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The Global Fund New Funding Model: 
Lessons from Kenya on iCCM Integration 
into the Malaria Concept Note  
 
This case study reviews Kenya’s experience with the Global Fund New Funding Model (NFM), specifically 
Kenya’s efforts to incorporate integrated community case management (iCCM) into a malaria concept note. 
The iCCM strategy extends case management of childhood illness to populations underserved by health 
facilities so that more children have access to lifesaving treatments for the most common causes of mortality 
and morbidity1. Health sector stakeholders (international donors, government and health system 
policymakers, program managers, and health care providers) increasingly see iCCM as an important strategy 
to complement investments at the facility and other levels. As developing countries pilot or scale up iCCM, 
there is growing interest in integrating other interventions in the iCCM strategy and community platform. 
One mechanism for improving integration and scale-up of iCCM is the Global Fund NFM, which can 
support the platform costs of case management for child illness beyond malaria.  
 
The report explores the experience of Kenya in considering whether and how to leverage malaria Global Fund 
money for iCCM. It reviews the challenges experienced during, and lessons learned from, the discussions 
between malaria and child health stakeholders. Additionally, it explores the reasons why, in Kenya’s case, 
during this phase of application, financial and programmatic integration of iCCM and malaria through the 
NFM proved untenable. This case study is part of a series exploring iCCM integration in five countries: 
Ghana, Kenya, Nigeria, Uganda, and Zambia. The five country experiences are synthesized in “Leveraging the 
Global Fund New Funding Model for iCCM: A Synthesis of Lessons from Five Countries.” 
  

                                                             
1 WHO/UNICEF Joint Statement Integrated Community Case Management (iCCM), an equity-focused strategy to improve 
access to essential treatment services for children, June 2012. 
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Introduction: Kenya Health Context 

Progress on Child Health  
Kenya has made progress in reducing childhood mortality and morbidity during the last decade. The most 
recent Demographic and Health Survey (DHS) 2008-2009 shows that the under-five mortality rate decreased 
by 36 percent between 2003 and 2009, from 115/1,000 live births to 74/1,000, respectively, while the infant 
mortality rate decreased by 32 percent, from 77/1,000 in 2003 to 52/1,000 in 2009 (Kenya DHS 2003, 
2008-2009). Neonatal mortality is 31 deaths per 1,000 live births, while post-neonatal mortality is 21 per 
1,000 live births (KDHS 2008-2009). 
 
Figure 1. Kenya 2014 Demographic and Health Survey 

 
 
Much more remains to be done. One in every 19 children born in Kenya dies before their first birthday, and 
one in every 14 does not survive to age five (DHS 2009). In 2011, the World Health Organization (WHO) 
estimated that a total of 188,928 children under-five died in Kenya—out of this, 38,892 deaths were caused 
by diarrhea, 20,666 by malaria and 30,406 by pneumonia (WHO, 2011; and Kenya MOH 2013 a). 
 
Despite gains in child health during the last decade, child mortality and morbidity—from preventable and 
treatable illness—remains unacceptably high. There are many factors driving this, including low access to 
lifesaving treatments. For example, it is estimated that only 50 percent of children in malaria-endemic regions 
of Nyanza and Western seek treatment from health facilities within 48 hours of developing a fever, with  
11 percent taking the recommended antimalarial artemisinin combination therapy (ACT) (Kenya MOH 
2013). Similarly, the Kenya Demographic and Health Survey (KDHS) 2008–2009 shows that only  
56 percent of children with symptoms of pneumonia were taken to a health facility. Of these, 50 percent 
received antibiotic treatment.  
 
Urban and rural disparities in Kenya are significant. The majority of the population (68 percent) resides in rural 
areas, and an estimated 18 percent of the population lives more than 5 kilometers from a health facility (Kenya 
National Bureau of Statistics, 2009). Disparities exist across regions as well, with the majority of individuals in 
rural areas and northern arid and semi-arid regions travelling more than 50 kilometers to access basic health 
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services. Access to recommended treatment/care for sick children is limited in Kenya, with low education, 
poverty, and residence in rural areas as the main social determinants of poor health (Kenya MOH 2013). 
 
Improving child health requires meeting families where they are: providing services in the communities where 
they live. As the National Framework and Plan of Action for Implementation of iCCM in Kenya notes: 
“Improvements in care at health facilities are necessary but not sufficient. Children from rural communities 
and from the poorest families are less likely to be brought to health facilities. Therefore, the most appropriate 
way of increasing access to treatment for the common childhood illnesses is through a community-based 
approach, using human resources available at community level.” 
 

Health System Organization 
Health services are delivered along a continuum of care in Kenya, beginning at the family/household level and 
ending at the country’s main referral hospitals (see Figure 1 above). The new Constitution of Kenya 
(2010), created a new layer of government at the county level, which replaces the provincial, district, and local 
government administration system that were created when Kenya achieved independence. Previously, districts 
had authority for implementing health services, while standards and policies were set at the national level. 
Following national and county general elections in March 2013, Kenya began the process of devolution as set 
forth in the 2010 Constitution. The transition to 47 counties from seven provinces as the primary 
administrative unit is still taking shape (PMI 2014). This new government structure has implications for 
policymaking, with counties having the mandate, but not the capacity, to adapt national policy to suit county 
needs, affecting areas like community-level service delivery. At the national level, the new Ministry of Health 
(MOH) is the result of a merger between the Ministry of Medical Services and the Ministry of Public Health 
and Sanitation. The new ministry is in a state of change with a lot of staff in transition, and, therefore, poorly 
suited to make major policy decisions. 
 
Figure 2. Health System Levels in Kenya 

 
 
Key proposed national-level functions include health policy, overseeing national referral health facilities, 
reference laboratories, disease surveillance, health commodity procurement, capacity building, and technical 
assistance. 
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The Role of Integrated Community Case Management 
Integrated community case management (iCCM), an important component of integrated management of 
childhood illness (IMCI) developed by WHO in the 1990s, is a strategy to extend case management of 
childhood illness beyond health facilities so that more children have access to lifesaving treatments for the 
most common causes of mortality and morbidity.2 Building on progress made and lessons learned in the 
implementation of the primarily promotive community IMCI strategy, iCCM aims to augment health 
facility-based case management.  
 
In the iCCM model, community health workers (CHWs) are identified and trained in classification and 
treatment of key childhood illnesses, and also in identifying children in need of immediate referral.3 iCCM is 
an important strategy for reducing mortality, especially among marginalized children who otherwise have 
limited or no access to lifesaving treatments. 
 
