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Executive Summary

and

Highlights of MCE Progress to Date

Integrated Management of Childhood Illness (IMCI) is a strategy for improving the health
of children.  It includes a number of complementary interventions at the community, health
facility, and health system levels. The efficacy of most of these interventions has been
rigorously tested in controlled trials. There remains an urgent need to evaluate whether the
strategy as a whole has a measurable impact on health outcomes, and to better assess the
costs associated with IMCI implementation.

The Multi-Country Evaluation of IMCI Effectiveness, Cost and Impact (MCE) is a global impact
evaluation being coordinated by the Department of Child and Adolescent Health and
Development (CAH) of the World Health Organization, with support from the Bill and Melinda
Gates Foundation.  There are numerous other partners at global and country level, including
Ministries of Health in each participating country.  The United States Agency for International
Development (USAID) is supporting the Uganda site for the MCE, which is being carried out by
the Johns Hopkins University in collaboration with Makerere University in Kampala.

The objectives of the MCE are:

� to evaluate the impact of the IMCI strategy on child health, including child mortality,
child nutritional status, and family behaviours; and

� to evaluate the cost-effectiveness of the IMCI strategy.

The MCE is designed to evaluate whether IMCI
has a significant impact on improving child health
and is cost-effective. The MCE is also designed to
help determine the best ways of delivering IMCI.
The results of the evaluation will pave the way for
broader implementation of the strategy, and
generate additional support from donors and
development agencies worldwide.
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This report provides a summary of MCE work to date, and directions for the future.
Chapters focus on the evaluation methods and provide a summary of progress and plans in
each of the four countries where the MCE is currently being implemented. We also look
ahead to the remaining four to six countries that will be included in the evaluation,
outlining current candidates and plans for assessing the feasibility of the sites.

Highlights of MCE Progress to Date

. The MCE has made important progress in the development of methods and tools for
evaluating IMCI effectiveness, cost and impact:

� Overall design issues have been addressed and country-specific proposals
developed.

� An IMCI impact model has been developed, used to define key indicators and
transformed into a computerized simulation tool for estimating sample sizes and
potential IMCI impact.

� “Adequate IMCI implementation" has been defined and draft procedures for
certifying adequacy in MCE sites developed.

� Survey tools and plans of analysis have been developed, field tested, and used for
data collection at household and health facility levels in three countries.

� A district-level data collection tool has been developed and is being used in Peru.

� The costing methodology has been defined and tools for the collection of cost data
at household, facility, district and national levels developed, field tested and used in
three countries.

� Guidelines for IMCI impact evaluation in a research context have been drafted and
are under review.

� Draft tools for documenting IMCI and the quality of care at referral level have been
prepared at country level, and field testing is under way.

The MCE has also been successful in selecting appropriate sites and starting the
evaluation:

� Feasibility assessments for the evaluation have been carried out in nine sites, and
five of these have been identified for support .

� The evaluation is under way in four countries:

� In Tanzania, the baseline health household survey was completed in August
1999, and the health facility survey  in August-September 2000.  Both included
assessments of costs. Additional cost data at national and district levels were
collected in July 2000.
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� In Bangladesh, data collection for both the household and health facility
surveys, including cost data, was completed in November 2000.  Randomization
of health facilities to IMCI and comparison groups was completed in
January 2001.  Implementation of IMCI in the intervention areas is expected to
begin in June/July 2001with the training of health workers in IMCI case
management.

� In Peru, the proposal was approved, district-level instruments developed, and
data collection began in April 2001.

� The Johns Hopkins University, after investigating three potential sites (South
Africa, Uganda and Zambia), received support from USAID to carry out an
evaluation in Uganda.  Baseline data collection at households and health
facilities was completed by January 2001.  The collection of cost data at all
levels is under way.

� In Kazakhstan and Northeastern Brazil,  proposals are being developed based on the
findings of feasibility visits.

� Feasibility visits are planned to Cambodia and to a country in francophone Africa in
2001.

The first MCE results are now available from Tanzania and Bangladesh:

� Baseline data on mortality, family practices and care seeking for sick children in
Tanzania demonstrated that IMCI is addressing the most common major health
problems of children in the study districts: malaria, pneumonia and diarrhoea.  The
prevalence of anaemia was very high, with almost 10% of children between the ages
of six and 12 months having life-threatening anaemia.  Results on care seeking were
encouraging: between 35% and 45% of children who had been ill in the previous
two weeks were taken first to a formal health provider. 

� In August 2000, a health facility survey was carried out in IMCI and non-IMCI
districts in Tanzania, showing that children seeking care at health facilities in
IMCI districts are more thoroughly assessed and receive better quality care than
children seeking care in comparison districts where IMCI has not yet been
implemented.

� Preliminary analyses of baseline results in Bangladesh indicate that improvements
in careseeking must occur for IMCI to result in significant improvements in child
health, and that the quality of care in health facilities is inadequate and likely to
be improved through the implementation of IMCI.

