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ABSTRACT 

Research question: To assess the IMNCI implementation in Mehsana district, North Gujarat, 

India 

Objectives: (1) To assess IMNCI implementation in Mehsana districts of Gujarat to strategize 

for accelerating effective implementation. (2) To assess knowledge and skills of health and 

ICDS workers in using IMNCI protocols. (3) To assess support provided by the system to 

frontline functionaries in terms of training, supplies and supportive supervision. (4) To 

identify good practices, gaps and bottlenecks in implementation. 

Methods: It was a cross sectional study carried out in Mehsana district for two days. 

Assessment was done by pretested and predesigned questionnaire prepared by UNICEF. We 

selected Best performing Anganwadis & Subcenters (SC) of five blocks suggested by 

respective Block Health Officer (BHO) & Chief District Health Officer (CDHO) of Mehsana 

District. 

Results: Basic IMNCI training was completed in 70% of Medical Officers (MO), 85.7% of 

Anganwadi Workers (AWW). None of Child Development Project Officer (CDPO) was trained 

in basic and supervisory IMNCI training. Among them 90% confirmed to have increase in 

their skill and knowledge due to this training. Nearly 80% of logistic and drug supply 

according to IMNCI was available at Primary Health Center (PHC) and SC but not at 

Anganwadi Center (AWC). The field workers shows 60% of forms field accurately but during 

observation only 26.3% could assess the child correctly.  

 

Conclusion: Yet the basic IMNCI training in Mehsana district was nearly complete in six of its 

blocks out of nine but practice in the field area was not seen. ICDS supervision and 

coordination were major bottlenecks in the program implementation. 

Key words: IMNCI, anganwadi, under-five children, UNICEF, ICDS 

 

 

 

 

 

 

 

 

 



INDIAN JOURNAL OF MATERNAL AND CHILD HEALTH,2012   JUL – DEC;14(3) 

 

 3 

 

INTRODUCTION 

Annually, over 10 million children in low and middle income countries die before they reach 

their 5
th

 birth day. Seven in ten under-five deaths in such countries are from illnesses such 

as Diarrheal dehydration, Acute respiratory infections, Measles, Malaria and Malnutrition. 

All these conditions can either be treated or prevented.
 (1)

 Children bought for medical 

treatment are often found suffering from more morbid conditions making a single diagnosis 

impossible. Thus, the need of the hour is an integrated strategy that combines the 

treatment of major childhood illnesses with involvement of parents in provision of home 

based care, prevention of disease through immunization, improved nutrition and breast 

feeding. These integrated strategy lead to formation of integrated management of 

childhood illness (IMCI) in 1992 by UNICEF and WHO. It was based on the rational that 

decline in child mortality rate is not necessarily dependent on the use of sophisticated and 

expensive technologies but rather on a holistic approach that combines the use of strategies 

that are cheap and can be made universally available and accessible to all. 
(2)

  

The Indian version of IMCI has been renamed as Integrated Management of Neonatal and 

Childhood Illness (IMNCI). The major highlights of the Indian adaptation are: Inclusion of 0-7 

days age in the program, Incorporating national guidelines on Malaria, Anemia, Vitamin A 

supplementation immunization schedule, Training of the health personnel begins with sick 

young infants up to two months, Proportion of training time devoted to sick young infant 

and sick child is almost equal and interventions are skill based. 
(3)

 

Integrated Management of Neonatal and Childhood Illness (IMNCI) includes both preventive 

and curative intervention. The strategy has the following three components (1) Health 

Worker Component (2) Health Service Component and (3) Community Component. 
(4)

 

In India, IMNCI is a component of the World Bank supported Reproductive Child Health 

(RCH-II) program. It is being implemented through joint efforts of UNICEF, National Rural 

Health Mission (NRHM), Government and other child survival partners.
 (5)

 The training under 

the IMNCI is focused on applied skill development. Around 50% of training time is spent 

among Heath worker building skills by “Hands on training” involving actual case 

management and counseling, the remaining 50% spent in classroom sessions, building 

theoretical understanding of essential health interventions.
(6)

 

 

