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Integrated Child Development Services (ICDS)
I. General recommendations

I.1.  Overarching Goal
 AUTONUM  \* Arabic  Universalization with quality: The core objective for ICDS in the 11th Plan should be “universalization with quality”.  This would involve: (1) ensuring that every hamlet has a functional Anganwadi; (2) ensuring that all children under six and all eligible women have access to all ICDS services; and (3) enhancing the quality of ICDS services.

I.2. Coverage of ICDS

 AUTONUM   Universal coverage: Every household should have convenient access to an Anganwadi (or to a mini-Anganwadi, for the time being, in the case of tiny settlements).
 AUTONUM   Improved norms: The “population norms” used for the creation and placement of Anganwadis should be revised, in line with the goal of universalization with quality.  The improved norms should ensure that every household has convenient access to an Anganwadi (or mini-Anganwadi, if applicable).  Our recommendations on improved norms are presented in the Annexure.

 AUTONUM   Anganwadis on demand: As a safeguard against possible failure to apply the “improved norms”, rural communities and slum dwellers should be entitled to an “Anganwadi on demand” (within, say, three months) in cases where a settlement has at least 50 children under six but no Anganwadi.  The list of settlements eligible for Anganwadi on demand could be gradually extended over a three-year period, starting with the most vulnerable communities (e.g. SC/ST hamlets and urban slums) and ending with “all settlements”.

 AUTONUM   Open enrolment: Every child under six should be eligible for enrolment at the local Anganwadi.   There should be no eligibility criteria other than age (and especially no restriction of ICDS to “BPL” families), and no ceiling on the number of children to be enrolled in a particular Anganwadi.

 AUTONUM   Full services: All ICDS services should be available to those (children under six, pregnant or nursing mothers, and adolescent girls) who wish to be enrolled at the local Anganwadi.

 AUTONUM   Time-bound universalization: An explicit time frame for universalization (based on the improved norms), not exceeding five years, should be clearly specified in the 11th Plan.  We recommend 2010 as the target date.

 AUTONUM   Equity: In the process of extending the coverage of ICDS, priority should be given to SC/ST hamlets and urban slums.  For rural areas, this would involve conducting a survey of SC/ST-dominated habitations and ensuring that all new Anganwadis are placed in these habitations until such time as universalization has been achieved for this group.  Special provisions should also be made for other disadvantaged communities.

 AUTONUM   Inclusion: Special provisions should be made for the inclusion of marginalized children in ICDS, including differently-abled children, street children, and children of migrant families.  For instance, migrant children should be entitled to admission at the nearest Anganwadi.
 AUTONUM   Special focus on children under three: A major effort should be made to extend ICDS services to all children under the age of three years, without affecting the entitlements of children in the 3-6 age group.  In particular, this would involve posting a second Anganwadi worker in each Anganwadi (see below).  Her primary responsibility would be to take care of children under three as well as pregnant or nursing mothers.  This new focus would also involve giving much greater attention to “infant and young child feeding”, nutrition counselling, ante-natal care and related matters.

I.3. Infrastructure

 AUTONUM   Independent buildings: By the end of the 11th Plan, each Anganwadi centre (AWC) should have its own, independent pacca building.  Construction grants should be made available for this purpose, and also for the maintenance of buildings.  A specific proportion of ICDS funds could be ear-marked for construction (e.g. 30%, as with Sarva Shiksha Abhiyan).

 AUTONUM   Dovetailing with NREGA: To facilitate large-scale construction of AWCs, “construction of AWCs” should be added to the list of permissible works under NREGA.  Additional funds for the material component could be mobilized from Bharat Nirman, the Backward Regions Grant Fund and related sources.

 AUTONUM   Minimum infrastructure: Each AWC should have the minimum infrastructure and equipment required for effective delivery of ICDS services.  A checklist of minimum facilities (including weighing scales, storage arrangements, drinking water, cooking utensils, medicine kits, child-friendly toilets, a kitchen shed, toys, etc.) should be drawn up.

 AUTONUM   Untied grants: Each AWC should receive an annual untied grant (similar to the various untied grants under Sarva Shiksha Abhiyan and the National Rural Health Mission), to facilitate local initiatives aimed at improving the AWC facilities and environment.

I.4. Staff

 AUTONUM   Two-worker norm: Each AWC should have at least two “Anganwadi workers” (AWWs), and an “Anganwadi helper” (AWH).  The primary responsibility of the second Anganwadi worker should be to take care of children under three and pregnant or nursing mothers, in collaboration with the local Accredited Social Health Activist (ASHA) if any.

 AUTONUM   Concerns of Anganwadi workers: AWWs should be recognized as regular, skilled workers and their concerns should be addressed, particularly those relating to work overload, inadequate remuneration, delayed salary payments and poor working conditions.  Anganwadi workers should not be recruited for non-ICDS duties and their official job description should be adhered to.
 AUTONUM   Integration with ASHA: Specific arrangements should be put in place to facilitate smooth coordination between AWWs and ASHAs.  Examples include joint training programmes for AWWs and ASHAs, joint participation in the monthly “health and nutrition day” (see below), and joint home visits.

