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Aim To use a newly devised set of criteria to review the study design 
and scope of collection of process, outcomes and contextual data for 
evaluations and implementation research of integrated community 
case management (iCCM) in Sub–Saharan African.

Methods We examined 24 program evaluations and implementation 
research studies of iCCM in sub–Saharan Africa conducted in the 
last 5 years (2008–2013), assessed the design used and categorized 
them according to whether or not they collected sufficient informa-
tion to conduct process and outcome evaluations.

Results Five of the 24 studies used a stepped wedge design and two 
were randomized control trials. The remaining 17 were quasi–ex-
perimental of which 10 had comparison areas; however, not all 
comparison areas had a pre and post household survey. With regard 
to process data, 22 of the studies collected sufficient information to 
report on implementation strength, and all, except one, could re-
port on program implementation. The most common missing data 
elements were health facility treatments, service costs, and qualita-
tive data to assess demand. For the measurement of program out-
comes, 7 of the 24 studies had a year or less of implementation at 
scale before the endline survey, 6 of the household surveys did not 
collect point of service, 10 did not collect timeliness (care seeking 
within 24 hours of symptoms) and 12 did not have socioeconomic 
(SES) information. Among the 16 studies with comparison areas, 
only 5 randomly selected comparison areas, while 10 had appropri-
ate comparison areas.

Conclusions Several evaluations were done too soon after imple-
mentation, lacked information on health facility treatments, costs, 
demand, timeliness or SES and/or did not have a counterfactual. We 
propose several study designs and minimal data elements to be col-
lected to provide sufficient information to assess whether iCCM in-
creased timely coverage of treatment for the neediest children in a 
cost–efficient manner.
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The online version of this article contains supplementary material.
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Evaluation and implementation research of the delivery of 

maternal, newborn and child health interventions that fo-

cus on impact, specifically those assessing changes in mor-

bidity or mortality, have been deemed critical to determine 

the effectiveness of programs being implemented [1]. How-

ever, unlike an efficacy trial, in reality evaluators and re-

searchers cannot control programs implemented by gov-

ernments, international or bilateral agencies, and private 

voluntary organizations, nor can they control contextual 

factors that affect the program [2,3]. In sub–Saharan Afri-

can countries and many other developing countries, mul-

tiple organizations support different programs and may 

work in different areas of the same country, implement 

their programs differently and may implement in areas that 

were designated to be the control arm of an evaluation 

without the evaluator being aware. In addition, achieving 

full implementation at scale can take much longer than an-

ticipated and other contextual factors not under the control 

of the evaluator, such as national stock out of medications, 

can negatively impact the programs. Without documenting 

these factors and other details of implementation, the im-

pact studies are limited in their ability to explain why pro-

grams do or do not produce expected impact.

Therefore measuring impact should not be the only focus 

of evaluations or implementation research of maternal, 

newborn or child health programs that are delivering prov-

en interventions, but rather it should be supplemented 

with measures of process and outcomes coupled with con-

textual information to better understand if and how (or if 

not and why not) programs are providing the interventions 

to those in need. Process evaluations measure the internal 

dynamics of implementing organizations, their policy in-

struments, their service delivery mechanisms, and their 

management practices [4]. Specifically, they determine 

what is done by the program, and for whom these services 

are provided [5]. Outcome evaluations measure the likely 

or achieved short– and medium–term effects of an inter-

vention’s outputs [4] such as behavior change (eg, what 

proportion of those who might need the service(s) sought 

care) and coverage (eg, what proportion of those who 

might need the service received them). Contextual factors 

can include factors that may impact implementation such 

as the functioning of the overall health system or factors 

that may affect the impact of the intervention such as the 

socioeconomic factors and status or underlying health sta-

tus of the population [3].

The problem with evaluations that focus on impact, with-

out examining process, outcomes and context can be high-

lighted with one particular child health program, integrat-

ed community case management (iCCM). Around 2008–9, 

funding levels to support iCCM expansion in sub–Saharan 

Africa increased substantially. However, a recent review of 

published evaluations in Africa concluded there is no evi-
dence of mortality impact of community–based pneumo-
nia treatment [6]. This conclusion does not make sense 
given that earlier impact evaluations of iCCM, mostly in 
Asia, have shown that using community health workers 
(CHWs) to deliver treatments can reduce pneumonia spe-
cific and overall mortality in children and the fact that that 
provision of antibiotics for pneumonia is effective at reduc-
ing mortality in children [7–9]. In actuality, many of the 
reviewed studies in sub–Saharan Africa focused on specif-
ic aspects of the program, and not the entire process and 
outcome. Most of the included studies concentrated on 
measuring CHWs adherence to established guidelines [10]. 
Complete evaluations that included process, outcomes and 
context were missing.

Several researchers have proposed evaluation methods that 
may be able to take into account process, outcome and 
context. Realist evaluations, which is a form of theory driv-
en evaluation that is context–specific, represent one exam-
ple [11]. In this type of evaluation, interventions work (or 
not) because people make particular decisions in response 
to what is provided by the intervention (or not) in a par-
ticular context. Their response to the resources, or oppor-
tunities provided by the intervention is what causes the 
outcomes. Measuring contextual factors matters because 
these factors influence their response; measuring process 
is important to understand how and why decisions were 
made. Another more recent suggestion for evaluations of 
large–scale programs and initiatives in middle– and low–
income countries is a national platform approach [12]. This 
evaluation approach uses a geographic unit (usually dis-
trict) as the unit of analysis. Relevant information from ex-
isting databases would be integrated in a continuous man-
ner into one data repository. New information about 
program implementation by different agencies (govern-
ment, bilaterals, multilaterals, non–governmental organi-
zations [NGOs]) would also be included in the database. 
It would also include contextual information. Although the 
focus would be on using existing data, additional data on 
program management and data quality may need to be col-
lected and added. Comparisons of different geographic 
units could be done either based on a score or dose–re-
sponse analyses of program implementation strength and 
coverage. For both these types of evaluations, additional 
data to assess process, outcome and contextual factors need 
to be collected.

With the increase in funding for iCCM there has been a 
great demand from donors for evaluations and implemen-
tation research largely focused on measuring the impact, 
specifically mortality, of these programs. Despite the pres-
sure to focus on mortality impact many evaluators and im-
plementers recognized the importance of documenting and 
measuring implementation, and therefore examined pro-
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cess, outcomes and context, but used different methods and 
data elements. Our objective was to develop and apply a 
newly devised set of criteria to review the study design and 
scope of collection of process, outcomes and contextual data 
for evaluations and implementation research of iCCM) in 
Sub–Saharan African and to propose an evaluation study 
design(s) based on gaps identified. We examined 24 evalu-
ations and/or implementation research studies of iCCM that 
were completed in the last 5 years (2008–2013).

METHODS

Identification of evaluations

We searched for completed evaluations or implementation 
research studies of iCCM with endpoints that included out-

comes and/or impact measures, conducted between 2008 

and 2013. For purposes of this assessment implementation 

research was defined as studies that went beyond measur-

ing outcomes or impact and also examined what was hap-

pening with implementation within existing health systems 

to determine what worked or did not work and why. The 

CHWs must have treated at least 2 of the three conditions 

(malaria, pneumonia and diarrhea) and the evaluation 

must have included a measure of coverage or mortality. We 

contacted the key international NGOs supporting iCCM 

implementation, universities known to be involved in eval-

uating iCCM, UNICEF, and WHO to create a list of all the 

iCCM evaluations undertaken in Africa conducted in the 

last 5 years (2008–2013). We identified 23 evaluations that 

met these criteria. We then did a PubMed search for articles 

from 2008 to 2013 using key words “community case man-

Figure 1. Evaluation framework for integrated community case management program. iCCM – Integrat-
ed Community Case Management, CHWs – Community Health Workers, M& E – Monitoring and Eval-
uation, LiST – Lives Saved Tool.
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agement, Africa, children” and also “integrated community 

case management, Africa, Children” and found a total of 

213 articles of which only 14 were outcome or impact eval-

uations, or implementation research. All except 3 had al-

ready been identified by contacting researchers. The other 

three articles [13–15] were from one study, and were in-

cluded as well for a total of 24 evaluations. We asked the 

principal investigator of each evaluation to complete a stan-

dardized Excel spreadsheet on the characteristics of their 

evaluation and the programs being evaluated. We asked 

each researcher to describe the study design, whether pre 

and post household surveys were conducted, if yes, what 

was the first and second level of selection, how were house-

holds selected, what were the sample sizes, who conducted 

the interviews, who designed the study and who did the 

training. We also asked whether or not there were com-

parison areas and how they were selected. We also asked 

the population size of the iCCM program area.