IMNCI was piloted in six districts from 2002 to 2004. Implementation of IMNCI has been 

initiated in the eleven state and Union territories of India. India has also introduced IMNCI in 

the pre-service curriculum of the Integrated Childhood Development Services (ICDS) 

workers. The training materials for the health workers were also translated in Hindi, 

Marathi, Gujarati and Tamil. 
(7) 

Gujarat is the first state in India to implement IMNCI in the 

entire state in the phased manner after a pilot project in Valsad District with UNICEF 

support. 
(8) 

 

 

Government of India has accepted three newer components in IMNCI, they are Facility-

based IMNCI (F-IMNCI), Sick new born care units (SNCU) and Home based new born care 

(HBNC).
(9)

 

The major challenges before IMNCI are the feasibility of provision of health care using IMNCI 

at sub center and village level by Auxiliary Nurse Midwives (ANMs) and ICDS workers. There 

is also need to evaluate the content, duration and period of training of IMNCI. An 

assessment of the effectiveness of IMNCI was initiated by in 2005 by Government of India 

and WHO. 
(10)

 The districts implementing IMNCI routinely report on the progress of IMNCI 
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training and implementation. Reports from each of these districts were collated, with 

assistance of the state offices of the United Nations Children’s Fund (UNICEF). 
(11)

 

Rapid assessment of IMNCI implementation was conducted in various districts of Gujarat to 

understand effectiveness of the IMNCI program. With the support of the Department of 

Health and Family Welfare, Government of Gujarat and UNICEF, a rapid assessment of 

IMNCI implementation in Mehsana district was undertaken by the team of experts from B. J. 

Medical College, Ahmedabad in December 2011. 
(12)

 

The findings of rapid assessment will give an idea of effectiveness of IMNCI program in the 

district. The report will be helpful in monitoring the IMNCI program and to work forward 

towards removing various bottlenecks. This ultimately makes the under-five childhood 

diseases management better in state. 
(12)

 

 

MATERIAL & METHODS 

Study site and population 
(13)

 

Mehsana district is located in North Gujarat, about 75 kms from Ahmedabad. Mehsana 

district is divided into nine talukas namely Mehsana, Kadi, Visnagar, Vijapur Becharaji 

Kheralu, Vadnagar, Unjha and Satlasan. Mehsana district is home to Asia’s second largest 

dairy ‘Dudhsagar Milk Co-operative Dairy’ and largest commodity market yard ‘Unjha 

Market yard’. Mehsana is the largest producer of lemon and fennel seeds in Gujarat. The 

district has 14 Community Health Centers and 52 Primary Health Centers. There is one Civil 

Hospital in Mehsana and three other Government Hospitals in the district each located at 

Mehsana, Visnagar and Unjha. District is also famous for Becharaji Temple & Modhera Sun 

Temple. 

 

Training 
(14)

 

To accelerate implementation of IMNCI, UNICEF has undertaken rapid assessment in Phase-

1 and Phase-2 districts of Gujarat. Faculties from Community Medicine Department were 

identified to do IMNCI field assessment in the districts allotted to them. They were deputed 

to state level training of trainers (ToT) from 14
th

 to 16
th

 September, 2011 at Ahmedabad 

district health office. The training was facilitated by health specialists, UNICEF Gujarat state 

and Director ICDS Gujarat state India.   

Data collection 

Rapid assessment of IMNCI implementation was done in five blocks of Mehsana district, 

namely Mehsana, Becharaji, Unjha, Vadnagar and Kheralu on 19
th

, 20
th

 and 24
th

 December, 

2011. The survey team included two Assistant Professors, three Post Graduate Students of 

Community Medicine Department and a Regional Child Survival Officer (RCSO) from 

Gandhinagar region. 

Consent and approval 

This study was conducted in partnership of Department of Health, Department of Medical 

Services, Medical Education and Research and UNICEF of Gujarat state, India. The Chief 

District Health Officer (CDHO) of Mehsana district was prior informed about the survey 

details and information required. This message was farther passed on to all Block Health 

Officers (BHO) and Primary Health Center Medical Officer (PHC MO). The participants were 

not told ahead that which particular PHC, SC and Anganwadi Center (AWC) would be 

selected for the assessment. 
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Enquiry process 

In each block, 2 best performing villages were selected for review (Sub-center and 

Anganwadi center). These villages were selected in such a way that they represented each 

block. Field work was done for on the spot assessment of skills and knowledge of Health and 

ICDS workers in selected Sub-centers (SC), Anganwadi Centers (AWC) of the selected village.  

