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Section 1.   The Nature, Causes and Burden of the Conditions that can be addressed by each chapter topic

This section will provide the rationale for integrated management. We will argue that:

· A small number of conditions are responsible for a large proportion of the global burden of child morbidity and mortality. 

· Cost-effective interventions are available against these diseases.

· Co-morbidity is common, but vertical or disease-specific approaches fail to address it in an effective way.

· Nutritional factors – including underweight, micronutrient deficiencies and inadequate infant feeding practices – play a major role in morbidity and mortality, and yet are often overlooked by practitioners.

· There are many missed opportunities for preventive interventions – for example, immunizations and promotion of insecticide treated mosquito nets – during outpatient visits.

Section 2.   Interventions.

This section will draw on DCP2 Part Two material to describe effective interventions that are part of IMCI. These relevant chapters to which we will cross-refer include:


    15. Diarrheal Diseases 
    16. Vaccine-Preventable Disease
    17. Malaria
    20. Helminthic Infections 
    21. Respiratory Diseases of Children
    23. Stunting, Wasting, and Micronutrient Deficiency Disorders 

The advantages of, and the methods for, grouping these interventions into the IMCI package will be discussed. We will then describe the three components of IMCI (health worker performance; family and community behaviors; and health systems), with particular emphasis on how these components integrate the above interventions. 

We propose that issues associated with scaling up, and constraints on and experience with operations at large scale, should not be discussed here (as recommended in the “DCP Suggested Chapter Outline” document), but in Section 5.

Section 3.   Intervention Cost and Cost-Effectiveness.

We will argue that there is enough evidence on the cost-effectiveness of the individual interventions under the IMCI strategy, which are discussed in detail in previous chapters. The critical question is whether IMCI will be associated with extra costs (or savings) and if there are any synergisms in health gain when the individual interventions are combined under the IMCI strategy. 

This section will focus on changes related to costs. We will use existing evidence on the cost of IMCI identified through systematic literature searches, including cost projections (e.g., Bangladesh) and results from the costing component of the ongoing Multi-Country Evaluation of IMCI (MCE). The methods used in the MCE will be presented (costs included; cost valuation; cost analysis).

We will present costs of IMCI at different levels (national, district, health facility, household, etc) and describe how demanding the strategy is, in terms of institutional and managerial capacity. Total and incremental costs of IMCI compared to routine care will be presented. Results from time-and-motion studies in four countries will be presented to show how IMCI implementation may affect health workers allocation of time between activities, and the positive and negative consequences of this adaptation.

These results will be discussed and compared with evidence from other studies. Issues related to limitations of the methods used and to the generalizability of the results will be addressed. 

Although the initial objective of the MCE was to estimate cost-effectiveness ratios, it is not clear at this stage whether or not IMCI implementation in the countries being studied will be strong enough to result in an impact on mortality or nutritional status, so that we cannot be certain that the effectiveness side of the ratio will be estimable. 

Equity implications: the MCE gives great emphasis to issues related to equity, in terms of  the impact of IMCI on child health outcomes and also on health-care related expenditure. These results will be presented.

Section 4.
  The Economic Benefits of Intervention

We will argue that there is enough evidence on the economic benefits of the individual interventions under the IMCI strategy, which are discussed in detail in previous chapters. Whether IMCI will be associated with more or less benefits when the interventions are combined together is an interesting question but it is unclear whether existing data will be sufficient for estimating the actual magnitude of possible synergisms. 

Section 5.   Implementation of Programs:  Lessons of Experience.

This section will draw upon the experience of the authors in implementing the Multi-Country Evaluation of IMCI, for which 12 countries were visited, and 5 studied in detail. 

5.1 Institutions and programs. 

We will describe the intensity, effectiveness and costs of IMCI implementation in different countries. 

5.2   What are the lessons about implementation success and failure?  

We will address the main areas in which IMCI has been mostly successful: motivating managers at different levels, effectively training health workers, and how training has led to improved health worker performance.

We will also describe the main constraints detected during the MCE. The framework developed by the Commission on Macroeconomics and Health will be used to describe shortcomings in three areas:

I
Community and household issues: lack of an effective community IMCI component due to poor interagency coordination, emphasis on health worker training rather than community interventions, etc.

II
Health Services delivery issues: difficulties in scaling-up, including slow rate of health worker training, staff turnover, poor supervision, low health worker morale, low utilization of health facilities, lack of drugs and other supplies, etc.

III
Health sector policy and strategic management issues:  failure to institutionalize IMCI at national and district level, co-existence of IMCI and vertical programs it was supposed to replace, conflicts between IMCI requirements and previously existing regulations, etc. 

5.3 What are the implications for health system development? 

This is a crucial area to which the findings of the MCE are highly relevant. We will discuss the health systems requirements for successful IMCI implementation. MCE findings show that it will be difficult to implement IMCI, as currently designed, in countries (for example, Niger and Cambodia) where health systems are weak and utilization rates are low; on the other hand, these are the very countries need IMCI most, because of high child mortality. We will highlight the urgent need to strengthen health systems in these countries, while at the same time considering alternative delivery systems to extend coverage of integrated, life-saving interventions in the short term. 

	The chapter will include a box highlighting how IMCI has led to improved quality of care in Tanzania, Bangladesh, Uganda and Brazil. 


Section 6.   The R & D Agenda, related to Part Four B)

In this section, we will restrict ourselves to health systems research issues related to scaling up IMCI effectively. 


The key issue in the research agenda is how to make the best possible use of the IMCI approach in settings where health systems are weak, and how alternative delivery strategies may be designed to save children’s lives in these settings. 

Specific issues relate to how to counteract the main constraints to scaling up IMCI that were described in section 5. For example, how to increase utilization (and what is the role of user fees in this respect), how to reduce staff turnover, how to improve supervision and make it sustainable, how to institutionalize IMCI at the district level, how to deliver an effective community IMCI component, etc.

Section 7.   Conclusions:  Promises and Pitfalls

We will summarize the above findings, and discuss how much may be gained from successful implementation of IMCI. We will also discuss alternatives for when IMCI cannot be fully implemented due to weak health systems and other constraints discussed above. 
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