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Abstract

In 1995, WHO and UNICEF developed a strategy known as the Integrated
Management of Childhood Illnesses (IMCI), which provides a syndromic approach
for managing sick children aiming at reduce mortality and morbidity associated with
the five major causes of diseases among children under age five. In 2002 the
Palestinian Ministry of Health endorsed the IMCI as a strategy for managing
childhood illnesses and performed active steps in this regard including; adaptation,
training and early implementation. The over all aim of this study is to evaluate the
effectiveness of the implementation of the IMCI strategy and to identify how the
implementation could be strengthened.

The design of the study was a triangulated cross sectional one and included
administering an interviewed questionnaire for all trainees who received the IMCI
training (160), in-depth interviews with purposively selected eight participants,
facility audit for equipment and resources needed for the IMCI implementation and
reviewing medical files of children (150). Response rate was high (90.6%) and data
validity was assured through standardization of the implementation and experts
review of the study tool. Random meetings with 37 care takers (mothers), asking
about counseling regarding nutrition and breast feeding were available at the PHCC
visits.

The study revealed that around 77 % of the trainees perceived the training time on
the IMCI as sufficient but still 86% of them requested further refreshing courses. The
majority of participants believed that IMCI should be provided through the
undergraduate curriculum. Only around half of participants knew that the IMCI has
been adopted by the MOH. Although trainees perceptions about the IMCI are
positive in general, less than 10% of them often practice it in their clinics while the
rest are either do not practice it or rarely practice it. The study showed that only
around a quarter of supervisors are checking case management of the sick child and
having the standard supervisory form. Drugs and equipment needed for the
implementation of the IMCI are not always available (availability around 70%). The
review of children records illustrates that only 25% of children are treated
according to the IMCI guidelines and in only 20 of files, the IMCI related records
were properly filled. This raises a big question about the impact of the IMCI training
and its implementations in the field. Interviews with the key informants showed that
implementation of the IMCI has been unnecessarily delayed and called for more
effective supervision.

The study recommends that the whole IMCI strategy requires more attention
including provision of equipment, drugs and facilities, intensifying training and
follow up of trainees and strengthening supervision and monitoring.
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Chapter I. Introduction

Resear ch background

Every year, over 10 million children under the age of five die from readily preventable and
treatable illnesses such as diarrhoea and dehydration, acute respiratory infection, measles, and
malaria. In half of the cases, illnessis complicated by malnutrition. (United Nations for Children
Funds (UNICEF, 1999). In response to this challenge, World Health Organization (WHO) and
UNICEF developed a new strategy known as Integrated Management of Childhood Iliness
(IMCI), which provides a holistic approach to managing sick children. This initiative
significantly reduces mortality and morbidity associated with the five major causes of disease in
children aged less than five years and contributes to their healthy growth and development.
Although, IMCI is concerned mainly with curative care of the most common childhood
illnesses, the strategy combines improved case management of childhood illnesses in first-level
hedth facilities with aspects of nutrition, immunization, and disease prevention and health
promotion activities. The components of this strategies are improve the case management skills
of health workers, improve the health system, and improve the household and community
practices (USAID, 2001). The development and sustainability of health services for Palestinian
children has been remains severely handicapped despite efforts of dedicated international and
local hedlth care agents and donors. Despite improvements in infant mortality rates there has
been an increase in child mortality rate (USAID, 2001); the devastation of Palestinian economy
and decrease in family incomes and even the loss of livelihood have left over haf the

Palestinian population living below the poverty line (World Bank, 2007).



This decrease in household income is strongly associated with the presence of acute and chronic
malnutrition as well as anaemia especialy among children and women of reproductive age.
Some of the factors that deteriorate the Palestinian economy have aso played a key role in
affecting the availability of rich protein foods which necessary to prevent anaemia and
malnutrition, the most important of which are: military incursions and border closures.
Therefore, the Palestinian children face a demolished situation due to the sever and harsh siege
against the Gaza Strip (GS) since 2006. This siege was accompanied by a smash up economic
situation, high prevalence of malnutrition, mainly from macro and micronutrient deficiencies.
This causes anaemia and immune deficiencies, that decrease the state of a child's immune
system, particularly when influenced by factors such as the lack of clean water, overcrowded
living conditions, poverty, lack of sewage disposal that can lead to other infectious diseases
including: acute respiratory infections, water-born diseases such as diarrhoeal diseases and
bacterial or viral meningitis (UNICEF, 2004). Assessment performed by experts in Palestinian
MOH on 2005 revealed that the current provision of health services does not respond to the
needs of the population. Further more, there is no system review of appropriateness of care to be
performed and the two pillars of the system, namely the PHCC network and hospitals seem to
work separately, the analysis of PHCC assessment revealed the following core problem; weak
gate keeping function by PHCC. Shortage of drugs, lack of laboratories, shortage of human
resources, inadequate distribution, time management, absence of community participation
(MOH, 2005%. In this context and in paralel with WHO recommendations to improve child
health services in Palestine, the MOH adopted the IMCI in 2002, and being activated on
capacity building of primary heath care settings, including training of health care providers at

the PHC level. However, the program is not well followed up nor supervised, therefore, the aim



of the study is to evauate the effective implementation of the IMCI program adopted in the

MOH and to recognize how the implementation could be promoted.

1.2. Problem Statement

The IMCI provides a provocative challenge to move from vertical disease-specific approach of
the traditional program to more integrated and horizontal child approach in line with the
philosophy of primary health care. The MOH in Palestine adopted the IMCI strategy since the
year 2002. It started with the orientation phase and the early implementation phase and till
works on the first two phases of the IMCI and covers only 40% of PHCC of the MOH premises
in GS. An important issue requiring investigation is the delayed implementation of this national
policy, which raises many questions. The researcher deems that it is necessary to shed light
status of the IMCI strategy, stages, components, adaptation, training, supervision, health
facilities and management system to illustrate the limitation and to appraise the activities that
have been carried out. The study can possibly reveal some suggestions, which might enhance

the implementation of the IMCI strategy.

1.3. Justification of the study

To reduce deaths and the frequency/severity of illness, and to contribute to improved growth and
development of children. The MOH has already started implementing IMCI activities in two
stages: the introduction phase and the early implementation phase. At present, the early
implementation phase is being activated on capacity building of primary health care settings,
including training of health care providers at the PHC level in both GS and West Bank (WB)
according to the nationally adapted IMCI guidelines (MOH, 2004).

Collaborating with UNICEF and other organizations, two training of the trainers (TOT) courses

were conducted to prepare 15 trainers in GS and 30 trainers in WB who are responsible for the



training of other health providers from different sectors. The net result was the training of 270
physicians according to IMCI guidelines, and the finalization of the IMCI training guideline
package for nursing. The expansion phase will include activation of the IMCI community
component to increase the community awareness regarding the main key community practices,
especially breastfeeding and caring for a sick child at home. However, IMCI evauation is not
well established, therefore, the aim of the study is to evaluate the IMCI program adopted in the
MOH and to recognize how the implementation can be promoted.

There is a shortage of academic studies at this domain and there are no previous relevant studies
according to the researcher knowledge. This study will give recommendations and provide a set
of suggestions that can possibly enhance the effectiveness of the IMCI implementation, for
seniors and decision makers at MOH/GS. Also, it can lead to suggestion and will help in
planning a better management and performance to improve the IMCI program at MOH/GS in
order to reduce childhood morbidity and mortaity. This would be rather important, especially
after the deterioration of children health status at GS as mentioned at the Palestinian family
health survey, 2006. Data at the survey showed that infant mortality rate is 25.3 per 1000 live
births; it is higher aa GS compared to WB 28.8 and 22.9 per 1000 live births respectively;

(PCBS, 2007).

1.4 Resear ch objectives

1.4.1 General objective
To evaluate the adoption and implementation of the IMCI program by the MOH, and to assess

how the implementation could be better promoted.



1.4.2 Specific Objectives

To assess where the MOH has reached in terms of adopting and implementing the IMCI
program.

To recognize the areas of strength and areas of weakness in the MOH approach for
implementing the IMCI program.

To ascertain what should be done in order to ensure the full implementation of the IMCI.
To evaluate the activities that has been so far carried out towards the adoption and the
implementation of IMCI in the MOH.

To provide a set of suggestions and recommendations that could possibly enhance the

effectiveness of the IMCI implementation.

1.5 Resear ch Questions

The study will address the following questions:

What is the status of the IMCI implementation in the MOH?

Has the concept of the IMCI been endorsed by different levels with a consensus?
To which stage the MOH has reached in implementing the IMCI?

Was the adoption stage appropriately done?

How many persons have been trained?

Was the training carried out in an appropriate way?

Has the training being followed appropriately?

Are the supervision tools available and in use?

Are medical records ready?

Do hedlth facilities contain the equipment needed for the IMCI implementation?

Does the management system support the implementation of the IMCI?



e What could be done to enhance the implementation of the IMCI?

1.6 Context of the study

1.6.1 Demographical context of Palestine

Paestine is situated on the eastern coast of the Mediterranean Sea, about 26,323 Square
Kilometre in size. It has an important strategic geographic location as it is situated on the
western edge of the continent of Asia, the eastern coasta extremely of the Mediterranean Sea,
Paestine is bordered in north by Syria and Jordan in the East, the Gulf of Agaba in the south
and by Egypt and Mediterranean Seain the west (MOH, 2005), See annex (1).

For centuries, Palestine has been under continuous occupation starting from the Turkish
occupation (1517-1917) and ending with the current Israeli occupation. Now, Palestine
comprises two areas separated geographically: the WB/GS. The total area is 6,020 sg. Km.
with total population living in is 3,762,005 individuals in 2005 with capita per sqg Km 625
(MOH, 2005%).

The WB lies within an area of 5,800 sq. KM= It is divided into four geographical regions, the
Northern region including the districts of Nablus, Jenin, and Tulkarem, the central region that
including the district of Ramallah, and Jerusalem, the southern region including the districts of
Bethlehem and Al- Khaliel district and sparsely populated at the region of the Jordan valley

including Jericho (MOH, 2005%).

1.6.2 Geographical Context of Gaza Strip

GSis anarrow piece of land lying on the coast of the Mediterranean Sea. Its position on the
crossroads from Africa to Asia made it a target for occupiers and conquerors over the

centuries. GS is very crowded place with an area of 365 sq. Km and constitutes 6.1% of total



area of PT land with 45 km? length and 5-12 kn? in width (PASSIA, 2008). The
administrative governorates in GS are five North, Gaza, Mid-Zone, Khan Y ounis and Rafah.
In addition, four towns, fourteen villages and eight refugee camps contain two thirds of the

population of GS. See annex (2).

1.6.3 Demographical Context of GS

The Gaza governorate has the highest population density with 6,593 people per km?, with
Population growth rate: 3.2 %.The most densely populated area in the WB was the Jerusalem
governorate (over 1,67 persons kn?), and the least densely popul ated area Jericho governorate
with 71.3 persons / km?. (PCBS, 2006). In GS half of the population is under age 18
(UNICEF, 2008). Life expectancy at birth was 73.46 WB/GS,; sex ratio (male-female at birth,
2007) was 103.1. (PCBS, 2007). Some 73 Pdestinian localities (10.3%) are urban, 605 rural
(85.5%) and 30 are refugee camps (4.2%). The total urban population comprises 53.1%
however large regional differences; in the WB, 46.6% of the population livesin urban area, in

GS63.5%. (PCBS, 2003). See Annexe (9).

1.6.4 Socio-Economic Context

With the establishment of the Palestinian Authority (PA) in 1994, numerous economic and
development projects were initiated, but the WB/GS are still totally dependent on support
from outside. The Palestinian economy is dominated by services, while industry remains
underdeveloped and at a low level, and the agricultural sector deprived from the access to
natural resources. The main reason behind the current economic crisis is the general closure
and separation policy imposed by Israel in March 1993, which had never been lifted since

then. In violation of international law, the closure used as collective punishment against the



Palestinian people. Any sustained Palestinian economic recovery will ultimately require the

dismantling of the closure system (World Bank, 2007).

PCBS data suggest that per capita General national Income (GNI) declined by 15% and Gross
domestic Product GDP by 6.6% in 2006, while others estimate worse declines (e.g., the World
Bank suggested an 8% decline). The PA has been facing a severe liquidity crisis since early
2006. It is estimated that budgetary resources fell by over a third in 2006 compared to 2005
(from $2.20 billion to $1.45 billion), despite a doubling of external budgetary assistance,
leading to a 30% contraction in cash spending (World Bank, 2007). According to the PCBS,
the relative poverty line and the absolute poverty line for a six-member household in the
Occupied Palestinian Territory (OPT) in 2006 stood at New lIsraeli Shegad (NIS) 2,300

(US$518) and NIS 1,837 (US$ 414) respectively (PCBS, 2006).

Economic progress has been insufficient to stimulate growth in the OPT because of the
restriction on movement, while dependency on aid was increasing. Approximately half of all
Palestinian household are dependent on food assistance provided by the international

community 80% of householdsin GS, 33% in the WB (World Bank, 2007).

1.7 Political Context

1.7.1 1sradi Occupation

In February 2005, the Isradli Government voted to disengage from the GS by dismantling all
Israeli settlements and removing all Israeli settlers. This process completed in September
2005. Israel unilaterally withdrew al its settlers and soldiers and dismantled its military
facilities in the GS, The Isradi evacuation involved 21 Gaza settlements, But they still

controls maritime, airspace, and most access to the GS, Isragl continued its yearlong blockade



of Gaza, however, and the humanitarian and economic crisis in Gaza intensified. The violent
incursions still continues takeover resulting in numerous Palestinians deaths and injuries

(kuttab, 2007).

1.7.2 Thelnternal Fragmentation

In January 2006, the Islamic resistance movement ( HAMAYS) won control of the Palestinian
Legislative Council (PLC) and took control of the PA government in March 2006. Violent
clashes took place between Fatah and HAMAS supporters in the GS in 2006 and early 2007,
resulting in numerous Palestinian deaths and injuries; fighting continued in the GS, and in
June, HAMAS militants succeeded in takeover of all military and governmental institutionsin
the GS. In response, Palestinian president Abbas dissolved the government, fired Prime
Minister Ismail Haniya, and declared a state of emergency. Salam Fayyad took over asinterim

prime minister (kuttab, 2007).

The health condition in GS faces new challenges exacerbated by the intensified Isragli closure.
The WHO expressed its concerns about the consequences of the Palestinian internal political
fragmentation; the socioeconomic decline; military actions; and the Physical, psychological

and economic isolation on the health of the population in GS (WHO, 2009).

1.8 Health Status and Health I ndicators

Paestine is a developing country, facing many obstacles and troubles vary between
economical and political as well as health related. The Palestinian health care system has been
developing side by side with the development of Palestinian society over the past years, how
ever it is extraordinary fragmented, Palestinian MOH is financed by a patchwork of patient

payment, taxes, donor contribution and socia revenues. Since the Palestinian has taken their



responsibilities of health at 1994, a great improvement and development in term of quantity
and quality of health services (MOH, 2005%). Most of GS hospitals are only providing
emergency services, with only about 40% of health workers reporting to work (World Bank,

2008).

Prevalence of micro and macronutrient deficiency was increased associated with the rising
poverty, unemployment, smoking and continuous physical and psychologica stress. The risk
of morbidity and premature death, particularly from cardiovascular diseases and diabetics was
also shown to be on the increase, as well about 35-50% of al hospitals’ emergency admission
were related to accidents, Accidents in Palestine were the second leading cause of death

among adults after heart diseases ( Abed, 2007).

According to the Palestinian family health survey which was done at 2006, the number of
people suffering chronic diseases has surged 31.1% in the last two years. Also the number of
households with safe drinking water dropped by more than 8% between 2000 and 2006 to
87.8% (PCBS, 2007). Some indicators are interesting to mention in this section like Crude
Birth Rate (CBR) 27.2 births/1,000 population and Crude Death Rate (CDR): 2.7 deaths/1,000
population (PCBS, 2007). Maternal Mortality Ratio (MMR) per 100,000 live births at women

aged from 15 to 49 was 12.7 (PCBS, 2005%).

1.9 Child Health Status and IlInesses

A study carried out by Johns Hopkins University and Al-Quds University at Jerusaem
reveded very high levels of manutrition among the Palestinian population. The study found
that 17.5% of children aged 6-59 months suffered from chronic malnutrition. 53% of women

of reproductive age and 44% of children were found to be anaemic. In the aftermath of the

10



Israeli withdrawal of August and September 2005, the healthcare system in GS continues to

face severe challenges.