Corresponding PHC was visited to assess inputs, process, supervision system and practice of 

IMNCI by Medical Officer. Health Supervisors and Medical Officers of corresponding PHC 

and Blocks were interviewed to understand the process and inputs for IMNCI 

implementation.  Information was gathered from District Health officer and ICDS officers to 

understand overall performance, salient features and constraints in implementation of 

IMNCI. District Training Centers/Anganwadi Workers Training Centre was visited to assess 

the training system and facilities. 

Details of the places visited for IMNCI implementation review 

Tools used 
(8)

 

Information was gathered through interview and observation, using the following tools. (1) 

Interview schedule for ANM/AWW/Accredited Social Health Activist (ASHA) and observation 

checklist for observing home case assessment and management using case sheets. (2) 

Interview form and record and Logistic review at PHC/ Block (3) Interview schedule for 

interviewing District (Health and ICDS) officers. (4) Observation checklist for Training Centers 

(District Training Centers /Anganwadi Workers Training Centre) 

Data triangulation & analysis 
(8) 

 

To review progress on IMNCI implementation, information gathered through interview and 

observations was triangulated under the following six components: Trainings - 

facility/plans/coverage level, Logistics – drug supply, Logistics – others including stocks, 

Recording and reporting system, Supervision and monitoring system and Observations on 

skills of workers on case management. For depiction purposes, each indicator was given 

color code. Similarly each component was also given a color code based on the progress on 

that item: (1) Achiever (Green = 80-100%), (2) On track (Yellow = 60-80%), (3) Non starter 

(Red = 20-60%) and (4) Problem area (Blue = 0-20%) 
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OBSERVATIONS & RESULTS 

Table I: Training Status of the Health Staff in the district 

 DTC Record Area Visited 

Cadre Number Basic  IMNCI 

Training 

Supervisory 

IMNCI Training 

Number Basic IMNCI 

Training 

Supervisory IMNCI 

Training 

MO+BHO 163 111 (46MBBS & 

65AYUSH) 68.09% 

19 (17.12%) 60 42 (70%) 21 (50%) 

FHS 39 32 (82.05%) 19 (59.37%) 30 27 (90%) 20 (74%) 

FHW 280 240 (85.71%) NA 155 138 (89%) NA 

 

Training of Medical Officers, Health and ICDS supervisors in Basic and supervisory IMNCI is 

very essential for proper implementation of IMNCI program. As per Table I, Basic IMNCI 

Training among the Medical Officers (MO) was found to be 70% which was low compared to 

Female Health Supervisor (FHS) 90% and Female Health Worker (FHW) 89%. Same was the 

situation in supervisory IMNCI training which was 50% and 74% in MO and FHS respectively. 

Table II: Training status of staff in ICDS Department 
 Anganwadi Training Center Record Area Visited 

Cadre Number Basic  IMNCI 

Training 

Supervisory IMNCI 

Training 

Number Basic IMNCI 

Training 

Supervisory IMNCI 

Training 

ICDS 

Superv-

isor 

46 28 (60.86%) 12 (42.85%) 34 26 (63.4%) 15 (57.69%) 

CDPO 13 01 (7.69%) 00 13 NIL NIL 

AWW 1650 1375 (83.33%) NA 966 824 (85.3%) NA 

 

A very good amount of Anganwadi Workers (85.3%) were trained in Basic IMNCI but their 

higher officers like ICDS Supervisors 63.4% were trained. None of the CDPO was trained in 

Basic and Supervisory IMNCI training. (Table II). For the analytic purpose, we have clubbed 

health staff and ICDS staff in two rows and it was found that it was statistically significant 

when compare for basic and supervisory IMNCI training with chi-square (
2
) = 15.86 and p = 

0.0000681 

Table III: Facilities at the Training Centre 
Classroom 3 classroom available 

Audio Visual (AV)-AIDS  Functionally available 

Training material Available  

Equipment Adequate 

Accommodation Not Provided 

Training budget Provided according to IMNCI guideline 

Average cost Adequate  

Ratio of trainer to trainee 1:5 

 

