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Background: It was in 1995 when a strategy was devised to reduce under-five mortality in countries 
with a prevalence of child mortality above 40/1000 live births. This strategy is called “Integrated 
Management of Childhood Illness” (IMCI). Improvement in the skills of healthcare workers 
(HCWs) depends on the IMCI training received by them. To make IMCI training more effective 
and scale up, a global technical consultation committee in Geneva recommended implementing an 
innovative training approach in 2014: the distance learning IMCI (dIMCI). This study was 
conducted to observe qualitatively the practices of IMCI-trained HCWs at their respective 
workplaces. Methods: This qualitative hermeneutic study was conducted through non-probability 
criterion sampling in the district Abbottabad of Pakistan on all 26 basic health units trained in IMCI 
(either standard or distance learning) from December 9, 2019, to March 9, 2020. Data collection 
was done by qualitatively observing consultations and interactions of caretakers of under-five 
children at basic health units. Inductive thematic analysis was used. This qualitative exploration was 
underpinned by Hans Georg Gadamer’s philosophy of hermeneutics. Results: Four themes emerged 
from the observation notes. These themes are gratification after consultation, altercation for 
medication, non-observance of protocol, and methodical consultation. Conclusion: Improvement 
in the skills of HCWs in the form of IMCI training, either through distance learning or the common 
eleven-day standard method, can improve caretakers’ satisfaction. However, awareness at the 
community level is needed for better compliance. 
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INTRODUCTION 
Under-five deaths due to preventable and treatable 
conditions like pneumonia, diarrhoea, malaria, 
measles and malnutrition were recorded as 5.2 million 
in 2019.1 More than half of these deaths could be 
prevented through simple, non-expensive methods and 
measures.2 It was in 1995 when WHO, UNICEF and 
other technical partners devised a strategy to reduce 
under-five mortality in countries with a prevalence of 
child mortality above 40/1000 live births.3,4 This 
strategy, which has three components5–7 (to improve 
the skills of health care workers (HCWs), to improve 
health systems, and to improve family and community 
practices), is named integrated management of 
childhood illness (IMCI). 

Improvement in the skills of HCWs depends 
on the IMCI training received by them. Standard IMCI 

training is an eleven-day continuous activity involving 
classroom sessions and clinical practice. Integrated 
Management of Childhood Illness has been in place in 
Pakistan since 2000, but its coverage and scalability 
are still debatable due to the expensive and extensive 
nature of the training. Frequent staff turnover is still 
another factor that adversely affects IMCI training 
coverage. To make IMCI training more effective and 
to scale up, only shortening the duration to under 
eleven days will not work. Keeping this fact in view, a 
global technical consultation committee in Geneva 
recommended the implementation of an innovative 
training approach in 2014: the distance learning IMCI 
(dIMCI). This new training is spread over three 
months, having three single-day face-to-face 
meetings.8  

To generate evidence-based information 
regarding improvement in the case management skills 
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of the HCWs, a cluster Randomized Control Trial 
(cRCT) was conducted in which dIMCI training was 
given to the HCWs of the intervention arm while 
eleven days of standard IMCI training was given to the 
control arm.9 The Current study was conducted as the 
last part of that definitive trial with the objective of 
observing qualitatively the practices of IMCI-trained 
healthcare workers at their respective workplaces. 

MATERIAL AND METHODS 
This qualitative hermeneutic study was conducted in 
the district Abbottabad of Pakistan, including all basic 
health units (BHUs) trained in IMCI (either standard 
or distance learning) from December 9, 2019 to March 
9, 2020. Twenty-six BHUs, out of which half were 
trained as control and half as intervention, were 
selected through a criterion sampling technique. 
Ethical approval was granted by the institutional 
review board of Health Services Academy Islamabad, 
Pakistan under F.No.01-07/2014/PhD, dated June 24, 
2019. A supplementary verbal consent was obtained 
from all participants, in addition to the one that had 
already been obtained in written form. The 
Consolidated Criteria for Reporting Qualitative 
Research (COREQ) guidelines.10 were consulted for 
reporting this study.  

A non-participatory observation was 
conducted from August 11 to September 9, 2020 by 
the first author, updating co-authors telephonically 
after every observation. Main areas for observation 
were identified beforehand in the observation 
checklist, with the flexibility of including or recording 
any new area for the next observation.  