Over the last two decades infant and under-five mortality rates steadily declined and is well
below the regional average, while life expectancy has increased significantly on average 4
years longer than the typica person in the region (Al Quds Univerity and John Hopkins

University, 2002).

1.9.1 Infant and Child Mortality
According to the data analysis of the Palestinian family Health survey, 2006; the survey
reveal s on the same time child mortality rate reaches 28.2 per 100 live births and it is higher in

GS compared to WB 31.8 and 25.8 respectively (PCBS, 2007).

1.9.2 Age and Cause of Infant Deaths

Deaths among young children, particularly at the neonatal period remain unacceptable for a
country with reasonable availability of heath care providers and a relatively high amount of
spending on health 9% of the GDP according to the World Bank Report 2004. This structural
effect may have been compounded by access problems, closures and military incursions after
the start of the 2000 Intifada (World Bank, 2004).

Prematurely, congenital anomalies and infectious diseases are till the principal causes of
infant morbidity and mortality in WB/GS. See Annex (5).

ARI are the third leading cause for infant deaths in Palestine. The available information
indicates that 13.1% of the infant deaths are caused by pneumonia and other respiratory
infectious (Hamad, 2005).

Recent reports indicate that only 0.6% of total infant deaths are due to diarrhoea diseases

(MOH, 2004). The damage to the water and sewage infrastructure has resulted in water-borne

11



epidemics, which combined with a collapse of adequate hygiene practices, have caused the
number of diarrhoeal diseases to double. Availability of primary health care centres (PHCC)
services reduced due to the lack of supplies and limited attendance of health staff due to
restrictions on movements. The quality of health services is reduced due to the disruption of
training and capacity development of heath staff. Utilization of health services by rights
holders is decreasing due to the restriction on access clearly; the situation in GS is worsening

(UNICEF, 2004).

1.9.3 Nutrition

The recent demographic and health survey indicates an increase in chronic manutrition and
degradation of the nutritional status of small children.

mal nutrition among children under five jumped 3% between 2004 & 2006; the data analysis at
the Palestinian family health survey 2006 revealed that about 10 out 100 children under fivein
the PT suffer from stunting; this percentage is higher in GS 13.2% compared with WB. 7.9%

(UNICEF, 2006). See Annex (7).

1.9.4 Micronutrient Deficiency

Anincreased level of anaemia and micronutrient deficiencies was observed. The stunting rate
has increased since 2000. One in ten children under five is now suffering from stunting.
(UNICEF, 2006). “There is acritical gap in the delivery of vitamin A and D supplementation.
Only 61% of children less than one year old receive vitamin A/D (Hamad, 2005). The latest
demographic health survey found that 65.3 percent of household consumed iodised salt (56.5
percent in the WB and 82.7 percent in GS) which showed an increase since the 2000 survey

when only 37.4 percent of household consumed iodised salt (47.3 percent in the WB and 16.6

12



percent in GS). These figures suggest that iodine deficiency potentially remains a problem in

the PT (MOH, 2005").

1.9.5 Breast Feeding

Breast milk is the best type of food a child can get exclusively during the first six months of
life and with safe. The percentage of Palestinian mothers breastfeed their babies around 95%
(Hamad, 2005). The mean duration of breast feeding in WB/GS is 11 months and a round 10%

of Palestinian children are weaned during the first three months of life (PCBS, 2004).

1.9.6 Immunization
The Palestinian family health survey 2006 showed that the percentage of children aged 12-23

months fully immunized was 96-5%, 94.4% in the WB and 99.4% in GS (PCBS, 2007).

1.10 Health Care System in Palestine

1.10.1 Health Services Provision

Main four providers, mainly the Palestinian MOH, UNRWA, Non Governmental Organization
(NGOs) and the private sector, share the provision of health services in PA at WB/GS; aso,
the fifth group of providers are hospitals outside the territory in Jordan, Egypt and Isragl.

Referral abroad and this was seriously affected in recent years

1.10.1.1 Palestinian Ministry of Health

MOH plays the main role in providing health care services to the Palestinian population.
Generally, MOH responsible for supervision, regulation, licensure and control of the whole
health services. MOH operates 416 public health centres 56 in GS and 360 in WB (MOH,
2005%). Data on secondary care statistics for 2006 revealed that the number of hospitasin the

PT was 75 hospitals, 53 in the WB, 22 in GS (PCBS, 2009).
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1.10.1.2 The United Nations Relief and Works Agency

UNRWA sector mainly provide primary health services to the Palestinian refugees population
and purchases secondary and tertiary care services when needed (WHO, 2008). The UNRWA
operates about 8.1% of the total number of PHCC (MOH, 2005%). Also one hospital runs by

UNRWA.

1.10.1.3 Non-Gover nmental Organization (NGOS)

They cover part of the hedth services of the population. It is extensive: from missionary
hospitals, to facilitate supported by international organization, to community health centres
(WHO, 2008). NGOs opiate is about 28.3% of the total number of PHCC and operates 27

hospitals (MOH, 2005?).

1.10.1.4 The Private Sector
The private for profit health sector operates hundreds of private settings by private individual
medica specialists, physicians, dentists, pharmacists, lab technicians and x-ray technicians

(MOH, 2005%).

1.12 Integrated M anagement of Childhood IlInesses (IMCI) in Palestine

The MOH has adopted IMCI strategy as a major strategy for improving children’s health and
nutrition in the PA, with UNICEF as amgor partner and funding agency in the process. IMCI
strategy seeks to reduce the child mortality through a broad and cross-cutting approach with
the following components. improving the case management skills of the heath worker,
improving the health system and also improving the family and community practices ( PCBS,

2007).
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1.13 Primary Health Care Servicesin Palestine

PHC system is a major component of Palestinian health care system; this system has provided
health care to all Palestinian people especially for children and other venerable groups. PHCC
in Palestine provide primary and secondary health care services. In the last five years and after
the uprising of second Intifada (Al Agsa Intifada), PHCC in Palestine have been developed in
adynamic way to face the instability of Palestinian situation where Israeli Occupation Forces(
IOF) tend to divide Palestinian localities into isolated geographical areas. PHCC try to offer
accessible and affordable health services for all Palestinians regardless of geographical
locations. According to MOH policy, They offer different health services according to clinic
level, theses services include maternal and child health, care of chronic diseases, daily care,
family planning, dental, mental services and other services (MOH, 2005).

The MOH isworking with other health sectors in providing the primary health services mainly
with UNRWA, and NGOs sector. At the end of 2007, there are 654 PHCC in Palestine; these
centres are served about 3.7 million people (129 centres in GS and 525 centres in WB).
Classification of PHCC according to providers shows that, the MOH is considered the main
provider from the total PHCC with 63.6% from the total PHC, followed by the NGOs with
28.3, then UNRWA with 8.1 %. It is worth to mention that, the private sector plays an
important role in providing PHC services to Palestinian people. The average ratio of persons
per centre was 5,752 (10,774 in GS and 4,519 in WB). The number of PHCC per 10,000

persons was 1.7 in 2005 while it was 1.9 in 2000 (MOH, 2005%).
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1.14 Implementation of IMCI at MOH

1.14.1 Thethree phases

The introduction phase is to insure that key persons in MOH understand IMCI strategy, to
establish a management structure and to build national capacity. The early implementation
phase is to plan and prepare for IMCI implementation, including adaptation of the generic
IMCI clinical guidelines, selection of a limited number of districts for initial implementation
and to build national and district capacity to implement IMCI activities. The expansion phase
includes efforts to increase access and to broaden the range of IMCI interventions. Problems
identified during the early implementation phase are addressed, priorities agreed, and
strategies for expanding access while maintaining quality are under developed. Currently the
expansion phase is being prepared and a three-year national plan for implementation is

designed.

1.14.2 IMCI National plan of implementation 2006-2008 Goal

The main Goa of implementing the IMCI strategy is to reduce mortality and morbidity rates
among children under five years old and to improve growth and development of Palestinian
children. The overall strategy is to implement IMCI in the health services and in the

communities (MOH, 2005%).

The next chapter discuses the literature review about what was written on IMCI and the
studies conducted from different places and authors. The researcher tried to evaluate the
implementation of IMCI strategy at the MOH/GS, which may help the policy and decision
makers to plan a better management in order to improve the IMCI performance of IMCI

implementation at MOH/GS.
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1.15 Operational Definition of Terms

Integrated M anagement of Childhood I1Iness
IMCI is asystematic approach to children's health, which focuses on the whole child.
This means not only focusing on both curative and prevention elements that are implemented

by families and communities as well as by health facilities (WHO, 2008).

Childhood
Childhood is the time for a boy or a girl from birth until he or she is an adult and the more
circumscribed period from infancy to the onset of puberty. During childhood, parents must

nurture the potential of a unique human person (Medical Dictionary).

Infant mortality rate
It is calculated by dividing the number of infant death during a calendar year by the number of
live births reported in the same year. It is expressed as the number of infant death per 1,000

lives birth (UNICEF, 2000).

The under-five mortality
The under-five mortality rate is the probability (expressed as a rate per 1,000 live births) of a
child born in a specified year dying before reaching the age of five if subject to current age-

specific mortality rates (UNICEF, 2000).

Health
Hedlth is a state of complete physical, mental and socia well-being and not merely the

absence of disease or infirmity (WHO, 1999")
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Health systems

A health systems al the organizations, institutions and resources that are dedicated to
producing health .the function of health systems to serve delivery, developing and managing
resources, mobilizing and challenging financing ,and ensuring an appropriate policy context

and overall stewardship (WHO, 2000).

Primary health care

Essential health care based on practical, scientifically sound and socially acceptable methods
and technology made universally accessible to individuals and families in the community
through their full participation and at a cost that the community and the country can afford to
maintain at every stage of heir development in the spirit of self-determination (Alma Ata

Declaration, 1978).

Training
Training is considered as an organized activity aimed at imparting and communicating
information and instruction to improve the performance of the recipientsin order to help them

attain arequired level of knowledge or skill (Carter, 1997).

M anagement
Organization and coordination of the activities of an enterprise in accordance with certain
policies and in achievement of clearly defined objectives., the basic task of a management is

increase theinnovation (Business dictionary).

Supervision
Supervision is defined as “a formal process of professional support and learning which enables

individual practitioners to develop knowledge and competence, assume responsibility for their
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own practice and enhance consumer protection and safety of care in complex clinica

situation” ( UK MOH, 1993).

Protocol

It is a binding reference covering procedures. It illustrates step by step the implementation of

the procedures. Protocols are more detailed than guidelines (Maram, 2004).
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Chapter |I. Literature Review

This chapter reviews the literature that clarifies different issues related to the evauation of
IMCI implementation. It begins with the conceptual framework of the study, which is
considered as guide for the research process. The framework includes the main components of
IMCI strategy and the process indicators that are used for demonstrating the effectiveness of
IMCI implementation and ensure sustainability.

Since the IMCI introduction, many countries have adopted the IMCI strategy, and much
experience has been gained. Several countries have also undertaken program review of IMCI

implementation.

2.1 Conceptual Framework

This framework guides the research process and represents outline for the research. The
dimension illustrated in the framework represents the scope of the research and identifies its
boundaries.

The conceptual framework was devel oped by the researcher focuses on IMCI implementation,
which is a new strategy that had three main components, the first component; is the
improvement of the health system, the second component; is the improvement of the skills of
headlth providers, and the third component, is the improvement of family and community

practices.
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Figure (2.1)
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2.1.1 Health System

A) Availability of protocols

The IMCI medical agorithm signify a simple set of investigations to perform with the cough,
diarrhea, fever and ear ache as well assess a child for malnutrition and recommended
intervention for underweight children. IMCI agorithm guides health care providers to prompt
for missing immunization and to provide counsel for the caregiver when to return at a fixed
number of days or if certain symptoms arise, beside how to give drugs, how to treat local
infection a home and feeding recommendations. In cases of danger sings, IMCI will
recommend referring a child to a high-level facility. With IMCI, there are different rules for
children from one week to two months old and for two months to five years. These medica
algorithms do not cover children over five years old. The generic IMCI agorithm requires
careful adaptation to reflect the epidemiological and cultura characteristics of the community

(New Delhi MOH, 2002).

B) Availability of essential drugs

The countries which adopting IMCI strategy implementation should modifying the essential
drug list to ensure that drugs are available at PHCC where health providers have been trained
in IMCI. The availability of drugs in these centers, including procurement, distribution, and

store and stock management of drugs (WHO & UNICEF, 1997%).

C) Available of Resources
Adequate and sustainable resources, the IMCI job aids should be available at the PHCC to

facilitate the job of the health providers after the training courses in the management of sick
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children and the consultation of caretakers. The IMCI wall chart, the IMCI guidelines, child

records and mother records are main resources to the implementation of IMCI strategy.

D) Referral system

The guidelines ‘Management of the child with a serious infection and severe malnutrition’ for
care at first referral level facilities should be available at the PHCC. As well the pre- referral
needed drugs and the transportation should be available to facilitate referring any emergency

cases to the nearest hospital.

E) Management and supportive policy

Traditionally, the term management refers to the people involved in the four genera functions,
which are planning, organizing resources, Leading and controlling or coordinating through the
organization. Another common view is that management is getting things done through others
that the job of management is to support employee’s effort to be fully productive members of
the organization.(Carter, 1997). additionaly management refers to the organization and
coordination of the activities of an enterprise in accordance with certain policies and in
achievement of clearly defined objectives., the basic task of a management is increase the

innovation (Business dictionary).

F) Supervision and monitoring

Monitoring is about collecting information that will help in answer questions about any
project. It isimportant that this information to report on the project and to help the evaluation.
All organization keeps records and notes and discusses what they are doing. This simple

checking becomes monitoring when information collected routinely and systemically against a
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plan. The information might be about activities or services, users, out side factors affecting the
organization (Business dictionary).

Monitoring information collected at specific times, daily, monthly or quarterly. Supervision is
defined as “a formal process of professional support and learning which enables individua
practitioners to develop knowledge and competence, assume responsibility for their own
practice and enhance consumer protection and safety of care in complex clinical situation”
(UK MOH, 1993). Clinical supervision is both a structure and a process through which the

principles of reflective practice may be facilitated (Cottrell, 2000).

2.1.2 Health Providers Skills.
A) Demographic characters:
Individual differences could affect the implementing of the IMCI strategy after the training;
therefore the researcher included some demographic variables that affecting the
implementations such as gender, years of clinical practice since graduation, level of

responsibility at the clinic and years of experience in PHCC.

B) Training

The training is a learning process that involves the gaining knowledge, reinforcing skills,
concepts, rules, or changing of attitudes and behaviours to enhance the performance of
employees. Training is required to cover essential work related skills, techniques and
knowledge. There are many different types of training, one-the-job training, informal training,
classroom training, external training, internal training, and on-the-job, training and off-the-job
training. Training is considered as an organized activity aimed at imparting and
communicating information and instruction to improve the performance of the recipients in

order to help them attain a required level of knowledge or skill (Carter,1997). The IMCI
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training courses are considered as an integrated case management for first-level health
providers, WHO and UNICEF developed it. The courses combines between classroom work
with hands-on clinical practice, teaches health providers for effective management of sick

children aged between one week to five years (WHO & UNICEF, 1997°).

2.1.3 Community and Family Practices

Improving partnerships between health facilities, services and the communities, they serve by
increase utilization of health services and establish mechanism for the community feedback on
management of health services. Also increasing appropriate and accessible care and
information from community based providers by increase the quality of care, increase
promotion of preventive practices and decrease harmful practices as will as Integrated
promotion of key family practices critical for child health and nutrition by increasing adoption

of key family practice for health, nutrition (Peter Winch et al, 2001).

2.2 Integrated management of Childhood Illnesses

2.2.1 Definition of Integrated management of Childhood Illnesses

IMCI is refers to a broad WHO/UNICEF initiative that was launched globally in 1995 with the
objective of reducing less than five children mortality, morbidity, disability and improving
child growth and development. The strategy considered as a provocative challenge to move
from the vertical disease specific approach of traditional program to a more integrated and

horizontal child approach in line with the philosophy of primary health care (WHO, 2004)
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223(1 =M - C —1) Abbreviations

As published at the WHO reports and web sites about the definition of IMCI;

The abbreviation" I" is stand from Integrated which refers to a number of characteristics of the
strategy and to the management approach. The main objective of the integration to provide a
holistic care to under five age group children, as well to give curative, preventive and
development aspects of child care into one strategy. That it supposed to be managed by
managers, experts and key public health persons; based on clinical guidelines presented in a
training course package which aim to create afield of care between heath system services and

care provided in the community.

