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Abstract
Research Question: Can CHW have an impact on reducing under five children morbidities at
community level using Integrated Management of Childhood Illness?
Objectives: 1. Can CHWs be trained to have the skills necessary to treat under five children
using Integrated Management of Childhood Illness (IMCI) guidelines? 2. To assess the role of
Community Health Worker in the treatment of minor ailments, in under five children using
Integrated Management of Childhood Illness (IMCI) guidelines. 3. To assess the change of knowl-
edge and practices of mothers of under five children after CHW’s training and practice of
Integrated Management of Childhood Illness.
Study Design: A Quasi- experimental study.
Setting : Rural areas of Primary Health Centre Talegaon and Kharangana (Gode) in Wardha
district, Maharashtra.
Participants: 13 CHWs in seven selected villages of PHC Talegaon and 299 mother of under five
children of seven selected village in PHC Talegaon (Intervention area) and 341 mother of under
five children in PHC Kharangana Gode (Control area).
Statistical Analysis: Analyzed using Epi-Info 6.0. χ 2 test, T test and F test.
Result : After IMCI training given to CHWs, their knowledge and skills for treating under five
children using IMCI guidelines was significantly improved from pre test assessment to post
test assessment. Total 233 under five children were treated in 5 months by CHWs. Common
diseases seen by CHW were ARI, diarrhoea, fever, measles and malaria. Out of the 90 ARI cases,
pneumonia was correctly classified in 61 (67.8%) cases by CHW. CHW gave correct treatment
according to IMCI guidelines in 81 (90.0%) of ARI cases. Out of the 79 cases of diarrhoea, in 60
(75.9%) cases, CHW classified diarrhoea correctly and 74 (93.6%) of diarrhoea cases were cor-
rectly treated according to IMCI guidelines. Knowledge of mothers of under five children re-
garding childhood nutrition was changed from 43.6% in baseline survey to 89.3% in endline
survey in intervention area. The difference from baseline to endline survey in intervention
area was statistically significant (p ≤  0.05). There was not statistically significant improvement
(p ≤  0.05) in correct knowledge about child nutrition from baseline survey (51.7%) to endline
survey (57.9%) in control area. Knowledge of mothers of under five children regarding child-
hood illness was improved from 42.1% to 90.5% in endline survey in intervention area. The
knowledge of mothers for two danger signs in children was significantly increased from 26.4%
to 44.1% in baseline to endline survey in intervention area. In control area, the knowledge of
mother of under five children regarding childhood illness (33.1% to 31.9%) and danger signs in
children (27.9 to 20.7%) was not improved significantly from baseline survey to endline survey
respectively.
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Introduction

Every year about 10.5 million children
die before their fifth birthday in the

developing countries of the world. A large no.
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of deaths occur during the first year. Nearly
70% of these deaths are due to ARI, diarrhoea,
measles, malaria and malnutrition. At least
3 out of 4 episodes of childhood illness are
caused by one of these 5 conditions. A large
no of sick children are not even brought to
the health facilities due to poverty, poor
access, or poor knowledge about the danger
from illness. Success in reducing childhood
mortality will not be achieved solely through
availability of health services with well
trained personnel but there should have a
partnership between the families and the
health worker. During mid 1990s, the world
health organization (WHO), in collaboration
with UNICEF and many other agencies,
institution and individuals responded to this
challenge by developing a strategy known as
the integrated management of childhood
illness (IMCI). 1 Integrated management of
neonatal and childhood il lness strategy
(IMNCI) is developed to reduce child mortality
and has been implemented in more than 110
developing countries including India.2

Throughout the history of organized health
services, community health workers of
various types have played an important role
in complementing and supporting the services
provided by health professionals. However,
it was the WHO Alma Ata declaration on
primary health care (PHC) in 1978 that
established community health worker (CHW)
as a generic title and defined their role
internationally. This declaration envisaged
that CHW would contribute to “Health for
all” through direct provision of health care,
by creating awareness of health services and
their value to the community, and by acting
as an agent for community development.3 As
PHC became widely established during the
1980s, large scale training programme for
CHW were implemented in many countries
including India and they are incorporated in
to both government health system as well as

non governmental organizations.

