nghllghts

¢ 23\ World Health
&2 7 ) Y Organization

((



WHO Library Cataloguing-in-Publication Data
CAH progress report highlights 2008.

1.Child welfare. 2.Child health services. 3.Infant mortality - trends. 4.Infant mortality - prevention and control. 5.National health programs.
6.Adolescent health. .World Health Organization. Dept. of Child and Adolescent Health and Development.

ISBN 978 92 4 159796 8 (NLM classification: WA 330)

© World Health Organization 2009

All rights reserved. Publications of the World Health Organization can be obtained from WHO Press, World Health Organization, 20 Avenue Appia, 1211
Geneva 27, Switzerland (tel.: +41 22 791 3264; fax: +41 22 791 4857; e-mail: bookorders@who.int). Requests for permission to reproduce or translate WHO
publications - whether for sale or for noncommercial distribution - should be addressed to WHO Press, at the above address (fax: +41 22 791 4806; e-mail:
permissions@who.int).

The designations employed and the presentation of the material in this publication do not imply the expression of any opinion whatsoever on the part of the
World Health Organization concerning the legal status of any country, territory, city or area or of its authorities, or concerning the delimitation of its frontiers or
boundaries. Dotted lines on maps represent approximate border lines for which there may not yet be full agreement.

The mention of specific companies or of certain manufacturers’ products does not imply that they are endorsed or recommended by the World Health Organization
in preference to others of a similar nature that are not mentioned. Errors and omissions excepted, the names of proprietary products are distinguished by initial
capital letters.

All reasonable precautions have been taken by the World Health Organization to verify the information contained in this publication. However, the published
material is being distributed without warranty of any kind, either expressed or implied. The responsibility for the interpretation and use of the material lies with
the reader. In no event shall the World Health Organization be liable for damages arising from its use.

Design by paprika-annecy.com

Printed in France



S|[SIAGIE

RO

)

DI R/E|C]

TIOR

PRESENTING
work OF WHO'’s DEPARTMENT OF
CHiLD AND ADOLESCENT HEALTH AND
DeveLoPMENT (CAH) IS A CHALLENGE
BECAUSE OF THE BREADTH AND

HIGHLIGHTS OF THE

RICHNESS OF ACTIVITIES UNDERTAKEN
DURING 2008 AT HEADQUARTERS,
REGIONAL AND COUNTRY LEVELS. | HOPE,
HOWEVER, THAT THE SELECTION PRESENTED IN THIS
REPORT PROVIDES AN OVERVIEW OF THE KEY AREAS
oF CAH’s WORK AND PERHAPS ENCOURAGE YOU
TO GET MORE INFORMATION FROM OUR WEBSITE

OR THROUGH CONTACTING US DIRECTLY.

2008 provided many good developments for child and
adolescent health and development. The 2008 report of
the 'Countdown to 2015: tracking progress in maternal,
newborn and child survival' showed that coverage of

key interventions is increasing, and some countries

have made tremendous strides towards achieving the
fourth Millennium Development Goal (MDG 4). However,
less progress has been made on MDG 5, with some
500,000 women still dying every year, many in their
youth or adolescence. The Countdown conference in
Cape Town, South Africa, in April 2008 brought together
parliamentarians from more than 60 developing countries,
facilitating dialogue on how to rapidly improve progress.
Overall donor funding for maternal, newborn and child
health has increased in recent years, but this positive
trend may be under threat. In 2008, the world entered an
unprecedented financial crisis, and we know from previous
experience that women and children are among the first
to be affected these circumstances. We must seize every
opportunity to protect these most vulnerable groups and
pre-empt the adverse effects on their health.

CAH conducts and supports research to build the
evidence for policies, norms and standards for child and
adolescent health. Key achievements in this area in 2008
include papers published on the results of research on
the home-based management of pneumonia and the
effectiveness of community-based neonatal care, which
have informed the development of new guidelines.

Gathering strategic information and using data for
better planning and implementation is critical to the
work of CAH. In this year’s highlights, we have produced
a statistical annex covering key indicators for child

health in a selection of countries with high under-five
mortality rates, as well as adolescent health profiles for
five countries. 2008 also marked the finalization of the
Multi-Country-Evaluation of the Integrated Management
of Childhood lliness (IMCI), and the lessons learned from
this evaluation are being applied for the expansion of key
child survival interventions.

Implementation of WHO’s Medium Term Strategic
Plan started in 2008. For Strategic Objective 4, to
reduce morbidity and mortality and improve health
during key stages of life, CAH collaborated closely
with the departments of Making Pregnancy Safer and
Reproductive Health and Research, and contributed to
seven other Strategic Objectives, reflecting the broad
and cross-cutting nature of the work in Child and
Adolescent Health. Our work at regional and country
levels has been further strengthened, and in 2008
CAH had a record number of staff based at country
level. In addition, there are now regional advisers on
both child and adolescent health in every region.

CAH STAFF AROUND THE WORLD

In 2008, we continued working in partnerships
within WHO, with other UN agencies such as UNICEF,
UNFPA, and the World Bank, and with key bilaterals,
foundations, NGOs, and professional organizations.
CAH is also an active member of the Partnership for
Maternal, Newborn and Child Health, leading the
working group on effective interventions.

There are many challenges ahead, but as these
highlights show, we have a sound foundation of
research, development, strategic information and
experience in implementation upon which to build.
Child and adolescent health are at the core of the
renewal of Primary Health Care proposed by WHO in
2008, and the pressure for universal coverage and
access to services that are people-centred must be
sustained. Please join us in these efforts.

Dr Elizabeth Mason
Director, CAH
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Edntroduction

THE MAIN GOAL OF THE DEPARTMENT IN THE AREA OF
NEWBORN AND CHILD HEALTH IS TO CONTRIBUTE TO EFFORTS
10 ACHIEVE MDG4. IT DOES SO BY ADDRESSING, THROUGH
RESEARCH AND DEVELOPMENT OF TOOLS, THE MAJOR CAUSES
OF CHILD MORBIDITY AND MORTALITY, AND THE PROMOTION
OF OPTIMAL CHILD HEALTH AND DEVELOPMENT. THE TEAM
WORKS TO QUANTIFY THE BURDEN OF DISEASE IN CHILDHOOD;
GENERATE EVIDENCE OF EFFECTIVE INTERVENTIONS AND
DELIVERY STRATEGIES TO ADDRESS THE BURDEN OF
CHILDHOOD ILLNESS; DEVELOP GUIDELINES AND TOOLS FOR
IMPLEMENTATION; FACILITATE EARLY APPLICATION OF NEW
TOOLS AND CONTRIBUTE TO PROGRAMME DEVELOPMENT;
AND TO COMPILE LESSONS LEARNED FROM IMPLEMENTATION
AND IDENTIFY NEW RESEARCH PRIORITIES.

DuriNg 2008, IN THE AREA OF NEWBORN AND CHILD
HEALTH, THE DEPARTMENT SUPPORTED MORE THAN 20
RESEARCH PROJECTS AND 8 sYSTEMATIC REVIEWS. WE
WORKED ON THE DEVELOPMENT OF 17 NEW TOOLS FOR THE
SUPPORT OF INTERVENTIONS — FROM POLICY STATEMENTS
AND CLINICAL GUIDELINES TO TRAINING COURSES FOR
COMMUNITY HEALTH WORKERS. OVER 64 SCIENTIFIC
PAPERS WERE PUBLISHED IN PEER-REVIEWED JOURNALS
RESULTING FROM RESEARCH THAT WE SUPPORTED. IMORE
THAN 300 INSTITUTIONS AND EXPERTS COLLABORATED
WITH US IN THESE ACHIEVEMENTS.

New global and regional
cause-specific mortality estimates
for newborns and children

During 2008, we updated estimates of the
distribution of under-five and neonatal cause-specific
mortality at global and regional levels using the
latest available data. This unique piece of work was
carried out in collaboration with the Child Health

Epidemiology Reference Group (CHERG) which is

led by CAH, WHO’s Department of Health Statistics
and Informatics, and UNICEF’s Division of Policy and
Planning. The resulting global and regional pie-charts
are available on the CAH web site:
http://www.who.int/child_adolescent_health/data/en/

Working in partnership
- the Countdown to 2015

The mission of the 'Countdown to 2015' is to track
progress made towards the achievement of MDGs 4
and 5 and promote evidence-based information for
better health investments and decisions by policy-
makers regarding health needs at the country level.
Leading global health experts, policy-makers and
parliamentarians convened in Cape Town 17-19 April
2008 for the launch of the 2008 Countdown report
Tracking Progress in Maternal, Newborn & Child
Survival, and to address the urgent need to reduce
deaths if internationally-agreed targets are to be met.
The report showed that few of the 68 developing
countries that account for 97% of maternal and child
deaths worldwide are making adequate progress with
providing the critical health care needed to save the
lives of women, infants and children.

MAJOR CAUSES OF DEATH IN NEONATES AND CHILDREN UNDER-FIVE IN THE WORLD

Noncommunicable diseases
(postneonatal) 4%

uri 9
Other infectious and parasitic diseases 9% Injuries (postneonatal) 4%

HIV/AIDS 2%
Measles 4%

Malaria 7%

Diarrhoeal diseases
(postneonatal) 16%

Acute respiratory infections (postneonatal) 17%

Other 9%

Congenital anomalies 7%

_ Neonatal tetanus 3%
Diarrhoeal diseases 3%

Neonatal infections 25%

Neonatal deaths 37%

Y

Birth asphyxia and
birth trauma 23%

Prematurity and low
birth weight 31%

35% OF UNDER-FIVE DEATHS ARE ASSOCIATED WITH UNDERNUTRITION

Sources:

For estimates of causes of neonatal and under-five deaths: World Health Organization. The global burden of disease: 2004 update.

For estimates of undernutrition: Black R et al. Maternal and child undernutrition: global and regional

and health Lancet 2008; 371:243-60.

Sources: (1) WHO. The Global Burden of Disease: 2004 update (2008); (2) For undernutrition: Black et al. Lancet, 2008
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CAH contributed to the Countdown in 2008 and
coordinated the working group on the assessment
of health systems and policy environments

needed to achieve positive outcomes for maternal,
newborn and child health. Results on 13 policy
indicators were published in The Lancet medical
journal, showing gaps in policy adoption as well as
weaknesses in other health system building blocks.
In addition, as part of the monitoring work of the
Countdown, CAH worked with the Departments of
Health Systems Financing, Making Pregnancy Safer
and Reproductive Health and Research to provide
a methodology and track domestic expenditures for
maternal, newborn and child health.

For more information on the Countdown to 2015,
see: http://www.who.int/child_adolescent_health/
news/archive/2008/17_04/en/index.html
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Cutting neonatal mortality through
community care

s
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A large cluster-randomized trial supported by CAH
was undertaken in Hala, Pakistan, to evaluate the
effectiveness of an intervention to provide perinatal
and postnatal care in the community through the
public sector. The intervention included training Lady
Health Workers (LHWs) and Dais (traditional birth
attendants), as well as supporting the creation of
community health committees and quarterly women’s
group meetings facilitated by LHWs.

Health facility strengthening to improve the
management of newborn health problems was done
in both intervention and control clusters.

Results of the study were overwhelmingly positive.
They indicated significant improvements in care
seeking from government facilities - both for delivery
and other types of care. Breastfeeding initiation,
delayed bathing, and good umbilical cord care all
showed significant improvements in the intervention
group as compared with the control group.

Overall, the intervention reduced neonatal mortality
by around 15 per cent and still-births by 20 per cent.
Based on these striking findings, the government

of Pakistan is now working on the expansion of the
intervention beyond the study area.

Regional highlight
- Americas

PAHO Governing Body adopts
Regional Strategy and Plan of
Action for Neonatal Health

In September 2008, one of the Pan American
Health Organization’s key governing bodies, the
Directing Council, adopted a new Regional Strategy
and Plan of Action for Neonatal Health, noting that
its approach is in line both with the needs of the
Region and with the MDGs. The plan encompasses
four interdependent strategic areas:

(1) The creation of an enabling environment for
neonatal health promotion;

(2) Health systems’ strengthening and improved
access to maternal, newborn, and child health
care services;

(3) Promotion of community interventions; and

(4) Creation or strengthening of surveillance
systems, monitoring, and evaluation.