Table III shows there were three classrooms to accommodate 10 to 12 participants. There 

were functional TV and DVD players, chalks and board in each class room along with baby 

dolls, chart booklets and charts displayed in each room. Utensils to prepare ORS solution 

and newborn weighing scale were present. Trainings were non residential because they did 

not have residential facility. Training budget was provided by State Institute of Health and 

Family Welfare (SIHFW) by direct grant and it was as per IMNCI guidelines. Average cost of 

Basic training program Medical officer ` 96,000/30 & other Paramedical Staff ` 92,000/30 

participants. Ratio of trainer to trainee was 1:5. BHOs and Medical officers were trained at 

Medical College, Ahmedabad.  



INDIAN JOURNAL OF MATERNAL AND CHILD HEALTH,2012   JUL – DEC;14(3) 

 

 7 

 

 

Table IV: Status regarding IMNCI training taken by Female Health Workers and Anganwadi 

Workers (n=10) 
No Recalled status Findings    (%) Remarks 

1 Trained Since >24 months 10/10       (100)  

2 Availability of training material  

 IMNCI manual 10/10       (100)  

 Chart booklet 10/10       (100)  

 Photograph book 8/10         (80)  

3 Condition of material 10/10       (100) Used regularly & 

protected by cover 

4 Able to Recall Hospital visit 10/10       (100)  

5 Able to Recall Community visit 10/10       (100)  

6 Able to Recall Video shown 10/10       (100)  

7 Able to Recall Role plays 10/10       (100)  

8 Able to Recall Participation in role play 10/10       (100)  

9 Start practicing IMNCI Immediately after 

training: 

 

9/10          (90) 1 HW started practicing 

after instruction. 

 

From the surveyed areas, all the workers were trained before two years and all of them 

started practicing IMNCI immediately yet material provided to them found useful and easy 

to understand but majority of AWW said that it was difficult to follow in routine (Table IV). 

Table V: Opinion of Health Workers: Difference made after IMNCI Training (n=10) 
Item 

 

No change (%) 

 

Increased to some areas 

(NBC* & child care) (%) 

 

Increased to all areas 

(NBC* & child care) (%) 

Knowledge 0 (0) 1 (10) 9 (90) 

Skill 0 (0) 1 (10) 9 (90) 

Confidence 0 (0) 1 (10) 9 (90) 

Credibility among 

community 

0 (0) 1 (10) 9 (90) 

Work load 4 (40) 2 (20) 4 (40) 

*NBC = New Born Care 

All workers responded that their knowledge, skill, confidence and credibility in community 

had increased but at the same time increased in work load was reported by them depicted 

in table V. 

Table VI: Supply for IMNCI (Equipments & Stationary) (n=10) 
Item  Available and working 

(%) 

Available and not 

working (%) 

Not available (%)  

Infant weighing scale  8 (80) 0 (0) 2 (20) 

Salter weighing scale  10 (100) 0 (0) 0 (0) 

Thermometer 9 (90) 1 (10) 0 (0) 

Timer for resp. count 

(wrist watch) 

8 (80) 1 (10) 1 (10) 

Case sheets / registers  19 (95) 0 (0) 1 (5) 

 

The team reviewed availability of equipments & stationary as per table VI at five SC and five 

Anganwadi in terms of adequacy and specification of its working. There seems to be lack of 

clarity in district health system on procurement of logistics for ICDS worker. These has 

resulted into inadequate or absence of those supplies.  
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Table VII: Supply for IMNCI: Drugs (n=10) 
Item  Available (%) Not available (%) 

ORS packets  8 (80) 2 (20) 

Paracetamol  tab 8 (80) 2 (20) 

Paracetamol  syrup  3 (30) 7 (70) 

Cotrimoxazole tab  9 (90) 1 (10) 

Cotrimoxazole Syrup 1 (10) 9 (90) 

Gentian Violet (GV) Paint  10 (100)  

Iron folic Tab  8 (80) 2 (20) 

Iron folic Syrup 1 (10) 9 (90) 

 

As depicted in table VII, IMNCI calls for major back up of drug supply to treat cases by both 

FHW and AWW. In addition to the drug kit supplied by the Department of Women and Child 

Development, the drugs to AWC were required to be replenished by health Sub-Centre. 

