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towards the program which can happen due to lack of perceived benefit by attending. 

Together, these three reasons add up to a high 66.54 percent. This could be due to a 

general lack of awareness of health benefits. Not beneficial (15.6 percent) indicates 

either lack of awareness of need for health or a negative perception about the delivery 

of quality at A we. It could either mean that the health advice is not needed or the 

A We are so badly equipped that they do not bring any benefit to the children. A WW 

far off and no body to accompany both somewhere indicate that the centres are not 

easily accessible and it's a problem in visiting them. Together these two contribute to 

around 30 percent. 

We look at individual reasons and check for the actual against the perception. 

Is A WC far Off? The respondents used the A we services were asked about the time 

taken to reach the AWe. We match this information with the perception of mothers 

regarding the distance of A we. The respondents felt that A We was far off. We look 

at the time taken to travel to A we by these respondents and examine if this is a valid 

reason for low registration or low attendance. As we see above that A we is far off 

and nobody to accompany indicates that the distance can affect registrations or 

attendance. 

Time taken to Travel Freq. Percent 
0- 10 min 4,898 76.63 
10-20min 1,132 17.71 
20-30 min 289 4.52 
30-40 min 38 0.59 
40-50 min 9 0.14 
50-60 min 19 0.3 
> 60 min 7 0.11 
Total 6,392 100 

Although the data is only for those who have registered for AWe, we still see that there is 

a near universality of AWe and most of the respondents can access the AWe by walking 

in less than 15 minutes. Hence, the perception of A we being far off is misplaced. 

Is A WC Beneficial? We would explain the 'not beneficial' reasoning further by 

analyzing the variables which indicate towards benefit derived by the mothers. We 

create a dummy variable for underweight (=1 if the WAZ <-2 and 0 otherwise) and 

did a test of proportions on underweight to see if attending AWe or visiting AWe has 

a higher proportion of underweight children. 
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Analysis of Under Weight Children 
Percentage of Underweight Mean Std Err [95%Conf.lnterval] z 
Not attending 42% 1% 40% 44% 
Attending 38% 1% 36% 39% 0.0006 

Registered 42% 1% 41% 43% 
Not Registered 40% 1% 39% 41% 0.0012 

The table above shows that the percentage of children underweight is lower for those 

who are registered against those not registered and the rates are lower for those 

attending compared to those not attending. This indicates that the program has 

definite benefits which probably are not being seen or realized by the respondents. 

Explaining Insignificance of Quality Index: The following few cross tabulations 

indicate non-significance of quality in explaining attendance and registration. 

Table 7.7 below shows that despite the availability of equipment at these AWes, they 

are not being used. A majority of children are not even weighed at the A we. Of the 

total 3971 children who visit AWe regularly, 2559 were never weighed at the AWe. 

Child Weighed at AWC 

0 
Never 
Every Month 
Once in two months 
Once in threee months 
Do not know 
Total 

Note : 0 i11dicates "No Response" 

Those Visiting AWC 
Not Regular Regular Total 

2,453 2,559 5,012 
0 113 113 
0 6~ ~8 

0 109 109 
0 98 98 
0 434 434 

2,453 3,971 6,424 

We now try to see if the A we these children visit are equipped with a weighing 

machine or not. We find that in table 7.8 below that that the mere presence of an asset 

(weighing scale) cannot influence registrations or visits. Out of the total of 2235 

children who visit A we, only about 53 go to centres which do not have a weighing 

scale, other children (2182) go to centres who have a weighing scale but only about 

458 out of these children (who have an access to weighing machine) are actually 

weighed at the A We. Looking at percentages, we find that those who regularly visit 

A we and whose centres have weighing scales, only about 20% of them actually end 

up using those weighting scales. 
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Those Regularly visiting AWC 
Child Weighed at AWC Weighing Machine Available 

0 
Never 
Every Month 
Once in two months 
Once in threee months 
Do not know 
Total 

Note: 0 indicates "No Response" 

