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Executive Summary
Background:
Department for International Development (DFID), Government of UK assisted Sector Wide Approach to
Strengthen Health (SWASTH) project is being implemented since 2010 with the aim of bringing significant
improvements in health and nutrition status of people in Bihar. It has been designed for convergent actions
primarily from three service delivery departments of Government of Bihar - the Department for Health and
Family Welfare (DoHFW), Social Welfare Department (SWD), and Public Health Engineering Department
(PHED).
One of the project’s key purposes is achieving “increased use of essential health and nutrition services
especially by poorest people and excluded groups”.

While the WHO and Unicef supported IMNCI

programme at the national level aims at improving the health and nutrition outcomes; the SWASTH project’s
purpose is to support the state government for identifying the strengths and weaknesses of the IMNCI
strategy and providing suggestions for strengthening this strategy.
With this purpose, a study was conducted by “Centre for Health And Resource Management” (CHARM),
Patna, under the guidance of Bihar Technical Assistance Support Team (BTAST); appointed by DFID to
critically review the community level actions supported by service providers (AWW and ANM) that have
taken place as a result of launching the intervention of IMNCI programme and completing training inputs.
Methodology:
The study was undertaken in four districts of Bihar – namely Vaishali and Bhagalpur (good performing
districts), and Purnea and Banka (slow performing districts) under IMNCI programme. These districts were
selected based on the performance indicators like training progress, supply of equipments and medicines,
recording and reporting system, supervision and monitoring, and skills of workers on case management.
Multistage random sampling was done to select 2 blocks from each district and 4 Health Sub Centres and 16
Anganwadi Centres from each block. Total of 4 districts, 8 blocks, 32 HSCs and 128 AWCs constituted the
universe of the study.
The review was undertaken in five steps. The details are given in the methodology section.
The study questions were chosen to review current status of IMNCI programme in the districts. The
caregivers of children 0-36 months were interviewed and focus group discussions were held with them to
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understand their experience, support received and perceived changes in their decisions for treatment of sick
children. Structured interviews were conducted with service providers at the grass root (AWW/ANM) and
block level (Health/ICDS Supervisors) to assess the understanding of their roles in initiating actions at the
community level and motivation to carry out the tasks.

Key Findings:
The study results indicate that at the policy making level the actions of Health department and ICDS
Directorate have found some degree of convergence. Collaboration has occurred in many forms including
cost sharing, joint planning, training and implementation, shared responsibilities for logistic and technical
support, and community mobilization.
The impact of the IMNCI program at the community level has not been as desired. This is the evinced
through the fact that utilization of health services and improvements in home based care has not shown any
significant improvements. One of the factors that explain this could be ineffective training inputs. However,
other contextual factors are not conducive to the final achievement of IMNCI. The factors are highlighted
below:
Household level awareness of IMNCI
During review it was found that the awareness of IMNCI services at the household level is extremely low.
The community does not consider AWWs and ANMs to be competent health service providers, especially
when it comes to provision of care for sick children. The mothers and other caregivers consider these front
line health workers as immunisation service providers only. Poorly equipped IMNCI sites, both in terms of
supplies and equipments, have further eroded the confidence of the community among the front line
workers.
Most of the caregivers are not aware of the general danger signs of sick children or do they know the signs
when to return immediately to AWWs or health facilities for follow up if the children are sick. Most of the
caregivers admitted that they hadn’t learnt any thing on home based care of sick children from the primary
health service providers (AWW and ANM); as a result of which they were compelled to go to higher health
facilities for treatment of their sick children. This in itself has eroded the credibility of the ANMs and AWWs,
among families in the communities.

Experience of caregivers with service providers during illness of children
Around 85% of families in the communities are unsatisfied with the performance of service providers (ANMs
and AWWs). Overwhelmingly the caregivers have negative perceptions while describing their experience
with the service providers. Poor service at facilities, non availability of medicines and behaviour of service
providers were cited as the cornerstone of their negative experience with the service providers. The services
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from VHNDs are not being availed by majority of caregivers when the children are sick since they are not
aware of VHND services.

Community level services:
Medicines were not available in most of the IMNCI sites; no medicine was found at 15 out of 32 HSCs and 85
out of 128 AWCs reviewed. The beneficiaries didn’t see any point in visiting the health facility where
medicines are not being provided. On the number of children requiring emergency transfer to higher facility
has increased but at the same time non availability of free ambulance services has also gone proportionately
high. These factors are proving a major deterrent to the successful implementation of IMNCI programme.

Community involvement:
PRI members have not been involved in at any stage of IMNCI implementation. They were neither invited to
orientation meetings, nor involved in planning and reviewing IMNCI activities.

Motivation level of service providers:
The motivation level of ANMs and AWWs was found very low. The fact that study team could review only
150 case sheets at HSCs and 493 case sheets at AWCs against the planned review of 160 and 1280 case
sheets due to poor updating of records was evidence enough. This analysis threw light on the motivation
level of service providers. The fact is that home visits and mapping of sick children are not being practiced by
majority of ANMs and AWWs. Filling of case sheets of sick children ranks the lowest on the priority list of
service providers.
On the point of record keeping of patients’ forms and case sheets, it has been noticed that the practice is
grossly insufficient. Only seven out of 150 case sheets reviewed at Health Sub Centre level were found to be
complete and accurate. Accuracy in classification, management and follow up and advice are also far from
prescribed/expected standard.

Credibility of service providers:
The credibility of service providers among beneficiaries is deplorable. The mothers and other caregivers
don’t have faith in the abilities of service providers to treat their sick children. The caregivers are generally
not aware that they should take their children to HSC or AWC in case of illness. The household level
awareness on IMNCI is extremely poor.
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Institutional arrangements:
The institutional arrangements under IMNCI programme for service delivery for the sick children are good in
few districts reviewed. VHNDs are being used for treatment and referral of sick children in some places.

Convergence:
Lack of convergence between Health and ICDS departments at the district and block level has affected the
program operations management. For example, it was observed during the study that none of the DPOs
were aware of training backlogs and most of them were not aware of the plan for orientation meetings on
IMNCI trainings in their districts.

Capacity building:
Without establishment of a mechanism for periodic monitoring and strengthening technical skills, one time
training of health workers in IMNCI has not been adequate enough to raise their knowledge and skills on
child health to the desirable level. Quality of training and absence of technical supervision has also affected
the care and management of sick children.

The recommendations in the light of the findings:

1. Active involvement of district and block level ICDS functionaries in the operations management of
IMNCI programme is essential and strongly recommended.
2.

The Health Department and ICDS Directorate should initiate the process of developing messages on
key family behaviours and disseminate them jointly at the community level through a multimedia
channels.

3. Block administration should prepare roster for the frontline health workers to do home visits and
mapping of sick children regularly with 10% validation of these activities as part of supportive
supervision from ICDS and Health supervisors.
4. The good practice like community participation observed during VHND at many IMNCI sites

in

Kasba block of Purnea district should be replicated.
5. Similarly, PRI members should be engaged in supporting the implementation and periodic review of
IMNCI programme at the Gram Panchayat level meetings after thorough orientation.
6. The enforcement of a policy guideline enacted to monitor replenishment of medicines periodically at
the IMNCI sites managed by the front line workers.
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7. The local government should also guarantee equitable free ambulance services for emergency
transfer of sick children to the hospitals.
8. NRHM, ICDS and Development Partners should ensure follow–up training and continued capacity
building during monthly project and sector review meetings and strengthen supervision of the
health facilities where IMNCI is implemented.
9. Orientation of ASHA on IMNCI interventions, posting of trained additional ANM and MHW at the
IMNCI service sites and implementation of performance based financial incentive approach are
recommended.
With some simple and practical steps in the recommended direction can orchestrate better convergence and
there by better results in achieving “improved health and nutrition outcomes” in the state.
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I.

Introduction

Every year more than 32.5 lakhs children die in India before they reach their fifth birthday (source- Registrar
General of India 2005). The most common causes of infant and child mortality in India including Bihar are
poor peri-natal conditions, acute respiratory infections, diarrhoea, malaria, measles and malnutrition.
Neonatal mortality contributes to nearly 43% of infant deaths and most of these deaths occur during first
week of life.

Causes of deaths in children under 5 years
in India, 2005

www.cghr.org/child

Figure 1
While infant mortality has decreased in Bihar from 68 (NFHS II) to 57 (NFHSIII), neonatal deaths still contribute
about 43 percent of deaths among infants. According to NFHS 3, Bihar is the only state in India where the fertility
rate is increasing (from 3.7 in 1999 to 4.0 in 2006), and where there has been an increasing proportion of
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underweight children below five years over the past seven years, presently estimated to be about 58 percent (as
against 43 percent for India).

Breast-feeding immediately after birth is the first critical link in the chain of infant feeding and
nutrition practices that contribute to reduced neonatal and infant mortality. Data from NFHS 3
also reflects that in the state of Bihar, breastfeeding within one hour was initiated in 4 percent
of infants, which reaches 30 percent within a 24 hour period. Also only 28 percent infants of 0-6
months are exclusively breastfed.

To respond to this challenge a strategy known as Integrated Management of Neonatal and Childhood Illness
(IMNCI) was initiated. IMNCI guidelines target children less than 5 years old. The guidelines take an
evidence-based approach to case management that supports the rational, effective and affordable use of
diagnostic tools and drugs. The strategy also addresses aspects of nutrition, immunisation, new born care
and other important elements of disease prevention and health promotion.

The strategy includes three main components- i) improvement in the case management skills of health staff,
ii) improvements in the overall health system required for effective management of childhood illness, iii)
improvement in family and community health care practices. In addition, home visits to houses of all
newborns

for counselling to mothers on prevention of diseases through exclusive breastfeeding and

essential home based care are critical to IMNCI package.

State Initiative:
IMNCI has been implemented through government’s RCH and ICDS programmes in 24 districts of Bihar state
of India in a phased manner after a pilot in Vaishali district in 2005 with focus on bringing an integrated
approach to curative care of major neonatal and childhood illnesses through skills-based training provided to
frontline service providers, based on the premise that most neonatal deaths can be prevented by community
based interventions delivered through grass-root workers (AWW, ANM, ASHA). IMNCI was scaled up in five districts
in phase one during 2007, ten districts in phase two during 2008, eight districts in phase three during 2009, and
two districts in phase four during 2010.

Under IMNCI project, front line health workers (ANM/AWW) undertake home visits for all newborn to teach
the mother ways to prevent illness through exclusive breastfeeding and essential newborn care. At these
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visits, mothers are also taught to recognise illness early and seek timely care. This entire package is referred
to as Community IMNCI (C-IMNCI).

A Model of IMNCI impact
IMNCI
Introduction/
Planning

Improved drug
availability,
supervision, other
health system
improvements

Training of health
workers/follow up
visits

Family and
community
interventions

Improved quality
of care in health
facilities

Improved household
compliance/care

Improved care seeking,
increased utilization

Improved
health/nutrition

While the state government was planning to take up the third phase of expansion, it was felt that a
rapid assessment be conducted in selected phase I and II districts to understand effectiveness of the
implementation processes and thereby strengthen its expansion. Hence, in consultation with the
Department of Health and Family Welfare and Women and Child Development Department, a rapid
assessment of IMNCI implementation was undertaken by a team of experts with support of Unicef, Patna
between July and September 2010. The major thrust of the review was to look at the training status in
terms of facility/plan/coverage level, supply and logistics of equipments and medicines, recording and
reporting system, supervision and monitoring, and observation on skills of workers on case management. The
review findings of IMNCI implementation shared by local office of Unicef are to some extent alarming and
need attention to address the issues of huge backlog of planned training, high vacancy of supervisory
staff, poor replenishment of IMNCI drugs at AWC level, non reporting of IMNCI indicators in ICDS MIS, and no
mechanism for third party validation for assessing the program quality.
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DFID assisted Sector Wide Approach to Strengthening Health (SWASTH) project In Bihar has been
operationalised recently in Bihar takes a holistic approach to health within a sector reform framework. It
will support both policy level as well as community level implementation. Since the national WHO-UNICEF
supported IMNCI also aims to improve health and nutrition outcomes at community level, SWASTH will
review IMNCI mainly to find out the best practices that can be scaled up as well as weaknesses that should
be addressed before attempting large scale community health initiatives. SWASTH interventions have been
designed for promoting community receptiveness and responsiveness to the system.

With this understanding, the a study was conducted by Centre for Health And Resource Management
(CHARM) under the guidance of Bihar Technical Assistance Support Team (BTAST) under SWASTH
project to find out the good practices, facilitating factors and barriers to community outreach and
care under IMNCI project.

In order to better analyse these effects, the study focussed on four districts of Bihar where IMNCI is
implemented. Two districts chosen, namely Vaishali and Bhagalpur are good performing districts under IMNCI
strategy and the rest two districts chosen - Purnea and Banka are laggard districts.
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II.

Objectives
II.1. General Objective
The overall objective of the study is to find out the community level actions that have taken place as a result of
launching the intervention and completing training inputs.

II.2. Specific Objectives
1. Assess household-level awareness of IMNCI; support and experiences during illness of infant/ child
post intervention;

2. Assess the process of induction into the program operations; facilitating factors and barriers in
translating their training into actions; motivation level among service providers (AWW and ANM)
and their credibility among the community.