The community health platform exists to help reach children within their communities. The home 
management or community case management (CCM) of malaria has used the community platform to 
increase access to effective management of fever. The case for tackling the main causes of childhood mortality 
together as part of a common platform is compelling, for several reasons:  

1. Co-infection (of malaria and pneumonia, for example) in children is common. 

2. Symptoms of fever, cough/fast breathing and loose stool can be a manifestation of malaria, pneumonia, or 
diarrhea. 

3. Ability to manage non-malaria fever reduces the risk of using anti-malarial treatment for non-malaria 
illness. 

4. Potentially fatal conditions, such as pneumonia, are often brought to the attention of CHWs first, as  
first-line caregivers. Caregivers sometimes resist referral to a health facility when a CHW cannot manage a 
condition, which can lead to delayed treatment and worsening conditions. As a result of demand and 
pressure from a caregiver, or the need for a CHW to demonstrate competence, a CHW will often give 
anti-malarial treatment even if a malaria test is negative. Sick children thus benefit when CHWs are able 
to detect and treat other conditions besides malaria.  

 

Integrated Community Case Management Integration Supported 
through the ‘New Funding Model’ 
One mechanism for supporting iCCM integration is the Global Fund New Funding Model (NFM), 
approved in in October 2013 that allows for the use of Global Fund money beyond CCM of malaria to 
include support for the costs of things such as training CHWs, strengthening supply chain systems, 
monitoring and evaluation (M&E), and conducting operations research for the community case management 
of other childhood illnesses (such as diarrhea, pneumonia, malnutrition, etc.) supported by national policies 
and justified by epidemiologic evidence.  

                                                             
2 Newborn health and malnutrition are also commonly included as a part of iCCM. 
3 To learn more, see CCM Central and Gove 1997. iCCM is typically delivered by community health workers at the community 
level and encompasses treatment for (i) childhood pneumonia with antibiotics, (ii) diarrhea with zinc and oral rehydration salts 
(ORS) and (iii) malaria with artemisinin combination therapy (ACT). The joint statement on iCCM also supports the 
identification (but not treatment) of severe acute malnutrition and home visits (but not treatment) for newborns (UNICEF 
2012) (see: Bennett et al).  

http://ccmcentral.com/about/iccm/
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To support countries to take advantage of the NFM opportunity, members of the iCCM Task Force, an 
association of multilateral and bilateral agencies and nongovernmental organizations working to promote 
integrated community-level management of childhood illness, established the Financing Task Team (FTT) 
for iCCM. With members including the United Nations Children’s Fund (UNICEF), U.S. Agency for 
International Development (USAID), the One Million Community Health Worker Campaign, Save the 
Children, the American Red Cross, the Maternal and Child Integrated Program (MCHIP), the Clinton 
Health Access Initiative (CHAI), and the Office of the UN Special Envoy for Financing of the Health 
Millennium Development Goals, the FTT worked to ensure that countries received technical assistance to 
complete iCCM gap analyses and concept notes for the NFM. 
 
Kenya was one of five countries supported by USAID to develop Global Fund malaria (or health systems 
strengthening) application concept notes with the goal of including iCCM.4 Of the five countries, Kenya was 
the only country that did not include iCCM in its final application to the Global Fund for this round of the 
NFM process. Kenya submitted an application in January 2015 to reprogram malaria funds and is currently 
awaiting approval.  
 
USAID, the country teams responsible for developing Global Fund NFM applications, and other agencies 
such as the Global Fund and UNICEF, have an interest in understanding how this first attempt to integrate 
malaria and iCCM programming into the Global Fund application fared and how the process can be 
improved going forward. This report reviews Kenya’s experience with this process, specifically:  

• The degree to which the process between malaria stakeholders and advocates of iCCM, including 
stakeholders in the child health and community health units of the central MOH, was/is collaborative 
(and how); what were the factors that either enabled or constrained collaboration and inclusion of iCCM 
in the malaria reprogramming request? 

• What was the outcome of the process and what are plans for joint implementation? 

• What areas stakeholders would like to see improved in the future to support implementation of integrated 
programs (malaria/iCCM)?  

 

Methods 
This report draws on a review of documents related to iCCM in Kenya and on key informant interviews 
conducted in Nairobi from January 19-23, 2015. The 17 respondents consisted of representatives from the 
Kenyan MOH, including the Malaria Control Unit, the Child Health Unit and the Community Health 
Services Unit; donor agencies (USAID and UNICEF); the African Medical and Research Foundation in 
Kenya (AMREF), one of two principal recipients of Global Fund financing, along with the Kenya Ministry of 
Finance; and consultants who supported the process of reviewing the malaria strategic plan and developing 
the Global Fund malaria reprogramming request. Interviews were guided by a semi-structured interview 
guide, which was reviewed by USAID during fieldwork. Seven interviews were conducted using the revised 
interview guide. Although not in final form, the initial guide covered all major areas of analysis and, as a 
qualitative, flexible instrument, was a useful guide for in-depth probing.  
 

                                                             
4 UNICEF also supported technical assistance for 13 countries as of March 2014. 
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Limitations of this assessment include the lack of interviews with WHO, the head of the Community Health 
Services Unit, and the Country Coordinating Mechanism. In addition, several of the key interviews were 
short (approximately 30 minutes) because of scheduling conflicts with informants. Difficulty obtaining 
interviews and the limited time with some informants sheds light on why iCCM was not included in the 
malaria reprogramming request, suggesting that in addition to competing demand for informants’ time, 
discussing the unsuccessful iCCM-malaria integration process may not have seemed worthwhile. In short, the 
length and depth of interviews varied because of factors outside the control of MCSP.  

 

Findings 
Integrated Community Case Management in Kenya  
Since 2011, iCCM pilots have been implemented in 
Kenya. The iCCM strategy in Kenya includes 
training and supplying the community health 
volunteers (CHVs) to treat diarrhea with zinc and 
oral rehydration solution (ORS); conduct malaria 
rapid diagnostic tests (RDTs) and, after a positive 
RDT, provide ACTs, along with assessment and 
referral for suspected pneumonia; referral for 
malnutrition and newborn illness; and health 
promotion. UNICEF is conducting an operational 
research study on the use of antibiotics (specifically 
oral amoxicillin) by CHVs in Homa Bay, the results 
of which are forthcoming. MCSP is also studying the 
feasibility of implementing iCCM using the Kenya 
health system in Bondo District, which includes 
assessment and referral of suspected pneumonia. 
Preliminary results from MCSP’s study in Bondo 
District suggest that CHVs are able to correctly manage diarrhea and fever. Final results from the study are 
expected in the summer of 2015. Kenya’s global and national partners hope that positive results from these 
studies will encourage the Government of Kenya to change its policy to allow for dispensing of antibiotics at 
the community level by CHVs. Despite this, skepticism and concerns persist among the medical practitioners 
who believe that doing so will result in dispensing presumptively and will contribute to the problem of 
antibiotic resistance. 
 
Policy endorsement for iCCM has come more slowly in Kenya than in some other countries, with the 
national iCCM policy5 only recently launched on February 23, 2015, as part of the Kenya Health and 
Leadership Congress 2015. A landscape analysis conducted by MCHIP concluded that “the single most 
hindering factor to early iCCM policy change in Kenya was a lack of political support from key high-level 
policymakers within the MOH. These policymakers resisted the idea of allowing CHVs to dispense 

                                                             
5 Kenya launched the limited iCCM package at the Kenya Leadership and Health Congress on February 23, 2015. The approved 
iCCM package included: treat diarrhea with zinc and ORS; conduct malaria rapid diagnostic tests (RDTs) and, after a positive 
RDT, provide ACTs, along with assessment and referral for suspected pneumonia; and referral for malnutrition and newborn 
illness. 

