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Background Community case management (CCM) involves training,
supporting, and supplying community health workers (CHWs) to
assess, classify and manage sick children with limited access to care
at health facilities, in their communities. This paper aims to provide
an overview of the status in 2013 of CCM policy and implementation
in sub—Saharan African countries.

Methods We undertook a cross—sectional, descriptive, quantitative
survey amongst technical officers in Ministries of Health and UNICEF
offices in 2013. The survey aim was to describe CCM policy and im-
plementation in 45 countries in sub—Saharan Africa, focusing on:
CHW profile, CHW activities, and financing.

Results 42 countries responded. 35 countries in sub—Saharan Africa
reported implementing CCM for diarrhoea, 33 for malaria, 28 for
prieumonia, 6 for neonatal sepsis, 31 for malnutrition and 28 for in-
tegrated CCM (treatment of 3 conditions: diarrhoea, malaria and
pneumonia) — an increase since 2010. In 27 countries, volunteers
were providing CCM, compared to 14 countries with paid CHWs.
User fees persisted for CCM in 6 countries and mark—ups on com-
modities in 10 countries. Most countries had a national policy, memo
or written guidelines for CCM implementation for diarrhoea, malar-
ia and pneumonia, with 20 countries having this for neonatal sepsis.
Most countries plan gradual expansion of CCM but many countries’
plans were dependent on development partners. A large group of
countries had no plans for CCM for neonatal sepsis.

Conclusion 28 countries in sub—Saharan Africa now report imple-
menting CCM for pneumonia, diarrhoea and malaria, or “iCCM”.
Most countries have developed some sort of written basis for CCM
activities, yet the scale of implementation varies widely, so a focus
on implementation is now required, including monitoring and eval-
uation of performance, quality and impact. There is also scope for
expansion for newborn care. Key issues include financing and sus-
tainability (with development partners still providing most fund-
ing), gaps in data on CCM activities, and the persistence of user fees
and mark—ups in several countries. National health management

: information systems should also incorporate CCM activities.

Community case management (CCM) involves training, supporting, and
supplying community health workers to assess, classify and manage sick
children with limited access to care at health facilities, in their commu-
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nities [1]. In this context, a “community health worker”
(CHW) is a health worker delivering health care in the
community, trained in some way in the context of the in-
tervention, and having no formal health professional or
paraprofessional certificate or tertiary education degree; re-
gardless of whether or not they receive monetary payment.
In recent years, there has been increasing momentum for
CHWs to provide CCM to prevent mortality and morbid-
ity for pneumonia, malaria, diarrhoea, malnutrition and
neonatal infections [2], reflecting the fact that these condi-
tions remain the leading causes of mortality for children
under five [3].

Despite the existence of cost—effective and appropriate
treatment for these conditions, effective care is often lim-
ited due to challenges with access to health facilities, sup-
ply of commodities and trained staff, and knowledge and
incentives within communities to utilize services in a time-
ly manner [4]. For instance, in sub—Saharan Africa, only
31% of children with diarrhoea receive treatment with oral
rehydration salts [5]. Similarly, only 37% of children with
fever receive any antimalarial (notwithstanding that not all
of these children will have malaria), and medical care was
sought for only 46% of children with symptoms of pneu-
monia [5].

CCM (or integrated CCM, or “iCCM”, where services for
diagnosis and treatment for pneumonia, diarrhoea and ma-
laria are provided together) is a strategy that attempts to
overcome these deficits by providing support for health
care services in the community, close to where people live,
complementing, and referring to, facility—based services.
Key aspects of CCM programmes include training and sup-
port of community health workers (CHWs) and algorithms
for community—based treatments of childhood illnesses,
such as diarrhoea, malaria, and pneumonia. There is in-
creasing evidence that CCM and CHW programmes can
contribute overall to a reduction in child mortality [6-9].
In a 2010 survey of countries in sub—Saharan Africa, 29/40
countries reported implementing CCM for diarrhoea,
26/39 for malaria, and 21/40 for diarrhea [10,11].