3. Find out the process initiated for sustenance of the IMNCI initiatives.
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IV. Methodology
The methodology of the study was planned in different stages. The study questions were chosen to review
current status of IMNCI programme in the districts to understand the progress made against plan, the
mechanism for ensuring quality of training and follow up, key lessons learned and good practices of training
and also draw inferences for level of management difficulty in implementing IMNCI and its sustainability by
interviewing the managers and key implementers at district and block level.
(See Annexure 1 for details of methodology)

Caregivers of children 0-36 months were interviewed with the help of semi structured schedules to
understand their experience and support received and perceived changes in their decisions for
treatment of sick children. Focused Group Discussions were held with the caregivers of children 036 months to find out the knowledge about various services under IMNCI, to assess the utilisation
of services under IMNCI, and to find out the major factors responsible for low utilisation of IMNCI
services.

Structured interviews were conducted with service providers at grassroots level (AWW/ANM) and
block level (Health/ICDS Supervisors) to assess their understanding of their roles in initiating actions
at the community level, the facilitating factors/barriers and their motivation to carry out the tasks.

Through semi structured interview schedules the PRI members were interviewed to understand
their roles and responsibilities in improving IMNCI services and how they can contribute in getting
better these services.

Multistage random sampling was done to select 2 blocks from each district and 4 HSCs and 16
AWCs from each block. Total of 4 districts, 8 blocks, 32 HSCs and 128 AWCs constituted the
universe of the study.
(See Annexure 2 for the list of selected block PHCs and HSCs)
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Immediately after the training and pre testing of tools, four teams of data collectors collected data
for a period of 16 days (from 20th August to September 2011). During the assessment 128 FGDs
were held and 640 caregivers were interviewed (5 caregivers from each village).
(See Annexure 3 for the session plan of the training)

The obtained responses were modified as numerical data and calculated in scores for further
statistical analysis. Qualitative data was entered in SPSS-12.0 version with appropriate statistics to

achieve the objectives of the study. Then the content analysis was used to interpret the findings.
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V.

Findings
This section presents the findings related to the process of induction into the programme
operations; facilitating factors and barriers in translating their training into actions and motivation
level among service providers along with their credibility among the community. It was followed by
assessments of household level awareness and support and experience during illness of infant/child
post IMNCI intervention. Finally the process initiated for the sustenance of the IMNCI initiatives was
examined.

V.1. Assess induction process, factors in translating training into action
V.1.1. Assessing Induction Process

Information was elicited from District Nodal IMNCI Officer at Civil Surgeon’s office, District Child
Survival Officer of UNICEF, District Programme Officer (ICDS) at district level and Medical Officer In
Charge, PHC and Child Development Project Officer at the Block level through semi structured
interview schedules to assess the induction process of IMNCI initiatives.

(See Annexure 4 for profile of districts and blocks reviewed)

V.1.1.1. Trainings
At the time of the enquiry in August 2011 a total number of 888, 1367, 2765 and 3314 ANMs/AWWs
have been trained respectively as against the planned number of 1006, 3104, 1439 and 3505 in
Banka, Bhagalpur, Purnea and Vaishali districts . Almost all district level officials said that the ratio of
facilitators and trainees was 6:24, but for the DPO, Banka who said that the ratio was 8:30. Last
training was held in January, March, April, and August 2011 respectively in Bhagalpur, Vaishali ,
Banka and Purnea districts.

There was training backlog in all the districts according to District Nodal IMNCI Officers and District
Child Survival Officers of UNICEF. Surprisingly all the DPOs were not aware of training backlogs in
their districts. All the district level officials said that it will be completed soon. The district officials
suggested that there should be a yearly calendar of training to complete the training backlogs. So
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that trainings are held at regular and fixed interval. To improve the quality of training it was
suggested at some places to appoint a Nodal Officer for training.

District monitoring bodies are present in all the districts reviewed. Child Survival Officers, UNICEF,
monitor the trainings. District Programme Manager, Health, and DPO Vaishali district said that they
do not know about any district monitoring body. The district monitoring bodies, according to district
level officials, monitor the trainings in clinical settings and during community visits.

District orientation meetings on IMNCI were held in Banka, Bhagalpur and Purnea districts. None of
the district level officials knew about such orientation meeting in Vaishali district neither DPOs of
Bhagalpur and Purnea district were aware of any orientation meeting on IMNCI. District magistrate,
District Nodal Officer IMNCI, District Child Officer, UNICEF, DPO, CDPOs, MOICs, and
Lady Supervisors participated in the Orientation meetings. Last orientation meeting was held in
March, November, December 2010 and March 2011 in Purnea, Banka, Bhagalpur and Vaishali
districts.

Feed back from facilitators of training and observation of training assessment format is used for
ensuring quality training programmes in Bhagalpur and Vaishali districts. The district officials in
Banka district enumerated the methodologies of the training like use of Video films, Flip charts and
role plays to ensure quality training programme. District IMNCI coordinator, Purnea said that by
monitoring of training they ensure quality of training.

Different mechanisms are being used for providing hand holding support to trained workers in the
field. Child Survival Officer, UNICEF helps the front line health workers in filling up the feed back
forms. Medicine supply is maintained well in Bhagalpur district. Child Survival Officers, UNICEF,
CDPOs, MOICs, Lady Supervisors review filled in registers and motivate front line health workers in
some of the reviewed blocks. Referral of sick children is encouraged in Vaishali district. Weekly
IMNCI clinic is held in Kasba block of Purnea district on every Tuesday. These initiatives have brought
marginal improvement in sick children seeking health care at IMNCI sites.

District IMNCI Nodal Officer is mainly responsible for implementation of trainings. Supervision of
trainings on IMNCI is carried by Civil Surgeon, ACMO and District Child survival Officer. They are
supported by District Health Manager, CDPOs and Lady Supervisors in some places. Civil Surgeon
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decides the date and venue for the trainings. District Magistrates are involved in some districts in
implementation of the trainings.

There is a structured recording format that is used for recording and reporting of the trainings. Filled
in pre test and post test formats are used in Purnea district
MOICs,

CDPOs

and

Lady

Supervisors opined that refresher

for reporting.
(See Annexure 5 for the reporting format of the training on IMNCI)

trainings should be held and
monitoring of the trainings should

Some of the MOICs, CDPOs and lady supervisors suggested

be regular to improve the training

to hold the training at block level for better time

on IMNCI.

Similar views were

management. Many among the Lady Supervisors and few

expressed by District Child Survival

CDPOs suggested that training on IMNCI should also be

Officer, UNICEF of Purnea and

imparted to them. Giving monetary incentives to service

Vaishali .

providers will improve the training according to DPO,
Bhagalpur and MOIC Jalagarh. District Child Survival

Officer, UNICEF, Bhagalpur told that the quality of facilitators should be ensured during the trainings.
He suggested that mock tests of facilitators should be held to assess their quality of facilitations.

V.1.1.2.

IEC Activities

Purnea is the only district under review where no IEC efforts have been made for spreading the
awareness on IMNCI services. In rest of the three districts Tin Plate display board was the most
commonly used IEC activity. Publicity through mike is done sometimes in Goraul block of Vaishali
district. Prabhat pheri and information dissemination on Take Home Ration day during VHND is
practiced in Sultanganj block of Bhagalpur district. Meetings of Mahila Mandal are used as platform
to spread the message on IMNCI in Bhagalpur district.

V.1.1.3.

Factors facilitating the transfer of knowledge and skills into actions

Supportive monitoring by district and block level officials was reported as one of the important
facilitating factors in transfering the knowledge and skills into actions in Bhagalpur and Banka
districts. Clinical sessions conducted in the field during training were mentioned as a facilitating
factor in Banka district. Self motivation among the service providers is crucial for transfer of
knowledge according to officials in Vaishali, Purnea and Bhagalpur districts.
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V.1.1.3.

Factors inhibiting transfer of knowledge and skills into actions

Use of IMNCI trained staff in other activities inhibited transfer of knowledge and skills into actions
according to District IMNCI Nodal Officer, Bhagalpur and CDPO, Pirpainti block. MOICs of block PHCs
of Vaishali district and District Child Survival Officer, Vaishali said that the heavy work load on front
line health workers is an impediment in transfer of knowledge into actions. Lack of administrative
support was cited as another inhibiting factor by Lady Supervisors. Quite a few respondents (13/48)
offered no comments on the aforesaid issue.

V.1.1.4.

Budget of IMNCI trainings

The financial support has been outlined for
IMNCI programme. A budget of Rs 24,64,76,040
and

Rs

79,80,000

has

been

earmarked

respectively for HW trainings and TOTs for the
year 2011-12 in Bihar. A sum of Rs 27,43,000
and 22,32,200 has also been earmarked for
follow up-supervision training and mobility
support.

The amount of money being spent on
training of frontline health workers has not
added much value to the performance and
the motivation of ANMs/AWWs to address
the issues of infant mortality and child
malnutrition. The caregivers of sick children
don’t have confidence in the skills of health
workers in seeking treatment.

V.1.2. Motivation of ANMs and AWWs

V.1.2.1. Completeness and Accuracy in classification, Management & Advice/Follow up
In

order

to

assess

the

motivation

of

ANMs/AWWs, the case sheets/registers of the
ANMs/AWWs were reviewed to find out the
completeness

and

also

the

accuracy

in

One time training of frontline health workers
is inadequate for building their skills and
attitudes to address the issues of infant
mortality and child malnutrition.

classification, management and advice/follow
up.

In 13 of 32 HSCs either no entry was made in the case sheet/register or no register was available
with the ANM. In all districts the entry of all children visiting the HSC was not maintained in the
register. 150 children’s entry in the registers was reviewed and only seven entries were found to be
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complete. Entries in none of the case sheets were found to be complete in Purnea and Banka
district. No entries were made in any of the columns in 24 case sheets starting from classification to
management and advice/follow up. For determining the completeness it was reviewed whether all
the columns, relevant to the age of the child in the case sheet were filled up or not. In more than
one third cases the columns of management and nearly half of the cases the columns for
advice/follow up on the case sheets were not filled.
(See Annexure 6 for patient forms/ case sheets)

Figure 3
Case sheets were reviewed for the accuracy in classification, management and advice/follow up.
One fifth of reviewed case sheets were found to be accurate in classification, nearly one fourth were
accurate in management and little less than one third were accurate on advice/follow up.
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Figure 4
Overwhelmingly, the completeness and accuracy was
found better in Bhaglpur district as compared to other

Only 6 out of 150 case sheets reviewed
were both complete and accurate, out
of which 5 were from Bhagalpur and
one from Vaishali district.

three districts.
ANMs were not motivated enough to make entries in the case sheets. Even among those who have
tried to fill up the case sheets it was not complete in most of the cases. The fact that most of the
ANMs faltered on accuracy in classification, management, advice/follow up, raises doubts about the
quality of training on IMNCI.

In nearly half of AWCs (62/128) either no entry was made in the case sheet/register or no register
was available with the ANM. In all the districts, the entry of all children visiting the AWCs was not
maintained in the register. Less than one fourth of the entries reviewed were found to be
complete; 493 children’s entry in the registers was reviewed and only 115 entries were found to be
complete. For determining the completeness it was reviewed whether all the columns, relevant to
the age of the child in the case sheet were filled up or not. No entries were made in the columns
under classification; management and advice/follow up of majority of cases.

Figure 5

23 | P a g e

Study on Community level actions in IMNCI programme in Bihar

Case sheets were reviewed for the accuracy in classification, management and advice/follow up. The
completeness and accuracy was found better in Bhaglpur, followed by Vaishali district. Banka and
Purnea districts were the worst performer.
Case sheets were found to be inaccurate in almost all entries reviewed under classification,
management and advice/follow up in Purnea and Bank district.

AWWs motivation level was much lower to that of ANMs. The accuracy in classification,
management, advice/follow up was extremely poor – a reflection on quality of IMNCI training being
imparted to frontline health workers.

V.1.2.2.

Home visits by ANMs and AWWs in case of newborn child

Less than half of ANMs (15/32) told that they undertake home visits during first week of life in case
of newborn child with birth weight 2.5 kg or more and none of them make prescribed number of
home visits (supposed to make 3 home visits-on 1st, 3rd and 7th day- in case of home delivery; and 2
home visits- on 3rd and 7th day-in case of institutional delivery). While all the 8 ANMs in Bhagalpur
district and 7 out of 8 ANMs in Vaishali district said that they make home visits, none of the ANMs
from Purnea and Banka undertake home visits after the birth of a newborn. Less than one third of
ANMs (10/32) make home visits during first four weeks of life in case of newborn child with birth
weight less than 2.5 kg and only one among them make prescribed number of home visits (supposed
to make 6 home visits-on 1st, 3rd, 7th, 14th, 21st, and 28th day- in case of home delivery; and 5 home
visits- on 3rd, 7th, 14th, 21st, and 28th day-in case of institutional delivery).
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Figure 6
Little over half of AWWs (69/128) make home visits during first week of life in case of newborn child
with birth weight 2.5 kg or more and only two of them have made prescribed number of home visits
(supposed to make 3 home visits-on 1st, 3rd and 7th day- in case of home delivery; and 2 home visitson 3rd and 7th day-in case of institutional delivery). Only 18 out of 128 AWWs made home visits
during first four weeks of life in case of newborn child with birth weight less than 2.5 kg and only
two among them have made prescribed number of home visits (supposed to make 6 home visits-on
1st, 3rd, 7th, 14th, 21st, and 28th day- in case of home delivery; and 5 home visits- on 3rd, 7th, 14th, 21st,
and 28th day-in case of institutional delivery).

