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INTRODUCTION 

Integrated child development services (ICDS) is the one 

of the most important scheme in Child Welfare field.
1
 

The huge task portrayed by this programme made to take 

up in an experimental basis of 33 projects in the year 

1975-76 in 4 urban, 19 rural and 10 tribal areas spread all 

over Indian states and Union territories.
2
  Currently the 

ICDS network has 7072 projects and 13,46,186 

anganwadi centres (AWC) operational across rural and 

urban slum pockets of India.
3
 The scheme has package of 

six services such as supplementary nutrition, pre-school 

non-formal education, nutrition and health education, 

health check-up of antenatal mothers and adolescent girls, 

immunization for antenatal mothers and under-5 children 

and referral services for high risk antenatal mothers and 

adolescents.
4
  

The anganwadi centres cater to pregnant women, nursing 

mothers, women in reproductive age 15-44 years, 

children below 6 years old, adolescent girls of 11-18 

years.
5
 The services provided by the anganwadi centres 
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are independent of all religion and socio-economic status 

of the beneficiaries which means anganwadi centre is 

point of service delivery to numerous beneficiaries.
6 

As per revised norm, 1 anganwadi centre (AWC) for 400-

800 population, 2 anganwadi centres for 800-1600, 3 

anganwadi centres for 1600-2400, thereafter one 

anganwadi centre for every 800 increased populations. 

Mini anganwadi centre for 150-400 population.
7
 If more 

than 40 children of under 6 years of age are in the given 

area with no working anganwadi centre then anganwadi 

on demand should be established.
8 

Currently, ICDS is named as Umbrella ICDS scheme 

which includes Anganwadi Services Scheme, Pradhan 

Mantri Matru Vandana Yojana, National Creche Scheme, 

Scheme for Adolescent Girls, Child Protection Scheme, 

POSHAN Abhiyaan by Government of India and 

SRUSTI-providing egg per day per child, Ksheera 

Bhagya- providing milk of 150 ml per day per normal 

child, Mathrupoorna Yojana- providing one full meal 

(600 calories per day for six days of week) scheme to 

pregnant and lactating mothers by Government of 

Karnataka.
9,10 

 To provide such expanded services, 

infrastructure and logistics of AWC plays an important 

role.  

A good quality infrastructure can work as magnet for 

parents and thereby encouraging them to send their 

children for supplementary feeding and pre-school 

education to nearby anganwadi centres. Hence the 

following study will help us to compare the quality of 

infrastructure among urban and rural anganwadi centres. 

METHODS 

The present study is a cross-sectional comparison study 

done in urban and rural practice area of Department of 

Community Medicine of Bangalore Medical College and 

Research Institute, Bangalore from July 2017 to 

December 2017. 

All 10 centres under Urban Health Training Centre and 

one of the rural practice area (comprises of 20 anganwadi 

centres) was selected randomly among 4 rural practice 

areas. Total 30 anganwadi centres were visited for 

evaluation of quality of infrastructure during the study 

period with the help of pre-designed, pretested and semi 

structured questionnaire and checklist.
11,12 

Information was collected by interviewing respondents 

(anganwadi workers and anganwadi helpers) with 

predesigned, pre-tested questionnaire and checklist with 

consent from respondent and prior consent from Child 

Development Project Officer (CDPO). Each anganwadi 

centre was visited thrice, only the first visit was 

scheduled and subsequent were random visits to assess 

the cleanliness of internal and external environment of 

the anganwadi centres.  

Infrastructure of anganwadi centres which included type 

and ownership of building, availability of indoor and 

outdoor space, availability of toys, medicine kits, 

functional weighing machines, safe drinking water, 

functional toilet and handwashing facilities were 

assessed. Information regarding frequency of supervisory 

visits by health worker, medical officer, supervisor and 

CDPO in last 3 months was collected by interviewing 

anganwadi worker and reviewing records.  

The data collected was entered in MS excel sheet and 

analysed using Statistical package for the social sciences 

(SPSS) Software version 20.0. Chi-square or Fischer 

exact test was applied and results were considered 

significant if p<0.05. 

RESULTS 

85% of rural AWC and 60% of urban AWC have their 

own building while other AWC were run in school 

buildings. Even though majority of rural AWCs had their 

own building only 59% were pucca. All the urban AWCs 

have sign board fixed but 20% of rural AWCs lack fixed 

sign board (Table 1). 

Table 1: Comparison between location, type of building in rural and urban ICDS centre.

Variables 
Rural AWCs (n=20) Urban AWCs (n=10) 

P value 
N (%) N (%) 

Type of ownership 

Own building 17 (85) 6 (60) 
0.181* 

School building 3 (15) 4 (40) 

Type of building 

Pucca 12 (60) 8 (80) 
0.419* 

Semipucca 8 (40) 2 (20) 

Sign boards fixed on ICDS centre 

Yes 16 (80) 10 (100) 
0.272* 

No 4 (20) 0 

*: Fischer exact test. 

