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ABSTRACT 

 

Background: Women in India face constraints not only in obtaining health services but also 

in expressing health needs. Being health care providers, Anganwadi workers (AWWs) are 

first contact persons and role models of health care to community. Understanding their 

health status is imperative to improve women health. 

 

Objectives: To appraise the actual practices and health profile of AWW.   

 

Materials and Methods: This was a cross-sectional study comprising of interview and 

examination of all 313 AWWs of Surat city. A predesigned, pretested and semi-structured 

questionnaire was used to interview AWWs about socio-demographic and RCH profile. The 

general health profile focussed on five key issues- anaemia, Body Mass Index (BMI), blood 

pressure and visual acuity examination and self reported state of health. AWWs were 

examined at the tertiary heath care centre by consultants with their informed consent. 

Standard guidelines were used to classify morbidity. 

 

Results: A completed family size of 2.09 and sex ratio of 835 was observed among AWWs. 

Out of 654 children born, 32 (4.9%) died before completing age of five years.  State of RCH 

indicators, like consumption of required Iron tablets was 30%; Tetanus Toxoid 95%; 

Prelacteals given by 75% and semi-solid diet as complementary feeding by 9% women. An 

unmet need of 13.4% and usage of temporary contraception < 10% existed. Examination 

findings revealed 50.3% over/underweight; 58.8% anaemic; 22.9% hypertensive and 52.8% 

with uncorrected vision.  

 

Conclusions: There is a need to develop women oriented health services which are 

conducive and motivates women to develop a caring attitude towards their own health. 

 

Key Words: Anganwadi workers, women’s health, antenatal care, breast feeding, body 

mass index, refractive errors    

 

INTRODUCTION  

Women are the prime caretakers of family and bearers of children and any repercussion to 

their health affects the family as a whole. Women in India face constraints not only in 

obtaining health services but also in expressing health needs. Many studies document the 

dismal state of women health indicators in India. 
(1, 2)

   

National Family Health Survey-3 (NFHS-3) shows that 55% women still suffer from anaemia 

while only 55% have normal Body Mass Index. An overview of reproductive health reflects 

an unmet need of 13% for contraception and institutional delivery rate of 41%. 
(3)  

   Only 
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34% symptomatic Indian women seek health care for their ailments and only 30% urban 

households utilize the public medical sector.
 (3, 4)  

        

Health workers are often looked upon as role models to people regarding health related 

issues and their behaviour in relation to such issues may positively or negatively affect the 

decision made by community. Anganwadi Worker (AWW), a woman selected from the 

community, is frontline worker of Integrated Child Development Scheme (ICDS) of India.
 (5)

  

By virtue of her location at the periphery of the existing health care system, AWW is the first 

contact to the community especially women, for uptake of health services. AWWs also play 

a major role in enlightening women about reproductive health, nutrition and availability of 

health services.
 (5)  

 As their health profile and practices is also an indirect reflection of the 

situation of women in our community, it becomes important to appraise the actual practices 

and health profile of AWWs.  

The study was done with the vision that understanding the health status of health care 

providers is imperative to improve women’s health. While women in our country face many 

health concerns, in this study, we focussed on two main issues: general health profile and 

reproductive and childcare health practices adopted by the AWWs themselves.      

 

MATERIALS AND METHODS 

 

Study design, settings and duration: This was a cross-sectional study conducted at the 

Anganwadi centres (AWCs) of Surat City during November 2007 to January 2009. The AWCs 

of ICDS project are located near urban slums, slums like areas and areas where 

malnourished children are seen more.  

 

Study participants: All 313 AWWs of ICDS project of Surat city at the time of 

commencement of study were enrolled.  

 

Study tool: A predesigned, pretested and semi-structured questionnaire was used to 

interview AWWs about their socio-demographic profile, RCH practices and to record 

findings of general medical history and examination.  

 

Study Methods: The whole study was planned in accordance with the AWWs, their Child 

Development Project Officers (CDPOs) and Supervisors (Mukhya Sevikas). The schedule for 

conducting the study was prepared in advance in consultation with Anganwadi Worker.    

The aim was to study the general health profile and reproductive and child health care 

practices adopted by Anganwadi worker. The whole study was divided in two components 

of interview and examination of women.  

The first component consisted of interviewing the Anganwadi worker at her Anganwadi 

Centre, to collect the information about her socio-demographic profile and reproductive 

and child care health practices adopted in detail during her own pregnancy, delivery and 

after delivery for one year. The completed family size was calculated by finding the total 

number of children born by all 313 AWWs. Exclusive breast feeding for six months is advised 

from last few years and seventy five percent women delivered before that. Therefore 

exclusive breast feeding practices for four months were evaluated.
 (6) 

They were also 

enquired about their contraceptive practices after menarche till date. Currently married 

women who were not using any method of contraception but who did not want any more 

children were classified as having an unmet need for limiting births.
 (7)  
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Though complete reproductive history of all women was recorded, the details of last alive 

childbirth and childcare practices for one year after birth were analysed, to avoid recall bias.     