Very few ANMs and still fewer AWWs make home visits and provide support to mother and
newborn babies on the day of delivery. While little over one fourth of ANMs (9/32) and less than one
fifth of AWWs (24/128) undertake home visits on the day of delivery in the reviewed HSCs and
AWCs. Six out of eight ANMs in Bhagalpur, two in Vaishali and one in Banka said they make home
visits on the day of delivery, none of the ANMs in Purnea district have made home visit. The
performance of AWWs in making home visit was little better in Bhagalpur (12/32) as compared to
other districts reviewed.

Frontline health workers claimed that they are so burdened with activities at the facilities or
attending outreach sessions in case of ANMs, that they don’t have enough time for making home
visits. AWWs further complained that they have to fill up too many registers on regular basis. The
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supervisors in Health and ICDS departments too don’t insist on home visits by frontline health
workers.

V.1.2.3.

Preparing and sending monthly report by ANMs and AWWs

Nearly three fourth of the ANMs (23/32) prepare and send monthly reports to PHCs in the reviewed
districts. In the districts of Vaishali (8/8) and Bhagalpur (7/8) almost all the ANMs send monthly
reports but this is practiced by only half of the ANMs in Purnea (4/8) and Banka (4/8) districts.

Figure 7
More than half of AWWs (70/128) do not send monthly reports. Vast majority of AWWs in Bhagalpur
district (27/32), half of AWWs in Vaishali district (16/32) are sending monthly reports. Preparing and
sending monthly reports in Banka district is very poor (2/32) and poor in Purnea district (13/32).
Interestingly the reports from AWCs are usually sent to CDPO office and not to HSCs.

V.1.3.

Increased credibility among families

Front line workers – ANMs and AWWs were reviewed for their credibility among the families of
beneficiaries of IMNCI services.

V.1.3.1. Mapping of sick children
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Only a few ANMs (2/32) and none among the AWWs undertake mapping of sick children so that they
can plan priority home visits for counselling, referral and follow up. Once again the common refrain
of the service providers was paucity of time. The fact that most of them don’t do home visits, and
map sick children.

V.1.3.2. Health seeking behaviour of families of sick children

Not all families in the reviewed districts do seek treatment from ANMs and AWWs if their children
fall sick. Thirteen out of 32 ANMs and 61 out of 128
Non availability of medicines at
Angan Wadi Centres and Health Sub
Centres was one of the most
important reasons for families not
seeking treatment from ANMs and
AWWs for their sick children. The
communities don’t have confidence in
the competence of AWWs in treating
the sick children.

AWWs informed that families of the sick children seek
treatment from them.

Even a couple of ANMs admitted that the families
don’t have faith in their ability to treat their sick
children. Lack of infrastructures at HSCs and AWCs was
yet another reason for the families not to visit HSCs

and AWCs. Few AWWs told that the communities don’t trust the efficacy of the medicines supplied
by the government and thought it to be ineffective.

Majority of ANMs and AWWs told that the families prefer to visit a private doctor if the child falls
sick (24/160). Few of them (8/160) said that they go to higher government health facility like
PHC/District Hospital/Referral Hospital in such case. Unqualified rural medical practitioner was
another option available to the families, said few of the ANMs and AWWs.

The most of the caregivers of sick children usually don’t visit AWCs or HSCs for treatment. Merely in
eight villages out of 128 the caregivers acknowledged visiting AWCs or HSCs for the treatment of
their sick children. Vast majority of respondents preferred visiting private health facility/service
providers since they are available at the need of hours. In 30 out of 128 villages the families of
beneficiaries accepted that they visit rural medical practitioners for the treatment of sick children.

V.1.3.3. Treatment of sick children
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More than half of the ANMs (18/32) and two third of AWWs (90/128) don’t provide medicines for
the treatment of sick children because they don’t have it at their facilities. Six out of eight ANMs at
Banka claimed that they provide all drugs under IMNCI protocol to children. None of the ANMs from
any where in the review district said that they provide all drugs to the children, although eight out of
32 ANMs said that they provide few drugs to sick children. Only eight AWWs out of 128 said they
provide all drugs, of which seven AWWs belonged to Goraul block of Vaishali district. Nearly one
fourth of AWWs (30/128) said that they provide few medicines only.

Figure 8
Only two ANMs and two AWWs said that they ensure all medicines for sick children. Half of ANMs
(16/32) and two third of AWWs (85/128) said they can not guarantee medicines for sick children.
Rest of them said that they ensure few of the medicines.

No medicines were available in four HSCs in Jalalgarh block of Purnea district and all the 32 AWCs
reviewed in Barahat and Amarpur blocks of Banka district. Nearly half of HSCs (15/32) and more
than two third of AWCs reviewed did not had a single medicine at the facilities. The availability of
medicines was best in HSCs and AWCs in Vaishali district. All but one HSC (7/8) and three fourth of
AWCs (16/24) had few medicines in Vaishali district.
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Figure 9
On physical verification of stocks of medicines at facilities it was observed that Paracetamol and ORS
were the most commonly found medicines. Paracetamol and ORS were available at 16 and 13 HSCs
and at 40 and 28 AWCs respectively. Mebendazole was not available at any of the 32 HSCs and
Albendazole was avialble at only one HSC. The availability of medicines both at HSCs and at AWCs
was much better in Vaishali district as compared to other three reviewed districts. Availability of
medicines was very poor in Banka and Purnea districts.

Figure 10
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Figure 11

V.2. Assessment of household level awareness of IMNCI and experience
and support provided during illness of child
One hundred twenty eight FGDs with the care providers of the beneficiaries and 640 In-DepthInterviews with parents were carried out in 128 villages in eight blocks of four districts under review
to assess the household level awareness of IMNCI and experience and support provided during
illness of infant/child post intervention. HSC was located in the villages of less than half of the
respondents (301/640). The distance of PHC from the villages of the respondents was more than 5
km in two third cases, of which for nearly one third respondents the distance varied between more
than 10 km to 25 km.

V.2.1. Assessment of household level awareness
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V.2.1.1.

Assessment of household level awareness on IMNCI project

In 120 out of 128 villages where FGDs were held, the care providers of the beneficiaries said that
they are not aware of any special initiative taken
by AWW and ANM for improving child care
services at AWC and HH level. During IDIs similar
response was echoed by overwhelming number
of respondents (551/79). Most of the caregivers
at household level were not aware about the
health services available from ICDS/Health subcentres, AWC as service delivery point and
services at household level for sick children. They
had least knowledge about post discharge

The knowledge of caregivers on home
management of sick children was very
poor. In barely 10 villages out of 128
villages they were aware of the home visits
by ANMs and AWWs. Even lesser number
of villages (8) was conscious of the fact that
ANMs and AWWs should undertake home
visits to provide treatment, counselling and
referral if the children are sick.

services for the sick children.

Figure 12
The respondents, among those who were aware of IMNCI initiatives, said that counselling (51),
health check up (47), making home visits (24) and providing medicines (17) to sick children were the
common services rendered under IMNCI.

Vast number of the care givers was not aware that they should take their children to AWC or HSC in
case of illness. Only in 18 villages the communities were aware that they should visit AWCs or HSCs
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in case of a child falling sick; whereas the respondents in 32 villages said that they do not know
where to go.

V.2.1.2. Awareness level of caregivers of the general danger signs and home care during illness
Much less than half of the respondents (274/640) among the care givers told that they are aware
when they should take their sick children to health facilities. None of the respondents knew the
important danger signs necessitating visit to health facilities.

Figure 13
During review of filled up case sheets for completeness and accuracy it was noticed that the columns
of advice/follow up for treatment was either not filled or was inaccurately filled in vast majority of
cases. It goes on to show that proper counselling of caregivers is not in vogue by service providers
while treating sick children.

The most common symptoms that warranted visit to a health facility, according to caregivers,
includes high fever (186), cough and difficulty in breathing (184), diarrhoea and blood in stool (164),
vomiting every thing (104), and not able to drink and breastfeed (43).
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Figure 14

Most of the respondents (515/640) denied that they have been benefited from AWWs or ANMs on
home based care in case a child is sick.

Figure 15
Amongst those who were benefited by front line health workers on home based care, majority of
them (89) referred to giving increased fluid or ORS in case of diarrhoea. Few of them also mentioned
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about continued breast feeding (19) if the child is sick and frequent small feeding if child is having
diarrohea (6).

Many caregivers did not know the signs for when to return immediately to AWW or health facilities
(Health Sub-Centre, PHC etc). Little over one third respondents (242/640) are aware of the signs
when a sick child under treatment should return immediately to AWW or health facilities (Health
Sub-Centre, PHC etc). Breathing related problem, child being very sick, blood in stool and drinking
less or breast feeding less were the signs and symptoms identified by the caregivers to return
immediately to a health facility.

V.2.2. Assessment of awareness level of caregivers of the general danger signs and home care
during illness
Maximum of the care givers (312/640) was not aware of general danger signs of sick children. The
general danger signs include not able to drink or breastfeed, vomiting everything, diarrhoea and
blood in stool, cough and difficult breathing and high fever. Largely the caregivers were familiar that
they should take their sick children to AWC or a health facility if children are having high fever (186),
cough and difficult breathing (184), diarrhoea and blood in stool (104) and vomiting everything
(104). A handful of respondents (43) mentioned that when an infant/child is not able to drink or
breastfeed, he should be taken to a health facility.

Scores of families of beneficiaries (515/640) of IMNCI have not learnt a thing from
AWW/ANM for home based care when the child is sick.

The home based care of a sick child include-continue breast feeding, give increased fluid (home
made/ORS) during diarrhoea for children > 6 months and frequent feeding with small quantity.
Most of the caregivers who have learnt about home based care of sick child mentioned that
they give (86) increased fluid and ORS to a child with diarrhoea. A small number of
respondents also referred to continued breastfeeding (19) and frequent feeding with small
quantity (6) as a home based measure of sick child.
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V.2.3. Assessment of support mechanism from ANM/AWW provided during illness of
infant/child
Very few caregivers (91/640) acknowledged that
support was provided by AWW and ANM when the
child was sick. The commonest support provided by
ANM/AWW was giving medicine and nutrition (47),
advised referral (36), listened carefully the condition of

Except for five villages in Bhagalpur
district, no where the families of the
beneficiaries mentioned that AWWs
or ANMs make home visit after
discharge of the sick child from the
health facility.

child’s health and asked questions (34), gave ORS in
case of diarrhoea (24).

Figure 16
Providing referral cards and counselling at the time of referral, examining the child health, follow-up
visits after discharge from the health centre and counselling on kangaroo care and watching
progression of child’s health was practiced by very few ANMs and AWWs. During FGDs the care
givers in two villages said that a slip of paper is provided as referral card. Follow-up visit after
discharge from the health facility was not practiced at all, and in solitary case Cotrimaxazole was
given during transit in case of diarrhoea by ANMs or AWWs. During FGDs it came out very strongly
that ANMs and AWWs don’t make home visits if the child is sick. Caregivers in just seven villages out
of 128 villages mentioned about home visits by front line health workers if the children are sick.
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V.2.3.1.

Credibility of ANMs and AWWs

Majority of caregivers of the sick children (327/640) accepted that AWW/ANM is available with the
communities, but less than one fourth amongst them considered AWW and ANM are capable of
providing treatment and follow-up of sick children..

Figure 17
The caregivers have no trust in the knowledge of AWWs and ANMs when it came to seek treatment
for their sick children. In more than half of villages (67/128) the caregivers cited this to be most
important factor for low utilisation of IMNCI services. Other important reasons for low utilisation of
IMNCI services included absence of facilities and medicines at HSCs and AWCs (35), HSC remains
closed on most of the days (25) and doctors don’t visit HSCs (15).

Overwhelming responses of the care givers were negative about the services being provided by
ANMs and AWWs. Only a miniscule proportion of responses were positive about them.
The positive responses include home visits and services during night hours by AWW, free
treatment at government health facility, and good behaviour of service providers .

The commonest negative experience of the care givers were that ANMs and AWWs only provide
immunisation services without any input on other health issues. Another common response
pertained to medicines.
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Many respondents told that the medicines prescribed are not available at HSC or AWC; others
were of the opinion that there is no stock of medicines available with AWWs, so they are
unable to treat the sick children.
A few care givers said that their sick children are not treated at AWCs and HSCs as they remain
closed most of the time. Very few among the caregivers expressed their lack of faith in government
supply of medicines. The surly behaviour of AWWs and ANMs was cited as reason for not availing
services by some caregivers. Very few respondents also referred to discrimination they face on
account of their socio-economic status.
The majority of caregivers (325/640) acknowledged that they have learnt from AWWs and
ANMs that immunisation will improve the child health. A few among them said that they have
learnt from AWW and ANM about newborn care (16), Infant and Young Child Feeding (12),
personal hygiene (7) and seeking health services when the child is seek (2).
Large proportion of caregivers (555/640) said that no home visits were made and many of them
(413) told that they did not get any service on VHND when the child was very sick. Some of them
(52) alleged that they don’t know about VHND.

