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What is community IMCI?

Community IMCI is one of three elements of the IMCI strategy. Action at the level of the home 
and community is important because the practices of caretakers are critical to preventing 
and treating child illness effectively. Community IMCI delivers child health interventions 
to mothers and children who need them. It does this by improving key family practices to 
better prevent illness in the home, managing illness when it occurs and seeking preventive 
and curative services when necessary. Activities included in community IMCI focus on improving 
availability and quality of health education, community-based services, essential commodities 
and infrastructure. 

Close coordination is needed between community IMCI and the other two elements of IMCI: 
improvements in the case management skills of health workers and in the health system. This 
is because improvements in the quality and availability of health services are required in order 
to support improved care-seeking practices. 1

Elements of community IMCI have been implemented in six countries in the Region: Cambodia, 
the Lao People’s Democratic Republic, Papua New Guinea, the Philippines, Mongolia 
and Viet Nam.

Key points:  Components of the IMCI strategy

IMCI is a strategy for delivering key interventions that prevent and treat the most common causes 
of mortality in children under five years old, including neonatal infections, pneumonia, diarrhoea, 
measles, malaria and undernutrition. IMCI includes the following components:

(1)  Improvements in the case management skills of health workers  

IMCI standard case management guidelines provide a systematic approach to assessing, classifying 
and treating sick children from birth up to five years old including giving appropriate counselling.

(2)  Improvements in the health system required to deliver child health interventions 
effectively

System improvements that are needed in order to provide appropriate case management to 
newborns and children include adequate numbers of trained staff, an adequate supply of medicines 
and other supplies, regular supervision of first-level health workers, high-quality referral care 
and mechanisms for ensuring that those children who need referral are referred properly.

(3)  Improvements in family and community practices

A number of key family and community practices are important to prevent and treat 
the causes of child deaths.1 These include exclusive breastfeeding and complementary feeding, 
use of insecticide-treated bednets, seeking vaccines and vitamin A at the right times,  
recognition of when to seek care for a sick neonate or child and appropriate management of sick 
children in the home. 

1 Hill Z, Kirkwood B, Edmond K. Family and community practices that promote child survival, 
growth and development: A Review of the Evidence. Department of Child and Adolescent 
Health and Development, World Health Organization, Geneva 2004.
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Key interventions for the prevention and treatment of the most common causes of newborn, 
infant and child mortality are available. Child health interventions are treatments, technologies 
and key health behaviours that have been demonstrated to prevent or treat child illness 
and reduce deaths in children under five years old. Criteria for deciding on effective interventions 
include:

(1) Sufficient evidence of efficacy. A causal relationship between the intervention 
and reductions in cause-specific mortality in under-5 children has been established.

(2) Feasible for high levels of implementation in low-income countries.

The WHO/UNICEF Regional Child Survival Strategy for the Western Pacific Region focuses on 
taking to scale an essential package of interventions for child survival.2 These are a subset 
of 23 key child survival interventions reviewed in The Lancet in 20033 and 16 interventions 
for neonatal survival reviewed in The Lancet in 2005.4 All of these interventions have been 
demonstrated to be effective for reducing child mortality and are most efficiently delivered in 
packages (see Table 1).

What are the components of community IMCI?

Community IMCI seeks to deliver child health interventions to mothers and children.  It does 
this by improving key family practices to better prevent illness in the home, manage illness 
when it occurs and seek preventive and curative services when necessary. In order to support 
better family practices, community IMCI focuses on improving:

(1)  Health services in the community by increasing the availability of trained community 
health workers or by strengthening outreach.

(2)  Health promotion and education by developing health education materials, training 
health staff and volunteers and by using multiple channels to transmit messages in 
communities.

(3)  Distribution of essential commodities by establishing systems to deliver affordable 
commodities such as bednets, oral rehydration salts (ORS) and zinc to the lowest level.

(4)  Essential infrastructure by finding collaborative approaches to increasing the availability 
of such key components as clean water and latrines.