The second component of general health profile focussed on only five key issues- nutrition, 

anaemia, blood pressure and visual examination and self-reported state of health. 

Appointment from consultants was taken at the tertiary health centre of the city with prior 

discussion with AWW and changes made as per the convenience of women. AWWs were 

escorted in groups of ten women, per day twice a week except holidays, for medical check-

up. General medical history of all women was taken and they were questioned that what 

they felt about their own health status. The responses for self reported health state were 

recorded in categories of very bad, bad, average and good.  

Nutrition status of women was assessed by calculating Body Mass Index (BMI)                                                 

from height and weight measurements. Weight was measured by standard weighing 

machine having accuracy of 0.1 kg. Height was measured by standard measuring scale 

having accuracy of 1 cm. For every woman, three readings were taken and their average was 

taken as final. The BMI was classified according to WHO guidelines.
 (8)  

 The haemoglobin 

estimation was done at the pathology department laboratory by complete blood counter 

and reports were given on the same day. The WHO guidelines were taken to classify iron 

deficiency anaemia as mild, moderate and severe category.
 (9)  

   

The blood pressure was measured using standard auscultatory Riva-Roci method with the 

help of standardised pneumatically operated mercurial type sphygmomanometer. Two 

reading were taken for each woman in sitting position at the Anganwadi centre after 

interview, so that she was in a relaxed state of mind. The readings thus obtained were 

classified according to the 7
th

 report of Joint National Committee (JNC VII). 
(10)  

 

The AWWs were examined at ophthalmology department for refractive errors and advised 

correction. The distant visual acuity was measured under standard conditions with retro 

illuminated Snellen’s visual acuity chart and near visual acuity by Jaeger’s charts.
 (11)  

 

Women requiring dilatation and fundoscopy were advised further treatment.  

AWWs were also helped to seek treatment for their other health problems from qualified 

consultants in the required departments. Medical check-up, investigations, appropriate 

treatment and follow-up was done wherever advised. Care was taken to deliver the results 

of investigations on the same day of visit. 

Ethical consideration: Permission from Institutional Review Board- Human Research Ethics 

Committee, for ethical issues was obtained for conducting the study. The study aims, 

objectives and components of interview and examination were explained to all participants 

and they were invited to take part in the study. All women were informed that involvement 

in the study was voluntary, and they had the freedom to withdraw at any stage. The 

confidentiality of data of interview and examination was maintained throughout the study 

and the participants were ensured about this. Informed verbal consent was taken from each 

participant for interview and examination before actual starting of data collection.  

Analysis: The data was entered and analysed using excel and Epi-info software. The 

healthcare profile and practices adopted by AWWs were depicted by frequency 

distributions and proportions. Chi- square tests were applied to establish association 

between variables.  The linear association between variables was further measured by 

Pearson’s Correlation Coefficient.      
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OBSERVATIONS   

All 313 AWW’s were interviewed. The mean age of women was 38.11 years. New recruits 

(service less than one year) were only three percent while 85% had more than five years of 

service. All AWWs were educated up to the secondary level while 23.9% completed higher 

secondary and the rest (12%) were graduates and above. Forty four percent women 

belonged to the socio-economic class (SEC) III; while 20.7% to SEC II and 26.2% to SEC IV 

respectively according to modified Prasad’s classification.
 (12)  

   

Among all 313 workers, 275 (87.9%) had children. Rest 38 (12.1%) women did not have any 

child, reasons: not married, married for less than two years, primary or secondary infertility 

or separation from their husband. Table 1 depicts the total number of pregnancies and alive 

children among AWWS. A sex ratio of 835 female per thousand male children was observed. 

Among 654 children born, 32 (4.9%) deaths were reported before they completed the age of 

five years. A completed family size of 2.09 was observed. Among the total 155 abortions, 

103 (66.5%) were induced. A total of 54% of induced abortion were followed by a male child 

and preceded by female child.  

Table 1:Distribution of pregnancies, children and abortions among AWWs 

Number of Pregnancies, children and abortions 

(N=302)*  

Number  Percentage  

Total number of pregnancies 809 100 

Total abortions  155 19.2 

Total children born 654 80.8 

Total children alive 622 76.9 

Total alive children (N=622) 

Total female children ** 283 45.5 

Total male children  339 54.5 
*Out of total 313 AWWS, 11 were unmarried and had negative history of pregnancy. 

