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FOREWORD

The evaluation of the Integrated Child Development Services (ICDS) Projects, taken up
by the Programme Evaluation Organisation in July, 1976, conceived two phases of field work.
The first phase, aimed at understanding the state of preparedness for the implementation of the
Scheme, was completed in October, 1976.

The Report on the State of Preparedness of the Integrated Child Development Services
Projects, prepared in August, 1977, was meant primarily to guide the officers connected with the
implementation of the Scheme. The Report has since been discussed in the meeting of the Techni-
cal Advisory Committee of the Study consisting of the representatives of the Ministries of Education
and Social Welfare and Health and Family Welfare and experts from medical, nutrition, and
allied fields. The main findings of the Study were discussed also in an Inter-Departmental meeting
of the Secretaries of the concerned Ministries with the Planning Commission. The Report was
finalised in the light of the observations and suggestions received. As the Report is based on
the data collected from the field during July-October, 1976, the later developments are not reflected
in it. The second round of the Study is in progress and the next Report will reflect the position
of the ICDS Projects as prevalent in 1977-78.

There is a persistent demand for the findings of the Study from various Departments of the
Central and State Governments and other organisations interested in the arca of child develop-
ment. It is hoped that the publication of this Report will enable all concerned to implement the
programme with added vigour and effectiveness.

The ICDS Evaluation Study was launched by my predecessor Shri R.K. Dar and was carried
out by 24 field teams under the Project Evaluation Officers. The details of the design of the study
and the instruments of observation were developed in the Social Development Division of the
Programme Evaluation Organisation at Headquarters. Dr. (Mrs.) Tara Gopaldas assisted in the
First Phase of the Study from June, 1976 to May, 1977 particularly on the aspects concerning
nutrition and health. Active cooperation of the supporting staff which has made this Study a
success is appreciated.

New Devrur, S.M. SHAH

March, 1978 Chief
Programme Foaluation Organisation
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PREFACE

The Evaluation Study of the Pilot Projects for the Integrated Child Development Services
Scheme visualises two rounds of field observations— the first round being concerned with generat-
ing the baseline information and assessing the ‘State of Preparedness’, while the second round
would seek to determine the impact of the working of the Projects. The present Report seeks to
present for internal use by the Project authorities and the administrators at the Project, District/
State/Central levels, the general results of the Bascline obscrvations. It was felt that the presen-
tation of a comparative picture and the situation prevailing in different Projects would be of value
at this stage itself. The second round observations are expected to be made very shortly and would
seek to correlate at household and beneficiary levels, the changes which may have taken place
in the intervening period; the houschold data would be computer processed and utilised in that

context, for both the rounds.

Another object of presenting this Report at this stage is to enable discussion to take place on our
first observations. The Project authorities as well as administrators at various levels are invited
to make comments on any aspects, so that their observations may enrich our findings in the final

round.

It would be appropriate to acknowledge the work done by the PEO field teams and the
Headquarters Group in the Social Development Division of the PEQO, alongwith the supporting
statistical and typing staff. Dr. (Mrs.) Tara Gopaldas, who functioned as Consultant for this

Project, played a significant role in designing of the Study and the preparation of the Report, and
her contribution is gratefully acknowledged.

New DELHI, R.K. DAR
June' 30, 1977
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SUMMARY OF FINDINGS

At the time of sanction of the pilot ICDS Pro-
jects, PEO was requested to undertake an indepen-
deut evaluation.

2. T'he design of the study provides for ilic present
Report on the ‘State of Preparedness” as alter one
vear of operation of the scheme, for which field wotk
was done during July-Oct. 76, and a (inal report
also containing an assessment of the overall impact
of the projects, after a repeat round in the mid-1977.

8. A great deal of effort has undoubtedly becn
put in for getting the ICDS Projects off the ground,
The Anganwadi Workers have been appointed and
trained in large numbcers, there is increasing aware-
ness of the potentials of the projects, a start has been
made on monitoring, and various agencies have been
assigned delinite tasks. The experience in imple-
mentation, planning, and control operations, during
the first year, however, shows that the Irojects are
still facing serious tecthing problems, and it would
be unrcalistic to be optimistic about the state of
organisation of the Programme till certain basic
preliminary tasks are successfully performed.

4. Observations on different aspects of the present
state of organisation of these projects are recorded in
the following paragraphs:

(@) There was inadequate understanding by the
1CDS Project authorities of the inter-se prioritics
among the different components of the scheme—
Health, Nutrition and Education. There seems to
be clear over-cmphasis on the last of these three
aspects, possibly owing to the circumstance that the
implementing departments/iraining institutions have
traditionally been dealing mainly with women and
child social welfare activitics,

(b) Means of effective coordination between the
CDPOs, MOs (PHCs), and BDOs have not been satis-
factorily worked out. The role of health staff in the
implementation of the ICDS Schemec has not yet
been clearly undeistood.  Besides, the attitude of the
niedical and health staft towards the programme
have not been oriented for ensuring coordinated
functioning along with other agencies, for delivery
of the total package of scrvices to the target groups.

{(¢) Survey and houschold enumeration in assigned
Project area has not been systematically undertaken,
with the result that the exact size, composition, and
other characteristics of the target groups have not
yet heen determined: consequential programme plan-
ning. in tevms of actual requirements in cach area,
has not procceded in respect of slaff, cquipment,
materlals, finances, etc.

(d) In the absence of these basic Surveys, and lack
ot critical equipment, like weighing scales and print-
ed growth charts, the identification of  children,
nutritionally-at-risk, who would be eligible for
supplementary nutrition and special health care, has
not been feasible so far,

(¢) At the same time, the most inaccessible and vul-
nerable group of children, ie., the ‘below threey
who requive the wmost attention in terms of the
health and nutritional services have hardly heen
reached vet.

(f) There arc still many gaps in stafling, particu-
larlv of health persounel, possible because of a low
priority being given to this aspect by the State Healch
departments.

(g) The training contents and choice of institutions
need to be reviewed in terms of suitability of job
trainig in relation to their job performance.

(h) Funds have not been earmarked by the State
Governments separately for supplementary nutrition
in the ICDS Project areas despite this being an
essential pre-condition.  Apparently, Annual Plan
provisions in 1976-77 did not take the Project re-
quirements specifically into account,

(1) Most capital items, except for weighing ma-
chines and refrigevators, have been received. There
1s a major gap in supply of usable items, particularly
of essential medicines, and vaccines required for
immunisation work.

(j) The composition of coordination committees is
predominantly official and male dominated. It is
also noticed that there was a considerable time-lag
in their constitution.

(k) Involvement of women, which is an essential
component for the success of the programme, is con-
spicuously absent. Accommodation for the Angan-
wadis is usually of poor quality.

(1) It is also apparent that merce provision of funds
would not be adequate, unless it is followed-up with
an actual system of purchase of local tood commodi-
tics, which would provide the main support {or the
nutrition component. AL present, there is a major
rcliance on WEP or CARDL food, which is contrary
to the concept of the scheme. Lack of basic data
on the size and composition of target population is
a major deficiency in the feeding programme. The
existing food delivery systemn does not guarantee nu-
crition for the ‘below  threes’, nutritionally-at-risk,
and pregnant and lactating women. A sound deli-
very system needs to be developed.



(m) Release of funds and appointment of health
staff are perceptibly slow and halting. The AWWSs
who are expected to play a major role with regard
to the immunisation programme, are hnot health-
oricnted. Depending upon the severity and inci-
dence of childhood disease, it is suggested to work
out a differential scquencing of immunisation sche-
dule.

(n) The pre-primary education, for a thin segment
of target population of 3 to 5 +ycars, is the main
activity. It is necessary that the much needed Health
and Nutrition Education is developed and the va-
rious activitics under the TCDS receive right type of
attention,

5. While a great deal of timely information 1s
being obtained under the monitoring system which

(x)

has been set up, in the absence of a realistic time
schedule and sequencing of supplies and delivery of
services to the target/vulnerable groups, the system
docs not throw light on such aspects as: the strength
and weaknesses of the infrastructure of health, nu-
trition, cducation, and drinking water supply and
whether needs and costs of upgrading them have
been worked out and adequately provided for whe-
ther the rules of different functionaries have becn
clearly laid down and the required inter-relationships
have been cstablished in the different Project areas,
whether a specific rule has been assigned to volun-
tary agencics in the implementation and mobilisation
of local participation. Requirements following from
the obscrvations in foregoing paragraphs on different
items of critical value in the organisation of Projects
at the present stage, also need to be picked up by the
mounitoring system.



CHAPTER 1
THE SCHEME AND ITS EVALUATION

Evolution of the Scheme

1.1 Children’s programmes have been accorded
the highest priority in the Social Welfare Secior in
the Fifth Five Year Plan.  The strategy of the Fifth
Plan in this regard is to make a concerted and
coordinated cflort to deliver a basic minimum pack-
age of health, nutrition, and educational services in
an integrated manner to the vulnerable mother (ex-
pectant and nwrsing) and the young child  (0—5
+  years).

1.2 The National Policy for children, likewise, re-
cogniscs the  vital  1mportance of children’s pro-
grammes in the devclopment of human resources for
the social and cconomic advancement of the country.
A Nuational Children’s Board was set-up in 1974, with
the Prime Minister as President. The 15-point pro-
gramic of the National Policy for Children places
the highest priority on child health and nutrition.

1.3 The proposal for an Integrated Child Deve-
lopment Services (ICDS) Scheme was initiated by the
Planning Commission as early as 1972 with the fol-
lowing objectives:—

1. To improve the nutritional and health status
of children in the age group 0—6 (0—5+)
years;

2. To lay foundations for the proper psychologi-
cal, physical, and social development of the
child;

3. To reduce the incidence of mortality, morbi-
dity, malnutrition, and school drop-out;

4. To achieve effectively coordination of policy
and implementation among the various de-
partments to promote child development; and

ey ;

To enhance the capability of the mothers to
look after the normal health and nutritional
nceds of the child through proper nutrition
and hcalth education.

1.4 A blucprint was prepared by the Department of
Social Welfare, Government of India, with a budget
proposal for Rs, 140 crores and a coverage of 1000
blocks. The aim of the Scheme was to deliver a
package of services consisting of supplementary nu-
trition, immunisation, health check-up, referral ser-
vices, health and nutrition education, and non-for-
mal education, in an integrated manner, to infants
(0—1 yr), toddlers (1—2+ yrs) and pre-school child-
ren (3—5H+4 yrs); and pregnhant, nursing, and other
womcn in the age group of 15—44 years; in the select-
cd rural/tribal Blocks and urban slums,

15 Since the 1ICDS Scheme calls for both integra-
tion of a number of services and coordination on an
unpreqgedented scale between various Ministrics (Mi-
mistry of Education and Social Weltare, the Ministry
of Health and Family Planning, the Ministry of Agri-
cultwre and Tirigation and the Ministry of Works
and Housing), Departments, and Voluntary Organisa-
tions, the Planiing Commission recommended  that
30 ICDS Projeas be initially piloted and sanciioned
a budget provision for the same for Rs. 3 crores and
Rs. 1.50 crores lor the financial years 1975-76  and
19706-77', respectively.,

1.6. This Centrally sponsored Scheme, with 100
per cent iimancial assistance from the Government of
India, is being implemented by the Department of
Social Wellare (DSW), Government of India through
the Departments of Social Welfare in the States,
Thirty-three ICDS Projects (coterminus with Blocks
in the case of Rural and Tribal Projects and a few
selected contiguous wards of the urban slums in the
case of Urban Projects) in different parts of the
country werc initiated within the sanctioned budget
in October, 1975 and had been in existence for ap-
proximately 10 months to a year at the time of the
Baseline Survey.

Evaluation of the ICDS Pilot Scheme

1.7 At the instance of the Planning Commission,
the Progranme Evaluation Organisation undertook
an evaluation of the impact of the Scheme. This has
been designed through a base-line survey in July-
Septemiber, 1976 and a re-check survey approximately
a year later. The base-line survey would broadly
gauge the state of preparedness for implementation
after approximately a year of the formal start of
the Scheme of the Project level. It is hoped that
the lessons learnt from this survey would be of some
usc {or further programme improvement. If the
present model, so evolved, is found to be feasible,
it 15 intended to expand the Scheme, in a phased
mnmanner,

1.8 The re-check survey in mid-1977 would help
to asscss the actual population reached, in about
a year's substantial operation, in areas where ICDS
stalf were in position by mid-1976. The emphasis
will be on the cumulative impact of the Project as
judged by the actual delivery of the package of ser-
vices to the target population, i.e., infants, toddlers,
pre-school children, pregnant women and nursing
mothers.

1.9 In both the base-line and re-check surveys, the
PEO would be mainly concerned with field enquiries
about the ICDS activities as they exist at the Project
and Anganwadi® levels.

1. The differences in the ICDS budget for the years 1975-76 and 1976-77 is  because it was expected that 100 ICDS Projects would be
launched in 1973-76. The allocation was reduced in 1976-77 as only 30 Projects were finally sanctioned,

2. Anganwadi: A centre for activities/delivery of services under the ICDS, generally covering a village on about [,000 population,



Objective

110 "This report is confined to the
Specilic Objectives:

following

1. To exm_ninc the availability of basic data at
the project leved;

j Rl

To study the broad characteristics of the ICDS
Projccts in relation to feasibility of operation;

3. To review the extent (o which infrastructure
has been built-up for the delivery of health,
nutrition, and  education  services in the
Scheme;

4. To assess the flow and utilization of finances
and the flow of supplics to the Projects;

5. To c¢xamine the extent to which placement
and waining of staff has been accomplished;
and

0. To ussess the involvement and participation
of the community in the initial stages of the
Project and administrative coordination,

Mcthodology and Instruments of Observation

1.11. The methodology consisted in designing a
Project Schedule to obtain information on the ob-
jectives listed above. The schedule was canvassed
between July and October, 1976, by trained field
staff. The Child Development Oflicer of each Pro-
ject was given 1-2 months to build-up data, where
it was not readily available for incorporation in the
Project Schedule,

1.12. The information obtained in the Project
Schedules was reinforced by qualitative Project Level
Notes. :

1.13. The observations were [urther strengthened
by tours to the Project sites by the Consultant, Pro-
ject Director, the REQs, and other Senior Head-
quarters’ Officials.

1.14. The information on the current level .of acti-
vities as noted at the Anganwadies was obtained on
another spectally designed Schedule.

1.15. Information was also gathcred from  the
Anganwadi Schedule and Village Level Notes to
cross-check information obtained at the Project

Level.

Selection ol the Projects and the Anganwadis

1.16. 29 Projects (17 rural, 8 tribal and 4 urban)
were pwiposively selected, on the basis of the avail-
ability of PEO Units, out of a total of 33 ICDS
Projects (19 rural, 10 tribal and 4 urban). The
selecied projects cover 19 out of 22 States and the
Union Tattory of Delhi where the Scheme has been
imroduced. 24 PEO Units simultancously conduct-
ed the survey in 24 Projects. The remaining 5 Pro-
jects were surveyed when 5 out of 24 PEQO Units
were free [rom this first round of field work,

117, Six Anganwadis were surveyed in each Pro-
ject on a stratilied random basis, where the criterion
of stratification was the distance of the Anganwadi
villages from the Project Headquarters. One village
was chosen from within a distance of 5 Kms of
the Project Headquarters; 3 from within the stratum
of 5 to 10 Kms; and the last two from the stratum
beyond 10 Kms of the Project Hqrs. Three of these
selected villages (one cach/per stratum vepresented
situations where both Anganwadi and the Auxilliary
Nurse and Midwife (ANM) Centre were present in
the village, while 3 (one each per Stratum) repre-
sented village, that had an Anganwadi but no ANM
Centre .,

1.18. Specific Aspects Covered in the Present
Report

I. Broad characteristics of the Project area.
2. Build-up of Infrastructure.

3. Flow of Fmances and Supplies.

4. Placement of Staff and Training.

5. Peoples” Insolvement and Administrative Co-
ordination.

6. Component of Supplementary Nutrition.

Component of Health.

-3

8. Component of Education.
9

. Performance Indicators.

1.19. The present veport is based on inlormation
obtained from 29 ICDS Project Level Schedules and
Notes that were canvassed in July-October, 1976.

1.20.- Details regarding the Project, District, State
and the date of canvassing the Project Schedule are
presented in Table 1.1



TasLE 1. 1 —Prajects Covered and Date of Canvassing of th

¢ Project Schedule

Sl. Pl‘Oj ect District State Date 'Of
No. canvassing
1 2 3 4 5
1. Rural
1. Kambadur Anantapur Andhra Pradesh 3-9-76
2. Dhakuakhana I.akhimpur Assam 1-8-76
3. Tarapur Monghyr Bihar 15-7-76
4. Kathura Sonepat Haryana 31-7-76
5. T. Narasipur Mysore Kaurnataka, 4-11-76
6. Kangan Srinagar J. & K. 2-8-76
7. Vengara Malappuram Kerala 29-9-76
8. Singroli Sidhi Madhya Pradesh 19-10-76
9. Ukhrul Fast Distt. Manipur 24-7-76
28-7-76
10. Nurpur Bedi Rupar Punjalh 6-8-76
22-8-76
11. Thalli Dharmapuri Tamil Nadu 24-9-76
12, Nilakottai Madurai Tamil Nadu 21-9-76
13, Chawmanu North Distt. Tripura 12-10-76
15-10-76
14. Shankargarh Allahabad Uttar Pradesh 23-9-76
15. Dalmau Rae Barch Uttar Pradesh 31-8-76
16. Jawan Aligarh Uttar Pradesh 10-9-76
17. Man Bazar Purulia West Bengal 3-8-76
II. Tribal
18. Utnoor Adilabad Andhra Pradesh 18-9-76
19. Barajamda Singhbhum Bihar 16-7-76
30-7-76
20. Chhotaudepur Baroda Gujarat 21-8-76
21. Pooh Kinnaur Himachal Pradesh 9-9-76
29. Tokapal Bastar Madhya Pradesh 30-7-76
23. Dharni Amravati Maharashtra 28-7-76
29-7-76
24, Subdega Sundergarh Orissa 28-7-76
95, Garhi Banswara Rajasthan 7-8-76
IT1. Uvban

26. Bombay — Maharashtra 26-10-76
27. Madras - Tamil Nadu 20-9-76
28. Qalcutta — West Bengal 30-7-76
29, Delli — Delhi 5-10-76




CHAPTER 1II

BROAD CHARACTERISTICS OF THE PROJECT AREAS

Availability of Basic Data

2.1. Basic data on parametcrs, such as, the break-
up of the target population, and details regarding
occupational distribution, literacy, proportion of
Scheduled Castes/Tribes (SC/ST) and their occupa-
tional distribution and literacy levels was available
in a very inadequate form at the Project level, The
1CDS Scheme has set norms for the selection of ICDS
Projects, of which the predominance of SCs/STs has
been given high priority. Very little information
is available in this regard.

Break-up of the Target Populatjon

2.2 One of the primary tasks of implementing-
staff in a community-based programme is ‘to know
your community and area’. Even after 10-12 months
of Project initiation, the information supplied at the
Project level was far from encouraging.

2.3. At the time of canvassing the Project Sche-
dule (July-October, 1976) information was sought
on achievement versus targets for specific ICDS sei-
vices. To cite an example, figures for a service such
as immunisations for target children (0.5 + yrs.) or
health check-ups for the target pregnant and lactat-
ing wonien which aimed at comprehensive coverage,
should have reflected the demographic break-up of
these population groups. The most noticeable fea-
ture of the field returns, with the CDPO as the res-
pondent, revealed that most of the projects could
furnish hardly any meaningful data on this aspect
except for Kathura and Subdega.

2.4, Since the completion of the comprehensive
base-line survey on the nature and composition of
the target population was considered an essential
pre-requisite to the programme implementation,
another attempt was made to collect this informa-
tion at a later date (October, 1976) through a spe-
cially designed proforma. Clear instructions weie
given on how target figures were to be arrived at.
On the basis of this exercise, the picture improved
somewhat, with seven projects supplying accurate
demographic break-up of infants (0—1I yr.), toddlers
(1-8 yrs), and pre-schoolers (3—b5 + yrs). These pro-
jects were; Kathura, Nurpur Bedi, Nilakottai,
Chhota Udepur, Pooh, Dharni and Garhi. However,
when the accuracy of these figures was verified with
similar data collected at the Anganwadi level, the
Project level data supplied by Dharni and Pooh gave
rise to some doubt.

2.5 Fifteen projects gave inaccurate statistics due
to an under-estimation of the target groups, namely,
Kambadur, Dhakuakhana, Tarapur, T, Narasipur,

Kangan, Vengara, Singroli, Thalli, Chawmanu, Dal-
mau, Barjamda, Subdega, Bombay, Madras, and
Calcurta,

2.6. Two Projects namely, Ukhrul and Shankar-
garh, grosslzf over-estimated their child target popu-
lation (Table 2.1 for paras 2.4 to 2.6).

2.7. It was noted that the Tribal Projects, on the
whole, did a more comprehensive and accurate enu-
mecration of the target population than did the
Rural or Urban Projects. All in all, there was a
very poor state of preparedness in this regard which
probably stems from the lack of importance given
to this aspect in the training of ICDS staff.

2.8. By wav of contrast, the demographic break-
down of the target population furnished at the
Anganwadi level by almost all the projects was much
more accurate, thercby indicating that at the time
the Project Schedules were canvassed, many of the
projects had not completed this survey throughout
the survey area, ov if they had, the information had

not heen compiled and collated at the project level.

2.9. Information on literacy was available in 19 out
of 29 Projects; and that on overall occupational dis-
tribution in 26 out of 29 Projects.

Topography
2.10. Thickly forested areas, high altitudes, un-
dulating terrain characterise the majority of Tribal

Projects (5 out of 7) and half the Rural Projects
(8 out of 16) Table 2.2,

Accessibility

2.11. For a few months during the monsoon, the
majority of villages in the interior in 12 out of
23 Rural/Tribal Project get out off from the Pro-
ject/Block headquarters and the PHC (information
was not available in the case of 2 Projects). Even
in the Urban Projects (Calcutta and Bombay) the
Anganwadis in the low-lying water-logged areas are
extremely difficult to reach at the height of the rains.
Six Projects, out of 27, were inaccessible for the
major period of the year, ie., Tribal Tokapal (rain
for 10 months), Paoh (landslides and snow), and
Utnoor (forests and rain), and Rural Kangan (snow,
landslides, and no roads), Shankargarh (forest/rain),
and Singroli (forests and rain) (Table 2.3).

Area

2.12. The area of the Projects varied a great deal.
The range for the Rural Projects was 93 sq. kms.
(Kangan) to 1904 sq. kms, (Singroli) with an average



-arca of 597 sq. kms. The Tribal Projects had a
range of 46 sq. kms. (Pooh) to 1,813 sq. kms. (Dharni)
with an average avea of 585 sq. kms. (Table 24—
refer upto para 2.15).

Population

2.13 The Population of the Rural Projects ranged
from 34,555  (Ukhrul) to 1,82,340 (T. Narasipur)
~ with an avcrage population of 90,666. The Tribal
Projects ranged from 16,413 (Pooh) to 1,15,930
(Garhi) with an average population of 62,724. The
range of the Urban Projects was approximately
1,00000 in Madras to 608,168 in Bombay with an
average population of 2,67,366.

Density

2.14. The density of population in Rural Pro-
jects ranged {rom 28 per sq. km. (Ukhrul) to 897 per
sq. km. (Vengara) with an average of 308 per sq. km.
In the Tribal Projects the range was 36 (Dharni)
to 203 per sq. km. (Chhota Udepur) with an average
of 123 per sq. km. The density of population in
Urban Bombay was 3,986 per sq. km. while it was
18,268 per sq. km. in Urban Calcutta. The other

two Urban Projects did not provide any informa-
tion.

Distance ol Project Hqrs, from District Hqrs.

2.15. The distance of the Project Hqrs. from the
Districc Hqrs. ranged from 1 km. (Ukhrul) to 136
kms (Thalli) in the Rural Projects with an average
of 53 kms. In the Tribal Projects, the range was
22 kms. (Tokapal) to 143 kms. (Dharni) with an
average distance of 64 kms. All the Urban Projects
were within the city limits,

Summing.up

+2.16. Logistical delivery of goods and services are
hound to be difficult in most of the Tribal and half
of the Rural Projects, especially during the inacces-
sible monsoon months.  This calls for detailed
micro-level planning for the delivery, storage, and
distribution of all inputs during the relatively ac-
cessible months,

2.17. In these difficult areas, it is necessary to make

cfforts to locate local Anganwadi workers (AWWs) to
"~ ensure regularity of services.

2.18. Mobility of grass-root level personnel is of
paramount importance in a Project such as the
ICDS. Hence, there is a strong case for the consi-
deration of recruiting an all-male staff as Child De-
velopment Project Officers (CDPOs), Supervisors, and
AWWS;s particularly in the highly inaccessible areas.
Women workers, due to problems of physical endu-
rance and safety, are bound to be far less mobile,
One may even consider recruiting couples—one as
an AWW and the other as a helper for such areas
-only.
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2.19. The Auxiliary Nurses and Midwives (ANMSS\
who will have approximately 4 to 6 villages under
their jurisdiction would, in particular, require com-
munity support in the way of transportation and
escort if they are to execute their duties as envisaged.
In the hilly and mountainous regions, bicycles and
mopeds (that UNICETF has offered to donate) cannot
he used.

2.20. The provision for petrol (POL) should de-
pend on the distance to be coverced in cach Project.
For instance, very large Projects, such as, Kamba-
dur (1250 sq. kms.), Ukhrul (1235 sq. kms), and
Dharni (1813 sq. kms) would- very definitely need
increased inputs not only in terms of POL but other
inputs as well, such as more Anganwadis, staff,
finance, supplies, etc.

2.21. The Tribal Projects were larger in terms
of population than cnvisaged in the Scheme. Some,
i.e., Utnoor (93,823) and Garhi (1,15,930) have a
higher population than many of the Rural Projects.
Hence, concomitant increases in inputs will have to
be considered for these Projects in particular, and
all Tribal Projects, in general.

2.22, Ukhrul which is clearly a Tribal Project has
by mistake been classified as Rural.

2.2%. The relative spareness and widcly dispersed
population in Tribal Project vis-a-vis rural, needs
examination of the number of ANM Centres/Angan-
wadis and staff that would be required to maintain
efficient health and non-health dclivery systems to
the target populations. Even small Tribal villages
well below the norm of one Anganwadi per 1000
population may require an AWW and an Angan-
wadi. Similar adjustments would be required in re-
lation to ANMs and their Centres, i.e.,, a coverage
of one ANM per 2,500 population rather than the
envisaged pattern of one ANM per 5,000 popula-
tion,

2.24. Nonc of the Project Headquarters either
Rural or Tribal, are located very far from the Dis-
tricc Hqrs. Hence, all the experimental Projects
should have obtained the supcrvision and guidance
from the District level authorities, such as, the Dis-
trict Collector (DC), the District Medical Officer
(DMO), and the District Social Welfare  Officer
(DSWO). It is extremely important to orient the
key district level officials to the Scheme and to acti-
vely involve the DC at the experimental and develop-
mental stages. ‘

2.25. No Project should be permitted to  start
Anganwadi activitics until a complete enumeration
survey of the target population is completed. The
importance of these priortiy activities should be em-
phasised to the CDPOs, as it would not be possible
to estimate the Project’s requirements in respect of
Anganwadis, staff or supplies. unless this essential
and basic information is known,



CHAPTER III
BUILD-UP OF INFRASTRUCTURE

ICDS Infrastructurce for Health

3.1. Hospitals (other than PHCs). The pre- and
post-infrastructure for the delivery of health ser-
vices shows no marked change and hence only the
post ICDS picture is commented upon. In the 29
ICDS Projects examined, 15 had no hospital in the
Project area. Eleven out of 17 Rural Projects and
four out of eight Tribal Projects, had no hospital
in the Project area. A fcw of the Rural and Tribal
Projccts on the other hand were well cendowed
with hospitals—these being;  Rural  Vengara (3;
Thalli (5), Shankargarh (3), and Tribal Barajamda
(3). The picture in the Urban Projects was: Bom-
bay (1), Madras (7), Calcutta (6), and Delhi (1)
(Table 3.1 Refer upto para 3.3).

3.2. Dispensaries: Five out of 29 Projects had no
dispensaries at all. The range was 0 to 21 (Garhi)
with an average of 5 per project. The averages
for Rural, Tribal, and Urban Projects were 4.5., and
12 respectively.  Projects which had neither a hos-
pital nor dispensary were Kathura, Man Bazar, Toka-
pal, and Dharni.

3.3. Primary Health Centre (PHC), Lady Health
Visitor (LHV) and ANM Centres: In the absence of
clearly stated norms for LHV and ANM Centres for
Rural/Tribal Projects in the ICDS Scheme, norms
have becn derived on the basis of enhanced para-
medical staff allotted to each type of project. All
the 25 Rural and Tribal Projects had at least onc
PHC, while T. Narasipur and Chawmanu had two
each. Madras had 4 Urban Family Welfare Centres
while the other 3 Urban Project had none. The
Rural average for LHV Hgqrs. and ANM Centres
were 2 and 10 against the norms or 4 and 16 respec-
tively, Similarly, on an average in the Tribal Pro-
iects, there were 10.1 ANM Centres and 1.6 LHV
Centres against the norms of 12 ANM Centres and
4 LHV Centres. Although, expansion of ANM
Centres had taken place, it is still below the norms
set. Further, the mapping of ‘ANM area’ on the

basis of the strengthened staff has taken place in
a few projects.

Coverage of ANM Centres by Village and Popula-

tion

3.4. The strengthened ANM Centres in the ICDS
schemes are to play a significant role in the delivery
of hcalth carc to the target population. Hence, addi-
tional posts of ANMs have been allowed in the 1CDS
budget so that there is at lcast one ANM for a
population unit of 5,000 in each ICDS project area.
This implies that new Centres should have bheen
creatcd and smaller opcrational areas should have
been allocated to the strengthened staff. Based on
the information available in July-October, 1976, the

coverage of ANM Centres by village and population,
though 1mproved, was still far from the norm in
most of the Projects (Table 3.2—up to para 3.6).

3.5. In the Rural Projects the range and average
of coverage by village was 1 : 0.51 villages in Kam-
hadur to I : 122 in Man DBazar. On an average,
an ANM Centre catered to 1 : 22.2 villages. The
range and average that obtained in the Tribal pro-
jects was a ratio of 1 : 44 in Chhota Udepur to
1 : 32.0 in Pooh with an average of 1 : 15.7.

3.6. In the Rural Projects, the coverage by popu-
lation ratio ranged from 1 : 2948 in Dalmau to
1 : 51,123 in Nilakottai. The average population
covered was 1 : 15,759 per ANM Centre. In the
Tribal Project the range was 1 : 5040 in Garhi to
1 ¢ 22,646 in Barajamda with an average ANM
Centre population ration 1 : 10,280. Thus there are
great disparity in the ANM Centre to population
ratio. In three Projects, namely, Nurpur Bedi, Dal-
mau, and Chhota Udepur, the coverage of ANM to
population was morc intensive than that specified
in the norm of 1 : 5000 population; in the case of
Kamabadur, Tavapur, Utnoor, Tokapal. and Garhi,
the norms were nearly satished; while in the case of
the other Rural/Tribal Projects, the ratios were
tremendously wide.

Coverage of Anganwadis by Village and Population

3.7. Approximately, 1.64 villages were covered by
an Anganwadi when 25 Rural and Tribal Projects
were considered. The coverage of Anganwadi by
population was 1 : 1,313 and 1 : 1978 in the Ruyal
and Tribal Projects respectively. In the Rural Pro-
jects, the range was 1 : 461 (Ukhrul) to 1 : 2,636
(Thalli). In the Tribal Project, the range was
I : 328 (Pooh) to 1 : 9150 (Tokapal) (Table 3.2).

Pre and Post-ICDS Infrastructure for

Supplemen-
tary Nutrition

3.8. The nctwork of Anganwadis in the Project
arcas has vastly strengthened the infrastructure for
the distribution and delivery of supplementary nutri-
tion to the young child and mother. The average
figures for pre-school feeding outlets before and after
the advent of ICDS in all the 29 Projects had in-
creased significantly from 29 to 69 (Table 3.3. Refer
upto para 3.11). However, not all that are opera-
tional are running feeding programmes (refer Chap-
ter VII).

