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KEY TERMS
In addition to the language used in the standard IMCI course, the distance learning 
course introduces some new course terms:

dIMCI Distance-learning IMCI course

Facilitator dIMCI course facilitators have previously been trained as 
IMCI facilitations, and have extensive experience clinically 
and with IMCI, as well as national policy

Face-to-face meeting A meeting between facilitators and participants during 
the dIMCI course

Logbook A learning tool that accompanies the dIMCI self-study 
modules

Mentor An IMCI-trained colleague, in-charge, or supervisor that 
a participant can identify as an IMCI mentor during self-
study

Participant dIMCI course participant

Self-study modules Printed learning modules on IMCI symptoms that 
participants read on their own
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INTRODUCTION TO IMCI TRAINING APPROACHES
Over 100 countries have adopted the Integrated Management of Childhood 
Illness (IMCI) strategy for reducing child mortality and improving child health 
and development. Since IMCI was developed in the early 1990s by the WHO and 
UNICEF, thousands of healthcare providers have been trained in using nationally 
adapted IMCI guidelines. The strategy aims not only to improve case management 
skills at the facility level, but also strengthen health systems and improve home 
and community health practices for prevention and mangement. The strategy has 
demonstrated success in reducing child mortality, improve nutrition status among 
children, enhance health worker performance, improve the use of health services, 
and strengthen care at lower costs per child correctly managed. 

Yet, challenges remain for IMCI scale-up.1 Internationally IMCI coverage is generally 
low (Figure 1). Financial constraints have hindered training scale-up, and once 
staff are trained, high turnover poses an additional challenge. Lastly, private 
practitioners have not been widely engaged in IMCI training, despite providing 
significant proportions of care in many countries. Countries have responded with 
a number of strategies to increase coverage. A survey of 37 countries emphasized 
that the duration of the standard 11-day IMCI course was difficult for the length 
– health workers were required to leave their clinics and homes for too long – and 
expensive as a resource-intensive residential training programme. Many countries 
had shortened the IMCI course ranging from three to eight days; however the content 
was largely not reduced, and in some cases, was even increased. A meta-analysis 
that examined shortened IMCI courses demonstrated that the standard course was 
superior in terms of health work performance.2

A global technical consultation in Geneva examined the challenges around IMCI 
scale-up and recommended several strategies, including the implementation of 
alternative and innovation training approaches like distance learning. An expert 
group on IMCI training approaches further clarified three possible training 
approaches (Figure 2) for IMCI given these recommended strategies.

Distance learning is especially appropriate: (a) for training that precedes clinical 
skills acquisition, and (b) for training that combines clinical knowledge and skills. 
It is not appropriate for learning specific clinical procedures, for example. Given 
these parameters, IMCI is well suited for a distance learning approach. 

WHO SHOULD USE THIS GUIDE?
This guide is intended for use by national child health policymakers, officials involved 
in planning and implementation of primary health systems development and 
training scale-up, and course directors. This planning and implementation guide is 
a supplement to other materials developed for delivering dIMCI, as detailed below.

1 Goga et al. 2009. Results of a multi-country exploratory survey of approaches and methods for IMCI case 
management training. Health Research Policy and Systems, 7:18. Goga and Muhe. 2011. Global challenges with 
scale-up of the integrated management of childhood illness strategy: results of a multi-country survey. BMC 
Public Health, 11:503.

2 Rowe et al. 2012. Does shortening the training on Integrated Management of Childhood Illness guidelines 
reduce its effectiveness? A systematic review. Health Policy and Planning. 27(3):179–93.
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Figure 1. International IMCI training coverage as reported by countries  
 at end of 2009

Figure 2. WHO training approaches for IMCI

Countries	  repor,ng	  to	  have	  ini,ated	  IMCI	  training	  in:	  
	  	  	  	  	  	  	  	  	  	  75%	  or	  more	  of	  their	  districts	  
	  	  	  	  	  	  	  	  	  	  Less	  than	  75%	  of	  their	  districts	  
	  	  	  	  	  	  	  	  	  	  No	  IMCI	  training	  or	  no	  data	  reported	  	  

SOURCE	  Department	  of	  Child	  and	  Adolescent	  Health	  and	  Development,	  World	  Health	  OrganizaBon	  	  

Disclaimer:	  The	  presentaBon	  of	  material	  on	  the	  map	  contained	  herein	  does	  not	  imply	  the	  expression	  of	  any	  opinion	  
whatsoever	  on	  the	  part	  of	  the	  World	  Health	  OrganizaBon	  concerning	  the	  legal	  status	  of	  any	  country,	  territory,	  city,	  
or	  areas,	  or	  its	  authoriBes	  of	  its	  fronBers,	  or	  boundaries.	  