Box 1: Kenya iCCM Quick Facts 
Year of iCCM pilot program introduction: 
2011 
 
iCCM package: Treatment of diarrhea (with zinc 
and ORS) and malaria (conduct malaria RDTs to 
diagnose and treat with ACTs), and assessment and 
referral for suspected pneumonia, referral for 
malnutrition and newborn illness and health 
promotion. 
 
Coverage: Limited pilot programs with malaria 
more widespread than diarrhea (as of January 2014). 
 
iCCM elements included in Global Fund 
malaria concept note: Training and supervision of 
CHWs, RDTs, and ACTs for malaria case 
management only. 
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antibiotics for treating pneumonia in the community for fear of misusing the medicines. Other barriers to the 
iCCM policy change included resistance from other stakeholders including pharmacists, laboratory 
technicians, and other medical staff who were opposed to CHVs performing medical functions such as Rapid 
Diagnostic Tests (RDTs) for malaria and providing medicines in the community.”6  
 
In the lead-up to the iCCM policy launch in 2013, zinc was reclassified as an over-the-counter drug, which 
allowed non-clinical health care providers (such as CHVs) to treat children under five years, and in January 
2014, CHVs were authorized to conduct RDTs. It is not clear how results from UNICEF’s Homa Bay study 
will influence the policy on use of antibiotics at the community level. 
 
The national iCCM policy builds on The Integrated Community Case Management (iCCM) Implementation 
Framework and Plan of Action (Kenya MOH 2013a) and The Integrated Community Case Management 
(iCCM) M&E Plan (Kenya MOH 2013b), both of which are anchored in the Community Health Strategy 
(MOPHS, 2006) and Kenya's National Health Sector Strategic Plan II (NHSSP II).7 The NHSSP II 
highlights the limitations of focusing on formal, facility-based interventions to improve health outcomes and 
emphasizes promotion of individual and community health. The community health strategy supports 
development and expansion of the community health structure, which is made operational through a 
community unit, each of which serve a population of 5,000 and consist of 50 CHVs and one  
government-salaried community health extension worker (CHEW) to supervise the CHVs.  
 

Background on Global Fund Grants in Kenya 
Kenya has benefitted from several rounds of funding from the Global Fund. There are currently 13 active 
grants: six for HIV/AIDS, three for TB, and four for malaria. In the last round in 2010 (i.e., before the 
launch of the NFM), Kenya applied for and received support for HIV/AIDS prevention and for treatment 
and control of malaria. In Round 10 of the Global Fund grant funding for Kenya, the National Treasury 
(Ministry of Finance), and AMREF served as primary recipients of funds. Primary recipients then (a) receive 
grant funds from the Global Fund; (b) pass on most of this funding to sub‐recipients to support 
implementation of the planned activities (i.e., Treasury passes on funding to the Malaria Control Unit, and 
AMREF to implementing non-governmental organizations and civil society organizations); and (c) are 
responsible for the overall project implementation, M&E and reporting on the grants performance to Global 
Fund in line with the grant agreement.8 Treasury/the Malaria Control Unit (MCU) and AMREF/civil society 
organizations (CSOs) will continue to be principal recipients and sub-recipients for NFM funding.9  

 

The Process of Developing the Global Fund 
Concept Note  
In Kenya, the discussion about whether and how to include iCCM into the malaria concept note took place 
over the course of about a year, between December 2013 and January 2015. In December 2013, the Roll 
Back Malaria (RBM) Harmonization Working Group held a meeting in Nairobi with the first wave of  

                                                             
6 To learn more, see MCHIP January 2015, which provides background on the iCCM policy space in Kenya.  
7 The latest Community Health Strategy was under revision at the time of this assessment. 
8 Source: Kenya Round 10 Proposal. 
9 The HIV & AIDS Project for round 10 also has one CSO PR: the Kenya Red Cross. 
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33 countries to inform them about the NFM and discuss issues of integration between malaria, diarrhea, and 
pneumonia. Key organizations at this meeting included WHO, UNICEF headquarters and the East and 
Southern Africa Region (ESARO) team, Millennium Development Goals Health Alliance, CHAI, USAID, 
Management Sciences for Health, and MCHIP. UNICEF also supported an additional meeting immediately 
after the RBM meeting in Nairobi for ESARO countries to work on malaria applications that integrated 
iCCM and to develop and to finalize their iCCM gap analyses.10 Despite the meeting being in Nairobi, 
participation of the MCU and child health teams was limited because of competing schedules. 
 
The opportunity to mobilize resources for iCCM scale-up through the Global Fund was also part of the 
discussions at a March 2014 iCCM Evidence Review Symposium in Ghana. The global Symposium, which 
was attended by representatives from the Kenya Child Health Unit, UNICEF, and MCHIP, as well as other 
NGOs, such as Save the Children, was intended to share lessons learned about iCCM in general, but the 
NFM was also highlighted as an opportunity to leverage Global Fund resources for scale-up of iCCM.11  
 
To ensure integration of iCCM into the revised Kenya National Malaria Strategy (KNMS) and into the 
Global Fund concept note, the Kenya Ministry of Health requested technical assistance from  
USAID-MCHIP and UNICEF. Consultants for iCCM were then hired based on agreed terms of reference 
that covered three main areas: iCCM programmatic and financial gap analysis, advocacy for inclusion of 
iCCM, and ensuring appropriate iCCM language in the concept note. Prospective iCCM consultants  
(for Kenya and other countries) participated in a meeting in March 2014 in Nairobi to orient them to their 
potential assignment and to discuss availability. 
 
Figure 3. Timeline of Events in Concept Note Development 

 
 

Review of the Kenya National Malaria Strategy 
National policies, strategies, and plans are the basis of Global Fund applications, therefore including iCCM in 
the malaria concept note requires that it also be included in the KNMS. With this in mind, stakeholders from 
the Child Health and Community Health Services (CHS) Units, along with the consultants hired by MCHIP 
to support Child Health, participated in meetings to review and revise the KNMS. These meetings were led 
by the MCU and supported with a consultant brought on by the RBM Harmonization Working Group. 
 

                                                             
10 iCCM Gap Analyses started earlier during a 2012 UNICEF supported ESARO regional workshop. 
11 A presentation was made the Symposium by Mark Young (UNICEF), Colette Selman (Global Fund), and Pascal Bijleveld 
(RMNCH SCT) entitled: "iCCM financing and the new Global Fund funding model." 
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The review meeting was held in Maanzoni, Machakos County from March 24 -28, 2014. About 70 people 
attended, including representatives from UNICEF, WHO, AMREF, and a representative from each of the  
47 counties. The goal of the meeting was to refine the KNMS, which would then become the basis for the 
malaria Global Fund application. Each objective laid out in the KNMS is tied to tasks and activities that 
translate into funding. Dialogue between stakeholders at this meeting was intended to form the basis for 
shared understanding of, and commitment to, iCCM, which would in turn form the basis for a strategic plan 
and concept note that included the same.  
 
