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UNIVERSALISATION WITH QUALITY:

An Agenda for ICDS(
This report focuses on the basic fact that Indian children are among the most deprived in the world.  In particular, they are the most undernourished.  We discuss the universalisation of Integrated Child Development Services (ICDS), with quality improvements, as a means of protecting young children from hunger, undernutrition and ill health.  The universalisation of ICDS is part of the Common Minimum Programme of the UPA government, and is also required for compliance with recent Supreme Court orders on the right to food.

	Fact Sheet on the State of India’s Children



	Proportion (%) of young children with the following characteristics:



	Undernourisheda
	47

	Acutely undernourishedb
	16

	Not fully vaccinatedc
	58

	Not vaccinated at allc
	14

	Birth was not preceded by any antenatal checkup
	34

	Suffer from moderate or severe anaemia
	51

	Had fever during the last two weeks
	30

	Had diarrhoea during the last two weeks
	19

	Had symptoms of acute respiratory infection during the last two weeks
	19

	a Based on weight-for-age data (below 2 SD of the median of the reference population).

	b Based on weight-for-height data (below 2 SD of the median of the reference population).

	c Age 12-23 months.

	Source: International Institute for Population Sciences (2001), pp. 209, 219, 270, 272, 283.  Unless stated otherwise, the reference group consists of children aged below 3 years (excluding children aged below 6 months if appropriate).


Universalisation with Quality:

An Agenda for ICDS
This report focuses on the basic fact that Indian children are among the most deprived in the world.  In particular, they are the most undernourished.  We discuss the universalisation of Integrated Child Development Services (ICDS), with quality improvements, as a means of protecting young children from hunger, undernutrition and ill health.  The universalisation of ICDS is part of the Common Minimum Programme of the UPA government, and is also required for compliance with recent Supreme Court orders on the right to food. 

1. The State of India’s Children

The state of India’s children is best described as a permanent humanitarian emergency. According to recent data from the second National Family Health Survey (1998-99):

* About half of all Indian children below the age of 3 are undernourished.

* More than half suffer from moderate or severe anaemia.

* Thirty per cent had fever during the two weeks preceding the survey, 20 per cent had diarrhoea, and another 20 per cent had an infectious cough.

In international perspective, these figures are virtually unmatched.  According to the latest Human Development Report (pp. 160-63), India has the highest level of child undernutrition in the world, along with Bangladesh and Nepal.  In fact, in terms of the general situation of children, even Bangladesh now seems to be doing better than India (see Table 1): Bangladesh and India have similar levels of child undernutrition but Bangladesh has lower infant and maternal mortality rates, higher immunization levels and higher school participation rates.  This contrast is all the more striking as Bangladesh is much poorer than India.

	Table 1: Children’s Wellbeing and Related Indicators 

India and Bangladesh, 2002



	
	India
	Bangladesh

	Proportion (%) of undernourished children, 1995-2002

Weight for age

Height for age
	47

46
	48

45

	Infant mortality rate

(per 1,000 live births)
	67
	51

	Maternal mortality rate, 2000 

(per 100,000 live births)
	540
	380

	Proportion (%) of one-year-olds immunized

Against tuberculosis

Against measles
	81

67
	95

77

	Net primary enrolment ratio

(%)
	83
	87

	Ratio of female to male net primary enrolment 
	0.83
	1.02

	Proportion (%) of the population with sustainable access toa

Improved sanitation

Improved water source
	28

84
	48

97

	Public expenditure as percentage of GDP (%)

Health

"Defence"
	0.9

2.3
	1.6

1.1

	GDP per capita

(PPP US$)
	2,670
	1,700

	Internet users 

(per 1,000 people)
	15.9
	1.5

	a Year 2000.

	Sources: Human Development Report 2004, pages 148, 158, 162, 170, 178, 182, 186, 204, 227.  Unless stated otherwise, the reference year is 2002.


2. Need for Direct Intervention

Another disturbing aspect of the nutrition situation in India is that it shows little sign of rapid improvement over time. Based on the weight-for-age criterion, the proportion of undernourished children declined from 53 per cent in 1992-3 to 47 per cent in 1998-9.
 If the child undernourishment figures continue to decline at this sluggish rate of one percentage point per year, it will take another forty years before India achieves nutrition levels similar to those of China today.  This illustrates the basic fact that economic growth is, at best, a slow and undependable way of eliminating child undernutrition.  

The wide prevalence and resilient persistence of mass undernutrition in India reflects the fact that this is largely an "invisible" public health issue.  Policy makers and political leaders respond more easily to visible problems like child mortality and even morbidity, with persisting undernutrition being less evident and therefore largely unaddressed.  Undernutrition is also unlikely to be eradicated on its own, with mere increases in income or supply of food.  In short, if the Indian child is to be protected from hunger and undernutrition without delay, direct intervention is required.

Broadly speaking, two types of intervention are needed.  There is, first, a need for sustained intervention to address the structural roots of child undernutrition, including mass poverty, lack of education, and gender inequality.  Second, there is a need for immediate protection of vulnerable children by building a system of child care that leaves no child behind.  This immediate task is the concern of this report.

3. ICDS as a Means of Intervention

The care of children cannot be left to the family alone.  For one thing, many parents are too poor to ensure good nutrition and health to their children.  Even if they are not, children are often deprived due to lack of parental education, inequality within the family, voluntary or involuntary negligence, and other factors.  Protecting all children from hunger calls for universal provision of child care through social arrangements.  The best means of doing so is to expand, consolidate and improve the Integrated Child Development Services (ICDS).

ICDS was launched by the Government of India on 2 October, 1975.  It is meant to be a holistic child care and development programme which addresses the health, nutrition and pre-school education needs of young children in an integrated manner.  Though the primary focus is on children under the age of six, the programme also aims to take care of the needs of pregnant and nursing mothers as well as of adolescent girls.  The services are provided through an ‘Anganwadi’ (literally a courtyard play centre) located within the village or the slum area itself.   The Anganwadi Centre (AWC) is the focal point for the delivery of services and is run by an "Anganwadi worker" (AWW) supported by an "Anganwadi helper" (AWH) and assisted from time to time by a village level health worker. 