The present study was carried out to find
out the impact of trained Community Health
workers on reducing under five children
morbidit ies at community level using
integrated management of childhood illness
(IMCI) guidelines.

Material and Methods

The present quasi-experimental study was
carried out in 2 primary health centers in
the Wardha District namely Talegaon, and
Kharangana (Gode) during September 2003
to December 2005. PHC Talegaon was
considered as intervention area and PHC
Kharangana (Gode) which acted as control
area for the study.

Under child survival project funded by Aga
Khan foundation the department of
community medicine selected community
health workers in the seven villages of the
PHC Talegaon where the population of each
village was approximately 2000 and access to
health facility was poor. Seven villages,
approximately similar to the vil lages of
intervention area were selected from control
area for the comparison.

To know the knowledge and practices
regarding child immunization, breastfeeding,
child caring practices and management of
childhood illness at household level, baseline
survey was conducted in control area and
intervention area in September 2003 with the
help of standard baseline form developed by
WHO and UNICEF. The questionnaire in the
baseline survey form mainly focused on the
IMCI ‘12” key family practices (for physical
growth and development, disease prevention,
appropriate home care and seeking care
immediately).

Before preparing sampling frame, list of
children in the age group (0 to 5 yrs) was
collected from Anganwadi workers from the
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above mentioned villages and sampling frame
was prepared. 20% of under five children were
selected from the lists by systematic random
sampling. About 140 mothers of under five
children in intervention area and 172 mothers
of under five children in control area were
interviewed for baseline survey.

The department of community medicine
selected one male and one female community
health worker in each selected village of PHC
Talegaon. CHWs were given training
regarding management of childhood illness
using IMCI guidelines, two days every month
for 6 months initially and then every month
for one year. Training package comprised
initial training and refresher training of IMCI
as per WHO guidelines. Every community
health worker was provided with a health kit
containing common drugs, thermometer,
dressing materials and Marathi translated
IMCI booklet. IMCI treatment cards were
provided to them to assess their role in the
management of childhood illness. CHWs were
asked to fill the treatment card for every
treated and referred patient for five months
after IMCI training. These cards were
evaluated and checked in every monthly
meeting. CHWs were observed while treating
under five patients in their respective villages.
Assessment was done for 5 months work
(starting from June 2005 to October2005) with
the help of treatment cards in which following
factors were considered.

1. Total number of patients /month treated.
2. Whether assessment, classification and

treatment of diseases was done according
to IMCI guidelines.

3. Whether follow up and appropriate
referral was done.

To find out the change occurring in the
knowledge of mothers at household level and
community level after IMCI training was
given to the community health workers;

endline survey was conducted in September
2005. About 159 mothers of under five
children in intervention area and 169 mothers
of under five children in control area were
interviewed for endline survey. Data thus
generated, was entered and analyzed using
Epi-Info 6.0. Proportion was expressed as
percentages. χ 2 test, T test and F test were
used to compare proportion, mean and
variances. P <0.05 was taken as level of
significance.

Results

Initially 14 CHW (7 male and 7 female)
were selected for the study but after 6
months, the health worker from Padegaon
village left, so only 13 CHWs remained.
Pretest assessment to determine the
knowledge of IMCI was carried out before
providing training; one post-test assessment
was carried out after completion of training
and another after six months. The questions
in pre test and post test were same. There
were 25 questions in the test and each correct
answer was given a score of 2. Thus, the test
had maximum score of 50.