The abbreviation "M" is stand from Management, which has both clinical, and public health
meaning. The IMCI clinical management adopts a syndromic approach in which signs and
symptoms are the entry point. Cases are classified into categories of severity based on a
special key signs and symptoms. The classification help the primary health care provider in the
selection of the management plan rather than making diagnosis so sick child is classified into
one of three main categories, which highlighted with a color code. Red color indicating severe
condition which in need to urgent referral to the hospital, Yellow color indicating that the
situation can be managed with drugs at the center but with definite follow up, Green color
indicating mild condition that require simple home care. In the IMCI strategy the community
should take the role as a partner with the health system in order to deliver child care. See

annex (3).

The abbreviation "C" is stand from childhood, which is, refers to children less than five years;

who represent the most vulnerable age group to illness and death.
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The abbreviation "I" is stand from IlIness, which refers to the major causes of death; sever
illness or disability in the age group of less than five such as diarrheal diseases including
dehydration; acute respiratory infection including pneumonia; meningitis and sepsis, measles,

Malnutrition and anemia (WHO, 2004).

2.2.4 Thethreetraditional components of |MClI. See annex (6).

The management of childhood illness focuses on treatment as well provide the opportunity to
underline prevention of illness through education on the value of immunization, micronutrient
supplementation, beside enhanced nutrition status especially breastfeeding and infant feeding.
IMCI seeks to decrease childhood mortality and morbidity by improving family and
community practices for the home management of illness further more improving case
management of skills of heath providers (WHO & UNICEF, 1997°). The IMCI strategy
combines improved case management of childhood illnesses in first-level health facilities with
aspects of nutrition, immunization, disease prevention, and promotion of growth and
development. There are three components to IMCI, and interventions in all three components
include both curative and disease preventive health promotive activities. These are: improving
the skills of health workers, improving the health system, and improving the household and

community practices.

2.2.4.1 Improving the skills of health providers

The cornerstone of this component of IMCI is a set of flow-charts and guidelines for the
integrated case management of diarrhea, pneumonia, malaria, measles, and malnutrition, and
the endorsement of immunization in health facilities. Use of these flow-charts ensures that

health workers concentrate on not only the most noticeable problems a sick child has, but a
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range of nutritional and infectious disease problems that commonly affect children in a
country. Each country adapts the flow-charts and guidelines, taking into account the local
patterns of disease prevalence, clinical presentation and drug resistance.

An 11-day course trains health workers in the skills required to apply these algorithms. These
skills are developed as health workers assess, classify, and treat children with each of the
major signs and symptoms in heath facilities. IMCI moreover looks at approaches for
maintaining the performance of health workers. Tools are also available to improve the skills
of health workers in referra care facilities. These include guidelines and training materials on
the management of severely-ill children and children with severe malnutrition as well as a

training course on breast-feeding counseling (USAID, 2001).

2.2.4.2 Improving the health system

To implement IMCI, health care infrastructure must be improved to provide equitable and
sustainable solutions to the problems of childhood illnesses. Initial meetings with government
ministers to inform and advocate for the strategy and its advantages are followed by
orientation and training of other high-level officials and consultations with the ministry of
health in each country. Available resources are evaluated, partnerships are created throughout
the country, and goals are set to develop systems, which will maintain the IMCI program and
adapt it in order to complete the implementations of IMCI stages. Particular issues that must
be addressed include drug availability, IMCI planning and management, organization of work

at the health facility level, and health information systems.

2.2.4.3 Improving household and community practices
The third component of the IMCI strategy is the household and community component which

was officialy launched at the first IMCI global review and coordination meeting in September
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1997. The participants recognized that improving the quality of care at health facilities alone
would not be effective in realizing significant reductions in childhood mortality and morbidity,
because numerous caregivers do not seek care at facilities. Since that first meeting, many
activities have been undertaken by multilatera institutions, such as UNICEF, WHO, Pan
American Heath Organization and World Bank, bilateral agencies and NGOs to strengthen
inter-agency collaboration for promoting and implementing community approaches to child
health and nutrition. Based on available evidence, 16 key practices were identified that are
essential in providing the necessary care to improve child survival, growth, and development
in families and communities. They were related to the provision of adequate home care to
support healthy growth and development, appropriate responses to illness, seeking appropriate

and timely care, and giving recommended treatments (USAID, 2001).

Community integrated management of childhood illnesses (C-IMCI), House Hold and
community- integrated management of childhood illnesses (HH/C-IMCI) framework as
defined by core workshop in January 2001 at Baltimore.
e Improving partnership between health facilities, services and communities, they serve.
e Increasing appropriate and accessible care and information from community based
providers.
e Integrated promotion of key family practices critica for child heath and nutrition

(Core Group, 2001), See annex (8).

The main key family practices which adopted by WHO and UNICEF which presented at the
international workshop on improving children's health and nutrition in communities; and they
should beintroduced in a gradual and phased manner.

o Physical growth and mental development.
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e Diseases prevention.
e Appropriate home care.

«  Seeking care (WHO & UNICEF, 2000).

2.2.5 Thethree phases of IMCI implementation

The IMCI introduction in any country should follows three phases:

2.2.5.1 Introduction phase

The Introduction phase is mostly to enable the MOH and its partners to create an informed
decision about IMCI as a appropriate strategy to the country environment. It is characterized
by country assessment and orientation meetings on IMCI of senior officers of the MOH,
representatives of academia, international and bilateral organizations, civil society and NGOs.
This phase results in the formal endorsement of IMCI as a national strategy by the concerned

of MOH.

2.2.5.2 The Early implementation phase

The Early implementation phase is to increase experience in implementing the adapted IMCI
in specific areas in the country, because it aims at reaching a consensus among the main
stakeholders. It plays a key role in establishing the basics for IMCI in the country and for
active partnerships with the scientific community. It includes the participation of selected staff
in IMCI activities in order to build capacity for adaptation and training. The IMCI guidelines
and training materials should be adapted according to the local setting. This adaptation should

be followed by the selection of a few districts according to approved criteria, preparation of
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district plans, preparation of these districts and capacity building; additionaly the

implementation process should be with monitoring (WHO, 2008).

2.2.5.3 The Expansion phase

The expansion phase characterized by the beginning of scale up the IMCI implementation in
the country as well expansion in range of the strategy and the same time as maintaining
quality. Compared with the previous phases, the rate of steps forward is usually much faster,
depending on the man-power and financial resources availability. This phase relies in

extremely way on the work, which was done in the two earlier phases (WHO, 2008).

2.6 Benefitsof the IMCI strategy
2.6.1 addresses major child health problems
The strategy systematically addresses the most important causes of childhood death and

illness.

2.6.2 Responds to demand
Every day many parents take their sick children to hospitals and health centers, pharmacists
and community health care providers. At least three out of four of these children are suffering

from one of the five conditions that are the focus of IMCI.

2.6.3 Promotes prevention aswell ascure
IMCI strategy is focusing on treatment as well give chance to enhance essential preventive

interventions, such asimmunization and promote infant and child nutrition status.
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2.6.4 Cost- Effective
Investing in Health ranked IMCI among the ten most cost-effective interventions in both low-

and middle-income countries.

2.6.5 Promotes Cost Saving

Unsuitable management of childhood illness wastes limited resources. While increased
investment will be needed initially for training and reorganization, the IMCI strategy will

result in expenditure savings.

2.6.6 Improves equity

Most of children in the developed countries have access to affordable preventive and curative
care services that protects them from death due to acute respiratory infection (ARI), diarrhea,
measles, malaria and malnutrition. Millions of children in the developing countries have
access to this same life-saving care. The IMCI strategy addresses this inequity in global health

care (WHO & UNICEF, 1997°).

2.7 Adaptation of IMCI Guidelines

2.7.1 Introduction

IMCI Guidelines and training materials should be adapted by each country before they are
used. Adaptation ensures that the most important childhood illnesses that first-level heath
providers must be able to treat are included, the materials should be dependable on national
treatment guidelines and they should be feasible to implement the guidelines through the
health system. The adaptation process is considered as a key element in nationa preparations

for implementing the IMCI strategy as well a mechanism for developing consensus on
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technical issues. The WHO department of child and adolescent health and development has
developed an Adaptation Guide to assist national program staff and expert advisors with the

adaptation process (WHO, 1999%).
2.7.2 The need for national adaptation

Medical case management guidelines, charts, and related training material s were developed by
WHO and UNICEF to be appropriate in the mgjority of developing countries where infant
mortality is higher than 40 per 1000 live births. These materials focus on the five conditions
that together cause more than 70% of mortality in children under the age of five years:. ARI,
mostly pneumonia, diarrhea, malaria, measles, and malnutrition. These five conditions are
considered the main reason for a high proportion of visits to health facilities. The extent of
adaptation required has been minimized by making those materias as widely applicable as
possible. Case management guidelines must cover the most serious illnesses that contribute to
child mortality in a specific country. Consensus is desirable to cover the childhood conditions.
The final adaptation should reflect the most technically effective and practical aspects (WHO,

1999%.
2.8.2 Types of adaptation

Certain adaptations to the guidelines are essential, while assessment and discussion of some
other parts of the guidelines may only be needed to allow consensus to be reached on logical
treatment guidelines. Once consensus is reached on the guidelines, changes have to be made to

the generic IMCI charts and as well to the training materials (WHO, 1999%.
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29 Theroleof IMCI in Health Sector Reform

The IMCI strategy can play a vital role in most aspects of health sector reform, in particular
through: Improving the cost-effectiveness of essential child health care services, escalation
the capacity for decentralized management at district level, promoting the quality of child
health care, sustaining the new role of the MOH, expenditure saving increasing drug supply.
IMCI will strengthen the capacity of first level health facilities and enhance the quality of care
delivered. Application of IMCI in alarge number of facilities where health care for children is

delivered, decrease fees (WHO, 1999).
2.10 Training

One of the integral elements of IMCI strategy is an integrated case management-training
course for first-level health providers, WHO and UNICEF developed it. This 11-day course,
which combines classroom work with hands-on clinical practice, teaches health providers for
effective management of sick children aged between one week and five years. The IMCI
training course further more emphasizes the prevention of disease and endorses the
communication with families. Health providers learn about routine updating of the
immunizations of sick children, micronutrient supplementation, promotion of breastfeeding

and counseling to solve feeding problems (WHO, 1999°).

2.10.1 Cour se objectives
When the health providers have completed the IMCI training course, they are expected to have
the knowledge and skills to:

1- Assess, classify and treat sick children correctly following the IMCI case management

guidelines.



2- Administer pre-referral treatment correctly and refer critically sick children.

3- Aadvice caretakers about home care program including how to give treatment, what is
the danger signs to seek help and bring the child back to the health facility, and when
to return for follow-up care.

4- Check children’s immunization status regularly and give immunizations when
required.

5- Carry out feeding assessments of children who are less than two years old or who are
very low weight-for-age.

6- When necessary, provide caretakers with suitable nutrition and breastfeeding

counseling.

2.10.2 Course preparation: selection and training of course facilitators and participants

To guarantee the quality of in-service IMCI training, WHO suggests that the course facilitators
should if possible be medical personnel with widespread clinical and training experience that
has involved clinical practice. The facilitator training should involve three phases:
Participation in the 11-day standard course for first-level health providers, which gives future
facilitators knowledge of the course content and methods used. Participation in a five-day
facilitator training course in the instructional techniques used in the course; and direct
application of newly acquired skills by the facilitator-trainees during the course for health
providers with a support of an experienced course director. Specia efforts should be done to
identify and prepare an effective inpatient clinical instructor and he must have the competence
and confidence to select cases appropriate for clinical practice from a ward of inpatients,
assign these cases to participants, discuss their assessment and classifications, and ensure

correct identification of as many clinical signs as possible. The clinical instructor should
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experience the same training as other course facilitators and should aready have significant
clinical experience. Participants in IMCI training courses should be selected from first-level
facility staff with daily responsibility for managing sick children and who come from health
facilities where drug supplies are acceptable and where follow-up is feasible and likely to

occur (WHO, 19999).

2.10.3 Follow up isan integral part of IMCI training

IMCI training includes both skills achievement and skills strengthening. The IMCI course was
planned to help health providers to acquire new skills to manage sick children more
effectively. Health providers may find it difficult to begin using these skills when they check
children in their PHCC. They often need help to transfer what they have learned during the
training course to their own work situation. For this reason, follow-up after training isincluded
as the second essential component of the IMCI training process. A follow-up visit is designed
to support the transfer, submission, and strengthening of new skills acquired during training.
At least one follow-up visit should be conducted within one month of the training course, in
order to assist health providers with the transition to integrated case management. Using the
planned procedure for follow-up visits, a trained supervisor helps health providers to

overcome problems (WHO, 1999°).

2.10.4 In-Service Training

The IMCI training for al relevant health providers should require a huge organizational effort
and significant resources. For this rationale, health authorities in many countries are paying
attention in including IMCI in the teaching agendas of medical, nursing and other health

professional schools. Introducing IMCI instruction in these institutions will potentially expand
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the health system coverage by IMCI trained heath providers in a cost-effective and
sustainable manner, and will manipulate the practices of health professionals in both the public

and private sectors (WHO, 1999°).

2.11 Stepsfor introducing IMCI teaching

WHO recommends a gradual, phased approach to planning and implementing IMCI in a
country, including the introduction of IMCI teaching at medical, nursing and other health
professional schools. IMCI planning and implementation in a country needs to involve, a an
early stage, key stakeholders in pre-service training. A core of facility members from various
departments of relevant training institutions should then be trained in IMCI to create a
common base of understanding and encourage acceptance. This training should take place
before any institutional decisions are made about the use of IMCI teaching materials or the
modification of teaching agendas. In the context of pre-service training, the existing IMCI in-
service training course can be used to orient school facility as well as to prepare district-level

health facilities to receive IMCl-trained graduates (WHO, 1999°).

2.12 Therole of IMCI in improving family and community practicesto support child

health and development

Achievement of reducing childhood mortality requires more than the availability of adequate
health services with well-trained health providers. As families have the maor responsibility
for caring for their children, success requires a partnership between health providers and
families, with support from their communities. Health providers need to work with families
and their communities to ensure that families can provide adequate home care to support the

healthy growth and development of their children. Families have to be able to respond
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correctly when their children are sick, seeking appropriate and timely assistance when children
need additional care and giving recommended treatments. Improving family and community
practices is one of the three components of IMCI strategy, promoted by the WHO Department
of Child and Adolescent Health and Development and UNICEF. This component aims to
initiate, reinforce and sustain family practices that are important for child survival, growth and

development (WHO, 1999°).

2.12.1 IMCI interventionsto support improved family and community practices

IMCI improves practices within the community to support key family. Such actions could
include building partnership with communities to improve nutrition and child development,
through breastfeeding support groups or child feeding centers; and using opportunities such as
community events to educate families. A community-feeding program, for example, could be
encouraged to use locally adapted IMCI counseling cards to assist mothers in selecting and
preparing food for their children, and to identify when to take children for health care. A
health provider trained in breastfeeding counseling could reach out to breastfeeding support
groups, providing them with the latest information and assisting mothers having trouble with
breastfeeding. The health providers could involve schoolteachers and others working in the
community in finding ways to provide follow-up for malnourished or undernourished children.
Community groups can be encouraged to support families with children needing urgent care.
Interventions at each level have to focus on the most important child health problems, to build

on presented resources (WHO, 1999°).

2.13IMCI Implementation L essons L ear ned
WHO has conducted a comprehensive review of under five age deaths and now estimates that

six causes accounted for 73 percent of these deaths in 2000 — 2003: pneumonia (19 percent),
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diarrhea (18 percent), malaria (8 percent) neonatal pneumonia or sepsis (10 percent), preterm
delivery (10 percent) and asphyxia at birth (8 percent). Under nutrition is an underlying cause
in a least half of all under-five deaths. Few conditions, therefore, account for a large
proportion of all deaths. Deaths are not randomly distributed (WHO, 2007).

They tend to occur in the poorest countries of the world, mostly in Sub-Saharan Africa and
South Asia. Further more within the poor country they affected mostly the poorest families.
More than 80 countries have successfully adopted the integrated management of childhood
illness into their health system; more than 40 countries are giving specia attention to
improving family and community practices as a key way of reaching vulnerable children

(WHO, 2007).

