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RECOMMENDATIONS ON  ICDS
(based on deliberations of the National Advisory Council on 28 August 2004)

“The UPA will also universalize the Integrated Child Development Services (ICDS) scheme to provide a functional anganwadi in every settlement and ensure full coverage for all children.”

Common Minimum Programme of the UPA government

1. State of India’s Children: Need for Direct Intervention

1. The state of India’s children is best described as a permanent humanitarian emergency.  According to the National Family Health Survey 1998-99, about half of all Indian children are undernourished (see Annexure 1).  In fact, India has the highest level of child undernutrition in the world, along with Bangladesh and Nepal (Human Development Report 2004, pp. 160-3).

2. Another disturbing aspect of the nutrition situation in India is that improvement over time has been very slow.  This underlines the need for direct intervention, both in terms of addressing the structural roots of child undernutrition (mass poverty, gender inequality, endemic illiteracy, among others) and in terms of building a system of comprehensive child care that leaves no child behind.  The best means of providing immediate protection to vulnerable children is to universalise and improve the Integrated Child Development Services (ICDS).

2. Universalisation of ICDS: An Irreversible Commitment

1. The Common Minimum Programme clearly states that the UPA government will "universalize the Integrated Child Development Services (ICDS) scheme to provide a functional anganwadi in every settlement and ensure full coverage for all children”.

2. The universalisation of ICDS is also required for compliance with recent Supreme Court orders.  On 28 November 2001, the Supreme Court directed the central and state governments to ensure that there is a functional anganwadi "in every settlement".  Further, supplementary nutrition is to be provided to each child under the age of 6 years as well as to all pregnant or nursing mothers.  In April 2004, the Supreme Court reaffirmed that ICDS should be universalised without delay (see Annexure 2).

3. So far, there has been little progress with the implementation of these Supreme Court directives.  Supplementary nutrition is currently provided to 3.4 crore children, as opposed to 16 crore children (half of whom are undernourished) in the 0-6 age group.  The coverage of settlements is also highly inadequate: there are only 6 lakh anganwadis in the country, compared with an estimated 17 lakh required for universal coverage based on existing norms (see Annexures 3 and 5).

4. The Department of Women and Child Development states that it has received requests for 1.75 lakh additional anganwadis from state governments, "in pursuance of Supreme Court orders".  However, the number of additional anganwadis required for universal coverage is much larger, as the preceding paragraph makes clear.
3. Recommendations: Universalisation with Quality

1. The universalisation of ICDS requires a credible plan to cover all habitations in a time-bound manner.  In particular this would involve the following: 

(a) Identifying the number and location of additional anganwadis required in each 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. (see also Annexure 5).
(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.

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

Making all ICDS services available to every child under six, 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.  This is inappropriate, partly because the BPL list is very unreliable, and partly because child undernutrition extends well beyond households below the poverty line.

2. Together with universalisation, wide-ranging measures are required to improve the quality of ICDS services.  A list of recommendations for qualitative improvement of ICDS, based on a report submitted to the National Advisory Council by Dr. Jean Drèze (entitled Universalisation with Quality: An Agenda for ICDS), is given in Annexure 6.
  With adequate political commitment, most of these recommendations can be implemented without delay, at relatively low cost.  The following steps are particularly urgent:

(a) Improving the content of the food provided at the anganwadis.  ICDS food supplements should be highly nutritious, freshly cooked, attractive to children, diversified on different days of the week, and fortified with essential micronutrients such as iron and Vitamin A.  The central government should provide immediate financial assistance to state governments for this purpose, as with mid-day meals in primary school.

(b) Initiating an extensive programme of take-home rations for children under three.  Recent experience in Maharashtra and elsewhere suggests that this is the best means or reaching children under three – the most vulnerable and neglected age group.

(c) Ensuring that every anganwadi has a well-designed building of its own and all the essential equipment – clean drinking water, storage facilities, basic furniture, cooking utensils, weighing scales, medical kits, charts, toys, etc.

(d) Revamping all the training, supervision and monitoring arrangements.  In particular, filling all the vacant posts of supervisor, CDPO, etc., and ensuring that all ICDS staff (especially anganwadi workers) have adequate qualifications and few non-ICDS duties. The quality of training programmes for anganwadi workers also needs radical improvement, building on positive experiences such as those of Tamil Nadu.

(e) 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 under three receive adequate attention, and to strengthen "home-based" child care arrangements for this age group.