During our visit we observed ‘IMNCI corner’ at all PHC & sub center which was a novel idea 

in this district only which contain all the logistics and drugs at a single corner. 

Figure I: IMNCI Corner: A corner which included all the registers, forms, chart booklet, 

photograph booklet and manual of IMNCI. It also had all the equipments, drugs and logistic 

required as per IMNCI guideline 
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Figure II: Record review of case sheet: last five cases (N=83) 

 
Note: Figures on the bars showing absolute numbers 

As per figure II, complete and accurate forms were filled with range of 57.8% - 74.7% which 

included completeness in terms of classification, management and advice. 18% of the 

workers didn’t fill the part of management and nearly 7% were not able to classify the child 

and gave advice. 

Figure III: Case observation (N=19) 

 

 

Note: Figures on the bars showing absolute numbers 

 

To the contrast observed in reviewed case sheets, figure III revealed that only 26.3% of the 

workers could assess the child appropriately in front of us. Classification and treatment was 

done only by 47.4% and 52.7% respectively. Most of them didn’t give advice and mothers’ 

understanding was not checked. In almost all cases, workers provided specific education 

only when the observer prompted them to do so. Counseling regarding exclusive breast 

feeding was given to all mothers but none accept one assessed the finer part of breast 

feeding like positioning and attachment.  
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Table VIII: Overall skill of workers 
Sr. no Skill of the workers FHW AWW 

1 0-2 months 

2 2months -5 years 

 

When overall skill was summated, FHW were showing good skill in both 0-2 months and 2 

months -5 years children but AWW were poor in performance in both groups (Table VIII). 

Supervision and Monitoring 

The entire block had supervision plan but could not follow it completely due to other 

administrative task. At block level quarterly review meetings were held to assess the 

performance of IMNCI. The reports were compiled and generated data were passed over to 

the district regularly. The district only collected the information for onward transmission to 

the state. Supervision reports were available with them but it did not appear to be a regular 

activity at all level. The role of ICDS supervisor in supervision was nil. 

Discussion 

IMNCI has been implemented in India for about six years. There is limited information and 

evidence on the quality of its implementation, operational constraints and facilitating 

factors and its effectiveness in improving the coverage of key newborn and childcare 

practices and interventions. A large number of workers have been trained on IMNCI in India. 

Compared to the target of implementing IMNCI in 125 districts by 2010, the strategy was 

introduced in 223 districts, of which 73 (32.73%) districts had trained more than 50% of 

their total health workforce. As per the DTC record of Mehsana District, Gujarat state, 

79.46% of Medical and Para medical persons of PHC were trained in Basic IMNCI. As per 

Pavitra Mohan et al, the number of workers trained per year per district ranged from 208 to 

1,285 across different states, with a median of 562. Among them only 3% were MO, 56% 

were AWW and rest were other paramedical staff. Only two states, i.e. Chhattisgarh and 

Gujarat, were able to train more than 1,000 workers per year per district. 
(11)

  

In area visited at Mehsana District, 63.4% ICDS supervisors were trained in basic IMNCI and 

among the AWW, 85.3% were trained in same. In contrast to this information, supervisory 

IMNCI was undertaken by only 57.69% of ICDS supervisors. None of the CDPO was trained in 

IMNCI. 50% of AWW are not aware of the aim of IMNCI training. This shows that during the 

training their vision was not clear. 
(6)

  

In the DTC Mehsana, three classrooms were available with complete training equipments, 

materials and AV aids in them but no accommodation facility was provided to the trainee. A 

study from South Africa shows that their IMCI training was for eleven days. 
(15) 

As per Indian 

guidelines, the IMNCI training program focuses on building of individual skills and includes 

practice sessions in the field and in the hospital. Each training program is run for eight days. 

The training batch is restricted to about twenty four participants with the facilitator-

participant ratio of about 1:5. Frontline community-based workers and auxiliary nurse 

midwives (ANMs) are trained together in basic health workers course which are similar in 

our training center. Supervisors are trained additionally in a two-day course. 
(16, 17, 18) 

same 

guideline is followed in Gujarat. 