Not available 
42 
0 
8 
0 
1 
2 
53 

Available 
1,402 

73 
338 
66 
54 

249 
2,182 

Total 
1,444 

73 
346 
66 
55 

251 
2,235 

If we compare the data on actual weighing of these children (as shown in tables 

above) with the claims made by AWW and the responses of the respondents, we get 

an interesting result. Table 7.9 presents these results 

As stated by respondents (Mothers) 
Once in Once in 

Frequency of weighing Every two threee Do not 
Stated by AWW 0 Never Month months months know Total 
Every Month 1214 67 283 57 50 212 1,883 
Once in two months 36 2 10 1 0 7 56 
Once in threee months 96 3 28 5 3 17 152 
No Fixed Frequency 61 0 15 2 1 10 89 
Never 37 1 10 1 1 5 55 
Total 1444 73 346 66 55 251 2235 
Note: 0 indicates "No Response". No response and do not /mow figures appear because the questions were not 
asked to all the mothers. 

Out of all respondents, where we had data on A we, the A WW claims that they weigh 

children for almost all of the cases (A WW claim that 1883 out of 2235 are weighed 

every month at A We). The mothers state that only 346 are weighed once a month at 

the AWe. 

A similar story emerges when we look at growth charts. A very small percentage of 

respondents actually claim to be using and creating growth charts. The mothers' 

responses indicate that only 5 percent of the children who visited A We regularly had 

growth charts maintained. 

Maintenance of Growth 
Charts (response of 
mothers) 
All children in data 
Children for whom charts mai 

All children in data 
15,357 

186 1% 
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If we look at the availability of growth charts and map it with the actual maintenance 

of growth charts, we again find that the growth charts are present but are not been 

used. With an almost universal presence of availability of growth charts only about 86 

(4.9%) actually maintain growth charts. 

Availability of Growth Maintenance of charts(response of mothers) 
Charts(response of 0 yes no Total 

No 116 11 13 140 
Yes 1,401 86 119 1606 
Total 1,517 97 132 1746 

Note: 0 indicates "No Response" 

The above tabulations for growth charts and weighing scales show that even though 

physical infrastructure is present in the A WC, it is not being used. This implies that a 

mere existence of physical infrastructure is not important. What is necessary is that 

growth these facilities also get utilized. Numerous studies have measured the 

availability of facilities at A WCs, the actual usage of these has not been attempted. 

Also the responses of the A WW are not matching with those of the mothers. This 

calls for a detailed examination. We attempt this in sections below. 

Perception of Quality of Delivery: Perception of quality can be captured by the 

responses of mothers. The QOC framework of Bruce and studies in the family 

planning literature use some of these responses to capture perception quality. An 

attempt to use these in an index could not happen due to lack of sufficient data. To 

use it in a multivariate regression framework, the same questions regarding 

perception should have been posed to all the respondents whether they are 

registered or not. However, these questions were posed only to those who are 

registered. This leads to a poses a problem for estimation. However, we do try to 

capture these in cross tabulations below. We have summarized certain variables 

which determine the execution of the program and directly or indirectly affect the 

quality of the program. We would now study the delivery at A WC level to try and 

identify the problem. The following figures present data for pertaining to 

perception of respondents. 
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Figure 7.2: Reasons for Registration at AWC 
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Figure 7.3: Reasons for not Attending 
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Figure 7.4: Counselling by AWC: Nutritional Status 
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The above figures 7.2 to 7.4 indicate the lack of connect of AWW with the general 

population. As we have seen from literature review of family planning services that 

perception of client-provider interactions are important in the use of services. In 

programs such as IeDS, delivery of services is important for initiating and continuing 

use of these services. The role of the A WW becomes important in this regard. As the 

charts above suggest, most of the registrations take place on the advice of the A WW. 

However, it seems that there is a lack of interest on the part of either the mothers to 

visit these centre or the A WW to ensure continued use of A we. The reasons for not 

attending are: 50 percent of mothers are not being able to give a particular reason ( 41 

percent cite other reasons + 9 percent say there is no reason). Only a meagre 2% 

confirm that A WW counsels them on issues related to child nutritional health. 

The figures also show the traditional channels of infonnation are still the preferred 

channels and advise pregnant women on nutrition and child care. Only 14% of those 

who visit A We frequently seek information from A WW. Elderly women from the 

family are the single largest source of information. 

