
RESPONSE OF SLUM DWELLERS TO 
INTEGRA TED CHILD DEVELOPMENT 

SERVICES: 
A CASE STUDY OF BART ALA PROJECT 

INKOLKATA 

Thesis submitted for the Degree of 
Doctor of Philosophy (Arts) 

In Socio(ogy .• 

By 
PANKAJ KUMAR MONDAL 

DEPARTMENT OF SOCIOLOGY 
UNIVERSITY OF NORTH BENGAL 

2012 



----rk 
3G 2 · 5 o ~ 5'-11 '1 

Jt :ft..fl ~ 

272020 

06 Jt1N 205 



PREFACE 

The sustainable human department is a newly coined concept which has 

assumed considerable importance in ensuring the economic development of 

the modern economies in general and developing economies in particular. It 

start with women and early childhood (0- 6) years which is the most crucial 

period when foundation for the physical and mental development are laid. 

Proper care and right kind of development opportunities for this valuable 

and vast section of child population are critical since these have a direct 

bearing upon the future human resource development for a nation. Their 

needs must be met. In the same context, equally important are policies and 

programmes for the girl child, adolescent girls and empower of women in a 

developing country like India. 

In the absence of timely and adequate measures by the government there is a 

likely to be another fall out of a different kind in the text century. 

To meet the needs of the children the Integrated Child Development 

Services (ICDS) is one such programme that aims to address these gaps by 

providing comprehensive services like health, nutrition and developmental 

needs of children under six. Integrated Child Development Services (ICDS) 

works through a network of Anganwadi Centers (A WC) that are run by 

Anganwadi Workers (ANW) and Helpers (A WH) who, among others things 

are supposed to provide supplementary nutrition, nutrition and he~th . 

education and pre-school education. This present study de~ls wit4~-the 

applied and practical side of women and child development by providing a 

detailed insight of Integrated Child Development Services (ICDS) run by 

the NGO in the different slums of North Kolkata. Almost every important 
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aspect of the Integrated Child Development Programme has been dealt 

within a comprehensive manner. 

Apart from some lessons for the Child Development functionaries, it is hope 

that the study wil1 go a long way in providing a fresh insight and a new 

perspective to the challenge of women and Child Development. The focus 

provided would enable the policy makers, planners, decision makers to take 

action timely to achieve sustainable human development. 

Date: 

Place: p~~~M~~ · 
(Pankaj Kumar Mondal) 
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Child Welfare in India 

CHAPTER-I 

INTRODUCTION 

The concern of the Indian people for the upbringing of children went 

back ·to many centuries. The ancient Indian texts called Grihyasutras 

contained Sanskaras or concepts in child-rearing practices. Sanskaras, a 

Sanskrit word, connoted socio-religious activities aiming at the intellectual 

and physical development of an individual throughout life. Based on sound 

principles of health and hygiene, those Sanskaras dealt with many stages of 

an infant's life, ranging from conception till the age of six. 

It was interesting to note that solid food was first administered to a 

baby at five months of age in a ritual called 'Annaprasan', a practice fully 

endorsed by modem scientists. 

In ancient India, rearing of a child was the basic responsibility of the 

family. Mothers and Grandmothers accumulated knowledge on child 

development through study, practice and observation. They had the 

knowledge about the time when a child achieved control of neck or was able 

to tum from back to front or when could sit up without support or could 

crawl. 

A thrilling day for a household was when the child could cross the 

threshold. That occasion was celebrated by the breaking of a coconut or by 

distribution of sweets. Again the old Samhitas had laid down in details the 

type of toys that could be fabricated and used to help child growth. 



During the Aryans times in ancient India, the attitude to children was 

reflected in a passage from the Atharva Veda. It was interesting to note that 

Kautilya' s Art has astra also mentioned in detail about the care of mother and 

child. Child labour was discouraged and provision was made for maternity 

benefits to female slaves and labourers. Full facilities, concessions and aids 

were afforded during confinement of needy pregnant women, and their 

infants were carefully nursed. Besides, there were orphanages where food 

was given and children were educated. 

For a long time, helpless and destitute children had been the object of 

ancient religious charity. But the recognition that all the children were in 

need of help including the destitute was a much later development. 

Nevertheless, the history of the child welfare in India was relatively 

recent. The only evidence of concern for a sector of children's needs, the 

care of pre-school child, as described by the former President, International 

Union for Child Welfare, Tara Ali Baig(1979) went back to 1874 with 

experiments in some missionary schools in Lucknow and Poona. The 

missionaries in different parts of India were the pioneers in the educational 

field, like Rabindranath Tagore in Bengal and Annie Besant who started a 

new educational movement in South India. 

Balkan-Ji-Bari with headquarters in Bombay was perhaps the first 

child organization to be created in 1920. In the same year, it appeared that a 

number of experiments were started by pioneers like Gijubhai who set up 

the Nutan Bal Sikshan Sangh in Gujarat and Maharashtra and the Guild of 

Service which had built-up excellent child welfare organizations throughout 

South India. Those not only cared for large numbers of orphan and destitute 

children living together naturally as in families in homely atmosphere, but 
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were also excellent technical schools and training centres provided for them 

to get properly nurtured. They created the first centre in Madras for training 

of women as house-keepers and properly trained nurses for taking care of 

babies. Homeless boys had been given employment in their bakeries and 

industry had helped set-up of advanced centres for employment for such 

children. In 1927, the Children's Aid Society in Bombay was founded for 

helping and taking vagrant and street children and put them into residential 

care. The society, since its inception, had helped thousands of children settle 

in productive occupations. In Bengal the Moni Mela movement was started. 

In Bihar, the Kishori Dal that maintained excellent services and training 

programmes for Pre-School Children. 

In Assam another child welfare organisation named Maina Parijat was 

set-up, and in Andhra Pradesh the Balananda Sangam. Many small centres 

which did not develop into any notable movement but took care of some of 

the immediate problems of children in Kamataka, Kanpur and Dehra Dun, 

were an indication of the trend in public consciousness to undertake 

activities that improved the life and entertainment of children. In this way, 

small libraries and play centres and later on holiday homes by many 

different small and local agencies were established . . . A very important 

creative centre was the Children's Theatre Movement in Bengal which 

pioneered programmes that made adults realizes the creative genius of 

children. 

In short, during the pre-independence era, the state was mainly a 

Police State Charged with functions of law and order, security and defence. 

The welfare of the millions of children and other people of this country was 

left only to the voluntary organizations that collected donations for 

supporting them. It was estimated that at the time of Independence there 
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were about 500 voluntary organizations providing educational, nutritional, 

health, psychological and recreational services for normal children, welfare 

services for handicapped children and also maternity services. Some of them 

even undertook research in the field of child welfare. 

Emergence of Integrated Approach to Child Development 

After Independence, India became a welfare state. The Government 

took many new steps for the welfare of children and a new era in the field of 

child welfare ushered in based on the reality that today's children is the 

responsible citizen of future. 

The Constitution of India was adopted in 1950 in which economic 

and social planning was kept as a concurrent subject. The Directive 

Principles of State Policy provided the beacon light for formulating various 

socio-economic programmes for women and children. 

There was another dimension which could not be ignored. It was 

rightly stressed by Joost Kutten Brower (1972) that an illiterate disease 

ridden population could not be expected to raise productivity to the extent 

considered necessary by the planners quite apart from the question of social 

justice. 

But for separating children for special inputs, the planners incurred 

the wrath of more traditional social workers who were sure that only family 

services were right and enough for the child. It has been mentioned by a 

former secretary to The Government of India, since India has the ultimate 

goal of a Socialist Society, the ultimate aim of economic development is the 

welfare of the family. And, in the family, the most precious asset is the 

child. Therefore, in the strategy of planned national development, India 
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focused its foremost interest in the young child. And the very First Five 

Year Plan document for the period 1951-56 contained the observation; 

"considering the number involved, the need of children should receive much 

greater consideration than is commonly given to them". That was 

commendable. But even if it was present in the minds of the planners, it was 

certainly not evident and not reflected in their planning. 

Nevertheless, the Government of India, Indian Council of Child 

Welfare and the Central Social Welfare Board had done important 

pioneering work in the field of women and child welfare. Since the number 

of women and children was very large in the total population, owing to 

financial, administrative and other limitations, their efforts had hardly 

touched the fringe of the problem, even after 49 years of the independence. 

Regarding integrated services for children, Ika Paul Pont (1963) had also 

first emphasized "piece meal services have to give place to an integrated 

approach. Mere excellence of isolated service will obviously not be 

effective. Child Welfare Services, therefore, to be planned and organized on 

a comprehensive basis, taking all aspects of child's personality into account, 

care being taken to ensure that the child is not isolated from the family and 

the community to which he belongs. 

D. Paul Chowdhury,(1963) an eminent social scientist had a similar 

v1ew when he pointed out that child welfare comprises totally of 

measures-administrative, technical, educational or social intended to give 

each individual an equality of opportunity of growth and development. In 

1972, he had again observed; if the country has to aim at laying a sound 

foundation for the next generation, it would be extremely necessary to work 

a country-wide programme of integrated child development by bringing 

together not only various departments of the Government but also voluntary 
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organization". But it was not until 1952 that some of the voluntary actions 

became centralized in the Indian Council for Child Welfare, which remained 

the major national organization for child welfare today with branches in 

every state. The Indian Council for Child Welfare (ICCW) grew out 

programme to assist children during terrible famine in Bengal in 1942, 

perhaps the first major United Nations (U.N) action for children in India. it 

also anticipated the great world agency of United Nation International 

Children Emergency Fund (UNICEF) established in 1946. 

Some other important development related to children also needed to 

be mentioned here. In 1949, New Delhi was selected as a centre for 

establishing the World Health Organisation (WHO) Regional Office for the 

South-East Asian countries which incidentally was the first regional office 

to be set-up by the World Health Organisation (WHO). That facilitated 

direct communication with World Health Organisation (WHO) of Maternal 

and Child Health (MCH) besides health problems and assistance for the 

purpose. 

Then m 1953, in order to coordinate the activities of private 

organizations and give them assistance the Central Social Welfare Board 

(CSWB) was established at union level. The Board was also charged with 

the responsibility for preparing programme for women and children in rural 

areas. 

Apart from aiding institutions working for the welfare of destitute, 

neglected and handicapped children the Board through grants-in-aid 

sponsored a programme of Welfare Extension Project and started a network 

of Balwadis in villages and urban areas for the Pre-School children. Creches 

were also run by industrial undertakings as part of their statutory 
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responsibility and mobile creches for children of construction workers by 

voluntary agencies. 

Later, the Integrated Child Demonstration Projects were launched 

during the Third Five Year Plan period. That was followed by Family and 

Child Welfare Projects by the Central Social Welfare Board. The Ministry 

of Education started a programme of Providing Mid-Day Meals to the 

schools children with the help of Cooperative for American Relief 

Everywhere (CARE). 

In 1966 the setting up of the National Institute of Public Cooperation 

and Child Development (NIPCCD), New Delhi was another significant 

development. The Institute is the country's apex organization for training of 

the Integrated Child Development Services (ICDS) functionaries and in 

Fifth Five Year Plan a new Division of Child Development was added to the 

Institute in 1975. In 1968, the Government of India issued the Resolution on 

National Policy on Education which recommended that suitable 

programmes should be developed to reduce the prevailing wastage and 

stagnation in schools. 

On 22"d August, 1974, in the 27th year of its independence, India 

adopted a momentous resolution-the Resolution on National Policy for 

children. The Resolution organized children as the nation's supremely 

important asset and declared that the government should take over the 

responsibility for their nature and solitude. The Resolution urged that a 

children's programme should find a prominent part in the national plans for 

the development of human resources. The adoption of the Resolution 

followed in the wake of the United Nations Declaration of the Rights of the 

Child to which India was a party. In pursuance of the National Policy for 
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children as "the nation's supreme important assets" the Government of India 

constituted the National Children's Fund. 

The emergence of the Integrated Approach to Child Care and 

development could be traced through the various Five Year Plans and it 

appeared that child was never given a high priority in the early Five Year 

Plans and only for the first time in our country, a programme for child 

welfare was included in the Social Welfare Plan during the Third Five Year 

Plan (1961-1966). The Third Five Year Plan emphasized the need for 

. integrated development of children which were necessary for the total 

development of child, such as health and nutrition, education and training, 

recreation and social welfare. In order to demonstrate that Integrated 

Approach to the total development of the child, Demonstration Projects for 

Integrated Child Welfare Services were started by the State Governments in 

17 Community Development Blocks, under a centrally sponsored scheme. 

In 1968, the committee for the preparation of a programme for 

children under the chairmanship of Mr. Ganga Sharan Sinha recommended 

the provision of integrated services of health, nutrition, education and 

welfare of children and mothers through the family and the community. 

The Fourth Five Year Plan (1969-1974) drawn attention to the new 

area of destitute children who had not received due attention hitherto. The 

Plan also reiterated certain gap in social welfare planning such as the lack of 

statistical data, absence of counselling and advisory services and the need 

for better management and supervision at the field level. 

Some major Programmes before launching of the Integrated Child 

Development Services (I CDS) Programme may be read as hereunder. 
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1. (a) Welfare Extension Project (1953-1954) 

(b) Welfare Extension Project (Urban) 1958 

(c) Welfare Extension Project in Border Areas 

2. Applied Nutrition Programme (ANP) 1960 

3. Integrated Pre-School Projects (Urban Neighbourhood) 1961-1962 

4. Tamil Nadu Pre-School Project (1962) 

5. Balwadis Erstwhile Integrated Child Welfare Demonstration Project 

(1964) 

6. Indo-Dutch Project (1966) 

7. The Balwadi Programme in Pondicherry in 1966 

8. Family and Child Welfare Project (1967) 

9. Balwadi Nutrition Programme (1970-1971) 

10. Supplementary Nutrition Programme (1971-1972) 

11. Comprehensive Rural Health Project (1970) 

12. Integrated Mother-Child Health Nutrition Project, Kasa (1972) 

13. Integrated Health Services Project Miraj (1973) 

14. Child Welfare Programme of Child in Need Institute (CINI), West 

Bengal (1974) 

15. Prevention of Blindness due to Malnutrition and Rehabilitation 

Centre, Chikhodra (1975) 
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16. Composite Programme for Women and Pre-School Children (1975-

1976) 

17. The Integrated Child Development Services (ICDS) Project (1975-

1976) 

A critical assessment of the efforts made during the first four Five 

Year Plan Periods (1951-1974) to promote child welfare gave indication 

that the shortcomings in achievement of the goals emphasized in the plans 

were due to a variety of factors such as : 

Lack of Adequate Resources 

Right after independence, emphasis was naturally laid on certain core 

sectors of National Development to which major share of limited resources 

were allocated. The allocation of social welfare, comprising mainly child 

welfare schemes, was less than 0.5 percent of the total provisions in those 

Five Years Plans. 

Lack of Trained Personnel 

Child Development was a specialized field for which knowledge of 

subjects such as Child Psychology, Cognitive Psychology, Education, 

Nutrition, Home Science, Paediatrics, etc., was essential. But manpower so 

trained was missing. 

Poor Economic Condition of the People Stood in the Way of Success 

The per capita income of the people in India in 1951 stood at Rupees 

265. Child Welfare services could not be properly provided for in the 

institutions run by the Government or those by the voluntary agencies 

mainly due to financial constraints. 
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The family did play a vital role in child care but due to their limited 

means they could not do justice to it. 

Deficiency in Administrative Machinery 

A major deficiency was the lack of adequate administrative 

machinery at the centre and state levels. Until 1964, there was no separate 

Department of Social Welfare which could provide the coordinating 

mechanism for the integrated efforts of all other departments providing 

services for children and their welfare and development. During this period 

Social Welfare Services were confined mainly to the provision of relief to 

the handicapped and the under privileged sections of the Society. And it was 

only during the Fifth Five Year Plan (1974-1979) that a shift in the approach 

and strategy to social welfare emerged. Greater emphasis was laid on the 

expansion of preventive and development programmes of social welfare, 

integration between social and economic aspects of planning and expansion 

of basic health services, nutrition, child care, functional literacy etc. 

A strong recommendation for integrated programmes was made by 

the Study Group on the Development of the Pre-School Child (1972) 

appointed by then Ministry of Education and Social Welfare in the 

following words : "Services for the Pre-School Child began in an isolated 

and piecemeal fashion. Some concentrated on education, others on nutrition 

and still others on social welfare. It has had been realized, however, that 

such piecemeal efforts do not produce the best results and that only a 

programme of integrated services which combines education, health, 

nutrition, and welfare (including parent and community education) can 

yield the desired result. We, therefore, recommended that integrated 

11 



programmes for total development of the Pre-School Child should receive 

high priority and adequate resources". 

Moreover in the Fourth Five Year Plan, the programme of Family 

Planning assumed national importance and was accorded the highest 

priority. But it was soon realized that family planning would be more 

effective and acceptable, if the maternity and child health care services were 

to be integrated with it. Likewise it was felt that the organizational base for 

the nutrition feeding programme was inadequate and it would have to be 

integrated with other programmes for deriving maximum benefits. 

Therefore the integration of social services for rural and urban communities, 

and particularly children and mothers, was assumed urgency. 

The Sixth Five Year Plan also pointed out that child welfare was to be 

accorded high priority within the overall frame of social welfare and as per 

its strategy: The Child Care Services to the most vulnerable group 0-6, will 

be strengthened to provide linkage with other inputs like health and hygiene, 

education and water supply. 

During the Seventh Five Year Plan and Annual Plans (1990-1992), 

the Integrated Child Development Scheme (ICDS) continued to be the main 

integrated national approach for early childhood survival and development. 

In 1991, the numbers of sanctioned ICDS Projects were 2,594, of which 

1,656 were in rural areas, 71 in tribal areas and 227 in urban slums. And in 

the Eighth Five Year Plan (1992-1997) too emphasis was given on 

integration and convergence of services. The total number of ICDS Projects 

sanctioned shot up to 5584 in January 1996 in India. 
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Problem of the Study 

Motherhood and childhood are universal; transcend all nationality and 

all religions with no artificial boundaries. Within them human nature is 

enveloped. Both periods are extremely vulnerable in their beginning years 

and deserve the utmost attention for their optimum development. They have 

no second chance to blossom. Still they do not get the best attention in the 

developing countries and to some extent in the developed world too due to 

lack of sensitization in parents, especially in mothers about the child 

development. Later on, it will be definitely too late for any policy initiative, 

strategy or intervention to make up for the loss. This vicious inter

generalization cycle of neglect has to be broken. Ultimately it is the human 

being, who pays the price of such a recurrent oversight. If countries do not 

act in the initial stages at the right time, then the only chance to strengthen 

sustainable human development will be missed forever. 

Women and child development counts maximum both in sustainable 

development and sustainable human development policies and programme 

in every country. Their sheer members and rising population especially in 

the third world exert an added pressure on the already seemingly mountable 

problems. 

Programme administration through sensitization with varied 

objectives, coverage and scope exists in several areas, ranging from the 

welfare and care of specific target groups to the development of women and 

children. There is a long way to go as most of the time, as women lost in the 

daily struggles for survival, steeped in poverty, illiteracy, alienated from the 

decision making process, lacking in economical useful skills and having low 

employment potential and combined with a low self-image and in the 
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developing world they are caught in a VICious self-perpetrating cycle. 

Sustainable development is more than just valid economic growth and 

should involve improving the status of women, their empowerment through 

sensitization on different aspects of life. 

The situation cannot be allowed to go on like this especially when the 

means and methods altogether to affect immediate improvement in several 

areas of concern that already exists. After all, it is the quality of women, 

mothers or would be mothers, adolescent girls and children of TODAY that 

would determine whether human development would be sustainable and 

what sort of human quality would be there to inhibit and take care of the 

world and its environment in the next millennium. 

India acceded the Resolution taken in the United Nation (UN) 

Convention on the Rights of the Child on 11 December, 1992 to reiterate its 

commitment to the cause of children. The objective of the convention was to 

give every child the right to survival and development in a healthy and 

congenial environment. The member countries that had acceded to the 

convention on the Rights of the Child were required to submit a periodical 

report about the status of the implementation of the convention in their 

country. Accordingly, the first India Country report was submitted to UN in 

1997. The second country report was submitted on the rights of the child in 

2001, which was discussed in an oral hearing in Geneva on 21 '1 January 

2004. The UN Committee appreciated the Report and gave its comments 

and observations. The next country report is due in 2008 by "creating" 

intelligence or by laying the foundation for proper intellectual development 

during the earliest years of life; a "superior quality" human resource has to 

be ensured by the third world countries not only for sustainable human 

development but to face a new or entirely 'Modem" challenge. 
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The realization that greater attention is necessary for the period when 

the child is in the making, i.e., preparation of a programme not only for the 

pre-school children in the age group of 0-6 years, but also of the pregnant 

and nursing mother. Here it is important to mention that health status of 

women and children, who together comprise two third of Indian population, 

continues to be unsatisfactory. 

Therefore, in any effective programme the total need of the mother 

and the child have to be met. A programme which has a long term objective 

must provide facilities for the physical, educational, health, nutritional and 

social well-being of the mother and the child. These services have to be 

provided concurrently so that a systematic effect can really take place. 

Finally, the Government of India launched a programme of the Integrated 

Child Development Services (ICDS) in 1975. 

The strategy in programme of Integrated Child Development Services 

(ICDS) to promote the welfare of the preschool child is two-fold. On the 

one hand, it aims at reducing nutritional, medical and educational disparities 

as much as possible by concentrating effort on this most vulnerable section 

where the possibility for damage to development is greatest. On the other 

community awareness specially mothers and crewing on community 

resources, both human and others, to build the necessary service as an 

integral part of life and thus to create the forces which will lead to the 

expansion of programme. 

During the period 1975-1976, 33 experimental Integrated Child 

Development Services (ICDS) projects were launched in India and it was a 

centrally sponsored scheme with a view to all round development of the 

children. In an Anganwadi Centre (A WC) a child spends three to five hours 
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in the centre and rests at home. This is the first experience _of the child with 

strangers, away from home regularly. At this age the child is generally 

dependant on his mother to a large extent. Therefore, what the parents like, 

what their ideas are, how they handle the child are important facts an 

Anganwadi Worker Anganwadi Worker (A WW) should know in order to 

understand the child as a total human being. Parents, especially mothers also 

need to have some knowledge and must be aware about what the 

Anganwadi Worker (A WW) is like. How she handles the children and the 

ways she does, the community mothers should understand and realise. 

It also promotes a healthy pre-natal and post natal environment for the 

young child and is likely to reduce the incidence of low birth weight, 

thereby promoting child survival and development. In addition, there is 

coverage of other important supportive services such as safe drinking water, 

environmental sanitation, women's development and educational 

programmes. 

Services under Integrated Child Development Services (ICDS) 

scheme are presently being made available to about 452.36 lakhs 

beneficiaries comprises of about 371.11 lakhs children (0-6) years and 75.24 

lakhs pregnant and lactating mothers through a network of 76.98 lakhs 

Anganwadi Centre under 5418 operational Integrated Child Development 

Services (I CDS) projects (as per 31st December, 2004). 

The Integrated Child Development Services (ICDS) Scheme will be 

31 years old this year. It has achieved some success, yet the problems which 

are meant to address remain substantial. By many accounts, thus far the 

scheme has been a success. Most of the studies conducted on the 

functioning of the Integrated Child Development Services (ICDS) have 

16 



recognized its po itive role in the reduction of infant mortality rate, 

improving immunisation rate, increasing the school enrolment and reducing 

the school drop-out rates. Nevertheless, it is also clear that for a scheme that 

has been in operation for more than three decades, the benefits are still too 

concern for policy makers. Even today, around one-third of Indian children 

and more than half in rural areas are born with low-birth weight. The high 

incidence of premature births, low birth weight, neonatal and infant 

mortality can attribute to poor nutritional condition of the mothers. The 

majority of women still do not get proper nutrition and health care during 

their pregnancy. In some areas, 60-75 percent of pregnant women receive no 

antenatal care at all. More than 85 percent of women in rural areas and 95 

percent in the remote areas give birth at home. Only 42 percent of women of 

the country have access to safe deli very faci lities. 

In addi tion, surveys indicate that even the immunization servtces 

were till well below minimally acceptable norm in the 1990s and most 

children in the age group 1-2 years were not adequately immunized. 'What 

explains this even 30 years after what is one of the more successful 

government schemes are launching to address these problems'? The basic 

an wer must be that not enough resources have been devoted to thi scheme 

to meet the huge requirement. However, it has been seen that the way the 

programme has been implemented; it effectively ends up concentrating 

mainly on the 3-6 years age group. While children under three years are 

usually enrolled in the programme, their involvement remains nominal and 

there are no faci lities to allow for reaching out to uch children and their 

mothers in an effective way. 

Nevertheless, despite mothers' sensitization on varwus aspects of 

child development, what is the pre ent status of women and chi ldren vis-a
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vis some significant indicators, why early intervention to improve their lot 

through creating awareness is of utmost and immediate importance, why 

investing in early child development is the same as investing in the future 

humankind is very important to find the answer. Moreover, why the period 

before birth, infancy, early childhood or the under three age group is off 

special significance to the mother, what major policy initiatives, 

programmes and schemes to attain gender balance in different areas 

empowerment of women and care and development of girl-child, adolescent 

girls and children as exists mainly in India, is very important subject matter 

for the policy makers in future. 

Moreover, it is also clear that for a scheme that has been in operation 

for more than three decades in all over the country by the government of 

India, for the benefit of the children and women needs intervention in its 

successful implementation. The reason behind is quite simple. There are not 

enough Anganwadi Workers, and they do not have adequate resources to 

meet all the nutritional requirements of those pregnant and lactating 

mothers, infants and small children who need them. If the declared norms of 

one Anganwadi Centre per 1,000 population is to be made, there should be 

14,00,000 Anganwadi, as against the current 65 lakhs such centres, of which 
. -., 

only around 6 lakhs centres are operational. 

There is further problem of overloading the tasks assigned to engaged 

Anganwadi workers in a wide range of other public interventions such as 

creating awareness of diarrhoea and ORS, upper respiratory infections, 

directly observed treatment system tuberculosis AIDS Awareness, 

motivation and education on birth control methods, Total Literacy 

Programmes, Sarvashiksha Avijan, Non-Formal Education and so on. The 

worker and helper in such centres are paid so little that they are no more 
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than voluntary workers who received paltry 'honorarium' and are· called 

'part-time workers' in the centres which are supposed to open for only four 

hours a day. It is easy to say that all these amount to more than a fulltime 

activity, yet the Anganwadi workers and the helpers are hardly use to 

compensate for all this. In many cases there are simply not enough for them 

to cater all of these varied demands even within small population. 

Moreover, there are frequent complaints of the delay by Central 

Government in transfer of resources for this programme, while State 

Government differ substantially in the amount and quality of supplementary 

nutrition provided for the programme. This makes the scheme uneven and 

sometimes even problematic in terms of the quality of food provided and its 

acceptability to small children. 

Therefore, the basic innovation should be to look at the children and 

mother as a single entity each reinforcing the other in sustainable symbiotic 

relationship for the ultimate development of the child. This can happen only 

when mothers are taken into confidence while developing programme for 

the children. The central theme in implementing Integrated Child 

Development Services (ICDS) should be to building up of a coalition of 

mothers with the project functionaries through a regime of dialogue and 

discussion if necessary, which leads to conscientisation of the mother. 
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Rationale of the Study 

While the ultimate success of the Child Development Programme 

through ICDS can be judged by the impact they made on the health of the 

beneficiaries, mother's sensitization plays an important role in building 

attitude, formation and modification of behaviour patterns and practice of 

early life of every children. It needs to realize that efficient delivery of 

benefits; services and guidance from mother are essential pre-requisites for 

ensuring the desired impact on health of the children as well as mother 

sensitization on child development. The implementation of even a 'very' 

well conceived programme of Integrated Child Development Services 

(ICDS) in Kolkata may pose problems and difficulties which may impede 

efficient delivery of benefits and sensitization of mothers on child 

development and their proper utilization by the beneficiaries. It is therefore, 

necessary that the implementation of these programmes and at the same 

time the extent of mother sensitization is necessary to be observed and 

systematic studies to have a realistic assessment of the manner in which the 

benefits are actually being delivered and being utilized. Such efforts may be 

made with a view to identifying the point of divergence between what is 

entitled in the programme and what is obtained in the field and the problems 

being experienced by Anganwadi Centres (A WC) and beneficiaries as well 

as their mothers. Empirical studies on these lines may also suggest 

modification in the policies of implementation and the strategies employed 

or needed to be developed to sensitize mothers for child development. The 

present study is an effort in this direction. 
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Review of Literatures 

To review the literature on Integrated Child Development Services 

(ICDS) is very difficult as there are hardly any studies available in this area. 

Under the present context whatever studies are available on ICDS have been 

reviewed here. 

Sen Benoo (1996) in his article emphasized the essential of 

harmonizing the expansion of ICDS Programme and the enrichment of 

Package of Services, i.e., services provided under the ICDS programme. He 

felt the need for advocacy, social mobilization and awareness building 

community; so that demands for the programmes comes from the 

community itself and they Are motivated to sustain the programme. In this 

article, instrument of community participation is more significant than the 

creating awareness and the sensitization of mothers on child development, 

as the mothers are closely related to the child, especially in the early part of 

'the child's life'. 