This paper aims to provide an overview of the status in
2013 of community case management (CCM) policy and
implementation for malaria, pneumonia, diarrhoea, neo-
natal sepsis and malnutrition for under—5—year—old chil-
dren in all sub—Saharan African countries. It presents find-
ings from a 2013 cross—sectional, quantitative survey,
building on previous surveys of CCM policy and imple-
mentation [10,12]. It should be noted that this overview
includes both implementation of iCCM for the above con-
ditions as well as CCM programmes for individual condi-
tions that are not integrated. Following this overview paper,
future papers are planned to report in—depth data from
specific areas of the survey.

METHODS

We undertook a cross—sectional, descriptive, quantitative
survey from August 2013 to January 2014, focusing on
community health workers who provide CCM services —
that is basic health care services and referral where neces-
sary for malaria, pneumonia, diarrhoea, neonatal sepsis
and/or malnutrition for children under 5 years. For the
purposes of this survey, CCM for pneumonia refers to at
least the delivery by CHWs of an oral antibiotic (amoxicil-
lin or cotrimoxazole); CCM for diarrhoea refers to at least
the delivery by CHWs of oral rehydration salts and zinc;
CCM for malaria refers to at least the delivery by CHWs of
artemisinin—based combination therapy; CCM for neonatal
sepsis refers to delivery by CHWs of oral or injectable an-
tibiotics; and CCM for malnutrition refers to screening and
referral by CHWs of severe malnutrition.

The survey instrument drew from previous survey studies
of CCM implementation and policy to facilitate the possi-
bility of comparison, in particular a survey undertaken in
2010 [10]. The 2013 survey also included questions on a
number of areas that had not previously been examined
such as monitoring and reporting, and financing. The 2013
survey examined five domains within CCM programming;
policy, implementation, CHW profile, CHW activities, and
financing. The survey was designed to be completed col-
laboratively by the focal point for CCM in the respective
Ministry of Health for each country along with the techni-
cal officer responsible for CCM in each country’s UNICEF
office.

The survey was distributed by email to two regional focal
points in UNICEF’ Eastern and Southern Africa Regional
Office (ESARO) and West and Central Africa Regional Of-
fice (WCARO) in Africa, who then distributed the ques-
tionnaires by email to focal points for CCM in both Minis-
tries of Health and UNICEF country offices in all 45
countries in sub—Saharan Africa where UNICEF has a
country office (see Table 1). The in—country focal points
were then responsible for liaising with other in—country of-
ficials to fill in the questionnaire electronically, and then
submit it back to the regional focal points. Where there was
no focal point in the Ministry of Health for CCM, the UNI-
CEF country office referred the survey to the most appro-
priate official. All the completed surveys were received by
November 2013. Data entry was conducted by the region-
al offices using web entry forms designed in Formhub
(https://formhub.org/). Triangulation, data cleaning and
verification took place between November 2013 and March
2014. Triangulation was undertaken by review of surveys
by technical experts in the region, and seeking of clarifica-
tion on queries from those who originally completed the
survey.

DECEMBER 2014 ¢ VOL. 4 NO. 2 ¢« 020401

www.jogh.org * doi: 10.7189/jogh.04.020401



iCCM of childhood illness in sub—Saharan Africa — survey of policy and implementation

Tahle 1. Countries included in the survey

Angola Liberia
Bénin Madagascar
Botswana Malawi
Burkina Faso Mali
Burundi Mauritania
Cameroon Mozambique
Cabo Verde Namibia
Central African Republic Niger

Chad Nigeria
Comoros Rwanda
Congo Sio Tomé e Principe
Cote d'Ivoire Senegal
Democratic Republic of Congo Sierra Leone
Equatorial Guinea Somalia
Eritrea South Africa
Ethiopia South Sudan
Gabon Swaziland
Gambia Tanzania
Ghana Togo

Guinea Uganda
Guinea—Bissau Zambia
Kenya Zimbabwe
Lesotho

The forms were entered online by two individuals, one
from WCARO, and one from ESARO. The data entry screen
facilitated: quality control checks and information to be ac-
cessed by UNICEF regional and headquarters offices in
real-time; data cleaning and tracking of progress of entry;
and data backup and sharing between the two offices. Fol-
lowing the entry of the information, the data was exported
from Formhub as a csv, and then processed in SPSS (v22).
Data processing included cleaning, labelling and transfor-
mation of the data.

