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Chapter-1 

INTRODUCTION 

The levels of child nutrition in India show very dismal scenario. 

From NFHS-3 data it is found that near about 50% Indian children are 

underweight and anemic . This is a matter of utter disgrace that India 

falls under the category of most 'undernourished' countries. Though 

this is also to be noted that the entire South Asian region is depicting 

this trend of high range of malnutrition. In fact it is hard to believe that 

child malnutrition in India is remarkably lower than that of Sub

Saharan Africa (Source: World Development Indicators 2007). 

In China even in the rural areas the average increase in height 

between 1992 and 2002 was 3 centimeters and needless to add that it 

was much higher in the urban areas. Even the adult health and height is 

attained lately in early -mid 20s in India while in western countries it 

is attained at the age of 18, which is a clear cut indication of poor 

nutrition. It is found that Indian women and also the Nepalese and 

Bangladeshi women are among the shortest in the world (Source: 

Deaton, Height, "Health and Development", Proceedings of the 

National Academies of Science, pp 13232-37, 2007). 
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The decline in sex - ratio also remains a great enigma which is 

widely discussed by Prof. A.SEN (Source: Dreze and Sen; India 

Development and Participation; Oxford University Press, 2002). 

The NFHS anthropometric data shows that the speed of nutritional 

improvement has virtually stopped. It shows that there is no change in 

the percentage of women with low BMI, the percentage of 

underweight children remained same (nearly 50%) from 1998-99 to 

2005-06. Interestingly there was notable decrease in the percentage of 

stunting children. 

However, the mean levels of stunting of young children 

generally do not recover; the children grow at the same rate as the 

reference population, but are much shorter for their age. Gestation and 

the first year of life are critical periods of human brain development~ it 

is thus not surprising that there is a correlation between low birth 

weight (LB W) and stunting early in life and later cognitive deficits 

.This points to the importance of intervening early to prevent stunting 

and its long-run consequences. It also suggests that the potential for 

interventions to prevent malnutrition is greatest during pregnancy and 

the first 24 months of life (Bhutta and others 2008; Shrimpton and 

others 2001; World Bank 2006). 
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The Integrated Child Development Services (ICDS) is the 

Flagship Scheme of the Department of Women and Child 

Development with an allocation of 90 per cent of the total plan outlay. 

New policy initiatives have also been taken for the setting up of the 

National Commission for Children, National Plan of Action for 

Children, National Nutrition Mission etc. Keeping in view the need for 

focused attention on the welfare and development of girl children, 

certain programmes like Kishori Shakti Y ojana (KSY), Nutrition 

Programme for Adolescent Girl (NPAG), Balika Samriddhi Yojana 

(BSY) etc. are being implemented by this Department. Besides, new 

initiatives in the form of universalisation and expansion of ICDS, 

merger of Kishori Shakti Y ojana (KSY) with National Programme for 

Adolescent Girls (NPAG), merger of the Scheme of Creches and Day 

Care Centres and the National Creche Fund etc. are being 

contemplated for evolving a holistic approach and effective 

implementation of various schemes and programmes for the benefit of 

the target groups. 

In spite of all these programmes, the development in basic 

infrastructure and basic amenities/facilities is not perceptible especially 
of l>aY'jeeL n.9 

in rural areas of the district. The standard of living of the people is still 
~ 

very poor and the employment opportunities to the young people are 
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few and far between. A large proportion of population is still deprived 

of basic necessities of life. About 30 percent of the households are 

using water from unsafe sources. Besides, most of the villages have 

been identified as disadvantageous in respect of availability of water 

supply due to less service level, source depletion, and outlived design 

period of water supply schemes. The situation on sanitation front is 

even more alarming. Around two-third of the households ( 64 percent) 

do not have a toilet facility or have a pit type of toilet. Similarly, 60 

percent of the households do not have any sewage and drainage 

facility. 
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OBJECTIVEs OF TH£ STUDY 

The specific objectives of the evaluation study include the 

assessment /examination of the following: 

I. The type of mechanism adopted and arrangements made for 

planning co-ordination, monitoring and implementation of the scheme. 

2. The extent to which allocations, releases and utilization of funds 

were made as per the guidelines under various scheme. 

3. To portray as to what extent the scheme has generated the needed 

benefits. 

4. To analyze socio-economic and demographic characteristics of the 

beneficiaries of the scheme, so as to assess the extent to which the 

guidelines for identifying the beneficiaries/villages have been 

followed. 

5. To identify the problems in the implementation of the scheme and 

the reasons for tardy implementation, if any. 
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REVIEW OF LITERATURE 

"There is a surprising degree of continuity in public policy, as 

evident in literally thousands of case studies of disparate policy sectors 

in a multitude of countries showing that most policies made by 

governments are in some way a continuation of past policies and 

practices. Most analyses attribute continuity in policy making to the 

fact that the same set of actors is typically involved in the policy 

process over a long period of time. Only when a policy monopoly is 

broken by the emergence of new members or subsystems would one 

expect a policy to change in any significant sense of the term." 

(Howlett and Ramesh 1995, Studying Public Policy, Oxford 

University Press, pp 184-185.) 

It is obvious that the determinants of maternal and infant health 

are closely related, there are very few works where the issue of 

maternal and infant health is considered jointly (Winikoff, 1988 

;Winikoff, Beverly. 1988. "Women's Health: An Alternative 

Perspective for Choosing Interventions." Studies in Family 

Planning 4 (19):197-214.);(Conway and Deb, Conway Karen and 

Partha Deb. 2005. "Is Prenatal Care Really Ineffective? Or, Is the 
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Devil in the Distribution?" Journal of Health Economics 3 

(24):489-513). 

It is sometimes argued that spending pattern has no role in 

malnutrition as since 1991 the Indians are spending a lot but at the 

same time it failed to curb the number of malnourished children! On 

the contrary on poor and rural households, spending does play a role in 

improving infant health for those groups. [Goldman and Grossman 

(1982),Goldman, Fred and Michael Grossman, 1982. "The Impact 

of Public Health Policy: The Case of Community Health Centers." 

NBER Working Paper No. 1020).find that health care spending and 

public policy programs in the US do have a significant impact on 

infant mortality, and argue that this impact runs through improvements 

in health of mothers, rather than the use of prenatal care per se. The 

evidence also shows that infant and child mortality and morbidity are 

determined by poverty and unemployment rate [Bhalotra, 2007 

Bhalotra, Sonia. 2007. "Spending to Save? State Health 

Expenditure and Infant Mortality in India." University of Bristol 

Working Paper No. 07/169.; Currie and Grogger, 2000), (Currie, 

Janet and Jeffrey Grogger. 2000. "Medicaid Expansions and 

Welfare Contractions: Offsetting Effects on Prenatal Care and 

Infant Health?" NBER Working Paper No. 7667.], parental 
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education, urban residence, and maternal health in general [Buckley, 

2003 Buckley, Cynthia. 2003. "Children at Risk: Infant and Child 

Health in Central Asia." William Davidson Working Paper No. 523.; 

Chou et al., 2007). Chou, Shin-Yi, Jin-Tan Liu, Michael Grossman, 

and Theodore J. Joyce. 2007. "Parental Education and Child 

Health: Evidence from a Natural Experiment in Taiwan." NBER 

Working Paper No. 13466.] 

It is common in health economics research to find little or no 

effect of prenatal care on infant health, which may be due to two 

reasons - endogeneity and heterogeneity. Mothers anticipating poor 

birth outcomes are more likely to seek more prenatal care and seek it 

earlier while still having poorer than average outcomes. Authors that 

use exogenous variation in prenatal care, such as "natural experiment", 

find positive and significant impact of prenatal care use on birth 

outcomes [Evans and Lien, Evans, William N. and Diana S. Lien. 

2005. "The Benefits of Prenatal Care: Evidence From the PAT Bus 

Strike." Journal of Econometrics 125:207-239. 2005). Conway and 

Deb Conway, Karen and Partha Deb. 2005. "Is Prenatal Care 

Really Ineffective? Or, Is the Devil in the Distribution?" Journal of 

Health Economics 3 (24):489-513.(2005)] in addition to addressing 
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the issue of endogeneity explore the possible heterogeneity m the 

impact of prenatal care on birth outcomes. 

Looking at all births simultaneously may obscure the effect of 

prenatal care on ''normal" births. Some of the births result in poor 

outcomes due to bad maternal behavior or poor fetus condition to 

begin with and cannot be remedied by any prenatal care intervention. 

Therefore, lack of significant impact of prenatal care on infant health 

may be explained by data that do not distinguish between "normal" 

and "problematic" pregnancies. Thus, Conway and Deb (2005) found 

that prenatal care has a substantial effect on "normal" pregnancies. 

I 
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SOURCES OF DATA AND 

METHODOL06Y 

As the district of Darjeeling remained like a hot cauldron of 

political and social unrest people was very suspicious and over 

cautious while responding questions. In fact most of the respondents 

were reluctant to talk to us. Which was the biggest constraint of the 

study? 

Moreover due to financial constraints the dependence on 

secondary data has to be accommodated. The main source of 

secondary data was the project level MPR (Monthly Project Report). 

For Growth monitoring data the AWC level had to be explored. While 

the office of the DPO served the final information. The office of the 

Director was also visited for State level data. Both primary and 

secondary data were collected through instruments structured at 

different levels. The secondary data was obtained through the District, 

Block and Village level questionnaires. Information was collected 

about financial and physical performance and adequacy of the 

implementation mechanism for the schemes. Detailed discussions were 

held with the officials at various levels to gather information on the 

implementation of the scheme. The primary data was collected through 
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field surveys from beneficiaries as well as non-beneficiaries of the 

scheme. 

The schedules covered a host of areas starting with the socio

economic characteristics of the beneficiaries, level of awareness about 

the schemes, eligibility criterion, procedures, problems encountered, 

utilization of the funds and impact of the scheme, etc. Information 

collected from the non-beneficiaries included their socio-economic 

status, knowledge of the schemes and experiences with the 

implementation of the scheme. 

The experiences of the beneficiaries and non-beneficiaries were 

collected with a view to identify and analyze the possible shortcomings 

in the implementation of the scheme. 

Initially I was permitted by the Director to visit four Projects 

two from Darjeeling Sadar Subdivision and two from Kalimpong sub

division. Later they allowed me to visit all the projects in the hill area. 

Further, the Projects were divided into two groups of high and low 

performance, based on the information on key indicators of 

performance of the AWWs. 6 projects from each of the two groups 

was selected on random basis in the district. Accordingly, 12 projects 

were selected from the district. Details about the ICDS were collected 

from the offices of the District Magistrate and concerned Block 
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Development Officers. The information regarding the Integrated Child 

Development Scheme was also collected from the offices of the 

Programme Officers, Child Development Project Officers and 

Anganwadi Centers. From each selected I.C.D.S. projects a sample of 

5-6 beneficiaries was selected on random basis from the selected 

beneficiaries who were covered under ICDS. In case there were more 

than one Anganwadi Centres (AWCs) in a village, only one AWC per 

village was selected. Besides, detailed interviews were conducted with 

the officials involved with the implementation of these schemes at 

State, District and Block level. A check list was also prepared to 

collect the qualitative information from the beneficiaries, and 

officials/offices. As the list of non-beneficiaries for any of the schemes 

was not re~d ily available, therefore, effort was made to collect list of 

non-beneficiaries with the help of knowledgeable persons of the 

villages, but even the villagers were not aware of any such person. 
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FIELD WORK &. M£THODOL06Y 

The Data collection started from April 2000 and continued till 

July, 2010. Data was collected by two teams and each team consisted 

of five field investigators, a supervisor-cum-editor and a field 

coordinator. Each field investigator was assigned to collect information 

for a particular scheme. Before the field work, all the team members 

received training for six days, which consisted of instructions in 

interviewing techniques and field procedures for the survey, review of 

each item in the questionnaire, mock interviews between participants 

in the classroom and practice interviews in the field. Besides the main 

training, one day training was specially arranged for supervisors. The 

supervisors were trained to hold formal discussions with the officials 

involved with the implementation of the schemes and record their 

observations regarding the implementation of the schemes, impact 

assessment and possible reasons for tardy implementation. Senior 

officials coordinated the data collection activities and also had formal 

discussions with the officials involved with the 

implementation/execution of schemes. During the course of field work, 

information was collected from 12 ICDS Centers and 80 mothers of 

beneficiary children. 
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To collect primary data the Blocks (CDBs) in Darjeeling were 

grouped as high and low categories on the basis of data of key 

indicators of development. A block from each of the categories was 

randomly chosen. Data was retrieved from district and block offices. 

From each clwsen block, 3 - 5 villages were selected on random basis. 

From the chosen villages the information were collected from the 

beneficiaries covered under ICDS in the villages. Moreover, from each 

chosen vill<lf'C'. one key respondent was also interviewed. When there 

were more tl~1n one Anganwadi Centers in a village, only one of them 

was selected. From the selected centers, beneficiaries were selected 

and the mothPrs were interviewed. The officers at state, district and 

block level were also interviewed. This helped to do the qualitative 

analysis. Secondary data on the financial progress, planning, 

implement:~tio!l and monitoring was collected from the implementing 

agencies of th c scheme. 
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TIME PERIOD 

The reference period of the study for selection of beneficiaries, 

collection of field data was 2000-01 to 2009-10. However, while 

making analysis, the data on physical/financial targets vis-a-vis 

achievements for the years upto 2006-07, was also utilised. Though 

due to sudden outbursts of bandhs/strikes in the hill area it was too 

difficult to stick to the schedule all the time. 
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RESEARCH QUESTIONS: 

• Whether health check-ups were done regularly or 

not? 

• How much effective were the referral services? 

• Were the medical kit available to all the AWCs? 

• Was the quality of nutritional items satisfactory or 

not ? 

• What was the impact of supplies on the 

functioning ofthe AWCs? 

• How effective was the growth monitoring and 

promotion during the study period? 

• How far the nutrition and health education was 

imparted? 

• What was the real picture of the Pre-School 

Education (PSE) imparted? 
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CHILD UNDERNUTRITION & MALNUTRITION: SOME 

PERSPECTIVE ON "KERALA MODEL" 

It is obvious that West Bengal is lagging behind the national 

level of malnutrition lately. In this context it would be helpful to look 

at the management style of a very successful state in this field. This is 

an approach \\ :1ich is quite unique and mention worthy. 
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Undernutrition and malnutrition occur largely due to inappropriate 

family practices related to diet, health care and hygiene I sanitation. 

Focusing on the family as a unit for behavioural changes 

communic~t inn is an advantage because through the family approach, 

it is possible to reach the children (especially the 0-3 age group), the. 

adolescents, the antenatal and postnatal mother and the elderly who are 

the target grn,1ps for the programme. 

• The primary focus would be to strengthen family 

practices related to Infant and young child feeding 

(exclusive breastfeeding, appropriate 

complementary feeding) 

• Sick childcare with appropriate medical treatment 

and nutrition management 

• Prevention of illnesses through immunization and 

hygiene I sanitation 

• Appropriate cooking and dietary practices in the 

family 

• Appropriate use of nutritional supplements and 

micronutrient supplements 

• Diarrhoea management through OR T to be 

promoted within the family. 
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This will be done through specially selected and trained Family 

Nutrition Volunteers who will visit these families regularly and 

provide continuing support. The Family Counsellor will be selected 

from among experienced persons in the field with in the community. 

They will be trained in nutrition topics and counselling skills and she 

will be supported and guided by the local A WW and by the Panchayat 

level Nutrition counsellor (ICDS Supervisor/ Nutrition Experts) The 

Nutrition Volunteer will identify all families with children 0-6 years, 

with antenatal mothers, nursing mothers, adolescent girls, and elderly 

persons. She will repeatedly visit these families and provide 

counselling and care for specific nutrition and health problems and 

issues faced and she will encourage and motivate the families for 

adopting I strengthening appropriate family practices. 