In the study of Integrated Child Development Programme Services 

Administration, Ratan (1997) has shown that for the success of any Child 

Development effort, the inherent unity of the child, personality and the need 

to consider young in their complexity during the early part of their life and 

in all biological, psychological and social aspects of their personality has to 

be recognized through the involvement of mothers as the mother plays 

significant role in the process of socialization of child, whose thoughts, 

attitudes, behaviour patterns are moulded and take shape through the 

guidance of the parents, specially mothers. Further Ratan has emphasized 

that the programme has to be prepared not only for the pre-school child in 

the age of 0-6 years, but also for the pregnant and nursing mothers. If the 
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mother give birth a healthy child, the family as well as the Nation will be 

more strengthened in future. Moreover, if the mother is aware about the care 

of herself from the conception and during pregnancy she will share her 

experience and knowledge to others who will be going to be mother soon. 

It has been experienced that Welfare of the Child means all around 

development of the child. So it should include all kinds of services that are 

essential and needed to provide guarantee for the total well-being of 

physical, intellectual, emotional, educational and social potentialities of the 

child. Lacking of one component of the package of services may result in 

deficiency in total development of a child. A package of services should be 

provided to all the children before 6 years of age (Government of India, 

1968). 

Now-a-days Pre-School children have been considered as an 

instrument for future national development if they are moulded through 

proper care in the early childhood stage. Today providing nutritional 

education to the parents and making them aware about proper child care is a 

pre-requisite for socializing the Child. Therefore, pre-school education has a 

significant role for the promotion of proper leadership among the children. 

This helps for the emerging nationalist movement in future. At the same 

time care of pre-school children is very important for their socialization and 

for that the parents should be provided with needful education with regard 

to childcare. 

It is shown that mother can be at risk during pregnancy if she suffers 

from malnutrition. It is dangerous as it seriously affects the health of both 

mother and child. The link between malnutrition disease and poverty seems 

to be difficult to break. The only way to prevent is to ensure the 
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arrangement of adequate nutrition to the mother. For that, the mother, 

especially the family members should be made conscious about it. 

( chauhan1993). 

It is realised that during each stage of development of child, parents 

have much more influence on the children than the teacher. Through love 

and affection they can guide their children on the right way as the children 

spend much more time with their parents than teacher, and 'Parents' 

company leads to develop strong emotional bond that exists between them 

and helps n socialization process. (Haxton, 1982). 

In Kohan's study (1972) importance has been given to the 

relationship between parents and the teachers. It has emphasized the direct 

relationship between the two parties which brings them close each other. If 

they are close each other, they can exchange their views, share their 

experiences. They will be able to familiar and aware of each other's 

problems. This understanding will help in reducing the inconsistency in 

adult behaviour that confronts the child. 

The practices of mother and childcare should start from the very 

beginning, i.e., from the conception, and it should continue after the birth 

also. In future life it will contribute to the maintenance of Nutritional and 

Health Status of the Child. Therefore mother should be aware properly 

about it. (Park and Park, 1972). 

According to the study of Chandrasekhar and Gosh (2006) it is 

clear that the Scheme (I CDS) is running for more than three decades, but the 

benefits of the scheme are still far too limited and maternal and child health 

and nutrition are still areas of major concern for policy. Because even today, 

around one-third of Indian Children-and more than half in rural areas-are 
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born with low birth weight. The majority of women still do not get proper 

nutrition and health care during their pregnancy. More than 85% of women 

in rural areas and 95% in the remote areas give birth at home and in some 

areas 60-75% of pregnant women receive no antenatal care at all. Moreover 

many studies have pointed out that the programme mainly concentrated on 

the 3-6 years age group. The children under three years are usually enrolled 

in the programme, their involvement remains nominal and there are no 

facilities to allow for reaching out to such children and their mothers at 

home in an effective way. So it is clear that mothers are not properly 

conscious about their health and child care. If they are aware about it they 

must be able to enjoy the benefits of the scheme where it is implemented. 

Majumder (2007) has suggested that in remote areas it is really hard 

nut to crack to ensure serious delivery through the system of scheme 

delivery packages. Here the only available alternative is to motivate and 

gear up newly form Self Help Groups (SHGs) to take the ownership of the 

programme. Training of mothers for regular monthly weighting of their 

children by their own initiative under the supervision of Anganwadi Worker 

(A WW) and install a healthy competition among themselves regarding their 

matter, spreading the message of immediate and exclusive breastfeeding, 

total immunization, along with the distribution of monthly immunization 

schedule as (fixed in the joint meeting at Gram Panchayet (GP) level) to 

each and every household through them, using Self Help Group (SHG) 

clusters as the depot holder for contraceptive pills, Oral Rehydration 

Solution (ORS), for the critical need of the mother and children of the 

community, spreading no lost no teach message for maternal and neonatal 

care are the initiatives that can be adopted and performed by the all stake 

holders for better out come. 
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According to a study it is learnt that the care of young children is best 

left to the family. Parents are indeed best placed to look after young children 

and generally do care for them. Many parents are unable to take adequate 

care of their children as they have limited knowledge of matters relating to 

childcare and nutrition. Moreover, social norms are very important in this 

field, the inclination of parents to immunize their children often depends on 

whether 'other people' in their family, community or village do it. So lack 

of awareness and prejudices are playing a significant role in this respect. 

[NFHS-3, 2005]. 

Another study on Children under six shows that the slow progress in 

the field of child nutrition is all the more striking as the Indian economy is 

one of the fastest growing in the world. During the last 15 years, India's 

GDP has been growing at about 6 percent per year on average and per capita 

income has been more than doubled. Yet the progress of child development 

indicators has been much slower in India than in many countries with 

comparable or even much lower rates of economic growth. ( NFHS, Dec., 

2006). 

It has been envisaged that women are the bearers and main care 

givers of all children, male or female. After a child reaches the age of six 

months, the mother need not be main caregiver, but she usually is. Thus, it 

is self-evident that, the health women maintain, the power they yield, the 

decision they are able to take, the support they receive as child caregivers 

while balancing onerous roles as workers and home makers, their self

esteem and values, all make impact on children. The impact on the girl child 

is even greater because patriarchy is transmitted from women to women and 

social conditioning created at early ages {Report of Focus, October 11, 

2006). 
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Prime Minister, Dr. Monmohon Singh has expressed concern over 

poor implementation of the Integrated Child Development Services (ICDS) 

Scheme. He wrote to the all State Chief Ministers to carry out a detailed 

assessment of the Programme, focusing on areas with concentration of 

minority communities and Schedule Caste and Schedule Tribes and the 

States must apprise him of the action taken every three months. He said 

unless lacuna is removed now, universalisation of the Scheme would remain 

on paper and not ensure a brighter future for children as the core objective 

of the Integrated Child Development Services (ICDS) Scheme. In the 11th 

Plan should be the universalisation with quality. He expressed serious 

concern over under nutrition in the 0-6 age group and poor immunization 

status under Integrated Child Development Services (ICDS). Evidence 

shows that the programme had not led to any substantial improvement in the 

nutritional status of children under six. The prevalent rate of under nutrition 

in the age (0 - 6) group remains one of the highest in the World. (The 

Telegraph, January 17, 2007). 

As per the latest data from the ICDS, more than half of the country's 

children below the age of 6 are malnourished. From the progress report of 

the State Governments and Union Territories, it is envisaged that 49.61% of 

the children are moderately malnourished and 0.06% are severely 

malnourished. (The Telegraph, 51
h December, 2006). 

From the experience it is seen that if mother is healthy and does not 

have anaemia, her baby will not have low birth weight. If she has been cared 

for as an adolescent and got married after her teens, she will be a healthy 

mother and if she is given adequate food and health care as a little girl, she 

will not be a malnourished adolescent. (31 years of ICDS, The Telegraph, 

2"d October, 2006). 
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The studies on the various aspects as shown in the above paragraphs 

reveals that mother can be at risk during pregnancy, if they suffer from 

malnutrition. It is dangerous because it seriously affects the health of both 

mother and child. The link between malnutrition disease and poverty seems 

to be difficult to break. The scheme is running for more than three decades 

but the benefits of the scheme are still far behind the target and maternal and 

child health and nutrition are still areas of major concern for policy makers. 

During each stages of child development, parents have much more influence 

on children than teacher as they spend much more time with their parents 

than teacher which helps to develop strong emotional bond between them. 

Therefore importance should be given on the relationship between parents 

and teacher which make them able to be familiar with and aware of each 

other's problems through sharing of experiences and exchange of thoughts. 

(Cauhan,Haxton,Kohan,Chandrasekhar and Ghosh) 

Several studies have explored that for the success of any child 

development effort, the biological, psychological and social aspects of the 

child's personality has to be recognised through the involvement of mothers 

as they play significant role in the process of socialization of child whose 

thoughts, attitudes, behaviour patterns are moulded and take shape through 

the guidance of parents, specially mothers. They also viewed that the 

pregnant and nursing mothers should be included in the ICDS Programme 

because if the mother give birth a healthy child, the family and the Nation 

will be more strengthened in future. Pre-school children have been 

considered as an instrument for future national development. Therefore, pre

school education has a significant role for the promotion of proper 

leadership among the children. It is better to practices of mother and child 

care should start from the very beginning, i.e., from the conception and 
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should continue after the birth also. (Ratan,Park and Park,Reports of the 

Government of India). 

Some studies have focussed the essentials of harmonising and enrichment of 

services under ICDS programme. Also emphasized on the need for 

advocacy, social mobilization to ensure community participation especially 

mothers, as they are closely, related to children. The programme should 

include all kinds of services for the total well-being of the child. Lacking of 

one component of the package of services, there may be deficiency in total 

development of child. Moreover, many parents are unable to take adequate 

care of their children as they have limited knowledge of matters relating to 

child care and nutrition. Social norms are one of the importance factors that 

inclination of parent to immunize their children often depends on whether 

other people in their family, community or village do it or not. (Sen,Benoo, 

Park and Park, Sing, Reports ofNFHS, Newspaper article) 

In the remote areas of rural India it is really hard to crack to ensure 

serious delivery through the system of scheme delivery of packages. Here 

the only alternative is to motivate and gear-up newly formed SHG(s) to take 

the ownership of the programme. Using SHG clusters as the depot holder to 

provide services to meet the critical needs of the mother and children and 

the initiatives can be adopted and performed by the all stake holders for 

better outcome. It has been envisaged that after a child reaches the age of six 

months, the mother need not be main care giver, but she usually is. Thus, it 

is self-evident that the health of the women maintain, the power they yield, 

the decision they are able to take, the support they receive as child care 

givers while balancing their roles as workers and home makers, their self

esteem and values, all make impact on children, especially on the girl child 

as patriarchy is transmitted from women to women and social conditioning 
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created at the early ages. Experience shows that if mother is healthy and 

does not have anaemia her baby will not have low birth weight. If she has 

been cared properly, she will be a healthy in future. (Mazumder ,Reports 

of Focus ,Newspaper article) 
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Objective of the Study 

The study will be taken up with the following as the main ob 

• To assess how far the parents as well as community are aware about the 

programme and their attitude towards the programme as a whole. 

• To make an in depth study of the effectiveness of the strategy employed 

in the field level implementation of the programme Integrated Child 

Development Services (I CDS) in the slums of Kolkata, West Bengal. 

• To identify the problems experienced by the implementing agency in 

delivering of benefits and the services to the beneficiaries as well as 

barriers and bottle necks to sensitise mothers as well as community as a 

whole. 

• To find out the pattern of utilization of benefits of the programme as it is 

obtained in the field and to discuss the point of divergence from what is 

envisaged in the programme. 

• To suggest, if necessary, modification in the implementation strategy for 

making the organisation for delivery of benefits more effective through 

sensitization of mother and active participation of community for 

ensuring proper utilization of the benefits by the beneficiaries. 

We shall compare awareness and acceptance of the programme in respect of 

social variables like Hindu-Muslim and Bengali-Bihari. Economic variable 

is not important, since slums population belongs to the same economic 

category. 
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Method of the Study 

The data have been collected from both pnmary and secondary 

sources. The primary sources of data covers 120 Anganwadi Centres run 

under the Integrated Child Development Services (ICDS) Project in the 

slums of Kolkata which are being implemented jointly by the Government 

of India, the State Government, the United Nations International Childrens 

Emergency Fund (UNICEF) and the Ramakrishna Missioin Loksiksha 

Parishad, Narendrapur. The Loksiksha Parishad (ISP) is perhaps the first 

Non-Governmental Organisation (NGO), to get the responsibility of running 

the scheme outside the Government infrastructure and has undertaken this 

scheme since 1986 in 16 slums of North Kolkata, out of them 6 slums are 

dominated by Muslim inhabitants comprising Bengali and Bihari Muslim 

families. The centre of the project are located at Kalabagan, Raja Bazar, 

Narkeldanga, Phoolbagan, Park Circus, Topsia and rest 111 slums are full of 

Hindu habitants comprising Bengali and Bihari Hindu families living in 

Goabagan, Bagbazar, Canal East, Manicktala, Ultadanga, Muchipara Slum, 

Manicktala Slum, Sahitya Parishad Street Slum, Dal patty Slum, R.G. Kar 

Canal East and Hatibagan Slum. The scheme covering a package of services 

provided to 18,000 children and their mothers. Out of total 120 centres, 19 

centres are located in Muslim belt and rest 101 centres are in Hindu belt of 

Kolakta Municipal Corporation. The main sources of primary information 

for the study are Mothers of the beneficiary children from the two respective 

belts. The secondary sources of data are available from various libraries and 

government records. 
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Universe of Study 

The universe of the study covers a total population of 1,08,000 having 

57,000 males and 51,000 females. Total number of Anganwadi Centres run 

under the North Kolkata ICDS Project is 120. Supervisors of these centres 

are headed by one Child Development Project Officer. 

Sampling Frame 

The sampling frame is 3,800 mothers of the children of 38 

Anganwadi Centres. Out of total 120 centres run under this scheme all 19 

centres have been selected in Muslim belt and also another 19 centres have 

been selected from Hindu belt randomly for the study. 

Sampling Procedure 

The selection of informant is based on random sampling method from 

38 Anganwadi centres, 19 from Muslim belt and 19 from Hindu belt to keep 

the Hindu-Muslim sample size equal. Each centre have more or less 100 

beneficiary children. Out of them 10 beneficiary children have been selected 

and their mother have been interviewed for the study. The samples have 

been drawn according to the Random Table 6 of the basic statistics. By 

applying this method each sample has a probability of being selected and 

hence it is believed that all samples are free from any bias. 

Unit of Observation and Sample size 

The units of observation and sample size are 380 mothers of the 

beneficiary children (190 from Hindu belt and 190 from Muslim belt) of the 

North Kolkata ICDS project. Each unit of the sample have observed during 

the course of data collection. 
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Tools and Techniques of Data Collection 

Necessary data and information have been collected through direct 

contact with the mother of the child, 190 mother from the Muslim belt and 

190 from the Hindu belt who are under ICDS programme are interviewed 

through a schedule. Observation method also used as a tool for data 

collection. Data also are collected from secondary sources for the fulfilment 

of the study. The primary sources of data are the mothers of the beneficiary 

children and data have been collected through face to face interview using 

semi-structured schedule. 

Data Collection 

Data and necessary information have been collected by home visit 

and face to face interview, using schedule and observation. Data are also 

collected from secondary sources. The secondary sources of data have been 

collected from books, journals, government records, published reports of the 

various committees and records of the centres of ICDS project. The 

interview schedule which was used as a tool for data collection, comprises 

various section, such as background information about the mother 

respondents and beneficiary children, level of awareness regarding services 

among the parents and community people, mothers knowledge about pre

natal and post-natal care, sensitization of mothers with regards to 

effectiveness and impact of the programme on children, problems and 

suggestion to improve the condition. 

Analysis of Data 

The data collected through pnmary and secondary sources have been 

analysed and the thesis have been written qualitatively. Qualitative analysis 

involves logical interpretation and explanation of data. 
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CHAPTER-II 

INTEGRATED CHILD DEVELOPMENT SERVICES (ICDS) 

IN INDIA 

According to the reports of the Department of Social Welfare, 

Government of India (1968), in spite of some of the gains, the fact remains 

that over five and half decades of planning is over the administration of 

women and child welfare programmes has not been able to make the desired 

impact on the problems of women and children. Needs of the children are 

related to the biological requirements of their growth, the social 

environment in which they are born and brought up and the expectations of 

adult life for which they are to be prepared. The needs vary with the 

different stages of growth of child and have to be viewed in relation to the 

five main stages, i.e., 

o Intra-uterine stage, from conception to birth 

o Infancy, from birth to one year 

o Toddler stage, from 1 to 3 years 

o Pre-School stage, from 3 to 6 years 

o Primary School stage, from 6 to 11 years 

Although the biological requirements are basic to growth of the child, they 

are influenced considerably by the social environments. An assessment of 

the health and nutritional needs of the mother and of the child is extremely 

important during the various stages of child development. Whether an 

individual survives the first few years and how, it determines whether he or 

she will grow up into an energetic and productive adult. 
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The first six years of life are the formative years. Malnutrition can 

make mild childhood diseases fatal. Prolonged poor nutrition can leave the 

child retarded or lacking in curiosity, energy and capacity of learning. 

Under nutrition and malnutrition is of a certain kind of, especially 

shortage of protein during these critical years. It prevents children from 

attaining the full genetic potential for development. In other words, lack of 

calories, vitamins and minerals, prevent the child from growing fully or 

makes him or her blind. Many of the childhood diseases leave the individual 

permanently crippled or ill. 

While stressing that nutrition is basic to health and adequate nutrition 

food for the expectant mother and the child is a necessary condition for the 

healthy growth of the child, the committee headed by the Ganga Sharan 

Sinha mentioned "Hunger and malnutrition undermine and stunt the growth 

the child and prevent him in later life from making his full contribution as a 

productive worker. 

Neglect of the pre-school child results in developing physical or 

mental handicaps, which in tum, place a burden on the nation and exhaust 

its resources through expenditure on curative and rehabilitative services 

required for the handicapped. So it is "beneficial to allocate resources and 

design preventive programmes for healthy development of the pre-school 

children so that it may, in due course, become an asset to the nation. 

It is estimated that the loss of human life in terms of total wastage of 

pregnancies and infant and child mortality in India is probably the highest in 

the world. This loss of life prior to and within one year of birth is a 

tremendous waste of human resources in terms of the mothers' health and of 
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social and emotional energy. This also leads to a serious drain on resources 

and places a constraint on the spread of the family planning concept. 

Having regard to their vast number in India and the serious 

consequences of these problems are neglected by our welfare administration 

authorities. The care of children up to the pre-school age in particular has 

always been a matter of urgent necessity. Experience has shown that for 

success in any child development effort, the inherent unity of the child's 

personality and the need to consider the young in their complexity and in all . 

the biological, psychological and social dimensions of their. personality has 

to be recognized. The Encyclopaedia of Social Work in India also pointed 

out that "child welfare refers to the total well-being of the child. It therefore 

includes all services which are needed to ensure the fullest development of 

physical, intellectual, emotional and social potentialities of the child. 

The Government of India became conscious of child welfare need and 

since realising the need a number of programmes for children had been in 

existence, i.e., Welfare Extension Projects, Border Area Projects, Applied 

Nutrition Programme, Integrated Pre-School Projects, Family and Child 

Welfare Projects, Special Nutrition Programmes, Balwadis, Creches, etc. 

As early as October 1960, realizing the need to study the problem of 

child care and child welfare, the Central Social Welfare Board (CSWB) at 

the instance of the then Union Ministry of Education appointed a committee 

to prepare a comprehensive plan for the care and training of children in the 

age group of 0-6 years. 

Mter a long time, more than two and half decades, in 1975-76, 33 

experimental Integrated Child Development Services (ICDS) Projects were 

launched in India. The number of Projects rose considerably since then and 
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further rapid expansion was envisaged in the Eighth Five Year Plan. Till 

January 1996, the Integrated Child Development Services (ICDS) Projects 

sanctioned in India were 5584. 

Besides Integrated Child Development Services (ICDS), the scheme 

of Functional Literacy for Adult Women was introduced in Integrated Child 

Development Services (ICDS) Project areas in July, 1976. It was also a 

programme of Ministry of Social Welfare, Government of India. It aimed at 

providing non-formal education to all women in the age group of 15-45 

years in the field of health and hygiene, food and nutrition, home 

management and child care, vocational and occupational skills and civic 

education. The emphasis was not on the three R's but on functional aspects. 

Backward and rural areas and urban slums in particular have been 

more extensively covered by the programme with nearly 75 percent of the 

projects in rural areas. 36 new projects sanctioned during 1992-93 were 

earmarked for entrusting to Non-Governmental Organisations (NGOs). 

Another 30 ICDS Projects sanctioned during 1993-94 were also earmarked 

forNGOs. 

As a service delivery programme, the Integrated Child Development 

Services (ICDS) has certain unique features which constitute its area of 

strength which are as follows: 

o The programme is largely village based and conducted by 

Anganwadi workers and helpers who are normally residents of the 

same village. 

o The Anganwadi worker tries to maintain close contact with 

individual household of the village, thus taking away the 
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impersonal bureaucratic approach generally found in Government 

run programmes. 

o The programme enlists the active help and participation of 

voluntary organization, social activists, academic and medical 

institutions and professionals. 

o There is a built-in scope for convergence of health, nutrition and 

childhood education services, etc. at the Anganwadi level. 

o Two-third of the population covered by the ICDS Programme 

comprises scheduled castes, scheduled tribes and other backward 

communities. 

o 62% of children benefiting from the programme are from the low 

income group household, i.e., income below Rs.2,000/- per 

annum. 

During the Ninth Five Year Plan only 408 additional projects, out of 1452, 

could actually become operational by the end of the Ninth Plan. In the Tenth 

Five Year Plan also, a few numbers of Integrated Child Development 

Services (ICDS) Project were approved for implementation within the 

sanctioned 5652 projects only with no expansion due to resource 

constraints. The remaining 1044 ICDS projects which were non-operational 

at the beginning of Tenth Plan, become operational by 31.03.2006. 

Along side expansion of the scheme, the budget allocation of the 

scheme has also increased significantly. The current Five Year Plan outlay 

is Rs.4543 core against Rs.2167.44 core in 2004-2005. Thus the allocation 

for the scheme was gone up by 100 percent in the last two years. Moreover, 

the financial norm of Re.1/- per beneficiary per day for supplementary 

nutrition under the ICDS Project, fixed way back in 1991 has also been 

doubled in October, 2004. The earlier criteria for selection of beneficiaries 
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of supplementary nutrition are no longer confined to the beneficiaries of 

Below Poverty Line (BPL) families only. 

During the last five years (2002-2006) although the total number of 

child beneficiaries has increased significantly, there still exists a wide gap in 

reaching out the services to all children under six years in the country. As 

per Census 2001, there are 15.79 core children in the age group of0-6 years, 

of those 4.67 core children (6 months to 72 months) only are covered under 

the supplementary nutrition component of the Integrated Child 

Development Services (ICDS) Project (as on 31.06.2006). 

The Norms and Components of Integrated Child Development Services 

(I CDS) Programme 

The Integrated Child Development Services (ICDS) Programme takes 

care of children below six years of age and of essential needs of pregnant 

and nursing mothers residing in socially backward village and urban slums. 

The Integrated Child Development Services (ICDS) provide the following 

package of services; 

o Supplementary nutrition 

o Immunization 

o Health Check-up 

o Referral Services 

o Non-formal Pre-School Education 

The focal point for the delivery of ICDS services is an Anganwadi-a 

child care centre located within the village or slum area itself. Each 

Anganwadi is run by an Anganwadi Worker (A WW) and a helper usually 
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covers a population of 1000 in rural and urban areas and 700 in tribal and 

hilly areas. 

The Objectives of the Integrated Child Development Services (ICDS) 

Programmes 

The Integrated Child Development Services (ICDS) aims at human 

resource development by providing an integrated delivery of essential 

services to children and women in their vulnerable life period. Thus laying 

the foundation for their proper psychological, physical and sociological 

development and to reduce the incidence of mortality, morbidity and 

malnutrition and school dropout, the Integrated Child Development Services 

(I CDS) Scheme has been laid on ground with the following objectives: 

• To improve the nutritional and health status of children in the age 

group of 0-6 years. 

• To lay foundation for proper psychological, physical and social 

development of the child. 

• To reduce the incidence of mortality, morbidity, malnutrition and 

school dropout etc. 

• To achieve effective coordination of policy and implementation 

amongst the various departments to promote child development. 

• 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. 

Since the mother has a key role in the physical, psychological and 

social development of the child, nursing and expectant mothers have to be 

brought into any programme focussed at the welfare of the child. Attention 

is given to mothers and therefore, women of 15-45 years have been brought 
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within the ambit of Integrated Child Development Services (ICDS). And of 

late, attention is also focussed on the adolescent girls as they are would be 

mothers. 

Adolescent Girls (11-18 years) scheme 

The Department of Women and Child Development, Ministry of 

Human Resources Development, Government of India(1995) took up 

activities for adolescent girls as an additional thrust area under Integrated 

Child Development Services (ICDS) Programme and for this purpose the 

authorities had conceptualized in September 1991 two distinct activities as 

follows: 

• Girls to Girls Approach 

• Balika Mandals 

It was envisaged that the scheme for Adolescent Girls is to be treated as a 

part of the Integrated Child Development Services (I CDS) Programme. The 

Central Government would fund all expenditure except that on 

supplementary nutrition, while the State Government concerned will be 

responsible for the supplementary nutrition component. Therefore, for the 

first time in India, a special intervention had been devised for the adolescent 

girls (11-18 years) using the Integrated Child Development Services (ICDS) 

infrastructure. 

As described by the Department of Women and Child Development, 

the scheme for Adolescent Girls was devised to focus on school drop-out 

girls in the age group of 11-18 years and made attempt to meet their 

Nutrition, Health, Education, Literacy, Recreational and Skill Development 

needs. The scheme has been conceptualised to put thrust to make the 
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Adolescent Girl for a better mother in future and tap their potential as a 

social animator. The scheme relied on centre-based infrastructure, training 

camps and hands on training. 

Delivery of Services 

Supplementary Nutrition 

Supplementary Nutrition is given to children below 6 years of age and 

to nursing and expectant mothers from low income families. Special 

attention is paid to the delivery of supplementary nutrition to children below 

3 years of age. The amount of nutrition varies according to the age of the 

child. The type of food depends upon local availability, type of beneficiary, 

location of the project, administrative feasibility etc. First priority, however, 

is given to locally available food. Supplementary nutrition is given for 300 

days in a year. Children who are found, as a result of health check-up, to 

suffer from third degree of malnutrition are given enhanced supplementary 

nutrition (therapeutic food) based on their physical needs as recommended 

by the doctor. On average, the effort is to provide daily nutritional 

supplements to the extent of 300 calories and 10 gms. of proteins per child, 

500 calories and 15-20 gms. of proteins for pregnant women/nursing 

mother, and 600 calories and 20 gms. of proteins for each severely 

malnourished child. 

Nutrition and health education is given to all women in the age group 

of 15-45 years with priority to nursing and expectant mothers. A special 

follow-up is made for mothers whose children suffer from malnutrition or 

from frequent illness. 
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Table 1: Nutritional needs of different beneficiaries (under the ICDS 
Progranunes 

Sl. 
No. 

1. 
2. 
3. 
4. 

Recipients 

Children up to 6 years 
Adolescent Girl 
Pregnant and Nursing Mothers 
Malnourished Children 

Calories 

300 
500 
500 

Grams of 
Protein 

10-12 
20-25 
20-25 

Double the daily supplement 
provided to the other children 
and/or special nutrients on 
Medical recommendations 

The selection of beneficiaries for to be covered under supplementary 

nutrition under the Integrated Child Development Services (ICDS) 

programme was clarified and reiterated by the Government of India in 

January 1990 by outlining the following. 

Pregnant women and nursing mothers are eligible for supplementary 

nutrition. In the case of pregnant women, supplementary nutrition is 

admissible now from the day of pregnancy is detected up to the date of 

delivery. The nursing mother is eligible for supplementary nutrition for the 

first six months of lactation. However, all pregnant women and nursing 

mothers are not eligible for this facility. Families belonging to the landless 

agriculture labourers, schedule castes and schedule tribes, families having a 

total monthly income not exceeding Rs.500/- per month, and the pregnant 

women and nursing mothers who is enlisted by the Auxiliary Nurse 

Midwife (ANM) or by the Medical Officer on medical grounds. 

43 



Immunization 

Immunization against Diphtheria, Whooping Cough, Tetanus, 

Poliomyelitis and Tuberculosis of all infants (by first birth day) is 

undertaken in the project area. Immunization against measles is given if the 

local epidemiological situation warrants it. Children of 5 to 6 years of age 

(school entry) receive booster dose for Diphtheria and Tetanus (DT) and 

two doses of typhoid vaccination. As tetanus among new born babies is 

common and is usually fatal, all expectant mothers are immunized against 

tetanus. 

Health Check-ups 

This includes health care of children under less than six years of age, 

antenatal care of expectant mothers and post natal care of nursing mothers. 