All the urban AWCs have separate space for cooking but 

90% of urban AWCs lack separate space for storing raw 

food materials. Most of the rural AWCs have ample 

space for outdoor activities (Table 2). 
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15% of rural AWCs lack functional toilet facility and 

most of them are unhygienic to use and do not have 

immediate access to soap and water after using toilets. 

47% of rural AWCs lack toilet ventilation (Table 3). 

40% of rural AWCs have inadequate functional weighing 

machines and 20% have inadequate medicine kit supplies 

(Table 4). 

Table 2: Comparison of adequacy of space in urban and rural anganwadi centres.

Variables 
Rural AWCs (n=20) Urban AWCs (n=10) 

p value 
N (%) N (%) 

Separate space for cooking 

Yes 13 (65) 10 (100) 
 0.064* 

No 7 (35) 0 (0) 

Separate space for storage 

Yes 9 (45) 1 (10) 
 0.101* 

No 11 (55) 9 (90) 

Sufficient space for outdoor activity 

Yes 16 (80) 5 (50) 
1.000* 

No 4 (20) 5 (50) 

Sufficient space for indoor activity 

Yes 16 (80) 6 (60) 
0.384* 

No  4 (20) 4 (40) 

*: Fischer exact test. 

Table 3: Comparison of environmental, sanitation and hygiene of rural and urban anganwadi centres. 

Variables 
Rural AWCs Urban AWCs 

p value N (%) N (%) 

Toilet facility (n=20) (n=10) 

Yes 17 (85) 10 (100) 
 0.532* 

No 3 (15) 0 (0) 

Cleanliness of toilet (n=17) 

Good  1 (5.8) 1 (10) 

1.000* Average 10 (58.8) 6 (60) 

Poor 5 (29.4) 3 (30) 

Toilet ventilation (n=17) 

Yes  9 (52.9) 8 (80) 
0.235* 

No 8 (47.1) 2 (20) 

Storage of water 

Covered 17 (85) 9 (90) 
1.000* 

Uncovered 3 (15) 1 (10) 

Canned water with tap (n=17) (n=9)  

0.140* Yes 15 (88.2) 9 (100) 

Cleanliness of AWC  

Good 8 (40) 6 (60) 
 

0.600* 
Average 10 (50) 4 (40) 

Poor 2 (10) 0 (0) 

Ventilation of AWCs 

Adequate 12 (60) 5 (50) 
 0.702* 

Inadequate 8 (40) 5 (50) 

Natural light of AWCs 

Adequate 12(60) 2 (20) 0.058* 

 Inadequate 8 (40) 8 (80) 

Hand washing facility with soap and water 

Yes  16 (80) 8 (80) 1.000* 

*: Fischer exact test. 
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Table 4: Comparison of adequacy of logistics in urban and rural AWCs.

Variables 

Rural AWCs (n=20) Urban AWCs (n=10) 

Adequate Inadequate Not available Adequate Inadequate Not available 

N (%) N (%) N (%) N (%) N (%) N (%) 

Low wooden table 0 (0) 4 (20) 16 (80) 0 (0) 1 (10) 9 (90) 

Chairs 16 (80) 3 (15) 1 (5) 7 (70) 1 (10) 2 (20) 

Functional weighing 

machine 
12 (60) 8(40) 0 (0) 9 (90) 0 (0) 1 (10) 

Cooking vessels 11 (55) 9 (45) 0 (0) 8 (80) 2 (20) 0 (0) 

Storage vessels 7 (35) 13 (65) 0 (0) 8 (80) 2 (20) 0 (0) 

Mats 12 (60) 6 (30) 2 (10) 10 (100) 0 (0) 0 (0) 

Almirah 6 (30) 12 (60) 2 (10) 8 (80) 2 (20) 0 (0) 

Medicine kits 14 (70) 6 (30) 0 (0) 9 (90) 1 (10) 0 (0) 

Posters or charts 16 (80) 4 (20) 0 (0) 10 (100) 0 (0) 0 (0) 

Cleaning material 16 (80) 4 (20) 0 (0) 10 (100) 0 (0) 0 (0) 

Toilet equipment 16 (80) 1 (5) 3 (15) 10 (100) 0 (0) 0 (0) 

Fischer exact test, p value found to be >0.05. 

Table 5: Comparison of supply of food items and fuel given by rural and urban anganwadi centres. 