The basic objectives of ICDS (as far as children under six are concerned) are: 

· To improve the nutritional and health status of children;

· To promote the psychological, physical and social development of the child;

· To reduce the incidence of mortality, morbidity, undernutrition and school dropout; and

· To enhance the capability of the mother to look after the normal and nutritional needs of the child through proper nutrition and health.

ICDS is a centrally planned scheme implemented through state governments and union territories. While administrative expenses are borne by the Centre, expenditure on supplementary nutrition is met by the state governments from their own funds as well as those under the Pradhan Mantri Gramodaya Yojana (PMGY, also known as Minimum Needs Programme).  Several international agencies have also been involved in various ways, either by providing the funds or by delivering some services directly.  These agencies include the World Food Programme, UNICEF, CARE, and World Bank, among others. Sometimes NGOs are also involved in the day to day management of the ICDS. 

The bundle of specific services provided under ICDS includes the following: (1) Supplementary Nutrition (SNP); (2) Growth Monitoring and Promotion; (3) Nutrition and Health Education (NHE); (4) Immunization; (5) Health Services; (6) Referral Services; (7) and Pre-school Education (PSE).   Further details are given in Box 1 below.

In principle, ICDS is potentially an excellent means of addressing the problem of hunger and undernutrition among young children, since the programme: (a) aims to cover the nutritionally most vulnerable sections of the population; (b) extends to almost all parts of the country; (c) has an in-built food component; (d) includes the provision of nutrition education to mothers and other care-givers; and (e) has an in-built linkage with the public health system.  Further, ICDS has the potential to interrupt the inter-generational transmission of undernutrition by addressing the health and nutrition needs of pregnant mothers before the birth of the child, and those of adolescent girls well before they experience motherhood.

Having said this, much remains to be done to improve the quality of ICDS and to bring all children within its reach.  Indeed, the number of children covered by supplementary nutrition under ICDS (34 million) is nowhere near the number of children in the relevant age group (over 150 million, about half of whom are undernourished). The coverage of settlements is also highly inadequate, with just 6 lakh anganwadis as against 14 lakh habitations in rural areas alone (see Appendix 1).  Thus the present coverage of ICDS is clearly insufficient to meet the needs of all those who require it.

	Box 1: Main Components of the ICDS (as per official guidelines)

	A. Nutrition 

(1) Supplementary Nutrition (SNP): The nutrition component varies from state to state but usually consists of a hot meal cooked at the centre containing a varied combination of pulses, cereals, oil, vegetables, sugar, iodised salt, etc.

(2) Growth Monitoring and Promotion: Children below the age of three years are weighed once a month with the elder children being weighed once a quarter, to keep a check on the health and nutrition status of the child.  The details are updated regularly and maintained as growth charts to detect growth faltering.

(3) Nutrition and Health Education (NHE): NHE sessions are held to build the capacity of women aged 15-45 years to look after their own health, nutrition and development needs as well as those of their children and families. Community education is imparted through counselling sessions, home visits and demonstrations, covering a range of issues including infant feeding practices, family planning, sanitation, utilization of health services, etc.

B. Health

(4) Immunization: Children under the age of six are immunized against Polio, DPT, Measles, Tuberculosis, while pregnant women are immunized against Tetanus.  This is a joint responsibility of ICDS with the Health Department.  The main role of the AWW is to assist health functionaries (such as the “Auxiliary Nurse Midwife”), to maintain records, motivate the parents, organize immunisation sessions and follow up to ensure full coverage.

(5) Health Services: A range of services including health checkups of children under six, ante-natal care of expectant mothers, post-natal care of nursing mothers, recording of weight, management of undernutrition, treatment of diarrhoea, deworming and treatment of minor illnesses through the distribution of simple medicines is supposed to be provided through the Anganwadi Worker.

(6) Referral Services: This service attempts to link sick or undernourished children, those with disabilities and other children requiring medical attention with the Public Health Care System.  Cases like these are referred by the Anganwadi worker to the medical officers of the Primary Health Centres. 

C. Pre-school Education


(7) Pre-school Education (PSE): The aim of this service is to provide a learning environment to children aged 3-6 years and early care and stimulation for children under three years of age.  Education is imparted through the medium of play to promote the social, emotional, cognitive, physical and aesthetic development of the child as well as to prepare him or her for primary schooling. 

In addition, Anganwadis are often used as a point of convergence for related programmes such as the provision of safe drinking water, environmental sanitation, women’s empowerment, non-formal education and adult literacy.  


4. Universalising ICDS:  An Irreversible Commitment

The Indian government's commitment to the rights of the child has been affirmed in a number of documents, including the Constitution, the Convention on the Rights of the Child, the Tenth Five Year Plan and most recently the Common Minimum Programme of the UPA government.  Some of these make it obligatory on the part of the government to safeguard the basic rights of every child. The universalisation of ICDS, with quality improvements, is one important step towards the realisation of these commitments. 

In a landmark order dated 28 November 2001, the Supreme Court directed the central and state governments to: 

“Implement the Integrated Child Development Scheme (ICDS) in full and to ensure that every ICDS disbursing centre in the country shall provide as under:

(a) Each child up to 6 years of age to get 300 calories and 8-10 grams of protein;

(b) Each adolescent girl to get 500 calories and 20-25 grams of protein;

(c) Each pregnant woman and each nursing mother to get 500 calories and 20-25 grams of protein; 

(d) Each malnourished child to get 600 calories and 16-20 grams of protein;

(e) Have a disbursement centre in every settlement.”
However, very little has been done to implement this order, as noted in a series of reports written by Dr. N.C. Saxena and Mr. S.R. Sankaran, Commissioners of the Supreme Court in charge of monitoring orders relating to the right to food.
  In April 2004, the Supreme Court reexamined this matter in detail and reaffirmed in no uncertain terms that ICDS should be universalised without delay.  In particular, the Court directed the government to ensure that there is at least one functional Anganwadi in each of India’s 14 lakh rural habitations.  The latest order, dated 29 April 2004, gives the central government three months to specify the time frame within which this is to be done: 

“We direct the Government of India to file within 3 months an affidavit stating the period within which it proposes to increase the number of AWC's so as to cover the 14 lakh habitations.”