As seen in Table 1, there was statistically
significant improvement in the knowledge
regarding IMCI in post-test scores of CHWs.
The mean difference increased from 12.7
(between pre-test and post-test1 to 22.1

Table 1 : Comparison of pre test and post test
assessment of CHWs in PHC Talegaon

Test Mean Mean change p value
score in score (from

Pretest to
Post-test)

Pre test 13.92 —-

Post test 1 26.61 12.69 P**=<0.05

Post test 2 36 22.07 P*=<0.05

*Using paired t –test; **Significant at 1%,
i) difference between post test 1 and post test 2 was
significant at 5%.
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(between pre-test and post-test.2 The
difference was statistically significant (p ≤
0.05).

Skill assessment of CHWs was done before
training of IMCI on the following skills. A
checklist was developed for each skill. For
correct actions according to checklist, score
of 1 was given. Following skills were
assessed.

l ORS preparation
l Measuring respiratory rate
l Temperature measurement with

thermometer
l Examination of pallor
l Recording weight of child
l Wicking (method of ear drying)

As seen in Table 2, CHWs skills were
significantly improved in post training skill
assessment compared to pre training skills
assessment.

Total 233 patients were seen by CHW in 5
months duration from June-October 2004.
The mean number of sick under-five children
seen by the CHWs were 3.6 under-five
children per CHW / month. Female CHWs
treated more under-five children as compared
to male CHWs. Mean number of under-fives
treated per month was 4.2 for female CHW
as compared to 2.9 per month for male CHWs
(Table 3).

The CHW treated 120 male and 113 female

Table 2 : Skill assessment of CHWs before and after IMCI training

Skills Mean Mean Mean change in score p value
Pretest Score  Post-test score  (from Pretest to Post-test)

ORS preparation 2.3 4.61 2.30 P ≤ 0.05

Measuring  respiratory rate 0.07 4.23 4.15 P ≤ 0.05

Temperature  measurement 0.61 3.84 3.23 P ≤ 0.05
with thermometer

Examination of pallor 1.38 4.0 2.61 P ≤ 0.05

Recording  weight of child 1.15 3.0 2.92 P ≤ 0.05

Wicking (method of ear drying) 1.46 4.61 3.15 P ≤ 0.05

Table 3 : Total no. of patients seen by CHWs

Sex of Total no. Mean no.
CHWs of pts seen pts  seen/ p value *

in  5 month month /CHW

Male 85 (36.48%) 2.9
(n =6)

P ≥ 0.05
Female 148 (63.52%) 4.2
(n = 7)

Total 233 (100 %)

* P value calculated by F test, figures in
parentheses is percentage

Table 4 : Age and sex distribution of under-
five patients treated by CHW

Age  distribution Male % Female %

0-11 months 23 19.1 16 14.1

12-23 months 29 24.1 26 23.1

24-35 months 27 22.5 34 30.1

36-47 months 22 18.4 24 21.2

48-59 months 19 15.9 13 11.5

Total 120 100 113 100

patients. Majority of the children (30.1%) for
whom treatment was sought from CHWs
belonged to the age group of 24-35 months
(Table 4).

The CHWs had seen mainly under five
children suffering from common cold, fever,
diarrhoea. Care was also sought from CHWs
for very sick children suffering from severe
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pneumonia (6.5%), dehydration (4.4%) etc
(Table 5).

Out of 233 cards, 140 (60.1%) cards were
filled properly by CHWs, whereas 93 (39.9%)
cards were incomplete. After evaluation of
the treatment cards which were incomplete,
in 67 (72.1%) cards information about
immunization of child was not written, in 12
(12.9%) cards malnutrition and measles was
not checked and in 10 (10.6%) cards,
nutritional advice was not written.