2.13.1 Multi-Country Evaluation Sites.

Tanzania is the only Multi-Country Evaluation (MCE) sites where the evaluation nas been
completed. It's deign included a comparison of mortality in four districts, two with and two
without IMCI over the two-year period starting in mid 2000. Demographic surveillance
systems were used to compare under-five mortality rates in areas of the IMCI and control
districts. Adjustment for age (zero to one and one to four years) and rainfall were made using
poison regression models. During the IMCI phase-in period from July 1999 to June 2000,
under-five mortality levels were amost identical in IMCI and comparison districts, at about 27
deaths per 1,000 child years or approximately 120 deaths per 1,000 children between birth and
the age of less than five years. The quality of health care provided in the IMCI districts was
substantially higher than in the control districts. Over the following two years, mortality levels
became 13 percent lower in IMCI districts than in the comparison areas, paralel to the rate

difference of 3.8 fewer deaths per 1,000 children per year. Stunting rates aso became notably
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lower in the IMCI districts. Contextual factors, such as mosquito net use, all favored the
comparison districts (WHO, 2001).

Brazil is Multi-Country Evaluation another site, IMCI is being implemented in the context of
an ambitious family health program, which is supported by the MOH and the World Bank and
based at first-level government facilities. IMCI implementation started in 1996 and it is scaled
up in the whole country, mainly in the northeast regions. The MCE was carried out in Brazil;
the MCE study showed improved quality of care for fewer than five age group children after
health providers were trained in IMCI. The results furthermore showed that the health care
professional who received training in IMCI significantly improved compared to health care
professional who had not received training in IMCI (WHO, 2001).

South Africa, The main causes of childhood morbidity and mortality at South Africa are afew
remediable illnesses like acute respiratory infection, diarrhea diseases and malnutrition. So
the IMCI strategy was adopted by South Africain 1996. And in May 2001, a health facility
survey was conducted in the four provinces (Mpumalanga, KwaZulu Natal, Northern Province
and Northern Cape). The genera finding was positive, which illustrated that heath providers
were able correctly to assess danger signs in 75% of children observed. 44% of al children
needing urgent referra were identified, prescribed pre referral treatment and referred
accordingly, immunization status was improved to 91%. Forty eight percent of caregivers
knew at least two signs for seeking immediate care and generally, there were support from the
health system. The drugs were available in the most health facility and almost al the essentia
equipment and supplies necessary to support the IMCI implementation strategy were
available, more over the transportation for urgent referral sick children was available and
around 72% of mothers received counseling and advice regarding child care and nutrition,

particularly about breast feeding (WHO, 1999°).
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In Philippines a national IMCI orientation and planning workshop was held in 1995. In
February 1996 a national IMCI task force was recognized, bringing together staff from the
department of child health and other concerned program areas under the leadership of the
director of child health. The task force took charge of the planning and adaptation process.
Two adaptation groups, consisting of department of health staff, pediatricians and technical
experts, undertook the technical review and adaptation, which was completed in early 1997.
The first training for core trainers and other staff took place in July 1997 in Davao, followed
by facilitator training for this same group. Then additional facilitators were trained and this
was followed by the training and follow-up of first level health workers in one district in each
of two provinces. The two districts were supported in planning for training, follow-up and the
provision of essential drugs. The results from the follow-up have been very encouraging, with
amost all heath providers actively adopting IMCI strategy. IMCI has been included as an
important component of the early child development project funded by the World Bank and
the Asian Development Bank in three regions of the country, and UNICEF will support
activities in some other regions. Steps to introduce pre-service training in IMCI in medical and

nursing schools are taken (WHO, 2001).

Nepa established a Working Group for IMCI in 1997. The guidelines and training materials
have been adapted and translated into Nepali. IMCI training courses at national and district
levels, including one facilitator training course, have been conducted successfully and follow-
up visits to trained health providers have been done. IMCI is implemented in one district. A
district planning workshop and a national review and re-planning meeting was held in

September 1998, to provide the basis for the expansion phase (WHO, 19999).
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2.13.2 Regional overview

Since 1996 when it was first introduced in the Eastern Mediterranean Region, as many as 12
countries in the region had adopted the IMCI strategy and were in different stages of
implementation, with three more countries planning to introduce IMCI in 2001, namely
Djibouti, Libyan Arab Jamahiriya and Oman. One of the lessons learned from this experience
in the Region was the importance of starting planning and implementation of the three IMCI
components a the same time. Noteworthy were those approaches viewed in the Region as
instrumental to achieve sustainability in IMCI, such as IMCI pre-service training and the
establishment of close links with other initiatives. In this context, IMCI elements had aready
been introduced into the teaching curriculum of a tota of five medical universities and four
nursing schools in two countries implementing IMCI, mainly Egypt and Morocco (WHO,

2001).

Egypt Experience

The MOH in Egypt has endorsed the IMCI strategy at 1997, they started with the national
IMCI orientation meeting and preliminary planning work shop and the early implementation
phase at march 1998 was conducted by the national IMCI planning and adaptation workshop.
After that, the adaptation of IMCI clinical guidelines completed and 11 days IMCI case
management at central level for doctors were conducted. They introduced the IMCI in pre
services education at Alexandria University at April 1999. In September 1999, they devel oped
the tranglation of the training materials in Arabic for the 4 days course for nurses. At Nov.
1999 IMCI early implementation phase completed in three districts, In April, 2000 they

conducted review of the early implementation phase and planning for explanation phase. From
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2002 to 2004, they conducted the 11 days training courses for doctors and lately 7 days to
speed up the implementation of IMCI strategy, and 4 days for nurses, drugs management, and
supervisory guidelines were developed, national child health policy prepared. 427 IMCI
clinical courses have been conducted and 10260 physicians and nurses have been trained in
the end of 2005. There were following up after training to increase the reinforcement of skills
and training coursers on supervision were developed for supervisors; documentation, reports

and follow up visits were also conducted (WHO, 2001).

2.14 Barriersfor IMCI Implementations
There are mgjor challenges to IMCI strategy implementation, firstly the when the training
coverage is low, the trained health providers don’t follow guidelines and house holds and

community members face barriersto accessing IMCI services.

Low level of IMCI implementation

A) Low training coverage, the main causefor this situation are
1- High cost of training.
2- Inadeguate resources.
3- Shortage of MCI fund.

4- Inadequate pre-service training.

B) Trained health workersdon’t follow protocols
1- Duration of sick child assessment management
2- Shortage of job aids and facilities.
3- Shortage of frequent IMCI drugs.

4- Negative attitudes of some trained physicians or nurses
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5- Inadequate supervision, monitoring, eval uation.

C) Barriersto accessfor house holds and community members
1- Usefeesat PHCC.

2- High cost of referrals (USAID, 2005).

In March 1999, the Benin Ministry of Public Health formally adopted the IMCI strategy
and selected an area in southeastern Benin as a pilot site; the population is about 1 million
and mostly rural, and the mortality rate for children younger than 5 years is 158 per 1000
live births. In a step to for preparation of IMCI the implementation and evaluation of
IMCI, they were studied the management of sick children at outpatients departments at
health facilities. The purpose was to identify areas needing emphasis during IMCI training
courses and to identify institutional factors, such as supervision, drug supplies, and time
management that may have affected IMCI implementation. Many health providers
explanations regarding the maor barriers for full implementation of IMCI strategy in
Benin referred to inadequate training, inadequate supervision and motivation. Beside the
lack of equipment and supplies could be the reasons for deficiencies in case management
quality. Poor communication may partially be aresult of health workers' discomfort. When
spending too much time speaking with someone else's wife, so it is recognized and
addressed as a cultural barriers, In addition to cultural factors, health workers frequently
mentioned caregiver beliefs (e.g., vaccines should not be given to an ill child) and attitudes
(e.g., caregivers demand sedatives to cam their child) as reasons for deficiencies in case
management. This finding underscores the role of factors influencing health workers that

are outside the direct control of the health system, so there was a gap between health



system and caregivers, which impede the proper implementation of the strategy

(Alexander K. Rowe et al. 2001).

2.15 Integrated M anagement of Childhood Illnesses (IMCI) in Palestine

The main Goal of implementing the IMCI strategy is to reduce mortality and morbidity
rates among children under five years old and to improve growth and development of
Palestinian children. The overall strategy is to implement IMCI in the health services and
in the communities (MOH, 2005%). The Palestinian MOH has endorsed the IMCI strategy
as a maor strategy for improving children’s health and nutrition in the occupied
Palestinian Territories (OPT) since 2002, in collaboration with UNICEF as a major partner
and funding agency in this process. The introduction phase was conducted to insure that
key persons in MOH understand IMCI strategy, to establish a management structure, and
to build nationa capacity. The early implementation phase was conducted to plan and
prepare for IMCI implementation, including adaptation of the generic IMCI clinica
guidelines, selection of a limited number of districts for initia implementation and
building national and district capacity to implement IMCI activities.

The expansion phase includes efforts to increase access and to broaden the range of IMCI
interventions. Problems identified during the early implementation phase are addressed,
priorities agreed, and strategies for expanding access while maintaining quality are under
developed. Currently the expansion phase is being prepared and a three-year national plan
for implementation is designed (MOH, 2005%). In comparing Palestine with regional and
globa countries, which adopted the IMCI strategy, the comparison may reflect a delay of
the implementation of the IMCI phases, additionaly there were a number of gaps in the

IMCI implementation process. In addition, the researcher deems in this research to
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highlight the whole status of IMCI implementation weak points, strong points in order to
the possibility to enhance the effectiveness of the IMCI implementation.

The next chapter discus how the researcher going on through the study methodol ogy.
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Chapter |11. Methodology

This chapter addresses issue related to methodology used to answer the questions. It includes
the study design, population, period and place of the study, sample size, sampling method and
method of conducting the study. Beside, the construction of the questionnaire, as well as in-
depth interviews, piloting. Then, it presents the ethical consideration and procedure, data
collection, and data analysis. In addition, it illustrates the validity of the study. Thefina stepis

the limitation of the study.

3.1 Study design

The design of the study is descriptive and analytical cross sectional design. It is atriangulation
one that includes both Qualitative and Quantitative data collection approaches. This design
was chosen because it is the best design to describe the IMCI strategy situation in
governmental PHCC. As well, it is provide a snapshot of the outcome and the characteristics
associated with it, at a specific point in time. Additionally it is less expensive and enables the

researcher to meet the study objective in a short time (Michigan, 2008).

3.2 The study population

A) The program coordinators, seniors, managers and trainers.

B) All health providers (physicians and nurses) who have received the IMCI training a¢ MOH
depending on the list which was given to the researcher by the national IMCI coordinator.

C) Reviewing medical files of children (150).

D) A random sample of care takers were selected randomly from visited PHCC, the tota

number of them were 37 mothers.
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E) The total number of visited centres was 37 PHCC covering all GS depend on where the

trained health providers distributed.

3.3 Sampling

A purposive sample was chosen when conducting the eight in depth interviews (qualitative
method) with PHCC managers and IMCI trainers.

Census for all the physicians and nurses who received training in the IMCI, the collection of
data was done through administering interviewed questionnaires (Quantitative method) . The
total number of distributed questionnaires was 160 while the number of the study respondents
was 145 questionnaires, so response rate was 145/160. The total number of visited centres was
37 PHCC covering al GS. facility audit through observation for equipments and resources
needed for the IMCI implementation was done. The total number of medical files of children,
which reviewed, was 150 file and 37 care takers were selected randomly during the visit to the

PHCC.

3.4 Selection criteria

3.4.1Inclusion criteria
e The seniors, managers at the structure whom affect decision making process,
coordinators and trainees at IMCI department at MOH who were available at the time
of study.

e All hedth providers (physicians, nurses) who received IMCI training.

3.4.2 Exclusion criteria
e The study was excluding any staff volunteer present at PHC at the time of the study.

¢ The study was excluding the health providers who do not receive IMCI training.
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e The study was excluding those who move to work in different places.

3.5 Setting of the study
The study was conducted in the PHCC- MOH/ GS; 37 clinics covering al GS were visited
during the study to reflect the representative results, 37 PHCC including child health program

and there was availability of trained physicians and nurses.

3.6 Ethical considerations and procedures

The researcher was intensely committed to all ethical considerations required to conduct
research. First, ethica approval obtained from both the school of public health Al-Quds
University and MOH/ PHC department. (Annex 14 ) to carry out the study. Second, an approval
L etter was obtained from the general director of human resources department at MOH/ GS.

(Annex 15).

Every participant was given an explanatory letter about the study. It was attached to the
questionnaire both verbaly and written. This form was include the purpose of the study,
guarantee the confidentiality of the information, and the instructions how to deal with
guestionnaire. It was include a statement indicated that subjects had the right to refuse or

participate in this study.

The participation was optional, anonymity and confidentiality was given and maintained.
However, ethical concepts, respects for people was considered and maintained. Consent form
was obtained from each participant and it was attached to each questionnaire to ensure his or her

voluntary participation after signing the consent. See (Annex 10).
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3.7 Period of the study

The study was conducted in the year of 2008-2009, started with the literature review in
February 2008. The School of Public Health, Al-Quds University in May 2008, approved the
proposal. An administration approval from the genera directorate of PHC/MOH and
department of human resources were obtained in November 2008. Construction of the research
questionnaire and Pilot study were finished in February 2009, while actual data collection took
place in April 2009. Data analysis was completed by May 2009. The fina results were

available by June 2009.

3.8 The study instruments

Two instruments were used in this study.

The first instrument was a structured questionnaire, designed and used for quantitative data
collection.

The second instrument were an in- depth interviews, used for qualitative data collection.

1. Questionnairedesign

The researcher developed a structured questionnaire. It is clear, no complex terms, nor jargons,
neither leading questions nor double parallel questions. The questionnaire consists of three
sections and takes approximately 20 minutes to complete. The first part covers the information
related to demographic, social data, such as (age, sex, marital status, address, income). Assess
where the MOH has reached in terms of adopting and implementing the IMCI program.
Recognition of the areas of strength and areas of weakness in the MOH approach for the
implementation the IMCI program. The researcher used the closed ended format (e.g.
Dichotomous questions) and also used open ended questions which will cover the information

that concerned with the study. The second part of the study was depending on facility audit for
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equipment and resources needed for the IMCI implementation and reviewing medical files of
children (150). A random sample of care takers were selected randomly from visited PHC, the

total number of them were 37 mothers. See Annex (10).

2. Indepth interviews design

To probe further findings from the in-depth interviews. The discussions covered essential
topics, description of the IMCI implementation status at MOH, opinions on the
appropriateness of adoption stage, IMCI and the pre-service training, IMCI strategy
convenient to the Palestinian territory, recommendations for scaling up IMCI implementation
and discus the mgjor barriers which delay the IMCI implementation. The researcher used a
prepared list of questions to lead the discussion. The questions contained open-ended
questions and were seeking understanding and interpretation ones. All the interviews
discussions were written in Arabic and trandlated into English. The researcher also collected

the names of participants and their institutions.

3.8 Pilot

To test the appropriateness of data collection instrument, and standardize the suitable way

for data collection, the researcher conducted a pilot study in three clinics; It provides atria run
for the questionnaire, which involves testing the wordings of question, identifying ambiguous
guestions, testing the techniques that used to collect data, and measuring the effectiveness of
standard invitation to respondents. At the end of this process, some minor changes,
modifications and additions were introduced to the questions and the final questionnaire was

constructed.
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3.9 Data collection

The data was collected through the structured face-to-face interview questionnaire. The
guestionnaire is designed to match the research objectives and give accurate relevant
information to the research questions to minimize potentia source of bias.

The in-depth interviews were considered the second tool for the study; the researcher was
convened eight meetings with managers and decision makers in April 2009. The goal of
conducting the interviews is deeply to explore the respondent's point of view, suggestions and

perspectives.

3.10 Data entry

The data entry was done after over viewing of the filled data questionnaires, designing a data
entry model using the computer statistical package for social, sciences (SPSS). The variables of
guestionnaires were coded then were entered, after that the data was cleaned to ensure correct

entered of data.