3.9. In the Rural Projects, the range of opera-
tional Anganwadis was 43 to 100, with an average
of 75. Generally speaking, the pre-ICDS infra-
structure consisted of a few Balwadis through which
the Special Nutrition Programme (SNP) operated,



or a few primary schools with an Applied Nutrition
Programme (ANP). The exceptions to this among
the Rural Projects were Kambadur (42 schools with
ANP), Nurpur Bedi (49 Balwadis with SNP), Thalli
(143 schools with ANP), Nilakottai (81 schools with
ANP). Chawmanu (22 Balwadis with SNP), and
Shankargarh (20 Balwadis with SNP). So, before
the introduction of the ICDS, there was virtually no
strong basce (o speak of, for pre-school feeding. The
Balwadis with SNP have been or are in the process
of being merged with the Anganwadi Centres. The
[eeding centres ro0se from 23 to 75 on an average,
per Project.

3.10. In the Tribal Projects, the range of opera-
tional Anganwadis was 45 to 120, with an average of
67. The pre-1CDS inlrastructure for feeding in the
Tribal Projects was strong with 6 out of 8 having
pre-school andjor school feeding programmes. These
were Barajamda (9 SNP Centres + 14 schools with
ANTP), Chhotaudapur (50 schools with ANP), Dharni
(16 SNI centres + 10 schools with ANP), Garhi (50
SNP centres and 31 schools with ANP), Tokapal (58
schools with ANP), and Pooh (31 schools with ANP).
In the Tribal Projects, the centres for pre-school
feeding rose from an average figures of 48 to 67.

3.11. In the 4 Urban Projects of Bombay, Madras,
Calentra, and Delhi, 52 Anganwadis were operating
on an average. Bombay had opened only 26 Angan-
wadis while Madras had a 100. The Calcutta Pro-
ject in the pre-ICDS set-up had 3.3 feeding centres
run by voluntary agencies in the same Project area.
Bombay had 26 ANP Centres. Delhi and Madras
had no pre-school feeding centres or programmes in
the area prior to the ICDS. In the Urban Projects,
the existing facilitics for supplementary nutrition
ros¢ on an average from 1h to 52,

Pre- and Post.ICDS Intrastructure for Non-formal
Education and Functional Literacy in the ICDS
Projects.

3120 As in the case, supplementary nutiition, the
creation ol Angamwvadis has strengthened the infra-
strtucture tor the delivery of non-formal education
and female adule licevacy in the Project arcas tre-
mcndously.  The average figures for pre-school or
non-formal cducation centres in all the 29 Project
soared from 21 (pre-1CDS) to 90 (post-ICDS) (Table
3. 4—up o para 3.15). And thosc for adult/func-
tional literacy from 28 o 97. The few that had
strong Balwadi/pre-primary school bases before the
1ICDS were Ukhrul (50), Bombay (28), Dclhi (37), and
Shankargarh  (20). Those that had a substantial
number of pre-primary schools were: T. Narasipur
(108). Ukhrul (46), Shankargarh (64), and Utnoor
(100, With respect to Adult/Functional  Literacy
Classes—  Projects with a strong  pre-ICDS indra-
structine were: Vengara (100), Singroli (89), Kathura
(13). Y. Navasipur (48), Ukhrul (51), Nurpur Bedi
(3N, Shankwrgah (17), Umoor (45), Pooh (50) and
LCalcutta (48).

5.13. Taking the 17 Rural Projects as a group, the
corresponding pre- and post-ICDS figures for adult/
functional literacy were 40 and 112,

3.14. In the 8 Tribhal Projects, the centres for non-
formal /pre-primary cducation rose from 19 to 86;
and that ot functional/adult literacy from 19 to 85.

3.0, In the 4 Urban Projects of Dcelhi, Madras,
Bombay, and Calcutta, during the post-ICDS period,
pre-school education centres rose [rom 16 to 68; and
that of adult literacy centres from 43 to 95 per Urban
Project.

Disurthution of Voluntary Agencies in the 1CDS Pro-
ject Arcas

3.16. The average distribution of Mahila Mandals,
Youth Clubs, and Voluntary Agencics working in
women and child welfare and other agencies m the
20 Projects was 17, 17, and 0.9 and 0.4 respectively
(Table 3.5—upto para 3.19).

3.17. The range of Mahila Mandals in the 29
Projects was 0 to 56. The total abscnce of Mahila
Mandals in the 4 Urban Projects was conspicuous.
These Projects having a well established pattern of
Mahila Mandals were; Kambadur (47), Dhakuakhana
(15), Dalmau (50), and Subdega (56)-

3.18. The range of Youth Clubs was 0 to 76.
Projects strong in Youth Clubs were Dalmau (76),
Utnoor (70), and T. Narasipur (56).

8.19. Voluntary agencies working primarily — for
the women and child welfare were conspicuons by
their absence. The average figures for Rural, ‘Tribal,
and Urban Projects were 0.6, 0.7, and 2.7 respectively
with an all India average of 0.9,

Protected Drinking Water in the ICDS Projects

3.20. Protected or safe drinking water can be de-
Iimed as germ or bacteria free water, such as, piped
water which has been cither filtered andjor chlori-
nated, or water drawn from deep tubewells (sunk to
a dcrlh of 60 to 80 ft) or trom properly lined and
regularly disinfected wells or deep bore or tubewells
(itted with handpumps.

3.21. Applying these norms, the water in 7 out of
29 Projects was judged to be safe. It was safe in
the 4 Urban Projects and in Rural Kathura, Shan-
kargarh, and in Tribal Chota Udepur. In 8 Pro-
jects, the water was safc in parts of the project area.
These were: Rural Tarapur, Nurpur Bedi, Ukhrul,
Nilakottai, Chawmanu, Jawan and T. Narasipur,
It was totally unsafe in 11 Projects and the position
was not known in 3. The projects which depend
on katcha wells, polluted strcams and rivers, stag-
nant ponds, water holes, ete.,, were; Rural Kambadur
Dhakuakhana, Kangan Vengara, Singroli, Ukhrul,
Dalmuau, Man Bazar and Tribal Barajamda, Subdcega,



and Dharni (Table 3.6). The expenditure of the
State Governments on Rural Water Works in 1975-76
confirms their lackadaisical approach to this vitally
important supportive component to the ICDS.

3.22. Exccpt for  Ukhrul which spent close to
Rs. 2.b lakhs in 1975-76 on laying a piped watecr
system for its village, Utnoor that spent about
Rs. 24,000 and Chawmanu that spent approximately
Rs. 40,000 other cases of lack of expenditure on this
item are couspicuous. Even the expenditure on
Rural Water Works was far less than the amount
allocated in Man Bazar and Dharni. The reports
of expenditurc on Rural Water Supply in the other
19 Rural/ Tribal Projects showed returns of cither
‘nil’; or ‘not available’ (Table 4.3). In 1976-77,
there has been nil allocation and expenditure on
Rural Water Supply in the Rural/TTribal Projects.
The provision of protected water supply in the ICDS
Projects has, therelore, been minimal.

3.23. It is also to be noted that although the
4 Urban Projects have the apparent benefit of 1pipcd
water, in actual fact the supply is so woefully in-
adequate or is so priced, that some of the slum
dwellers are forced to obtain their drinking water
from stagnant and shallow ponds or other such de-
cidedly unsafe sources as in Bombay.

Adequacy of Ofhice-Storage and Residential Quarters
for the CDPO/PHC Staff.

3.24. Build-up of infrastructure should necessarily

consider the adequacy of office, storage, and resi-

dential accommodation for the ICDS staff. It is,
therefore, of some concern that out of 29 Projects,
only Y CDPOs considered their accommodation to be
adequate, 19 inadequate; while it was not relevant
in Dharni where the Block Development Officer
(BDO) was in any case, functioning as the CDPO.
(Table 5.7 upto para 3.33).

3.25. A sunilar unsatistactory situation was report-
ed with respect to storage facilities at the Project
level with 7 Projects reporting adequacy, 12 report-
ing linudcquucy, and 10 stating no storage facilities
at all.

3.26. With respect to residential accommodation
for the CDPOs, 6 had adequate, 9 inadequate, and
14 had not been provided with any accommodation
at all.

$.27. With respect to PHC staff, 9 Projects stated
that their PHCs were quite spacious; 19 inadequate,
and onc did not report.

8.28. The storage space at the PHC was consi-
dered adequate in the case of 14 Projects, inadequate
in the case of 12, and not available at all in the case
of 2. In case of Madras, the information was not
available,

5.29. Residential quarters for the PHC doctor was
stated to be adequate in 6 Projects, inadequate in 15,
not available at all in the case of 7, and 1 did not
report,

3.30. Electricity was available in 18 PHCs was in-
adequate in the case of 4, was not available in the
casc of 0, and one did not report. ,

3.31. Water supply at the PHCGs was adequate in
the gase of 16, was inadequate in the case of 11
and not available in onc (Pooh).
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3.32. Santtary facilities at the PHC were consider-
cd adequate in the case of 20 Projects, inadequate
in the case of 6, not available in the case of 2, and
one did not report.

3.33. Indoor beds were considered adequate in
the case of 10 Projects (morc than 6 beds), inade-
quate in the case of 16, not available in one (Delhi)
though this is not quite relevant in a metropolis,
where there arce several hospitals, and 2 did not
report.

Summing-up

3.34. The Anganwadi nct-work has strengthened
the infrastructure tremendously for the delivery of
health, nutrition, and educational services to the
voung child/women population. The cost-effective-
ness in the initial stages of the programme, however,
would depend on the comprehensive  delivery  of
health and nutrition services to the ‘below threes’
and the pregnant women.

3.35. With respect to supplementary nutrition, the
Anganwadis which were meant to feed a child popu-
lation ol approximately 100 and a mother popu-
lation of about 30, per day, per Anganwadi, have
provided an excellent potential base for reaching out
to these hitherto inaccessible population groups.
However, at the present time this potential is not
being exploited to the full.

3.36. The Anganwadis are physically  very ill-
equipped to feed 100 to 130 mouths a day. There is
no storage for the food commodity, no proper kitchen
area, and physically no place to seat and feed more
than 20 to 30 children at one time. This would
mean that if an on-the-spot feeding approach was
insisted upon, arrangements would have to be made
to feed 5 batches per day, leaving virtually no time
for any other activity envisaged in the ICDS Scheme,
Consequentially, alternative delivery mechanisms
such as ‘take-home-food’ systems which would reach
out to many more in the target populations needs
to be expeditiously explored, developed and its effi-
ciency and reach compared vis-a-vis ‘fed-on-the-spot’
systems in the Projects.

3.37. The presence of voluntary agencies working
for women or child welfare or the Mahila Mandals
is generally weak. In fact, there is a conspicuous
lack of voluntary assistance from the community



women to the AWW in conducting the Anganwadi
activities, It has been observed that a majority of
those attending the functional literacy classes are
teen-agers. It i1s suggested that the functional lite-
racy classes be integrated with the Health and Nutri-
tion Education components. Further, with a cer-
tain amount of practical training by the supcrvisory
health and non-health ICDS staif these girls could
function as effective  ‘AWW-aides’ for a group of
familics, the AWW-aides’ who show promise could
be carmarked as future AWWs,

g 0

3.38. Many delays and interruptions in programme
llllplClllUlLdtlon and great inconvenience to prolecl

stall can be caused due to the lack or insufficiency
of office and storage space. These deficiencies need
to be made good. Lack of residential accommoda-
tion may also cause personal inconvenience, but is
not such a stringent necessity as adequate ofhice/
storage space. The inadequacies in the availability
of water supply, sanitary facilities, and indoor beds
at the PHC, need to be rectified as soon as possible.

3.59. One of the conditions for the continuation
of the ICDS Project should be a firm commitment
on the part of the Statey to provide adequate finances
for safe drinking water in the Project arcas.



CHAPTER IV
FLOW OF FINANCES AND SUPPLIES

4.1. Most of the Projects werce officially inaugu- cxpenditure.  Therefore, the allocation and expen-
rated on 2-10-76, and, therefore, completed only diture patterns in both the years are roughly com-
6 months of the financial year during 1975-76. In f])“aah)lve' lf)_u.t of 2? !)_mlcflllsi f)‘Rl;m‘l’..ll TPIb?lj _E"l?d
the current financial year (1976.77) also, the Pro- rban Projects were unable to {furnish either allo-

cation or expenditure data and have, therelore, been

jects have accounted for only 4/6 months of their excluded from analysis.

Average Allocation and Expenditure Paitern of Gentral Funds

Projects 1975-76 (October-March) 1976-77 (July-September)
A A

- 1

Allocation  Expenditure % Allocation Expenditure %

(Rs.) (Rs.) (Rs.) (Rs.)

Rural (11) . . . . 21,95,379 9,99,482 45.5  40,42,767 5,357,920 13.8
Tribal (7) . . . . 9,46,144 5,30,382 56.1 9,17,064 98,663 10.8
Urban (3) . . . . 9,20,453 1,50,100 16.31 20,31,58% 2,19,528 10.8
All Projects (21) . 40,61,976 16,79,964 41.4 69,91,417 8,76,111 12.5
4.2. The above table clearly demonstrates the 4.5. Establishment:  The average allocation of

under-utilisation of allocated funds in both 1975-76
and in 1976-77, The remarkably poor utilisation of there was an average cxpenditure of Rs. 34,599 (23
funds in 1976-77 is to be noted. Urban Projects des- Projects reporting) or a percentage utilisation of
pite their very poor utilisation of funds, were allo- 58. The corresponding figures in 1976-77 werc
cated substartially higher amounts than either the Rs. 1,69,092 (26 Projects) and Rs. 31,531 (27 Projects)
Rural or Tribal Projects. with a percentage utilisation of 19 only. .

1975-76 for 25 Projects was Rs. 92,149 against which

_ o 4.6. In 1975-76, the average utilisation figuves of

lufl.i‘ II{]; ghfakl}gn,sngiﬁfmseé i‘fkpﬁsoxggd’tﬁ]lzuzswglf the Rural, Tribal and Urban Projects were 45, 48
» vl 8, 1 e Sy « 3 « 3 o . 1 (‘ - [ eeroe H ~ oa

budgeted as Central grants for Rural, Tribal and and 16 per cent respectively. The extremely poor

: . utilisation figures of the Urban Projects indicate the
Urban Projects respectively. If one considers these lat ? . :

- . S ate start of these projects.

figures as norms, then a very wide variation was seen pro]

to exist within projects in each of the categories men- . I

tioned above. PTh]is was true of both tlige financial 4.7. In 1976-77, the average utilisation hgures of
periods ic. 1975.76 and 1976-77 under study. For the Rural, I'ribal and Urban PI‘O]ECtS were 19, 48,
instance, taking the allocation for Rural Projects in and 17 per cene respectively. It is clear that all the
1975-76 as an example, the variation was as great threc categories of Projects, particulavly the Urban
as Rs. 90,048 (Chawmanu with a population of Projects are still lagging behind in the completion
49,763) to Rs. 56,900 (Nurpur Bedi with a popu- of staffing arrangements. The tribal Projects had a
lation” of 57,021). The utilisation pattern in the relatively more encouraging utilisation picture.

same period appeared to be quite haphazard with
no expenditure in Tarapur to 125 per cent in Dha-
kuakhana. Similarly, allocations in 1976-77 varied
from just Rs. 69,600 (Ukhrul) to as much as Rs,
9,29,000 in Nurpur Bedi. The same sort of anoma-
lies existed for the Tribal and Urban categories as
well (Table 4.1).

4.8. Recurring Expenditure: The average alloca-
tion in 197576 was Rs. 38,326 (17 Projects) and
the average expenditure was Rs. 18,441 (20 Projects)
with a percentage utilisation of 48 only, In 197677,
the corresponding figures were Rs. 1,835,925 (15 Pro-
jects) and Rs. 14,366 (22 Projects) with a percentage
utilisation of 8 only. The extremely poor utilisa-

4.4. The data base for projects reporting on Esta- tion of the recurring budget in 1976-77 is to be
blishment, Recurring and Non-recurring costs varies noted.

from 9 to 27, thereby highlighting the non-availabi- _ ) )

lity and incompleteness of financial statistics with 4.9. Recurring cxpenditure in the ICDS Scheme
th¢ CDPOs. The following observations are made was car-marked for contingencics and rent for An-
subject to this major constraint (Table 4.2 upto para ganwadis, medicines, petrol and maintenance of
4.12). vehicles, contingencies at the Project level, and the
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renting of buildings for medical and para-medical
stafl.
Jrban Projects as per the Scheme are Rs. 62,000;
Rs. 41,600; and Rs. 1,67,000 respectively, If this be
the case, it is puzzling as to why there were tremen-
dous over-allocation of funds during 1976-77, under
this head to all the three categorics of projects.

4.10. Non-recwrring Expenditure: The average
allocation and expenditure figures in 1975-76 were
Rs. 88,291 (17 Projects) and Rs. 45,444 (19 Projects)
with a percentage utilisation of 52 only. In 1976-77,
the corresponding figures were Rs. 61,868 (10 Pro-
Jjects) and Rs. 10,115 (9 Projects) with a percentage
utilisation of 16 onlv.

4.11. In 1975-76, the Rural, Tribal, and Urban
Projects utilised 62, 55 and 15 per cent respectively
af the allocated funds. In 1976-77, the utilisation
ligures were 17, 6 and 4 per cent respectively for the
rural, Tribal and Urban Projects, with the poor

utilisation of funds being most marked in the Urban
Projects.

4.12. The non-recurring budget was for the pur-
chase of Anganwadi equipment, furniture at the Pro-
ject and PHC level, refrigevator, and van. The
UNICEF gifred a refrigerator and a jeep to each
- project and consequently, the estimated annual bud-
get per project under this head was reduced by
Rs. 55,000. This saving was kept aside to meet
cxpenses such as the cost of transporting equipment
to the project sites and the T.A. expenses of Angan-
wadi Workers during their training, etc.

Flow of Finances from the States to the Projects

4.13. The most noticeable feature of the flow of
finances from the States to the Projects is the lack
of financial commitment to the ICDS Scheme. Ii
would appcar that the State Governments have been
extremely slow in allocating funds for the ICDS

Projects in their States. (Table 4.3—Upto para
4.16).

4.14. Supplementary  Nufrition: The ICDS
Scheme clearly states that the cost under this head is
to be met from the provision made for the SNP
in the State Sector under the Minimum Needs Pro-
gramme (MNP). Instructions were issued by the
DSW as carlv as October, 1975, exhorting the States
‘to specifically earmark funds for the supplementary
nutrition component in the JCDS at the level of
Rs. 8.21 lakhs for a Rural/Urban Project and Rs.
5.39 lakhs for a Tribal Project, irrespective of the
States’ acceptance of Cooperative for American Re-
lief Evervwhere (CARE) or WFP (World Food Pro-
oramme) food commoditices. Despite these eaily ins-
tructions, most States have made no provision for
this ICDS input in either their 1975-76 or 1976-77
hudeets (though Plan Provisions ()) for the SNP

The average allocation for Rural, Tribal and -
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were made, no earmarking for ICDS was actually
done) (Refer Table 1.4.).

4.15. The Projects which had made some provi-
sions (although far from adequate in the majority
of the cases) for the ICDS Supplementary Nutrition
Component in ecither their SNP or ANP budgets
were; Kambadur, Kathura, Kangan, Ukhrul, Chaw-
manu, Man Bazar, Barajamda, Chota Udepur, Pooh,
Dharni and Calcutta. Since the ICDS was officially
inaugurated on October 2, 1975, a provision of half
of what the annual provision ought to have been,
ie, 6 months of the financial year of 1975-76, was
assumed to be a fair norm for the Projects (Read
Table 4.3 and Table 7.1 together upto para 4.26),

4.16 Kambadur whose feeding programme had
started in June, 1976 had made a provision of Rs.
81,000 against a norm of Rs. 4.15 lakhs, However,
no expenditure has been shown. Since CARE food
is being programmed, some cxpenditure must have
been incurred for administrative overheads,

4,17. Kathura’s supplementary feeding programme
commenced only in August, 1976. An allocation of
Rs. 4,64,000 was made in 1975-76, under the SNP for
feeding in the ICDS. The allocation was for the
purchase of a single item—sugar. No details of ex-
penditure, however, were available. It is not clear
as to why such an enormous allocation was made for
a single ttem of sugar. A sum of Rs. 57,500 was in-
curred under the ANT for the purchase of fuel, for
which the amount sanctioned is not available. The
project is also accepting CARE donated foods for
which it must have incurred administrative overheads.
The norm was Rs. 4.10 lakhs.

1.18. Kangan allocated Rs. 7,834 under the SNP
and spent Rs. 5,982 on administrative overheads and
sugar. The fceding component had started only in

September, 1976 and WFP foods were being used. The
norm was Rs. .85 lakhs.

4.19. Ukhrul provided Rs. 42,000 under the ANP
in 1975-76. A further sum of Rs. 1,60,708 was pro-
vided in 1976-77 in its ANP and SNP budgets, which
was spent on the purchase of skim milk powder.
WET food was also programmed, thereby indicating
that administrative overheads must have been boine.
The feeding input started in June, 1976,

4.20. Chawmanu showed an cxpenditure of Rs.
62.852 against an allocation of Rs. 79,880. The sup-
plementary feeding programme started only in Sep-
tember, 1976. Since WFP food was being program-
med, the expenditure was towards meeting adminis-
trative overheads and in buying local pulses. The
norm was Rs, 3.0 lakhs, -

4.21. Man Bazar made an allocation of Rs. 32,500
under the ANP but no figure has been shown for

3. Table 4.4 gives the factual position of SNP provisions in 1976-77. The States/UT of Assam, Haryana, H.P., J & K, Manipur, Megha-
lava, Nagaland., Punjab, Rajasthan, Sikkim, Tripura. and Delhi had under provided for this programme and would not have been ahle

to meet the TCDS ecommitment out of the outlays provided.



expenditure. The feeding programme started in
June, 1976, Expenditure was incurred on adminis-
trative overheads for the WFP food and the pur-
chase of pulses. The norm was Rs. 4.31 lakhs.

4.22. In Barajamda, where the feeding input com-
menced in April, 1976, Rs. 34,750 was allocated and
Rs. 20,120 was spent on purchase of local pulses and
administrative overheads, The norm was Rs. 6 lakhs,

4.23. Chota Udepur started its feeding programme
in February, 1976. It provided Rs. 61,161 under the

SNP and Rs. 33,950 under the ANP—the correspond-

ing expenditure were Rs. 38567 and Rs. 25,930 res-
pectively.  The expenditure was on account of ad-
ministrative overheads for CARE commodities, The
norm was Rs. 5.3 lakhs.

4.24. Pooh allocated Rs. 1,93,420 under the SNP
and appears to have spent it on the administrative
overheads of CARE commodities, The date of com-
mcncement of the feeding programme is not known.
The norm was Rs. 1.46 lakhs.

4.25. Dharni provided Rs. 77,238 and spent Rs.
60,233 for the administrative overheads of CARE food.
The date of commendment of the programme is not
known. The norm is Rs. 5.62 lakhs.

4.26. Supplementary feeding was started in Aprll
1976 in Calcutta Urban Project. A sum of Rs,
1,35,200 was spent in 1975-76, and a sum of Rs. 46,848
was spent in 1976-77. WEFD food was accepted. Ex-
penses were towards purchase of local pulses, and
administrative overheads. The norm is Rs. 7.06 lakhs.

4.27. Rural Water Supply (1975-76): The projects
which have been sanctioned funds for Rural Water
Supply are Ukhrul, Chawmanu, Man Bazar, Utnoor
and Dharni. The remaining 20 Tribal and Rural
Projects had made no provision whatsoever. In Ka-
thura, utensils worth Rs. 20,000 were bought under
this head. In Ukhrul, Rs. 2,47,000 was sanctioned
and spent on giving piped water to 13 villages. Chaw-
manu also allocated Rs. 43,520 and spent Rs. 37,738.
In Man Bazar, only Rs. 9,074 was spent out of an allo-
cation of Rs. 40,500. In Utnoor, there was an over
expenditure of Rs, 23,988 versus a sanction of Rs,
10,000 only. In Dharni, only Rs. 8,244 was utilised
out of an allocation of Rs. 54,545 (Table 4.3—Upto
para 4.28).

4.28. PHC Sfaff/Mcdicines/POL  There is very
little meaningful information available on sanctions
or expenditure under these heads. Very little has
been sanctioned or spent.

4.29. In those cascs where the CDPO is not the
drawing and disbursing officer as in Bombay, Nurpur
Bedi, Chota Udepur, Kathura, etc., great difficulties
have been expericnced by the CDPOs in even making
the smallest of purchases.

Flow of Capital Inputs to the Project

4.30. Jeep: 27 out of 29 Projects reported having
reccived a jeep. 16 out of the 17 Rural Projects,
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7 out of the 8 Tribal and all the 4 Urban Projects re-

ported having received the jeep donated by the

UNICEF. The only 2 Projects that had not re-

ceived jeeps were Kangan and Dharni. In a majority

of cases, the delivery of the vehicle was timely. Each

Prolect received one jecp (Table 45—Upto para
1.54).

4.31. Cycles: UNICEF also donated cycles for the
para-medical staff. In the 17 Rural Projects, 10 had
received the cycles on time, while information was
not available in the case of one Project. In the
8 Tribal Projects, those that did not have too un-
dulating a topography such as Chota Udepur, Toka-
pal, Subdega, and Garhi have also received cycles.
None of the 4 Urban Projects had received their
quota. The range of cycles received by the Projects
varied from 5 to 15. Most Projects expressed an
inadequacy of the machines supplied and stated they
required far more cycles to satisfy the needs of their
entire complement of sanctioned staff of Supervisors,
LHVs, etc.; approximately 25 per Project or about
600 cycles for the 25 projects that could use them.
The Madras Urban Project itself could have absorbed
78 cycles,

4.32. Refrigerators: UNICEF also donated a re-
[ngerator per Project cxcept for Kambadur that
received 2. 19 om of 29 Projects received refrigera-
tors, 8 had not, and information was not available
in the case of two. The slow delivery of refrigerators
is causing severc problems in the storage of sera and
vaccines. In some Projects, the existing refrigeraiors
are not in working condition. Further, 6 out of the
25 Rural/Tribal Prolects (i.e., Dhakuakhana, Chaw-
manu, Shankargarh, Dalmau, Pooh and Tokapal)
require Kerosene refrigerators as there is no elec-
tricity. The 8 Projects that did not receive a refri-
gerator were Tarapur, T. Narasipur, Shankargarh,
Man Bazar, Utnoor, Pooh, Subdega and Delhi.

4.33. Weighing Machines: These were also sup-
plied by UNICEF at the rate of one weighing ma-
chine per Anganwadi. Only 9 Rural Projects out
of 17, 3 Tribal Projects out of 8, and all the 4 Urban
Pro]ects had received some weighing machines in
batches. A comparative statement of the availabi-
lity of these machines at the Projects varies widely,
with the PEO average per Project being 32.5 ma-
chines and DSW’s average being 103.4. The num-
ber of machines as reported having reached the Pro-
ject level varied from a mere 2 in Chawmanu to
120 in Kambadur. The average number of machines
available at the Project level were 53, 38, and 11
at the Urban, Rural and Tribal Projects respective-
Iv. Most of the Projects have reported that the de-
livery of the scales was not timely. Further, two
types of scales are becing supplied. Both have defi-
ciencies. Both are spring balances of which one is
marked in half kilograms and is inscnsitive to re-
gister growth in infants/toddlers and the other type
which is calibrated in units of 100 grams has no visi-
ble screw for zero adjustment. Neither were sup-
plied in time with trouser seats to seat the child



helove weighing,  Added to this, it is doubtful if
children in the age group of % to 54+ would consent
to sit in the (rouser seat, or alternatively if infants
could he placed in them. To compound the pro-
blem of weighing machines and weighment, are those
of the functionaries (AWWs) who are required to
weigh the children. Most of them simply do not
know how to do this, how to maintain or adjust these
weighing balances, how to assess the age of a young

child correctly or how to record and plot weights on
the growth charts.

4.34. 28 out of 29 Projects received a typewriter
each. These were also supplied by the UNICEF.
Their arrival at the Projects was timely.

Flow of Usable Ttemns to the Projects

4.35. Assessment of the flow of usable items to the
Projects was based on the availability of 9 selected
usable items at the Project level. These were first
aid boxes, vessels for drinking water, files/records/
registers, health cards, kitchen equipment, bathroom
equipment, building blocks, counting frames, paints/
brushes, etc. The information pertains to 28 Pro-
jects only as information was not supplied by the
Bombay Urban Project (Table 4.6—upto para 4.43).

1.36. First Aid Boxes: In the 28 Projects, the sup-
phy was adequate in 8 Projects, inadequate in 10,
not availuble at all in 10. Since the first-aid boxes
were also to contain some supplies of basic drugs
for common ailments, their non-availability in 10
Projects reflects some serious gaps in the planning/
procurement of items of high priority.

4.37. Vessels for Drinking Water:  The position
in the 28 projects was as follows: adequate in 12,
inadequate in 4, and totally not available in [2,
It is indeed surprising that 12 Projects had not
purchased containers (with lids) for drinking water.
Regardless of supplementary nutrition having started
or not, one would have expected this very basic
necessity to have been provided.

4.38. Files/Records /Register; In the 28 Pro1ects
stocks were adequate in 12, inadequate in 11, and
5 Projects had received no stocks at all.

4.39. Health Cards: A set of health cards (some-
times including the yvellow growth chart and at other
times not) were received in adequate quantities by
14 Projects, 7 reporting inadequacy, and 7 reporting
no stocks at all.  Since some State Governments had
opted to print the growth charts on paper supplied
by the UNICEF, in almost all these cases the growth

charts had not reached the Project level from the
State level.

4.40. Kitchen Equipment: 20 out of 28 Projects
had made some purchase in kitchen equipment
although the shopping list of items was far from com-
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plete in as many as 16. Eight Projects 1eported
that they bhad yet to make their purchases in this
regard. Many Projects had underestimated their
nceds in the way of serving utensils as the actual
number of Anganwadis required in many Projects

exceeded those planned and sanctioned in the Pro-
ject.

4.41. Bathroom Equipment: 23 Projects out of
28 made purchases of most of the items listed under
this head except for disinfectant fluid, while 5 had
not made any purchascs. However, much of this
equipment has not found its way to the Anganwadis,
as almost all of them have no sanitary facility.
Another incongruous feature is that the soap con-
tainers have been sanctioned in the Scheme, but the
CDPOs, by and large have not considered it neces-
sary to buy soap from the contingency funds,

4.42. Indoor Play Equipment: Inadequacies or
non-purchase of items such as building blocks, count-
ing frames, and paints and brushes were quite com-
mon., With respect to building blocks, 7 projects
had adequate amounts, 10 did not, and 11 had
made no purchases yet. The position with respect
to counting frames was very similar, with 1¢ projects
having adequate numbers, 8 reporting inadequacy,
and 10 not having thught them at all. With res-
pect to paints and brushes, 8 Projects mentioned
adequate stocks, 7 inadequate stocks, and 13 had no
stocks at all.

448, Timelines of Purchase/Arrival, of Usable
Items: Delays in the purchase and/or arrival  of

usable items were experienced in approximately half
of the Projects.

Medicines/Vaccines/Nutritive Supplement

4.44. Medicines: An enhanced provision of funds
for medicines (existing plus strengthened levels) is
available at the ICDS Projects. Under the ICDS
Scheme, an additional annual sum of Rs.
18,000 for each Rural and Urban Project,
and Rs. 6,500 per Tribal Project has been
provided from the Central funds. Simultaneously,
under the MNP pattern, a sum of Rs. 12,000 is to
be provided for the purchase of medicines at the
PHC and a sum of Rs. 2,000 is to be made available
per SHC based on the formula of one SHC per
10,000 population. Consequently, the total amount
to be {)rovided for medicines per ICDS project (MNP
formula plus the ICDS budget) ranged from Rs. 6,000
(Pooh) to as much as Rs. 60,600 (T. Narasipur). These
were taken as the norm for each ICDS Project, as
intimated by the DSW. The corresponding norms
for the Urban Projects is not known and needs to be
defined by the Health Ministry. The annwual provi-
sions for medicines by the States, for the ICDS Pro-
jects were then compared with their norms and the
percentage provision was calculated.  Information
was not available in the case of Singroli, Ukhrul,
Chawmanu, Man Bazar, Utnoor, and Dharni, In



the remaining 19 Rural/Tribal Projects. the provi-
sion in velation to the norm ranged from 8§ (Tara-
pur) to 476 per cent (Nurpur Bedi). On the basis
of this exercise, 1t seems fairly evident, that the pro-
visions made are ‘hit or miss affairs’ with no real
grasp of the concept involved (Table 4.7, refer upto
4.45).