The Council emphasized the need for an

intersectoral approach and for a renewed

commitment to neonatal and maternal health, and
welcomed the emphasis on the need for monitoring
and evaluation. Delegates noted that, to date,

the success rate in reducing neonatal mortality

has varied sharply from country to country, and

highlighted the need for specific strategies to bring

about further reductions in countries where the rate
is already relatively low. The need for sensitivity to
indigenous culture and practices was also stressed.

Based on the new Regional Strategy, four countries

have already developed their national plans.

CHILD AND ADOLESCENT HEALTH AND DEVELOPMENT PROGRESS REPORT 2008
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Special report on MCE

The Integrated Management of Childhood Iliness
(IMCI) was launched in 1997 as a strategy for reducing
mortality among children under five years of age. The
IMCI strategy includes three components - improving:
health worker skills, the health system, and family and
community practices.

CAH launched the Multi-Country Evaluation (MCE) of
IMCI in 1999. The MCE included three study types:

1. Assessments of IMCI implementation in 12
countries. Findings provided information on the
validity of implementation activities across the
three IMCI components.

2. In-depth studies in five sites. Sites were selected
on the basis of the 12 country studies. The MCE
was completed by December 2008 in Brazil,
Bangladesh, Peru, Uganda and Tanzania.

3. Cross site analyses. The use of standard
indicators permitted comparisons across the five
in-depth study sites.

The MCE evaluated IMCI according
to a step-wise impact model:

Introduction of

IMCI

The MCE was testing whether
IMCI implementation could:

1. improve quality of care at first level government
facilities;

2. contribute to strengthening health systems
support;

3. increase utilization and intervention coverage
(in response to improved quality of care);

4. reduce under five mortality;

be cost effective.

Selected MCE findings are presented below. The
variability in the recommendations reflect the
diversity of the study methods and implementation
efforts in various sites.

1. IMCI case management training improves
health worker performance and the quality
of care for children under five at first level
facilities. Thus, IMCI is recommended as the
gold standard for case management of under
fives in first level facilities.

2. While the availability of essential medicines
improved in some study settings, for example
Bangladesh, IMCI case management training
by itself does not strengthen health systems.
Health system strengthening requires specific
inputs. Therefore, the routine implementation
of child survival interventions needs to be
complemented by specific activities that
strengthen health systems support.

Health system il e Family and
improvements community
health workers ERETE S
’ Increased training coverage*
Improved
quality of care in
health facilities
v
Improved Improved Improved
household careseeking & preventive
compliance/care utilization practices

Increased coverage for curative & preventive interventions* ‘

Improved

health/nutrition
Reduced mortality

*added later as a result of MCE-IMCI findings.
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3. The effect of IMCI on utilization and intervention
coverage is context specific. In Bangladesh, initial
facility utilization was low. IMCI implementation
at community and facility levels led to more
sick children attending first level facilities. At
a population level, IMCI was associated with
increased coverage levels of care seeking for
pneumonia and ORT for diarrhoea management.
Early initiation and exclusive breastfeeding rates
were higher in IMCI areas. In Uganda, small
increases in exclusive breastfeeding and ITN
coverage were noted after IMCI implementation.

4. Limited data from Tanzania and Bangladesh
suggest that IMCI case management training
coupled with adequate health system inputs may
reduce under-five mortality. However, under-five
mortality reduction cannot be solely attributed
to IMCI. The observed declines are difficult
to separate from ongoing rapid reduction in
mortality due to broader improvements in socio-
economic and health system circumstances.

5. IMCI case management training leads to better

quality of care at costs that are similar to
investments in routine child health services.
Therefore, IMCI is worth the investment.

The MCE has been cited as “an unusually
thorough effort to assess how well a prominent
global health initiative works in the field”. Its high
quality publications helped to formulate lessons
learned, disseminate key research messages and
reach audiences engaged in evidence-informed
implementation.

MCE SITES

The MCE results have implications for IMCI itself as
well as for the development of broader child health
strategies:

¢ IMCI needs to be placed as a core component of
any national child health strategy.

* In a national child health strategy, IMCI needs
to be adapted, based on the local situation,
to address the largest mortality burden in
under fives and care seeking practices. Thus,
the national child health strategy will give due
attention to the sick newborn and older child, as
well as to healthy under fives in a Primary Health
Care context. A set of standard child survival
indicators, ranging from input to health status
indicators, will help assess progress in achieving
the goals set forth in the child health strategy.

PRIMARY CHILD HEALTH
HEALTH CARE STRATEGY
STRATEGY

0°000 ©
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Prioritizing research for greatest
impact on child survival

In 2008, the Department led an exercise to

prioritize issues for research on the major causes

of child mortality. Groups of experts were asked to

systematically list research questions on the major

childhood diseases - pneumonia, diarrhoea, low-birth-

weight, birth asphyxia, neonatal sepsis, malnutrition,

HIV and AIDS, and malaria - in four key domains:

(i) epidemiological research;

(ii) health systems and policy research;

(i) research targeted at improving the existing
interventions; and

(iv) research to develop new interventions.

For each of these topics the final list of proposed

research questions was further assessed according to

the likelihood of their:

i) answerability in an ethical way;

ii) potential contribution to effectiveness;

i) deliverability, affordability and sustainability;

iv) maximum potential for death burden reduction; and

(v) predicted effect on equity in the population.

For each research question, the scores of individual

criteria were weighted according to the values provided

by a wide group of stakeholders from the global

research priority-setting network.

This exercise has already been completed for a

number of topics, including diarrhoea, neonatal sepsis,

birth asphyxia, and low-birth-weight. For diarrhoea,

154 research questions were identified and scored

on a scale 0-100. The top 10% of research questions

were dominated by health systems and policy research

questions, as well as epidemiological questions. These

research questions must be considered of greatest

priority in order to achieve MDG4.

(
(
(
(

Zinc and ORS - even more effective
in practice than in trials

In 2008 CAH continued supporting countries

to implement the new WHO/UNICEF treatment
strategy for acute diarrhoea - reduced-osmolarity

oral rehydration salts (ORS) combined with zinc
supplements. We supported large studies in India,
Mali and Pakistan to assess the possible constraints to
countries’ large-scale implementation of the guidelines.
The mother of a child treated for diarrhoea by a
community health worker in the Bougouni region of
Mali was impressed with his remarkably quick recovery,
and said “he has gained strength and energy unlike
ever before”. Other women in the village noticed that
their children became active and started playing
immediately after beginning treatment.

The results of the studies were very encouraging. They
showed that the addition of zinc to case management
actually encourages greater uptake of ORS and
reduces inappropriate drug use. In addition, the rate of
hospitalization for diarrhoea was significantly reduced
in the countries that measured this outcome.

A consultation to review the results of the studies,
which also aimed to identify the best possible delivery
channels for zinc supplements, was held in New Delhi,
India, in January 2008. The meeting identified key
lessons on product acceptability and use (ORS and
zinc), training of health workers, behaviour change
promotion and iliness recognition.

The key challenge now is to ensure the
recommendations are applied by health care providers
on the frontline so that they reach every child with
diarrhoea. The traditional approach - using only public
and private health facilities - does not suffice, as it
does not reach every child with diarrhoea in a timely
manner. New delivery strategies have to be identified
along with strengthening health systems. Two proposals
for research have been developed to test innovative
delivery approaches. In Tanzania and Ethiopia, the new
ORS and zinc tablets will be made available through
small local drug shops and also through village retail
shops as “Diarrhoea Treatment Kits”. It is hypothesized
that these new approaches will quickly and sustainably
increase ORS use rate, while decreasing purchase and
use of unnecessary antibiotics.
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Treating pneumonia at home

Pneumonia is the largest single Killer of children
under five years old around the world. Four children
die from pneumonia every minute.

In 2008 results of a major study supported by CAH
were published in the Lancet medical journal, showing
that treating children with severe pneumonia at home
is just as effective as treating them in hospitals.

The trial, conducted in Pakistan, involved more than
2,000 children with severe pneumonia who got either
injectable antibiotics in hospital or oral antibiotics

at home. This study confirmed the findings of three
other trials at sites in Africa, Asia, Europe and Latin
America, which showed that oral antibiotics were

just as effective as injectable antibiotics in treating
hospitalized children with severe pneumonia. The trial
was the first to compare the outcomes of hospital
treatment of severe pneumonia with home-based
treatment, and the results demonstrated
clearly the safety and efficacy of
treatment with oral antibiotics outside of
a hospital setting.

The current guidelines advise health
workers to provide oral antibiotics for
cases of non-severe pneumonia and to
refer severe and very severe cases to
hospitals for treatment with antibiotics by
injection.

The findings of the Pakistan study are
expected to significantly change the way
pneumonia is managed in developing
countries, with the potential to save a
significant number of lives every year.

On the basis of the findings, a
consultative meeting experts of experts
recommended that in low HIV settings
severe pneumonia be treated with oral
antibiotics at home after assessment at
the health facility. WHO guidelines are
being revised accordingly.

breastfeeding
HIV

In November 2008, CAH and the Department of
HIV/AIDS convened a meeting of experts to review
the evidence on new antiretroviral (ARV) drug
interventions to prevent mother-to-child transmission
of HIV (PMTCT). The meeting focused on ARV
strategies to make breastfeeding safer and so
enable HIV-exposed infants to receive the benefits of
breastfeeding and optimize HIV-free survival.

The current PMTCT guidelines (published in 2006)
recommend the use of ARV therapy for eligible
pregnant women who need them for their own
health, and for the remaining women the use of more
efficacious prophylactic regimens to prevent vertical
transmission.

Participants in the November 2008 consultation
highlighted the many gaps in present services, which
if filled, could already reduce HIV transmission rates.
In addition, several promising reports were presented
of interventions that will promote the health and
survival of HIV-infected lactating mothers and their
infants.

Additional data will become available in 2009 that
will permit a complete assessment of the balance and
risks of these interventions, and lead to a full review
of WHO’s PMTCT guidelines.

For the conclusions of the consultation, see:
http://www.who.int/child_adolescent_health/
documents/media/pmtct_consultation_2008.pdf

WHO/Jean-Marc Giboux
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Managing moderate malnutrition

An estimated 200 million children in poor countries
are moderately malnourished* that can present as

a low weight-for-height (wasting) or a low height-for-
age (stunting), or a combination of both. It is a key
factor in child development -- stunted children usually
complete fewer years of schooling and thus earn

less income as adults. If moderately malnourished
children do not receive adequate support, they may
progress towards severe acute malnutrition or severe
stunting, which are life-threatening conditions.

In contrast to severe malnutrition, programmes

for the management of moderate malnutrition in
children have remained virtually unchanged for the
past 30 years. To answer the urgent need to improve
their efficacy and effectiveness, CAH organized a
consultation in collaboration with the Department of
Nutrition for Health and Development, UNICEF and
the World Food Programme, which brought together
some 70 experts.

Key conclusions and suggestions of meeting
participants

*  Moderately wasted children need at least an
additional 25 kcal/kg/day, as compared with the
energy requirements of a well-nourished child, in
order to recover;

»  Stunted children may be lacking some specific
nutrients needed for bone growth, including
available phosphorus, zinc, sulfur and
magnesium;

* Animal-source foods (such as milk, eggs and
meat) are superior to unprocessed plant foods
(vegetables and grains) to promote growth;

*  More attention should be given to the essential
fatty acid content of the diets given to
malnourished children;

e WHO should set up a technical group to define
specifications of diets or food supplements
suitable for the recovery of moderately wasted
children.

1 ltis estimated that about 36 million children aged 6-59 months are
suffering from moderate wasting, and approximately 178 million are
estimated to be stunted.

The reformulation of foods currently used in food aid
programmes is expected as an immediate follow-up to
this meeting. For more information, see:
http://www.who.int/child_adolescent_health/news/
events/2008/30_08/en/index.html

Meeting child health needs in
emergencies

A new manual on child health care in humanitarian
emergencies was finalized and published in 2008.
Whereas existing guidelines, such as IMCI, assume
a functioning health system that facilitates the
referral of children, this manual aims to provide
comprehensive guidance on child care in acute and
post acute emergencies, including natural disasters
and conflicts, where there may not be access to a
referral hospital.

The manual includes guidance for health workers

on the initial management of severe conditions, and
covers topics as diverse as injuries, burns, neonatal
illness, and psychosocial support, as well as common
preventive interventions such as immunization.
Each chapter summarizes the main ways of diagnosis,
treatment and prevention using flow charts. The
flow charts are arranged in such a way that they

can be enlarged for use as job aids/wall charts, or
for modular training on the management of each
condition.