2 WHO/UNICEF Regional Child Survival Strategy: Accelerated and Sustained Action towards 
MDG 4. WHO 2006

3 Jones G et al. How many child deaths can we prevent this year? Lancet, 2003, 362:65-71.

4 Darmstedt GL et al. Evidence-based, cost-effective interventions: how many newborn 
babies can we save? Lancet, 2005, 365: 977-988.
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While the health worker training and health systems components of the IMCI strategy usually 
focus on improving facility-based services, community IMCI focuses on the other elements 
required to deliver interventions to families, specifically mothers and children in their homes. 
Importantly, community IMCI also can help improve access to and availability of services 
by training community health workers to provide simple case management. 

Table 1. Intervention packages for child survival

Life stages Universal packages (recommended in all settings) Situational 
additions to 
packages

Pre-
pregnancy

Anaemia prevention 
Iron, folate and deworming

Family planning 
Counselling guidelines on birth spacing 
Distribution of modern methods of contraception

Methods of 
contraception 
offered will vary 
with setting

Pregnancy Antenatal care 
Tetanus toxoid immunization  
Iron and folate 
Birth and emergency planning  
Detection and management of complications  
Detection and treatment of syphilis  
Information and counselling on self-care, nutrition, safer 
sex, breastfeeding, planning for birth spacing 

Sleeping under 
insecticide-treated 
bednets 

Prevention of 
mother-to-child 
transmission of HIV 
(PMTCT)

Delivery 
and 1-2 
hours after 
delivery

Skilled care at birth 
Monitoring progress during labour  
Social support (companion) during birth  
Detection and referral of complications 
Immediate newborn care (resuscitation if required, 
thermal care, delayed cord clamping, hygienic cord care, 
early initiation of breastfeeding) 

Emergency obstetric and newborn care 
Clinical management of obstetric and newborn 
complications 

PMTCT

Postnatal 
and 
newborn 
period

Postnatal care of mother and newborn

Thermal care 
Exclusive breastfeeding  
Hygienic cord care  
Extra care of low birth weight (LBW) infants 
Immunization at birth (Hepatitis B and BCG)  
Prompt care-seeking for illness 
Care of the sick newborn 

PMTCT
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Infancy and 
childhood

Integrated management of childhood illness (IMCI) 
at first-level facilities  
Pneumonia management  
Diagnosis and treatment of malaria 
Oral rehydration therapy and zinc supplementation for 
diarrhoea 
Management of other infections, e.g. ear, skin 
Assessment and management of malnutrition 
and anaemia 
Immunization 
Vitamin A supplementation 
Exclusive breastfeeding, appropriate complementary 
feeding   
Counseling on home care and early care-seeking 
Detection and referral of severe illness

IMCI (referral level)  
Triage  
Inpatient management of severe illnesses 

IMCI (community) 
Detection and referral of danger signs and severe 
malnutrition 
Case management of pneumonia, diarrhoea, malaria 
Counselling on home care and early care-seeking    

Expanded Programme on Immunization (EPI) 
Deliver essential vaccines to infants and young children 

Sleeping under 
insecticide-treated 
bednets 

Prevention of HIV 

What are key family and community practices?

Delivering child health interventions to children who need them require changes in a number 
of family and community practices.  Some are home-based practices and others focus on 
care-seeking outside of the home. 

Key family and community practices have been described by UNICEF and WHO. These are 
based on the minimum set of effective interventions needed to improve child survival and 
promote healthy growth and development. Family and community practices may be grouped 
into four broad categories, summarized in Table 2.



5

Com
m

unity IM
CI

Table 2. Key family and community practices proven to reduce child mortality

Promotion of growth and development

• Breastfeed babies exclusively for six months.
• From six months old, give children good 

quality  complementary foods while 
continuing to breastfeed for two years or 
longer.

• Ensure that children receive adequate 
micronutrients – such as vitamin A, iron and 
zinc – in their diet or through supplements.