These services are generally provided by the Auxiliary Nurse Midwife 

(ANM). Medical Officer in charge of Health Sub-Centres and Primary 

Health Care Centres under the Reproductive Child Health (RCH) 

Programme of the Ministry of Health and Family Welfare is consulted as 

and when necessary. The various health services include regular health 

check-up, immunization, management of malnutrition, treatment of 

diarrhoea, de- worming and distribution of simple medicines, etc. 

Pre-school Education 

This component for the three to SIX years old children in the 

Anganwadi Centre is directed towards providing and ensuring a natural, 

joyful and stimulating environment with emphasis on necessary inputs for 

optimal growth and development. The early learning component of the 

Integrated Child Development Services (ICDS) is a significant input for 
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providing a sound foundation for cumulative lifelong learning and 

development. It also contributes to the universalisation of primary 

education, by providing to the child the necessary participation in Primary 

Schooling and offering suitable care to younger siblings, thus freeing the 

older ones especially girls to attend school. 

Referral Services 

During health checkups and growth monitoring, sick or malnourished 

children in need of prompt medical attention are referred to the Primary 

Health Centres or its sub centres. The Anganwadi worker has also been 

oriented to detect disabilities in young children. She enlists all such cases 

and referred them to Auxiliary Nurse Midwife (ANM) and medical officer 

in charge of the Primary Health Centres/Sub-Centres. The cases referred by 

the Anganwadi workers are to be attended by health functionaries on 

priority basis. 

Nutrition and Health Education 

Nutrition and Health Education (NHE) is a key element of the work 

of the Anganwadi worker. This forms the part of Behaviour Change 

Communication (BCC) strategy. This has a long term goal of capacity 

building of women especially in the age group of 15-45 years, so that they 

can look after their own health, nutrition and development needs as well as 

that of their children and families. 

Responsibilities of the Anganwadi Worker 

• Non-formal pre-school education, i.e., organizing pre-school activities in 

an Anganwadi for about 40 children in the age group of 3-5 years, the 

Anganwadi workers play a leading role. 
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• Organising supplementary nutrition feeding for 6 months to 5+ years 

children and expectant and nursing mothers; in planning the menu, the 

priority is given to locally available food and local recipes. 

• Giving health and nutrition education to mothers. 

• Making home visits for educating parents, particularly in the case of 

children attending the Anganwadi so that the mother of the child can be 

enabled to play an effective role in child's growth and development. 

• Enlisting community support and participation in running the 

programme. 

• Assisting the Primary Health Centre Staff in the implementation of the 

health component of Integrated Child Development Services projects, 

viz., immunization, health check-up, referral service and health 

education. 

• Maintaining routine files and records to enable measurement of the 

impact of the services. 

• Reporting to the Child Development Project Officer, the developments in 

the Project Area which require further attention. 

• Maintaining liaison with other institutions in the village which have 

relevance to her functions (Mahila Mandai). 

• Maintaining liaison with the lady school teacher for assistance in 

organizing pre-school activities and for participation of primary and 

middle school girls in the programmes of the Anganwadi, thus enabling 

the girls to acquire work experience. 
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Number of Beneficiaries in a Project 

The demographic and other characteristics vary significantly from 

block to block, yet the numbers of beneficiaries are considered in a project 

are as follows: 

A Rural Project (a community development work) is assumed to have 

a population of 100,000 of which 17 percent i.e., 17,000 are less than 6 

years, 3 percent i.e., 3,000 are less than 1 year, 6 percent, i.e., 6,000 are 1-2 

years and 8 percent, i.e., 8,000 are 4-5 years; the number of women in the 

age group 15-45 years is estimated at 20,000 of this, the number of nursing 

and expectant mothers at any point of time is estimated at 4,000. 

The number of villages in a rural project is assumed to be 100. 

An urban project (one or more wards I slums) is assumed to have the 

same demographic characteristics as of a rural project. 

A Tribal Project (a tribal development block) is assumed to have 

population of 35,000 of which 17 percent, i.e., 5950 are less than 6 years, 3 

percent, i.e., 1,050 are less than 1 year, 6 percent, i.e., 2,100 are 1-2 years 

and 8 percent i.e., 2,800 are 3-5 years; the number of women 15-45 years is 

estimated 7 ,000; of this the number nursing and expectant mothers at any 

point of time is estimated at 1 ,400. The number of villages in a tribal project 

is assumed to be 50. 
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Integrated Child Development Services (ICDS) Projects under Non 
Governmental Organisations (NGOs) 

As per the reports of the Government of India (1995) on 

Integrated Child Development Services Scheme, it has decided to 

involve the Non-Governmental Organisation (NGOs), on much larger scale, 

in the implementation of the Integrated Child Development Services (ICDS) 

programme with the basic aim of improving the mass awareness and 

community participation. In line with the decision, 36 Integrated Child 

Development Services (ICDS) projects sanctioned during 1992-1994 and 16 

Integrated Child Development Services (ICDS) projects sanctioned during 

1993-1994 were specially earmarked for entrusting to the motivated Non 

Governmental Organisations (NGOs). Efforts were made to operationalise 

36 Integrated Child Development Services (ICDS) projects for Non 

Governmental Organisations (NGOs) during 1994-1995 with same terms 

and conditions. 

Revised Population Norms 

An Inter-Ministerial Task force was set-up in 2004 to review the 

existing population norms for sanction of an Integrated Child Development 

Services (ICDS) project I Anganwadi Centre (A WC) and suggested revised 

norms. The Task Force submitted its reports I recommendation in May 

2005. The Revised Population norms are as follows: 

Anganwadi Centre for Rural Project 

Population 500-1500, OneiAWC 

For Urban project 

Population 500-1500, OneiAWC 
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For Tribal I Hill Area Project 

Population 300-1500 One/AWC 

For habitation with less than 150 population specific proposal should be 

submitted by the State Government for consideration and appropriate 

decision by the Government of India. 

On 31st March, 2007, the total number operational ICDS Projects all 

over the Country is 5,829. 

The Genesis of the Project 

The urban slum development programme has a special position in the 

history of child development programme so far initiated by the Loka Siksha 

Parishad, Ramakrishna Mission, Narendrapur, South 24 Parganas, West 

Bengal, because this particular programme actually launched by Loka 

Siksha Parishad (LSP) more than four decades ago. It has a unique success 

story in the annals of slum development. Nowadays, Rambagan which was 

then a prurient slum and red light district of Calcutta having full of squalor, 

alcoholism and prostitution, has now emerged into a modem day tenement 

with internationally known cane and bamboo product centre where the rich 

and the famous congregate come to collect vintage art and craft splendour in 

cane and bamboo. Later on the Loka Siksha Parishad has undertaken the 

implementation of Integrated Child Development Services since 1986 in 16 

slums of North Calcutta which includes the biggest red light area of the city 

ofKolkata. 
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Cultural Aspect of the Slum Dwellers 

According to Ramnna(2002) culture refers to the social heritage 

of a group of people. It consists of the shared behaviour, beliefs and material 

objects belonging to a society, or a part of society. It is the more or less 

organized and persistent patterns of habits, attitudes and values which are 

transmitted from generatioin to generation. It is such values in which human 

attitudes towards various issues such as religion, morality, marriage, 

science, family planning and prostitution and so on are reflected. Human 

values concerning private property, fundamental rights, representative 

government, romantic love, etc. are influenced by our culture. Human goals 

of winning the race, understanding others, attaining salvation being obedient 

to elders and teachers, being loyal to husband, being patriotic etc are 

different attributes and all set forth by our culture. All are being socialized 

on these ways. 

The present study deals with the socio-cultural aspect of the Hindu

Muslim slum dwellers. Specific stress has been given how far Hindu and 

Muslim women are aware about child care; nutrition and immunization 

under ICDS programme and practices the same in spite of their cultural 

influences and practices. 

Here an attempt has been made to describe briefly the life style of the 

Muslim inhabitants in the slum as the researcher selected all 19 Anganwadi 

centre under Integrated Child Development Services (ICDS) Programme 

from 5 numbers of slums where all are inhabited by the Muslim population 

comprising of both Bengali Muslim and Bihari Muslim and 19 centres from 

5 numbers of Hindu slums where all are inhabited by Hindu population 

comprising of Bengali Hindu and Bihari Hindu. 
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The Muslims 

In the Muslim community as soon as a child is born, elders say, the 

word 'Allah' sounds in the ears of the new born child with the notion that 

the first word the child hears should be that of the Almighty. They give 

natural birth to the child and the mother after 9'h day of delivery and they 

consider that after 40 days of delivery they become pure. Depending upon 

their status, they celebrate the naming ceremony as also hair cutting 

ceremony. For boys within the age of 5-14 years for boys "Sunti" function 

is celebrated. It is a must for every Muslim boy. Previously it was done by 

an experienced Muslim and now a doctor (preferably Muslim) is called 

upon to do this in certain cases, but most of the cases are done by the local 

experienced Muslim "Hakim" (degreeless practitioner). Sometimes Anti

tetanus injection is given and antibiotics and ointment are used to heal the 

wound. There are some local Muslim Practitioner (Hakim) in Narkeldanga 

Slum and Rajabazar bustee, who often attend them for this purpose. After 

the wound is healed, functions are performed. When a girl matures, special 

functions are performed. Most of the marriages are arranged, but once they 

are fixed, it become customary for the boy and the girl to see and meet each 

other frequently. No marriage is fixed without arranging face to face 

interview, though they may not talk to each other, but definitely they look at 

each other. The boys' side come to girls' side and ask for the girl to give 

opinion in marriage. The practice of dowry is very much prevalent unlike 

Muslim girls as most of the Muslim girls in the slum work hard for earning 

and save money for their marriage, to be used as bride price to be paid to the 

boy's side. In addition to cash, items like bicycle, gold ring, scooter, table 

fan, dressing table, cot, etc. are demanded by the boy's side depending upon 

the economic status of the girl's side. Mike is must for any marriage which 

51 



runs throughout the day with latest Hindi Cinema songs. They consider 

there is no fun of marriage without playing of the songs. 

Muslim calls their marriage "nikah". Marriage among Muslim 

regarded not as a religions sacrament but as a secular bond. The important 

objectives of Muslim marriage are control over sex, ordering of domestic 

life, procreation of children and perceptual increase of family, and 

upbringing of family. 

Sankar Rao (2008) refers marriage is a civil contract in Islam, a 

proposal for the marriage and the acceptance of the proposed are essential. 

The bride-groom makes a proposal to the bride just before the wedding 

ceremony in the presence of two witnesses and a "maulavi" or "kazi" 

(Muslim priest) conducts the necessary proceedings. The proposal is called 

"ijab" and its acceptance is called "Qubul". These two words must be 

uttered clearly before the assembled persons by the bride and the bride 

groom or by their agents of sound mind, and then the "Sahi Nikah" take 

place or completed. 

A Muslim woman cannot marry second time as long as she has a 

living husband who has not divorced her. A man cannot marry also the fifth 

women as long as the first four are alive and not divorced. A Muslim can 

have four wives. No Muslim woman is allowed to marry a man as long as 

she is undergoing "ideate". 

"Maher or dower" is a practice associated with Muslim marriage. It is 

the sum of money or property which a wife is entitled to get from husband 

in consideration of the marriage. As per the Muslim law, dower is an 

obligation imposed upon a husband as a mark of respect for wife. Its main 
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purposes are to put a check on the husband to give divorce to his wife and to 

enable women to look after herself after her husband's death or divorce. 

As per the Muslim law, divorce can be obtained directly in two ways 

without the intervention of civil court. They are "Khula!Mubarat" and 

"Talaq". In the first case husband and wife can obtain divorce by mutual 

consent either by "Khula" or by "Mubarat". In "Khula" divorce is initiated 

at the instance of wife. In "Mubarat", since both the parties desire 

separation, the initiative may come either from the wife or from the 

husband. The later one ''Talaq" represent one of the ways according to 

which a Muslim husband can give divorce to his wife as per the Muslim law 

without intervention of the court. In Talaq, the husband has the right to 

dismiss his wife by repeating the dismissal formula thrice. The Talaq may 

be affected either by orally by making some pronouncement or in writing by 

presenting "talaqnama". 

Whenever a marriage takes place in the slum, all Muslim families are 

insisted and by custom one person from each household attends the function 

and present cash ranging from Rs.lO/- to Rs.50/- (sometimes more) as gift 

to the bride or bridegroom as the case may be. 'Nikah' and other customary 

functions precede marriage. Whenever a death takes place in the slum, all 

healthy male adults go to pay their respect to the deceased. They carry the 

body to the burial place with the Koran which is read by the members of the 

family or 'Mulabi'. All these explain that Muslim follow their religious 

practices in their daily lives in the slum as in other areas. 

Muslims are known for two cultural practices, namely purdah and 

polygamy. Muslim women go for work, marketing and movies without 

Purdah as the practices of Purdah is on decline. But it cannot be said that the 
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system has completely disappeared. Whenever they are travelling by bus or 

train from one place to another place to attained marriage or for any 

function purdah is followed. This means that purdah is observed within the 

group and there in group behaviour is totally different from their out group 

behaviour. 

As regards polygamy there are few cases of polygamy, however, 

many of the respondents told that their husband's father and grandfather 

(who are no more now) had 2 or 4 wives. In one case, even though the 

father-in-law is dead, her two mother-in-laws are staying in the household. 

Thus, the practice of polygamy is slowly disintegrating among the Muslims 

in urban slums. Similarly divorce is not easy, though there are few cases of 

divorce (Talaque) in these areas. Largely, if any martial dispute arises, it is 

the Mosque committee that resolves matters for they hardly go to courts. If 

the partner cannot adjust, they like to remain separated rather than taking 

divorce. But Islam has permitted limited polygamy to protect the modesty of 

women who cannot find a husband to marry by which she cannot be a 

public property. 

With regards to the food, Islam enjoys mercy and compassion for all 

living creatures. At the same time Islam maintains that Allah has created the 

earth and its wonders are flora and fauna for the benefit of mankind. It is up 

to mankind to use every resource in this world judiciously as a 'nayamat' 

(divine blessing) and 'amanat' (trust) from Allah. Moreover, non-vegetarian 

food is a good source of excellent protein. 

Muslims in these slums are also known for their superstitious beliefs. 

There are some old men in the slums known as 'Pir baba' who gives 

'Taisdulu-(Tabiz, and water for treatment) thread or cord that bring good 
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luck to cure various ailments. It is observed that there is a rush outside his 

(Pir Baba) house on Sunday. He charges Rs.lO/- to Rs.25/- for each Tavidu 

(Tabiz) and water whenever any misfortune occurs to them, they keep 

saying that their fate is not good and some evil force is at work. 

Framed photographs of "Haji Malang Dargah" (tomb) are commonly 

found inside many household. Muslim saints or 'Pirs' or 'Mulavi' local or 

regional, are also quite popular among the Muslims, many of them use to 

visit the Dargah of Haji Malang Baba, situated at Narkeldanga, Kalabagan, 

Belgachia, Nagerbazar, if a particular wish of someone is granted. In the 

project area of North-Calcutta, during Muharram, the month of mourning 

for Muslims, many youths install the 'Panja', a metallic impression of the 

right hand, said to be symbolic representation of Prophet Mohammad's 

grandsons. Hassan and Husain, who were martyred at Karbala. 

The Hindus 

The slum dwellers that we have chosen for study are mostly rural folk 

who have had been migrated into an urban setting for earnings and have 

been living there for a long time. Before their migration into urban slums 

these rural people mostly followed, in varying degree, the two aspects of 

Hinduism consisting of rituals and beliefs relating to Brahminical gods and 

goddesses on the one hand, and beliefs and rituals relating to folk gods and 

goddesses, i.e., village deities with regional variation on the other. Now it is 

common that slum dwellers are not as religious as rural people who strongly 

uphold many religious practices as it is believed that religion is more 

important to the poor than to the rich because the poor are helpless and 

hence derive solace from religion. 
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The worship of the Brahminical deities differs widely from the 

worship of the village deities. In the first place, the former is the outcome of 

Philosophic reflections on the universe as a whole, while the latter 

symbolizes only day to day facts of village as well as family life. They are 

related, not to great world force but to such simple facts of daily life as 

cough, cholera, small pox, and cattle diseases and others. In high Hinduism 

the male deities are predominant, with the female deities occupying a 

subordinate position. 

As Hindus, the slum dwellers believed that God is a 'Shakti', a 

power, a supreme being made up entirely of human elements. If they serve 

this power through worship and sacrifice, the God will look after them and 

fulfil their needs. 

Dishonesty, robbery, driving a hungry man away from one's door, 

feeling jealous of other people's happiness, wishing ill for someone, earning 

money by fraudulent means, depriving another of his money or property by 

trickery and falsehood and the like are considered as 'Pop' or 'Sin'. The 

opposite of all these is considered as bringing 'Punya'; or religious merit. 

They also believe whenever they do well to others or harm to others, it will 

always come back to them in manifold. If they look after their children well, 

they will also look after them in their old age, but if they do not do so, their 

children in their return, will pay them back in the same coin. These are some 

of the supreme values which the Hindu slum dwellers believe in. Every 

morning before setting out to work the head of the many slum families or 

sometimes an elderly women, take bath and waves aggravates (incense 

sticks) in front of sacred photograph of God and Goddesses. However, those 

slum dwellers who own small shops, tea stall, selling fish, vegetables, 

flower, etc. never begin the day's business before the day's worship is done. 
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Elaborate ritualistic worship and fasting are almost absent among the 

slum dwellers. but some elderly women (widows) observe a fast once a week 

either, Tuesday, Thursday or Saturday or Monday and on every Ekadashi. 

We also encountered some slum women and young girls who were 

successfully completed the 'Santoshi Mata Vrat' a vow undertaken by 

women to fast on sixteen Fridays in return for a moon. The women were 

taken up the fast in order that the goddess Santoshi, perhaps the latest 

addition to the Hindu Pantheon, will fulfil their desire. 

During Durga Puja, a five-day festival is held in almost every parts in 

Kolkata and all most all people wearing new dresses throng the puja panda! 

in the morning and from evening to well past midnight. There are also other 

pujas celebrated by the Hindus, namely Kalipuja, Lakshmi Puja, Jagadhatri 

Puja, Saraswati Puja, Annapurna Puja, Basanti Puja, Chandi Puja etc. A 

committee is formed to chalk out details of worship and subscriptions are 

collected from all people living this area, rich and poor. The slum dwellers 

sometimes go to Dakshineswar, Kalighat and Belurmath to worship goddess 

Kali and offer their respect to Sri Ramakrishna, Ma Sarada and Swami 

Vivekananda. 

While religion, for the slum dwellers, seems to remain somewhat, in 

the background during the normal course of life, it comes into somewhat 

sharper focus in critical times like birth, death and marriage. Among the 

slum dwellers, religions, rituals do not play an important role at the birth of 

a child. On the seventh day, a black rope is tied on the wrist of the child to 

ward off the evil eye. Pollution is observed for twenty one days by the 

family in which the birth has taken place. During the period of pollution, 

neither they visit others nor other call on them with the exception of those 

who belong to the same clan as that of the family in which the child is born. 
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On the twenty first day, the whole house including cloths, utensils, etc. are 

washed, signifying the end of the period of pollution. Sweet rice is prepared 

on that day if the family can afford for it. Marriage among the slum dwellers 

is more a social contract than a religious sacrament, because the witnesses to 

the marriage are friends, relatives and neighbours, and not Gods. 

N. Rao. (1990) describe that among the Hindu slum dwellers there are 

certain rites which must be performed for marriage to be completed. After 

negotiation of marriage is completed in presence of the people gathered for 

the marriage, the 'names, gotra, kul, rashi', etc. of the bride and bridegroom 

are announced along with the announcement that they are ready for 

marriage. The ritual is known as "Panigrahana Sankalpa". During the 

marriage "Home" rituals are observed and fried grains dipped in ghee are 

offered to fire (that is, to Lord Agni) by the couple with a prayer to the God 

requesting him to bless them with progeny and prosperity. Followed by 

Kanyadaana, it is the ceremony of giving away the bride as a gift to the 

bridegroom in presence of the sacred fire and in presence of the people 

gathered 'Saptapadi'. It is the ritual in which the bride and bridegroom go 

"seven steps" together. The husband makes the bride step forward in the 

northern direction seven steps with the words "one step for sap, two for 

justice, three for wealth, four for comfort, five for cattle, six for seasons, 

friend be with seven steps, united to me". This ritual is important from the 

legal point of view for the Hindu marriage as it is regarded legally complete 

only after it is performed. The rights are performed by a Brahmin priest in 

the presence of the sacred fire and are accompanied by the Vedic mantras. 

At no time in human life does religion come as sharply into focus in 

case of death, the worst crisis in life. Not only relatives and friends but even 

those who have not been friendly of late with the deceased or his family, all 
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make their way to his house and stay there till the body is removed for 

cremation. Many even accompany the body to the burning ghat. 

When the word of the passing away of a near one, relative or friend, 

reaches after the day's work has begin, work is suspended for few hours or 

for the day if it is late enough, so that all those who wish can go and pay 

their last respect to the departed soul and lend a helping hand in preparing 

for the final rites. 

Men and women both accompany the funeral procession. The slum 

dwellers believe that the soul of the dead does not leave this world 

immediately after death but hovers round the place where death has taken 

place. For two days, an oil lamp is kept burning where the body had been 

laid out previously. If the dead is cremated, on the second day, the principal 

mourners proceed to cremation ground to collect the ash which is gathered 

in a cloth before being taken for immersion. Before it is gathered, an 

offering of food and water is placed where the body had been cremated the 

day before. 

On the thirteen day after death shraddha ceremony is organized and a 

feast, usually far beyond the capacity of the poor and all the relatives who 

were present for the funeral are invited for this occasion. On this day, a set 

of new cloths are offered to the departed. 
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The Selected Integrated Child Development Services (ICDS) 

Centres 

Slum is associated with Industrial progress and slowly it became a 

part and parcel of urban life and resulted in an influx of migrants into cities 

in search of livelihood. For the people who have migrated into the city, a 

place of living has become the necessity and finding no proper place, people 

started living anywhere and everywhere possible and this human struggle 

for shelter resulted in growing of slums. Slum is a harsh reality of urban life 

and slum living is something painful, inevitable and makes everyone 

cautious that though something is being done to improve it, yet much more 

are needed to be done. Slums are generally inhabited by poor unorganised 

people and though not all, many of them live under poverty conditions. 

Slums are known by different terms in different places of India as -

Katras, Gallis, Juggi-Jhopris, Chawls, Ahatas, Bustees, Cheris, Keris, Petas, 

etc. In Calcutta, slums are called Bustee. In Calcutta it is observed that 

bustees are in all respect well integrated social units of the community. They 

have vital links both economic and social with the surroundings in the city. 

Most of the bustees are not disorganized areas, they have not come into 

existence to cater the needs of vagrant, criminals, prostitutes, and the 

chronic alcoholics, and drug addicts in need of rehabilitation. They are on 

the other hand more in the nature of the segregated areas of the less 

privileged than anything else who suffers from discrimination, rejection and 

lack of integration rather than disintegration. Kolkata Municipality 

Corporation (KMC) lives in the slums. As per the Kolkata Municipality 

Development Authority's Report (KMDA) the total area under Kolkata 

Municipality Corporation (KMC) is 185 square kilometre (71 square miles) 

and more than 11 million people living in Kolkata and over 2000,000 are 
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homeless children. According to 2005 Kolkata Municipality Development 

Authority (KMDA) reports, the population has increased 15 million and 

more than 1.7 million people, who constitute about a third of the city's 

population live in 2,011 registered and 3,500 unregistered slums. The 

population of Calcutta roughly near about or more than 5 million. The sex 

ratio is 928 females per 1000 males - which are lower than national 

average, because the working males come from rural areas, where they 

leave behind their families. Kolkata's literacy rate is 18%, exceeds the all 

India average of 80%, Bengali comprises the majority of Kolkata's 

population i.e. 55%, and among them 70% are Hindu, 28% are Muslim and 

only 1% belongs to other religion. Slum dwellers earnings mostly ranged 

from Rs.800-2500/- per month and the household size is five to six persons. 

According to the reports of the Ramakrishna Missoin Loka siksha Parishad 

(2003) a brief description of the slums is as follows: 

Goabagan 

Goabagan is located in the North-East side of Bethune College and 

North-side of Scottish Church College of the North Kolkata. Total 

population of the slum is 6,450, among them 3,341 are male and 3,109 are 

female. There are 1,292 families living in the slum and household size is 

5.5. All the slum dwellers belong to the Hindu community and most of them 

are Bengali. Some Bihari Hindu family and Oriya families also live in this 

slum. It is one of the largest slums in North Calcutta. Most of the slum 

dwellers earn their livelihood by selling various items in footpath of 

Hatibagan and Shyambazar areas. Some of them use to sale vegetables, 

other condiments food items in the street. Daily wage labour is also another 

source of maintaining livelihood. Hawking cloths and readymade garments 

in different markets is also another source of income. A noticeable section 
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of women work as a domestic helper. The Hindu Oriya habitants are 

engaged themselves mostly in cooking in various ceremonies of Hindu 

Bengali family and few of them having Pan and Cigarette shops, tea stall in 

that area. Bihari Hindus are mostly engaged as a Thelawala, Rickshaw 

Puller, Coolie, etc. Some of them use to work in the Government offices 

also. Loka Siksha Parishad running five Anganwadi Centres in these areas 

for the betterment of the children between 0-6 years of age as well as their 

mothers. 

Hatibagan (Darjipara Bustee) 

Hatibagan or Darjipara Bustee is situated in frot of Scottish Church 

School and northern side of bethune College of North Kolkata. This Bustee 

covers the large area of North Kolkata starting from Beadon Street in the 

South, Central Avenue in the West, Town school to Shyampukur in the 

North and Acharya Prafulla Chandra Bose Road in the West. There are 

7,850 slum dwellers are living in this large area among them 4,109 are male 

and 3,741 are female. 1,427 families live in this slum and average household 

size is more or less 5.5. Most of the inhabitants are Bengali, followed by 

Oriya, Bihari and few Marwari families also live in this Bustee. Main 

occupation of this slum dwellers are selling various items in the footpath of 

Hatibagan and Shyambazar which is well known for Hawking. Some of 

them engaged themselves as daily wage earners by exploiting physical 

labour in the construction work, working in the shops as a helper, having 

first food stall, tea stall, working in the hotel and restaurant with very low 

salary. Bihari Hindu and Oriya Hindu inhabitants are mostly engaged in 

Rickshaw Pulling (two wheels man pulling rickshaw) and hand cart pulling. 

Some of them are working as daily wage earners under government licensed 

62 



contractors. There are six Anganwadi Centres in this area for taking care of 

children and mothers. 

Bagbazar 

The slum of Bagbazar located in the Western Side of the Sister 

Nivedita Girls' School, an Educational Institution of Sarada Math and 

Mission and Balaram Mandir, a unit of Ramakrishna Math and Mission, 

Belurmath. The slum is extended to the bank of the river Ganges which 

include Nimtala Burning Ghat, Ahiritola and in North upto Bagbazar Tram 

Depot. The total population of the slum is 6,750 and the male-female ratio is 

55:45. Population density in the slum is very high and there is an acute 

shortage of space. Often with one room being rented to one family with 

veranda being rented to another. There are 1,350 families live in the slum 

including some Bihari Hindu and Oriya Hindu families. Most of the 

inhabitants are Bengali Hindu and they are working as a manual labour in 

the informal sector, some of them engaged in hawking. Most of the Bihari 

hindus are engaged as a thelawala to carry goods to the different part of the 

city, and rest are engaged in pulling two wheeler wooden rickshaws. 

Females are engaged as domestic servants, piece rate work in nearby 

manufacturing units. Income categories include per house hold per month @ 

Rs.1500-5000/-, Rs.S00-2500/-, Rs.500-1500/-, 80% percent of the 

population in both types earn between Rs.S00-1700/-. 3 (three) Anganwadi 

Centres of Integrated Child Development Services (ICDS) Programmes are 

running in this area. 

Bartala 

This slum starts from Southern part of Ultadanga Khanna Cinema 

Hall Road Crossing to R.G. Kar Canal East. Total population of the slum is 
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5,450 and among them number of male population is 2,830 and female is 

2,620. There are near about 1,100 households in the slum. Most of the 

families are Bengali Hindus, rest of the households are Bihari hindu and 

Oriya hindu, Most of the slum dwellers are engaged in daily casual labour 

work under labour contractor, some of them work in welding work in 

informal sector. Biharies are engaged as thela puller, manual laboures and 

two wheeler rickshaw pullers. A noticeable section of the Bengali hindus 

are engaged in selling readymade garments in the 'Harisahar Hat' which 

starts from 6.00 A.M. to 12.00 Noon on every Wednesday and Sunday in 

front of 'Khanna Cinema'. Most of the women are engaged as domestic 

helpers, price rate workers in nearby manufacturing units etc. The average 

income of the slum dwellers ranged between Rs.800 to Rs.2500 per month 

and there are few families, whose monthly income is near about Rs.5000/

per month. The Lokasiksha Parishad (LSP) is running three Anganwadi 

Centres in this area for the children between 0-6 years of age group and 

their mothers. 