The Manual has already been put to use. Following
the earthquake in Sichuan province, China, in May
2008, WHO immediately provided the draft version
of this manual. This allowed the Chinese Ministry of
Health to rapidly translate the manual and distribute
10,000 copies to the earthquake-affected provinces,
where it was used to manage child health as an
integral part of the disaster response.

The manual is a collaborative piece of work of three
technical areas within WHO: Child and Adolescent
Health and Development (CAH), Health Action in
Crises (HAC), and Disease Control in Humanitarian
Emergencies (DCE).

IRIN/Edward Parsons
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computer-based IMCI
training tool

In response to country requests for alternative
training approaches for the Integrated Management
of Childhood lliness (IMCI) CAH, supported by the
Novartis Foundation for Sustainable Development, in
May 2008 launched the first generic version of ICATT
-- the IMCI Adaptation and Training Tool contained on
a DVD and supported by a website
(http://www.icatt-training.org).

ICATT is “open” software in which it is possible to
create IMCI chart booklets and training materials
tailored to local circumstances. Videos, pictures,
sound files and documents can be integrated into the
computerized training course.

Participants may go through the course on individual
computers; or be guided by a facilitator using one
computer and a projector. Both ways of running the
course have proved successful in training participants
in the theoretical elements of IMCI. The courses are
complemented by clinical training.

The first countries to have used ICATT are Peru and
the United Republic of Tanzania. In addition, an ICATT
Orientation Workshop gathered participants from 12
countries in the Western Pacific Region (Australia,
Cambodia, China, Fiji, Lao People’s Democratic
Republic, Malaysia, Mongolia,
Papua New Guinea, the Philippines,
Republic of Korea, Solomon Islands,
and Viet Nam). Plans are under

way to build capacity for ICATT in all
other WHO regions in 2009, and it is
already being translated into several
languages, from Spanish to Swalhili.

Guide to planning for
implementation of IMCI

As a major contribution to capacity building, in 2008
the Eastern Mediterranean Regional Office developed
a Guide to Planning for Implementation of IMCI

at District Level. The Guide offers a standardized
process, and describes in detail the steps to be taken
-- from the preparatory phase of data collection,
situation analysis, and capacity building at district
level, to the district planning workshop and monitoring
the implementation of plans of action developed,
including a list of key indicators.

It covers all three components of IMCI, namely:
human resource development, health system
strengthening, and improving child care community
practices. It also emphasizes the importance of
planning for monitoring and documentation.

The document serves as a useful guide to planning for
primary child health care related activities, and even
for other programme areas at district level. A library of
tools that have been widely used and tested in some
countries of the Region, is provided along with the
Guide.

A companion CD comes with the printed publication,
containing the orientation package, tools for data
collection and templates used during the district
planning workshop, as a resource for country
adaptation. The Guide was introduced to national
coordinators from six countries in the Region (Egypt,
Jordan, Morocco, Sudan, Tunisia and Yemen) in a
planning workshop held in Egypt in February 2008.

WHO/Suzanne Farhoud
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Caring for newborns and children
close to home - new materials for
training community health workers

To increase access and ensure that every child is
reached with the interventions they need to survive,
grow and develop, care must be made available closer
to home. With this in mind, CAH has been developing
a package of state-of-the-art guidelines and materials
to enable community health workers (CHWs) to deliver
newborn and child care services. The package is
composed of three sets of materials for training and
support.

These materials can be used separately or
sequentially:

1. Caring for the newborn at home,
2. Caring for the sick child in the community, and
3. Caring for the older child at home.

The ‘Caring for the sick child in the community’
materials are further divided to allow two options,
depending on the policy environment of each

country: identification and treatment of common life-
threatening ilinesses (pneumonia, diarrhoea, fever),
or identification of iliness, with treatment in the home
of diarrhoea, and referral for pneumonia, fever and
danger signs.

In 2008, CAH field tested Caring for the sick child

in the community’ in the Philippines and Malawi. On
the basis of the results of the field tests, they are
currently being revised and will be published jointly
with UNICEF in 2009. Caring for the newborn at home
was developed in 2008 and will be field tested and
published jointly with UNICEF in 2009.

Ethiopia commits to improving
the quality of paediatric care
in hospitals

From January to July 2008, WHO supported the
Federal Ministry of Health of Ethiopia to conduct an
assessment of the quality of care for children in eight
referral hospitals using WHO’s Generic Assessment
Tool of Hospital Care for Children. In December, the
Ministry held a consultative meeting to disseminate
the results of the hospital assessment and discuss
and agree on the next steps.

The consultation concluded that there is a big gap
and need for improvement in the quality of paediatric
referral care which requires systematic improvement.
These efforts are to be coordinated as part of the
Ethiopia Hospital Management Initiative (EHMI) to
advance patient care and outcomes, which is being
implemented in 75 hospitals across the country.

The consultation came at the right moment, as the
Ministry was in the process of revising the EHMI to
further elaborate on the standards and tools. On the
basis of the consultation findings, the Ministry decided
to incorporate within the EHMI, the CAH-developed
Emergency Triage Assessment and Treatment course
(ETAT) and adapt the WHO Pocket Book of Hospital
Care for Children. This will also involve using job aids
and standard paediatric protocols, and improving
health worker skills through training, clinical mentoring
and regular supportive supervision.

As part of the commitment made by the Ministry,
paediatric quality of care improvement will be
spearheaded by the Health Services Department
with active technical support from the Family Health
Department, WHO, UNICEF, USAID, the Ethiopian
Paediatric Society and Universities.

WHO/Wilson Were
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Programme management course

The past decade has seen a significant change in the

approach to child health and survival, from vertically-

oriented programmes to those that seek to be more
use existing comprehensive. This has had implications for the
planning and management of programmes. For
effective implementation, programme management
now needs to address the range of work, including
control of diarrhoea and acute respiratory infections,
immunization, nutrition and newborn health.
In response to demand from countries, together
with the African Regional Office, we have developed
guidelines and training materials to improve the
management of integrated programmes for child
health. The purpose of these materials is to assist
child health programme managers at national and
sub-national levels to develop operational plans for
child survival, growth and development. The materials
take into account the rapidly changing environment
in which managers work, and the challenges and
opportunities associated with decentralization,
multiple partnerships and new funding sources.
In 2008, the guidelines were introduced to IMCI, child
health, MPS, reproductive health and EPI programme
managers from 11 African countries in an intercountry
workshop.
The first national level training course on Managing
Programmes to Improve Child Health was conducted
in Phnom Penh in October 2008, organized by WHO
Cambodia, the Western Pacific Regional Office and CAH/
HQ. Participants included Provincial Deputy Directors,
programme managers (including National Immunization
CAH has developed a simple but systematic Programme, Nutrition Programme, Reproductive Health,
methodology to help countries make use of existing Malaria, Dengue, ARI/CDD, and IMCI), as well as staff
data to review their newborn and child health from bilateral and multilateral organizations (BASICS,
programmes. In developing this tool, special attention CARE, Reproductive and Child Health Alliance, UNICEF

has been paid to ensuring that issues related to and University Research Centre).
the rights of children to health were appropriately
addressed.

In 2008, the guidelines for Using Existing Data to
Review Newborn and Child health Programmes were
used in Guyana, Cambodia, and Nepal. The same year,
China adapted the methodology to conduct an IMCI
review.

WHO provided direct assistance to Nepal for
conducting their Child Health Programme Review. In
order to take the opportunity to strengthen capacity in
the Region to conduct similar reviews, representatives
of Bhutan, Indonesia and Sri Lanka also participated.
It is expected that these countries will undertake their
own reviews in 2009.

data to review
Nepal

WHO/Martin Weber

IRIN/Manoocher Deghati
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Supporting the development of
national strategies and plans
for child health

The development of national strategies and plans is an
important step in ensuring a coherent and systematic
approach to addressing child survival and health. By
the end of 2008, all of WHO'’s regions had or were

in the process of developing regional strategies or
policies that serve as frameworks for developing
national newborn and/or child health strategies and
plans.

Support has been provided for 13 countries in the
African Region to develop policies, strategies and
plans for child survival. A total of 21 countries in the
region now have comprehensive child survival scale-up
strategies.

In the Americas, a Regional Strategy and Plan of
Action was approved for Neonatal Health within

the continuum of maternal, newborn and child
development and care. At national levels, plans

are already under way in the Dominican Republic,
Honduras, Nicaragua and Paraguay.

A Child Health Policy Initiative was launched in the
Eastern Mediterranean Region. Of the four countries
that originally joined the initiative, one country
(Tunisia) has finalized their policy and the other
countries are at different stages of development.

In the European Regjon, 12 countries were directly
supported by WHO in developing national child and
adolescent health strategies, and nine countries had
an advance draft or a child and adolescent health
strategy approved by 2008.

The South-East Asian Regional office has initiated the
development of a Regional Strategy for Child Health
and Development which is intended to assist member
states in re-prioritizing actions and initiatives to
achieve MDG 4.

In the Western Pacific Region, child health
programmes continue to be guided by the WHO/
UNICEF Regional Child Survival Strategy that was
launched in 2006. Some countries have already
completed national strategic plans (Cambodia and the
Philippines); while several others are at various stages
of development (Lao People’s Democratic Republic,
Papua New Guinea and Viet Nam).

Helping
countries
understand the
investments
needed to save
child lives

To help advocate for
increased resource
flows to child survival
programmes, in
collaboration with the Department of Health Systems
Financing (HSF), CAH has estimated a ‘global price
tag’ for scaling up child health interventions in 75
developing countries. In collaboration with Regional
and Country Offices, we are now supporting a country
validation of the ‘global price tag'.

While global numbers are useful for advocacy, at
national level there is a need for country-specific,
needs-based cost estimates tailored to the local
context. For this purpose, CAH has developed a

Child Heath Cost Estimation Tool. During 2008,

cost estimates were generated in Cambodia and
Mozambique.

National Health Accounts is a methodology that
tracks all health spending and investments in a
country. Child health sub-accounts gather and analyse
this information specifically for child health. Child
health sub-accounts are an effective strategy for
monitoring and evaluating the financing of child health
programmes, and they can help inform key policies
such as resource allocation and equity promotion.

In 2008, in collaboration with HSF and the Partners
for Health Reformplus (the predecessor project to HS
20/20), CAH contributed to the development of child
health sub-account tools. So far, four countries have
concluded child health sub-accounts: Bangladesh,
Ethiopia, Malawi, and Sri Lanka.

To help overcome the gaps in funding, CAH and

the Department of Making Pregnancy Safer have
collaborated with the Asian Development Bank,
UNFPA, UNICEF and the World Bank to develop an
Investment Case for Maternal, Neonatal and Child
Health in Asia and the Pacific. Despite this region’s
rapid economic growth, many outcomes for maternal,
newborn and child health are lagging badly. Fifteen
countries in Asia and the Pacific are not making
sufficient progress to achieve MDG 4, and the rate

of maternal mortality reduction is regressing in more
than half of the countries. The investment case
identifies the likely “best buys” for high maternal,
neonatal and child mortality countries in Asia and the
Pacific given existing technology, knowledge, costs,
capacities and needs. The starting point is a robust
package of essential services covering the continuum
of care from the woman of reproductive age, to the
pregnant mother to the child. These interventions
must be promoted and delivered at various levels

of the health care system, whether at home or in
communities, through outreach or at referral facilities.

IRIN/Manoocher Deghati
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UNICEF

Monitoring and evaluating

The implementation of the European Regional Strategy
for Child and Adolescent Health and Development has
been monitored in every member state through two
questionnaire-based surveys -- a baseline in 2006 and
a follow-up in 2008.

Some of the main findings include:

* The proportion of countries addressing a greater
range of ages within their Strategy, reflecting a
life-course approach, has increased from 25% to
35%; most of this change concerns the 5-9 year
old group;

e QGreater attention is being paid to equity among
population groups;

e Three-quarters of countries surveyed have an
active intersectoral task force; and

e The proportion of countries involving young
people in strategy development increased from
30% to 45%.