Total 90 under five patients of ARI were
seen by CHW. Out of the 90 patients of ARI,
in 49 patients (54.4%), CHW did not counted
respiratory rate. Out of the 90 ARI cases,
pneumonia was correctly classified in only 61
(67.8%) cases. CHW gave correct treatment
according to IMCI guidelines in 81 (90.0%) of
ARI cases. Out of the 233 cases, CHW saw 79
(33.9%) cases of diarrhoea. Out of the 79 cases
of diarrhoea, in 60 (75.9%) cases, CHW
classified diarrhoea correctly according to
IMCI guidelines. Out of the 79 cases of

Table 5 : Common illnesses seen by CHWs

Common illness No %

ARI 90 38.7

Common cold 69 29.6

Pneumonia 4 1.8

Severe pneumonia 15 6.5

Pneumonia with dehydration 2 0.86

Total 90 38.76

Diarrhoea 79 33.90

Diarrhoea with out  dehydration 65 27.8

Diarrhoea with dehydration 10 4.3

Dysentery 4 1.8

Total 79 33.9

Malaria 2 0.8

Measles 1 0.4

Fever 49 21.0

Others 16 6.8

% not added up to hundred as children present with
more than one disease

Table 6 : Assessment of CHWs according to
IMCI guidelines

Assessment of CHWs No %

ARI cases seen 90 38.6

Respiratory rate counted  Yes 49 54.5
 No 41 45.5

Total 90 100

Classified pneumonia correctly  Yes 61 67.8
 No 29 32.2

Total 90 100.0

Correctly treated ARI 81 90.0

Diarrhoea cases seen 79 33.9

Classified diarrhoea correctly  Yes 60 75.9
 No 19 24.1

Total 79 100.0

Advise ORS  Yes 73 92.4
 No 6 7.6

Total 79 100

Correctly treated diarrhoea 74 97.4

diarrhoea, in 73 (92.4%) cases, ORS had been
advised by CHWs and 74 (93.6%) of diarrhoea
cases were correctly treated by CHWs (Table
6).

CHW had given correct treatment in 208
(89.3%) of children. Out of 233 patients, in 25
(10.7%) under-five children, the CHWs had
committed mistakes in assessment,
classification, treatment and referral. 43
(18.5%) patients were referred by CHW for
further management. Pre-referral treatment
was given to 41 (95.34%) of referred patient
by CHWs. Follow up advice was given to only
in 75 (32.18%) of under-five patients (Table
7).

In control area, there was no significant
change in the knowledge of mothers of under
five children about childhood nutrition,
childhood illness, danger signs in children and
hand washing practices from baseline survey
to endline survey (Table 8).

Knowledge of mothers of under five
children regarding childhood nutrition was
changed from 43.6% in baseline survey to
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89.3% in endline survey in intervention area.
Knowledge of mothers of under five children
regarding childhood illness was improved
from 42.1% to 90.5% in endline survey in
intervention area. The knowledge of mothers
for two danger signs in children was
significantly increased from 26.4% to 44.1%
in baseline to endline survey in intervention
area. At endline survey, 55.9% mothers told
that information regarding child nutrition
was given by CHW, 57.2% of mothers said
that knowledge regarding childhood illness
was imparted by CHW. 43.1% of mothers
sought treatment for child from CHW for
minor ailments in endline survey. In endline
survey, 45.5 % of mothers of under five
children received treatment for their child
from CHW for minor ailments (Table 9).

On comparison, between intervention area
and control area, at endline survey, the

knowledge of mothers of under five children
about child nutrition (89.3%), childhood illness
(90.5%) and danger signs in children (44.1%)
was significantly improved in intervention
area than control area where 57.9% mothers
had knowledge for childhood nutrition, 31.9%
for childhood illness and 20.7% for danger
signs respectively. Hand washing practices
of mothers, before food preparation (41.5%)
and before child feeding (44.1%) was
significantly improved in intervention area
as compared in control area, 14.2% mothers
washed their hand before food preparation
and 17.8% before child feeding respectively
(Table 10).

Discussion

The recent UN Millennium Project
(UNMP) report recommended as a “Quick
Win” a “massive training of Community based
workers”. Informal / community based health
workers can play an important role in both
preventive and curative interventions. Some
experiences, e.g. from the Integrated
Management of Childhood Illness programme
suggests that community based workers need
to be supervised and linked to formal health
system to be most effective and to have
impact on health outcomes . The literature
also shows that merely training CHWs is not
enough to ensure that they have an impact
on health. Investment of time and expertise
is required to analyze and define the work to
be done by CHWs.4.