Kathgola Slum 

This slum is located in the southern side of the R.G. Kar Medical 

College and beside the Canal. They are extended from B.T. Road Tala 

Bridge to Dalpatti Crossing of the R.G. Kar Road. The population of the 

slum is 6,830 and 3,670 are male and remaining 3,160 are female. More 

than 1 ,300 hundred households comprise the total population of this area. 

Moreover another slum on the backside of the Shyambazar and Tram Depot 

also has been covered under the Integrated Child Development Programme 

(I CDS) Programme. Most of the inhabitants are Bengali Hindus and few are 

Oriya and Bihari hindus. All the slum dwellers are engaged in various types 

of work such as selling ornamental fish, flower, plant, seeds, fertilizer, 
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various types of birds, small domestic animals (dog, rabbit) in the Gallif 

Street on every Sunday to maintain their livelihood. In this area Lokasiksha 

Parishad (LSP) is running 4 Anganwadi Centres for the children. 

Raja hazar 

Rajabazar slum is situated in South Eastern part of Rajabazar Science 

College and backside of Rajabazar Tram Depot. Narkeldanga Road goes 

through this area and meets V.I.P. Road near Salt Lake Yuba Bharati 

Kriangan. It is predominantly inhabited by the Muslim community. It has 

607 households with a total population of 3,642 individuals. Among them 

1,942 are male and 1,700 are female. The religious composition of slum 

households are 98.4% percent Muslim followed by near about 2% from 

other communities. It is known that Muslim slum dwellers are well-knit 

organized in social and political life. But at the same time, there are many 

disorganised, disintegrated families live in the slum. Most of the Muslim 

dwellers have various small business activities on the foot path, some of 

them use to sale vegetables, fruits in Sealdah station. A noticeable section of 

the slum dwellers use to work in the Park Circus area in various shops 

owned by the rich Muslim family. Females are engaged as a domestic helper 

in the nearby localities. The Lokasihsha Parishad (LSP) is running three 

Anganwadi centres in this area. 

Narkeldanga 

It is another slum which is predominantly inhabited by the Muslim 

and the area spread over from Canal East to Railway Bridge in the East. 

Total population of this slum is 8,270 and the sex ratio is 980 females for 

1000 males. Near about 1,521 households comprise this slum. Most of the 

slum dwellers earn their livelihood as daily wage labourers, fruit and 
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vegetable vendors in the Sealdah station and others petty traders. Few slum 

dwellers have opened small shops on the footpath and sell cheap quality of 

chocolates and biscuits and make an earning out of the sale. The average 

monthly income of the households ranges between Rs.1700-Rs.2500/- per 

month and few of the households having little higher income but not 

exceeds Rs.6000/- per month. There are five centres run by Lokasiksha 

Parishad (LSP) in this area. 

Ultadanga Slnm 

Ultadanga slum comprises of Basanti Colony and Muchibazar bustee. 

Basanti Colony is located near the Ultadanga Railway Station where 90 

percent are Muslims in religion and Muchibazar is situated opposite to State 

Transport Depot where 70 percent are Muslims and 30 percent are Hindu. 

Total population of this slum is 6,800 and among them 3,654 are male and 

3,246 are female. All the slum dwellers are engaged in various types of 

activities like other slum dwellers to maintain their livelihood and their 

income ranges between Rs.1500/--Rs.3000/- per month. Lokasiksha 

Parishad (LSP) running 3 Anganwadi Centres at Muchipara slum and 2 

centres at Basanti Colony. 

Jyotinagar Colony 

This slum is situated near the bank of river Ganges in Kashipur area, 

North Kolkata. This is a Muslim dominated slum and 90 percent of 

inhabitants are of Muslim religion and rest are Bengalis and Bihari hindus. 

It has 504 households and total population is nearly 3,000. The sex ratio is 

981 females to 1000 males. The slum is over congested and living condition 

is not good, the drain water is over flowing at places and then going into 

Bagbazar canal near the entry of the slum with untreated sewerage and of 
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course accumulated garbage. The slum dwellers are very poor and monthly 

income ranges between Rs.1000/--Rs.2000/-. 

Phoolbagan 

It is another slum situated in the northern part of Beleghata 80 percent 

of the slum dwellers are Muslim in religion and rest of them are Hindus. 

Total population of the slum is 5,860 and among them 2,957 are male and 

rest are female. The inhabitants of the slum are engaged in various types of 

activities like other slum dwellers and their income is almost same like 

others. The Lokasiksha Parishad (LSP) is running 3 Anganwadi Centres for 

the slum children. 
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Evaluation of Integrated Child Development Services (I CDS) 

The term evaluation is understood to mean a process by which 

programme inputs, activities and results were analysed and judged against 

explicitly stated norms. The norms are the stated programme objectives, 

work schedule, budget, etc. 

Evaluation is not just to locate lapses but rather to present objective 

data on various aspects of the programme and thus serve as an aid to 

decision making. Evaluation is also intended to add to the theoretical 

knowledge base relating to social change and social action provides 

invaluable clues for social policy and future strategies. Besides, an 

important use of constant evaluation helps in identification of the vulnerable 

points in the Integrated Child Development Services (ICDS) Programme to 

be used by administrators and also as teaching material in orientation I 

training programmes. 

Though there is remarkable success of Integrated Child Development 

Services Programme, yet some areas needed greater attention to make its 

administration and benefits for the children and mothers more effective. 

Rigidity in the Programme 

It is felt that there is a need of flexibility in the ICDS Programme to 

suit the ecological factors. According to the schematic pattern as laid down 

by the Ministry of Women and Child Development (DWCD), Government 

of India, the suggested structural pattern is suited more for rural areas which 

is often found inadequate for urban areas. The flexibility in the schematic 

pattern is required so that it could be adapted to meet local needs. As in 

urban areas, the slum pockets are usually scattered throughout the city. In 
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Kolkata, the total population of the city is 45 lakhs, of these 16 lakhs i.e. 

about one third of the live in the slums. There are 2011 registered and 3500 

unregistered slums in Kolkata. Again in Kolkata, there are two broad 

categories of slums; those that are officially authorised are called bustees. 

There are large numbers of squatter settlements, which are not authorised. 

These squatter settlements have grown up by the side of canals, large drains, 

garbage dumps, railway tracks and road sides. The living conditions of these 

people are very worst. In such cases a smaller unit of 50,000 or more or less 

population would be more viable. 

Anomaly in the Urban Infrastructure of the Programme 

There is a norm that each urban Integrated Child Development 

Services (ICDS) Project would have 1 Medical Officer and 4 Lady Health 

Worker or Auxiliary Nurse Midwife (ANM), irrespective of population 

covered under Integrated Child Development Services (ICDS). One 

Auxiliary Nurse Midwife (ANM) has to cover about 12,000 populations in 

urban areas, whereas the norms for rural areas are 5,000 populations per 

Auxiliary Nurse Midwife (ANM). This shows the lacuna created due to 

rigidity of the programme structure. 

Lack of Proper Accommodation 

Adequate accommodation for Anganwadi Centres in urban slums is a 

common burning problem in almost of all slums in Kolkata. Children are 

made to sit in a small room with insufficient light and air. This often gave 

rise to spread of infection because of congestion and close contact, leave 

aside minimum space required for play and other activities. Even they do 

not have adequate space for cooking. 
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Sanitary Latrines at Anganwadi Centres (A WC) 

Most of the Anganwadi Centres in urban slums do not have proper 

latrines and the beneficiaries went round somewhere on the street or outside 

in open for attending the natural call, thus making the surroundings 

unhygienic especially in Muslim belt. Girls and the female staff faced 

additional problems. 

Status of Anganwadi Building 

As regards the status of Anganwadi building, irrespective of own or 

rented, near about 21 percent of Anganwadi Centres are running in pucca 

building, 46 percent or more in semi-pucca building and rest in k.utcha 

building. 

Workload of Anganwadi Workers (ANW) 

It is found that the Anganwadi workers (AWCs), are over burdened 

with time consuming record keeping chores. The number of records to be 

maintained by the Anganwadi workers is too much that they cannot fmd 

time for proper childcare, their education, home visit, discussion with 

mothers, etc. 

Role of Effectiveness 

The role of effectiveness of key personnel in Integrated Child 

Development Services (ICDS) projects needed to be evaluated due to its 

importance in programme administration. The time task analysis is all the 

more necessary in the case of Anganwadi worker who is entrusted with 

numerous responsibilities. 
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Enhance the Honorarium to Anganwadi Workers and Helpers 

After reviewing the daily routine of the Anganwadi workers and the 

helpers at the Anganwadi Centres (A WCs) it is found that they do in fact 

have quite a lot of work and responsibility entrusted to them under the 

Integrated Child Development Services (ICDS) Programme. There are also 

added extra assignments they are asked to undertake from time to time or 

their help are generally sought sometimes for additional record keeping of 

some other schemes. 

These two key grassroots level functionaries were at the cutting edge 

of the programme and their job satisfaction from the financial angle need 

serious consideration. 

Medical Knowledge of Anganwadi Workers 

The Anganwadi workers are lack in simple medical knowledge 

required for such programme. It is learnt that a child who had died 2 months 

after delivery was registered as still birth. It is felt necessary that simple 

medical knowledge should be imparted to the Anganwadi workers. 

Selection of the Supplementary Nutrition 

In the beginning supplementary food items are comprised of mainly 

local recipes like "Khichri" prepared of Dal, Rice, Condiments and Oil 

introduced by some innovators of the programme are cooked at the 

Anganwadis by Helper and served to children, expectant & lactating 

mothers. But under newly introduced system ready-to-eat items like snacks, 

sweet bread, fruits etc. have been introduced, which the smaller children 

generally fmd hard to bite and chew. And then there also was a view that 

some items looked like "Cattle Feed" and it is visually unattractive and 
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unacceptable as a food item for young children. It is evident that there had 

been a comparatively greater acceptance of former freshly cooked local 

recipes among the children. 

Attendance in Anganwadi Centres (A WCs) 

It is also learnt that the number of beneficiaries present is less than 

what is shown in the attendance registers. A reason which came to light was 

that there had been a rapid growth of private nursery schools where the 

parents felt there was a better teaching. Most of them perceived Anganwadi 

in the same manner, even illiterate parents preferred to send their children to 

such schools. 

Programme of Infant Mortality 

That the programme has made a major change on infant mortality 

seems to be doubtful. The number of children in the age group of 0-1 year 

covered under the programme is very small because in most of the 

Anganwadi centres in the slums the type of supplementary food available 

cannot be eaten by the children. Doctors seldom visit urban slum 

Anganwadis to project the sick children from Killer disease, Polio, and 

Tuberculosis, against which immunization is provided, are not the major 

killers in the slum areas covered under the study and till recently the 

programme has very little place for diarrhoea control, which is a major killer 

of infants in these areas. Moreover, except for tetanus toxied and supply of 

iron and folic acid Tablets the Integrated Child Development Services 

(ICDS) programme does not go further in achieving its goals under ante

natal health care of pregnant women. Therefore, we cannot convincingly say 

that Integrated Child Development Services (ICDS) is a major factor in 
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urban slums responsible for the reduction of infant mortality rates in the 

areas under its coverage. 

Health Care 

The Integrated Child Development Services (ICDS) guideline list a 

series of periodical examination of the health of the children and pregnant 

and lactating mothers. However, such examination hardly takes place. The 

programme is supposed to intervene in health care services along in three 

lines - (i) health check-up of children and pregnant and lactating mothers 

(ii) supplementary nutrition for children and pregnant and lactating mothers 

(iii) health education to women in the 15-45 years age group. 

The doctor visits an Anganwadi and when he does, so in most of the 

cases he asks the mothers of sick children to come to his dispensary or 

chamber. He has a little or no time for pregnant and lactating women. 

Moreover the Anganwadi workers are not able to maintain the records 

of age and date of birth of children properly in most of the cases due to 

proper supervision. 

Supplementary Nutrition 

Supplementary nutrition has become the backbone of Integrated Child 

Development Services (ICDS). However, though the guidelines say that 

special food may be given to the severely undernourished children the 

doctor never prescribe any special food in the project under study. In spite 

of the fact that the need for supplement nutrition is greater for children 

between 1-3 years than those in the 3-6 years age group, more children from 
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the latter age group are covered under ICDS. The reason is obvious. It is not 

easy to send 1-3 year old child alone in an Anganwadi, and because some 

parents in the slum areas now want their children in the 3-6 year age group 

to have pre-school education provided in an Anganwadi. 

Pregnant and Lactating Women 

The fact that the Indian average for the number of pregnant and 

lactating women per Anganwadi is 12.54 and in Kolkata unauthorized slums 

areas where the mortality rate indicates for women and infants are extremely 

high and it is learnt that the programme has left out a large number of such 

women. The situation is much worse in the unauthorized slums of Canal 

East area in Kolkata where only 5 to 6 women utilizing supplementary 

nutrition at each Anganwadi. Although the lactating women feed their 

children for more than a year and are generally under fed and anaemic, they 

are not given supplementary nutrition beyond six months after delivery. 

Micro-Nutritional Deficiencies 

Although deficiencies of micro-nutrients like vitamin A, the B group 

of vitamins and iodine manifest slowly, they have severe handicapping 

consequences for the growing children. Thirty thousand children become 

blind every year owing to vitamin A deficiency. Integrated Child 

Development Services (ICDS) covers only 7 percent children in the age 

group 0-6 years, and none beyond. It is too small efforts to solve the 

gigantic problem of preventable blindness. Moreover, no Vitamin B group 

tablets are given in the ICDS network although it is known that most of the 

children suffer from parasitic infection which decreases haemoglobin levels, 

and the only effective way out is a combination of iron and folic acid and 

anti -helminthics therapy. It is time to look into it. 

74 



Pre-School Education 

This is still a very weak component of ICDS. It is known that the 

Anganwadi workers are not knowledgeable enough to arouse interest among 

children. There is no scientific base behind pre-school teaching method at 

present. 

Nutrition and Health Education 

According to the reports of the National Institute of Public 

Cooperation and Child Development (1992) that the Nutrition and Health 

Education component are rather weak. The main objectives of the 

programme are (i) to improve the nutritional status of children 0-6 years (ii) 

to reduce child morbidity and mortality rates (iii) to reduce school dropout 

rates through early stimulation programme for children of 3-6 years old (iv) 

to provide the environmental conditions necessary for the mental, physical 

and social development of the child (v) to enhance mother's capability to 

look after the health and nutritional needs of the child through nutrition and 

health-education and (vi) to achieve effective coordination in the policy and 

in the process implementation among various governmental departments to 

promote child development programmes. 

But if the workers are sufficiently trained, there are very little 

nutrition and health education materials available, and much of it is 

irrelevant. There are some old charts and posters displaying the four food 

groups which have hardly any relevance to nutrition and health education. 

The workers have inadequate knowledge regarding the feeding of young 

children, significance of breast-feeding, introduction of semi-solid foods etc. 

There is hardly any referral source in which they could search out health and 

nutritional advice. The practical and task oriented message regarding 
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feeding during pregnancy and lactation, prevention of diarrhoea, importance 

of adequate fluid and food during diarrhoea and other infection, personal 

hygiene, sanitation, etc. seemed to be lacking. 

Community Participation 

Though Integrated Child Development Services (ICDS) is a mostly 

government programme, it envisages community participation in its 

implementation and depends on utilization of the local resources. One of the 

main objectives of Integrated Child Development Services (ICDS) is to 

improve the capabilities of parents to take care of the child within family 

environment; thus self-help is encouraged by providing opportunity to 

people to participate in their own development. 

But the local coordination committees which are supposed to involve 

the community in the programme are non-existent in all most all cases. It 

has been learnt that both participation and involvement of the community in 

Integrated Child Development Services (ICDS) is minimal, it is confined to 

utilization of services only. 

On the whole it has been an innovative effort over the past 33 years to 

bring the country's population, through mothers and children, into the 

mainstream of the development process. The state has come a long way with 

considerable success in the venture, but there are still miles to go, as the 

ideal will always be miles further. 
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Chapter-III 



CHAPTER-IT! 

IMPACT OF INTEGRATED CHILD DEVELOPMENT SERVICES 

Integrated Child Development Services is one of the most 

comprehensive schemes for early childhood care and development. It aims 

at increasing the survival rate and enhancing the chances of optimal and all 

round development of the children from the vulnerable sections of society. 

Under the Integrated Child Development Services (ICDS) programme 

a package of services is provided to children below six years of age and 

expectant and nursing mothers. 

The concept of providing a package of services is based primarily on 

the consideration that the overall impact would be much greater if the 

different services are delivered in an integrated manner, as the efficiency of 

a particular service depends upon the support it receive from the related 

. services. ICDS therefore takes a holistic view of the development of the 

child and attempts to improve both his pre-natal imd post-natal environment. 

There are several good points of the programme, but there are some 

loop holes, bottle necks and there are also many areas that need a fresh look. 

The present chapter, which contains an elaborate and comprehensive 

analysis of the information collected from 380 mothers (190 Hindu mother 

Plus 190 Muslim mothers), local people, and officials of the implementing 

agency. The main focus of the study is to compare between Hindu and 

Muslim with regard to the three following aspects (i) the facilities and 

resources utilized and the strategy employed at the field level for delivery of 

benefits to the beneficiaries of the programme and the problems experienced 

by them (ii) the pattern of utilization of benefits of the programme as 
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obtained in the field and points of divergence from what is envisaged in the 

programme (iii) degree/extent to enhance the capability of the mothers to 

look after the health and nutritional needs of the child through proper 

nutrition and health education. 

A section of the schedule has dealt with socio-economic background 

of the Hindu-Muslim families of the beneficiaries, sensitization of mothers 

about the programme, its impact on children etc. A brief analysis of the data 

collected on this aspect will not only give a profile of the beneficiaries of 

the programme, but will also help to make a better appreciation of the 

responses and reactions of mothers to many questions related the working of 

the programme, utilization of benefits and its impact on children. 

The surroundings of most of the Anganwadi centres were unhygienic 

because of the dust, dirt, stanch and filth around them. One of the centre is 

located at a distance of only % metres from corporation drain and the 

adjoining area used by the residence for dumping rubbish. The food 

distributed at such centre may expose to all possible infection in the absence 

of suitable arrangements to protect it against contamination. 

The mothers, both from Hindu and Muslim beneficiary child are 

asked whether they are satisfied with the location of the centre in their 

locality and the accommodation available for it. About two third of the 

mother expressed their satisfaction with regard to the location of the 

respective centre as they are very much aware about the problems to find a 

proper place for Anganwadi centre in the slums. The reason of 

dissatisfaction mentioned by the remaining one-third of them included long 

distance between the centre and their homes, unhygienic surroundings of the 

centre. The latter are dissatisfied because of the roof of the accommodation 
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to give protection to the children in summer and rainy seasons and lack of 

open space. 

The officials of the implementing agency also agree more or less with 

the reasons given by the mothers. Officials reported that they are making 

efforts to persuade the appropriate authority, but they unable to succeed. 

Now they are trying to solve the problems with the help of local people and 

they are getting success by and by specially with regards to unhygienic 

surroundings. 

The data in relation to the beneficiary children are generally collected 

from the mothers and only in some cases from grandmothers. Such cases are 

three in number, As regards relationship of the respondents to the 

beneficiary children covered under the study, there are 376 mothers, 3 

grandmothers and 1 fufi (Muslim grandmother). 

Social and economic background of the respondents: 

Religion and age of the respondent 

Age and religion of the mother respondents is very important while 

assessing the impact of the programme on beneficiaries. Therefore, the data 

has been collected for the study, have been classified and represented into 

tabular form to analyse in terms of age, religion, education, occupation, etc. 

to compare between Hindu and Muslim slum dwellers on various aspects 

and to examine the impact of the programme. The table no.2 shows the age 

groups -religion wise distribution of the respondents. 

It is envisaged from table no.2 that out of total 190 Hindu respondents 

interviewed for the study 17.63 percent mothers belongs to the 20+ to 25 

years of age, among them 15 percent mothers are Bengali and 2.63 percent 
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are Bihari mothers, followed by 14.74 percent are within the age group of 

25+ to 30 years, out of which 12.89 percent are Bengali mothers and 1.85 

percent are Bihari mothers. 5.26 respondents are in the age group of 30+ to 

35 years and among them 4.74 percent are Hindu Bengali mother and 0.53 

percent are Bihari Hindu mother, followed by 4.47 percent Hindu mother 

respondents fall is below 20 years; and among them 2.37 percent are 

Bengali mother and 2.10 percent Bihari mother; 4.21 percent Hindu mother 

respondents belongs to the age group of 35+ to 40 year, and among them 

3.95 percent are Bengali mothers and 0.26 percent (1 respondent) is Bihari 

mothers, followed by 2.37 percent Hindu respondents in the age group of 

40+ to 45 years. Out of this 2.37 percent respondents 2.10 percent are 

Bengali mothers and 0.26 percent (one respondent) is a Bihari grandmother 

of the beneficiary. Again 0.79 percent and 0.53 percent Hindu Bengali 

mother respondents belongs to the age group of 45+ to 50 years and 50 

years and above age group respectively, but there are two grandmother 

respondents in that category. There is no Bihari mother respondent in these 

age categories. 

So it is clear that most of the Hindu mother respondents (17 .63 

percent and 14.74 percent) belong to the age group of 20+ to 30 years. The 

percentage is higher in these two age groups (20+ to 25 years and 25+ to 30 

years) in the case of respondents belonging to Hindu religion. 
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Table 2: Religion and Age of the Respondents 

Religion Hindu Muslim Grand 
Ben~ali Bihari Total Bengali Bihari Total Total 

Below 9 8 17 12 15 27 44 
20 years (2.37) (2.10) (4.47) (3.15) (3.95) (7.09) (11.56) 
20+ to 57 10 67 16 27 43 110 
25 years (15.00) (2.63) (17.63) (4.21) (7.09) (11.31) (28.60) 
25+ to 49 7 56 21 24 45 111 
30 years (12.89) (1.85) (14.74) (5.53) (6.32) (11.85) (28.86) 
30+ to 18 2 20 9 21 30 50 
35 years (4.74) (0.53) (5.26) (2.37) (5.53) (7.90) (13.16) 
35+ to 15 1 16 7 13 20 36 
40 years (3.95) (0.26) (4.21) (1.84) (3.42) (5.26) (9.47) 
40+to 8 1 9 4 9 13 22 
45 years (2.10) (0.26) (2.37) (1.05) (2.37) (3.42) (5.79) 
45+ to 3 - 3 2 6 8 11 
50 years (0.79) (0.79) (0.53) (1.58) (2.11) (2.90) 
50& 2 - 2 2 2 4 6 
above (0.53) (0.53) (0.53) (0.53) (1.06) (1.59) 
Total 161 29 190 73 117 190 380 

(42.37) (7.63) (50.0) (19.21) (30.79) (50.0) (100.0) 
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Fig-1: Age Goup and Religion of Mother Respondents 
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The study also reveals the age category of Muslim mother 

respondents, both Bihari and Hindus. Out of 190 mother respondents 

interviewed for the purpose of study, 11 .85 percent are in the age group of 

25+ to 30 years, consists of 6.32 percent Bihari Muslim mothers and 5.53 

percent Bengali Muslim mothers, followed by 11.31 percent in 20+ to 25 

years age group and among them 7.09 percent are Bihari Muslim mothers 

and rest 4.2 1 percent Bengali Muslims. 7.90 percent Muslim mothers are in 

the age group of 30+ to 35 years~ which includes 5.53 percent are Bihari 

Muslim mother and 2.37 percent Bengali Muslim mothers. Further among 

all respondents (190) 7.09 percent Mu lim mothers said that their age is 

below 20 years, and out of them 3.95 percent are Bihari Muslim mothers 

and 3. 15 percent are Bengali Muslim mothers. 5.26 percent respondents are 

in the age group of 35+ to 40 years, con i t of 3.42 percent Bihari Muslim 
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mothers and 1.84 percent Bengali Muslim mothers, followed by 3.42 

percent in the age group of 40+ to 45 years, consist of 2.37 percent Bihari 

mothers and 1.05 Bengali Muslim mothers. Again among 2.11 percent 

Muslim mothers, 1.58 percent is Bihari mothers and 0.53 percent Bengali 

Muslim mothers, followed by 1.06 percent Muslim respondents consist of 

0.53 percent Bihari Muslim and an equivalent percent of Bengali Muslim in 

the age group of 50 years and above which includes one Fufi (grandmother 

of Muslim child beneficiary) respondents also. 

It is clear from the above table that most of the Muslim mother 

respondents (11.85 percent + 1.31 percent) belong to the age group of 20+ 

to 25 years and 25+ to 30 years respectively and a large portion of them 

(7.90 percent) are in the age group of 30+ to 35 years. It is also revealed that 

7.09 percent Muslim mother's age is below 20 years. 3.42 percent 

respondents are in the age group of 40+ to 45 years. 

While comparing the age category between the Hindu and Muslim 

Mothers, it is reveals that 7.09 percent Muslim mothers age is below 20 

years of age, among them 3.95 percent are Bihari Muslim and 3.15 percent 

Bengali Muslim mothers while in the same age group, the percentage (4.47 

percent) of Hindu mothers are lower than Bihari respondent mothers. 

Secondly, the percentage of Hindu Bengali mother respondents 

(42.37 percent) is higher than the percent (7.63%) of Bihari Hindu mothers, 

the reasons may be that most of Bihari people don't bring their family to the 

work place. Comparatively in Muslim area, the percentage of Bihari Muslim 

Mothers (30.79 percent) are higher than the percentage of Bengali Muslim 

Mothers (19.21 %), the reasons may be that, most of the Bengali Muslim 

families lived in the rural areas, having own cultivated land, business, etc., 
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and the Bengali Muslims in slum area came from Bangladesh as refugees or 

other reasons. 

Religion and caste of the respondents 

Religion and caste are the two important factors in the Indian Social 

Structure which not only explain the composition of the population but also 

have a bearing on other sociological aspects. Among the ten slums of North 

Kolkata under study, five are predominantly Muslim slums and rest five are 

predominantly Hindu slums where Bengali Hindu and Bihari Hindu live in 

cohesion and Bengali Muslim and Bihari Muslim live in Muslim slums for a 

considerable period. No other religion people live in these slums. Table 3 

shows the religions and caste wise composition of sample group of 

respondents. 

It is envisaged from the above table that 30 percent Bengali Hindus 

belong to Kayastha, followed by 11.32 percent Vaidya and 1.05 percent are 

Brahmins. Out of 42.37 (161 cases) Bengali Hindu mothers interviewed for 

the study. It also appears that 4.47 percent Bihari Hindu mothers belong to 

Kaystha followed by 3.16 percent are Vaidya in caste out of 7.63 percent 

Bihari respondents. It is also revealed from the study that 30 percent Bihari 

Muslim respondents belong to the Sunni community of Muslim followed by 

18.16 percent Bengali Muslims mothers are in the same category. Only 1.05 

percent Bengali Muslim mothers and 0.79 percent Bihari Muslim mothers 

belong to Shea Community. 
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Table 3: Religion and Caste of the Respondents 

Religion Hindu Muslim Grand 
Bengali Bihari Total Bengali Bihari Total Total 

Brahmin 4 - 4 - - - 4 
(1.05) (1.05) (1.05) 

Kayastha 114 17 131 - - - 131 
(30) (4.47) (34.47) (34.47) 

Vaidya 43 12 55 - - - 55 
(11.32) (3.16) (14.48) (14.48) 

Sudra - - - - - - -

Any other - - - - - - -
Sunni - - - 69 114 183 183 

(18.16) (30.0) (48.16) (48.16) 
Shiea - - - 4 3 7 7 

(1.05) (0.79) (1.84) (1.84) 
Catholic - - - - - - -
Protestant - - - - - - -
Any other - - - - - - -
Total 161 29 190 73 117 190 380 

(42.37) (7.63) (50.0) (19.21) (30.79) (50.0) (100.0) 
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Fig-2: Religion and Caste of the Respondents 
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So it is clear from the study that most of the Bengali community 

(34 4 7 percent) belong to the Kayastha in caste under Hindu religion and at 

the same time 48.16 percent Bengali Muslims and Bihari Muslim 

respondents belong to the Sunni Community of Muslim Religion. 

Literacy level of the respondents 

The study collected information about the literacy level of the Hindu 

and Muslim mothers which is very important factor with regard to 

awareness about child care, effects of the programme, involvement of 

mothers and impact of the programme on children, and many other aspects. 

Table No.4 shows the literacy level of the Hindu and Muslim mothers. 

It appears from the study that out of total Hindu mother respondents 

(190 cases) 20.26 percent of respondent mothers studied up to primary 

standard followed by 8.95 percent Bengali Hindu mother respondents read 
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up to middle class level of education and an equal percentage of mothers are 

known to be illiterate. Among them 6.05 percent are Hindu Bihari mothers 

and 2.89 percent are Bengali Hindu mothers. 8.69 percent Hindu mothers 

said that they are literate, only can write their names but they don't have 

formal education, among them 7.11 percent are Bengali Hindu mothers and 

1.58 percent are Bihari Hindu mothers. Further 2.37 percent Hindu mothers 

are non-metric, 0.53 percent is metric and 0.26 percent (one) is non

graduate. 