The following checks were undertaken with the data: 1)
missing values; 2) consistency of responses, and 3) range
checks. During the data cleaning process, missing ques-
tions or questions that needed further clarification were
flagged, compiled and submitted to the UNICEF regional
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offices for follow up with survey respondents. Addition-
ally, country profiles were developed using each country's
survey response and were circulated for review, to further
assist in the data cleaning process. Finally, provisional re-
sults were presented and discussed at the iCCM Evidence
Review Symposium in Accra, Ghana, in March 2014, pro-
viding further feedback and checks on the data. Descrip-
tive analysis was conducted using Excel and STATA v. 13.0
(StataCorp LP, College Station, Texas, USA).

RESULTS

Out of the 45 countries surveyed, 42 countries submitted
a response. The non-responding countries were Cabo
Verde, Sao Tomé e Principe and Equatorial Guinea, which
do not have CCM programmes, and thus opted out of com-
pleting of the survey.

In 2013, 35 countries out of the 42 countries in sub—Saha-
ran Africa that completed the survey reported implement-
ing CCM for diarrhoea, 33 countries for malaria, 28 for
pneumonia, 6 for neonatal sepsis, 31 for malnutrition and
28 countries for iCCM (treatment of 3 conditions: diar-
rhoea, malaria and pneumonia). There has been an increase
in the number of countries implementing CCM for these
conditions since 2010, as shown in Figure 1. Of the 28
countries implementing CCM for pneumonia, diarrhoea
and malaria, 11 were in Eastern and Southern Africa, and
17 were in West and Central Africa. The 6 countries report-
ing implementation of CCM for neonatal sepsis were Gam-
bia, Ghana, Niger, Democratic Republic of Congo, Swazi-
land, and Uganda. In all of these countries, implementation
has not reached all intended communities and districts
with the full range of planned activities. There were 6 coun-

= 2010
2013

Malnutrition iCcCM*

Figure 1. Implementation of community case management (CCM) of diarrhoea, malaria, pneumonia, neonatal sepsis
and malnutrition in sub—Saharan Africa (n=42). iCCM* refers to community case management services for diagnosis
and treatment of pneumonia, diarrhoea and malaria that are provided together. There was no data for neonatal sepsis

and malnutrition in the 2010 survey.
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tries who responded to the survey who are not implement-
ing CCM activities: Botswana, Gabon, Guinea—Bissau,
South Africa, Tanzania, and Zimbabwe.

Gender and type of CHW and incentives
for provision of CCM

The cadres of CHWs providing CCM services were of
mixed gender in 17 countries, mostly female in 8 countries,
mostly male in 9 countries, and exclusively female in 1
country.

In 27 countries, volunteers were providing CCM, com-
pared to 14 countries where paid CHWs were doing so.
Traditional birth attendants were implementing CCM in 3
countries and mid-level providers were doing so in 4 coun-
tries. In 5 countries, another type of CHW was providing
CCM. It should be noted that in several countries, there
was more than one type of cadre providing CCM.

Incentives for CHWs providing CCM varied, with different
types of incentives often being used in the same country. A
salary was provided by the Ministry of Health in 6 countries,
and by non—governmental organizations (NGOs) in 2 coun-
tries. User fees were still charged for CCM in 6 countries and
mark—ups on commodities in 10 countries, mostly in West
Africa. Incentive payments were provided by the Ministry of
Health in 10 countries, and by NGOs in 19 countries. In 23
countries, non—monetary incentives were used.
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CCM Policy and national guidelines

Most countries had a national policy, memo or written
guidelines for the implementation of CCM for diarrhoea
(in 36 countries) and malaria (in 35 countries), with a
slightly lower number for pneumonia (in 31 countries), as
shown in Figure 2. Twenty countries now had a national
policy, memo or written guidelines for neonatal sepsis.