1	   2	   3	  
Pre-‐service	   In-‐service	   Distance-‐

learning	  
	  

Self-‐learning	  with	  
facilitator	  interacBon	  

ICATT	  
	  

ICATT	  (IMCI	  computer-‐based	  adaptaBon	  training	  tool)	  can	  be	  used	  across	  all	  
training	  approaches	  	  

Several	  approaches	   •  11-‐day	  conBnuous	  course	  
•  Abridged	  course	  only	  for	  

core	  competencies	  
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WHAT MATERIALS ARE USED FOR DISTANCE LEARNING IMCI?
This course draws upon IMCI materials specially adapted for distance learning, and 
nationally adapted IMCI tools. 

FACILITATORS PARTICIPANTS NATIONAL TOOLS

dIMCI Facilitator Guide dIMCI Self-Study Modules IMCI Chart Booklet

dIMCI PowerPoint slides dIMCI Logbook IMCI Recording Forms

dIMCI Excel planning tool IMCI Clinical Practice Guides

IMCI DVD

RESOURCES
This guide is intended for policy makers, programme managers and senior child 
health experts who need to consider the specific features of distance learning IMCI in 
planning implementation of IMCI. It does not replace the standard tools and guides 
for planning and implementing IMCI as well the broad child health programmes. 

For a more in-depth reading on planning these aspects, please refer to previously 
published WHO guides on various areas:

 • Standard IMCI – refer to IMCI planning guide- gaining experience with the IMCI 
strategy in a country found at http://www.who.int/maternal_child_adolescent/
documents/chs_cah_99_1/en/index.html 

 • Pre-service IMCI – refer to IMCI planning, implementing and evaluating pre-
service training at http://www.who.int/maternal_child_adolescent/documents/
planning_implementing_evaluating/en/index.html

 • Adaptation of IMCI – refer to IMCI adaptation guide- A guide to identifying 
necessary adaptations of clinical policies and guidelines, and to adapting the 
charts and modules for the WHO/UNICEF course at http://www.who.int/
maternal_child_adolescent/documents/imci_adatation/en/index.html

 • Tool for follow up of IMCI trained health professionals – refer to Guidelines 
for follow-up after training in the WHO/UNICEF course on IMCI for first-level 
health workers at: http://www.who.int/maternal_child_adolescent/documents/
fch_cah_99_1a/en/index.html

 • Tool to evaluate performance of IMCI, refer to Health facility surveyTool to 
evaluate the quality of care delivered to sick children attending outpatient facilities 
at http://www.who.int/maternal_child_adolescent/documents/9241545860/en/
index.html

 • Broader child health programming, refer to Planning implementation and 
managing implementation of programmes to improve child health 4 modules 
at http://www.who.int/maternal_child_adolescent/documents/planning/en/
index.html
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CORE CONCEPTS IN DISTANCE LEARNING
The participants primarily drive learning in the distance learning IMCI course, from 
here called dIMCI. The course is designed on an inquiry model that emphasizes 
group learning, mentoring, mutual respect, and reward to the learners. In adult 
self-learning, intrinsic motivation is important for producing more pervasive and 
permanent learning and skills development. Learning occurs over a longer time 
period, and participants are expected to practice their course knowledge in the 
clinic and apply skills to real-life cases. 

There are several core concepts in distance learning approaches: 

 ✔ The learners and trainers are not together in a classroom for most of the course 
period. This flexibility allows for wider geographical spaces to be covered, and 
the time and travel saved supports more health workers being trained. 

 ✔ Instruction is facilitated with intentionally designed materials supplied directly 
to individual learners. In this course, these are the dIMCI self-study modules; 
they are designed to support distance learning in a way the standard IMCI 
modules are not. 

 ✔ It is primarily a learner-driven model. Learners can organize their own study 
to fit their own work and timetables. 

 ✔ Group learning and mentor support are building into the course design for use by 
learned preference. It is strongly recommended that a learner support system is 
established to provide ongoing tutorial support and supervised practical learning 
during the self-study periods, and after the course is completed.

 ✔ Participants should commit to the significant personal motivation and time 
commitment before the course begins. They must also be encouraged to seek 
support, mentorship, and help when required.
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dIMCI COURSE STRUCTURE
The dIMCI learning structure has several key learning components (Figure 3) 
discussed below. 