The Government of India has implemented
an adapted version of IMNCI and household
community IMNCI on pilot basis in six
districts: Shivpuri (Madhya Pradesh),
Osmanabad (Maharashtra); Vellore
(Tamilnadu); Jhalawar (Rajasthan); Valsad
(Gujarat) and Mayurbhanji (Orissa).5 In the
context of this, present study was conducted
to find out the role of CHW in the
implementation of Household IMCI in rural

Table 7 : Treatment, follow up and referral
given by CHW

Treatment, Follow up and Referral No %

No of cases correctly Yes 208 89.3
treated No 25 10.72

Total 233 100
Wrong treatment given Yes 9 3.86

No 224 96.14
Total 233 100

Antibiotic not given Yes 5 2.14
when essential No 228 97.86

Total 233 100.0

No of cases referred Yes 43 18.4
No 190 81.6
Total 233 100.0

Referral not done Yes 11 4.72
when needed No 222 56

Total 233 100.0

Pre-referral treatment Yes 41 95.4
given No 2 4.6

Total 43 100.0
Advice follow up Yes 75 32.18

No 158 67.82
Total 233 100
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area.

In the present study, CHWs were trained
for treatment of minor ailments using IMCI
guidelines. CHWs knowledge and skills about
Integrated Management of Childhood Illness
showed significant improvement after
training. The mean score increased between
pre-training test and post training test from
13.9 to 26.6. CHWs skills for ORS preparation,
respiratory rate count, temperature
measurement, examination of pallor, weight

recording of child and wicking of ears also
showed improvement after training. There
are many papers that report successful
training of CHWs. Baqui et al6 reported an
evaluation of a five week training programme
in Bangladesh for assessment and
management of sick newborns using the IMCI
algorithm. Skills were evaluated by observing
each CHW as he or she assessed 10 cases in
hospital and 8 cases in the community. All
CHWs achieved a satisfactory standard in the

 Table 8 :  Findings of baseline and endline survey in control area in PHC Kharangana

Findings of baseline and endline survey Baseline Endline p-value

Knowledge of childhood nutrition N=172 N=169
Yes 89 (51.7) 98 (57.9) p=> 0.05

Source of childhood nutrition knowledge (N=89) (N=98)
Doctor 25 (28.1) 35 (35.7) p=> 0.05
ANM 43 (48.3) 24 (24.5) p=< 0.05
AWW 12 (13.5) 23 (23.5) p=> 0.05
CHW —— ———
Relative/elder 7 (7.9) 11 (11.2) p=> 0.05
Radio / TV 6 (6.8) 5  (3.5) p=> 0.05

Knowledge regarding childhood illness 57/172(33.1) 54/169 (31.9) p=> 0.05
Knowledge about two danger signs 48/172(27.9) 35/169 (20.7) p=> 0.05
Source of knowledge for Childhood (N=57) (N=54)
illness and danger sign

Doctor 8 (4.7) 3 (5.6) p=>0.05
ANM 8 (14.6) 18 (33.4) p=<0.05
AWW 17 (29.9) 14 (25.9) p=>0.05
CHW NA NA
Husband 10(17.5) 12(22.2) p=>0.05
Relative/elderly people 18 (31.6) 20 (37.0) p=>0.05

Source of treatment for childhood (N=100) (N=101)
illness for minor ailments

Government health facility 10 (10.0) 13 (12.9) p=>0.05
Private Practitioners 73 (73.0) 77 (76.3) p=>0.05
CHW NA NA
ANM 8 (8.0) 5 (4.9) p=>0.05
AWW 18 (18.0) 7 (6.9) p* =<0.05
Household T/t 2 (2.0) —-
Pharmacist/ Other — 1 (1.0)