27 



CHAPTER-2 

THE 6E06RAPHICAL AND 

SOCio-£CONOMIC SET-UP 
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DISTRICT H/6HL/6HTS 

1. Darjeeling district occupies second lowest i.e. 17th position 

in terms of population in the state. 

2. The district can be fairly taken as one of the most urbanized 

districts as it is having 32 per cent of the total population in urban areas 

whereas the state is having more than 27 per cent of its total population 

in urban areas. 

3. Darjeeling district ranks 3rd in growth rate (23 .8 per cent). 

4. Da:r:jeeling has the third lowest density of population per 

sq.km. in the state (511). 

5. The sex ratio of the district (93 7) ts marginally above the 

state's sex ratio (934). 

6. Literacy rate of the district is 71.8 per cent (above the state 

percentage which is 68.6) thereby making its rank 6th in the state. 

7. There are 68 uninhabited villages in the district out of 708 

villages. 

8. There are in all 5 villages having population of 10,000 and 

above. 
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9. Mongpu Cinchona Plantation (Rangli Rangliot CD Block) is 

the most populated (12,742) and Tarabarir Chhat (Naxalbari CD 

Block) is the least populated village (2 persons) of the district. 

10. The economy of the district is based on Tea Plantation and 

Tourism. Only 20.9 per cent of the Main Workers of the district are 

engaged in Agricultural sector. 

11. Proportion of female main workers engaged as Cultivators 

and Household Industry Workers is greater than that of their male 

counterparts and in two other sectors (Agricultural Labourers and 

Other Workers) it is almost equal to that of their male counterparts. 

12. Phansidewa CD Block has the highest number of villages 

(113) and Mirik the lowest (21 Part). 

13. The Health Index of the district is 0.73; 

14. The Income Index is 0.49; 

15. The Human Development Index is 0.65. Thus its HOI rank 

is 4. Singalila Forest of Darjeeling Pulbazar CD Block has the largest 

area (17,777.9 hectares) and Suntalay Khasmahal under Kalimpong-I 

CD Block and Pachim Pasunath Barua under Matigara CD Block are 

two blocks with the smallest area (1.2 hectares each). 
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SIZE AND LOCATION 

The district Darjeeling lies between 26027' 10" and 27013'05" 

north latitudes and 87059'30" and 88053'00" east longitudes. The 

district is bounded by Sikkim on the north, by Bangladesh and Uttar 

Dinajpur district and Bihar on the south, by Nepal on the west and by 

Bhutan and Jalpaiguri on the east. The total area ofthe district is 3,149 

sq. kms. Its rank in respect of thearea in the state is 12th. Its north to 

south extension is of 87 kms. that of east to west is of 90 kms. 

The district is divided into two regions, hilly and the plain area -

a portion of the outlying hill of the lower Himalayas and Terai - a 

stretch of territory lying along their base. All such areas are more or 

less covered by deep forests. The northern part of the district is fully 

mountainous facing Singalila Mountain and the southern part is almost 

plain in nature with green valleys. The hills rise abruptly from the plain 

and the elevation increases northwestward with great heights in the 

uppennost part. The northern portions consist of hard gneissic rocks 

capable of resisting denudation to a considerable extent, while the 

southern portion comprises of comparatively soft, thin, slaty and half

scheistose rocks which are less resistant to erosion. 
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Topographically the district is divided into the following five 

sub-micro regions. 

1. Darjeeling Himalayas: 

The region is hilly and extends in the northern part of the 

district. The hill ranges in north-west to south-east alignment and its 

elevation varies from 400 to 3,000 meters. Along the northern 

boundary of the region the great Rangit flows in a very deep valley 

towards the east and falls in the Tista. 

2. Kurseong Range: 

The region extends between the highlands on the north and the 

plains of the Terai on the south. The Mechi river on the West and the 

Tista river on the east form the limits of regional boundary. This region 

slopes from north to south and its altitude ranges from 300 to 1,800 

meters approximately above the sea level. 

3. Kalimpong Range: 

The region lies on the south- east of Darjeeling Himalayas and 

extends from the Tista river on the west to the Jaldhaka river on the 

east. The region is characterized by the presence of rising hills, 

numerous rivers and small torrents. 
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4. Western Duars: 

The region seems to be flat and is sloping from north to south as 

evident by the flow of the rivers. The Mechi river flows along the 

regional boundary on the west and the Balasan river traverses along the 

north-eastern parts of the region. The general elevation rises from 80 to 

300 meters. There is a lower range called lohargur/Loharger or iron hill 

which is covered by a dense Terai forest. 

5. Mahananda Tract: 

The region extends in the extreme south-east corner of the 

Darjeeling district having the smallest area of 195.40 km2. The region 

is a continuation of the western Duars towards the south and some 

local heights between 100 and 150 meters can be seen in this area. The 

Mahananda is the only main river flowing along the boundary line of 

this region. Elevation of the district from mean sea level is 3,596 

meters. 
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BIOL06ICAL RESOURCES 

The Himalayan jungles have always been home to the most 

exotic species of flora and fauna. The short spring season sees the 

mountain bathed in all conceivable hues. The fiery Rhododendrons 

splash the mountainside in the most beautiful reds, whites and the pale 

magnolia forests providing a striking contrast. The valley comes alive 

with a profusion of daisies, daffodils, chrysanthemums and tuberrous 

begonia. Even the rarest Orchids grow in abundance in the wild. 

Amidst this dazzling flora a fauna is equally exotic. The Red Panda is 

found in the dense jungles between Gairibas and Molley on the way to 

Sandakpu. The Barking deer, Wild Bear and Himalayan bear are the 

other animals that are found here. Darjeeling is also the abode of a 

variety of birds and butterflies. 
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ECONOMIC RESOURCES 

a) Forest Area: 

Out of 1,188 thousand hectares of the state forest area the 

district has 1·2 thousand hectares under forest. The forest region is 

mainly located in the terai area of the district having trees like Sal, 

Segun etc. Out of 1·2 thousand hectares 1.02 thousands hectares are 

under Khas forest. During 1997-98 rupees ten lakhs twelve thousand 

were collected from forest produce registering 4 7.2 per cent increase 

over the previous year. 

b) Mineral product: 

The mmmg and mineral products are conspicuous by its 

absence in the district. The mineral products required by the district are 

imported from other places outside the district. 

c) Soil & Cropping Pattern: 

In the hilly region of the district the soil is suitable for 

plantation but not very much suitable for growing paddy. Apart from 

plantation, maize as crop is produced in the hilly region. Paddy is 

mainly grown in the plain region under Siliguri Sub-Division. Out of 
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the total area of 325 thousand hectares. 145 thousand hectares (46 per 

cent) were under net cropped area during 1997-98. During the same 

year out of the total area, 74·3 thousand hectares were under cereal 

crops. Rice and maize were produced in 35·5 thousand hectares and 

22·6 thousand hectares respectively. Apart from maize and paddy, 

wheat, jute and potato were also produced in the district. During the 

same year 20·53 thousand hectares of land was under irrigation. Out of 

this total irrigated area 7 ·52 thousand hectares of land area was 

irrigated by Government Canal. 

d) Land and land-use pattern : 

According to D.L.R, West Bengal. total land area, utilizable for 
'- '-

cultivations. is 325.5 thousand hectares of land out of which the net 

cropped area is 136.8 thousand hectares of land, 124.6 thousand 

hectares of land is under forest as per state Forest Department and 8.8 

thousand hectares of land is under current fallow. (Source: District 

Statistical Hand Book, 2001, Govt. of WB) 

e) Tenancy: 

The State Government is the owner of all estate land since the 

enactment of West Bengal Estate Acquisition Act, 1948. But in case of 
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agricultural land, the tenancy is contractual with the owner. After the 

land reform measures taken up by the State Government there is no 

intermediary system of tenancy in the district. In terms of operational 

land holding, more than 70.5 per cent falls under the marginal (below 

1.0 acre) size of holding in the district. Till2000, 12,388.65 hectares of 

vested agricultural land have been distributed among more than 50 

thousand beneficiaries. Out of the total beneficiaries, 65 per cent 

beneficiaries belong to Scheduled Caste and Scheduled Tribe 

communities taken together. (Source: District Statistical Hand Book, 

2001, Govt. of WB) 

f) Agriculture: 

The district is under extremely diverse agricultural conditions 

owing to its physical Configuration. The mountainous region to the 

north forms its greater part and the alluvial plain to the south is Terai 

while the Terai contains soils suited for rice cultivation, there are also 

poor sandy tracts unsuitable for plough. The land is of good fertility on 

the gentler slopes and is the upper valleys, but no crops are grown 

above 9,500 feet above sea level owing to the cold. Except potatoes, 

the upper limits for rice, maize and millet are much lower; Tea does 

not grow above 7,000 feet. The crops of the district broadly fall into 
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two groups the plantation crops like tea and cinchona and 

nonplantation crops like, rice, maize, wheat, barley and sugarcane. 

Rice is grown extensively in the plains, while maize, ginger, potatoes 

and cardamoms are grown in the hills of the district. Subsidiary crops 

like cotton, jute, pulses, oilseed, and sugarcane are grown in the plains. 

The area under paddy in 2000-01 is 34.2 thousand hectares of land. 

(Source: District Statistical Hand Book, 2001, Govt. of WB) 

g) Irrigation: 

In the district irrigation from private canal is nil. The source is 

mainly from government canals, tanks, wells and other sources. Out of 

total area under crop around 9 thousand hectares of land is under 

irrigation as per 2001 report. In the district various sources of irrigation 

are available. But the year of the report on all available sources is 1997 

as per which there are 4 Deep Tube wells (including Main Tube wells) 

and 236 River Lift Irrigation for watering the field under crop. The 

number of Shallow Tube wells as per 2001 is 182. (Source: District 

Statistical Handbook, 2001, Govt. of WB.) 
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h) Animal Husbandry: 

There were 233,301 cattle, 10,406 buffaloes, 6,406 sheep, 

265,350 goats, 8,058 horses and ponies, 56,756 pigs, 58,037 other 

animals and 642,298 poultry birds in the district (District Statistical 

Hand Book, 1998). 

i) Fishery: 

Over 125 species of fish were recorded in the Darjeeling 

District Gazetteer of 194 7. The fish fauna of Darjeeling is of special 

interest as the area is a meeting place of the Chinese, Malayan and 

Indian elements of the fishes of the oriental region. All the hill sections 

of the large streams and especially the Tista river abound in Mahseer, 

Katli, Indian Trout and Goonch. Apart from these, there are some cat 

fishes other major and minor carps and some ornamental fishes. Out of 

144.5 hectares of water area which is the net area available for 

pisciculture in the district, the net area under effective pisciculture is 

104.5 hectares. The number of government schemes on fisheries 

operated in the district is 64 and approximate annual production is 

3,356 quintal as per District Statistical Hand Book, 2001, Govt. ofWB. 
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j) Electricity & Power: 

In the year 2000-2001 193,251 units (1 ,000 KWH.) of 

electricity were consumed. In the district there are 9 towns and 708 

villages with 391 villages having been electrified. Out of them, 381 

villages are having electricity for domestic purpose, 60 villages for 

agricultural purpose and 141 villages for other purposes and 35 

villages are using electricity for all purpose. 

k) Industry : 

Tea manufacturing is the main industry in the district. In most 

cases plantation and processing for manufacturing is done in the same 

area. Most of the garden and industrial units are situated at the sloping 

of the hill. Apart from hilly area some industries manufacturing flour 

and plywood have been established. Regarding cottage and small-scale 

industries, there were 14,434 small industrial establishment registerd 

with the Directorate of Cottage and Small Scale Industries, employing 

86,412 workers in the district. 

40 



1) Trade and Commerce: 

The main items of export of the district are tea and timber. 

Darjeeling tea is exported not only to other district or state but also to 

other countries. Other than industrial product, orange of Darjeeling is 

of high quality which is also exported from the district. The economy 

of the district is al,so dependent particularly on tourism. The main 

tourist spots located in the hilly region are Darjeeling. Kurseong, 

Kalimpong and Mirik. Tourism industry of the district is very much 

strong. As a tourist resort, Darjeeling is known not only to the people 

of the country but also to the people of abroad. 

m) Transport: 

There are 486.25 kms. of road maintained by PWD (Road) in 

Da~jeeling district of which 168.25 kms. are under National Highways. 

Apart from this,427kms.of road (surfaced & unsurfaced) were 

maintained by the Municipalities of the district in 1997-98. ln the hilly 

sub-divisions mainly light vehicles ply. There is a narrow gauge 

railway track connecting Darjeeling Himalayan Railways is the 

authority for running railway. The train called Toy Train has been 

running from Siliguri to Da~jeeling for 150 years. In the year 1997 

about 7,153 goods vehicles, 15,383 motorcars & jeeps, 3,640 taxis and 
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contract carriages, 329 mini buses and 930 stage carriages were plying 

m the district (Source District Statistical Hand Book,2001, Govt. of 

WB) 
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INTRODUCTION 

For a child, family is the primary social institution where one 

seeks love and affection; care and protection; and the fulfillment of his 

basic physical, emotional and psychological needs. The transition from 

joint family system to nuclear family, the rising cost of daily 

necessities and various other economic and social compulsions are 

compelling reasons to take gainful employment, (part-time or full

time), to supplement the family income. A large number of families, 

both in rural and urban areas of the country, live below the poverty 

line. Some sections of the society are 

i) Urban slum dwellers, 

ii) Marginal farmers and agricultural landless 

labourers, 

iii) Tribals, 

iv) Scheduled caste. 

These people are distinctly underprivileged. In spite of 

significant progress in the economic sphere, these sections of society 

are not in a position to provide due care and security needed for normal 

growth of their children even today. Therefore, they require additional 
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support through outside interventions to enable the family to fulfill its 

obligations towards proper health care, nutrition, education and social 

well-being of their children. Governmental concern for the promotion 

of services for the growth and development of pre-school children is 

evident from the constitution of National Children's Board and also 

from the Resolution ofNational Policy for Children, 1974. Further, a 

number of expert bodies have been set up from time to time to frame 

policies for the welfare of children. These committees' collected 

valuable data related to the needs and problems of children, examined 

the effectiveness of existing programmes & services and suggested 

long-term measures to improve and strengthen them qualitatively and 

quantitatively. 

Most of the researchers and activists feel today that malnutrition 

is caused by complex numbers of factors. Inappropriate dietary intake 

and infectious diseases are the direct causes which are related to a 

number of socio-economic, demographic and environmental factors. 

The human body responds to malnutrition through the retardation of 

growth, the long term ramification is stunting and wasting, an outcome 

to inadequate nutrition. Malnutrition is a complicated problem, it has 

multiple and interrelated determinants; food security, adequate care for 
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mothers and children, and a proper health environment. Finally, the 

other determinants are the potential resources available to a country or 

community, and political, cultural and social factors that afTect their 

utilization. 

Though declared as a· "'Flagship Program" by the central 

Government the Program placement is regressive across state (Monica 

Das Gupta & others; WPS3647;June 2005) educated mothers may 

also make earlier and more effective use of health care services. There 

is a clear association between malnutrition and mortality: for instance, 

reports by the World Health Organization (WHO) show that up to 60 

per cent of childhood deaths are associated with malnutrition (WHO, 

2002). It may be argued that mother's education would afiect their 

children's nutritional status by similar mechanisms, and various studies 

have shown some degree of association between mother's education 

and the nutritional status of children (Sahn and Alderman, 1997 

Sahn, D. and H. Alderman (1997): "On the Determination of 

Nutrition in Mozambique: The Importance of Age-Specific 

Effects." World Development, 25(4): 577-588.). A deeper 

understanding calls for an investigation of how maternal education 

affects child nutritional status. 
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Evidence from several countries suggests that educated women 

are more likely to seek access to treatment. The effect of education in 

enhancing women's ability to demand health services applies not only 

to episodes of severe sickness, but also in curtailing delays in treatment 

when the child is ill. Deolalikar ( 1996) Deolalikar, A.B. (1996): "Child 

Nutritional Status and Child Growth in Kenya: Socioeconomic 

Determinants." Journal of International Development 8(3): 375-393. , 

using data from Kenya, found that maternal education, in particular 

having secondary and above level of education, is a significant 

determinant of child height. 

