The Technical Reference Materials (TRMs) are a product of the Bureau for Global Health, Office of Health, Infectious Disease, and Nutrition Child Survival and Health Grants Program USAID/GH/HIDN/CSHGP.  This document is a guide (not an authority) to help you think through your ability and needs in choosing to implement any one technical area of the Child Survival and Health Grants Program.  An attempt has been made to keep the language simple to encourage translation for use as a field document.

The TRMs are organized into modules that correspond to the primary technical areas and key cross-cutting areas that are central to the Child Survival and Health Grants Program.  Each module is designed to reflect the essential elements to be considered when implementing the given intervention or strategy, important resources that grantees should consult when planning their interventions.  Grantees are encouraged to download the specific modules that are most relevant to their proposed programs, or to download the entire package of TRM modules as a zipped file.  The TRMs presently include the following modules:

	Technical Areas
· Family Planning and Reproductive Health

· Maternal and Newborn Care

· Nutrition

· Immunization

· Pneumonia

· Diarrheal Disease Prevention and Control
· Malaria

· Tuberculosis

· Childhood Injury and Prevention
	Cross-cutting Areas
· Capacity Building

· Sustainability

· Program and Supply Management

· Behavior Change Interventions

· Quality Assurance

· Monitoring and Evaluation 

· Integrated Management of Childhood Illness (IMCI)

· Health System Strengthening


The present TRMs are regularly reviewed and updated with input from technical specialists in the USAID Collaborating Agency (CA) community, CORE Working Groups, and USAID technical staff.  The date of revision of each specific TRM module can be found at the bottom of each page of the module.  The TRMs are updated regularly to ensure that they remain up to date and reflect current standards relevant, and useful to the PVO community.  With this in mind, we ask that each user of this document over the next year please keep notes and inform us on the usefulness of these references, information that should be amended or changed, additions and subtractions, and general comments.  This will help us keep this document alive and responsive to your needs throughout the life of your programs.  Please share comments and any (electronic) translated copies with Michel Pacqué at CSTS+, michel.c.pacque@macrointernational.com.

CSTS is grateful for the many contributions and reviews by staff of the different Offices of the Bureau of Global Health, and many of their collaborating agencies, the CORE working groups and most of all to our PVO partners who continue to use this guide and provide valuable insight on how to improve it.

Integrated Management of Childhood Illness (IMCI)

	· Case management

· Health System

· Family & Community Practices


Of the estimated 10.5 million infant and childhood deaths that occur each year in the developing world, 70% are due to five conditions: pneumonia, diarrhea, measles, malaria, and malnutrition.  Moreover, at least three fourths of all childhood illness episodes are caused by one of these conditions. Of the 7.1 million infants who die each year about half die in neonatal period (birth up till 28 days), 40% die in the first hour after birth and 75% die in the first week of life. 

An underweight child has an increased risk of dying.  Malnutrition contributes to at least half of all childhood deaths, and about 80% of these malnutrition related deaths occur in children with mild to moderate malnutrition. Since many sick children have more than one of the most important conditions at the same time, and since clinical signs in children are often non-specific, a single diagnosis is often impossible or inappropriate.
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The Integrated Management of Childhood Illness (IMCI) strategy is an approach for preventing and managing infant and early childhood illness in settings with high infant and child mortality rates.  Launched by WHO and UNICEF in 1992, IMCI is designed to combat the main causes of illness and death in an integrated “whole child” approach and to contribute to the healthy growth and development of children.  IMCI focuses on the five most important causes of infant and child mortality in developing countries—acute lower respiratory tract infections (ARI), diarrhea, measles, malaria, and malnutrition (including vitamin A and iron deficiency), or a combination of these conditions.  It is intended to supplant more vertical programs with integrated and manageable packages of services for prevention and treatment of illness and promotion of child and neonatal health and development.  Neonatal causes of illness and elements of immunization and maternal health are also included.

Causes of Neonatal Death
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Most of the newborn deaths are due to infection, birth asphyxia, birth injuries, congenital anomalies, and complications of preterm birth. Low birthweight (less than 2,500 g) is a contributor in 40 to 70 percent of neonatal deaths.1
There are three key components to the IMCI approach:

1. Improving case management skills of the health care staff:  To do this, countries adapt the generic guidelines to develop local guidelines, train health care providers in health facilities, conduct follow up after training to reinforce skills learned and train health care providers in problem solving in the community.

2. Improving the overall health system:  To do this, countries develop interventions to improve the availability of drugs and supplies, strengthen the service quality and organization at health facilities, reinforce referral services, and ensure equity of access to health care.