Hand washing practice N=172 N=169
After defaecation (self) 156(90.6) 154 (91.1) p=> 0.05
After child defaecation 152 (88.4) 138 (81.6) p=> 0.05
Before food preparation 17 (9.9) 24 (14.2) p=> 0.05
Before child feeding 26(15.1) 30 (17.8) p=> 0.05
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community and 35 out of 40 CHWs in the
hospital setting. The study concluded that if
adequately trained and exposed to clinical
cases, CHWs will have adequate skills to
assess and manage neonate with serious
infection. This positive picture is qualified by
experience with Anganwadi workers in India.
Manjula Datta7 reported an evaluation that
compared the diagnosis of 3301 cases by
trained Anganwadi workers using IMCI

guidelines with the diagnosis by doctors. The
evaluation found that the sensitivity of the
Anganwadi workers diagnosis was
moderately high, but for more some specific
condition, such as dehydration or anaemia
sensitivity was low. The report concluded
“Anganwadi workers could use the IMCI
guidelines effectively for the diagnosis and
management of i l lness but that training
methods could be improved to raise the

Table 9 : Findings of baseline and endline survey in intervention area in PHC Talegaon (T)

Findings of baseline and endline survey Baseline Endline p-value

Knowledge of childhood nutrition N=140 N=159
Yes 61 (43.6) 142(89.3)
No 79 (56.4) 17 (10.7) p=<0.05
Total 140 (100) 159 (100)

Source of  childhood nutrition knowledge (N=61) (N=142)
Doctor 16 (26.2) 50 (31.5) p=> 0.05
ANM 14 (22.9) 30 (18.9) p=> 0.05
AWW 9  (14.8) 18 (11.3) p=> 0.05
CHW —- 89 (56.0)
Relative/elder 11 (18.8) 7 (4.9) p=< 0.05
Radio / TV 6 (9.8) 4 (2.5) p=> 0.05

Knowledge regarding childhood illness 60/140 (42.1) 144/142 (90.5) p=<0.05
Knowledge about two danger signs 37/140 (26.4) 70/142 (44.1) p=<0.05
Source of knowledge for Childhood
illness and danger sign (N=60) (N=144)

Doctor 2 (3.3) 12 (8.4) p=>0.05
ANM 29 (48.3) 94 (65.2) p=<0.05
AWW 10  (16.7) 21(15.0) p=>0.05
CHW —— 91 (63.2)
Husband 1 (1.7) 2 (1.4) p=>0.05
Relative/elderly people 23 (38.4) 17 (10.7) p=<0.05

Source of treatment for childhood illness (N=90) (N=102)
For minor ailments

Government health facility 8 (8.9) 12(12.4) p=>0.05
Private Practitioners 72  (80.1) 82 (84.5) p=>0.05
CHW 0 44 (45.4)
ANM 6 (6.7) 20 (20.6) p=<0.05
AWW 10 (11.1) 12 (12.4) p=>0.05
Household T/t 4  (4.4) 10 (10.3) p=>0.05
Pharmacist/ Other —- 4 (4.2)

Hand washing practices N=140 N=159
After defaecation (self) 127 (90.7) 147 (92.5) p=> 0.05
After child defaecation 125 (89.3) 145 (91.1) p=> 0.05
Before food preparation 12 (8.6) 66 (41.5) p=<0.05
Before child feeding 18 (12.8) 70 (44.1) p=<0.05
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sensitivity of diagnosis relative to a physician’s
gold standard”. Despite methodological
limitation, IMCI can work through basic
health workers, but do they have positive
impact on health outcome is a question. In
the present study, it was observed that 55.9%
of mothers reported that they received
information regarding child nutrition and
childhood illnesses from CHW. Approximately
half of the children suffering from minor

illnesses (43.1%) were brought to CHW for
treatment. 43.4 % mothers reported that they
would prefer to go to CHW for treatment of
minor illness among their children. Out of
90 ARI cases, pneumonia was correctly
classified in only 41 (45.5%) cases. CHW gave
correct treatment according to IMCI
guidelines in ARI 81 (90.0%) and diarrhoea
60 (75.9%) cases. Out of 79 cases of diarrhoea,
in 73 (92.4%) cases, ORS had been advised by