Vast numbers of caregivers (551/640) are unsatisfied with the services being provided by ANMs
and AWWs. Many amongst them (264) reposed their faith in higher government health facility
(PHC) for seeking health services; but a large number (284) preferred private health service
providers for treatment of sick children. Very few of them (20) even preferred locally available
rural medical practitioners for the treatment of their sick child.

There are both pull and push factors responsible in low utilisation of IMNCI services. 125 out of 640
respondents mentioned surly behaviour of AWWs (125/640) and 64 amongst them said that non
availability of medicines at AWCs/HSCs as the reason for low utilisation of IMNCI services. Other
push factors responsible for low utilisation were dissatisfaction with the quality of treatment at
government health facilities (cited by 23 respondents) and the distance of health facility (cited by 17
respondents). On the other hand round the clock availability of private health service provider in the
vicinity (206/640) prompts caregivers to visit private health facility instead of an IMNCI facility.

37 | P a g e

Study on Community level actions in IMNCI programme in Bihar

V.2.4. Voices from the community

The review of Community level actions in IMNCI shows that families of the beneficiaries have
mooted suggestions to improve the child health services. The foremost suggestion was that HSC
opens regularly, curative services are provided at HSC, Doctor should visit HSC and ANM should be
available at HSC. The caregivers also suggested that availability of medicines is ensured at HSCs and
AWCs.

Sri Gulai Rishi, Brahamdeo and Govind ji of Jindapur
Tola, Jonahari, Kasba, Purnea opined that HSC should
open everyday and doctor should be available at HSC.
Md Mubarak, Enayatnagar, Goraul, Vaishali said that a
grievance cell should be in place to lodge complaints
against erring AWWs
Renu Devi. Harijan Tola, Mahadevpur, Banka told that
medicines should be available at AWCs.

HSCs render mostly promotive and preventive
health services. Even under IMNCI programmes,
HSCs have failed to attract sick children for
treatment because curative medicines are not
available and these centres open irregularly.

The caregivers admitted that they have
learnt form frontline health workers that
immunisation will improve child health. At
the same time they had grudge that apart
from immunisation services the service
providers don’t give any input on other
health problems.

Yet another suggestion by the caregivers was about improving awareness of the families of
beneficiaries on IMNCI services. The result of the study shows that IEC activities on IMNCI are of low
magnitude. No IEC activity was undertaken in Purnea district and Tin Play display boards at some of
the facilities was only IEC activity in another reviewed districts.

The families suggested for improving the services at all IMNCI sites. Some of the noteworthy
suggestions include availability of free ambulance service, location of HSC within one km of the
village, regular opening of HSCs, setting up grievance redressal mechanism at HSC and diagnostic
facilities at HSCs.
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V.3. Assessment of involvement of Panchayati Raj Institution members in
IMNCI programme
In-Depth-Interviews were carried out with PRI members of different tiers in four districts. IDI
schedule was administered to four Chairpersons, Zila Parishad, eight Block Pramukhs, two UpPramukhs and 20 Mukhiyas. A total of 42 PRI members were interviewed.

Almost all PRI members, except for one block Pramukh and solitary Mukhiya, were not aware of the
IMNCI programmes for improvement of health status of children in their area. Nearly all PRI
members, except for solitary Mukhia , said that they have never been invited to or attended the
coordination committee meeting for IMNCI training at district or block level. Nearly every one
amongst the PRIs opined that AWWs/ANMS don’t provide services to sick children at the service
delivery points (VHND, health sub-centre) and during home visits. But for two PRI members, none
amongst them consider that IMNCI initiatives have helped in improving the health status of children.

PRI members suggested that list of beneficiaries should be shared with them and rosters for home
visits should be prepared and that too is shared with them to improve the services under IMNCI.
Another set of suggestions in this regard was to guarantee availability of medicines at HSC and AWC
and to ensure home visits by ANM and AWW. Other
important suggestions to improve IMNCI services
includes, training of PRIs on IMNCI, involvement of

Sri Anil Kumar Singh, Mukhiya,
Mirkhurd, told that PRI members

ASHA in IMNCI programme, effective supervision of

should be trained on IMNCI.

works of AWWs and ANMs and to improve functioning
of HSCs.

PRI member can contribute in improving the IMNCI services at the community level by involving
them in IMNCI initiatives expressed many PRI members. They should be involved in monitoring of
the functioning of AWCs and HSCs. Quite a few of them suggested that IMNCI camps are held in
villages where PRI members can contribute in mobilising the families of beneficiaries for better
utilisation of IMNCI services. Some of them suggested that untied fund of HSCs can be used for
improving the IMNCI services. Few PRI members recommended that the information on IMNCI
should be disseminated in Gram Sabhas. They thought that PRI memebers should be involved in
planning, monitoring and preparing budgets for iMNCI services in their area.
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V.4. Assessment of the process initiated for sustenance of IMNCI initiatives

To assess the process initiated for sustenance of IMNCI initiatives, semi structured interview
schedule was administered on District Nodal IMNCI Officers at Civil Surgeon’s office, District Child
Survival Officers of UNICEF, District Programme Officers (ICDS) at district level and Medical Officers
In Charge, PHC and Child Development Project Officers at Block level in the reviewed districts.

The study showed that following process have been initiated within the system:

1. Joint directive issued by the government for effective implementation of IMNCI in the districts.
However, most of the block level functionaries (MOIC, CDPO, LS) are not aware about the joint
directive of the government.

2. Joint training of functionaries of ICDS and Health department has been held for effective
implementation of IMNCI initiatives.

3. Order has been issued from district administration for review of IMNCI activities jointly by ICDS
and Health functionaries. However, some of the
respondents talked about lack of convergence
between Health and ICDS departments to work
jointly for effective implementation of IMNCI.

Nearly all functionaries of Health
department and UNICEF did not
acknowledge any role of local health care
providers in IMNCI service delivery system

4. Functionaries from ICDS department are not involved or aware of any mechanism to monitor
the quality of IMNCI services during VHND and home visit.

5. No concrete step has been undertaken jointly by Health and ICDS departments for strengthening
current referral system to take care of complicated pregnancy and serious illness and address other
competing referral factors like distance, transportation cost etc.

6. Free ambulance service for patients belonging to BPL families and use of untied fund for transport
to ASHA are fully not operational in spite of government order.

7. Mandatory home visits by AWWs for children discharged from PHC/Hospital are still a big
challenge.
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8. A few good practices of IMNCI have been mainstreamed partially, include breast feeding
promotion, immunisation, diarrhoea management, counselling of caregivers, and referral systems.

9. Almost all functionaries of ICDS at the district and block level either showed ignorance or replied
negatively about ICDS and IMNCI convergence at the operational level.

10. It is a matter of concern since huge investment has been made for capacity building of ICDS
frontline health workers, but return is not significant in terms of improving the services and
community based care at the need of hours.
Ms Ranjana Kumari, Block Pramukh,
Vaishali asserted that PRI members
should be entrusted with monitoring
of IMNCI activities
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VI. Discussion
This section focuses on main results of this study for four main variables:
(a) The process of induction into the programme operations and the factors facilitating and inhibiting
training into actions;
(b) Motivation level among service providers (AWW and ANM) and their credibility among the
community;
(c) Household level awareness of IMNCI and their experience during illness of children and
(d) Process initiated for sustenance of IMNCI initiatives.

VI.1. Process of Induction into Programme Operations
VI.1.1. Organisational dimension
The study results indicate that six years after the beginning of implementation of IMNCI in Bihar, the
convergence of Health and ICDS departments has been cemented at the policy level. The
governments at the centre and state levels are committed to achieve MDG of reducing child
mortality. The financial support has been outlined. A budget of Rs 24,64,76,040 and Rs 79,80,000 has
been earmarked respectively for Health Workers trainings and TOTs for the year 2011-12 in Bihar.

However, the assessment of induction process shows that the involvement of ICDS officials in the
trainings is minimal. The fact that none of the DPOs knew about the status of training in their
districts and many of them were not aware of orientation meetings held in their districts suggests
that their association with IMNCI trainings is nominal. It is imperative that the convergence of ICDS
and Health departments that has been institutionalised at policy level is also reflected at operational
level. Lack of effective convergence at district and block level is leading to deficient coordination
among Health and ICDS workers, poor service delivery and weak monitoring and planning. This in
turn is working as a barrier to better utilisation of IMNCI services.

The monitoring of training is mostly done by District Child Survival Officer, UNICEF with least
involvement of functionaries from Health and ICDS departments. The assessment of quality of
trainings is done by facilitators themselves through structured recording format which has been
assigned scores. In nearly all cases the facilitators give very high scores on their recording formats
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which may not be a true assessment of the quality of training. There was consensus among district
and block level officials on improving the monitoring of training. CDPOs and Lady Supervisors felt at
some places that they should also be trained on IMNCI to support the monitoring of training. The
issue of quality of facilitators was raised in some places. One- time training to ANMs and AWWs was
not enough and a need for refresher training was felt at many places. As there are not enough
health functionaries trained at district and block level the hand holding support to AWWs and ANMs
during their work was found wanting.

Self motivation of service providers and harnessing skills on IMNCI by them have been identified as
facilitating factor in transferring knowledge and skills into action. The field operations found to be
effective wherever good quality of training was imparted and supportive monitoring is being
provided to field functionaries.
Several limiting elements have been cited in implementation of IMNCI by district and block level
functionaries. Non availability of staff at block level has led to poor supervision of IMNCI activities at
HSCs and AWCs. Another limiting factor is that the workload on ANMs and AWWs has been
increased significantly like fill up case sheets, registers, records, and prepare a monthly report
besides their normal work.

The emergency reference of sick children to a higher health facility is posing difficulties in most of
the places. Indeed, the implementation of IMNCI strategy seems to have helped to some extent
increase the number of children requiring emergency transfer. However, free ambulance service is
not available in any place. Untied fund of HSC is also not being used anywhere for transporting sick
children to higher health facility. This is being practiced in spite of Government’s directive that free
ambulance service should be provided to BPL families and instructions to HSCs to utilise untied fund
for transport of sick patients.

VI.1.2. Political dimension

The governments at the centre and state level are committed to achieve MDG of reducing child
mortality. It has paved way for launching IMNCI initiative in 2005 in Bihar. The financial support has
been streamlined. The technical support is being provided by the development partners of the
government. The convergence of Health and ICDS departments has been cemented at the policy
level. All these have facilitated the implementation of IMNCI in Bihar.
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District and block level functionaries have identified a few limiting factors to the political dimension.
A few of the functionaries have mentioned the absence of monetary incentive (Performance Based
Financing Approach) as another barrier in transforming knowledge and skills into action.
Performance Based Financing Approach is being used in few programmes like Muskan and Janani
Suraksha Yojna by the government. Frontline Workers of ICDS and Health seemed to have little
interest for the services that are not compensated.

The study showed that the supply of medicines is poor to HSCs and extremely poor to AWCs. Vast
majority of the AWCs and HSCs did not have a single medicine in their stock. None of the HSCs and
AWCs has had all the medicines under IMNCI package. The availability of Cotrimaxazole and
albendazole was nil in nearly all facilities reviewed. This has proved to be big deterrent for the
families of beneficiaries in accessing IMNCI services. The families of the beneficiaries don’t see any
point in visiting a government health facility where medicines are not being provided.

The results of the study showed that PRI members have not been roped in at any stage of IMNCI
implementation. Most of them are oblivious of IMNCI activities. They are not invited to orientation
meetings, not involved in planning nor do they have any role in monitoring of IMNCI activities. They
have been left outside the whole gamut of IMNCI implementation. The district level health
functionaries are taking lead in iMNCI initiatives at all stages of implementation, but they have not
realised the role of PRI members in improving the IMNCI services.

VI.2. Motivation level among service providers (AWW and ANM)
VI.2.1. Management of cases

The results of the management of cases were assessed through filled in case sheets/registers at HSCs
and AWCs. It showed that either the registers were not available, in majority of facilities reviewed.
This in itself speaks volumes about the motivation level of service providers. It also concurs to the
fact that monitoring of IMNCI activities is extremely sloppy.

The study also shows that the filling up of the formats was very shoddy. Overwhelming number of
case sheets was incomplete and inaccurate in classification, management and advice/follow-up. In
numerous case sheets only the name of children were entered and there was no further entry. In
none of the filled up case sheets the entries for second or subsequent visit was mentioned. In nearly
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all case sheets of 0-2 month children the birth weight was recorded as 2.5 kg. Not a single child’s
birth weight was recorded below 2.5kg. This is quite strange in a state where majority of children are
undernourished on age to weight scale. A miniscule number of case sheets filled up by ANMs and
none by AWWS was found to be both complete and accurate during the assessment. Unfilled and
incomplete case sheets can be attributed to some extent to the workload of service providers, but
gross inaccuracies in classification, management and advice/follow up is a pointer towards lack of
proper training and motivation.

By their own admission the majority of service providers don’t make home visits in case of new born
child, either on the day of delivery or thereafter. Vast proportion of the families of the beneficiaries
denied that service providers make home visits. Mapping of sick children is not practiced any where,
so naturally service providers don’t make any home visit for sick children. Making home visits after a
sick child is discharged from a health facility is unheard of among the families of the beneficiaries.
The findings revel that the field functionaries don’t get enough moral support and recognition from
supervisory staff as a result their motivation is very low.