Development of evaluation questions and 
framework

Although some studies assessed specific aspects of commu-

nity–based treatment, we needed to first frame our review 

of research and evaluation designs by developing an overall 

evaluation question about iCCM. This question was:

1. What is the contribution of iCCM to reduction of childhood 

morbidity and mortality in African countries?

We then determined the set of questions that needed to be 

answered to address this overall evaluation question. These 

questions were:

a. Did iCCM accelerate coverage of appropriate and timely 

treatment for pneumonia, malaria and diarrhea (or at least 

two of these conditions if only two conditions were being 

treated at the community level) in children? (i) If yes, how?, 

(ii) If no, why not?

b. Did iCCM decrease the inequities in treatment coverage 

for pneumonia, malaria and diarrhea in children? (i) If yes, 

how?, (ii) If no, why not?

We then developed a monitoring and evaluation frame-

work to answer the evaluation questions we proposed to 

allow us to categorize the study designs under review. This 

framework is based on the theory of change that framed 

the overall iCCM evidence symposium [16] and was also 

adapted from previous frameworks for evaluation of child 

health and community–based care programs (Figure 1) 

[17–19]. The data sources needed to assess different com-

ponents of the model were listed and how these data com-

ponents are related to process, outcome and impact evalu-

ation are shown. We listed the sequence in which 

Table 1. Study descriptions (see Online Supplementary Document)

Country (Study organization) deSign

  1.  Burkina Faso (Special Programme for Research and Training in Tropical 
Diseases, WHO, Groupe de Recherche Action en Santé)

Cluster–randomized stepped wedge (three arms).

  2. Cameroon (Population Services International) Quasi–experimental pre–test/post–test
  3. Ethiopia Oromia (John Hopkins University) Cluster–randomized step–wedge with stratification by zone
  4.  Ghana (Special Programme for Research and Training in Tropical 

Diseases, WHO, School of Public Health, University of Ghana)
Cluster–randomized stepped wedge

  5. Ghana (South Africa Medical Research Council) on behalf of UNICEF) Pre–test/post–test no comparison area
  6. Malawi (Save the Children) Quasi–experimental step–wedge with comparison at midline but all 

areas with intervention at endline
  7. Malawi (South Africa Medical Research Council on behalf of UNICEF) Pre–test/post–test no comparison area
  8. Mozambique (Save the Children) Quasi–experimental post–test only with comparison area
  9. Niger (South Africa Medical Research Council on behalf of UNICEF) Pre–test/post–test no comparison area
10. Rwanda (International Rescue Committee) Pre–test/post–test no comparison area
11. Sierra Leone (International Rescue Committee) Semi–randomized stepped wedge trial design.
12. Sierra Leone (UNICEF) Quasi–experimental pre–test/post–test
13. South Sudan (International Rescue Committee) Quasi–experimental pre–posttest intervention area, comparison area 

post–test only
14. South Sudan (Malarial Consortium) Quasi–experimental pre–posttest intervention area, comparison area 

post–test only
15. South Sudan (Save the Children) Quasi–experimental pre–posttest intervention area, comparison area 

post–test only
16. Uganda Central (Malaria Consortium and UNICEF) Quasi–experimental pre–test/post–test
17.  Uganda East (Special Programme for Research and Training in Tropical 

Diseases, WHO, Makerere University)
Cluster–randomized trial

18. Uganda West (Malaria Consortium) Quasi–experimental pre–test/post–test
19. Zambia (Malaria Consortium) Quasi–experimental, comparison at post test
20.  Ethiopia (South Africa Medical Research Council on behalf of UNICEF) Pre–test/post–test no comparison area
21. Mali (South Africa Medical Research Council on behalf of UNICEF) Pre–test/post–test no comparison area
22.  Mozambique (South Africa Medical Research Council on behalf of 

UNICEF)
Pre–test/post–test no comparison area

23. Mozambique (Malaria Consortium) Pre–test/post–test no comparison area
24. Zambia (Boston University) Cluster–randomized controlled trial
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evaluations should be done, starting with process evalua-
tion to assess if program implementation was at scale and 
of adequate strength, then outcome evaluation to deter-
mine if there were increases in coverage and if CHWs con-
tributed to this increase, and finally impact evaluation. Fi-
nally, we listed the study design options that may be 
considered to answer the evaluation questions.

Analysis of evaluations

We assessed if the evaluation design and data collected, 
amongst the sample of evaluations identified, were consis-
tent with our framework. Specifically we determined if they 
had sufficient data to conduct the process and outcome 
evaluations, if comparison areas were adequate and if re-
sults had been disseminated. Given that we did not have 
raw data and the paucity of dissemination, we did not as-
sess the quality of the data or the quality of the analysis 
conducted.

First we classified evaluations based on their design, study 
area and time frame. Cluster randomized stepped wedge 
trials were those studies in which a sequential roll–out of 

an iCCM program was implemented in randomly selected 

clusters over a number of time periods. By the end of the 

study, all clusters had received iCCM, although the order 

in which the cluster received iCCM was determined at ran-

dom. A cluster randomized control trial was one in which 

entire unit or clusters of health care providers (eg, CHWs) 

rather than independent individuals were randomly allo-

cated to intervention and comparison groups. (Pre–test was 

defined as having collected coverage data at baseline. Post–

test was defined as having collected coverage data at the 

end of the evaluation period.). Quasi–experimental trials 

were those studies that had pre and post tests. Some of 

these studies had comparison areas.

After describing the programs, we reviewed the reported 

information based on a set of criteria for process evaluation 

and outcome evaluation. In addition, for those evaluations 

with comparison areas we also assessed if those compari-

son areas were adequate. Finally, we described the dissem-

ination activities of each evaluation, to determine if final 

analysis, reports are completed and available to the public 

and what is planned for the future.