As part of the monitoring and evaluation, the surveys
were complemented by a set of country-specific
case studies. The case studies reinforced the survey
findings, and provided additional valuable lessons,
including the effect of financial constraints; the
positive association between WHO technical support
and progress in strategy development; the need for
increased collaboration with the NGO sector; and the
need to accelerate conversion of political will into
action.

child
survival

In order to intensify child survival actions in countries
and areas of greatest need, and in line with the
Western Pacific Regional Child Survival Strategy, the
foremost priority is reaching universal coverage with
an Essential Package of child survival interventions.
Regular monitoring in order to track progress with

the Strategy’s implementation is vital for defining
existing gaps and resource needs, informing policy
and planning processes, and guiding advocacy and
resource mobilization efforts.

For this purpose, a Regional WHO/UNICEF Child
Survival Monitoring Framework has been endorsed
by multiple stakeholders. It comprises ten agreed-
upon core child survival indicators to assess progress
in intervention coverage. To date, four countries
(Cambodia, Mongolia, the Philippines, and Viet Nam)
have updated data on the ten core indicators. In
addition, eight output indicators, assessing quality of
care, and nine input indicators assessing progress in
policy setting and planning, have been agreed. Many
of these indicators have been adopted for use in other
Regions and are reflected in the Statistical Annex of
this report.

In 2008, short programme reviews were conducted in
China and Cambodia to assess IMCI implementation in
particular and the child health programme in general
including the coverage of key interventions across life
stages. A planning workshop was also held in 2008
in Papua New Guinea for a household survey on
maternal, newborn and chid health.
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Edntroduction

In a growing number of countries, national HIV and
reproductive health programmes have recognized

the importance of addressing adolescents and we

are supporting them to do this effectively. We are

also working with countries to address other issues

of concern to adolescents such as nutrition, mental
health, substance use and injuries/violence. In using
these areas as programmatic entry points, CAH is
working to strengthen the response of the health
sector through what we refer to as the ‘4-S’ framework:

»  Strategic information: collecting and analysing
the data needed for advocacy, policies and
programmes;

*  Supportive policies: advocating for and supporting
the development of policies that protect
and improve the health and human rights of
adolescents;

*  Service provision: developing a systematic
approach to making health services responsive
to the needs of adolescents, guided by national
standards; and

*  Strengthening other sectors: improving
collaboration, support and linkages between the
health sector and other sectors, notably schools
and the media.

We worked in the following areas in 2008 to support
the application of this ‘4-S’ framework in countries:

* Generating evidence for programmatic action;

* Developing methods and tools for programmatic
action;

e Building capacity for programmatic action;
e Supporting programmatic action in countries; and

* Raising the visibility of adolescent health and
CAH'’s contribution to it, building consensus and
strengthening coordination and collaboration.

First review of mortality
in young people

Traditionally, mortality is the key indicator driving
public health action. Young people have low mortality
rates compared to adults and children, but each
death is both a personal and societal tragedy. In
partnership with the Department of Information,
Evidence and Research, CAH undertook a worldwide
review of mortality among young people aged 10-24
years through analysis of data from the 2004 Global
Burden of Disease database.

This review showed that 2.6 million deaths were
estimated to have occurred among 10-24 year olds in
2004. Ninety-seven per cent of these deaths occurred
in middle- and low-income countries, and almost two
thirds of all deaths occurred in Africa and South-East
Asia.

The figure above indicates the ten leading causes

of death, grouped into three overall categories:
communicable diseases and maternal causes, non-
communicable diseases and injuries. There was an
overall three-fold rise in male death rates across all
regions from early adolescence to young adulthood
(10-24 years of age), largely due to a rise in deaths
due to injuries. Death rates among young females in
Africa and South-East Asia were higher than those for
males, in large part due to the high rates of deaths
from maternal mortality, HIV and tuberculosis (TB).

In addition to this review, an analysis of the key
health risk behaviours of adolescents is also

under way. Together, these will provide a more
comprehensive picture of the health and well-being
of adolescents worldwide.

Worldwide mortality in young people
male & female,10-24 years, 2004
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Generating adolescent demand
and community support for health
services
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UNAIDS/Pierre Virot

In 2008, we carried out a global review of
evidence to identify a few strategic, do-able,
evidence-based interventions that create demand
for sexual and reproductive health services by
adolescents, and stimulate community acceptance
and support for their provision.

Evidence was reviewed from 30 studies on
interventions for generating demand through

the provision of information, education and
communication using several different channels:
information on the value of health services and on
efforts underway to make them adolescent-friendly;
the use of referral systems; and the provision of
funds/vouchers/subsidies to cover financial costs
of services.

Similarly, assessments of the effectiveness of
interventions for garnering community acceptance
and support included interventions such as
providing information to influential community
members about the need for health services

for adolescents through a variety of channels,
including one-to-one discussions, cultural/social
or school events, mass media, and activities to
foster community engagement and participation in

improving access to health services by adolescents.

The available evidence clearly highlights the
importance of engaging parents, adolescents and
communities as part of comprehensive strategies
for improving health service use by adolescents.
Adolescents are most likely to use health services
in those communities approve the provision of
services to them. The review also highlighted the
need for stronger programme design and for the
evaluation of projects that work with families and
communities on influencing reproductive health
behaviour and service use.

Inter-agency group publishes new
package of Guidance Briefs on HIV
and young people

A series of seven Guidance Briefs was developed in
2008 by the Inter-Agency Task Team (IATT) on HIV and
Young People, of which WHO is an active member.
The series comprises a brief that provides a global
overview, five other briefs on HIV interventions among
young people provided through different settings/
sectors - community, education, health, humanitarian
emergencies and the workplace - and a final brief on
most-at-risk young people.

Each brief includes a number of suggested actions to
be taken - depending on the specifics of the epidemic
and differing contexts in countries. The briefs do not
say “how to” implement the interventions outlined, but
key resources are listed to provide further guidance.
The series, which is based on the latest global
evidence, is intended to help United Nations

Country Teams and UN Theme Groups on AIDS to
provide guidance to their staff members as well as
governments, development agencies, civil society and
other implementing partners.

Though we were involved in the preparation of all
briefs, according to WHO’s mandate and the UNAIDS
division of labour, we took particular responsibility for
the brief on HIV interventions for young people in the
health sector. All of the briefs were reviewed by UN
staff in eight countries representing various contexts
and HIV epidemics.

English-language versions of the Briefs have been
disseminated to regions and countries, and the
series is currently being translated into all official UN
languages.

Imer-Agency Tazk Team
om HIY and Young People

GUIDANCE
B BRIEF

Dverview of
HIV Interventions
loe Young People
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‘More Positive Living’ a new
advocacy tool to strengthen health
services for young people living
with HIV

AR HLIS AR T3 THNNOA 01 FEN0EIE HOLOFS HETYIH IHL DRINSHLONIS S

In 2007 there were an estimated 5.4 million

young people 15-24 years old living with HIV,

and an unknown number of 10-14 year olds who

has survived into adolescents after perinatal HIV
infection. As access to treatment improves, more

and more perinatally infected children will survive
into the second decade. At the same time, unless
there is significant scale-up of effective prevention
programmes, young people will continue to become
infected.

In August 2008, CAH published an advocacy
document entitled “More Positive Living: strengthening
the health sector response to young people living with
HIV”, and distributed it widely at the International AIDS
Conference in Mexico.

Based on the outcome of a joint WHO/UNICEF

global consultation that involved service providers
and young people living with HIV from 18 countries,
the publication highlights the challenges facing the
millions of young people living with HIV.

It makes a number of specific recommendations for
actions to be undertaken by the health sector, including
the need to train service providers, to respond to the
sexual and reproductive health needs of young people
living with HIV, and to involve them in the provision of
services.

Social integration

Psychosocial support for young
people with HIV

To address the lack of psychosocial support for young
people living with HIV/AIDS, which has been identified
as a priority challenge for the health sector, in 2008
CAH carried out a review of the interventions being
implemented around the world to provide psychosocial
support for this group.

A questionnaire was sent to 86 organizations, of whom
80% responded. Respondents indicated that the
greatest challenges facing young people living with HIV
for which psychosocial support is needed are stigma
and discrimination (46%), adherence to medication
(41%), issues relating to sex (40%), and disclosing HIV
status (38%). It was clear from the responses that for
psychosocial support interventions to be effective they
must be youth-led, youth-friendly and involve youth at
all levels of planning, implementation and evaluation
(40%). Others highlighted that service providers

must be empathetic, non-judgmental and culturally
competent (28%). Lastly, a multidisciplinary approach
that includes professionals from primary care, mental
health, social work, legal advocacy and peer groups is
important (22%) for effectiveness.

The major obstacles that organizations face in
providing psychosocial support for young people living
with HIV are lack of funding (37%), insufficient trained
staff (24%), poor family and social support (19.4%),
difficulties with motivating the young people to access
services (24%) and the absence of programme
support tools and guidance (12%). Broad consistency
in the responses was found across organizations in
different geographical regions.

The findings from the review were presented at the
2008 International Aids Conference in Mexico, and
are being submitted to a peer reviewed journal for
publication.

WHAT ARE THE PROBLEMS FACING YOUNG PEOPLE LIVING WITH

HIV FOR WHICH THEY REQUIRE PSYCHOSOCIAL SUPPORT?

Disclosure
Sex-related
Adherence

Discrimination
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HPV prevention

Human papillomavirus (HPV) infection causes nearly
all cases of cervical cancer, which is responsible for
over 280,000 deaths worldwide each year. Recently,
vaccines have been developed to prevent some types
of HPV that cause cervical cancer, and an increasing
number of countries are choosing to procure and
deliver HPV vaccine to adolescents aged 10 to 14
years.

Given that adolescents tend to have insufficient
contact with health services, the growing interest

in countries delivering the HPV vaccine presents

an excellent opportunity for using the contact with

adolescents to deliver other public health interventions

that would benefit them.

With this in mind, in 2008 we carried out a literature
review to identify interventions that would be
appropriate to deliver to adolescents in brief health
service encounters, alongside the HPV vaccine. The
output of the review is termed Plus* Package of

Adolescent Interventions. It consists of a menu of core

and optional evidence-based interventions organized
by: screening, provision of information, services,

and commodity delivery. The package has been
developed for use in a range of countries, and will be
field-tested alongside HPV vaccination programmes in
collaboration with the Regjonal Office for the Americas
and the Department of Reproductive Health and
Research in 2009.

Male circumcision:

In 2008, CAH partnered with UNICEF to organize and
facilitate a regional consultation in Africa on young
people and male circumcision. The meeting brought
together 60 participants representing ten countries
(Botswana, Kenya, Lesotho, Malawi, Namibia, South
Africa, Swaziland, the United Republic of Tanzania,
Uganda, and Zambia), including representatives from
Ministries of Health and Youth, NGOs, young people,
and staff from UNAIDS cosponsors UNICEF, UNFPA
and WHO. Regional organizations such as the African
Youth and Adolescent Network on Population and
Development as well as regional representatives of
global youth organizations such as the Global Youth
Coalition on AIDS also participated.

The overall aims of the consultation were to inform
and update young people about male circumcision;
provide them with a space for discussion, to raise
questions and express their concerns; provide
opportunities to share experiences between countries
in the subregion; and identify ways to strengthen the
focus on and involvement of young people in male
circumcision roll out.

This was the first meeting to explicitly involve young
people on the issue of male circumcision. Three
specific follow-up activities were agreed:

¢ the development of a Question & Answer
document addressing the most common issues
around male circumcision, in order to provide
information to young people on the intervention
as well as helping young people involved in

advocacy for it to be more confident about the key

messages;

* the development of training
materials for service
providers on working
with young people and
building links with youth
organizations, schools and
other partners to serve
adolescents’ health needs in
a youth-friendly way; and

* an advocacy document,
based on the outcome of
the consultation, for policy
makers and programmers,
in order to mobilize
resources for roll out of male
circumcision by adolescents,
for adolescents.
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Making progress in our
‘focus countries’

To demonstrate the feasibility and value of the ‘4-S’
approach for strengthening the way in which the
ministry of health - and specifically the national
HIV/AIDS and/or the national reproductive health
programmes - address adolescents and young people,
we have worked to apply it in a limited number of
countries, designated as ‘focus countries’. In addition
to reality testing, the focus countries also serve the
valuable purpose of being demonstration sites for
other countries.

The current list of ‘focus countries’

Region of the Americas: Guyana, Honduras, and
Nicaragua.

