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ABSTRACT

Background: IMNCI guidelines are a simplified system of diagnosis and treatment designed for the use by health
worker with limited training. The aim and objectives of the study was to study the level of awareness about the
concept of IMNCI amongst trained AWWSs and to assess the extent of knowledge and skills of the AWWs regarding
the management after the training.

Methods: A cross sectional study conducted from August 2012 to January 2013. After enlisting all talukas of
Surendranagar district, 5 talukas were selected through simple random sampling. Out of total 833 AWWs of these 5
talukas 774 were interviewed at monthly taluka meeting.

Results: Most of the anganwadi workers were of the age group 31 to 50 years and majority of them were educated up
to secondary level (49.49%). Half of the respondents (57.37%) answered correctly about objectives of IMNCI. More
than half (55.5%) of the respondents did not know the assessment criteria of diarrheal illness. Only 3.3% respondents
knew that only in drawing of chest is a clinical feature of pneumonia. Nearly one third of the respondents i.e., 32.5%
could be able to list out all the clinical features of malaria. Only 8.8% of the respondents could be able to identify
grade 1 malnutrition. Only about 30.9% of the respondents correctly identified anemia in child using standard IMNCI
guidelines.

Conclusions: There are many lacunae in the knowledge of AWWs in the various perspective of IMNCI; there is need
for refresher course within short time period to sustain the knowledge of AWWs for success of IMNCI program.
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INTRODUCTION

Low cost interventions could reduce neonatal mortality
up to 70% if provided universally. Providing quality care
to sick children in middle & low-income countries
including India is a difficult task."

During the mid-1990s, the World Health Organization
(WHO), in collaboration with UNICEF and many other
agencies, institutions and individuals, responded to this
challenge by developing a strategy known as the
Integrated Management of Childhood Iliness (IMCI).2 For

Indian version, IMCI was adapted as integrated
management of neonatal and childhood illness (IMNCI).?

IMNCI aims to reduce death, illness and disability to
promote improved growth and development among
children under-five years of age and target acute
respiratory infections (ARI), diarrhea, measles, malaria
and malnutrition, which are the five main causes of
childhood deaths. The IMNCI guidelines are a simplified
system of diagnosis and treatment that is designed for the
use by health worker with limited training and little or no
lab support with this endeavor the present study has been
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conducted to know the knowledge among trained
anganwadi workers.*

The aim and objectives of the study was to study the level
of awareness about the concept of IMNCI amongst
trained AWWSs and to assess the extent of knowledge and
skills of the AWWs regarding the management after the
training.

METHODS

The present study was a cross sectional study conducted
from August 2012 to January 2013. After enlisting all
talukas of Surendranagar district, 5 talukas were selected
through simple random sampling for the study. (Sayla,
Limbdi, Dhranghdra, Muli and Wadhwan).

The study was done by using pretested semi structured
proforma among all anganwadi workers of 5 talukas who
have received basic IMNCI training. Out of 833
anganwadi workers 774 were interviewed at monthly
taluka meeting and remaining 59 anganwadi workers
were either absent during this meeting or submitted
incomplete questionnaire.

RESULTS
Table 1 show that most of the anganwadi workers were of
the age group 31 to 50 years and majority of them were

educated up to secondary level (49.49%).

Table 1: Age and education status of the anganwadi

workers.

Age Group No. of trained AWWs |
Number Percentage

20-30 108 13.94%
31-40 275 35.53%
41-50 268 34.63%
51-60 123 15.90%
Education status ~ -----
Primary 153 19.76%
Secondary 383 49.49%
Higher secondary 138 17.83%
Graduation and above 100 12.92%
Total 774 100%

Nearly 20 % of the workers were educated up to primary
level which could act as a barrier to any program
implementation (Table 1).

When the trained respondents were asked about the
objectives of the IMNCI more than half of them (57.37%)
answered correctly about its objectives.

About 11.88% and 30.75% knew that training is to
decrease the less than 5 mortality rate and neonatal
mortality rate respectively (Table 2).

Table 2: Knowledge of respondents about the
objectives of IMNCI.

Objectives of IMNCI  Frequency Percentage |
To decrease under 5 92 11.88%
mortality rate

To decrease neonatal 238 30.75%
mortality rate

Both of above 444 57.37%
Total 774 100%

Regarding the knowledge of assessing the serious illness,
80.7% of anganwadi workers were correctly able to
classify the illness by recognizing the three clinical signs
of serious illness. About 9.6% and 9.7% respondents
could classify the illness into no infection and mild
infection respectively.

Table 3: Knowledge of anganwadi workers regarding
the following questions (0- 2 months old child).

Question Frequency Percentage |

In 0-2 month’s old baby - ----
when there is convulsion,

increased respiratory rate,

and in drawing of chest, it is

a clinical feature of which?

Mild infection 75 9.7%
No infection 74 9.6%
Probable severe infection 625 80.7%

When do you give first
dose of Cotrimoxazole in
0-2 month’s old child?