(f) Timely and adequate remuneration of anganwadi workers should be ensured.  Their workload should also be reviewed and simplified.  However, permanent appointments of anganwadi workers should be avoided.  Generally, anganwadi workers should have time-bound appointments, renewable at fixed intervals (say every five or ten years) with the recommendation of the community.

3. Financial Implications

1. The financial implications of "universalisation with quality" are briefly discussed in Annexure 4.  The main points are as follows:

(a) Current allocations for ICDS are extremely low, e.g. barely Rs 1,600 crores in the Union Budget 2004-5.  The provision of essential health and nutrition services to 16 crore children deserves much higher budgetary allocations.

(b) "Universalisation" roughly involves tripling the coverage of ICDS.

(c) If expenditure per child is doubled across the board, as an essential first step towards improved quality, the overall resource requirements also double.

Tripling the coverage and doubling expenditure per child would imply a six-fold increase in total ICDS expenditure.  

2. As far as the central government is concerned, this would mean raising the annual budget allocation for ICDS from Rs 1,600 crores to Rs 9,600 crores (at 2004-5 prices). 

4. Time Frame
The time frame for this transition (tripling of coverage and doubling of unit costs) is difficult to specify, because this matter is under the scrutiny of the Supreme Court.  On 29 April 2004, the Supreme Court requested the Union Government to submit an affidavit clarifying the time frame within which ICDS is to be universalised.  This affidavit is yet to be submitted, and to be considered by the Court.  Any recommendation regarding the time frame for universalisation of ICDS is therefore subject to consistency with forthcoming directives of the Supreme Court.

Independently of the Supreme Court proceedings, there is a case for moving as fast as possible towards universal coverage of ICDS, given the urgency of the situation.  There is certainly no case for postponing universal coverage beyond the first year of the 11th Plan, i.e. 2007-8.  A bolder objective would be to universalise ICDS within two years.  Both scenarios are considered in the summary table below.


Budget allocations required from central government to achieve “universalisation with quality”

(Rs crores at 2004-5 prices)


Gradual universalisation within three years
Gradual universalisation within two years

2004-5
1,600
1,600

2005-6
4,267
5,600

2006-7
6,934
9,600

2007-8
9,600
9,600

ANNEXURE 1: THE STATE OF INDIAN 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), India: National Family Health Survey (NFHS-2), 1998-99, 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).

ANNEXURE 2: SUPREME COURT ORDERS ON ICDS

“We direct the State Govts/Union Territories 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 & 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.”

- Supreme Court of India; order dated November 28, 2001

“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 AWCS [anganwadi centres] so as to cover the 14 lac habitations.

…In respect of sanctioned AWCS, we direct that the same shall be made fully operational by 30th June, 2004. We further direct that the sanctioned AWCS shall supply nutritious food/supplement to the children, adolscent girls and to pregnant and lactating women under the scheme for 300 days in a year.”

- Supreme Court of India; order dated April 29, 2004 

ANNEXURE 3: FACTSHEET ON ICDS

Number of children aged 0-6 (2001):



 15.8 croresa

Number of children officially receiving

supplementary nutrition in ICDS centres: 


   3.4 crores

Number of anganwadi centres:




   6.1 lakhs

Number of anganwadi centres

providing supplementary nutrition:



  5.0 lakhs

Number of anganwadi centres

required for universal coverage:




17.2 lakhsb

Budget allocation of the central government 


 1,623 crores

for ICDS in 2004-5 (Rs):





a Including children aged 6 (who are supposed to be in primary school).

b See Annexure 5.

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.
ANNEXURE 4: 

FINANCIAL IMPLICATIONS OF "UNIVERSALISATION WITH QUALITY"

The financial implications of universalising ICDS depend on the precise time frame and quality norms.  However, some general observations can be made:

1. As things stand, public expenditure on ICDS is very low.  The allocation for ICDS in the Union budget 2004-5 is barely Rs 1,600 crores (up from Rs 1,444 crores in the 2003-4 budget).  The combined expenditure of central and state governments is around Rs 3,000 crores, less than one tenth of one per cent of India's GDP.  This is a minuscule allocation, bearing in mind that children under six account for about 15 per cent of the population.
  The provision of essential health and nutrition services to 16 crore children deserves much higher budgetary allocations.

2. Based on existing norms (e.g. one anganwadi per 1,000 population in urban areas), the total number of anganwadis required for universal coverage is around 17 lakhs, as against the existing 6 lakhs (see Annexure 5).  In short, the reach of ICDS has to be roughly tripled.