African Region: Burkina Faso, Democratic Republic of
the Congo, Ghana, Malawi and the United Republic of
Tanzania.

European Region: the Republic of Moldova, Tajikistan
and Ukraine.

South-East Asia Region: Bangladesh, India and Sri
Lanka.

Western Pacific Region: Mongolia and Viet Nam.

We have set out clear objectives at the level of the

WHO country office, Ministry of Health, district health
management team, and the community in each ‘focus
country’. Building on the work done in 2006-07, in 2008
we worked to support the implementation of the step-
by-step approach to scaling-up the provision of health
services to adolescents, as shown in the box below:

Recognizing that good progress had been made in
moving through steps 1-5 in 2006-2007, the main
thrust of our work in 2008 was to stimulate and support
implementation and monitoring at the district level.

Implementation: To support countries as they move
from setting national quality standards as aspirational
goals, to implementing concrete actions at the
national, district and health facility levels to meet
those quality standards, we worked with WHO country
office staff and Ministries of Health to develop the
following set of tools, flowing from the national quality
standards:

e Guidance for national programme managers
on actions to set the stage for the district-level
introduction and implementation of quality
standards;

* Guidance for district health management teams
on actions to achieve the quality standards;

* Guidance for health facility managers on actions
to achieve the quality standards.

Monitoring: Using measurement to shape and guide
programming, we worked to build capacity in the
assessment of quality and coverage of health service
provision to adolescents at an intercountry workshop
in Kyiv, Ukraine, in May 2008. In addition, we provided
technical support to several countries to develop
strategies and tools to monitor the achievement of
national quality standards (health facility manager
interviews, health facility staff interviews, adolescent
client interviews, observation and record reviews). As
a result of these efforts, concrete steps to monitor
health service provision were undertaken in ten of the
16 focus countries in 2008.

In addition to providing support for data collection and
analysis, we provided support for the dissemination

of the findings and for them to be used to shape
programming efforts.

Steps completed by 2008 in the systematic approach to improving access to health services for adolescents

1. Situation 2. Develop national 3. Develop (or 4. Build a pool of 5. Support the 6. Support the 7. Support the
analysis of health  quality standards adapt) capacity resource persons to integration of impl itation monitoring of the
service provision for health service building and use the tools approved quality  of activities to implementation of
provision, specifying monitoring tools standards into achieve the quality activities at national
Focus countries health system existing work plans  standards and and district levels,
and health worker and budgets expand coverage and quality and

performance, as well
as actions to build

through actions at  coverage at local
the national, district levels

community support and health facility
and increase levels
adolescent demand

Bangladesh

Burkina Faso

Democratic Republic of the Congo
Ghana

Guyana

Honduras

India

Malawi

Mongolia

Nicaragua

Republic of Moldova

Sri Lanka

Tajikistan

Ukraine

United Republic of Tanzania
Viet Nam
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outstanding initiatives

CAH has worked with front-line organizations in
Estonia, Mozambigque and South Africa to prepare
analytic case studies of three outstanding initiatives
that have scaled up the provision of health services to
adolescents.

CAH’s objectives in supporting this documentation
effort were:

* To provide governmental and non-governmental
organizations in developing countries involved
in scaling-up the provision of health services to
adolescents with examples of how this has been
done successfully in other developing country
settings.

* To provide staff in international organizations
providing technical and financial support to
developing countries in scaling up the provision of
health services to adolescents with analytic case
studies showing how this was done and what was
achieved in three different developing country
settings.

The South African case study is of the Evolution of
the National Adolescent Friendly Clinic Initiative
which was an integral part of the high profile loveLife
programme. The Mozambican case study was of

the progress made by the multisectoral Geracao Biz
programme, a key component of which was youth-
friendly health services, in moving from inception to
large scale. The Estonian case study was that of the
nationwide spread of the Amor youth clinic network,
led by the Sexual Health Association in that country.
The key message emanating from each case study
is that the scaling up the provision of health services
to adolescents in developing country settings in a
sustainable way is clearly doable, but it requires
deliberate and concerted effort.

Building capacity

There are growing requests from countries in the
African Region for technical support to strengthen
their health sector interventions for adolescent health
and development. In 2008, the African Regional Office
and headquarters jointly organized the first capacity
building workshop for consultants and resource
persons, held in Ghana. Participants included seven
staff from WHO Country Offices in the Region, one
inter-country team CAH adviser, two representatives of
Ministries of Health, and six Ghanaian professionals
working in the field of adolescent health.

The aim of the workshop was to develop a common
understanding of the programming frameworks
currently being used by CAH and promoted in the
Africa Region; to build skills in the use of WHO tools
and approaches for supporting the health sector
response to adolescent health; and to strengthen the
participants’ capacity to assist with the facilitation of
key workshops used in the systematic approach to
strengthening the responsiveness of health services
to meeting the needs of adolescents. In addition,
participants were provided with an orientation

on some more general aspects of conducting
consultancies for WHO’s African Regional Office,
including administrative considerations, writing reports
and debriefing,.

The final evaluation of the workshop indicated that
participants had gained competencies to support
other countries. WHO'’s African Regional Office has
already begun to use some of the resource persons
who participated in the course, and those participants
selected from WHO Country Offices are additionally
contributing to adolescent health activities in their own
countries.

WHO
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Regional Strategy for Improving
Adolescent and Youth Health

In October 2008, after months of
preparatory work and consultation with
countries, experts, young people and
international stakeholders, the health
authorities of the Americas voted, during
PAHOQ’s 48th Directing Council, in favour
of a resolution to endorse the Regional
Strategy for Improving Adolescent and
Youth Health. This ten year strategy sets
out to strengthen the health system’s
response to current and emerging
needs in adolescent and youth health

in the region with specific consideration
for prevailing inequalities in the health
status of various populations.

The Strategy proposes seven lines of action to
address the primary causes of mortality and
morbidity:

1. Strategic information and innovation;

2. Enabling environments and evidence-based
policies;

3. Integrated and comprehensive health systems
and services;

4. Human resource capacity building;

5. Family, community, and school-based
interventions;

6. Strategic alliances and collaboration with other
sectors; and

7. Social communication and media involvement.

The Region has the largest cohort of young people

in its history - representing one quarter of the

total population. Many countries in the Region are
experiencing a demographic “window of opportunity”
in which there is a larger proportion of working-

age persons relative to the dependent population.
Investment in adolescent and youth health and
development was considered by the Council as critical
to the future of health and social infrastructure and
to the prevention of health problems in adulthood.
The importance of attention to both the mental and
physical health needs of adolescents and youths was
underscored.

The Strategy builds on a Resolution on Adolescent
Health in 1997 and an evaluation of the
implementation of the action taken in countries. This
new Strategy will be implemented through a Plan of
Action now under development.

Making health services youth
friendly - moving from theory to
action in Moldova

In 2008, WHO'’s European Regional Office provided
intensified support to the government of the Republic
of Moldova in building the capacity of the health sector
to respond more effectively to the needs of young
people. This was an important prerequisite to ensure
leadership for and smooth implementation of national
policies and programmes on adolescent health and
development. National capacity was built, including
that of government representatives and the national
professional officer, for strengthening health systems,
measuring the quality of youth friendly health services,
planning and building partnerships for implementing
cross-sectoral programmes for young people, and
gender analysis for planning, implementation and
evaluation of family and community programmes.

In terms of programmatic support,
WHO supported Ministries of Health:

¢ to apply a human rights- based approach to
reviewing laws and policies on reproductive health
(with a particular focus on young people);

* to review the basis for the provision of health
services in schools within existing national
strategies and targets and;

¢ to strengthen school health services by applying
evidence-based practices drawing upon
international experiences; and to apply the WHO’s
systematic approach to improving the quality and
scaling up the provision of health services to young
people.

The Republic of Moldova’s National Standards for Youth-
Friendly Health Services

Standard 4
Health service providers

Standard 1
Young people know when

and where to ask for health
services.

Standard 2

Young people have easy
access to the health
services they need, they
also find them acceptable.

Standard 3

Health service providers
maintain the confidentiality
and respect the privacy of
young people.

mobilize the community
to promote youth friendly
health services.

Standard 5

Health service providers
provide health services
effectively, in line with the
basic or extended package.

Standard 6
All young people have equal
access to health services.



strategic
information

In 2008, WHO’s South-East Asian Regional Office
commissioned analyses of Demographic and Health
Surveys and other national surveys, in a concerted effort
to improve the use of strategic information to inform
policies and programmes. Advocates and programme
planners in Bangladesh, India, Indonesia, Nepal and Sri
Lanka now have age- and sex-disaggregated data on
sexual and reproductive health and HIV/AIDS.

Efforts to improve health service delivery in the region
are also benefiting from a focus on strategic information:
assessments of the quality and coverage of Adolescent
Friendly Health Services (AFHS) has also been initiated in
selected countries. In recent years, technical assistance
has been provided to develop national standards on
AFHS in Bhutan, India, Sri Lanka and Thailand. Protocols
developed by CAH to measure the implementation of
the standards through the assessment of quality were
applied in these countries in 2008.

Protocols developed by CAH to measure the coverage
of health service delivery to adolescents were used in
the same sites as the quality was assessed in India
and Sri Lanka.

India has also undertaken assessments of the quality
and cost of services for adolescents in hospital-based
“adolescent-friendly” clinics (AFCs) in Chandigarh, New
Delhi and Kolkata. The aim was to assess whether the
introduction of the clinics had led to improvements in
the quality of health services available to adolescents
in those areas in comparison with out-patient

clinics in the same hospital sites. At the same time,
an assessment of the cost of these services was
undertaken. Overall, as shown in the figure below,

the assessment indicated that the performance of
AFCs was better than that of the control sites. Data
from the client exit tools also indicated higher scores
for AFCs on all dimensions of quality. The results of
this assessment show the added value of the youth-
friendly approach.

QUALITY COMPARISON

Building consensus and
strengthening collaboration

=

Y @

Experts from seven countries in the
Western Pacific Region (Cambodia,
China, Lao PDR, Mongolia,
Philippines, Papua New Guinea,
and Viet Nam) along with the
country office staff of WHO, UNICEF
and UNFPA, NGOs, and selected r .
research institutions, participated in a meeting on
improving adolescent health in the region, held in
2008. Its objectives were to share experiences, orient
participants to the ‘4Ss’ framework for strengthening
the health sector response to adolescents’ needs.
The discussions resulted in the following cogent
conclusions and recommendations:

» Disaggregated strategic information is needed
to inform efforts to improve adolescent health in
the region. Current data is inadequate across the
region, in particular in providing information about
vulnerable youth and most at-risk youth;

e Evidence-based policy underpins the ability of the
health sector to support many adolescent health
interventions. The health sector can proactively
engage in policy discussions in other sectors
including education, employment, environment,
justice and transport to improve aspects
particular to adolescent health.

* The provision of quality services for young people
is a key for their health, but there have been
difficulties faced in countries to scaling up pilot- or
project-based initiatives;

*  Many of the important health problems of
adolescence cannot be dealt with effectively by
health sector alone. The health of adolescents
requires action led by others notably: education,
protection, justice, media, labour, entertainment
and leisure. Health sector must develop
partnerships with them and provide needed
support to their actions.

The meeting also provided an opportunity to identify
resources, build country level teams, lay foundations
for future collaboration between UN agencies at the
country level, and strengthen country level planning for
the next year. The opportunity was utilized to develop
understanding for a strengthened and coordinated
joint response from WHO and UNICEF at the regional
and country level for the future.
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What’s in the
Data from 33 countries with high
rates of child mortality

KEY POINTS

* During the past five years, fewer than
half of the countries on which data are
presented in the annex have achieved
declines in mortality that would put them
on track to achieve MDG4.

* Atleast one out of every five children is
underweight in more than half of these
countries.

e Coverage of treatment for pneumonia and
diarrhoea needs to be more than doubled
to reach MDG4.

e Less than one third of the countries have
adopted a community health worker
policy that could help increase access to
treatment for pneumonia.

e Infant feeding counselling and the
integrated management of newborn and
childhood illness are the interventions with
lowest coverage.

* Fewer than half of all districts have
initiated IMCI training, leaving many
without the opportunity to improve the
quality of health care for children.

Reaching children with the right interventions, in the
right place, at the right time is key to reducing mortality.
Gathering and analysing data is the only way to know
where gaps exist, and the best ways to fill them. The
Statistical Annex of this report includes data for 33
countries with high rates of child mortality, accounting
for approximately three quarters of the global burden.