During observation, informal discussions 
with HCWs and taking notes of HCWs’ consultations 
were performed. Every BHU was monitored from 9 
am. to 12 pm., Monday through Saturday. These were 
the peak hours for consultation at BHUs. Observations 
were recorded in a field notebook in scribbled form 
and then converted to a narrative field journal the same 

day in the evening. Time, place, and person’s 
information were noted in the field journal, along with 
important information obtained as a result of informal 
discussion. Factors like under-five patient tolls at the 
BHU, adherence of HCW to IMCI protocol during the 
consultation, active interaction of HCWs with the 
caretaker of the sick child, and the response of 
caretakers were noted. 

Hans Georg Gadamer’s philosophy informed 
this qualitative research through five key concepts:  
freedom from the use of scientific methods; mode of 
inquiry; the concept of prejudice; hermeneutic circle 
and fusion of horizons.11 A self-narrated story and 
discussion with a colleague in Pashto were used to 
provoke the researcher's prejudice or pre-
understanding; both were recorded, transcribed, and 
analysed in the original language. Keeping in view the 
philosophical assumptions adopted, inductive 
thematic analysis was used at the latent level of 
emergent themes.12 In this approach, latent themes 
were generated first, and then those themes were 
expanded to codes, and those codes were again unified 
into themes for the sake of initiating a hermeneutic 
circle. This iterative process was carried out through 
complete immersion in the data through reading 
transcripts. 

Analysis was conducted manually by the first 
author using highlighters, pencils, and markers of 
different colours. Themes and codes were generated in 
the original language of the transcripts (Pashto for 
prejudice and Urdu for observation) and then 
translated into English. To develop a hermeneutic 
consciousness, transcription and analysis were not 
delegated to research associates or assistants.12,13 

All authors are registered medical 
practitioners. The first author is the principal 
investigator as well. He was in contact with the trained 
HCWs through WhatsApp and cell phone. 

RESULTS & DISCUSSION 
 

Table-1:  Summary of themes & codes 
Title Themes Codes 
Researcher’s Prejudice/ 
Pre-understanding 

    

  Familiarization with IMCI  Admission in MPH, Institute of Child Health, IMCI training, master training 
  No opportunity to practice 

IMCI  
Clinical Practice, PhD project, teaching as a career 

Observation     
  Gratification after 

consultation 
facial expressions, gifts, waiting for HCW, care takers' recommending HCW, 
thanks HCW 

  Altercation for medication Speaking loudly, reasoning, refusing medicines, demanding medicine,  
labels and packs  

  Non-observance of protocol No chart booklet, no recording forms, missing steps, a quick examination 
  A Methodical consultation Preliminary information, steps of the algorithm, vaccination card, mother's 

health 
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Pre understandings of the principal investigator 
Two main themes were extracted from the self-narrated 
story and discussion with a colleague (Table-1). These 
themes were: 
1-Familiarization with IMCI protocol  
 Regarding his first encounter with the word IMCI, the 
principal investigator narrated in his own words: 
“I came across the abbreviation IMCI in an admission test 
for MPH in 2006, which I could not answer. While I was 
working with an INGO in 2009, I frequently heard this 
word (IMCI) but never got an opportunity to have a closer 
view of it, neither at my duty place nor at the institute where 
I was doing my MPH. It was all due to my busy schedule 
at my institute.” (Translated from the self-narrated story) 
The principal investigator had never been a practitioner 
after September 2010 and got his first IMCI training as a 
participant in 2014, a time when he had done his Master in 
Public Health. It was his first experience getting familiar 
with the IMCI protocol. After a few weeks of IMCI 
training, he was selected for a Training of the Trainers and 
was trained as a master trainer of IMCI. 
 “After doing my MPH degree in 2011, I adopted public 
health teaching and research and, in 2014, joined the 
Khyber Institute of Child Health as an epidemiologist. This 
was the place, where I was introduced to the IMCI 
protocol. I received eleven days of training and then was 
selected by the institute for three or four days, don’t 
remember exactly, of training of the trainers and became 
a master trainer of IMCI.” (Translated from dialogue with 
a colleague) 
2-No opportunity to practice IMCI protocol 
The principal investigator neither got an opportunity to 
practice IMCI nor did he train any HCW to date. He only 
acted as a supervisor from December 2019 to March 2020 
when HealthCare Workers from selected health facilities 
were trained on IMCI protocols as a part of his Ph.D. 
research project.  
“In 2006, I started working as a medical officer in Pakistan 
Air Force. It was my first independent clinical experience 
after my house job. In 2009, I joined an INGO as a medical 
officer and worked there until September 2010. During this 
period of clinical practice, I didn’t know anything about 
IMCI, and I never did clinical practice beyond September 
2010.” (Translated from the self-narrated story). 
After receiving IMCI training; first as a participant and 
then as a master trainer, he narrated its practical application 
in the following words: 
“As a part of my PhD research project, I was present in 
every training session but remained a silent observer and 
listened to the problems of participants regarding logistics 
and other administrative issues encountered during the 
training. I tried to solve their problems.”  
(Translated from dialogue with a colleague) 
In qualitative research, the investigator is regarded as a 
research tool, and his/her reflexivity and pre-
understandings can have a profound effect on research 