High levels of child malnutrition in developing countries 

contribute to mortality and have long-term consequences for children's 

cognitive development and earnings in adulthood. Recent impact 

evaluations show that many interventions have had an impact on 

children's anthropometric outcomes (height, weight, and birth-

weight), but there is no simple answer to the question "what works?" 

to address the problem. Similar interventions have widely differing 

results in various settings, owing to local context, the causes and 

severity of malnutrition: and the capacity for program implementation. 

Impact evaluations of World Bank-supported programs, which are 

generally large-scale, complex interventions in low capacity settings, 

show equally variable results. The findings confirm that it should not 

be assumed that an intervention found effective in a randomized 

medical setting will have the same effects when implemented under 

field conditions. However, there are robust experimental and quasi

experimental methods for assessing impact under the difficult 
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circumstances often found in field settings. The relevance and impact 

of nutrition impact evaluations could be enhanced by collecting data on 

service delivery, demand-side behavioral outcomes, and 

implementation processes to better understand the causal chain and 

what part of the chain is weak. It is also important to better understand 

the distribution of impacts, particularly among the poor, and to better 

document the costs and effectiveness of interventions. 

The relevance of impact evaluations for policy makers would be 

greatly enhanced if they documented both the effects and costs of 

nutrition programs and interventions. 
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THE SCHEME 

In pursuance of the National Policy for Children, which laid 

emphasis on the integrated delivery of early childhood services and 

services for expectant and nursing women and based on the 

recommendations of the Inter-Ministerial Study Teams set up by the 

Planning Commission, the scheme of Integrated Child Development 

Services (ICDS) was evolved to make a coordinated effort for an 

integrated programme to deliver a package of such services. The 

blueprint for the scheme was drawn by the Ministry of Social 

Welfare, Government of India, in 1975. The scheme called for 

coordinated and collective effort by different Ministries, Departments 

and Voluntary Organisations. Considering the magnitude of the task, it 

was decided to set up 33 projects on an experimentalbasis in the year 

1975-76. The Scheme was formally launched on October 2, 1975. Out 

of these 33 projects, 19 were rural, 10 were tribal and 4 were urban, 

spread over in all the States and the Union Territory of Delhi. On the 

basis of the evaluation report of its Programme Evaluation 

Organization submitted in August, 1977, the Planning Commission 

sanctioned 67 additional projects, which started functioning during 

1978-79. During the next two years, 100 additional projects were 
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added raising the number of ICDS Projects in the country to a total of 

200. Out of these 200 projects, 105 were rural, 67 were tribal and 28 

were urban projects. During the Sixth Five year Plan ( 1980-85), 800 

additional projects were sanctioned, raising the total number of 

projects to 1000 by the end of Sixth Five Year Plan. From the small 

beginning of 33 blocks in 1975, the ICDS has grown to become 

world's largest and most unique early childhood development 

programme. Today, the ICDS has a network of more than 5000 

projects covering more than 75 percent of the Community 

Development Blocks and 273 Urban Slum pockets of the country. 

The programme approaches a holistic child health comprising 

health. nutrition, and education components for pregnant women, 

lactating mothers, and children less than six years of age. The 

programmed is implemented through a network of community-level 

Anganwadi Centers. The range of services targeted at young children 

and their mothers for growth monitoring, immunization, health check

ups and supplementary feeding, as well as nutrition and health 

education to improve the childcare and feeding practices that mothers 

adopt. Pre-School Education is provided to children between three and 

six years of age. 
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Objectives of the Scheme 

The broad objectives ofthe ICDS Scheme are: 

• To improve the nutritional and health status of 

children in the age group 0-6 years. 

• To lay the foundations for proper psychological, 

physical and social development of children. 

• To reduce the incidence of mortality, morbidity, 

malnutrition and school drop-out. 

• To achieve effective coordinated policy and its 

implementation amongst the various departments to 

promote child development; and 

• To enhance the capability of the mother to look 

after the normal health and nutritional needs of the 

child through proper nutrition and health education 

ICDS is interesting for a number of different reasons. It is one 

of the fastest growing development programs run by the Indian state. 

Launched with only 33 projects in 1975, the ICDS program had 
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expanded to 1356 Projects in the next ten years, and to 5614 projects 

by 1995 (Government of India 1985:). The Anganwadi program grew 

even when the Indian government started cutting the budgets of other 

social welfare Programmes in the post- liberalization era initiated in 

1991. Allocations for ICDS in 1998-99 went up to more than twice 

their 1990-91 levels. Another reason for paying attention to the I CDS 

programme is that it was one of the first interventions that attempted to 

control population growth rates by paying attention to the quality of 

the population. It thus provides us with one of the first large -scale 

examples of the kind of approach to population planning that has, after 

the Cairo conference, attained the status of official dogma. 

Theoretically, the ICDS program helps provide us with a nearly perfect 

example of the regulation, care, and documentation of the population, 

especially those parts of the population (women and children) that are 

poorly represented in official statistics. Such attention to the welfare of 

the population is a form of bio-power, one of the hallmarks of good 

governance. 

The emphasis, rather, is on its productive dimension: it is about 

a concern with the population, with its he life-expectancy, happiness, 

productivity, and overall quality of life. Though governing a 

population involves in-depth concern and knowledge about every nook 
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and cranny of the lives of its citizens the mechanisms of discipline and 

regulation are needed not only as repressive measures but as 

facilitators of new modes of accountability and enumeration also. 

Foucault or other experts on this issue do not have had much to say 

about this topic, any discussion of discipline and regulation call for 

corresponding emphasis on questions of resistance. The probable 

forms of resistance do the new technologies culminate? Child 

development is an ever-renewing and ever-deepening process, we have 

to consider how implementing itself in a crisis ridden area is 

manageable , how it creates its own modes of resistance, and tries to 

surmount the obstacles coming in the way of implementation. 
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HISTORICAL BACK6ROUND: 

The ICDS was launched in 1975 after the declaration of the 

National Policy for Children. It was motivated by the awesome facts 

that India showed some of the world's highest rates of IMR, morbidity, 

and malnutrition, and extremely high rates of MMR during birth. 

The goal of the Anganwadi Program was to provide a set of 

services that consisted of supplementary nutrition for pregnant women 

and young children, and education, immunizations, and preventive 

medicine for poor and socially backward children. The immunization 

program was operated by the Health Department, which ran the 

Primary Health Centers (PHCs). It thus took advantage of the presence 

of a large number of children and "at risk" women in the Anganwadis 

to inoculate children, pregnant women, and nursing mothers against 

the most common diseases. After experimenting with Supplementary 

Nutrition Programs that produced generally poor results the ICDS 

program was initiated to provide a package of well- integrated services 

that would combine nutrition, health, education, and day care for 
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children under six years of age, and nutrition and health for pregnant 

women. 

The ICDS program in any one Block (a Block consisted of an 

administrative unit of approximately 100 villages) was considered a 

"project", and each project received funding independently. Apart from 

humanitarian concerns with the high mortality of infants and pregnant 

women, other factors may have contributed to the support given to the 

Anganwadi program by the Indian government and by international 

development agencies such as UNICEF. It had used a modernization 

theory model, according to which exposing people to information 

would change their attitudes, which, in turn, could change people's 

practices (this was called the Knowledge Attitude- Practices or KAP 

model) In the nineties, a new consensus emerged among governments 

and international development agencies that focused on the quality of 

the population. The logic, since inscribed as official dogma by the 

Cairo Conference, simply states that lower birth rates are highly 

correlated with higher status for women, accompanied by better 

nutrition, education, and health care for them and their children In 

other words, investment in the development of "human resources" or 

"human capital" was expected to pay high dividends especially when 

targeted to women and children. This was, in fact, the explicit language 
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m which the "ICDS Experience" was summarized in a government 

brochure. The experience of ICDS during its first decade (1975- 1985) 

indicates that it has the potential of becoming a silent revolution a 

profound instrument of community development and human resource 

development. 

The adverse impact of rapid growth on the welfare of the 

population had long been recognized: Indian policy makers and 

politicians routinely emphasize how development efforts are slowed by 

rapid population growth. The debate then concerned what the best 

methods were for reducing the rate of growth of the population. 

Having failed to persuade people to adopt birth control practices by a 

vigorous advertising campaign, an increasingly desperate political 

leadership attempted to use authoritarian measures to sterilize people. 

The ICDS program took over as a technology of birth control that 

sought to reduce gross birth rates by focusing on the quality of life for 

those children already born, that is, by reducing the mortality and 

morbidity rates for infants, and by reducing maternal mortality. It 

draws attention on how to govern and how we are governed then ICDS 

is an excellent example of how the governance of the population came 

to be reformulated after a moment of crisis. In fact, if one does not 
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frame the population question narrowly, one can appreciate how the 

ICDS brings forth an explicit conjunction between the development of 

human resources, communities, and the nation. The relationship 

between the population, political economy, and sovereignty so central 

to governance is revealed quite clearly in a country like India. 

The Government of India's National Policy for Children 

proposed fifteen measures to achieve the goals of fulfilling children's 

needs. It stated: The nation's children are a supremely important asset. 

Children's programmes should find a prominent part in our national 

plans for the development of human resources, so that our children 

grow up to become robust citizens, physically fit, mentally alert and 

normally healthy, endowed with the skills and motivations needed by 

society. It shall be the policy of the State to provide adequate services 

to children, both before and after birth and through the period of 

growth, to ensure their full physical, mental and social development. 

Such a statement reinforced directives in the Constitution of India 

which provided for, among other things, free and compulsory 

education for all children up to the age of fourteen. The authors of the 

Constitution directed the Government to attempt the provisioning of 

educational services to all children within ten years from the 
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commencement of the Constitution. The point is that concerns with the 

needs of "national development" were not incidental to programs 

aimed at children. In fact, the National Policy for Children explicitly 

conceived of the Integrated Child Development Services (ICDS) 

scheme as a response to its first three directives, which proposed a 

comprehensive health program, supplementary nutrition to remove 

deficiencies, and for the care and nutrition of expectant and nursing 

mothers. These themes were spelled out even more explicitly in a 

memorandum attached to the National Policy by the Indian Council for 

Child Welfare (ICCW). 

The relationship between ICDS and economic planning for the 

nation was seen in its relationship to other development programs. The 

supplementary nutrition aspect of ICDS was funded from a range of 

different sources. Since the goal of governmentality is to manage "the 

population", mechanisms for intervening into the affairs of 

communities and individuals are necessary. The !CDS program 

depended on community intervention for its efficacy. Anganwadi 

Workers (A WWs) were recruited from the villages in which they 

served in order to garner local support for the program. One of the 

most important components of local participation was that the space 
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for the Anganwadi was to be supplied by the community. Thus, there 

was no provision for rent in the ICDS budget. Apart from reducing the 

cost of administering the program, such a requirement was intended to 

provide the community with a stake in the operation of the 

Anganwadis. This created a great deal of difficulty for Anganwadi 

Workers and was one of their chief sources of complaints about the 

program. The efforts to involve "the community" in the program did 

not always work very well. Instead of allowing non- governmental 

agencies, voluntary organizations, and community groups to influence 

the design of the program and the methods and kinds of services it 

delivered, the ICDS scheme, like many other government programs, 

imposed a top-down administrative structure with elaborate 

bureaucratic procedures which had a scope for community 

participation. 

Ironically, such a provision was deemed necessary to make the 

program conform to the requirements of "participatory development" 

which, according to development orthodoxy, was one of the lessons 

learned from the high failure rate of development projects in the past. 

Community participation was essential if government was to be seen 

not as something external and imposed but as an intrinsic mode of 
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discipline that led to regular and predictable patterns of conduct, and 

that grew out of, and came naturally to, communities and selves. 

(SITE VISIT: India-Integrated Child Development Services (!CDS) 

By The Consultative Group Secretariat, 1993.) 

In the year 1974 India adopted a National Policy for Children to 

ensure the delivery of comprehensive child development services to all 

children. One of the first targets for the effort was the poorest children 

found in urban slums and rural areas, particularly children in scheduled 

castes and tribes. Beginning in 1975 with 33 projects, Integrated Child 

Development Services (ICDS) has grown to 2696 projects (more than 

26 5. 000 centers) in 1992. reaching about 16 million children under 6 

years of age. The overall goals of the programme are: to provide a 

comprehensive range of basic services to children, to expectant and 

nursing mothers, and to other women aged 15-45; to create a 

mechanism at the village level through which the services can be 

delivered, and to give priority to India's low-income groups, including 

the underprivileged tribes and scheduled castes. The specific objectives 

of the ICDS programme are: 
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• to lay the foundations for the psychological, 

physical, and social development of the child: 

• to improve the nutritional and health status of 

children, 0 to 6; 

• to reduce the incidence of mortality, morbidity, 

malnutrition and school dropout; 

• to enhance the capability of mothers to look after 

the needs of the child; 

• to achieve effective co-ordination among agencies 

and departments involved in child development. 

The integrated package of ICDS services works through a 

network of Anganwadi (literally courtyard) Centers, each run by an 

Anganwadi Worker (A WW) and helper, usually selected from the local 

village. The A WW undergoes a three-month training in one of the 

more than 300 training centers run by voluntary and governmental 

agencies. Responsibilities of the A WW include: non-formal preschool 

education, supplementary feeding, health and nutrition education, 

parenting education through home visiting, community support and 

participation, and primary maternal and child health care referrals. 
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Support is provided to the A WW by a supervisor ( 1 per 20 A WW) and 

a Child Development Programme Officer ( 1 per 5 supervisors) who is 

directly responsible for the implementation and management of each 

ICDS project. 

All families in the area to be served are surveyed to identify the 

poorest. Those families with children under 6 and/or where the woman 

is pregnant or lactating are served in the Anganwadis. Regular 

examinations are provided by Auxiliary Nurse Midwives. Children and 

pregnant women are immunized on a scheduled basis. Three hundred 

days a year food is distributed, the menu prepared in accordance with 

local foods and traditions. Families are encouraged to bring the 

children to the centers for regular feeding. Children's weight and height 

are monitored. Those with severe malnutrition are given additional 

food supplements, and acute cases are referred to medical services. 

A pre-school programme has been developed for 3-6 year-olds 

who attend the centre three hours a day. The A WW is encouraged to 

develop activities that stimulate the child. An additional service is non

formal training in nutrition and health organized for mothers and 

pregnant women. These sessions are open to all women, aged 15-45, 
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with priority given to pregnant and nursing women and women whose 

children suffer from repeated malnutrition. Funding for the programme 

has come from both governmental and non-governmental sources. 

The initial costs of establishing a programme are provided by 

the Ministry of Social Welfare. The costs of the supplementary feeding 

programme are borne by the state; and the on-going operational costs 

are the responsibility of the Central government. International donor 

agencies have also been involved in funding aspects of the programme: 

UNICEF assisted in planning and implementation beginning in 1975. 

Since 1982 other international agencies, for example, the World Food 

Programme, the Aga Khan Foundation, CARE, NORAD, USAID and 

the World Bank, have been contributing in a variety ofways. 