A decline of 4% per year in the under-five mortality rate
is the minimum necessary to achieve MDG4. Between
2002 and 2006, fewer than half (15) of the 33
countries achieved such an annual rate of decline.

High coverage levels (63%) have been achieved for
some preventive interventions such as measles
vaccination, which shows what is possible, given
sufficient resources. By contrast, adoption of other

A
= 1

preventive interventions such as early initiation of
breastfeeding and exclusive breastfeeding, is generally
low (38%). There is strong evidence that these
essential feeding interventions can help mitigate the
widespread problem of under-nutrition and prevent
many unnecessary child deaths.

Pneumonia and diarrhoea together account for more
than one third of all under-five deaths globally. There
is strong evidence to show that adequate care seeking
followed by treatment with antibiotics (and oxygen)
reduces pneumonia deaths, and oral rehydration
therapy (ORT) and zinc prevent diarrhoea mortality.
Current levels of coverage for effective curative
interventions need to be more than doubled (from

a median of 47%) to reach the levels necessary to
achieve MDGA4.

To save child lives, programmes need to aim for both
high coverage and quality of care. While there is a
great deal of data available on coverage, tools such as
health facility surveys that measure the quality of care,
are not being used sufficiently to guide programme
decisions and (re)training priorities.

The Integrated Management of Childhood lliness
(IMCI) is known to significantly improve health worker
performance. However, fewer than half of all districts
in the 33 high burden countries have initiated health
worker training in IMCI, leaving most without quality
improvement opportunities.

Authorizing community health workers to prescribe
antibiotics is an effective strategy for increasing
access to pneumonia care. Despite this, fewer than
one third of high burden countries have adopted
formal community health worker policies that
could help overcome the barriers to access and
increase intervention coverage for pneumonia case
management.

More than three quarters of the countries reported
having a national child health strategy and/or action
plan, though no supporting documentation was

made available to substantiate this. Three quarters

of countries also reported having adopted a national
policy for infant and young child feeding and the Global
Strategy’s nine operational targets.

Despite the reported existence of costed national child
health strategies, policies and action plans, coverage

of essential feeding and curative interventions is low.

It is critical that national policies and plans cover

the appropriate mix of child survival interventions

and delivery strategies according to a country’s
epidemiological profile and health system. It is equally
vital that the adopted policies are translated into action.



Input indicators

1. Costed national strategy and/or plan of action for newborn and
child health

Definitions: At a minimum, a national strategy lists the newborn
and child health interventions and the level at which they will be
delivered. A plan of action outlines program activities and tasks
that will be carried out in the next year or for the duration of the
governments’ planning period. A national strategy is considered
costed when intervention and program costs are estimated, based
on population needs. A plan of action is considered costed when
all proposed program activities and tasks in the plan of action are
costed.

Yes: Existence of a strategy and/or plan of action which is costed
Partial: Existence of a strategy and/or plan of action, but not costed
No: No plan of action or strategy

- : Information not available

2. Zinc for diarrhoea treatment

Yes: Zinc for the management of diarrhoea is available in the country
Partial: Official Ministry of Health policies or guideles for the use
of Zinc for the management of diarrhoea exist but no Zinc for the
management of diarrhoea is available in the country

No: Zinc for the management of diarrhoea is not available in the
country and no Official Ministry of Health policies or guidelines for
the use of Zinc for the management of diarrhoea exist

- : Information not available

3. Antibiotics for the treatment of pneumonia at community level
Yes: Official Ministry of Health policies or guidelines exist for the use
of antibiotics for pneumonia treatment at community level

Partial: There are no official Ministry of Health policies or guideles
for the use of antibiotics for pneumonia treatment at community
level but implementations happens in programmes or projects

No: Ministry of Health does not allow the use of antibiotics for
pneumonia treatment at community level and no implementation
takes place

- : Information not available

4. Year of last revision of IMCI guidelines

Year of last revision

5. International Code of Marketing of Breast-milk Substitutes

Yes: All provisions of the International Code adopted in legislation
Partial: Voluntary agreements or some provisions of the
international Code adopted in legislation

No: No legislation and no voluntary agreements adopted in relation
to the International Code

6. National policy for Infant and Young Child Feeding

Yes: Existence of a national policy for Infant and Young Child Feeding
which includes the nine operational targets of the Global Strategy for
IYCF.

Partial: A national policy exists which includes at least one
operational target

No: No policy on IYCF exists

Note: The list of the nine operational targets of the Global Strategy
for Infant and Young Child Feeding (IYCF) is available at
http://innocenti15.net/declaration.pdf.pdf

Output indicators

1. Proportion of districts having initiated IMCI training of first-level
health workers

2. Estimates of first-level facilities with one or more health workers
who care for children trained in IMCI

3. Estimates of availability of oxygen in pediatric wards of district and
national hospitals

4. Proportion of mothers who know two danger signs for seeking
care for children under five years of age

Outcome indicators
(definition according to DHS StatCompiler and MICS)

1. Breastfeeding within one hour of birth

Definitions: Percentage of children born in the five years preceding
the survey who were ever breastfed, and who started breastfeeding
within one hour of birth.

2. Exclusive breastfeeding among infants under six months of age
Definitions: Percent distribution of living children exclusively
breastfed at age 6 months.

Note: Breastfeeding status refers to 24 hours preceding the survey.
3. Care seeking for pneumonia

Definitions: Percentage of children under five years who were ill with
a cough accompained with rapid breathing and the percentage who
were ill with fever during the two weeks preceding the survey, and
the percentage of ill children for whom treatment was sought from a
health provider.

4. Children with diarrhoea receiving Oral Rehydration Therapy
Definitions: Percentage of children under five with diarrhea in the
two weeks preceding the survey who received oral rehydration
therapy (ORT).

Note: ORT = Either ORS (oral rehydration solution) or RHS
(recommended home solution)

5. Children under twelve months of age vaccinated against measles
Percentage of children 12-23 months vaccinated with measles
vaccines by 12 months of age, by whether the information was from
a vaccination card or from the mother.

Note: The percentages vaccinated by 12 months of age are
calculated under the assumption that the proportions of
vaccinations given during the first year of life are the same for
information based on the mother’s report and information coming
from a written record of vaccination.

6. Use of insecticide treated nets (where policy recommends ITN use
for pregnant women and children under 5 years )

Percentage of children under five years of age who slept under an
insecticide-treated net (ITN) the night before the survey.

Note: An insecticide-treated net (ITN) is 1) a factory-treated net
that does not require any further treatment, or 2) a pretreated

net obtained within the past 12 months, or 3) a net that has been
soaked with insecticide within the past 12 months.

Health status indicators

1. Under five mortality rate per 1000 live births in 2006

2. Under five mortality rate - Annual Average Rate of Reduction in the
2002-2006 period

3. Estimated number of pneumonia episodes per year in 2004

4. Percentage of children under five underweight (-2 SD)
Definitions: Percentage of children under five years who are
classified as undernourished according to three anthropometric
indices of nutritional status: weight-for-height.

Note: Each index is expressed in terms of the number of standard
deviation (SD) units from the median of the NCHS/CDC/WHO
international reference population. Children are classified as
malnourished if their z-scores are below minus two or minus

three standard deviations (-2 SD or -3 SD) from the median of the
reference population. The percentage below -2 SD includes children
who are below -3 SD.

CHILD AND ADOLESCENT HEALTH AND DEVELOPMENT PROGRESS REPORT 2008 23



€/T>

€/2><€/T

€/t<

€/¢><€/T

« Slendsoy

|euopjeu pue
J0113SIP JO spiem
auelpad u1 2o

30 Ayjiqejieae

J0 sajewns3

‘800

€/2><€/T

€/¢><€/T

€/C><€/T
€/1>
e/T>
€/e<
€/t<
€/1>

€/C><€/T

€/1>

IO U1
pauies} uaipiyo
10§ 8189 OYM SMH
2I10W 10 T YHm
Sa|198} [9A9)
-1 Jo sejewsy

si0jeaipul yndyng

%01
%0¢C
%06
%86
%T

%8T
%99
%CL
%TT
%9¢C
%LT
%E6
%S98
%vE
%06
%6E
%06
%0€
%S L
%0€
%9¢C
%L

%TC
%C6
%9€
%ST
%CE
%3¢
%06
%0¢C
%S98
%LE
%0¢

* SMH [9A9]
-3s1y jo ujuren
1O paleniul
Bulrey sjouysIp
Jo uoiodoid

lented
SOA
SOA

SoA
SoA
SaA
SoA
SoA
SoA
SoA
SoA

lented
SOA
SaA
SoA

[enJed
SoA
ON
SoA
SoA
SoA
SoA
SoA
SoA
SoA
SoA
SoA
SoA

|enJed

x Suipeay
Py Sunox
pue juejuj io}
Aojjod jeuoneN

SOA
oN
SOA
SOA
oN

lenued
SOA

lerued
lenued
SOA
lened
SOA
OoN
SOA
|erued
SOA

[erued

lened

[ened
SOA

lerued

lerued
|erued
SOA

[ered

[ered

[ened
SOA
SOA

lented

|ented
ON
XXX

samnsqns
Nliw-3seaig

Jo SuneyieN

J0 9po9

|euoneuIalu|

Z 1aquiaoaq JO ISTE JO Se SNJelS "Sedly0 [euoiSay pue Auno) OHM Aq paliodas se asimiayiQ “usgeyuado) uol

*ap0Y au} Jo BULIONUOW JIDINN/OHM :20IN0S BIEP = 4xx
1a Alddns 431NN Aljige|IeAR dUIZ 104 :80IN0S BIEP = xx

*800¢ /9qWa09( 40 ISTE JO Se SN1LIS S8l [euoigay pue A1unod OHM Aq perioday :82n0s elep = «

800¢C lenJed
800¢C ON
100 ON
100¢ ON
800¢C ON
G00¢C ON
100¢ ON

- |enJed
800¢C SOA
100 SOA
,00¢ SoA
100 SOA
800¢C SOA
900C ON
) oN
100 SO\
; oN
100C ON
. oN
- SOA
- OZ
900C ON
900¢C ON
100C SoA
100C ON
. oN
900¢ ON
100 ON
- OZ
900¢C ON
- SOA
S00¢C ON

x 19A9]

» SOUIIaPING Ayunwuwos
101 30 e Juswieasy
uojsiAal
N ejuownaud
1se| Jo Jeap

10} sopojqiuy

si0jeaipui 3nduj

SoA
SoA
SoA
SoA

SBA
ON
SBA

lenJed
SoA
SoA
SoA
SoA
SBA
ON
SBA
ON
SoA
SoA
SO
SO
SO
SO
SOA
SOA
SoA
ON
SoA
SO
ON
SOA
SOA
SOA

*¥

juawjealy
eaoyuielp
10} 2U1Z

"3|qe|ieA. J0u elep = -

SOA UBWBA
lenJed ueIsyagzn
lenJed ejuezue] Jo oljgnday panun

SOA epuedn
Kayany

|enJed ueispyifel
SOA uepng
|enJed sauiddijiud
ON eauIny MaN ended
SOA ueisiyed
SOA elagIN
SaA J198IN
lenJed ledan
|enJed JewueAp
SOA anbiquezo
SaA 1eiN
|enJed IMeleN
ON aljgnday onesoowsq s,8/doad soe
ON efuay|
ON eIsauopu|
[enJed elpu|
ON nieH
SBA eldoiy3
SOA 10433
SOA 03u0) au} Jo aljgnday donesoowaq
SaA 1I0A|,p 8100
ON euIyo
SOA eipoquie)
|enJed ose eupng
SOA lizeig
|enJed einjog
|ened ysape|gueg
lenJed ejosuy

* YHeay piiyo

pue uiogmau
10§ uonoe jo

ueld / A3a1ens

|euonjeu pajso)

A1nunop

24



900¢ SOIN
900¢ SOIN
¥00¢ SHA
900¢ SHa
€00¢ SHa
G00¢ SOIN

€002 SHa
1002/9002 SHa
€002 SHa
900T SHa
9002 SHa
900¢ Moday HAW Hoa :200T
1d3 7 N3J ‘€00T SINH Pue SIIW
€002 SHa
900Z SHa
900T SOIN
900T SOIN
€002 SHa
€00¢/200¢ SHa
900¢/S00¢ SHa
9002/S00Z SHA
G00T SHa
G00Z SHa
1002 SHa
900Z SOIN
G00Z SHa
€002 SHa
900¢ SHA/SANd
€002 SHa
900Z SOIN