3. Improving family and community health care practices:  To do this, countries develop interventions to strengthen community participation, promote appropriate family response to childhood illness, promote child nutrition, and create safe environments for children.

Over 100 countries have now adopted IMCI as their official policy, and are in the process of adapting the treatment algorithms, training of health workers, and/or full implementation of all 3 components.  Implementation of the facility level components (especially Component 1) has been the most rapid, and at this time, experience with national level implementation of all three components is still almost nil.
For the last several years, WHO has been involved in the Multi-Country Evaluation (MCE) of IMCI in Bangladesh, Brazil, Peru, Tanzania, and Uganda.
  Preliminary data from the five MCE sites has shown that:
· IMCI training for health workers managing children in first-level health facilities can lead to rapid and sustained improvement in health workers’ performance.

· Ministries of health and their partners in the five MCE sites have not been able to maintain and expand training coverage beyond a few pilot districts.

· Scaling up IMCI to national scale will require stronger management structures at central and district levels; increased funding; coordination with other child health programs and elimination of conflicting regulations; improvement of supervision at the health-facility level; and reduction of staff turnover rates.
· In some countries, current utilization rates of government health services are too low to allow an impact of IMCI on child mortality.
· Implementation of IMCI at the household and community levels is essential for improving care-seeking practices health services utilization, but efforts to implement these interventions have been so far insufficient for achieving even minimal coverage.  Each of the three components of IMCI will be briefly discussed.

Component 1: Improving Case Management Skills of the Health Care Staff

1.
IMCI Training Materials

The core of the IMCI approach is an integrated clinical case management algorithm (decision charts) that provides simple guidelines for assessing sick children for the most prevalent causes of childhood illnesses and common associated conditions, classifying the conditions, then managing or referring the child, and counseling the caretaker.  The integrated approach differs from previous vertical case management approaches in its more holistic approach to assess the child and not just the presenting symptom.  Applying the algorithm reduces inappropriate use of antibiotics and missed opportunities for immunization and nutritional counseling.

Most countries have IMCI algorithms which consist of two age-specific modules.  Revised guidelines have only two age specific categories: 0 to 2 months, and 2 months to 5 years of age.  IMCI is designed for use in first level outpatient facilities where there are no diagnostic tools available.  In individual countries, the combination of interventions that make up IMCI may be modified to include conditions that are important causes of childhood morbidity and mortality locally, and for which there are effective treatment and/or preventive options available (i.e. HIV/AIDS) (WHO has introduced IMCI Complementary Course on HIV/AIDS 
.)  Each child is screened for ARI (including pneumonia), diarrhea, measles, malaria (fever), malnutrition, immunization status, and ear problems.  The algorithms guide health workers to address not only the most obvious problem or complaint a child presents with at the health facility, but also to look for and address other nutritional and infectious disease problems.  The IMCI algorithm uses simple signs and symptoms to teach health workers to accurately identify childhood illnesses in outpatient settings, give appropriate combined treatment of all major illnesses, counsel caretakers and provide preventive services, and to speed up the referral of severely ill children.  As new findings from child health research become available, the interventions included in the global strategy may evolve.

It is important that the core technical content of the generic WHO IMCI materials be retained since the case management guidelines in these materials are based on data—the relative sensitivity and specificity of the case management steps have been tested in a variety of clinical settings.  Guidelines on counseling and home case-management are also based on data from field studies.  It is not appropriate to modify the case-management algorithm, or to remove certain components of it.  Combined vertical training programs (ARI and CDD training, for example) do not represent an “integrated” approach to the management of sick children.  The generic materials are adapted for use in each country, but this process (see below) does not change their core technical content.  References for the generic IMCI training materials, and the technical basis for these materials are listed in the reference section.  Also included is the computerized IMCI training course developed by the QA Project.  Senior PVO staff can be trained in the standard IMCI course so they can best apply these guidelines in their child survival programs and contribute to IMCI adaptation in those countries where national level adaptation has not yet taken place.

2.
Adaptation of Generic IMCI Training Materials

The algorithms, wall charts and modules for training health workers in IMCI are available in generic form and require adaptation for use in each country.  The adaptation process includes: modifying the assessment, classification and treatment guidelines for the local epidemiological profile of the country and to be consistent with local treatment policies and practices; developing nutritional counseling guidelines (the nutrition food box) based on local foods and feeding practices—this often requires the collection of qualitative data (e.g., using Trials of Improved Practices [TIPS]); and the insertion of local words and terms so that the counseling guidelines can be understood locally.  In some cases the generic algorithms will need to be modified; if there is limited malaria transmission then the malaria component is not needed; other conditions that may be important causes of childhood morbidity or mortality, such as HIV/AIDS or dengue fever, may need to be added.  The adaptation process requires some time (in many countries from 6 months to a year, and is often done by the national IMCI coordinating group).  Training materials often need to be adapted for use in district and regional settings.