• Promote mental and social development by 
responding to a child’s needs for care and by 
playing, talking and providing a stimulating 
environment.

Disease prevention

• Dispose of feces safely, wash hands after 
defecation, before preparing meals and 
before feeding children.

• Protect children in malaria-endemic areas by  
ensuring that they sleep under insecticide-
treated bednets.

• Breastfeed newborns within one hour of birth 
and provide them with appropriate cord care 
and thermal care.

• Prevent mother-to-child transmission of HIV.
• Provide appropriate care for HIV/AIDS- 

affected people, especially orphans, and 
take action to prevent further HIV infections.

Appropriate care at home

• Continue to feed and offer more fluids, 
including breast milk to newborns and 
children when they are sick.

• Give sick newborns and children appropriate 
home treatment for infections.

• Protect children from injury and accident and 
provide treatment when necessary.

• Prevent child abuse and neglect and take 
action when it does occur.

• Involve fathers in the care of their children 
and in the reproductive health of the family.

Care-seeking and adherence

• Recognize when sick newborns and children 
need treatment outside the home and seek 
care from appropriate providers.

• Follow the health provider’s advice on 
treatment, follow-up and referral.

• Take children to complete a full course of 
immunization before their first birthday.

• Ensure that every pregnant woman has 
adequate antenatal care and seeks care at 
the time of delivery and afterwards.

Case example:  Care-seeking for illness in Cambodia

The 2005 Cambodia Demographic and Health Survey found that less than half of children under 
five with suspected pneumonia and about a third of children under five with diarrhoea were 
taken to a health care provider. Caretakers had limited knowledge of danger signs for seeking 
care for their child, and a large proportion of the caretakers sought care from the private sector, 
particularly from unlicensed practitioners and drug sellers. Community workers often lacked skills 
and motivation to promote proper careseeking practices. 

Discussions with community leaders revealed that there were several reasons for poor careseeking 
practices, including a lack of knowledge about when and why to seek care for sick children; limited 
availability of child care services, especially in geographically remote and poor populations; 
limited availability of transportation (remote areas were less likely to have regular transportation 
available); and costs of transportation (even when available, costs were sometimes prohibitive). 

These data were used to help plan approaches to improving careseeking practices. Implementing 
community IMCI has become a high priority in Cambodia. This experience is common in many 
countries in the Region. It is estimated that four of five deaths among under-five children occur at 
home before any contact with the health system.  
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Three training packages are available to support community IMCI in the Region. These 
include sick child case management guidelines for community health workers and counselling 
guidelines on home-based newborn care and well-child care. Each of these packages is 
summarized below.

• Caring for the sick child in the community. These guidelines train community 
health workers to assess and treat sick children two months to 59 months old. They 
are taught to use four simple medicines: an antibiotic for pneumonia, an antimalarial, 
oral rehydration salts (ORS) and zinc tablets. For countries whose policies do not permit 
the use of antimicrobials by community health workers, the materials are available in 
an adapted version that includes the management of diarrhoea at home with ORS and 
zinc and referral of children with signs of pneumonia, malaria and other danger signs.

 Community health workers learn how to:

- Identify and refer children with danger signs

- Treat or refer pneumonia, diarrhoea and malaria

- Identify and refer children with severe malnutrition

- Refer children with other problems that need medical attention

• Caring for the newborn at home. These guidelines train community health workers 
to counsel women during five home visits: two during pregnancy; one on the day of birth 
for home deliveries or soon after the mother has returned home from the health facility; 
and one each on days three and seven after birth. Additional visits on days two and 14 
are proposed for low birth weight (LBW) babies. Counselling cards are used to help give 
key messages to mothers.