Participation in the meetings of the two iCCM consultants supporting the Child Health Unit was 
challenging. The iCCM consultants were meant to be instrumental in the meetings and act as advocates for 
iCCM, yet they were uninformed by the Child Health Unit, as well as the local MCSP office, about when the 
KNMS review meeting began and thus missed the first two days of discussions. Said one informant who 
participated in the meeting, “Communication about how it was being conducted could have been better.”  
 
During the KNMS review meeting, the iCCM consultants worked with the team reviewing the case 
management objective of the KNMS, which includes community case management. As part of its efforts to 
expand malaria CCM, the malaria unit had previously worked with the government and partners to make 
RDTs and ACTs available to community health workers to discourage the use of informal drug outlets and to 
encourage diagnosis prior to treatment.12  
 
Within the KNMS, malaria CCM is addressed under strategy 2.3 “strengthening home management of malaria” 
of objective 2 on case management. Proponents13 (i.e., representatives from the Child and Community 
Health Units, MCHIP, UNICEF, and the iCCM consultants) of iCCM integration hoped that iCCM could 
be an expansion of the malaria CCM strategy. Specifically, informants at MCSP (Nairobi), as well as the 
iCCM consultant hired by MCHIP, noted that the goal for iCCM proponents is that the KNMS include:  

• Language demonstrating the epidemiology of malaria, which shows that children under five in Kenya are 
a vulnerable group who need a clear and dedicated strategy; 

• A clear statement that iCCM is part of the National Malaria Strategy for addressing malaria among 
children under five; and  

• A clear acknowledgment of sharing resources, which would facilitate joint implementation.  
 
iCCM resources from the Global Fund could then be used to support harmonizing CCM-malaria and iCCM 
training materials for CHVs, CHV training, payment of stipends, printing guidelines, and supervision. This 
would imply identification and inclusion of iCCM indicators as part of M&E efforts, and/or disaggregating 
malaria CCM data by age and by program. Not only would these activities be useful in themselves, but iCCM 
proponents also hoped that their inclusion as part of Global Fund programming would make it easier to 
secure funding from other donors for such things as commodities. Benefits for malaria were also highlighted. 
For example, RDT rollout through CHVs who lack the appropriate skills or medicines for comprehensive 

                                                             
12 To improve home management of malaria, the NMS proposed that community health workers (CHWs) receive training and 
supportive supervision for malaria case management, prevention, BCC, record keeping and reporting. First-line malaria 
treatment and RDTs will be integrated into the CHW kit, and all CHWs will be linked to the nearest health facility for resupply 
of commodities, supervision, monitoring, and referral. (President’s Malaria Initiative Kenya Malaria Operational Plan FY 2014) 
13 Note that this is not an exclusive list as informants were not asked to self-identify as advocates/proponents or otherwise of 
the inclusion of iCCM in the GF application. Only the iCCM consultants were hired with advocacy for iCCM as one of the 
objectives of the consultancy. 
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management can lead to sick children receiving inappropriate treatment (or no treatment), and wastage of 
ACTs when the RDT test is negative.  
 

Issues Raised in Discussions about Integration 
According to informants, there was significant push-back from malaria stakeholders regarding the proposals 
mentioned above during the Maanzoni meeting. One informant said, “iCCM didn’t feature well,” and, 
“whether iCCM could be incorporated into implementation of malaria CCM was much debated.” 
 
A key issue raised by malaria stakeholders was that iCCM targets children under five only, while CCM for 
malaria applies to children and adults. One MCU representative noted that RBM requires reporting on 
universal targets, whereas iCCM would require tracking progress on indicators related to things such as 
number of children treated/referred for pneumonia. “When you do under five only, it becomes a very 
contentious issue,” he says. Some stakeholders suggested, however, that focus on the issue of differing targets 
was a non-issue that was “exploited.”  
 
AMREF, as the civil-society principal recipient responsible for managing community-level implementation 
(by way of sub-recipients), could have played a role in advocating an integrated approach to care of children 
under five through iCCM. However, several informants noted that AMREF representatives were noticeably 
quiet on the iCCM issue during negotiations. One informant attributes this to a desire “to be in good 
standing with the MCU so that they’d be chosen as the primary recipient. The MCU has influence on who 
gets chosen, so AMREF kept a low profile.”  
 
Some informants also noted that the limited advocacy role of WHO in the meeting hampered the chances of 
iCCM integration. WHO plays an important role in Kenya’s malaria program and its reticence to advocate 
for iCCM was viewed as implicit support for the position of MCU―that integration was untenable. 
 
Fundamentally, although malaria stakeholders recognized the technical relevance and importance of iCCM, 
they did not feel that it “belonged” in the KNMS. As many informants noted, “the MSP [malaria strategic 
plan] is about malaria.” Another MCU representative noted: “Community health is where iCCM belongs.”  
 
Some iCCM proponents mentioned a mini-review of the KNMS that had been done in 2013 by the MCU, 
which was described by one informant as “very comprehensive”—to the point that some perceived that the 
strategy was already more or less final even before the KNMS review meeting began. One Child Health Unit 
informant said: “it was like getting on a bus when it’s already on its journey.”  
 

Development of the Global Fund Malaria Concept Note—Limited 
Involvement from Integrated Community Case Management 
Proponents 
Collaboration between iCCM stakeholders and the MCU was limited after the Maanzoni meeting. The 
malaria consultant continued to support the MCU, independent of the involvement of the Child Health 
Unit. Around the same time, a decision was made to defer the submission of the concept note from June 
2014 to January 2015, thus slowing the momentum.  
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The iCCM consultants began a gap analysis and costing exercise, but it was hampered by lack of availability 
of key data.14 Moreover, during the period when the gap analysis was being conducted, the CHS strategy was 
being revised, and thus, key assumptions that would underlie the gap analysis, such as number and type of 
CHVs, were in flux. Ultimately, the gap analysis was not completed.  
 
In May 2014, the Child Health Unit organized an all-stakeholder meeting with representatives from 
UNICEF, MCHIP, and CHS to discuss progress on the gap analysis. The purpose was to broaden support 
for iCCM by discussing the relevance of a gap analysis and preliminary results. Key decision-makers from the 
MCU did not attend. This was due in part to a lack of commitment, according to an informant close to the 
process (i.e., malaria stakeholders had already decided at this point not to include iCCM in the 
reprogramming request) and also due to the fact that the Child Health Unit did not reach out to the head of 
Malaria Control Unit about the importance of the meeting. Given that the two units have traditionally 
operated independently, discussions during this process were perceived to be more about sharing Global Fund 
money and less about joint programming and the potential to increase efficiency and better health outcomes 
for children. 
 