The Common Minimum Programme of the UPA government fully endorses the universalisation of ICDS as a priority for public policy:

“The UPA will also universalise the Integrated Child Development Services (ICDS) scheme to provide a functional anganwadi in every settlement and ensure full coverage for all children.” 
There are, in short, several compelling reasons to universalise ICDS.  First, it is the best way of eliminating child undernutrition without delay.  Second, the Supreme Court has issued firm orders calling for the universalisation of ICDS.  Third, the Common Minimum Programme includes a clear commitment to this objective.

5. ICDS and the Budget

Another way to look at this is to note that children under six receive a minuscule share of public expenditure in India.  ICDS is the only major scheme addressed specifically to this age group.  The combined expenditure of central and state governments on ICDS is around Rs 3,000 crores.  This is about one tenth of one per cent of India’s GDP, or one half of one per cent of total public expenditure.  Yet, children under six account for 15 per cent of India’s population.  This is a massive imbalance, and the universalisation of ICDS would help to redress it.  

Inadequate Allocations for Supplementary Nutrition: The inadequacy of budgetary allocations for ICDS applies in particular to supplementary nutrition (SNP).  The allocations per child made by state governments for nutrition have shown little or no increase in recent years.  The centre has introduced a rather low norm of one rupee per beneficiary per day on average (which is to include the cost of food, transport, administration, fuel and condiments), and this norm has not been revised since 1991.  

	Table 2: SNP Allocation by State Governemnts

(2002-2003) 

	
	Total Allocation 

(Rs crores)
	Allocation per beneficiary per day (Rs)



	Andhra Pradesh
	85
	0.57

	Haryana
	9
	0.22

	Himachal Pradesh
	10
	0.48

	Jharkhand
	7
	0.42

	Karnataka
	39
	0.33

	Madhya Pradesh 
	59
	0.49

	Maharashtra
	45
	0.35

	Nagaland
	6
	0.87

	Orissa
	85 
	0.87

	Tamil Nadu
	152
	1.69

	Uttar Pradesh 
	85
	0.51

	West Bengal
	56
	0.98

	Source: Fifth Report of the Commissioners. "Beneficiaries" are mainly children but also include others (e.g pregnant and nursing mothers).


As Table 2 illustrates, many states have effective expenditure of even less than a rupee a day, which is obviously too little to provide nutritious food.  In half of the twelve states for which data are available, the state government spends less than 50 paise per child per day on the cost of the grain and its conversion to a supplementary meal.  In Bihar, the figure is as low as 15 paise per child per day  (Saxena and Sankaran, 2004b).  Contrast this with the situation in Tamil Nadu, where the cost per meal varies between Rs 1.20 for children below 6 years to Rs. 2.08 for pregnant and nursing mothers (not including salaries, operating expenses and overheads).  

Non-Utilization of Funds: While low allocations are a major constraint, gross underutilization of funds further undermines the resource base of ICDS.  Expenditure on ICDS is currently met from three broad sources: (1) general ICDS funds provided by the centre to meet expenses on infrastructure, salaries, training, medicines, etc.; (2) funds provided by the state governments for supplementary nutrition; and (3) funds provided under the Pradhan Mantri Gramodaya Yojna (PMGY-nutrition) as additional central assistance, technically to be used to provide take-home rations to children living below the poverty line.   In practice, non-utilization of available funds has been a resilient problem, with little evidence of states taking any measures to solve it.   

As can be seen in Table 3, utilization ratios are very low in most states for which data are available (less than 50% on average).  In Jharkhand, state authorities were unable to release a single paise out of Rs 37 crores allocated for supplementary nutrition under PMGY in 2003-4.    After the withdrawal of CARE (formerly responsible for supplying nutrition to the entire state) in July 2002, it took more than a year to put alternative arrangements in place.  As a result, no feeding took place in the Anganwadis between May and December 2003 in the entire state (Saxena and Sankaran, 2004b).  Bihar is not much better with the state surrendering more than 24 crores over the last two financial years (Saxena, 2004a).  At a recent meeting, the State Government admitted that there has been no feeding of children in the first few months of the financial year due to procedural delays.

	Table 3: Funds Allocated and Utilized For Supplementary Nutrition Under ICDS (2003-4)

	(Rs crores)

	State 
	Allocation


	Expenditure reported
	% Utilization

	Bihar
	67
	21
	31

	Jharkhand
	55
	3
	5

	Maharashtra
	223
	133
	60

	Uttaranchal
	23
	6
	26

	Tamil Nadu**
	35
	25
	72

	Total (5 states)
	403
	188
	47

	**Figures for Tamil Nadu do not include allocations and utilization under PMGY as information was not available.  For the other states, figures include allocation and utilization of both the state funds (non-plan) and PMGY (nutrition) funds.

	Source: Fifth Report of the Commissioners of the Supreme Court.  The states listed in the table are those that replied to enquiries from the Commissioners on these matters.


6. Ground Realities: Preliminary Insights from a Field Survey

A field survey of ICDS was recently conducted by the Centre for Equity Studies (New Delhi), in association with the Commissioners of the Supreme Court, Dr. N.C. Saxena and Mr. S.R. Sankaran.  The survey covered six states: Chhattisgarh, Himachal Pradesh, Maharashtra, Rajasthan, Tamil Nadu and Uttar Pradesh.  The findings point to startling contrasts between different states, in terms of the effectiveness of ICDS.  At one end of the spectrum, Tamil Nadu and to some extent Maharashtra have achieved high standards of child care through ICDS:  Anganwadis are open throughout the year, nutritious food is available there every day, most children are fully vaccinated, and even pre-school education programmes are doing quite well.  At the other end, Anganwadis in Uttar Pradesh are closed most of the time, when they exist at all.  Even when they are open, children rarely get any food, not to speak of other essential services.  There is rampant corruption from top to bottom, and no sign of any significant impact of ICDS on the well-being of children.  Between these two extremes, there are many shades of achievement and failure in the performance of ICDS in different states.  Some of these contrasts are illustrated in Table 4, and discussed in greater detail in the remainder of this section.