Table 2. Process evaluation data criteria: Whether or not data element listed was collected as part of the study

implementation Strength reporting data CoSt, demand, management and Contextual data*
Study 
number

Number of 
CHWs and 
population 
covered

Supervi-
sion rates

Stock–
outs

CHW 
reporting 
rates

Number of 
CHW 
treatments

Facility 
based 
treatments

Cost 
data*

Context 
– implemen-
tation† or 
impact‡ or 
both

Qualitative data 
caregiver§ or 
health provider¶

Program 
manage-
ment#

  1 Yes Yes Yes Yes Yes Yes No Impact No Yes
  2 Yes Yes Yes No Yes No No Impact Both Yes
  3 Yes Yes Yes No No No No Both Both Yes
  4 Yes No Yes No Yes Yes Yes Impact Both Yes
  5 Yes Yes Yes No Yes No Yes Impact Health provider Yes
  6 Yes Yes Yes Yes Yes Yes No No No Yes
  7 Yes Yes Yes No Yes No Yes Both Health provider Yes
  8 Yes Yes Yes Yes Yes Yes No No No Yes
  9 Yes Yes Yes No Yes Yes Yes Both Health provider Yes
10 Yes Yes Yes Yes Yes No No Both Health provider Yes
11 Yes Yes Yes Yes Yes Yes No Impact Health provider Yes
12 Yes Yes Yes No Yes Yes No Both Both Yes
13 Yes Yes Yes Yes Yes No No Impact No Yes
14 Yes Yes Yes Yes Yes No No No No Yes
15 Yes Yes Yes Yes Yes No No No No Yes
16 Yes Yes Yes Yes Yes Yes No Both Both Yes
17 Yes No Yes No Yes No** Yes Impact Both Yes
18 Yes Yes Yes Yes Yes Yes Yes Impact Both Yes
19 Yes Yes Yes Yes Yes No Yes No Both Yes
20 Yes Yes Yes No Yes No Yes Both Health provider Yes
21 Yes Yes Yes No Yes Yes Yes Both Health provider Yes
22 Yes Yes Yes No Yes No Yes Both Health provider Yes
23 Yes Yes Yes No Yes No Yes Both Both Yes
24 Yes Yes Yes Yes Yes Yes Yes No Both No

*  Cost data were collected separately from the evaluations by Management Sciences for Health in Cameroon, Sierra Leone, South Sudan, and Zambia 
for purposes of comparison with the evaluation findings. These comparisons have not yet, however, been made.

†  Collected information on outside influences that could affect implementation such as other programs in the area, national stock outs of medications, 
changes in policies.

‡  Collected information on factors that could affect impact such as socioeconomic status or health status of population.
§  Focus groups or key informant interviews from caregivers or community on health seeking practices and/or barriers.
¶  Focus groups or key informant interviews from health providers, implementers, health managers on aspects of program implementation.
#  Able to report on training procedures, supervision procedures, supply/medicine logistics and distribution procedures.
**Did report on malaria incidence in facilities but not on treatments.
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The criteria we used to assess process evaluation were 

based on whether there was data collected to assess the 

strength of program implementation, treatment rates, costs, 

context, demand, and program implementation. Because 

we used iCCM as a model, we based our data elements on 

those data needed to construct indicators in each of these 

areas as defined in the CCM indicator guide [17]. For im-

plementation strength this included: data on number of 

CHWs per under 5 population; data on supervision 

(whether from routine reports or cross-sectional survey); 

data on stockouts (whether from routine reports or cross–

sectional surveys). For treatment rates, we determined if 

there was routine reporting data from CHWs on number 

of treatments for pneumonia, malaria and diarrhea, rates 

of reporting from CHWs and routine reporting on treat-

ments for these diseases from facilities. For the remaining 

data elements, we assessed whether costing data was avail-

able; whether there was qualitative data from caregivers on 

health seeking or from health staff, CHWs, health manag-

ers on impressions of the program; whether program man-

agement was documented (specifically whether training 

process, supervision procedures, supply logistics and dis-

tribution were described); and contextual data (specifical-

ly whether there was information collected on outside in-

fluences that can affect implementation such as natural 

disasters, fuel shortages, strikes, national level stockouts of 

medications, other programs in the same areas or factors 

that can affect impact such as socioeconomic status, im-

munization rates and other health status information).

A recent review of Demographic and Health Surveys (DHS) 

and Multiple Indicator Cluster Surveys (MICS) assessed the 

extent to which large–scale national household surveys can 

serve as sources of baseline data for evaluating trends in 

community–based treatment coverage for childhood ill-

nesses [20]. The authors suggested that the place and pro-

vider of treatment needed to be collected. This point of 

service information as well as additional criteria to ensure 

the program had been in place long enough to see out-

comes; coverage data reflective of the program area and in-

cluding timeliness of treatments (health care seeking with-

Table 3. Outcome (coverage) data: Whether or not data element listed was collected as part of the household survey data

pre poSt

Study 
number

Months of 
implemen-
tation at 
scale* by 
endline

household 
survey

Includes 
point of 
service

Includes 
timeliness

Wealth 
data 
(assets)

Conducted in 
Intervention (and/
or control area)

Household 
survey

Includes 
point of 
service

Includes 
timeliness

Wealth 
data 
(assets)

Conducted 
intervention 
area (and or 
control area)

1 24 Yes† No No No Yes Yes† No No No Yes
2 36 Yes‡ Yes§ No Yes Yes Yes‡ Yes§4 No Yes Yes
3 24 Yes‡ Yes No No Yes Yes‡ Yes No Yes Yes
4 24 Yes† No No No Yes Yes† No No No Yes
5 12 Yes¶ Yes Yes** No Yes Yes# Yes Yes No Yes
6 17 Yes‡ Yes Yes** Yes Yes Yes‡ Yes Yes† Yes Yes
7 11 Yes¶ No No No Yes Yes# Yes Yes No Yes
8 28 Yes‡ No No No No in control area Yes‡ Yes Yes** No Yes
9 35 Yes¶ Yes Yes Yes Yes Yes¶ Yes Yes Yes Yes
10 42 Yes No Yes** No Yes Yes No Yes** No Yes
11 24 Yes‡ No No No Yes Yes‡ No No No Yes
12 17 Yes‡ Yes No Yes Yes Yes‡ Yes No Yes Yes
13 >72 Yes‡ Yes Yes No No in control area Yes‡ Yes Yes No Yes
14 12 Yes‡ Yes Yes No No in control area Yes‡ Yes Yes No Yes
15 21 Yes‡ Yes Yes No No in control area Yes‡ Yes Yes No Yes
16 22 Yes‡ Yes Yes Yes Yes Yes‡ Yes Yes Yes Yes
17 24 Yes† No No No Yes Yes† No No No Yes
18 22 Yes‡ Yes†† Yes Yes Yes Yes‡ Yes†† Yes Yes Yes
19 24 Yes‡ Yes†† Yes Yes No in control area Yes‡ Yes†† Yes Yes Yes
20 12 Yes¶ Yes Yes Yes Yes Yes¶ Yes No Yes No
21 <12 Yes‡‡ Yes Yes Yes Yes Yes# Yes Yes Yes Yes
22 <12 Yes‡3 Yes No Yes Yes Yes¶5 Yes No Yes Yes
23 24 Yes‡3 No Yes Yes Yes Yes‡3 No Yes Yes Yes
24 12 Yes‡3 Yes Yes Yes Yes Yes‡3 Yes Yes Yes Yes

*80% of targeted Community Health Workers deployed and active.
†Demographic Sentinel Surveillance site collected mortality data biannually.
‡Household cluster survey conducted for the purposes of the evaluation.
§For Oral Rehydration Solution only.
¶Used existing national level household surveys such as Multiple Indicator Survey or Demographic and Health Survey. If program was not national re-
stricted analysis to areas where intervention were taking place either at the district or regional area based on what was feasible from the original sampling 
design.
#Use Lot Quality Assurance Survey.
**For Treatment of Fever and Pneumonia.
††Community Health Worker only.
‡‡Demographic Household Survey was aggregated into 5 regions were program was operating, but included urban areas (exclusive of Bamako).
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in 24 hours); and socioeconomic status, are all important. 
Therefore, we assessed the outcome data elements based 
on whether there was: 1) greater than one year of imple-
mentation at scale (ie, 80% of the target CHWs were trained 
and deployed for greater than a year) before the endline 
survey was completed; 2) a baseline household survey of 
caregivers on health seeking and treatment; 3) information 
on where/from whom the treatment was received, timeli-
ness of treatment and wealth captured at baseline; 4) an 
endline household survey of caregivers on health seeking 
and treatment; 5) information on where/from whom the 
treatment was received and timeliness of treatment and 
wealth captured in the endline survey; and 6) baseline and 
endline surveys conducted in areas representative of where 
the intervention took place (eg, in the district or village 
where iCCM was taking place rather than extrapolating 
from a regional or national survey).