VI.2.2. Credibility of service providers among families of beneficiaries

Majority of the service providers admitted that families don’t seek treatment from them if the
children are sick. Large proportion of the beneficiaries doesn’t visit the IMNCI service providers.
Most of them don’t have trust in the capability of ANMs and AWWs in treating the sick child as they
consider that they don’t have knowledge to treat. The caregivers look to them only as immunisation
service provider. That is why the caregivers prefer private health service providers or a higher level
government health facility for the treatment of sick children.

ANMs and AWWs themselves confessed that the communities don’t have faith in their ability to
treat children. Service providers attributed this phenomenon to poor infrastructure, non availability
of medicines and lack of faith of the families of the beneficiaries in government supplied medicines.
Caregivers don’t visit HSCs for treatment of their sick child because they consider that it opens only
for the immunisation and no for curative services.
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VI.3. Household level of awareness of IMNCI and their experience during
illness of children
VI.3.1. Household level awareness of IMNCI
During review it was found that the awareness of IMNCI services at the household level is extremely
low. The community does not consider AWWs and ANMs as health service providers to manage sick
children. The caregivers consider these front line health workers as immunisation service providers
only. Poorly equipped IMNCI sites, both in terms of supplies and equipments, have further eroded
the confidence of the community among AWWs and ANMs.

Lack of awareness on IMNCI services among the caregivers has not been able to generate enough
demands to access child health services. If the demand for better child health services is bottoms-up
then it will put pressure on the service providers, planners and policy makers to improve the
services.

Bulk of the caregivers were not aware of the general danger signs of sick children nor do they know
the signs when to return immediately to AWW or health facilities for follow up if the children are
sick. Most of the caregivers admitted that they didn’t learnt any thing on home based care of sick
children from the service providers as a result they rushed to higher health facilities for treatment of
their sick children, causing poor credibility of filed workers among families.

VI.3.2. Experience of caregivers with service providers during illness of children
Vast proportions of families of beneficiaries are unsatisfied with the performance of service
providers.

Overwhelmingly the caregivers had negative connotations while describing their

experience with the service providers. Poor service at facilities, non availability of medicines and
behaviour of service providers were cited as the cornerstone of their negative experience with the
service providers. The services from VHNDs are not being availed by majority of caregivers when the
children are sick. There were quite a few number families of beneficiaries who were not familiar with
VHNDs.
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VI.4. Process initiated for sustenance of IMNCI initiatives

The study result shows that some processes have been initiated for sustenance of IMNCI activities at
the field level. The joint directives were issued by health and ICDS department of the government of
Bihar for effective implementation of IMNCI. The review shows that many of the health department
functionaries and most of the ICDS department functionaries at district and block level
acknowledged that no joint initiative has been undertaken. The district level functionaries of ICDS
department consider IMNCI initiatives essentially lie in the domain of Health department with ICDS
playing a passive secondary role. There is a lack of ownership of IMNCI initiatives among the ICDS
functionaries.

The involvement of ICDS functionaries at district and block level is not satisfactory, since they are
merely involved in planning, coordinating and monitoring of IMNCI activities. There are no
coordination committees in place at district and block level. Many of the CDPOs said that whenever
they are asked to send AWWs for training, they ensure it; apart from this they don’t envisage much
of a role for themselves in IMNCI programmes.

In order to provide sustenance to IMNCI initiatives, it is important that IMNCI package is
incorporated within RCH II framework and operational plan. The assessment shows that tangible
efforts are made in this direction.
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VII. Conclusions and Recommendation
Conclusion 1: The results of the study of community level actions in IMNCI Programme showed that
the training of health workers in IMNCI is necessary to improve the quality, but not enough to
ensure a continuously acceptable quality level without the establishment of a mechanism for
monitoring and strengthening of technical skills such as supportive supervision. One-time training
has not been adequate to raise their knowledge and skills on child health to the desirable level.

Recommendation 1: We recommend the NRHM, ICDS and Partners ensure follow–up training and
continued capacity building during monthly project/sector review meetings. Also strengthen
supervision in the health facilities where IMNCI is implemented to improve the performance of
AWW/ANM in order to achieve a high level of compliance with IMNCI guidelines.

Conclusion 2: The motivation level of AWWs and ANMs is exceedingly low leading to very poor filling
up of case sheets, near absence of home visits and no mapping of sick children. Accuracy in
classification, management and follow-up/advice is not up to standard. Hence, the management of
sick children is grossly inadequate. Absence of Performance Based Financing Approach in IMNCI
further de-motivates AWWs and ANMs. The theoretical availability of one IMNCI competent health
care provider in each health centre is ineffective to ensure permanence of IMNCI in each site.

Recommendation 2: We recommend induction of ASHA and posting of additional ANM and MHW in
IMNCI programme after training, to ensure two IMNCI trained person at each IMNCI site. Also
propose to incorporate IMNCI in Performance Based Financial Approach.

Conclusion 3: The study result showed that functioning of IMNCI sites is wanting and not up to mark.
Non availability of medicines at IMNCI site has been found to be a major deterrent to the successful
and sustainable implementation of IMNCI. Difficulties of urgent references of sick children through
free ambulance services are seen as a handicap to the effective and sustainable implementation of
IMNCI.

Recommendation 3: It is recommended that an operational guideline is established to better
medicine inventory management at IMNCI sites. The good practice of observing fixed day every
week at each IMNCI site (as is being observed in Kasba block of Purnea district) should be replicated.
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Also guarantee equitable and free availability of ambulances for emergency transfer of sick children
to the hospitals.

Conclusion 4: Credibility of service providers among families of beneficiaries is low. The outreach
services are particularly feeble. The care givers don’t have faith in the abilities of service providers to
treat their sick children. The household level awareness on IMNCI is enormously deficient. This has
led to very low use of health services by young infants and children.

Recommendation 4: The health and ICDS department should initiate the process of developing
messages on key family behaviours and disseminate them through a multimedia channels. Block
administration should prepare roster for the frontline health workers to do home visits and mapping
of sick children regularly with 10% validation of these activities as part of supportive supervision..

Conclusion 5: The convergence of Health and ICDS departments has been cemented at the policy
level. Joint directive has been issued by Health and ICDS departments of GOB. Financial support has
been mainstreamed. However, the convergence of Health and ICDS department is weak at the

operational level. District and block level ICDS functionaries are least involved in planning and
monitoring of IMNCI initiatives.Similarly, the involvement of PRI members in IMNCI initiatives is

negligible in spite of their willingness to participate in planning and monitoring of IMNCI activities.

Recommendation 5: There is need to improve field operational convergence at the district and block
level under the leadership of district magistrate. Train PRI members on IMNCI programme and
engage them in field operation monitoring.
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VIII. Annexes
Annex 1
Methodology
The methodology of review of IMNCI is planned in five steps engaging the trained field staff of SWASTH project
and CHARM for data collection as follows:

Steps of data collection
1. Review and assessment of current status of IMNCI program in the districts to understand the
progress made against plan, the mechanism for ensuring quality of training and follow-up, key
lessons learned and good practices of training by interviewing the managers and key implementers
of four IMNCI operational districts in phase I and II. IMNCI Nodal Officers at Civil Surgeon Office, Child
Survival Officers of UNICEF and District Programme Officers from ICDS were interviewed.

2. Mothers / fathers of children 0-2 months and 2 months to 3 years categories were
interviewed with the help of semi- structured interview schedules to understand their
experience and support received and perceived changes in their decisions for treatment of sick
children. The sample size of mothers was 640 (128 AWC x 5 mothers). Focussed Group Discussions
(FGDs) were held with the care givers of the children 0 to 36 months to find out the knowledge
about various services under IMNCI, to assess the utilization of the services under IMNCI, to
find out the major factors responsible for the low utilization of IMNCI services. Total of 128
FGDs were held – one in each village.

3. Structured interviews were conducted with service providers i.e. AWW and ANM at grass root level
and Health/ICDS supervisors at Block level to assess their understanding of their roles in initiating
actions at the community level, the facilitating factors/ barriers; motivation to carry out the
tasks; level of support and coordination between AWW and ANMs.

4. Block level functionaries- MOICs and CDPOs- were interviewed to find out the supervisory,
coordination and monitoring mechanisms in place and also draw inferences for level of
management difficulty in implementing a complex intervention like IMNCI and its sustainability.
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5. Through semi structured interview schedules the PRI members were interviewed at district, block and
Panchayat level to understand their roles and responsibilities in improving IMNCI services and how
they can contribute in getting better these services. All together 4 Chairmen of Zila Parishads, 8 block
Pramukhs and 32 Mukhiyas were interviewed.

Study Tools
The study tools have been developed with several rounds of consultation with BTAST, former IMNCI district
Coordinator (UNICEF) and a couple of Master trainers on IMNCI. The tools have been translated into Hindi. Reverse
translation of the tools was done by a professor of Hindi to ensure that there is no discrepancy in the meaning of
Hindi version.

The pre-test of study tools has been carried out in Phulwarisharif Block of Patna district. These tools were then
reviewed and validated by the team leader.

Following sets of tools have been developed for data collection:

Tool I (Part I)

Assess induction process, factors in translating training into action

{Interview tool for District Child Survival Officer (UNICEF)/ District Nodal IMNCI Officer
(Health)/MOIC (PHC)/DPO (ICDS)/CDPO (ICDS)}

Tool I (Part II) Assess induction process, factors in translating training into action
{Interview tool for ANMs and Angan Wari Workers}
Tool II Assessment of the process initiated for sustenance of IMNCI initiatives
(Interview tool for District Child Survival Officer (UNICEF)/ District Nodal IMNCI Officer
(Health)/MOIC (PHC)/DPO (ICDS)/CDPO (ICDS)
Tool III In-Depth Interview with PRI
Tool IV Assessment of Household Level Awareness and Experience
(In Depth Interviews of mothers/parents of 0-36 old children)
Tool V Check list for FGDs with mothers/parents of 0-36 old children
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Sampling

The following criteria were used for the selection of samples:



4 districts where IMNCI trainings have been done were selected. Out of which two were good performing
districts- Vaishali and Bhagalpur and two slow performing districts- Purnia and Banka.



2 blocks/projects from each district mentioned above were randomly selected.



4 HSCs from each project were randomly selected.



16 AWCs from each project, 4 from each HSC, were randomly selected.

Table 1: Universe of the Study

Districts

Block PHCs

HSCs

AWCs

4

8

32

128

Several rounds of discussions were held with BTAST team, PHRN and ADRI to finalise the sampling method. It has been
guaranteed that there is no scope for any bias while selecting the samples. Multistage sampling has been done to draw
the sample for the study. Systematic random sampling of blocks, sub centres has been done to carry out the study.
These were assigned numbers and then a number was selected at random between one and 10 and then an x number
at fixed interval was chosen from that point on. By this method, each unit in the sampling frame would have the same
chance of being selected.

Following steps have been undertaken for drawing the sample from blocks of the district, from Health Sub Centres of
the selected blocks, from of Angan Wari Centres of the Health Sub Centres:



The blocks were assigned numbers as per the list procured from Health Department. The total number of blocks was
divided by two, and after the division the nearest whole number was chosen. One block was randomly chosen by
drawing a lottery from the first half of the numbers of the blocks. The second block was chosen by adding the whole
number of the division to the randomly chosen first number. For example Banka district has 11 block PHCs. It was
divided by 2. The nearest whole number after the division was five. A number x was selected at random between one
and five. Five (whole number after the division) was added to number x to chose the second block from the district.
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Similar exercises were undertaken for selecting blocks from other districts.



The Health Sub Centres were assigned numbers as per the list procured from Health Department. The total number of
HSCs was divided by 4, and after the division the nearest whole number was chosen. One HSC was randomly chosen by
drawing a lottery from the first quarter of the numbers of the blocks. Then an x number at fixed interval (the whole
number after the division) was chosen from that point on. For example one of the selected PHC in Banka district has 18
HSCs. It was divided by 4. The nearest whole number after the division was four. A number x was selected at random
between one and four. From this point on Four (whole number after the division) was added to number x to chosen the
HSC in the PHC.
The sample selection of Angan Wari Centres was done by similar process of sample selection as has been done in case of



blocks and HSCs.

Table 2: Consolidated Figure of Filled in Questionnaires during IMNCI Review
Consolidated Figure of Filled in Questionnaires during IMNCI Review
Total No.
of
Districts
Formats
Tool No.
Administered on
Bhagalpur Vaishali Purnea Banka
(A)
(B)
(C)
(D)
(A+B+C+D)
Dist Nodal Officer, IMNCI, Health; District
I (Part- 1)
Health Consultant, UNICEF; DPO (ICDS);
On
MOIC; CDPO; Lady Supervisors/Health
induction
13
13
13
9
48
Educator
I (Part- 2)
ANMs; AWWs
On
Induction
40
40
40
40
160
Dist Nodal Officer, IMNCI, Health; District
II
Health Consultant, UNICEF; DPO (ICDS);
On
MOIC; CDPO; Lady Supervisors/Health
Sustenance 13
13
13
9
48
Educator/LHV
IDI with PRIs
III
10
11
11
10
42
IV

160

160

160

160

640

IDI with parents

FGD

32

32

32

32

128

With parents

Total

1066

IV.4. Operationalisation of the study
Two day training of investigators and supervisors for data collection was done on 13th and 14th
August 2011 at Patna. Executive Director, CHARM; Consultant, UNICEF and former Child Survival
Officer (UNICEF) and Consultant Research Investigator cum Data Analyst, A.N. Sinha Institute, Patna,
were the facilitators for the training.
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On the first day classroom training sessions were held as per the session plan. The topics like
background and objectives of the study, methodology and approaches of the study, understanding
IMNCI programme, how to do data collection, and introduction of checklists and formats for data
collection were deliberated on the first day.