	Table 4: Preliminary Findings of the ICDS Survey 2004

	
	Tamil Nadu
	Maharashtra
	North Indian Statesb
	Uttar

Pradesh

	Proportion (%) of Anganwadis where:a



	Overall functioning is rated as “poor” or “very poor” by the survey team
	13
	32
	41
	42

	Supplementary food is not currently provided
	0
	9
	13
	25

	Supply of supplementary food was disrupted during the last 12 months
	3
	20
	25
	58

	Effectiveness of child immunization is “low” or “very low”
	12
	0
	35
	44

	Proportion (%) of villages where: 



	The motivation of mothers to send their children to the AWC appears to be “high” or “very high”
	60
	55
	29
	23

	Mothers look at the Anganwadi worker as a person who can help them in the event of health or nutrition problems in the family
	52
	60
	16
	10

	a Proportion of valid observations, i.e. of Anganwadi for which the relevant assessment could be made by the survey team.  All responses are based on the overall judgement of the survey team, after an un-announced visit to the Anganwadi and a series of interviews with mothers.

	b Uttar Pradesh, Chhattisgarh, Rajasthan and Himachal Pradesh.


Physical Infrastructure: The basic infrastructure provided to run an Anganwadi varied widely across states.  It ranged from an independent all-weather building with adequate space for play-way learning and separate spaces for storage and cooking in Tamil Nadu, to a one-room dingy and cramped structure in Uttar Pradesh.   In Chhattisgarh and Uttar Pradesh, most of the centres were located in the home of the Anganwadi worker or helper.  This is a highly unsatisfactory arrangement, which entails frequent disruptions in ICDS activity and restricted access for some communities of the village.  In sharp contrast to the north Indian states, most AWCs in Maharashtra and Tamil Nadu had independent buildings located near the primary school, with a source of clean drinking water and other essential facilities of their own.   They were also well supplied with basic furniture, cooking utensils, storage containers, toys, charts and related equipment.

Human Resources: The field survey pointed to a whole range of issues related to the selection, training, duties, supervision, remuneration, support and empowerment of Anganwadi workers.  The most helpless and ineffective anganwadi workers were found in Barmer district of Rajasthan.  Most of them have never been to school and rely on their husband, brother or son to fill the ICDS registers (an Anganwadi worker is expected to maintain up to 20 different registers).  They are unable to maintain the children's "growth charts", not to speak of imparting pre-school education to them.  Also, in Barmer and elsewhere there is much "political interference" in the appointment of Anganwadi workers, and as a result, their motivation often leave much to be desired.  This picture, however, is not representative of the general situation of Anganwadi workers.  In all the sample states, many Anganwadi workers came across as able women who could do a great deal to enhance the levels of nutrition and health in their community, with the necessary support and facilities.  The main issue is to create the circumstances that enable this potential to flourish.   These include careful selection, regular training, adequate equipment, timely remuneration, close supervision, community support, among other enabling factors.  In Tamil Nadu and Maharashtra, Anganwadi workers were usually well-educated, well-trained, well-supervised, and fairly motivated.  Their work was highly effective, but even there it was often obstructed by various problems, such as an overload of responsibilities, diversion of time for non-ICDS duties, and long delays in the payment of salaries.

Eligibility restrictions: Anganwadi workers are expected to survey all children aged 0-6 in the relevant neighbourhood, and some basic services (such as immunization) are supposed to cover all these children. However, only some children are enrolled for specific services such as supplementary nutrition and pre-school education. The selection procedure varies from state to state, the general idea being that disadvantaged families and vulnerable children should receive priority.
  A disturbing finding of the survey is that the possession of a "BPL card" is often used as an eligibility criterion for enrolment of children in the Anganwadi.  This is an inappropriate restriction, partly because the BPL list is very unreliable, and partly because child undernutrition extends well beyond households below the poverty line.  BPL-based "targeting" was found to be a common practice in the north Indian states and even in Maharashtra.
  Only in Tamil Nadu did the survey team find evidence of a survey being conducted to identify children with low weight for coverage under supplementary nutrition.

Supplementary Nutrition: Regular provision of nutritious food is an essential precondition for the success of any Anganwadi centre. If there is no food, or if the food is tasteless and monotonous, few children attend and no activity can take place. Unfortunately, many of the sample Anganwadis failed this basic test of integrity, especially in the north Indian states.  In Uttar Pradesh, there are regular interruptions in the supply of supplementary food, often for months at a time.
  When food is available at all, it is just "panjiri", a ready-to-eat mixture with a short shelf life which is often stale by the time it is distributed (several instances of children falling critically ill after consuming the local panjiri were reported in the sample villages).  In Rajasthan, there is more regularity, but again no variety: "murmura" every day for all children regardless of age.  Many parents there viewed this lack of variety as a major reason for poor child attendance at the Anganwadi.  By contrast, there are three items on the menu in Himachal Pradesh (khichri, dalia and chana), served on different days of the week, and the supply is quite regular in spite of the difficult terrain.  The diversity and nutritious content of the food are even higher in Tamil Nadu, where two types of food are currently provided at Anganwadi centres: (a) a fortified, pre-cooked "health powder" (to be mixed with boiling water or milk) for children below two years, and (b) a hot lunch of rice, dal and vegetables freshly cooked with oil, spices and condiments (with occasional variants such as a weekly egg) for children in the 3-6 age group.  Further, the survey teams did not come across any disruption in the supply of food in Tamil Nadu (or for that matter Maharashtra), even for a single day.
Immunization and Other Health Services: Inter-state contrasts in the functioning of ICDS are particularly sharp when it comes to health-related services.  In Maharashtra, the survey team found that most children were fully immunized.  Also, most of the children enrolled at the Anganwadi centre were regularly weighed, their "growth charts" were well maintained, and children with low or faltering weight were often given food supplements.  Close coordination with the primary health care system was also observed in Tamil Nadu, with regular visits being made by the Village Health Nurse (VHN) to the Anganwadi centre according to a fixed routine.  In both states, immunization sessions, health checkups and weight measurements are done each month on a pre-designated day in the joint presence of health and ICDS staff.  In Chhattisgarh, Rajasthan and Uttar Pradesh, by contrast, the growth charts were missing, fudged, poorly maintained or out of date in most cases, and even basic immunization services were sorely defective in many places.   Having said this, some health services (such as referral services, home visits, and "nutrition and health education" sessions) have been neglected in all the sample states.  In some of the better Anganwadis in Maharashtra and Tamil Nadu, NHE meetings were being held on the same pre-designated day as the health check-ups, but this appears to be the exception rather than the norm.  In Rajasthan and Uttar Pradesh, most mothers had no inkling that such services were available and generally did not look at the Anganwadi worker as someone who could help them in the event of health or nutrition problems in the family (see Table 4 above).  