By the May 2014 meeting, the contract for the iCCM consultants had come to an end. One informant 
reported, “The consultants did a lot of work, but it didn’t convince people.” They had led the push for iCCM 
integration with what they felt was limited assistance from the expected custodians of the iCCM program at 
the MOH. As part of their final remarks to MCHIP, the iCCM consultants noted that participation of the 
CHS and Child Health Unit in the malaria strategy review meetings and Malaria Interagency Coordination 
Committee (ICC) had been weak. “Most of the time,” they noted in their report, “the two units had not been 
invited in the meetings.”  
 
As to why key stakeholders from CHS and Child Health were not invited to meetings, one of the iCCM 
consultants said, “I suspect that the Malaria Control Unit had already made a decision not to include iCCM 
and didn’t see the value of informing iCCM stakeholders or participating themselves. Essentially, they did not 
see the iCCM stakeholders as adding value to the process. There should have been a top decision involving 
the leadership of the Ministry at the start of the process.” In essence, because the MCU was going to receive 
Global Fund financing regardless of the participation of the Child Health Unit, there was little incentive to 
work jointly. 
 
In the absence of invitations to meetings from the MCU, iCCM proponents became frustrated and 
demotivated. One informant said, “It isn’t clear the child health people even want to work with the MCU at 
this point. I think in some ways they have given up.”  
 
High-level collaboration between heads of the Child Health Unit, CHS, and the Malaria Control Unit was 
also limited. Each had been recently appointed to their position: the head of Child Health was particularly 
new in her role, and the MCU leadership had changed three times in three years. Indeed, it is notable that in 
the Acknowledgments section of the iCCM Framework and Plan of Action (August 2013), the heads of the 
MCU, CHS and Child Health were all different than those in these positions during the period described 
above. Moreover, the process of devolution left technical officers based in ministries in Nairobi, some of 
whom were part of initial iCCM advocacy efforts, in professional limbo. For example, there were rumors of 
child health program officers being potentially transferred to the counties. This environment of “shifting 
sands,” as one informant called it, negatively affected the success of this process by diluting previous advocacy 

                                                             
14 To include iCCM within a Global Fund malaria concept note, country teams must first complete an iCCM gap analysis. In 
Kenya, the child health consultants used the One Health tool. UNICEF conducted its own gap analysis using a different tool. 
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efforts for iCCM and lack of prior established relationships among the Child Health, Community, and 
Malaria Unit heads.  
 
Moreover, the iCCM consultants themselves were not well-supported by the Child Health Unit about 
meetings. “We had to use our intelligence to know when and where meetings were being held,” said one 
consultant. “They [Child Health] never even called us for a briefing after recruitment so as to agree on joint 
priorities. I met [the head of Child Health] later in the process.”  
 
At the May 2014 meeting, the iCCM consultants requested that the MCU share a roadmap for the finalization 
of the malaria strategy and development of the concept note, but this issue was not pressed by the head of Child 
Health and nothing was shared. In the end, iCCM was not included in the malaria reprogramming request. 
There was a suggestion by some informants that iCCM might be included in health/community systems 
strengthening activities supported by the Global Fund and proposed in the joint HIV/AIDS, TB, malaria 
concept note. However, it appears advocacy for this was not adequate, and at the time of writing, it was 
understood that no iCCM activities had been proposed as part of health/community systems strengthening 
either, nor was iCCM featured in the KNMS. At the time of fieldwork, the Global Fund team was in Nairobi to 
review the request before submission to the Country Coordinating Mechanism.  

 

Looking Ahead 
What’s next for iCCM in Kenya? The adoption of the iCCM national policy in February 2015 may help 
child health and community health services stakeholders to advocate more strongly and effectively for funding 
for iCCM activities, and encourage iCCM advocacy at higher levels, possibly including a mandate to integrate 
iCCM into CCM for malaria.  
 
One observer also cited the Kenyan First Lady’s “Beyond Zero” campaign, which launched in January 2014 
and targets improvements in maternal and child health, as a potential political opening for iCCM.  
 
Another observer suggested that iCCM needed to be coordinated across all disease programs as part of the 
overall community health strategy. “Community is a horizontal platform, and CHWs should be viewed that 
way, as should iCCM. Until then, there is little financial or management incentive to cooperate, when 
performance is measured by their particular program.” 
 
Perhaps the biggest question centers around Kenya’s experiment with devolution. As the process of devolution 
continues, it remains to be seen what counties will initiate in their community approaches. It is possible that 
counties will expand iCCM and mandate malaria CCM training to include management of other conditions. 
Siaya County, for example, has adopted the iCCM package to include management of diarrhea and referral 
for suspected pneumonia. In Bondo sub-county, all CHVs (as of December 2014) have been trained in this 
iCCM package as well. Over time, these and other counties and sub-counties will need to define an integrated 
supportive supervision strategy and commodity management and M&E strategy that includes sub-recipients 
supporting malaria CCM. Overall, the launch of the iCCM in Kenya (without treatment of pneumonia) may 
change the discussion in favor of an integrated package beyond malaria. 
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Analysis—What Worked Well and What 
Did Not?  
What Worked Well? 
Despite the lack of inclusion of iCCM, informants noted that there were some positive elements about the 
process, namely that the importance of iCCM as a technical strategy was recognized (i.e., the importance of 
reaching underserved families in their communities with treatments for diarrhea, malaria, and pneumonia as a 
complement to facility-based care). Although support for iCCM specifically was not included in the malaria 
reprogramming request, the revised malaria strategy does include support for establishing community health 
units. Community Health Units in turn support community health information systems, training, supportive 
supervision, and incentives for CHWs, and may form an entry point for iCCM activities, even if they are not 
directly supported through Global Fund funds.  
 

What Did Not Work Well? 
There were many challenges during the preparation of the Global Fund NFM concept note. What were the 
factors that constrained Kenya from integrating iCCM into the Global Fund malaria reprogramming request? 
Based on key informant interviews, there appear to be two fundamental issues: 1) weak financial and 
management incentives to integrate, and 2) weak leadership and country ownership among stakeholders in 
the Kenya MOH.  
 

Weak Financial and Management Incentives for Integration 
The funding and management structures between the Malaria, Child Health, and CHS units created 
disincentives for integration. Malaria is a traditionally well-funded unit that does not need the support of 
other departments to fund activities. Under the NFM, countries apply for a set amount of guaranteed money 
based on calculations of disease burden, need, and ability to pay, and are rewarded for disease-specific 
deliverables. iCCM activities can be proposed alongside malaria activities, so long as support for iCCM is 
woven into the malaria strategic plan, but, if approved, financing for iCCM comes out of a finite budget 
envelope. In other words, the NFM does not offer additional funds for iCCM―money for iCCM means less 
money exclusively for malaria. Additionally, Kenya was required to reprogram Round 10 funding and will 
receive little new Global Fund financing through the NFM for malaria. Some informants suggested that, 
given these realities, MCU stakeholders were reluctant to collaborate and compromise malaria funding for 
programs that also focus on diseases that they are not accountable for (i.e., diarrhea and pneumonia).  
 