1eay) /22in0s

*UWIN|09 1Se| S} Ul Pa3SI| d4e ash N1 | ‘Sa|Sea 1sulese paleuldoeA SYUoW ZT> UaIp(Iy) ‘1Y SUIAIS081 BIOULIEIP UM UBJP|IYD ‘eluownaud Joj Suinaas a1e)
‘SYUOW 9 > SJuBjUl BUowe 4g SAISN|OXT ‘YMIg 4O JY T UIYNIM 49 ‘WSIomiapun G> UaJp|Iyd 83L1US0I9d SI01LdIpUl 8Y) 40} JeaA 80UBIBJ8) PUB S82IN0S Blep 8y
‘|2 19 | uepny Uo Paseq S91LWNS OHM :90IN0S B1EP = yxx

'S91eWINSS NN PIEPII0SUOD UO PAsEq SUONRINOIED OHM :92IN0S BIeP = 4«

‘(dnoug Suiopm AousBelaiu]) Sa1ewnsa NN PA1EPI[0SUOY :80N0S B1eP = «

"3|qe|ieAR 10U Blep = -

- ¢'69 198 - - 9'6C - 000°00%‘T %9'T 00T USWIDA
- 0’96 8'8L 119 7'9¢ 1219 T8 - %09 4% ueisiyeqzn
09T c0oL c'c9 '6S9 €T €69 9'7¢C 000°006'T %0°€ 8TT eluezuey jo aljgnday papun
L'6 €'¢a A% g'eL 6’69 'ac [ 000'00Z'T %ET 1414 epuedn
- 1L - (eln74 8'0¢C 6'€S 6'¢ - %88 9C Aoxun
€T 116 7’89 6'€9 'ac 6'09 VLT - %9 89 ueisiifel
- - - - - - - 000000 %Y1 68 uepns
- 169 9.9 8v3a g'ee o'va - 000'00L°C %L'E 43 saulddijiyd
- - - - - - - 000002 %S'T €L eauiny maN ended
- ¢'09 cly Gg'08 - 0'8T - 000'008'6 %8'T 16 uelsiyed
T v'1€ 7'6¢ 8'ce (A" 6'1¢€ 1'8¢ 0000009 %ET 167 elogIN
A €8¢ [4°14 cly 9'¢cT €8y (444 0000007 %T'T €9¢ 193IN
- 008 L'0v 6'cy 0'es 'ae 9'8¢ 000°000°T %E9 19 |edoN
6'TT 0'8L L'v6 jegeie] ST - 8T¢€ 000°008‘T %6°0 0T JewuehAp
- 0'€9 Tvs 'ag 0'0€ L'v79 8'¢C 000'00T‘T %CY 8€ET anbiqwezoj|
- 169 €vec 1'8€ 8'.¢€ 6'SY oce 000‘0t8 %S0 L7¢ ey
L've 6'GL €69 819 199 €89 g'0¢c 000'0€9 %EY oct IME[eN
gov oee Sg'09 €ce '9¢ 8'6¢C Tl 000°'G.E %0°G 72 aljgnday onesoowa( s,8|doad soeT
09 8¢9 2'6¢C Tev LCT €'¢a 86T 000'009°T %90~ T1cT efuay]
- z'e9 '8y €719 7'6€ 1'8€ - 0000009 %L'S 143 elssuopu|
- '8y 0'9¢ €19 7'or ST 8Ly 000'000°EY %9°C 9L elpuj
- €6y 8¢y g'1e L0y o'ce 6'1¢C 000‘0zy %C'S 08 ey
a7 g'8¢ g'lc L'8T 0'6¥ 6'aY Gg'8¢ 000'0S6'E %E€ €cT eidoiyyg
- €16 1'G€ '€9 €8¢ 7'1€ 19 000086 %E9 Gge 1dA83
8'G 6'vS 6'vy 6'Tv T9€ L'6¥ Tog 000'0S8'E %00 el 08u0) 8y} Jo d1|gnday dneIoowWaq
[OR3 €cL 9'ce T'se 13874 6'vC 0'0¢C 0000.8 %ET 12T 9JI0A|,P 8100
- - - - - - - 000'000'TZ %C’L 174 eulyg
[ c0L 8'GE 1414 009 9'9¢ 9'Ge 000052 %0 8 eipoqued
6T (414 Gg'9¢ 6'GE 6'8T €€ee 9'LE 000066 %80~ 0¢C ose4 euing
- - €18 L'6¥ 8'6€ o'er LT 000°008‘T %89 014 lizelg
- €L '8¢ g'19 9'cg 1'09 'L 000'00T %E'S 79 elAljog
- g8 T0L To€e A 9'Ge Sly 000°00%‘9 %8 69 ysape|sueg
- - . - . - . 000'000°T %00 09¢ ejoguy
so|seawl 140 Stiuow (a@sz) *xx (1002)
jsujese Suinesal ejuownaud 92 g wsSiemiapun | 1L /saposida »x (9002-2002) » (9002)
asn sjuejul jo iyt uonoNpay jo SYMIq dAl|
NI pajeuldoea eaoydielp | loj Supjaas ST - G> ejuownaud S e Anpuno)
syjuow gt yum alen uaipjiyo jo Jo Jaquinu
> uaipjiyo uaipjiyo on M:m_oxm 44 agejuaolad pajewnsy [enuuY YNSn disn

s10}e2Ipuj dWoINQ S10}e21pu| SNjelS yHesH

25

[
(=]
(=]
N
-
o
(=}
o
7]
o
(%]
(2]
L
o=
(2]
(=]
e
o
—
=z
L
=
o
o
-
(51}
>
1]
[a]
(a]
=z
<
EE
—
<
1]
T
—
=z
1]
(&
(2]
L
—

=z
<
o
—
EI=
(&)



S,
A

The profiles include selected indicators which relate to WHO’s
work on adolescent health in the Medium-Term Strategic Plan
(MTSP), and international goals (MDGs and UNGASS) and
frameworks (ICPD) related to young people.

For 2008, one focus country profile is presented from the
African Region, the Region of the Americas, the European
Region, the South-East Asian Region, and the Western Pacific
Region.

Sources

United Republic of Tanzania:

1: World Population Prospects, 2004;

2: Demographic and Health Survey (2004);

3: Global School Health Survey, 2006;

4: Tanzania HIV survey, 2003-04;

5: Report On Assessment Of Availability And Accessibility Of
Adolescent Sexual And Reproductive Health Services In
Mainland Tanzania, MOHSW, 2008

Notes a: Coverage “the proportion of adolescents who say

they would be able to seek help from health facilities and the

proportion of those who do in fact seek help”

Honduras:

1: Census, Government of Honduras, 2005;

2: Demographic and Health Survey;

3: Coverage study, Metropolitan area of Tegucigalpa, 2008;
4: Opportunities in Crisis, Unicef, WHO, 2002;

5: Global School Health Survey, 2006;

6: Service Availability Mapping, WHO, MOH,

Notes a: “have received a package of 4 interventions: health
promotion by peers, condoms, HTC, STI management”; b:
“commercial sex-workers”; ¢: “men who have sex with men”;
d: “birth in health facility”

Republic of Moldova:

1: Opportunities in Crisis, Unicef, WHO, 2002;
2: Demographic and Health Survey (2005)
3: PRB mid-2007

India:

1: World Population Prospects, 2004;
2: NFHS-3, 2005/6;

3: NFHS-2, 1998/9;

4: WHO Mortality Database;

5: Global School Health Survey, 2007

Viet Nam:

1: PRB mid-2007;

2: Demographic and Health Survey (2002-06);

3: Survey and Assessment of Vietnamese Youth (SAVY), 2003;
4: Opportunities in Crisis, Unicef, WHO, 2002
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Total Population® 38,700,000  10-24 year olds
Population of 10-24 year olds* 13,400,000
Summary of CAH Activities EI¥YA

Between 2002 and 2007, WHO provided the

Ministry of Health with support in developing a

national adolescent health strategy; in developing

National Standards for Adolescent Friendly Reproductive Health
Services and in doing the ground work for applying them through
support for the adaptation of generic tools, building a pool of
facilitators and the development of tools to support district

level implementation and monitoring and the development of

a district-level planning process. The MoH disseminated the
national quality standards and encouraged regional medical
officers to apply them in their respective districts. The MoH
generated resources from partners to support the application

of the national quality standards to medical officers, policy- and
decision-makers at district and regional levels. As a part of this
process, it carried out a nation-wide evaluation of the youth
friendly reproductive health initiative (YFRHI), with funding from
UNFPA and with technical inputs from WHO and other partners.
In addition, in partnership with the MoH, WHO engaged a local
organization with public health expertise to support district health
management teams with implementation and monitoring. WHO
also supported the MoH in preparing a paper on the evolution of
the YFRHI from 2003-2008.

Impact Indicators Age 2 g
HIV prevalence® 15-19 21% 21% 2.1%
HIV prevalence® 2024 6.0% 4.2% 5.2%
Maternal mortality ratio per

100,000 live birthys P 1519

Age Specific Fertility rate® 15-19 132

Age Specific Fertility rate® 20-24 274

Suicide rate 13-15

Proportion with serious injury

in past year* 13-15 35.9% 43.2% 39.9%

Outcome Indicators Age 2 g A
Condom use at last high risk sex® 15-19  40% 39%
Condom use at last high risk sex® 2024  37% 51%
Percentage who received an HIV test
and know their results®
Contraceptive prevalence (modern

1524 53 5.9%

- 0y
methods - unmarried)® S
Contraceptive prevz:lence (modern 1519  6.9%
methods - married)
Antenatal care visits for z4 visits <20
Tobacco use in past 30 days* 13-15 4.1% 12.2% 8.5%
E:;Z'\‘/tiz'u;fg”'at'o” ofadolescent 4315 498% 551% 52.4%
Output Indicators Age Ly

Proportion of health providers
trained in AFHS/ASRH®

Percentage of young people using
health services

37.2%

15-24



Total Population?
Population of 10-24 year olds*

7,197,300
2,563,000

10-24 year olds

Summary of CAH Activities

Over the past 5 years WHO has invested in

strengthening health services for young people,

with a focus on pregnancy and HIV prevention

through a health systems and primary health care approach.
At the policy level, collaboration between the MoH and the
UN agencies (UNFPA, UNICEF and WHO) within the Honduras
health sector reform process has strengthened attention to
adolescents’ needs. In addition, through the CRC reporting
process, a rights-based framework was used to review the
country’s response.

Building health care provider capacity has been central to
strengthening health service provision.

Impact Indicators Age 2 g 2
HIV prevalence* 15-24 1.2-1.8 .96-1.4
Maternal mortality ratio per

100,000 live births £

Age Specific Fertility rate® per 1000 15-19 102

Age Specific Fertility rate per 2000 20-24

Suicide rate 13-15

Proportion with serious injury in past 13-15

year

BMI: at risk of obesity or obese 13-15

Outcome Indicators Age 2 J 2

Condom use at last high risk sex? 15-19  14% 86% 37%
Percentage who received an HIV test
and know their results

Percentage of most-at-risk
populations reached with HIV
prevention programmes®?
Contraceptive prevalence

(modern methods)

Antenatal care visits for z4 visits® <20 92%

Access to skilled birth attendant

15-24  19%° 37%2

CSW° MSM°
73%  69%

0y
(@ age at delivery)3d =
Tobacco use in past 30 days 13-15
Parent.al regulation of adolescent 13-15
behaviour
Output Indicators Age e
Percentage of health facilities with
>1 health care provider trained in 29%
AFHS/ASRH ¢
Percentage'of young people using 15- 15.5%
health services® 24

Total Population* 4,000,000

1,100,000

10-24 year olds
Population of 10-24 year olds*

Summary of CAH Activities

In program implementation, WHO EURO

supported MoH Moldova to apply the WHO

systematic approach to quality improvement,

including situation analysis, the development of a national
strategy for the development of youth friendly health centres
(2008-2012), standards and tools development, and
planning of a baseline survey on quality assessment in 12
youth centres. Furthermore, support was provided for the
review of laws and policies in the area of RH and for the
provision of health services in schools within existing national
strategies and targets in order to strengthen school health
services.