Pre-school Education: Of all the ICDS services, pre-school education is perhaps the most difficult to provide, partly because it is difficult to monitor.  The household survey suggests that there is a high parental demand for pre-school education almost everywhere (and especially in areas with relatively high levels of parental education).  However, when parents have little formal education themselves, it is often difficult for them to assess what is happening at the Anganwadi centre as far as pre-school education is concerned.  This means that there is little basis for community accountability, leading to some casualness about pre-school education in many Anganwadi centres.  Another problem is that many Anganwadi workers are inadequately trained for this purpose, especially those who have no formal education (in parts of Rajasthan, most of the Anganwadi workers had never been to school).  Pre-school education activities were quite limited in most of the sample Anganwadis, and virtually non-existent in large parts of Rajasthan, Uttar Pradesh and Chhattisgarh.  The shining exception is Tamil Nadu, where most Anganwadis have lively pre-school education activities every day (see also Box 2 below).  Most children attending Anganwadis in Tamil Nadu responded positively when asked to recite rhymes, sing songs, identify colours or perform simple exercises such as counting until ten.  The pre-school education package is well designed to suit the needs of young children, with teaching being done through a variety of creative games aimed at developing key skills such as language, recognition of objects, skill of comparison, etc.  New play school kits are made available every year, and Anganwadi workers are also well trained to prepare toys and games out of simple materials that are available locally. 

Community Support: The ICDS programme appears to be very popular with the community in Tamil Nadu and Maharashtra.  Attendance of children at the Anganwadis was quite high, especially in comparison with the other sample states.  In many villages, the community also helped in various ways to make the Anganwadi a more lively and attractive place for children.  For instance, financial support was often provided for painting the walls or buying additional equipment such as basic furniture, toys for children or even electric fans.  In the other states, there was little evidence or feeling of community support, except for stray cases of panchayats making premises available to run the Anganwadi.

	Table 5: Selected Health Indicators



	
	India
	Tamil Nadu
	“Large north Indian states”a

	Proportion of the population below the poverty line, 1993-4 (%)

   rural

   urban
	33

18
	38

21
	35

22

	Death rate, age 0-4, 1996-8

   female

   male
	24.7

21.7
	13.7

12.3
	32.5

27.2

	Estimated maternal mortality rate, 1987-96 (per 100,000 live births)
	479
	195
	630

	Proportion (%) of live births (three years preceding 1998-9) preceded by:

   ante-natal care

   TT vaccine (2 doses)

Iron/ Folic tablets
	65

67

58
	99

95

93
	42

54

34

	Proportion of births assisted by health professional, 1998-9
	42
	84
	26

	Proportion of children aged 12-23 months "fully immunized", 1998-9
	42
	89
	18

	Proportion of ever-married women aged 15-49 with knowledge of AIDS, 1998-9
	40
	87
	19

	a Bihar, Madhya Pradesh, Rajasthan, Uttar Pradesh.  The estimates in this column are population-weighted averages of the state-specific figures.

	Source: Drèze and Sen (2002), page 215


The overall findings are quite sobering, but the survey also points to vast possibilities for ICDS.  Indeed, different states have reaped as they have sown (see also Table 5).  ICDS seems to have succeeded where it has been backed by strong commitment, responsible administration, adequate financial resources, close monitoring, regular training, and wide public awareness of children’s entitlements.  Creating these conditions for the success of ICDS is largely a matter of political choice.  

Indeed, the key factor that differentiates the Tamil Nadu situation from that of other states is political commitment.  In spite of strong differences otherwise, the two main opposing political parties in the state have always agreed that the food component of the ICDS (as well as the "mid-day meal" scheme for school-going children) should continue uninterrupted. It has only been expanded and refined over the years, never contracted, regardless of which party was in power.  The relative success and near-universalisation of the ICDS programme in Tamil Nadu has a lot to do with political commitment from above along with community expectations and public pressure from below.

	Box 2: A THRIVING ANGANWADI IN TAMIL NADU

	“God bless mummy, god bless daddy, god bless teacher who will teach us, and make them happy”.  Standing in a perfect circle, at 10 am sharp, children chanted this prayer to start their activities of the day at the anganwadi.  In the next five hours they would learn through play, have one nourishing meal, take a noon nap, and return home to their mother, who had the comfort of having her child taken care of for a significant part of her working day. 

Immediately after the prayer was a round of physical exercises, accompanied by poems created for the purpose. This was the only time of the day when children danced to the tune of the anganwadi worker!  After this short round the teacher shifts to a round of lessons, but children hardly notice the change – for them it’s all one big game.  

The teacher is well trained for pre-school education.  Keeping with the spirit of joyful learning, all her lessons are in the play-way.  Her syllabus for the fortnight was flowers.  She had an assortment of creative games ready.  She started her lessons with a simple game of matching pairs of flowers, painted on cards.  We observed that the elder children had learned the names of flowers.  You could for example hear them say, “hey, the other lotus in the pair is here, keep it with the other one”.  As the day proceeded children played with flower-shaped facemasks, jumped over flowers she drew, heard stories about the lotus and the bee and amused themselves.

Behind this simple set of activities lay much thought and creativity.  Each game was carefully designed to cultivate important skills for the 3-6 year olds such as recognition, identification, comparison, learning language in an interactive fashion, etc.  The syllabus prescribed one topic per fortnight, to introduce children to things in their immediate environment e.g. flowers, vehicles, fruits, etc. 

While this was on, the helper was busy preparing lunch.  Before serving the children, she tasted the food herself and asked the teacher to do so.  A sample portion was taken and kept in a clean steel box that could be used for lab test in the event of food poisoning.  By twelve children filed out to wash their hands, received their clean plates and sat in a neat circle for the food to be served.  As the food was being served, the little ones looked at the helper curiously for permission to start eating.  They were asked to wait until all children were served and the prayer had been recited.  These little gestures go a long way in making the child accustomed to the ways of the world.  At the anganwadi the child also learns to socialise, share a meal, and in general get used to a classroom atmosphere.  