All children Only those visiting AWC 
Yes Yes 

Elderly Women 70% 69% 
Neighbours 14% 13% 
Anganwadi Nurse 6% 8% 
AWW 7% 14% 
Doctor 8% 6% 
No One 22% 20% 
Others 1% 1% 

Elderly women in the family are single biggest source of infonnation. A WW or ANM 

represent a very small percentage of women. 

Need for Preventive Health: 'Preventive Health' is not an obvious need. At 

relatively low levels of education and awareness and incomes, preventive health 

would take a back seat. The following analysis indicates that 'malnourishment' unless 

it is extreme is not understood and reacted to. Since malnourishment itself is not 

recognized; there is a little chance that A WW/ Awes ability to intervene and prevent 

malnourishment would be appreciated and respected. This results in no social 

incentive I encouragement to attend the program. 
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Nutritional Status of the Child: We study if the respondents are aware of the 

nutritional status of the children. We look into respondents who have been registered 

with A WC. Only 238 (out of 3971) of those who are regular visitors know the 

nutritional status of their children. 6% of those who visit A WC centre regularly and 

3.7% of those who are registered with AWC are aware of the nutritional status of their 

children. (Note: 0 is these tables implied that those mothers were not asked this 

question. This question was posed only to mothers of 3-6 years only) 

Knowledge of Visit AWC frequently Total 
Nutritional Status of No Yes 

0 2,453 2,672 5,125 
yes 0 238 238 
no 0 1,061 1,061 
Total 2,453 3,971 6,424 

Knowledge of For Those who are registered with AWC 
nutritional status of 

child 0 normal qrade-1 qrade-ii qrade-iii Don't Know Total 
0 5,124 0 0 0 0 0 5,124 
I yes 0 98 50 27 12 51 238 
no 1,061 0 0 0 0 0 1,061 
Total 6,185 98 50 27 12 51 6,423 

Knowledge of For Those who visit AWC 
nutritional status of 

child 0 normal lqrade-1 lqrade-ii lqrade-iii Don't Know Total 
0 2,672 0 0 0 0 0 2,672 
yes 0 98 50 27 12 51 238 
no 1,061 0 0 0 0 0 1,061 
Total 3,733 98 50 27 12 51 3,971 

We did a cross tab with the actual health statistic and try to estimate the actual 

malnourishment with the perceived malnourishment of these children. For this purpose, 

we converted the nutritional grade of the child as shown above into another variable 

which would take the values as =0 (for underweight) and =1 (for not underweight). 

In the total population, 6332 children are underweight. Out of which only 36 mothers 

know that their children are underweight. A vast majority of 6277 think that their 

children are not underweight and therefore there is no need for medical intervention. 

All children 

Child is actually 
Child is actually underweight (% of 

Know that Child is underweiqht total) 
under weiqht No Yes No Yes 

No 9,018 6,277 59% 41% 
Yes 32 19 0% 0% 
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In the population who are registered as well attending A we regularly, there are 1532 

children who are underweight. Out of these only 36 mothers know that their children 

are underweight. This points to a stark reality because this is the population who is 

registered and visiting A we, most of the centres are equipped with health charts and 

weighing machines and AWW. Despite, all these, the children are underweight and 

mothers are not even aware that these children would need a preventive program. 

Those who visit AWC 

Child is actually Child is actually 
Know that Child is underweight underweight 

under weight NO Yes NO Yes 
No 2,432 1,477 16% 10% 
Yes 32 19 0% 0% 

Conclusion of Low Registrations and Attendance 

• The key reasons for not attending the program are quite frivolous which 

indicates the lack of seriousness in the minds of respondents towards the 

program. Preventive Health is a latent need. A lot of effort in educating people 

would be needed to ensure that this severe need gets the priority in the 

domestic household. 

• A we are fairly universal in their presence. Most people can access in less 

than 15 minutes which is manageable for most. 

• A we are beneficial though respondents do not feel it that way. There is acute 

malnourishment in subgroups that attend or are even registered for the program. 

• Most of the mothers of underweight I malnourished children, who even visit 

A we regularly do not even realize that their children are malnourished. This 

is despite the fact that all the centres have growth charts and operational 

weighing machines. These are also the centres where A WW claim to be 

maintaining growth charts. 

• Preventive Health is a latent need. A lot of effort in educating people would be 

needed to ensure that this severe need gets the priority in the domestic 

household. 

