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INTRODUCTION
 Every year about more than 10 
million children die before reaching 
their fifth birthday1,2, mostly from 
pneumonia, diarrhea, malaria, mea-
sles and also underlying malnutri-
tion3,4,5,6,7 in developing countries. Out 
of these 10 million, 4 million deaths 
account for neonates (0-27 days)8,9,10 
and remaining 6 million account for 
children between 1 month to 5 years9. 
 Infant and child mortality are 
the signs of inequity and poverty. 
Experience and evidence show that 
rather than focusing on complicated 
and high cost technology, one should 
focus on effective strategy that can 
improve not only this current mor-
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tality situation but also work for the 
betterment of health system as well as 
take into account the traditions and 
beliefs in a community.
 Thus in 1996 World Health Orga-
nization (WHO) and United Nation 
International Children Emergency 
Fund (UNICEF) collaborated and used 
above mentioned findings to develop 
and promote evidence based simple, 
effective, low cost, strategy called In-
tegrated Management of Childhood 
Illness (IMCI)2,7,8,11. This strategy was 
expanded in India and Pakistan as 
well to include all neonates and was 
renamed as Integrated Management 
of Neonatal and Childhood Illness 
(IMNCI)11,12,13. IMNCI is a systematic 

approach to children’s health, which 
focuses on the child as a whole, rather 
than on a single disease or condi-
tion12.
 IMNCI strategy includes preven-
tive and curative plans to reduce the 
child mortality and also work for the 
improvement of health system7.
 A multi country evaluation (MCE) 
for IMNCI began in 19973 to find out 
the nutritional, behavioral and mor-
tality impact of this strategy and also 
measure its low cost-effectiveness. 
MCE-IMNCI included Bangladesh, 
Brazil, Peru, Tanzania and Uganda. By 
the end of 2004, a total of 100 coun-
tries reported having completed a 
national adaptation of the IMNCI case 
management guidelines for first-level 
health facilities.
 South-East-Asia lack socioeco-
nomic and health indicators due 
to which this area accounts for 
one-third14 of world’s mortality of 
neonates and children under age 
of 5 years. Pakistan is one of these 
South Asian countries where IMNCI 
was introduced in 199813. Since then 
a lot of hard work has been done by 
Paediatricians and health workers to 
implement this strategy in the present 
health system.
 Before IMNCI was introduced the 
world mortality rate was very high 
and other strategies were not work-
ing up to the mark but IMNCI made 
a remarkable change in this condi-
tion. Even though IMNCI is a better 
strategy there are still deficiencies in 
its implementation. Health workers 
(Paediatricians, medical officers, lady 
health workers, health technicians, 
and dispensers attached to IMNCI 
implementing facilities) are not 
properly trained and lack knowledge 
about case management according 
to IMNCI protocol.
 The purpose of exposing the 
idea of following the IMNCI strate-
gy worldwide is that it presents an 
opportunity for different countries 
to update the policies for case man-
agement of sick children, because it 
acts as the catalyst for identification 
of substantial weakness in the world. 
Although IMNCI consultations take 
longer, IMNCI has shown to be 
efficient and low cost than routine 
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care in some settings. This study was 
conducted to assess the knowledge 
and practices of health care workers 
regarding IMNCI and availability of 
IMNCI resources like recording forms, 
chart booklets,human resource, Vita-
min A and Oral Rehydrating Salt (ORS) 
at BHUs in District Abbottabad. 

MATERIAL & 
METHODS
 This Descriptive cross-sectional 
study was conducted over a period 
of six months (10th March -9th Sept 
2015) 17 out of 55 (30%) Basic Health 

Units (BHUs) from district Abbottabad 
were selected through systematic 
random sampling from each of the 
two tehsils. All the health care workers 
who were trained in 11 days IMNCI 
training program were included. All 
individuals from a specific health fa-
cility where incharge did not consent, 
were excluded. Those trained health 
workers who refused to participate 
were also excluded. A total of 16 
BHUs and 23 HCWs were studied. A 
structured questionnaire and a check 
list were used for data collection.
 Data were analyzed using SPSS 

version 20. Ethical approval was 
granted by Ethical Committee of 
Women Medical College Abbottabad.

DISCUSSION
 IMNCI is a systemic approach that 
focuses on the health of children. 
This protocol does not involve any 
expensive equipment’s or medication 
that a developing country will not 
be able to afford. It only requires the 
practice and knowledge of the work-
ers in this system6. Majority of the 
trained participants in this research 
were Medical Technicians and only 
few were doctors (Fig 1). Usually 
doctors turnover is more frequent 
than other auxiliary staff because of 
promotions, higher education and 
being influential to join the health fa-
cility or offices of their choice15. More 
than half of the study participants had 
correct knowledge and practice of the 
IMCI protocol. Though very few par-
ticipants could not understand some 
important protocols like diarrhea 
management plan, this could not be 
explained quantitatively but should 
be considered as an important issue. 
If a single person is not able to classify 
and manage a condition, it will put 
many children at risk.
 Along with the assessment of 
knowledge and practice of health care 
workers in different BHUs, we also 
assessed the availability of resources 
in selected sixteen BHUs. Non avail-
ability of Vit A, chart booklets and 
Malaria supervisor were main issues 
identified. Medical Officer (MO) is 
the head of a BHU and his presence 
in working hour is mandatory. Out of 
all BHUs that we visited, MOs were 
present in only 9 BHUs during duty 
time. Chart booklet for IMNCI has all 
the basic information about IMNCI 
like classification and treatment. Only 
eight, BHUs had chart booklets.
 Malaria is one of the diseases that 
is being dealt by the IMNCI strategy 
that is why malaria supervisor should 
be available at all times in a BHU and 
according to our research only six 
BHUs had malaria supervisor. ORS 
is an important part of treatment 
plan for dehydration associated with 
diarrhea .Only twelve BHUs had suffi-
cient quantity of ORS. While sufficient 
quantity of Vitamin A was available 
only in half of the BHUs.

TABLE 1: KNOWLEDGE & PRACTICES OF HEALTH CARE WORKERS 
REGARDING IMNCI PROTOCOL(N=23)

Question/activity Correctly identi-
fied/performed

Failed to identi-
fy/perform

Identification of a danger sign 15 8
Interpretation of Red, Yellow  and 
Green  colors on chart booklet

22 1

Treatment plans for No, Some and 
severe dehydration

14 9

Identification of pneumonia 17 6
Counsels the mother 22 1
Follow up time for Malaria 12 11

TABLE 2: RESOURCES AVAILABILITY AT BHUS(N=16)

Resource detail Yes No
Medical officer present in the BHU at the 
time of Visit

9 7

IMNCI chart booklets available 8 8
Malaria Supervisor present 6 10
Sufficient quantity of ORS 12 4
Sufficient quantity of Vit A 8 8

Figure 1:
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 IMNCI training should be made 
mandatory for the medical officers 
before appointing them in the BHUs 
as they are mostly responsible for 
under five consultations. Also more 
malaria supervisors should be ap-
pointed in BHUs. Refresher seminars 
and workshops on IMNCI for health 
care workers should be held more 
frequently as to keep their knowledge 
up to date.

CONCLUSION
 BHUs are meant to provide primary 
health care that is why basic facilities 
and health care workers fully trained 
in IMNCI should be available in BHUs 
at all time. In our research we ob-
served that among all the health care 
workers of BHUs, medical technicians 
were mostly trained but medical 
officers on the other hand were not 
trained. Availability of basic resources 
and facilities in BHUs were rather sat-
isfactory. In most of the BHUs medical 
officers and malarial supervisor were 
not even appointed.
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