3.11 Data management and statistical analysis
SPSS version 15. Chicago, USA, was used to analyze the quantitative data. A relevant
statistical relationship between variables was done. Frequency of the different variables, cross
tabulation for specific study variables and determine P-values of (<0.05%) with 95%
confidence interval were done. Qualitative data was analyzed using an open coding thematic
anaysis. This method was done after the end of each interview, the big themes of the
interview categorized , after that the researcher summarize the themes , some times the

researcher write the same words.
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3.12 Validity of the Study

We can define the validity of an instrument as a determination of the extent to which the
instrument actually reflects the abstract construct being examined. "Validity refers to the degree
to which an instrument measures what it is supposed to be measuring”. High validity is the
absence of systematic errors in the measuring instrument. When an instrument is valid, it truly
reflects the concept it is supposed to measure. Achieving good validity required; they concern to
the research design and sample selection. The questionnaire was re-examined and revised by the
amost twelve supervisors and an expertise to evaluate the procedure of questions and the
method of analyzing the results. The expertise agreed that the questionnaire was valid and

suitable.

3.13 Limitation of the study

Turn over of the trained health providers and changing their positionsin the PHCC.

e The genera unstable political and security situation at GS causes delay in the
implementation of this research such as the war against GS (2008-2009).

e The strike in the health sector; it was difficult to reach part of the trained heath
professionasin the IMCI.

e Limited scientific resources and literature review.

e UNRWA, NGOs and private health professionals not involved in my research even

though there were trained health providers available at those associations; since this

study isfocusing on the adoption of IMCI strategy by MOH.
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Chapter 1V. Findings and Discussion

This chapter presents the results in illustrated and organized tables and graphs; it illustrates the
descriptive analysis for included sample to reflect the real situation regarding adoption of the

IMCI strategy a MOH/ GS.

In the discussion of results and findings there will be comparing with other literature reviewed
studies, attempt to interpret; discuss the results and finding of this study. Findings are
established from quantitative data collected from al health providers who have received the
IMCI training at MOH, and from the qualitative information provided by the program
coordinators, seniors, trainers at MOH/GS and other supportive associations. There were two
different tools used; each of them was interested by a specific goal. First one concerns with the
characteristics of the study population; their perception and knowledge about IMCI strategy;
availability of heath management support regarding many variables particularly basic
equipments, supplies and essential IMCI drugs and this subject obtained by facility audit
technique through observation. Additionally availability of effective training, follow up visits.
Reviewing the children files to check the IMCI practice at the PHCC and randomly conducted

meetings with many caretakers to check the availability of mother counseling.

The second one was the in-depth interviews instrument; it was addressing the mangers,
trainers and decision makers to get their opinions and suggestions regarding the adaptation,
feasibility of the strategy implementation to our environment, the training efficiency, health
system support and how to erase those barriers to accelerate the implementation of IMCI

strategy in effective way.



A. Findingsderived from the questionnaire

A.4.1 Subjects characteristics

The following table illustrated the distribution of the study population regarding Gender,
province of work, occupation, clinical practice and experience at PHCC.

As illustrated in the table 1, the greater proportion of the study respondents was males who
represented about 51% while females represented about 49% of the total respondents. Thereis

no gap between staff gender at PHCC. There is no significant statistical difference between

males and females.
Female Male
49% 51%

Figure 4.1: Distribution of population by Gender
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Table4.1: Distribution of the study population by their characteristics

Serial Variables Number Per centages
Number
1 Gender
Male 74 51.0
Female 71 49.0
Total 145 100.0
2. Province of work
North 34 23.4
Gaza 41 28.3
Mid zone 16 11.0
Khan-younis 30 20.7
Rafah 24 16.6
Total 145 100.0
3. Occupation
Physician 53 36.6
Nurse 92 63.4
Total 145 100.0
4. Clinical Practiceat PHCC
10Yrsand less 57 393
From11to 20 Yrs 62 42.8
Morethan 21 Yrs 26 17.9
Total 145 100.0
5. Experiencein PHCC
Lessthan 10 Yrs 61 42.1
From10to 15 Yrs 56 38.6
Morethan 15 Yrs 28 19.3
Total 145 100.0
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Table4.1, aswill asfigure 4.2, shows that the most proportion of the study population worked
in Gaza province (28.3 5), followed by those who worked in the North (23.4), then Khan-
Y ounis represented 20.7 % , the forth province was Rafah which represented 16.6 % and the

least percent was at Mid-zone which presented 11 % of the study population.

1007”7
801"
601"
40y 234 263
20.7 16.6
11
O.
North Gaza Midzone Kanyounis Rafah

Figure 4.2: Distribution of the trained population by Province

The percentage of trained health providers at Gaza city around (28.3). This may reflect that the
managers of PHCC/ in Gaza city interested in improving the quality of child health care, and
also concern to improve the health providers’ skills and performance a¢ PHCC. So they
consent that the health providers should attended the IMCI courses. In addition, it could reflect
their convention regarding implementing IMCI strategy which would improve the quality of
care to under age five; so they facilitate the participation at IMCI training courses more than
the other health providers do. The mid zone reflects low percentage regarding the number of
trained health providers. The national IMCI coordinator point of view concerning this issue
that there were over load of work at the PHCC in the mid zone which prevent the health
providers to participate in the IMCI training courses this was the main cause stated by the

managers of the PHCC. (Interview with the national IMCI coordinator, 2008).

-57-



Physician
Nurse 36.6%

63.4%

Figure 4.3: Distribution of Population by Professional Title

As illustrated in figure (4.3) the physicians represented the low percentage among the study
population 36.6 %; the nurse represented the high percentage among the study population 63.4
%. This figure may reflect that there were no equity principles or logic distribution of the
training coverage among the physicians and nurses. It also may reflect that the training of
nurses was more feasible as it required only five days to be carried out whilst, training of

physicians required 11 daysin order to be accomplished.

IUY0

100+

801

60+
40+

201

2005 and before 2006 to 2007 2008 and above

|EIPhysician B Nurse |

Figure 4.4: Distribution of professional title regarding the last training year
Figure (4.4) illustrated that 8.1% from the sample received last training at 2005 and before,

and 21.1 % from the sample received last training at 2006 to 2007 and 70.8 % of the sample
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received last training from 2008 until now. These percentages reflect the slow motion of MOH
in implementing the IMCI training. Because there was gap of time between each course
training and the one follow it a the same time the percentage of physicians and nurses who
participated at the training courses was low in each year and not representative to the al health
providers’ numbers at the PHCC/ MOH.

The Physicians represented 90 % from the total subject who received training in 2005.
However, he nurse represented 10 % at the same year and the next years and the year 2007.
Until now the percentage of nurses started to be higher than the physicians; 39.3% from the
sample the years of clinical practice less than 10 years, and 42.8 % from the sample the years
of clinical practice between 11 -20 years, and 17.9 % from the sample the years of clinica
practice more than 21 years. The mgjority of the study population had clinical experience in
PHCC between 11-20 years so this reflects that the health providers are professional with good
PHC experience. In reference to the years of experience, the study indicates that 42.1 % from
the sample the years of experience in PHCC less than 10 years, and 38.6% from the sample the
years of clinical practice between 10 -15 years, and 19.3 % from the sample the years of
clinical practice more than 15 years. This may reflect the high rate of young health

professionals (More than one third of the study sample had an experience less than 10 years).

A.4.2 Availability of training

One of the key edements of the IMCI strategy is an integrated case management training
course for first-level health workers. The Palestinian MOH implemented the intervention
according to WHO recommendations, the clinical training lasted 11-day the percentage of the
study revealed that the majority of the heath providers explain that they need further

refreshing training and follow up. According to the WHO recommendations 11-day training
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course is an effective tool for teaching health workers from first-level health facilities how to

manage sick children using the IMCI approach.

Table4.2: Distribution of the study population regarding training related variables

Serial Variables Number Per centages
Number
1. Period of IMCI training
One week 92 63.4
Two weeks 47 324
Three and more weeks 6 4.1
Total 145 100.0
2. Sufficient of thetrainingtime
Strongly disagree 11 7.6
Mildly disagree 29 20.0
Mildly agree 67 46.2
Agree 38 26.2
Total 145 100.0
3. Appropriate educational training methods
Strongly disagree 6 4.1
Mildly disagree 14 9.7
Mildly agree 65 44.8
Agree 60 414
Total 145 100.0
4, Needed moretraining for IMCI guidelinesto refresh the knowledge
Yes 126 86.9
No 19 13.1
Total 145 100.0
5. IMCI should bein preservicestraining
Yes 112 77.2
No 33 22.8
Total 145 100.0
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Table 4.2: The study indicates that the majority of the study population received the IMCI
standard training. At the same time 72.4 % from the sample agree about the sufficient of
training time; around eighty six percent (86.2 %) from the study population agree that the
educational methods of training were appropriate and 77.2% from the sample think that IMCI
should be in the pre-service training. Therefore, the study illustrated that high proportion of
the study population satisfied with the IMCI training course and that was a good indicator for
the training efficiency. The study indicated that the IMCI training courses were efficient
enough, but need more intensified and scaling up IMCI training covering a al PHC/MOH
among GS. The main cause of diminishing the impact IMCI training courses; that the training
process not directly followed with provision of essentia facilities, equipment, drugs and
needed support; so unfortunately the training was getting lost.

The main barrier for this issue is the absence of decentralization of training process; shortage
of trained key persons to scale up the implementation of the training, lack of follow up and
shortage of administrative facilitation and provision of essential supplies to enhance proper

implementation of IMCI strategy.

The researcher suggested that WHO recommendation regarding adaptation of IMCI training
should be followed. The essential facilities also should be available at the PHCC. Further
more, IMCI strategy should be included at the medical and paramedical academic curriculum
of schools as the majority of health providers suggested in order to facilitate in job training of
IMCI, consequently to reduce the expenditure of IMCI training courses. Those actions if
considered by decision makers and high-level seniors the training will achieve its goa of
improving and reinforcing the performance of health providers and at the same time sustain

the use of IMCI guidelines in managing and treating sick children.
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A.4.3 Health care providers’ per ceptions and knowledge

Table 4.3: shows that 51.7 % from the sample know that the IMCI policy adopted by MOH.
48.3 % from the sample don’t know if it was adopted or not and this is a serious indicator that
amost half the respondents ended the IMCI training courses have no idea about if IMCI
strategy adopted by MOH/GS or not, these information may reflect that there were lack of
good presentation of IMCI strategy during training courses. The same table also illustrated that
62 % from the sample not practicing the IMCI at their clinics and only 38 % practicing IMCI
some times at their PHCC. This percentage revealed that the majority of the trained health
providers are not following the IMCI guideline after they had received the training course

consequently after a short time they may have forgotten the training course.

Table4.3: perceptions of the study population regarding |MCI adoption, practices

N?ﬁrnit?jer Variables Number %
1. IMCI policy adopted by MOH
Yes 75 51.7
No 36 24.8
DK 34 23.4
Total 145 100.0
2. PracticeIMCI in clinic
Never 36 24.8
Rarely 54 37.2
Sometimes 41 28.3
Often 14 9.7
Totd 145 100.0
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Table 4.4: General perceptions of the study population regarding IMCI strategy

Variables Numbers Percentages
Serial
Number
3. Three component to IMCI
A I mproving skill of health
workers
A lot 71 49.0
Limited 62 42.8
Not at al 12 8.3
Total 145 100.0
B Improving Health system
A lot 63 43.4
Limited 68 46.9
Not at all 14 9.7
Total 145 100.0
C I mproving household and family component
A lot 51 35.2
Limited 61 42.1
Not at al 33 22.8
Total 145 100.0

Table 4.4: shows that 49 % of the sample agree that IMCI is improving the skills of health
workers; 43.4 % from them agree that IMCI improving the health system and 35.2 % from
them agree that IMCI improving the household and community practices; so the percentages

indicate that large proportion of the respondents are convinced with the IMCI strategy.
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Table 4.5: General perceptions of study population regarding effectiveness of IMCI

strategy

Serial Variables Numbers Per centages

Numbers

1. IMCI strategy is effective in improving the quality for children under 5
Strongly disagree 8 5.5
Mildly disagree 8 5.5
Mildly agree 46 31.7
Strongly Agree 83 57.2
Total 145 100.0

2. IMCI strategy is effectivein providing comprehensive carefor children

under agefive

Strongly disagree 15 10.3
Mildly disagree 15 10.3
Mildly agree 33 22.8
Strongly Agree 82 56.6
Total 145 100.0

3. To which extent IMCI training suitableto the nature of work
High suitable 24 16.6
Suitable 106 73.1
Un suitable 15 10.3
Total 145 100.0




Table 4.5: shows that 88.9 % from the sample agree that IMCI strategy is effective in
improving the quality of care for children under age five; 79.2 % from the sample agree that
IMCI is effective in providing comprehensive care for children under age five and 89.7 %
from the sample think that IMCI is suitable to the nature of their work . The study indicates
that although the majority of the study population stated that the IMCI strategy is suitable to
the nature of their work, it is providing a comprehensive care to children up to five, improve
the quality of childcare, improve their skills, improve the headth system and improve the
family and community component. Nevertheless, unfortunately the trained health providers
did not practice the IMCI strategy at their clinics. So this is a serious issue which should be
considered; after the training directly the trained health providers should be able to implement
the strategy according to the national adapted IMCI guidelines with follow up and supervision
and this can be done when there are good health management support, availability of al basic

pre-requisites at the PHCC.

A.4.4 Availability of health management support

The support of health management system is very important factor for proper implementation
of IMCI strategy. Focuses on essential elements of the health system, which must be in place
to ensure the effectiveness of child health interventions. Early experience with IMCI
implementation led to greater awareness of the need to improve drug availability, support
effective planning and management, at district and national levels, and address issues related

to the organization of work at health facilities.
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management support variables.

Table 4.6: Distribution of the study population regarding the availability of health

Variables Numbers Per centages
Support from the management system to facilitate the IMCI implementation
Strongly disagree 63 434

Mildly disagree 46 31.7
Mildly agree 25 17.2
Strongly Agree 11 7.6

Total 145 100.0

Table 4.6: shows that 24.8 % from the sample agree that there is support from the management
system to facilitate the IMCI implementation at the clinic; so the study illustrated that the
majority of the study population stated that there is no support from the management system.
The study indicates that the support and the facilitations from the health management system
regarding the IMCI implementation were weak and insufficient; so this delay the proper
implementation of the strategy, the health management support is a very important factor to
provide the needed rules, polices, plans, follow up, supervision, monitoring and the pre-

requisites.
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A.4.5 Supervision

Supervision is assumed to have a positive effect on the sustainability of health workers
performance over time. Supervisory visits are essential for the quality assurance of the IMCI
strategy. During the visits, case management skills reinforced, constraints identified and
determined where possible. On the other hand, supervision is adversely affected by the number
of supervisors trained, the many other responsibilities that they carry and the lack of resources
particularly transportation. Furthermore, the attitude and support of management for

supervisioniscrucia and vital.

Table4.7: Distribution of the study population regarding the availability of supervision

N?J?rnit?]er Variables Number %
1. Observing case management of sick child by supervisor
Yes 39 26.9
No 74 51.0
DK 32 22.1
Total 145 100.0
2. Availability of supervisory form
Yes 38 26.2
No 72 49.7
DK 35 24.1
Total 145 100.0
3. Supervisor isrecording recommendationsto the PHC staff
Yes 20 52.6
No 10 26.3
DK 8 21.1
Total 38 100.0
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Table 4.7: shows that 26.9% only from the sample agrees that the supervisor observes case
management of a sick child at the last visit to the clinic. Similarly, another percentage
regarding if the record of the latest supervisory visit form include any recommendations to the
clinic staff ; the percentage indicates that 47.4 % of the visited PHCC showed insufficient
supervision forms and further more, lack of written recommendations for the staff at the
supervisory forms. Those percentages may revea that there is lack of the training of
supervisor and the supervisory form not ready or not found. The study indicates that the
supervision was weak, and there were no regular visits and the supervisor to the staff at the
clinic wrote no recommendations. The IMCI strategy recommended that supervisors should be
trained on the strategy and its facilitation techniques and be involved in the follow-up visits to

the health workers after training.

Many experiences in the IMCI implementation revealed that supervision improves health
workers’ skills and sustaining performance. So the IMCI coordinators should concentrate on
this vital element by training new supervisors, maintain the availability of the supervisory
forms and encourage the supervisors to observe case management of a sick child during his
visits to the clinic and write recommendations to the staff to enhance proper follow up of using

IMCI guidelines.

A.4.6 Availability of basic equipmentsand drugs

According to the WHO recommendations, adequate material resources required to be allocated
to enhance the facilitation of IMCI strategy at PHCC. The essential equipments needed

administrative support to be available al the time at the clinics.
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A.4.6.1 Availability of basic equipments

Table 4.8: Distribution of the availability of equipments, facilities and records needed

for IMCI implementation.