So, it reveals from the study that regarding the level of education, out 

of total Hindu mother respondents (50%) a large section of Bengali Hindu 

mothers read up to primary level but no Bihari Hindu mother read up to this 

primary level. Again a noticeable portion of Bengali Hindu mothers have 

studied up to middle standard, 2.37 percent are able to read up to Matric, 

and two Bengali mothers up to Metric and one is undergraduate, but no 

Bihari Hindu mother came up to this level. Most of the Bihari mother 

respondents (6.05 percent) are illiterate and few respondents (1.58 percent) 

can write their name but don't have formal education. The respondents are 

asked why their education level is so poor, they replied in their childhood 

they had no opportunity for going to the School, especially for the girl 

children of Bihar. 

87 



Table 4: Literacy of the Respondents 

Religion Hindn Mnslim Grand 
Ben2ali Bihari Total Bengali Bihari Total Total 

Illiterate 11 23 34 26 59 85 119 
(2.89) (6.05) (8.94) (6.84) (15.53) (22.37) (31.32) 

Literate but 27 6 33 40 52 92 125 
no formal &.11) (1.58) (8.69) (10.53) (13.68) (24.21) (32.89) 
education 
Primary 77 - 77 6 3 9 86 

(20.26) (20.24) (1.53) (0.79) (2.37) (22.63) 

Middle 34 - 34 3 1 4 38 
School (8.95) (8.95) (0.79) (0.26) (1.05) (10.00) 

Below 9 - 9 - - - 9 
Madhyamik (2.37) (2.37) (2.37) 

Madhyamik 2 - 2 - - - 2 
(0.53) (0.53) (0.53) 

1 - 1 - - - 1 
Higher (0.26) (0.26) (0.26) 
Secondary 
Graduate - - - - - - -

Post- - - - - - - -
Graduate & 
above 
Total 161 29 190 73 117 190 380 

(42.37) (7.63) (50.0) (19.21) (30.79) (50.0) (100.0) 
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Fig-3: Literacy of the Hindu-Muslim Mother Respondants 
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In the case of Muslim mother respondents, out of 190 cases 

interviewed for the study, 24.21 percent Muslim mothers reported that they 

can write. They can be said as literate but they do not have any formal 

education. Among them 13.68 percent are Bihari Muslim mothers and 10.53 

percent are Bengali Hindu mothers. 23.37 percent Muslim mother 

respondents are illiterate, out of which 15.53 percent are Bihari Muslim 

mothers and 6.84 percent Bengali Muslim mothers. It is also learnt from the 

study that 2.32 percent Muslim mothers read up to primary level, out of 

chich 1.53 percent are Bengali Muslims and a very nominal (0.79) percent 

Bihari Muslims are there, followed by 1.05 percent read up to Middle 

school out of which 0.79 percent are Bengali Muslim mothers and 0.26 

percent (one) is Bihari Muslim mothers. 
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So, it is clear that, a large portion of Muslim mothers are illiterate 

(23.37 percent) but they have no formal education (24.21 percent). This is 

due to lack of opportunity in their childhood, and at the same time Muslim 

community people are very conservative in respect of female education. 

They are not interested to send their girls to school, but want to send to the 

children to Madrasa, if environment permits. 

The educational level has been compared between the Hindu mother 

respondents and Muslim mother respondents and it reveals that most of the 

Muslim mother respondents (24.21 percent) are literally literate, can write 

their names, having formal education and among them number of Bihari 

Muslim mother is high, whereas the number of Hindu mothers in this 

category is low (8.69 percent). Moreover 23.37 percent Muslim mothers are 

illiterate, among them the number of Bihari mothers (59) is high than 

Bengali Muslim mothers. The rate of illiteracy is higher among the Muslim 

mothers than Hindu mothers, especially in the case of Hindu Bihari mothers. 

The respondents were also asked the reasons behind it, they replied that 

their family is very poor and they had no opportunity to go to the school as 

their parents don't like it. 

Occupation of the respondents 

The Hindu-Muslim respondent mothers of the selected slums under 

study work in a wide range of occupations, servicing the urban middle

classes, working as domestic helpers, traditional services (Dhobi, Tailor), 

wage labourers, small business, services and other types of work. Some of 

them are engaged in piece rate work in nearby manufacturing units etc. 

The table-5 focussed on the occupational status of the Hindu-Muslim 

mother respondents interviewed for the study. It reveals that 14.74 percent 
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Hindu mothers are house w1ves, they keep themselves busy in their 

domestic household work; out of them 2.37 percent are Bihari mothers, 

followed by 14.21 percent work as domestic helpers in the nearest locality 

to earn some money. Among them 13.43 percent are Bengali Hindus and 

rest 0.79 percent Bihari Hindu, 5.26 percent Bengali Hindu mothers sales 

new plastic items, like bucket, mug, tools, etc. and collect old cloths instead 

of money, and later they sold the old cloth at old cloth market in front of 

Liberty Cinema hall in the morning. Among them 2.37 percent are Bihari 

Hindu mothers. Another 5 percent Hindu mothers use to work as Ayah in 

the Hospital and Nursing Home on daily wage basis and among them 4.21 

percent are Bengali Hindu and 0.79 percent Bihari Hindu mothers followed 

by 3.42 percent are self-employed and engaged themselves in tailoring, 

embroidery, jardaushi work, etc. and sale in their locality, Out of this figure, 

2.37 percent are Bengali Hindu and 1.05 percent are Bihari Hindu. Few 

mothers (1.30 percent) engaged in some unorganised units in the locality of 

them, 1.04 percent are Bengali Hindu and 0.26 percent is Bihari Hindu. The 

rest 1.58 percent Hindu mothers sale vegetables, fruits, etc., and they all 

Bengali Hindu mothers. So, it is learnt from the above analysis that now a 

days the women are also coming out to earn money by engaging themselves 

in various activities to give some economic support to their families. 
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Table 5: Occupation of the Respondents 

Religion Hindu Muslim Grand 
Benl!ali Bihari Total Be01~ali Bihari Total Total 

House wives 47 9 56 32 73 105 161 
(12.37) (2.37) (14.74) (8.43) (19.21) (27.64) (42.38) 

Domestic helper 51 3 54 11 7 18 72 
(13.43) (0.79) (14.21) (2.89) (1.84) (4.73) (16.05) 

Selling vegetable, 9 - 9 - - - 9 
fruits, etc. (2.37) (2.37) (2.37) 
Tailoring, 17 4 21 14 17 31 52 
embroidery work (4.47) (1.05) (3.42) (3.68) (4.47) (8.15) (11.57) 
iardaushi 
Ayah in Hospital 16 3 19 2 5 7 26 
& Nursing Home (4.21) (0.79) (5.00) (0.53) (1.32) (1.85) (6.85) 
Exchange New 11 9 20 6 13 19 39 
Plastic Buckets (2.89) (2.37) (5.26) (1.58) (3.42) (5.00) (10.26) 
other things with 
old cloth 
Service in 4 1 5 3 2 5 10 
unorgani-zed (1.04) (0.26) (1.30) (0.79) (0.53) (1.32) (2.62) 
sector 
Others 6 - 5 1 - 1 7 

(1.58) (1.58) (0.26) (0.26) (1.84) 
Total 161 29 190 73 117 190 380 

(42.37) (7.63) (50.0) (19.21) (30.79) (50.0) (100.0) 
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Fi£-4: Occupation of the Respondents 
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Whereas in case of Muslim mother respondents, 27.64 percent are 

reported that they are engaged in doing domestic work, cooking, cleaning, 

child rearing etc., and among them 19.21 percent are Bihari Muslim mothers 

and 8.43 percent are Bengali Muslim mothers, followed by 8.15 are self

employed. Their work relates to cutting and stitching, jardaushi work in 

hari, salwar, etc., and they u e to work at their own house. Among them 

3.68 percent are Bengali Muslim and 4.47 percent are Bihari Muslim 

mothers. 5 percent Muslim women engaged in selling plastic articles with 

the exchange of old cloth, and among them 1.58 percent Bengali Muslim 

and 3.42 percent Bihari Muslim mothers, 1.85 percent use to work as Ayah 

in Ho pital and Nursing Homes, out of which 0.53 percent are Bengali and 

1.32 percent are Bihari Muslim mother. 1.32 percent Muslim mothers use to 

work in the small units of unorgani ed sector on daily wage basi , and 
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among them 0.79 percent Bengali Muslims, 0.53 percent are Bihari Muslims 

and rest 0.26 percent are engaged in any other activities. 

In comparing occupational status between Hindu and Muslim 

respondents, it was found that most of the Muslim mothers (27.64 per cetn) 

use to stay at their homes and engag themselves with household work, and 

among them most of them (19.21 percent) are Bihari Muslim mother, 

comparatively among the Hindu mothers, the percentage of housewives is 

less (14.74 percent). Maximum Hindu mother respondents are engaged in 

some earning activities to give financial support to their family but Muslim 

mothers are not so advanced in these kinds of activity due to norm of the 

Muslim community and conservativeness. 

Income of the families of the respondents 

Size of the household generally shows the load and burden on the head 

of the household, although there could be more than one earner in a 

household. Here, size of the household stands for the number of persons 

living together in a family. The average has been found to be 5.05 people 

with different household types, although it varies with religious groups. It is 

5.9 percent for Muslims, both Bengali and Bihari. It is to be noted that there 

are some large size of households with 8+ members are in Muslim families. 

Likewise some household with smaller sizes are of the Hindus. The larger 

size of the Muslim households indicates that the Muslims generally have 

larger family members; the number of children is higher than the Hindu 

households. 

Income is very important to know the impact of the programme on 

the beneficiaries and therefore examination has been made about the 

monthly income of the households of selected slum dwellers in selected 
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Hindu Muslim slums of North Kolkata. Table 6 points out the monthly 

income structure of the respondent's family. 

The selected Hindu and Muslim respondents are asked about their 

monthly family income for the purpose of the study and it reveals that 17.63 

percent Bengali Hindu mothers out of 42.37 percent Bengali Hindu mothers 

selected for study reported that their family income ranged between Rs.1001 

to Rs.2001, followed by 13.69 percent told that their family income is below 

the Rs.1000/- per month and they are facing problems to maintain their 

family, 1.05 percent told that their family income ranged between Rs.2001 

to Rs.3000/-. Among the Bihari Hindu mothers, 7.63 percent available for 

interview, shows that 5 percent mother's family income is below Rs.1000/

per month and 1.58 percent said that their family income is between 

Rs.1001/- to Rs.2000/- and according to rest 1.05 percent, their family 

income stood between Rs.2001/- to Rs.3000/-. 

While interviewing the mother respondents both Bengali and Muslim 

mothers, they told that their family income is below Rs.IOOO/- per month 

(7.11 percent), followed by 4.21 percent reported, to have income ranged 

between Rs.lOOl/- to Rs.2000/- and according to 3.95 percent, their family 

income is between Rs.2001/- to Rs.3000/- per month and 1.95 percent 

Bengali Muslim mothers told that their family income is between Rs.4001/

to Rs.5000/- as their husbands are working in shoes making units and plastic 

articles manufacturing units in the unorganized sector. 
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Table 6: Monthly Family Income of the Respondents 

Religion 

Below 
Rs.l OOO 
1001-2000 

2001-3000 

3001-4000 

4001-5000 

5000& 
above 
Total 

1.00 

go 

110 

70 

~ 60 

I 50 ~ 

~ 40 z. 
30 

2D 

1D 

0 

Hindu Muslim 
Bengali Bihari Total Bengali Bihari 

52 19 71 27 31 
(13.69) (5.00) (18.69) (7 .11) (8.16) 

67 6 73 36 37 
(17.63) (1.58) (19.21) (4.2 1) (9.73) 

23 1 27 4 28 
(6.05) (1.05) (7 .1 0) (2.89) (7.37) 

17 - 17 15 21 
(4.47) (4.47) (3.95) (5.53) 

2 - 2 4 -
(0.53) (0.53) (1.05) 

- - - - -

161 29 190 73 117 
(42.37) (7.63) (50.0) (19.21) (30.79) 

Fig· S: Monthly Family Income of the Re.spondents 

Bebw 1.001. to zoooto 3001 to 4001 to 5000 a 
1.000 2000 3000 4000 5000 ~ 

Grand 
Total Total 

58 129 
(15.27) (33.96) 

53 126 
(13.94) (33.15) 

39 66 
(10.26) (17.36) 

36 53 
(9.48) (13.95) 

4 6 
( 1.05) ( 1.58) 

- -

190 380 
(50.0) (100.0) 

A regards to the Bihari Muslim mothers 9.73 percent told that their 

family income ranged between Rs. lOOl to Rs.2000/- per month and 
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according to 8.16 percent respondents their family income IS below 

Rs.lOOO/- per month, followed by 7.37 percent mothers told that their 

family income vary between Rs.2001 to Rs.3000/- per month and according 

to 5.53 percent, their family income is between Rs.3000/- to Rs.4000/- per 

month as some of them having laundry (washing and ironing) and first food 

stall in the footpath, tea shop etc. 

While comparing the income between Hindu and Muslim slum 

dwellers, it has been found that most of the respondent familie's monthly 

income is less than Rs.1000/- per month. The percentage is higher (18.69 

percent) among the Hindu families than the percentage of Muslim 

families(15.27). Bengali Hindu (13.69 percent) and Bihari Muslim (8.16 

percent) are the worst suffers. In the income category of Rs.1001/- to 

Rs.2001/-, it is found that most of the Hindu families (19.21 percent) belong 

to the income group, and it is higher than the Muslim families (13.94 

percent). It is also noticed that in the income category of Rs.2001/- to 

Rs.3000/-, the percentage of Muslim famies is 10.26 percent among them 

7.37 percent are Bihari Muslims. It is high than the Bengali Hindu family 

(7.10 percent). 9.48 per Muslim respondents monthly family income ranged 

between Rs.3001/- to Rs.4000/- and which is higher than the Hindu family's 

month income (4.47 percent). Further there are 1.05 percent Muslim 

families whose monthly family income stood between Rs.4001/- to 

Rs.5000/- whereas there is no Hindu family in the income category. 

Source of income of the respondents 

The Hindu and Muslim slum dwellers work in a wide range of 

occupations, servicing the urban middle-classes by way of selling variety of 

items in the footpath, working in small business, garment production units, 
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etc. Some small production units are located within the slums itself. The 

self-employed men are among the better off section in the slums, with 

manual labours such as rickshaw pullers, thelawala, selling sugar cane juice 

and construction labourers being among the lowest paid. 

Again other occupational opportunities for employment m the 

informal sectors such as manual labourers (unskilled and semi-skilled), 

casual labourers (e.g., construction workers seasonally unemployed during 

the monsoon), hawkers and vendors the higher income groups tend to be 

factory workers whose wages are low but whose income is regular and 

secured. 

The majority of households of both Hindu and Muslim slum dwellers 

selected for the study appears to have sales related occupation with its share 

of 36.5 percent. The data reveals that 22.1 percent Hindu and Muslim slum 

dwellers are engaged as daily wage labourers in cottage and small scale 

industries like tailoring, carpentry, blacksmiths, manufacturing shoes and 

sports goods, detergent washing powder, handicrafts and other petty trades. 

The production activities of many of these entrepreneurs appears to be 

seriously crippled for lack of capital and working space, obsolete production 

technique, difficulties in procuring raw materials and getting markets for the 

products, and specially for heavy power cuts. 

In the marginal sector on the other hand, the major occupational 

group is 'casual labour' constituting 32.2 percent and they do not have any 

regular or steady source of income. These labourers often become victims of 

exploitation. The remaining category includes domestic servants, beggars, 

rag-pickers, etc. This group which is the poorest among the urban poor 
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constitute near about 6.8 percent. It was seen that the Bihari Hindus and 

Bihari Muslims are the worst sufferers with regards to income. 

It is known that almost half the numbers of women are engaged fully 

or partly as domestic servants, labourers, rag -pickers and the like. In such 

cases the mother is always away from home from 9-00 AM in the morning 

to 4-00/5-00 PM in the evening and children grow up without any parental 

supervision whatsoever. These domestic helpers cook the morning meal, 

pack it up for their husband and school going children, feed the younger 

ones and leave them to play in front of their dwellings before going off for 

the morning session. In the afternoon, they come back and do their own 

washing, cleaning and bathing their children, if water is available. Again 

they went out for afternoon session around 4.00 P.M. and returned at about 

6.00 P.M. or so, and get busy with preparation of evening meal for 

themselves. Such women have little time for gossip or idle talk except when 

they sit outside their huts cleaning food grains or doing their washing in 

afternoon. 

While these earning women in the slum spend all their money in 

meeting the food and others needs of the family with rarely spending any 

money on buying something for themselves, the men spend two to three 

rupees daily on tea, and 5-6 rupees on betel leaves, bidi, tobacco and the 

like. The men who are habituated to liquor - there are many in the slum -

keep much more for themselves, thus reducing further their contribution 

towards the up keep of the family. Most of the women reported that 

inadequate housekeeping allowances given by their husband is the most 

common cause of friction between husband and wives. Many husband beat 

their wives in the evening either because there is not anything nice to eat. 

Next day morning when she protests the husband told "I thrashed you for no 
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reason, isn't it? Now take this stick and beat me",knowing that a Hindu 

woman would never raise her hand against her husband whatever his faults. 

Types of construction of the houses of the respondents 

Every migrant Hindu-Muslim slum dwellers is quite content having a 

hut of his own which he puts up with a few poles and plated bamboo mates. 

With the passing of years, most of them tried of repairing it before every 

monsoon. Apart from this, there are encroachments on the roadside Oocally 

calledjhupri), canals (called khal dhar), or any vacant place (called udbastu) 

by the poor people either displaced from the city itself or retrenched from 

their work place. 

It has been found that the predominant structure type of dwellings are 

very much prevalent in both the slum areas. These were pucca, semi-pucca 

and kuccha (crude or imperfect). The percentages of the structural types in 

16 slums of North Kolkata are pucca 55.1 percent, semi pucca 27.4 percent 

and kuccha 17.5 percent. There are houses with roof made of tiles, asbestos 

or tins which have floors which are kuccha or pucca both. It is also observed 

that 90 percent of these slum dwellers have only one room for them to live. 

Any one making improvement or repairs to his dwelling rouses environs 

glances from neighbours. In the course of renovation or repair, should the 

neighbour feel that the dwelling is occupying even an inch of space more 

than it did previously? It is enough to spark of a bitter quarrel with the 

owner being encroaching upon other peoples land. Momentarily, they saw 

to forget that they are all squatters on unauthorized land. 
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Assets of the respondents 

Family assets are being one of the important indicators of economic 

status. Among the all reported cases (380) of both the Hindu and Muslim 

mother, 54.0 percent are found to have assets which include T.V., Radio, 

Sound System, Tailoring Machines, etc., and the remaining have no assets at 

all. Among those who have assets, the majority are Muslims. 27.8 percent of 

the Muslim as against 22.3 percent Hindus are found to have assets. This 

has been shown that the Muslim dwellers have the superior economic status 

in the slums than Hindus. 

Ultimately child development is family based and more so mother 

based, who holds key position to make decisions and provide stimuli for all 

round development of child in the family and community. 

Development, protection and survival of children below 6 years of 

age and adolescent health is completely family based and mother centred. 

Response and decisions of parents and mother in particular is vital for their 

survival and development. 

However, under Integrated Child Development Services (ICDS) 

programme families, community participation and empowerment of women 

has been a neglected area. Therefore, the whole programme should be 

focussed on to sensitize family - the mother - the women which will form 

the basis of child development. 

IMPACT OF INTEGRATED CIDLD DEVELOPMENT SERVICES: 

The mothers of the Hindu-Muslim beneficiary children are asked to 

respond to different types of questions to find out their level of awareness 

and sensitization about the Integrated Child Development Services (ICDS) 
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programme. The information collected on these aspects have been analysed 

in the following. Table No.7 

Sources of information about Anganwadi centre 

With regard to the source of information about the Integrated Child 

Development Services (ICDS) programme, it appears from the study that 

16.58 percent Hindu Bengali mother respondents have told that they have 

come to know about the programme from the neighbours that a child 

development centre has been started in their locality for the slum children 

from where the children will get food, medicine and education free of cost 

and after being informed of this, they started to send their children to the 

centre. 12.10 percent respondent mothers out of 42.37 percent Hindu mother 

selected for the study replied that they heard about the centre from their 

friends and 6.84 percent have been informed by the Anganwadi worker 

during home visits, 5.53 percent learnt about the centre from their family 

members and remaining 1.32 percent from others, i.e., local people. Thus 

most of the respondents come to know about the Anganwadi centres from 

their neighbours and friends and most of the Bihari mothers (2.89 percent) 

out of 7.63 percent Bihari Hindu mothers interviewed for the study come to 

know about the centre from their neighbours, 2.37 percent Bihari mothers 

from their friends, 1.32 percent from their family members and an equal 

percentage (0.52 percent) said that they learnt about the centre from 

Anganwadi workers and others from local people respectively. Like Bengali 

Hindu mothers, Bihari Hindu mothers also learnt about the centre from 

neighbours and friends. 
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Table 7: Sources of information about Anganwadi Centre 

Sources Hindu Muslim Grand 
Bengali Bihari Total Bengali Bihari Total Total 

Friend 46 9 55 12 31 43 98 
(12. 10) (2.37) ( 14.47) (3 .16) (8. 16) (1 1.32) (25.79) 

Neighbours 63 11 74 29 47 76 150 
( 16.58) (2.89) (19.47) (7.63) (123.37) (20.00) (39.47) 

AWW 26 2 28 9 18 27 55 
(6.84) (0.53) (7 .37) (2.37) (4.74) (7 .11) (14.48) 

Family 2 1 5 26 18 16 34 60 
members (5.53) (1.32) (6.85) (4 .73) (4.20) (8.93) (1 5.79) 
Doctors - - - - 1 - 1 

(0.26) (0.26) 
Others 5 2 7 5 4 9 16 

( 1.32) (0.52) ( 1.84) (1 .32) ( 1.05) (2.37) (4.21 ) 
Total 161 29 190 73 117 190 380 

(42.37) (7.63) (50.0) (19.21) (30.79) (50.0) (100.0) 

Fig-6: Sources of information abour Anganwadi Cent re 
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The same question has been asked to the Bengali and Bihari Muslim 

mothers selected for study and out of 19.21 percent Bengali Muslim 

mothers interviewed, 7.63 percent Muslim respondent mothers told that they 

got the information from their neighbours, and 4 .73 percent got the 
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information from their family members, particularly from husband as the 

Muslim mothers are not always going out of their houses without work. 3.16 

percent told that they come to know about the centre from their friends and 

2.37 percent reported that they have knowledge of Anganwadi Centres from 

the home visit made by the Anganwandi workers of the centres and others 

from local people. Among the Bihari Muslim mothers (30.79 percent) 

interviewed for the study, 12.37 percent said that they come to know about 

the centre from their neighbours, followed by 8.16 percent from their 

friends, and 4.74 percent from Anganwadi worker, 4.21 percent got 

information from their husband, 1.05 percent from others and 0.26 percent, 

i.e., one respondent from the local doctor. So like Bengali Muslim mothers, 

Bihari Muslim mothers also mostly got information about the centre from 

their neighbours. 

The study compares between Hindu and Muslim mothers interviewed 

for the study regarding the source of information and the study reveal that 

out of total 380 respondents, 39.47 percent got the information about the 

existence of Anganwadi centres from their neighbours, 25.79 percent from 

their friends 15.79 percent from their family members. Muslim mother 

respondents (8.93) have information from their husband; it is higher 

compared to Hindu mothers (6.85 percent). 14.48 percent Hindu and 

Muslim mothers come to know about the centre from Anganwadi worker, 

4.21 percent from other local people and only one respondent reported that 

she came to know about the functioning of such centre in their locality from 

doctor. It is interesting to note that comparatively most of the Muslim 

mothers got information from their husband, as they have less opportunity 

to go around than the Hindu mothers. Therefore, the percentage of Muslim 

mothers (8.93 percent) is higher than Hindu mother (6.85 percent). 
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Motivation for sending children 

As stated earlier, the Hindu-Muslim mothers of the slums know about 

the centres functioning in their localities, yet they have been motivated by 

different people. Table No.-8 shows the reason for sending their children to 

Anganwadi Centre. 

It is known that 39.47 percent respondents from Hindu and Muslim 

belt send their children to the Anganwadi Centre by getting motivated by 

their neighbours, 25.79 percent of respondent mothers are motivated by 

their friends, followed by 15.79 percent by family members, and 14.48 

percent mother are have been motivated by the Anganwadi workers when 

they go around the localities to enlist the names of the target group children 

and 4.21 percent are motivated by other, i.e., local leaders and relatives. 

Some of them motivated more by their personal observation. 

Moreover, when the centres started distributing foods, the news went 

round the whole locality without any organized publicity. 

The study also attempted to find out the reasons behind sending the 

children to the Anganwadi Centre (A WC) and as per their replies it is 

envisaged that out of total42.37 percent Bengali Hindu mothers interviewed 

for the purpose of the study, 28.95 percent said that they send their children 

to the Anganwadi Centre (A WC) both for food and a little education as they 

are very poor, they are not able to afford the same always to their children. 

Their children will get the food and education from the Anganwadi Centre 

(AWC) in free of cost, therefore they send. 7.63 percent mothers reported 

that the main reason for sending their children to the Anganwadi Centre 

(A WC) is for food. They generally go out for work for earning money, 

nobody at home available to provide food or cook for them in time. 5.79 
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percent mothers said that they are sending for education as the tuition fees 

of private nursery school is very high and they cannot afford it. 4.21 percent 

respondents told that both husband and wife go out for work to earn money 

for the whole day and do not have any fixed time to return, therefore they 

are sending their children to the centre. Moreover, their children will get 

treatment and some common medicines without any cost. The main reason 

is that nobody remains at home to look after and cook for them. Only one 

respondent mother could not show any reason. For Bihari Hindu mothers, 

out of 7.63 percent interviewed for study, 4.21 percent send their child to 

centre for food, 2.11 percent for both food and education and 0.79 percent 

told no body remains at home to take care of them as they use to go for 

work outside and an equal percent of respondent (0.26) told that for 

education and other reason for sending their children to Anganwadi Centre 

(A WC). Among the Hindu Bengali and Bihari mothers, most of the Bengali 

Hindu mothers send their children to Anganwadi Centre (A WC) for food 

and education, whereas most of the Bihari Hindu mothers for food, only one 

Bihari Hindu mother reported that she send her children to Anganwadi 

Centre (A WC) for education. 
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Table 8: Reason for sending children to Anganwadi Centre (AWC) 

Sources Hindu Muslim Grand 
Bengali Bihari Total Bengali Bihari Total Total 

For Food 29 16 45 17 57 74 119 
(7.63) (4.21 ) (11.91) (4.47) (1 5.1) (19.47) (31.31) 

For 22 1 23 19 6 25 48 
Education (5.79) (0.26) (6.05) (5.00) ( 1.58) (6.58) (12.63) 
For Both 91 8 99 27 41 68 167 

(28.95) (2. 11 ) (3 1.06) (7.10) (1 0.79) (17.89) (43.95) 
For 16 3 19 2 3 5 24 
treatment (4.21) (0.79) (5.00) (0.53) (0.79) ( 1.32) (6.32) 
and Nobody 
to look after 
at home 
Others 3 I 4 6 7 13 l7 

(0.79) (0.26) ( 1.05) ( 1.58) (1.84) (3.42) (4.47) 
No response - - - 2 3 5 5 

(0.53) (0.79) ( 1.32) ( 1.32) 
Total 161 29 190 73 117 190 380 

(42.37) (7.63) (50.0) (19.21) (30.79) (50.0) (100.0) 

Fig -7: Reuons for sending children to AWC 
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On the other hand, according to the all Bengali Muslim mothers 

interviewed for study, 7.10 percent told that they send their children to the 

centre both for food and study, followed by 4.47 percent only for food as 

their children use to go to Madrasha for study in the noon time. 5 percent for 

education as their children will learn English from the centre, 1.58 percent 

for other reasons and an equal percent (0.53) replied that nobody at home to 

take care and there was no response from the respondent. Bihari Muslim 

mothers also (19.47 percent) send their children to Anganwadi Centre 

(AWC) for food, followed by 17.89 percent for both food and education and 

6.58 percent Bihari Muslim mother send for education. 3.42 percent Bihari 

mother having other reasons for sending their children to centres and 1.32 

percent told nobody at home to take care the children, again 1.32 percent not 

shown any reasons for sending their children to centre. 

On the basis of analysis of the collected information, the study 

compares between Hindu and Muslim respondents regarding the reasons for 

sending their children to the Anganwadi Centre (A WC) and found that out 

of total Hindu-Muslim mother respondents (380) interviewed for the study, 

43.95 percent mothers from the both religion use to send their children to 

Anganwadi centres for food and education and among them 31.06 percent 

were Bengali and Bihari Hindu, and 17.89 percent Bengali and Bihari 

Muslim. Here, the percentage of Hindu Bengali and Bihari Mother is 

comparatively higher than the Bengali and Bihari Muslim mothers, followed 

by 31.31 percent Hindu-Muslim mothers send their children to Anganwadi 

Centre (AWC) for food only, among them 19.47 mother respondents 

belongs to Muslim community and 11.91 percent belong to Hindu 

community. It reveals that the percentage of Muslim mothers is higher than 

the Hindu mothers, same constitutions,which were sending their child to 
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Anganwadi Centre (A WC) for food only. Almost equal percentage of Hindu 

and Muslim mothers reported that they are sending for studies and 5 percent 

Hindu mothers, both Bengali and Bihari, told they don't have anybody at 

home to take care of their children at home. In other reasons the percentage 

of Muslim mothers (4.47 percent) is higher than the Hindu mothers (1.05 

percent) and 1.32 percent Muslim mothers did not respond to the question. 