The lunch was reasonably nourishing - a sambhar made with pulses, green leafy vegetables and carrot.  The teacher told us that a variety of spinach is always there since it contains iron, which is good for anaemia.  Like many other anganwadis in Tamil Nadu, this one too had a small garden sporting tomatoes and other vegetables.  The helper proudly told us that children would eat vegetables from their own kitchen garden.

We continued chatting with the teacher as she put children to sleep.  “Children will get up after an hour or two, play for a while and then go home by three”, she told us.  This was another attraction for working mothers who were relieved of childcare for a good part of the day.

The teacher’s day was far from over.  She had to do some home visits to check out on pregnant mothers.  On other days she conducts "nutrition and health education" classes, checks out on newborn babies, etc.  She often finishes her working day at home by preparing games for the next section in the syllabus.  

As our visit drew to an end we were left wondering about the significant work that she does.  She was a simple village girl who had completed class ten and had been trained to do this fine job.  All it took to prepare children for school and to lay foundations of a healthy life was one well-trained person and very moderate additional expenditure.  As we came out children from the nearby school were streaming out.  She pointed to one young girl and said, “she was my student here and has now joined school.  The school teachers tell me that just like other children who have gone through an anganwadi, she is doing very well at school”.  The pride and sincerity in her voice touched us.

	Contributed by S Vivek based on a field visit to Illalur village (Kanchipuram District).


7. An Agenda for ICDS: Universalisation with Quality

The full implications of universalising ICDS need careful study and it may be useful to constitute an Expert Group for this purpose.  Meanwhile we end this report with a preliminary list of recommendations geared to the complementary objectives of rapid universalisation and quality improvement.

1. Universalisation
This requires a credible plan to extend the reach of ICDS to all habitations in a time-bound manner.
  In particular this would involve the following: 

(a) Adopting a clear definition of the term "habitation", integrating it with appropriate norms of coverage (consistent with Supreme Court orders), and using these to identify the number and location of Anganwadis required in every state to achieve universalisation.  This can be readily done using methods similar to those that have already been used to assess the extent of universal access to primary schools, drinking water, etc.

(b) Ensuring that all sanctioned ICDS projects that are not “operational” are operationalised immediately, as per Supreme Court orders.  As things stand, 385 ICDS projects (about 7 per cent of all sanctioned projects) are yet to be made operational.  In Bihar and Jharkhand, the proportion of non-operational projects is as high as 53 and 25 respectively.

(c) Moving towards universal coverage in a time-bound manner, say within two or three years, starting with all SC/ST hamlets in rural areas and slums in urban areas within one year.
  These are the areas of highest exposure to hunger and undernutrition.  

(d) Extending the coverage of all ICDS services to every child under six, pregnant and nursing mother and adolescent girls in compliance with Supreme Court orders.  This would require a change in the existing guidelines, whereby ICDS services are "targeted" to specific categories such as BPL households.   As discussed earlier, even in relatively well-off households, children are vulnerable to undernutrition and ill health, and this is one reason why the coverage of ICDS must be as close as possible to universal.

2. Quality Improvements  

Together with universalisation, extensive quality improvements are required if ICDS is to have a significant impact on the nutrition, health and well-being of children.  This would involve the following at the very least:

(a) Nutritious cooked food: The supplementary nutrition given to children at the anganwadi (as opposed to "take-home rations") should be a nutritious cooked meal.  The content should be attractive to children, diversified on different days of the week, and fortified with essential micronutrients (eg. iron and Vitamin A).  While ready-to-eat food like "murmura" and "panjiri" given in Rajasthan and Uttar Pradesh might meet the official calorific norms, poor storage and lack of diversity tend to make it unpalatable and counter-productive.  It is not difficult to organise a nutritious cooked meal, as is done in most of the southern states with much success.  The menu should also be adapted to local tastes, and suitable to the age group concerned.  The menu and cooking arrangements should be monitored and evaluated at regular intervals by a team of independent nutritionists in each state.  Needless to say, these improvements are contingent on higher financial allocations.  Minimum expenditure norms should be increased from Re 1 per child per day to Rs 2 per child per day at the very least, as recommended by the Commissioners of the Supreme Court.

(b) Take-Home Rations for young children:  For children aged 6 months to 3 years, the Take-Home Ration (THR) system has much to offer and should be radically expanded.  In many states, the food supplement given to children under three is similar in content to what is given to the older children.  This cannot be expected to have much impact on their nutritional status.  It also sends a wrong message to the parents – that young children don’t need special food.  Further, cooked food for children under three poses serious distribution problems: mothers cannot be expected to come to the Anganwadi every day with their young children, and daily home delivery is also difficult.  Only the THR system with (say) weekly distribution of appropriate food to be cooked at home, offers a real prospect of reaching all children under three.  This weekly -take home ration must be fortified with essential micronutrients.   

(c) Closer supervision: In most states, there is an urgent need for major overhauling of monitoring and supervision arrangements.  Anganwadis cannot be expected to function effectively, especially in remote areas, without regular supervision and support.  To facilitate improved supervision, all Child Development Project Officers (CDPOs) and Supervisors should be provided with adequate transport arrangements, preferably their own motor vehicles.   All CDPOs should be well qualified and well trained persons (preferably women), with no responsibilities unrelated to ICDS. 
  All vacant posts of Supervisors and CDPOs should be filled immediately, and additional posts created wherever necessary. 
(d) Improved infrastructure: As mentioned earlier, most Anganwadis in Maharashtra and Tamil Nadu have their own building, located near the primary school.  This is a good approach, as it enables young children to reach the Anganwadi with their elder siblings when they go to school.  The general picture, however, is one of grossly inadequate infrastructure and ill-equipped Anganwadis.  Many Anganwadis lack suitable premises as well as basic equipment such as medical kits, charts, toys, storage facilities, safe drinking water or even a weighing machine.  Minimal infrastructural standards for Anganwadis should include (at the very least): (1) a well designed independent building; (2) located in a convenient and accessible space; (3) with separate space for cooking and storage; (4) having toilet facilities; (5) and a source of drinking water on the premises. 
(e) Expanded health services:  As things stand, the linkages between ICDS and the Primary Health Care (PHC) system are somewhat disjointed and ineffective in most states.  The main link is the immunization programme, and this is a field where ICDS seems to have made a difference.  There is much scope for better integration of ICDS with basic health services such as health checkups, growth monitoring, detection of undernutrition, mass deworming, disease surveillance, micronutrient supplementation, health education, etc.  Innovative measures in this field could include: (1) a pre-fixed ‘Nutrition and Health Day’ each month, with mandatory joint presence of the Anganwadi worker and community health worker, and also serving as the designated day for the distribution of 'Take-Home-Rations' together with weighing of children below three; (2) common training programmes for health and ICDS staff; (3) joint monitoring of child growth by ICDS Supervisors and health staff; and (4) regular   provision of medical kits with adequate stocks of common medicines such as ORS, anti-malarials, anti-diarrhoeals, etc.  The field survey discussed earlier suggests that health services delivered through ICDS (where available) are very popular, help to address the health needs of the community, and also enhance the social status of the Anganwadi worker.    However the reach and quality of these health services is very limited as things stand.    