Institutional involvement in CCM

Ministries of Health, multilateral agencies and NGOs were
all reported as having major roles in CCM activities within
countries. In 35 countries, it was reported the Ministries of
Health had a major role. 36 countries reported that UNICEF
had a major role while the corresponding number of coun-
tries for the World Health Organization (WHO) was 34. Na-
tional NGOs played a major role in 24 countries and inter-
national NGOs in 32 countries. Research institutions had a
major function in CCM activities in 14 countries and private
sector groups in 5 countries.

Monitoring, supervision and reporting

Monitoring and supervision of CHWs who provide CCM
services was provided by health facilities in 33 countries.
Community supervisors performed this role in 14 coun-
tries, and health committees in 9 countries. Other mecha-
nisms were used for supervision in 3 countries. Again,

B There s an official written policy by the
Ministry of Health

W Thereis no written policy, but a written
official memo/letter is available

M There is no official written statement butit is
recommended in the national guidelines and

training manuals

M There is no official written statement but
selected regions/ districts recommend
treatment

M Thereis no official written statement but

recommended as part of an NGO project
M Other

Neonatal sepsis

Figure 2. National policies on community case management in sub—Saharan Africa, by condition (n=36).
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many countries employed more than one of these forms of
supervision for CHWs.

CHWs also reported activities and patient data to health fa-
cilities in 33 countries and to community supervisors in 14
countries. In 3 countries, reporting was undertaken to health
committees, while 4 countries also used other mechanisms.
No countries reported an absence of a reporting function.

Thirteen countries reported the existence of a comprehen-
sive national monitoring and evaluation plan for CCM ac-
tivities including programme goals and objectives and in-
dicators to be measured, with details of tools, frequency,
and level of indicators, methodologies and dissemination.
Thirteen countries reported a partial plan that covered only
some of these components. In 9 countries, there was no
monitoring and evaluation plan.

Financing of CCM activities

Nine countries reported that there was a budget line in the
domestic government budget for CCM. 24 countries re-
ported that there was not.

14

Number of countries
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N

Payment for training

and per diems equipment

6 | I| I ‘ I |
0 !_ I __1 !_ I! - I I

Payment for drugs and Payment of CHW salaries Payment of general programme

Figure 3 presents data reported on the institutions provid-
ing primary funding for different aspects of CCM, includ-
ing but not limited to the national government — overall,
national governments were the primary funder for a minor-
ity of CCM programme components.

Future plans

Most countries plan gradual expansion for existing CCM
activities. However, many countries’ plans were dependent
on what development partners will fund and a large group
of countries had no plans for CCM for neonatal sepsis. Fig-
ure 4 presents data on future plans for CCM activities for
each of the conditions.

Fifteen countries reported that the government planned to
increase their percentage of total funding for CCM services
in their country. Fifteen countries reported not planning to
do so, and 4 countries reported being in the process of de-
veloping a sustainable finance model.

B Government
W UNICEF

H Gavi

M Global Fund

M Other major development partners

support (infrastructure,
transport, etc.)

Figure 3. Institutions providing primary funding for different aspects of community case management in sub—Sa-

haran Africa (n=27). CHW — community health worker.
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M No plans

i Cease at the end of current funding cycle
M Continue at present scale

M Gradual expansion from present scale

B Whatever development partners will fund

M Other

Neonatal sepsis

Figure 4. Future plans for community case management in sub—Saharan Africa, by condition (n=42).
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DISCUSSION

The results of the survey reported in this paper confirm that
the scale of implementation of CCM by CHWs as a strategy
to improve effective coverage of essential health services for
children under—5 in sub—Saharan Africa has increased. The
number of countries implementing CCM has risen since
2010 for each of the conditions, and overall, 28 countries in
sub—Saharan Africa now report implementing CCM for
pneumonia, diarrhoea and malaria, or “iCCM”.