4.45. We would also point out, though the finan-
cial figures provided by the DSW have been employ-
ed as norms, a calculation based on an annual provi-
sion of Rs. 12,000 for medicines at the PHC and
a provision of Rs. 2,000 per SHC per 5,000 popula-
tion (as indicated in the Scheme), works out to be
much higher. For example, Kambadur requires 18
SHCs or ANM Centres on the basis of its population
(87,715). Hence, the financial provision for medi-
cines alone ought to have been Rs. 12,000 (PHC) 4-
18 SHCs x Rs. 2,000 = Rs. 48,000, Whereas the
norm (under the MNP pattern) for Kambadur is
Rs. 30,000. At the present time the ANM centres
are very ill-equipped and the ANMs are reported
to be very short of basic medicines, vaccines, kits, etc,
If the ANM Centres and the Anganwadis are to be
the primary contact centres for the delivery of basic
health services to the target population, there is little
point in investing large sums of money in streng-
thening staff without a concomjitant provision for
equipment medicines, vaccines, etc.

4.46. Small-pox Vaccine: Qut of 29 projects, 20
reported adequacy of vaccine, while 1 reported in-
adequacy and 8 could furnish no information. In
the case of DPT/DT, 13 projects assessed their re-
quirements as adequate, 5 reported no stock at all,
6 said their stock was grossly inadequate, and infor-
mation was not available from 5. In the casc of BCG
vaccine, 6 reported adequacy and 5 inadequacy, 13
had none, and 5 did not report. In the case of
TAB, 14 reported no stock, 5 adequacy, 6 inade-
quacy, and 4 did not report (Table 4.8, upto para
4.51).

4.47. Iron/Folio Acid Tablets: 14 reported ade-
quacy, 10 reported inadequacy, 3 reported no stock,
and 2 did not report.

4.48. Oral Vitamin A: 13 reported adequacy, 8
madequacy, 5 no stock, and 3 did not report.

4.49. Refrigerators:  With respect to refrigera-
tors alrcady cxisting at the PHCs, the profile for 29
projects was—adequate in 7 Projects, inadequate in
14, none at all in 6, and 2 did not report.

4.50. Weighing Machines: In addition to the
weighing machines given to cach Anganwadi each
PHC is required to have its own quota from pre-
vious donations from the UNICEF. 9 Projects re-
ported adequate number of machines, 16 reported
inadequacy, and 4 did not report.
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4.51. Medical Equipment:  This is a different
category and could range from adequacy or atherwise
in medical/health cquipment such as X-ray machines
to more mundanc items such as blood pressure ins-
truments, apparatus for blood estimation/pathology,
etc. 13 projects reported adequacy in this regard,
11 inadequacy, and 5 had no information to offer.

4,52, Storage: As mentioncd earlier, shortages in
office and storage space and in residential accommo-
dation for the ICDS staff was expressed by most ‘of
the Rural and Tribal Projects. Ten projects out of
29, said they had no storage space, 12 expressed in-
adequacy while only 7 assessed their storage needs
to be adequate. Shortages of storage space at the
project level is certainly a handicap to the collection
and distribution to usable items to the Anganwadis
(Table 3.7).

Summing-Up

4.53, The picture that cmerges is one of gross
under-utilisation of Centrally allocated rescurces in
both the financial years 1975-76 and 1976-77, in spite
of funds being sanctioned by the Centre to the States
in time. The reasons for under-utilisation could be
many, as under:

1. Delayed relcase of allocated grants from Cen-
tre by the State Governments to the Projects;

2. Poor utilisation of funds by the Projects under
Establishment, duc to  non-completion of
staffing requirements especially that of the
hecalth staff;

3. Poor utilisation of funds by the CDPOs in
respect of recurring expenditure due to non-
purchase of extra medicines by the PHC, non-
utilisation of contingency funds, POL, renting
of buildings for health staft and/or Angan-
wadis, etc.; and

4. Poor utilisation of funds in iespect of non-
recurring expenditure due to non-completion
of purchases under the heads of ¢cquipment for
all Anganwadis as sanctioned in the Scheme
and/or furniture, ctc., at the Block/PHC level.

4,54, At the State level, the most noticeable fea-
ture is the total lack of financial commitment to the
ICDS Scheme.

4.55. The financial accounting of allocations and
expenditure of State provisions to the Projects is
maintained very poorly at the Project level. There
are hardly any entries shown. The lack of financial
back-up to the ICDS by the States is very evident.
Fleven States had made an attempt to provide some
funds for the supplementary nutrition input in the
ICDS and even where the effort had been made it is
far below what the annual provision ought to have
been,



4.56. Almost all other States have accepted CARE
or WFP donated commodities. It is not clear as to
how they will provide for the supplementary nutri-
tion input in an expanded programme if they have
been unable to do this in an extremely small-scale
experimental programme? Decision to permit States
to expand nceds to be linked to this crucial issuc.

4.57. 'T'he State Governments have shown a very
poor grasp of the concept of providing an enhanced
level of medicines at the PHCs and SHCs as out-
lined under the MNP programme and the ICDS
Scheme. State Governments arc not committed to
provide funds at the rate of Rs. 2,000 per Health
sub-centre as provided under the ICDS Scheme to
reduce the coverage of population by an ANM
Centre  from 10,000 to 5,000, Haphazard pro-
visions have been made by the States/Projects rang-
ing from 8 per cent of the norm in Tarapur to 476
per cent of the norm in Nurpur Bedi. A much
higher investment in basic drugs, medicines, and
vaccines/sera needs to be carefully worked out by
the Health Ministry on the basis of the target popu-
lation to be covered on a sustained basis without
the usual shortages and lacks noticed at this stage
of enquiry. The financial provision should be of
such magnitude so as to enable the greatly enhanced
complement of ANMs and the new cadre of AWWs
to be adequately equipped and stocked with the ne-
cessary medicines, drugs, scra, an'd equipment. Sugh
an approach may pay much higher dividends in
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obtaining community support and better health
status of the target populution, than the provision
of relatively vast sums of money for the supplemen-
tary nutrition component.

4.58. The rather haphazard and un-coordinated
arrival of certain critical items of supply, Le., growth
charts and weighing machines, registers/records/files,
medcines and vaccines, etc., scems to suggest that the
application of certain management concept might
have helped considerably in calculating a more rea-
listic “lead-time’ Lor pre-implementation. For imstance.
the application of the principles of PERT (Pro-
gramme Evaluation Review Technique) which serves
to put all programme activities, sequential and con-
current in proper perspective and highlights critical
activities, would have been valuable in calculating
this ‘lead-time’. More training in details of logis-
tical planning and materials management may also
have becn of practical value to the organiscrs of the
programme (DSW) and the implementers at the State
and Project levels, It is recommended that this type
of expertise be made available to DSW and form
an important element of a revised Training Syllabi
for ICDS functionaries. :

4.59. Lack of storage spacc at the Project and
Anganwadi levels is also an example of a critical
necd which was overlooked.  Adequatc rooms for
storage have either to be donated, rented or built
in thc current Projects.



CHAPTER V
PLACEMENT OF STAFF AND TRAINING

ICDS Staft

5.1. CDPOs: 27 were 1n position vs. 28 appointed
and 29 sanctioned. In Balmau and Dharni, the
BDOs were holding charge. (Table 5.1-—Refer upto
para 5.h).

b.2. Supervisors: 102 were in position vs. 104 ap-
pointed and 126 sanctioned. The shortfalls in posi-
tioned staff were more noticeable in the Rural Pro-
jects, with Man Bazar not having a single Supervisor
in position.

5.5. Anganwadi Workers: 2291 AWWs were in
position (819, of the sanctioned staff) vs. 2415 ap-
pointed and 2831 sanctioned. Several batches of
AWWs were still undergoing training.

5.4. Considering that an entirely new cadre of non-
health functionarvics had to be recruited, trained,
and posted to the various Projects, the non-health
ICDS staff profile as it obtained in July-October,
1976 was commendable.

55. PHC Doctors: The existing PHC set-up is
to be strengthened in the ICDS Scheme with one
extra doctor so as to have a team of at least 3 doctors
at the PHC. Hence, the availability of doctors
already in position at the PHC has also to be con-
sidered in assessing whether the Projects have been
able to satisfy norms set in this regard. First, con-
sidering the extra doctor sanctioned to each Project
so as to strengthen the ICDS-health infrastructure,
the picture as it obtained in July-October, 1976 was
not too satisfactory with only 19 in-position vs. 20
appointed and 29 sanctioned. Doctors were not in
position in Tarapur, Kathura, Kangan, 8ingroli,
Ukhrul, Nurpur Bedi, Chawmanu, Man Bazar,
Tokapal, and Garhi.

Health Staft

5.6 When the combined strength of doctors in-
position at the PHCs, i.e. normal strength plus the
extra doctor under the ICDS budget, was considered,
the picture was not discouraging with just 2 Projects
having one doctor, 9 Projects having 2 doctors, 7
having 3 doctors, 4 having 4 doctors and the rest
having anywhere from 5 upto 20 dociors, one project
did not supply any information (Tables 51 and
5.2).

5.7. The delivery of the health component is
bound to suffer until the leadership necessary for its
delivery is available in full strength at the 11 PHCs
that fall short of this requirement. The projects
having just 1 or 2 doctors at the PHC were: Pooh (1),
Tokapal (1), Kambadur (2), Dhakukhana (2), Ka-
thura (2), Ukhrul (2), Nurpur Bedi (2), Man Bazar
(2), Dharni (2) and Delhi (2).

5.8. Lady Health Visitors (LHVs)/Primary Health
Nurses (PHNs):  Similarly, the figures for the extra
LHVs/PHNSs) in-position were 34 (642, of sanctioned
staff) vs. 34 appomnted and 53 sanctioned (Table 5.1).

It is to be noted that Y projects, namely, Kangan,
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Singroli, Nilakottai, Chawmanu, Man Bazar, Pooh,
Tokapal, Dharni, and Garhi (besides 3 urban projects
of Bombay, Madras, and Calcutta) had made no
efforts to fill these appouintments f{rom the IGCDS
budget. It would also appear from the gaps in
stafing of this category, that the State Health De-
partments have not operationally adopted the prio-
rity given to the ICDS Projects.

59. A combination with the existing staff in-posi-
tion gave an unsatisfactory picture for Rural and
Tribal Projects where the prescribed norm is 4 per
Project. In the 17 Rural and 7 Tribal Projects,
3 had no LHV, 5 had one LHV each, 6 had 2 LHVs
cach, 4 had 3 LHVs, 2 had 4 LHVs and 4 had 5 to 7
LHVs. Information was not available on existing
staff from Tribal Utnoor (Tuables 5.1, 5.2 and 5.2(a)
—-upto apar 5.12).

5.10. With respect to 7 Tribal Projects, only 2 Pro-
jects had the prescribed norm of 4 LHVs each. In
any case, the LHV-population ratio in Tribal Pro-
jects may have to be substantially upgraded since
the population of the Tribal Projects is actually much
higher than was originally cnvisaged in the Scheme.
Besides, these arcas have widely dispersed popula-
tions making efective supervision of ANMs diffcult.

5.11. The 4 Urban Project showed tremendous
variation in their LHV staffing pattern. Madras led
with as many as 18 LHVs though it is the smallest
Project in terms of population. Delhi and Calcutta
reported 7 and 2 LHVs respectively while no infor-
mation was available from Bombay.

5.12. All in all, the LHV staffing position is very
poor and deficiencies need to be made-up umnmec-
diately.

5.13. ANMs: The prescribed norm under the
ICDS Scheme is 1 : 5000. The ANM staff in-position
from the ICDS budget was 135 (69% of sanctioned
staff) vs. 137 appointed and 196 sanctioned. Projects
that had not appointed any ANMs from their ICDS
budget were: Singroli; Nilakottai, Chawmanu, and
Tokapal (Table 5.1).

5.14. The combined picture of existing and extra
staff in satisfying the above norm in 29 Projects was
as follows: In 7 Projects it exceeded 100 per cent
of the requirement, indicating a wasteful use of a
scarce personncl resource.  The projects guilty of
overstaffing in relation to population were: Kangan,



Ukhrul, Nurpur Bedi, Dalmau, Chhotaudepur,
Dharni, and Subdega. Those Projects that achieved
75 10 100 per cent of adequacy were Dhakuakhana,
Tarapur, Kathura, Vengara, Pooh and Tokapal,
Those achieving 50 to 74 per cent adequacy were:
Kambadur, T. Narasipur, Thally, Nilakottai, Jawan,
* Barajamda and Garhi. The rest of the Rural/Tri-
bal Projects lagged far hehind [Table 5.2(a)).

H.th. Although, the ANM stafhng appears 1o be
satisfactory in a number of Projects, in actual fact
this is not so. In almost all the Projects, new sub-
centres had not been opened, or if they had, were
extremely short of basic drugs, vaccines or equip-
~ment. The ANMs were yet to be assigned their
new and smaller operational areas.

5.16. The ANM population norm is not known
tor Urban areas. Hence, the 4 Urban Projects have
not been scored on the basis of Rural/Tribal Pro-
jects. 'T'he Urban Projects again presented an extre-
mely wide variation in their ANM staffing pattern.
It was as high as 56 in Madras project to nil in
the Delhi Project. The reasons for this inexplain-
able diffeicnce in ANM staffing pattern for slum
projects (that do not vary to that extent in popula-
tion) necds to he looked into.

| Background, Training, and Orientation of ICDS
Workers and Health Staff,

5.17. Doctors: Only 18 doctors, out of 29 addi-
tional PHC doctors appointed from the ICDS budget,
were in-position. In Dharni, the doctor had imme-
diately procceded on leave after reporting to duty.
Information regarding training and background was,
therefore, available for 18 doctors, Of the 18, 15
were males and 5 females. These three women doc-
tors were posted to the Urban Projects. Most of
the doctors were young (average age of 34 years) and
had no expericnce to scveral years experience in
Government service.  Qut of the 18, 8 had less than
2 years to no coxperience in Government service.
Eight had some training or a diploma in Child Health
and one had a diploma in Social and Preventive
Health. The doctors funded from the ICDS budget
joined very late—most of them doing so from April,
1976 to as late as September, 1976. This extremely
late placement of these additional doctors has been
largely responsible for the lack of leadership neces-
sary for the planning, supervision, and delivery of
the health input.

5.18. The combined strength of the existing and
enhanced ICDS doctors in all the 29 Projects was
104.  Of these, only 43 (41.39) had received orienta-
tion in the ICDS Regional Workshops for doctors
© and para-medical staff organised by the AIIMS. The
projects having a zero component of doctors orient-
ed in the ICDS were 10 projects, i.c, Dhakuakhana,
Tarapur., Singroli, Jawan. Barajamda, Chhotaude-
pur, Tokupal, Dharni. Subdega and Delhi. Those
with a verv low component of ICDS-oriented doctors
.were: Thalli, Nilakottai. Man Bazar, and Calcutta
(4 Projectsy. The remaining 14 projects had all
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their doctors oriented to ICDS. The Rural, Tribal
and Urban Projects had sent 69, 18 and 6 per cent
of the doctors, respectively for orientation {Table
5.3).

5.19. 'I'he reason for the extreinely poor orienta-
tion of doctors and other health staff was on account
of poor programme planning. The orientation of
medical and para-medical staff was not run concur-
rently with the CDPOs, Supervisors and AWWs and
was taken-up only & months after the initiation of
the Projects. This was a handicap for the ICDS
Programme, more so, as the conduct of well-baby
clinics, Maternity and Child Health (MCH), and
nutritional services is normally only a minor activity
in most PHCs as compared 1o tamily planning, out-
door ¢linics, and small pox vaccinations which domi-
nate the scene, The AIIMS is conducting an eva-
luation of job-orientation in velation to job perform-
ance and will submit their report in due course. The
Health Ministry has indicated norms of health ser-
vices to be attained in respect of the beneficiaries in
the Projects, i.e., health chedk-up, refend services,
and immunisation, in addition to their normal duties.
Yet, detailed job charts, major responsibilities, inter-
act and coordinative functions of the health stafl
vis-a-vis the non-health ICDS staff have not been
spcltout clearly.  This has resulted in a lack of co-
ordinated view of tasks and scrvices to be delivered
by the hcalth staff in the ICDS, upto the present
{ime.

5.20. LHVs: Out of a total strength of 87 LHVs
in 29 Projects information is presented on the back-
ground and training of 38. Information on back-
ground and training of the LHVs was not available
in Kangan, Singroli, Chowmanu, Man Bazar, Pooh,
Tokapal, Dharni, Bombay, Madras and Calcutta.
Judging from the remaining Projects, the LHVs werc
generally tairly mature (68 per cent were above 26
years of age). A majority, i.c,, 74 per cent of them
had completed their high school or higher sccondary
(Table 5.4).

5.21. Forty-one out of 87 (479%) had becn otiented
to the ICDS. The Projects that had not sent the
LHVs for oricntation were 14 Projects, ie., Dhakua-

khana, Singroli, Thalli, Nilakottai, Chawmanu,
Jawan, Barajamda, Pooh, Tokapal. Dharmi, Sub-
dega, Bombay., Madras, and Calcutta. As in the

case of the doctors, the largest component of LHVs
were sent for training by the Rural Projects (659%)
followed by the tribal projects (509) while the Urban
Projects had lugged behind very badly and had sent
ounly 15 per cent of the LHVs (Table 5.3).

5.22.

ANMs: Information on the background and
training is available for 158 ANMs out of a 1otal
strength of 393 ANMs in position in 28 Projects.
ANMs from the ICDS budget had not been appoint-
cd in Chawmanu, FTokapal, Delhi, Nilakottal, and
Singroli, 155 of the ANMs in-position were ap-
pointed from the ICDS budget. Over half (529%)



of the ANMs, like the LHVs, were over 26 years of
age. With respect to educational qualifications, the
majority (81%) were non-matriculates (Table 5.5).

h.23. The position of ICDS-oriented ANMs was
quite discouraging with a scant 71 (189%) being train-
ed out of total complement of 393 who were in-
position in 28 Projects. Utnoor did not furnish
information. The projects that sent all their ANMs
for training were: Kambadur, Kathura, Kangan,
Ukbhrul, Nurpur Bedi, Chawmanu, Dalamau, Man
Bazar, Garhi and Bombay. Those that sent some
of their ANMs for orientation werc Tarapur, T.
Narsipur, Vengara and Shankargarh, Those who
had not scnt any of their ANMs for orientation werc:
Dhakukhanafi Singroli, Thalli, Nilakottai, Jawan,
none of the Tribal Projects except Garhi, and none
of the Urban Projects except Bombay. The per-
centage of oriented ANMs was 62, 21 and 4 respec-
tively in the Rural, [ribal, and Urban Projects (rcfer
Table 5.3).

5.24. CDPOs: There were 27 CDPOs in position
m 29 Trojects. In Dalmau and Dharni the BDO
was functioning as the CDPO. Of these, 10 were
male and 17 female, Except for the Tribal Pro-
jects, where male CDPOs were in a majority, the
picture was the reversc in the Rural and Urban
Projects. All, except for 1, were well over 26 years.
Of the 27 CDPOs, 25 were graduates while 2 were
not. All except 1 who had a degree in Home
Science, were graduates in arts, the social science
disciplines or education, one even had specialisation
in Criminology. 23 were trained, 3 were untraincd
and mformation was not available for 1 CDPO
(Table 5.6). DPractically, all were officers of the State
Social Welfare Departments. The DSW had issued
instructions (in August 1976) (No, 6-11/75 NCD)
stating that it would be desirable if the CDPO was
a Graduate of Child Development, Social Work,
Home Science, Nutrition or an allied field. The
CDPOs were trained in the Family and Child Wel-
fare (FCW) Institution of Jamia Milia in New Delhi.
The 2 months job-training was given on the basis
of the syllabus developed by the National Institutc
of Public Cooperation and Child Development
(NIPCCD). The NIPCCD in turn developed the
syllabus for the CDPO, Supervisors and AWWs based
on the rcport and recommendations of the Working
Group appointed by the DSW to formulate relevant
syllabi for the non-health ICDS functionaries on the
basis of the ICDS Scheme. The syllabi produced by
the NIPCCD does not outline the major functions of
any non-health worker other than the AWWs. Con-
scquently, the syllabus produced for the training of
the CDPOs is non-specific and quite theoretical (170
hours of theory and 85 hours of practicals). The
170 hours of theory included only 5 hours each for
the subjects of Nuuwition, Health, and Pre-school
Education while it devoted as much as 86 hours to
topics on Social Work /Welfare that had little bearing
on the 1CDS Scheme or the cvery day tasks to be
exccuted by the CDPO. Much more time could have
been devoted to relevant topics listed in the syllabus,
such as, ICDS Scheme I & I1 (20 hours) or Record
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maintenance, Reporting, etc. (10 hours) that would
have been of much greater beneht to the CDPOs.
The same lopsided emphasis was noted with respect
to the 85 hours of practicals, where 45 hours were
devated to Social Welfare and just 5 hours each
to Health, Nutrition, and Pre-school FEducation.
Apart from the disproportionate emphasis on Social
Work/Welfare, a scrutiny of the sources offered indi-
cate that the NIPCCD was totally unclear as to
what was expected of the CDPOs, in the field situa-
tion., This could have been the result of an im-
precise brict from the DSW or inadequate develop-
ment and preparation for the training coursc on the
part of the NIPCCD, or both.

5.25. The Instructors, who were trained for 10 days
by the NIPCCD in Jamia Milia, were mostly drawn
fromn the discipline ol Sociology/Social Work. 'They
had no direct field expericnce relating 10 Projects
of the ICDS type. The health training (meagre it
was) was imparted by a part-time general practi-
tioner. Guest lecturers were used to a large extent,
who, no matter, how good as experts in their relative
ficlds, just could not be expected to give the cohesive-
ness annd continuity required in a job-oriented train-
ing programme. Although, some prototype mate-
rials, i.c.,, records, rcgisters, ctc,, were available for
demonstration—these were few and far between,

5.26. Supervisors: Out of a total of 103 Supcr-
visors, the majority were quite mature (73 were
above 26 ycars of age); approximately half were
graduates while a little under half had at least com-
pleted their school final. A very high number, i.e.,
90 (87%) had training in the ICDS. Almost all were
Muflihva Sevikas prior (o their ICDS appointment
and were quite experienced in women and child
welfare programmes (Table 5.7). Almost all were
trained at the V.T.K. Institute, Samivala, Baroda,
There has again been an over-cmphasis on training
in sociological aspects, as the trainers were sociolo-
gists themsclves, As pointed out carlier, the syllabus
developed bv the NIPCCD has not outlined the
major responsibilities or functions of the Supervisors.
Hence, the same dcficiencies discussed with respect
to the CDPOs training, exist here also, The trainers
were given an earlier 10 days orientation at the
NIPCCD.

5.27. AWWs: The AWWs were  a youthful
group with 64 per cent of the 2281 recruited under
25 years of age, 18 per cent were a little older, i.e.,
more than 26 years, while information was not avail-
able in the case of 18 per cent. The Tribal projects
had 84 per cent of the AWWSs under 25 years, the
corresponding figures for the Urban projects was 52
per cent. The educational background of 2,281
AWWs in 29 Projects indicated that the all-projects
figure was 46 pcr cent for below matrics, 41 for
High School and Higher Secondary; and 3 per cent
for graduates, and information was not available in
10 per cent cases. As was to be expected; the below
matrics were as high as 71 and 46 per cent respec-
tively in the Tribal and Rural Projects. By way of
contrast, the Urban Projects incuded 10 per cent



graduates (accounting for virtually all the graduates)
and 79 par cent with High School  qualification
(Table 5.8 upto para 5.28).

5.28. With respect to (raining in the ICDS, as
many as 84 per cent were trained while only 11 per
cent were still untrained, and information was not
available in the case of 5 per cent. It was the first
job for almost all of thc AWW;s who had no expe-
tience whatsoever in women and child welfare.

529, The AWWSs wcre trained at various State
Training Institutions such as the Balsevika Training
Institute (BTT), Gram Sevak Training Centres
(GTCs), Bhartiva Adimjati Sevak Sangh (BASS),
Family Child Welfare Centres (FCWs), etc., as indi-
cated in Annexurce IT of the ICDS Scheme

5.30. The trainers of these Institutions received
their orientation to the ICDS at Jamia Milia. Gene-
rally, the Chief Instructor and a couple of Instruc-
tors (who would actually be training the AWWs
Iater) attended the Jamia Course, the former for 10
working days and the latter for one month. Since
the trainers were again trained with the NIPCCD
syllabus and bv Jama, carlier observations about the
overall usefulness of the said orientation remain valid
here also.

5.31. The NIPCCD syllabus for the Training of
AWWs was vigorously followed. It was noticed that
the NTPCCD had drawn heavily from, the former syl-
labus of the Balsevikas Training Programme, which
has been condensed to more or less fit into the 3
months training course for the AWWs. The AWWs
received a four months course, of which a month
was devoted to training in Functional Literacy. The
NIPCCD brought out a guide book for the AWW;s
with a practical approach in September, 1976.%

Observations on the quality of Training given to the
Non-health TCDS Staff,

5.32. The training at every level is highly theove-
tical, diffuse, and does not relate to the job funec-
tions of the ICDS functionarics.

5.33. Although most of the full-time faculty re-
cognise that the ICDS is primarily a health and nu-
trition-oriented programme, yet due to their back-
ground and capabilities, have placed emphasis on
the less important components of pre-school activi-
ties, non-formal education, and other aspects of so-
cial work.

5.34. The training in nutrition is archaic and com-
pletely divorced from the reality of limited incomes
and the availability of foods in the Project areas.
This is partly due to the tact that hardly any of the
full-time staff had any knowledge of or had visited
any ol the ICDS Project areas.
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5.35. Minimal attention has been given to the prac-
fical aspects of programme planning, development,
day-to-day mmplementation, simple  monitoving  or
cvaluation.

5.86. Training time could perhaps have been con-
siderably cut down if job traming has been properly
aligned to job-functions and if proto-types of actual
equipment, records, registers, health and nutrition
education materials, etc., had been employed in the
training. 'The trainers should also take the respon-
sibility of deciding what is essential or non-essential
information. In the present curriculum there is quite
a mixture of both, :

5.57 Although the trainces were taken on  visits
to hospitals and rural demonstration projects, the
time spent at these institutions appears to have been
quite inadequate in giving the necessary conhdence
to the trainecs and making them feel capable of
handling their complementary/supplementary roles
in the delivery, particularly, of the health compo-
nents. To give a few examples, the CDPOs down-
wards, feel insecurc as to how a weighing scale is
to be used or maintained, do not know how to use,
rccord or evaluate a child’s nutritional and health
status from his growth chart, do not have a clear
knowledge as to how to assess a child’s age, or of
the vital importance of weight in relation to his age,
arc quite hazy about common childhood ailments and
what they should or should not do, and when and
to whom they should refer sick cases, some do not
know that vaccines have to bhe stored under refrigera-
tion or that oral Vitamin-A has (o he given twice a
year, and so on.

5.38. Barring one exception, none of the CDPQOs
considered it important to first know the dimensions
of their target population, or the importance of se-
lecting the most malnourished groups for feeding.
They were rather vague as to how this was to be
done. Their main aim in any event was to get the
Anganwadis started and filled, even exclusively with
children in the 3 to 5+ years age-group.

5.89. The training in Health and Nutrition Edu-
cation was mostly irrelevant, and these aspects were
left to the ingenuity of the AWWSs. There is an
urgent need to supply the Training Institutions rele-
vant materials and visual aids. The UNICEF book-
let(6) on basic Health and Nutrition messages to be
propagated in the ICDS, had not reached most of
the Training Institutions.  Relevant health and
nutrition education materials have already, been de-
veloped by other Organisations/Institutions in the
country such as, CARE, Central Health Education
Bureau (CHEB), UNICEF, the Vcllore Medical Col-
lege, and the Coordinating Agency for Health Plan-
ning, ctc. These could be usefully employed at both

o
the training and implementation stages.

4, lategrated Child Development Services Scheme, Department of Social Welfare, Government of India, 1976, PP. 40-41.

5. A Guide-Book for Anganwadi Workers, National Institute of Public Cooperation and Child Development, New Delhi, 1976,



5.40. In a relative ranking, the BTIs appear to be
the best equipped in terms of qualified staff and
facilities to wain the AWWs. The GTCs and the
BASS (echcially the BASS) were found to be in-
adequately equipped.

~

H41. There were noticeable inter-State differences
in the quality of training staff, supervisors, and
AWWs, Language barriers were noticed between
the trainers and trainees at some AWWSjs training
institutions. The same handicap was also noted
between Supervisors and AWWs in some Projects.

Summing-up

5.42. The placement of non-health ICDS Staff by
July-October, 1976 was consistently high and com-
mendable. By way of contrast the positioning of
the health staff was slow and halting and deficiencics
need to he made-up urgently.

5.43. Detailed job charts, major responsibilities,
interacting and coordinative functions of the health
staff vis-a-vis the non-health stafl need to be spelt-out
clearly.

5.44. In future Projects, special efforts need to bhe
made to ensure that the CDIPPOs have a much
stronger background in disciplines of health, nutri-
tion or child development rather than in social work
or sociology.

545. Similarly, it would be highly desirable to
ensure that at least one doctor out of the 3§ PHC,
MOs. has a diploma and/or degree in pediatrics,
Since the ICDS Scheme has a very heavy weightage
in favour of Social Pediatrics, it may cven be worth-
while to experiment in some Projects with such a
tvpe of doctor, preferably fairly senior in service, as
the CDPO assisted by two junior officials—one with

20

a Dbackground in non-formal pre-school education
and the other with a background in food manage-
ment and gencral accounting procedures.

5.46. Tt is doubtful whether a wecek of orientation
would be sufficient for the para-medical staff, espe-
cially the ANMs who are expected to provide the
basic material and child health care to the target
population. A simple guide book, on the lines of
the one prepared by the NIPCCD for the AWWs
would be extremely useful to the ANMs.

5.47. The CDPO, although expcrienced in routine
Social Welfarc Administration are very unsure of
themselves in a specihc integrated child welfare pro-
gramme, which involves a major health and nutri-
tion component. Their previous background and
lack of familiarity with work in the broader fields
of health, nutrition or child development, makes it
difficult tfor them to bring expertise to bear on this
new pilot project, where the traditional concern with
Balwadi or Non-formal Education components are
entirely inadequate. Lack of skills in programme
management is also very evident.

5.48. The insticution for the training of the
CDPOs should be changed to a more management-
oriented set-up. The major emphasis should be on
in-service field training, through familiarisation with
the work successfully done elsewhere, and through
attachments (o existing Projects.

5.49. The revised sylabus should be based on the
expericnce gained from the 33 experimental projects.
There is great need to completely revise the syllabus
for CDPOs. Supervisors, and AWWs, by experts who
have a sound knowledge and experience in pro-
gramme management, essentially, of integrated child
health nutrition programmes together with the help
ol ficld-oriented experts in pre-school education,



CHAPTTR V]

INVOLVEMENT OF THE PEOPLE AND ADMINISTRATIVE COORDINATiON

Formation of Coordination Committees at the Pro-
ject Level

6.1. Coordination Committees at the Project Levcl
have been formed in 20 out of 29 l’rojects, ie, 14
out of 17 Rural, 4 out of 8 Tribal, and in 2 out of
the 4 urban Projccts. Eight of the constituted Com-
mittees were so done in 1975, while of the remaining
12. one was consituted in January 1976, and the rest
were constituted in May 1976 or even as late as end
November, 1976 (Table 6.1 upto para 6.3).

6.2. The officials usually out-numbered the non-
officials (6 to 3). The Committces were male domi-
nated and had very poor female represcntation. Most
of the members had virtually no  cxperience in
women’s and child welfare.

6.3. In the Rural Projects, out of the 14 consti-
tuted, 7 had held only one meeting, while 2 had
held 2 mcetings, and one Project (Shankargarh) had
held as many as four. The meetings were generally
well attended by the official members. In 3 ‘Tribal
Projects with Constituted Coordination Committees.
Tribal Tokopal had held as many as 5 meetings to
nil (Garhi). The official to non-official represen-
tation was fairly even. In the case of Urban Pro-
jects, complete information was available only for
Delhi which had held only one meeting.