Mock exercise for filling the formats was done by making field visits to Angn Wari Centres located in
the slums of Patna. Hands on training was provided to the trainees on filling up the formats,
administering tools on the respondents (mothers and Angan Wari Workers) and holding FGDs with
parents of the beneficiaries of the AWCs.

Feed back from the trainees were discussed in the second half session. They were explained in
details about the nitty-gritty of data collection. All the queries from trainees were answered. The
investigators and supervisors were then explained about their roles and responsibilities by the team
leader.

One review team in each district constituted of four investigators and one supervisor with representation from
SWASTH Program Officer. Nutrition Consultant, BTAST and Team Leader, CHARM monitored the data
collection in the field. The data was collected during 20th August and 5th September 2011.

The letters written by Mr Sanjay Kumar, ED, State Health Society, Bihar and Mr Dinesh Singh Bisht,
Director, Social Welfare Department, (ICDS Directorate) were separately issued to Civil Surgeons and
DPOs of Vaishali, Bhagalpur, Banka and Purnea districts for providing support to review team in the
field.

IV.5. Data Entry and Analysis
The entry of the data was based on previously prepared codebook, which was numerically coded for
obtained responses on schedule items. Before the data entry, schedule items and common themes
of responses were assessed and consistency of respondent’s responses was also checked regarding
schedule’s items. It was tried to compare each response of respondents with those listed in the
codebook and entered according to appropriate number in to the data set under the variable.

Following steps were taken for data entry process:
Step 1: Preparation or creating the data file
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i.

Checking and modification of the options

ii. Set-up the structure of data file (through defining the variable)

Step 2: Entry of the data according to coded numerical value for each variables.

Following steps were taken for screening or cleaning of the data:
Step 1: Checking the measured variables:
a.

Checking of minimum and maximum values (variables scores that are out of range or not, i.e.
not within the range of possible scores.

b.

Check of the number of valid
cases and missing cases.

Step 2: Checking the errors:
a. To find the errors in the score sheet/ data file.
b. To find in the data file where the error occurred (which case was involved).

Step 3: Editing of Data or correcting the error in data file.
a. Find the variable label ID
b. Replacement of the correct value in place of incorrect value.
Thus, the obtained responses were modified as numerical data and calculated in scores for further
statistical analysis. The obtained (modified) qualitative data were analysed or processed using the
computer software program, Statistical Package for Social Sciences version 12.0 (SPSS-12.0), with
appropriate statistics to achieve the objectives of the study. Then the content analysis was used to
interpret the findings.
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Annex 2
Study Tools
Tool 1- Part I
Assess induction process, factors in translating training into action (Part I)
{Interview tool for District Child Survival Officer (UNICEF)/ District Nodal IMNCI Officer (Health)/MOIC
(PHC)/DPO (ICDS)/CDPO (ICDS)}
Name of the district
Total population of the district

No of blocks in the district
Name of the block
Population of the block
Names and designations of the
respondents (district/block)
Date of filling form
Name of the interviewer
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I.

Induction process into the program:

1. How many TOTs were held at the district level?

2. When was the last district TOT held?

3. Was there a district orientation on IMNCI? When?

4. How many trainers have been trained in the district? (Get a list of trainers)

5. What was the ratio of trainers and no of batches? ( Number of trainers available for each batch, if
training goes simultaneously)

6. Is there any district training monitoring body? If yes, what is its role to plan and supervise IMNCI
training?

7. What is the mechanism for ensuring quality of training programs?

8. Is there any innovative training plan to clear the training backlog, improve the training targets and
quality of training?

9. How much training budget has been allocated for IMNCI program during last three years (Get annual
allocation)? How much of the allocated money was utilized for the last three years (get annual
utilization and calculate the percentage of budget utilized)

10. Is there any training backlog? What is the plan for clearing the backlog?1
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11. What are the mechanisms for hand holding support to trained workers in the block/field?1

12. Who are the partners for training, implementation and supervision of IMNCI in the district/block?
What kind of support do they provide?1

13. What are the IEC efforts for IMNCI in the district?1 (Pick up samples of IEC material if they exist)

14. What are the recording and reporting mechanisms of training program?1 (Get a copy of the formats
and reports)

15. What are the factors that facilitated and inhibited transferring knowledge and skills into actions?1

16. What do you suggest to improve the training of IMNCI in your District/Block?1

(1 these questions to be administered to both district and block level functionaries)
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Tool 1 Part II
Assess induction process, factors in translating training into action (Part II)
{Interview tool for ANMs and Angan Wari Workers}

II. Motivation & credibility of AWW and ANM
Name of the District
Name of the block
Name of sub-centres/AWC
Total population in the subcentre/AWC
Names and designation of
the respondents

Name

Designation

Date of filling form
Name of the interviewer

1. Motivation of ANM/AWW:
1.1. Record review to see the workers’ motivation for completeness of case sheets/registers with accuracy
under the following heads and claims for making difference in lives of children:
S No

Completeness*

Accuracy in
Classification**

Accuracy in
Management***

Advice/Followup***

1
2
3
4
5
6
7
8
9
10
* Complete=1
Partially Complete=2
Not filled =3
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1.2. Number of home visits made to new born children with birth weight 2.5 kg or more during first
week of life (For at least five live births; supposed to make 3 home visits-on 1st, 3rd and 7th day- in
case of home delivery; supposed to make 2 home visits- on 3rd and 7th day-in case of institutional
delivery)

1.3. Number of home visits made to new born children with birth weight less than 2.5 kg during first 4
weeks of life (For at least five live births; supposed to make 6 home visits-on 1st, 3rd, 7th, 14th, 21st,
and 28th day- in case of home delivery; supposed to make 5 home visits- on 3rd, 7th, 14th, 21st, and
28th day-in case of institutional delivery)

1.4. Any visit made on the day of delivery at home and support provided (For at least five live births)

1.5. Whether monthly report is being prepared and sent from Angan Wari Centre to HSC and from HSC
to PHC (Review the monthly reports)

60 | P a g e

Study on Community level actions in IMNCI programme in Bihar

2. Increased credibility among families:
2.1.

Does AWW/ANM do mapping of sick children and plan for priority home visits for
counseling, referral and follow-up?

2.2

Find out from families whether AWW and ANM are available to the community and take
care of their health needs and able to treat sick children with follow-ups.

2.3

Does family seek treatment for a sick child from AWW/ ANM, (Yes or No). If no, what are the
reasons?

2.4.

What are alternative health preferences if the family doesn’t seek any advice for treatment from
AWW/ANM/ASHA?

2.5.

Does AWW/ANM provide drugs for treatment of your sick child?

2.6.

Does AWW/ANM ensure availability of drugs under IMNCI package at the facilities?
(List out the drugs)

2.7.

Whether under IMNCI programmes, drugs are available at the facility? (The drugs
include Paracetamol tablets and syrups, Cotrimaxazole tablets and paediatric tablets,
ORS, Pediatric IFA tablets, ORS, GV paint. List out the names of drugs available)
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Tool II
Assessment of the process initiated for sustenance of IMNCI initiatives
(Interview tool for District Child Survival Officer (UNICEF)/ District Nodal IMNCI Officer (Health)/MOIC
(PHC)/DPO (ICDS)/CDPO (ICDS)

Name of the district
Total population of the district

No of blocks in the district
Name of the block
Population of the block
Names and designations of the
respondents (district/block)

Name

Designation

Date of filling form
Name of the interviewer

1. What are the initiatives taken jointly by Health and ICDS based on the joint directive issued by the
government for effective implementation of IMNCI?
2. Is there any district and block level coordination/monitoring team to review the progress of IMNCI
implementation and provide support to district and block concerned officials for effective
implementation of IMNCI for results? What role do they play?
3. What are the initiatives taken jointly by Health and ICDS to improve services that cater to illness in
children at VHND and ANM sub-centre?
4. What are the actions taken by trained AWW and ANM to provide services at the household level?
5. Is there any mechanism to monitor the quality of IMNCI services during VHND and home visit?
6. What are the steps taken jointly by Health and ICDS for strengthening current referral system to take
care of complicated pregnancy and serious illness and address the other competing referral factors
like distance, transportation cost etc?
7. What is the current follow-up mechanism at the community level for children discharged from
PHC/Hospital?
8. How frequently the follow-up visits by trained supervisors and facilitators ensured? What do they do
during this visit?
9. Is there any issue regarding regularity of medicine supply at AWC/ sub-centre for curative care of
sick children
10. Do you see any role of local health care providers in IMNCI service delivery system?
11. What are the good practices of IMNCI that have been mainstreamed?
12. What are steps taken for Incorporation of IMNCI package within RCH II framework and operational
plan?
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Tool III
IDI with PRI
Name of the district
Name of the Block
Name of the Panchayat
Name of the village
Name and designation of
the respondent
Date of filling form

Name

Designation

Name of the interviewer

1. Are you aware of the IMNCI programmes for improvement of health status of children in your area?
2. Have you ever been invited to or attended the coordination committee meeting for IMNCI training?
3. Do AWWs/ANMS provide services to sick children at the service delivery points (VHND, health subcentre) and during home visits?
4. Whether IMNCI initiatives have helped in improving the health status of the children?
5. What are your suggestions to improve the health services through IMNCI programme?
6. In your opinion how a PRI member can contribute in improving the IMNCI services at the community
level?
(c lues could be engagement of PRI in planning and reviewing programme and , using panchayat’s
budget )
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Tool IV
Assessment of Household Level Awareness And Experience
Integrated Management of Neonatal and Childhood Illness, 2011

(SWASTH PROJECT-BIHAR)
In Depth Interviews of mothers of 0-36 old children

IDENTIFICATION
Name of the District
Name of the Block
Block code

Rural – 1 ; Tribal – 2

AWC code/Village name
Sub-centre code/Name
Sub-centre in this village? Yes – 1; No-2
Is there a Primary Health Centre in this village? Yes -1 ; No – 2
If PHC is not in village, how far is it from the village? (In km)
Name of head of household
Name of hamlet
Name of mother
INTERVIEWER’S DETAILS
Name of Interviewer
Date of Interview
Day

Signature of the Investigator

:

Year

__________________________________

Section I: Awareness level of family on IMNCI project:
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I.

Did you (mother or husband) feel/see any special initiative taken by AWW and ANM for
improving child care services at AWC and HH level?
(Assess the awareness level of community about IMNCI services.
 Who are the service providers
 What are the health services available from ICDS/Health sub-centres in the community
 Service delivery point
 Services at the household level
 Services for very sick children
 Post discharge services)

Section 2: Support mechanism from ANM/AWW
II.

III.

IV.
V.

VI.
VII.

What support was provided by AWW and ANM when your child was sick?
(Find out support mechanism being provided by ANM/AWW
 Talked to you and examined child’s health
 Listened carefully the condition of your child’s health and asked questions
 Gave advice on child care, feeding, medication and watched progression of child’s conditions
 Visited next day and gave advice
 Advised for referral and the services provided at the time of referral
{Providing referral card, counseling on Kangaroo care during transit, giving ORS during transit in
case of diarrhoea}
 Follow-up visits after discharged from the health centre)
Find out from the family whether AWW/ANM is available with the communities and are capable
of providing treatment and follow-up of sick children keeping in consideration their health
needs?
Find out any positive and negative experiences from the mother/care givers about the services
provided both at community and institutional level?
What are the things you learned from AWW and ANM that help you to improve your child
health? (Newborn care, immunization, Infant and Young Child Feeding, personal hygiene,
treatment during illness, seeking health services when the child is very sick)
Did you get door step services at the household level and VHND when your child was very sick?
Who are preferred health care providers if you are not happy with the services from AWW and
ANM and why?

Section 3: Awareness level of caregivers of the general danger signs and home care during illness.
1. When you will take your child to health facilities (health sub-centre, VHND, PHC) for treatment? Are
you aware of the general danger signs of a sick child?
(Open ended; not prompting questions: the general danger signals are Not able to drink or breastfeed
 Vomiting everything
 Diarrhoea and blood in stool
 Cough and difficult breathing
 High Fever)
2. Home care: What you have learned from AWW/ANM for home based care when your child is sick?
(Open ended; not prompting questions: the home based care include Continue breast feeding
 Give increased fluid (home made/ORS) during diarrhoea for children > 6 months
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Frequent feeding with small quantity)

3. Do you know the signs for when to return immediately to AWW or health facilities (Health SubCentre, PHC etc)?
(Open ended; not prompting questions: the signs for reporting to health facility for follow-up are:
 Drinking less or breastfeeding less
 Becomes very sick
 Fast breathing
 Difficulty in breathing
 Blood in stool)
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Tool V
Checklist of FGD
Objective 1 – to find out the knowledge about various services under IMNCI
 Do they know the new initiatives started for care of sick children by ANM/AWW? If yes what are
those new initiatives?
 Do they know where to go in case of a child falls sick?
 Do they know that AWW/ANM should make home visits if a child falls sick?
 Do they know that AWW/ANM should make home visits to provide treatment, counseling and
referral if the child is sick?
 Do they know that AWW/ANM should make home visits if a sick child is discharged after treatment
from a health facility?
Objective 2 – to assess the utilization of the services under IMNCI
 Do they visit AWC/HSC for the treatment of a sick child? If not, where do they prefer to go for
treatment of a sick child – private or government facility? What are the private health facilities
available for treatment of sick child?
 Where do they visit first in case of a child falls sick?
 Whether AWW/ANM examines, counsels, treats/refer the sick child?
 Does AWW/ANM make home visits if the child is sick?
 Does ANM/AWW make home visits after a sick child is discharged from a health facility?
 Are sick children referred to health facilities with referral cards?
Objective 3 – to find out the major factors responsible for the low utilization of IMNCI services
 What are the reasons for not visiting the AWC/HSC in case of a child falls sick?
 Does HSC/AWC opens on all working days?
 Is ANM/AWW regularly available at the facilities when they visit AWC/HSC?
 Do they need to pay for any of the services being provided at AWC/HSC?
 What are your suggestions for improving the child health services?
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Focus Group Discussion Log
Focus Group No.
Name of Facilitators

Names & Details of
Participants. Include
age, gender,
occupation, marital
status etc
Date of Interview
Location of Interview
Permission for Name
to be Used in Final
Report?