When IMCI has already been implemented in a country, the ministry of health will have adapted materials that can be used by PVOs for training.  If adapted IMCI training materials are not available, PVOs need to decide whether they want to proceed with IMCI training before there is national adoption of the strategy and adaptation of materials.  PVOs can work with the national and district IMCI working groups to participate in adaptation of materials, especially the development of the local food box, and preferred local words and terms.  PVOs also have a unique opportunity to sit on national-level IMCI coordinating committees to help inform new national policies and their uptake. (The newborn needs to be added to the algorithm
)

3.
Training Methods
Three main approaches to training have been used in countries implementing IMCI.  The quality of training will be higher and more sustainable in the long term if local trained staffs are used as facilitators—these staff will usually be MOH staffs who have received IMCI facilitator training.  Facilitators for local training can also come from basic training institutions (clinical instructors from medical schools, etc.)  Many countries, especially in Latin America have now developed alternative training courses of fewer days, which are less time and resource intensive. Recently, some Africa countries are working on shorter HW courses, Madagascar 6 days course, while DRC Congo has just initiated its 6 days course.  
A.
Standard training using adapted generic IMCI materials ( the newly revised IMCI adapted guidelines
) for first level health workers

This is the most frequently conducted training.  The course is 11 days in duration and involves considerable clinical practice in both the hospital, inpatient and outpatient settings.  Trained IMCI facilitators are needed.  A senior staff person, with experience running the course, usually coordinates the course.  Hospital and outpatient facilities that see enough sick children to provide a sufficient number of cases are used; clinical staff is needed to coordinate the clinical practice sessions.  The training involves a number of strategies including reading, role-plays, videos and question/answer sessions as well as clinical practice.

Ideally, PVOs will coordinate with the national IMCI activities in order to train staff in project areas.  If it is not possible to link with the on-going national IMCI training program, PVOs may want to organize local IMCI training.  It is important that this be done in close collaboration with the national and regional IMCI program staff and that trained facilitators are used.  Ideally, PVO staff planning and supervising project activities will plan to undertake IMCI training—either with national training programs or through periodic regional IMCI training coordinated by WHO.

B.
IMCI complementary course training: for first level health workers with limited literacy

This course was developed by BASICS and World Education in collaboration with WHO.  It is designed for first level health workers with limited literacy skills—these health workers have difficulty completing the standard IMCI course, which requires that they read approximately 500 pages of material and complete written exercises.  The core technical content of the complimentary course is identical to the standard IMCI course.  The course uses a variety of adult learning techniques (using participatory methods) and requires less reading.   The course was field tested in Zambia in November 1997 and subsequently adapted for use in Bolivia where it was tested at the end of 1998.  The current version of the course is three weeks in duration—this may be prohibitive in some situations.  IMCI‑trained facilitators are trained to conduct the complimentary course using a “Facilitator Training Program Module.”
C.
IMCI training for community health workers

In countries with limited access to health facilities, community health workers may be the only source of primary health care.  In these settings community health workers can be trained to use the IMCI approach to manage and refer sick children.  For further information on training of CHWs, please refer to Component 3.

Component 2: Improving the Overall Health System to Support IMCI

A number of system elements are important for the effective implementation of IMCI and to sustain performance of health workers over time.  All of the key supports need to be reviewed and strengthened before training is conducted (see also Quality Assurance section).  Some of the key systems elements are discussed below.

1.
Methods for Sustaining Health Worker Performance after IMCI Training

Training alone is unlikely to result in sustained changes in health worker performance.  WHO currently advocates at least one follow-up visit to health workers.  At this visit, health workers are observed managing sick children using the IMCI patient checklist, and feedback is given directly on case management practices.  In addition, several other facility supports, such as essential drugs and equipment are checked.  This method encourages the use of these data to solve problems immediately.  In several countries, this approach has been adapted as a supervisory method that can be applied regularly over time by supervisors.  Critical to a supervisory approach is that health worker practice is observed in a standardized way, that problems are discussed, and health workers are encouraged to solve problems themselves with locally available resources.  Supervisory methods should use existing staff and systems.  Supervisory methods can allow other factors that may be important for improving case-management practices, such as the organization of work at health facilities, staff housing and morale, and strategies for improving the availability of essential drugs to be investigated.  If regular clinical supervision is not feasible, then there are other methods, such as self-assessment tools, that have been tested in some settings (see QA section).