Administrative Coordination

6.4. There is another aspect of coordination which
is probably of much greater significance for the

smooth 1mplemgntatlon of the ICDS Scheme. This

is regarding the position and day-to-day close co-
ordination between the CDPO, the PHC (MOs), and

the BDO at the ICDS Project level; the Supervisor
and the LHV at the Intérmediate level; and last
but not least, the ANM and the AWW at the village
level. Tour observations and ficld reports indicate
that the delivery of the package of services is not
properly understood, nor being performed, nor em-
erging as expected in the Scheme.

6.5. In the ICDS Scheme, it is envisaged that all
the 3 PHC, MOs and their total paramedical staff
will equally divide the ICDS work among them.
This implics that clear coordinative linkages have to
be spelt out between the CDPO and the three PHC,
MOs. Turther the PHCMOs, need clear instruc-
tions from their higher authorities on what is ex-
pected of them in relation to the TCDS,

Summing-up

6.6. If Coordination Commmittees are o serve an
important vole, they should be constituted early.
should comprise of members (regardless of male or
femalc) who have a known history of experience and
hackground in health, nutrition, pre-school educa-
tion, functional literacy, cte. The  Committees
should strive to involve as many non-official members
as possible. The members should be fully conver-
sant with the goals and specific objectives of the
Scheme and should be of practical assistance to the
CDPO in the planning and implementation of the
Project.

6.7. The major responsibilities and  coordinative
functions of all the ICDS staff (health and non-
health) need to be clearly delineated. Staff need to
be reassured that cach has an equally important role
to play.



CHAPTER VII

COMPONENT OF SUPPLEMENTARY NUTRITION

7.1. The ICDS Scheme envisages the delivery of
supplementary nutrition to the vulnerable child and
mother as one of the most important components of
the package of ICDS services. Certain guidelines, if
not norms, have been set down in this regard by
the Department of Social Welfare. Briefly, the more
important elements are as follows:

1. The States should provide sufficient funds in
their budgets for the Special Nutrition Pro-
gramme  (SNP) under the Minimum Needs
Programme (MNP) in order to meet the sup-
plamentar\, nutrition requirements of the
ICDS projects and there should be a timely
release of funds to the field offices.

2. Budgetary allocation would have to be made
on the basis of supplementary nutrition pet
benehlciary at 25 paise per day for 300 days
per annum or Rs. 75 per beneficiary per an-
num. Scverely malnourished beneficiaries (IIT
or IV dcgree) will be fed at the rate of 60
p.x 300 days or Rs. 180 per beneficiary pevr
annum.

f
-

. In the case of the World Food Programme
(WIP) or the Cooperative for American Re-
lief Everywhere (CARE) donated foods being
accepted in 1975-76, and in 76-77, the States
will have to make financial provisions for the
transportation and administration costs, i.e.,
4.5 p. x 300 days or Rs. 13.50 per beneficiary
per annum, as is the established practice in
the other ongoing national programmes such
as SNP and Midday Meals Programmes
(MDM).

4. In the case of donated foods, the daily ration
level per child would be 80 gm. of blended
food and 7 gm. oil and that of a women—
125 gm. blended food and 7 gm. il

o |

The States should give first priority to locally
available foods.

6. A comprchensive identiflication and enrolment
of children (0-1 yr, 1-3 yrs, and 3-5+4-yrs)
and pregnant/nursing women should be car-
ried out as per weight-for-age and other socio-
economic criteria laid down by the DSW.

7. An attempt should be made to cover atleast
40 per cent of the target child population
(0-5+4 yrs) and 40 per cent of the pregnant/
nursing women population of the Rural and
Urban Projects. The corresponding coverage
in the Tribal Projects should be as high as 75
per cent (target children and women).

22

7.2, The present chapter attempts to analyse the
performande of the various ICDS experimental proj-
ccts faved with respect to the guidelines listed above.
In addition, information on the commencement of
supplementary feeding, frequency of delivery of food
commaodities, conditions of storage and condition of
the food commodities at the Project and Anganwadi
levels is also presented.

Provision of Sufficient Funds in the State BRudgets for
the ICDS Nutrition Component

7.3. It is very evident that most of the States (18
out of 29) have made no financial provision whatso-
ever for the ICDS supplementary nutrition input
in 1975-76. With the exception of Kathura, the
others (10) that have made some provision, have
provided amounts for less than what would have
been required for a comprehensive nutrition pro-
gramme for the target groups (Table 4.3.). FExcept
for T. Narasipur and Garhi that commenced sup-
plementary feeding during the tail end of the hinan-
cial year of 1975-76, all others who have commenced
a supplementary feeding programme have done so
in the financial year 0[ 1976-77. It is not possible
to comment on the budgetaiy allocations made by
the States in 1976-77 under this Head, as very little
or no information was available at the Project level
even as late in the year as July to October 1976 except
for T'. Narasipur and Singroli.

7.4. In general, the rclease of either Central or
State funds from the State to the projects was re-
ported to be slow in 1975-76 and even 1976-77.

Priority. to Locally Available Foods

7.5. Only 3 projects out of 29 have provided indi-
genous food commodities and have not relied on
WFP or CARE food donations. These were Tara-
pur (rice and pulscs); Man Bazar (pulses); and Sub-
dega (Ragi, pulses, and jaggery). Two out of three
Uttar Pradesh ICDS projects had not started the
ICDS supplementary feeding on a continuous basis.
Shankargarh had made a sporadlc attempt with indi-
genous foods (pulses and jaggery) but had to stop due
to lack of funds. In Dalmau, children in the age
group of 6-30 months were the beneficiaries of a
Supplementary Nutrition Programme run by the
India Population Project, but this did not constitute
a supplementary feeding input by the ICDS Project.
In short, the State Government had not accepted any
donated foods, was believed to be seriously thinking
of programming indigenous foods, but had not done
anything in the matter at the time this information
was collected (Table 7.1 refer upto para 7.10).



7.6. Those projects that accepted a major part
ot donated foods, but also made some minor provi-
sion for an indigenous component were; Ukhrul
(WEFP’s  Soyv-Fortified Bulger and butter oil and an
indigenous brand of skimmed milk powder), Chaw-
manu (WFP’s sorghum grits and butter oil, and
local pulscs), Barajamda (WFP’s Bulger, wheat and
butter o1l and local pulses), Calcutta (WFP’s soya
fortified Bulger, sorghum grits, butter oil, and local
pulses, jaggery and condiments), T. Narasipur
(CARE’s balahar and oil, and local. pulses, jaggery,
and condmments), Kathura (CARE’s sov-fortilied Bul-
ger wheat and oil, and huge quantitics of locally
purchased sugar).

7.7. Those projects that relied on CARE commo-
ditics were Kambadur, Katlhara, T, Narasipur, Nur-
pur Bedi, Singroli, Thalli, Nilakottai, Utnoor, Pooh,
Tokapal, Dharni, Garhi, Bombay (WIEP food was to
replace CARE food shortly) and Delhi.

7.8. Those projects that rclicd on WEFP commo-
ditics were, Dhakuakhana, Kangan, Vengara, Ukh-
rul, Chawmanu, Man Bazar, Barajamda, and Cal-
cutia.

7.9. Most ol the Projects accepting CARE or WFP
food commuodities did manage to provide some funds
for condiments, fuel, meagre, quantities of pulses
and/or vegetables from  administrative overheads
and/or contingency funds.

7.10. As mentioned carlicr, none of the % Uttar
Pradesh, ICDS Projects or the Madras Urban Pro-
ject bhad taken on a supplementary feeding pro-
gramme. In Dalmau, children 6-30 months of age
rcceived a blended, pre-cooked, highly palatable mix-
ture ol indigenous wheat, Bengal gram, defatted
groundnut Hour, sugar, and a vitamin/mineral pre-
mix. The food was produced by a local mill.

Provision of Administrative Overheads Transporta-
tion Costs for the Donated Local Foods

7.11. It is obvious that wherever an ICDS sup-
plenientary nutrition programme was in existence,
the State or the Project must have provided some
funds to cover the above cost though this is not
clearly refiected anywhere in the financial statements.
A demr understanding of the food audit, food ac-
counting, and tood management at the Project level
would bhe necessary in this regard.

Adherence to Specified Ration Levels

7.12. We are unable to comment on the adherence
to specificd ration levels (as indicated in DSW’s
guidelines) or on the under/over utilization of food
commoditics, as most projects had just commenced
with their supplementary feeding programimes.
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Comprehensive Enumeration of the Target Popu-
lation and their Selection for Supplementary
Nutrition as per Set Norms

7.13. It has already been brought out in Chapter
II1 that practically none of the projects knew the
dimension or composition of the target population
at the Project level. As for the selection of benefi-
ciaries for supplementary nutrition, on the basis of
weight-for-age criteria, this was conspicious by its
abscnce in all the projects.

Acwaal Coverage in Supplementary Feeding versus
Targee Population at the Project Level

7.14, In the absence of precise demographic break-
up of the target population (children n the age
segments of 0-1 yr, 1-3 yrs, and 3-5+yrs, and preg-
nant and lactating women), the PEQ carried out an
excrcise wherein the dimensions of the above popu-
lation scgments were caleulated on the basis of the
1971 census of the ICDS projects arcas, and the demo-
graphic norms as sct out in the ICDS scheme(®).
(lTable 7.2 upto para 7.17).

the 25 Rural and
Projects have been

7.15. Our comments refer to
Tribal Projects. The 4 Urban
cxcluded as the data was very sparse and incom-
plete. With respect to these 25 projects, the actual
achievement versus target was not very encouraging
cxcept for the coverage of children in the age group
of 3-5+ yrs. The figures for the other target group
were; 11 per cent (0-1 yr), 24 per cent (1-3 yrs), 46
per cent (3-54 yrs), 9 per cent (pregnant women)
and Il per cent (lactating mothers). It will be re-
called that the ICDS Scheme aimed at a minimum
coverage of 40 per cent of cach of the segments of
the target population. The preliminary attempts at
the implementation and coverage of this compo-
nent i desturbing, as there are dear  indications
that the least vulnerable child group (3-5+ yrs) is
receiving the most attention, for the simple reason
that it is institutionalised, and therclore, the most
accessible. The traditional ‘fed-on-site’ feeding ap-
proach at this stage of the study establishes its extre-
mcly limited capacity to reach of the younger and
most nutritionally vulnerable age-segments (1., 0-1
and 1-3 years). This suggests the need to urgently
constder alternatives,

7.16. 1t 1s also important to note that several
Rural Projects apparently found the inaccessibility
and immobility of the ‘below threes’ too great an
impediment to overcome. Various situations observ-
ed were:

1. Projects which quite frankly restricted the
programme to the institutionalised 3-5 4+ years
age group, with a smattering of pregnant and

6. Demographic statistics collected at  the dnrganwadi tevel (1976) indicate that the 0-3-F years segnent is 19 per cent and nct 17 per cent.

However, this would not materially affect our observations,
a better light than was actually the case.

Ifat all, it would represent the achievement o supplementery feeding in



lactating women thrown in. These were; Kam-
badur, Dhakuakhana, T. Narasipur, Kangan,
and Singroli:

2. A group of Projccts, ie., Vengara, Ukhrul,
Thalli, and Tokapal where children had jusc
then been categorised as ‘helow three’ and
‘above three’; and

3. Projects such as Chawmanu, Shankargarh,
Man Bazar, and Bombay, where target child-
ren were all lumped into one category of
‘0-5+ years’.

7.17. "This failure to recognize the impoirtance of
each child age segment and its nutritional vulnera-
bitity, is bound to have a ncgative impact on the
programme. Until and unless the training and rc-
orientation programmes for ICDS staff hammer home
the tmportance of achicveing specilid tavgets and the
project administration and personnel seriously work
and practical means ot reaching the ‘below  threey’,
the cost and benelit of such supplementary program-
mes would be highly questionable,

7.18. A further analyses by Rural Projects reveals
that the achievement by the 17 Rural Projects was
as follows; b per cent (0-1 yr), 21 per cent (1-3 yrs),
45 per cent (3-b+yrs), 10 per cent (pregnant women),
and 1€ per cent (lactating mothers). Nurpurbedi is a
lone exception and stands out for its high coverage
for almost all targets segments. On the negative
side, Ukhrul presented a picture of gross over-cove-
rage of the target population thercby demonstrating
its total inability to identify and c¢numerate the
target population in the ICDS area.

7.19. An analysis of the 8 Tribal Projects, indicated
a much more encouraging hgure for children, ie,
28 per cent (0-1 yr), 33 per cent (1-3 yrs), 48 per cent
(354 yrs), 7 per cent (preghant women) and 14 per
cent (lactating mothers). It would, however, appcar
that a coverage of 75 per cent of the target popula-
tion as set down in the ICDS Scheme may be a diffi-
cult target to achicve even in the tribal areas. Pro-
jects which appear to be making commendable efforts
in covering the 0-3 ycars age group are; Pooh,
Utnoor, Chhotaudepur, and Dharni. However, the
spot-checks conducted on dillerent dates, on the six
sclected Anganwadis, per project show a somewhat
different picture. The projects that were found to
be catering o atleast 30 per cent ‘below  three’s,
on an average, per spot-checked Anganwadi  were;
Tarapur, Vengara, and Dharni.

7.20. The Urban Projects have got off to a very
poor start. Further it was also extremely difficult,
if not impossible to assess the slum population in
the TCDS areas precisely as the ICDS population werc
not concentrated in one arca but were scattered over
a much wider arca of the metropolitan cities.

Frequency of Supply of the Food Commeodities

7.21. In the 25 Projects that supplied information
on the above, 14 projects obtained their food com-
modities (usually CARL or WFP) once a wonth
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9 reported a frequency of once in 3 months to less
often, while Nurpur Bedi and Bombay which had a
daily brecd distribution  reported a daily supply
(Table 7.4).

7.22. The majority of Projects reported a smooth
logistical supply system with no interruptions in de-
livery. The few projects that reported interruptions/
delays in the declivery of food commodities were;
Kangan, Ukhrul, Shankargarh, Utnoor, Pooh and
Garhi.

7.23. 'The pattern of {ood distribution from  the
Project level to the Anganwadi level was more or
less similar to the flow of food from the districtf
taluka godown to the project; a monthly food deli-
very was the predominant pattern. Nurpur Bedi and
Bombay had a ‘daily bread distribution” w0 the
Anganwadis while Ukhrul which programmed milk
powder, delivered the commodity to the Anganiradi
once in 15 days.

7.24. Intorruptions in the supplementary  feeding
programme, for lack of stocks, was experienced in
Shankargarh and Garhi. In Calcutta, an interrup-
tion in [eeding at some of the Anganwadis occurred
due to delays in the delivery of the food commo-
ditics from the Project level to the Anganwadi level.

Storage Tacilities and Problems

7.25. 'T'wentytwo Projects reported about  storage
facilities and condition of food commnodities. The
most common place for storing the food commodity
was in the CDPO’s office (11). Besides, a  variety
ol storage arrangements werc mentioned ranging
from school buildings, SDO's quarters, pwrca go-
downs, panchayat oflice, rented rooms, cte. (Table

7.5 upto Para 7.26).

7.26. Simnilarly, storage facilities at the Anganwadi
level were reported by 26 projects. Two mentioned
that they had no facility whatsoever (Bombay and
Calcutta). The food was most often stored at the
Anganwadi itself or at the workers’ residence, follow-
cd by storage of food by members of the community.

Condition of the Food Commoditics

7.27. Again out of the 22 projects that reported,
the condition of the food commodities was judged
as good in 9, fair in 8, poor in 2, very poor in 3,
and was not rclevant or not available in the case
of 7. The project in which food commodities were
found to be in very poor conditions were Dhakua-
khana (WFP) and Kathura (CARE), those in poor
condition werc Man Bazwr (WFP) and  Galcutia
(WFP). A whole sct of 'lribal Projects reported
that the condition of the donated foods were only
in a fair condition on veceipt. These were: Poch
(CARF), Tokapal (CARE), Dhaini (CARF) and
Garhi (CARL),



7.28. Various {factors were cited where food was
f[ound in poor condition. There were ‘no spacc
and a non-rodent proof room’ in Dhakuakhana, a
combination of ‘no space, non-rodent proof room,
damp, heat’ in Kathura, ‘no space’ in Man Bazar;
and the non-availability of rodent-proof and dry
storage space in Calcutta.

7.249. The condition ol the food, as o be expected
wits moeven o worse condition at the Jnganwaedi
level, 21 out of 26 Projects responded to this ques-
tion.  Only in 5 Projecis was the food found to be
in good condition, in 9 it was in fair condition,

and 3 in very poor comdition. "T'he reasons cited for
the poor condition ol [ood were very similar to those
listedd carlier.

7.50, Kambadwr veported that some ol the con-
sicnments of {food were unhte for human consump-
tion whon it arvived at the Project. Thally reported
a similar sictation with some food lots at both the
Project and Anganwadi levels.

Availability of Major Crops in the 1CDS Project arca
and their Potential use for the ICDS Supple-
mentary Feeding Component

7.51. Local scasonal crops can be utilized to pro-
duce simple blended mixes which in step-wise fashion
could consist of combinations of a cereal-pulse, a
cereal-pulsc-oilseced or a cereal-pulse-oilseed-jaggery
and so on. These raw food commodities could
casily be procured by the ICDS Project staff at the
heuoht of the kharif or Rabi season when prices
arc the most cconomical.  Since fairly large quanti-
tics would have to be purchased and stored in bulk,
the provision ol proper storage facilities need to be
considered seriowsly at both the Project and dngan-
woddi levels. Rodent, insect, and damp proof bins
need o be developed from local materials (Table
7.3 upto para 7.35).

The actuad  production ol the mixes is a
simple cnough procedurve and can be considered at
several levels, i.e., the home of the beneficiary, the
village, the hlock headquarters or even the district
(when the prograwnme expands). Depending on the
availability and price of the food commodities, seve-
ral combinations could be evolved where simple pro-
poitions such as, 4 parts of cereal o lesser parts
(1 or 2) of the other ingredients, such as, oil seeds,
pulses, sweetening agents, ctc. could be experimented
with. There is nothing sacrosant about the propor-
tioning. The main guiding principle should be thc
’l\dllal)llll\ of ((‘1('11 pulse and/or oilseed. Linear
programming techniques can be usefully employed
to give optimum mixes in terms of energy and pro-
tein specifications, palatability, hulk, l\eepmtT quality,
and digestibility in relation to least cost.

7.53. The mixes can be prepared out of raw ingre-
dients on « ‘take-home basis by the beneliciary thld 3
faily, or by the women of the Mahida Mandals,
the entire job can be contracted to local wlln"c
millars, under  the supeorvision of the 1ICDS staft.
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Pre-cooking or processing ol the blended foods can
be achieved by a preliminary roasting or parching
of the grains, pulses and oilseeds.

7.31. As many as 18 out of 25 Rural and Tribal
Project had multiple Kharif crops of ccreals, pulses,
oilsceds and/or sugarcane.  The exceptions were
Dhakuakhana, T. Nmampur, Kangan, Vengara,
Ukhrul, Jawan, and Man Bazar that generally had
pl(,domnmnll} cereal crops.  In the case of the 18
projects, the development and production of ready-
to-cat formulations should not be a problem. In
fact, local deep-Iried but non-spicy recipes such as
‘Sev, boondi, muruku, and sakarpara etc. can be
castly plcp:ut:d in the various Anganwadi villages
iself ar 15 day intervals; In the case of the elder
mfants/young toddlers (6-30 months of age) the same
preparation can be powdered and a pulpy prepara-
ton can be made mstantly by the addition of boiling
tea, water or milk, The advantage ol deep- fried
prcpzu‘ntious lies in the fact chat it is thoroughly
cooked and it is a more low-density-high-energy pre-
paration than, say, the boiled variety of preparation
such as, Upuma, Daliya, etc.

7.55. Wherever possible, the cultivation of easily
digestible high carbohydrate crops like potato or
sweet potato should be encouraged, for example,
potatoes 1 Pooh or sweet potato as in Vengara, for
the ICDS feeding. 'The banana is also a high carbo-
hydrate and highly digestible food and is particularly
suited to infant and toddler feeding. In the paddy
and sugarcane growing aveas, a combination of the
soft rice bran and molabses could make not only a
delicious and very inexpensive supplement, but a
very nutritious ones as well.  High-cnergy and pre-
dominantly caibohydrate foods as the ones suggested
above, should be supplcmcnted with modest amount
ol protein rich foods, such as, sprouted pulses, thick
daf, groundnuts, parched channa dal, etc., to provide
the pmtun complement. In the case ol the very
voung child the protein source should also be reduced
(0 a semi-solid form.

7.56. Local bakery products, i.e. biscuits,  buns,
bead, namkeen, nan vou, ete, using locallv: produced
blended cereal-pulse mixes can also be considered
as the basis of a cottage industry, to support the
ICDS Supplementary 1 Nutrition Programme. As mcn-
tioned hefore, for the very young child who cannot
masticate, all that nceds to be done is to reduce the
product to a semi-solid form, before giving it to the
child.

The Pros and Cons of Supplementary Feeding Pro-
grammntes

7.37. Nutrition programmes are not casy to run,
This fact needs 1o be adequately recognized by the
entire gamut of planners, policy m .ll\els. and imple-
mentors. A very high degree of coordination and
logistical support is called for. The efficiency of the
leeding programme is largely dependent on an un-
interrupted delivery of the food input, its sustained



shell-life and other supportive inputs throughout the
programmes, Teeding programmes, arc not ‘a-few-
shots deal’ like an immunization programme but
call for day-in-and-day-out, ycar-in-and-ycar-out sus-
tained and honest effort by the implementing staff,

7.38. Since policy dictated that supplementary feed-
mg programmes must continue, the type of supple-
mentary food being programmed and the delivery
system employed, nced to be critically examined in
relation to the target groups to be reached. The
composition and dimension  of the target group com-
posttion can only be ascertained through a fairly ac-
curate knowledge of the demographic break-up ot
these groups (the 0-54- years age group, and the

pregnant and lactating women) in the pro-
gramme area. From here on alternatives may
have to be considered. Either one should
sclect, as in the present approach in  ICDS, the
most  malnourished  within  the specified target

groups, using a fairly reliable indicator, such as, the
‘Bangle Test’” (plus 10-189%) that will at least iden-
tifv those most in need or we have to chisel down
the relatively less nutritionally vulnerable popula-
tion scgments, from the hard core segments of greatest
nutritional need. 'The hard-core are predominantly
children in the age group of 6-36 months and preg-
nant women in their last trimester. It is both in-
sensitive and unrealistic to employ the same delivery
channel and the same [ood supplement, whether the
target group be infants, toddlers, pre-schoolers, preg-
nant women or lactating mothers. In short, the
supplementary nutrition component of the ICDS at
the present time (as is true of most of our national
programites aiming to reach the group listed above)
has neither Reach nor Specificity-

7.50. "T'he high cost of supplementary feeding pro-
grammes, make it imperative  that  we strive for
greatest reach or coverage. For example, if one was
to consider the two, ‘high-risk’, groups as the ‘below
threes’ and the pregnant women, on a priority basis
then the other segments, ie., the 3-54 years age-
group and the lactating mothers would naturally be
considered of secondary im]p(}rtance. If one accepts
this approach, then it will be recognized that onc
can take little comfort in the reassuring statistics of
‘numbers fed’, often reported for supplementary feed-
ing programmes. These almost invariably relate to
the more hardy, more mobile, and (for less) nutri-
tionally vulnerable 3-5+ vyears age-group.

7.40. There is also an urgent need to critically
appraise the delivery systems currently in vogue for
distribution of the food supplement to the inaccessi-
ble and ‘hut--bound’, ‘below-threes’ and the tradition-
and-supcerstition-bound  pregnant  women. It is
high time that we experimented with other types of
delivery channels that are infinitely more suited to
the ccology of these two groups. There is little
justification in continuing with a ‘fed-on-site’ delivery
svstem when its cflectiveness in covering these groups
is of extremely limited value, Other approaches,
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such, as ‘take-home-food’ systems, and/or the distri-
bution of free or heavily subsidized supplementary
foods through the public food distribution systems,
or through the various government controlled agen-
cies, or as part wages in food-for-work schemes, need
to be tested and tried. It is an envisaged that a
mass-media nutrition-information system will sup-
port each of these approaches.

7.41. A food-supplement can have little impact
unless the various ‘health-lcaks’ in the vulnerable
groups are first plugged. The government rural
health agency, supported and aided by the local indi-
genous  health practitioners should play a signal
role in prescribing and distributing locally produced,
low-cost, rcady-to-eat, cercal-pulse mixtures to the
‘vutritionally needy’ children. The sanction and
authority of a health agency may go a long way in
the proper utilization of the supplement for the bene-
ficiary. Mothers could and should be involved in the
nutritional rchabilitation of their children in their
own homes, and not in rehabilitation centres. The
mixes should be such simple proportions and ¢ombi-
nations, that it is entirely within the economic means
of the family to continue the supplementation, even
after the health-agency support is withdrawn,

742, There is also an urgent need to recognize
the fact, that special foods need to be developed for
pregnant/lactating women, that would be both cul-
turally and psychologically acceptable to this group.
Hence, nutrition in the form of tablets tonics, or
traditional pregnancy/lactation foods such as ‘methi-
pak’ ot Gujarat, ‘Lahiyam’ of South India, etc
may find much more ready acceptance than pro-
gramming the same food as for the 0-54 yrs age
groups. One of the knottiest problems of feeding
programmes for pregnant/lactating women is that
a very few emol themselves, and these that do, take
every opportunity to carry the food home to share
with their other children, husband, in-laws, etc.

7.43. The ultimate aim of supplementary fceding
programmes ought to be that they are completely
phased out over a period of time. During the time
they do operate, every opportunity should be taken
to educate and convince the community that sparing
a littte more food [rom the familv pot for the ‘below-
threes’ even among the poorest of the poor families,
15 possible. Health and nutrition education should
be relevant and practical and there is no better way
of demonstrating this than by clearly bringing out
the implications of child health and nutrition needs
before family itself.

7.44. It is indeed strange that a young women of
little or no experience in the rearing of the young
child, ie., the Anganwadi worker or a voung Bal-
sevika, etc.,, is trusted  infinitelv more, than the
mother/parents of the child in question. No pro-
gramme, agency or the State can take on this task
indelinitely, as the sheer number of even the severely
malnowrished children on a national scale is stupen-
dous.



7.45. 1f the alternative approaches/suggested for
the delivery of supplement food to the ‘hard-core-
nutritionally-valnerable-groups’ alse prove to be in-
effcctual on a large-scale basis, then, we should seri-
ously weigh the cost benefit of supplementary
feeding, as a means of direct nutritionaﬁ) interven-
tion, as against the cost benefit of ‘high-impact-low-
cost’. Indirect intervention possibilities, such as,
protected water systems, mass immunization, pro-
tection against Vitamin A deficiency, and nutritional
ancmia of the total child population (0-11 years)
rather than the inefficient and ineffective supple-
mentary feeding of a select few. In the same vein
a much grater investment in basic drugs and medi-
cines at the PHCs/SHCs and its cnvisaged ancilliary
net-work of indigeneous health practitioners, may
have a much greater spread-effect and ultimately
provide more nutritional impact, than supplemen-
tary feeding programmes, as currently in operation.

Summi ng-up

7.46. There has been little or no commitment from
the States in the provision of funds for the supple-
mentary feeding inputs in the ICDS. An over-
whelming majority of Projects have made no at-
tempts whatsoever the programme local foods.

7.47. In the absence of basic data on the size and
compositon of the target population, it has become
very difficult, if not impossible, to select beneficia-
rics for supplementary feeding on the basis of nutri-
tional needs. The application of the weight-for-age
criteria was virtually redundant as very few children
had becn weighed (based on sample scrutiny of
household level data). The enrolment of beneficia-
ries has, therefore, for the major rcasons of conve-
niencc and operational feasibility, been extended to
pre-primary schoolers (3-5+ years) who are institu-
tionalised in the Anganwadi.

7.48. The preliminary efforts at the implementa-
tion of the supplementary nutrition component.
makes it very clear that the ‘below threes’ and the
pregnant women who are thc most vulnerable are
being reached the least. Further, an over attention
to the 3-54-yrs age group in the way of non-formal
education, their feeding and so on, is diverting at-
tention from the more important tasks of delivering
nutrition and related health services (identifying com-
mon childhood illnesses, referring very sick eases,
etc.) to those truly in nced. If one starts feeding
the older c¢hildren jut because thev are easily avail-
able, it will be difficult ar a later stage to accommo-
date those truly in need.

7.49. The majority of the Rural/Tribal Projects
had muliiple Kharif crops of cereals, pulses, oilseeds
and/or sugarcane. Low-cost ready-to-eat local pre-
parations of roasted and powdered cereal-pulse com-
binations with or without oilseeds or sweetening
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agents could be produced at the ICDS headquarters
or at the Anganwadis. The processed blended foods
could he produced by the village miller under the
supervision of the ICDS stafl, or the community
women could be organized Lo assist in this endeavour.

7.50. Ready-to-cat and preferably deep-fried pre-
parations such as Sev, Murku, Mathia, etc., are re-
commended as these result in high-calorie low-den-
sity foods. Groundnut, Til, or puffed Bengalgram,
toffee, mixturcs of parched rice, and gram, or cven
baked products like biscuits, buns, etc., made out of
the cereal-pulse blended powder could be made in
batches to last a week to fifteen days at a time, at
the Anganwadi-level.

7.51. If the 3-54+ yrs age group is to receive food
supplementation, then, the distribution of snack and
finger-foods has several advantages. It considerably
reduces the feeding time at the Anganwadi.  If dis-
tributed as mid-break, and not just before the child
departs for his home, there are more chances of the
child demanding his full meal at home. Further,
there are much greater chances that the mother will
not cut-back on the child’s main meal, if she believes
that all that he got in school was a snack.

7.52. Food delivery systems which will effectively
reach the inaccessible child and mother need to bhe
urgently developed.

7.53. There should be a clear recognition that the
‘below  threes” cespecially the older infants, need a
different type of food preparation from the rest.
Preparations, such as, thick gruels, boiled mashed
tubers, mashed banana, thick dals, etc., with a gener-
ous lacing of butter oil or oil are suitable. The deep
fried snack foods described above could also serve as
‘take-home’ food supplements for the ‘below-threes’.
The only two points 1o be stressed and re-stressed are,
the conversion of the snack-food to a pulpv mass in
boiling water, tea or milk; and frequency of feeding.

7.54. Adequate arrangements need to be made to
store the food commodities at the Project and Angan-
wadi levels. Check rodent and damp proof bins
and containers need to be fabricated.

7.55. The planning, organizations, implementa-
tion, and the monitoring of supplementary nutri-
tion programmes is not only very time-consuming and
expensive, but calls for a good deal of classroom, as
well as, on-the-job training, in the various aspects of
food management. Much greater attention needs to
be paid to this area in the training and re-orienta-
tion ol all the rungs of the TCDS non-health project
staff.



CHATPTTER VIII

COMPONENT OF HEALTH

8.1. The 1CDS Scheme envisages the delivery of
bastc health services, such as, health check-up, im-
munization, health education, and referral services to
the vulncrable groups, as pcrhaps, the single most
important component of the ICDS package. In fact,
very little, if no impact in the nutritional status of
the target population can be expected, unless a basic
minimum of preventive and curative health services
arc simultaneously assured to the target population.

8.2. A serics of steps have been outlined in the
1GDS Scheme for the strengthening of the PHC in.
frastructure in the ICDS Projects. This has been
strongly reinforced by several communications by the
Department of Social Welfare to the States, where
explicit guidclines have been given for the achieve-
ment of these ends. Instructions were also issued
by the Ministry of Health and Family Welfare.

8.5, A list of important action-points  connected
with the delivery of health services in the 1CDS are
as lollows ;

1. Release of funds to the State,  Health De-

partments for the health components ol the
ICDS.

Provision of MQs, LHVs, PHNs Sub-Centres,
and medicines as per the approved pattern
under the Minimum Needs Programme (MNP)
and the Scheme of Integration of Health, Fa-
mily Welfare, and Nutrition Services; and the
provision of the complete strength of MOs,
LHVs, and ANMs as per the ICDs pattern.

o

3. Upgradation of the PHC to a 30-bedded hos-
pital under the MNP.

4. Re-distribution of the project area amongst
the total number of ANMs (the existing
ANMs, ANMs under the Scheme of Integra-
tion of Health, Family Wclfare, and Nutrition
Services, and ANM;s {rom the ICDS budget).