Probable infection 352 45.4%
Severe diarrhea 200 25.9%
All of above 222 28.7%

In 0-2 months old baby
suggestive of diarrhoea,
which examination do you

carry out

Look for consciousness 44 5.6%
and general condition of

baby

Frequency of diarrhoea 314 40.6%
and skin pinch

Examination of eyes 71 9.3%
All of above 345 55.5%

When 0-2 month is old baby ----
has difficulty in breast
feeding what you will do?

Look for general condition 21 2.71%
Look for sucking of baby 57 7.38%
Look whether baby is 175 22.60%
properly attached to

mother or not

All of above 521 67.31%
Total 774 100%
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Table 4: Knowledge of anganwadi workers regarding
disease prevented by immunization in 0-5 year old
child.

Which disease can be

prevented by
immunization in children?

Frequency Percentage

Tuberculosis 31 4%
Polio 33 4.3%
Measles 11 1.4%

Diphtheria, whooping

38 4.9%
cough, tetanus
All of above 661 85.4%
Total 774 100%

When their knowledge was assessed regarding the
administration of first dose of Cotrimoxazole in 0-2
month’s old child, (Cotrimoxazole 80 mg Trimethoprim
and 400mg Sulphamethoxazole) 28.7% of respondents
correctly answered when to give first dose of
Cotrimoxazole.

Regarding their knowledge about clinical features of
diarrhea, nearly half of them i.e. 44.5% correctly was able
to identify all the clinical features of diarrhoeal illness
and more than one third of respondents (40.6%) believed
that frequency of diarrhea and skin pinch are important
clinical features. More than half (55.5%) of the
respondents did not know the assessment criteria of
diarrheal illness. Remaining 5.6% and 9.3% believed that
general condition of baby and examination of eyes were
important findings for the diarrhea respectively (Table 3).

When they were being inquired about knowledge related
to breast feeding problems, about 67.31% of the
respondents replied that they will look for general
condition, sucking of baby and whether baby is properly
attached to mother or not. However 22.60% respondents
replied that they will look for whether baby is properly
attached to mother or not and 2.71% replied that they will
look for general condition (Table 3).

When they were asked about diseases which could be
prevented by immunization, 85.4% of respondents could
correctly name all the six disease (i.e. tuberculosis, polio,
measles, diphtheria, whooping cough, tetanus) (Table 4).

When AWWs had been asked about the clinical features
of pneumonia, 62.9% of respondents had mentioned all
the clinical features. Only 3.3% respondents knew that
only in drawing of chest is a clinical feature of
pneumonia.

Nearly one third of the respondents i.e., 32.5% could be
able to list out all the clinical features of malaria and
more than half of the subjects (56.8%) believed that fever
is the only presentation in case of malaria while 5.7% of
respondents believed that convulsion in child is
presentation of malaria (Table 5).

Table 5: Knowledge of anganwadi workers regarding
the following questions (2 months-5 years old
children).

Percentage

Questions

What are the clinical
features of pneumonia in
2 months to 5 years old
child?

Breathlessness and

. . 193 24.9%
increased respiratory rate

In drawing of chest 26 3.3%
Cough 69 8.9%
All of above 486 62.9%
What are the clinical

features of malaria in 2

months to 5 year old
child?

Unconsciousness in child 39 5%
Convulsion in child 44 5.7%
Fever 440 56.8%
All of the above 251 32.5%
What examination do you

carry in case of 2 month

to 5 year old child with
malnutrition?

On examination chilq 123 15.9%
seems to be malnourished

Examination for pedal 27 350
edema

To decide degree of

malnutrition from growth 275 35.6%
chart

All of the above 349 45%
On the growth chart when

child marking of weight

for age is below the fourth
curve it’s an indicator of?

Grade 1 malnutrition 68 8.8%
Grade 2 malnutrition 20 2.6%
Grade 3 malnutrition 62 8%
Grade 4 malnutrition 624 80.6%
According to IMNCI

training to diagnose

anaemia which
examination you will

carry out in child?

Examinations of eye 125 16.1%
Examination of tongue 91 11.7%
Examination of palm 238 30.9%
Examination of blood 320 41.3%
total 774 100%

45% of the respondents could be able to correctly
mention all the task needed for the assessment of
malnutrition while more than one third of the respondents
i.e. 35.6% believed that plotting on growth chart is
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sufficient and minority of them (3.5%) believed that
examination of pedal edema is necessary (Table 5).

Majority i.e. 80.6% of the respondents correctly
identified the grade 4 malnutrition from growth chart,
while only 8.8%, 2.6% and 8% of the respondents could
be able to identify grade 1, 2 and 3 malnutrition
respectively (Table 5).

Table 6: Association between educational status of
anganwadi workers and the need for refresher course.