Finally, the 2001 work plan for the MCE has been developed, and includes the enrollment
of the remaining sites, additional methodological refinements, and continuing data
collection and analysis.
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Chapter 1.  Introduction and objectives

Children under five account for 30% of the total burden of disease in poor countries.
Among the 10.5 million children under five who died in 1999, 99% were in developing
countries. Thirty-six percent of these children died in Asia, and 33% in Africa.

The global equity gap in health is largest among children, and is concentrated in
communicable diseases.  Over 50% of child deaths in developing countries are due to just
five  diseases and malnutrition.

The last 20 years have seen important progress in managing childhood illness in developing
countries, with the promotion of programmes that address single problems or diseases:
diarrhoeal disease control (based on oral rehydration therapy), vaccination, and
programmes to control acute respiratory infections such as pneumonia. Drawing on this
experience, Integrated Management of Childhood Illness proposes a new method for
approaching the whole child. It does not mean that health workers stop treating individual
diseases, but that they respond to the condition of the child, considering all the different
factors that could be contributing to illness.

1.1 Integrated  Management of Childhood Illness (IMCI)

The IMCI strategy includes a number of complementary interventions, including antibiotics
for pneumonia, oral rehydration therapy for diarrhoea, antimalarial medications, nutrition
counselling, and breastfeeding counselling. The efficacy of most of these interventions has
been rigorously tested in controlled trials. There remains an urgent need to evaluate
whether the strategy as a whole has a measurable impact on health outcomes, and to better
assess the costs associated with IMCI implementation. Evaluation results are needed to
support planning and advocacy for child health interventions by Ministries of Health in
developing countries, and by national and international partners in development.  The
results will increase the sustainability of IMCI and provide a basis for improved and
expanded implementation.

Source:  EIP/WHO

Figure 1.  Causes of 10.5 million deaths among children
< 5 in developing countries, 1999

Diarrhoea
15%

Pneumonia
19%

Measles
8%

Malaria
7%

HIV/AIDS
3%

More than one
half of all child

deaths in
developing

countries are
due to just five
diseases and
malnutrition

Malnutrition



MCE Progress Report,  April 2001

2

The first IMCI training course for health workers was held in 1996.  By December 2000,
over 80 countries had begun the process of implementing the strategy (Figure 2).

1.2 The Multi-Country Evaluation of IMCI Effectiveness, Cost and Impact (MCE)

The MCE is designed to evaluate whether IMCI has a significant impact on improving
child health and is cost-effective. The MCE is also designed to help determine the best
ways of delivering IMCI. The results of the evaluation will pave the way for universal
implementation of the strategy, and generate additional support from donors and
development agencies worldwide.

Figure 2.  Implementation of IMCI
(December 2000)*

22

40

19 Introduction

Early
Implementation

Expansion

Discussions started in at
least 12 other countries

Disclaimer: The presentation of material on the map contained herein does 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 areas, or its authorities of its frontiers, or boundaries.

*Based on information available in December 2000
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Figure 3:
MCE:  A two-pronged approach at country level
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BOX 1

MCE Objectives

� To evaluate the impact of the IMCI strategy on child
health, including child mortality, child nutritional status,
and family behaviours.

� To evaluate the cost-effectiveness of the IMCI
strategy.

1.3 Collaboration and linkages

The MCE is a collaborative effort. An external Technical Advisory Group provides
guidance and oversight. Other technical inputs are drawn from WHO staff, collaborating
research institutions, and consultants.   The development of indicators and tools was
coordinated with the InterAgency Working Group on IMCI Monitoring and Evaluation, and
later with the InterAgency Working Group on IMCI at the Community and Household
Levels.

WHO staff in Regional Offices and in Geneva work with the MCE sites to plan and
implement IMCI.  All country activities are conducted with participation from Ministries of
Health, in an effort to ensure that lessons learned are used to improve IMCI
implementation.

The Bill and Melinda Gates Foundation and WHO provide financial support for the
evaluation.  In addition, USAID is supporting the evaluation in Uganda.

The original design of the
MCE emphasized the
independence of the
evaluation from IMCI
implementation. The
provision of generous support
by the Gates Foundation,
combined with a growing
base of experience in IMCI
implementation called this
early decision into question.
Support from the Gates
Foundation would allow the
MCE to speed up the
implementation of IMCI in
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selected sites, increasing the probability that impact will be achieved within the study
period. In 2000, therefore, a decision was made to break the MCE into two related parts:
one for evaluation and a second to strengthen IMCI implementation (See Figure 3). The
amount of financial support provided by the MCE to strengthen IMCI implementation will
not exceed a realistic level of resource input from government and partners to implement
child health interventions.

In order to achieve its objectives, the MCE must develop and maintain linkages with the
agencies and institutions that plan and implement child health interventions in developing
countries.  These linkages are needed to ensure that the activities being implemented as
IMCI in the evaluation sites reflect the best available technical interventions, and that the
lessons learned from the MCE are used to continue the refinement of the strategy.  Types of
linkages include the following:

� Links to technical groups working on development and refinement of IMCI
interventions and delivery mechanisms.  Examples of these links include regular
meetings with CAH and other WHO units (e.g., Roll Back Malaria; the essential
drugs programme) to share information on MCE progress and advances in
intervention development, and support to selected groups for the development of
methods (e.g., support to the InDepth network to develop standardized methods for
measuring under-five mortality through demographic surveillance; support to
HealthMapper to develop mapping technology for selected MCE indicators).