5. Timely supply of suflicient quantities of medi-
cines, vaccines, oral Vitamin-A doses, and
iron and folic tablets to the PHC and Sub-
Centres,

6. Supply of first aid material, vitamin-A doses,
and iron and folic tablets to the Anganwadis.

7. Preparaton and implementation of a detailed
schedule for immunization of children and
mothers, periodical health check-up, prophy-
laxis against nutritional anaemia, and vita-
min-A deficiency.

8. Supply of nccessary equipment and kits to the
additional sub-centres in the project area.
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9. Active involvement of identified medical col-
leges in the monitoring of health impact of
ICDS projets.

8.4. As in the previous chapter, an analysis is made
of . how the varicus ICDS Projects fared with res-
pect to:—

1. Their state of preparedness to meect the en-
hanced health demands of the ICDS Projects;
and

2. Their preliminary  attempts to deliver rhe
vitally mmportant component of health.

Timely Release of Funds to the State Health Depart-
ments

8.5, Very few Projects with the cxception of Kam-
bhadur, Chawmanu, Kangan, Utnoor, Chhothaude-
pur. Dharni. or Garhi could furnish any sort of finan-
cial statistics in their State budgets (1975-7¢) on allo-
cution or expenditure for the PHC and/or medicines.
The inference to be drawn is that scant attention
had been paid to action point at para 8.3(1), The
State Governments appear to have been very slow
in releasing the nccessary funds to the Projects via
their State Health Departments.  Centrally allocated
funds for the TCDS. however, had heen disbursed to
the States by the DSW well in time.

Completion of Staff Requirements as Set-down in
the 1ICDS Scheme

8.6. The States, by and large, were either very
indifferent or slow in meeting the cnhanced stathing
requirements at the PHCs and Sub-Centres (Para
8.3(2)). The necessary adjustments had to be made
from alrcady existing health staff, and had the right
priority being given by the States to these experi-
mental Projects, the ICDS health staff could and
should have bheen in-position even ahead of the
ICDS non-health staff, the majority of whom had
to be recruited from scratch. Apart from non-com-
pletion of health staffing requirements, relatively few
of the health staff that were in position were sent
for orientation in the ICDS. This was particularly
glaring in the casc of the ANMs where only 18 per
cent had received orientation in the ICDS (Tables
5.2(a) and 5.3).

Upgradation of the PH( to a 30-Bedded Hospital
Undcr the MNP

8.7. The majority of the Rural and Tribal Pro-
jects (15 out of 25) expressed inadequacy of beds for
indoor-patients at the PHC. If the PHC is to
function as the primary referral base for the outlying
sub or ANM centres, this aspect needs immediate
attention (Table 3.7).



of the Project Area among the ANMs

tition on this aspect was sought through
proforma canvassed in late September/

The returns indicated that the majo-
ts could furnish no information. The
ndard of coverage through sub-centres
e to be newly created appeared to have

on paper. The Project and Village
mfirm that even where an enhanced
{Ms were available, their appointments
vance to delivery of health inputs apart
idvice, as most of them had no access
minimum in the way of drugs, vaccines,
1.

y of Sufficient Quantities of Medicines/
and Nutritive Supplements

observations on the adequacy or inade-
ks are based on (subjective) responses
il officer of the PHC. The most severe
re expressed with respect to BCG and
s, followed by DPT/DT. Most Pro-
r, had adequate stocks of smallpox va-
Urban Projects were generally better
:ared to have adequate stocks of vaccines/
so of nutritive supplements. Lack of
facilities was mentioned in 6 Projects
1, Man Bazar, Utnoor, Pooh, Subdega,
‘Table 4.6),

irst Aid Kits and Other Simple Drugs,
e Supplements to the Anganwadis

of 28, 10 Projects reported shortages and
Projects reported ‘nil’ stocks of First Aid
1formation was available on extra medi-
ive supplements supplied (Table 4.5),

. of a Detailed Health Services Imple-
ion Schedule

» absence of a time-and-events plan of
most noticeable with respect to the health

This was noticed at all levels, i.e,
te, Project and Anganwadi.

Necessary Equipment, Drugs and Kits to
:wly Created ANM Centres.

ither the old or new ANM Centres had
tc quote of the above. In fact, the new
re existing only in name and many did
ave a rented room to operate from.

. of Selected Material and Child Health
es at the PHC Complex (April 1975—
1 1976). Child Services—Pre 1CDs.

1e methodology followed was as follows:

formation was collected on the baseline
itilization of selected child health services,
well-baby clinics, administration of DPT/
o and small-pox vaccines, distribution of

PC/ND;78

29

iron and folic acid tablets, supplementary feeding,
and referral services through the PHC  complex,
during the reference period of April, 1975 to March,
1976. Since the augmented delivery of child health
services, as envisaged under the ICDS, had scarcely
started to flow (Table 8.3) even upto June-September,
1976, the reference period can be safely assumed to
be the pattern of utilization of these specific services
during the period just preceding the advent of the
ICDS health services. Hence, the comparison of in-
formation on the same basis during the Recheck
Survey (September-October 1977) should throw light
on the augmented utilization of these very services,
if any, by the target child population in say, a refer-
ence period from July, 1976 to June, 1977. The
record figures refer to the numbers benefitted by a
particular service without indicating whether any
individuals had benelitted by a particular service
more than once, i.e., 3 shots of DPT, or multiple
collection of iron and f[olic acid tablets and so on.
The percentage of service benefit was calculated on
the basis of those henchted versus the target child
population (0.5 + yrs) in the Project area. (Table
8.1 upto para 8.24).

8.15. It is clear from Table 8.1, that except from
lone cxceptions, the delivery of the selected services
to the child population (0-5+ vyrs) has been extre-
mely poor. The JCDS programme has the enormous -
task ahead of it of having to cover virtually a total
target child population for practically every health
service (apait from primary smallpox vaccination).

8.16. Wellbaby Clinics: Only 10 per cent of the
target child population had ever henefitted from
health-checks or having been weighed. As to be ex-
pected this service was utilized maximally in the
Urban Projects (189%) followed by the Rural Pro-
jects (79) and lastly by the Tribal (4%). The Pro-
jects which have done really well were Nurpur Bedi
(639), and Kambadur (41%).

8.17. DPT Immunization: The achievement as
against the target figures was 2 percent (All Projects),
3 percent (Rural), 2 percent (Tribal) and 2 percent
(Urban). It is to be noted that Dhakuakhana is the
only Project in the post ICDS period that has taken
on a massive immunization drive (10%).

8.18. BCG Innoculation: The achicvements
during the reference period were 4 percent (All-Pro-
jects), 0 percent (Rural), 13 percent (Tribal) and
5 percent (Urban). Chhotaudepur has reported a
tremendous coverage of 81 percent. By way of con-
trast Barajamda, which is stated to be an endemic
tuberculosis area (vide Project Level note received)
had done nothing to protect its children (0 percent
achievement),

8.19. Polio:  The figures are: All Projects (5 per-
cent), Rural (0 percent), Tribal (3 percent), and
Urban Projects (13 percent). Polio is generally ac-
cepted to be a grave child hcalth hazard not only
in the port cities, but also in the interior of



CHAPTER VIII

COMPONENT OF HEALTH

8.1. The 1CDS Scheme envisages the delivery of
basic health services, such as, health check-up, im-
munization, health education, and referral services to
the vulnerable groups, as perhaps, the single most
important component of the TCDS package. In fact,
very little, if no impact in the nutritional status of
the target population can be expected, unless a basic
minimum of preventive and curative health services
are simultaneously assured to the target population.

8.2. A series of steps have heen outlined in the
L1CGDS Scheme for the strengthening of the PHC in-
frastructure in the ICDS Projects. This has been
strongly reinforced by several communications by the
Department of Social Welfare to the States, where
explicit guidelines have been given for the achieve-
ment of these ends. Instructions were also issued
by the Ministry of Health and Family Welfare.

8.5. A list of imporant action-points  connected
with the dchvery of health services in the ICDS are
as follows :

1. Release of  funds to the State. Healih De-
partments for the health components of the
ICDS.

Provision of MOs, LHVs, PHNs Sub-Centres,
and medicines as per the approved pattern
under the Minimum Needs Programme (MNP)
and the Scheme of Integration of Health, Fa-
mily Welfare, and Nutrition Services; and the
provision of the complete strength of MOs,
LHVs, and ANMs as per the TCDs pattern.

o

3. Upgradation of the PHC to a 30-bedded hos-
pital under the MNP,

4. Re-distribution of the project area amongst
the total number of ANMs (the existing
ANMs, ANMs under the Scheme of Integra-
tion of Health, Family Welfare, and Nutrition
Services, and ANMs from the ICDS budget).

5. Timely supply of sufhicient quantities of medi-
cines, vaccines, oral Vitamin-A doses, and
iron and folic tablets to the PHC and Sub-
Centres.

6. Supply of first aid material, vitamin-A doses,
and iron and folic tablets to the Anganwadis.

7. Preparation and implementation of a detailed
schedule for mmunization of children and
mothers, peviodical health check-up, prophy-
laxis against nutritional anaemia, and vita-
min-A deficiency.

8. Supply of nccessary equipment and Kkits to the
additional sub-centres in the project area.
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0. Active involvement of identified medical col-
leges in the monitoring of health impact ol
ICDS projets.

8.4. As in the previous chapter, an analysis is made
of . how the vartous ICDS Projects fared with res-
pect to:—

1. Their state of preparedncess to meet the en-
hanced health demands of the TCDS Projects;
and

!‘O

Their prelimmary  attempts o deliver the

vitally mmportant component of health.

Timely Release of Funds to the State Health Depart-
ments

8.5. Very lew Projects with the exception of Kam-
badur, Chawmana, Kangan.,  Urnoor, Chhothaude-
pur. Dharni, or Gaehi could furnish any sort of finan-
cial statisgics in their State budgets (1975-76) on allo-
cation or expenditure for the PHC and/or medicincs.
The inference to be drawn is that scant attention
had been paid to action point at para 8.5(1). The
State Governments appear to have been very slow
in releasing the nccessary funds to the Projects via
their State Health Departments. Centrally allocated
funds for the ICDS, however, had been dishursed to
the States by the DSW well in time.

Completion of Staff Requirements as Set-down in
the 1CDS Scheme

8.6. The States, by and large, were either very
indifferent or slow in meeting the cnhanced stathng
requirements at the PHCs and Sub-Centres (Para
8.3(2)). The necessary adjustments had to be made
from alrcady existing health staff, and had the right
priority heing given by the States to these experi-
mental Projects, the ICDS health staff could and
should have bheen in-position even ahead of the
ICDS non-health staff, the majority of whom had
to be recruited from scratch, Apart from non-com-
pletion of health stafiing requirements, relatively few
of the health staff that were in position were sent
for orientation in the ICDS. This was particularly
glaring in the case of the ANMs where only 18 per
cent had received orientation in the ICDS (Tables
52(a) and 5.3).

Upgradation of the PHC to a 30-Bedded Hospital
Undcr the MNP

8.7. The majority of the Rural and Tribal Pro-
jects (15 out of 25) expressed inadequacy of beds for
indoor-patients at the PHC. 1f the PHC is to
function as the primary referral base for the outlying
sub or ANM centres, this aspect needs immediate
attention (Table 3.7).



Reudistribution of the Project Area among the ANMs

8.8. Information on this aspect was songht through
an additional proforma canvassed in late September/
October 1976. The returns indicated that the majo-
rity of Projects could furnish no information. The
prescribed standard of coverage through sub-centres
including those to be newly created appeared to have
been laid out on paper. The Project and Village
level notes confirm that even where an enhanced
number of ANMs were available, their appointments
had little relevance to delivery of health inputs apart
from health advice, as most of them had no access
to the barest minimum in the way of drugs, vaccines,
and equipment.

Timely Supply of Sufficient Quantities of Medicines/
Vaccines/and Nutritive Supplements

8.9. PEO’s observations on the adequacy or inade-
quacy of stocks are based on (subjective) responses
of the medical officer of the PHC. The most severe
shortages were expressed with respect to BCG and
TAB vaccines, followed by DPT/DT. Most Pro-
jects, however, had adequate stocks of smallpox va-
ccines,. The Urban Projects were generally better
off and appcared to have adequate stocks of vaccines/
scra and also of nutritive supplements. Lack of
refrigeration facilities was mentioned in 6 Projects
(Shankargarh, Man Bazar, Utnoor, Pooh, Subdega,
and Delhi) (Table 4.6).

Supply of First Aid Kits and Other Simple Drugs,
Nutritive Supplements to the Anganwadis

8.10. Out of 28, 10 Projects reported shortages and
another 10 Projects reported ‘nil” stocks of First Aid
Kits. No information was available on extra medi-
cines, nutritive supplements supplied (Table 4.5).

Preparation of a Detailed Health Services Imple-
mentation Schedule

8.11. The absence of a time-and-events plan of
action was most noticeable with respect to the health
component., This was noticed at all levels, i.e,
Centre, State, Project and Anganwadi.

Supply of Necessary Equipment, Drugs and Kits to
the Newly Created ANM Centres,

8.12. Neither the old or new ANM Centres had
the requisite quote of the above. In fact, the new
centres were existing only in name and many did
not even have a rented room to operate from.

Utilization of Selected Material and Child Health
Services at the PHC Complex (April 1975—
March 1976). Child Services—Pre 1ICDs.

8.13. The methodology followed was as follows:

8.14. Information was collected on the baseline
level of utilization of selected child health services,
such as, well-baby clinics, administration of DPT/
BCG/Polio and smnall-pox vaccines, distribution of
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iron and folic acid tablets, supplementary feeding,
and referral services through the PHC ~ complex,
during the reference period of April, 1975 to March,
1976. Since the augmented delivery of child health
services, as envisaged under the ICDS, had scarcely
started to flow (Table 8.3) even upto June-September,
1976, the refercnce period can be safely assumed to
he the pattern of utilization of these specific services
during the period just preceding the advent of the
ICDS health services. Hence, the comparison of in-
formation on the same basis during the Recheck
Survey (September-October 1977) should throw light
on the augmented utilization of these very services,
if any, by the target child population in say, a refer-
ence period from July, 1976 to June, 1977. The
record figures refer to the numbers benefitted by a
particular service without indicating whether any
individuals had benelitted by a particular service
more than once, i.e., 3 shots of DPT, or multiple
collection of iron and folic acid tablets and so on.
The percentage of service hbenefit was calculated on
the basis of those benefited versus the target child
population (0.5 yrs) in the Project area. (Table
8.1 upto para 8.24).

8.15. It is clear from Table 8.1, that except from
lone exceptions, the delivery of the selected services
to the child population (0-5+ yrs) has been extre-
mely poor. The ICDS programme has the enormous -
task ahead of it of having to cover virtually a total
target child population for practically every health
service (apatt from primary smallpox vaccination).

8.16. Wellbaby Clinics: Only 10 per cent of the
target child population had ever benefitted from
health-checks or having been weighed. As to be ex-
pected this service was utilized maximally in the
Urban Projects (189%) followed by the Rural Pro-
jects (7%,) and lastly by the Tribal (4%). The Pro-
jects which have done really well were Nurpur Bedi
(639%), and Kambadur (419).

8.17. DPT Immunization: The achievement as
against the target figures was 2 percent (All Projects),
3 percent (Rural), 2 percent (Tribal) and 2 percent
(Urban). It is to be noted that Dhakuakhana is the
only Project in the post ICDS pertod that has taken
on a massive immunization drive (109%).

8.18. BCG Innoculation:  The achievements
during the reference period were 4 percent (All-Pro-
jects), 0 percent (Rural), 13 percent (Tribal) and
5 percent (Urban). Chhotaudepur has reported a
tremendous coverage of 81 percent. By way of con-
trast Barajamda, which is stated to be an endemic
tuberculosis area (vide Project Level note received)
had done nothing to protect its children (0 percent
achievement).

8.19. Polio:  The figures are: All Projects (5 per-
cent), Rural (0 percent), Tribal (3 percent), and
Urban Projects (13 percent). Polio is generally ac-
cepted to be a grave child hcalth hazard not only
in  the port cities, but also in the interior of



the country.  Bombay has reported an utilization
figure of 20 percent while Caleurta and Delhi have
reported nil coverage.  'There is no information from
Madras.

8.20. Primary Small.Pox Vaccination: Primary
Small-Pox vaccination is perhaps the only health
service that is utilized by the infant group (approxi-
mately 18 percent of the 0-h+ years age segment)
maximally in any given year. The utilization figurcs
were 18 percent in all the three categories of Pro-
jects. The other immunizations were vet to be ac-
cepted throughout the length and breadth of the
country in the same way. A sample check of the
Household Schedule indicate that protection of im-
munization through DPT, BCG, TAB, etc., was never
heard of. For more needs to be done in the way of
information dissemination campaigns, preceding mass
innoculation drives. It is, however, both surprising
and disturbing that the PHC complexes of Dhakua-
khana, Singroli, Barajamda, Pooh, and Tokapal have
reported nil coverage of Primary Small-pox vaccina-
tion during the reference period.

8.21. Distribution of Iron and Folic Acid Tablets:
Nutritional anemia is widespread both among the
child and adult populations in the country, Very
little appears to have been done in this regard (ex-
cept for Tokapal which has reported a high utiliza-
tion figure of 58 percent). The All Projects figure
stands at a mere 1 percent.

8.22. Oral Vitamin A Distribution: Prophylaxis
against Vitamin A defliciency by the administration
of a massive br-annual oral dose of vitamin-A to
all children (1-5b+) is one of the national nutrition
programmes in the country. The All-Projects cover-
age figure (11 perdent) looks more encouraging than
is probably the case, due to the reporting of very
high figures in Kangan (247 percent achievement
versus target), Chawmanu (180 percent), and Tokpal
(86 percent). The Southern and Eastern States arc
traditionally the worst affected. 1t is a matter of
serious concern that several Projects in this belt re-
ported nil achievement. These are: Kambadur,
Tarapur, Kathura, Nurpur Bedi, Jawan, Man Bazar,
Bearajamda, Chhotaudepur, Dharni, Garhi, Calcutta,
and Delhi.

8.23. Supplementary Feeding Through the PHC
Complex: None of the 29 ICDS Projects reported
any sort of Supplementary feeding  programme
through the PHC or the sub-centres.

8.24. Referral: A total number of only 34 child-
ren was referred to the PHC or a higher medical
institution in all the 29 Projects during the reference
period. The channels of referral services are yet to
be created.

8.25. Maternal Services—Pre-JCDS: The concept
and methodology for evaluating the baseline level of
utilization of selected maternal services through the
PHC complex during the reference period (April
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1975 to March 1976) was very similar to that des-
cribed eavlier lor the utilisation of child health ser-
VICES. The services selected were, ante- and post-
natal care, administration of tetanus toxoid, and the
conduct of dcliveries by the PHC staff for the preg-
nant women, the distribution of iron and folic acid
tablets, and referral scrvices for both pregnant and
lactating women, and the number of IUCD inser-
tions or tubectomies conducted on cligible women
(15-44 yrs).  The target population for pregnant
women was calculated at 4 percent of the total popu-
lation, that of pregnant and lactating women at 10
per cent of the total population, and that of eligible
women (15-44 years) at 20 per cent of the total popu-
lation. The percentage benefit or utilization  was
calculated in terms of actual number benehited
versus the specific target population available (Table
8.2 upto para 8.31).

8.26. Ante/Post-Natal Care:  The All-Projects
figure of 118 percent is misleading and is contributed
by a very high multiple utilization of this service by
individual pregnant women in Nurpur Bedi (1349%),
Dharni (227%), and Bombay (3239). Projects which
show 10 per cent or less utilization are: Kambadur
(05,). Dhakuakhana (1%), Tarapur (59%), Singroli
(7%), Ukhrul (197). Thalli (497), Shankargarh (59,),
Barajamda (697), Manbazar (89,), Pooh (39%), and
Tokapal (29%).

8.27. Conduct of Dcliveries: The statistics were:
All-Projects (189), Rural (119%), Tribal (69,) and
Urban (379,). Projects where not even 10 percent
of the available target population of pregnant women
had been dclivered by health staff were: Dhakua-
khana (29,), Kangan (59%), Vengara (4%), Singroli
(197), Ukhrul (39,), Nurpur Bedi (09%) it needs
reverification as to how the reported utilization of
ante and post natal care from the PHC was reported
at {(1349), Thalli (09,), Manbazar (79), Barajamda
(69%,), Chhotaudepur (69%,), Pooh (59), Dharni
(79,), where again claimed utilization of ante and
post natal services is reported to be as high as (227%).
Subdega (99,), and Garhi (89).

8.28. Adininistration of Tetanus Toxoid:  The
figures were: All Projects (597), Rural (89%), Tribal
(69%), and Urban (0%). Projects which showed abso-
lutely no coverage for this service input were: Kam-
badur, Tarapur, Ukhrul, Chawmanu, Barajamda,
and Pooh. Those Projects which had done rela-
tively well, ie., at least 20 per cent coverage, were:
Vengara, Nurpur Bedi, and Nilakottal.

8.29. Distribution of Iron and Folic Acid Tablets:
The picture looks far more encouraging than is
actually the case as several Projects, such as, Kathura
(3689%), Kangan (1689), and Shankargarh (2559%)
appear to have listed the same beneficiary over and
over again. This has resulted in giving an inflated
All-Projects figure of 72 per cent coverage. Two
Projects, i.e., Dharni and Garhi had given the infor-
mation in terms of tablets distributed, and not for



individuals benelited, and the date had to be ex-
cluded. The corrcspondmg figures were: Rural
Projects (509%), Tribal Projects (219,), and Urban
Projects (69).

8.50. Referral Services: A total of 255 women
were rcferral to the PHC or a higher medical insti-
tution, mostly (160) from the Urban Projects. Re-
ferral of women patients was surprlbmgly high in
Barajamda.

8.31. Family Planning Services—IUCD and Tubec-
tonties:  The coverage hgures were: All Projects
(19%) Rural Projects (2%), Tribal Projects (09),
and Urban Projects (09) of the eligible population,
during the reference period.

8.32. Preliminary Attempts at the Delivery of
Hcalth Services through the Anganwadis in the
ICDS Projects (Achievements vs. Targets): It is

not surprising that the preliminary efforts at deli-
vering the basic maternal and child health services
in the ICDS, were extremely poor, in fact, almost all
the Projects were yet to reach a reasonable state of
preparedness to deliver the various elements of this
component (Table 8.3 upto para 8.39).

8.33. Child Health Secxrvices Through the Angan-
wadis: Even 10-12 months after the inauguration of
the ICDS Projects, the preliminary attempts to deli-
ver the sclected child health services was negligible.

8.34. Immunizations: A single dose of any im-
munization was counted as one child benefited. The
achievement versus the target was: All Projects (59),
Rural Projects (79,), Tribal Projects (12%,), and
Urban Projects (0.19,). Only 383 villages (13.49
coverage) were taken up out of a target number of
2858 in 29 Projects. Only 26168 children (most of
them older, pre-school children) out of an available
target popul']uon of 499,437 children (0-5+) were
administered even a single innoculation. Approxi-
mately 68 children were ” immunized in each village
that was taken up, versus and average target popu-
Iation of 170-190 children. The ‘below threes’, again,
the group with the least immunity were, by and
large, bv-pussed. The Projects which stand out in
their preliminary attempts  to deliver  this  service
were: Dhakuakhana (879),  Utnoor (589%), and
Ukhrul (369

8.35. Health Checks: Here again the achievement
as against the targets was deplorable, and the All.
Projects figures stood at a mere 2 per cent.  No
health checks were conducted in the Tribal Projects.
It was 3 pereent in the Rural Projects and a scant
1 per cent in the Urban Projects. The late posting
of PHC Doctors has definitely caused grave delays
in the planning, organization, and dellvery of this
basic health input.

8.56. Referral: Only 8 children in 8 villages (out
of all the villages in 29 Projects) were rveferred to a
PHC or lughcl medical institution. All the 3 were
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from Dalmau, where the strongly established India
Population Project had already been in existence
and had since been merged with the ICDS.

Maternal Health Services—Through the Anganwadis

8.37. Immunization of Pregnant Women with
Tetanus Toxoid: A sum total of 756 pregnant
women out of 61567 in 323 villages in 29 Projects,
were administered a tetanus toxmd immunization,
The figure were— All Projects (0.69,), Rural (0.49).
Tribal (2.597), Urbhan (no mformation).

8.58. Health Checks: Ouly 1056 (0.39,) women
out of a target population of 2,98,711 pregnant and
lactating women, in 29 Projects were given health
checks. Only 171 villages out of a target of 2,852
were taken up.  On an average, only 6 women were
benefitted per Anganwadi village, against an average
target population of 100 pregnant women and lactat-
ing mothers.

8.30. Referral:  Ouly § women, all of them from
Dalinau were referved.

Summing-up

8.40. The greatest deficiencies were noted with
respect to the planning, organization, and delivery
of the health component, as compared with similar
cflorts made with respect to the delivery of the nutri-
tion and education components.

8.41. The lacks and deficiencies with respect to the
delivery of the health component were all-pervading
and reflect a situation of a lack of full involvement
on the part of the health agencies at every level,
(Centre, State, District, and Block), to get the ICDS
health component ofl to a start. Release of cen-
trally sponsored funds as well as provisions to be
made by the State Dcepartments have been very
slow. Completion ot staffing requirements has again
been slow and halting. An extremely small propor-
tion of the ANMs have been oriented to the ICDS.
The same picture is true, though to a lesser extent,
of the PHC, MOs and LHVs. Most of the PHCs
have not been equipped with cnough beds for indoor-
patients for referral services.  The smaller opera-
tional areas have not been allocated among the
greatly enhanced number of ANM staff. The logis-
tical flow of vaccines and sera has been particularly
faulty. The AWWs who are expected to play the
role of health scouts have neither been given suffi-
cient training by the PHC staff, nor have many ot
the Anganwadis been provided even with First-Aid
Boxes or a stock of simple medicines.

8.42. It may be worthwhile to consider working
out specific, Project by Project, priorities by working
out differential sequencing of immunization sche-
dules, depending on the local situation of severity
and incidence of the childhood diseases. Apart from
protection from small-pox and tctanus, which are
universal needs tor every new-born child, the prio-
rities for immunization against diptheria, whooping



cough, tuberculosis and polio could perhaps be
sequenced against need. For example, polio vaccine
may be a greater need in the port cities. BCG would
be required on a priority basis in areas that have a
high incidence of T.B, like Barajamda, or an anti-
whooping cough vaccine may be the first immuniza-
tion need in an area like Ukhrul, and so on.

8.43. It may also be worthwhile to explore the
extent to which poly-vaccines and ‘one-shot’ vaccines
which do not produce severe side-rcactions in the
child, could be produced. It is a well known feature
that there is a very high drop-out-rate after the admi-
nistration ol the first dose of a two-stage of three-
stage innoculation which results in very poor coverage
of the target child population.

8.44. Attempts should be made to produce vaccines
which are stable at roomn temperature,
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8.45. An attack of measles becomes a grave health
hazard in the case of the malnourished child. Since
a very large segment of our children are moderately-
to-severely-malnourished, measles becomes a dange-
rous childhood disease. Thercfore, energetic at-
tempts should be made (o either produce or import
a low-cost measles vaccines.

8.46. The present delivery level of MCH services
through the existing PHC and its sub-centres, even
after the recent advent of the ICDS, remains at an
cxtremely low level. Urgent efforts are required to
improve the dclivery of the health component, so
that the health or nutritional impact of the 1CDS
experimental programme, would start showing-up,
within the shortest time, otherwise, the cost-effective-
ness of the expending infrastructure may well soon
be questioned.



CHAPTER IX

COMPONENT OF EDUCATION

9.1. Non-formal or pre-primary education for
children (3-5 +years); and health and nutrition edu-
cation for women (15-44 years), also form components
of the ICDS package. :

9.2, It is cnvisaged that children (8-b4) will re-
ceive the necessary soctal, mental and emotional
development through the pre-primary educational
component, which will help them adjust suitably to
the disciplinc of the primary school. A great deal
of emphasis has been given to organized activities
and play through prayers, action songs, nursery
rthymes, games, building blocks, toys, etc., and to
creative development through acting drama, colour-
ing, painting, drawing, pasting, clay modelling, etc.

9.3. The Hcalth and Nutrition education compo-
nent for women is to be delivered to women 15-44
years, with special emphasis to pregnant women and
lactating mothers. Several methods of communica-
tion have been suggested in the Scheme such as,
mass media, special campaigns, home visits by the
AWWs, special short courses for the community
women, cooking and feeding demonstrations, espe-
cially by the Mobile Food and Extension Unit of the
Ministry of Food and Agriculture, and the Utiliza-
tion of the health education materials brought out
by the Ministry of Health, particularly those of thc
Central Health Education Bureau,

9.4. Relevant and practical guidelines on the con-
tent of Hecalth and Nutrition Education have becn
circulated by the DSW (No. 12-2/76-CD, 15th March
1976) 10 all the Projects (Refer Annexure 1).

9.5. The Health and Nutrition Education compo-
nent has been dovetailed into functional literacy
classes, wherever possible. Since the PEO is not eva-
luating Functional Literacy (which is a separate pro-
gramme) it is possible that some information on
health /nutrition  education imparted through this
channel, may not be available for PEO evaluation.

9.6. This Chapter deals with two specific aspects
related to the delivery of the education component,
namely:

1. The state of preparedness of the ICDS pro-
jects as viewed by the availability of inlra-
structure, trained stafl, and the availability
of important materials/equipment; and

ro

The preliminary achievements in the delivery
ol the service.
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State of Preparedness with Respect to the Delivery
of the Education Component

0.7. As discussed in Chapters II1 and V, almost
all the ICDS Projects were well prepared to deliver
the pre-primary education component with respect
to infrastructure. However, in Chapter IV (to be
rcad with village level notes), shortages of play items
and relevant teaching aids, charts, posters, etc., for
the Health/Nutrition  education input have been
observed.

9.8. The quality of training given to the AWWs,
with respect to the delivery of Health Education
to the women was found to be extremely deficient in
terms of relevance, content, media or communica-
tions techniques, The simple manual prepared by
UNICEF on the subject hac})not reached many train-
ing 'institutions in time.

9.9. The picture, however, was quite different with
respect to the training given to the AWWSs for the
deltvery of the pre-primary education component.
Most of the training institutions, such as, the Bal-
sevika Training Institutes or Gram Sevika Training
Centres, especially the former, have traditionally
trained functionaries of pre-primary education. Con-
sequently, quite an exhaustive grounding was given
in non-formal or pre-primary education to the
AWWs. The AWWs likewise appeared to fecl most
comfortable and confident in the delivery of this
input, which did not call for the level of knowledge
or skills required in the delivery of Health/Nutri-
tion education, supplementary feeding, or healih
services,

Preliminary Attempts in the Delivery of the Educa-
tion Component

9.10. The ICDS Scheme has set a norm of enrol-
ment of at least 40 childven (3-5 +) per Anvanwad:
In a population of 1,000, which is generally an
Angareadi population. one could expect double the
number of children in this age-group.  Projects
which achieved at least 75 per cent of the norm set
down by the Scheme were, Kambadur, Kangan, Ukh-
rul, Man Bazar, and Subdega (Table 9.1).

9.11. There was no consolidation of information
on the delivery of Health/Nutrition education to
women at the Project level. Home visits by the
AWWs were few and [ar between, as most of their
time was taken up with attending to the needs of
the preschoolers i the Anganwadi.  When home
visits were made, it was mostly to urge mothers to
send absentee pre-schoolers to the Anganwadi. In-
formation collected at the dnganwadi level suggests
that the topics of cducation (when given) were scar-
cely of prime importance {(covering general topics



on cnvironmental sanitation or personal hygiene,
such as construction of garbage pits, removal of gar-
bage, bathing a baby, etc), when compared to the
urgency and specificity of messages outlined in the
guidelines presented in Annexure I. Feed back from
the household level and the high levels of ‘non-
awarencss’ reported for the various service inputs, re-
veals that ICDS staff spent very little time in ex-
plaining the service inputs and their potential bene-
fits to the beneficiary families. Irrelevant healthf
nutrition cducation and negligible to nil efforts at
information-dissemination on the specifics of the
ICDS programme, dominate the scheme.

Smmning-up

9.12. The ICDS experimental programme  was
perhaps the best prepared to deliver the pre-primary
cducation component, rather than any of the other
components making up the package.

9.13. To ensure simple and precise information on
the various scrvice inputs of the ICDS, there appears
to be lot of scope for developing information disse-
mination systemn.

9.14. Great dcficiencies were noted in the quan-
tum, content, and communication of health/nutri-
tion cducation to the women. Training institutions

themselves need to be oriented to health and nutri-
tion ptoblems of the ICDS areas.  Guidelines as
issued by the DSW should be strictly followed by
trainers and trainees.