1. Face-to-face meetings: one day meetings that bring together facilitators 
and participants to introduce IMCI content, practice in the clinic, and address 
problems from self-study. Meetings usually last about 6 hours, and the generic 
course recommends 3 meetings, with the flexibility to add additional meetings 
as required for incorporating additional modules. Face-to-face meetings should 
examine the previous self-study period, including learner needs and progressive 
assessments.

Figure 3. dIMCI course structure

Work with mentors

Review with study groups

Practice IMCI in clinic, using Chart Booklets and recording forms

Self-study period 1 
(Modules 1 & 2)

Self-study period 2 
(Remaining modules)

2 to 3 months

Orientation
1st face-to-face 

meeting
(today)

Review & practice
2nd face-to-face 

meeting
(1 day)

Final synthesis
3rd face-to-face 

meeting
(1 day)

3–4 weeks 6–8 weeks

2. Self-study modules: dIMCI modules are designed for self-learning and been 
re-written so that they are self-contained modules, e.g. from assess to follow-up 
for a particular main symptom (Box 1). They are designed to be easily adaptable 
and flexible within a course structure depending on national requirements. 
Modules include learning tools like case studies, self-assessment exercises, 
and photo or video exercises and demonstrations. A dIMCI logbook created to 
accompany the self-study modules captures a progressive assessment during 
the course. 

BOX I. dIMCI STUDY MODULES

Module 1. General danger signs Module 6. Malnutrition and anaemia

Module 2. Care of the sick young infant Module 7. Ear problems (optional)

Module 3. Cough or difficult breathing Module 8. HIV/AIDS (optional)

Module 4. Diarrhoea Module 9. Well child care (optional)

Module 5. Fever
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2. Clinical practice and support in home clinic: Participants are guided on 
applying knowledge from the self-study modules in the clinical setting (Figure 
4). Practice arrangements at off-site facilities, like nearby district hospitals, 
might also be coordinated for caseload exposure. They are also encouraged to 
work with mentors previously trained in IMCI (e.g. supervisors, colleagues). 
IMCI mentors were widely utilized during field testing. 

 They are also encouraged to study and practice in groups with other dIMCI 
participants. At the orientation meeting participants will form study groups 
with local participants. Groups are encouraged to practice together and review 
self-assessment exercises. Groups are encouraged to meet weekly during self-
study. Guidance tools for clinical practice and study groups are provided in the 
self-study modules and logbook.

Figure 4. dIMCI model for clinical practice and group work

Participants will be assessed in the course both for their retention of IMCI knowledge 
and skills – conducted in a written and clinical skills examination at the end of the 
course – but also the effort they put into their self-study. This effort is measured at 
each face-to-face meeting by completion of content exercises in the dIMCI logbook, 
and submission of recording forms from their clinical practice.

The dIMCI course also has notable innovations, including: (a) the use of mobile 
phones for course reminders and mentorship or peer learning connections, (b) the 
use of take-home videos for learning signs and practicing IMCI, (c) the use of IMCI 
mentors to help guide study and answers questions, and (d) the use of peer-learning 
through study groups and group practice arrangements, which are an opportunity 
to bring questions, highlight confusions and clarifications, and apply the material 
by teaching colleagues. 
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dIMCI BENEFITS
DIMCI PILOTS
Anticipated benefits of the dIMCI course structure were elucidated during pilots 
and initial scale-up in South Africa (2010), Tanzania (2011), and Zanzibar (2011). 
Over 150 participants were trained during field-testing of the generic modules, 
and some sessions, the HIV module. During field-testing, course feasibility was 
measured both from facilitators and participants. Facilitators were all established 
IMCI trainers with the standard IMCI course. Facilitators anecdotally reported that 
the dIMCI model was quite feasible, and while a different process to adapt to, found 
the course model and outcomes very positive. Participants also provided formal 
feedback in registration forms and evaluations at each face-to-face meeting. This 
feedback especially focused on concerns policymakers and programme managers 
might have in dIMCI scale-up, including ability to complete module content and 
experiences practicing in the clinic alone, with IMCI mentors, and in group study. 

KEY BENEFITS
Several programmatic benefits were highlighted during the field tests.

1. dIMCI is comparatively low resource

dIMCI has significantly lower cost requirements than a residential training model, 
especially given the reductions in human resource requirements, large training 
spaces, accommodations, and other venue costs (Table 1). The table below broadly 
outlines a comparison between budget requirements for the dIMCI and residential 
courses. In South Africa’s field testing and early implementation, the dIMCI course 
was one-third the cost in Rand and human resources; estimated costs per participant 
in dIMCI is about 100 USD. In Tanzania and Zanzibar, the unit cost per dIMCI 
participant is about one fifth of the standard IMCI course; unit cost per participant 
is about 200 USD.