 Community health workers learn how to:

- Promote antenatal care and skilled care at birth

- Provide care for the newborn in the first week of life, and in particular, breastfeeding 
promotion

- Recognize and refer any newborn and/or mother with danger signs to a health 
facility

- Provide special care for LBW babies

• Caring for the healthy child at home. These guidelines train community health 
workers to counsel families on practices that they can carry out at home. This counselling 
can be conducted in the home, in a health facility or during other opportunities in which 
the community health worker interacts with families and communities. Counselling 
cards are used to help give messages to caretakers and family members.
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Community health workers learn to promote and support: 

- Infant and young child feeding

- Care for development including age-appropriate play activities

- Prevention of injuries and illness

- Seeking care for illness

What is the role of community health workers?

In many countries in the Region, community health workers are an important part of the health 
care workforce. They are widely accepted and easily accessible since they live in the community. 

Community health workers often are responsible for conducting door-to-door visits and giving 
one-on-one or small-group counselling. With proper training, they can conduct vaccination 
screening, growth monitoring and promotion and can distribute bednets and micronutrients. 
In some settings, they have 
been taught to assess, classify 
and treat diarrhoea, pneumonia 
and malaria and to refer mothers 
and children with danger signs for 
higher level care.  Community-based 
treatment of pneumonia and malaria 
can have significant impact on mortality 
from these conditions since children 
can be assessed and treated early. 
Community-based management of sick 
children and caring for the newborn 
at home have been introduced in 
Cambodia, the Lao People’s Democratic 
Republic, the Philippines and Viet Nam.  

Expanding the role of community health workers requires that a number of programme 
elements are in place, including:

• A system identifying potential community health workers. This should involve 
consultation with local groups such as village committees.  In many countries, methods 
for doing this already have been established. 

• Effective district planning. Ensure that all elements needed to support 
implementation of community activities are put in place and regularly monitored 
and evaluated.

• A training plan for community health workers. The training course and materials 
should be appropriate for the level of education and literacy of the target group. Where 
and how training will be conducted should be outlined.  In some countries, community 
health workers are trained by the government and receive a small salary. 
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level between community health workers and district health workers. In other settings, 
local health facility workers regularly meet with community health workers in their area.

• Essential supplies. Essential supplies required will vary with the roles 
and responsibilities given to community health workers and might include bednets, 
micronutrients, antimicrobials, antimalarials, ORS, zinc tablets, a timing device, a mid-
upper arm circumference (MUAC) strap, weighing scale and rapid diagnostic test kit 
for malaria. Mechanisms for ensuring regular supplies are needed. 

• Appropriate health education materials. Since a primary responsibility 
of community health workers is health education of caretakers and families, they need 
education materials. These should include tested messages based on the key family 
practices written in the local language. Flip charts, counselling cards and posters have 
been used in many areas. If the WHO guidelines for community health workers are 
used, proper use of the counselling cards are included as part of the training.

• Methods for supporting and sustaining performance. In some cases, community 
health workers receive a government salary. Some receive no formal remuneration. 
Nonfinancial incentives have been applied in many settings. These include providing 
community health workers with backpacks, stationary supplies, T-shirts, bicycles 
or motorbikes and community recognition such as assistance with farming their land. 
In some cases, community health workers are allowed to charge small amounts for 
drugs or bednets they distribute.

Case example: Expanding the role of community health workers in 
the Philippines

The Barangay Health Workers (BHWs) form a cadre of community volunteers. Their roles and 
benefits have been defined by the Barangay Health Worker Benefits and Incentives Act of 1995. 

A Barangay Health Worker profiling survey, in 2009, showed that most BHWs performed 
housekeeping chores such as cleaning the health centre, running errands for the health workers, 
fetching water, buying food and opening and closing the health centre. Their contact with patients 
was limited to organizing the queue, taking vital signs (temperature and weight of children), 
accompanying patients to hospitals and assisting in immunization. They had little, if any chance, 
to directly participate in patient assessment and treatment. Although they were expected to 
conduct community home visits, these were rarely carried out. Home visits, when conducted, 
were always in the company of the rural health midwife. 