9.15. A serious view needs to be taken of the dis-
proportionate amount to time given to possibly, this
lcast important component of the ICDS—pre-primary
cducation for just one thin segment of the target
population—the 3 to 5+ age group. One needs to
have hard data on what real emotional, social, and
educational benelits would accrue to these  Angan-
wadi pre-schoolers, if and when, they enter primary
school? A decision needs to be taken as to whether
this service should be given higher priority than the
other tasks ot the delivery of health and nutiition
services, as seems (o be the case, at the present.

9.16. A view also nceds to be taken on whether
a child (3-5+) needs to be in an Anganivadi for
half the day, or whether the duration of his stay
can be considerably reduced, thereby allowing the
AWW to attend to her more important tasks, such
as, identifying sick children, identifying and follow-
ing-up cases of severe malnutrition, dispensing simple
first aild or medication for common ailments, con-
ducting more meaningful health and nutrition edu-
cation classes for the women, and organizing the
supplementary feeding progranime in a4 much more
competent manner,



CHAPTER X

PERFORMANCE INDICATORS

Obhjective

10.1. The purposc of this exercise was to develop
a set of indicators which could serve as a fairly
objective tool to score and evaluate the 29 experi-
mental ICDS Projects with respect to two programine
aspects, namely;

1. Their state of preparedness; and

2. Their preliminary attempts to implement the
programmec.

Methodology

10.2 The data base for this exercise has been pro-
vided by the statistical tables pertaining to Chap-
ters II to IX of this Report. Two broad sets of
indicators, hercafter named the ‘Preparedness Indi-
cators’ and the ‘Implementation Indicators’ were
developed. The ‘Preparedness Indicators’  which
comprised 13, were further sub-divided into a set of
6 ‘Critical Preparedness Indicators’ and a set of 7

‘Less-Critical Preparedness Indicators’. A set of 3
‘Preliminary Implementation Indicators’ were
also developed to assess the efforts to imple-

ment the health, the nutrition, and the education
components of the ICDS package. At the current
stage of evaluation the greatest emphasis has been
placed on the ‘Critical Preparedness Indicators’. The
‘Non-Critical Preparedness Indicators’, though im.
portant, have been put into a separate category as,
either, information was not available on an uniform
basis from all the projects, andfor they were basi-
cally considered to be less crucial for the initial start-
up of an cffective programme. The ‘Implementation
Indicators’, it is hoped, will help in ‘milestoning’
the progress of individual Projects from the time of
the Baseline Survey (June-September, 1976) to the
time of the Recheck Survey (Scheduled for Septem-
ber/Qctober, 1977),

Sclection of Critical Preparedness Indicators
10.3. These werc as follows:—

1. Identification of the target population in terms
of size and composition. This indicator was
considered of prime importance as it has a
direct bearing on all aspects of programme
management, namely, planning, implementa-
tion, and evaluation.

1o

Percentage of sanctioned non-health  and
health staff that were in position. This was
considered to be a basic indicator of infra-
structural preparedness.
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3.

6.

Percentage of health and non-health staff who
had received the necessary training or orienta-
tion in the ICDS. This again was considered
to be a basic but qualitative indicator of infra-
structural preparedness.

The actual Vs. the planned setting up of
Anganwadi again a basic indicator of infra-
structural preparedness.

Availability and adequacy of sera, vaccines,
and other non-food nutritive supplements,
Since the improvement in the health status
(which includes nutritional status) of the target
opulation is considered the paramount goal

~of the ICDS, the smooth flow or otherwise of

the above, was considered to be a critical indi-
cator of the state of preparedness with respect
to the delivery of health services.

Availability and adequacy of medicines in re-
lation to budgetary norms. This indicator
was considered to be critical, for the same
reasons stated above at (5).

Selection of Less Critical Preparedness Indicators

10.4. These were as follows:

1.

[y ]

Extent of ANM health staff needs met by a
combination of pre-existing and the newly-
])osted staff: This would be reflected to a
arge extent in item (2) of the Critical Indi-
cators.

Percentage expenditure to allocation in 1975-

76. Indicator relating to the release and flow
of funds.

Outlay of State funds for the ICDS Supple-
mentary nutrition component in 1975-76, and
its adequacy in relation to the estimated an-
nual budgetary provision. Indicator relating
to the release and flow of funds.

Availahility of selected capital inputs at the
Project level, i.e, the jeep, refrigerator, weigh-
ing machines, and typewriters. Indicator re-
lating to the sequencing and flow of capital
Iputs.

Availability of selected usable items. Indi-
cator selected for the same reason stated at (4).

Adequacy or otherwise of office, storage, and
residential quarters for the CDPO and PHC
staff. Indicator relating to provision of adequ-
ate physical facilities for the programmc,

Constitution of Coordination Committees. In-
dicator relating to the Projects’ attempts at
the coordination and mobilization of com-
munity support.



Sclection of Preliminary Implementation Indicators

105, These were as fallows:

1. Actual Vs. the planned delivery of the nutri-
tion component.

D

Actual Vs, the planned delivery of the health
component.

=]

Acdtual Vs, the planned delivery of the cduca-
tion component,

Criteria Developed to Score the Critical Preparedness
Indicatoys

10.6. Accurate Identification of the Target Popu-
lation: In the case of identification of the target
groups, a maximum score of 2 points was assigned
for this indicator. Only a few Projects were ac-
corded the maximum score, as evidenced by target
break-up figures which were more or less in confor-
mity with the demographic norms set down, i.e., 3, 6
and 8 percent for infants (0-1 yr), toddlers (1-3 yrs)
and pre-schoolars (3-5+ vrs), respectively, for the total
Project area. Those Projects that obtained a fairly
correct figure for the total child populaion (17.199,
or so) but failed to give a detailed break-up, ob-
tained 1 point. Those who gave very incorrect de-
mographic percentages scored 0. It may be worth-
while to mention that a supplementary proforma was
despatched to all the CDPOs in late September 1976,
as the earlier Project Schedule revealed very little
information regarding this vitally important basic
item,

10.7. Percentage of Sanctioned Health and Non.
health Staff in-position. The non-health functiona-
ries considered were the CDPO, the supervisors and
the ANMS. The health functionaries considered
were the PHC-MQOs, the LHVs, and the ANMs,

Score

Over 75% of the sanctioned staff in position 2
50—75%, of the staff in-position - . -1
Less than 509 of the staff in-position . - 0

A sub-score was obtained for each Ffunctionary.
The sub-scores were totalled and were divided by
6 (6 type of functionaries) to give the final score,

10.8. Percentage of Trained Health and Non-
health Staff in Position: The non-health functiona-
ries considered were again the CDPO, the Supervi-
sors and the AWWs. The health functionaries were
the PHC-MOQs, the LHVs, and the ANMs,

Score
Over 759, of the sanctioned stafl (in-position)
who were trained

509,—75%, of the sanctioned ‘;taﬂ" {in-position)
who were trained . . . . . 1

Less than 50 % of the sanctioned staff (in-posi-
tion) who were trained . . . . 0
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As above, a sub-score was obtained for cach type of
functionary. The sub-scores were then totalled and
divided by 6 (6 types of [unctionarics) to obtain the
final score.

16.9. Actaal Vs, Planned Setting up of Anganwa-
dis: The targeted number of Anganwadis required
by cach Project was taken Mvom the DSWs monthly
report. The actual number of Anganwadis avail-
able at the time of the Baseline Enquiry was taken
as achievement.

Score
Over 759%, of the planned number of Angan-
wadis available . . . . . 2
50—759%, of the planned number of Angan-
wa.dﬁ ava.llablc . . . . . 1
Less than 509%, of the planned number of
Anganwadis available . 0

10.10. Availability and adequacy of Sera, Vaccines,
and Non-food Nutritive Supplement’, The vaccines
and sera considered were for the small pox, DPT/
DT, BCG, TAB, and nutritive supplements as the
Iron and Folic acid and oral Vitamin-A,

Score
If the vaccine, sera, and nutritive supplement
was found to be adequate . . . 2
If the vaccine, sera and nutritive supplement
was found to be inadequate . . . 1
If the vaccine sera, and nutritive supplement
were not available at all . : . . 0

Each sera, vaccine and nuftritive supplement was
scored separately. The sub-scores were totalled and
divided by six (6 eclements) to obtain the final score.

10.11. Availability and Adequacy of Medicines in
Relation to the Budgetary Norms: Budgetary norms
have been indicated by the DSW on the basis of the
minimum needs pattern and the enhanced provi-
sions for medicines in the ICDS Schemes (Table 4.7).
The financial provisions vary from Project to Pro-
ject depending on the population of the ICDS area.

Score

Over 75%, financial provision for medicines Vs.
the suggested norm . . . . 2

50%,—75% of financial provision for mcdicines
Vs. the suggested norm . . . } i

Less than 509%, financial provision for medicines
Vs. the sugcrested norm * . . . 0

7. Assessment of the ficld staff on the basis of interviews sub-scores were calculated for each of the 5 sclected items. The scores were

totalled, and the figure was divid=d by 5

for obtaining the final score,



Criteria Developed to Score the Less-Critical  Pre-
parcdness Indicators

10.12. Extent to which ANM Health Staff Norms
have been met by a Combination of Existing and
Strengthened Staft : The adequacy of ANM staffing
is of paramount importance as these functionaries
arc the first and most important contact with the
community. As per the ICDS Scheme, one ANM is
required for 5,000 population, hence, the norm
varies from project to project, depending on the
population of the ICDS area.

Score
Over 75%, of the norm met . . . 2
50%,—75%, of the nerm met . . . 1
Less than 509, of the norm met . . . 0

10.15. Availability of Selected Capital Inputs: The
capital inputs  sclected for scoring were the jeep,
cycles, refrigerator, and typewriter.

Scare
Adequacy of the item . . . ] 2
Inadequacy of the item . . . . 1
Nil or not available . . ) ) . 0

10.14. Availability of Sclected Usable Ttems: The
Anganwadi items considered were  First - Aid Boxes.
vessels for drinking  water, files, records/registers,
health cands, kitchen equipment,  bathroom cquip-

ment, building blocks, counting frames,  paints/
hrushes,
Score
Adequacy of the item . . . . . 2
Inadequcy of the item. . . . . 1
Nil or information not available . . . 0

As in the previous cases, the 9 elements were indi-
vidually given sub-scores the final score was obtained
by totalling and dividing the same by nine.

10,15, Percentage  Expenditure to Allocation  in
1975-76 : A majority of States (17) could give no
indication of what their allocation or expenditure
was m relation to the ICDS projects. The criteria
for scoring was as below:

Score

Over 75 expenditure against allocation . 2

30°5,—75% expenditure against allocation . 1
Less than 50°, expenditwre of the allocation

or non-availahility of information . . 0

10.16. Provision of Funds in the State Budgets, as
per Prescribed Norms, for the ICDS Supplementary
Nutrition Component: Here again, the majority of
Projects (18) could furnish no information. Since
the projects were officially inaugurated in October
1975, there were only 6 months to be considered in
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the financial year of 1975-76. Hence. in scoring the
performance of Projects, only half the value of the
norm was considered.

Score

Over 759, provision of 1/2 the annual norm . 2
5004 —759%, provision of 1/2 the annual norm ]

Less than 509, provision of 1/2 the annual
norm or non-availability of information . 0

10.17. Adequacy or otherwise of Office, Storage
Space and Residential Quarters for the CDPO and
PHC staft; and the Availability of Basic Amenities
at the PHC: A number of elements were considered
in the scoring of this indicator. For example, the
adequacy or otherwise of office, storage space, and
residential quarters of the CDPO were considered
as a sct of elements and the criteria applied were as
under :

Seare
Adequacy of office space . . . . 2
Inadequacy of office space . . . . 1
Nil or no information A 0

This was assigned a sub-score Al similar sub-scores
were developed for the adequacy or othcrwise of
storage space (sub-score A2); and for the residential
quarters (Aj). The sub-scores (A; +A,+Ap X)

3

was assigned as the final sub-score for the catcgory
of the CDIO.

A similar excercise (B;4-B,+B;
3

but to assess the adequacy of clinic, stroge,, and resi-
dential quarters for the PHC Staff.

=Y) was carried

The criteria applied to the scoring of the 4 physical |
[acilities, i.e., electricity, water supply, sanitary faci-
litv. and beds for in-door patients was the same as
above, and sub-scores of C, C,, G and C, were
given. The overall sub-score for basic amenities was
calculated as G +C2-ZC3+C4 =Z.

The final score for the indicator was calculated as
follow :

X
%+§+Z:Q (Table 10-1)

10.18. Constitution and Composition of Coordina-
tion Committees: The criteria applied for giving a
value to the comstitution of the Committees was as
under :

Score
Coordination committee formed in 1975 .2
Coordination committee formed in 1976 . 1(A)
Not formed } . . } . .0



1010, The criteria applied to score the compum-
tion of the committees was as follows:

Score
Composition with two thirds official and  one-
third non-oflicial . . . : .2
Composition with equal number of official and
non-officials | ) . oo 1{B)

Composition with more oﬂimalb {mote than
two thirds) and less non-official . .0

10.20. The final scorc was wvived at by dividing
the two sub-scores by 2, ie, AjLBﬁX
2
Criteria Developed to Score the Preliminary Imple-
mentation Indicators

10.21. Nutrition Inputs: The three child segments
of infants (0-1 vr). toddlers (1-3 vrs) and pre schooless
(3-5+ yrs) were constdered. 'The same criteria were
applied, Jirrespective of the Project being Rural.
Tribal and Urban. [t mav be recalled that the plan-
ned coverage in Tribal areas was expected to be as
high as /"3? of the total available target population.

Seore
409, or more coverage ol infants . .2
209,—399%, coverage ol infants . . .l
Less than 209, coverage of infants . .0

Sub-scores werce developed tor each segment and
the hinal score was calculated by totalling the 3 sub-
scores and dividing hy 3.

10.22. Education Inputs: Only the child segment
of 3-54 yrs which was cligible for pre-primary or
non-formal education wis (mmduul The criteria
for scoring coverage of children for the input was as
Follows : -
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Score
Coverage or envoliment ol more than 37, 5%,
of children {3-54-Years) lor pre-primary
edi cation : . . . : .2
25%, to 375,
Less than 207

coverave . . . o1
o CoVeTaYe . . . .0

10.23. In the preliminary stages, the envolment of
A0 children per Anganua(ll was considered to be
the norm. This hnmc constitutes appm\lmalel) 50
percent of the targer population in the 3-5+ years
age-group. ,(ms(quunl\ a coverage of 37.5 percent
(which iy '7)/0 of 509,) would qualify for the maxi-
mum score of 2

1024, Health Inputs: Four elements of health de-
livery were considered ie.. health checks for children
(0-5 4 vears)y; immunizarion of <hildven; and health
checks of pregnant and lactning woman; and tetanus
toxoid immunizations for pregnant women. ‘The cri-
icria applied were as {ollows:

Srore

Over 759, percent of all children (0-54yrs)

covered by health checks . . . : 2
50—75 per cent childven (0=>5 4;\*1‘%) covered

by health checks . . . 1
Less than 30 percent children (0 —5+\1§) . 0

Sub-scores were developed for each of the 4 elements
considered. s before, the linal score was obtained
hy dividing it by 4.
Ranking of Projects

Ranking of Projects by Critical Preparedness Indi-

caters:

1325, In view of the scores ohtained {out of a
maximum score of 12). the Projects can he vanked
as under :

A B

C

Kathura (11.0)
Garhi (10.2)

Chhotaudepur (9.9)

Nurpur Bedi (9.5)

Dalmau (8.2)

T. Narasipur (§.2)
Tokapal (8.2)
Vengara {8.2)
Kangan (7.8)
Pooh (7.8)
Subdeqa (7.5)
Kambadur {7.4)

Dhakuakhana (7.0)

Nilakottat (6.7)
Tarapur (6.2)
Ukbrul (6.2)
Dharni (5.7)
Jawan {5.7)

Shankargarh {5.7)

Thalli (5.3)
Barajamda (5.2}
Chawmanu (5.1)
Madras (4.5)
Man Bazar (4.5)
Utnoor (4.2}
Singreli (4.1)
Delhi (4.0)
Calcutta (3.7)
Bombay (3.5}




Ranking of Projects by Critical and Less Critical Indicators

10.26. In view ol the scores obtained {out of amaxmum score of 26).

as under :

the Projects can be ranked

A B

C

None Kathura (18.9
Cllhotdudcpu: !17 4)
Dhakuakhana (16 3)
Garhi (16.3)
Tokapal {16.]
Dadmaw (15.4)
Nambadur (15.2)
Vengara {14.5)
Nurpur Bedi (14.4)
Pooh (14.4)
Kangan (14.0)
Shankargarh (14.0)
Jawan (13.6)

Nilakottar (11.3)
Dharni (11.1)
sSiugrol (ll 0)
Utnoor (10.7)
) Calcutta (10.5)
Barajamda (9.7)
Manbazar (9.7)
Chawmanu {9.3)
Thalli (8.2)
Muadras (8.0}
Delhi {7.6)
Bombay {6.3)

Subdega (13.6)

T, Narasipur (13.0)
Ukhrul (13.0)
Tarapur (12.7)

10.27. For details on the individual scores obtain-
cd by the vartons Projects with respect to their state
of preparcdness or with respect 1o ther preluninary
clforts 10 execute the programme, Tables 102 and
10.53 may be rcferred.

Findings on the State of Preparedness

10.23, In Dhricf, the lindings on the state of pre-
paredness wre as dollows:

1. Whether assessed by the set of 6 cvitcal pre-
patcdness indicators or the overall set of 13
aritical and less-antical  indicators, the top
scorers were Kathura, Garhi, Chattaudepur,
and Nuwpar Bedit,

2. The fowr Urban Projects and the three Tamil
Nadu Projects have fared badly by cither tally,
S0 have Dhaimi (Maharashtra), Singroli (M.DJ),
Barajamda (Bilhar), Man Bazar (West Bengal),
and Chiwmanu (Tripura).

3. IF one considers the critical preparedness in-
dicators a1~ heing o more sensitive set to rellect
the performanee ot Projedts in the carly stages
of 1aitiation of the pmnl ammne. than all 1‘7
Projects listed i category "G will have to make
very real effovis 1o cven come up Lo average
per formance.

4. The four projects listed in category, ‘A’ and
perhaps even sonie of thosc listed in category

‘B (Dalmau, 'I'. Narasipur, Kambadur, Toka-
pal and Vengara) have done very well in being
adequately prepared to take on the ICDS, How-
ever, u closer examination of the state of pre-
parcdness 1 conjunction with initial attempts
at implementation (Table 10.3) suggests that
it is only 3 Projects that could qualify as
satisfactory models, i-c. Nurpur Bedi, Chhotau-
depun, and Vengara.

5. Further, a (horough study may be made of
Chottaudepur, Nurpur Bedi and Vengara by
the DSW to examine the reasons for their su-
perior performance over the other Projects.
Lessons learnt in this exercise could serve as
spectlic actton-points to be taken up by the
other Projects. Such Projects could also serve
as useful wraining grounds for existing and
luture 1CDS functionarics.

Suggestions for an Alternative Model to the 1CDS

10,29, Experience so far suggests that the TCDS
straiegy may he oo ambitious for all the arcas so
Lo taken up under the 33 raral projects which have
heen inttiated. As such, l)u‘hdps a step-by-step gra-
dual build-up of the components of the strategy may
have to he considered. depending on the stage of
(](\(lupnu nt of the strategy ol any operation. ]mm
this points of view. if e primacy of the diflerent
components ot the TC.DS, 1y Kepu in view, the build-
up would be as follows:

%  Though Dhakuakhana, Tokapal, Dalmau Kumbadur and Vengara have obtained higher total scores, Nurpur Bedi is included

among the top scorers on account ol its better perlormance under the critical preparedness indicators,



States
1.
11.

111

of Build-up
Protected drinking water (PD).

PD + 'Therapeutic nutrition to the severely
malnourished children, in age-group 0-5+
years (TIN).

D+ delivery of health mputs 1o SUPPOTt
health needs of a Jocal population ot at lcast
the target population (HN).

40

IV. D + I'N 4+ HN.

V. PD + HN + TN + a vay thin shice of pre-
prunary education (PPE).

VI. ICDS, ie, 'D + HN + TN + thick PPE.

10.80, Only 5 out of 29 Projects may be said to
have reached somewhere near the stage VI, most of
the remaining have thicker PPL -+ Lhm TN + thin
HN.
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TanrLre 2.1

Percentage Target Population to intal Population in the Project Area

Project Total Child Population (9) Women Population
Population (Pregnant/
\ Lactatingy (%)
0—1 1—3 354  Pregnant Lactating
1 2 3 4 5 6 7
I. Rural !
1. Kambadur . 87,715 1.2 2.4 3.2 1.2 1.5
2. Dhakuakhana 72,028 .. .. 5.7 .. ..
3. Tarapur 83,811 0.5 2.7 3.5 0.6 1.4
4. Kathura 87,200 3.2 5.8 7.5 3.2 4.4
5. T. Narasipur 182,340 0.7 4.6 5.9 1.0 1.1
6. Kangan 35,684 . 5.3 7.4 0.9 3.5
7. Vengara 121,956 4.0 .. 3.4 0.4 0.4
8. Singroli 139,371 1.2 2.4 3.2 . 2.8
9. Ukhrul 34,555 . 12.4 33.9 5.2 7.7
10. Nurpur Bedi 57,021 3.0 6.0 8.0 +.0 6.0
11, Thalli . 113,345 .. 1.1 1.5 0.5 0.5
12. Nilakottai . 102,247 3.0 6.0 3.0 4.0 6.0
13. Chawmanu 49,763 2.0 2.2 3.7 .. 3.6
14, Shankargarh 82,360 9.7 10.9 9.7 3.6 4.9
15. Dalman 88,454 .. 4.7 .. 0.6 1.1
16. Jawan 112,097 NA NA NA NA NA
17. Man Bazar 91,356 14.7 .o 8.8 1.1
1,541,303 2.1 3.3 6.1 1.5 2.0
1. Tribal
18, Utnoor 93,823 3.8 5.3 4.6 0.5 1.1
19. Barajamda . . 67,938 2.2 4.2 5.7 1.4 2.7
20. Chbotandepur . 60,362 3.4 7.2 6.8 1.3 0.5
21. Pooh 16,413 3.0 6.0 8.0 4.0 6.0
22. Tokapal . 43,922 .. . 16.0 2.5
23, Dharni . 64,682 .0 6.0 8.0 .. 7.0
24, Subdega 38,718 1.7 2.3 14.1 1.2 1.4
25. Garhi 115,930 3.0 6.0 8.0 3.0 4.0
501,788 2.7 5.0 8.1 1.4 3.0
III, Urban
26. Bombay 608,168 1.2 .. 0.9 0.5 0.7
27. Madias 100,000 .. 4.0 .. -
28. Calcutta 238,026 1.9 3.8 5.0 2.2 2.2
29, Delhi 123,270 NA NA NA NA - NA
1,069,464 0.5 1.7 2.3 0.8 1-0
All Projects 3,112,555 1.6 3.0 5.2 1.3 1.9

Note :—The demographic breakup of the target population should approximate 3%, 6%, 8%, 4%, and 69, res-
pectively for infants (0-—1 Yr), toddlers (1—3 Yrs) Pre-schoolers(3—5-}-yrs), Pregnant Women (49,)

and Lactating mothers {6°).
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TARLE 2.2
Topography and Terrain
Projects Hilly Plains Total
(N=27) Forested
1. Rural 8 8 16
(50.0) ' (50.00} (100.0)
2. Tribal 5 2 7
(71.4) (28.6) (100.0)
3. Urban . 7 4 4
(100.0) (100.0)
13 14 27
All Projects (48-1) (51-9) (100.0)
Percentages in parentheses!
NotE : Information for Jawan {rural) and Utnoor (1ribal) not available.
R TaBLE 2.3 |
Topography and Accessibility
Project Accessibility all Inaccessible
the year round Major part of For a few Total
the year (Mon-  months
soon/Land
slides/Snow)
1. Rural 4 3 8 15
(26.7) (20.0) (53.3) (100.0)
2. Tribal 1 3 4 8
(12.5) (37.5) (50.0) (100.0)
3. Urban 2 . 2 4
(50.0) (50.0) (100.0)
All Projects 7 6 14 27
(26.2) (22.2) (51.8) (100.0}

Percentages in parentheses

Note: Information for Jawan (rural) and Utnoor (tribal) not available.

82 DPCND/78
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TADLE

2.4

Avea, Population, Densily, and Distance from the Disti. Headquarlers

Sl. Project/Inception Arcain Popula-  Density  Distance (km.)} of the Project
No. Sq. Kms.  tion per sq. from
km.
Distt. Sub-Divi- Taluka
Hqrs. sional Hqrs.
Hqprs.
1 2 3 4 5 6 7 8
I.  Rural
1. Kambadur 2-10-75 1,250 87,715 702 90 75 32
2. Dhakuakhana 6-10-75 510 72,028 141 30 40 16
3. Tarapur 15-11-75 131 83,811 644 50 50 00
4, Kathura 2-10-75 . 347 87,200 251 51 16 16
5. T. Narasipur 16-2-76 595 182,340 307 32 32 00
6. Kangan 26-10-75 93 35,684 381 40 00 21
7. Vengara 2-10-75 136 121,956 897 20 35 23
8. Singroli 2-10-75 1904 139,371 73 108 00 00
9. Ukhrul 2-10-75 . 1,235 34,550 28 1 1 1
1{t. Nurpur Bedi 2-10-75 341 57,021 167 30 18 18
11. Thalli 8-1-76 1,186 113,345 97 136 27 16
12. Nilakottai 7-6-76 225 102,247 454 51 35 00
13. Chawmanu 2-10-75 608 49,763 82 67 67 00
14. Shankargarh 2-10-75 577 82,360 148 48 79 79
15. Dalmau 2-10-75 256 88,454 344 29 1 1
16. Jawan 2-10-75 . 385 112,097 290 16 16 16
[7. Man Bazar 2-10-75 371 91,356 241 . b4 54 00
Total (Rmal) 10,150 1,541,303 5,247 903 546 239
Average 597.0 665 .0 308 53 32.0 14
. Triba
18. Utnoor 12-12-75 . 726 93,823 50 54 54 00
19. Barajamda 2-10-75 . 421 67,938 161 44 44 00
20. Chhotaudepur 15-10-75 . 298 60,362 203 105 00 00
21. Pooh Oct. 75 46 16,413 N.A. 75 00 00
22. Tokapal 2-10-75 343 43,922 128 22 22 22
23. Dharni 1-11.75 1,813 64,682 36 143 00 00
24, Subdega 8-12-75 325 38,718 119 29 29 29
25, Garli 2-10-75 708 115.930 164 40 40 00
Total (Tribal) 4,680 501,788 512 189 51
Average 585.0 62,724 123 640 236 6.4
I, Urban
26. Bombay 21-1-76 153 608,168 3,986 N.R. N.R. N.R.
27. Madras Oct. 75 N.A, 100,000 N.A. N.R. N.R. N.R.
(Approx)
28. Calcutta 19-11-75 . 13 238,026 18,268 N.R. N.R. N.R.
29. Delhi 2-10-75 N.A. 123,270 N.A. N.R. N.R. N.R.
Total (Urban) 166 10,69,464 ’
Average 83.0 267,366
All Projccts 14,996 31,12,555 207 1,415 735 290
(355.4) (107,330) (56.6) (29.4) (11.6)
No. of projects reporting 27 29 27 25 25 25




49

JARk 3.1
ICDS Health Infrasivucture in the Project Areas

Project Hospitals Dispen-  P.H.C. L.H.V. ANM Require-
saries  Qentres  H. Qus.  Centre ment on
the basis
of 5000
popula-
tion
1 2 3 4 5 6 7
1. Rural
1. Kambadur 0 5 1 4 17 18
2. Dhakuakhana 0 1 1 2 5 14
3. Tarapuwr 0 2 I 1 16 16
4. Kathura . 0 0 1 2 12 18
5. T+ Narasipur 0 3 2 b 20 36
6. Kangan 0 8 1 2 5 7
7. Vengara 3 6 1 5 20 24
8. Singroli 0 5 1 I 15 28
9. Ukhrul . 1 6 1 1 22 8
10, Nurpur Bedi 0 9 1 3 16 12
11. Thall 5 1 1 0 10 22
12. Nilakoitai I 0 1 1 NA 20
13. Chawmanu 0 - 4 2 2 NA 10
14. Shankargarh 33 8 1 0 3 16
15. Dalmau 1 4 1 7 21 18
16. Jawan 0 2 1 3 16 22
17. Man Bazar 0 0 1 1 2 18
Total (Rural) Y 64 19 41 193 307
Average 0.8 3.8 1.1 2.4 10.0 18-0
I, Tribal
18, Utnoor 2 1 1 4 16 19
19. Barajamda . 3 1 1 2 3 14
20. Chhotaudepur 1 1 I 0 15 12
21. Pooh 1 16 1 ¢ 1 4
22. Tokapal 0 0 1 4 12 9
23. Dharni 0 0 1 1 8 13
24. Subdega 0 | 1 1 3 8
25. Garhi 0 21 1 1 223 24
‘Total (Tribal) 7 41 8 13 81 103
Average 0.9 5.1 1.0 1.6 10.1 12.0
1. Urban
26, Bombay 1 18 NR 0 o*
27. Madras 7 16 4 0 5%
28, Calcutta 6 13 NR NA NA
29. Delln ] 1 NR 4 3
Total (Urban) 15 48 1 1 14
Average 3.7 120 Y 1.3 4.6
All Projects 36 153 31 58 265 410
Average 1.2 5.3 1.2 2.0 9.4 16.4
No. ol Projects Reporting 29 29 26 28 28 25

*Maternity Centres.
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-t 2.4

TABLL ..«

Coverage of ANM and Anganwadi Gentres by Village and Population

Project Anganwadi Coverage PHC ANM Centre coverage
by Coverage by by
population
Village Population Village Population
1 2 3 + 5 6
1. Rwal
1. Kambadur . 1:0.88 1:1740 1:87715 1:2.6 1:5160
2 DPhakuakhana 1:1.67 1:720 1: 72028 NA NA
3. Tarapur 1:1.84 1:1035 1:83811 1:9.3 1:5238
4. Kaihura 1:0.30 1:872 1:87200 1:2.5 1:7267
5. T. Narasipur 1:1.25 1:1861 1:91172 1:6.1 1:9117
6. Kangan 1:0.89 1:700 1:35684 1:8.4 1:7137
7. Vengara 1:0.7 1:1220 1:121958 1:0.5 1:9381
8. Singroli 1:2.84 1:1467 1:139371 1:15.8 1:8198
9. Ukhrul . 1:0.84 1:461 [:34555 1:31.5 1:17278
10. Nurpur Bcdl ]. :1 . 84‘ 1 :95() l :57021 1 :6 . 9 l :3564’
11. Thalli 1:1.25 1:2636 1:113345 1:6.0 1:12594
12. Nilakottai 1:0.59 1:2086 1:102247 1:14.5 1:51123
13. Chawmanu 1:4.76 1:995 1:24882 1.59.5 1:12440
14, Shankargarh 1:5.08 1:1716 1:82360 1:81.3 1:27453
15. Dalmau 1:1.24 1:884 1:88454 1:4.1 1:2948
16. Jawan 1:1.41 1:862 1:112097 1:9.8 1:9341
17. Man Bazar 1:5.70 1:2125 1:91356 1:12.20 1:45678
Total (Rural) . 32.45 22330 1425256 377.8 233917
Average . 1:.1.90 1:1313 1:83838 1:22.2 1:13759
. Tribal
18, Utnooy 1:1.69 1:938 1:932823 1:10.6 1:5864
19. Barajamda 1:1.40 1:1359 1:67938 1:23.3 1:22646
20. Chhotaudepur 1:0.92 1:958 1:60362 1:4.4 1:4643
21. Pooh 1:0.64 1:328 1:16413 1:32.0 1:16413
92, Tokapal 1:1.46 1:91503 1:43922 1:8.8 1:5490
93. Dharni 1:0.30 1:1437, 1:64682 1:20.9 1:9240
24, Subdega 1:1.00 1.691 1:38718 1:18.7 1:12906
95, Garhi 1:1.39 1:966 1:115930 1:7.3 1:5040
Total (Tribal) 8.80 15827 501788 126.0 82242
Average 1:1.10 1:1978 1:62723 1:15.7 1:10280
III. Urban
26, Bombay NR 1:23391 NR 1:5.33 1:101361
97. Madras NR 1:1000 1:25000 1:5.4 1:20000
99. Delhi NR NA NA NR NA
Total (Urban) 29801 25000 10.7 121361
Average 1:9933 1:25000 1:5.3 1:60680
All Projects 42.75 67958 1952044 514.5 437520
Average 1:1.58 1:2427 1:75078 1:19.0 1:16204
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TaBLE 3.3
Pre and Post ICDS Infrastructure for Supplementary Feeding
Project " Anganwadis Balwadi with S.N.P.  Schools with A.N.P. Others
Pre Post Pre Post Pie Post Pre Post
| 2 3 4 5 6 7 8 9
1. Rural
1. Kambadur 0 50 0 0 42 42 0 0
2, Dhakuakhana 0 100 3 3 6 6 4] 0
3. Tarapur 0 81 0 0 0 0 0 0
4. Kathura 0 100 2 2 3 3 0 0
5. T. Narasipur 0 98 2 2 0 0 0 0
6. Kangan 0 3] 0 0 0 ] 0 0
7. Vengara 0 100 0 0 0 0 0 0
8. Singroli 0 95 0 0 0 0 0 0
9. Ukhrul . 0 75 0 0 0 0 0 0
10. Nurpur Bedi 0 60 49 49 0 0 0 0
1. Thalli O 43 O 0 143 143 0 0
12, Nilakottai O 49 0 0 81 8l 0 )]
13. Chawmanu . 0 50 22 22 0 0 0 0
14. Shankargarh 0 48 20 20 4 4 0 0
15. Dalmau 0 100 0 0 5 5 0 0*
16. Jawan 0 130 0 ) 0 0 0 0
17. Man Bazar 0 4_3 2 2 6 6 0 0
Total (Rural) ¢ 1,273 100 100 290 290 0 O
Average 74.9 5.9 5.9 17.0 17.0
1. Tribal
18, Utnoor 0 100 - 4 4 4 4 0 0
19. Barajamda { 50 9 9 14 14 O 0
20. Chhotaudepur 0 63 0 0 50 50 0 0
21, Poch . 0 50 2 2 31 31 0 0
22. Tokapal 0 48 2 2 58 38 0 0
23. Dharri 0 45 16 16 10 10 O 0
24. Subdega 0 56 0 0 0 0 0 0
25, Garhi . 0 120 50 50 31 31 107+ 107F
Total (T'ribal) 0 532 83 83 198 198 107 107
Average 66.5 10.3 10.3 24 .7 247 13.3 13.3
I Urban
26, Bombay 0 26 26 26 0 0 13 1i
27. Madras 0 100 0 0 0 0 0 0
28. Calcutta 0 44 0 0 0 0 33 33
29, Delhi 0 37 0 0 0 0 0 0
Total {Urban) 0 207 26 26 0] 0 34 34
Average 51.7 6.5 6.5 8.5 8.5
All Projects 0 2012 209 209 4886 488 141 141
Average 69.4 7.2 7.2 16.8 16.8 4.8 1.8

NoTE :

Averages have been calculated on the number of Projects reporting.
*Through 21 ANM Centres to be stopped.