• The functioning of A we needs a better monitoring. Indexes created on 

infrastructure do not improve the results because the infrastructure is not being 

used at all. Providing growth charts or weighing machines do not mean much 

unless the AWW use these devices to monitor health. 
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Profile and Motivation of Anganwadi Worker: Most of the statistics indicate that 

there is a gap between the awareness levels of mothers and AWWs. The infonnation 

exchange between the respondents and/or A WW is not happening at a satisfactory 

level. The program is failing to deliver a significant impact because A WW fails to 

convey the importance of preventive health. There could be various reasons for this 

• A WW is not competent. 

• A WW is competent but poorly trained 

• A WW is competent, well trained but is not motivated enough 

• AWW needs better monitoring and control to ensure results. 

We explore each ofthe above from the data ofthe AWW. 

Is A WW Competent: The educational profile of A WW is quite good from the 

perspective of the program. 84% of the A WW are middle school or above. Only about 

1% is illiterates. Most of the A WW, therefore are capable of doing there jobs purely 

from an educational perspectives. 

Figure 7.5: Educational Status of AWW 

Gradua literateLtterate 
6% 1% 2% 

Iii !literate 

111 Literate 

o Primary 

13 Middle School 

• High School 

l!li Higher Sec 

• Gradua 

Is AWW Well Trained/Experienced? 95% of A WW have been active with the 

program for at least a year while 44 percent of A WW s have been for more than 5 

years. This implies a good working experience for the A WW and it is reasonable to 

conclude that they are well equipped in terms of knowledge and learning about ICDS 

services (see Figure 7.6). 
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Figure 7.6: Work Experience of A WW 
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It can also be said that due such a long association most A WW should be well trained 

and well equipped for their job. About 96 percent of the AWW have received training 

since joining (see Figure 7.7). 

Figure 7. 7: Training of A WW 
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Figure 7.8: Training of AWW 
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The Figure 7.8 above shows that as high as 98 percent of AWW feel that the training 

has been useful to their job. 
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To explore the profile of A WW further, we analyse responses of A WW about their 

awareness of basic health issues. We present below a summary of their answers. An 

overwhelming percentage has given the correct answers confirming to the fact that 

AWW are suitably trained and empowered. 

Awareness regarding Percent of AWW providing 
correct answers 

Should 1st milk be fed to the child 98 

Weight of new born child is 2 - 3 Kgs 93 

Mother should start breastfeeding within 96 
2 hrs of birth 

Exclusive Breastfeeding means feeding 84 
only mother's milk 

Gaps in Awareness of A WW and Mothers 

As we see above that the awareness of AWW on certain health issues is quite good. 

Given this, the natural question is that how does this match up with the awareness 

levels of the mothers. As a second step, we would compare the awareness of mothers 

on these very issues and see the difference. We also do a proportions test to measure 

the significance of differences in awareness levels. 

For Entire Sample 

% of correct answers provided by 

AWW Mothers 

Should 1st milk be fed to the child 98 36 

Weight of new born child is 2- 3 Kgs 93 49 

Mother should start breastfeeding within 96 36 
2 hrs of birth 

Exclusive Breastfeeding means feeding only 84 24 
mother's milk 

We see a big difference between the awareness of the A WW and the awareness of the 

respondents. These are the issues wherein traditional knowledge differs a lot from the 

modem scientific opinion. This indicates towards the failure of information exchange 

at the AWC. 

We did the same analysis for those respondents who regularly visit AWC. 
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For Respondents who Visit A WC Regularly 

. % of correct answers provided by 

AWW Mothers 

Should 1st milk be fed to the child 98 37 

Weight of new born child is 2- 3 Kgs 93 48 

Mother should start breastfeeding within 96 38 
2 hrs of birth 

Exclusive Breastfeeding means feeding only 84 23 
mother's milk 

As is visible from the data, even for those women who attend A we regularly there is 

a huge and significant gaps on the awareness of health issues. 

This indicates that AWW are competent & well trained and rightly aware on key 

awareness questions but they drastically fail in their jobs to impart the education to 

mothers. This indicates that the program is failing at the moment of truth - the point 

wherein the respondents are visiting the A we. The quality and understanding of health 

and its maintenance is almost similar in those who are attending and those who are not. 