2.
Availability of Essential Drugs, Supplies, and Equipment

Without essential drugs, vaccines, and some simple equipment, IMCI case management training cannot be effective.  Baseline assessments (health facility survey, review of routine data and review of supervisory reports) should review these elements.  A list of essential drugs, supplies and equipment is available in IMCI health facility survey instruments developed by the interagency working group on monitoring and evaluation of IMCI.  Where gaps are identified, other assessment methods can be used to identify logistics system problems (see Management and Logistics section)—and to identify possible strategies for improving availability.  Methods for reviewing and strengthening the drug supply system are also available.  A variety of cost-recovery methods have been tested at local levels in order to generate income to purchase essential supplies.

3.
Regular Monitoring and Evaluation of IMCI at Health Facilities and in Communities

It is important that the quality of care at health facilities and in communities be monitored and evaluated over time following IMCI training.  A limited set of core indicators for measuring the quality of care at health facilities and in communities has been developed by the interagency working group on IMCI monitoring and evaluation, coordinated by WHO.  It is hoped that this core list of indicators will be used widely—these indicators were selected to be valid, reliable and measurable (see also M&E section of the TRMs).
Community indicators are usually based on the community and household behaviors that are targeted by the program and may include measurements of program inputs and outputs as well as behavioral outcomes (see also Component 3 and M&E section).  A number of methods have been used in developing countries, including 30 cluster KAP surveys, lot quality assurance sampling surveys, and census-based monitoring systems.  Baseline data is essential for planning activities and tracking progress over time.  It is important that data collection methods are feasible in the local context, and that community and district staff be involved in the process of analyzing, interpreting and using data for making program decisions.

Facility-based IMCI indicators measure information on how children are assessed, classified, treated and caretakers are counseled.  Direct observations of practice are required to measure these indicators, as well as exit interviews with caretakers of young children when they leave facilities.   In addition, a number of “systems” indicators, which look at the availability of essential drugs, supplies, equipment, vaccines and supervision are included.  Collection of these data at baseline can help plan program activities and target areas where gaps are identified.

A number of methods can be used to collect this type of facility information.  Regular data for monitoring can be collected from routine visits using checklists, or from routine reports.  Data for evaluation purposes are usually collected using a health facility survey approach.  Ideally, monitoring and evaluation activities will be conducted in close collaboration with district health staff, with an emphasis on collecting limited essential data that can be used for planning and program management.  Two standard tools for measuring capacity and quality of IMCI services at the first level of health facilities are the World Health Organization/JSI Health Facility Survey tool and the BASICS Integrated Health Facility Manual (see References).  Both are available online and are comprehensive packages that include instructions, instruments, and analysis plans (see also M&E TRMs for a fuller discussion of health facility assessment tools).

4.
Improving Capacity for District Planning and Management of IMCI Activities 

It is important that district staff have the capacity in the long term to plan and budget IMCI activities at health facility and community levels.  In order to do this, they need to understand how to monitor and evaluate IMCI program activities, and to have experience implementing it at the facility and community levels.  It is particularly important that they understand the elements important for sustaining performance over time using methods such as clinical supervision and feedback, regular monitoring of performance, and participatory community methods.  PVOs are well placed to involve district staff in program implementation, and to work with them to develop IMCI work plans and budgets.  By clearly linking with district staff, they will help build local capacity for management and planning in the long term and help ensure that lessons learned in the project areas are applied elsewhere.

5.
Improved Referral Practices and Capacity

Sick children and newborns identified as being severely ill by the IMCI approach need to be referred immediately from a first level facility to a referral site.  This includes 1) urgent referral for any child with general danger signs (convulsions, inability to drink, persistent vomiting or an unconscious or lethargic child (and for the  newborn weighing less than 1.5kgm or age less than one week4) or with combinations of signs and symptoms that identify severe illness; and 2) non-urgent referral for any child needing specialized management that is not identified by the IMCI classification, or child with coughing greater than 30 days or fever more than 7 days.  The IMCI guidelines assume the availability of referral.  Clinical guidelines for referral level care of severely ill children have been developed by WHO and can be used to train medical staff providing referral services; these guidelines provide clinical standards for monitoring and evaluating the quality of referral care.