The introduction of the community case management training for sick children redefined the role 
of the BHW. In the three case management trainings conducted in the Philippines in early 2009,  
BHWs were taught how to assess sick children, identify danger signs, manage children with a 
simple cough (with safe cough remedies) and diarrhoea (with ORS and zinc supplements). This 
training was subsequently rolled out in other provinces. BHWs found new meaning to their role as 
auxiliary health workers. 
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How is community IMCI implemented?

The WHO Regional Office for the Western Pacific developed the Regional Framework for 
Community IMCI in 2003 as a practical tool for getting started on community IMCI. This 
framework uses existing structures and community resources and outlines four areas that 
should be considered in setting up community IMCI activities:  partnerships and linkages, 
community participation, health information and promotion and a means for improving key 
practices. The integration of the three components of IMCI and the elements that contribute 
towards improving key family practices is shown in Figure 1.    

Partnerships and linkages

Child health activities are delivered by forming partnerships with local NGOs, faith-based 
organizations and the private sector. Ideally, activities can be delivered by existing groups 
and individuals such as community health workers, volunteer groups, traditional healers 
and community elders.  Linkages occur horizontally across the health sector by involving various 
stakeholders and vertically by linking communities to district, provincial and national levels. 
This helps mobilize additional resources for community activities and support the formulation 
of policies that encourage community-based programmes. 

Community participation 

Effective community participation means that child health promotion activities are planned, 
implemented and evaluated by communities themselves. A number of community groups such 

Figure 1. Integration of the three components of IMCI
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programming. In many cases, these groups need training and support in order to learn how 
to implement activities on their own. The longer-term benefit of this approach is that local 
ownership is promoted and methods tend to be locally acceptable and more sustainable. 

Health information and promotion 

Improving knowledge and practices of families and caretakers requires that information 
is transmitted effectively. Programmes need to focus on the content of health messages 
and the ways they are delivered. Only those key practices that are known to improve child 
survival, health and development should be promoted.  Techniques that have been proven to 
work in the local setting should be employed. All messages should be field-tested locally. It is 
important that they are culturally acceptable, understandable and presented in an appropriate 
local language. Formative research should be used to determine the most effective channels 
for health education and the most important barriers to changing and sustaining child 
health behaviours. Health promotion strategies need to be tailored to the local population 
and address barriers, if possible. A number of delivery mechanisms are possible, including 
one-on-one counselling, small-group counselling, print media and mass media. The channel 
chosen should be appropriate for the level of education and literacy of the target population.

Means for improving key practices 

A number of factors are needed in order to support community practices. For example, 
improved hygiene and hand washing are possible only when there is adequate 
infrastructure and supplies of water. Supplies of insecticide-treated bednets are needed in 
malaria-risk areas. Community-based supplies of ORS and zinc are needed in areas where 
this is the local policy. In communities where referral of sick neonates and children 
is a problem, community-based strategies for improving referral need to be explored. 
Where possible, community-based resources that are already available, such as women’s groups, 
village committees and local NGOs should be encouraged to support community IMCI.

How is progress with community IMCI measured?

The primary objective of community IMCI is to improve the proportion of mothers or children 
who have received key interventions. Improved intervention coverage is needed in order 
to achieve impact. Coverage measures are measured using population-based surveys. 

Coverage data collected using demographic and health surveys (DHS) and multiple indicator 
cluster surveys (MICS) are available relatively infrequently (3-5 yearly) and cannot be estimated 
for the district level. Therefore, coverage data from these sources often are not available for 
tracking progress. More frequent small-sample coverage surveys, such as the WHO Maternal, 
Newborn and Child Health Household Survey (MNCH HHS), which can be conducted at the 
district level, will be encouraged.  Coverage indicators are summarized in Table 3.
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Table 3:  Coverage indicators for tracking progress with community IMCI5 

Period Intervention Indicator

Neonatal Skilled attendance 
during pregnancy, 
delivery and 
the immediate 
postpartum