TMid-day meals in primary Schools.

IMobile dispensary of Bombay Municipal Corporation (BMG).
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TaBLE 3.4
Pre and Post IGDS Infrastructure for Non-formal Education

Anganwadis Balwadis Pre-Primary/Nursery  Adult/lunctional
Literacy
Project -
Pre Post ¢ Pre Post Pre Post Pre Post
1 2 3 4 5 6 7 8 9
I. Rural
[. Kambadur : 50 2 .2 50 100
2. Dhakuakhana . 100 3 3 6 106
3. Tarapur 81 .. - - ) 86
+. Kathura . 100 2 2 .. S 48 148
5. 'T'. Narasipur 98 2 2 108 108 43 141
6. Kangan . 51 .. .. .. .. .. 51
7. Vengara . 100 1 1 3 3 100 200
8. Singroli . 95 . . .. .. 89 184
9. Ukhrul . 75 50 50 46 46 51 12€
10. Nurpur Bedi 60 7 7 e .. 59 119
11. Thalli 43 - .- . . .. 43
12. Nilakottai 49 8 8 12 12 . 49
13. Chawmanu 50 9 9 .. .. 21 71
14. Shankargarh . 48 20 20 64 64 47 95
15. Dalmau . - 100 - .. .. - 30 130
16, Jawan . 130 - . 29 159
17. Man Bazar 43 2 2 2 45
Total (Rural) 1,273 106 106 233 233 580 1,853
Average 74.9 6.2 6.2 13.7 13.7 34.1 109.0
II, Tribal
18, Utnoor 100 8 8 100 100 45 145
19. Barajamda . 50 9 9 .. . 12 62
20. Chhotaudepur . 63 4 4 20 83
21. Pooh . 50 2 2 30 100
22, Tokapal 48 2 2 . 48
23. Dharni . 45 12 12 15 60
24. Subdega . 56 .. .. .. 56
25. Garhi 120 . - 6 126
Total (Tribal) 332 37 37 100 100 148 680
Average 66.5 4.6 4.6 14.3 14.3 18.5 85.0
111, Urban
26. Bombay . 26 28 28 NA NA 26
27. Madras 100 .. .. NA NA . 100
28. Calcutta 44 .. . NA NA 48 92
29, Delhi 37 37 37 4 4 37 74
Total {Urhan) 207 65 65 NA. NA 85 292
Average 51.7 16.2 16.2 21.2 72.9
All Projects 2,012 208 208 333 333 813 2,825
Average 69 .4 7.2 7.2 13.3 13.3 28.0 97.4




51

TABLE 3.5
Distribution of Voluntary Agencies in ICDS Project Areas
Project Mahila Youth Vol. Others Remarks
Mandal Club  Agencies in
Women and
Child Welfare
l 2 3 1 5 6
I. Rurd
1. Kambadur . 47 22 1 0
2. Dhakuakhana 45 32 0 0
3. Tarapur 0 0 1 0
4, Kathura 6 3 0 0
5. T. Narasipur 23 36 0 0
6. Kangan 8 0 0 2
7. Vengara 8 2 0 0
8. Singroli 34 11 0 0
9, Ukhrut 20 7 6 0
10, Nurpur Bedi 7 24 0 0
11. Thalli 30 0 0 0
12, Nilakottai 30 4 1#* 0 *Gandhigram, Family
and Child Welfare
Training Centre.
13, Chawmanu . 16 15 0 0
14. Shankargarh 20 30 0 0
15. Dalmau 50 76 0 1 India Population Pro-
ject
16, Jawan . N.A. 20 1 0
17. Man Bazar 5 1 0 0
Total (Rural, 349 316 10 3
Average 20.5 18.6 0.6 0.2
II.  Tribal
18. Utnoor 42 70 2 0
19. Barajamda 4 6 0 0
20. Chhotaudepur 26 12 1* 0 *Backward  Class
Sewa Mandal,
21. Pooh . 32 9 1 0
22, Tokapal 2 0 1 0
23. Dharni 10 10 1 3
24, Suhdega 56 17 0 0
25. (Garhi . 12 21 0 0
Total (Tribal) 184 145 6 3
Average 23.0 18.1 0.7 0.4
I Urban
26. Bombay 0 0 1% . 0 {Borivali Taluka As-
sociation.
27. Madras 0 0 6111 0 TChildren = 1, Vive-
kanand  Mission,
28. Calcutta 0 32 4 2 2, New Residents
Wellare Trust.
29, Delhi 0 3 0 4 3. Agarwal Trust,
Women : 1. Mission
Total (Urban) 0 35 11 6 Society.
2. Shenoy Nagar
Average 8.7 2.7 1.5 Mother Sangam,
3. Lions Club.
All Projects . 503 496 27 12 4. New Residents
Welfare Trust.
Average 17.3 17.1 0.9 0.4
NotEe : Averages have been calculated on the number of Projects reporting.



92

TaBLE 3.6

Availability of Protecied Dyinking Walter in the IGDS Project Area

Project Rematrks
1 2
I. Rural
1. Kambadur Open Well Water/adequate/no comment on disinfection (Unsafe).
2. Dhakuakhana Safe drinking water sources do not exist/inadequate/no comment (Unsafe).
3. Tarapur 480 Kutcha wells, 2519 pucca wells/disinfection once in a year/some hand pumg
tubewell (partially safe).
4. Kathura Drinking water wells are disinfected periodically (safe).-
5. T. Narasipur Out of 132 villages 12 have supply of pipe water, 28 bore wells with hand

10.

11.

12,

13.

14,

16.

17,

Kangan
Vengara

Singroli

Ukhrut
Nurpur Bedi

Thalli

Nillakottai

Chawmanu .

Dalmau

Shankargarh
Jawan

Man Bazar

pump. Wells often chlorinated, 50 villages facing water scarcity (partial).

Use rivulets/river[spring/no arrangement for disinfection/no  protected supply
(unsafe).

Well water used for drinking purpose/in summer months the water is inade-
quate disinfection arrangement not commented (unsafe).

No tap water, open wells, disinfected once in a year (unsafe).

Depending on spring watet, main source well or tanks. Block has spent appro-
ximately Rs. 2.5 lakhs on Rural Water Works. 13 villages get this (partial).

40°%, of villages getting piped water supply, disinfected once or so in a year
{partial).

Not reported.

Out of 188 villages, 22 had overhead tanks, 6 GLR, 8 villages with hand bore,
others have open wells (partial).

Tube well—30; Ringwell—148; Tubewell-—>5; Storage tanks—30, position not
satisfactory (partial),

Rs. 15,200 for boring 5 tubewells, drinking water is not conductive to good
health. Bleaching powder is being dropped casually {unsafe).

150 villages through taps but inadequate (safe).
Hand pumps and wells {partial)

Inadequate drinking water, no comment on disinfection (Unsafe).

Total (Rural)

Sale—2, Partial—7, unsafe—7, NA—1=Total 17.
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TapLE 3:6- -Conid.

(1)

(2)

fl. Tribal
18. Utnoor

19, Barajamda
20. Chhotaudepur
21. Pooh

22. Tokapal

23. Dharni
24. Subdega

25. Garhi

Total (Tribal)

I Urban
26. Bombay

27. Madras
28. Calcutta

29. Delhi

No comments available (N.A.).

Open wells, unprotected water, no comments on disinfection (Unsafe).
Wells disinfected regularly (Safe).

No comments available (N.A.).

Streams/Channels, 509, of the hand-pumps installed (out of 33) are out of order. No
comments on disinfection (Unsafe).

Wells, rivers, disinfection is done occasionally (unsafe).
Wells, disinfection done occasionally during the cpidemics (Unsafe).

70 villages have tap/hand pump. Rest depend on well water. Disinfection oncef
twice a year (partial).

Safe—1; Unsafe—4; N.—A. 2; Partial—1; Total=8

Facility available on a community basis. But due to acute shortage of taps, water is
sold by individuals who own taps.

Inadequate irregular (safe).
One water tap per 50 slum dwellers (safe).

No problem (safe).

Total (Urban}

Safe—4

All Projects

Safe—7; partially safe/unsafe —8;  Unsafe -11; N.A.—3; Total=29

Note : Criteria to assess water as safle:—Piped Water, deep bore wells, hand-pumps, regular fortnightly, or
monthly disinfection, properly lined and disinfected wells.

9-—2 DPC N 78



TABLE 3°7

Storage and Residential Quariers for the C‘DPO/PHC Staff

DPO PHC PHC Staff
Project Office Storage Residen- Centre Storage Rlectricity water_ﬁ——gani_t?l;ﬂ——ﬂl—’:cggﬂ RCSid;tial
tial Facility beds -
A T 1 N A IN A I NA I N A LN A I N A I N A I N
1 2 3 S 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 51 22 23 24 25 26 27 28 29 30 31

I. Rural

i. Kambadur I 1 I I I A A i I

2. Dhakuakhana I 1 I I A N A A A i

3. Tarapur . A A A I 1 I A I I

-}, Kathura I N I 1 A A A A 1 I

5. T. Narasipur I I N A A 1 1 A 1

6. Kangan . . 1 A N A A A A A A

7. Vengara I I N I I A A A I N
8. Singroli ; . A N A 1 I A A 1 LI

9. Ukhrul A N N A A 1 . I A

10. Nurpur Bedi A A N T N A I I I

11. Thalli . I I N I 1 A 1 A 1 N
12. Nilakottai . . 1 I A I N A .. A A A N
13. Chawmanu . . I A N I . L1 N I A I .
14. Shankargarh I N I 1 I N 1 A 1 1

15. Dalman I 1 N 1 A N . 1 1 N
16. Jawan 1 I 1 I A A A A A 1

17. Man Bazar | N A 1 1 A\ | I I
Total (Rural) 4+ 13 4 8 5 4 5 8 314 .. 7 8 210 3 1+ 9 8 10 5 12 9 4

¥S



If. Tribal
18. Utnoor ) ; . . . L .. .. .. N .. 1 .. A .. .. A .. .. .. 1 .. A.-.. e .. .. N A

19.‘Bur;1jamda . . . . .‘ DD ST TR SRR SRS G- SOOI SN WP
20. Chhotaudepur . . . A .. ey 0N .. N LA LA AL LA
21. Pooh . . . . . . .. L .. .. I .. .. . N A .. .. A . . . N . NA.L. A
22, Tokapal ; . ) . A .. .. .. I ..0A .. .. A .. ..A . .. .. . N. T.. A . .. A .
23. Dharni . . . . . .. .. N .. .. N . . N .. T .. .. 1T .. A .. . A .. . A . . .01
24. Subdega . . . . . .. I .. .. ... N .. I .. A .. .. .. I . A .. A . A ]

25, Garhi . . . . ... I .. .. .. N .. .. N .. I .. .. i .. A .. .. A .. .. A .. .. A

Total (Teibal) . . . . . 2 5 1 0 3 5 1 3 4 4 4 .. 4 4 .. 5 1 2 4 3 1 7 .. 1 53

I, Urban
26, Bombay . . . . A L LA LA L A L AL AL A Ll LA A \ Y

27. Madras . . . . . e i .. .. I .. .. .. N Not available

28. Calcutta . . . . DA L. LA .. .. .0 N A LA A L LA A Lo ]

29. Dethi . A LA .1 ... I .A LA A LA ... . N

Gs

Total (Urban) . . . . .3 1 .. 3 1 .. 1 1

[
| a)
Ll
.

w
()
()
(i)
—
N

All Projects . . . 919 1 71210 6 9 14 919 .. 14 12 2 18 4 6 16 11 1 2 6 2 10 16 2

A=Adcquate, I[=Inadequate, N=Nil
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TasLe 4.1

Allocation and Expenditure Patlern

1975-76 1976-77
Project A E %o A E Yo
1 2 4 5 6 7
I. Rural
1. Kambadur 243580 171793 71 263960 41977 L6
2. Dhakuakhana 172400 215772 125 346000 70608 20
3. Tarapur . 144608 0 0 347428 6071 2
4, Kathura . NA 108386 NA 445600 36031 8
5. T. Narasipur NA NA NA NA NA NA
6. Kangan 310400 81150 26 NA 55212 NA
7. Vengara . . NA NA NA NA NA NA
8. Singroli . 148000 114240 77 421200 86200 5
9. Ukhrul 353000 11510 3 69600 45170 65
10. Nurpur Bedi 356900 34807 10 929000 29065 3
11. Thalli . 0 0 0 335474 63519 19
12. Nilakottai 0 0 0 348878 26903 8
13. Chawmanu 90048 76114 85 385607 83589 23
14. Shankargarh 115926 103068 89 NA NA NA
15. Dalmau NA NA NA NA NA NA
16. Jawan . . 151517 149712 99 NA NA NA
17. Man Bazar 109000 41316 38 150000 62787 42
Total (Rural) 2195379 999482 45.5 4042767 557920 13.8
1. Tribal
18. Utncor 174260 133132 76 513900 54468 11
19. Barajamda 79884 22495 28 198764 4631 2
20. Chhotaudepur . NA NA NA NA NA NA
21. Pooh 267700 97387 36 204400 39364 19
22. Tokapal . 105700 95960 91 38000 30993 NA
23, Dharni 5700 5700 100 NA NA NA
24, Subdega . 133200 64268 48 NA NA NA
25. Garhi 179700 111510 62 NA NA NA
Total (Tribal) 946144 530382 56.5 917064 98663 10.76
1, Urban
96. Bombay NA NA NA 490000 58203 12
27. Madras . . 30853 30853 100 562131 44148 8
28. Calcutta . 529600 50145 10 479455 36595 12
29. Delhi 360000 69102 19 500000 60582 12
Total (Urban) 920453 150100 16.31 2031586 219528 10.81
All Projects 4061976 1679964 41.36 6991417 876111 12.53

A =Allocation ;

E=Expenditure



TaBLE 4.2

Average Allocation and Expenditure Paliern of Funds from the Cenire

1976-77

Project 1975-76
B Establishment Recurring Non-recurring Establishment Recurring Non-recurring
A E A E A E A E A E A E
1 2 3 4 5 6 7 8 9 10 11 12 13

1. Rwal . . 70549 31406 37949 23231 106587 66208 163929 31020 174446 15557 79578 13926
(45) (61) (62) (19) (9) (17)

No. of Projects

reporting . . 14 12 10 10 11 10 15 15 ‘10 14 4 b

II. Tribal . 80199 38735 17509 15039 49900 27474 141702 68319 111475 8899 21900 1205
(48) (86) -(53) (48) (8) (6)

No. of Projects

reporting . . 8 8 6 7 5 6 7 8 2 5 3 1

I, Urban . 224818 36210 167000 10748 79000 12167 236364 39873 273820 17920 88224 3139
(16) (6) ' (15) (17) (7) (4)

No. of Projects

reporting . 3 3 1 3 1 3 4 4 3 3 3 3

All Projects

(Average) . 92149 34599 38326 18441 88291 45444 169092 31531 185925 14366 64868 10115

No. of Projects

reporting . . 25 23 17 20 17 19 26 27 15 22 10 9
(38) (48) (52) (19) (8) (16)

Percentage in Parentheses



TaBLE 4.3
Flow of Finances from the States (1975-76)

Project PHC Supplementary AN.P. Rural water Medicines Annual
Nutrition supply provision
— that should
A E A - E A E A E A E  have been
made for
ICDS
supple-
mentary
Nutrition
(Rs. La-
khs)*
1 2 3 4 5 6 7 8 9 10 11 12
I. Rural _
1. Kambadur 47251 47251 0 0 81000 0 NA NA NA - NA 8.29
2. Dhakuakhana 0 0 0 0 0 0 0 0 6.73
3. Tarapur 0 0 0 0 0 0 0 0 7.80
4. Kathura NA NA NA 464000 NA 57500 NA 20000 NA NA 8.21
5. T. Narasipur 0 0 0 0 0 0 0 0 0 0 17.16
6. Kangan NA NA 0 0 7834 5982 0 0 6000 6000 6.30
7. Vengara NA NA 0 0 0 0 0 0 0 NA 11.49
8. Singroli 0 0 0 0 0 0 0 0 0 0 13.14
9. Ukhrul NA NA 0 0 42000 42000 247000 247000 NA NA 6.69
10. Nurpur Bedi Not Available - 5.25
11, Thalli Not Available — 10.67
12, Nillakottai Not Available — 9.60
13. Chawmanu 5000 2421 79880 62852 0 0 43520 37738 0 0 00
14. Shankargarh Not Available— — .72
15. Dalmau 0 0 0 0 ¢ 0 0 0 0 0 8.70
16. Jawan Not Available 10.59
17. Man Bazar 0 0 0 0 32500 0 40500 9074 NA NA 8.62
52251 49672 79880 526852 163334 99500 331020 313812 6000 6000

Total (Rural)

ag



H. Tribal

18. Utnoor

19. Barajamda
20. Chhotaudepur
21. Pooh

22. Tokapal

23. Dharni

24, Subdega

25. Garhi

Total (Tribal)
I Urban
26. Bombay
27. Madras -

28, Calcutta
29, Delhi

Total (Urban)

All Projects

0 0 0 0 0 0 10000 23988 7000 0 16.62
0 0 0 0 34750 20120 o 0 0 0 12.00
NA 117948 61161 38567 33950 25930 0 0 12000 10800 10.62
0 0 193420 193420 0 0 0 0 0 0 2.92
e = Not Available —— 7.85
6280 6280 77233 60233 0 0 54545 8244 NA NA 11.23
— —_ Not Available e 6.77
77800 84380 NA NA NA NA NA NA 26000 15000 20.62

84080 208608 331319 292220 68700 46050 64545 32232 45000 25800
NA NA 0 0 NA NA NA NA NA NA 7.96
0 0 0 0 NA NA 0 0 0 0 9.44
Spent Rs. 1,35,200 in 1975-76 and Rs. 4,68,418 in 1976-77. 14.12
Not Available 9.44

136331 258180 411699 819072 232034 145550 395565 346044 31000 31800

*Source :—Supplement to guidelines and instructions issued upto June, 1976 regarding the schemes of ICDS and functional literacy for adul
women and letter No. 12-1/75-CD dated 22nd December, 1975 from the Department of Social Welfare, {Govt. of India) to the Statc
Governments and the Union Territory of Delhi.

A Allocation.
E: Expenditure,
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TABLE 4.4

State Plan—1975-76 and 1976-77-~Allocation for Special Nutrition Programme

States

(Rs in Lakhs)

1

1.
*2.
3.

4.
*3.
*6.
*7.
8.

9.
10.
11.
*12,
*13.
*14.
15.
*16.
*17.
*18.
19.
*20.
21.
22,

e

{

Andhra Pradesh
Assam

Bihar

Gujarat

Haryana . .
Himachal Pradesh
Jammu and Kashmir
Karnataka .
Kerala .
Madhya Pradesh
Maharashtra
Manipur
Mecghalaya
Nagaland

Orissa

Punjab

Rajasthan

Sikkim
Tamilnadu
Tripura

Uttar Pradesh
West Bengal

Total States

Union Territories:

Andaman & Nicobar Islands
Arunachal Pradesh
Chandigarh .
Dadra & Nagar Haveli
Dethi :

Goa, Daman & Diu
Lakshadweep

. Mizoram

Tere o0

Total U, Ts-.
Grand Total .

Allocation
1975-76 1976-77
2 3
113.00 113.00
13.50 13.50
51.00 55,00
75.00 72.00
13.00 13.00
3.00 3.00
78.00 68.00
75.00 87.00
154,00 154.00
121.00 126.00
3.14 4.00
9.75 9.75
11.00 16.50
123.00 123.00
8.00 13.00
18.50 12.00
.. 6.00
52.75 70.00
6.00 6.00
54.75 62.00
84 .00 84.00
1067.39 1111.35
217 1.85
1.20 2.00
2.08 2.12
2.01 4.44
10.00 13.00
0.50 2.60
0.30 1.00
7.50 7.50
2.80 4.31
28.48 38.82
1095.87 1150.17

Source : Nutrition Division (Planning Commission).

States/UTs marked by astrick (*) appear to have under provided for SNP, since contribution from State Plans
for ICDS alone was expected at Rs. 8.21 Lakhs for Rural/Urban and Rs. 5.39 for Tribal Projects.
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TaBLe 4.5

Selected Capital Inputs Available al the Project Levels

Project Jeep Cycle Refrigerator  Typewriter Weighing Machines (No)
P.E.O. D.S.W.
] 2 3 4 5 6 7
I. Rural
1. Kambadur 1 5 2 1 120 120
2. Dhakuakhana 1 10 1 1 30 120
3. Tarapur . I 0 0 1 0 120
4. Kathura 1 10 1 1 0 120
5. T. Narasipur 1 NA 0 1 0 100
6. Kangan 0 10 | 1 0 65
7. Vengara . 1 0 1 1 100 100
8. Singroli | 10 1 1 100 165
9. Ukhrul . 1 0 1 1 0 110
10. Nurpur Bedi 1 10 1 I 0 115
11. Thalli 1 0 ! 1 100 100
12. Nilakottai 1 0 1 0 70 100
13. Chawmanu | 10 1 1 2 50
14. Shankargarh 1 10 0 1 0 145
15. Dalmau 1 12 1 2 40 120
16. Jawan 1 10 1 1 80 150
17. Man Bazar ] 10 0 1 0 120
Total (Rural) 16 107 14 17 642 1920
Average 0.9 6.7 0.8 .0 37.7 112.9
II. Tribal
18. Utnoor 1 0 0 1 0 120
19. Barajamda . | 0 1 1 0 60
20. Chhotaudepur . 1 15 1 1 0 80
21, Pooh 1 0 0 1 10 60
22, Tokapal 1 1) 1 1 30 75
23. Dharni 0 0 1 1 0 60
24, Subdega . 1 3 0 1 50 65
25. Garhi 1 10 1 1 0 140
Total {Tvihal) 7 40 5 8 90 660
Average 0.9 5.0 0.6 .8 11.2 82.5
III. Urban
26. Bombay 1 0 NA 1 81 105
27. Madras 1 0 NA 1 55 105
28. Calcutta . 1 0 1 1 35 105
29. Delhi 1 0 0 1 40 105
Total (Urban) 4 | 4 211 420
Average 1.0 0.5 .0 52.7 105.0
All Projects 27 147 20 29 943 3000
Average 0.9 5.3 0.7 0 32.5 103.4

10—2 DPC/ND/78



TaBLE 4.6

Flow of Selected Usable Items {non-health ) to the Project

Project First Aid  Vessels for  Files Health Kitchen Bathroom Building ~ Counting Paints &
Box drinking Records cards equipment equipment Blocks frame Brushes
) Registers
A N AI N A I N A I N AIN A I NA I N A I N A IN
1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28
1. Rural
1. Kambadur A A A N N A A A A
2. Dhakuakhana A A A A 1 A A A A
3. Tarapur 1 I A I I I I I
4, Kathura N N I A N N N N N
5. T. Narasipur A I I I A I - I I
6. Kangan N A N A .. .. .. I .. A .. .. .. .. N N A
7. Vengara I A A A N N N I N
8. Singroli I I A A I A I I A
9. Ukhrul A N I N A A A DA N
10. Nurpur Bedi- N N N .. N I I I N N
11. Thallh N N N A I N N A N
12. Nilakottai N N A I A N N N N
13. Chawmanu . 1 A 1 1 I I N N N
14. Shankargarh. 1 N 1 I N I 1 A I
15. Dalmau A N A A N A A A A |
16. Jawan | )| I | 1 I I I |
7. Man Bazar . A A A N N A I N I
Total (Rural) 5 7 5 7 3% 7 7 7 3 8 5 4 2 9 6 8 5 4 4 7 6 6 5 6 5 5 7

9



I. Tribal
18. Utnoor . A .. .. A .. ... A .. .. A .. .. .. .. N A

19. Barajamda . A .. .. .. ... N ... T .. A .. .. .. T .. .. 1
20, Chhotaudepur . ... I ... A .. .. A .. .. .. .. N .. T . A
21. Pooh . A . .. .. .. N A .. .. .. T .. .. T .. A
22. Tokapal . . .. .. N .. .. N .. 1T .. A .. .. .. 1T .. .. 1
93. Dharni . . . .. .. N .. .. N .. .. N .. .. N .. .. N

24. Subdega . . .. ... N A .. ..A .. .. ... N A .. .. A

25. Garhi . ; .. I .. A .. .. .. I .. A .. .. .. I .. .. 1

Total (Tsibal) . . 3 2 3 4 .. 4 4 3 1 4 1 3 1 5 2 4 3

[ 8]

I, Urban

26. Bombay . . ——N.A.

927. Madras . . .. .. N .. I .. .. .. N A .. .. .. I .. .. I

28. Calcutta . . .. NA L LA A L AL L I

29, Delhi . R r .. .. ... N .. T .. .. 1 .. .. I .. .. I

Total (Urban) . . .. 12 11 1 1 1 1 2 1 .. 1 2 .. .. 3

All Projects . . 8 10 10 12 4 12 12 11 S5 14 7 7 4 16 8 12 11

~1

A: Adequate; I: Inadequate; W: Nil; NA: Not Available.
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TaBLE 4.7

Provisions for Medicines at P.H.C.

Project Amount to be Amount provided Percentage
provided for ~ for medicines after
medicines by ICDS
the State

Govt. as pet
MNP pattern (Rs)*

1 2 3 4

I. Rural
1. Kambadur . : . .- . . 30000 30000 100.0
2. Dhakuakhana . . . . 26000 18000 69.2
3. Tarapur . . . . : . 28000 2200 7.8
4. Kathuta . . . . . . 30000 37400 124.7
5. 'T'. Narasipur . . . . . 60000 42000 70.0
6. Kangan ; .. ) . L 20000 3000 15.0
7. Vengara . . . . . . 36000 46000 127.8
8. Singroli . . . : . . 40000 NA .
9. Ukhrul . . : . . : 20000 NA ) ..
10. Nurpur Bedi . . : . . 24000 114238 475.9
11, Thalli : . . : . . 34000 18000 52.9
12. Nilakottai . . : . . . 32000 30000 93.7
13. Chawmanu . . . . . . 34000 NA ..
14. Shankargarh : . . . . 28000 21000 75.0
15. Dalmau . . . . . . 30000 34494 114-9
16. Jawan . . . . . . 34000 15000 44,1
17. Man Bazar . . . ) . . 30000 NA ..
Total (Rural) . . . . . . 536000 411332 76.7
II, Tribal
18. Utnoor . . . . . 30000 NA ..
19, Barajamda . L . . . 26000 4400 16.9
20, Chhotaudepur . . . . . 24000 12000 50.0
21. Pooh . . . . . . . 16000 4713 29.4
22. Tokapal . . . . . . 20000 18000 90.0
23, Dharni . } . . . . - 26000 NA ..
24, Subdega . . . . . . 20000 15600 78.0
25, Garhi . . ) . . . 36000 34520 95.8
Total (Tribal) . . . : . 198000 89233 45.06
11, Urban
26. ‘Bombay — NR : NA

(No provision)
27. Madras . . . . . . NR NA

{No provision)
28. Galculta . . ) . . .- NR NA

(No provision)
29. Dellu : . . . . . NR NA

(No provision)
Total (Urban)
All projects . . . . . . 734000 500565 68.2

*Source: Department of Social Welfare (Govt. of India).



TaBLE 4.8

Post ICDS Profile Regarding the Availability of Essential Equipment|Vaccines| Nuiritive Supplements at the PHC

Refrigerators Weighing  Equipment Small pox.  DTP/DT BCG TAB Iron/Folic ~ Oral Vit
Project ) machinc Vac. Acid A
A I N A I N A I NA I NA I NATNWATI1N AI N A I N
| 2 3 4 5 6 7 ¢ 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28
1. Rural
1. Kambadur A L I A I I .. I I I
2. Dhakuakhana 1 1 I o NA A N .. N A A
3. Tarapur 1 I A R | I .. .. 1T .. .. 1 .. .. 1
4. Kathura I I .. N A A N A .. .. .. .. N ..NA
3. T. Narasipur T L | A A A L. L I A . I
6. Kangan : A . A L L. A . AL AL . NA A A
7. Vengara . . A .. .. ..NA .. ..NA .. ..NA .. .. NA N N A A L.
8. Singroli . ... 1 .. .. 1 .. .. I .. ..NA .. .. I N N A A |
9. Ukhrul . A 0 0 o1 L AL L NA.- A L. A
10, Nurpur Bedi ) S I A A A A N N r .. .. T ..
11. Thalli I R e L . N N N N N .. .. N
12. Nilakottai I . NA —~—NA N N .. N .. NA
13, Chawmanu . A S I I A N .. .. N... T .. .. 1 I
14. Shankargarh . .. .. N I I A A .NA .. .. .. N A
15, Dalmau . . AL I A A A .. N N I A
16. Jawan . R r .. .. © .. .. A I | .. I I
17. Man Bazar . . .. .. N A .. .. .. 1 A A A A A A
Total (Rural) . .5 102 213 .. 4 10 T 12 S 4 2 3 3 8 2 5 8 7 7 3 6 8 I
1. Tribal
[8. Utnoor ) . .. .. N A .. A A .. .. .. .. N N A A
19. Barajamda . AL N | A . N N N .. 1 N
20. Chhotaudepur R A A A A . N A A
21. Pooh . . .. .. N A A A .- N N N A A
22. Tokapal . . A L. A A A A R | I A A
23 Dharni .o A A A N A A . A A
24. Subdecga . . .. .. N A A I I N N I N
25. Garhi . R | A A A I I N | N
Total (Tribal) 2 3 3 5 3 7 1 7 1 3 2 3 2 2 4 1 1 6 5 3 5 3




TasLe 4-8—Contd.