Impact Indicators Age 2 g 2
HIV prevalence! 15-24 .09-18 .3-62
Maternal mortality ratio per

100,000 live births )

Age Specific Fertility rate? 15-19 34

Age Specific Fertility rate? 20-24 132

Suicide rate 13-15

Proportion with serious injury in 13-15

past year

BMI: at risk of obesity or obese 13-15

Outcome Indicators Age 2 o R

Condom use at last high risk sex? 15-24  31% 85%
Percentage who received an HIV test
and know their results?
Contraceptive prevalence

(modern methods)?

Contraceptive prevalence

(modern methods)?

Antenatal care visits for z4 visits <20

Access to skilled birth attendant

2024 22% 13%

15-19  7.5%

20-24 29.8%

(R age at delivery) s

Output Indicators Age ea
Percentage of health facilities with

>1 health care provider trained in

AFHS/ASRH

Percentage of young people using 15-24

health services
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S,
A

Total Population®
Population of 10-24 year olds*

1,103,000,000
327,204,000

10-24 year olds

Summary of CAH Activities

In 2004 and 2005, WHO worked with UNFPA

to support the Ministry of Health and Family

Welfare in developing a national Adolescent

Sexual and Reproductive Health strategy as

an integral part of the phase Il of the national Reproductive
and Child Health project. In follow up to this, WHO supported
the Ministry in developing national standards and guidelines
for health service provision to adolescents, and in doing

the ground work for applying them through support for the
adaptation of generic tools, building a pool of facilitators

and the development of tools to support district level
implementation and monitoring of the quality, coverage and
cost of health services. WHO was also involved in testing the
feasibility of this approach through pilot studies in several
states of the country. WHO supported the Ministry in analysing
the findings of quality and cost studies conducted in 2006-07.
WHO worked with the Ministry of Health in preparing a paper
on the evolution of the initiative from 2005-2008.

Impact Indicators Age £ o 2
HIV prevalence? 15-24 0.24% 0.2%
Maternal mortality ratio per

100,000 live births® )

Age Specific Fertility rate® 15-19 90

Age Specific Fertility rate® 20-24 209

Suicide rate 13-15

Froportlon with serious injury 1315 35.9% 432% 39.9%
in past year*

BMI: at risk of obesity or obese 13-15 76% 83% 8.0%
Outcome Indicators  Age Q g 2
Condom use at last high risk sex* ~ 15-19 20% 31.3%

Condom use at last high risk sex* ~ 20-24 22.5% 40.7%

Percentage who
received an HIVtestand 15-24 5.3% 2.7 %
know their results?

Contraceptive prevalence 15-19 married  married

(modern methods)? 6.9% 9%
Contraceptive prevazlence 2024 26.4% 11.5%

(modern methods)

Antenatal care visits for

z4 visits

Access to skilled birth - other

attendant (9 age at 20-34 35.8% health prof
delivery)? ’ 13.1%

Access to skilled birth
attendant (Q age at
delivery)?

Tobacco use in past 30
days®

Parental regulation of
adolescent behaviour®

<20

20-34  47.5% 11.7%

13-15 2.9% 6.2% 4.9%

S5 26.3% 20.1% 27.9%

Output Indicators Age e

Percentage of health facilities with >1 health care
provider trained in AFHS/ASRH
Percentage of young people using health services® 15-24

28

7

Total Population® 85,100,000

26,600,000

10-24 year olds
Population of 10-24 year olds*

Summary of CAH Activities

In 2000, WPRO recruited staff to support

Viet Nam in the areas of adolescent health
and health promotion. Early efforts focused on
mobilizing interest, funds and technical support

for the collection of strategic information on adolescents.
These actions resulted in a nationally-representative survey of
Vietnamese youth (SAVY) which was published in 2004 with a
complementary series of policy briefs on specific health topics.
SAVY findings informed the development of the 2005 National
Master Plan on Adolescent and Youth Health. The improvement
of health service delivery to adolescents is one core area of the
Master Plan, and implementation of SAVY 2 currently underway
provides opportunities for monitoring trends.

Approaches to improve health service delivery pilots began in
2003. Pilots were initiated by many partners, with the MoH,

in a number of districts and types of health service facilities.

In 2005, a national workshop was convened to review the
experiences from the pilots as the basis for the development of
national guidelines for AFHS (published in 2007).

Impact Indicators Age £ o 2
HIV prevalence®* 15-24 13-20 .25-38 0.3%

Maternal mortality ratio per

100,000 live births 1519

Age-specific fertility rate 2 15-19 20

Age-specific fertility rate 20-24

Suicide rate® 13-15 2.8%

Proportion with serious injury in past year ~ 13-15
BMI: at risk of obesity (85th

percentile) or obese (95th percentile) 1315

Outcome Indicators Age 2 o g
Current contlraceptivg use® 1425 59.4%
(sexually active Married)

Current contraceptive use® 1425 42.8%

(sexually active unmarried)
Percentage who received an HIV
test and know their results?
Percentage who received an HIV
test and know their results?

15-19 3% 0%

2024 3% 4%

Antenatal care (1 visit)® <20 83%
Access to skilled birth attendant (urban)? 94%
Access to skilled birth attendant (rural)? 80.7%
Tobacco use in past 30 days® 14-17 10%

Parental regulation of adolescent behaviour 13-15

Output Indicators Age e
Percentage of health facilities with 21 health
care provider trained in AFHS/ASRH
Percentage of young people using health

o 1524
services



A systematic review of the effectiveness of shortening Integrated Management of Childhood lliness guidelines training:
Final report.
http://www.who.int/child_adolescent_health/documents/9789241597210/en/index.html

Bulletin of the World Health Organization: Special theme issue on the prevention and control of childhood pneumonia,
Volume 86, Number 5, May 2008.
http://www.who.int/bulletin/volumes/86/5/en/index.html

CAH Progress Report Highlights 2006-2007.
http://www.who.int/child_adolescent_health/documents/9789241596497/en/index.html

Countdown to 2015: Tracking progress in maternal, newborn & child survival: The 2008 Report.
http://www.who.int/child_adolescent_health/documents/9789280642841/en/index.html

Global Action Plan for the Prevention and Control of Pneumonia (GAPP): Report of an informal consultation.
Gex, France. 5-7 March 2007.
http://www.who.int/child_adolescent_health/documents/9789241596336/en/index.html

Global Guidance Briefs: HIV interventions for young people by the Inter-Agency Task Team (IATT) on HIV and young people.
http://www.who.int/child_adolescent_health/documents/iatt_hivandyoungpeople/en/index.html

HIV and Infant Feeding Counselling Tools: Orientation Guide for Trainers.
http://www.who.int/child_adolescent_health/documents/9241592494/en/index.html

HIV and Infant Feeding: Tools and Materials (CD-Rom).

HIV Transmission through Breastfeeding: A review of available evidence: 2007 update.
http://www.who.int/child_adolescent_health/documents/9789241596596/en/index.html

IMCI Chart Booklet (update 2008).
http://www.who.int/child_adolescent_health/documents/IMCI_chartbooklet/en/index.html

IMCI Complementary Course on HIV/AIDS (update 2008).
http://www.who.int/child_adolescent_health/documents/9241594373/en/index.html

IMCI HIV/AIDS chart booklet (update 2008).
http://www.who.int/child_adolescent_health/documents/IMCI_chartbooklet/en/index.html

Indicators for assessing infant and young child feeding practices: Conclusions of a consensus meeting held 6-8 November 2007
in Washington D.C., USA.
http://www.who.int/child_adolescent_health/documents/9789241596664/en/index.html

Manual for the health care of children in humanitarian emergencies.
http://www.who.int/child_adolescent_health/documents/9789241596879/en/index.html

More Positive Living: Strengthening the health sector response to young people living with HIV.
http://www.who.int/child_adolescent_health/documents/9789241597098/en/index.html

Report of a technical consultation on IMCI training approaches and pre service IMCI: Geneva, Switzerland, 19-23 November, 2007.
http://www.who.int/child_adolescent_health/documents/9789241597159/en/index.html

The International Code of Marketing of Breast-milk Substitutes: Frequently Asked Questions (updated version 2008).
http://www.who.int/child_adolescent_health/documents/9241594292/en/index.html

Using Research for Improved Delivery of Newborn Health Interventions. Journal of Perinatology, Volume 28, Supplement 2,
December 2008.
http://www.nature.com/jp/journal/v28/n2s/index.html




Adolescent-friendly health services: An agenda for change.
French: Services de santé adaptés aux adolescents: Un programme pour le changement
http://www.who.int/child_adolescent_health/documents/fch_cah_02_14/en/index.html

Guidelines for the control of shigellosis, including epidemics due to Shigella dysenteriae type 1.
French: Directives pour la lutte contre la shigellose, y compris lors d’épidémies dues a Shigella dysenteriae type 1
http://www.who.int/child_adolescent_health/documents/9241592330/en/index.html

HIV and infant feeding Counselling Tools: Orientation Guide for Trainers.

French: L’Alimentation infantile et le VIH : Outils pour le conseil : Guide de Formation
Spanish: Herramientas de consejeria en VIH y alimentacion infantil: Guia de Capacitacion
http://www.who.int/child_adolescent_health/documents/9241592494/en/index.html

HIV and infant feeding Counselling Tools: Reference Guide.

French: Alimentation infantile et VIH : Outils pour le conseil : Guide de Référence
Spanish: Herramientas de consejeria en VIH Y alimentacion infantil: Guia de Referencia
http://www.who.int/child_adolescent_health/documents/9241592494/en/index.html

HIV and infant feeding: New evidence and programmatic experience. Report of a technical consultation held on behalf of the
Inter-Agency Task Team (IATT) on Prevention of HIV infections in pregnant women, Mothers and their Infants.

French: Le VIH et I'alimentation du nourrisson : Données nouvelles et expérience programmatique

Spanish: VIH y alimentacion infantil: Nuevas pruebas cientificas y experiencias programaticas
http://www.who.int/child_adolescent_health/documents/9789241595971/en/index.html

HIV and infant feeding: Update based on the Technical Consultation held on behalf of the Inter-Agency Task Team (IATT) on
Prevention of HIV Infection in Pregnant Women, Mothers and their Infants.

French: Le HIV et I'alimentation du nourrisson : Mise a jour sur la base d’une consultation technique

Spanish: VIH y alimentacion infantil: Actualizacion basada en la Reunién Consultiva Técnica
http://www.who.int/child_adolescent_health/documents/9789241595964/en/index.html

Infant and young child feeding counselling: An Integrated Course. Director’s Guide, Trainer's Guide, Participant’s Manual and
Guidelines for Follow-up after Training.

Spanish: Consejeria para la alimentacion del lactante y del nino pequeno: Curso Integrado. Guia del Director, Guia del
Facilitador, Manual del Participante, Lineamientos para el Seguimiento Después de la Capacitacion
http://www.who.int/child_adolescent_health/documents/9789241594745/en/index.html

Helping parents in developing countries improve adolescents’ health.
French: Aider les parents a améliorer la santé de I'adolescent dans les pays en développement
http://www.who.int/child_adolescent_health/documents/9789241595841/en/index.html

IMCI complementary course on HIV/AIDS (updated version, 2008).
French: Prise en Charge Intégrée des Maladies de I'Enfant : Cours complémentaire sur le VIH/SIDA
http://www.who.int/child_adolescent_health/documents/9241594373/en/index.html

Married adolescents: No place of safety.
French: Les adolescentes mari€es : toujours soumises au risque
http://www.who.int/child_adolescent_health/documents/9241593776/en/index.html

Pregnant adolescents: Delivering on global promises of hope.
French: Adolescentes enceintes : apporter une promesse d’espoir dans le monde entier
http://www.who.int/child_adolescent_health/documents/9241593784/en/index.html

Production of zinc tablets and zinc oral solutions: Guidelines for programme managers and pharmaceutical manufacturers.
French: Fabrication de comprimés et de solutions orales a base de zinc : Directives a I'intention des responsables de
programmes et de I'industrie pharmaceutique
http://www.who.int/child_adolescent_health/documents/9241594942/en/index.html

Protecting young people from HIV and AIDS: The role of health services.
French: Protéger les jeunes du HIV et le SIDA : le réle des services de santé
http://www.who.int/child_adolescent_health/documents/9241592478/en/index.html
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