We assessed comparison area adequacy based on the fol-
lowing criteria: 1) if the comparison area was appropriate 
for the research question; 2) if there were at least the same 
number of comparison areas as intervention areas, 3) how 
the comparison area was selected, and 4) if there were no 
issues with comparability reported by the researchers.

RESULTS

Of the 24 evaluations, 5 used a stepped wedge randomized 
controlled design although there were slight variations in 
randomization procedures (Table 1). Two of these five stud-
ies had three arms comparing adding pneumonia treatment 
to malaria treatment. One of these five evaluations used a 
randomized cluster design with stratification by zone, one 
was a mixture of stepped–wedge and quasi–experimental 
and one was semi–randomized. Two studies were random-
ized control trials that were not stepped–wedge. Seventeen 
studies were quasi–experimental, 10 of which had compar-
ison areas. Five studies conducted only a post coverage sur-
vey in the comparison area. Seven studies had pre and post 
survey data on coverage but no comparison areas.

Table 2 shows which of the data elements needed to con-
duct a process evaluation were collected for each evalua-
tion. All, except one, of the evaluations were able to report 
on program implementation and 22 on all the implemen-
tation strength indicators. The most common missing data 
elements were: CHW reporting rates (12 missing), health 
facilities treatments (13 missing), costing (12 missing) and 
qualitative data from caregivers (14 missing). With regard 
to contextual factors data, 18 studies had data on factors 
that affect impact, whereas fewer (10) studies had data on 
factors that affect implementation.

We found that 7 studies were conducted of programs that 
were implementing at scale for a year or less (Table 3). Six 

studies had no information on point of service, 10 did not 

collect data on timeliness and 12 did not have wealth in-

formation either in the baseline or endline survey. Of the 

16 studies with comparison areas, 6 had no baseline sur-

vey in the comparison area (note that three studies in 

Southern Sudan used the same comparison area). Although 

all were conducted in the intervention areas, some relied 

on pooling regional data or using the rural component of 

larger surveys. Others just sampled from target areas, not 

necessarily ensuring that the selected clusters were in fact 

exposed to iCCM. Of those who conducted household sur-

veys for the purposes of the iCCM evaluation only, most 

were two–stage cluster surveys but some used Lot Quality 

Assurance Sampling.

Among the 16 studies with comparison areas, 6 had com-

parison areas in which CHWs were providing treatments 

for at least one of the three illnesses, usually malaria, but 

this was appropriate for the study design (Table 4). Only 

5 selected comparison areas randomly. Of the 16 studies 

with comparison areas, 11 reported that the comparison 

area was similar to the intervention area; however, 10 were 

appropriate comparison for the question being asked. The 

one study that did not have an appropriate comparison area 

was evaluating the outcome and impact of iCCM but had 

iCCM taking place in the comparison area. There were 

some differences in the number of intervention and com-

parison areas, they were not always evenly matched al-

though all investigators claimed their studies were powered 

to test the main outcome (coverage).

Finally, regarding dissemination of findings, of the 14 eval-

uations that were completed (eg, all data analysis had been 

completed) seven evaluations were published in the peer–

reviewed literature. The TDR WHO studies of Burkina Faso, 

Ghana and Uganda East had multiple publications based 

on endline evaluations [8,21–23] as did ZIMMAPS [13–15] 

There were also publications of the midterm evaluation in 

Cameroon [24] and a component of the Ethiopian JHU 

evaluation [25]. Although Sierra Leone UNICEF had mul-

tiple publications, those only presented baseline data [26–

29]. All the remaining completed evaluations had reports 

but none were available to the public. The other evaluations 

were in the process of finalizing endline reports.

DISCUSSION

Our review of the process, outcome and contextual data el-

ements from 24 recent evaluations and implementation re-

search studies of iCCM found that the most commonly 

missing information for process data were reporting rates of 

CHWs, facility treatments, costing data and qualitative data. 

For outcome data, many of the surveys did not collect point 

of service, timeliness or wealth information, which would 
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make it difficult to fully determine the contribution of 

CHWs with regard to coverage and equity. In addition, sev-

eral of the household surveys were not reflective of the area 

where the program was taking place but rather a larger geo-

graphic area (eg, regional level data as a proxy for a district 

within the region) and ignored the possibility that random-

ly selected clusters may have altogether missed the commu-

nities exposed to iCCM if CHWs were only deployed in 

hard to reach areas. This was true among the evaluations, 

mostly UNICEF supported, which at the request of govern-

ments and due to donor funding constraints, pre–existing 

surveys were used to save on labor, time and cost. Only re-

cently has point of service and timeliness been included in 

these larger household surveys (eg, DHS and MICS) [20]. 

Many of the designs observed did not include comparison 

areas. Some type of counterfactual is necessary to under-

stand the contribution of CHWs to outcomes and impacts. 

Of those that did have comparison areas, few were chosen 
randomly but slightly more than half of the researchers re-
ported that the comparison area was similar to the interven-
tion area at baseline. Additionally, the number of interven-
tions and comparison areas was not always evenly matched 
although all investigators claimed their studies were pow-
ered to test the main outcome.

Our review informs the feasibility, opportunities, and con-
straints for design options (Table 5). Although realist evalu-
ations are feasible and opportunities to conduct these exist, 
they are constrained by the need for additional contextual 
data to be collected and specific expertise to do such an anal-
ysis [11]. The evaluation platform may be an option in the 
future for conducting these evaluations, but has yet to be 
fully tested [12]. This type of evaluation will be especially 
useful in countries where iCCM is already taking place on a 
national scale. However, it is constrained by the underlying 
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Table 4. Description of studies with comparison areas

Study 
number

Comparison area 
without any iCCM

Number of comparison areas in relation 
to intervention area

Comparison area selection Comparison 
area similar to 
intervention 
area at baseline

Appropriate 
comparison 
areas*

  1 No, CHWs treating 
malaria

19 control clusters + 38 intervention 
clusters of 2 districts

Random Yes Yes

  2 Yes 2 intervention + 1 control of 20 districts Purposive sampling Yes Yes

  3 No, CHWs treated 
diarrhea and malaria

16 intervention + 15 control woredas Restricted randomized selection Yes Yes

  4 Yes 1 district with 114 clusters of which 37 
randomized to one intervention arm, 39 to 
another intervention arm and 38 to the 
control

Random No Yes

  6 No at endline yes at 
midline

70 clusters of 20 households (1400 house-
holds total); evenly divided between phase 
1 and phase 2 areas

Areas that were 8+ km from a health 
facility as identified by district health 
officials and who did not have an 
CHWs trained in iCCM

Yes Yes

  8 No 3 intervention + 1 comparison district Selected because it is a large district 
adjacent to one of the intervention 
districts with few CHWs

Yes Yes

11 Yes 4 of 12 districts Semi–randomized Yes Yes

12 Yes 2 implementing + 2 control districts Similarity to intervention areas on a 
several of key health indicators

No No

13 Yes 1 intervention county + 1 control county Similarity to intervention areas No No

14 Yes 1 intervention county + 1 control county Similarity to intervention areas No No

15 Yes 2 intervention counties + 1 control county Similarity to intervention areas No No

16 Yes 3 intervention + 3 control districts Used comparison area that was al-
ready selected for Uganda west study

No No

17 Yes 2 districts with villages randomized into 
control and intervention areas

Randomized Yes Yes

18 Yes 8 intervention and 3 control districts Districts where iCCM has not been im-
plemented but with similar demo-
graphic profile to intervention districts

Yes Yes

19 No, districts where iCCM 
had been implementing 
for up to 8 months

4 intervention and 3 control districts 
(phased–in)

Districts where iCCM had been im-
plementing for up to 8 months

Yes No

24 No, CHWs treated for 
presumptive malaria 
based on fever

Yes Yes Yes Yes

iCCM – integrated community case management, CHWs – community health workers

*Appropriate for research question, similar to intervention area.