In our surveyed population, all the workers were trained beyond the time period of two 

years. All of them knew about the training components and had training material with them 

in good condition. They all were able to recall all the visits, role plays and videos shown to 

them. Similar were the findings of Christiane Horwood et al. They observed that all health 

workers were trained beyond the average time of 32.2 months in IMCI. 
(15)

 WHO 
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recommends that newly trained IMCI practitioners receive follow-up visits from IMCI 

supervisors, starting 4–6 weeks after training, to assist them in transferring their newly 

acquired skills to the workplace. 
(19)

 In the rapid assessment IMNCI implementation 2009, 

Gujarat showed good coverage of training and following training norms. It was also good in 

imparting knowledge and skills and makes the participants recall majority of training 

components. As per this data of March 2011, total 331 MO and 5719 FHW/AWW were 

trained in Gujarat in basic IMNCI. 
(20)

 

Among the area visited 90% of the HW told us that there is increase in their knowledge, skill, 

confidence and credibility in the community due to IMNCI training yet 40% HW told us that 

increase their work load had also increased. In same way, IMCI implementation in South 

Africa has shown to improve the quality of management of sick children. 
(21, 22, 23)

 and IMCI 

trained health workers communicate better with caregivers.
 (24)

 

Salter weighing scale was only instrument available at all the visited PHC, SC and AWC. 

Infant weighing scale, thermometer, timer and case sheets/registers were not available at 

all places. According to a quality assessment done by Prajapati JD in Ahmedabad district of 

Gujarat, IMNCI register/forms (blank), IMNCI module/physician chart booklet and referred 

cards were available only in one out of 10 of selected PHCs and Infant weighing scales were 

present at all PHC. 
(25)

 

When drug supply was assessed, availability was found nearly 80% but required infant drugs 

like Paracetamol syrup (30%), Cotrimoxazole syrup (10%) and Iron-Folic acid syrup (10%) 

were not available in most of the centers. Similar were the findings of Pavitra Mohan et al, 

observed that drug supply was good in Chhattisgarh compared to Gujarat where the 

situation was average. 
(11)

 In a study done in Ahmedabad district shows that tablet 

Cotrimoxazole was available in 7 out of 10 total PHCs while other drugs like Chloroquine 

tablets/syrup, Paracetamol tablets/syrup, ORS packets, Iron-FA tablets/syrup, Gentian 

violet, Vitamin A and Mebendazole were available in all the PHCs with stock of at least one 

week. 
(25)

 Poor availability of logistics and supplies were the major bottlenecks in program 

implementation. The multi-country evaluation of IMCI had strikingly similar findings. 
(26)

 

During survey, when records were reviewed classification was found to be complete and 

accurate in 88% case sheets but the management (62.7%) and advise (57.8%) were not up to 

the mark. When those health workers observed in the field for filling the forms, it was seen 

that only 26.3% could assess the child completely as per the IMNCI guideline. 47.4% could 

classify and 52.7% could treat them accurately. In contrast to our study, Pavitra Mohan 

shows that out of 1,591 health workers who observed across three districts in three states, 

1,302 (81.8%) appropriately classified the children, and 1,271 (80.3%) identified appropriate 

treatment. 
(11)

 Findings of the rapid assessment done in India in 2009 shows that in Gujarat 

the workers were able to assess, classify and treat the child according to chart book but 

counseling and feedback were the lacking points. 
(20) 

In a study done in South Africa 
(15)

 shows that number of HW who assessed more than 80% 

of children correctly were 26% while those who were not able to assess the children 

correctly were 68%. The quality care for the sick children in the three states as per the 

survey done by Pavitra Mohan et al 
(11)

 revealed that 71.9% from Rajasthan, 82% from Bihar 

and 83.3% from Orissa were able to do appropriate classification.  