However, there are often barriers to referrals in developing countries.  These barriers are not always understood and are not often well studied in any specific project area, but they include a lack of transport or other barriers to access, lack of funds, perceived poor quality of referral care, perceived severity of the illness, lack of home care for children, and decision making processes in the household.  In settings where referral is difficult it is important that data are collected to investigate referral barriers, so that strategies for addressing the problem can be elaborated, if possible.  In some cases, a behavior change intervention will be required to change practices of caretakers or the counseling practices of health workers.  In other cases, it may be necessary to train auxiliary health workers to manage some types of severely ill children.  Methods for collecting this type of information (which include qualitative research methods and operational research studies), and then elaborating strategies to change referral practices are described in the BCI section.  There are limited data available on approaches to improving referral practices in developing countries.

Strategies such as the use of referral slips and increased counseling are relatively simple steps that have shown promise in increasing community to facility referral and compliance with referral.  “Facilitated referral” is an innovative strategy utilized by a few CHW programs to increase compliance with community-to-facility referral and to increase the impact of referral on health outcome.
 
In order to improve the quality of care provided at referral sites many of the same systems elements described above for first level health facilities are important: high-quality training, effective supervision, regular monitoring and evaluation, and a supply of essential drugs, vaccines and supplies.

Component 3: Improving Family and Community Health Care Practices

Many caretakers still lack access to health services and improving the quality of care at health facilities by itself will not be effective in realizing significant reductions in childhood mortality and morbidity because numerous caretakers have no access or do not seek care at facilities.  As demonstrated by mortality studies using the Pathway to Survival, many caregivers do not recognize severe danger signs requiring immediate treatment, prefer home care if assumed feasible, and often seek care from non-formal or private community providers.  Many child deaths continue to occur at home.  Care seeking for highly cost-effective preventive services, such as immunizations, vitamin A and growth promotion services are critical to reducing morbidity and mortality from a number of childhood illnesses, and communities need to provide access to these services.  Implementation of community IMCI has lagged behind the clinical component. Consequently, C-IMCI is still in the early implementation phase in the majority of countries, and PVOs have the greatest opportunity to influence the technical content and direction and the pace of implementation of this component by working with their national and district MOH counterparts.

Key Family Practices

WHO and UNICEF developed 16 Key Family Practices—based on scientific evidence and country experience—that define the target behaviors for C-IMCI (see table below.)  The Key Family Practices are grouped into four categories of practices that promote physical growth and mental development, prevent disease, facilitate appropriate home care, and facilitate care-seeking behaviors.  Each country adapts and tailors these practices to respond to specific country situations, including different levels of health systems performance, emergencies, and HIV/AIDS.  Definition of a limited number of practices or “health behaviors” as a focus for all community behavior change activities can help maximize the potential impact and assure consistency between different project areas.  It should be noted that child abuse and injury prevention are two of the key practices.  This was, in part, the motivation for adding the TRM on injuries and violence.  It is known that households in which abuse and violence are occurring have lower immunization rates and more poorly nourished children.  See also the WHO review of the evidence for 12 of these practices at http://whqlibdoc.who.int/publications/2004/9241591501.pdf.
Key Family Practices adopted by WHO and UNICEF

	KEY COMMUNITY IMCI FAMILY PRACTICES

For physical growth and mental development

· Breastfeed infants exclusively for at least 6 months (HIV positive mothers need special counseling on infant feeding to understand and practice the safest options- taking into account WHO/UNICEF/UNAIDS policy and recommendations on HIV and infant feeding.)
· Starting at about 6 months of age, feed children freshly prepared energy and nutrient rich complementary foods, while continuing to breastfeed up to 2 years or longer.
· Ensure that children receive adequate amounts of micronutrients (vitamin A and iron, in particular), either in their diet or through supplementation.

· Promote children’s mental and social development by being responsive to the child’s needs for care, and stimulating the child through talking, playing, and other appropriate physical and affective interactions.

For disease prevention
· Take children as scheduled to complete a full course of immunizations (BCG, DPT, OPV, and measles) before their first birthday.

· Dispose of feces (including children’s feces) safely, and wash hands with soap after defecation and before preparing meals and feeding children.

· Protect children in malaria-endemic areas, by ensuring that they sleep under insecticide-treated bednets.

· Adopt and sustain appropriate behavior regarding prevention and care for HIV/AIDS affected people, including orphans.

For appropriate home care
· Continue to feed and offer more fluids, including breastmilk to children when they are sick.

· Give sick children appropriate home treatment for infections.

· Take appropriate actions to prevent and provide appropriate treatment for child injuries and accidents.