V
IE

W
PO

IN
TS

PA
PE

RS

iCCM as an example model to conduct process and outcome evaluations and implementation research of child health programs in Africa

Table 5. Opportunities and constraints of possible study designs

Study deSign opportunitieS ConStraintS

Realist • Can be adapted to the local setting • Requires specific expertise
• Results may be difficult to understand or explain
• Requires extensive contextual information
•  No method to quantitatively/statistically compare 

to a control area

Evaluation platform •  Improvements in district level data collection increasing
• Could be used for multiple programs

•  Requires availability of high quality data from dis-
tricts

• Not yet tested

Stepped–wedge design • When program is first being scaled up • Need to allow for longer start–up periods
• Randomization may not be allowable

Quasi–experimental (1) pretest–posttest 
designs without control groups

• Easier to implement than designs with control areas
• Less costly than most designs

•  No control area (although can consider modeling 
counterfactual)

Quasi–experimental (2) pretest–posttest 
design in the intervention area with con-
trol groups at end line

•  Can select a control area in which you know the pro-
gram did not exist

• Less costly than having both baseline and end line data

• Assumes control area was similar at baseline
•  May have little information of activities in control 

area during intervention implementation period

Quasi–experimental (3) pretest–posttest 
design with control groups where both 
the intervention and control areas had 
baseline and endline surveys.

• usually acceptable to government
•  able to document activities in control area during im-

plementation period

•  Cannot guarantee lack of contamination of control 
area

•  Control area may not be well matched to interven-
tion area

Randomized cluster control trial (not 
step wedged)

• Best in controlled environments such as DSS sites
•  If government agreeable to randomization at start of 

program

• Not feasible in most settings
• May not be generalizable
• Randomization may not be allowable
• Resource intensive

DSS – demographic sentinel surveillance

data availability within districts. If current and new evalua-
tions, and studies collect the data elements we assessed, it 
could contribute to the district level databases making this 
type of evaluation feasible. This approach is currently being 
tested in four African countries (Malawi, Niger, Tanzania, 
and Mozambique) by Johns Hopkins University.

The stepped wedge designs appeared promising. A system-
atic review of this design suggested that it can be used when 
interventions are likely to do more good than harm, when 
interventions are being implemented in a new setting, 
where evidence for their effectiveness in the original setting 
is available and for cost–effectiveness analyses of interven-
tions that have already been shown to be effective [30]. 
With regard to opportunity, the evaluation of iCCM ap-
pears to be the ideal candidate for this design when a coun-
try is first scaling up the program. However, with regard to 
feasibility and constraints there are some issues, the stepped 
wedge design requires a longer trial duration than other 
designs, especially to allow for evaluating programs at scale. 
Additionally, there may not be an opportunity to random-
ize areas, and the design requires assistance from statisti-
cians and researchers who have experience with this type 
of study design [30].

We identified three types of quasi–experimental study de-
signs: 1) pretest–posttest designs without control groups, 
2) pretest–posttest designs in the intervention area with 
control groups but the control group did not have a base-
line survey and 3) pretest–posttest designs with control 
groups where both the intervention and control areas had 
baseline and endline surveys. The first design appears to 
be the simplest design and thus feasible; however, this de-

sign is constrained by the fact that it does not offer a coun-
terfactual. The second design which may not always be 
feasible is constrained by the fact that it assumes the con-
trol area had similar rates of coverage to the intervention 
area at base line, but this may not be the case. Although 
the third design is stronger than the second design, it has 
constraints because the 2 groups were not selected ran-
domly, selection bias may still exist and in fact we found 
some comparison areas were not similar to intervention 
areas [31].

Randomized control trials that are not stepped–wedge ap-
pear to be the least feasible, although there can be an op-
portunity to conduct such studies, especially, if the pro-
gram is being implemented in a controlled environment 
such as a demographic sentinel surveillance site (DSS) [32]. 
In fact, two of our studies were randomized cluster control 
trials [8,13], one of which was in a DSS site in Ghana. 
There are constraints to conducting randomized control 
trials. They require specific technical expertise, and there 
is often an inability to completely prevent or fully measure 
contamination. Also because we are trying to evaluate the 
scale up iCCM in a real world scenario, this alternative will 
rarely present itself and if done in a DSS site, it will have 
limited generalizability.

Based on our review and the designs discussion, we pro-
pose the following options for future evaluation designs. 
At the least, a pre–posttest evaluation should be performed 
by 1) conducting a baseline household survey in the area 
where the intervention is taking place, which should in-
clude point of service and timeliness and socioeconomic 
status; 2) prospectively collect all the process and contex-
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tual data elements we assessed; 3) periodically review and 
analyze the process information to determine if the pro-
gram is at scale (scale should be defined locally but we sug-
gest at least 80% of the target number of CHWs are active) 
and of high quality (supervision rates, CHW reporting 
rates, and no stock–out rates of over 80%) for at least one 
year; 4) use qualitative data and program implementation 
documentation to determine barriers for reaching scale, if 
scale has not been reached; 5) make changes based on these 
findings and re–do the process evaluation once these 
changes are implemented; 6) estimate start–up costs and 
recurrent costs per iCCM service and per capita as [33]; 7) 
once at scale for one year (with all the previous provisos 
regarding implementations strength) conduct an endline 
coverage survey; 8) analyze this coverage survey for im-
provements in timeliness and decreases in inequities of 
health care seeking and coverage as well as cost–effective-
ness; 9) only proceed further to assess mortality impact if 
there is a significant increase in coverage that includes a 
proportion of CHWs providing those treatments. If there 
is no increased coverage, there is no need to proceed to 
measure or model mortality impact as such an evaluation 
will only substantiate your outcome findings.

As actual measurement of mortality rates through surveys 
is difficult and costly, will require larger sample sizes, re-
quire additional time of implementation before being able 
to see impact and also specific expertise, we suggest mod-
elling mortality impact. We recommend that mortality 
measurement only be done if the circumstances are pres-
ent as specified in the mortality article in this journal sup-
plement [34]. Using a model, we can also create a counter-
factual by comparing the actual coverage changes to a 
modeled scenario as though the program did not exist. Al-
though there are a variety of models to choose from, we 
suggest using the Lives Saved Tool (LiST), which is a pro-
gram to project the changes in child and maternal survival 
in accordance with changes in coverage of different child 
and maternal health interventions [35]. LiST is based on a 
linear, mathematical model that is deterministic [36]. The 
relationship between changes in intervention coverage and 
one or more outputs (eg, cause specific mortality, lives 
saved) is specified in terms of the effectiveness of the inter-
vention for reducing the probability of that outcome. Many 
systematic reviews have been conducted to determine the 
effectiveness of interventions used in the model and the 
program is easy to use [35]. We first suggest quantifying 
the estimated number of lives saved overall and separately 
saved by treatments provided by CHWs. Then create a 
counterfactual in which the CHW’s proportional contribu-
tion to increased coverage is removed but everything else 
is unchanged. An example of how to do this is provided in 
the LiST article in this supplement [37].

There are some circumstances where a comparison area is 
still possible. If the program is being introduced and there 

is agreement to do so in a staggered way and at random, 
we suggest considering a stepped wedge design assuming 
appropriate technical support can be provided. If a similar 
comparison area to the intervention area can be identified, 
and evaluators have some control over the comparison to 
avoid contamination during the evaluation study period, a 
quasi–experimental design with control groups (type 3 
above) can be considered.