 AUTONUM   Improved training: The regularity and quality of AWW/AWH training programmes should be improved.  Training programmes should include training for care of new-born babies and children under three, nutrition counselling, and pre-school education.  Improved training is also required for supervisors, CDPOs and related staff.  Joint trainings with ASHAs, ANMs and medical officers should be conducted to facilitate smooth coordination of ICDS with health services as well as supportive supervision.

 AUTONUM   Gender issues: Women should be better represented among supervisors, CDPOs and other ICDS staff above the Anganwadi level.  Training programmes and reinforcement structures should be sensitive to women’s concerns, and geared to the empowerment of Anganwadi workers (for further discussion, see Appendix 5).
 AUTONUM   Staff recruitment: Urgent action is needed to address the shortage of ICDS staff at all levels.  Programme management structures should also be strengthened by inducting subject-matter specialists (e.g. for pre-school education, health and nutrition) at the District, State and Central levels, especially women.

II. SERVICE-SPECIFIC RECOMMENDATIONS

II.1. Nutrition-related Services

SNP for children aged 3-6
 AUTONUM   Cooked food: For children aged 3-6 years, the supplementary nutrition programme (SNP) should consist of a cooked meal prepared at the Anganwadi, based on local foods and with some variation in the menu on different days of the week.

 AUTONUM   Cost norms: A provision of at least Rs 3 per child per day (at 2006-7 prices) should be made for SNP in the 3-6 age group.  This is similar to the current norms for mid-day meals in primary schools (two rupees per child per day, plus 100 grams of grain).  To achieve this norm, central assistance of at least Rs 1.50 per child per day would be required.  The cost norms should be adjusted for inflation every two years using a suitable price index.

SNP for children below 3

 AUTONUM   Take-home rations: For children below the age of three years, nutritious and carefully designed take-home rations (THR) based on locally procured food, delivered every week, should be the recommended option.

 AUTONUM   Nutrition counselling: Supplementary nutrition should always be combined with extensive nutrition counselling, nutrition and health education (NHE), and home-based interventions for both growth and development, particularly for children under three.  Special priority should be given to counselling and related services for “Infant and Young Child Feeding” (IYCF).
SNP for pregnant and nursing mothers

 AUTONUM   Take-home rations: Nutritious take-home rations should be provided to pregnant and nursing mothers every month, on “health and nutrition day” (see below).  Anganwadi workers should ensure that THRs also reach mothers who may have missed the “health and nutrition day”.

Micronutrient supplementation
 AUTONUM   Iron and Vitamin A: For children under six, national programmes for the prevention of Iron and Vitamin A deficiency should be implemented through ICDS.  Appropriate doses and formulations should be specified by the Auxiliary Nurse Midwife (ANM). 

 AUTONUM   Iodine: Iodised salt should also be used in all Anganwadis.

II.2. Health-related Services

 AUTONUM   Monthly “health and nutrition day”: In each AWC, a pre-fixed day of the month should be reserved for specific activities such as distribution of take-home rations to pregnant and nursing mothers, immunization sessions, NHE sessions, weighing of children under three, identification of severely malnourished children, and so on.  The “health and nutrition day” can also act as a meeting point for the Anganwadi worker, ASHA and ANM, and an entry point for the involvement of PRIs.
  (See also “Anganwadi Divas” below.)

 AUTONUM   Medicine kits: Every AWC should have a medicine kit with basic drugs (including ORS and IFA tablets), to be distributed by the Anganwadi worker with appropriate training as well as guidance from the ANM (unless adequate provision has been made for the ASHA to provide this service).  The procurement of medical kits should be decentralized (detailed guidelines should be prepared for this purpose).  Medicine kits should be inspected and replenished at the time of the monthly “health and nutrition day”.

 AUTONUM   Severe malnutrition: Rehabilitation facilities (e.g. Nutrition Rehabilitation Centres) should be available at the PHC level for children suffering from Grade 3 or 4 malnutrition, and their mothers.  Anganwadi workers should be responsible for identifying such children and referring them to rehabilitation facilities.  Financial provision should be made to support these children’s families during the period of rehabilitation.  Also, these children should be entitled to enhanced food rations under the Supplementary Nutrition Programme.  ICDS and the Health Department should be jointly responsible for the prevention of severe malnutrition and hunger deaths.

 AUTONUM  \* Arabic  Special training: Anganwadi workers should receive training in Integrated Management of Neonatal and Childhood Illnesses (IMNCI).

II.3. Pre-School Education
 AUTONUM   Right to Education Act: Entitlements to pre-school education facilities for children under six should be included under the Right to Education Act.

 AUTONUM   Sarva Shiksha Abhiyan: Pre-school education programmes, suitable for implementation through ICDS, should be developed under Sarva Shiksha Abhiyan.  SSA funds should also be made available to strengthen existing PSE activities under ICDS, e.g. by arranging training programmes or supplying better equipment.

 AUTONUM   PSE facilities: Each AWC should have basic PSE facilities including adequate space for indoor and outdoor activities (with clean and hygienic surroundings), appropriate charts and toys, etc.