Table 2 shows the reproductive and child health care practices adopted by AWWs for their 

own pregnancy and delivery.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



INDIAN JOURNAL OF MATERNAL AND CHILD HEALTH,2013   APR – JUN;15(2) 

 

 6 

 

Table 2: Reproductive and child health care adopted by the Anganwadi worker in her last 

pregnancy 

RCH services utilized N= 275* % 

Ante Natal Care taken (at least three visits) 213 77.5 

BP & weight measured 197 71.6 

Haemoglobin estimated 207 75.3 

Tetanus toxoid taken 261 94.9 

IFA taken   ≥ 100 days 83 30.1 

Institutional delivery 218 79.3 

Health worker’s visits (any one visit throughout 

pregnancy)  

18 6.5 

Child care practices adopted by AWWs N= 270
†
 % 

Breast feeding initiated within one hour of birth 148 54.8 

Birth weight taken within 24 hours 213 78.9 

Breast feeding given for 4 months 202 74.8 

Exclusive breast feeding (EBF) 4 months 31 11.5 

Prelacteals given 201 74.4 

Complimentary feeding (CF) started with semi-

solid diet 
24 8.8 

Full Primary Immunization  252 93.3 

          *Among all AWWs, 275 had history of delivery. 

         † Only 270 women had healthy alive child in their last pregnancy. 

 

Only married women, 302 (96.5%) chose to give responses to contraception history. (Table 

3) Approximately 99% women did not use any contraception immediately after marriage 

and before their first childbirth. All women were asked whether they had completed their 

family or wanted more children. Among the 238 women, who have completed their family, 

32 (13.4%) women were not applying use of any method of contraception. Thus there was 

an unmet need of 13.4% for limiting births among the Anganwadi workers.  

 

Table 3: Distribution according to contraception adopted 

Contraceptive method adopted (N=313) 

 
Total 

N (%)  

Not any  

method 

N (%) 

Oral Pills 

N (%) 

Condoms 

N (%) 

Copper-T 

N (%) 

Sterilizatio

n 

N (%) 

*Before any 

pregnancy 

302 

(100.0) 

298 

(98.6) 

2 

(0.7) 

2 

(0.7) 

0 

(0.0) 

0 

(0.0) 

Present 

practices 

302 

(100.0) 

71 

(23.5) 

14 

(4.6) 

22 

(7.3) 

13 

(4.3) 

182 

(60.3) 
†
After 

completing 

family 

238 

(100.0) 

32 

(13.4) 

14 

(5.9%) 

5 

(2.1%) 

5 

(2.1%) 

182 

(76.5%) 

*Only married women chose to give contraception history.  
†
Out of the total women, 238 have completed their family and do not want any more children 

 

The general health profile findings; BMI, vision testing, haemoglobin and blood pressure 

measurements are shown in Table 4. Out of 313 AWWs, 296 assented to come to the 
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hospital for medical check-up. The ophthalmic examination was attended by 265 women. 

Thus, 5.4% AWWs could not go through medical check-up while 15.3% did not stay for eye 

check-up.  

Table 4: General health Profile of AWWs 

 * Due to technical reasons, all workers could not participate. 

                †DBP= Diastolic Blood pressure & SBP= Systolic Blood Pressure 

 

Figure 1: Uncared morbidity among Anganwadi workers who responded having good health (n=125) 

 

 General Health Profile   

Category Body Mass Index(BMI) 
 10  

   *(N=296)  % 

Underweight <18.50 101 34.1 

Normal 18.50-24.99 147 49.7 

Overweight  25.00-29.99 37 12.5 

Obesity I 30.00-34.99 9 3.0 

Obesity II 35.00-39.99 2 0.7 

Category  Anemia (WHO guidelines) 
 11  

 *(N=296) % 

Normal  ≥12g/dl 122 41.2 

Mild  10-11.99g/dl 134 45.3 

Moderate  8-9.99g/dl 32 10.8 

Severe  ≤7.99g/dl 8 2.7 

Category Blood Pressure (BP) in mm of hg 

(according to JNC VII) 
 12  

 

*(N=296) % 

Stage I †DBP 90-99; SBP140-159or both 51 17.2 

Stage II DBP≥ 100; SBP≥160 or both 17 5.7 

Category Vision *(N=265) % 

Decreased Distant vision 99 37.4 

Decreased Near vision 109 41.1 

Decreased Both distant and near vision 68 25.6 
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A significant association was observed between BMI of more than 25.0 (P 0.00000014) and 

high blood pressure. On further analysis, positive strong correlation, (r= 0.998; degree of 

freedom=2) was found between BMI ≥ 25.0 and increasing blood pressure among AWWs. 

Uncorrected vision was seen among 140 (52.8%) workers. (Table 4) When results of visual 

acuity were analysed against age of women, it was found that 26.4% AWWs aged less than 

40 years had uncorrected myopia and 19.5% had uncorrected hypermetropia. Compared to 

them in the AWWs aged 40 years and above, 53.8% had uncorrected myopia and 73.6% had 

uncorrected hypermetropia.  