Available Not Available
Serial Equipment s

Number No. % No. %

1. Handout guidelines of IMCI 33 89.2 4 10.8
2. IMCI wall chart of guidelines 18 48.6 19 51.4
3. Timer for respiratory rate 25 67.6 12 32.4
4. Referral forms & records 29 78.4 8 21.6
5. Mother cards 25 67.6 12 324
6. Thermometer 33 89.2 4 10.8
7. Torch 26 70.3 11 29.7
8. Weight functioning scale 31 83.8 6 16.2
9. Nebulizer 34 91.9 3 8.1

10. Tongue depressor 35 94.6 2 54

Table 4.8: illustrated that there were many equipments facilitating the following of IMCI
guidelines. But in fact those equipments were aready available at the PHCC for reasonable
cause to cover the needs of the served population, supplies like nebulizer, tongue depressor,
Weight functioning scale, torch, thermometer, timer for respiratory rate, on the other hand the
study indicates that there were shortage of basic IMCI records, mother cards, IMCI wall charts
and IMCI guidelines. As a result this situation reflects that the health management system is

paying no attention to supply the clinics with the required IMCI supplies and equipments.
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A.4.6.2 Availability of drugs

Effective case management requires appropriate access to drugs every day in the PHCC.
Although IMCI requires only alimited set of drug, the availability of those drugs at the PHCC
varied from 20 % to 91 %. So from those percentage the study revealed that the essential IMCI
drugs were not available all the time at the PHCC, so this may reflect that there were shortage
of essential drugs because there were absence of administration actions regarding this subject.

lack of national drug polices or not having essential IMCI drug list.

Table 4.9: Distribution of the availability of the essential drugs of IMCI at the health

facility through out the year.

Serial Yes No DK
Numb I[tems
Hmoer No. | % | No. | % | No. | %
1. The essential IMCI drugs are
26 | 70.3 4 10.8 7 18.9
available in stock
2. MCI drugs are available in the
o 28 | 75.7 4 10.8 5 13.5
clinic throughout the year

The table aboveillustrated that 70.3% from the sample agree that the essential IMCI drugs are
available in stock; and 75.7% from the sample agree that MCI drugs are available at PHCC
throughout the year.

The study indicates that not all the essentia IMCI drugs were not available one hundred
percent in the stock and throughout the year; the availability of the drugs at the clinic through

out the year varied from 70.3 % to 75.7 %.
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Table4.10: Distribution of the availability and the amount thelisted drug

Serial Availability Amount
Number Drugs -
Always | Sometimes Not Adequate In adequate

1 ORS 97.3 2.7 0.0 86.5 13.5
2. Contrimoxazol e tablet or susp. 91.9 54 2.7 91.7 8.3
3. Amoxycillin tablets (250mg) or susp. 91.9 54 2.7 80.6 19.4
4. Nalidixic acid 250mgtab. 78.4 135 8.1 55.9 44.1
> ?’e'é??o'g &‘)3'5‘)3 (Ctgg’\?v?g]' gi)sgle 37.8 20.7 324 36.0 64.0
6. Iron syrup or Drops 25mg/m 94.6 54 0.0 89.2 10.8
7. ia)\{)arﬁgtzrrng(l)o nsqygrup 120mg/Smlor Tablets 100 00 00 94.6 54
8. Tetracycline eye ointment 70.3 18.9 10.8 66.7 333
9. Gentian violet (0.25%) 20.0 34.3 45.7 21.1 78.9
10. ia;l] gltgrz?rl\r;lcl)lj ) solution or metered dose 946 27 57 91.7 33
11. (??If#]tgamol syrup 2mg/5 ml or tablets 2mg 972 o8 00 778 279
12. Diazepam ampule (10mg/2ml) 62.2 324 54 60.0 40.0
13. Erythromycin syrup (200mg/5ml) 70.3 27.0 2.7 47.2 52.8
14. Metronidazole 125mg/5ml 83.8 135 2.7 63.9 36.1
15. Diloxanidide furoate 250mg tab. 25.0 41.7 33.3 37.5 62.5
16. Chloramphenicol IM 5.6 5.6 88.9 50.0 50.0
17. Benzylpenicillin IM 45.9 40.5 135 51.6 48.4
18. Gentamycin IM 0..0 111 88.9 0.0 100.0

The study indicate that there were a kind of shortage of some essentia IMCI drugs like

Vitamin A blue (100,0001U)or red(200,0001U) caps with nipple ; Gentian violet (0.25% )

Erythromycin syrup (200mg/5ml) ; Diloxanidide furoate 250mg tab; Chloramphenicol IM ;

Benzylpenicillin IM and Gentamycin IM the percentage varied from 0 to 51 % .
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A.4.7 Assessment of Health Providers Skills

Table 4.11: Distribution of respondentsregarding clinical practices of IMCI

Variables Yes No N/A

No. | % No. | % No. | %

1. Assessment of skills of the Health

worker

Using IMCI guidelinesin treating the child 371255 35| 24.1 73 | 50.3

Health workers correctly assessed achild <5 | 51 | 35.2 19| 13.1 75| 51.7

Health workers correctly classified the child 49 | 338 20| 13.8| 76| 52.4

Child needing referral was referred 93 ] 64.1 14 9.7 38| 26.2

Correct home advice on treatment was given 93 | 64.1 16 [ 11.0| 36| 24.8
to the care taker

2. Evaluation of records

Individual IMCI recording forms properly 291 20.0| 4329.7| 73503
filled and maintained

OPD register in maintained according to 19 | 13.1 50345 76| 524
IMCI table

Classification is written on the OPD register 24 | 16.6 | 49| 33.8| 72|49.7
according to IMCI table

Record of follow up is maintained in the 22| 15.2| 48| 33.1 75| 51.7
OPD register aswell as the recording forms

-72 -



The study indicates that there were deficiencies in the performance of the essential IMCI steps.
Assessing, classifying and managing the sick child according to the IMCI guidelines. The
results reviled that the implementation of the IMCI strategy needs more consideration and
support from the health management system. Including maintaining equipments and supplies,
e.g. IMCI guidelines and records have to be maintained; facilitate the referral pathway of the
severdly ill children. Follow up and support the trained staff at the health facilities by provide
not only the needed technical support but also they needs to ensure that new courses or in-
service training are coordinated and that health workers are supported after every course.
There is a need for their difficulties and challenges to be addressed, so that newly acquired
skills and knowledge can be applied.

Regarding this subject, the researcher suggested that it is advisable to link program and
training courses during the training. For example, expanded program of immunization (EPI)

and IMCI have agreat deal in common. This will help health workers to integrate services.

A.4.8 Household and Community knowledge

The household and community component of IMCI seeks to address household knowledge
and practices as critica keys for child survival, growth, and development. Table 4.12: shows
that 86.5 % from the study population agree that they know children up to 6 months need
exclusive breastfeeding. around ninety one percent (91.9 %) from them agree that know
children aged 6-9 months should receive breast feed and complementary feeding, seventy
three percent from them agree that they know children should be given increased fluid and
continued feeding during illness and 73.0% from them agree know when to seek care during

child’s illness. The national IMCI coordinator stated that the family and community
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component is still not promoted and still need refreshment and activation.

national IMCI coordinator, 2008).

Table4.12: Distribution of caretakersregarding various variables.

(Interview with

Serial Yes No DK
Number ltems
No. % No. % No. %
1. Care taker knows that children up
to 6 months need exclusive 32 | 86.5 2 5.4 3 8.1
breastfeeding.
2. Care taker knows that children
aged 6-9 months should receive
breast feed and complementary 34| 919 ! 27 2 >4
feeding
3. Caretaker knows that children
should be given increased fluidand | 27 | 73.0 6 16.2 4 10.8
continued feeding during illness
4, Caretaker knows at least two sings
of when to return immediately 131351 8 216 ) 16 1 43.2
5. Caretak_ers kn_ovv’ When to seek 27 | 730 5 135 5 135
care during child’s illness.

Four main areas should be achieved to promote the family and community component: growth

promotion and development, disease prevention, home management, and care seeking and

compliance to treatment and advice.

Strategies and activities to promote key household practices to achieve the above objectives

and expected outcomes of the household and community component of IMCI, six strategies

are recommended:
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1. Advocacy at all levels to promote political and social commitment, mobilize resources, and
stimulate development of supportive policies.

2. Socia mobilizations for partnership building.

3. Program communi cations to promote and sustain positive behaviors among key target
audiences.

4. Strengthening linkages between health facilities, communities and households.

5. Improving collection and utilization of community-based information.

6. Building capacity for effective program implementation.

(WHO, Sudan, 1999).

-75-



In- Depth Interviews Findings

The highlighted pointsregarding the IMCI implementation strategy

IMCI strategy is suitable and convenient

During the in-depth interviews with the managers of the supportive associations, trainers of
IMCI and national coordinator they highlighted the following points regarding the adoption of
IMCI strategy and its implementation status at MOH. The results indicated that there were
major problem regarding the IMCI implementation. The mgjority of the participant has the
same opinion that the IMCI strategy is feasible and convenient to be implemented at PHCC.
The participant aware that strong manageria decisions, procedures and polices needed to

enhance the implementation process to achieve good results.

Major problemsthat affected the IMCI implementation

Lack of Adaptation and Representation of IMCI Strategy to the National Plan

The participants agree that there were serious delay in the implementation process since the
early implementation phase; that delay as aresult to unfit procedures had bee done at the early
adaptation stage. When MOH/GS adopted the IMCI strategy, the adapted guidelines were very
long and have not clear language, as stated by one of the interviewed experts “the responsible
IMCI seniors program at WB changed and adapted the IMCI guidelines to the national plan
without any coordination with GS". When seek more clarifications, he added, “the adaptation
process should be according to the WHO recommendations, further more the IMCI guidelines
should be adapted to the local epidemiological and cultural conditions”. This points is

matched the WHO recommendation that the adaptation process should involves a review and
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revison of existing national policies and guidelines for outpatient paediatric care. IMCI
guidelines may require sub national adaptations and periodic revision or updates (WHO,

2001).

Several participants strongly agreed that it is important in the early implementation phase of
IMCI implementation to build and maintain consensus on the adapted guidelines among
technical program related to child health to ensure successful and sustainable IMCI strategy
implementation because the consensus is considered as integral factor in facilitating the
implementation. One of the respondent stated, “the IMCI strategy should be considered as a
national need in order to increase the quality of care among under five age group, this can be
achieved through collaborating between all the associations and societies that concern to

improve the childhood conditions".

Lack of Training and Follow up

Regarding the delay of the IMCI implementation issue; one respondent described the program
and he said, “the most integral cause of the implementation of IMCI delay that there were lack
of representation of the strategy and the environment was not ready to accept a new approach,
so this is the main challenge ". At the same direction, he added, "After the implementation of
the training to the selected health workers there were lack of systematic follow up, insufficient
supervision, inadequate materials and supplies to facilitate the implementation of the

strategy".

All the experts settled unanimously that there were lack of IMCI presentation to the primary
health managers, health workers and community. Inadequate training coverage, insufficient

follow-up, monitoring, and absence of policy to enhance the proper implementation of the
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IMCI strategy. Regarding this subject, the absence of policy: one of the participants confirmed
that " a clear policy is required to develop full implementation of IMCI strategy, later than a
set it should be followed by procedures to insure the full implementation of al desirable

support and activities in order to achieve the most wanted aims.

persuasion of IMCI asan useful strategy for under agefive
The magority of participants strongly thought that the lack of convention among health
providers in the IMCI strategy is considered a hindrance factor to use the national IMCI

guidelines after the training courses in managing and treating sick children.

Shortage of Administration Support

At the same time, most of the participants agreed that high rotation and turn over of trained
health staff was a critica element, which could slow down the progression of IMCI
implementation. In addition; the mgjority of them approved that over load of the work and
insufficient time for each child to be managed and treated were significant factors to pay no
attention to follow IMCI guidelines. The respondents collectively confirmed that lack of
administrative support for the IMCI strategy implementation such as the weak supervision and
motivation. Inadequate of trained human resources and at the same time the trained health
providers lost their training skills. And the main cause that there were lack of follow up for
them after the training courses; lack of IMCI equipment and supplies; shortage of medical
records, stationary, register forms lack of health providers incentives, were considered the
most important barriers for the scaling up of the IMCI strategy. Regarding the incentives one
of the IMCI trainees affirmed, “the reward and punishment technique is an effective way in

improving the health providers’ performance”.
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Suggestionsto improve IMCI strategy

I mprovethe Supervision

Improve supervision and follow-up process should be sustained by integrating them into the
regular supervisory system; consequently, when the supervision organized the health worker
performance and skills could be improved. One of the participants stated, “Training of
supervisors should be done and accelerated in order to save the sustainability of the
implementation of the IMCI program”. Another one added that " Supervision needed to be
activated with the provision of needed facilities like: supervisory forms, checklists and

transportation to visit PHCC".

Increase IMCI training coverage and initiate follow up visits after thetraining

The IMCI trainers suggested that the coverage of the IMCI training should be accelerated,
referral and counter- referral system should be promoted and more over the rational use of
drugs should be endorsed. Regarding the accelerated of the IMCI training coverage; one of the
expert suggested, "Training to key persons in every single governorate, then accelerate the
training by those key persons to increase the number of trained health workers'. An
innovative aspect of IMCI training according to the WHO recommendations is that to include
afollow-up visit to each health worker managing children in afirst-level heath facility within
four to six weeks of training. The purpose of this visit isto help the health providers to initiate
IMCI at their PHCC, reinforce skills learned during training and identify faced problems in
order to solve them. The visit also provides an opportunity to record monitoring information.
In countries that carried out follow-up visits, staff reports that visiting trained workers can

support the transfer of IMCI skills to routine work in facilities. Information collected during
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follow-up visits suggests that health workers who have been trained in IMCI are performing
well. Staff also reported that the quality of IMCI implementation is higher in facilities where

more than one health worker istrained in the IMCI strategy. (WHO, 2001).

I mprove the community and house holds participations

Most of the respondents granted that the household and community participation is a vital
component of the IMCI strategy. Moreover, it could be achieved through building partnership
between the health facilities and population they served through collaborating with the
concerned local NGOs and volunteers’ key persons to promote the family practices

consequently improved the quality of children health and nutrition.

Initiate pre- service IMCI training

Further, more, they have the same opinion to initiate pre-service IMCI training at medical,
para medical and nursing schools to improve the IMCI demonstration status among the health
providers and to reduce the expenditure of the IMCI training courses. One of the interviewers
confirmed that " the endorsement of the IMCI strategy at the medical schools; will diminished

the training expenses".
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6. Discussion

The present study was designed to evaluate the IMCI strategy which adopted by MOH/GS. The
study considered the IMCI status at MOH. Additionally, the study points to the main challenges
encountered the proper implementation of the strategy. The IMCI strategy offers a set of
interventions that promote the rapid recognition and effective treatment of major killer-diseases
of children under five. It aimsto prevent and reduce the number of cases of these diseases and to
improve the quality of care of children in the heath services, while aso involving parents,
households and communities in the care of their children. To implement the guidelines, WHO
recommends in-service training with job aids and a follow-up visit with feedback after training.
IMCI levels of application are:

a) In health services, to improve the quality of care and to better respond to population needs.

b) In the community area, to improve access, early diagnosis, treatment, and reference, placing
more emphasis on promotion and prevention.

c) At the family level, to better address the needs of the mother and the child.

Studying the current situation regarding the evaluation of IMCI strategy is of great value to
highlight the main barriers in order to develop predictive procedures aiming to help in
improving the proper implementation of the IMCI strategy. The researcher in the next pages
attempt to focus on the main findings that revealed by the study, and to explain those findingsin

the light of other studies.

6.1 Training

The training courses continues to represent the backbone of IMCI implementation, Generadly,

the study reveals that almost all the study population had received IMCI training courses . the
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researcher found that ; although the training program have been carried out, still there is a
chance to improve the IMCI training courses to ensure the sustainability and to scale up the
IMCI strategy at all the PHCC/GS. According to the WHO recommendation, training for the
IMCI includes both initial skill acquisition and skill reinforcement. The IMCI course is designed
to help the health providers acquire new skills to manage sick children more effectively. Health
providers may find that it is difficult or some times they are not convinced to change their way
in treating and managing the children, however, to begin using these skills after the training;
They often need help to transfer what they have learned in the IMCI training course to their

clinics.

