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Follow-up Recommendations on ICDS
(based on deliberations of the National Advisory Council on 5 February 2005)

The National Advisory Council welcomes the efforts made by the Government of India (especially the Department of Women and Child Development) to respond to its earlier recommendations on ICDS.  We note with appreciation that some of these recommendations have been taken on board in substantial measure.  However we are concerned that many of the key recommendations are yet to be adequately addressed.  To some extent this appears to be a reflection of the fact that ICDS is implemented jointly by the State and Central Governments, so that the concurrence of the state governments is required for any major initiative.  Nevertheless we believe that much more can be done to move rapidly towards “universalization with quality”, the fundamental goal set by the Supreme Court and endorsed in the Common Minimum Programme.

Following on this, we wish to reiterate our earlier recommendations and to add the following:

1. The Department of Women and Child Development (DoWCD) is taking the welcome step of proposing that the Central Government should contribute to the cost of “supplementary nutrition” (SNP) at the rate of Re 1 per child per day (50% of the enhanced financial norm of Rs 2 per child per day for SNP).  However, this should be done along with issuing strict instructions to the effect that State Governments are expected to reciprocate by contributing the remaining 50% (i.e. another Re 1 per child per day).  Otherwise central assistance may end up substituting for, instead of supplementing, the contributions of the state governments.

2. The Government of India is yet to specify the time frame within which universalization of ICDS is to be achieved, as requested by the Supreme Court.  We reiterate our recommendation that ICDS should be universalised within two to three years.

3. In its response to our earlier recommendations, the DoWCD correctly notes that universalization would require revising the existing norms of coverage (e.g. the population norm of one thousand for an AWC).  However nothing concrete has been done to revise the norms.  The DoWCD appears to leave this matter to the States and to allow them to continue with existing norms if they so wish.  This is inadequate, as it is likely to lead to the continuation of existing norms.

4. There is no indication of a serious effort to improve supervision and monitoring.  This is absolutely essential to the success of ICDS.  It should be seen as a joint responsibility of the Central and State Governments and not the responsibility of the States alone.

5. As many as 266 sanctioned ICDS Projects and 79,978 sanctioned Anganwadis are yet to be operationalised, as per the DoWCD’s own figures.

6. The DoWCD appears to endorse if not promote the restriction of supplementary nutrition under ICDS to BPL or “low-income” families.  This is inappropriate since (a) child undernutrition is not confined to low-income families, and (b) low-income families are extremely difficult to identify (the BPL list, in particular, is notoriously unreliable).  Further, this “targeting” procedure violates Supreme Court orders.  It should be abandoned.

7. No steps have been taken to ensure better coverage for children under the age of three.  This is the age where undernutrition sets in, with irreversible consequences.  Yet this age group is very poorly served by ICDS as things stand.  In this respect, the possibility of developing effective “take-home ration” systems for children under three, as has been done in some states (e.g. Maharashtra), needs to be pursued more actively, along with other means of reaching out to this age group.  Similarly, efforts should be made to start appointing a second Anganwadi Worker in as many Anganwadis as possible.

8. We support the suggestion that links between ICDS and the health services should be strengthened.  In this connection, we recommend that the universalization of ICDS should be integrated with the National Rural Health Mission, and especially with the plan to appoint a “community health worker” in every village.  In addition, other means of strengthening the links between ICDS and the health services should be explored.

9. We reiterate our earlier recommendation that priority should be given to SC/ST hamlets during the transition towards universal coverage of ICDS.

10. Last but not least we feel that much more can be done for pro-active implementation of the detailed suggestions presented earlier in our “Recommendations on ICDS” as well as in the accompanying report, “Universalization with Quality: An Agenda for ICDS”.