 AUTONUM   Training and supervision: Pre-school education should receive higher priority in AWW training programmes, and also in the support activities of ICDS supervisors and CDPOs.

 AUTONUM   Location of AWCs: New AWC buildings should generally be situated on or near the premises of the local primary school, unless the latter is at some distance from the children’s homes.  When AWC and primary school are close to each other, they could share a common kitchen shed.

III. FURTHER recommendations

 AUTONUM   Outreach facilities: An “outreach model” should be developed under ICDS to extend essential services (including immunization and nutritional support) to hitherto excluded groups (e.g. street children and migrant families) through designated outreach workers.

 AUTONUM   Right to information: All ICDS-related information should be in the public domain.  The provisions of the Right to Information Act, including pro-active disclosure of essential information (Section 4), should be implemented in letter and spirit in the context of ICDS.  All agreements with private contractors (if any) and NGOs should be pro-actively disclosed and made available in convenient form for public scrutiny. All AWCs should be sign-posted and the details of ICDS entitlements and services should be painted on the walls of each Anganwadi.  Social audits of ICDS should be conducted at regular intervals in Gram Sabhas and/or on “health and nutrition day”.

 AUTONUM   Record maintenance: The burden of record maintenance at the Anganwadi level should be reduced.  As far as possible, record-keeping should be confined to registers that are mandatory under the ICDS Guidelines.  The possibility of assigning some of the responsibility of record-keeping to persons other than the Anganwadi worker (e.g. educated adolescent girls under the Kishori Shakti Yojana) should be explored.  This would also help to ensure some independence, objectivity and transparency in record-keeping.

 AUTONUM   Involvement of PRIs: Steps should be taken to promote more active involvement of PRIs in the management and monitoring of ICDS, bearing in mind that “women and child development” is listed in the Eleventh Schedule of the Constitution.  In particular, PRIs should be actively involved in the monthly “health and nutrition day” at the AWC, and in the selection of ICDS functionaries.  Resources should be made available for training and capacity building of PRIs, e.g. under the Backward Regions Grant Fund.

 AUTONUM   Anganwadi Divas: As an extension of the “health and nutrition day”, a pre-fixed day of each month could be reserved not only for health and nutrition related activities but also for various forms of community participation in ICDS, such as wall painting at the Anganwadi, renovation of the AWC, preparation of PSE aids, social audits of ICDS services, and so on.  This would help to foster public interest and involvement in ICDS.

 AUTONUM   Bal Adhikar Patra: Each child under six should have a “Bal Adhikar Patra”, combining birth certificate with immunization details, weight at various ages, AWC registration, health checkup and sickness records etc. Essential NHE messages could also be printed on this card. The card would be kept by the parents but the Gram Panchayat would be responsible for updating it regularly with the assistance of the Anganwadi worker as well as for maintaining a copy of the records at the Anganwadi and/or Panchayat Bhawan.
Annexure: Proposed Norms for the Creation and Placement of Anganwadis
1. In habitations with a population above 300, the number of Anganwadis should be such that the Anganwadi/population ratio is at most 1,000.  Thus, there should be at least one Anganwadi in habitations with a population between 300 and 1,000, two for those with population in the 1,000-2,000 range, three for those in the 2,000-3,000 range, and so on in multiples of 1,000.

2. Habitations in the 150-300 population range should have a “mini-Anganwadi”, if it is not possible to provide a full-fledged Anganwadi.

3. For habitations with a population below 150, case-by-case proposals for the creation of Anganwadis/mini-Anganwadis, or for the provision of ICDS services through other means, should be prepared by the Child Development Project Officer (CDPO).

4. As a safeguard against possible failure to apply the “improved norms”, rural communities and slum dwellers should be entitled to an “Anganwadi on demand” (within, say, three months) in cases where a settlement has at least 50 children under six but no Anganwadi.  The list of settlements eligible for Anganwadi on demand could be gradually extended over a three-year period, starting with the most vulnerable communities (e.g. SC/ST hamlets and urban slums) and ending with “all settlements”.

5. In the process of extending the coverage of ICDS, priority should be given to SC/ST hamlets and urban slums.  For rural areas, this would involve conducting a survey of SC/ST-dominated habitations and ensuring that all new Anganwadis are placed in these habitations until such time as universalization has been achieved for this group.

6. In residual cases where some children do not have convenient access to an Anganwadi, due to distance, difficult terrain, or other reasons, proposals for additional Anganwadis or mini-Anganwadis should be prepared by the Project Officer.

7. As far as possible, a mechanism should be put in place to ensure that the clearing of proposals for additional Anganwadis from the Project Officer is decentralized.  For instance, presumptive financial allocations could be made for this purpose to the state governments, leaving it to them to clear specific proposals and facilitating further decentralization.

8. All Anganwadis in habitations with a population above 500 should have at least two Anganwadi workers (AWWs).

� Similar activities are being planned under the National Rural Health Mission (NRHM).  Note, however, that it is important for this monthly activity to be a “health and nutrition day”, and not just a “health day” as currently proposed under NRHM.