The literatures indicate that there is a clear correlation between productivity and training; the
training strengthens an employee’s knowledge base; increase care skills that yield higher level
of productivity and create a sense of loyalty (Mark Benjamin, 2008). Additionaly, training
developed required skills; establish best practices for work and performance standard and
further more it is establish new practices that support the improved performance (Susanne

Rothschild, 2005).

When the health providers completed the IMCI course, they are expected to have the
knowledge and skills to; assess, classify and treat sick children accurately following the IMCI
case management guidelines. Administer pre-referral treatment correctly and refer ill children.
Counsel caretakers about home care including how to give treatment, what signs to look for
that indicate a child should be brought back immediately to the health facility, and when to
return for follow up. Check children’s immunization status routinely and give immunization
when needed, carry out feeding assessments of children who are less than two years old or

who are very low weights for age and when necessary, provide caretakers with appropriate
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nutrition and breastfeeding counseling. "Based on experience on early used countries WHO
recommended the following criteria for a standard IMCI in-service course ; maximum 24
participants per training course , ratio of facilitators to participants of no less than on to four ,
the completion of all training modules, duration of 80 hours , minimum of 30 % of time in

clinical practice and minimum of 20 sick children managed by each trainee" (WHO, 19999).

The study indicates that there was variation among GS regarding the number of trained health
providers. The training should scale up to cover all the PHCC among al GS and the delivery
method should be effective and equitable. In each country, it is helpful to test the adapted
course materials during one or two training courses before they are used on alarger scae.

The experience of Nepal. Nepal established a Working Group for IMCI in 1997. The
guidelines and training materials have been adapted and translated into Nepali. IMCI training
courses at national and district levels, including one facilitator-training course, have been
conducted successfully and follow-up visits to trained health workers have started. IMCI is
implemented in one district. A district planning workshop and a national review and re-
planning meeting was held in September 1998, to provide the basis for the expansion phase.

(WHO, 1999").

The experience of Uganda reflects the proper implementation of IMCI strategy. Uganda
adopted the IMCI strategy at 1995, they were adapting the clinical guidelines and training
materials in July 1996, the training for the national health providers started in August 1996
immediately after four to six weeks follow up visitsto help the trainees to start the IMCI and
reinforce their skills. After on year of implementation, Uganda reviewed the experience gained
and began the expansion phase. By May 1998, 24 districts had started the introduction of

IMCI and six of them aready had more than 50 % of their health providers trained in IMCI.
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The MOH adapted the feeding recommendations to make the IMCI more effective; IMCI is
now included in the national health policy and the ministry of health plans to introduce IMCI
community interventions in selected districts in 1998 and pre-service training in 1999 with the
support of mgor partners , including UNICEF and the World Bank (Sabiiti et al, 2004).
Although the training carried out but the majority of the study, population stated that they need
more training for refreshment of their knowledge. The researcher point of view that the main
rational for thisis that the training was not systematically planned and developed. Further more
there were no direct follow up to the trained staff; the researcher suggest that through providing
sufficient and sustainable follow up this will intended to reinforce the new skills and solve the
problems in the implementation of the IMCI guidelines also help in transferring and applying

the gained skillsto the PHCC.

6.2 Supervision

The study indicate that the supervision activates were clearly insufficient and weak. As
mentioned at the finding chapter the majority of the study population stated that there were no
regular visits and the supervisor to the staff at the clinic wrote no recommendations.
According to the WHO recommendations follow-up visits, is the second component of the
training. A team including a supervisor and IMCI facilitator who have been trained in IMCI,
facilitation skills and conducting follow up visits; to help health workers apply what they have
learned to their routine clinic responsibilities, should conduct follow-up visits. The visits
should occur within four weeks after training in order to help health workers to get started. In
addition, it should continue to ensure the sustainability of the implementation of the strategy.
This result of the study is congruent with the results of an assessment of IMCI implementation

which was conducted by Helen Keller International society with department of health at
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Philippine from august 26 to September 13, 2002, in three provinces at Philippine. The results
indicated that there are deficiencies in the performance of the essential IMCI steps, assessing,
classifying and managing. The assessment also revealed that amost 90% of sick children were
not appropriately managed, primarily because their signs and symptoms are not correctly,
completely assessed and properly classified by the trained heath providers. Provision of
technical support offered by supervision from the local health systems as well as from the
health department is frequently not available. This is a mgor explanation to the observed
performance deficiencies of the health workers. (Helen Keller International, 2003). The
literature indicate that the supervision improve the health provider performance as revea ed by
the Moroccan experience in implementing IMCI strategy. The supervision and follow-up visits
after training; improving the quality of the management of sick children at heath facilities.
Follow up after training provides a fundamental mechanism for improving and maintaining the

performance of health workers and strengthening the health system.

In Morocco, all heath providers trained in IMCI were followed up once within four to six
weeks of training and most of them received a second thorough follow-up visit within 6
months of training. The encouraging findings showed that, by the second visit, health workers,
clinical assessment of cases had become more complete and integrated, assessment of child
problems was carried out more frequently, staff’s skills and counseling were improved

(Joseph et &, 2002).

A review of facility based supervision, which was conducted at Ghana in 2001, the findings
were as follow: positive findings, supervisory team are in place; schedule routine visits and
make the magjority of visits. Facilities had been visited between three and six times in the

previous months. Standard checklists that combine administration and technical information are

-85-



used. The importance of solving the problem is recognized and a number of activities were
undertaken routinely to address problem (MOH/Ghana, 2002).

Supervision is negatively affected by the number of trained supervisors and lack of resources
especially transportation. Furthermore, the attitude and support of management for supervision

iscrucial.

The researcher suggested that the decision makers and director managers at the MOH should
consider that the supervision needs activation and strengthening by establishing awell planned
supervision program including supervisors training, provision of supervisory forms or

checklists and transportations.
6.3 Pre-servicetraining

As mentioned at the finding chapter, a high proportion of the study population stated that they
want the IMCI strategy to be introduced in pre-service curriculum. The IMCI in-service training
Is essential for the sustainability of the strategy; good progress has been predicted in identifying
effective approaches for introducing IMCI strategy in pre-service curriculum and involving the
academia since the early beginning of IMCI introduction has proved to be a critical factor
(WHO, 1999°). If paramedical and medical workers leave their basic training with skills in
IMCI, improved case management and reduce the cost of the training. Several countries have
begun experimenting with pre-service training; one of them is Egypt; the university of
Alexandria agreed to introduce IMCI as an integral part of the essential paediatric curriculum for
the 5" year of medical students of the faculty of medicine starting from the scholastic year 1999-
2000. This experience at Alexandria university was followed by the introduction of IMCI in two

other Egyptian universities Al Minya and Al Azhar starting from scholastic year 2000-2001.
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Four other universities requested the help of WHO to adopt IMCI pre-service activate (WHO &

MOH/Egypt, 2002).

Adeguate representation in the IMCI management through working group not only from the
ministry of health staff; but also from the academic, national and internationa institutions in
health and civil society and other partners like: pediatricians, professional societies are share in
the working group. This broad representation will be a key for the building of consensus; then
cooperation in planning, adaptation and implementation. In Pakistan, both the program
managers and pediatricians joined the IMCI orientation, involved in the planning process and

being members of the IMCI implementation and adaptation-working group (WHO, 2000).

The researcher suggested that to introduce the IMCI strategy at our local universities agendas; at
the medical and Para-medical professional; also at medical nursing schools or colleges. this step
will enhance the IMCI representation among the varies health professionas and consequently
facilitate the IMCI implementation because the link between health education and clinica
training on IMCI give the trained health providers the chance to be familiar with the messages
of the health promotion campaigns, further more decrease the cost of IMCI training courses.
Additionaly thiswill institutionalize the concepts of case management and reduce the cost of in-

service training.

6.4 Support form the management system

The majority of the study population stated that the support from the management system was
clearly insufficient. Most of literature reviews indicated that the administrative health system
support improves the full implementation of the IMCI strategy. This result of the study is

congruent with the results of a cross-sectional survey was designed to characterize the

-87-



performance of health care workers who treated ill children of age 2-59 months at health
facilities in the Central African Republic from December 1995 to January 1996. The main aim
of this survey to identify predictors of correct treatment by health care workers, assessment of
health facility supplies using a checklist was done, also standardized interviews with health care
workers to characterize their training, supervision and perceived barriers to the provison of
optimal care to sick children. The most frequently reported points by health care providers were
lack of training, lack of medications, lack of equipment, shortage of trained manpower and
heavy patient load with lack of time considered the major barriers to providing correct treatment
to sick children (Alexander K. Rowe et al. 2000). Health facility survey on outpatient child care
services was done at Egypt in March 2002. The survey has evaluated the key supportive
elements of the health system in facilities where the IMCI strategy has been implemented,
particularly in terms of organization of work, clear distribution of tasks among doctors and
nurses and availability of the essential drugs required for IMCI, supplies and equipment. The
data on case management shows that providers trained in IMCI follow a systematic approach to
a sick child, according to the standard IMCI guidelines of the MOH and population, and those
drugs are used rationally. This situation is likely to have been strongly promoted and supported
not only by training courses but also through the skill reinforcement and follow-up visits after
IMCI training courses. An important role may have been played by the feedback meetings at the
end of the follow-up visits that have seen the full involvement of the central IMCI team, trainers
and key staff of the governorate, districts and facilities concerned (WHO, 2002).

Another lessons learned from the M ozambique experience which reflect how the support from
the management system facilitate the proper implementation of the IMCI strategy and this
experience should be as a lesson learned from the experiences of others. IMCI strategy was

introduced in Mozambique in 1998, and because the strong support form the ministry of health
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their; this resulting in rapid expansion of IMCI implementation. All provinces have facilitator
teams able to conduct local training courses. As aresult of decentralization, training coverage

has been greatly improved (WHO, 2005).

The researcher is suggesting that managers at all levels need to be fully acquainted with the
implications of implementation of the strategy. Adequate human, financia and materia
resources need to be allocated to maintain, promote and practice IMCI activities at community
or health facility levels. Additionally MOH/GS should increase focus on policy formulation,
strategic planning, setting standards, legislative and regulation mechanisms, multi-sectoral
coordination, monitoring and controlling quality of health care. It should become known that
the IMCI strategy is a nationa priority for the Paestinian society so that all program
coordinators at nationa level, such as health promotion, human resource development should
include IMCI in their agenda. The results of this study should be brought to the attention of all

IMCI facilitators, course directors and clinical instructors.

6.5 Basic IMCI equipment and essential drugs

Findings indicated that the availability of the essential drugs at the PHC centers were
reasonable to cover the needs of the served population. Further more the study revealed that
there were shortage of basic IMCI supplies at the PHC facilities like IMCI hand out
guidelines , the wall IMCI chart , child records, mother records and supervisory forms; at the
same time there were shortage of some essentia IMCI drugs e.g. vitamin A . Health
management system should do efforts in attempt to improve the availability of basic and
needed equipments and drugs at health facilities. Lack of access and irregular supplies are a

problem which can affect negatively the IMCI implementation; with out the availability of
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essential IMCI drugs at the facility level, IMCI implementation will suffer. Ensuring the
availability of essential IMCI drugs at the PHCC is another key area of heath system support
to the implementation of the strategy. The results of this study match the results of a
assessment of the PHC professiona’s knowledge and practices regarding the IMCI strategy.
one of the barriers of the practice of IMCI a PHCC was that the shortage of essentia

equipments and drugs (Awadallah, 2005).

Sudan’s experience was presented at this study to describe the challenge that was met in the
shortage of IMCI essential drugsit wasin agood position to share its experience to over come
this problem; it can be summarized in the following points.

The first step: reviewing drug policy and consistency of guidelines; the issue of drug
availability was addressed early during the IMCI adaptation process. A task group on drug was
created under the national IMCI implementation group. It carried out a review of the nationa
essential drug list and national standard therapeutic guidelines recommendations on use of first
and second line drugs. The result of the review that, while all the IMCI drugs included in the
national essential drug list, injectable pre-referral drugs were not listed for use at the PHCC; so
those targeted by the IMCI strategy. Second step: making implementation decisions. PHCC
targeted by IMCI in the early implementation phase were adlowed to receive and use the
recommended drugs. Third step: confirming IMCI role in improving drug availability; also
this confirmed the critical role played by IMCI strategy in strengthening the health system.
The last step: All concerned parties were involved in the review of the drug management
system, objectives and policies. It was a mgjor chalenge, in term of procurement, distribution
and affordability of drugs, including various cost recovery mechanisms, health insurance,

MOH drug system, NGOs schemes, pharmacies (WHO, 2000).
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The researcher suggested that the essential IMCI drugs should be available at the PHCC all the
days of the month as recommended by the IMCI protocols through establishing a clear drug

polices and executing administrative decisions to develop the IMCI implementation.

6.6 Health care provider’s skills, perceptions and knowledge

The study revealed that alarge proportion of the trainees stated that the IMCI strategy improve
the health system, health providers skills, family and community participation. They aso
mentioned that the strategy is effective in improving the quality of fewer than five children.
Additiondly it gives a comprehensive care for those children; further more the IMCI suitable
to their nature of work; but unfortunately, although the trainees reflected a good impressions
and positive indicators the IMCI training courses not followed with planned visits, organized
supervision, monitoring and evaluation to detect the strong points and weak points regarding
the implementation at the PHC facilities. So after that the directors of the IMCI program can
focus on the main problems and solve them to improve the health provider’s performance in

following the IMCI guidelines.

Other countries experiences revealed that the proper implementation of IMCI strategy have
positive impact on decreasing the under five child morbidity and mortality rates. Studies in
Uganda have shown that most IMCI counseling by health providers is good, and that IMCI
counseling guidelines are effective in improving drug counseling quality and treatment
compliance ; In India, workers can effectively use IMCI guidelines for diagnosis and
management of illness and they used a modified form of the IMCI guidelines. A package of
essential newborn care practices reduced sepsis mortality by 76 % and neonatal mortality

declined by 62 %; In Kenya, the IMCI implementation have reduced child mortality by 49 %;
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and increased DPT vaccinations to 84%; In Nepal, workers can correctly diagnose and treat
pneumonia, and over 80% retain knowledge of danger signs and antibiotic dosages for severd

years after training (Baltimore, 2001).

The researcher suggest that the IMCI implementation should follow the WHO
recommendations; the managers, directors, facilitators should brought to their attention that
the training of the health providers aone can’t improve their performance skills to follow the
IMCI guidelines; the provision of all the needed support strengthen the IMCI implementation

consequently scale it up to be institutionalize among GS.

6.7 Family and household component

The national IMCI coordinator stated that the family and community component is still not yet
promoted and still need refreshment and activation (Interview with national IMCI coordinator,
2008). As families have the major responsibility for caring of their children; health care
providers need to work with families to ensure adequate home care and to support the healthy
growth and norma development of the children under five age group. On the other hand:
families need to be respond appropriately when their children are sick, need to know the
appropriate time for seeking assistance and also need to know additional care, counseling and
recommendations for treatment. The improving of the family and community practices is one
of the three components of the IMCI strategy, the main goals of this component to initiate a
link between the families and the health providers, to reinforce and sustain the family practices
that are very necessary for the survival, growth and development of the children. In order to
improve the care of children by their families there are severa elements ; firstly: family

should response to illness care seeking by asking advice from the health providers,
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additionally there were a preventive and promotive child interventions like : improving

feeding practices, micronutrient supplementation and reducing indoor air pollution.

Examples of the best practices in the improvement of the family and community practices at
severa countries.  In Ethiopia, trials teaching home treatment of malaria reduced deaths
among children to 29 per 1000 from 50 per 1000 in controlled communities. A study in
Bangladesh has revealed that exclusive breastfeeding rates increased to 84 % with the
community promotion program. A research in Peru and India demonstrated that it is possible
to improve the infant feeding with nutritional counseling in the health services. Also the
positive deviance mode reduced severs malnutrition in Vietnam from 26 % to 4 % in two

years (Baltimore, 2001).

The researcher suggested that the family and community component should be activated and
empowered by learned the lessons form other countries experiences. In order to enhance the
third component of the IMCI strategy implementation as well increase the quality of care to

under five age group children.
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Concluson and Recommendations

Conclusion

In an attempt to evaluate the IMCI strategy that adopted by MOH/ GS, the current descriptive
anaytical study was conducted at PHCC. Paralel with WHO recommendation is to improve
child health services in Palestine, the MOH adopted the IMCI in 2002, and is being activated on
capacity building of primary health care settings, including training of heath care providers at
the PHCC level. However, the program is not well followed up nor supervised, therefore, the
aim of the study is to evaluate the IMCI strategy status to recognize how the implementation
could be promoted. Main goal for establishing the IMCI strategy is to achieve a greatest benefit
for up to five age group in order to decrease morbidity and mortality rates. Also it is effective in
improving the quality of care to the same age group and ensuring a comprehensive care for
them. Additionally the IMCI strategy improves the health system structure, it improves the
health providers skills in treating and managing sick children and it promotes family and
community practices. So if the implementation of the IMCI promoted and developed by
overcoming the main present barriers, adoption of clear supportive policies and provision of
basic supplies and facilities paralel with the WHO recommendations all these necessary actions

and procedures ensure the proper implementation of the IMCI strategy.