“The problem rests fundamentally on the issue of vertical program management and funding structures,” said 
another informant. The division of family health has its own strategy and funders for child and community 
health, as does the division of communicable diseases supporting malaria and HIV. Each program has its own 
national strategy and funds and implements its strategy more or less separately from the other units. “There’s 
selfishness among heads of departments,” says one informant, “And everyone has their own donors, with 
different conditionalities, it all makes integration difficult.” 
 
In an environment where vertical funding dominates, integrated approaches can suffer. One stakeholder who 
participated in the review of the KNMS and was also involved in a similar process to integrate Emergency 
Triage Assessment and Treatment training into malaria activities said that the same discussions and objections 
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prevailed. Ultimately, Emergency Triage Assessment and Treatment was removed from the Global Fund 
reprogramming request for the NFM round.  
 
One informant from the donor community echoes this point: “Integration is an English word that we play 
around with. But you’re asking people to go beyond what they are paid to do―no one will say no, they’ll say 
yes, and it will never happen. If you’re employed by malaria, you do malaria. Integration also messes with 
power structures, and no one wants to interfere with the status quo.” 
 

Weak Leadership  
Leadership to manage the process among stakeholders, to define roles and responsibilities, and to identify and 
address barriers, is critical to successful integration. Program managers for iCCM and malaria do not often 
work together, so extra efforts must be made to create a context that is conducive to joint planning and 
programming. In Kenya, leadership to manage the process (review meetings, stakeholder collaboration) and to 
champion the policy was weak. There was insufficient initial investment to generate buy-in among 
stakeholders, as noted above, the iCCM consultants led iCCM advocacy efforts with insufficient support. 
This was compounded by bureaucratic errors such as not ensuring people knew when meetings were being 
held and where. Ultimately, these factors plus weak coordination between health units and donors made 
success unlikely.  
 
While iCCM was viewed as relevant to most informants, many noted the lack of strong, effective, well-placed 
“champions” and motivated leaders with a unified, strategic vision, and the absence of effective champions in 
crucial positions to take the idea forward and encourage others to do so. Evidence supporting the efficacy of 
iCCM in other countries was noted by informants to be unhelpful in Kenya because policymakers felt that 
differences in country context potentially undermine the transferability of lessons from elsewhere. The lack of 
an official national iCCM strategy during negotiations hampered advocacy efforts aimed at integration. For 
example, the lack of pneumonia policy (i.e., the prohibition against CHVs dispensing antibiotics) reduced the 
benefits of integration for reasons of combatting inappropriate treatment of malaria negative fevers, 
particularly when CHVs are pressured by caregivers to dispense some form of medicine to sick children. 
Historical lack of support for iCCM made it easy for the MCU and other stakeholders to dismiss iCCM 
during this process.15  
 
Most informants agreed that the MCU was in charge of the process—i.e., managing and leading meetings 
related to review of the malaria strategic plan and development of the concept note. Leadership above the level 
of the MCU and other units at par with the MCU was needed if the iCCM agenda was going to be 
prioritized. For example, one informant suggested that a small, inclusive technical committee made up of the 
heads of the MCU, CHS, and Child Health should have driven the process from the start, but the MCU did 
not initiate such a committee, and no one higher up mandated it either. 
 
As one MOH informant agreed: “here, the high offices weren’t involved. So everyone was pulled by their own 
interests.”  
 
The character of the MCU also affected progress. One informant said, “In general, the malaria team are late 
adopters. They are only comfortable with pilots; they aren’t in a rush. It’s very different from other countries 

                                                             
15 For example, the negative view on the part of some in the medical community around the merits of allowing CHVs to 
dispense antibiotics, as discussed earlier in this report. See MCHIP January 2015. 
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where there may be capacity limitations but they jump on it. Capacity is reasonable in Kenya, but there is a 
resistance to change.”  
Several informants noted that the process would have been improved if the three units—MCU, CHS, Child 
Health—had started the process together with full commitment and participation from the heads of the units, 
and conducted joint meetings throughout, but it was noted that leadership and championing of iCCM 
integration was needed at the level of the Head of the Child Health Unit, the Director of Medical Services, 
the Permanent Secretary, and the Minister of Health. Some suggested that it may have been helpful if malaria 
representatives had attended the iCCM Evidence Symposium in Ghana where the requests for technical 
assistance were developed. Another audience that could have been strategically tapped for advocacy at the 
review of the KNMS is the group of county representatives, especially those from rural counties with most 
underserved populations who would benefit most from introducing iCCM. At a minimum, stakeholders 
appear to agree that the process should have begun and been carried out jointly with a clear and shared sense 
of the goals.  
 

A Global Push—Weak Country Ownership 
Some noted that the move to integrate iCCM through the NFM felt externally pushed. Said one informant, 
“Malaria is used to huge investments that are all their own. In this case, people from the outside brought the 
Child Health people to the malaria people and said: integrate! The response was that we don’t even have 
enough money for ACTs as it is. It takes advocacy to convince them. The major barrier is politics and 
ineffective leadership.”  
 
Global partners perceived that the “promise of money” for iCCM scale-up would speed up the policy process 
around iCCM in countries where it was perceived to be lagging, but in Kenya, it clearly did not. One 
consultant who participated in the process noted that, “The movement to integrate has taken off at the global 
level and been pushed on the malaria teams. iCCM is a global idea. The Ministry was encouraged to make the 
formal request for TA, but iCCM was essentially pushed on Kenya when they weren’t ready for it.”  
 
Kenya did not have an approved National iCCM Policy in 2014, and many of the unit heads were still 
establishing themselves in their roles. Many informants said that leadership from higher up in the MOH was 
needed to champion iCCM in general and for integration via the NFM in particular. Instead, the push came 
mostly from the consultants, and secondly, (and ineffectively) from donors and their technical officers. Even 
then, the heads of relevant units rarely participated in meetings, but were represented by their subordinates.  
 
“The Government needs to lead, not MCHIP or UNICEF,” said one informant. Another informant echoed 
this point, “Movement, money and missions come and go. When there’s no local champion, it won’t take.” 

 

Conclusions and Recommendations 
After the NFM was announced, consultants were sent to assist countries without careful understanding of and 
respect for local context―i.e., where countries were in the process of incorporating iCCM into their policies 
and platforms. The expectation from the iCCM FTT was that every country would automatically buy in, but 
as the Kenya case shows, this is not always the case. Without local champions, efforts to push iCCM in a 
country are likely to be both costly and unsuccessful. 
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To integrate iCCM into malaria NFM activities, stronger incentives were needed—both from the donors who 
provide funding and from high-level policymakers in-country—to enable and facilitate integration. A 
supportive policy for iCCM is also important. The recently-launched National iCCM Strategy may help 
iCCM stakeholders raise the profile of iCCM and advocate for funding for scale-up, but high-level leadership 
is still required to mandate programmatic integration at the national level (joint planning, for example), as 
MOH units are not accustomed to working together.  
 