Variables 
Rural AWC (n=20) Urban AWC (n=10) 

 P value 
N (%) N (%) 

Supply of food items or ingredients 

Adequate 18 (90) 10 (100) 
 0.540 

Inadequate 2 (10) 0 (0) 

Supply of fuel 

Adequate 20 (100) 9 (90) 
 0.333 

Inadequate 0 (0) 1 (10) 

Fischer exact test, p value found to be >0.05. 

Table 6: Comparison of supervision of AWC during last 3 months. 

Number of visits by 

Rural AWC (n=20) Urban AWC (n=10) 

 P value N (%) N (%) 

No visit Only 1 >1 No visit Only 1 >1 

Supervisors 0 2 (10) 18 (90) 3 (30) 1 (10) 6 (60) 0.059* 

CDPO 15 (75) 3 (15) 2 (10) 6 (60) 2 (20) 2 (20) 0.59* 

Health worker 3 (15) 0 17 (85) 0 3 (30) 7 (70) 0.03* 

Medical officer 4 (20) 0 16 (80) 1 (10) 1 (10) 8 (80) 0.53* 

*: Fischer exact test. 

All the AWCs have sufficient supply of raw food 

material and fuel but the quality of supplementary 

nutrition is not up to the mark due to lack of proper 

storage where food gets spoiled fast (Table 5). 

Frequency of health worker’s visit in rural is more than 

urban anganwadi centres in last 3 months. (Statistically 

significant p<0.05) (Table 6). 

Rural anganwadi centres were situated far from their 

primary health centre than urban AWC (Figure 1).  

Figure 1: Average distance urban and rural AWC 

from their respective primary health centres. 
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DISCUSSION 

In the present study, 85% of rural and 60% of urban 

anganwadi centres has own building and 40% of rural 

and 20% of urban anganwadi centre run in semi-pucca 

building. A study done by urban and rural anganwadi 

centre of Rajasthan by Mahathma Gandhi Medical 

college and Hospital, Jaipur shows that only 22.2% of 

urban anganwadi centres had own buildings and none in 

rural.
13

 22.2% AWCs in urban and 2.7% AWC in rural 

did not own their building. In Karnataka state, only 

64.68% of AWC are running in own buildings.
14

 This 

shows that situation is better in Bangalore urban and rural 

than in Rajasthan regarding type of building for AWCs.  

All urban AWC have separate space for cooking but only 

85% of rural AWC have separate space for cooking. 

There is ample space for outdoor activities in rural AWC 

than urban AWC in this study. The Rathore et al study 

shows that only 16.7% and 22.2% of urban AWC and 

44.4% and 41.6% rural AWC have separate space for 

cooking and storage respectively.
15 

All urban AWC have functional toilet facility and but 

15% of rural AWC lack functional toilets. None of them 

are child friendly toilets. In India, only 50% of AWCs 

have built their own toilets.
16

 Compared to Indian 

scenario, Bangalore urban and rural AWCs have better 

toilet facilities. The Rathore et al study shows none of the 

toilets are child friendly thereby depicting the necessity 

of building hygienic toilets in AWCs.
15

  

In this study, only 60% of rural AWCs and 90% of urban 

AWCs have functional weighing machine. A study done 

by Gill et al shows that only 31.5% of rural and 45% 

urban AWCs have functional weighing machine.
17

 

Anganwadi workers must maintain the growth chart by 

measuring height and weight of the all children and 

monitoring weight gain of antenatal mothers. The 

functional weighing machine is one of the very important 

assets to provide best quality services.
18

  

85% of rural AWCs and 70% of urban AWCs have more 

than 1 visit from health workers. A study done in Kolkata 

by Pal et al shows that only 11.1% of health worker 

visited more than once in last 3 months.
19

 The 

supervision and monitoring is stringent in urban and rural 

AWCs of Bangalore.  

CONCLUSION  

In this study, both urban and rural AWC have their own 

lacunae in the infrastructure, logistics and supervision by 

superior authorities. Utmost importance should be given 

to provide safe environment to children who learn, eat, 

sleep and play in the AWC which also involves preparing 

supplement nutrition and storing raw food materials in 

the hygienic environment. 

Recommendations  

Materials provided for beneficiaries to sit, play and learn 

should be in adequate quantity to ensure maximum 

development of cognitive, psychomotor and social 

domains of children. Urban AWCs are concentrated in 

school buildings which results in insufficient space for 

cooking, storage and other activities. Children friendly 

toilets should be constructed in all anganwadi centres (if 

possible separate toilet for girls and boys) as per rules and 

maintained properly. Supplementary nutrition provided 

should be of good quality in all anganwadi centres. 

Stringent and regular monitoring of anganwadi centres 

should be done by health workers, supervisors, primary 

health centre medical officers and Child development 

project officers (CDPO). Community should be educated 

and made proactive via mass media, road or stage shows 

etc., for healthy utilization of the services from the 

anganwadi centres. 
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