Moreover, the Hindu and Muslim mother respondents of the Hindu 

and Muslim belt have been asked how many hours their children use to stay 

at the Anganwadi Centres. Most of them replied 2Yz to 3 hours per day. 

More or less every mother respondent knows the timings of the Anganwadi 

Centre (A WC). 

Views of the respondents regarding functions of the Anganwadi centres 

The Integrated Child Development Services (ICDS) Team comprises 

the grass root level worker, namely, Anganwadi worker (A WW) and helper 

who provide the services, the supervisor and the Child Development Project 

Officer (CDPO) who is the team leader. The Medical Officer, Lady Health 

Visitor (LHV) and Female Health Worker (FHW), from the health sector 

work in close collaboration with ICDS team in providing health services. 

The Anganwadi worker plays a crucial role in providing the services 

as the actual services are provided through her. She is often selected by 

local community with which she is supposed to maintain a close and 

continuous contact with the community and serves as a crucial link between 

villagers and the Government administration. At the same time she needs to 

open the centre regularly in time. 
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The mother respondents of the Hindu-Muslim belt have been asked 

whether the centre opens regularly in time or not. The mother respondents 

of the beneficiary children reported that the centre opens regularly in time as 

the key of the centre is kept with the helper who is a local inhabitant. But 

the Anganwadi workers come late in the centre most of the days and leaves 

centre within 2-3 hours, as most of the workers generally come from 

distance. The mother respondents also asked are they kept informed about 

immunization date, most of the mothers replied that they have been 

informed by the helper and Anganwadi workers about the immunization 

date. In a question on home visit by the Anganwadi worker for counselling 

during last 30 days - all of the respondent mothers told that when the centre 

started functioning, the anganwadi worker frequently visited their homes to 

collect children, but after that nobody visits their homes. This may not be 

the fault on the part of the Anganwadi worker because they are not treated 

as full time workers and minimum salary as well as the service conditions 

are denied to her. No wonder they are agitated about it. 

Knowledge of respondents regarding package of services 

Under ICDS Scheme, a package of services including supplementary 

nutrition, immunization, health check-up, referral services, non-formal pre

school education and nutrition and health education to mothers is provided 

to children below six years of age and pregnant and nursing mothers. The 

idea of providing a package of services is based primarily on the 

consideration that the overall impact would be much greater if the different 

services are delivered in an integrated manner. Table No. - 9 shows about 

the knowledge of package of services under Integrated Child Development 

Services (ICDS). 
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As regards to the services available from the centres and the 

knowledge of Hindu-Muslim mother respondent about it, the study reveals 

that most of the mothers are not aware of all items of the package of 

services. Out of 42.37 percent Bengali Hindu mothers interviewed for the 

study 13.42 percent mentioned about supplementary nutrition, followed by 

11.31 percent pre-school education, 8.94 percent mothers about 

immunization and 5.78 percent mentioned about Health check up 1.84 

percent told about nutrition and health education while 1.5 percent 

mentioned about referral services. But most Bengali Hindu mother also 

mentioned three items of the package of services, i.e., supplementary 

nutrition, pre-school education and immunization but among them 

somebody given importance on supplementary nutrition, somebody on 

preschool education, or immunization. But nobody among the mothers have 

been able to mention six items of the package of services provided under 

Integrated Child Development Services (ICDS) programme through 

Anganwadi centres. Bihari Hindu mothers (3.15 percent) also told (khana 

milta hai) supplementary food is available from the centre. 2.36 percent 

replied (porai hota) about study and 1.31 percent about immunization 

(doctor babu sui deta), 0.78 percent Bihari Hindu mothers mentioned about 

health check-up. But most of them mentioned about supplementary nutrition 

and immunization. 
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Table 9: Knowledge of the Respondents about package of services 
under Integrated Child Development Services (I CDS) 

Sources 

Supplementary 
Nutrition 
Pre-School 
education 
Immunization 

Health check-
up 
Referral 
Services 
Nutri tion & 
Health 
Education 
Total 

1.00 
go 

80 .. 70 

I liO ... 50 r;: 

~ 40 

~ 30 
20 
1D 

0 

Hindu Muslim 
Bengali Bihari Total Bengali Bihari Total 

5 1 12 63 26 47 73 
(13.42) (3 .15) ( 16.57) (6.84) (12.36) (19.21) 

43 9 52 19 16 35 
(1 1.31) (2.36) (13.68) (5.0) (4.2 1) (9.21) 

34 5 39 17 28 45 
(8.94) ( 1.31) ( 10.26) (4.47) (7.36) (11.84) 

22 3 25 8 23 31 
(5.78) (0.78) (6.57) (2. 10) (6.05) (8.15) 

4 - 4 l 1 2 
( 1.05) ( 1.05) (0.26) (0.26) (0.52) 

7 - 7 2 2 4 
( 1.84) (1.84) (0.52) (0.52) (1.05) 

161 29 190 73 117 190 
(42.37) (7.63) (50.0) (19.21) (30.79) (50.0) 

Fig-8: Knowledge of the Re.spondents about t he package of 
services under ICDS 
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Grand 
Total 

136 
(35.78) 

87 
(22.89) 

84 
(22.12) 
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( 1.58) 
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380 
(100.0) 



Among Bengali Muslim mothers 6.84 percent were also well 

familiarized with 'Khana' or supplementary nutrition as they come to know 

about food from their children, 5 percent mentioned preferably about study 

at the centre as their children are learning English from the centre. 4.47 

percent given priority on immunization as they think it will prevent 

diseases, followed by 2.10 percent given their view on health check up, 0.52 

percent on Nutrition and Health Education and remaining 0.26 percent on 

referral services. But like Hindu Bengali and Bihari mothers, more or less 

all the respondents could mention two or three items easily, but not all 

items. As such 19.21 percent Bihari Muslim mothers mention about 

supplementary nutrition. 11.84 percent knows about immunization, 

followed by 9.21 percent pre-school education and 8.15 percent about health 

check up. Bihari Muslim mothers also mentioned about nutrition and health 

education as they prepared "Chappati" (thick roti) on a demonstration day at 

Anganwadi Centre (A WC). 0.52 percent mentioned about referral services, 

during stomach trouble of her children, Anwanwadi Workers (A WW) 

advised her for admission at Medical College. 

On the basis of information collected and analysis made, it is found 

that 19.21 percent Muslim mothers knows about supplementary nutrition, 

comparatively the percentage is higher than the Hindu mother respondent 

(16.56 percent). Food is a important and attractive item among all package 

of services under Integrated Child Development Services (ICDS) to the 

children of the slum mothers. The response of Bengali and Bihari Hindu 

mothers relating to pre-school education is higher (13.18 percent) than the 

percentage (9.21 percent) of Bengali Brhari and Muslim mothers. Among 

them most of the Hindu mothers feel their children are learning Bengali 

language at home, but if they send their children to Anganwadi Centre 
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(A WC) they will learn English. With regard to immunization, health check 

up, referral services, nutrition and health education, it is found that 

comparatively the percentage between Hindu Bengali - Bihari mothers and 

Muslim Bengali and Bihari mothers are more or less same, but none of the 

respondent mothers interviewed for the study could mention all items of the 

package of services. They don't know the utility of these items that provided 

to their children from Anganwadi Centre (A WC) especially the Bihari 

Hindus and Muslim respondents. 

Views of respondents on pre-school children 

Non-formal pre-school education is an important component of 

Integrated Child Development Services (ICDS) programme for the children 

between the age group of 3-6 years. They are provided with learning 

experiences at an Anganwadi. The main objective of the pre-school 

education (PSE) is to prepare children for formal education at the 

elementary school and formation of behaviour for the smooth adjustment 

with the larger group in the later part of the life. It also aims at reducing the 

school dropout rate and retention in Class I & II. Pre-School Education 

(PSE) of Integrated Child Development Services (ICDS) programme has 

been envisaged as an effective strategy for enhancing enrolment to promote 

universalisation of primary education. 

As regards the availability of pre-school education at the Anganwadi 

centres, the Hindu and Muslim mothers of the beneficiary children know 

very little. They know their children are taught writings and learning rhymes 

at the centre. But they don't know the main purpose of pre-school education 

component which is meant for overall development of the child. There is no 

formal structured curriculum in Anganwadi Centre (A WC) and no 
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flexibility which can encourage the child. Now the Anganwadis were 

reduced to just feeding centre or "Kichuri Centre" with some automatic and 

mechanical activities such as songs, rhymes, etc., taught primarily to please 

the visitors. Mothers also don't know what kinds of teaching aids they 

should use for teaching to their children even they reported that their 

children are not providing any slate or book for their children and not given 

any home tasks by the Anganwadi workers. 

The study reveals that out of all Hindu-Muslim mothers interviewed 

for the study, 46.84 percent of the total mother respondents of the 

beneficiary child reported that they know about the pre-school learning but 

the children are not benefitted from this as the Anganwadi workers are not 

enough knowledge to arouse interest among the children. Moreover, the 

workers are not interested to teach the children. Few respondent mothers are 

happy with the pre-school learning as their children can speak rhymes to 

others. The mother of Hindu and Muslim beneficiary children also asked 

whether their children are able to read simple words and count numbers at 

home or not. All most all Hindu and Muslim mothers reported that they are 

unable to do this but they can distinguish colour and various objects but 

unable to describe properly. 

Opinion of the respondents regarding behavioural change 

The Hindu and Muslim respondent mothers of the beneficiary child 

has been asked whether they observed any behavioural change, like washing 

hand after using toilet, wash hands before and after meals, .use soap to wash 

hands, brushing teeth regularly, respect elders after attending the pre-school 

learning. Table No. 10 shows the impact of pre-school education on 

children. 

115 



The respondent mothers of the child beneficiaries expressed their 

opinion regarding the development of behaviour pattern after going to 

Anganwadi centre for a course of time. According to the opinion of the 2.57 

percent Bengali Hindu mothers, there were no changes in the behaviour 

pattern of their children in their daily practices and it was same as before 

attending the Anganwadi Centre (AWC). 7.63 percent Bengali mothers told 

that their children use to give respect to the elderly people in their family as 

well as in the community also, but it may be due to fear, 6.05 percent 

mothers replied that their children washes their hands before taking meals as 

they learn it from the other family members and Anganwadi Centre (A WC) 

and according to 4.21 respondent mothers their children brushes their teeth 

regularly in the morning, 2.89 percent mother answered in favour of 

washing hands with soap after toilet, which they learn from their parents. 

Among the Bihari Hindu mothers 3.93 percent out of total 7.63 percent 

Hindu mothers selected for the purpose of the study, said that they do not 

notice any change in behaviour and practices of their children in the day to 

day life, 1.31 percent mother replied that their children are very regular in 

brushing the teeth and 1.05 told that they are very formal to wash their 

hands before meals and 0.78 percent expressed their happiness as their 

children show due respect to the elderly people. Only 0.53 percent Bihari 

Hindu mothers told their children were habituated with washing hands with 

soap after using toilet. It is clear that most of the Hindu Bengali and Bihari 

mothers found no change among their children in their daily practices. 
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Table 10: Opinion of the Respondents regarding behavioural changes of 
their children 

Sources 

Washing 
hands with 
oap after 

toilet 
Wash hands 
before meals 
Brushing teeth 
& taking bath 
regularly 
Re pect elder 

No change 

Total 

100 
90 

80 

~ 70 

I 60 ... 50 1:: 

3 .... 40 

z. 30 

20 

1D 
0 

Hindu Muslim 
Bengali Bihari Total Bengali Bihari Total 

11 2 13 7 9 16 
(2.89) (0.53) (3.42) (1 .84) (2.36) (4.2 1) 

23 4 27 ll 13 24 
(6.05) (1.05) (7. 10) (2.89) (3 .42) (6.31) 

16 5 21 19 27 46 
(4.2 1) ( 1.31) (5.52) (5.0) (7. 10) ( 12.10) 

29 3 32 6 7 13 
(7.63) (0.78) (8.42) (1.57) ( 1.84) (3.42) 

82 15 97 30 61 91 
(2 1.57) (3.93) (25.52) (7.89) (16.52) (23.94) 

161 29 190 73 117 190 
(42.37) (7.63) (50.0) (19.21) (30.79) (50.0) 

Fig-9: Opinion of the Hindu-Muslim mothers regarding 
behavioural changes of their children 
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Grand 
Total 

29 
(7.63) 

51 
(13.42) 

67 
(17.63) 

45 
(1 1.84) 

118 
(49.47) 

380 
(100.0) 
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According to Bengali and Bihari mothers, 7.89 percent Bengali 

Muslim mothers out of total 19.2 1 percent Bengali-Muslim mothers 
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interviewed for study, express their views that they did not observe any 

change in the behaviour and practices of their children after attending the 

Anganwadi Centre (A WC), followed by 5 percent also not found any 

change in the daily practices of their children, 2.89 percent reported that 

their children are habituated with washing hands before meals and 1.84 

percent said that their children washes hands with soap after using toilets. 

1.57 percent mother said they taught their children to respect the elderly 

people. As per the 16.52 percent Muslim Bihari mothers they did not see 

any change in talking, gesture, practices among their children, 7.10 percent 

reported their children to brush teeth every morning, 3.42 told in favour of 

washing hands before meals, and 2.36 percent said about washing hands 

with soap after using toilet, and 1.84 percent replied in favour of respecting 

elders. It appears that most of the Muslim respondent mothers (23.94 

percent), they did not notice any change among their children relating their 

behaviour, gesture, talk and daily practices. 

Comparison has been made between Hindu and Muslim beneficiaries 

with regard to the practices of the children and it appears that 25.52 percent 

Hindu mother respondents of the beneficiary children did not find any 

change among their children in daily practices while 23.94 percent Muslim 

mother respondents passes the same opinion. Here it reveals that the 

percentage of Hindu mothers is higher than the Muslim mothers. But 

according to both Hindu and Muslim mothers, most of them agree that there 

is no change among their children after attending the A WC. It is felt that the 

child beneficiaries are generally stay in the A WC for 3 to 4 hours per day 

out of 24 hours a day, and this left of 20 hours, the child is with his/her other 

family members, neighbours and other peer groups who are not the part of 

A WC. So only 4 hours at centres cannot generally bring any change to the 
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children when the environments of Anganwadi Centres ( AWCs) do not 

help much to bring about a change with regard to the practices in daily life, 

12.10 percent Muslim mothers told that their children are very regular in 

brushing teeth while 5.52 percent Hindu mothers replied the same. So, the 

percentage of Muslim mother is higher than the Hindu mother. Again with 

regard to showing respect to elderly people the percent of Hindu mothers 

(8.42 percent) is higher than the Muslim mothers (3.42). 

Supplementary Nutrition Programme IS targeted to reduce 

malnutrition among women and children by supplementing proteins, 

minerals and vitamins in a supplementary diet. Therefore, nutritious food is 

being served under Supplementary Nutrition Programme (SNP) and Prime 

Minister Gramoday Yojana (PMGY) to the children below 6 years, pregnant 

and lactating mothers and adolescent girls for 300 days in a year. Children 

covers under the programme are categorized as severely malnourished, 

moderately malnourished and normal. Nutritious food is served to all the 

beneficiaries. 

Views of the respondents about supplementary nutrition and quality of 

food 

The study tries to find out whether the Hindu-Muslim mother 

respondents of the beneficiary children are aware about the supplementary 

nutrition or not. The mother respondents were asked "Do you know that the 

supplementary nutrition is given to your child at the centre"? But most of 

the Hindu and Muslim mothers of the beneficiary children seen to be not 

aware about the supplementary nutrition which is given to their child at the 

Anganwadi centre but they only know some foods on different days the 

authority use to distribute to their child, mostly, "Khichuri". The mothers 
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also do not know the quantity of food is given to their children. The mother 

respondents also expressed their views on the quality of food distributed at 

the centre to their child. The Table No. 11 shows the opinion of the mother 

categorically with regard to the quality of food. 

According to all Hindu mother respondents interviewed for the study, 

21.32 percent Bengali Hindu mother told that the quality of food is not so 

good or bad, it is eatable, but all days in a week the A we is not providing 

the same food, sometimes they use to give readymade food which is very 

difficult to consume for the children below 3 years of age. At the same time 

11.30 percent respondent mothers are not satisfied at all with food given by 

the Anganwadi worker as their children are not able to consume and 

sometimes create stomach trouble to their children. 9.74 percent Bengali 

Hindu mothers replied that they are satisfied as there is no other ways open 

to them, whatever is getting from the centre are not always available at 

home. They are very poor and not able to collect a square of meals a day for 

their children. Among the Bihari Hindu mothers 3.42 percent said that food 

distribution at the centres are moderate as the prices are high in all 

commodities, and according to 2.89 percent mothers, foods are satisfactory 

and it will be much better if provide rice to the children. But according to 

1.32 Bihari mother's foods are not good; instead of providing dry food 

sometimes the A we can provide roti and dal to the beneficiary children. It 

is clear from the study that different groups of mother hold different views 

with regard to the food according to their test and likeliness. Yet most of the 

respondents, both Bengali and Bihari Hindu mothers viewed that the quality 

of food is moderate. 
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Table 11: Opinion about the quality of food served at the centre 

Sources 

Very good 

Sati factory 

Moderate 

Non-
sati sfactory 
Total 

100 

90 

80 

~ 
70 

I liO - 50 s:::: 

~ 40 z. 
30 

2D 

1D 

D 

Hindu Muslim 
Bengali Bihari Total Bengali Bihari Total 

- - - - - -

37 11 48 23 42 65 
(9.74) (2.89) (1 2.63) (6.06) ( 11.05) (17.10) 

8 1 13 94 31 33 64 
(21.32) (3 .42) (24.73) (8.15) (8.69) (16.84) 

43 5 48 19 42 6 1 
( 11.30) (1.32) (12.63) (5.0) (1 1.05) (1 6.05) 

161 29 190 73 117 190 
(42.37) (7.63) (50.0) (19.21) (30.79) (50.0) 

Fig-10: Opinion of Hindu-:.\Iuslim mothers about quality 
of food serYed at the centre 
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(29.74) 

158 
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109 
(28.68) 

380 
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The same question has been asked to Bengali and Bihari Muslim 

mother respondents of the beneficiary child and according to 8.15 percent 

Bengali Muslim mothers the food provided to the children at the Anganwadi 

centre are moderate, not of so high quality and not so low. But every day the 

quality is not moderate, sometimes the Anganwadi workers use to distribute 

readymade low quality of food, they should maintain the standard, followed 
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by 6.06 percent mothers who are satisfied with the food distributed at the 

centre as both husband and wife goes out for earning money in the morning. 

Nobody at home to cook and feed their children, whatever they are getting 

from the centres is enough for their children, followed by 5.00 percent 

Bengali Muslim mothers who are not satisfied at all with the food given to 

their children at centre. They requested us to tell the functionaries of the 

Anganwadi centre to provide milk to their children, especially to those 

below the age of 3 years children as it is difficult for them to consume dry 

food. Among the Bihari Muslim mothers 11.05 percent are satisfied with 

food and at the same time an equal percentage reported that they are not 

satisfied with food given at the centre to the children, as their children 

(above 3 years of age) are habituated with beef, and the readymade food 

distributed at the centre is not enough to fill up their empty stomach, while 

8.69 percent Bihari Muslim mothers told the quality of food is moderate. 

At the time of comparison of the opinion between Hindu and Muslim 

mother respondents regarding the quality of food distributed at the centre to 

the children, it appears that 24.73 percent both Bengali and Bihari Hindu 

mothers passed opinion in favour of moderate food quality, and 16.84 

percent Bengali-Bihari Muslim mothers hold the same opinion that the 

quality of food distributed at the centre is moderate, not good, but not bad 

also. The percentage of Hindu mother's opinion is higher than the Muslim 

mother's percentage. 17.10 percent Muslim mothers are satisfied with the 

quality of food distributed at the centre while 12.63 percent Hindu mothers' 

respondent holds the same opinion. Here the percentage of Muslim mothers' 

opinion is higher than the Hindu mothers. But a large section of both Hindu 

(12.63 percent) and Muslim mothers (16.05) are not satisfied with the 

quality of food served at the A WC to their children. They reported that the 
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worker and helper of the centre prepare or buy separate food for themselves 

out of the children's food and they are not given good standard of food to 

the children. Sometimes if they prepare good quality of food for the 

children, (generally when visitors came) some portion of the food they keep 

separately for taking it to their homes. 

They also asked whether the distributed food is beneficial for the 

growth of their children or not. Most of them, both Hindu and Muslim 

mother respondents said that they don't know whether the growth and 

development of their children has taken place or not but surely it filled the 

empty stomach of their children for the time being. 

The mother of the sample beneficiary children also asked if the 

Anganwadi centre do not distribute the food to the children what will 

happen? Among all respondents, most of them replied that their children 

will suffer a lot and nobody will come to the Anganwadi centre. 

Generally, the Medical Officer, Lady Health Visitor (LHV), and 

Auxiliary Nurse Midwife (ANM) undertake health check-up of the children 

below six years attending Anganwadi. The Anganwadi workers has to keep 

the records of this service and pursue the Auxiliary Nurse Midwife (ANM) 

and Lady Health Visitor (LHV), so that all the children are covered 

regularly and severely malnourished children are checked up frequently, at 

least once in every month. This involves certainly the underlying medical 

causes of persistent malnourishment and taking remedial measures well in 

time. It is also well known that malnutrition and disease are closely 

correlated and form a vicious cycle, which requires suitable interventions. 

In order to find out the mothers sensitisation on the child 

development, the present study tries to find out the mothers consciousness 
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about the health of their children. Most of the Hindu and Muslim mother 

respondents reported that Height and Weight is taken once in a month in the 

centre by the Anganwadi worker, but the periodical examination of the 

health of the children, pregnant and lactating mothers hardly takes place. 

During the interaction with the mother respondents of the beneficiary child 

it is revealed that most of the mother know about the reason behind 

measuring height and weight of the beneficiary children once in a month but 

they don't know about the provision of supplying common medicines to the 

children. Generally they use to buy medicines from outside, but sometimes 

it is also available from the centres. 

Views of the respondents on referral services 

The child beneficiaries suffering from serious ailments are referred by 

the Anganwadi worker to Corporation Health Clinic, Hospitals for a detailed 

check-up and necessary treatment as and when the situation demands. The 

Anganwadi worker has to fill in a referral slip for this purpose, the counter 

foil of the slip remains with her for follow-up. A medical kit is also supplied 

to each Anganwadi Centre. The kit contains primary medicines required to 

treat minor ailments like simple fever, eye contamination, dressing, worm 

infestation, scabies, etc. Iron and folic acid tablets for children and mothers 

are also kept available for distribution to the beneficiaries as a prophylactic 

measures against nutritional anaemia. Vitamin A solution is given to 

children of 1-5 years of age as a prophylaxis against nutritional blindness. 

Dehydration due to diarrhoeas is a major cause of death in one third of cases 

in the pre-school age group. Simple health-education regarding the use of 

homemade sugar-salt solution and other domestic fluid is also being 

imparted to the guardians of the beneficiaries. ORS packets are also made 

available in Anganwadis. The Hindu-Muslim mother respondents of the 
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beneficiary child were asked whether they are getting proper referral 

services from the Anganwadi centres or not and are the Anganwadi workers 

referring their child when needed, 31.37 percent both Hindu and Muslim 

mothers replied that the Anganwadi worker do refer the cases to the Kolkata 

Metropolitan Clinic, but no good services are available in these clinic, on 

account of lacking of staff and doctors. Medicines are not available and the 

campuses of the clinics are very dirty. The environment of government 

hospitals is more horrible as nobody will get proper services without paying 

anything to the middleman. In such cases they are compelled to go to the 

private practitioner. Iron tablets and folic acid tablets are available 

sometimes from the centres, sometimes Vitamin A solution also available 

and they know to prepare homemade sugar salt solution during dehydration 

due to diarrhoea. Oral R~hydration Solution (ORS) packets and maximum 

common medicines are not available in the centre, the Anganwadi workers 

generally take it to their homes for their own use. 

Knowledge of the respondents regarding type and purpose of 

immunization 

All children are immunised against diphtheria, whooping cough, 

tetanus, poliomyelitis and tuberculosis. Immunizations against measles are 

given if the local epidemiological situations warrant it. Children of 0-6 years 

of age use to receive booster dose of Diphtheria and Tetanus (DT) and two 

doses of typhoid vaccination. As Tetanus among new born is common and 

usually fatal, all expectant mothers are immunized against tetanus. Most of 

the Hindu-Muslim mothers of the beneficiary children know about the 

immunization programme which is given from the Anganwadi centre to 

their children. They also know these immunizations are very essential to 

prevent the occurrence of diseases in future. But when they are asked do 
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you know what type of immunization a child should receive within six 

months of age and for what purpose? They are unable to answer properly. 

Table No.- 12 shows about the knowledge regarding types and purpose of 

immunization. 

Regarding the types and purpose of immunization giVen to their 

children from the Anganwadi centre, 27.37 percent Bengali Hindu mothers 

of the beneficiary children mentioned that their children have been 

administered triple antigen, BCG and polio. They know the names but don't 

know why triple antigen, BCG were given for which purposes, they know it 

will prevent diseases, but what disease they are not aware. Most of the 

Bengali Hindu mothers know about polio and they know also why it has 

been administered to their children followed by 11.32 percent Hindu 

respondent mothers admit that their children have been immunized but 

cannot remember the names except polio and they don't know why the other 

two vaccines (triple antigen and BCG) have been given to their children. 

3.68 percent Hindu mothers cannot say the names and purpose of 

immunization given to their children at the centre. 5 percent Bihari Hindu 

mothers told that they know injection and drops were administered to their 

children, but they are unable to remember the names of that particular 

immunization, but to some extent they know the names of polio drops. 2.10 

percent Bihari mothers cannot say about the names and purpose of 

immunization, they told it has been administered to their children with other 

children. Only 0.53 percent Bihari mothers mentioned the names of three 

vaccines, i.e., Triple Antigen, BCG and Polio, but not aware of which for 

what. So it is clear that most of the Bengali Hindu mothers are aware about 

the immunization than Bihari Hindu mothers. 
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Table 12: Knowledge about the types and purpose of immunization 
administrated to their children 

Sources 

Know& 
mentioned 

Cannot 
remember 
Don' t know 
cannot say 
Total 

1.00 

90 
BO 

~ 70 

I 60 
... 50 I:: 

~ 40 

z. 30 
20 

1D 

0 

Hindu Muslim 
Bengali Bihari Total Bengali Bihari Total 

104 2 106 16 2 18 
(27.37) (0.53) (27.89) (4.2 1) (0.53) (4.73) 

43 19 62 36 67 103 
(1 1.32) (5.0) (16.3 1) (9.47) (17.63) (27.10) 

14 8 22 2 1 48 69 
(3.68) (2. 10) (5.78) (5.53) (12.63) ( 18.15) 
161 29 190 73 117 190 

(42.37) (7.63) (50.0) (19.21) (30.79) (50.0) 

Fig-11: Knowledge about types and purpose of immunization 
administrated to their children 

Grand 
Total 

124 

(32.62) 

165 
(43.42) 

91 
(23.95) 

380 
(100.0) 

Among the Muslim respondent mothers, 9.47 percent Bengali Muslim 

mothers told that, they cannot remember the names of immunization given 

to their children from the centre but it is for the prevention of disease that 

they know, some of them name polio only as it is the Government 

programme, lots of advertisement and functionaries are at the door step to 

administer polio to the children, 5.53 percent Bengali Muslim mothers are 
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unable to mention the names of other two immunization except polio. They 

don't know its utility and why it has been given to their children. 4.21 

percent Bengali Muslim mothers mentioned the names of three items but 

don't know which one is given for what purpose except polio. Again 17.63 

percent Bihari Muslim mother cannot remember the names of the items of 

immunization but they know it has given to their children to prevent the 

frequent occurrence of disease, followed by 12.63 percent reported that they 

don't know the names of the immunization, purpose behind it, and why it is 

given to their children. They know doctor given "Sui" (injection) to the 

children, and only 0.53 percent mothers are aware about it, and they 

mentioned the names of immunization also. So most of the Bengali Muslim 

mothers are aware about the immunization programme whereas only few 

(two) Bihari mothers respondents could mention the names of immunization 

only. Here the percentage of Bengali Muslim mothers is higher than Bihari 

Muslim mothers regarding awareness about immunization. Most of the 

Bihari Muslim mothers are not able to remember the names of 

immunization given to their children, whereas the number is more or less 

half in the case of Bengali Muslim mothers. Further a large section of Bihari 

Muslim mother cannot say anything regarding immunization but the number 

of Bengali Muslim mothers are less than the Bihari mothers. It is clear that 

most of the Bihari mothers are not aware about the immunization 

programme than the Bengali Muslim mothers. 