The ICDS programme uses existing servtces of diverse 

governmental departments and of voluntary agencies for the training of 

ICDS workers. Overall administration lies with the Department of 

Women and Child Development within the Ministry of Human 

Resource Development. ICDS is monitored by the Ministry as well as 

the All India Institute of Medical Science and the National Institute for 

Public Cooperation and Child Development. The annual unit cost per 
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child per year was estimated at approximately US$10.00. Although the 

programme often operates at a minimum level of quality, it has 

nevertheless had important effects on the under-six population. For 

instance, a review of nearly 30 studies of the nutritional impact reveals 

nearly unanimous results documenting a positive outcome. A 1984-86 

comparative study done in a number of locations showed ICDS/non

ICDS infant mortality rates of 67 vs. 86 in rural areas while the 

numbers are 80 vs. 87 in urban areas. In a comparative study of effects 

on schooling, one researcher found that those with ICDS backgrounds 

had a higher primary school enrollment rate (89 vs. 78 percent), were 

more regular in primary school attendance, had better academic 

performance and scored significantly higher on a psychological test 

than non-ICDS children. Furthermore, the difference in enrollment 

rates was accounted for by differences among girls. In another study, it 

was found that primary school dropout rates are significantly lower for 

ICDS vs. non-ICDS children from lower and middle caste groups (19 

vs. 35 percent for lower castes and 5 vs. 25 percent for middle castes). 

The ICDS, the largest programme of its kind, illustrates the power of 

political commitment to achieve significant rates of coverage in 

integrated programmes of attention to children, ages 0 to 6, with 
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important effects on health and education and at a reasonable cost per 

child. 

"What is impressive about ICDS is that when it was conceived 

in 197 4 there was a clear understanding of the importance of delivering 

comprehensive services to meet the multiple needs of young children. 

Structurally the programme has always included a focus on health, 

nutrition and education of the young child and the mother. While the 

programme has certainly demonstrated positive benefits for both 

women and children, they are not of the magnitude that one would 

hope for. This is due primarily to the difficulty of assuring quality 

because of the scale on which the programme has been implemented. It 

may also be due to having such an comprehensive mandate." 

Source: The Consultative Group on Early Childhood Care and 

Development Early Childhood Counts: Programming Resources for 

Early Childhood Care and Development.CD-ROM. The Consultative 

Group on ECCD. Washington, D.C.: World Bank, 1999. 

Intervening early in life is key. The first two years of life are the 

window of opportunity to prevent malnutrition and its consequences. 
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At birth, children in developing countries are remarkably similar to 

children in well-nourished populations in their weight and length, but 

growth begins to falter immediately and precipitously after birth, 

continuing to decline for up to three years. 

Table 1: Socio-demographic & Health Indicators of West Bengal & 

India 

S. No. Item West Bengal India 

Total population (Census 200 I) (in 80.18 1028.61 

million) 

2 Decadal Growth (Census 2001) (%) 17.77 21.54 

3 Crude Birth Rate (SRS 2007) 18.4 23.5 

4 Crude Death Rate (SRS 2007) 6.2 7.5 

5 Total Fertility Rate (SRS 2006) 2.1 2.9 

6 Infant Mortality Rate (SRS 2007) 38 57 

7 Maternal Mortality Ratio (SRS 2001 - 194 30I 

2003) 

8 Sex Ratio (Census 200 I) 934 933 

9 Population below Poverty line (%) 27.02 26.10 

10 Female Literacy Rate (Census 2001) (%) 59.6 53.7 

Source: www.mohfw.nic.in/NRHM/State. 
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FINDIN6S:· 

While doing the field work, information was collected from 12 

ICDS Centers and 60 mothers of beneficiary children. The findings are 

given below:-

lntegrated Child Development Services Scheme (ICDS) was 

started by Govt. of India in 1975 to combat malnutrition of children 

and pregnant and lactating mothers, minimize infant mortality rate, 

enable the mothers to look after the health and overall development of 

the child. 
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CHAPTER-4 

ICDS IN THE HilL AREAS OF 

DARJEEUN6 
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INTRODUCTION &. OVERALL DISCUSSION 

There are 15 projects in the district of Darjeeling out of which 6 

projects are in the plains. The name of the 9 projects which fall under 

the hill areas are 

SUKHIAPOKHRI 

RANGLI-RANGLIOT 

DARJEELING -PULBAZAR 

KALIMPONG-1 and KALIMPONG II 

GARUBATHAN 

KURSEONG 

DARJEELING (U) 

MIRIK 

The structure of command of the ICDS bureaucracy at the 

District level was as follows: it was to be headed by a District Program 

Officer (DPO). The 12 (as 3 posts are lying vacant till July,20 1 0) Child 

Development Project Officers (CDPO), who headed the program at the 

level of the Block, did reporting to the DPO. The CDPO was the head 

of the office, and supervised a clerical staff, which included an account 

clerk, another clerk who did other jobs, a peon, and a driver. The 

CDPO was responsible for overseeing the work of the 77 Supervisors, 
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the 3172 Anganwadi Workers in the Block, and their 3166 Helpers. 

The Anganwadi Workers were responsible for the day to-day 

functioning of Centers in villages, which especially targeted poor and 

low- caste women and children as beneficiaries. The Anganwadi 

Centers were supposed to operate every day from 9 a.m. to 1 p.m. 

Since it was not feasible for a single Anganwadi Worker to run a 

Center, take care of as many as 50 children, teach the children, cook 

food for them, supervise their medical care, and maintain the records, 

the Anganwadi Worker was provided with a "Helper". The Helper's 

duties included doing all the odd jobs associated with the Anganwadi, 

including rounding up the children to attend the Center, doing the 

cooking when the Centers were supplied with food, and cleaning. 

The ICDS is fully financed by Govt. of India, except the 

nutrition component, which is expected to be met by State 

Governments. The main findings of the study are: 

1. Integrated Child Development Services Scheme 

covers all the 15 ICDS blocks of Darjeeling. As 

of July 2010, a total of 3891 Anganwadi Centers 

(A WCs) were sanctioned in the district and out of 

which 3866 (99 percent) were operational. The 
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A WCs in the district have been established to 

provide Supplementary Nutrition (SNP), 

Nutrition and Health Education (NHE), 

Immunization, Health Check-ups, Referral 

Services and Non-formal Pre School Education 

(PSE). 

2. As on July 2010 total number of 161980 eligible 

children ( 6-72 months age) were registered with 

vanous A WCs in the state and out of them 

123434 had received the above mentioned 

services. Besides, a total number of 20982 

pregnant women and lactating women were also 

enrolled at various A WCs across the district 

for supplementary nutrition, maternal care and 

health education. 

3. Of the funds made available to the district for 

implementation during 2000- 2009 the district has 

utilized about 85 percent of these funds. The district 
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the expenditure under different heads showed that 88 

percent of the total funds during 2000-09 were 

utilized Salary/Honorarium of the employees. Thus, 

just 12 percent of the funds were on non salary items. 

4. The information collected from the office of the 

Directorates of Social Welfare regarding the 

procurement of various nutritional items during 

the last 9 years shows that all the nutritional 

items received by the directorates during 

2000-09 were distributed among different projects 

which were utilized by them. 

5. The ICDS is funded by CSS (Non Plan), State 

Plan ( 40% honorarium of the A WW and A WH) 

and District plan (Nutrition items) budgets. The 

authority for planning and budget formulation 

approval and release of funds was largely 

centralized at the Directorate level. This often 

resulted in procedural and systematic delays and 

insufficient allocation. The Child Development 
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Project Officers (CDPOs) were of the view that 

under this system, the demands/needs prepared at 

the project level do not get ret1ected in terms of 

allocation. Further, the timely release of funds has 

been affected by the delays in the submission 

of the utilization certificates. Purchase and 

procurement was centralized with the Central 

Purchase Committee. Centralized system did not 

allow flexibility and scope for 

increasing/decreasing ceilings. 

6. Information collected regarding the availability 

of staff revealed that of the 15sanctioned posts of 

CDPOs, only 12were in position. Similarly, more 

than one- fourth of the Supervisors (87 out of 164 

were vacant. However, most the positions of A WWs, 

A WHs and clerical positions were in position. The 

vacant positions of CDPOs and Supervisors had 

adversely affected the implementation of scheme, 

Which needs to be addressed. 
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7. So far as the recruitment of A WWs was 

concerned, the state government has recently 

framed a recruitment policy for filling up of the 

posts of A WWs. Earlier there was no clear-cut 

policy for the recruitment of the A WWs and in most 

of the cases, the selection of A WWs was based on 

political and other considerations. As a result the 

criteria of educational competence of A WW s were 

compromised. It is suggested that the task of 

recruitment of Supervisors should be assigned to 

Public Service Commission and new recruitment 

policy devised by the government for filling up the 

posts of A WWs should be strictly followed. 

8. A regular and planned monitoring, supervtston 

and support is essential for effective delivery of the 

A we servtces with provtswns of mid way 

corrections. But, due to inadequate supervisory staff, 

a supervisor has to supervise about 30-40 A WCs. 

This has resulted in improper monitoring and 

supervision of the A WCs. It is suggested that the 
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Panchayats, where ever they are functional, 

should be involved m the monitoring and 

supervision of the A WCs. 

9. According to ICDS guidelines, the space for the 

A WC was to be donated by the community at a 

central location, preferably near to a primary school. 

It was rather one of the criteria that whosoever 

provided space was considered for the work of A WH. 

Consequently, both the quality of space and the 

locational aspects of the A WCs were compromised. 

It was observed that 26 percent of the A WCs 

were housed in pucca buildings, 51 percent in 

sem1-pucca houses and another 23 percent have 

been accommodated m katcha houses, which 

constitute a perpetual apprehension of danger to the 

life of the children. Like-wise, other facilities such as 

separate storage space, kitchen and dinning and 

sufficient space for indoor and outdoor activities, 

toilet and washing facilities, ventilation and drinking 

water were also compromised. It was also found 
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that A WCs at large did not have enough space 

for outdoor activities and hence compromising the 

scope for children development. Hence, it is 

suggested that buildings should be constructed for all 

the A WCs and funds available under different 

Centrally Sponsored Schemes like SGR Y could be 

devoted for the construction of A WC buildings. 

10. The beneficiaries for the supplementary feeding 

were to be selected very carefully so as to ensure 

coverage of the neediest and the malnourished 

children below the age of 6 years, particularly 

those between the ages of 6 months to 3 years. 

It was observed that the selection of the 

beneficiaries was solely determined by the 

A WWs and they have not followed any standard 

criterion for the selection of the beneficiary 

households. Consequently, even children from the 

economically well off families were also enrolled at 

the A WCs, whereas those actually eligible were left 

out. 
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11. The data collected revealed that supplies 

received by the A WCs last for 3-4 months 

only. Once the supplies exhaust, the children 

stop coming to the A WCs and Centers 

virtually gets closed. Beneficiaries generally 

perceived A WCs as 'Dal Centers' and did not 

have a good image about these Centers. It is 

felt that the image of the A WCs can be 

improved by improving the knowledge, skills, 

support and the status of the A WW s. 

12. The health check ups were not a regular 

feature of the A WCs primarily because of poor 

coordination between the I CDS functionaries 

and the Health Department. The Immunization 

records maintained by the A WCs showed that 

almost all the children registered with the 

A WCs had received all the recommended 

doses of vaccination. However, the 

information collected from the beneficiary 
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households revealed that only 79 percent of 

the children had received BCG, 82 percent 

had received all the three doses of DPT and 

Polio and 69 percent of the children had 

received Measles doses. 

13. As per the provision of the ICDS revised 

guidelines, each and every A WC should have a 

medical kit. This medical kit should contain 

essential drugs and first aid items. But it was found 

that the medical kits were generally (provided once a 

year and the quantity of drugs and other items 

supplied to the A WCs last for one or two 

months. Consequently, these medical kits had proved 

to be of limited use. 

14. A WWs were also supposed to give health 

education and help the eligible women to get ANC 

and PNC services. It was found that 35 percent 

of women were motivated by the A WWs to avail 
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antenatal servtces, 3 1 percent of the women 

received health education from the A WWs and 

another 29 percent were contacted by the A WWs for 

post natal services. Thus, A WWs played only a 

limited role in imparting family health education 

among women in Darjeeling. 

15. The study found that weighing of the children was 

not being practiced as per ICDS mandate. 

Surprisingly, majority of the mothers did not know 

whether their children are regularly weighed at the 

A WCs or not, which probably indicates that weighing 

is not practiced regularly. It was observed that 

regular weighing and keeping records, focus on 

malnourished children, improving the skills of 

mothers on child and concept of community based 

nutritional surveillance still remained areas of serious 

concern. 

16. Pre-school education ts a very crucial 

component of the package of services envisaged 
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under ICDS as it seeks to lay the foundation for 

proper physical, psychological, cognitive and 

social development of the child. Though, the 

records available at the A WCs indicate that they 

impart PSE to all the enrolled children through 

out the year, but it was found that the PSE was 

imparted only when the nutrition was available in 

the Centre. Further, there is a need to improve the 

skills of the A WW s on concepts and approaches 

of the joyful learning (play-way methods). 

Adequate provisions need to be made for procuring of 

relevant teaching and learning aids. Provisions need 

also to be made for suitable accommodation with 

matting and heating provisions at each of the A WCs. 

There is also a dire need to consider developing and 

strengthening coordination with the local primary 

schools to seek support and especially with the 

planning cell for monitoring purposes. 

17. The system of maintaining of records at district 

ICDS offices was found to be very poor. The 
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information was not readily available and survey 

team had to face a lot of problems m collecting 

information from these offices. Though A WCs 

were maintaining information on a number of 

registers, but information pertaining to the attendance 

of the children and immunization was found to be 

grossly inaccurate in all the A WCs visited by the 

team. For example, some of the A WCs had marked 

all the children present on the day of our visit, despite 

the fact that only a few were present. Hence, there is 

ample scope to improve the record keeping at all 

levels. Reporting formats need to be simplified and 

workers be given adequate stationery to maintain 

records. 

Nobel laureate Honourable Dr. Amartya Sen, sent a message 

from Kolkata to our honourable Prime Minister Dr. Manmohan Singh 

in 2008 asking him not to allow a proposal to serve biscuits and pre

packaged food to pre-school children. Sen also asked the PM to 

prevent the move to replace cooked food with packaged food as part of 

the mid-day meal scheme in elementary schools.The message followed 
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a meeting of the Kolkata Group chaired by Sen under the sponsorship 

of his Pratichi Trust and Harvard's Global Equity Initiative. 

Table-2 

Comparative Estimate of Child Mortality, 

Between Darjeeling & W .B. 

1981-91 

Mortality Census Darjeeling Darjeeling Darjeeling W.B W.B W.B 
Level year p M F p M F 

1981 89 94 89 95 103 57 
q1 

1991 58 55 62 62 75 51 
r----- -

1981 84 88 81 102 106 98 
q2 

1991 65 62 67 81 79 83 

I 1981 93 97 88 11 1 113 110 
I q3 

I 
I 

I I 1991 71 69 74 86 86 85 
I 

[~;- 1981 99 101 96 I 124 123 125 

11991 : 75 72 78 I 94 94 92 

Source: Census report 2001 

The above table indicates that child mortality at age 1 ,2,3, and 5 both 

in 1981 and 1991 was lower in the district as compared to the state. 
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Table-3 

Other fertility measures in Darjeeling 

DARJEELING DARJEELING W.B. W.B. 
Fertility 1981 1991 1981 1991 
Measures 
G.F.R 134 117 153 122 
G.M.F.R 202 169 185 158 
T.F.R 4.2 3.5 4.3 3.6 
T.M.F.R 6.4 5.7 5.7 5.1 
C.B.R 34.2 29.8 34.7 29 
No. of 4.1 4.6 --
children 
ever born 
per 
woman in 
the age 
group 45-
49 
Mean age 18.8 17.2 

I --
I at 

I 
i 

I marriage I 
I Child 

I 

61.1 ! 71.1 
I i --

I I 1 woman I 

I 1 ratio I i 

Source: Census Report 2001 

The objective of this study was to evaluate the functioning of 

the ICDS programme in Dat:jeeling. The findings of the study were 

based on the information collected from 12 A WCs, 6 each located in 

the sub-divisions of Darjeeling and Kalimpong. During the course of 
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survey, information was also collected from 80 beneficiary mothers, 

whose children were enrolled in the A WCs. Besides, information was 

collected from four Programme Officers and eight Child Development 

Project Officers in the four selected districts. 
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FINANCIAL PR06R£SS 

The ICDS is a Centrally Sponsored Scheme. While the Central 

Government bears the full cost of meeting the operational 

requirements, the state government provides funds for Supplementary 

Nutrition (SN) component. In addition to mobilizing domestic 

resources, significant contribution also comes from UN Agencies, 

bilateral donors and the World Bank. The expenditure for running the 

ICDS programme is currently met from three broad sources: viz., (a) 

funds provided by the Centre under 'general ICDS which used to meet 

expenses on account of infrastructure, salaries and honorarium for 

ICDS stafL training, basic medical equipment including medicines, 

playschool learning kits etc. (b) allocations made by state governments 

to provide supplementary nutrition to beneficiaries and (c) funds 

provided under the Pradhan Mantri Gramodaya Yojana (PMGY) as 

additional central assistance, technically to be used to provide monthly 

take-home rations to children in the age group 0-3 years living below 

the poverty line and those who are in need of additional supplementary 

nutrition. 