Table 10 : Findings of endline survey in Intervention area and control area

Findings of endline survey Intervention area Control area  p-value

Knowledge of childhood nutrition N=159 N=169
Yes 142(89.3) 98 (57.9) p ≤ 0.05

Source of childhood nutrition knowledge N=142 N=98
Doctor 50 (31.5) 35 (35.7) p ≤ 0.05
ANM 30 (18.9) 24 (24.5) p ≤ 0.05
AWW 18 (11.3) 23 (23.5) p ≤ 0.05
CHW 89 (56.0) ———
Relative/elder 7 (4.9) 11 (11.2) p ≤ 0.05
Radio / TV 4 (2.5) 5  (3.5) p ≤ 0.05

Knowledge regarding childhood illness 144/159 (90.5) 54/169 (31.9) p ≤ 0.05

Knowledge about two danger signs 70/159 (44.1) 35/169 (20.7) p ≤ 0.05

Source of knowledge for Childhood illness (N=144) (N=54)
and danger sign

Doctor 12 (8.4) 3 (5.6) p ≤ 0.05
ANM 94 (65.2) 18 (33.4) p ≤ 0.05
AWW 21(15.0) 14 (25.9) p ≤ 0.05
CHW 91 (63.2) NA
Husband 2 (1.4) 12(22.2) p ≤ 0.05
Relative/elderly people 17 (10.7) 20 (37.0) p ≤ 0.05

Source of treatment for childhood illness (N=102) (N=101)
For minor ailments

Government health facility 12(12.4) 13 (12.9) p ≤ 0.05
Private Practitioners 82 (84.5) 77 (76.3) p ≤ 0.05
CHW 44 (45.4) NA
ANM 20 (20.6) 5 (4.9) p ≤ 0.05
AWW 12 (12.4) 7 (6.9) p ≤ 0.05
Household T/t 10 (10.3) —- p ≤ 0.05
Pharmacist/ Other 4 (4.2) 1 (1.0)

Hand washing practices N=159 N=169
After defaecation (self) 147 (92.5) 154 (91.1) p ≤ 0.05
After child defaecation 145 (91.1) 138 (81.6) p ≤ 0.05
Before food preparation 66 (41.5) 24 (14.2) p ≤ 0.05
Before child feeding 70 (44.1) 30 (17.8) p ≤ 0.05
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CHWs and 74 (93.6%) of diarrhoea cases were
correctly treated by CHWs.  In the present
study, it was observed that, mother’s
knowledge about childhood nutrition (89.3%),
childhood illness (90.5%) and danger signs in
children (44.1%) was improved in intervention
area compared to control area after IMCI
training given to CHWs.  Similar to our study,
a community based meta analysis by Sazawal
and Black8 demonstrates the CHWs do have
an impact on health outcomes.

Other studies have also reported that TBAs
(trained birth attendants) and VHWs (village
health workers) are most suitable community
based health workers for ARI control
programmes in developing countries..9,10

Summary

the literature reviewed shows that CHWs
can and do have a positive impact on health
outcomes even in national scale health
programmes, though quite often the scale of
the impact is rather less than had been hoped
for. In general, CHWs are reported to have
had a positive impact when they are employed
to 1) enable people to look after their own
health better 2) encourage increased
utilization of health facilities 3) support
preventive health programmes 4) diagnose
and treat a limited range of common
diseases.4. It provided us feedback that the
usefulness of CHW for IMCI requires further
validation in knowledge, skills and practices
through multi-centric studies. On the basis
of present study, it may be concluded that
CHW can be trained in IMCI so that they
achieve high level of skills and they can apply
these skills in the field.
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