The study compares between Hindu and Muslim mother respondents 

of the beneficiary child regarding awareness and sensitization level among 

the two and it reveals that when 27.89 percent Hindu mothers are aware and 

sensitized about immunization, at the same time, only 4.73 percent Muslim 

mothers have knowledge about immunization, that means, sensitization 
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regarding immunization among the Hindu mothers, specially Bengali Hindu 

mothers are more than the Muslim mothers. Further 16.31 percent Hindu 

mothers reported that they cannot remember the names of the all 

immunization except polio (as the polio vaccination has become 

universalised), where a large number, 27.10 percent Muslim mothers fall 

into the same category. Here the percentage of Muslim mothers are higher 

than the Hindu mothers, and 18.15 percent Muslim mothers don't know 

about the immunization, only know injection (sui by doctor sub), here the 

percentage of Hindu mother is low (5.78 percent only). So it appears that 

most of the Muslim mother respondents are not aware about immunization 

programme, especially Bihari Muslim mothers due their ignorance, low 

education, conservativeness, etc. 

Views of the respondents regarding administration of Vitamin-A and 

Prevention of Bnrning Eyes 

Deficiency of vitamin A is the most common cause of blindness in 

children aged between 1-5 years. It results from diet deficient in foods 

containing vitamin A such as milk, milk products and green leafy 

vegetables. Night blindness is the earliest symptom of the vitamin A 

deficiency, later conjunctive become dry and wrinkled. Bitoot's spots 

appear on either side of cornea. Table No.- 13 shows the views on 

Prevention of Burning Eyes. 

Almost all the Hindu-Muslim respondent mothers of the beneficiary 

children heard the names of Vitamin A oil administered to the child from 

the Anganwadi centre to prevent the night blindness. But when they have 

been asked what types of food stuff should be taken for prevention of 

burning eyes even blindness, the responses are as follows: 
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According to 25 percent Bengali Hindu mother respondents of the 

beneficiary children, they heard the names of the vitamin A oil and it is 

meant for prevention of child blindness, but they don't know what are the 

food stuff they should include in their daily food items to prevent the 

burning eyes problem even blindness, followed by 12.37 percent Bengali 

Hindu mothers told that if the child could be provided meat, eggs, fish and 

milk, at least eggs, then the problems of blindness will not occur. 5 percent 

Bengali mothers stressed on green leafy vegetables, they know it contains 

high amount of vitamin A. 

Table 13: Views of the Respondents on Prevention of Burning Eyes 

Sources Hindu Muslim Grand 
Bengali Bihari Total Bengali Bihari Total Total 

Green leafy 19 - 19 9 - 9 28 
vegetables (50.0) (5.0) (2.37) (2.37) 

(7.37) 
fruits 
Meat, egg, 47 2 49 21 2 23 72 
fish, milk (12.37) (0.53) (12.80) (5.53) (0.53) (6.05) (18.95) 
Cannot say 95 27 122 43 115 158 280 

(25.00) (7.20) (32.10) (11.31) (30.26) (41.57) (73.68) 
Total 161 29 190 73 117 190 380 

(42.37) (7.63) (50.0) (19.21) (30.79) (50.0) (100.0) 
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Fig.12 :Views of Hindu-Muslim mothers on Prevention of Burning Eyes 
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Most of the Bihari Hindu mothers know that their children were given 

vitamin A oil at the Anganwadi centre but they are not aware why it is given 

to their children. They replied it is given for keeping the children in good 

health, they don't know the names of the food stuff should be given to their 

child to prevent burning eyes. So most of the Hindu mother respondents 

though hear about the vitamin A oil and its utility, but they are not aware 

what are the food stuff they should include in their daily food items and 

should giv e to their children to prevent night blindness and burning eyes 

problem. 

Same question has been placed to the Bengali Bihari Muslim mothers 

and it reveals that 11 .3 1 percent Bengali Muslim mothers are not aware 

about what are the food stuff should be given to their children at the 
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Anganwadi centre. 5.53 percent mothers told that child should be given 

meat, eggs, fish, with their meals to prevent night blindness, though they are 

giving beef at least once or twice a week to their children and 2.37 percent 

Bengali Muslim mothers told that green leafy vegetable should be included 

with daily food items and we should try to habituate the child to eat it as 

they don't want to eat the leafy vegetables. Most of the Bihari Muslim 

mothers (30.26 percent) could not answer this question, and they don't 

know also the food stuff to be included in their daily food menu to prevent 

the burning eye and night blindness, but they know the vitamin A oil is 

given to their children from the centre, and only 0.53 percent reported that 

·meat, egg, fish, and milk should provide, but they are so poor, they are 

unable to afford. 

While comparing between the Hindu and Muslim mother respondents 

regarding opinion of food stuff for night blindness and burning eyes, it 

appears that 41.57 percent Muslim mothers, both Bengali and Bihari are not 

able to mention the names of food stuff which should be included in their 

daily food items to prevent burning eyes and night blindness and in the same 

category, the percentage of Hindu mothers, both Bengali and Bihari is 32.10 

percent. Here, most of the Muslim mothers unable to mention the names of 

food stuff. The percentages of Muslim mothers are higher than Hindu 

mothers. Again the right answer, green leafy vegetables, only 5 percent 

Hindu mothers could tell and only 2.37 percent Muslim Bengali gave the 

same answer. The percentages of Hindu mothers are higher than the Muslim 

mothers. 
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Opinion of the respondents about the management of Diarrhoea 

Diarrhoea is a common disease which occurs frequently to a child 

during his/her early age, and the mothers of the early aged child are 

acquainted with it. Therefore, the mother have been asked if a child suffer 

from Diarrhoea, then in addition to medicines what are most important 

things to be given to a child? 

As regards mothers knowledge in respect of child suffering from 

diarrhoea, the study reveals that 78.94 percent both Hindu and Muslim 

mothers of the beneficiary children knew that the child should be given 

plenty of liquid substance to fill-up the fluid coming out from the child with 

stool, 12.10 percent mothers are in favour of giving plenty of water to the 

child and adding small amount of sugar and salt and rest 8.94 percent 

respondent mothers knew and suggested to give Oral Rehydration Solution 

(ORS) to the child. Some Bihari Muslim and few Bengali Muslim mothers 

told that in addition to the above, they use to give "pani from pirbaba" 

(water from pirbaba) to their children. 

Very important things come out from the study during the interview 

with respondent mothers. They agreed that all of them know that during 

diarrhoea a child should be given plenty of water, liquid food or semi solid 

food or Oral Rehydration Solution (ORS). They knew it from Anganwadi 

workers, doctors, but in practice they are not applying all to their child 

hecause of the belief that giving more water or watery food will increase the 

number and quantity of loose motion. This is the practice of the most of 

respondent mothers, especially Muslim mothers. They also know that 

mother's milk is the best one for the baby which contains all kinds of 

nutrients and they use to give it to their children as long as possible as there 
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is no expenses against mother's milk. They also start giving semi solid food 

to their child around from 4 to 5 months of age for better growth and 

development. They also continue to give breast milk to their child even 

when they or the child is ill and as per the requirement of the child and 

maintain nipple hygiene. 

Contact person for the treatment of the children 

The Hindu-Muslim respondent mothers were also asked "when their 

child is ill, where do they go first for treatment"? Their replies highlights on 

various responses such as doctors, hospitals, Kolkata Metropolitan Clinic, 

Quack Doctor, Pirbaba, etc., Table No.- 14 highlights the contact person for 

the treatment of their children during illness. 

It appears that 21.32 percent Bengali Hindu mother respondents use 

to go to the Government General Hospital for treatment when their children 

get sick, followed by 6.31 percent visits Kolkata Metropolitan Clinic for the 

treatment of their children, 6.05 percent go to the private practitioner and 

5.53 percent generally go to the Anganwadi worker to take advice, but the 

Anganwadi workers are not available always, only during day time for four 

hours they are available. For Bihari Hindu mothers, 3.43 percent go to the 

hospital for the treatment of their children and 1.84 percent meet 

Anganwadi Worker to seek advice when their child got sick, 1.05 percent 

visit to Kolkata Metropolitan Clinic. 0.79 percent Bihari Hindu mother visit 

Quack doctor as the fees of qualified private practitioner is high and only 

one Bihari mother told that she depends on home treatment for most of the 

times. So it is clear that most of the Hindu, both Bengali and Bihari mothers 

use to go the Government run hospital and clinic during the illness of their 

children. 
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Table 14: Contact person for the treatment of their children during 
illness 

Sources Hindu Muslim Grand 
Bengali Bihari Total Bengali Bihari Total Total 

AWC 21 7 28 9 5 14 42 
(5.53) ( L.84) (7.73) (2.37) ( 1.32) (3.69) (1 1.06) 

Govt Hospital 8 1 13 94 2 1 16 37 132 
(21.32) 93.43) (24.75) (5.53) (4 .2 1) (9.74) (34.49) 

KMC Clinic 24 4 28 4 19 23 51 
(6.3 1) ( 1.05) (7.36) (1.05) (5.0) (6.05) (13.41) 

Private 23 I 24 3 2 5 29 
Practitioner (6.05) (0.26) (6.31) (0.79) (0.53) ( 1.32) (2.63) 
Quack Doctor - 3 3 - (6 6 9 

(0.79) (0.79) ( 1.58) ( 1.58) (2.34) 
Pirbaba/Hili m - - - 36 68 104 104 

(9.47) (17.89) (27.36) (27.36) 
Home 12 1 13 - I I 14 
Treatment (3.1 6) (0.26) (3.42) (0.26) (0.26) (3.68) 
Total 161 29 190 73 117 190 380 

(42.37) (7.63) (50.0) (19.21) (30.79) (50.0) (100.0) 

Fig.13 : Contract person for the treatment of their child during illness 
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Muslim respondent mothers answered to the question in the same way 

and according to the 9.47 percent Bengali, Behari, Muslim mother 

respondents whenever their child got sick first they generally visit to the 

Pirbaba or Hakim (Spiritual men or quack doctor) seeking blessing from 

Allah or treatment. It is their old believe that "Pirbaba" is the representative 

of "Allah" and they might cure their child's health problem. 5.53 percent 

Muslim mother told that they go to the hospital during the health problems 

of their children or any members of their family followed by 2.37 percent go 

to the Anganwadi worker whenever they are available. 1.05 percent use to 

go to the Kolkata Metropolitan Clinic as it is nearer to their locality 

followed by 0.79 percent to the private practitioner for their child's 

treatment during illness. Among the Bihari Muslim mothers out of 30.79 

percent Bihari Muslim mothers interviewed for the study, more than half, 

i.e., 17.89 percent first go to the Pirbaba for treatment and if not cured, then 

visit to the hospital or other place for treatment, followed by 5 percent go to 

the Kolkata Metropolitan Clinic, 4.21 percent to the Government Hospital 

for treatment. 1.58 percent go to the quack doctor and 1.32 percent meet 

Anganwadi worker for advice or depend on common medicine. 0.26 percent 

Bihari Muslim mother respondents said they treat on their own for their 

simple ailments. 

This study compared the opinion between Hindu and Muslim mother 

regarding the first contact person for treatment of their children during 

illness. It reveals from the study that 24.75 percent Hindu mother 

respondents use to go to the government hospital for treatment of their 

children during illness, and 9.74 percent Muslim mothers go to the hospital 

for the same purpose. The percentage of Hindu mothers for going to the 

hospital is higher than the Muslim mothers. Again 27.36 Muslim mother 
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first go to the "Pirbaba" for seeking treatment for their children, whereas no 

Hindu mother use to visit any religious person for treatment of their 

children. More or less an equal percent of Hindu mothers (7 .36) percent and 

Muslim mothers (6.05) both go to the Kolkata Metropolitan Clinic for the 

treatment of their child. 7.73 percent Hindu mothers met Anganwadi 

workers to seek advice and depend on common medicine while 3.69 percent 

Muslim mothers go to Anganwadi workers for the same purpose. Here, the 

percentage of Hindu mothers are higher than the Muslim mothers, followed 

by 6.31 percent Hindu mothers reported that they generally go to a local 

qualified private practitioner and 1.32 percent Muslim mothers passed the 

same opinion. The percentage of Hindu mothers regarding the contact 

person at the time of illness of their child are higher than the Muslim 

mothers, 3.42 percent Hindu mothers depend on home treatment while only 

0.36 percent Muslim mothers depend on the same. Here the dependency on 

home treatment is high among the Hindu mothers than the Muslim mothers.\ 

Views on Nutrition and Health Education 

Nutrition and Health Education is an integral part of ICDS and is 

imparted to nursing mothers, expectant mothers, and women in the age 

group of 15-45 years by ICDS and health functionaries. It includes 

dissemination of health and nutrition messages to enhance a mother's 

awareness of her child's needs and to build her capabilities to look after him 

within the family environment. ICDS takes a holistic approach to the child 

and attempts to improve both pre-natal and post-natal environment. 

Mothers are included in the programme's target group as care during 

pregnancy and after the birth of the baby is the key to the well-being of the 

child. 
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But it has been indicated during data collection from the Hindu and 

Muslim mother respondents that this component of health education is not 

being implemented effectively. It is learnt that only a small number of 

Anganwadi workers were motivated or had the requisite skills to plan, 

organise and conduct National Health Education (NHE) programme for the 

mothers between the age group of 15-45 years. Moreover indifferent attitude 

of the Anganwadi workers, lack of interest, low skill and knowledge about 

the subject matter makes the programme ineffective. 

As nutrition and health education plays a vital role to mothers' 

sensitisation on child development, so the several questions were asked to 

the mothers regarding their health as well as of their children. The mothers 

of the beneficiary child have been asked whether the pregnant mother 

should take more food, or not, most of them replied that they should take 

more food during pregnancy for the proper development of the child, but 

they could not clarify what specific food they should take during pregnancy. 

The table no.15 shows the mother's knowledge about food stuff. 

Knowledge of respondents about food stuff to be taken during 

pregnancy 

The study envisaged that 24.74 percent Bengali Hindu mothers of the 

beneficiary child thought that no need to take extra food during the 

pregnancy and usual food is enough for the growth of the child. Only usual 

food like rice, cereals or pulses should eat some little more according to the 

capacity of the mother. The reasons behind their thought are that it is 

difficult to have a special specific food deceiving the other members of the 

family. Also now-a-days it is also problematic to arrange special food for all 

members. The Bihari Hindu, Bengali Muslim and Bihari Muslim mothers 
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have the same opinion also feel in this matter. 9.74 Bengali Hindu mothers 

are given emphasis on green leafy vegetables and seasonal fruits - as fish, 

eggs and meat are very expensive to them. 7.63 percent Bengali Hindu 

mothers in favour of milk and milk products, followed by 0.26 percent 

replied in favour of eggs/fish/meat/sugar etc. Among the Bihari Hindu 

mothers interviewed for the study, 4.21 percent respondents in favour of 

rice, cereals, and pulses as they are habituated with it and 1.84 percent in 

favour of green leafy vegetables and fruits and 1.58 percent told that 

pregnant mothers should take milk every day. It is clear from the study that 

most of the Hindu Bengali and Bihari mothers are in favour of taking more 

rice, cereals, and pulses during pregnancy as it is difficult for them to take 

special and specific food stuff during pregnancy deceiving the other family 

members. 

The same question has been asked to the Muslim mother respondents 

and according to the 13.42 percent Bengali Muslim mother, rice, cereals, 

roti and pulses is enough for them during pregnancy. During their 

pregnancy they had not taken any special and specific food, more over it is 

difficult for them to afford. 3.69 percent Bengali Muslim mothers viewed in 

favour of eggs/meat/fish, etc., as they are habituated with beef meat which is 

also not expensive, followed by 2.10 percent Bengali Muslim mothers told 

that the pregnant mothers should have green leafy vegetables and seasonal 

fruits during pregnancy for the good health of baby in her womb. 

139 



Table 15: Knowledge of Mothers about Food Stuff to be taken during 
Pregnancy 

Sources Hindu Muslim 
Bengali Bihari Total Bengali Bihari Total 

Rice/Cereal I 94 16 10 51 41 92 
Pulses (24.74) ( 4.21) (28.95) (13.42) (10.79) (24.2 1) 
Green leafy 37 7 44 8 13 21 
vegetables (9.74) (1.84) (11.58) (2. 10) (3.42) (5.52) 
Milk & its 29 6 35 - - -
products, fats (7.63) ( 1.58) (9.21) 
and oils 
Eggs/fish/meat l - 1 14 63 77 
/sugar/joggery (0.26) (0.26) (3.69) ( 16.58) (20.26) 
etc. 
Total 161 29 190 73 117 190 

(42.37) (7.63) (50.0) (19.21) (30.79) (50.0) 

Fig.14: Knowledge of Mothers about Food Stuff to be taken during Pregnancy 
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According to 10.79 percent Bihari Muslim mothers of the beneficiary 

child, rice, cereals and pulses should be taken more during pregnancy as it 

was the common food for all family members and they also did it during 

their pregnancy period. 16.58 percent Bihari Muslim mothers viewed m 
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favour of meat, eggs and fish as it is very much favourite to all the family 

members and beef is not so costly and 3.42 percent Bihari mothers in favour 

of green leafy vegetables as other things are expensive and especially the 

children not like eating the vegetables. 

If we compare the knowledge regarding what food stuff should be 

taken during pregnancy between Hindu and Muslim mother respondents, it 

is clear that though the percentage of Hindu mother respondents (28.95 

percent) and Muslim mother respondents (24.21) almost same with regard to 

extra food during pregnancy, yet the percentage of Hindu mothers is higher 

than Muslim mothers in the matter. Further 11.58 percent Hindu mothers 

viewed in favour of green leafy vegetables during pregnancy whereas 5.52 

percent Muslim mothers respond to the same opinion. Here the percentage 

of Hindu mothers are more, almost double than the Muslim mothers and 

9.21 percent Hindu mothers replied that pregnant mothers should take 

certain amount of milk every day, but no response come from the Muslim 

mothers favouring the same opinion. Here the Muslim mothers are not 

properly sensitive or aware about food for pregnant mother. Surprisingly, 

20.26 Muslim mothers are in favour of taking meat (especially beef), eggs 

and fish during pregnancy as a food, whereas only one Hindu mother 

supported this view. So it appears that Hindu mothers are more aware or 

sensitive regarding taking food during pregnancy than Muslim mothers. 

They also reported that no Anganwadi worker advised them to take care of 

diet at the Anganwadi centre and nobody visited their home after last 

delivery except their relatives and friends. 

141 



Views of the respondents on various benefits 

The Hindu-Muslim mother respondents of the beneficiary children 

have been asked of the services of the Anganwadi centre beneficial to them 

and their children and if so in what ways? It appears that 35.78 percent 

Hindu mother respondents, among them 33.36 percent Bengali Hindu 

mothers and 3.42 percent Bihari mothers said that the services provided by 

the Anganwadi Centre (AWC) are beneficial to their children. 37.89 percent 

Muslim mothers, both Bengali and Bihari Muslim mothers viewed the same 

opinion, which is little more than the percentage of Hindu mothers 

respondents. According to the 6.84 percent Bengali Hindu mothers 

respondents, the services rendering by the Anganwadi Centre is beneficial to 

some extent, not completely beneficial to the children, whereas 4.47 percent 

Muslim mother respondents also kept the same opinion. In this category of 

opinion the percentage of Hindu mother respondents are higher than the 

Muslim mothers and 3.42 percent Hindu mothers reported that their children 

are not benefited from the centre. 1.57 percent Muslim mothers told that 

their children are also not benefited by the services provided by the centre 

and 10 percent respondent mothers both Hindu and Muslim not replied to 

the question. The mother respondents also expressed how they have been 

getting benefits from the ICDS programme. The Table No- 16 shows the 

opinion of the mother respondents. 

The respondent mothers expressed their views regarding the ways of 

benefits they are getting from the Anganwadi centres, especially how they 

are benefited from the centre. Among all 42.37 percent Hindu Bengali 

mothers respondents interviewed for the study, 33.68 percent mothers told 

that their children are getting food from the centre which is free of cost and 

it is the great benefit to them though sometimes the quality of food is not so 
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good, followed by 3.42 percent respondents reported that their children are 

not getting benefits from the centre as the quality of food is not good and the 

worker of the centre neglects the children, not taking care properly. 1.84 

percent Bengali mothers told that sometimes treatment and medicines are 

available, therefore they are sending their children to the centre and 1.31 

percent replied that main reason for sending their children for study and 

their children are benefited by learning lesson. An equal percentage (1.05 

percent) of Bengali mothers said their children are benefitted through 

immunization in scheduled time without going far distance and also 

benefited through learning various process of proper child care. According 

to most of the mother respondents of Bihari Hindu (5.26 percent) group 

their children are greatly benefited from the centre as they are getting free 

food from the centre. The mothers also told that they generally go out from 

their homes for work and nobody at home to take care of their children. 1.31 

percent Bihari mothers told that medicine and treatment is available from 

the centre, though not always, but they are benefited through the services, 

followed by 0.79 percent mothers of the beneficiary child are benefited as 

they come to know about the child care practices and only 0.26 percent 

Bihari mothers reported that their children have been kept at the centre for 3 

hours, and their child will not get opportunity to play on the street and 

somehow they will engage in some activities, therefore they are benefited in 

this way. So it is envisaged from the study that most of the Hindu mother 

respondents of the beneficiary child are mainly benefited through 

supplementary nutrition provided by the Anganwadi centres. 
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Table 16: Views of the Respondents on various benefits provided by 
the centre 

Sources Hindu Muslim Grand 
BengaJi Bihari Total Bengali Bihari Total Total 

Food is 128 20 148 54 97 151 299 
available (33.68) (5.26) (30.94) (14.2 1) (25.52) (39.73) (78.68) 
Treatment & 7 5 12 9 3 12 24 
medicines are (1.84) ( 1.31) (3.15) (2.36) (0.79) (3.1 5) (6.3 1) 
available 
Learning 5 3 8 - - - 8 
lesson (1.31) (0.79) (2 .10) (2. 10) 
Immunization 4 - 4 1 6 7 11 

( 1.05) (1.05) (0.26) ( 1.57) (1.84) (2.89) 
Learned child 4 - 4 2 1 3 7 
care ( 1.05) (1.05) (0.53) (0.26) (0.79) ( 1.84) 
Not able to - 1 1 4 7 11 12 
play on treet (0.26) (0.26) ( 1.05) ( 1.84) (2.89) (3. 15) 
whole day 
No benefits 13 - 13 3 3 6 19 

(3.42) (3.42) (0.79) (0.79) ( 1.57) (5) 
Total 161 29 190 73 117 190 380 

(42.37) (7.63) (50.0) (19.21) (30.79) (50.0) (100.0) 

Fig.lS : Views of Respondents about the benefits provided by the centre 
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According to Bengali and Bihari Muslim mothers of the beneficiary 

children, 14.21 percent Bengali Muslim mothers were benefited by the food 

served to their children from Anganwadi centre (A WC) and 2.36 percent got 

benefit from treatment and medicine available from the centre, followed by 

1.05 percent reported that their children will not get opportunity to go 

around and play in the street for the whole day, in this way they are 

benefited by sending their children to centre and the centre engaged their 

children with some activities. According to 0.79 percent Bengali mothers 

respondent, their children are not benefited from the centre, as food is 

inadequate and of bad quality, except immunization nothing is available 

when required and the worker of the centre is not regular. 0.53 percent 

mothers said that they are benefited by learning child care practices and 0.26 

percent by immunization programme of the centre. Most of the Bihari 

Muslim mothers also (25.52 percent) said that they are benefited by 

supplementary nutrition, though the quality of food is not so good but 

eatable, followed by 1.84 percent viewed that they are benefited from the 

centre as their children have a place to stay for few hours otherwise they 

will play on the street for the whole day. There are some corporation 

schools in Kolkata, but nobody use to go there. 1.57 Bihari Muslim mothers 

said that they are benefited as their children are immunized in scheduled 

time and an equal percentage of mothers, among them 0.79 percent are 

benefited by treatment and medicine and the same percentage of mothers 

reported that they are not benefited at all. 

So comparing the Hindu-Muslim opinion regarding various types of 

benefits their children enjoyed, it appears that most of the Hindu-Muslim 

mother respondents of the beneficiary children were benefited by the 

supplementary nutrition provided to their children from the Anganwadi 
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centre. In this category of opinion, it is found that the percentage Muslim 

mothers (39.73 percent) is higher than the percentage of Hindu mothers 

(30.94), followed by 6.31 percent Hindu and Muslim mothers are benefited 

as their children are getting treatment and medicines sometimes from the 

centre. Among them the percentage of Hindu and Muslim mother opinion 

are equaL 5 percent respondent mothers are not satisfied and they are not 

benefited from the services of the centre. Among them the percentage of 

Hindu mother respondents (3.42 percent) are higher than the Muslim mother 

respondents (1.57 percent). So, 78.68 percent, both Hindu and Muslim 

mother respondents viewed that they are benefited by supplementary 

nutrition served to their children from Anganwadi centres. 

However, available evidence has indicated that the components of 

Integrated Child Development Services are not being implemented. At the 

same time empirical evidence also supports the fact that mothers of the 

beneficiary children are not properly sensitized about the services which 

helps in bringing about a directional change in their attitude and practices in 

handling health and nutritional problems of children. But mothers of the 

beneficiary child have a low awareness about the scheme, its components 

and possible benefits they can derive from it. 

A large numbers of beneficiaries of Integrated Child Development 

Services (ICDS) programme are from the disadvantaged section of society. 

This target group is afflicted with poverty, ignorance and superstitions about 

feeding practices. To add to it, the unhygienic environment conditions 

which result in a high incidence of disease, adversely affecting the 

nutritional status of children. Malnutrition, therefore, is prevalent amongst 

children in this target group. Moreover, that the programme had made a 

major impact on infant mortality in the areas covered under the studies 
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seems to be doubtful. The number of children in the age group of 0-1 year 

covered under the programme is very small because in most of the centre 

the type of readymade or supplementary food available cannot be eaten by 

children. Doctors seldom visit urban slum Anganwadi centre to protect the 

sick children from killer diseases, DPT, polio and tuberculosis, against 

which immunization is provided, are not the major killers in the areas 

covered in the study and till recently the programme had no place for 

diarrhoea control, which is a major killer of infants in this area as well as in 

the country. Except for tetanus toxied and supply of iron and folic acid, the 

ICDS programme does not go further in implementing its goals under ante

natal health care of pregnant women. Infant mortality is linked to a large 

cluster of factors, only one of them being ante-natal care. Therefore, we 

cannot say that there is a positive impact on beneficiary children. 

Moreover, inputs like immunization, health check up, supplementary 

nutrition, presumably, are likely to ensure survival and development of 

infants in ICDS areas, but it is noteworthy, no differences were found in the 

rate of neonatal mortality (death during one month of birth) between ICDS 

and non-ICDS groups. This is the post-delivery period during which 

Anganwadi worker hardly plays any role and services are mainly provided 

by medical and health functionaries. 

Morbidity is linked to several factors like amenities, socio-economic 

conditions of the family, use of hygienic practices, availability of potable 

water and nutritional status of children. Therefore, it is perhaps difficult to 

expect any dramatic impact of ICDS on morbidity of children. Sometimes 

sick children were referred to hospital and it is more often in ICDS areas 

than non-ICDS areas. 
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So, it may be concluded that Integrated Child Developmrnt Services 

(I CDS) has a potential to enhance survival rate of children. It is necessary to 

expand the outreach of the programme and improve the quality of services. 

It has been observed that Anganwadi Centres (A WCs) are ill-equipped and 

have shortage of medicines as well as lack of interest of the workers. 
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Chapter-Iv· 



CHAPTER-IV 

OBSERVATION & RECOMMENDATIONS 

The ICDS Scheme will be 33 years old this year. It has achieved 

some success, yet the problems, which mean to address, remain substantial. 

It is clear that for a scheme that has been in operation for more than three 

decades, the benefits are still far too limited and maternal and child health 

and nutrition are still areas of major concern to modify. Even today around 

one-third of the Indian children and more than half in rural areas are born 

with low birth weight. The majority of women still do not get proper 

nutrition and healthcare during pregnancy. It is observed during the course 

of data collection that the way the programme is being implemented; it 

effectively ends up concentrating mainly on the 3-6 years age group 

children. While children under three years are usually enrolled in the 

programme, their involvement remains nominal and there are no facilities to 

allow for reaching out to such children and their mothers are home in an 

effective way. 

Therefore the observation, modifications and improvements desired 

by respondent mothers of the beneficiary children through interactions at the 

time of data collection has been made a part of study. They are as follows: 

It is observed that more than 40 percent A WCS (Anganwadi Centres) 

across the Hindu and Muslim belt are running in rented buildings, and rest 

of the Anganwadis are housed in local club buildings. 

The status of Anganwadi building, irrespective of rented or club 

buildings, more than 46 percent Anganwadi Centre are running in pucca 

building, 21 percent in semi-pucca building and 1.5 percent in kutcha 
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houses and more than one percent are covered with tin or tiles surrounded 

by bamboo ply. It is also observed that more than 45 percent Anganwadis 

have no toilet facility and 40 percent have reported the availability of only 

urinal and the rest have neither toilet nor the urinals. 

It is found that adequate space is a major problem in the Anganwadi 

centres, particularly in the urban slum areas. Neither outdoor nor indoor 

space is available to organise any effective play activities. Children are 

found to sit packed, one against other. The Anganwadi worker is helpless as 

she is unable to find suitable space within the rental limits. 