� Links to those conducting impact evaluations or operations research on IMCI that
are not formally associated with the MCE.  Examples of such linkages include
meetings every six months to share information about an IMCI impact evaluation
being carried out in Benin by the US Centers for Disease Control with support from
the US Agency for International Development, or the inclusion of  participants from
South Africa and Bolivia  in the  annual meetings of the MCE investigators to allow
discussion of the feasibility of conducting impact evaluations in those countries.

� Links to those planning, implementing and monitoring IMCI implementation at all
levels.  Using a set of standardized feedback guidelines, MCE staff and investigators
systematically meet with those implementing IMCI at global, regional, country,
district and even community levels to provide feedback that may be useful in
documenting and improving IMCI planning and implementation.

1.4 Use of the MCE results

This evaluation is designed to provide feedback on the process, outcomes and impact of
IMCI.  Investigators have developed standards for feedback of interim results at national,
district, health facility and community levels, which are now being implemented in sites
where data have been collected. In Tanzania, for example, teams of MOH and MCE staff
are visiting each district to present and discuss the results of the health facility survey with
the district health team, and to work with the districts to develop plans for sharing the
results of the baseline household survey at the community level.
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In the longer term, the MCE results will serve as a rich source of information about the
costs and effectiveness of the IMCI strategy.  These results will be shared with policy
makers and child health planners globally, and should serve as a foundation for
reinvigorated support for effective interventions to improve child health and nutrition.

1.5 Overview of the report

The aim of this report is to provide a summary description of MCE work through April
2001, and directions for the future.  Chapter 2 presents the evaluation methods, including
the design, data collection tools and procedures, and the timeframe.  Chapter 3 focuses on
activities in countries, and describes both the basis for selection and a summary of progress
and plans in each of the four countries where the MCE is currently being implemented. It
also looks ahead to the remaining four to six countries that will be included in the
evaluation, outlining current candidates and plans for assessing the feasibility of the sites.
In Chapter 4, the products and contributions of the MCE to date are summarized.  Finally,
Chapter 5 outlines MCE plans for the coming year, and Chapter 6 describes the
administration and management of the evaluation.
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Chapter 2.  Methods

2.1 Overall design of the MCE

The MCE is not a standard multi-center study using identical design in all sites. Instead, it
employs a set of compatible designs, according to the stage of IMCI implementation in
each country and to local characteristics. Box 2 describes the generic steps in the
evaluation:

BOX 2

Major Steps in the Evaluation

Collect baseline data on impact indicators and costs
�

Start IMCI implementation
�

Ensure that implementation is adequate
�

Wait two or more years for impact to become measureable
(while providing feedback at all levels)

�

Collect and analyze outcome, cost and impact data
�

Use the evaluation results to improve
child health programmes

In some countries the MCE is fully prospective, that is, the evaluation started before IMCI
was introduced. This is the case for Bangladesh. In countries where IMCI has already
started, the MCE will have to rely on existing data to obtain baseline information. Most
countries in the MCE fall into this category.

The emphasis of the MCE is on IMCI effectiveness, assessing the performance of the
strategy under routine circumstances. Therefore, it was not usually possible to control IMCI
implementation, and a “plausibility” evaluation design is being used. Special attention is
being given to the selection of comparison districts without IMCI, as well as to ruling out
external factors that could affect impact indicators. The exception is the Bangladesh study,
which was designed as an efficacy study to assess the maximum benefits when IMCI is
implemented under ideal conditions, and where it has been possible to randomize areas to
receive IMCI. Further details of the design used in each country are provided in Chapter 3.
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2.2 Data collection tools

Substantial efforts were required to define relevant indicators, and to design and field-test
the data collection tools for the MCE. Copies of the lists of indicators and tools are
available upon request.

The tools include:

Standard description of study sites (monitoring of IMCI implementation)

A district-level questionnaire was developed to collect and summarize systematic data
describing the implementation of IMCI and associated costs, the functioning of the health
system, and other relevant events or activities. The questionnaire is being field tested in
Peru.

Demographic surveillance or survey

The evaluation impact indicators include measures of child mortality and nutritional status.
Data to support the measurement of these indicators are being collected either through
existing demographic surveillance systems (Tanzania), through vital statistics (Peru) or
through specially-designed demographic surveys (Uganda and Bangladesh).

Household survey

A household survey methodology was developed to collect data on family behaviors related
to nutrition (including breastfeeding), the use of insecticide-treated nets to prevent malaria,
home care, careseeking, compliance with recommended treatment and health services
utilization.  Other indicators measured through these surveys include vaccination and
vitamin A supplementation coverage, assessment of weight for age and determination of
anaemia prevalence. The questionnaire also covers descriptive socioeconomic information,
access and utilization of health services, and costs to the household of child health services
and drugs. The questionnaire has been applied to date in Tanzania, Uganda and
Bangladesh.

