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National IMCI Implementation in Peru: Child Survival

correlation with socioeconomic indicators

Background

B The Multi-Country Evaluation of the Integrated Management of Childhood lliness (IMCI) impact, cost and
effectiveness (MCE-IMCI) involved five countries, among them Peru.

B One of the main objectives of the MCE-IMCI was to assess the extent to which access to IMCI| was granted

to socio-economic groups, and particularly whether it was available in the poorest regions.

Integrated Management of Childhood Iliness

Context and under-five Objective and methods
mortallty rate by B Objective: to assess the equity trends in IMCI
depa rtments Implementation at national level in Peru
B A retrospective national study of IMCI
B Middle-income country Implementation was conducted, including data
B 28,000 million inhabitants on IMCI training from 1996-2000
B Under-five mortality rate: 47 per 1,000 live births B In addition, several socioeconomic variables were
B IMCI implementation started in 1996 obtained from national DHS surveys and other
B Early scaling-up by MOH and partners sources (family income, female education, basic
sanitation at home, human development index,

B US5MR ranges widely from less than 40 to more and other poverty indicators)

than 99 per 1000 live births B Bivariate correlations were run to investigate
B High-mortality departments are more amenable whether poorest departments had stronger IMCI

to an impact of child health interventions such Implementation

as IMCI B Each point in the following scatter graphs

represents one of the country's 24 departments

Interpretation Findings

B Recent reviews showed that poor children receive fewer National clinical and community 9]
child survival interventions than their wealthier peers IMCI training coverage 2500 -
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This may further limit the impact of IMCI on child health training increased sharply from 1999 to "
in Peru 2000, declining afterwards. 0

1995 1996 1997 1998 1999 2000 2001 2002 2003 2004

Poverty vs. IMCI training

. o Clinical IMCI training and poverty (UBN)
Community IMCI training

Policy implications
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Appropriate IMCI institutionalization
and coordinated action among partners

are essential for equitab]e Sca”ng up Household water supply vs. IMCI training
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on child mortality and nutrition, and to
reduce intra-national inequities

Human Development Index vs. IMCI training

Policy contributions and key messages from the Multi-Couniry Evaluation of IMCI
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Heredia, Lima’ Peru HDI for deparments HDI for departments
2 Universidade Federal de Pelotas, Brazil . . L . . . g
3 Research Scientist. Ithaca. New York. USA With clinical training: there was a With community training: also a non-significant
4 World Health Organization, Child and Adolescent Health and Development, Geneva non-significant inverse correlation inverse correlation (r=-0.20, P=0.33)

5 World Health Organization, Expenditure and Resource Allocation, Geneva (r=-0.19, P=0.37)