In our survey, none of the workers assessed the breast feeding regarding its position and 

attachment of the child (accept one FHW). Same were the views of Dongre et al that 

maximum number of mothers had problem in position and attachment of infant to the 

breast. This was a missed opportunity to educate and support mother regarding exclusive 
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BF. 
(27)

 Nyqvist et al recommended education of staff in specific knowledge and skill, ante 

natal information about lactation in the event of pre-term work, reference for mothers’ own 

milk, a family-centered and supportive physical environment and early transfer of infant 

care to parents. 
(28)

 Law et al demonstrated that a 4-h workshop in positioning and 

attachment, intervention using a “hands-off” approach, can increase midwives’ knowledge 

of breast feeding support relevant to the immediate post natal period. 
(29)

 Bhutta ZA says 

that interventions and advice about nutrition, particularly promotion of breastfeeding and 

counseling about complementary feeding, have been shown to substantially improve child 

mortality. 
(30)

 

In Mehsana district we got supervision plans available with all MO of PHC but followed by 

none of them. Poor supervision and monitoring were the major bottlenecks in program 

implementation. The multi-country evaluation of IMCI had strikingly similar findings. In each 

of the countries evaluated, improvement in the performance of health workers was found 

to be ‘strong’. However, the health system strengthening component of the program was 

poorly implemented. 
(26)

 Since the IMNCI program in India is largely dependent on frontline 

workers, supervision of a large number of workers scattered across a large number of 

villages is even more challenging. 
(11)

 Health workers from Tanzania often find it difficult to 

transfer new skills to the work place, and to maintain these skills, especially as IMCI 

consultations take longer. 
(31)

 Implementing and sustaining IMCI follow up after training has 

been shown to be difficult in several previous evaluations of IMCI. 
(22, 23, 32, 33)

 As per El 

Arifeen, supervision has been shown to improve performance 
(22)

 and may also improve 

motivation and job satisfaction. The role of IMCI supervision in IMCI implementation and 

different models for provision of supervision should be investigated further. 
(15)

 

 

Limitations 

 

There are certain limitations of this study. The study was conducted in five best performing 

PHC of Mehsana district and among those PHC only one SC and one AWC was selected. Yet 

the study was based upon rapid assessment perfoma of IMNCI designed and provided to us 

by UNICEF but still the observed workers were less to reflect the assessment of the whole 

district. Despite this limitation, the study provides the evidence and insight of bottlenecks 

and area of improvement in the program performance. 

 

CONCLUSIONS 

 

With the population of sixty million in Gujarat state and having literacy rate of 79%, we have 

crude birth rate 21.8 per 1000 population and infant mortality rate 44 per 1000 live births; it 

is one of the best performing state in health sector in India. Mehsana being one of the 

richest districts with surprisingly lowest infant mortality rate with 13 per 1000 live birth 
(13)

 

was our ground of study. 

IMNCI program is the only one of its kind addressing the need of neonatal and children 

health care in an integrated approach. During the field visit, we found that the IMNCI 

program was not the priority at PHC and also not appreciated by the field staffs 

(ANM/AWW) at SC and AWC.  

Every coin has two faces and likewise the IMNCI program also. There are some gaps in this 

program but the main thing is that there are many positive points in this initiative. 
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Here we are mentioning the major significant findings of IMNCI program as per our field 

experiences. Field staffs (FHW and AWW) were trained in basic IMNCI.   Supervisory IMNCI 

training of BHOs and MO (MBBS) was incomplete. Drugs like ORS packets, Cotrimoxazole 

tablets and syrups, IFA syrup, PCM syrup was not available most of the times at AWC but 

other logistics were available. Photocopy of forms and registers were used at many places 

and done only when required.  At PHC level, many MBBS Medical Officers (MO) were not 

trained for IMNCI so at those PHC, IMNCI practice was not done. At sub centre, forms were 

filled but it seems activity was geared up recently. AWWs were filling the forms but not in a 

routine practice.  Assessment skills need lots of improvements at AWW level. It could be 

corrected by supportive supervision. Advice related to home based care; counter checking 

mother’s understanding was missed by all. Hand washing before assessment of newborn 

was in practice at some places. Supervisory visit plans were prepared by BHO/MO regularly 

but actually supervision was not done as per the plans due to some other workload. Health 

Department supervises the work of FHW and ICDS supervises work of AWWs. But 

supervision at ICDS level was poor. In the survey, findings revealed that there was lack of 

coordination between health and ICDS staff. 
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