The fifth key issue of general health profile consisted of self reported state of health among 

AWWs. Out of 313 AWWS, 125 (40%) responded that they have a good health status. The 

examination findings of these 125 women revealed high morbidity. (Figure 1) 

 

DISCUSSION:  

The Health profile and practices of Anganwadi Workers reflects and in turn affects the 

health of women in community.   

More than 85% AWWs in the present study were in service for more than five years. All 

AWWs were educated to secondary level or above. These findings are comparable to work 

done by Shanmugavelaythum on AWWs.
 (13) 

The socioeconomic status of Anganwadi 

Workers found in the study was similar to NFHS-3.
 (3)    

Reproductive and child health care practices of Anganwadi workers 

In the present study, majority women were working as AWWs, when they delivered their 

last child. A completed family size of 2.09 was found in present study which is similar to 

NFHS-3 finding of 2.07.
 (3)   

The sex ratio was 835, which is very low compared to the census 

2011. 
(14)  

An abortion rate of 19.2% was observed. Among women who had induced 

abortions, 54% had female children before abortion which was followed by birth of male 

child after abortion. This data needs to be interpreted with caution but it may show a 

probability of desire for at least one male child. It points toward the poor situation of 

women in Indian patriarchal society because even prime influencers of child health are not 

exempt from the social expectation of producing a male heir.
 ( 1, 2) 

 

Certain RCH practices of AWW like taking Tetanus Toxoid (95%), institutional delivery 

(79.3%) and primary immunization (93.3%) were better; while other like consuming required 

amount of Iron Folic Acid during pregnancy (30%), initiation of breast feeding (54.8%) and 

complementary feeding started with semi-solid diet (8%), were similar to the general 

population.
 (3, 15-17)   

 Women who took Antenatal care were more likely to have institutional 

delivery (P value=0.0001) which is in line with the findings of Chandiok et al. 
(18)  

 

Approximately eleven percent women gave exclusive breast feeding (EBF) to their child 

which is lower than the NFHS-3 figure of 46%. However, if we relax the criteria of EBF, to 

predominant breast feeding, this increases to 74.4%. 
(3)  

 

The use of temporary methods of contraception like condoms, Intrauterine Devices (IUDs) 

and Oral Contraceptive Pills (OCPs) was in the meagre range of 0.7% to 9.8% as compared to 

66% permanent sterilization among AWWs. An unmet need of 13.4% also existed for 

limiting births. These findings are comparable to the findings of NFHS-3, Singh et al, 

Bhattacharya  et al and Ram et al. 
(1, 19- 20)   

The women in present study are part of health care delivery system and prime motivators to 

the community for utilizing RCH care. Their reproductive health status is surprisingly low 
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and similar to the general population contrary to the normal expectations of finding a better 

health situation among them.  

 

General health profile  

The findings were– anaemia (59%), malnutrition (abnormal BMI 50%), hypertension (22.9%) 

and refractive errors (52.8%). The results resemble the reports from NFHS-3 and other 

studies.
 (3, 21-23)   

Out of the 125 (41%) women who responded having good health during the 

interview, examination showed; 65% anaemia, 25% hypertension, 40% decreased vision and 

39% malnutrition. (Fig1) Thus, AWWs exhibit no difference from the general community in 

basic health. Considering their close proximity to health care, this puts a question mark on 

their attitude and technical skill for diagnosing towards positive health.  

The observations from the present study, makes one concerned about the poor health and 

nutrition of AWWs. AWWs are women who have to earn to provide and look after their 

families. Their dismal health status may be exacerbated by huge work demands, poverty, 

child bearing and rearing and by special health and nutritional needs of women.  

 These diseases have serious health consequences but unfortunately they are not perceived 

as a threat, which strengthens the fact that women in India face constraints in expressing 

health related needs. Either they have low motivation level or they are complacent and 

negligent towards their own health. Thus there is a need to reorient the program priorities 

to deliver woman based services or services that are more conducive to women. 

More qualitative studies should be done to develop a deeper insight into the multi faceted 

problem of poor women health in our country and not just blame the grass root level 

workers. 

  

CONCLUSIONS  

The present study concludes that AWWs have poor health profile, significant morbidity and 

surprisingly low rates of utilization of reproductive and child health care practices. Either 

these women lack motivation, are negligent and hesitant or they still encounter barriers, 

though they have entitled access to health care. This may trickle in the advice they give to 

the community. Therefore the motivations and complaints of health workers must be 

understood and systemically addressed to improve the care and referral they provide to the 

community.  

We recommend that health care providers and policymakers need to motivate women to 

develop a caring attitude towards their own health and to create conducive women –

oriented services. The Anganwadi workers should be holistically promoted if we would like 

them to bring about significant changes in relation to health. 
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