First-level health facility survey

This survey includes six activities: (1) observation of case management by a trained
surveyor; (2) a gold-standard re-examination of the child; (3) an exit interview with the
caretakers of the children who were observed during case management; (4) an inventory of
facility supplies, drugs and registers of attendance; (5) collection of information on health
facility costs; and (6) a series of interviews with facility staff to obtain information on
facility operations and costs, and in some cases, to assess their ability to manage children
with severe illness.
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Indicators measured at the first-level facility include those related to the quality of case
management, the availability of health system supports for IMCI, caretaker satisfaction, and
selected indicators of utilization, careseeking behaviors and clinic organization. Descriptive
information is also collected, covering facility services and service hours, availability of
patient registers and drug records, information on the number and types of facility visits by
children, staff time allocation, and additional information needed to estimate costs.

These tools were tested in Bolivia and Peru, and further applied in Tanzania, Uganda and
Bangladesh.

Referral-Level Health Facility Review

Adequate referral facilities are essential for IMCI, but it was felt that a full survey of such
facilities was outside the scope of the MCE. Instead, a simple tool has been prepared to
describe the key components of facility care, including aspects of admission patterns,
emergency triage, diagnostic facilities, treatment, and patient monitoring. The methods
include interviews with facility staff, a review of facility equipment and supplies, and a
limited record review. A field test in Peru is planned for 2001.

2.3 Evaluating cost-effectiveness

For governments, partners and WHO, it is important to document the economic aspects of
IMCI implementation and to measure its cost-effectiveness. A substantial amount of effort
has been dedicated to developing and field-testing tools to be used at national, district,
facility and household levels.  The overall objectives of the MCE costing methodology are:

� To estimate the total costs of providing IMCI in a district, defined as the full costs of
services to children under-five.  These costs will be estimated from the perspective of
society as a whole.  All costs are included, regardless of the source.  This will allow a
generalized cost-effectiveness analysis addressing the question of  whether treating
children using IMCI is a good use of scarce health resources.

� To estimate the additional (incremental) costs of introducing and running IMCI from
the societal perspective - e.g. what resources are required in addition to those already
used in that setting. This allows a traditional incremental cost-effectiveness analysis,
asking if the additional benefits over current practice justify the additional resources.

� To provide the MCE sites with information on the financial expenditures that were
involved in introducing IMCI and running it subsequently in their settings.

 To achieve these objectives, cost data need to be collected from all levels of the system
involved in introducing or supporting IMCI. These are typically:

 
� households that incur costs in seeking and obtaining treatment
� first-level facilities that provide primary services to children
� referral (higher-level) facilities that provide referral care to children
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� district-level (or regional) administration that supports IMCI implementation
� national-level administration in support of IMCI

Tools and methods to collect these data have been developed, adapted to the circumstances
of MCE sites, field-tested and used for data collection in Tanzania, Bangladesh and
Uganda.

Standardized guidelines and templates have been developed for use in summarizing and
analyzing the cost data. The basic analysis of both costs and effects will generate three cost-
effectiveness ratios in terms of costs per Years of Life Saved (YLS) by IMCI in a district
with 10,000 children under age five:

1. Total costs of IMCI/YLS for treating all under-fives based on IMCI.  This is
the cost-effectiveness ratio that will enable policy makers to determine whether
treating children based on IMCI is a good use of scarce resources compared to
all other possible uses.

2. Incremental costs of introducing IMCI (aggregate approach including
services for all ages)/difference in YLS between intervention and control
districts .  This will demonstrate whether the additional costs of adding IMCI
into the current system were justified by the additional health benefits.

3. Incremental costs of introducing IMCI (disaggregate approach focusing on
services for children under five)/difference in YLS between intervention and
control districts .  This is another way of determining if the additional costs of
adding IMCI into the current system were justified by the additional health
benefits.

Results based on these ratios will not be available until after the final impact data have been
collected and analyzed.  For most sites the final surveys are scheduled for 2004 or 2005.
However, descriptive information on the costs of implementing IMCI at district level
should be available as soon as 2002 for the Bangladesh and Tanzania sites.
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Chapter 3.  Country reports

3.1 Country selection

The global scope of IMCI requires evaluations to be carried out in different scenarios. All
participating countries should have adequate and timely IMCI implementation, sufficient
population size in the IMCI areas, political stability and availability of partners for
implementation (e.g., NGOs and international organizations) and evaluation (e.g.,
University departments).

Participating sites should also provide diversity in terms of regions of the world (at least
one study in each major region of the world); malaria prevalence (studies both in high- and
low-risk areas); level of existing services and programmes (studies in areas with different
levels of development of health services); and community organization (studies in areas
where communities are poorly organized and areas with strong community programmes).

Most countries included should have high mortality levels to increase the likelihood of a
measurable impact.  One or two evaluations in the MCE could also be carried out in
intermediate-mortality scenarios, where improvements in intermediate outcomes and
reductions in cost might be examined.