3. If we look at coverage in terms of the number of children (instead of number of anganwadis), the message is the same: coverage needs to be roughly tripled.  Indeed, if (say) two thirds of all eligible children (those aged 0-6, numbering 15.8 crore) actually use ICDS services, universal coverage means reaching a little over 10 crore children – about three times the present number of children (3.4 crores) receiving supplementary nutrition under ICDS. 

4. At the present level of "unit costs" (expenditure per child), tripling the coverage of ICDS would involve raising central government expenditure on ICDS from Rs 1,600 crores to Rs 4,800 crores or so.

5. However, expenditure per child needs to be raised, to improve the quality of ICDS services.  For instance, the Commissioners of the Supreme Court have recommended doubling the expenditure norms for supplementary nutrition, at the very least.  If unit costs are doubled across the board, as an essential first step towards improved quality, the overall resource requirements also double.

6. Tripling the coverage and doubling unit costs would imply a six-fold increase in ICDS expenditure.  As far as the central government is concerned, this would mean raising the annual budget allocation for ICDS from Rs 1,600 crores to Rs 9,600 crores per year.  If this increase is spread over a period of two or three years, it is well within the realm of feasibility.  Indeed, this is not a high price to pay to protect 15 crore children from hunger and disease.

ANNEXURE 5:

Number of AWCs Required for Universalise ICDS

Table 1: Number of Anganwadi Centres (AWCs) Required in Rural Areas to Universalise ICDS*


Number of AWCs Required in 'Scheduled Tribe Dominated' Habitations
Number of AWCs Required in Other Habitations
Total

Andhra Pradesh
                                 11,244 
                       79,619 
                90,862 

Arunachal Pradesh
                                   2,204 
                            273 
                  2,477 

Assam
                                   9,662 
                       42,007 
                51,669 

Bihara
                                 25,053 
                    142,628 
              167,680 

Goa
                                          - 
                         1,178 
                  1,178 

Gujarat
                                 14,136 
                       37,854 
                51,990 

Haryana
                                          - 
                       21,734 
                21,734 

Himachal Pradesh
                                       867 
                       16,516 
                17,383 

Jammu & Kashmir
                                   2,178 
                       14,381 
                16,559 

Karnataka
                                   3,570 
                       59,971 
                63,541 

Kerala
                                       282 
                       31,450 
                31,732 

Madhya Pradesha
                                 47,373 
                       84,078 
              131,451 

Maharashtra
                                 13,855 
                       84,101 
                97,956 

Manipur
                                   2,130 
                         1,576 
                  3,705 

Meghalaya
                                   5,818 
                            113 
                  5,932 

Mizoram
                                       902 
                               27 
                      929 

Nagaland
                                   2,470 
                                - 
                  2,470 

Orissa
                                 26,213 
                       48,154 
                74,367 

Punjab
                                          - 
                       23,846 
                23,846 

Rajasthan
                                 14,086 
                       69,661 
                83,746 

Sikkim
                                       257 
                         1,084 
                  1,342 

Tamil Nadu
                                   1,572 
                       64,720 
                66,291 

Tripura
                                   3,431 
                         3,351 
                  6,782 

Uttar Pradesha
                                   2,685 
                    278,668 
              281,353 

West Bengal
                                 11,591 
                    109,497 
              121,088 

Delhi 
                                         23 
                         1,355 
                  1,378 

Other Union Territoriesb
                                       674 
                         1,290 
                  1,964 

India (Rural)
                               202,276 
                 1,219,130 
          1,421,405 

a "Undivided".

b Andaman & Nicobar, Chandigarh, Dadra & Nagar Haveli, Daman & Diu, Lakshadweep, Pondicherry.

* For details of the calculations, see explanatory note below.