Regardless of which of the proposed designs are used, all 
process, outcome and contextual data assessed in this re-
view must be collected and periodic analysis of these data 
must be done to determine how well the program is func-
tioning to make changes as needed, as has been suggested 
by other frameworks for implementation research [38,39]. 
For any evaluation or implementation research in maternal, 
newborn or child health the data collected must include 
the appropriate numerator and denominator data to mea-
sure globally accepted standardized indicators. In the case 
of iCCM, these are those described in the CCM indicator 
handbook [17] and highlighted in the monitoring paper in 
this supplement [40]. Once the outcome evaluation has 
demonstrated a positive impact, routine monitoring should 
continue and process evaluation should be done periodi-
cally to assess the program. A full evaluation with pre and 
post household surveys should not be necessary if process 
data, especially examining routine reporting data, are pe-
riodically analyzed and acted on.

There are several limitations to our review. First, we did not 
have the raw data (eg, reporting data, household survey 
data, etc.) to determine the quality of the data elements. 
The quality is expected to be quite variable with some eval-
uations supported by academic institutions with experi-
enced researchers and others mostly conducted by NGOs 
with variable expertise in evaluation methodologies and 
management. In addition, limited literacy of interviewers 
and CHWs and lack of qualified supervisors to manage in-
terviewers in some countries may have compromised some 
reporting data and surveys. Although we did review the 
reports available to us, we did not assess the quality of the 
analysis that was done. However, we should note that all 
reports reviewed used a mixed method approach and did 
use some of the process data available in an attempt to ex-
plain the outcomes observed. We did not assess the use of 
global positioning devices (GPS) or information on dis-
tance from health facility as few evaluations used these de-
vices, or had this information in their household surveys. 
GPS data, or data on distance from health facilities could 
be used to determine if CHWs are reaching the populations 
targeted (eg, hardest to reach areas) and can also be used 
in the analysis of inequities along with the wealth data.

Finally, we did not systematically review who was conduct-
ing the evaluation. For the most part, implementers col-
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lected process data and evaluators collected outcome data 
but sometimes evaluators collected process data and imple-
menters collected outcome data. In addition, sometimes 
implementers conducted the entire evaluation, and some-
times evaluators conducted the entire evaluation. It is now 
recommended that stakeholders, implementers, and evalu-
ators should work together, plan prospectively for the eval-
uation and implementation research to ensure all data ele-
ments suggested are collected, that program management 
is well documented, and data are periodically reviewed and 
used for program improvement [38,39]. Evaluation and 
implementation research is most likely to be more compre-
hensive, useful and result in actual change if stake holders 
and implementers are not just a passive recipient of results.

At the time of writing of this article, many of these evalu-
ations are not yet complete and of those that are complet-
ed, several have not been published or are not available to 
the public. Evaluation results need to be widely dissemi-
nated with iCCM program implementers and supporting 
partners as soon as possible after completion, so that oth-
ers may learn and benefit from these evaluations. We sug-
gest that these reports be made available to the public 
through the donor websites and websites dedicated to 
community based treatments in the developing world. We 
also encourage all the researchers to publish these data as 
soon as feasible.

Regardless of the availability of reports, there has been an 
increase in the number of evaluations of iCCM in Africa 
completed in the past 5 years. This has been driven by do-
nors, for the most part, requesting impact evaluations, al-
though our review demonstrated that process and contex-
tual information is critical to better implement programs 
in real world settings. We were able to use most of these 
evaluations to do a multi–country review of aspects of 
iCCM that are associated with higher utilization of iCCM, 
also presented in this supplement; however, if an emphasis 
had been instead on process and outcome evaluations or 
implementation research using standardized indicators we 
would have been able to use all these studies and done a 
more in–depth analysis [41]. More engagement is needed 
with funders regarding the appropriateness of conducting 
impact evaluations too early in implementation phase and 
without complete process, contextual and outcome data 
because the results are likely to be misleading to policy 
makers and will not reflect the true potential of these in-
terventions. If donors and governments requesting evalu-
ations of iCCM in the Africa region provide sufficient re-
sources to conduct evaluations and inform evaluators to 
follow our suggested key data, elements and design for fu-
ture evaluations, we should be able to pool more data in 
the future to better determine the impact of iCCM on child 
morbidity and mortality in the Africa region.

Collaborators: iCCM Symposium impact outcome evaluation thematic group – Yolanda Barbera, Interna-
tional Rescue Committee, New York, USA; Agbessi Amouzou, UNICEF, Data and Analytics, New York, USA; 
Franco Pagnoni, World Health Organization, Global Malaria Program, Geneva, Switzerland, Abigail Pratt, 
Population Sciences International, Nairobi, Kenya, Saul Morris – Children’s Investment Fund Foundation, 
London, UK; Helen Counihan – Malaria Consortium, London, UK; David Collins, Management Sciences 
for Health, Boston, USA ; Zina Jarrah, Management Sciences for Health, Boston, USA;. Daniel Kadobera De-
partment of Public Health Sciences, Division of Global Health (IHCAR), Karolinska Institute, Stockholm, 
Sweden; Elizeus Rutebemberwa Department of Health Policy, Planning and Management, School of Public 
Health, Makerere University College of Health Sciences, Kampala, Uganda; Mohamadou SIRIBIE Groupe 
de Recherche Action en Santé (GRAS), Ouagadougou, Burkina Faso; Sodiomon Bienvenu SIRIMA, Groupe 
de Recherche Action en Santé (GRAS), Ouagadougou, Burkina Faso School of Public Health;Margaret 
Amanua Chinbuah, Research and Development Division, Ghana Health Service, Accra, Ghana; John O. 
Gyapong, School of Public Health, University of Ghana, Accra, Ghana; University of Ghana (for Ghana); 
Paulin Basinga, Bill and Melinda Gates Foundation, Seattle, Washington, USA; Tanya Doherty, South Afri-
can Medical Research Council, Cape Town, South Africa; Davidson H. Hamer, Center for Global Health and 
Development, Boston University, Boston, Massachusetts, USA; Kojo Yeboah–Antwi, Center for Global Health 
and Development, Boston University, Boston, Massachusetts, USA.

Acknowledgements: The authors thank Mickey Chopra, Colin Kirk, Debra Jackson, and Alyssa Sharkey 
from UNICEF for their critical reading of the manuscript.

Funding: This review was supported by the Department of Foreign Affairs Trade and Development Canada.

Authorship declaration: TD, NO, MM and TG conceptualized the review, NO, MM and TG collected the 
data, TD wrote the manuscript and NO, MM ad TG reviewed and modified the manuscript. All members 
of the outcome impact evaluation group provided data and reviewed the manuscript and made modifica-
tions.

Competing interest: All authors have completed the Unified Competing Interest form atwww.icmje.org/
coi_disclosure.pdf (available on request from the corresponding author). They report no competing inter-
ests.

www.jogh.org •  doi: 10.7189/jogh.04.020409	 11	 December 2014  •  Vol. 4 No. 2 •  020409



V
IE

W
PO

IN
TS

PA
PE

RS
Diaz et al.

R
E

FE
R

E
N

C
E

S

  1  Oxman AD, Bjørndal A, Becerra-Posada F, Gibson M, Block MA, Haines A, et al. A framework for mandatory 
impact evaluation to ensure well informed public policy decisions. Lancet. 2010;375:427-31. Medline:20113827 
doi:10.1016/S0140-6736(09)61251-4

  2  Bryce J, Victoria CG. Ten methodological lessons from the multi–country evaluation of integrated management 
of Childhood Illnesses. Health Policy Plan. 2005;20 Suppl 1:i94-105. Medline:16306075 doi:10.1093/heapol/
czi056

  3  Victora CG, Schellenberg JA, Huicho L, Amaral J, El Arifeen S, Pariyo G, et al. Context matters: interpreting 
findings in child Survival evaluations. Health Policy Plan. 2005;20 Suppl 1:i18-31. Medline:16306066 
doi:10.1093/heapol/czi050

  4  The Development Assistance Committee (DAC) Working Party on Aid Evaluation of OECD. Glossary of Key 
Terms in Evaluation and Results Based Management. Paris: OECD Publications, 2002. Available at: http://www.
oecd.org/development/peer-reviews/2754804.pdf. Accessed: 1 October 2014.