The selection of countries for the MCE has included the following steps. First, all countries
in each region were assessed in terms of current status of IMCI implementation. Those with
strong implementation were selected, as well as those with a potential for rapid
implementation in the near future. Next, mortality levels were examined with an emphasis
on high-mortality countries. A short list of countries from each region was prepared and
discussed with WHO Regional Offices, leading to the selection of two-three potential
countries.

Feasibility visits were then carried out by at least two members of the MCE coordinating
group (WHO HQ staff and technical advisors), usually accompanied by Regional WHO
Office staff. Up to the end of 2000, the following countries had been visited: Tanzania,
Uganda, Bangladesh, Peru, Bolivia, Brazil, Kazakhstan, Kyrgyzstan and Morocco. Three of
these countries could not be included in the MCE. In Bolivia, rapid expansion of IMCI
using a five-day training course made it impossible to find appropriate comparison areas
without IMCI; in Kyrgyzstan, prospects for reaching a high coverage in a short time period
were not favourable; and in Morocco, implementation was found to be progressing too
slowly to meet the MCE timeline in the health systems and community components of
IMCI.

The MCE is currently underway in Tanzania, Uganda, Bangladesh and Peru; proposals are
being developed in Kazakhstan and Brazil; and further feasibility visits are planned in 2001
to Cambodia and to a country in francophone Africa.
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3.2 Country progress

Table 1 provides basic information on the four countries where the MCE has already
started.

Table 1. Characteristics of existing MCE study sites.

Tanzania Uganda Bangladesh Peru

Design Pre- post
comparison of 2
IMCI and 2 non-
IMCI districts

Comparison of
10 districts with
different levels
of IMCI
implementation

Randomized
trial of 10 first-
level health
facilities with
IMCI and 10
without IMCI

Comparison of
25 departments
with different
levels of IMCI
implementation

Baseline
Under-5
Mortality

160-180 141 89* 58

Mortality
assessment

DSS Surveys Survey + DSS Vital Statistics

Household
coverage
surveys

1999 (baseline)
2004 (planned)

2000 (baseline)
2004 (planned)

2000 (baseline)
2004 (planned)

Not planned for
Phase 1

Health facility
assessments

2000 (mid-way) 2000 (baseline)
& continuous
monitoring

2000 (baseline)
2004 (planned)

1999 (pilot study
in selected
departments)

Cost
assessments

Included in
survey tools

Included in
survey tools

Included in
survey tools

Not included in
Phase I

Randomization None None Yes (2001) None

Type of
inference

Plausibility Plausibility Probability Plausibility

Malaria Yes Yes No Variable

IMCI course 11 day 11 day 11 day 7 day

Partnerships Ifakara Centre
TEHIP
MOH

Johns Hopkins
Makerere Univ
MOH
USAID

ICDDR,B
MOH
USAID

Instituto del
Niño
MOH

* Based on 1999 DSS data from part of study area.  2000 data are not yet available.  Crude under-5 mortality
   from baseline surveys is 71/1000, but this needs to be weighted according to the procedures used by DHS.
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Tanzania. IMCI has been strongly implemented in two pioneer districts (Morogoro Rural
and Rufiji).  Two similar, geographically contiguous districts where IMCI has not yet been
implemented (Kilombero and Ulanga) provide the comparison areas. These four districts
have areas that have been under continuous mortality surveillance for several years,
therefore allowing a study of the impact of IMCI on child mortality. A baseline survey was
carried out in 1999 in about 2,400 households, and a health facility survey in 2000 covering
70 facilities. Results from these surveys have been fed back to the District Health
Management Teams to reinforce IMCI implementation. Information on costs and
documentation of IMCI-related activities are being collected simultaneously. The final
household survey will take place in 2003.

Mothers in Tanzania await care in the health facility

Uganda. Although this study is an integral part of the MCE, it is being carried out by Johns
Hopkins and Makerere Universities with USAID funding. Six IMCI districts were chosen
randomly from among those that were about to start IMCI implementation. From those
without specific plans for implementing IMCI, four comparison districts were selected. In
2000, a baseline survey was carried out in 14,000 households to assess demographic and
health indicators in all ten districts. The Uganda National IMCI Programme then began
active assistance to the six selected districts in developing their IMCI programmes.
Ongoing district surveys are monitoring IMCI implementation at the district, health facility
and at the community/household levels. When it is judged that IMCI has been adequately
implemented for two years in study districts, the demographic survey will be repeated. A
costing study is being carried out simultaneously to determine the costs of introducing
IMCI and the alternatives if the resources were used differently.
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Bangladesh. A randomized design is being used to evaluate IMCI efficacy. Twenty health
facilities in Matlab Thana were matched in pairs according to selected characteristics, and
one facility in each pair was randomly selected. In the 10 intervention facilities, best-
possible implementation of IMCI will be ensured by training health workers, supporting
health systems and providing community-level activities. A baseline demographic survey –
covering 80,000 households - was carried out in the first half of 2000; an in-depth
household survey was carried out in 2,400 households. In the second half of 2000, a health
facility survey was carried out in 19 facilities. Results of these surveys were used to match
the health facilities for
randomization. The demographic
survey will be repeated at the end
of the study in 2004 to assess
mortality changes associated with
IMCI implementation. The in-
depth survey of 5% of households
will be repeated in 2002 – to assess
midterm changes – and 2004.
Health facility surveys will also be
carried out in 2002 and 2004. Data
on costs are being collected in all
surveys.