Reason for Focus
Group Discussion
Summary of
Discussion

Quote from Focus
Group Discussion -
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include some context
if necessary

Any other
information?
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Annex 3
List of Block PHCs and HSCs selected for the study
District

Block PHC
Rajapakar

Vaishali
Goroul

Sultanganj

HSC
Gauspur
Dumari
Bakhri Supayan
Bhojpatti
Pirapur
Pojha
Durkibande
Chaknyar
Katahra
English Chhichron
Kumaripur
Ghorghat

Angan Wari Centres (code numbers/names)

Sadipur
Duduliya
Ranidiayara
Gauripur
Launi
Mohanpur
Kenuatikar
Babudih (New)

Pakkapur, Nayagao, Dudilya, Madhuban west, Sarkanda,
Sahubaya beltikree, Bantichak, Siwanpur west, Pakkapur,
Nayagao, Kusalpur (Bharo tola), Kusalpur- 1, Barmasiya
east, Barmasiya west, Dudilya Razak, Tarwa, Badhua tola,

Bhagalpur

Pirpanti

Barahat

90, 92, 96, 116, 56, 55, 62,77
8, 95, 99, 121, 59, 53, 65,78

37, 33, 1, 2, 126, 131, 88, 92
35, 39, 138, 8, 128, 135, 90, 93
Naimotichak,Harijan tola west,Kumarpur Chaupal Kathara ,
Karamchari Bhawan Kathara, Ghorghat,Urdu School
Ghorghat,Kumarpur Aradih, karaita, Durga asthan
Ganganiya, Raj tola Ganganiya, Parmanand Pandit English
Chichraun, Nai motichak goray lal ka bangle, West tola
Paine, Bhagwatiasthan madyaKathara, Bhagwatiasthan
Pustakalya, Razak tola Birpur, west tola Birpur

Siwanpur west, Sadikpur and Harishpur, ,

01, 09,105, 107,44, 03, 106, 108, 76, 77, 101, 103,
81, 82, 102, 104

Banka
Amarpur

Kasba
Purnia
Jalalgarh
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Kulharia
Sobhanpur
Mahadeopur
Laogai (New)
Sanjhali
Radhanagar
Baneli
Ghorddaur
Ramdeli
Begampur
Sotha
Radhanagar

29, 28, 111, 118, 30, 32, 116, 112, 73, 64, 158,
135,162, 65, 71, 160

01, 03, 06, 07, 45, 47, 49, 51, 55, 57, 59, 60, 112,
115, 109, 118

39, 41, 44, 45, 47, 51, 54, 55, 67, 69, 71, 73, 75, 76,
78, 79
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Annex 4
Session Plan

Training of Field Supervisors and Investigators on Data collection on Review of
Community Level Actions in IMNCI Programme in Bihar
Organised by Centre for Health And Resource Management (CHARM)
Supported by SWASTH-BTAST (on behalf of DFID)
Day

One

Time
9.30 to 10 AM
10 to 10.30
AM
10.30 to 11
AM
11 to 11. 30
AM
11.30 AM to
1.00 PM
1 to 1.30 pm
1.30 to 2.30
PM
2.30 to 4 PM
4 to 4.30 PM

13th and 14th August 2011, Patna
Activity
Facilitator
Registration
Anil/Amit
Introduction of participants and Ice
breaking

Mona, Arman and
Kundan

Methodology

Card matching

Tea Break
Objective of the study

Shakeel, BTAST

Lecturette

Knowing IMNCI programme
How to do data collection?

Priya Ranjan, Shakeel
Shakeel, Ranjeeta

Lecturette
Lecturette

Introduction of formats and checklist
Tea Break

Lunch
Shakeel, Ranjeeta

Lecturette

4.30 to 6 PM

Introduction of formats and checklist

Shakeel, Ranjeeta

Lecture,
formats

9.30 AM
to1.30 PM
1.30 to 2.30
PM

Mock exercise for filling the formats
(Field Visit)

Shakeel

Field Visit

2.30 to 4 PM
Two
4 to 4.30 PM
4.30 to 5.20
PM
5.20 to 5.30
PM
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Lunch
Shakeel, Ranjeeta,
BTAST, Priya Ranjan

Particpatory

Understanding Roles and
responsibilities

Shakeel

Lecture

Vote of Thanks

Mona

Lecture

Feed back from participants
Tea Break
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Annex 5

Profile of the districts and blocks reviewed
District

Banka

Bhagalpur

Purnea

Vaishali

*2001 Census
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Total population

Total Number of

Name of blocks

Total population

district

blocks

reviewed

of block

20,29,349

11

Barahat

1,53000

Amarpur

2,31000

Pirpainti

2,84,454

Sultanganj

2,43,520

Kasba

1,45,784

Jalalgarh

86,280

Goraul

1,35,411*

Rajapakar

1,20,221*

30,32,226

25,40, 788

34,95,249

16

14

17
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Annex 6
IMNCI Training Report
Training Site
Dates
Dates of Observation
Type of Training

Start
Start

End
End
Score

1
2
3
4
5
6

7
8
9

Facilitator to Participant Ratio
No. of days facilitator’s meeting held
Whether planning session conducted at the end of the training?
Total number of sick young infant seen on day 2 and 3
Number of facilitators used clinical monitoring forms to assess and give
feedback
Number of days case demonstration was done for each group
Young infant
(0- 2months)
List signs seen by less than half of the
participants
Total number of case sheets filled by a
participant
No. of participants having problems in
Day-2
Day-5
Assessment
Classification
Treatment
Counselling
Total Score

Children
(2 months-5yrs)

Day-6

Score

Score

Prepared by:

Scoring process is given in back of the sheet
Name and Signature of all the facilitators

Number of participants having problem
Day-2
Number
Score
Assessment
<3
5
3-5
4
6-8
3
9-11
2
>11
0
Classification

Treatment

Counseling

<3
3-5
6-8
9-11
>11

5
4
3
2
0

Day-5
Score
5
4
3
0

Number
<2
2-4
5-7
>7

Score
5
4
3
0

<2
2-4
5-7
>7

5
4
3
0

<2
2-4
5-7
>7

5
4
3
0

<2
2-4
5-7
>7

5
4
3
0

<2
2-4
5-7
>7

5
4
3
0

<2
2-4
5-7
>7

5
4
3
0

<2
2-4
5-7
>7

5
4
3
0

Total Score-100

Process of scoring
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Day-6

Number
<2
2-4
5-7
>7

Study on Community level actions in IMNCI programme in Bihar

1. Facilitator: Participant Ratio
Ratio
Score
1:4-5
5
1:>5
0

2.Days facilitators meeting held
No. of days
Score
8
5
7
4
<7
0

4. Young infant seen on days 2 &3
No. of YI
>20
18-20
13-17
9-12
<9

Score
5
4
3
2
0

5. Facilitators
No. of facilitators
All
All but 1
All but 2
Less than above

Young Infant
No. of Signs
<2
2-5
6-9
>9

Score
5
4
3
0

Score
5
4
3
0

3. Planning sessions
Planning session
Score
Yes
5
No
0

6. Case Demonstration for each
group
No. of days
Score
7
5
6
2
<6
0

Children (2mths to 5 years)
No. of Signs
Score
<2
5
2-5
4
6-9
3
>9
0

7. List of signs seen by less than half of the participant
8. Total number of case sheets filled by a participants (including case sheets filled in class room given in the module and
that filled during clinical sessions but don’t include exercises for counting respiratory rate or photo exercises.
Young Infant
No. of case sheets
>14
12-14
9-11
6-8
<6
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Score
5
4
3
2
0

Children (2mths to 5 years)
No. of case sheets
Score
>7
5
6-7
4
4-5
3
<4
0
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Annex 7
Patient Form
MANAGEMENT OF THE SICK YOUNG INFANT AGE UP TO 2 MONTHS
0
Name:_____________Age:_______
Temperature c Date:
ASK: What are the infant’s problems?_________________________ Initial visit?______Follow-up Visit?___________
CHECK FOR POSSIBLE BACTERIAL INFECTION
Has the infant had convulsions?

Count the breathe in one minute_____breathes per minute
Repeat if elvated __________ Fast breathing?

Look for severe chest indrawing.

Look for nasal flaring.

Look and listen grunting

Look at the umbilicus. Is it red or draining pus?

Look for skin pustules. Are there 10 or more pustules or a big boil?

Measure axillary temperature (if not possible, feel for fever or low body temperature);
- 37.5 0C or more (or feels no?
- Less than 37.5 0C?

See if young infant is lethargic or unconscious

Look at young infant’s movements. Less than normal?

DOES THE YOUNG INFANT HAVE DIARRHOEA?
YES______ NO_______
Is there blood in the stool?

Look at the young infant’s general condition. Is the infant:
- Lethargic or unconscious?
- Restless and irritable?

Look for sunken eyes.

Pinch the skin of the abdomen. Does it go back
- Very slowly (longer than 2 seconds)?
- Slowly
THEN CHECK FOR FEEDING PROBLEM
Is there any difficulty feeding?
Yes________ No_______

Is the infant breastfed? Yes_________ No_________ : If Yes, how many times in 24 hours?
_____times

Does the infant usually receive any other foods of drinks? Yes______ No_____ : If Yes , how
often?________

What do you use to feed the infant?
ASSESS BREASTFEEDING IF THERE IS NO INDICATION FOR URGENT REFERRAL:
Ask the mother to put her infant t the breast. Observe the breastfeed for 4 minutes.

is the infant able to attach? To check attachment, look for:
- chin touching breast
Yes_________No______
- Mouth Wide open
Yes_________No______
- Lower lip turned outward Yes_________No______
- More areola above than below the mouth Yes____ No_______
No attachment at all
not well attached
Good attachment

Is the infant sucking effectively (that is, slow deep sucks, sometimes pausing)?
Not sucking at all
not sucking effectively
sucking effectively

Look for ulcers or white patches in the mouth (thrush).

Does the mother have pain while breastfeeding?
If yes, then look for:
Sore nipples
Engorged breast or breast abscess
_____________________
CHECK THE YOUNG INFANT’S IMMUNIZATION STATUS
__________
BCG
__________
OPV 0

____________
DPT 1
_____________
OPV 1
_____________
HEP-B 1

ASSESS OTHER PROBLEMS:
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Circle immunizations needed today.

Return for next
Immunization on:

(Date)
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TREAT

Return for follow up in:
Advise mother when to return immediately.
Give any immunization needed today:
Counsel the mother about her own health.

76 | P a g e

Study on Community level actions in IMNCI programme in Bihar

MANAGEMENT OF THE SICK CHILD AGE 2 MONTHS UP TO 5 YEARS
0
Name:_____________Age:_______
Weight________ Kg
Temperature _______ c Date:
ASK: What are the Child’s problems?_________________________ initial visit?______ Follow-up visit?____
ASSESS (Circle all signs present)
CLASSIFY
CHECK FOR GENERAL DANGER SIGNS
NOT ABLE TO DRINK OR BREASTFEED
VOMMITS EVERYTHING
CONVULSIONS

LETHARGIC OR UNCONSCIOUS

DOES THE CHILD HAVE COUGH OF DIFFICULT BREATHING?
YES_________ NO __________
For how long________ Days
- count the breaths in one minute
________ breaths as per minute. Fast
breathing?
-Look for chest indrawing.
DOES THE CHILD HAVE DIARRHOEA?
YES_________ NO __________
For how long ? _________ Days
Is there blood in the stool ?
Look at the child’s general condition. Is the child:
- Lethargic or unconscious ?
- Restless and irritable
Look for sunken eyes.
Offer the child fluid. Is the child:
Not able to drink or drinking poorty?
Drinking eagerly, thirsty ?
 Pinch the skin of the abdomen. Does it go back:
Very slowly (longer than 2 seconds) ?
Slowly?
DOES THE CHILD HAVE FEVER? (by history/feels hot/temperature 37.50C or above )
YES_________ NO ____
 Fever for how long? ________Days
 If more than 7 days, has fever been present every day
 Look or feel for stiff neck.
THEN CHECK FOR MALNUTRITION

Look for visible severe wasting

Look for oedema of both feet.

Determine grade of malnutrition
Grade 1 2, 3, 4
THEN CHECK FOR ANEMIA

Look for palmar pallor.