Table 1. Budget line comparisons between standand IMCI and dIMCI courses

BUDGET LINE STANDARD IMCI dIMCI

HR: participants ~11 days out of clinic ~3 days out of clinic

HR: facilitator ~11 days facilitation x 5 facilitators 

3 days facilitation x ~4 facilitators

1 day administration for course director

2 clinical facilitators x 2 hours x 3 days, if required 

Training space 
Facility requires accommodations near to 
training and clinical space

Facility requires single room for meeting and nearby clinic 
for practice 

Accommodation 
and catering

~10 days of room and board for all 
participants and facilitators

3 lunches for all participants and facilitators, if provided

Printing
IMCI chart booklet IMCI chart booklet

IMCI modules IMCI modules

Transport 
Return trip for each participant and 
facilitator

3 return trips for each participant and facilitator



IMCI  DISTANCE LEARNING COURSE | IMPLEMENTATION – INTRODUCTION AND ROLL OUT

14

2. Effective use of participant time

 • Less disruption to clinical and personal life promote participation: the dIMCI 
learning model causes significantly less disruption to clinical work, as it requires 
less than one third of the time out of work required for the standard course. 
The course also causes less disruption to social and family life. As such, the 
course supports participation from those who cannot leave clinics for extended 
periods of time that have not been well targeted in the standard IMCI course, 
despite considerable need (e.g. child caregivers, private practitioners). It is also 
an efficient model for continued learning, for example, those needing refresher 
training after pre-service IMCI, or those needing orientation to significant, 
recent technical updates and new policies.

 • Enables colleagues to train together: standard IMCI courses do not always 
support colleagues training together because clinics cannot relieve multiple staff 
for training at a time. However the dIMCI model allows for multiple batches to 
run in the same area on staggered days, so that participants can group study 
and practice with colleagues, but clinics do not face serious disruptions. This has 
the potential to build collaboration between colleagues and facilities in systems 
strengthening, skills development, and continued education. 

3. Effective use of facilitator time increases training coverage

dIMCI requires about 15–20% of the facilitator time required for the standard 
course. Additionally, it is recommended that facilitators cluster trainings in a local 
area to rapidly train multiple batches in a geographical area (Figure 5). For example, 
Tanzania used parallel sessions – five sessions per district – to achieve up to 85% 
training coverage in a single go. Clustered trainings minimize travel requirements 
for the facilitators. This also significantly reduces facilitators’ orientation and 
planning burden, as they are administering the same content several days in a row.

Figure 5. Clustering trainings for efficient facilitation and peer study.

1st	  face-‐to-‐face	   2nd	  face-‐to-‐face	  	  
10	  May	   11	  May	   12	  May	   15	  June	   16	  June	   17	  June	  

District	  X	  I	  
District	  X	  II	  
District	  Y	  

Mul,ple	  staff	  from	  same	  facility	  
can	  train	  in	  staggered	  batches	  
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dIMCI course design allows for additional facilitator time and resources to re-focus 
on key gaps in health training, namely supervision, follow-up, and monitoring. 
Trainees require support to ensure that IMCI skills are integrated into the clinical 
setting, and quality is high. Facilitators can play a key role in ensuring a more 
comprehensive, long-term, and clinic-based training strategy. As post-course 
monitoring is such an important (yet to date poorly implemented) component of 
IMCI training, this dIMCI guide will include significant resources and best practices 
for providing high quality performance management and on-the-job training. 

4. Promotes facilitator quality

The dIMCI course model, especially if trainings are clustered to maximize training 
outcomes, does not rely significantly on cascade training, which can dilute facilitator 
quality. Instead, the training model builds a core of expert dIMCI facilitators.

5. Sustainability measures of a local training model

Clinical time in home clinic is important for skills application, while also identifying 
local mentors and peer learners that can continue after the course. Participants spend 
nearly all of their clinical training time in a ‘real life’ setting as they practice in their 
home clinics, and not an unfamiliar, non-local facility during residential trainings. 
It is hoped that this will make IMCI implementation and practice more sustainable, 
as problems in the home clinic setting are being identified, and hopefully dealt with, 
during the longer learning period. The course is also designed to help participants 
build mentorship and continued support in their home clinic environment; these 
mentors are intended to help in problem-solving during self-study, observe clinical 
practice, and further support IMCI skills development post-course. 