In Bangladesh, the Ministry of Health and the MCE
team at ICDDR,B worked together to conduct the first
IMCI training course in the country.

Peru. The Peruvian MCE takes advantage of the large amount of child health data available
for the country’s 25 departments. Data sources include the 1996, 2000 and 2004 DHS
surveys, official vital statistics, and Ministry of Health data on health services provision,
utilization and coverage. The relatively low mortality levels suggest that it will be difficult
to document an impact of IMCI, but a
possible impact on nutrition could be
detected. In addition, the evaluation would
provide a wealth of data on the evolution
of several process indicators during IMCI
implementation. Phase I of the evaluation
will involve a nationwide analysis of
existing data on health and related
variables, including a mixed (retrospective
and prospective) ecological analysis of the
impact of IMCI. All 25 departments will
be visited in 2001 to collect detailed data
on implementation. If this analysis shows
strong implementation in some
departments, Phase II will include an in-
depth comparison of these departments
with others where IMCI implementation was weak.
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Figure 5
Appropriate care-seeking for ill children in

rural Tanzania, July - August 1999
Children ill in previous 2 weeks: first provider from formal health services
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Source:  Schellenberg, JA.  Report of the baseline
household survey in Tanzania for the multi-
country evaluation of IMCI.  March, 2000.

(N = 1749 children in 4 districts)
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Figure 4
Anaemia among children under 5

in rural Tanzania, July - August 1999.

3.3 Preliminary Results from Tanzania and Bangladesh

In Tanzania and Bangladesh, data on selected indicators have been cleaned and initial
analyses conducted.  In Uganda, data cleaning and analysis are under way and preliminary
results are expected soon.  The results presented here are preliminary, but provide examples
of the types of information that will become available later in 2001 and in 2002.

Tanzania

� Baseline data on family practices and care seeking for sick children were collected
through household surveys.  The results demonstrated that IMCI is addressing the
most common major health problems of children in these districts: malaria,
pneumonia and diarrhoea.  The prevalence of anaemia was very high, with almost
10% of children between the ages of six
and 12 months having life-threatening
anaemia (see Figure 4).

� Results on care seeking were
encouraging: between 35% and 45% of
children in these two districts who had
been ill in the previous two weeks were
taken first to a formal health provider
(see Figure 5).
 

� In April 2001, additional analyses were completed on the remaining MCE indicators
at household level, collected in mid-1999.  The performance of the original MCE
key indicators and potential additional indicators were compared, leading to
recommendations for minor revisions in the global MCE indicators to improve their
performance in the field.  Baseline characteristics of the IMCI and non-IMCI
districts were analyzed carefully to assess their comparability.  The non-IMCI
districts performed significantly better than the IMCI districts in a number of
areas:  better nutritional status, higher use of bednets, better careseking, wider use
of hospitals, and better home management of disease (continued feeding and
increased fluids). Absolute levels of these indicators are low in all four districts, and
there is ample room for significant improvements.
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� In August 2000, a health facility survey was carried out in IMCI and non-IMCI
districts.  The results indicate that children seeking care at health facilities in
IMCI districts are more thoroughly assessed (Figure 6) and received better quality
care (Figure 7) than children seeking care in comparison districts where IMCI has
not yet been implemented.

Figure 6
Mean score on index of integrated assessment for children

seeking care from first-level facilities in IMCI versus non-IMCI
districts, rural Tanzania, August 2000
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Figure 7
Selected indicators of the quality of care received

by children in first-level facilities with and without IMCI,
Rural Tanzania, August 2000
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Figure 8
Reported illness symptoms in the previous 2-weeks

MCE study area, Bangladesh, 2000

Source:  MCE Bangladesh, 2000

In summary, preliminary results to date in Tanzania suggest that:

� There are high baseline levels of morbidity, malnutrition and mortality;
� Despite the fact that IMCI districts performed less well at baseline, there is ample

scope for measurable improvements as a result of IMCI because initial levels were
low in both the intervention and comparison districts;

� IMCI implementation has led to better health services, but some improvements are
still required; and

� There is an urgent need to strengthen community IMCI in the intervention districts.

Bangladesh

Results from the baseline in Bangladesh are still being analyzed.  Selected preliminary
findings include:

� The most frequently
reported causes of
morbidity among
children under five are
those addressed by IMCI
(Figure 8).

� Overall levels of careseeking for sick children are low. Among those who seek care,
two in five go to untrained providers (Figure 9).  Careseeking from trained providers
increases significantly with perceived severity and duration of illness, but absolute
levels remain low.
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� Figure 10 presents preliminary results on selected key indicators from the baseline
health facility survey in the MCE study area.  The low levels of performance suggest
that IMCI will make rapid and important contributions to improving the quality of care.