Severe palmer pallor? Some palmer pallor? No pallor?
CHECK THE CHILD’S IMMUNIZATION, PROPHYLACTIC VITAMIN A & IRON-FOLIC ACID
STAUS
Circle immunizations and Vitamin A or IFA supplements needed today.
________
_________ ________
________ ____________
__________
BCG
DPT 1
DPT 2
DPT 3
DPT(Booster)
DT
________
_________ ________
________ ____________
__________
OPV 0
OPV 1
OPV 2
OPV 3
OPV
IFA
________
_________ ________
________
____________
HEP-B 1
HEP-B 2
HEP-B 3
MEASLES
VITAMIN
A
ASSESS CHILD’S FEEDING If child has VERY WEIGHT or ANEMIA or is less than 2 years old

Do you breastfeed your child? Yes____ No ______
If Yes, how many times in 24 hours? _________ times. Do you breastfeed during the night?
Yes__ No__

Does the child take any other food or fluids? Yes___ No______
If Yes, what foods or fluids ?
____________________________________________________________
How many times per day ? ___ times. What do you use to feed the child and how?
_____________
How large are the serving ?_________________
Does the child receive his own serving ? ___________ who feeds the child and how?
_______________

During this illness has the child’s feeding changed? Yes__________ No
____________
If yes, how?
ASSESS OTHER PROBLEMS:
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General danger sign
present?
Yes________ No_______
Remember to use danger
sign
When selecting
classifications

Return for next
Immunization or
Vitamin A or IFA
Supplement on:
Date
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TREAT
Remember to refer any child who has a general danger
sign and no other severe classification.

Return for follow up in:
Advise mother when to return immediately.
Give any immunization needed today:
Counsel the mother about her own health.
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Annex 8
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Annex 9
Tables

List of Tables

Table 1
Table 2
Table 3
Table 4

: Universe of the study
: Consolidated Figure of Filled in Questionnaires during IMNCI Review
: Profile of the districts and blocks reviewed
: Matrix of response on factors facilitating transfer of knowledge and skills into
action
Table 5 : Matrix of response on factors inhibiting transfer of knowledge and skills into action
Table 6 : Budget utilisation on IMNCI training
Table 7 : Review of Completeness of case sheets/registers with Accuracy under the classification,
management and advice/follow up (ANM)
Table 8 : Review of Completeness of case sheets/registers with Accuracy under the classification,
management and advice/follow up (AWW)
Table 9 : Home visits by ANMs and AWWs in case of newborn child.
Table 10: Any visit made on the day of delivery by ANMs and AWWs and support provided
Table 11: Preparing and sending monthly report by ANMs and AWWs
Table 12: Treatment of sick children
Table 13: No medicine available in facilities
Table 14: Availability of medicines at HSCs and AWCs
Table 15: Household level of awareness on IMNCI
Table 16: Awareness level of caregivers of the general danger signs
Table 17: Learning from AWW/ANM on home based care in case child is sick
Table 18: Assessment of support mechanism from ANM/AWW provided during illness
Table 19: AWW/ANM is available with the communities and are capable of providing treatment
and follow up of sick children
Table 20: Positive and negative experiences of the caregivers about the services provided by
ANMs/AWWs
Table 21: Significant suggestions by caregivers for improving the child health services
Table 22: Responses on initiatives taken jointly by Health and ICDS departments for effective
implementation of IMNCI
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Matrix of Response on factors facilitating transfer of knowledge and skills into action







Lady
Supervisor
(ICDS)



Child
Development
Project Officer

Clinical
sessions
conducted in the field
during training
Others



Medical Officer
In Charge, PHC

Self
Motivation
of
service providers
Supportive Monitoring
Quality of facilitators of
training
Skill of the service
providers
IEC

District
Programme
Officer (ICDS)

District Child
Survival Officer
UNICEF

District IMNCI
Nodal Officer

Response






































Matrix of Response on factors inhibiting transfer of knowledge and skills into action
Lady
Supervisor
(ICDS)

Child
Development
Project Officer

Medical Officer
In Charge, PHC



District
Programme
Officer (ICDS)

District IMNCI
Nodal Officer

Non availability of staff at block
level exclusively assigned to
perform IMNCI related activities.
Heavy work load on front line
health workers

District Child
Survival Officer
UNICEF

Response








Lack of administrative support
Others
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Review for completeness of case sheets/registers with accuracy under the classification,
management and advice/follow up by ANMs

Partially filled

Accurate

Partially filled

Accurate

Column Not
filled
In accurate

in

Accuracy
in
Advice/Follow up

5

74

0

29

26

13

11

26

26

22

5

35

14

25

5

Vaishali
(16)

2

14

4

1

6

2

7

1

5

8

2

1

1

3

11

Purnea
(46)

0

36

2

0

30

6

10

10

15

19

2

0

0

43

3

Banka
(9)

0

9

7

0

6

3

0

0

8

1

0

9

0

0

0

Total
(150)

7

143

13

30

68

24

28

37

54

50

9

45

15

71

19

Not

Partially filled

Column
filled

Accuracy
Management
Column
filled

In accurate

in

In accurate

Accurate

Accuracy
Classification

Not

# HSCs Register
Not filled or NA *

Bhagalpur
(79)

Incomplete

Completeness
Complete

Districts
(No.
of
children
reviewed)

*No entry in register or no register available

Review for completeness of case sheets/registers with accuracy
classification, management and advice/follow up by AWWs
Completeness

Accuracy
Classification

in

Accuracy
Management

in

Accuracy
Advice/Follow up

in

In accurate

Column
filled

Partially filled

Accurate

60

60

22

34

37

32

51

56

25

27

78

46

Vaishali
(148)

23

125

11

28

43

42

35

22

50

58

18

15

18

108

7

Purnea
(63)

24

39

20

1

22

30

10

0

18

33

12

0

3

57

3

Banka
(106)

40

66

23

4

46

55

1

1

26

69

10

10

20

56

20

Total
(493)

115

378

62

93

171

149

80

60

126

211

96

50

68

299

76

Not

Partially filled

8

Not

148

*No entry in register or no register available

Column
filled

In accurate

Accurate

28

Not

Bhagalpur
(176)
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Partially filled

Column
filled

In accurate

Accurate

#
AWCs
Register
Not
filled or NA *

Incomplete

Complete

Districts
(No.
of
children
reviewed)

under the

Study on Community level actions in IMNCI programme in Bihar

Home visits by ANMs and AWWs in case of newborn child
District

ANMs
Banka
Bhagalpur
Purnea
Vaishali
Total
AWWs
Banka
Bhagalpur
Purnea
Vaishali
Total

Home visits (birth weight 2.5 kg or more)
Home visits
Making prescribed No. of
Home visits
Yes
No
Yes
No

Home visits (birth weight less than2.5 kg )
Home visits
Making prescribed
No. of Home visits
Yes
No
Yes
No

0
8
0
7
15

8
0
8
1
17

0
0
0
0
0

0
8
0
7
15

0
3
0
7
10

4
5
8
1
18

0
1
0
0
1

0
2
0
7
9

3
31
14
21
69

29
1
18
11
59

0
0
1
1
2

3
32
31
21
67

1
4
7
6
18

31
28
25
26
110

0
1
1
0
2

1
3
6
6
16

Preparing and sending monthly report by ANMs and AWWs
District
Banka
Bhagalpur
Purnea
Vaishali
Total

ANMs
Yes
4
7
4
8
23

No
4
1
4
0
9

AWWs
Yes
2
27
13
16
58

No
30
5
19
16
70

Providing medicines to sick children
District

Banka
Bhagalpur
Purnea
Vaishali
Total
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ANMs
All
medicines
6
0
0
0
6

Few
medicines
1
2
2
3
8

No
medicines
1
6
6
5
18

AWWs
All
medicines
0
0
1
7
8

Few
medicines
0
5
2
23
30

No
medicines
16
27
29
2
90

Study on Community level actions in IMNCI programme in Bihar

Any visit made on the day of delivery by ANMs and AWWs and support provided
District

ANMs
Yes
1
6
0
2
9

Banka
Bhagalpur
Purnea
Vaishali
Total

AWWs
Yes
1
12
6
5
24

No
7
2
8
6
23

No
31
20
26
27
128

No medicine available in facilities
Facilities
HSCs
AWCs

Banka
Barahat
2
16

Amarpur
2
16

Bhagalpur
Sultanganj
3
3

Purnea
Kasba Jalagarh
2
4
13
14

Pirpainti
1
15

Vaishali
Goraul Rajapakar
1
0
1
7

Total
15
85

Availability of medicines at HSCs and AWCs
Health Sub Centres
Cotrimaxazole

ORS

IFA

GV Paint

Albendazole

Mebendazole

Zinc

Others

Paracetamol

Cotrimaxazole

ORS

IFA

GV Paint

Albendazole

Mebendazole

Zinc

Others

Banka
Bhagalpu
r
Purnea
Vaishali
Total

Paracetamol

District

Angan Wari Centres

3
4

3
0

3
1

3
1

1
3

0
0

0
0

0
0

0
0

0
14

0
1

0
4

0
4

0
1

0
0

0
0

0
0

0
2

2
7
16

1
0
4

1
8
13

1
0
5

0
3
7

1
0
1

0
0
0

0
7
7

0
0
0

3
23
40

2
3
6

0
23
28

1
9
14

0
6
7

1
6
7

0
9
9

1
10
11

1
3
6

Household level awareness on IMNCI
Response
Yes
No
Don’t Know

Banka
25
123
2

Bhagalpur
24
132
4

Purnea
12
144
4

Vaishali
18
142
0

Total
79
551
10

Awareness level of caregivers of the general danger signs
Response
Yes
No
No response/ not
relevant response
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Banka
80
66
14

Bhagalpur
70
73
13

Purnea
53
90
17

Vaishali
67
83
10

Total
274
312
54

Study on Community level actions in IMNCI programme in Bihar

Learning from AWW/ANM on home based care in case child is sick
Response
Yes
No
No response/ not
relevant response

Banka
23
134
3

Bhagalpur
37
120
3

Purnea
25
130
5

Vaishali
26
131
3

Total
111
515
14

Assessment of support mechanism from ANM/AWW provided during illness of child
Response
Talked to caregiver and examined child’s health

Banka
8

Bhagalpur
7

Purnea
1

Vaishali
1

Total
17

Listened carefully the condition of child’s health and
asked questions and advised on care of child

8

12

6

8

34

Gave advice feeding and medication
Visited next day and gave advice

12
7

17
5

9
3

9
5

47
20

Watched progression of child’s conditions

1

2

1

1

5

Advised for referral
Providing referral card,
Counselling on Kangaroo care
Giving ORS during transit in case of diarrhoea
Giving Cotrimaxazole during transit in case of
diarrhoea
Follow-up visits after discharge from the health
centre

7
8
0
9
1

15
2
3
8
0

7
2
0
3
0

7
2
1
4
0

36
14
4
24
1

0

0

0

0

0

AWW/ANM is available with the communities and are capable of providing treatment and
follow-up of sick children
Availability of ANMs /AWWS with the
communities
Yes
No
Total
327
313
640
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ANMs/AWWs are capable of providing
treatment and follow-up of sick children
Yes
No
Total
75
252
327

Study on Community level actions in IMNCI programme in Bihar

Positive and negative experiences of the caregivers about the services provided by
ANMs/AWWs
Positive Experience

Patients is cured in
govt. Hospital without
spending money
Home visit by AWW
Good behaviour and
counsels
Immunization, weighing
and supply of ORS at
AWC
AWW helps in night in
case of sick child

Total

Frequency
of
responses
6

Negative Experience

5
3

All medicine are not provided in govt. health facility
Visit private hospital during emergencies, lack of
proper emergencies facilities in govt. hospital
Prefer faith healer or RMPs as they cure
Visit private hospital because they examine properly

48
14

Only come for immunization but no input on health
AWW don't treat as there is no medicine with them
ANM/AWW demands bribe, Pay Rs 5 - 10 for
immunization card
AWW don't have sufficient information
No home visit at all
PHC/HSC is far away and occurs cost
No service at AWC/HSC
No service at AWC/HSC remains closed
No faith on govt. Medicine

269
32
4

5

4

Surly behaviour of AWW, doctors and health workers
Poor patients not examined by service providers

23

Frequency
of
responses
22
14

5
44

7
13
2
124
41
12
651

Significant suggestions for improving the child health services by caregivers
Response
Doctors/ANMs should be available
at HSC
Ensuring availability of medicine at
HSC/AWC
Improve
awareness
of
the
communities on IMNCI services
Free ambulance service

Frequency
61
54
38
12

Response
HSC should be located within one
km of the village
HSC should open every day

Frequency
12

Grievance Redressal mechanism at
HSC
Facilities for pathology and X-ray
at HSC

6

7

6

Responses on initiatives taken jointly by Health and ICDS departments for effective
implementation of IMNCI
Department
Health
ICDS

UNICEF
Total
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Designation of Respondents
District IMNCI Nodal Officer
MOIC
DPO
CDPO
LS
District Child Survival Officer

Yes
2
1
1
3
2
3
12

No
1
5
3
5
5
1
20

Don’t know
1
2
0
0
11
0
14

Study on Community level actions in IMNCI programme in Bihar

Annex 10
Letters from Health and ICDS department
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