I tried my best to collect information about allocation and 

expenditure of funds under ICDS during the last ten years (2000-2009) 
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in the selected projects and for the district as a whole. Unfortunately, 

the information maintained by the offices of Programme Officer, was 

not maintained properly. In fact, information regarding the financial 

aspects pertaining to some years was either not available or partly 

available. In 2000-03, Salaries head accounted for 60 percent of the 

total expenditure and food supplementation constituted 3 3 percent of 

the total expenditure during 2005-07. Besides, 2 percent of the funds 

were utilized on rent and another 2 percent on transportation. 
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SUPPLEMENTARY NUTRITION 

PR06RAMME(SNP) 

As mentioned above, the ICDS covered all the Community 

Development Bloc the and as of July, 2010, there were 3891 

sanctioned ICDS projects out of which 3866 were in operation of in 

the district .. However, efforts were on to make the remaining A WCs 

functional in the district. According to Programme Officers almost all 

the villages were covered under ICDS scheme. SNP scheme in 2010 

was reaching out to 161983 children and 20982 pregnant and lactating 

women. The programme provided single ration of 300 calories and 10 

grams of protein to children. Pregnant and lactating mothers also 

received an equivalent quantity, whereas the provision was 500 

calories and 20 grams of protein. It was mentioned by the Programme 

Officers that financial constraints were limiting the provision of SN to 

all eligible children and women. The norms of expenditure per child on 

SNP was fixed many years ago, whereas the cost of supplies increased 

over this time, but there was not corresponding increase in the 

allocation on SNP per beneficiary. 
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PRE SCHOOL £DUCA TION (PSE) 

As per the prov1s1ons (in the ICDS guidelines), Rs. 500 is 

earmarked for the non-formal pre school material on an annual basis 

per A WC. The Programme Officer mentioned that such funds were not 

released regularly. 
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INFORMATION, EDUCATION, AND 

COMMUNICATION (IEC) 

IEC is a key to mobilize and educate communities on the 

benefits of ICDS. However, there was no allocation or spending on this 

issue during 2000-02, although the scheme has a provision of Rs. 

25,000 per year per project for the IEC. It was only in 2003 that IEC 

received some allocation and during 2005-06 and 2006-07 less than 

one percent (0.3 percent) of the total expenditure was incurred on IEC. 

Thus, against a provision of Rs. 25000 per project for IEC, only Rs. 

11400 was spent on IEC by each project during 2006-07. 
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CONTIN6£NCI£S 

The ICDS guidelines provides for a contingency of Rs 2,000 per 

A WC and Rs. 91,000 per Project. However, it was noticed that project 

level contingencies were not allocated and utilized as per the 

guidelines. An amount of Rs 12,000 was allocated per project for 

meeting contingencies, irrespective of the number of the A WCs. From 

the year 2002-03 the Block level "contingency" and Anganwadi 

Centers "contingency" were combined under the budget head of 

"contingency " but the amount was further reduced. Contingencies 

accounted for about 1 percent of the total expenditure during 2000-02 

and it slightly increased to 1. 75 percent during 2006-07 (Table 5 .2). 

The Programme Ofticer expressed that contingency amount was highly 

inadequate to run the scheme. 
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TRANSPORTATION AND POL 

All the projects have been provided with vehicles under a 

special grant received from the UNICEF. As per the provision of the 

ICDS revised guidelines; Rs 50,000 per annum should be released to 

the projects for the POL and maintenance of vehicles. Transportation 

accounted for less than 4 percent of the total expenditure during 2010 

lump sum and inappropriate amounts ranging from Rs. 25, 000 toRs. 

40,000 per year, varying from project to project were released affecting 

the mobility ofthe staff. 
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TRAINING 

As envisaged in the guidelines, the capacities of the human 

resource at all levels were to be improved through training, refresher 

courses, seminars and workshops. However, it was found that during 

the last six years not much had been done to train the human resource 

under ICDS in the state. Programme Officers and CDPOs expressed 

that funds available for holding training and refresher courses at 

various levels were extremely insufficient. Thus, financial constraints 

had affected the capacity building of the human resource at various 

levels. 
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HONORARIUM 

Presently the monthly honorarium of the Anganwadi Worker 

(A WW) is Rs 2800 and Anganwadi Helper (A WH) is Rs. 2000 

including the rent of the house. The increment is one time after a gap 

of 5 -10 years. Due to the delay in the release of the funds, the 

honorarium was not paid to staff regularly. Programme Officers and 

Child Development Project Officers mentioned that with this nominal 

and irregular honorarium, there was insufficient financial motivation 

for the A WW and A WH to give a satisfactory performance. 
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£XISTIN6 FINANCIAL PROCESS 

ICDS is funded through CSS (Non Plan), State Plan ( 40% 

honorarium of the A WW and A WH) and District Plan (Nutrition 

items) budgets. Authority for approval and release of funds is 

centralized at the Directorate level. Even the planning and budget 

formulation is largely centralized. This has often resulted in 

insufficient allocation and procedural delays. Both the POs and the 

CDPOs mentioned that under this system the demands prepared at the 

project level did not get reflected in allocation. Further, release of the 

funds was also affected by the delays in the submission of the 

utilization certificates. Purchase and procurement has been 

decentralized with the District Purchase Committee. Centralized 

system did not allow flexibility and scope for increasing ceilings. The 

centralized system has largely proved ineffective with respect to at 

least timely supplies. 

The CDPOs expressed that the financial procedure adopted 

under ICDS-III, were much better because under that system there 

were timely release of adequate funding under all budget heads as well 
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as timely supplies of the SNP material. Under I CDS-III even SNP days 

at A WC were 300 days in a year. Hence, in view of experiences of 

earlier phase and present phase, there is need to review the system in 

favour of more decentralization. 
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SUPPUES 

As mentioned above, the system for procurement of supplies 

under ICDS have been decentralized at the state level. There is a 

District level purchase committee which is responsible for the purchase 

and procurement of all SN items. The data collected from the office of 

the Programme Officers regarding the procurement of various items 

during the last three years preceding the field survey showed that all 

the nutritional items like Moong, Channa, Oil, Rice, Haldi, Salt and 

Sugar received by the Programme Officers during the period were 

distributed among different ICDS Projects . The supply is given by 

WBECSC; an undertaking ofGovt. of West Bengal 
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NO. OF AWCS 

The total number of sanctioned ICDS projects in the district in 

Jan 2000 was 956, but only 771 were functional. Now in July2010 the 

nos. of sanctioned A WCs are 3891 out of which more than 99% are 

functioning. It is clear from the following table. 
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Table-4 

Reach ofiCDS in West Bengal regarding SNP& PSE, 2005 

% of3-6 
%0-6 %L&T children 
children mothers %of covered Girls as 

%Centre covered covered AWC both by %to 
with under under with SNP& total PSE 

District No.ofAWC SNP SNP SNP PSE PSE coverage 
Bankura 2796 55.83 55.3 40.5 99.07 90.55 49.5 
Birbhum # 2404 56.32 31 35.8 100 135.49 50 
Bardhaman 4749 80.69 54.1 51.8 96.65 96.65 49.7 
Kolkata 1118 99.11 50.6 40.4 99.73 74.49 50.7 
Koch-Bihar 1925 99.53 64.9 49 100 70.53 49.5 
Darjeeling 1020 66.27 86.2 44 99.61 54.67 49.7 
Hoogli 3152 95.75 62.8 35.6 99.97 82.7 50.5 
Howrah 2366 89.64 66.1 69.2 99.87 77.89 50.4 
Jalpaiguri 2404 84.9 49.6 37.6 98.75 72.04 51.1 
Maida* 1905 101.84 57 66.8 107.87 94.54 49.2 
Medinipur(E) 3546 77.02 58.4 37.3 97.46 69.83 51.1 
Murshidabad 3941 68.16 40.7 37.2 99.7 94.26 50.6 
Nadia 3141 93.62 45.5 46.8 99.84 91.37 50.6 
Purulia 2424 90.76 70.7 73.9 99.92 95.84 50 
U 24pargana 4395 68.19 47.5 34.4 99.66 80.43 50.3 
U dinajpur 1578 81.81 52.6 41.8 99.18 82.91 49.2 
D 24pargana 5115 74.43 50.2 44.9 99.9 77.32 49.7 
D.Dinajpur 1277 84.03 49.9 51.1 100 82.84 50.4 
Medinipur 4680 67.88 54.8 32 97.91 80.97 50.3 

Total 53916 78.74 52.8 44.8 99.41 84.59 50.1 

Computed from Annual Report,2005-06,Dept. of Social 
Welfare and Women and Child Development, Govt. of WB. 

# It is to be noted that the Number of children covered under PSE is 
greater than the number of children covered under SNP 

@No break up for children belonging to 3-6 years is available. 

* Both the percentages of centres having SNP and PSE exceeded the actual 
number of operational centres! 

Source: Pratichi Trust Reeortz 2009 
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Table-S 

STAFF STRUCTURE 

District wise vacancies in the Posts of A WWs & A WHs ( March-2006): 

Districts Percentage of A WW Percentage of A WH 
vacant vacant 

Bankura* 18.7 18.4 
Birbhum 25.1 24.6 
Bardhaman 23.7 26.1 
Kolkata 25.1 24.3 
Koch Bihar 19.6 21.2 
Darjeeling 44.3 46.2 
Hoogly 31.1 30.7 
Howrah 28.3 28.1 
Jalpaiguri 32.2 35.1 
Malda 32.4 31.6 
Midnapur(E) 22.5 25.8 
Murshidabad 32 36.5 -
Nadia 27.8 26.4 
Purulia 19.3 17.9 
24 Parganas(N) 36.5 40.2 
U. Dinajpur 33.5 32.6 
24 parganas(S) 23.2 22.6 
D. Dinajpur 26.5 27 
Midmpur(W) 18 17.3 
West Bengal 27.2 27.8 

Source: Pratichi Trust Report, 2009 

According to the guidelines; the ICDS team comprises of an 

Anganwadi Helpers (AWHs) and an Anganwadi Worker (AWW) at 

the Anganwadi level and Supervisors, Helpers to the Supervisors and 

the Child Development Project Officers (CDPOs) at the project level. 

In larger rural and tribal projects, the Assistant Child Development 
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Project Officers (ACDPOs) are also part of the team. The A WW is 

responsible for organizing pre-school activities in the A WC for about 

40 children in the age group 3-5 years, arranging supplementary 

nutrition feeding for the children in age group of 6 months to 5+ years 

expectant & the nursing mothers, providing health and nutrition 

education to the mothers, making home. visits for the education of the 

parents, eliciting community support & participation, assisting the 

Primary Health Centre staff in the implementation of immunization, 

health check-up, referral services, family planning & health education 

programme, maintaining liaison with other institutions/agencies in her 

area. The A WW is assisted by a Helper, a local woman in organizing 

supplementary nutrition feeding and non-formal pre-school education 

programmes at the A WC. The Supervisors are responsible to supervise 

the working of A WCs through regular field visits. They are also 

supposed to help and guide the A WW s in developing community 

contacts, maintain liaison with Child Development Project Officer 

(CDPO) and assist him in various tasks of project administration and 

implementation, maintenance of records, registers, etc. The Medical 

Officers (MOs ), Health Workers from nearby Primary Health Centres 

(PHCs) and Sub-Centres (SCs) form a team with ICDS functionaries to 

implement the ICDS programme. 
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Most of the important positions at the district and project level 

such as Programme Officer, CDPO and ACDPOs were existing.Out of 

15 positions of CDPOs 12 were in position at the time of survey .. 

Similarly, only 47% supervisors (77 out of 164) were trying to perform 

1 00% duties!. Out of 3 891 sanctioned positions of A WW s 3 172 were 

in position. Some of the ministerial positions were also vacant but one

third of the positions of Statistical Assistant and 10-20 percent 

positions of Section Officers, Head Assistants, Clerks and Orderlies 

were also vacant. 
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RECRUITMENT 

The guidelines envisage that all A WW s should be local people 

residing in the same area where A WC is located. It was observed that 

these guidelines were followed, but since most the A WWs at the time 

of recruitment are young unmarried girls, however, once they get 

married, they migrated to the husband's village. The migration of the 

A WWs due to the marriage which resulted in the displacement of the 

A WWs. It was observed that some of the non-local A WWs used to 

commute to the centers from a distance of 5-50 kms. The CDPOs 

mentioned that most of the non-local Anganwadi workers belonged to 

highly rich and politically influential families. Under these 

circumstances, the CDPOs were not in a position to easily affect the 

accountability. The CDPOs also mentioned that A WW s got an 

honorarium of Rs. 1400 but had to spend around Rs. 300-400 on 

transportation. Besides, they consumed a lot of time on shuttling 

between their places of residence and places of postings. 

Consequently, it was not possible for them to do justice with their 

work. 
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So far as the recruitment of AWWs was concerned, the State 

Government had recently framed a recruitment policy for filling up of 

the posts of A WWs. However, earlier there was no clear-cut policy for 

the recruitment of the A WWs and in most of the cases, the selection of 

A WWs was mostly based on political and other considerations. 

Selection of A WHs was still based on political and other 

considerations. Regarding the educational status of the staff of the 

A WCs, it was observed that 60 percent of A WWs had completed high 

school and another 30 percent had completed a higher secondary 

examination (Table 5.5C). The percentage of A WWs who had a higher 

secondary education was highest in KURSEONG (50 percent) and 

lowest in GORUBATHAN (1 0 percent). As far as the A WHs were 

concerned, two-third ( 67 percent) were literate, 3 percent were 

matriculate and another 30 percent were under matric. Most of the 

A WHs in Gorubathan were illiterate; while half of the A WHs in 

Kurseong had completed middle schooling. 

So far as the CDPOs were concerned, there were government 

guidelines that 50 percent of the posts would be filled in by State 

Public Service Commission through Combined Civil Services 

Examinations and remaining 50 percent through promotions. But in 
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practice, posts of CDPOs were filled in by State Public Service 

Commission, departmental promotions and even people on deputation 

from other departments. A very common perception of the 

functionaries (POs and CDPOs) was that rules were not always 

adhered to' in filling up the posts of the CDPOs and quite often 

technical competency level was compromised. Stop gap arrangements I 

own pay and grade (OPG) charge was delegated to non-ICDS people 

to fill up CDPO ranks. Some CDPOs also mentioned that a number of 

people without sufficient orientation had joined CDPO positions on 

deputation from other departments, leading to frustration and de

motivation amongst promotion aspirants. 
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TRAININ6 

The ICDS guidelines have sufficient provtswns for vanous 

types of training for different staff members of the ICDS. These 

includes; two months training course at National Institute of Public 

Administration and Child Development (NIP ACD), New Delhi for 

ACDPOs and CDPOs; 3 months training course for Supervisors at 

Rangli-Rangliot; for A WWs at A W Training Institute and 13 days 

training for the A WHs under project UDESHA at the individual 

project level. In addition to it, there was a provision for regular 

refresher training programmes for CDPOs at the state level. 