This study is the first one in GS, which deals with evaluation of the implementation of IMCI
strategy and the main objective of the study to promote the implementation. The study sample
included all the PHC physicians and nurses who received training in the IMCI the response rate
was 90.6 %; also seniors and decision makers and trainees at MOH and supportive associations.

The study demonstrates that there were major problems affecting the IMCI implementation
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strategy. The training was carried out; but still there is a chance to improve the IMCI training
courses. So manageria interventions such as sufficient follow up, supervision and monitoring

are crucially important to promote the IMCI implementation.

around seventy seven percent (77.2 %) stated that they need the IMCI to be included in the pre-
service training at medical and paramedical curriculum. So the researcher suggests that the IMCI
strategy should be introduced at the local universities to give the trained heath providers the
chance to be familiar with the messages of the entire implementation of the strategy. At the same
time, the study demonstrated that there was lack of support from the health management system
around of 75 % of the study population agree on that issue and this could be eased through

sufficient manageria intervention.

the study reveded that the supervision insufficient as well there were insufficient supervisory
visits to the PHCC; insufficient supervisory forms available and no recommendations written to
the staff. All those problems could be alleviated through reinforcement of the supervision by
establishing training courses for new supervisors and well planned supervisory visits program.
On the other hand the study reveaed that there were shortage of basic IMCI supplies at the
PHCC like IMCI hand out guidelines, the wall IMCI chart, child records, mother records and
supervisory forms; at the same time there were shortage of some essential IMCI drugs e.g.
vitamin A; managerial intervention is necessary to over come drug. so effort should be done for
the improvement of the availability of essential drugs, basic equipments and supplies. Also the
study revealed that the involvement of the third component to improve the family and
community practices as the national of the IMCI coordinator stated is still not promoted and still

need refreshment and activation. (Interview with national IMCI coordinator. Nov.-2008)
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The researcher suggested that the family and house holds practices should be promoted to create
a partnership between health providers and families. The result of in depth interviews
emphasized the same results of the questionnaire. The people who participate at the in-depth
interviews reveded that there were numerous barriers including the over load of work at the
PHCC. Inadequate training programs with non-planned follow up after it, poor acceptance of the
community to the benefit of the strategy, lack of support from the management system, no clear
supportive policy, insufficient supervision and monitoring, insufficient provision of basic need
IMCI supplies. Most of them suggested that there is a need for clear policy, clear managerial
intervention procedures and support from the health management system to reinforce the
implementation of the strategy, scaling up the coverage, coordinate with other different players
including the governmental organizations, NGOs, UNRWA.. Also, activate the supervision and
follow up programs by training new supervisors, establishing systematic planned visits,
providing the essential drugs and equipments and other facilities needed for the implementation
of IMCI strategy after training, increase the trainee’s numbers by establishing equity principles
to cover all GS. Increasing the participation of the community by building up relationship in

order to increase the quality of children health.

Recommendations

The study enabled the researcher to put useful recommendations to help in improving and
promoting the status of IMCI strategy at the ministry of health if considered by policy makers,
managers and health professionals as follows:

e Managers at all levels need to be fully aware with the IMCI strategy; Policy makers

needed to take decisions focusing on the holistic concept of the IMCI strategy.
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e The management capacity of the health care system should be empowered in a way that
would strengthen the implementation of IMCI and follow up the protocols.

e Adequate human, financial and material resources needed to be alocated to facilitate and
maintain what has been achieved and to cope with the expansion phase.

e Follow up of trained IMCI health providers should be intensified.

e The supervisory visits should be sufficient to PHC in order to provide support and
guidance as well asto reinforce the performance of health providers.

e Adequate data for evauation must be collected regularly and used to adjust
Implementation.

e Introducing the IMCI strategy in the teaching agendas of the local Universities as it
should be an integral part of the medical and Para- medical curriculum to enhance the
understanding of the message of the strategy.

e Thereis a need to develop community participation and family support to the health

system to create community collaboration.

Study recommendations

e More focused studies that tackle certain group of variables independently need to be
conducted such as training, supervision.
e More studies that concentrate on how the health providers’ skills and performance can be

promoted in using the IMCI guidelines.
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Annex (1)
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Annex (2)

Map of Gaza Strip
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Annex (3)

(WHO,2004).

Figmee L Process of rhe management of cases in the INCT stravegy for children of 2 monchs to ¥ vears old. {modified from
WHOUNICEF “model chapter for rexthouks")

Check for DANGER SIGNS

¢ Comulsions

¢ Leharoy meonseiousness
¢ Inaboiity oo dnnk - breps:fzed
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Assess MAIN SYMPTOMS

¢ (ouzd difieulty breathing
¢ Diehes

¢ Mo

¢ Oherproblers

Assess INMUNIZATION starus
and vitamin A supplemenration

Classify Conditions and Identifv
Treatment Actions

- Home Treatment

Referral
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Annex (4) (WHO & UNICEF, 2001).

The Integyrated Case Management Process

Outpatient health 1acility

Check for danger signs

* Convulsions

* Lethargy or unconsciousness
* [nability to drink or breastieed

Asgess main sympioms

* Cough or difficulty breathing
* Diarrhies

+ Fever

+ Ear problems

Asgess nutrition and
immunization status and
potential feeding problems

Check far other prablems

Classify conditions and
identify treatment actions
according to color-coded

treatment charts

Fink Yellow Green
Urgent referral Treatment 6t outpatent Home menagement
heaith facility
Outpatient health faciliy uepatient health faciliy Home
* Give prereferral treatments * Treat local infection Caretaker is counseled on howta
+ Advise parents * Give oral drugs * Give oral drugs
* Refer child * fidvize and teach caretaker * Treat |ocal infections at home
* Follow up * Continue feeding
+ Determine when to return
immediately
+ Follow up

|

Fink
Urgent referral

Referral Facility

+ Provide emergency triage
and treatment

+ [liagnose

* Treat

+ Monitor and follow up

Soired. WHO and UNICEF 2001,
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Annex (5)

(Hamad, 2005)

Figure 3: Distribution of infant death by causes

411

20 7 14.3 13.1
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Annex (6) (USAID, 2001).

IMCI Components

IMCIComponents

Improvement of health system

«[rganization and managsmant

+Availability of druga
«Quality of cars

‘Refamal and counter-refemal

Jnformation syatama

family and
community practices
(Community-IMCI)

‘Heaith raform

Improvemant of hM
«Btrengthening of GHA

+|EC:-Bast practices
[ntar-ssctor work

Adapted from WHO/CAH,

Improvement of health
workers' skills
(ClinicalAMCI)

Training

Follow up and manitaring
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Annex (7) (UNICEF, 2006).

Figure (7): Prevalence of malnutrition among children under five by sex
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Annex (8) (Core Group, 2001)

NITY IMCI
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Annex (9)

(PCBS, 2003).

| Distribution of the Population by Place of Living
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Annex (10)

School of public health
Cover letter
Questionnaire

Dear participant:

This study is carried out by the researcher Abeer Abu Seif as a partia fulfilment of the
requirements for the degree of Master of Public Health Al-Quds University.

The aim of the study is to evaluate the IMCI strategy implemented in the MoH and to
recognize how the implementation could be promoted in order for the strategy to contribute in

decreasing childhood mortality and morbidity in GS.

You are selected to participate in this study and I’m looking foreword to your participation in
filling this questionnaire.

It takes you about 20 minutes to complete it. Your participation is voluntary; you have the
right to refuse to answer questions, you have the right not to participate.

| would like to assure you that the information will be confidential and the questionnaire will
be coded.

The information will be used for scientific purpose.

| appreciate your cooperation.

Thank you for your cooperation
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QUESTIONNAIRE

Form .1.

Part | Serial No. -----------
Code No. ---------

Personal I nformation

1-Sex [IMde [IFemale

2- Province

[UNorth Gaza DGaza [0 Mid zone JKhan Younis [J Rafah

3-Occupation 1 Physician "I Nurse

4-Years of clinical practice sinceyou havegraduate..................ocoiviiiiiiiiiiiiianan,

5-Specify your level of responsibility at theclinic..................coooiiiiii. .

6- Nameof clinic..............

7-Y ears of experiencein Primary hedthcare............. Years

8- When last time the current organization provided up datetraining ......................
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Part |1

General perception of |MCIl adoption

9-Can you explain in afew words, what IMCI is?

10- Do you know that the IMCI policy is adopted by the ministry of health or not?
1-Yes

2-No

3- Not sure

If Yes, How it is being implemented?

11-Did you receive any IMCI training courses?
1- More than one training course.
2- Standard training

3- Never
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12-How many weeks the IMCI training was?
1- One week
2-Two weeks

3- More than two weeks

13- Thetime of training was sufficient.
1-Strongly disagree

2- Mildly disagree

3-Mildly agree

4-Strongly agree

14- The educational methods of training were appropriate.
1-Strongly disagree

2-Mildly disagree

3-Mildly agree

4-Strongly agree

15- Do you need more training on IMCI guidelines to refresh your knowledge?

[1Yes [1 No

16- There are three components to IMCI and we would appreciate if you evaluate the

MOH involvement in each of these mentioned below questions.

A) Improving the skills of health workers.
1- Alot
2-Limited

3- Not at al
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B) Improving the health system.

1- Alot

2- Limited

3-Not at al

C) Improving household and community practices.
1- Alot

2-Limited

3- Not at all

17- IMCI strategy is effective in improving the quality of care for children under 5.
1- Strongly disagree

2- Mildly disagree

3-Mildly agree

4-Strongly agree

Kindly explain, how?

18- IMCI strategy is effective in providing comprehensive care for children under 5
1- Strongly disagree

2- Mildly disagree

3-Mildly agree

4-Strongly agree
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19- Do you believe that IMCI should bein the pre-service training?

[Yes "1No

20- Do you practice the IMCI at your clinic?
1- Never

2- Rarely

3- Sometimes

4- Often

21- Thereis support from the management system to facilitate the IMCI implementation at
theclinic.

1- Strongly disagree

2-Mildly disagree

3-Mildly agree

4-Strongly agree

22- What are the three most important ways in which you receive support from the
management system?
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23- What are the three most important ways in which you feel lack of support from the
management system?

24- To which extent the IMCI training you have participated in is suitable to the nature of
your work?

1- Highly suitable

2- Suitable

3-Un suitable

25- How many times during the last six months did the clinic receive a supervisory

visit? |—|—|Times/ Months

26-Does the supervisor observe case management of asick child at the last time when he/she

visited the clinic?

[JYes TNo [1 Don’t Know

27- Does the clinic have a supervisory form?

0Yes T No (1 Don’t Know

IF Yes: 27.a. Does the record of the latest supervisory visit in the form include aso any
recommendations to the clinic staff?

JYes 1 No (1 Not Found
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Part |11

40. Please list the important factors that lead you to participate in IMCI training program?

Rank these factors according to its importance?

42. Please mention the most important skills you gained from the IMCI training you have
participated in?

43. What are the main limitations & difficulties from your point of view that have delayed

implementation of the IMCI?
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44. Please write down any comments, suggestions & thoughts you would like to share with
us?

The end

Thank you for your cooperation

The researcher
Abeer Abu Seif
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Evaluation checklist to evaluatethe IMCI Activities

Form .2. Serial No.
(07070 [=] )\ [0 Y e ——

Evaluation of Health System Support

This section will befilled up by observation.

Part |

1-There is enough space and other pre-requisites available to see patients at the clinic.
JYes 1No CJ Not Applicable

2- Are the equipments and facilities needed to implement IMCI guidelines available at the
clinic?

No. | Type of equipmentsor facilities Available ( Seen) | Not available

2.1 | Handout guidelines

2.2 | IMCI wall chart of guidelines

2.3 | Timer for respiratory rate

2.4 | Referral forms & records

2.5 | Mother cards

2.6 | Thermometer

2.7 | Torch

2.8 | Weight functioning scale

2.9 | Nebulizer

2.10 | Tongue depressor
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Part |1

This section will befilled by asking the internal pharmacy of theclinic.

1- All the essential IMCI drugs are available in stock.
OYes ONo 0 Don’t Know

2- IMCI drugs are available in the clinic throughout the year.
1Yes INo 71 Not Applicable
3- Pleasetick the following regarding the availability and quantity of amount the listed drugs.

Note: This paper will befilled by the staff at each pharmacy of the visited PHC.

No. | Drugs Availability Amount
a. Always available a. Adequate
b. Sometimes b. In adequate
c. Not available
31 |ORS
3.2 | Contrimoxazole tablet or susp.
3.3 | Amoxycillin tablets (250mg) or
Susp.
3.4 | Nalidixic acid 250mgtab.
3.5 | Vitamin A blue (100,0001U)or
red(200,0001U) caps with nipple
3.6 | Iron syrup or Drops 25mg/ml
3.7 | Paracetamol syrup 120mg/5mlor
Tablets 100mg or 500mg
3.8 | Tetracycline eye ointment
3.9 | Gentian violet (0.25%)
3.10 | Salbutamol solution or metered
dose inhaler(MDI)
3.11 | Salbutamol syrup 2mg/5 ml or
tablets 2mg or 4mg
3.12 | Diazepam ampule (10mg/2ml)
3.13 | Erythromycin syrup (200mg/5ml)
3.14 | Metronidazole 125mg/5ml
3.15 | Diloxanidide furoate 250mg tab.
3.16 | Chloramphenicol IM
3.17 | Benzylpenicillin IM
3.18 | Gentamycin IM
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Part V

Assessment of improvement in the key community and family practices
Note: M otherswill be selected randomly from theclinic.

1- Care taker knows that children up to 6 months need exclusive breastfeeding.
Yes INo "1 Don’t Know

2- Care taker knows that children aged 6-9 months should receive breast feeding and
complementary feeding.

[1Yes [1No (1 Don’t Know

3- Caretaker knows that children should be given increased fluid and continued feeding
during illness.

Yes [INo "I Don’t Know
4- Caretaker knows at |east two sings of when to return immediately.

JYes [1No (1 Don’t Know

5- Caretakers know when to seek care during child’s illness.

[1Yes [1No [1 Don’t Know

Thank You
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Annex (11)

In Depth Interview Questions

1 - Do you think that IMCI strategy is convenient to the Palestinian territory ?

3 - There are three stages to the implementation of IMCI strategy and we would appreciate if

you evaluate the MOH involvement in those stages?

4 - What are the main limitations & difficulties from your point of view that delayed the

implementation of IMCI?
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5 - Why do the trained health providersfail to follow the IMCI protocols ?
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Annex (12)

List of the In Depth Interview Names

Dr. Youness Awad allaha (M OH)
Dr. Rafat Hassouna (UNICEF)

Dr. Mahmoud Daher (WHO)

Dr. Heam Sa’allah (UNRWA)

Mr. Jehad Matter (M OH)

Mr. Ahmed Manssour (M OH)

Mr. Abed Allaha EI-Nurieb (M OH)

Mr. Ebraheem EI- Hoor
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Annex (13)

List of the Names of expertsfor thevalidity of the questionnaire topics

Dr.

Dr.

Dr.

Dr.

Dr.

Dr

Dr.

Dr.

Dr.

Y ehia Abed- EI-Quds University.

Bassam Abu Hamad- EI-Quds Univer sity.
Ashraf El-Jeedee-El-Quds University.
Ayoup El-A’alem- UNRWA.

Abed El- Jabar El-Tebee- Director General at PHC ,MOH.

. Sobhe Skeek-M OH.

Mohammed EI-Madhoun- I slamic University.
Wa.ael Thabet — EI-Quds University.

Nafeth Barakat - 1slamic University;Director of Business Resear ch Unit

Assistant Professor of Statistics and Mathematics

Dr.

Akram Habeeb- Islamic University.

Mr. Sa’adee abu Awad- EI-Quds University.

Mr. Na’ad Younes-UNDP.

Mr. Jehad Okasha- M oH.
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Annex (15)
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