Table 2: Number of Anganwadi Centres (AWCs) Required in Urban Areas to Universalise ICDS *

 
Urban Population as per 2001 Census
Estimated Urban Population, September 2004
No of AWCs Required

Andhra Pradesh
         20,503,597 
           21,311,034 
                         21,311 

Arunachal Pradesh
               222,688 
                 228,380 
                               228 

Assam
            3,389,413 
              3,515,291 
                           3,515 

Bihar
            8,679,200 
              9,093,692 
                           9,094 

Chhattisgarh
            4,175,329 
              4,365,333 
                           4,365 

Goa
               668,869 
                 687,457 
                               687 

Gujarat
         18,899,377 
           19,705,345 
                         19,705 

Haryana
            6,114,139 
              6,394,871 
                           6,395 

Himachal Pradesh
               594,881 
                 615,037 
                               615 

Jammu & Kashmir
            2,505,309 
              2,587,139 
                           2,587 

Jharkhand
            5,986,697 
              6,218,793 
                           6,219 

Karnataka
         17,919,858 
           18,603,630 
                         18,604 

Kerala
            8,267,135 
              8,543,882 
                           8,544 

Madhya Pradesh
         16,102,590 
           16,848,533 
                         16,849 

Maharashtra
         41,019,734 
           42,676,931 
                         42,677 

Manipur
               570,410 
                 588,461 
                               588 

Meghalaya
               452,612 
                 466,108 
                               466 

Mizoram
               441,040 
                 452,135 
                               452 

Nagaland
               352,821 
                 361,411 
                               361 

Orissa
            5,496,318 
              5,713,885 
                           5,714 

Punjab
            8,245,566 
              8,551,794 
                           8,552 

Rajasthan
         13,205,444 
           13,860,437 
                         13,860 

Sikkim
                 60,005 
                   61,819 
                                 62 

Tamil Nadu
         27,241,553 
           28,214,438 
                         28,214 

Tripura
               543,094 
                 557,746 
                               558 

Uttar Pradesh
         34,512,629 
           36,394,382 
                         36,394 

Uttaranchal
            2,170,245 
              2,242,013 
                           2,242 

West Bengal
         22,486,481 
           23,115,950 
                         23,116 

Delhi
         12,819,761 
           13,282,816 
                         13,283 

Other Union Territoriesa
            1,708,159 
              1,764,587 
                           1,765 

India (Urban)
       285,354,954 
         297,023,332 
                       297,023 

a Andaman & Nicobar, Chandigarh, Dadra & Nagar Haveli, Daman & Diu, Lakshadweep, Pondicherry.

* For details of the calculations, see explanatory note below.
Explanatory Note

(1) Estimates for Rural Areas
For rural areas, AWC requirements for "Tribal" and "Other" habitations have been estimated using the central norm of one AWC per 700 and 1000 population, respectively.  For instance, in Other habitations, it is assumed that one AWC is required in habitations with population below 1000, two are required in habitations with population between 1000 and 2000, and so on. Habitations with a population below 150 have been ignored (Supreme Court proceedings envisage that tiny habitations will be served by "extension counters").
Data on the size distribution of "habitations" on 30th September 1993 were obtained from the Sixth All India Educational Survey (Statistical Tables V6 and V8).  After calculating AWC requirements in 1993 based on the above norms, the estimates were updated to 2004 by assuming that requirements are proportional to population.  State-specific population growth rates (three-year average centred at 2001) were taken from the Sample Registration Bulletin, October 2003.

(2) Estimates for Urban Areas
For each state, urban population in 2004 has been estimated by combining 2001 Census figures with SRS estimates of population growth (Sample Registration Bulletin, October 2003).  AWC requirements were then calculated by applying the central norm of one AWC per 1,000 population.
ANNEXURE 6:

RECOMMENDATIONS FOR QUALITATIVE IMPROVEMENT OF ICDS

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.

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.

� For further discussion of ICDS, see the accompanying report, Universalisation with Quality: An Agenda for ICDS. Aside from children under six, some ICDS services are addressed to pregnant and nursing mothers as well as adolescent girls.  In this note, we focus specifically on children.


� Supreme Court orders refer to 14 lakh anganwadis being required for universal coverage.  However, this appears to refer to rural areas only.  If so, the Supreme Court benchmark is consistent with our own estimates of anganwadis required, presented in Annexure 3.


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


� It may be useful to constitute an Expert Group to take these recommendations forward and identify minimum quality norms for all ICDS centres.


� It would be useful to integrate this recommendation with recent proposals for placing a female “community health worker” in every village.  This health worker could possibly be the same person as the second anganwadi worker.  Indeed, community health workers need to be integrated with the health system, and the anganwadi is a natural meeting point between the two.


� Remember also that ICDS services are addressed not only to children under six but also to pregnant and nursing mothers as well as adolescent girls.


� Based on Universalisation with Quality: An Agenda for ICDS, report prepared by Jean Drèze and Shonali Sen for the National Advisory Council, 7 September 2004.


� 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.