findings. In this study, the pre-understanding (or prejudice, 
in the words of Gadamer) of the principal investigator as 
provoked and reported did not confirm that his own lived 
experience of the phenomenon of IMCI training and 
implementation was strong enough to influence the 
findings of this study. Self-medication or medicine on 
demand without the prescription of a qualified HCW is an 
issue in developing and underdeveloped countries.14,15 
This practice is a common cause of drug resistance.16,17 
Non-participatory observation:  
Four themes were extracted from observation notes on 
twenty-six health facilities. 
 1-Gratification after consultation 
This theme was derived from the observation notes of 
those health facilities where under-five consultations were 
less than ten per day. According to IMCI protocol, the child 
is checked for all five conditions (diarrhoea, pneumonia, 
malnutrition, measles, and malaria), and the time invested 
by the HCW is well-regarded by the caretakers. Caretakers 
were so satisfied with the protocol that they preferred an 
IMCI-trained healthcare worker for consultation. 
“The IMCI-trained HCW has not reached yet, and an 
untrained HCW is doing consultation. A woman with an 
under-five child asks about the lady who checked her 
nephew yesterday. Lady Health Visitor tells the caretaker 
that she will arrive in ten to fifteen minutes. The caretaker 
takes her chit back, saying that she will wait till that lady 
arrives.” (Control site No:01) 
Correct breastfeeding position for lactating mothers is also 
a target of the IMCI protocol. Mothers expressed their 
happiness by bringing a gift for the HCW. 
“A young female enters the consultation room with chicken 
eggs placed in a husk-filled plastic bag. She tells HCW that 
it is a gift for her as her (young female) 5-month-old son 
has started breastfeeding. She further explains that it is all 
because of her (HCW) teaching through pictures how to 
breastfeed correctly.” (Intervention site No:02) 
Patient satisfaction is regarded as a component of the 
quality of care.18 As both groups observed in this study 
were trained in IMCI through two different protocols, the 
following IMCI algorithm can be regarded as the main 
stimulus of the caretaker’s satisfaction. If the patient toll 
increases, then it becomes very unlikely that the available 
HCWs will follow IMCI protocol properly to the 
satisfaction of caretakers. 
2-Altercation for medication  
After HCWs prescribe medicine, caretakers move to the 
medicine counter and hand over the prescription chit to the 
staff member. When they (caretakers) see that medicine is 
not as per their desire, they start reasoning with the staff. 
“There was a noise, and I came out of the consultation 
room. I see a woman talking to the staff at the medicine 
counter about how much syrup she needs (pointing to the 
medicine cabinet). The staff member says that it is not 
prescribed by the doctor on duty, so he cannot give it. The 
woman throws her medicine chit and leaves with her four-
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year-old child without taking her ORS sachets.” 
(Intervention site No:16) 
A caretaker demanded an injectable against the advice of 
HCW: 
“An old-aged woman insists on administering an 
injectable to her three-year-old grandson when he is given 
a syrup for fever as per the prescription of the doctor on 
duty.” (Control site No:19) 
A lot of published literature is available on self-medication 
among different groups, but hardly any in the case of the 
caretakers of under-five children. A qualitative study 
conducted by Renosa et al in the Philippines reports that 
HCWs felt frustrated because parents preferred antibiotics 
and other medicines as compared to advice on non-
medical solutions.19 The majority of the studies 
conducted on the self-medication of caretakers for 
their under-five children are from African countries. A 
cross-sectional study conducted by Simon & Kazuara 
in Tanzania reports that parental self-medication for 
under-five children was almost half of the total 
sample. They further conclude that awareness and 
health education of the general public and the role of 
regulatory bodies need to be strengthened.20 A 
qualitative study conducted by Okunola in Nigeria 
also reports that orientation, sensitization, and 
awareness of child health care in the community 
through different stakeholders’ campaigns are 
necessary for addressing parental self-medication for 
their children.21 A qualitative study conducted by 
Butler et al in the UK reports that doctors, in a pursuit 
to maintain a good patient-doctor relationship, 
acceded to patients’ expectations for antibiotics.22 
Cole reports that more than half of the general 
practitioners included in a UK-based study confirmed 
that they felt under pressure to prescribe antibiotics 
irrationally.23 A cross-sectional study conducted by 
Atif et al. in Pakistan attributes irrational and 
polypharmacy practices by physicians in private 
setups to the incompetency of physicians, lack of 
continuous medical education and evidence-based 
guidelines, and provision of incentives.24 
3-Non observance of IMCI protocol 
This theme was extracted from the observation of those 
health facilities where the under-five patient toll was more 
than ten per day, and only a single trained HCW was 
present either because no other HCW was trained or 
because the other trained HCW was on leave. As trained 
HCWs, they not only examined under-five children but 
also those above five. That is why she/he got exhausted 
when the patient toll increased. 
“Here, every third or fourth patient is an under-five child. 
Initially, the HCW completed all the attributes given in the 
under-five recording form, but as the number of patients 
crossed six, the HCW’s started shortening their history 
taking and focusing only on the main complaints. If the 
complaint is fever only, then she records the temperature 