Anganwadi workers cannot maintain the records in respect of age and 

date of birth of the children properly, left along the growth, charts and 

weight registers. There is further problem of overloading the task assigned 

to Anganwadi workers apart from their original assignment. These are 

related to Health Department Services such as creating awareness on 

diarrhoea and ORS, upper respiratory infections, directly observed treatment 

system for tuberculosis, AIDS awareness, motivation and education on birth 

control methods, and Total Literacy Programmes, Sarva Siksha Abhiyan of 

Education Department etc. Now it is needless to say that all these amounts 

to more than a full-time activity, yet the Anganwadi workers and helpers 

that they are no more than voluntary workers who receive a Paltry monthly 

"honorarium" and are called "part-time workers" for the purpose. So in any 

case there are simply not enough of them to cater to all of these varied 

demands even with in a small population. 

The timing of the Anganwadi centres also effectively rules out many of 

the poorest households since the A WCs are open only for four hours a day. 

When both parents are working, which is typically the case among the 
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labours of urban slum households in many operational areas of North 

Kolkata, it becomes very difficult for parents to deliver and pick up the 

child from the centre in time, and so children in such households get 

excluded from the service. Few of the Anganwadi centres reported that they 

were not able to monitor growth of the children. The reasons given were 

non-availability of growth charts, lack of skill in filling the growth chart and 

weighing scale are not in working conditions etc. 

Coverage of children for immunization was found to be higher in 

Integrated Child Development Services (ICDS) areas (Triple Antigen, BCG 

and Polio) which is a good indication of child health but expectant mothers 

in ICDS areas not received Tetanus Toxied (TT) vaccine as compare to non 

-ICDS area. 

It is also observed from the study that the major percentage of mother 

respondents fall below 20 year of age and they belong to Muslim 

community, which indicate that they got married before attending the age of 

marriage. Same time literacy level of respondent mothers coming from both 

Hindu and Muslim especially mother of the Muslim community 22.37 

percent are illiterate, among them 15.53 percent are Bihari mothers, whereas 

among all Hindu mother respondents 8.94 percent are illiterate in which 

6.05 percent are Bihari Hindu mothers. Again 24.21 percent Muslim 

mothers are literate, can only sign their name and among them 13.68 percent 

are Bihari Muslim mother. In case of Hindu mothers respondent 8.69 

percent are literate but no formal education. 

Literacy level and occupation are correlated as reflected from the study, 

and it happens that 27.64 percent of Muslim mothers of both Bengali and 

Bihari are housewives and among them 19.21 percent are Bihari mothers 

151 



and 8.43 percentage Bengali mothers; in which percentages of Bihari 

mothers are higher than the Bengali Muslim mothers. The percentage (14.74 

percent) of Hindu mother respondents, both Bengali and Bihari Hindu are 

lower in respect of their occupational status than the Muslim mother 

respondents. With regards to the engagement as domestic helper in the 

nearest locality the percentage (14.22 percent) of Hindu mother is higher 

than the Muslim mothers as language is a factor to Bengali mothers which 

give them additional advantages. 

Size of the household stands for the number of persons living together in 

a family. The average family size has been found to be 5.05 members, 

although it varies to a certain extent with religions groups. It is 5.9 percent 

for Bengali and Bihari Muslim and 5 percent for both Bengali and Bihari 

Hindus. It indicates that the Muslims generally have larger family members, 

especially the number of children are higher than what Hindu families is 

generally have. Muslim couples are not interested to adopt family welfare 

planning methods. 

Examination has been made about the monthly income of the Hindu

Muslim households in the study area and it appears that 33.96 percent Hindu 

and Muslim mothers replied that their family income is below Rs.1000/- per 

month and among them the percentage of Hindu mothers (18.16 percent) is 

higher than the Muslim mothers, followed by 33.15 percent respondent 

mothers, both Hindu and Muslim expressed that their family income ranges 

between Rs.10011- to Rs.2000/- and sometimes it varies, but not exceeds 

Rs.2500/- per month. Here the percentage of Muslim mothers (13.94 

percent) is lower than the Hindu (19.21 percent) mothers and in the income 

category of Rs.2001/- to Rs.4000/-, the percentage of Muslim mother 

respondents (10.26) is higher than the Hindu mother (7.10). 
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The majority of both Hindu and Muslim slum dwellers appears to be 

engaged in sales related activities including Hawking on the street, tram, bus 

and footpath with its share of 36.05 percent and 22.01 percent are wage 

labours and 32.02 percent do not have any regular or steady source of 

income, but they use to earn their livelihood from different sources. The 

remaining categories include domestic servants, rag pickets, etc. This group 

which is the poorest among the poor, constitute near about 6.8 percent. It 

has been observed that the Bihari Hindus and Bihari Muslims are the worst 

sufferers among all slum dwellers. 

It has been found that both communities' respondents live in pucca, 

semi-pucca and kutcha houses. The percentage of these structural types in 

the slums of North Kolkata is pucca 55.1 percent, semi pucca 27.4 percent 

and kucha 17.5 percent. There are houses with roof made of tiles, asbestos 

or tins which have floors having kucha or pucca both. It is also observed 

that 90 percent of these slum dwellers have one small room in each family. 

Assets of the family are one of the important indicators of economic 

status. It is observed that among all reported cases (380) of Hindu and 

Muslim mothers, 54.0 are found to have assets which include television, 

radio, sound system, tailoring machine, etc. and the remaining have no 

assets. Among those who have assets, the majority are Muslims who 

constitute 27.8 percent as against 22.3 percent Hindus. It appears from the 

study that Muslim street dwellers have the superior economic status in the 

slums than Hindus. 

In most of the cases (39.47 percent) neighbours are the sources of 

information about the Anganwadi centre of the locality. And some of them 

from friends, from their family members and from Anganwadi workers. 
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Some of them reported that when the centre started distributing food, the 

news went round the locality without any organised publicity, and local 

people informed them. 

The study has also attempted to find out the reasons behind them for 

sending their children to the Anganwadi centres. As far as 43.95 percent 

respondents send their children to Anganwadi centre for food and education, 

and among them 31.31 percent out of 43.95 percent use to send their 

children to the centre for food only, which includes 15 percent Bihari 

Muslim mothers and 4.47 percent Bengali Muslim mothers. So most of the 

mother respondents send their children to Anganwadi · Centre (A WC) for 

food and among them the percentage of Muslim mothers are higher than 

Hindu mothers. 

Regarding mothers' sensitization about the package of services provided 

to their children at the Anganwadi centre, it appears from the study that 

35.78 percent Hindu and Muslim mother respondents know about 

availability of food, 22.89 percent about pre-school education and food, 

22.12 percent about immunization and above mentioned services. Most of 

the Hindu Muslim mother respondents of the beneficiary child are aware 

that their children are provided with supplementary nutrition, pre-school 

learning and immunization. But nobody is found able to say the food value 

of the distributed food at the centre to their children. 

For pre-school education at the Anganwadi Centre (A WC), respondents 

know very little. There is no formal structured curriculum in A WC and no 

flexibility which encourages the children. Now the Anganwadis are reduced 

to just feeding centre or "Khichuri Centre" with some automatic and 

mechanical activities, such as songs, rhymes, etc. thrown in primarily to 
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please the visitors. The mothers also reported that their children are not 

given any slate or books and not given any home-task by Anganwadi 

workers. Most of the mother respondents said that they did not observe any 

behavioural change such as washing hand with soap after using toilet, wash 

hand before and after meals, brushing teeth regularly, respect elders after 

attending pre-school learning, and they are not satisfied with pre-school 

learning of their children. 

With regards to the supplementary nutrition, all of the respondents knew 

that food is given from the centre to their children but they don't know this 

supplementary nutrition meets the nutritional deficiencies of their children 

or not. Inspite of the fact that the need for supplementary nutrition is greater 

for the children between 1-3 years than those in the 3-6 years age group, yet 

it is found that more children from the latter age group are covered under 

ICDS. Some of the mothers reported that the food items served as 

supplementary nutrition to their children from the centre were not much 

acceptable to the community. The reasons reported were being difficult to 

digest, sometimes causes loose motion, not tasty and not fit for 

consumption. They told the Anganwadi Centre (A WC) should arrange rice, 

dal, curry for their children which are common and acceptable to the 

children beneficiaries groups. 

Referral services is another component of ICDS Programme, which 

include ante-natal care of expectant mothers, post-natal care of nursing 

mothers and care of new born infants, care of children under six years of 

age. Most of the mothers reported that though the Anganwadi workers 

referred the cases to the Kolkata Metropolitan Clinic or Hospital, but no 

good services were available from the clinic or Hospitals and medicines are 

not available and they also mentioned of the unhygienic environment 
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prevalent in the hospitals I clinics. In Government hospital if you pay to the 

middleman than you will get good services. In such situation they did not 

find any option without going to Private Practitioner for their child. 

Immunization of children against six childhood killer diseases VIZ. 

diphtheria, whooping cough, tetanus, poliomyelitis, tuberculosis and 

measles would ensures effective control of childhood morbidity and 

mortality caused by these diseases. But according to the respondents nothing 

has been done in this respect except the children lying in the age group of 1 

to 6 years who are attending the centre. Most of the mothers of the 

beneficiary children know that vaccine or injection is given to their children, 

and mentioned the names of Triple Antigen, BCG and Polio, but they don't 

know the purpose for which this immunization is given to their children. 

Some workers of few Anganwadi centres reported that they are not able to 

monitor the growth of the children. The reasons given were non-availability 

of growth charts, lack of skills in filling growth chart, weighing scale not in 

working conditions, etc. 

Although deficiencies of micro-nutrients like vitamin A, the B-group of 

vitamins and iodine manifest slowly, they have severe handicapping 

consequences for the growing children. No vitamin B group tablets are 

given in the ICDS network although it is known that 39.58 percent children 

suffer from parasitic infections which decrease haemoglobin level. It is the 

time to look into it. 

Most of the Hindus and Muslims mother respondents of the beneficiary 

children have the knowledge of vitamin A oil and it is meant for preventing 

night blindness and burning eyes, but 73.68 percent mother respondents 
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don't know the names of the food which helps in prevention of burning eyes 

and meet the deficiency of vitamin A. 

It is observed that almost all the mother respondents of the beneficiary 

children know that during diarrhoea of their children they need to give sugar 

and salt solution to their children. But very surprisingly some Bengali and 

Bihari Muslim mother told that, in addition to these they use to give "Pani 

from Pirbaba" (water from Pirbaba) to their children as a solution to the 

disease. 

More interestingly they know from Anganwadi workers that during 

diarrhoea a child should be given plenty of water, liquid food or semi solid 

food or ORS, but in practice they are not applying it to their child because 

of the belief that by giving more water or watery food will increase the 

frequencies and quantity of loose motion. This is the practice of most of the 

Muslim mothers. It appears that during illness of their children the mothers 

use to go to the govt. Hospitals or Kolkata Municipality Corporation clinic 

for the treatment. But a large section of Muslim mothers told that (27.36 

percent) they use to visit local Pirbaba or Hakim for their child's treatment 

as it is less expensive and they have faith on them. 

Nutrition and Health Education is an integral part of ICDS and is 

imparted to nursing and expectant mothers and also women in the age group 

of 15-45 years (for the reproductive age groups). 

But it has been indicated during data collection that this component is 

not being implemented effectively. Indifferent attitude of the Anganwadi 

workers, lack of interest, low skill and knowledge about the subject matter 

makes the programme ineffective which should be the focal point on the 

part of programme planners and policy makers. Moreover most of the Hindu 
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& Muslim mothers (53.16 percent) during pregnancy they should take extra 

amount of food and it is difficult for them to arrange special types of food 

deceiving the others family members. 

As regards to the functioning of the centre, most of the respondents 

reported that the centre open in time as the key of the centre kept with the 

helper who resides in the locality itself. But the workers of the centre 

generally do not come in time as she comes from a reasonable distance. 

It is also observed that the number of children in the age group 0-1 year 

covered under this programme is very small because in most of the centre 

the types of readymade or supplementary food available cannot be eaten by 

the children. Moreover, DPT, Polio and Tuberculosis against which 

immunization is provided, are not the major killers in the area covered in the 

study and till recently the programme had no place for diarrhoea control 

which is a major killer of infants in this area. 

The ICDS guideline lists a series of periodical examinations of the health 

of the children and pregnant and lactating mothers. However, such 

examinations hardly took place. 

Except supplementary nutrition, ICDS has done much less than expected 

in providing health check-ups, health education, pre-school education, 

referral services. A large number of ICDS children in the Muslim belt are 

not under nourished as they use to eat beef meat from their early childhood 

which contains high protein and less costly. 

It is observed that community participation in ICDS is far below the 

desired level. Beneficiaries have a low awareness of the package of services, 

its advantages and possible benefits they can derive from it. Both 
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participation and involvement of the community in the ICDS Programme 

and activities was minimal. It is learnt from the mother of the beneficiary 

child that the Anganwadi workers are also not interested to involve the 

mothers of the beneficiary child in day to day activities of Anganwadi 

Centre (A WC) as the mothers will know the faults of the Anganwadi 

functionaries as well as the lacunas of their activities, and it will be harmful 

for them to maintain service. 
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Recommendations: 

The study aims to identify factors related to the performance and 

effectiveness of the programme to determined its feasibility, develop 

solutions to implementation problems and carry out improvement of the 

programmes itself. So the modifications and improvements desired by 

mother respondents are being made a part of recommendation and they are 

as follows: 

Space is a major problem in the Anganwadi centres, particularly in 

the urban slums. There is a need to upgrade the physical infrastructural 

facility of Anganwadi Centre (A WC). It may be a good idea to try to locate 

the Anganwadi centres wherever possible, within the local primary schools, 

especially in cities the municipal primary schools are always better off in 

terms of space in comparison with the Anganwadi centres. If not 

classrooms, at least verandas and compound space of the school may be 

available which could be utilized to organize play activities and for all other 

purposes which may deem fit. 

Coverage of children under supplementary nutrition and particularly 

that of under three, should be increased through exhaustive door to door 

survey, encouraging consumption of food at the Anganwadi Centre and 

enhancing mother awareness about appropriate weaning practices and 

supplementary foods for under 0 - 3 years children. 

Sharing food supplements by other members of the family is quite 

common in "take-home-food" system. This, though difficult in view of the 

pervasive poverty to avoid, needs serious consideration. 
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There should be a sustained and intensified effort to provide 

integrated nutrition and balance diet education at the Anganwadi centres. 

Community radio and TV sets if available at the centres will be effective 

tools for conveying useful messages to the community besides encouraging 

their participation in ICDS programme. 

Implementation of Nutrition and Health Education (NHE) was found 

to be far below the desired level. It is suggested that supervisors should be 

given the responsibility to hold formal Nutrition and Health Education 

(NHE) sessions regularly in Anganwadi centres under their charge. 

Nutrition and Health Education (NHE) should be practical and down 

to the earth, and not talk about proteins and vitamins. Emphasis should be 

an additional family food during pregnancy and lactation and importance of 

breast feeding starting soon after birth, so that the baby gets the benefit of 

colostrums, and against pre lacteal feeds and water feeding during and after 

an illness has to be stressed. 

Pregnant women should be advised to seek ante-natal care and take 

iron tablets and two doses of tetanus toxied. Importance of delivery by a 

trained health worker should be explained. Family planning should be 

stressed both in the interest of the mother's health as well as for the child. 

There is a tremendous scope for improving the implementation of 

pre-school education components. The children are usually in varying ages 

from 2 years to 6 years old. In a large group, what usually happens is that 

the older children perform most of the activities while the younger ones 

remain passive on lookers. The programme will be more meaningful and 

effective if the children are divided into small groups so that it is ensured 

that all children participate actively. Each small group may be a mix of 
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younger and older children so that a child-to-child approach may be 

followed and the older children are encouraged to take the younger ·ones 

alone in the learning process. But this can result only if the Anganwadi 

workers are interested and effective. 

Regarding immunization, it is rightly said that immunization against 

vaccine preventable diseases is half the protection from malnutrition as well. 

It is therefore imperative that health component of Integrated Child 

Development Services (ICDS) is properly planned in close collaboration 

with Primary Health Centre (PHC) functionaries. The Anganwadi worker is 

expected to maintain the register of all new born and pregnant women and 

ensure that all the enrolled beneficiaries are immunized on time. She has to 

motivate the mothers, gather the beneficiaries and keep close liaison with 

Auxiliary Nurse Midwife (ANM) and Lady Health Visitor (LHV) for this 

purpose. Joint home visits and joint immunization sessions are planned by 

Anganwadi Workers (A WWs) and Auxiliary Nurse Midwife (ANMs) with 

Anganwadi as the focal point at the slum. 

The Medical Officer, Lady Health Visitor (LHV) and the Auxiliary 

Nurse Midwife (ANM) should undertake regular health check-up of 

children below six years attending Anganwadi. The Anganwadi workers 

have to keep record of this service and pursue the Auxiliary Nurse Midwife 

(ANM) and Lady Health Visitor (LHV) so that all the children are covered 

regularly specially the severely malnourished. Children should be checked 

up frequently, at least once in every month. This involves as curtaining the 

underlying medical causes of persistent malnutrition and taking remedial 

measures well in time. It is also well known that malnutrition and disease 

are closely correlated and form a vicious circle which requires suitable 

interventions. 
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The child beneficiaries suffered from senous ailments should be 

referred by Anganwadi workers to PHC or hospital for a detailed check-up 

and necessary treatment should be made as and when the situation demands. 

The Anganwadi workers have to fill in a referral slip for this purpose. The 

counter part of this slip has to be kept for follow-up. A medical kit is also 

has to be supplied to each Anganwadi centre for primary treatment. 

Community participation revealed itself as a very weak link of ICDS 

programme. It is imperative that community representative should be 

involved right from the preparatory stage of initiating a project. Effective 

ways of Anganwadi participation need to be evolved. Anganwadi workers 

apparently do not have the requisite skills for promoting participation. Some 

of the recommendations that come up from the study as are hereunder: 

a) There is a need to have a short-duration preparatory phase to raise 

awareness of the community regarding Integrated Child Development 

Services (I CDS) before launching the centre in that area; 

b) The Integrated Child Development Services (ICDS) package should be 

made flexible to meet the needs of the community; 

c) Self-help should be encouraged as per the capabilities and status of the 

community; 

d) The training of project functionaries should be strengthened to impart 

them specific skills to elicit community participation. 

Integrated Child Development Services (ICDS) should be more away 

from being a centre based services delivery programme to home based 

behaviour and practice enhancement programme. It is useful to bear in mind 

that the child spends not more than 3 hours at Anganwadi centres and rest of 

the time he/she spends in her/his home and community environment. 
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Beside health care and immunization,referral services should be given 

special attention under the new health policy. ICDS can drop these 

components as a direct responsibility and should be remodelled to become 

the focal point of convergence of all health activities for children and 

pregnant and lactating women. 

Health education should not be confined to pregnant and lactating 

women but should cover all women living in the community who seek it. A 

special target should be the adolescent girl. 

With the universalisation of immunization and child survival and safe 

motherhood programme Integrated Child Development Services (ICDS) 

should concentrate on mobilizing community and involving women more 

intensively in proper infant feeding practices, improving maternal nutrition 

in pregnancy and lactating, home sanitation, personal hygiene, birth spacing 

and focus on the discrimination of girl child. 

The target for pre-school education should include girls in the 6-11 

years age group who cannot go to primary school. They should be given 

supplementary nutrition. A number of such girls are already accompanying 

infants but are not formally a part of the system. 

The common problems encountered such as cough and cold, fever, 

diarrhoea, worm infestation, skin and eye infections should be included in 

NHE. The advices should be simple and down to the earth. 

Ready-to-Eat (RTE) food has replaced the local food is a part of the 

Integrated Child Development Services (ICDS) programme while it is 

convenient and saves the workers' time, it does not provide an opportunity 

for Nutrition & Health Educations (NHE). It is a lump of food, the 
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ingredients of which are not visible. It is looked upon as a special 

"nutrition" food-superior to the household food. It is important to stress the 

household diet and ways of improving it at low cost. 

The quantity of food that a child needs, and the number of times he 

needs to be fed has to be emphasized. A child of 1-2 years needs half the 

food his/her mother eats. It may sound incredible but is nonetheless true. It 

has to be stressed that the food should not be watery and that some oil 

should be added to increase the energy density. A more effective interaction 

with the health functionaries will be beneficial for mother of the child as 

well as Nutrition & Health Educations (NHE). 

Reaching the under-three has always been a problem in Integrated 

Child Development Services (ICDS) inspite of the fact that the early years 

are the most crucial years and the enrichment/deprivation that take place at 

the stage has important implications for subsequent development. It is 

therefore, important that attempt should be made in the Anganwadi to reach 

out to homes and make parents aware of the importance of early stimulation. 

The job chart of the Anganwadi worker should include regular home visits 

as per as possible and practicable. 

As the focus gets shifted from the centres to the home where the 

women and children live, the child will start receiving attention much before 

his/her 0-3 age period (the first point of contact in ICDS Today), from the 

time he/she is still in the womb. Today the Anganwadi worker is swimming 

upstream trying to handle a large number of low birth weight babies. 

Tomorrow she will be in a position to prevent that by coordination better 

health and nutrition services as well as encouraging supportive social 

practices for the expectant mothers. 
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Finally, to achieve the overall objectives and the stated goals of the 

project it is imperative to take concerted steps at all levels to strengths 

Integrated Child Development Services (ICDS) programme so that every 

child could gain right for survival, protection, participation and development 

which make them able to live securely and realize the full potential in life. 
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AnneXl.lre 



Interview Schedule 

1. Personal Information : 

1.1. Name of Mother: 

1.2. Age of Mother: (Tick the appropriate) 

Up to 20 years 

21-25 years 

26-30 years 

31-35 years 

36-40 years 

41-45 years 

46-50 years 

51 years and above 

1.3. Religion: Hindu I Muslim I Christian (Write the appropriate) 

1.4. Caste Brahmin I Kashyatria IV aidya I Sudra I Others 

Shia I Sunni I Any others 

Catholic I Protestant I Any others 
(Write the appropriate) .................. . 

1.5. Literacy of the respondent: (Tick the appropriate) 

Literate 

Literate but no formal 

education 

Primary 

Middle school 

Up to Madhyarnik 

Madhyarnik 

Higher Secondary 

Graduate 

Post graduate and above 

I 



1.6. Respondents main occupation: (Tick the appropriate) 

Housewife 

Domestic Helper 

Traditional Service (Dhobi, 

Tailor) 

Labour 

Business 

Service 

Any other 

2. Socio Economic Aspect : 

2.1. How many members are there including children and infants? 

I Adult I 
Children & infants 

2.2. Total monthly income of the family? (Tick the appropriate) 

Below Rs 1000 

Rs 1000 - 2000 

Rs 2001-3000 

Rs 3001 - 4000 

Rs 4001 - 5000 

Rs 5001-6000 

Rs 6001 - 7000 

Rs 7001- 8000 · 

Rs 8001-9000 

Rs 9001- 10000 

Rs 10000 and above 

2.3. What is the major source of house hold income? 

II 



2.4. Annual house hold expenditure on: 

Total 

Food 

Cloth I Footwear 

Toiletries 

Education 

Medical 

Transport I Communication 

House rent I Electricity 

Others 

2.5. Type construction of the dwelling: (Tick the appropriate) 
.---~~~--~~--~~T-~-------, 

Tin I Tiles with Pucca 

Kucha with tin I tiles 

Semi Pucca 

Pucca 

2.6. Does house hold own the following assets? (Tick the appropriate) 

Television 

Radio 

Refrigerator 

Clock I Watch 

Sewing Machine 

Bicycle 

Motor cycle I Scooter 

3. Beneficiary Child 
3.1. How did you come to know about the existence of AWC in your locality? 

..................................................... (friend I neighbor I A WW I doctors I family 

members I others) 

3.2. Motivated you to send children to A WC? 

III 



3.3. At what age the children registered at A we? 

................................. ( dd/rnm/yyyy) 

3.4. Why do you send your child to A we? 

3.5. How far the A we from your home? 

..................................................... (In meters). 

3.6. For how many hours your child stay at A we (2 hr /3 hr /6 hr /5 hr) 

3.7. What are the services provided your child at the center? 

4. Pre-School Education 

4.1. Is there any education given to the child to A We? 

I ~:. I 

4.2. If yes, are· you aware of the different learning aid that are used? 

I ~: I I 
4.3. Has there been any impact of education given to your child at A We? 

........................................... (Yes I No, if yes please mention) 

4.4. Do you attend mother's day meeting organised by A We? 

Yes, regularly 

Yes, sometimes 

No 

IV 



4.5. What was discussed during last mother's day meeting? 

4.6. After attending the last mother's day meeting what steps did you take at 

home? 

5. Supplementary Nutrition 

5.1. Do you know about supplementary nutrition which is given to your child at 
AWC? 

Yes 

No 

If yes, what is given and how much? 

5.2. What is the opinion regarding the food distribution at the center? 

5.3. Do you think the distributed food is beneficial for the growth of children? 

5.4. For how many days during last month food was received by your children 

fromAWC? 

............................................ days I cannot say. 

5.5. How is the quality of food received from A WC? 

Very good 

Good 

Average 

Poor 

v 



5.6. Do you have any suggestion to improve the quality of food at the center? 

6. Immunization I Health Checkup 

6.1. Is the health checkup of your child is done at A WC? 

........................... (Yes/No) 

If yes, by whom? ..................................................... . 

How frequently? ...................... (7 days I 15 days I 21 days I 30 days) 

6.2. Have you observed the growth card of your child to A WC? 

.......................... (Yes always I No I growth card never shown INA) 

6.3. Do you know that there is a supply of.co~on machine? 

.................. (Yes/No) 

6.4. Has your child ever been referred to any specialist? 

......................... (Yes/No) 

If yes, to whom? ..................................................... . 

And what for? ........................................................ . 

6.5. Has the immunization of your going to A WC been done? ... (Yes/No) 

If yes, which immunization has received? ............ . 

(BCG/Polio/DTP/1, 2, 3/Any other) 

If not why was not immunized? 

Centre is too far 

Ignorance 

Weakness of the child 

Regular absenteeism 

Any other reason, state 

VI 



6.6. Do you know, what kind of immunization which a child should receive 

within 6 months of birth ........................... (Yes /No) 

6.7. Have you heard of Vitamins a syrup I drop? 

...................................... (Yes/No) 

If yes, do you know the functions of vitamins a syrup I drop? 

6.8. What type of food stuff should be taken for prevention of burning eyes and 

even blindness? .............................................................. . 

6.9. If a child suffers from Diarrhea then in addition to medicine what is the 

most important thing is to be given to a child? 

7. Best Feeding 

7.1. Are you aware that mother's milk is the best for child? ....................... . 

(Yes/No) 

If yes, why? ....................................................................... . 

7.2. How many times a day should an infant be breast during first 4 months? 

7.3. Did you continue to breast feed your child even 

You are ill ............................................. (Yes I No) 

Child was ill .......................................... (Yes I No) 

7.4. How old was your child when you started giving additional food? 

Supplementary nutrition ............................... (age in months) 

Semi solid food 

Solid food 

8. Pre natal & Post natal Care 

............................ (age in months) 

............................... (age in months) 

8.1. On your opinion, does a pregnant women need extra amount of food? 

............................... (yes/no). 

VII 



If yes, why? ...................................................... . 

8.2. If yes, could you name the food stuff that a woman should have more of 

during her pregnancy? ........................................................ . 

8.3. What special care did you take for yourself and your diet during last 

pregnancy? 

8.4. In your opinion does a nursing I lactating mother need extra amount of 

food? 
............................................. (yes I no) 

8.5. If yes, why does a nursing I lactating mother need extra amount of food? 

8.6. Were you advised by AWW to take care of your diet? ......... (Yes/No) 

8.7. Did A WW visited your home afterlast delivery? ........... (Yes/No) 

9. FunctionofAWC 
9.1. Does your AWC open regularly? ................................ (Yes/No) 

9.2. What are the services provided at your A WC? 

9.3. Are you kept informed immunization days/schedule/activities? .............. . 

(Yes/No) 

9.4. Has the A WW ever visited your house for any type of counseling? 

........ (Yes/No) 

vm 



1 O.Assessment 

1 0.1. What is your overall assessment of impact of A WC on your child? 

Good/Little/not much .. . .. . ..... ....... . . .......... ...... ........ ......... . 

If there is no impact, why? ........ . .. .. ... . .. . ......... . .... . .. . ........ . . 

What are the draw backs of the system? 

10.2. What should be done to ensure that there is reasonably expected impact of the 

AWC on children? 

10.3. What is your suggestion to make your AWC more effective? 

10.4. Have you heard of any new program that is being implemented or going 

to be implemented in your area? 

If so, what program? 

a) ICDS towards gender quality 

b) ICDS towards community improvement through advocacy and social 

mobilization. 

c) ICDS is for government & NGO partnership in action 

d) Communication strategy for child development 

e) Making child ' s right a reality 

f) ICDS promotes community participation 

g) ICDS moves towards self reliance 

10.5. What suggestion would you like to given to improve the function of A WC 

including the delivery of services? 

IX 