· Take action to prevent child abuse, recognize it has occurred and take appropriate action.

· Ensure that men actively participate in providing child care, and are involved in the reproductive health of the family.

For seeking care
· Recognize when sick children need treatment outside the home and seek care from appropriate providers.

· Follow health workers’ recommendations regarding treatment, follow-up and referral.

· Ensure that every pregnant woman has adequate antenatal care.  (This includes having the recommended four antenatal visits with an appropriate health care provider, and receiving the recommended doses of the tetanus toxoid vaccination.  The mother also needs support from her family and community in seeking appropriate care especially at the time of delivery and during the postpartum and breastfeeding period.)



Community IMCI Framework

	C-IMCI is the optimization of a multi-sectoral platform for child health and nutrition that includes three linked requisite elements:

Element 1: Improving partnerships between health facilities and the communities they serve.  (Focuses on health facilities and outreach clinics, especially in the public sector.)
Element 2: Increasing appropriate and accessible care and information from community-based providers. (Focuses on volunteers and formal and informal private providers, including traditional healers.)

Element 3: Integrating promotion of key family practices critical for child health and nutrition. (Focuses on household and individual practices.)


CORE, CSTS, and BASICS in collaboration with several PVOs developed an integrated C-IMCI framework to enable organizations to better communicate and plan facility-, community-, and household-level interventions that can improve child well being and reduce child mortality and morbidity in communities.  The framework provides a common language through which organizations can communicate and develop collaborative activities for child health.  The framework is descriptive instead of prescriptive and is based on the assumption that C-IMCI will differ from country to country and within countries to respond to local opportunities and needs.  A document explaining the framework in detail, entitled “Reaching Communities for Child Health and Nutrition: A Framework for Household and Community IMCI,” April 2001, by Peter Winch et al, is available (see References.)

CORE also developed “A Facilitator’s Guide for Conducting Country Meetings on HH/C IMCI.”  NGOs can use this guide to host workshops designed to increase partner understanding of C‑IMCI; develop a common perspective on C-IMCI in order to recognize the potential inputs by all partners; use the framework as a tool for identifying and developing C-IMCI activities across partners and sectors; and increase cross-organizational and cross-sector collaboration for C‑IMCI.

Element 1:  Improving partnerships between health facilities and the communities they serve

Despite improved service quality of IMCI trained health providers, caregivers often underutilize the offered services.  Element 1 emphasizes the importance of partnerships (formal or informal) between health facilities and communities where both have roles, responsibilities and accountabilities to each other.

Several interventions can improve these two-way partnerships:

· Facility staff can reach out to the community and attract more clients through improved counseling by health workers, increased outreach by health workers and greater accountability for quality of services.  Health facility staff can be more involved in the supervision and training of community health workers.

· PVOs can work with the community to advocate so that caregivers increase their usage of facilities where services have been improved, provide community-based data to health facilities to plan appropriate promotional and outreach events, and support community-comanagement of facilities.

Element 2:  Increasing appropriate and accessible care and information from community-based providers

In many places, health facilities are not accessible or are not the first choice for care for ill children.  Caretakers often seek immediate care from community health workers or other voluntary workers, private providers, traditional healers, traditional birth attendants, shopkeepers, pharmacists or relatives—persons who enjoy community prestige or are convenient providers of care.  In many PVO programs, CHWs are trained to provide basic curative care where other sources of care are not accessible.  In all these types of circumstances, interventions are needed to—
· Improve the quality of care provided to sick children and the newborn (by upgrading the skills of community-based practitioners, e.g., by introducing simplified algorithms for case management, and ensuring supply of essential drugs at the community level

· Improve referral of sick children from the community-based providers to the first-level facility through feedback loops between community-based providers, facility-based providers and communities.  Communities can help in the establishment of community-based emergency transport systems and community revolving funds or insurance schemes for health emergencies.

· Decrease harmful practices such as frequent use of injections, unsafe treatments, and over-prescription of antibiotics by private providers.

· Increase the role of community-based providers (e.g., drug sellers) in the promotion of preventive practices (e.g., handwashing, condom use.)