Mirroring experience in other countries detailed by Bennett et al. in Kenya, “The most critical actors in 
driving iCCM policy development were technical officers within the MOH, supported by key development 
partners, particularly WHO and UNICEF and, to a slightly lesser extent, USAID and its collaborating 
agencies. Often senior MOH policymakers, particularly those with a clinical background, were initially 
resistant to iCCM because of concerns about CHWs treating more complex conditions, and it took time and 
effort to convince them of the benefits of this strategy. Support for iCCM varied across different MOH 
technical units and depended on where responsibility for iCCM was located within the Ministry―where 
malaria control programs were well established, well-funded and distinct from iCCM―there were greater 
obstacles to progress on integration, as malaria control programs had little incentive to participate in iCCM 
when they were already providing home-based care for both children and adults.” With the new national 
iCCM policy, it is hoped that high-level MOH leadership will be more inclined to encourage malaria and 
child/community health programs to work together.  
 
To improve efforts to integrate iCCM in the future, both in Kenya, and other countries, we offer the 
following recommendations: 
 
Recommendations to the Country―Kenya MOH:  

• Involve leadership above heads of program units: Given the structure of the Kenyan health system, 
where different components of iCCM are placed under different programs/units, each with their own 
focus (i.e., iCCM spans child health, CHS and malaria), higher-level leadership to prioritize 
implementation of iCCM across the three units is necessary. A mandate to integrate is needed at the level 
of the Director of Medical Services or higher. 

• Prioritize and strengthen the strategy for Community Health: Because iCCM involves case 
management of diseases from different programs using community health as a platform, an ICCM 
Coordinator (preferably in the CHS unit with an explicit mandate to coordinate across the three units) 
should be appointed to strengthen coordination. 

• The MOH should make a case for community health and iCCM to the leaders at the county level: 
With the devolution, the counties should be helped to understand options for service delivery like the 
iCCM strategy to increase coverage of effective interventions, and assist them in their own planning and 
implementation. 

• Improve coordination across Child Health, Community Health, and the Malaria program: Child 
health and community program managers should be included in the Malaria ICC to recognize the 
contribution of the malaria program to reducing under-five mortality and to build the working 
relationships required to strengthen joint programming and the potential to increase efficiency and better 
health outcomes for children through strategies like iCCM. 
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• Adopt a comprehensive iCCM policy that favors technical integration: Kenya should sanction the 
use of amoxicillin by CHVs to treat pneumonia, based on the promising results of the ability of trained 
and supported CHVs to implement iCCM from the Homa Bay and MCSP iCCM pilot studies. This 
will strengthen the case for integration among malaria stakeholders, because the treatment of pneumonia 
will reduce the likelihood of wastage of ACTs on non-malaria fever, while ensuring that children with 
pneumonia survive in cases of co-infection.  

• Conduct additional research: Advocates for integration of iCCM and malaria should quantify and share 
broadly the benefits that the malaria program derives from the investment, such as overall increased  
care-seeking for all conditions and reducing ACT wastage.  

 
Recommendations to Global Partners: 

• Ensure true buy-in for technical assistance and consultants: Global efforts should include mechanisms 
that make the buy-in clear such as commitment to weekly meetings with the consultants, memorandum 
of understanding, etc.  

• Invest in both national and county governments to learn and use the tools for iCCM program 
costing and making an investment case: To address the political prioritization question on the basis of 
program impact and cost argument, global partners should provide tools and skills for program managers 
to make the case to policymakers. 

• Invest in learning: Global partners should also support Kenya to carry out documentation research and 
dissemination to better understand the challenges around and lessons learned from more than 20 years of 
implementation of components of the iCCM package in Kenya, as well as research to provide data on the 
cost benefit of iCCM and data to quantify the benefits of integration.  

• Integrate funding: Finally, if ending preventable child and maternal deaths is to be achieved, donors 
accustomed to vertical funding structures must focus on this over-arching goal, as opposed to eliminating 
disease-specific mortality, which creates inherent disincentives for country program managers to integrate 
even when it makes the most technical sense. Integration is hampered when the funding streams remain 
vertical. 



 
Lessons from Kenya on iCCM Integration into the Malaria Concept Note  17 

Bibliography 

Global Fund. [2012.] Kenya. Proposal Form – Round 10. Single Country Applicant Sections 1-2. 

Gove S. for the WHO Working Group on Guidelines for Integrated Management of the Sick Child. 1997. 
Integrated management of childhood illness by outpatient health workers: technical basis and overview. 
Bulletin of the World Health Organization 75(Suppl. 1): 7–24. 

Kenya MOH. 2006. Taking the Kenya Essential Package for Health to the Community: A Strategy for the 
Delivery of Level One Services. 

Kenya MOH. 2013a. A National Framework And Plan Of Action For Implementation of Integrated 
Community Case Management (iCCM) in Kenya 2013 – 2018.  

Kenya MOH. 2013b. Integrated Community Case Management (iCCM), 2013-2018. Monitoring And 
Evaluation Plan. 

Kenya National Bureau of Statistics, ICF Macro. 2010. Kenya Demographic and Health Survey 2008–2009. 
Calverton, Maryland: Kenya National Bureau of Statistics, ICF Macro.  

Liu, L, Johnson HL, Cousens S, et al. 2012. Global, regional and national causes of child mortality: an 
updated systematic analysis for 2010 with time trends since 2000. Lancet 379: 2151-61. 

MCHIP. January 2015. A Landscape Analysis and Documentation of the Integrated Community Case 
Management Policy Change Process in Kenya; Executive Summary. Unpublished.  

President’s Malaria Initiative. 2014. Kenya Malaria Operational Plan FY 2014. 

Simmons R, Shiffman J. 2007. Scaling up health service innovations: a framework for action. In: Simmons R, 
Fajans P, Ghiron L, eds. Scaling up health service delivery. Geneva: World Health Organization. pp 1–30. 
Available: http://www. expandnet.net/volume.htm. Accessed 20 January 2011. 

Subramanian S, Naimoli J, Matsubayashi T, Peters DH. 2011. Do we have the right models for scaling up 
health services to achieve the Millennium Development Goals? BMC Health Services Research. 11:336.  

United Nations Children’s Fund. 2011. Levels and Trends in Child Mortality, Report 2011, Estimates 
Developed by the UN Inter-agency Group for Child Mortality Estimation. New York. 

Wardlaw T, Salama P, Brocklehurst C, Chopra M, Mason E. 2009. Diarrhoea: why children are still dying 
and what can be done. Lancet 375: 870-872. 

Wangalwa G, Cudjoe B, Wamalwa D, Machira Y, Ofware P, Ndirangu M, Ilako F. 2012. Effectiveness of 
Kenya’s community health strategy in delivering community-based maternal and newborn health care in 
Busia County, Kenya: non-randomized pre-test post test study. Pan Afr Med J  13(Supp 1):1. 