Health Facility Survey:

Indicators Result

1. Proportion of children checked for three general danger signs
0.0%

2. Proportion of children checked for the presence of cough,
diarrhoea, and fever 15.1%

3. Proportion of children who have been weighed the same day and
have their weight checked against a recommended growth chart 0.0%

4.Proportion of children who have their vaccination status checked
1.4%

5.Arithmetic mean of 10 assessment tasks performed for each child
0.21

6.Proportion of children under two years of age whose caretakers are
asked about breastfeeding, complementary foods, and feeding
practices during this episode of illness. 0.0%

Figure 10:
Preliminary Results for IMCI/MCE Indicators

Bangladesh MCE, January 2001

37%

12%

40%

3%
3%1%4%

62%

Traditional Untrained Facility

Private doctor CHW Other

Any careseeking

1st source of care sought

YesNo

Source:  MCE Bangladesh, 2000

Figure 9
Careseeking and sources of care

MCE study area, Bangladesh, 2000
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In summary, the preliminary analyses of baseline results in Bangladesh demonstrate that
improvements in careseeking must occur for IMCI to result in significant improvements in
child health, and that the quality of care in health facilities is inadequate and likely to be
improved through the implementation of IMCI.  As explained in Chapter 2, data from both
the household and health facility baseline surveys were used to randomly assign health
facilities and their catchment areas to either intervention (IMCI) or comparison (non-IMCI)
groups for the purpose of the evaluation.
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Chapter 4.  MCE products and contributions

The MCE is strengthening the knowledge base and capacity for child health programming
in developing countries.  Some of the products and contributions of the MCE to date are
listed below.

4.1 Methods and tools for the evaluation of child health programmes

� A technical document on Design Issues in Evaluating IMCI presents the basic
assumptions and methodology of the MCE.

� An IMCI impact model serves as the basis for the evaluation, specifying
expected processes, outcomes and impact variables and defining key indicators.
A computer-based version of the model was used to carry out simulations of
expected levels of outcomes and impact.

� The MCE Household Survey materials include: a detailed list of IMCI indicators
at household level; a set of household survey modules that have been adapted
and used in three countries; guidelines for training of surveyors; and plans for
analysis of both key and supplemental indicators.

� The MCE Health Facility Survey materials include:  instruments and guidelines
for conducting a health facility survey; a set of computer files for data entry and
calculation of the priority and supplemental indicators; and a plan of analysis for
all indicators as well as the MCE summary indices of quality of care.  These
materials have now been used both as a baseline survey where IMCI has not yet
been implemented and in comparative designs of districts with and without
IMCI.

� The MCE Costing Methodology includes data collection modules at household,
health facility, district and national levels.  These data are then used to complete
a standardized costing template for IMCI.  The approach and assumptions are
fully explained in a paper on “The economic methodology for the MCE”.

� Guidelines for impact evaluations have been drafted.  These guidelines
summarize basic evaluation concepts and how they can be applied to the
evaluation of IMCI impact.  The objective of the guidelines is to assist
Ministries of Health and their partners in making a decision about whether an
impact evaluation is needed and feasible in their setting.

� The MCE resource notebook brings together in one place (using both CDs and
diskettes) all key documents and tools related to the MCE.

� Tools in development include methods for assessing the quality of referral care;
practical tools for documenting IMCI implementation and monitoring progress;
and guidelines for measuring impact through demographic surveillance.

4.2 New knowledge and evidence about IMCI implementation

� Feasibility visits to countries highlighted areas where IMCI implementation is
weak, leading to plans to review and strengthen the overall strategy.
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� MCE investigators have developed guidelines for evaluation results at all levels,
in an effort to ensure that the evaluation leads to improved programmes and
activities.

� Early results from MCE activities to date are being used at country, regional and
global levels to assess implementation strengths and weaknesses, and as a basis
for planning.

� The MCE will provide the first comprehensive costing of IMCI implementation.
These results can strengthen existing tools for national planning by providing
better information on the resources needed for implementation.

4.3 Expanded capacity for evaluation at country and regional levels

� MCE investigators participate in at least one technical meeting each year, in
which methodological issues are discussed and new concepts and tools
introduced.  The technical advisors join the investigators for part of the meetings
to provide site specific guidance and technical assistance.

� The economists in all MCE sites participate in a technical network designed to
build their capacity and to provide technical support.  To date, each site has been
provided with technical assistance in the adaptation and field testing of the data
collection tools, and in data analysis.  In two sites to date, MCE funds have been
used to recruit and train junior economists in the local collaborating institution.

� WHO Regional staff have participated in all steps of the MCE to date, including
preliminary selection of candidate MCE sites, feasibility visits, review and
refinement of proposals, and planning for strengthened IMCI implementation.
Once a country site is identified in a Region, staff from the Regional Office join
the investigators’ meetings to learn about results and to offer guidance and
support related to implementation issues.
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Chapter 5. Plans for 2001-2002

Major activities planned for the coming 12 months are summarized in Table 4.