In the same vein, the dIMCI format allows for multiple participants from a single 
facility or local area without overburdening the health system. This has the potential 
to build collaboration between colleagues and facilities in skills development and 
continued education. The dIMCI mentorship model has the potential to build 
stronger, more local networks of mentorship and collaboration between those 
practicing IMCI. This has strong implications for higher quality care and referral 
systems. The majority of participants in field tests designated IMCI mentors 
(colleagues or supervisors) and study groups were widely used, especially among 
rural participants. 

6. dIMCI produces strong participant performance

Strong performance from participants in dIMCI pilots addressed concerns around 
participant motivation to complete the course, literacy and ability to cope with 
material, and development of core competencies in IMCI. Most participants find 
the page of self-study aggressive, but feasible. Key performance indicators from 
the pilots demonstrated:

■n High course retention: the courses had high rates of retention, despite the 
significant commitment required for self-study and practice. In South Africa’s 
pilots and early course implementation, 81% of total participants starting 
dIMCI completed the full course; several of those needing to drop out had to for 
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unforeseen reasons, and not due to the course. The pilots’ retention rates also 
emphasize the importance of appropriate selection (see Part II).

■n Course assessment demonstrates strong skills recognition and 
knowledge retention: As previously discussed, participants are evaluated by 
logbook completion, clinical practice demonstrated on IMCI recording forms, and 
a written and clinical course assessment modeled off of the standard IMCI course 
assessment. Signs recognition during audiovisual skills stations is uniformly 
strong, an average of 81% scores across pilot sites (maximum 98%, minimum 
42%, standard deviation 10.3). Written examination results show wider spread 
and an overall 68% score (90% maximum, 27% minimum, standard deviation 
12.1). There was little performance difference between participants from rural 
and semi-urban, or clinic and hospital nurses.

■n Post-course monitoring demonstrated use of IMCI skills: South Africa and 
Tanzania dispatched IMCI facilitators and supervisors to conduct post-course site 
visits with minimal warning. During the visit the monitoring team observed case 
management and conducted the IMCI facility support assessment, a caregiver exit 
interview, and a brief interview to capture the participants’ own understanding 
of course outcomes. Visits demonstrated that all participants are implementing 
IMCI and are using the IMCI chart booklet. In South Africa, participants were 
using the national health card to track records and plot growth. Most participants 
showed strong IMCI case management skills. Results in Tanzania demonstrated 
comparable results to the standard IMCI course (Figure 6).

There are not yet comparative assessments of skills and care delivery between 
trainees from dIMCI versus other IMCI course models. Future evaluations can more 
rigorously examine pre- and post-course skills. 

Figure 6. Case management follow-up results comparing dIMCI and standard IMCI participants (Tanzania)
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PART II
Rolling out

dIMCI
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STEP ONE. ORIENTATION
TECHNICAL WORKING GROUP
Establish a technical working group to guide the process of national dIMCI 
orientation and adaptation. 

SITUATIONAL ANALYSIS
This analysis should determine the need for IMCI training in the country, and 
especially help to inform how training can be best targeted. It is recommended 
that this process involve mapping of all health facilities with staff profiles that 
would detail training. This should specify who has not received IMCI training, and 
information on those who have, like the type of training (e.g. pre-service, in-service, 
ICATT) and year trained (to determine need for technical updates). As a health 
systems strengthening measure, this training inventory should be maintained to 
ensure the availability of real-time information on training requirements in the 
country. 

PRIORITIZING TRAINING TARGETS
Prioritizing and targeting training is especially important for resource efficiency and 
impact. A situational analysis should create an inventory on training needs in the 
country. It is necessary to determine criteria for prioritization. Suggested criteria 
for establishing broad training targets include the following. In STEP THREE, more 
detailed planning on sites and participant criteria will be revisited.

Geographic targeting indicators

 ✔ High under-five mortality

 ✔ Burden of death

 ✔ Poor health services access

 ✔ High population and caseloads

 ✔ Low pediatric HIV coverage 

Participant targeting criteria

 ✔ Health worker cadre

 ✔ Paediatric caseload (U5 clinics, health facilities’ paediatric outpatient load)

 ✔ Availability of training opportunities (e.g. staff in isolated areas where skills 
development does not frequently reach) 

 ✔ IMCI training (e.g. never trained, in need of refreshers, confidence building after 
pre-service IMCI)

 ✔ Supervisory role, if any, for health workers with paediatric loads
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FACILITATION
It is important to establish and engage a core national team of facilitators to support 
dIMCI adaptation and create buy-in. Similar to the mapping of IMCI-trained health 
workers in the country, it is important to take inventory on the availability of IMCI 
facilitators. Given the dIMCI model’s reliance on a core group of expert facilitators, 
this inventory can help inform what facilitators are available where, and provide 
key information to determine facilitator quality (e.g. frequency of IMCI training, 
when trained as a facilitator, available feedback on facilitation skills, engagement 
with national child health policy). 
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STEP TWO. ADAPTATION
There are several key considerations for the adaptation of dIMCI. These are outlined 
below.

