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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 

52 



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. 

61 



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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