Activity May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr

Data Collection and Analysis

Development Activities

Adequacy rules & certification

Costing tools  
Revision of tools based on experience
Develop approach for community
Revise overall methodology 

Social & Health Autopsy

Meetings and Workshops

Mortality measurement - Tanzania

Health Mapper training for investigators

Annual PI Meeting, UGANDA, 3-7.12
Technical Advisors Meeting, 29 Nov - 4 Dec
Stakeholders Meeting (+ PIs)

Regional meetings AFRO AFRO AFRO

Site Visits

Feasibility visit: Cambodia 

Feasibility visit:  Francophone Africa

Proposal development:  Brazil

Proposal development: Kazakhstan

Implementation Planning:  Peru

Monitoring:  Tanzania

Table 4:  MCE Workplan Highlights, May 2001 - April 2002

2001 2002
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Chapter 6.  Administration and management

Responsibility for overall management and coordination of the evaluation rests with the
Department of Child and Adolescent Health and Development (CAH) within the cluster on
Family and Community Health (FCH) of the World Health Organization.  MCE staff at
global level are listed in Annex 1.

The MCE Technical Advisors have been working together on this evaluation since 1997
(see Annex 1 for a list of advisors).  Their role is to identify and address methodological
issues related to the evaluation; to serve as independent reviewers for project proposals and
reports; and to provide technical oversight for the implementation of the evaluation.  The
composition of the Technical Advisory Group has changed over time, depending upon the
technical challenges to be addressed.

MCE Technical Advisors and Secretariat at their most recent
meeting in Cuzco, Peru.

The Principal Investigators (PIs) for the MCE sites are selected using a set of general
criteria.  Each PI is responsible for the implementation of the MCE in their site, and for
meeting contractual obligations for reporting.  The annual meeting of IMCI PIs and
economists provides a forum for reviewing progress, addressing methodological issues and
introducing new tools, and planning for the coming year’s activities.
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MCE investigators, selected advisors, economists,
and WHO technical support staff at the 1999
annual meeting in Cuzco, Peru.

All evaluation studies are carried out in collaboration with local research institutions.  The
results of each study are applied first in the national context to improve IMCI implementation.
WHO will be responsible for aggregating and analyzing results across countries, and for
ensuring that the findings lead to improved tools and guidelines and their application in
developing country settings.
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Annex 1. MCE staff, investigators and partners
(as of April 2001, additional country teams to be added)

Senior Technical Advisor

Cesar Victora,  Universidade Federal de Pelotas, Brazil

Technical Advisors

Cecilia Acuin, De la Salle University, Dasmariñas, Philippines
Robert Black, Johns Hopkins University, Baltimore, USA
Don de Savigny,  Tanzania Essential Health Interventions Project, IDRC/MoH,
    Dar es-Salaam, Tanzania
David Evans,  Global Programme on Evidence, WHO, Geneva, Switzerland
Jean-Pierre Habicht, Cornell University, Ithaca, USA
Margaret Philipps, Consultant
Patrick Vaughan, London School of Hygiene and Tropical Medicine, London, UK

WHO Project Group

Jennifer Bryce, Overall MCE Coordinator
Taghreed Adam, Coordinator, Economic Component
Thierry Lambrechts, Coordinator, Quality of Care at First-level Health Facilities
Jose Martines, Coordinator, Safe and Supportive Environment, CAH
Alice Ryan, Programme Assistant, MCE

Technical SubGroup on Costing

Taghreed Adam
Shakil Ahmed
David Bishai
David Evans
Mahmud Khan
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Principal Investigators and Site Teams

Bangladesh
Shams El Arifeen
Shakil Ahmed
Robert Black
Jyotsnamoy Chakraborty
Abdullah Hel Baqui
M. Mahmud Khan
Lawrence Moulton
Patrick Vaughan
Mohammad Yunus

Peru
Luis Huicho
Miguel Campos
Miguel Dávila
Roberto Ruiz

Tanzania
Joanna Armstrong Schellenberg
Salim Abdulla
Don de Savigny
Elizeus Kahigwa
Charles Mayombana
Fatuma Manzi
Conrad Mbuya
Leslie Mgalula
Robert Mswia
Adiel Mushi
David Schellenberg
Kesheni Senkoro
Katarzyna Wilczynska

Uganda
Gilbert Burnham
George Pariyo
Stan Becker
David Bishai
Robert Black
Ken Hill
Chris Magarura
Elizabeth Nabiwemba
Jessica Nsungwa-Sabiiti
John Ssekemate
Fred Wabwire-Mangen
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Partners

Technical partners in evaluation:

The InDepth Network

Partners in planning and IMCI implementation:

Ministries of Health/IMCI Coordinators in Uganda, Peru, Bangladesh and Tanzania
WHO Regional Offices
WHO-Tanzania; WHO-Uganda; WHO-Bangladesh; WHO-Peru

Partners providing financial support:

The Bill and Melinda Gates Foundation
United States Agency for International Development (USAID)





For further information please contact:

Department of Child and Adolescent Health and Development (CAH)
World Health Organization
20 Avenue Appia
1211 Geneva 27
Switzerland
tel  +41-22 791 3281
fax +41-22 791 4853
email  mce@who.int
website http://www.who.int/chd

 http://www.who.int/child-adolescent-health