TECHNICAL CONTENT 
A technical working group should determine technical content to be included in 
the dIMCI course. This primarily involves decision-making around the optional 
modules: ear problems, HIV/AIDS, and care of the well child. The HIV/AIDS module 
requires further decision making around the inclusion of ART initiation at primary 
care levels. Decisions to include technical content should reflect national burden of 
disease evidence and gaps in health worker skills ascertained during supervision 
or the IMCI situational analysis.

TECHNICAL UPDATES
Generic dIMCI materials include the 2012 WHO Technical Updates to IMCI, 
especially in managing cough or difficult breathing, fever, malnutrition, sick young 
infants, and HIV care. A technical working group should determine where national 
IMCI management algorithms and child health policies should be adopted or revised 
accordingly. 

COURSE STRUCTURE
Decisions about dIMCI technical content will inform how the course will be 
structured. The course format is designed to be highly adaptable depending on 
national requirements. The core components of the structure that must be decided 
upon are the following, in order:

■n Sequencing of modules 

■n Number of face-to-face meetings: three face-to-face meetings are recom-
mended, but another could be added in the case of adding additional, larger 
modules like HIV.

■n Number and duration of self-study periods: this is determined by the module 
sequencing and face-to-face meetings. The modules vary by length; most modules 
take about one week to complete, while sick young infant and HIV/AIDS take an 
estimated two to three weeks each. 

■n Mentorship structures and on-the-job training: determine how supportive 
supervision structures or other mentorship arrangements can support 
dIMCI learning. First, this involves determining how dIMCI facilitators will 
communicate with participants during self-study. Second, course structures for 
IMCI mentors and supportive supervision during the course should be designed 
according to national context. Mentors were widely used during field testing; 
most participants selected a colleague or supervisor.

■n Assessment structure: determine how participants will be assessed; 
recommended methods include clinical skills stations, case studies, and a written 
multiple choice exam. It is also necessary to determine what is required for 
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adequate course completion, what participants receive after completion of the 
course, and any incentives for participation.

■n Post-course monitoring: what follow-up will be provided after the training, 
when, for how long, and using what tools. It should also be decided if the 
results from post-course monitoring will factor into a participant’s certificate 
of completion. 

MATERIALS
As previously outlined, the generic dIMCI materials available for national adaptation 
include:

 ✔ Facilitator’s guide

 ✔ Facilitator PowerPoint slide decks

 ✔ Facilitator excel tool

 ✔ Participant self-study modules

 ✔ Participant logbook

National tools that will require revisiting for technical updates include:

 ✔ IMCI chart booklet

 ✔ IMCI recording forms

 ✔ IMCI videos, as available

The generic dIMCI materials are built in a way so that countries can edit country 
specificity directly into them, instead of countries having to convert their standard 
IMCI materials into the dIMCI formats. This minimizes adaptation workload. The 
modules are written very intentionally for adult self-learning, and were field tested 
with very positive results. Countries should not just copy and paste their previously 
written IMCI content into the modules. It is important to maintain the question-
answer format, simple language, and learning aids like self-assessment questions 
and visuals. 

Material adaptations, including some specific requirements for dIMCI, include:

■n Technical updates in study modules, exercises, logbooks, assessments, PPT 
decks, and videos

■n Details on dIMCI design, like course structure, calendars, and module numbering

■n Contextual considerations for case studies and exercises, e.g. local names

■n Language translations

■n Production considerations, e.g. combining or separating modules
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STEP THREE. PLANNING FOR ROLL-OUT 
Drawing upon the situational analysis and training targets established in STEP 
ONE, a scale-up plan must be developed. 

1. SETTING TRAINING TARGETS
As per the situational analysis and national IMCI goals, targets should be established 
for dIMCI scale-up. This will establish parameters to determine the pace and 
breadth of scale-up. Targets should be SMART: specific to dIMCI training for the 
target audience, measurable, attainable given available resources, relevant, and 
time-bound.

2. PRIORITIZATION OF TRAINING SITES
Geographic areas can be prioritized by training need as outlined in the STEP ONE 
situational analysis. 