Proportion of births assisted by skilled health personnel

Early initiation of 
breastfeeding

Proportion of infants less than 12 months old who were 
breastfed within an hour of birth

Postnatal care visit Proportion of mothers and newborns who received care 
contact in the first two days after delivery 

Infants and 
children

Exclusive 
breastfeeding

Proportion of infants less than six months old exclusively 
breastfed 

Appropriate 
complementary 
feeding

Proportion of infants 6-23 months old who ate solid or 
semisolid foods at least the minimum number of times in 
the 24 hours preceding the survey, according to age and 
breastfeeding status

Micronutrient 
supplementation

Proportion of children 6-59 months old who received a 
dose of vitamin A in the previous six months

Prevention of 
malaria (in high 
malaria risk areas)

Proportion of children from birth to 59 months old who 
slept under insect-treated nets (ITNs) the previous night 

Careseeking for 
pneumonia

Proportion of children from birth to 59 months old with 
suspected pneumonia taken to  appropriate provider

Antibiotic treatment 
for suspected 
pneumonia

Proportion of children from birth to 59 months old 
with suspected pneumonia who received appropriate 
antibiotics

Oral rehydration  for 
diarrhoea

Proportion of children from birth to 59 months old with 
diarrhoea who received oral rehydration therapy (ORT)

Use of zinc for 
the treatment of 
diarrhoea

Proportion of children from birth to 59 months old with 
diarrhoea who received an appropriate course of zinc

Antimalarial 
treatment for 
malaria

Proportion of children from birth to 59 months old with 
confirmed malaria who received appropriate antimalarial 
drugs

Immunizations 
against vaccine 
preventable 
diseases

Proportion of  one-year-old children vaccinated  against 
neonatal tetanus through immunization of their mothers

Protection of one-year-old children vaccinated against 
measles 



12

Co
m

m
un

ity
 IM

CI What are the challenges to scaling up community IMCI?5

Fourteen countries in the Region have implemented IMCI. Community IMCI is usually the last 
component of IMCI to be implemented. 

Common barriers to scaling up community IMCI include:

• Lack of expertise in planning and managing community-based activities at national 
and subnational levels.

• Difficulty coordinating large numbers of NGOs and donors who tend to implement 
community activities in small areas.

• Inadequate financial resources to support training and continuing supervision 
of community health workers including problems sustaining community health workers.

• Large numbers of health education materials and messages produced by different 
organizations and donors which are not always based on key family practices.

Addressing these barriers will require continuing advocacy for community IMCI and increased 
resource allocation for community-based activities. Improvements are needed in training 
and support of community health workers, management of community IMCI by national 
and subnational managers and the formulation of health education messages based on key 
family practices.

Conclusions:  Community IMCI
• Community IMCI is one of three components of the IMCI strategy. 

• Improving intervention coverage requires improvements in key family practices to better 
prevent illness in the home, manage illness when it occurs and seek preventive 
and curative services when necessary.

• Implementing community IMCI includes activities to improve the availability of community 
health workers, appropriate health education materials and essential commodities 
and infrastructure. Implementation requires improved partnerships with existing community 
groups and organizations, improved community participation and better health education 
using tested messages and appropriate delivery channels.

• Community-based health workers play a key role in improving access to and availability 
of health education and case management in communities. A number of programme 
elements need to be put in place in order to support community health workers.

• Standard coverage indicators are used for tracking progress. Small sample household 
surveys such as the WHO Maternal, Newborn and Child Health Survey are recommended for 
collecting district-level data.

• In the longer term, further expansion of community IMCI will require continuing advocacy 
and increased resource allocation for community-based activities. Improvements are 
needed in training and support of community health workers, management of community 
IMCI by national and subnational managers and the formulation of health education 
messages based on key family practices.

5 WHO/UNICEF Technical Consultation on Measuring Progress Towards Child Survival, 
Siem Reap, Cambodia, 23-25 October 2007. 
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