Community-based growth promotion and PD/HEARTH are somewhat different from the interventions listed above, but are two other types of interventions that could be included under C-IMCI.  They also could fit under Element 3 listed below.
CHW Training in Case Management

This approach is possible in settings where MOH policies are supportive, and where community health workers are permitted to give simple drugs in the community.  PAHO and some PVOs have developed simplified IMCI algorithms and training materials for community health workers to promote case management of simple diarrhea, counseling for home care, and referral to the first level facility. (CHW need to be trained on certain aspects of essential newborn care (ENC) strategy
) CHW training for case management of all IMCI diseases using the core IMCI technical content has been developed by CARE and used in Kenya.  Follow-up after the Kenya CHW training indicated that the performance of CHWs was consistent with IMCI standards.  Issues described earlier related to Component 2 (supervision, quality control, drug supply) are applicable to this approach.  Some existing community health worker training materials integrate aspects of sick child management and may be useful in some settings.  For example, the WHO ARI materials for CHWs, address the overlap in the clinical presentation and treatment of pneumonia and malaria.  CRS also developed a handbook with a simplified algorithm for CHWs.

WHO and UNICEF came out with a joint statement on the management of pneumonia in community settings,  PVOs can use this statement to help influence policy changes in support of enabling CHWs to provide antibiotics (see also pneumonia module of the TRMs.)

Element 3:  Integrating promotion of key family practices critical for child health and nutrition

The third element emphasizes the importance of the key family practices and the need for effective communication and behavioral change packages for their promotion and adoption in the home and in the community.  This is often more traditionally recognized as the key strategy for C-IMCI.  Key interventions include—
· Using integrated client-centered behavior change strategies based on integrated assessments or surveys.  These strategies take into account who is to perform the behaviors, the time (dry season versus wet season, continuous versus periodic, etc.), and the place (household, community, health facility) they are to be performed.

· Using multiple channels (e.g., local radio, mother’s groups, CHWs, community committees, local government) to promote key messages.

· Developing methods for participatory community assessment and planning, such as the IMCI tailored PRA methodology advocated by the MOH in Uganda or “community dialogue” methodology promoted by UNICEF.

When planning this element, a structured process needs to be followed (see also BCI section of the TRMs.)  The key steps include an assessment using existing information and new data collected through quantitative and qualitative methods; selection of target audiences; prioritization of health behaviors and identification of barriers to changing these behaviors; development and implementation of strategies using local groups and individuals in a collaborative and participatory fashion.  Further applied research is critical to guide better practices related to this element.

Many CHWs or other community-based resource persons who are mobilized to promote messages are often left alone for long periods of time without supportive mentoring or supervision.  Strategies for motivation and retention of community resource persons need to be developed.  If technical updates are not regularly provided to them, there is potential for long-term loss of effectiveness.  Many organizations still struggle with how to effectively promote multiple behaviors, how to maintain behavior change over time, and how to scale up these community-based interventions to regional and national levels.

Multi-sectoral Platform

Optimizing the multi-sectoral platform involves building partnerships between the health sector and non-health sectors in order to improve the impact of child health programming in a way that is more effective, efficient, equitable or sustainable than acting alone and provides positive benefits for all sectors involved.

The multi-sectoral platform can be implemented by—
1.
Communicating key family practices and/or extending health services through other sectors. Activities involve using other sectors as channels for health messages and health services thereby providing greater breadth and sustainability.  Non-health sectors, through their material, human and financial resources allow the health sector to reach farther and deeper within the community to affect change.

Examples include—
· Incorporating hand washing messages into water and sanitation programs.

· Mobilizing community-based or extension workers from various sectors to deliver “health messages” in their communities.

2.
Conducting joint activities with non-health sectors to address local key determinants of child health.  Joint activities with other sectors that satisfy basic needs can effectively diminish the obstacles to good health, facilitate healthy practices and improve the sustainability of outcomes.

Examples include—
· Increasing water and sanitation programs to address preventable causes of diarrhea.

· Mobilizing income generation efforts to break down the economic barrier to ITN purchase.

· Increasing feeder road infrastructure to break down the physical barrier of accessing clinic services.

· Linking agriculture programs that increase the variety and quantity of food with demonstration of proper preparation of weaning foods.

· Incorporating participatory health education on prevention, care seeking and treatment of childhood diseases into a microcredit program to both improve health status and increase the cost-effectiveness and profitability of the financial services.

3.
Working through local government to increase capacity and funding for community health programming.  In decentralized settings, local government makes important resource allocation decisions that impact on community child health programming.  Building the capacity of local governments to understand health data, prioritize child health, and support community-based interventions is a cornerstone of local health system sustainability.

Examples include—
· Mobilizing community groups to advocate with local government for increased investment in community child health priorities based on local health mortality data.

· Advocating with local government to use tax revenue to support CHW incentives or local funds to develop and support emergency transport services for pregnant women and children in need of immediate care.