3. TRAINING CALENDAR AND PARALLEL COURSES
STEP ONE outlined indicators for prioritizing training either geographically, by 
participant, or likely a combination of both. The situational analysis should provide 
data on how many participants should be trained in each area, which will help collate 
requirements for facilitators and a training calendar.

4. REQUIREMENTS FOR FACILITATORS
dIMCI recommends four facilitators for 25–30 participants. Depending on national 
training targets and the established training calendar, facilitator requirements 
must be calculated. Data from the situational analysis on availability of quality 
facilitators in STEP ONE should inform selection.

A core of national expert facilitators should have been established in STEP ONE. 
These expert facilitators should be oriented to dIMCI in a recommended two-day 
session (Box 2). Depending on facilitator requirements, expert facilitators should 
serve as lead dIMCI facilitators in each course, and also train local teams of IMCI 
facilitators on dIMCI. 

The pilot experiences emphasize that facilitators found dIMCI very feasible, 
but that it is quite a different pace and style of facilitation that requires careful 
orientation and planning. There are unique requirements for face-to-face meetings 
(e.g. prioritizing information and not overloading participants, providing quality 
clinical observations given limited interactions). Facilitators must also be trained 
on best practices in communication, mentorship, and support during self-study 
and group study.
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BOX 2. ORIENTATION FOR IMCI FACILITATORS ON dIMCI

DAY 1. Introduction to dIMCI rationale, course structure, materials, and training targets

Re-orientation session on IMCI Technical Updates and relevant national child health policies

DAY 2. Run-through of each face-to-face meeting by section, focusing on key planning issues for 
dIMCI (e.g. presenting information briefly and effectively, clinical practice sessions)

5. SELECTION CRITERIA FOR PARTICIPANTS
dIMCI field testing has emphasized how critical appropriate participant selection 
is for retention rates and course effort. These selection criteria must be made 
clear, and should informed by the situational analysis in STEP ONE. Participants 
should see paediatric patients; the course could also engage nurse managers that 
directly supervise health workers with paediatric caseloads. The field tests also 
emphasized that participants who do not usually have much training exposure or 
regular opportunities for training were especially motivated in the course. Clear 
participant expectations should also be defined, and could require an agreement 
from the participant before he/she is accepted for a place. 

6. ENSURING QUALITY CLINICAL PRACTICE
There are several requirements to ensure quality clinical practice opportunities 
during (a) face-to-face meetings and (b) self-study. Applying course knowledge to 
real-life cases is at the heart of building IMCI competencies. In the course of regular 
clinical practice, participants are likely to encounter many of the health conditions 
and problems addressed in the modules. 

Clinical practice during face-to-face meetings: meeting should be held at 
locations to ensure an adequate caseload of paediatric patients for demonstration 
and individual or group practice. Please refer to the Clinical Practice Guide in the 
annex of the dIMCI Facilitator Guide for practical recommendations on planning 
and facilitating each clinical practice session. 

Clinical practice during self-study: Independent clinical practice during the 
self-study periods is a critical component to dIMCI. There are three primary 
considerations outlined below.

■n Measures to ensure support and mentorship during individual or group 
practice: Facilitators should assist participants in establishing IMCI mentors 
and study groups to support their self-study period. The dIMCI mentorship 
model has the potential to build stronger, more local networks of mentorship 
and collaboration between those practicing IMCI. This has strong implications 
for higher quality care and referral systems. 

■n If supplementary clinical practice is required for additional exposure: 
course planners may choose to make alternate practice arrangements – for 
example, at a nearby referral facility or district hospital – in order to increase 
caseload exposure. Course participants do not often have significant exposure 
to severe illness and sick young infants, not unlike the residential course. 
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Arrangements with larger, but still local, facilities might diversify the caseload 
participants are able to practice with, in addition to the primary level care 
exposure in their home facilities. These arrangements might also be achieved if 
study groups practice together in their various health centres.

■n Monitoring clinical practice to ascertain issues: Each face-to-face should 
also serve as a check-in about who is practicing and using mentors/study groups, 
and how. Participants are requested to submit IMCI recording forms and a 
checklist of clinical signs from their clinical practice periods, which facilitators 
can review during the face-to-face meetings to highlight any issues. Facilitators 
can also provide more direct support during self-study by visits or by distance. 
In South Africa, facilitators arranged an observation visit with each participant 
during the self-study period. Additionally, facilitators could be in direct contact 
with supervisors or IMCI mentors to discuss practice periods.