Information was collected regarding the training courses attended by 

the ICDS staff working in the selected districts. It was found that all 

the CDPOs and the Supervisors had attended the basic job on training 

courses. Besides, 73 percent of A WWs had also attended the basic 

ICDS training (Table 5.6). All the A WWs from Darjeeling and 90 

percent in Kalimpong had participated in job on training courses, while 

only 20 percent of the A WWs of Gorubathan project had received 

such training. Refresher courses were attended by 68 percent of the 

interviewed A WW s. In Mirik 20 percent had participated in refresher 

courses as compared to more than 70 percent in other blocks. Though 
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majority of the A WWs had attended either basic training or refresher 

courses but it was found that 35 percent of them were not satisfied with 

these courses. All the A WWs who were not satisfied with the training 

imparted to them belonged to the two districts of Kashmir valley 

included in the study. 
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MONITORING, SUPERVISION AND 

SUPPORT 

A regular and planned monitoring, supervision and support is 

essential for effective delivery of the I CDS with provisions of mid way 

corrections. As per the guidelines envisaged under ICDS, the 

Supervisors are supposed to visit regularly each of the A WCs- at-least 

one visit every month to each A WC to support the A WWs with 

constructive approach to build their capacities and confidence. But due 

to inadequate supervisory staff in position, Supervisors had a huge 

workload. While one Supervisor was supposed to supervise the 

activities of 20 A WCs, but in practice a Supervisor sometimes had to 

supervise the activities of more than 60 A WCs. As a result, even if 

he/she spend one day of quality time at each of the A WC, chances are 

that the next visit to the same centre would be after 3 months only. The 

data collected during the survey suggested that the Supervisors and 

CDPOs did not uniformly visit all the Centers within their jurisdiction 

(Table 5.7). It was found that Supervisors had not visited 28 percent of 

the A WC's in the last three months, while 42 percent of the A WCs 
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were visited by the Supervisors 1-3 times and another 30 percent of the 

A WCs were visited by them more than three times during the same 

period. Supervision was found to be the weakest in Rangli-Rangliot 

while 70 percent of the A WCs were not at all visited by the Supervisor 

during the last 3 months and in Kurseong all the A WCs were visited at 

least once by the Supervisors during the reference period. The mean 

number of visits made by ICDS Supervisors to the selected A WCs 

during the last three months worked out to be 2.5 .. All the A WWs were 

asked to report the nature of support they got from Supervisors. 

Multiple responses were received. It was mentioned by 15 percent of 

the A WWs (mostly from Kalimpong) that Supervisors did not 

help/guide them at all. Sixty percent of the A WWs reported that the 

Supervisors enquires about supply of SN, 40 percent monitored other 

supplies, 48 percent guided them in the preparation of growth charts, 

and again 83 percent of A WWs reported that Supervisor helped them 

in record keeping. Thus, Supervisors not only monitored the activities 

of the A WCs but also provided supportive services to A WWs. 

The CDPO as the leader and co-ordinator of the ICDS team has 

to supervise and guide the work of the Supervisors and the A WWs 

through periodical field visits and staff meetings. He has also to make 

108 



necessary arrangements for obtaining, transporting, storing and 

distributing various supplies. The CDPO has to maintain liaison with 

block level medical staff, PHC/health staff and other project level 

functionaries and organisations. He is also required to act as the 

Convenor or Secretary of the Block/project level co-ordination 

committee. The CDPO also has to make efforts for obtaining local 

community's involvement and participation in implementing ICDS 

programme. He is responsible for preparing and despatching periodical 

reports to the concerned higher officials. The success of the working of 

the A WCs depends upon the effective Supervision of the supervisory 

staff and convergence with other schemes of related departments. 

It was, however, observed that the CDPOs did not visit all the 

centers regularly. Among the selected A WCs, the CDPOs had not 

visited 55 percent of the A WCs in the state during the last three 

months (Table 5.7), and 3 A WC were visited three or more times by 

the CDPOs. Once again, supervision by CDPOs was found to be the 

poorest in Gorubathan. Nine out of 10 A WCs in Rangli-Rangliot had 

not been visited at all by the CDPOs during the last three months. 

There is, therefore, a need to make it mandatory for the CDPOs to 
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make regular visits to all the A WCs on some rationale than on 

selective basis. 

Space was provided by the A WHs. It was rather one of the 

criteria that whosoever provide space would be considered for the 

work of A WH. Consequently, both the quality of space and the 

locational aspects of the A WCs were compromised. Besides, there was 

no provision of rent for A WC in the district. Without rent, one cannot 

expect an appropriate space. Usually, it was seen that A WHs devote 

those room to the A WCs which were in poor condition. Regarding the 

status of the building for running of A WC, it was observed that only 28 

percent of the A WCs were housed in pucca buildings while 45 percent 

of the A WCs were housed in semi-pucca houses and another 28 

percent were in katcha houses which constitute a perpetual 

apprehension of danger to the life of the children. In Gorubathan and 

Matigara 40-50 percent of the selected A WCs were located in katcha 

buildings while in Darjeeling 70 percent were located in semi-pacca 

houses. 

Kitchen is an integral part of the AWCs. However, 82 percent 

A WCs covered under the study had no separate space for cooking 

purpose as cooking for AWCs was done in the AWHs personal 
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kitchen. In Mirik none of the A WCs had a separate kitchen. Other 

issues such as separate storage space, dinning and sufficient space for 

indoor and outdoor activities were also compromised. This was 

established by the fact that only 38 percent of the A WCs had separate 

space for storage, 55 percent had separate outdoor space for recreation 

and 53 percent had some sort of space for indoor activity. 

Due to lack of separate storage facilities in about 38 percent of 

the A WCs covered under the study reveals that many a times storage 

of various items such as utensils and records in addition to the personal 

belongings of the A WH occupies the main room pushing beneficiaries 

to a corner. Most areas of the districts included in the study witness 

low temperature during the winter. Delivery of services requires the 

beneficiaries to sit in the Centre for up-to 4 hours a day. The study 

found that 25 percent of the AWCs had no arrangement for heating. 

Consequently, the children got exposed to sever cold and viral 

infections like fever, cold etc. 

Preparation of food were generally clean in almost 95 percent of 

the A WCs studied. All the A WCs who had containers for storage of 

water were also found to be very clean. 
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LOCATION 

As per guidelines, the A WCs should be located at a central 

place and most preferably close to a primary school. It was noticed that 

this guideline was rarely been followed, because A WCs did not have 

independent buildings and the A WHs had provided the 

accommodation facility free of rent. The study found that the selection 

of A WH was influenced by political interference. Hence, in some cases 

( 18 percent), it resulted in the location of the A WC at a place, which 

was at a considerable distance from the centre of the village. 30 

percent were not located at a central place. 

Any service of the kind of the ICDS should inform its target 

beneficiary of the services it delivers and its responsibilities, ideally on 

a sign board outside its premises to increase the awareness of 

community. It was found that the sign boards establishing the presence 

of the A WCs were not fixed in 38 percent of A WCs at the time of 

survey." It is not a mere accident that in none of the surveyed mixed

caste villages was the ICDS centre located in the dalit or adivasi 

hamlet. The decision to locate not just the ICDS centre, but also other 

more valued institutions and services in the upper caste so-called 
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'main' village, is influenced by the upper caste and class and 

politically powerful groups in the village". 

Source: SOCIAL EXCLUSION IN /CDS: A sociological whodunit? 

A Research Study by Harsh Mander & M. Kumaran. 
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OTHE.R MATERIAL RESOURCES AT 

THEAYI.C 

For efficient and effective functioning the A WC needs a 

minimum level of basic infrastructure and equipments viz. table, chair, 

weighing scale, cooking vessels, serving utensils and mats, etc. The 

survey team observed that basic equipments and learning aids were 

mostly available in the A WCs. Majority of the A WCs had adequate 

weighing scales, cooking utensils, vessels for storing food items and 

posters and charts. But toys/models were found to be available in only 

33 percent of the A WCS. Furniture and furnishing items like chairs, 

tables/low wooden choki, Almirah/box and mats were inadequate in 

most of the centers. Medicine kits, Bathroom equipment and utensils 

for serving were either not available or were inadequate (if available) 

in most of the A WCs Kalimpong 2 had shortage of furniture, 

weighing machines, utensils for serving, medicine kits, learning aids 

and sanitary items. While Gorubathan was also facing the shortage of 

furniture items, toys and sanitary items; Pulbazar had inadequate 

furniture, learning aids, medicine kits and sanitary items. 
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COMMUNICATION 

Timely and regular communication among staff within the 

department was essential to make the programme coherent and 

effective. Similarly, inter-departmental communication was also 

essential for effective coordination among the departments. Though 

telephone facilities were available in all the district offices but such a 

facility was not available in any of the Project. Almost all of the 

CDPOs considered communication facilities to be less than 

satisfactory. Hence, there was a need to provide telephone facilities to 

all the project offices. 

Monthly meetings are another mode of communication between 

the POs, CDPOs, officials of other departments and A WW s is. Regular 

monthly meetings take place at the district and Project level for the 

purpose of coordination between different departments. However, 

action points agreed in such meetings were not always followed up. 

Thus, while coordination mechanism was in place at the district and 

project level but it largely remained ineffective for want of timely 

action by concerned departments. Monthly meetings of the A WWs 
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take place regularly at the project office. A WWs submit the monthly 

progress reports in the monthly meeting and CDPOs and Supervisors 

interact with the A WWs. But most of the A WWs pointed out that these 

meetings had become a formality and did not serve any purpose. Thus, 

there was a need to make these meetings more interactive and 

meaningful. 
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MAINTENANCE OF RECORDS 

During the field survey, the team was instructed to observe to 

verify the maintenance of records, registers and other activities of the 

A WCs. The information collected revealed that the information 

contained in the live registers and records pertaining to supply and 

distribution of Supplementary Nutrition was accurate in 84 percent of 

A WCs. Such a percentage varied between 80 percent in Darjeeling and 

Kalimpong-2 to 90 percent in Kurseong projects. But information 

pertaining to the attendance of the children was found to be grossly 

inaccurate in all the A WCs visited by the team. For example some of 

the A WCs had marked all the children present for all the working days 

in the month of survey, despite the fact that the month had not yet 

ended. 

The A WCs are supposed to remain open for about 4 hours a 

day. During this period, the Centre has to perform a number of 

activities. Therefore, the information was collected from the A WWs 

regarding the average time spent on each activity every day. The data 

presented in showed that, mean time spent on preparation of the SN 

was 43 minutes, on serving food and feeding of the children per day 
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was 44 minutes, mean time spent on cleaning the utensils was 21 

minutes and on PSE was 53 minutes by the Awes. Further, mean time 

spent per day on updating records was 36 minutes by each A we. The 

average time spent on various activities varied greatly between the 

districts but the average time an A we remained open was almost the 

same in all the projects. Thus, as per the information provided by the 

A WWs, the Awes function for a period of about four hours. But the 

infonnation collected from the most of the respondents revealed that 

the A WW s usually open A we at around 11' 0 clock and the helpers 

also start preparation of SN at around 11. 0 clock. The SN was served 

at around 12' 0 clock and after this children go back to their homes. 

Thus. the Awes were open for about 2 hours only. 

The A WWs reported that AWes usually remam closed only 

during the holidays. However, information gathered from the mothers 

of the beneficiaries revealed that Awes did not function regularly. 

They mentioned that once the nutrition material exhausted, the parents 

stop sending their children to Awes and A WWs consequently prefer 

to come a bit late and leave early. 
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MOBIUZA TION OF COMMUNITY SUPPORT 

In order to enhance the outreach of the ICDS services, 

particularly to the disadvantaged groups and ensure their better 

utilization, the A WWs were expected to mobilize support from the 

community. The A WW was expected to create a demand of the 

services by generating awareness on services provided under the ICDS 

programme and its importance. The demand could be created only if 

the eligible children were selected and enrolled at the A WCs. 

The beneficiaries for the supplementary feeding were to be 

selected very carefully so as to ensure coverage of the neediest and the 

malnourished children of the age of 6 months to 3 years. At the time of 

survey, the practice was to provide SNP to 20 children, 3 pregnant 

women and 2 nursing mothers from amongst all the BPL families. The 

selection of these 25 beneficiaries was solely determined by the A WW 

and no standard criterion was being followed for the selection of the 

beneficiaries. Consequently, even children from the economically well 

off families had also been enrolled at the A WC. Though the A WWs 

mentioned that only the children belonging to the poor families, 

landless families or economically and socially weaker sections were 

119 



enrolled for Supplementary Nutrition, but each A WW had his own 

criterion of defining poverty. The beneficiary mothers also mentioned 

that the poverty criterion was not always followed to select the 

children for providing SN, instead, mostly the selection depended more 

on the location of the A WCs and the personal contacts of the A WH 

andAWW. 

The age-wise distribution of the surveyed children at the time of 

registration at A WC showed that all the children were registered in the 

A WCs when they were less than 72 months of age group. 

The study also found that a large number of A WW s, have not 

mobilized any effective support for the ICDS. The A WWs are 

supposed to visit the households and sensitize them about the 

objectives of the A WCs and motivate them to participate in the 

functioning of the A WCs. But it was found that A WWs were hesitant 

to involve the community in the functioning of the A WCs because they 

apprehended that they (community members) would unnecessarily 

interfere in their working. Parents of the children, on the other hand 

mentioned that they were willing to provide their full support to the 

A WW s in the smooth functioning of the A WCs but the problem was 
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that the A WWs had never encouraged such participation. Therefore, 

the community members were not even aware of the full range of 

services available at the A WCs. 

Another issue related to the creation of the demand for services 

was the inadequate and irregular supplies to the A WCs. Most of the 

respondents opined that once the supplies exhausted, the A WCs 

virtually close down and they stop sending their children to the A WCs. 

Thus, the larger proportion of the community generally perceived the 

A WCs only as "Khicuri Centers", providing only Supplementary 

Nutrition. 

It was observed that the reasons for such a situation were: (a) 

low level of commitment and skills of the A WWs towards their job, 

(b) non local A WW, affects sincere/serious effort on their part, (c) 

insufficient level of support received by the A WWs from the 

Supervisors, who had to supervise a large number of A WCs to cover, 

(d) irregular supply of nutrition, (e) lack of the IEC material and (f) 

low status and profile of the A WC as perceived by the communities as 

well as the A WWs themselves in comparison to other employees of the 

department. 
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CHAPTER-5 

THESTATUSANDP£RFORMANC£0F 

ICDS: AN EXPLORATORY' ANALY'SIS 
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HEALTH CHECK-UPS 

According to the mandate of the ICDS, the health check-ups 

should include health care of children less than six years of age, 

antenatal care of expectant mothers and postnatal care of nursing 

mothers. The health services provided for children by A WWs and 

PHC/SC staffs should include regular health check-ups, recording of 

weight, immunization, management of malnutrition, treatment of 

diarrhoea, de-worming and distribution of simple medicines etc. At the 

A WCs, children, adolescent girls, pregnant women and nursing 

mothers should be examined at regular intervals by the Auxiliary 

Nurse Midwife (ANM). They should also diagnose minor ailments and 

distribute necessary medicines among them. They should act as a link 

between the villages and the PHC/SC. Maternal and child health 

facilities should be geared towards providing adequate medical care 

during pregnancy, at the time of childbirth and also post-partum care. 