and not otherwise. The patient is not checked for all five 
conditions.” (Control site No:11) 
“I am sitting in the consultation room with HCW but 
cannot see any recording forms for under-five 
consultations, and two under-five children were examined 
without a recording form. I reminded her about recording 
forms, and then she took out a bundle of them from her 
drawer with a smile on her face.” (Intervention site no:15) 
A study conducted by Edward et al regarding patient toll 
as a factor for non-adherence to the IMCI protocol25, while 
Kruger et al report that no refreshers and the patient's age 
greater than two years are significant contributors to non-
adherence.26 
4-A Methodical consultation 
HCWs also practised under-five consultations in a very 
systematic way. 
“I see that under-five children enter the consultation room 
with recording forms in the hands of caretakers and all 
preliminary information like name, age, temperature, 
weight, etc. is already written at the registration desk. 
HCW starts from checking for general danger science and 
stops at the vaccination schedule.”  
(Intervention site no:03) 
At another site, a male HCW sent an under-five child to a 
female colleague for a breastfeeding assessment and then 
completed the rest of the protocol. 
“HCW asks about the problems of a child as the rest of the 
initial information has already been written on the 
recording form at the registration desk. The child was 
checked for all general danger signs, then his breath rate 
was counted for one minute by looking at the wall clock, 
and all fields were filled till the vaccination history. Then 
the child was sent to a female HCW to record their feeding 
history. After some time, that child came again, and the 
HCW completed the rest of the form by consulting the chart 
booklet for classification and dosage.”  
(Intervention site no:09) 
Though the IMCI algorithm is a systematic protocol, it can 
easily be followed if there is task sharing. A single trained 
individual dealing with all patients, including those who 
are over five, can hardly follow the sequence of steps in the 
protocol. 

CONCLUSION 
Improvement in the skills of HCWs in the form of 
IMCI training, either through distance learning or 
through the common eleven-day standard method, 
can improve caretaker satisfaction. However, 
awareness at the level of the community is needed for 
better compliance. A dedicated staff of at least three 
HCWs will be there, including a front desk history 
taker and noting anthropometric measurements, a 
medic or para medic for consultation, and a female 
for teaching correct positioning during breastfeeding. 
This arrangement is especially recommended for 
BHUs with high patient tolls. 
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