(f) Better growth monitoring: Experience in Tamil Nadu, Maharashtra and other states indicates that individual growth monitoring of children is both feasible and extremely useful.  Individual ‘child tracking’ is particularly important to prevent extreme undernutrition as well as prolonged illness  (often evident in loss of weight).  Anganwadi workers could be trained to publicly display a list of children at risk and report the progress of these children to the mothers, committee or panchayat.  Supervisors, for their part, could be responsible for verifying the accuracy of these records and helping Anganwadi workers to maintain them.

3. Human Resource Issues  
The success of ICDS depends crucially on careful selection, training, support and empowerment of Anganwadi workers and other staff.  The following steps would help in this regard:

(a) All vacancies of essential staff including Anganwadi workers, Anganwadi helpers, Supervisors and Child Development Project Officers should be filled immediately.  Many ICDS projects are paralysed by a lack of essential staff.  To illustrate, in Mehla Block of Chamba district (Himachal Pradesh), 7 out of 8 posts of Supervisor are vacant, with the result that there is a single Supervisor for 163 Anganwadis.  In Bihar, 92% of Supervisor posts are vacant; so are one third of all posts in Uttar Pradesh.

(b) New posts should be created in tune with the progressive move towards universal coverage of ICDS.  Strict guidelines to ensure objectivity and fairness in the appointment of Anganwadi workers (and other ICDS staff) should be issued and enforced.  Priority criteria for appointments of Anganwadi workers should include local residence, minimum educational qualifications, social background, and community support.  Appropriate reservation policies for disadvantaged groups are also needed.

(c) It is strongly recommended that the appointment of a second Anganwadi worker in each Anganwadi, with special responsibility for children under three, should be an integral part of the plan for gradual universalisation of ICDS.  This is essential to ensure that children in the 0-3 age group (severely neglected as of now) receive adequate attention, and to strengthen the ‘home based’ care system for this age group.

(d) The Anganwadi worker is often the only woman worker available at the village level, involved in almost all the programmes aimed at women and children.  There is an urgent need to clearly define and streamline her tasks in line with the qualifications, infrastructure and resources made available to her.  In particular, additional duties unrelated to ICDS (such as running development schemes or managing SHGs) should be avoided as far as possible.
  Similarly there is need for greater clarity in the role of the community health worker including the ANM.   

(e) The present capacity of training institutions is inadequate to cover existing requirements, let alone the additional requirements associated with universalisation of ICDS.  Training facilities should be expanded and upgraded.  Regular training can be of great help in imparting new skills to Anganwadi workers and sustaining their motivation.  There is also an urgent need for improved training of Anganwadi workers in the detection and treatment of undernutrition.  There is much scope for devising more creative, effective and empowering training programmes, building on the experience of pioneering states such as Kerala and Tamil Nadu.    

8. Concluding Remarks

In this note we have made a case for the immediate universalisation of ICDS as a means of protecting Indian children from hunger, undernutrition and illness.  We have also stressed the importance of radically improving the quality of ICDS, and presented some specific recommendations in this regard.

We end with two reminders.  First, good nutrition is only one of the basic rights of Indian children.  Attention also needs to be paid to other rights such as the right to basic health care, to pre-school education (as an aspect of the fundamental right to education), and to freedom from fear.  Some of these are partially addressed within the framework of ICDS, but the agenda of children’s rights is much larger.

Second, even the lasting elimination of child undernutrition requires much more than the universalisation of ICDS.  Bold intervention is also needed to address the structural roots of child deprivation, from mass poverty to gender inequality.  We should not lose sight of these broader issues as we search for immediate means of protecting children from hunger.
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APPENDIX 1: FACTSHEET ON ICDS

Number of children aged 0-6 (2001):



 15.8 croresa

Number of children officially receiving

supplementary nutrition under ICDS, 2003-4


   3.4 crores

Number of Anganwadi centres:




   6.1 lakhs

Number of Anganwadi centres providing
 

supplementary nutrition, 2003-4




  5.2 lakhs

Total number of rural habitations:



 14.2 lakhsb

Budget allocation of the central government 


 1,623 crores

for ICDS in 2004-5 (Rs):





a Including children aged 6.

b As per recent survey by the Ministry of Rural Development.

Sources: Census of India 2001; Quarterly Progress Report (for the quarter ending December 2003), DoWCD, MOHRD; statements and affidavits of the Government of India in the Supreme Court (PUCL vs Union of India and Others, Writ Petition [Civil] 196 of 2001); Ministry of Rural Development; Economic Survey 2003-4; Budget Documents 2004-5.