  5  Moore G, Audrey S, Barker M, Bond L, Bonell C, Cooper C, et al. Process evaluation in complex public health 
intervention studies: the need for guidance. J Epidemiol Community Health. 2014;68:101-2. Medline:24022816 
doi:10.1136/jech-2013-202869

  6  Druetz T, Siekmans K, Goossens S, Ridde V, Haddad S. The community case management of pneumonia in Af-
rica: a review of the evidence. Health Policy Plan. 2013. Epub ahead of print. Medline:24371218 doi:10.1093/
heapol/czt104

  7  Theodoratou E, Al-Jilaihawi S, Woodward F, Ferguson J, Jhass A, Balliet M, et al. The effect of case management 
on childhood pneumonia mortality in developing countries. Int J Epidemiol. 2010;39:i155-71. Medline:20348118 
doi:10.1093/ije/dyq032

  8  Chinbuah MA, Kager PA, Abbey M, Gyapong M, Amina E, Nonvignon J, et al. Impact of community manage-
ment of fever (using antimalarials with or without antibiotics) on childhood mortality: A cluster–randomized 
controlled trial in Ghana. Am J Trop Med Hyg. 2012;87(5 Suppl):11-20. Medline:23136273 doi:10.4269/ajt-
mh.2012.12-0078

  9  World Health Organization. Recommendations for management of common childhood conditions: evidence for 
technical update of pocket book recommendations: newborn conditions, dysentery, pneumonia, oxygen use 
and delivery, common causes of fever, severe acute malnutrition and supportive care. Geneva: WHO, 2012.

10  Hamer DH, Qazi S, Kasungami D, Marsh DR, Peterson S, Diaz T, et al. Community case management of pneu-
monia in Africa–not so bad and steadily progressing. [Letter] Health Policy Plan 2013. Available at: http://heapol.
oxfordjournals.org/content/early/2013/12/25/heapol.czt104/reply#heapol_el_29. Accessed: 28 September 2014.

11  Pawson R, Tilley M. Realistic evaluation. London, UK: Sage Publications, 1997.
12  Victora CG, Black RE, Boerma JT, Bryce J. Measuring impact in the Millennium Development Goal era and be-

yond: a new approach to large–scale effectiveness evaluations. Lancet. 2011;377:85-95. Medline:20619886 
doi:10.1016/S0140-6736(10)60810-0

13  Yeboah-Antwi K, Pilingana P, Macleod WB, Semrau K, Siazeele K, Kalesha P, et al. Community case management 
of fever due to malaria and pneumonia in children under five in Zambia: A cluster randomized controlled trial. 
PLoS Med. 2010;7:e1000340. Medline:20877714 doi:10.1371/journal.pmed.1000340

14  Seidenberg PD, Hamer DH, Iyer H, Pilingana P, Siazeele K, Hamainza B, et al. Impact of integrated community 
case management on health–seeking behavior in rural Zambia. Am J Trop Med Hyg. 2012;87 Suppl:105-10. 
Medline:23136285 doi:10.4269/ajtmh.2012.11-0799

15  Hamer DH, Brooks ET, Semrau K, Pilingana P, MaxLeod WB, Siazeele K, et al. Quality and safety of integrated 
community case management of malaria using rapid diagnostic tests and pneumonia by community health 
workers. Pathog Glob Health. 2012;106:32-9. Medline:22595272 doi:10.1179/1364859411Y.0000000042

16  Diaz T, Aboubaker ES, Young M. Current scientific evidence for integrated community case management in Af-
rica: Findings from the iCCM Evidence Symposium. J Glob Health. 2014;4:020101. doi:10.7189/jogh.04.020101

17  The Maternal and Child Health Integrated Program (MCHIP) Indicator Guide. Monitoring and Evaluating In-
tegrated Community Case Management. MCHIP, July 2013. Available at: http://www.mchip.net/node/2179. Ac-
cessed: 31 August 2014.

18  Bryce J, Harris Requejo J, Moulton LH, Ram M, Black RE. A common evaluation framework for the African Health 
Initiative. BMC Health Serv Res. 2013;13 Suppl 2:S10. Medline:23819778 doi:10.1186/1472-6963-13-S2-S10

19  Bryce J, Victora CG, Boerma T, Petersa DH, Black RE. Evaluating the scale–up for maternal and child survival: 
A common framework. Int Health. 2011;3:139-46. Medline: 24038362 doi:10.1186/1472-6963-13-S2-S10

20  Hazel E, Requejo R, David J, Bryce J. Measuring coverage in MNCH: Evaluation of community–based treatment 
of childhood illnesses through Household Surveys. PLoS Med. 2013;10:e1001384. Medline:23667329 
doi:10.1016/j.inhe.2011.04.003

21  Mukanga D, Tiono SB, Anyorigiya T, Kallander K, Konate AT, Oduro AR, et al. Integrated community case man-
agement of fever in children under five using rapid diagnostic tests and respiratory rate counting: A multi–coun-
try cluster randomized Trial. Am J Trop Med Hyg. 2012;87 Suppl:21-9. Medline:23136274 doi:10.4269/ajt-
mh.2012.11-0816

22  Kalyango JN, Rutebemberwa E, Karamagi C, Mworozi E, Ssali S, Alfven T, et al. High adherence to antimalari-
als and antibiotics under integrated community case management of illness in children less than five years in 
Eastern Uganda. PLoS ONE. 2013;8:e60481. Medline:23555980 doi:10.1371/journal.pone.0060481

December 2014  •  Vol. 4 No. 2 •  020409	 12	 www.jogh.org •  doi: 10.7189/jogh.04.020409

http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20113827&dopt=Abstract
http://dx.doi.org/10.1016/S0140-6736(09)61251-4
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=16306075&dopt=Abstract
http://dx.doi.org/10.1093/heapol/czi056
http://dx.doi.org/10.1093/heapol/czi056
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=16306066&dopt=Abstract
http://dx.doi.org/10.1093/heapol/czi050
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24022816&dopt=Abstract
http://dx.doi.org/10.1136/jech-2013-202869
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24371218&dopt=Abstract
http://dx.doi.org/10.1093/heapol/czt104
http://dx.doi.org/10.1093/heapol/czt104
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20348118&dopt=Abstract
http://dx.doi.org/10.1093/ije/dyq032
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23136273&dopt=Abstract
http://dx.doi.org/10.4269/ajtmh.2012.12-0078
http://dx.doi.org/10.4269/ajtmh.2012.12-0078
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20619886&dopt=Abstract
http://dx.doi.org/10.1016/S0140-6736(10)60810-0
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20877714&dopt=Abstract
http://dx.doi.org/10.1371/journal.pmed.1000340
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23136285&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23136285&dopt=Abstract
http://dx.doi.org/10.4269/ajtmh.2012.11-0799
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22595272&dopt=Abstract
http://dx.doi.org/10.1179/1364859411Y.0000000042
http://dx.doi.org/10.7189/jogh.04.020101
http://www.mchip.net/node/2179
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23819778&dopt=Abstract
http://dx.doi.org/10.1186/1472-6963-13-S2-S10
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24038362&dopt=Abstract
http://dx.doi.org/10.1186/1472-6963-13-S2-S10
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23667329&dopt=Abstract
http://dx.doi.org/10.1016/j.inhe.2011.04.003
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23136274&dopt=Abstract
http://dx.doi.org/10.4269/ajtmh.2012.11-0816
http://dx.doi.org/10.4269/ajtmh.2012.11-0816
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23555980&dopt=Abstract
http://dx.doi.org/10.1371/journal.pone.0060481