Educational Yes No Total
status

Primary 118 (77.1%) 35 (22.9%) 153 (100%)
Secondary 282 (73.6%) 101 (26.4%) 383 (100%)
ey 118 (855%) 20 (145%) 138 (100%)
secondary

Graduation 87 (87%)  13(13%) 100 (100%)
Total 605 (78.1%) 169 (21.9%) 774 (100%)

When their knowledge was assessed regarding the
identification of anaemia in a child using IMNCI
guidelines, about 30.9% of the respondents correctly
identified anaemia in child using standard IMNCI
guidelines while 16.1% of the respondents believed that
examination of eye is necessary and 41.3% believed the
examination of blood is necessary to establish the
diagnosis (Table 5). Statistically significant association
seen between educational status of anganwadi workers
and need for refresher course (Table 6).

DISCUSSION

In the present study 69.25% of anganwadi workers at
anganwadi centers had their education level below higher
secondary level. This could be the barrier to success of
IMNCI program at any place. The study done by Sunder
Guijaral et al shows that anganwadi workers educated up
to higher secondary or above did well in supplementary
nutrition, growth monitoring, vitamin A prophylaxis,
health check-up, and immunization.” In our study more
than 40% of anganwadi workers were not aware
regarding objectives of IMNCI training, this shows that
during the work their vision is not clear; it could be due
to low level of education.

Regarding the knowledge of assessing the serious illness,
80.7% of anganwadi workers were able to correctly
classify the illness by recognizing the three clinical signs
of serious illness (Table 3). Similar findings were
obtained in a study done by united republic of Tanzania,
ministry of health, which shows that 64% of community
health workers correctly classified the severe category of
illness in children.®

The correct assessment of dehydration by anganwadi
workers was 45% in the study done by V. Kumar et al ’
on assessment of the effect of training on management of

acute diarrhea in primary health care setting, which is
consistent with present findings' The similar finding had
obtained in the study carried out in Kenya by Jane M
Kelly and Osama.?

When their knowledge was assessed regarding the
problems of breast feeding, 67.31% of the respondents
gave satisfactory answers and mentioned correctly about
possible examination to be carried out (Table 3). This is
consistent with findings of Dr. Gilbert Burnham which
shows IMCI trained workers correctly asked for breast
feeding problems in among 58% beneficiaries.’

When anganwadi workers were asked about diseases
which could be prevented by immunization, 85.4% of
respondents correctly answered all the six disease i.e.
tuberculosis, polio, measles, diphtheria, whooping cough,
tetanus (Table 4). Above findings are consistent with
study done by Kapil U et al (Knowledge, attitude and
practice of anganwadi workers with respect to
immunization, growth monitoring & supplementary
nutrition. ™

Regarding the knowledge of clinical features of
pneumonia, in present study 62.9% of the respondents
had correct knowledge (Table 5) while the study done in
Kenya, shows 65.1% CHWSs could correctly assess the
clinical features of pneumonia during the first
evaluation.® It is evident that anganwadi workers should
look for all the clinical features and signs because
inadequate examination leads to wrong categorization
and it leads to wrong treatment and adverse outcome
(Table 5).

When their knowledge was assessed regarding the
clinical features of malaria, nearly one third respondents
i.e. 32.5% could be able to answer all the clinical features
of malaria. Majority of them i.e. 56.8% believed that
fever is the only presentation in case of malaria, therefore
it must be clear from the above findings that even after
the training majority of health workers’ concepts
regarding the presentation of malaria were not clear due
to their routine mind-set.

In the present study 35.6% of the respondents believed
that usage of growth chart were sufficient and minority of
them believed that presence of pedal edema (3.5%
respondents) was sufficient to diagnose malnutrition in
child (Table 5). As PEM is a great burden for India, this
superficial knowledge could be less reliable.

When anganwadi workers knowledge was assessed
regarding the identification of the malnutrition grade by
using growth chart, 80.6% of the respondents correctly
identify the grade 1V of malnutrition while identification
of low grade of malnutrition seems to be difficult by them
(Table 5). The findings in our study are consistent with
study of Kapil U et al.*°
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The study done by J Amaral et al in Brazil shows that
health workers assessment task for weight checked
against growth chart is 77.5% which is also consistent
with our findings.™ The study Gilbert Burham shows that
IMCI trained health workers checked children’s weight
against growth chart 82% of the times correctly then the
non IMCI trained workers.” The study done by D.
Chattopadhyay (Knowledge and skills of anganwadi
workers in Hoogly District West Bengal) shows that
60.9% of anganwadi workers had average skill regarding
growth monitoring.*

Only 11.7% and 16.1% of the respondents knew that for
the diagnosis of the anaemia, examination of tongue and
eye are necessary respectively. This clearly showed lack
of adequate knowledge even after training. Weber MW et
al showed in his study that pallor of the conjunctiva,
tongue, palm and nail beds was 66% sensitive and 68%
specific.’®

CONCLUSION

From the present study it is evident that there are many
lacunae in the knowledge of AWWSs in the various
perspective of IMNCI. For better implementation of
IMNCI in the community following recommendations
should be followed.

e  For raising awareness in the community, health care
workers at all levels should be well trained for
knowledge and skill.

e To sustain the skill of AWWs for success of IMNCI
program there is a need for refresher course within
short time periods.

e There is also a need for supervising their work at
field level frequently.

e Finally, community participation has a key role in
successful implementation of any program which
should not be overloaded.
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