	APPENDIX 2: OFFICIAL ICDS STATISTICS (AS ON 31st MARCH 2004)



	 
	No of ICDS projects
	No of Anganwadis
	children
	No of children
	 % Covered

	 
	Sanctioned
	Fully 
	% Fully 
	Reporting
	Providing
	% Providing
	Providing
	% Providing
	aged 0-6
	(aged 0-6)
	under SNP

	 
	
	Operational
	Operational
	
	SNP
	SNP
	PSE
	PSE
	(2001 census)
	receiving SNP
	

	Andhra P.
	363
	351
	97
	53561
	49219
	92
	53269
	99
	9673274
	2536035
	26

	Assam
	196
	195
	99
	24894
	20185
	81
	24621
	99
	4350248
	1235299
	28

	Bihar
	394
	183
	46
	20739
	14122
	68
	18691
	90
	16234539
	1307231
	8

	Chhattisgarh
	152
	152
	100
	20227
	19325
	96
	20013
	99
	3469774
	1398938
	40

	Gujarat
	227
	227
	100
	35149
	31606
	90
	34951
	99
	6865390
	1560731
	23

	Haryana
	116
	116
	100
	13546
	13546
	100
	13546
	100
	3259080
	896907
	28

	Himachal P.
	72
	72
	100
	7354
	7354
	100
	7353
	100
	769424
	309590
	40

	J&K
	121
	120
	99
	10014
	6753
	67
	10014
	100
	1431182
	132206
	9

	Jharkhand
	204
	152
	75
	14402
	8492
	59
	12961
	90
	4796188
	458954
	10

	Karnataka
	185
	185
	100
	40290
	39248
	97
	40156
	100
	6826168
	2587430
	38

	Kerala
	163
	163
	100
	24413
	24206
	99
	24421
	100
	3653578
	939966
	26

	Madhya P.
	336
	336
	100
	48643
	40942
	84
	46827
	96
	10600796
	2265041
	21

	Maharashtra
	370
	368
	99
	58116
	49808
	86
	57992
	100
	13187087
	4055941
	31

	Orissa
	326
	326
	100
	33670
	33458
	99
	32625
	97
	5180551
	3689078
	71

	Punjab
	142
	142
	100
	14016
	14016
	100
	14014
	100
	3055492
	421575
	14

	Rajasthan
	257
	257
	100
	35657
	28609
	80
	35487
	100
	10451103
	2600195
	25

	Tamil Nadu
	434
	434
	100
	30059
	30059
	100
	29921
	100
	6817669
	1440075
	21

	Tripura
	40
	39
	98
	3679
	2811
	76
	3562
	97
	427012
	121707
	29

	Uttar Pradesh
	836
	742
	89
	75005
	41584
	55
	57942
	77
	30459187
	1951204
	6

	Uttaranchal
	99
	96
	97
	5770
	2075
	36
	5770
	100
	1319393
	118122
	9

	West Bengal
	358
	352
	98
	53066
	31238
	59
	52492
	99
	11132824
	2893506
	26

	India
	5652
	5267
	93
	641294
	522276
	81
	613127
	96
	157830195
	34151177
	22

	Source: Department of Women and Child Development, MoHRD.




	APPENDIX 3: VACANCIES OF ICDS STAFF 

	(as on 30th April 2004)

	State
	% Vacancy (CDPO/ACDPO's)
	% Vacancy (Supervisor)
	% Vacancy (AWW)
	% Vacancy (AWH)

	Andhra Pradesh
	25
	40
	2
	1

	Assam
	16
	32
	2
	16

	Bihar
	61
	92
	54
	57

	Chhattisgarh
	41
	32
	1
	1

	Gujarat
	41
	46
	10
	10

	Haryana
	28
	26
	1
	0

	HP
	25
	75
	1
	0

	Jharkhand
	51
	61
	9
	11

	MP
	26
	19
	4
	5

	Maharashtra
	23
	12
	9
	10

	Orissa
	16
	39
	5
	2

	Rajasthan
	58
	22
	1
	1

	Uttar Pradesh
	34
	43
	29
	33

	Uttaranchal
	30
	34
	11
	14

	West Bengal
	32
	5
	9
	10

	India
	29
	33
	14
	18

	The figures indicate vacant posts as a proportion (%) of sanctioned posts.

	Source: Fifth Report of the Commissioners of the Supreme Court.








( Report prepared by Jean Drèze and Shonali Sen for the National Advisory Council, with inputs from Anaka, Kiran Bhatty, Zarina Bhatty, Tara Gopaldas, Venita Kaul, Sudha Narayanan, Vandana Prasad, Anuradha Rajivan, Vimala Ramachandran, Usha Rane, N.C. Saxena, A.K. Shiva Kumar, Asha Singh, Devika Singh, C.P Sujaya, and S. Vivek, among others.


� International Institute for Population Sciences (2000), pp. 219, 270 and 272.  See also the preceding Fact Sheet.


� International Institute for Population Sciences (1995), p.  283, and International Institute for Population Sciences (2000), p.  266.


� Government of India (n.d.).


� Saxena and Sankaran (2003, 2004a, 2004 b).


� This is a preliminary overview, as data analysis has just begun.  A more detailed report is under preparation.


� To illustrate, in Rajasthan each Anganwadi centre is supposed to enrol 40 children in the 3-6 age group for supplementary nutrition, with priority being given to BPL and SC/ST families.


� It also holds for the provision of "take-home rations" under PMGY, which is explicitly restricted to BPL families.


� For instance, no food was distributed between November 2003 and February 2004 in 387 state-run ICDS projects in Uttar Pradesh, and between November 2003 and May 2004 in 233 ICDS projects formerly run by CARE and the World Food Programme. In the words of the state authorities, “none other alternative arrangement could be made in this period” (sic).  (Source: Letter [No D.O.No.3614/P.S./SMK/2004-2/5(235)/01, dated 9 June 2004] addressed to the Commissioners of the Supreme Court by the Department of Women and Child Development, Government of Uttar Pradesh.)


� As things stand, it appears that very little has been done in this respect, despite the Supreme Court's firm request for an affidavit specifying the time frame within which universalisation is to be achieved. The Department of Women and Child Development states that it has received requests for 1.5 lakh additional Anganwadi from state governments, "in pursuance of Supreme Court orders".  However, the number of additional anganwadis required for universal coverage is much larger.  In rural areas alone, 8 lakh additional anganwadis are required to ensure that every habitation is covered as per Supreme Court orders.


� For instance, the All-India Educational Surveys provide detailed information on the number of habitations in each size class, their social composition, etc.


� In rural areas, SC/ST habitations account for about one third of all habitations.


� In Bihar, more than 80% of the CDPOs are looking after ICDS as an "additional" charge, along with other official duties.  Similarly, in Rajasthan a majority of CDPOs are men on deputation from other departments, with no specific competence or interest in ICDS.


� This arrangement has already been used with good effect in Tamil Nadu under the Tamil Nadu Integrated Nutrition Project (TINP).


� In Rajasthan, the worker still gets family planning targets, despite recent directives from the central government proscribing this practice.


( Also available at www.righttofoodindia.org.