These services should also aim at promoting safe motherhood, healthy 

child development - reducing maternal and infant mortality. 

Immunization of pregnant women and infant protects children from six 

vaccine preventable diseases viz., Poliomyelitis, diphtheria, pertuses, 

tetanus, tuberculosis and measles. 
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The primary role of A WW is to survey and identify women and 

children for these services and gather the identified people during the 

visits of the ANMs for health check ups. A WWs are also expected to 

coordinate with the ANMs and of the PHCs and SCs. It was, however, 

observed that ANMs, were not located in the vicinity of the A WCs and 

they did not visit the A WCs. Even if they visited, these visits were 

irregular. This was substantiated by the fact that health check ups were 

not conducted by the ANMs/LHVs in any ofthe AWCs under study. In 

fact, ANMs had not visited 68 percent of the A WCs for health check 

ups during the last three months. Similarly, Medical Officers (MOs) 

had not paid any visit to 85 percent of the A WCs The situation was 

more alarming in Gorubathan while none of these health officials had 

visited 80 percent of the A WCs. Thus, the health check-up were not a 

regular feature of the A WCs primarily because of poor coordination 

between the ICDS functionaries and the Health Department. 

A WWs are also supposed to visit the households for health 

education and motivate them to utilize maternal and child health 

services. It was found that A WWs had visited only about three fourth 

(72 percent) of the households during the last three months with little 

variation among the districts. It was mentioned by the respondents that 
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A WWs generally visit them either at the time of special health 

campaigns like Pulse Polio Campaign, Family Health Awareness 

campaign or when to conduct household surveys. 

An important objective of thethis study was to provide 

information on the usage of safe motherhood services and the role 

played by the A WWs in facilitating these services to women. It was 

found that only 68 percent of the women had utilized Antenatal care 

services during their last pregnancy. A WW s are supposed to motivate 

and register pregnant women for ANC services. It was found that 

majority of the women (32 percent) were motivated by the A WWs to 

avail ANC services at the time of last pregnancy, 19 percent were 

advised by ANM and 11 percent were advised by the family members 

to register for ANC services. Further 6 percent were not advised by 

anybody to utilize the ANC services but availed the facility on their 

own effort. A WWs had played an important role in motivating 

pregnant women to utilize ANC services. 

The effectiveness of antenatal check-ups in ensurmg safe 

motherhood depend on both the tests and measurements done and the 

advice given during the check-ups. During the survey information on 
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this important aspect of antenatal care was collected by asking mothers 

(who availed ANC services) if they had received each of several 

components of antenatal check-ups during their last pregnancy. Sixty 

seven percent of the women who availed ANC services had received 

tetanus toxoid injections during last pregnancy and blood pressure of 

women during pregnancy was checked in case of 66 percent of women. 

Similarly, iron folic tablets were supplied to 71 percent and weight was 

monitored in case of 53 percent of pregnant women. 

A WW s are also supposed to impart pregnancy care information 

to women during pregnancy. Only 43 percent of women during their 

last pregnancy were advised by the A WWs to take special care during 

pregnancy. Mothers were advised to take more rest and avoid stress

full work. Surprisingly very few women were advised by the A WWs to 

deliver their babies in a health facility. 

Post partum care ts an important component of post natal 

services and A WWs are supposed to visit the women at home and 

advise them to seek post partum care. 
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But more than 50 percent of the women were not visited by any 

one for post partum services. It was found that only 28 percent of 

women were visited by the A WW s after the delivery, enquired about 

their health conditions and also advised them to visit a health facility to 

seek post partum care. ANM had also visited 19 percent of the 

interviewed women for postpartum services Thus, it was observed that 

A WWs had played some role in motivating women to visit a health 

facility for post partum care. 

Immunization National prophylaxis programme for prevention 

of blindness caused by deficiency of vitamin A, and control of 

nutritional anemia among mothers and children are two direct nutrition 

interventions integrated in ICDS. For dietary promotion the food rich 

in vitamin A, iron, folic acid and vitamin C should be an important part 

of nutrition and health education. At nine months of age, 100,000 IU of 

vitamin A solution should be administered to infants along with 

immunization against measles. Children in the age group of 1·5 years 

should receive 200,000 IU of vitamin A solution every six months, 

with priority given to children under three years of age. Tablets of iron 

and folic acid should be administered to expectant mothers for 

prophylaxis and treatment and to anemic children. The usage of only 
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iodized salt should be promoted, especially in the food supplement 

provided towards preventing iodine deficiency disorders. 

Immunization of pregnant women against tetanus reduces 

maternal and neonatal mortality. The PHC and its subordinate health 

infrastructure have to carry out immunization of infants and expectant 

mothers as per the national immunization schedule. Children are also 

to be given booster doses of various vaccinations. The A WWs are 

required to assist the health functionaries in the coverage of the target 

population for immunization. They are also required to help in the 

organization of fixed day immunization sesswns, maintain 

immunization records of ICDS beneficiaries and resort to follow up 

action to ensure full coverage. In order to enhance the reach of these 

services, particularly to the disadvantaged groups and ensure their 

better utilization, A WWs have to mobilize support from the 

community. A WWs are also required to survey families in the 

community to identify pregnant and nursing mothers, adolescent girls 

and children below six years of age from the low income families and 

deprived sections of the society to ensure early registration of pregnant 

women leading to better utilization of key health services, as well as 

better care and counseling for improved maternal nutrition. It also 
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promotes a healthy prenatal and postnatal environment of the young 

child, to reduce the incidence of low birth weight thereby promoting 

child survival and development. During the survey, it was found that 

A WCs did not provide immunisation to the children. On the contrary 

the A WW advise the parents of the children to get their children 

immunised from the nearest health centers. In some of the A WC, the 

local ANM/Health worker also visited the A WCs for immunization. 

Information regarding the immunization of children was 

collected both from the A WC records as well as from the beneficiary 

households. The immunization records maintained by the A WCs 

showed that almost all the children registered with the A WCs have 

received all the recommended doses of vaccination. On the contrary, 

the information collected from the beneficiary households revealed that 

89 percent of the children had received BCG, 91 percent had received 

all the three doses of DPT and Polio Measles vaccine was received by 

74 percent of the children. Except for 3 children, all other children 

were administered polio drops under pulse polio campaign. Hepatitis-B 

vaccine was not received by 90 percent of the children. 
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It was, therefore, observed that although immunization was 

taking place to a great extent, but there was still scope for more work 

that needs to be done to ensure 
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REFERRAL SERVICES 

As per guidelines of the ICDS programme, AWWs are required 

to identify sick and malnourished children and refer them to 

appropriate Health Care Centre. Besides, children and women in need 

of prompt medical attention are to be provided referral services 

through ICDS. Therefore, the A WWs are also required to detect 

disabilities in young children and pregnant & lactating women. They 

are supposed to enlist all such cases in a special register and refer them 

to the appropriate Health Centre. The effectiveness of these services 

depends on timely action, cooperation from health functionaries and 

willingness of families to avail such services. 

A WWs mentioned that they did not refer the children to a 

nearby facility but advise the parents of the children to visit a health 

facility in case they detected any problem among the enrolled children. 

The A WWs also mentioned that they also lack sufficient skills in 

detecting disabilities among women and children. Other reasons for 

this situation were non-availability of referral forms and inefficient 

supervision. 
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MEDICAL KIT 

As per the provision of the ICDS guidelines, each and every 

A WC should have a medical kit containing essential drugs and first aid 

items. But, it was found that the medical kits were generally provided 

once a year and the quantity of drugs and other items supplied to the 

A WCs was insufficient and lasted for one or two months only. 

Therefore, the A WCs had to function without the basic medicines and 

medical kits for most part of the year. All the mothers also mentioned 

that they had never received any medicines or first aid from the A WCs. 
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SUPPLEMIINTARY NUTRITION 

Supplementary Nutrition includes supplementary feeding, 

growth monitoring and promotion, nutrition and health education, and 

prophylaxis against vitamin A deficiency and control of nutritional 

anemia. The observations on these services are given below: 

Supplementary feeding. 

The primary objective of the ICDS is to provide supplementary 

nutrition to the beneficiary children. Supplementary nutrition means 

identifying and fulfilling the deficiencies of calories, proteins, minerals 

and vitamins in the existing diets, avoiding cut-backs in the family 

diet, and taking other measures for nutritional rehabilitation. As per the 

guidelines, the state government is supposed to provide funds for 

supplementary nutrition. As per norms under guidelines each A WC is 

required to cover 102 beneficiaries comprising of 80 children, 20 

lactating and pregnant women and 2 adolescent girls. Each beneficiary 

should receive 300 calories, 8 to 10 gms of proteins for 300 days in a 

year. 
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The guidelines of the ICDS programme envisage that, all 

families of the community should be surveyed to identity low income 

families, deprived children below the age of six, pregnant and nursing 

mothers and adolescent girls. These identified groups should be 

provided supplementary feeding support for 300 days in a year. By 

providing supplementary feeding, the A WCs attempt to bridge the 

caloric gap between the national recommended and average intake of 

children and women in low income and disadvantaged communities. 

This pattern of feeding aims only at supplementing and not substituting 

for family food. It also provides an opportunity for the A WWs to have 

interaction with pregnant women, mothers of children, infants and 

young children to promote improved behavioral actions for the care of 

pregnant women and young children. The type of food varies, but 

usually it should consist of a hot meal cooked at the A WCs, containing 

a varied combination of pulses, cereals, oil and sugar/ iodized salt. 

There should be some flexibility in the selection of food items to 

respond to local needs. 

However, it was observed that there was a single ration for 

different target groups such as children, pregnant women and nursing 

mothers, which was not in accordance with the ICDS guidelines. 
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Similarly, there should ideally be prov1s1ons of double ration for 

malnourished children, but it was observed that there was no such 

practice in the district as no child received double diet, despite of the 

fact that few A WWs mentioned that certain children were suffering 

from malnutrition. 

The A WWs mentioned that they get supplies, which last for 3-4 

months only. Once the supplies exhaust, the children stop coming to 

the A WCs and A WCs get virtually closed. The respondents were asked 

to report whether their children had received any SN from the A WCs 

in the last month. Since most of the A WCs had recently received 

supplies therefore, supplies were available in all the selected Centres. 

But only 81 percent children had received SN from the A WCs in the 

last month. 

All the mothers mentioned that SN was not provided to their 

children regularly. They however, mentioned that whenever supply of 

nutrition items were available at the A WCs, their children get SN. But 

the problem was that A WCs did not get enough nutrition to last for 

about 300 days. Mothers mentioned that on average A WCs provided 

SN for 100 days a year. The A WW s also mentioned that due to 
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inadequate supplies they were not in a position to provide SN for 

recommended 210 days. All the A WCs had a uniform weekly schedule 

for providing SN to the beneficiaries. The A WWs mentioned that they 

followed this schedule strictly when nutritional items were available. 

All the A WWs also mentioned that it is not only the inadequate 

nutrition that affects the provision of nutrition but inadequacy of other 

material resource such as utensils, functional stoves and cooking fuel 

also contribute to it. The A WWs mentioned that sometimes they were 

unable to prepare SN, either because the stove was not in working 

order or the fuel was not available. The supplementary nutrition was 

distributed in the utensils of the A WCs. SN was generally consumed at 

the A WCs. Only, the physically challenged and sick children were 

allowed to take home SN. Mothers were also asked to mention whether 

they were satisfied with the various nutritional items provided at the 

A WCs. Therefore, it was required that the SN provided should have 

sensitivity to local taste and seasons. 
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QUALITY OF NUTRITIONAL ITEMS 

As mentioned earlier the procurement of supplies is centralized. 

There is a State Level Committee which is responsible for the 

procurement of the supplies. Quality of supplies is also monitored by 

this committee. Mothers ofthe children were asked to mention whether 

they were satisfied with the quality of food supplements received by 

their children. Almost all the respondents (98 percent) were satisfied 

with the quality of SN received by their children from the A WCs. 

A WWs mentioned that the supplies of different items were 

irregular and it generally supplied in bulk for which there was an 

insufficient storage facility both at project and A WC level. Since most 

of the A WCs were not having adequate storage facility, it affected the 

quality of the items when these were used after a certain period. For 

example dal and rice used to get infested with insects in the absence of 

proper and adequate storage facility. 
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IMPACT OF SUPPLIES ON THE FUNCTIONIN6 OF THE AWCS 

All the A WWs were asked to mention the impact of the 

inadequate and irregular supplies on the functioning of the A WCs 

(Table 5.22). It was mentioned by only 15 percent of the AWW that, 

there was no effect on the functioning of A WC due to the irregular 

supply of the SN, while 45 percent reported that due to the irregular 

supply of SN A WCs remained closed. Forty percent mentioned that 

A WCs experienced drop in the attendance of children. Non-availability 

of the fuel also disturbed the functioning of the A WCs. Eighteen 

percent of the A WWs mentioned that they faced criticism from the 

public and another 10 percent reported that there was sharp drop in 

attendance due to the non availability of fuel. However, 50 percent of 

the A WW s mentioned that there was no effect due to the shortage of 

the fuel. Thus, non availability of nutritional supplies and fuel badly 

affected the functioning of the A WCs. 
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6ROWTH MONITORIN6 AND PROMOTION 

Growth monitoring and nutrition status surveillance were two 

important activities which were required to be undertaken under ICDS. 

Both are important for assessing the impact of health and nutrition 

related services and enabling communities to improve the same. As per 

guidelines, the children below the age of three years should be weighed 

once in a month and children 3-6 years of age are weighed quarterly. 

Weight-for-age growth cards should be maintained for all children 

below six years. This helps to detect both growth faltering and also in 

assessing nutritional status. Through discussion and counseling, 

growth monitoring should increase the participation and capability of 

mothers in understanding and improving childcare and feeding 

practices for promoting child growth and development. It should help 

families understand better linkage between dietary intakes, health care, 

safe drinking water and environmental sanitation and child growth. 

Identified severely malnourished children (those placed in grade Til 

and IB) should be given special supplementary feeding which may be 

therapeutic in nature or just double ration and are also referred to 

Health Centers. Further, the concept of community based nutrition 

surveillance should also be introduced in ICDS. A community chart for 
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nutritional status monitoring should be maintained at each A WC. This 

chart should reflect the nutritional status of all children registered with 

the A WC at any given point of time. This should help the community 

in understanding the nutritional status of its children, reasons for 

malnutrition and what should be done to improve the same. This helps 

to mobilize community support in promoting and enabling better 

childcare practice, contributing to local resources and improving 

service delivery and utilization. 

The A WWs mentioned that they weighed the children at least 

once a month but this was not substantiated from the responses of the 

mothers of the beneficiaries. It was mentioned by one fourth of the 

women that they did not know whether the growth of their children 

were monitored or not and another 37 percent clearly mentioned that 

their children were not weighed. Growth monitoring was 

comparatively better in Kalimpong-1 than in other districts. A WWs 

were supposed to prepare the growth monitoring charts of the children. 

In fact all the A WWs mentioned that they were preparing the growth 

charts but 88 percent of mothers in the state expressed that A WWs had 

never shown or discussed these growth monitoring charts with the 

parents of the children, which indicated that the A WWs did not 
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regularly prepare growth charts of the children. The A WWs were also 

supposed to identify severely malnourished children and maintain 

separate registers for malnourished children. But it could not be 

verified from the A WCs whether such activity was undertaken by the 

AWWs. However, the AWWs mentioned that only single diet was 

provided to each beneficiary irrespective of the nutritional status, 

therefore, identification of severely malnourished children or 

pregnant/lactating women was of no use. 
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NUTRITION AND HEALTH EDUCATION 

The Nutrition and Health Education (NHE) component of the 

ICDS scheme aims at effective communication of certain basic health 

and nutrition messages with the objective to enhance the mother's 

awareness of the child's needs and her capacity to look after these 

within the family environment. Nutrition and health education is 

required to be given to all women in the age group of 15-44 years and 

other members of the family. This has the long term goal of capacity 

building of women so that they can look after their own as well as that 

of their children and families health, nutrition and development needs. 