  



 
18  Lessons from Kenya on iCCM Integration into the Malaria Concept Note  

 



<<

  /ASCII85EncodePages false

  /AllowTransparency false

  /AutoPositionEPSFiles true

  /AutoRotatePages /None

  /Binding /Left

  /CalGrayProfile (Dot Gain 20%)

  /CalRGBProfile (sRGB IEC61966-2.1)

  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)

  /sRGBProfile (sRGB IEC61966-2.1)

  /CannotEmbedFontPolicy /Error

  /CompatibilityLevel 1.4

  /CompressObjects /Tags

  /CompressPages true

  /ConvertImagesToIndexed true

  /PassThroughJPEGImages true

  /CreateJobTicket false

  /DefaultRenderingIntent /Default

  /DetectBlends true

  /DetectCurves 0.0000

  /ColorConversionStrategy /CMYK

  /DoThumbnails false

  /EmbedAllFonts true

  /EmbedOpenType false

  /ParseICCProfilesInComments true

  /EmbedJobOptions true

  /DSCReportingLevel 0

  /EmitDSCWarnings false

  /EndPage -1

  /ImageMemory 1048576

  /LockDistillerParams false

  /MaxSubsetPct 100

  /Optimize true

  /OPM 1

  /ParseDSCComments true

  /ParseDSCCommentsForDocInfo true

  /PreserveCopyPage true

  /PreserveDICMYKValues true

  /PreserveEPSInfo true

  /PreserveFlatness true

  /PreserveHalftoneInfo false

  /PreserveOPIComments true

  /PreserveOverprintSettings true

  /StartPage 1

  /SubsetFonts true

  /TransferFunctionInfo /Apply

  /UCRandBGInfo /Preserve

  /UsePrologue false

  /ColorSettingsFile ()

  /AlwaysEmbed [ true

  ]

  /NeverEmbed [ true

  ]

  /AntiAliasColorImages false

  /CropColorImages true

  /ColorImageMinResolution 300

  /ColorImageMinResolutionPolicy /OK

  /DownsampleColorImages true

  /ColorImageDownsampleType /Bicubic

  /ColorImageResolution 300

  /ColorImageDepth -1

  /ColorImageMinDownsampleDepth 1

  /ColorImageDownsampleThreshold 1.50000

  /EncodeColorImages true

  /ColorImageFilter /DCTEncode

  /AutoFilterColorImages true

  /ColorImageAutoFilterStrategy /JPEG

  /ColorACSImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /ColorImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /JPEG2000ColorACSImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /JPEG2000ColorImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /AntiAliasGrayImages false

  /CropGrayImages true

  /GrayImageMinResolution 300

  /GrayImageMinResolutionPolicy /OK

  /DownsampleGrayImages true

  /GrayImageDownsampleType /Bicubic

  /GrayImageResolution 300

  /GrayImageDepth -1

  /GrayImageMinDownsampleDepth 2

  /GrayImageDownsampleThreshold 1.50000

  /EncodeGrayImages true

  /GrayImageFilter /DCTEncode

  /AutoFilterGrayImages true

  /GrayImageAutoFilterStrategy /JPEG

  /GrayACSImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /GrayImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /JPEG2000GrayACSImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /JPEG2000GrayImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /AntiAliasMonoImages false

  /CropMonoImages true

  /MonoImageMinResolution 1200

  /MonoImageMinResolutionPolicy /OK

  /DownsampleMonoImages true

  /MonoImageDownsampleType /Bicubic

  /MonoImageResolution 1200

  /MonoImageDepth -1

  /MonoImageDownsampleThreshold 1.50000

  /EncodeMonoImages true

  /MonoImageFilter /CCITTFaxEncode

  /MonoImageDict <<

    /K -1

  >>

  /AllowPSXObjects false

  /CheckCompliance [

    /None

  ]

  /PDFX1aCheck false

  /PDFX3Check false

  /PDFXCompliantPDFOnly false

  /PDFXNoTrimBoxError true

  /PDFXTrimBoxToMediaBoxOffset [

    0.00000

    0.00000

    0.00000

    0.00000

  ]

  /PDFXSetBleedBoxToMediaBox true

  /PDFXBleedBoxToTrimBoxOffset [

    0.00000

    0.00000

    0.00000

    0.00000

  ]

  /PDFXOutputIntentProfile ()

  /PDFXOutputConditionIdentifier ()

  /PDFXOutputCondition ()

  /PDFXRegistryName ()

  /PDFXTrapped /False



  /CreateJDFFile false

  /Description <<



    /BGR <>

    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>

    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>

    /CZE <>

    /DAN <>

    /DEU <>

    /ESP <>

    /ETI <>

    /FRA <>

    /GRE <>



    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)

    /HUN <>

    /ITA <>

    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>

    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>

    /LTH <>

    /LVI <>

    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)

    /NOR <>

    /POL <>

    /PTB <>

    /RUM <>

    /RUS <>

    /SKY <>

    /SLV <>

    /SUO <>

    /SVE <>

    /TUR <>

    /UKR <>

    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)

  >>

  /Namespace [

    (Adobe)

    (Common)

    (1.0)

  ]

  /OtherNamespaces [

    <<

      /AsReaderSpreads false

      /CropImagesToFrames true

      /ErrorControl /WarnAndContinue

      /FlattenerIgnoreSpreadOverrides false

      /IncludeGuidesGrids false

      /IncludeNonPrinting false

      /IncludeSlug false

      /Namespace [

        (Adobe)

        (InDesign)

        (4.0)

      ]

      /OmitPlacedBitmaps false

      /OmitPlacedEPS false

      /OmitPlacedPDF false

      /SimulateOverprint /Legacy

    >>

    <<

      /AddBleedMarks false

      /AddColorBars false

      /AddCropMarks false

      /AddPageInfo false

      /AddRegMarks false

      /ConvertColors /ConvertToCMYK

      /DestinationProfileName ()

      /DestinationProfileSelector /DocumentCMYK

      /Downsample16BitImages true

      /FlattenerPreset <<

        /PresetSelector /MediumResolution

      >>

      /FormElements false

      /GenerateStructure false

      /IncludeBookmarks false

      /IncludeHyperlinks false

      /IncludeInteractive false

      /IncludeLayers false

      /IncludeProfiles false

      /MultimediaHandling /UseObjectSettings

      /Namespace [

        (Adobe)

        (CreativeSuite)

        (2.0)

      ]

      /PDFXOutputIntentProfileSelector /DocumentCMYK

      /PreserveEditing true

      /UntaggedCMYKHandling /LeaveUntagged

      /UntaggedRGBHandling /UseDocumentProfile

      /UseDocumentBleed false

    >>

  ]

>> setdistillerparams

<<

  /HWResolution [2400 2400]

  /PageSize [612.000 792.000]

>> setpagedevice