7. PREPARING LOGISTICS
Given the potentially rapid pace at which dIMCI can be rolled out, meticulous 
planning and logistics preparation is required for high quality, efficiency trainings. 
Several are reviewed below. 

Face-to-face meeting locations: once geographical sites are prioritized, meeting 
locations should be selected that have adequate: (a) caseloads for clinical practice, (b) 
meeting spaces for the group, (c) accessibility for participants, and (d) accessibility 
for facilitators (e.g. accommodations as required).

Local support: this is especially important for preparations for clinical practice, 
and necessary agreement and approvals from the hosting facility (for additional 
details see Clinical Practice Guide, dIMCI Facilitator Guide annex). Additionally, it is 
recommended that participants’ sub-district managers and in-charge supervisors 
be fully notified of the course’s requirements for self-study, clinical practice, 
alternate clinical arrangements, and the specific travel requirements for face-to-
face meetings, including dates and times. A formal letter should be issued on behalf 
of all participants so that all managers are fully aware of course requirements and 
expectations.

Materials production and dissemination: the generic dIMCI materials are bound 
by module for carrying ease. It is also recommended that logbooks be bound well, 
and include the IMCI recording forms for clinical practice, as they are heavily used 
in the clinic. Facilitators will also require the latest printed versions of IMCI chart 
booklets and other recommended materials.1

Using DVD videos: IMCI DVDs are an important learning tool in dIMCI. It is 
recommended that IMCI videos be updated and packaged for the dIMCI course. 
During field tests, participants supplemented reading materials with IMCI DVD 
clips as recommended, and found this very helpful for learning. In South Africa, 
76% of participants regularly used the IMCI DVD distributed to them during the 
first meeting; the large majority used their own DVD players or a friend’s.

1 See meeting checklists in Facilitator’s Guide.
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Using mobile phones: mobile phone technologies play an important role in dIMCI. 
It is recommended that facilitators stay connected to participants and mentors 
(once established at the participant’s practice clinic). Some recommended ideas for 
using mobile phones includes:

 ✔ Facilitators should send regular SMS reminders during self-study periods on 
course timelines to keep participants on track, especially with module reading 
material and logbooks.

 ✔ Facilitators could regularly pose questions to the group – perhaps as a contest 
among participants – on relevant study material. 

 ✔ Facilitators should be available on mobile and SMS for concerns or clarifications 
during practice.

Course budgeting: the dIMCI excel tool provides a budget format for course 
planners to use as a starting point when estimating costs and tracking expenditures. 
Course budgets should also plan for the use of technology in dIMCI, as a less-
traditional budget line when preparing for trainings, including regular SMS and 
mobile communications between facilitators and participants. While course 
budgeting should allocate funding for facilitators, it might also consider that some 
participants will not use mobile phones to stay connected if it is a prohibitive cost, 
as it was in some field test sites.
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STEP FOUR. EVALUATING IMPLEMENTATION 
It is critical to analyze the implementation of dIMCI in order to provide real-time 
information on training quality, efficiency, and coverage, and in order to take 
corrective action. There are several areas for evaluation while implementing dIMCI, 
outlined below.

■n COVERAGE: Percentage of health workers requiring IMCI that have 
been trained

 The situational analysis and SMART training targets set early in the planning 
process should serve as the foundation of this assessment.

■n RESOURCE EFFECTIVENESS: Cost per participant; facilitator hours per 
participant

 This data can especially serve as a comparison for the standard IMCI course 
or other training methods. Indicators require an accurate tracking of course 
expenditures and human resource time.

■n COURSE PERFORMANCE: Health worker marks on course assessments
 Data on health workers’ performance can be analyzed by progressive assessment 

(logbooks) and course assessment (clinical skills and written examination).

■n POST-COURSE PERFORMANCE: Percentage of health workers correctly 
practicing IMCI in clinic

 Post-course monitoring should utilize IMCI course tools, including the facility 
survey assessment. Qualitative data can also be gathered through client exit 
interviews, and the health workers themselves.

■n COURSE ADMINISTRATION: feedback from check-in forms and meeting/
course evaluations 

 At the face-to-face meetings, check-in forms and course evaluations collect data 
the participant experience. Check-in forms collect information on the self-study 
period, for example, time spent on modules and reaction to content, or the use 
of video, mentors, and study groups. The dIMCI excel tool is designed to capture 
the information from these forms and provide data visuals for facilitators’ use. 
Course evaluations provide feedback for the meetings’ content and facilitators. 
These should be reviewed for corrective action in the days’ proceedings.
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