· Working through local government to establish community management committees for child health services at health facilities.

Principles Guiding the C-IMCI Framework

1. C-IMCI activities can be implemented at national, district, and or community levels, as appropriate.  Ideally, C-IMCI has the most value when implemented at all levels, but it is valuable to implement activities at district and or community level even when C-IMCI is not yet operational at the national level.

2. C-IMCI can be implemented by multiple actors or by a single organization.  If properly orchestrated, collective groups can contribute the most toward a C-IMCI vision, but any organization, given adequate human and financial resources can make a difference.

3. C-IMCI recognizes the importance of curative and preventive interventions in the community for reducing child mortality and morbidity.

4. C-IMCI places a high value on promoting an environment where children can grow with minimum risk to disease, heal rapidly from illness, and thrive from reduced presence of disease.

5. Many of the C-IMCI activities can be implemented with or without IMCI Components 1 (Health Worker Skills) and 2 (Health System Supports).  All three IMCI components contribute to an effective life-saving strategy, but where necessary, C-IMCI can function independently and still make a major contribution to improved child health.

6. All three elements are requisite for C-IMCI (except element 1 if facilities are inaccessible).  All of the proposed elements are complementary to improving child health in the community, but if health facilities are not existent within easy access of the community, there is little alternative for immediate action, except through advocacy for increased facilities.

7. Phased introduction of promotion of key family practices is acceptable.  A communication and behavioral change strategy needs to be constructed according to a seasonal calendar that matches local morbidity trends, and in a sequence that builds upon progress made and confidence gained at the individual, household and community levels.

8. Phasing of introduction of the three elements is acceptable.  Prioritization for implementation of elements should be done based on assets and needs analysis at district and community levels.

C-IMC—National and District Planning

Once IMCI is adopted as a national strategy, PVOs may assist with early implementation activities in collaboration with national and district health staff.  These activities might include assistance to adapt the IMCI training materials, develop IMCI action plans, develop C-IMCI guidelines, and collect baseline data.  In most countries, a national level working-group on C‑IMCI exists.  PVOs have the opportunity to play a leadership role in these groups to share their community-based child survival lessons learned, network the PVO and NGO community around child health, and better link the PVOs/NGOs to the MOH strategy.  At the district level, leadership of the NGOs is even more critical to support the district health team to map activities with other NGOs and community stakeholders, develop detailed plans and budgets for expanding child health interventions, build capacity of district, sub-district, and communities to implement action plans, and report key implementation process and impact indicators.  The CORE briefing materials in the key references give guidance in this process.
When IMCI is not a national strategy.  When IMCI has not yet been adopted PVOs may play a role in advocating for the adoption of the approach. If a decision is made to implement program activities in a limited number of technical or program areas, then the disease-specific standard case management guidelines should be taken from the IMCI guidelines, since these are the most technically up-to-date.  Program activities to strengthen elements of the health system and to design and develop community-based strategies can proceed before facility-based activities.
The CORE “Community IMCI Briefing Package” may be a useful resource for PVOs.  The briefing package can help PVOs understand the guidance MOH are receiving from WHO on C-IMCI implementation at the national, district and local level and guide them in how to connect in with MOH planning at different levels.  Also could move this statement into the section above instead since it is most relevant where the MOH has it already.
References and Resources

Introduction
Many of the references listed below are now Web-based and contain their highlighted (in blue) “hyperlinked” website address.  To access them, use an electronic copy of this document (which you can access from our Web site: http://www.childsurvival.com/documents/usaid.cfm). Simply click on the blue highlighted website address of the reference that you want to find in this document, and you will automatically be connected to that site/reference online.  Another option is to be online using your browser, and manually cut and paste/or type in the website address for the reference you want to find from this document.

Some of the references still remain available only in hard copy, and an attempt has been made to provide information on how to obtain them.  All documents published under USAID-funded projects can be obtained from USAID’s Development Experience Clearinghouse (DEC), http://www.dec.org. The order number of each document begins with PN- or PD- and appears in parentheses at the end of the citation.

This reference and resource list is by no means the last word on any of these interventions or cross-cutting strategies.  This annex cannot possibly be exhaustive, but rather can help steer the user in the right direction when researching these areas.

This is a dynamic list, as are the TRMs in general.  We ask that throughout the year you provide us with information on the availability and usefulness of each entry, as well as additional resources that you think should be added to this list, as appropriate, so that next year we can continue to update it.  Please send comments and recommendations to Michel Pacqué at CSTS+ mailto:Michel.C.Pacque@orcmacro.com.
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