This could happen due to various issues related to human resources- the AWW. 

Motivation and/or Monitoring Issues 

The program is not getting the desired output because of clear motivation and I or 

monitoring issues at the grass roots levels of execution. The survey does not explicitly 

question the A WW on their motivations or lack of it or even the monitoring 

frameworks of the program. 

Figure 7.9: Regularity of Honorarium to AWW 

---· ----------------- ----·· ·------------ ----

40% 

3% 
2003 
1% 

1998 
1% 

180 

Regular 
55% 

liill Regular 

11!!2003 

02004 

02005 

•1998 

i 
I 
I 

I 



Evaluation of Integrated Program on Nutrition and Health: Estimates and Evidence from !CDS 

The above Figure 7.9 shows that only 45% of AWW receive their honorarium 

regularly. We explore this further and check for irregularity in payments. 

Most of those who do not receive the honorarium regularly said they last received it in 

2005. Since the survey was conducted in 2005, so we do conclude that most of those 

who do not receive regularly get it with a delay of few months (Figure 7.1 0). 

Figure 7.10: Presence of Supervisor for AWC 
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Most A WW confirm that they have a supervisor who also attends quite regularly. 

It's difficult to confirm whether it's the lack of motivation or a lack of control & 

supervision or a lack of both which is contributing to the reduced efficiencies 

(Figure 7.11 ). 

Figure 7.11: Regularity of Visits by Supervisor 
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7.7 SUMMARY 

We conclude with various facts that the data shows. These should be used for either 

future exploration or for directing the strategy towards achieving higher efficiencies 

in the program. 

1. As the prosperity increases (as defined by monthly income, standard of living 

etc.), there is a tendency to not register. This could be due to a preference to a 

private alternative at higher levels of prosperity. Special efforts should be 

directed towards middle income & middle education level groups encouraging 

them to attend. 

2. Quality as defined by infrastructure or by people does not affect the 

registrations or attendance at all. The infrastructural assets like weighing 

machines are nearly universal but are still not being used. Providing growth 

charts or weighing machines do not mean much unless the A WW use these 

devices to monitor health. The functioning of A we needs a better monitoring. 

Investments should not be done in installing toilets or providing other assets. 

Program should invest more to motivate the A WW to use the assets which 

they already have. 

3. A we are fairly universal in their presence. Most people can access in less 

than 15 minutes which is manageabl~ for most. Increasing the number of 

centres should not be the first priority in the researched area. 

4. A we are beneficial though respondents do not feel it that way. The incidence 

of malnourishment goes down into subgroups that attend or are even 

registered for the program. Most of the mothers of underweight I malnourished 

children, who even visit AWe regularly do not even realize that their children 

are malnourished. This is despite the fact that all the centres have growth 

charts and operational weighipg machines. These are also the centres where 

A WW claim to be maintaining growth charts. Special drives should be 

conducted to make people aware so that they can identify a malnourishment. 

5. Preventive Health is a latent need. The key reasons for not attending the 

program are quite frivolous which indicates the lack of seriousness in the 

minds of respondents towards the program. Preventive Health is a latent need. 
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A lot of effort in educating people would be needed to ensure that this severe 

need gets the priority in the domestic household 

6. A WW workers are qualified and experienced. Their awareness and knowledge 

on key issues related to health is quite good. However the knowledge is not 

being transferred to the respondents. The awareness of mothers on the same 

issues is very low. Even mothers who register and attend the program are not 

aware on basic issues of health. This indicates a failure at the moment of truth 

- A WW fail to communicate with the mothers. Mothers still see traditional 

channels like elders in the family as a source of information on pregnancy 

issues. 

7. There may be issues related to A WW s motivation or the control and 

supervision mechanisms of the program. The data also suggests that A WW do 

not get their honorariums on a periodic basis and it often gets delayed. A 

massive effort is required on this front. The effort has to be in increasing the 

incentive as well as making A WW more accountable for the health of the 

child. 

8. A majority of the A WW confirm that they have a supervisor deputed to 

monitor them who also visits them frequently enough. The efficiency and 

efficacy of supervision should be studied in detail in the future studies. 
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