The findings of the survey build on and confirm previous
profiles of CHWs providing CCM services [11]. The diverse
nature of CHW cadres involved in implementing CCM im-
plies that a contextualised approach to how CCM dovetails
with health systems strengthening is essential. The existence
of thousands of CHWs implementing CCM provides greater
opportunities to evaluate their effectiveness, building on ex-
isting knowledge, particularly to show that CCM at scale can
make a meaningful contribution to ending preventable child
deaths. There is also the possibility to better understand the
strategic importance of CHWs in the context of the current
global crisis in human resources for health.

The study provides several findings of note for national and
global partners involved in the implementation of CCM.
First, the persistence of user fees and mark—ups for CCM
services in several countries requires attention. This occurs
mostly in West Africa but given the evidence of the nega-
tive impacts of user fees, particularly on the poor, sustain-
able solutions must be developed as part of broader health
system reform [13]. Discussions on CCM and CHWs need
to inform global and national efforts to move towards uni-
versal health coverage. The slow uptake of the provision of
salaries for CHWs should also be of concern for sustaining
CCM programmes, notwithstanding that the debate on the
benefits and adverse consequences of voluntarism has not
been settled [14,15].

Second, despite the documentation of challenges in the de-
velopment of CCM policy [16], most countries in sub—Sa-
haran Africa have been able to develop at least some sort
of written basis for CCM activities. The focus now must
thus be on implementation of these policies and guidelines,
including a greater focus on monitoring and evaluation of
performance, quality and impact.

Third, financing and sustainability of CCM is a key issue —
with CCM funding still largely driven by development part-
ners, even for aspects that would be expected to be covered
by governments, such as salaries and commodities. Only a
minority of countries reported plans to increase the propor-
tion of funding for CCM from domestic resources and few
countries even have an item line for CCM activities in their
domestic budgets. Further discussion of this important issue
is presented in an accompanying paper [17].

Fourth, there is scope for expansion for newborn care. A
small number of countries have started to embark on some
CCM newborn activities. More support and guidelines are
required from the global community to ensure this has a
positive impact and further expansion occurs taking into
consideration contextual factors such as CHW gender, ex-
isting workloads, and community and health system pro-
files. It is difficult to see how the goals of the Every New-
born Action Plan [18], to dramatically reduce newborn
deaths, can be achieved without a greater role for commu-
nity level engagement, including CHWs.

There are some limitations to this survey. It represents the
expert opinion of the respondents. The extent to which
this opinion was backed by data in national systems was
dependent on its availability and at the discretion of the
respondents, although triangulation was attempted
through review of responses by regional experts. While
surveys such as this provide useful data about trends in
CCM policy and implementation, they are no substitute
for improvements in national health management infor-
mation systems, which must incorporate CCM activities
and CHWs in general as integral parts of national health
systems. For some questions in the survey (particularly
around scale and cost), there were concerns about the
completeness and quality of some of the reported data
and hence these findings have not been included here.
There seem to be generalised and significant knowledge
gaps within many countries on the status of key aspects
of CCM implementation, including, in some cases, basic
information such as the number of CHWs that exist in
the country.

Care must also be taken in interpreting the study findings
with respect to scale of implementation. While 28 coun-
tries report implementing CCM for pneumonia, diarrhoea
and malaria, the scale of implementation varies widely be-
tween these countries. This survey attempted to quantify
the scale of implementation, but as noted above, data about
the scale and cost of CCM activities is particularly lacking
in many countries. Other instruments should be employed
to provide an in—depth understanding of the scale of imple-
mentation of CCM activities, which is a crucial aspect to
evaluate their potential success and impact, as well as to
measure the quality of services.

In conclusion, this survey shows that much has been
achieved in the development of policy and in the imple-
mentation of CCM to reduce child deaths in sub—Saharan
Africa over the past decade. A major priority overall, dis-
cussed elsewhere, is the need to place CHWs and CCM as
integral parts of national health systems [17]. Doing so is
key to realizing the potential of CCM but also to address-
ing some of the information gaps on CCM activities re-
vealed by this survey.
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