V
IE

W
PO

IN
TS

PA
PE

RS

iCCM as an example model to conduct process and outcome evaluations and implementation research of child health programs in Africa

23  Kalyango JN, Alfven T, Peterson S, Mugenyi K, Karamagi C, Rutebemberwa E. Integrated community case man-
agement of malaria and pneumonia increases prompt and appropriate treatment for pneumonia symptoms in 
children under five years in Eastern Uganda. Malar J. 2013;12:340. Medline:24053172 doi:10.1186/1475-2875-
12-340

24  Littrell M, Moukam LV, Libite R, Youmba JC, Baugh G. Narrowing the treatment gap with equitable access: mid–
term outcomes of a community case management program in Cameroon. Health Policy Plan. 2013;28:705-16. 
Medline:23144228 doi:10.1093/heapol/czs110

25  Miller NP, Amouzou A, Tafesse M, Hazel E, Legesse H, Degefie T, et al. Integrated community case management 
of childhood illnesses in Ethiopia: Implementation strength and quality of care. Am J Trop Med Hyg. 2014;91:424-
34. Medline:24799369 doi:10.4269/ajtmh.13-0751

26  Diaz T, George AS, Rao SR, Bangura PS, Baimba JB, McMahon SA, et al. Healthcare seeking for diarrhea, ma-
laria andpneumonia among children in four poor rural districts in Sierra Leone in the context of freehealth care: 
results of a cross–sectional survey. BMC Public Health. 2013;13:157. Medline:23425576 doi:10.1186/1471-
2458-13-157

27  Bakshi SS, McMahon SA. George ASf, Yumkella F, Bangura P., Kabano A. The role of traditional treatment on 
health care seeking by caregivers for sick children in Sierra Leone: Results of a baseline survey. Acta Trop. 
2013;127:46-52. Medline:23545128 doi:10.1016/j.actatropica.2013.03.010

28  Scott K, McMahon S, Yumkella F, Diaz T, George AS. Navigating multiple options and social relationships in 
plural health systems: a qualitative study exploring healthcare seeking for sick children in Sierra Leone. Health 
Policy Plan. 2014;29:292-301. Medline:23535712 doi:10.1093/heapol/czt016

29  McMahon SA, George AS, Yumkella F, Diaz T. Spoiled breast milk and bad water; local understandings of diar-
rhea causes and prevention in rural Sierra Leone. BMC Public Health. 2013;13:1172-82. Medline:24330586 
doi:10.1186/1471-2458-13-1172

30  Brown CA, Lilford RJ. The stepped wedge trial design: a systematic review. BMC Med Res Methodol. 2006;6:54. 
Medline:17092344 doi:10.1186/1471-2288-6-54

31  Harris AD, Bradham DD, Baumgarten M, Zuckerman IH, Fink JC, Perencevich EN. The use and interpretation 
of quasi–experimental studies in infectious diseases. Clin Infect Dis. 2004;38:1586-91. Medline:15156447 
doi:10.1086/420936

32  Ramsey K, Hingora H, Kante M, Jackson E, Exavery A, Pemba S. The Tanzania Connect Project: a cluster ran-
domized trial of the child survival impact of adding paid community health workers to an existing facility–fo-
cused health system. BMC Health Serv Res. 2013;13 Suppl 2:S6. Medline:23819587

33  Collins D, Jarrah Z, Gilmartin C, Saya U. The costs of iCCM programs: A multi-country analysis. J Glob Health. 
2014;4:020407. doi:10.7189/jogh.04.020407

34  Amouzou A, Moulton A, Mukanga D, Morris S. Assessing the impact of the integrated community Case man-
agement (iCCM) programmes on child mortality: Review of early results and lessons learned in sub-Saharan 
Africa. J Glob Health. 2014;4:020411. doi:10.7189/jogh.04.020411

35  Walker N, Tam Y, Friber IK. Overview of the Lives Saved Tool (LiST). BMC Public Health. 2013;13 Suppl 3:S1. 
Medline:24564438 doi:10.1186/1471-2458-13-S3-S1

36  Garnett GP, Cousens S, Hallett TB, Steketee R, Walker N. Mathematical models in the evaluation of health pro-
grammes. Lancet. 2011;378:515-25. Medline:21481448 doi:10.1016/S0140-6736(10)61505-X

37  Friberg IK, Walker N. Using the Lives Saved Tool as part of evaluations of community case management pro-
grams. J Glob Health. 2014;4:020412. doi:10.7189/jogh.04.020412

38  Peters DH, Tran NT, Adam T. Implementation research in health: a practical guide. Alliance for Health Policy 
and Systems Research. Geneva: World Health Organization, 2013.

39  The Global Fund to Fight AIDS, Tuberculosis and Malaria. Framework for Operations and Implementation Re-
search in Health and Disease Control Programs. Geneva: The Global Fund to Fight AIDS, Tuberculosis and Ma-
laria, 2008. Available at: http://whqlibdoc.who.int/publications/2008/9292241109_eng.pdf?ua=1. Accessed: 1 
October 2014.

40  Guenther T, Barberá Laínez Y, Oliphant NP, Dale M, Raharison S, Miller L, et al. Routine monitoring systems for 
integrated community case management programs: Lessons from 18 countries in sub–Saharan Africa. J Glob 
Health. 2014;4:020301. doi:10.7189/jogh.04.020301

41  Oliphant NP, Muñiz M, Guenther T, Diaz T, Barberá Laínez Y, Cohlihan H, et al. Multi-country analysis of rou-
tine data from integrated community case management programs in sub-Saharan Africa. J Glob Health. 
2014;4:020408. doi:10.7189/jogh.04.020408

R
E

FE
R

E
N

C
E

S

www.jogh.org •  doi: 10.7189/jogh.04.020409	 13	 December 2014  •  Vol. 4 No. 2 •  020409

http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24053172&dopt=Abstract
http://dx.doi.org/10.1186/1475-2875-12-340
http://dx.doi.org/10.1186/1475-2875-12-340
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23144228&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23144228&dopt=Abstract
http://dx.doi.org/10.1093/heapol/czs110
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24799369&dopt=Abstract
http://dx.doi.org/10.4269/ajtmh.13-0751
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23425576&dopt=Abstract
http://dx.doi.org/10.1186/1471-2458-13-157
http://dx.doi.org/10.1186/1471-2458-13-157
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23545128&dopt=Abstract
http://dx.doi.org/10.1016/j.actatropica.2013.03.010
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23535712&dopt=Abstract
http://dx.doi.org/10.1093/heapol/czt016
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24330586&dopt=Abstract
http://dx.doi.org/10.1186/1471-2458-13-1172
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=17092344&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=17092344&dopt=Abstract
http://dx.doi.org/10.1186/1471-2288-6-54
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15156447&dopt=Abstract
http://dx.doi.org/10.1086/420936
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23819587&dopt=Abstract
http://dx.doi.org/10.7189/jogh.04.020407
http://dx.doi.org/10.7189/jogh.04.020411
http://dx.doi.org/10.7189/jogh.04.020411
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24564438&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24564438&dopt=Abstract
http://dx.doi.org/10.1186/1471-2458-13-S3-S1
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21481448&dopt=Abstract
http://dx.doi.org/10.1016/S0140-6736(10)61505-X
http://dx.doi.org/10.7189/jogh.04.020412
ttp://dx.doi.org/10.7189/jogh.04.020412
http://dx.doi.org/10.7189/jogh.04.020406
http://dx.doi.org/10.7189/jogh.04.020408
http://dx.doi.org/10.7189/jogh.04.020408