NHE is comprised of basic health, nutrition and development 

information related to childcare and development, infant-feeding 

practices, utilization of health services, management of childhood 

diseases, family planning and environmental sanitation. Community 

education is to be imparted through counseling sessions, home visits 

and demonstrations. A WWs are supposed to use fixed day 

immunization sessions, child protection days, growth monitoring days, 

small group meetings of mothers, community and home visits, village 

contact drives and women's group meetings, local festivals/gatherings 

for nutrition, health and developmental education. All efforts are to be 
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made to reach out to women, including pregnant women and nursing 

mothers, to promote improved behavioral actions for care of pregnant 

women, young children and adolescent girls at household and 

community levels and to improve service utilization. Sustained support 

and guidance has to be provided during the entire span of pregnancy 

and early childhood to mothers/ families of young children, building 

upon local knowledge, attitude and practice. This helps in promoting 

early childhood care for survival, growth, development and protection 

of the child as well as of the mother. 

All the A WWs mentioned that they regularly visit the 

households to impart health and nutrition education to women and also 

arrange their monthly meetings, but the information collected from the 

respondents revealed that all the women were not provided NHE by 

A WWs. It was found that NHE was restricted to the women in the 

close vicinity of the A WCs. A WWs had just visited 45 percent of the 

households during the last three months to impart health education 

Mothers meetings were also not a regular feature of the A WCs. Only 

25 percent of the women mentioned that mothers meeting were held 

regularly. The situation on this account was somewhat better in 

Kurseong than in other projects. Not only the meetings were irregular 
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but even if these were organized; women also did not attend these 

meetings regularly. Of the women who mentioned that women's 

meetings were held in their A WCs, only 30 percent had attended these 

meetings regularly and remaining 70 percent of the women had 

occasionally attended these meetings. Those who had attended these 

meetings were further asked to mention the topics discussed in the last 

mothers meeting and multiple responses were recorded. The 

information collected revealed that main topics discussed in the last 

meeting were activities of the child at A WC (73 percent), promoting 

growth of child (43 percent), supplementary nutrition (31 percent), 

management of diarrhoea (24 percent) and child's disabilities (12 

percent). Discussions on growth promotion of children and their better 

nutrition was a neglected area in almost all the districts. Thus, the 

health education component of the ICDS services was found to be very 

weak. 

Since, diarrhoea is the main cause of infant mortality, hence, 

A WW s were supposed to impart knowledge to the mothers about the 

management of diarrhoea among children. All the women were asked 

to report whether they had heard of a product called Oral Rehydration 

Salts (ORS). Only 43 percent mothers of the selected children had 
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heard about ORS. Fifty four percent of women in Darjeeling-pulbazar 

and 42 percent of women in Kalimpong-2 projects had heard of this 

product. Women had heard about ORS from a variety of sources. 

Majority of the women had heard about ORS either from a health 

worker or from electronic media ( 49 percent and 45 percent 

respectively). A WWs were also mentioned as a source of knowledge 

by 27 percent ofthe women. 

Thus, A WWs have played some role in disseminating 

information about ORS. The AWWs were also mentioned as a source 

of knowledge about ORS by more than one-third of women in 

Dar:_jeeling. Women were also asked to report the type of treatment 

used by them for the management of the last episode of diarrhoea 

among children. Sixty three percent of the women had consulted health 

personnel who prescribed some medicines. Another one-third of 

women had also given ORS and 12 percent had used home made 

salt/sugar solution or other home made fluids for the treatment of the 

sickness.. It was also found that women generally preferred a health 

facility than A WCs for the treatment/management of diarrhoea of 

children. This is established by the fact that only 32 percent of the 

women had consulted an A WW for the treatment of diarrhoea. Women 
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also had a lot of misconceptions regarding the feeding practices to be 

followed when their children were sick with diarrhoea. Thirty nine 

percent of the women opined that breastfeeding should be decreased 

during the diarrhoea and 13 percent said it should be stopped and 41 

percent mentioned that its frequency should not be changed. Similarly, 

42 percent mentioned that semi solid /solid foods should be decreased 

to the child when he/she had diarrhoea and 23 percent believed that 

amount and frequency of semi solid foods should not be changed in 

case a child has diarrhoea. A substantial proportion also reported that 

breastfeeding, bottle feeding and semi solid foods should be totally 

stopped during diarrhoea. Thus, it was noticed that even some of the 

mothers who were in contact with the A WWs did not have full 

information regarding the management of the diarrhoea. 

Misconceptions about feeding practices during diarrhoea were 

common in all the projects. 

The AWWs are also supposed to educate women about breast 

feeding and other related issues to breast feeding etc. like colostrums 

feeding, correct posture during breast feeding, nipple hygiene, 

frequency of breast feeding etc. Only 32 percent of women were 

guided by the A WWs regarding the breastfeeding practices to be 
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followed. Of these women 61 percent had informed by A WWs about 

colostrums feeding, 70 percent about exclusive breast feeding up-to 4 

months, 61 percent regarding correct postures during breast feeding, 66 

percent nipple hygiene and 61 percent regarding frequency of breast 

feeding (Table 5.25). Thus, it appears that majority of the women who 

were in contact with the A WWs, had the information regarding breast 

feeding and other issues related to it. 
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PRE-SCHOOL EDUCATION (PSE) 

Early childhood care and Pre-school education (ECCPSE) 1s 

very crucial component of the package of services envisaged under 

ICDS as it seeks to lay the foundation for proper physical, 

psychological, cognitive and social development of the child. Non

formal education is to be imparted to children in the age group 3 to 5+ 

at the A WCs. PSE should also be the most joyful daily activity, visibly 

sustained for three hours a day. The Early Childhood Care and Pre

school Education programme, conducted through the medium of play, 

should aim at providing a learning environment for promotion of 

social, emotional, cognitive, physical and aesthetic development of the 

child. The early learning component of the ICDS should involve 

significant inputs for providing a sound foundation for cumulative 

lifelong learning and development. 

Children of the age of 3-5 years are required to be imparted non 

formal pre-school education in A WCs. Emphasis is not on imparting 

formal learning, but for developing desirable attitudes, values and 

behaviour patterns of children. There should be no rigidity about the 

curriculum or learning procedure and the young child should be 
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encouraged and stimulated to grow at his/her own pace. For organising 

play and creative activities, emphasis should be on the increasing use 

of inexpensive locally produced materials and toys. Children should 

also be encouraged to make and develop their own play material. 

Attempts need also be made to link the A WCs with the elementary 

schools so that children move from the A WC to the school with the 

necessary emotional and mental preparation. 

Though the available records at the A WCs indicated that they 

impart PSE to all the enrolled children through out the year, but on the 

basis of qualitative data collected and personal observations of the 

interviewers, it was observed that the PSE was imparted only when the 

SN was available in the A WCs. The parents mentioned that they send 

their children to A WCs, but the problem was that once the SN gets 

exhausted, the A WCs also stop imparting PSE to the children. Besides, 

few mothers mentioned that a number of private nursery schools have 

mushroomed in the villages during the recent years and parents prefer 

private schools over A WCs for giving better education to their 

children. 
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Notwithstanding the fact that PSE was irregular, but it had a 

positive impact on the mental development of the children. Sixty six 

percent of the women reported that their children were able to read 

simple words. Again 59 percent of the children could count numbers, 

one·-third could write alphabets/word and distinguish colours and 45 

percent could distinguish objects. Besides, two-third of the children 

used to describe the activities of A WC at home. The observations of 

the study team on this component of the ICDS suggest that PSE was 

not being delivered in most of the A WCs regularly. A WWs gave 

multiple reasons for irregular PSE. Some of reasons mentioned by the 

A WWs were: insufficient provision of teaching aids; poor 

accommodation without matting; lack conceptual understanding of 

play-way methods; poor coordination between the A WCs and the local 

primary schools; etc. 
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PERCEPTION OF BENEFICIARY 

HOUSEHOLDS ON FUNCTIONIN6 OF 

AWCS 

All the mothers were asked whether they felt satisfied with the 

overall working of the A WCs. It was found that 49 percent of the 

beneficiaries were not satisfied with the working of the A WCs . 

Though satisfaction level was highest in Mirik but even in this project 

too, 56 percent were not satisfied with the overall working of A WCs. 

Beneficiaries generally perceived A WCs as "Khicuri (hotch potch) 

centre" and had not a good image about these Centers. 

Information was also collected on the v1ews of respondents 

regarding the perceptions of the services rendered by the A WW s. The 

data reveals that about 90 percent of the households were satisfied with 

the timing of the A WCs and with the behaviour of the A WWs. 

Similarly, 91 percent of the women expressed that the information 

provided by the A WW s was very useful. In Mirik, however, 24 percent 

of the women expressed that information provided by the A WW s was 

not at all useful. Local participation in running the A WCs was, 
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however, found to be non-existent. This was substantiated by the fact 

that 84 percent of the women mentioned not to have participated in the 

functioning of the A WCs. In Gorubathan project not a single women 

had participated in the functioning of the A WCs. The main reasons for 

non participation in the activities of the A WCs were that A WWs did 

not solicit the cooperation of the parents of the children in managing 

the activities of the A WCs. They did not encourage participation of the 

parents in the functioning of the A WCs. 

The respondents gave a number of suggestions to improve the 

services of the A WCs. Almost all the respondents desired that A WCs 

should either be closed down or the services of the A WCs should 

improve. They suggested that A WCs should open regularly for the 

whole day. More emphasis should be given to pre-school education 

and health education. Besides, government should construct 

independent buildings most preferably adjacent to schools. Sixty nine 

percent of the respondents suggested that A WCs should provide SN 

regularly and 27 percent opined that ready to eat food should be 

provided. Some beneficiaries also suggested that the A WCs should be 

handed-over to Panchayats and community should be involved in 

monitoring the activities of the A WCs. 
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CHAPTER-6 

CONCLUSION AND 

SU66ESTIONS 

153 



It may be concluded that in the district of Darjeeling the ICDS 

programme achieved its objectives somehow near to the desired level. 

The coverage is to be improvedj the scheme was not in a position to 

provide Supplementary Nutrition (SN) to beneficiaries throughout the 

year. When SNP is not provided due to lack of nutrition items in the 

ICDS Centers, pre-schooling become a casualty, because many 

parents send their children to A WCs mainly for Supplementary 

Nutrition. The scheme could not help majority of the women to receive 

ante-natal care services and health education, as only a limited number 

of women were informed by A WWs about ante-natal care services, 

child immunization, management of diahorrea, methods of family 

planning, etc. The study also found that there was lack of coordination 

between various Departments engaged in implementation of the 

Scheme viz., Health, Rural Development, Education and Social 

Welfare. It was observed that lack of coordination was one of the 

major reasons for under performance of the ICDS. Another important 

reason for lackadaisical implementation of ICDS was non-availability 

of adequate supervisory staff. Based on the findings of the study, the 

following recommendations are made for 
. . 
1mprovmg the 

implementation of the programme: -
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1. All vacant positions of the CDPOs and ACDPOs should be 

filled up at the earliest so that the scheme does not suffer any 

more. This will help in proper planning, implementation, 

supervision and monitoring of the scheme. All the 

departments must regularly coordinate and meet the 

expectations from each other department. 

2. All vacant positions of the Supervisors should be filled up at 

the earliest so that supervision and monitoring IS 

strengthened both in the urban and rural areas. 

3. The Panchayats should be made functional in areas where 

these are non-functional. The A WWs should be selected on the 

basis of their merit and educational competence which will go a 

long way in delivering the A WCs services in effective and 

constructive manner. Further the A WWs should be relocated to 

the A WCs in their own areas of residence, which will help 

A WWs to do full justice with their occupational commitments 

as well as to their inevitable domestic commitments. 
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4.The capacities of the human resource working in the ICDS 

projects should be regularly improved as any compromise on 

this issue will affect the quality of performance. Regular 

orientation courses and trainings must be organized for them to 

increase job clarity, develop positive attitude and commitment. 

Enhancement m financial allocation for such training 

programmes should be considered. 

5. Honorarium is a mark of respect for the work that AWWs 

and A WHs are doing. Periodic increase in the Honorariums 

must be made a permanent feature of the financial allocation 

processes. 

6.There is a need to consider ways and means to improve the 

existing workspace and location of the A WCs, either by 

increasing the rent or encouraging communities to donate a 

required place or by constructing space. This will help in 

improving delivery of the services. There is a need to make 

adequate provision of material resources/infrastructure such as 

weighing scales/growth/immunization cards/Growth charts and 

registers at the A WCs. Efforts should be made to improve 

communication and coordination between authorities 
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implementing ICDS and functionaries of the Health 

Department, especially at the levels of the BMOs and depute 

one or more full time ANMs in each ICDS project from the 

Health Department. It would ensure regular health check-ups/ 

immunization of the registered beneficiaries at A WCs and give 

a practical shape to the referral services component of the ICDS 

scheme. There is need to educate the masses by way of 

organizing road/stage shows etc. in order to make community 

pro-active in coming forward of their own for their 

immunization, health check-ups, etc. 

7. Adequate provision of resources such as 

weighing scales, growth charts and register will help 

in monitoring the growth of children. Further, more 

emphasis should be given in developing a focus on 

Mother's meetings and building their capacities and 

developing their mental capabilities in addition to 

introducing 

surveillances. 

community based nutritional 

8.So far as early childhood care and pre-school 

education is concerned, there is a need to improve the 
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skills of the A WW s on the concepts and approaches 

of the joyful learning (play-way methods). Adequate 

provisions should be made for procuring of relevant 

teaching and learning aids. Provisions should also be 

made for suitable accommodation along with matting 

and heating provisions at each A WC. There is also a 

need to develop and strengthen coordination with the 

local primary schools. Their manpower may also be 

utilized to motivate the community. 

High levels of child malnutrition in developing countries 

contribute to mortality and have long term consequences for children's 

cognitive development and earnings m adulthood. Recent impact 

evaluations show that many interventions have had an impact on 

children's anthropometric outcomes (height, weight, and birth weight), 

but there is no simple answer to the question "what works?" to address 

the problem. Similar interventions have widely differing results m 

various settings, owing to local context, the causes and severity of 

malnutrition, and the capacity for program implementation. Impact 
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evaluations of World Bank-supported programs, which are generally 

large-scale, complex interventions in low capacity settings, show 

equally variable results. The findings confirm that it should not be 

assumed that an intervention found effective in a randomized medical 

setting will have the same effects when implemented under field 

conditions. However, there are robust experimental and quasi

experimental methods for assessing impact under the difficult 

circumstances often found in field settings. The relevance and impact 

of nutrition impact evaluations could be enhanced by collecting data on 

service delivery, demand-side behavioral outcomes, and 

implementation processes to better understand the causal chain and 

what part of the chain is weak. It is also important to better understand 

the distribution of impacts, particularly among the poor, and to better 

document the costs and effectiveness of interventions. 

• The relevance of impact evaluations for policy 

makers would be greatly enhanced if they 

documented both the effects and costs of nutrition 

programs and interventions. 

Haq, S.N (2007).: Integrated Child Development 

Services: The West Bengal Perspective 

159 



- A Quality Review, Department of Women and 

Child Development and Social Welfare, Government 

of West Bengal, paper presented at the 5th Kolkata 

Group workshop, organised by Pratichi Trust, 

UNICEF, Global Equity Initiative, Harvard 

University and Institute of Development Studies 

Kolkata, on Child Rights and Development at the 

Alipur Campus of Calcutta University, Kolkata, on 

12-14, February 2007. 
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