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28
I Urban :
26. Bombay . . : NA
27. Madras . _NA-
28. Calcutta . ... 1 .. A .. .. A .. . A .. .. A .. .. A .. .. A .. .. A .. .. A
29. Delhi . . . .. .. N A .. .. A .. .. A .. .. A . .. A .. .. A .. .. A .. .. A
Total (Urban} . ... b v o2 .0 .2 . .02 .00 2 .0 02 0 02 0 02 0.2
All Projects ) . 7 14 6 916 .. 13 11 121 1 .. 13 6 5 7 5 12 5 6 14 14 10 3 13 8 4

A: Adequate; I: Inadequate; N:Nil; NA: Not available.



TasBLE D.1

Position of the ICDS Staff

CDPO Dactors Supervisors LHV/PHN ANM Anganwadi
Project workers

A B A B ¢ A B C A B C A B C A B C
| 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19

I. Rural
1. Kambadur 1 1 1 1 1 1 . 5 J 5 2 2 2 10 10 10 100 50 30
2. Dhakuakhana T 1 1 1 1t s 5 5 2 2 2 8 8 8 100 100 100
3. Tarapur 1 1 1 | 1 5 4 4 2 2 2 8 5 5 100 81 81
4. Kathura 1 1 1 1 5 5 5 2 1 1 8 4 4 100 100 100
5. T. Narasipur 1 1 1 1 1 1 5 ] 5 2 2 2 8 3 8 100 98 96
6. Kangan | 1 1 1 1 4 4 4 2 8 6 6 100 51 31
7. Vengara 1 1 1 1 1 1 5 5 3 2 2 2 8 8 8 100 100 100
8. Singroli I 1 1 } 3 4 4 2 11 133 130 130
9. Ukhrul 1 1 1 1 ) 5 3 2 1 1 8 8 8 75 75 44
10. Narpw Bedi. 1 1 1 1 3 3 3 2 1 | 8 7 7 100 87 60
11. Thallr . 1 | 1 1 1 1 3 4 4 2 2 2 8 8 8 93 93 93
12. Nilakottai 1 1 1 1 1 1 5 | 3 3 2 8 100 100 100
13, Chawmanu . 1 l 1 1 5 3 3 2 > 8 100 50 50
14, Shankargarh 1 1 1 ] 1 1 5 5 3 2 2 2 8 6 6 148 105 105
15. Dalmau 1 1 1 1 1 5 2 2 2 2 2 8 8 8 100 99 87
16. Jawan . 1 1 1 1 | I 1 > 3 5 2 2 2 8 8 8§ 130 125 125
17. Man Bazar . 1 I I 1 5 2 8 4 4-- 100 92 | 43
Total (Rural) 17 17 16 17 10 9 84 67 65 34 21 21 141 98 98 1779 1339 1415
Percentage . 100.0 94.1 58.8 352.9 79.7 77.4 61.7 61.7 69.5 69.5 84.4 79.




TapLE 3.1—Contd.

89

1 2 3 4 5 6 7 8 9 [0 11 12 13 14 15 1o 17 18 19

1. Tyibal
18. Utnoor . . 1 1 1 1 1 1 5 2 2 2 2 2 8 3 3 100 52 52
19. Barajamda . . i 1 1 R 1 1 3 3 3 2 1 4 3 3 30 50 30
-20. Chhotaudepur . 1 1 1 1 1 1 3 3 3 2 2 2 6 4 4 63 61 61
21. Pooh . . . 1 1 1 1 1 1 3 3 3 2 4 2 2 50 50 30
22, Tokapal . . 1 | 1 1 3 3 3 2 4 48 48 48
23. Dharni . . 1 i 1 * 3 1 I 1 7 7 7 65 453 45
24, Subdega ; . 1 1 1 1 1 1 3 3 3 2 2 2 4 56 56 ‘54
25, Garhi . . . 1 1 1, 1 5 3 3 2 8 120 96 96
Total {Tribal) . . 8 7 7 8 6 5 28 21 21 15 7 7 45 29 20 552 458 4156
Pcrcentage . . 87.5 87.5 75.0 63.5 75.0 75.0 46.7 46.7 04.4 64.4 83.0 82.6

I, Urban
26. Bombay . . 1 1 1 1 1 1 4 4 4 3 3 100 - 100 100
27. Madras X . "1 1 1 ] 4 4 4 9 .. 100 100 100
28, Calcutta . . 1 1 1 1 1 1 2 2 2 2 2 100 98 98
29, Delhi . ) . i 1 1 1 1 1 4 4 4 4 4 4 .. .. .. 200 70 70
Total (Urban) . . l4 4 4 4 4 4 14 14 14 4 4 4 10 7 5 300 368 368
All Projects 29 28 27 29 20 19 126 104 102 53 34 34 196 137 135 2831 2415 2291
Percentage . . 96.5 93.1 69.0 71.4 65.5 82.5 81.0 64.2 ©64.2 69.9 68.9 35.3 80.9

A: Sanctioned; B: Appointed; C: In position.
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TaBrLE 5.2
Normal Health Staff (PHC)

Project Doctor LHV/PHN ANM
A B A B A B
L 2 3 4 5 6 7
1. Rural
1. Kambadur 1 1 3 3
2. Dhakuakhana . 2 | . . 6. 5
3. Tarapur 3 3 2 .. 8 8
4. Kathura 2 2 2 2 8 10%
5, T. Narasipur 4 4 4 4 12 12
6. Kangan 5 5 1 1 7 7
7. Vengara 2 -2 3 3 11 11
8. Singroli 3 3 3 1 15 10
9. Ukhrul 2 2 ! 1 8 8
10, Nurpur Bedi 2 2 2 2 8 8
11. Thalli 2 2 3 3 6 6
12. Nilakottal 2 2 2 2 12 12
13. Chawmanu . 8 7 2 .o 8 -4
14. Shankargarh 2 2 1 1 10 10
15. Delmau 3 3 5 5 22 21 **
16. Jawan 2 2 2 1 8 8
17. Man Bazar . 2 2 1 1 4 4
Total (Rural) 47 45 34 27 156 147
Percentage . 95.7 79.4 94.2
I, Tribal
18. Utnoor NA NA NA NA NA NA
19. Barajamda . 3 3 2 . 7 5
20. Chhotaudepur 3 3 2 2 9 9
21. Pooh . 1 .. 1 2 1
22. Tokapal 2 | 2 1 8 6
23. Dharni 3 2 2 .o 8 8
24, Subdega 2 2 2 2 6 6
25, Garhi 2 2 1 16 11
Total (Tribal) 16 13 12 5 56 46
Percentage : 81.2 41.6 82.1
HI. Urban
26. Bombay NA NA NA NA NA NA
27. Madras NA 20 NA* 18 NA* 54
28. Calcutta 11 8 2 2 12 12
29, Delhi 3 1 h 3 .. e
Total {Urban) 14 29 7 23 12 66
Percentage 64.3 71 .4 100.0
All Projects 77 87 53 55 224 259
Percentage . 87.C 69.8 91.5

A: Sanctioned; B: In position,
*Two ANMs under MNP.

**Includes ANMs of Indian Population Project (IPP),

11—2 DPC/ND/78
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TaBLE 5.2 (a)
Combined Health Staff

Project

Combined Combined

No, of

Doctor LHVs Combined ANMsre- ANM re-
- ANMs quired at  quiremen
1 ANMs; met(%)
5000 popu-
lation
1 2 3 4 5 6
I. Rural
1. Kambadur 2 2 13 18 72
2. Dhakaukhana 2 2 13 14 93
3. Tarapur 4 2 13 16 81
4, Kathura 2 3 14 18 78
5. T. Narasipur 5 6 20 36 56
6. Kangan 5 1 13 7 186
7. Vengara 3 5 19. 24 79
8. Singroli 3 1 10 28 36
9. Ukhrul 2 2 16 8 200
10. Nurpur Bedi 2 3 15 12 125
11. Thalli 3 5 14 22 64
12. Nilakottai 3 2 12 20 60
13. Chawmanu 7 . 4 10 40
14, Shankargarh 3 3 16 16 100
15. Dalmau 4 7 30 18 161
16. Jawan 3 3 16 22 73
17. Man Bazar 2 1 8 18 44
II. Tribal -
18. Utnoor Not available
19. Baiajamda 4 1 8 14 57
20. Chhotaudepur 4 4 13 12 108
21. Pooh 1 e 3 4 75
- 22, Tokapal 1 1 6 9 75
23, Dharni 2 .. 15 13 107
24, Subdega 3 4 10 8 125
25. Garhi 2 2 17 24 71
111 Urban
26. Bombay NA NA NA NA
27. Madras 20 18 56 NA
28. CQCalcutta 9 2 14 NA
29. Delhi 2 7 . NA
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All Projects

TaABLE 5.3
Training of Doctors, LHVs, and ANM;s in ICDS
Doctor L.H.V. A N.M.
Project
In Tra- 9 In Tra- 9, In Tra- 9
posi- ined age posi- ined age  posi- ined age
tion ton tion
2 3 4 5 6 7 8 9 10
I. Rural
I. Kambadur 2 2 100.0 2 2 100.0 13 13 100.0
2. Dhakuakhana 2 0 2 0 .o 13 0 ..
3. Tarapur . 4 0 .. 2 2 100.0 13 5 38.5
4. Kathura 2 2 100.0 3 3 100.0 12 12 100.0
5. T. Narasipur 3 5 100.0 6 4 66.7 20 13  65.0
6. Kangan 5 5 100.0 1 1 100.0 13 13 100.0
7. Vengara 3 3 100.0 5 5 100.0 19 11 57.9
8. Singroli . . 3 0 o] 0o .. 17 0
9. Ukhrul . . . 2 2 100.0 2 2 100.0 16 16 100.0
10. Nurpur Bedi 2 2 100.0 3 3 100.0 13 15 100.0
11, Thalli 3 1 33.3 5 0 14 0
12. Nilakottai 3 1 33.3 2 0 12 0 ..
- 13. Chawmanu 7 7 100.0 .. . - 4 4 100.0
14. Shankargarh 3 3 100.0 3 3 100.0 18 16 88.9
15. Dalmau . 4% 4* 100.0 7* 5% 71.4 30* 30* 100.0
16. Jawan . . 3 0 ‘e 3 0 .. 16 0 ..
17. Man Bazar 2 1  50.0 1 1 100.0 8 8 100.0
Total (Rural) 55 38 69.1 48 31 64.8 253 156 62.0
II. Tribal
18. TUtnoor Not available
19. Barajamda 4 0 l 0 . 8 0
20. Chhotaudepwr 4 0 - 4 4 100.0 13 0
21. Pooh ] 1 100.0 .. .. 3 0
22. Tokapal . | 0 | 0 6 0
23. Dharni 2 0 .. .. 15 0
24, Subdega 3 0 .. 4 0 .. 10 .. ..
25, Garhi 2 2 100. 2 2 100.0 15 15 100.0
Total {Lribal) . 17 3 17.6 12 6 50.0 70 15 21.4
Il Urban
26. Bombay . . . . . I+ 1§ 100.0 NA NA NA 3% 37 100.0
27. Madras 20 NA - 18 NA 56 NA
28. Qalcutta 9 ! 11.1 2 0 .. 14 0
29. Delhi 2 0 7 4 57.1
Totali Urban) 32 2 6.0 27 4 1+.8 70 3 4.1
104 43 41.3 87 41 47.1 393 71 18.1

*Includes IPP Health Staff.

1No information is available for noimal health staff.
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TasLE 5.4
Background of L.H.Vs.

Age(yrs) , Educational qualification
Project
Below 20-25 Above N.A. Below High/ Gra- N.A.
20 26 Mat- High- duate
ric. er and
Sec. above
1 2 3 4 5 6 7 8 9
1. Rurdl
1. Kambadur . . . . . N . .e .. 2 ‘e 2 .o .
2. Dhakuakhana . . . e . . . ‘e 1 1 . 2
3. Tarapur . . . . .. . . .. .2 4
4. Kathura . . . . . . . . . 1 .o - . 1 .. ..
5. T. Narasipur . . . , . . . e ‘e . 2 .. . .. 2
6. Kangan . . . . .. - .. .. .. ..
7. Vengara . . . . . . . . .. .. 2 .. . 2
8. Singroli . . ) . . : . ..
9. Ukhrul . . . . . . . 1 1
10, Nurpur Bedi . . . . . . . - . 1 .. .. 1 .. -
11, Thalh . ] . . . . . . . | 1 - . .. .. 2
12. Nilakottai . . . . . . . .. 2 2
13. Chawmanu . . . e . . . - V.
14. Shankargarh . . . . . . . .. 1 i .. .. 2 .. ..
15, Dalmau . . . . . . . . - ., 1 1 .. 1 .. 1
16. Jawan . . . . . . . . .. .. .. 2 .. 2
17. Man Bazar . . . . . .. .
Total (Rural) . . . . . . ‘e 4 14 5 2 16 .. 5
Percentage . . . . . . .. 17.4 60.9 21.7 8.7 69.6 .o 21,7
II.  Tribal
18. Ultnoor . . . . . . . . ‘e . 2 . .. 2
19. Barajamda . . . . . . . 1 .. .. 1 ..
20. Chhotaudepur . . . . . . - 2 2 . 1 3
21, Pooh
22. Tokapal
23. Dharni ..
24, Subdega . . . . . . .. . 2 2
25, Garhi . . . . . . . . - .. 2 2
Total (Tribal) . . . . . . . 3 8 2 9
Percentage . . . . . oo 27.3 72,7 18.2 81.8
111, Urban
26. Bombay . .
27. Madras . . . . . . . ..
28. Galcutta . . . : . o . .o .. ‘e . . .. ..
29, Delln . . . . . . . . ‘e .. 4 .. .. 3 1
Total (Urban) . . . . . . - . 4 .. . 3 1
Percentage . . . . . . . .. 100.0 . .. 75.0 25.0 ..
All Projects . . . . . . . .. 7 26 5 4 28 i 5

Percentage . . . . . . .. 18.4 68.4 13.2 10.5 73.7 2.6 13.2
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TABLE 5.3
Background of the ANMs.

Age(yrs) Educational Qualifications
Project Below 20-25  Above N.A. Below  Gradu- N.A.
: 20 26 Matric/ ate and

. High; above

* 13-

Higher
Sec.
1 2 3 4 5 6 7 8
I, Rural
1. Kambadur 3 7 10
2. Dhakuakhana 8 . 8 ..
3. Tarapur 1 2 2 2 3
4, Kathura 2 2 4 ..
5. T. Narasipur 1 3 4 4 4
6. Kangan 2 4 6
7. Vengara . . .. 2 6 .. 8 .. ..
8. Singroli . NA NA NA NA NA NA NA
9, Ukhrul . 2 6 .o 8
10. Nurpur Bedi 4 3 7
11, Thalli . 2 6 8 ..
12, Nilakottal 2 10 .. 10 9
Chawmanu . Not appointed so far
14, Shankargarh 1 6 1 7 1
15. Dalmau 4 4 8 ..
16. Jawan . 3 5 3
17. Man Bazar 4 4
Total (Rural) 3 50 53 6 90 22
Percentage 2.7 44 6 47.3 5.4 80.4 19.6
II. Tribal ’
18. Utnoor 3 3 3 3
19. Barajamda .. 3 .. 3 .
20, Chhotaudepur ) 7 13
21. Pooh . 2 . .. 2
22, Tokapal . . — Not appointed so far —
23, Dharni . . 7 .. 7 ..
24. Subdega 3 1 .. . 4
25, Garhi 3 1 4 ..
Total (Tribal) 14 22 3 32 7
Percentage 35.9 56.4 7.7 62.0 17.9
I, Urban
26. Bombay 3 .. 3
27, Madras 2 .. 2
28, Calcutta 2 .. 2
29, Delhi Not appointed so far
Total {Urban) 7 .. 7
Percentage 100.0 .. 100.0
All Projects 3 64 82 9 129 29
Percentage 1.9 40.5 51.9 5.7 81.1 18.9
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TarBLE 5.7

Background and Training of Supervisors

Age (yrs) Educational Training in ICDS
— —— Qualifications —
Project Below 20-25 Above N.A. — Trai- Un-  N.A, Total
20 26 Below High/ Grad- N.A. ned tai-
Mat- High- uate ned
ric er &
Sec. Above
1 2 3 4 5 6 7 8 9 10 11 12 13
I.  Rural
1. Kambadur .. . 5 e 4 1 5 .- . 5
2.  Dhakuakhana . .. 5 .. 5 . 5 . .. 5
3. Tarapur - . 2 2 2 .. 2 4 .. . 4
4, Kathura 1 3 1 . 3 2 5 - . 5
5. T. Narasipur .. . 3 2 5 . 5 .. . 5
6. Kangan 4 .. .. .. 4 . 4 . .. 4
7. Vengara . 4 | 3 | 1 4 .. 1 5
8. Singroh 2 2 .. 4 . 4 .. . 4
9. Ukhrul . I 2 .. 3 3 . 3
10.  Nurpur Bedi - 3 3 .- 3 . 3
11. Thalh 4 .. 4 4 .. 4
12. Nilakottai 2 1 3 . 3 . 3
13. Chawmanu 3 o 1 2 3 .. 3
14, Shankargarh . 5 . ] 4 5 . 3
15. Dalamau . . 5 .. 5 3 2 e 5
16. Jawan . 5 2 3 4 1 5
17. Man Bazar . - .. .. .. ‘e
Total (Rural) 1 10 51 6 .. 36 29 3 64 3 1 68
Percentage 1.5 14.7 75.0 8.8 .. 52,9 42,6 4.4 9.1 4.4 1.5
II.  Tribal
18. Utnoor . 2 2 .. .. . 2 2
19. Barajamda . 3 3 .. 3 .. 3
20. Chhotaudepur 2 1 3 2 1 3
21. Pooh .. 3 1 2 3 .. 3
22. Tokapal 3 .- . 3 3 3
23. Dharm . 1 1 1 . |
24. Subdega .. 3 1 2 3 .. 3
25, Garl 2 1 3 2 1 3
Total (Tribal) 7 14 .. 3 5 13 .. 17 2 21
Percentage 33.3 66.7 .. 14.3 23.8 61.9 .. 8.9 95 9.5
I, Urban
26, Bombay 4 .. . . .. 4 3 1 4
27. Madras . 4 . . 4 . 4 . 4
28. Calcutta . 2 . . 2 .. 2 2
29  Delhi 4 .. .- .. 4 2 2 4
Total {Urban) . 4 8 2 . 4 10 . 9 5 14
Percentage 28.6 57.1 14.3 28.6 71.4 .. 064.3 35.7
All Projects I 21 73 8 3 45 52 3 90 10 3 103
Percentage 0.9 204 70.9 7.8 2.9 43.7 50.5 2.9 87.4 9.7 2.9




TABLE 5.8

Backgrownd and Training of AWWs

9L

Age (Yrs.) Edunl. Qualifications Training in ICDS
Project
Below 20—25 Above N.A. Below High/ Grad- N.A. Tra- Untra- N.A, Total
20 26 Matric High- uate ined ined
er Sec. &
above
1 2 3 4 5 6 7 8 9 10 11 12 13
1. Rural

1. Kambadur . . . . Not yet received
2. Dhakuakhana . . . 64 35 1 92 8 y .. 100 . .. 100
3. Tarapur . . . . 25 49 7 . 80 1 .. e 81 .. .. 81
4. Kathura . . . . 10 70 18 2 68 31 1 100 .. . 100
5. T.Narasipur . . . 8 65 23 2 49 9 .. .. o8 . . 98
6. Kangan . . . . 27 13 3 8 41 10 . .. 45 6 .. 51
7. Vengara . . . . 5 24 8 63 53 47 .. '. . 74 1 25 -100
8. Singroli . . . . 11 26 55 4] 30 61 2 40 93 . 40 133
9. Ukhrul . . . . 15 25 3 32 . 42 2 - 31 75% . . 75
10. Nurpur Bedi . . . 32 23 3 .. 21 39 .. . 60 .. .. 60
11, Thalli . . . . 13 27 3 50 .. 43 .o 50 93t . 93
12. Nilakottai . . . . . .. 100 . - .. 100 . 49 51 100
13, Chawmanu . . . . - 23 27 . 23 26 1 ‘e 30 .. .. 50
14, Shankargarh . . . 28 56 21 .73 30 2 .. 105 . . 105
15. Dalmau . . . . 18 55 24 - 49 45 .. 3 28 69 . 97
16. Jawan . . . . 14 59 52 . 61 60 4 Ve 31 94 . 125
17. Man Bazar , . . . 15 22 6 . 31 12 .- .. 43 . 43
Total (Rural) . 285 572 256 298 645 501 40 225 1076 219 | 116 1411

Percentage -, . 20.2 40.5 18.1 21.1 45.7 35.5 2.8 15.9 76.3 15.5 11.8




_II.
Mo

gzlaN/Oda e

18,
19,
20.
21.
22.
23.
24.
25.

111

26.
27.
28.
29.

Tribal

Utnoor

Barajamda

Chhotaudepur . .

Pooh
Tokapal
Dharni
Subdega
Garhi .

Urban
Bombay

Madras
Calcutta

Delhi

Total (Tribal)

Percentage .

Total (Urban)

Percentage .

All Projects .

Percentage

28

47

16

61

31 4 96 96
14 33 3 39 11 50 50
12 45 6 53 10 621 1 633
13 31 6 47 3 50 50

7 35 6 20 28 . 48 48
2 35 8 11 34 25 20 45
. 49 5 39 15 54 54
18 53 25 87 9 96 96
94 328 75 5 357 141 . 4 481 21 502

18.7 65.3 149 1.0 71.0 28.1 1.0 95.8 4.2

22 61 17 36 64 100§ 100§
q T T 100 100 100 100
11 51 36 78 20 98 98
8 37 25 5 49 16 70 : 70

41 149 78 100 41 291 36 368 368

11.1 40,5 21.2 27.2 11.1 79.1 9.8 100

420 1049 409 403 1043 933 76 229 1925 240 116 2281

18.4 46.0 17.9 17.7 45.7 40.9 3.3 100 844 105 5.1

*31 undergoing training,.

+50 undergoing training.

Details not available.

$Two expired recently, stcps have been taken to fill the post.

§21 AWWs are under training.

AWWs are in the age group of 20—30.

LL



TasLE 6.1

Functioning of the Coordination Commitiee in the ICDS Projects

Whether  If yes, Date of Composition Meeting and attendance
Coordi- Constitution.
Project nation Officials Non- Male  Total No.of Av. attendance
Committee (nos.)  officials meeting
formed (nos.) Official Non- Total
Yes/No official
1 2 3 4 5 6 7 8 9 10 11
1. Rural
1. Kambadur Yes 13-5-76 7 1 ) 7 1 7 1 3
2. Dhakuakhana Yes 10-5-76 9 2 10 11 1 8 1 9
3. Tarapur Yes 23-11-76 7 3 9 10
4. Kathura Yes 4-5-76 7 2 7 9 1 6 6
3. T. Narasipur . Not yet formed :
6. Kangan Not yet formed
7. Vengara Yes 22-11-75 4 3 -3 7 i 4 3 7
8. Singroli . Yes 22-11-75 6 6 N.A. 12 Nil Nil Nil Nil
9. Ukhrul Yes Nov. 75 7 3 9 10 1 6 1 7
10. Nurpur Bedi . Not yet formed -
11. Thalli Yes N.A. 7 Nil 5 7 1 6 . 6
12,  Nilakottai Yes* June 76 7 1 5 8 Nil
13. Chawmanu Yes 2-10-76 10 5 12 15 Nil . oo
14.  Shankargarh . Yes 20-12-75 5 1 3 6 4 4 1 5
15. Dalmau Yes 29-9-75 3 1 4 4 2 3 1 4
16.  Jawan Yes 1-12-75 5 1 5 5 2 4 1 5
17. Man Bazar Yes 24.1.76 6 3 8 9 1 3 3 6
Total (Rural) 14 90 32 85 120 15 51 12 63
Average . 6.4 2.4 6.5 8.6 1.5 5.1 1.5 6.3




If. Tiriba!
18, Utnocor

19, Barajamda

20, Chhotaudrpur

21, Pooh

22, Tokapal
23. Dharni
24, Subdega
25. Garhi

I Urban
26. Bombay

27. Madras
286, Calcutta
29;  Delhi

.

All Projects
Average

No. reporting

Total (Tribal)
Average

Total

Average

Yes 12-5-76 7 1 6 8 .
Not yet formed
Yes 5-8-76 4 10 12 14 1 4 7 11
—Not yet formed
Yes 31-10-75 3 2 6 7 5 5 2 7
—Not vyet formed
—Not yet formed
Yes N.A. 4 1 5 5 . . . .o
4 20 14 29 34 9 18
5.0 3.5 9.2 8.5 3.0 4.5 4.5 9.0
Not vyet formed—
Not vet formed
Yes 1975 5% 3 NA 8 NA NA NA NA
Yes 10-9-76 7 1 4 8 1 5 1 6
2 12 4 16 1 5 1
6.0 2.0 4.0 8.0 1.0 5.0 1.0 6.0
20 122 50 118 170 22 65 22 87
6.1 2.5 6.2 8.5 1.6 5.0 1.8 6.2
20 20 19 20 14 13 12 14

*Committee formed at the district level.

1Tswo more members are yet to be nominated by Directorate of Public Relations and Delhi Council of Child Welfare.

64
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TABLE

Date of Commencement of ICDS Supplementary

Month/year

Contribution by

Project
of start Admn, Fuel/ Pulses Cereals Swee- Food Uten-
Trans-  condi- tners  pro- sils
portation ments- cessing
sund- charges
ries
1 2 3 4 5 6 7 8 9
I. Rural
1. Kambadur June 76 + + +
2. Dhakuakhana Aug. ’76 +
3. Tarapur . Sept. *76 + + +
4, Kathura Aug. 76 -+ 4 +
5. T. Narasipur Mar. *76 + + + + -+
6. Kangan Sept, '76 4 +
7. Vengara . Apr. 76 -+
8. Singroli Do. +
9. Ukhrul . Jun. ’76 -+
10, Nurpur Bedi Aug. ’76 +
11. Thalk Sept. ’76 +
12, Nilakottai Apr. ’76 -+
13. Chawmanu . . Sept. 76 + 4-
14. Shankargarh . . Oct. ’76 + + + 4 1+
(Interruption in feeding) ‘
15, Dalmau N.A.
16, Jawan Not Started
17. Man Bazar Jun. ’76 - A +
Total
I, Trbal
18. Utnoor May. *76 +
19. Barajamda Apr. 76 + + j: +@ +
20. Chhotaudepur . Feb, '76 +
21. Pooh : . N.A. +-
22, Tokapal . Oct. ’76 +
23. Dharni N.A. +
24, Subdega . Aug,’76 + 1 2 3
95. Garhi Feb. '76 + 4 + T + +
Total
1. Urban*
26. Bombay Nov. ’76 + +
27. Madras Nov. ’75
28. Calcutta . Apr.’76 + + +
29. Delhi N.A, + No information
supplied———
‘T'otal
@Wheat/Rice; !: Mung; 2:Ragi; 3:Jaggery

*Date of [eeding beyond the 25thof a -month has been counted as the next montlh. The information
SFGS: Soya-Foitified-Soighum-grits, SFBW: Soya-Fortified-Bulger-Whea t, Bulger: Bulger-Wheat, Oil
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7.1

Nutriton Agencies and Commoditres Programmed.

State Govt. Care WFP
Provi- Oth- NR Bala CSM SF  SF Bul- Oil  SKFB SF  Buti- World NR Others
sion for ers har SG BW ger SG  eroil Bank
severely
malnou-
rished
10 11 12 13 14 15 16 17 18 19 20 21 22 23 24
+ + + +
L -
+ +
+ +
+ +
+ + 4+
4+
+ X
+ + + +
+ +
+ +
+ +
+
+ + +
-+ + +
+ + +
+ + +(Milk powder
+ + (CARL)
-+ + + -+ (Sukadi
-+ + + CARE)
+
-+ -+ +
+ + + (WFP will take
= + o+ Supply |
L .
CARE commodities CPRIQE)IOHI

for the table 7-1 and 7-2 was collected between September and Dceccember, 76, CSMs: Coin-Soya-Mlilk,
Refined Peanui/Salad oil, SFB- Soy-Fortified-Bulger.
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TABLE

Achievement in Supplementary Feeding Versus

0—1 year 1—3 year
Project Total _——
Population TP A oA TP A %A
1971 Census
1 2 3 4 5 6 7 8
I. Rurel
1. Kambadur 87715 2631 “. 5262
2. Dhakuakhana 72028 2160 .. .. 4321 .. ..
3. Tarapur . 83811 2514 205 8 5029 1230 24
4. Kathura . 87200 2616 . .. 5232 327 6
5. T. Narasipur 182340 5470 ‘e 10940 .. ..
6. Kangan 35684 1070 ) .. 2141 .. ..
7. Vengara . 121956 3459 .. 7317 5000* 46
8. Singroli 139371 4181 . 8362 .. ..
9. Ukhrul 34555 1036 . .. 2073 4094* 132
10. Nurpur Bedi 57021 1710 1470 86 3421 1819 53
11, Thall 113345 3400 .. . 6800 305% 3
12. Nilakottal 102247 3067 612 20 6134 1423 23
13. Chawmanu 49763 1492 . .. 2985 .. ..
14, Shankargarh 82360 2470 . . 4941 .. .
15, Dalmau 88454 2653 . .. 5307 3485 44
16. Jawan 112097 3362 . - 6725 .. -
17. Man Bazar 91356 2740 5481
Total (Rural) 1541303 42869 2287 5 85746 17683 21
II. Tribal
18. Utnoor 93823 2814 2806 74 5629 2612 46
19. Barajamda ) 67938 2038 180 9 4076 720 15
20. Chhotaudepur . 60362 1810 460 25 - 3621 2561 71
21. Pooh . 16413 492 632 129 985 946 96
22, Tokapal . 43922 1317 .. .. 2635 1257* 32
23. Dharni 64682 1940 630 35 3881 1236 32
24, Subdega . 38718 1161 206 18 2323 528 23
25. Garhi 115930 3478 .. .. 6956 - ..
Total (Tribal) . 501788 15050 4244 28 30106 9870 33
R + T Total & 9% 1930994 37919 6531 11 115852 27553 24
Irr. Urban
26, Bombay 608168 18245 ‘e 36490
27. Madras 100000 3000 . 6000 .. ..
28. Qalcutta 238026 7141 14281 396 3
29. Delhi No information
Total (Uiban) . 946194 28386 56771 396 1
All Projects 2877186 86305 6531 8 172623 27949 16

T.P. Calculated available target population; A: Achievement;
#*)—3 years— Vengara, Ukluul, Thalli; @Pregnant women & Lactating Mother—Thalli and Pooh;
$0.5 +ycars—Chawmanu, Shankargarh, Man Bazar, Kambadur.

% A: % Achievement,



7.2

Target Population at the Project Level
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35+ years Pregnant women Lactating mothers
TP A %A TP A %A TP A %A
9 10 11 12 13 14 15 16 17
7017 5748% 39 3508 .. - 5263 .
5762 2900 24 2881 . . 4321 . -
6705 1845 28 3352 340 10 5029 339 7
. 6976 2000 29 3488 200 6 5032 137 3
14587 4281 29 7293 .. .. 10940 .. ..
2854 1200 42 1427 .. .. 2141 . .
9756 4000 41 4878 500 10 7317 500 7
11150 4001 36 5575 187 3 8362 256 3
2764 11321 410 1382 1746 126 2073 2497 120
4561 2663 58 2280 531 23 3421 140 13
9067 1600 18 4533 .. .. 6800 827 (v 7
8180 1867 23 4090 647 16 6134 612 10
3981 145071 17 1990 . .- 2985 . .
6588 40601 29 3294 500 15 4941 612 12
7076 . . 3538 490 14 5307 961 18
8967 . . 4483 . . 6725 . -
7308 66217% 43 3654 532 15 5181 615 111
114332 21497 45 61646 5673 10 92272 8826 10
7505 3022 40 3752 320 9 5629 842 15
5435 2160 40 2717 180 7 4076 360 9
4328 2507 52 2414 507 21 3621 230 6
1313 1262 96 656 .. . 985 772 47
3513 1711 49 1756 250 14 2635 815 31
5175 1437 28 2587 .. .. 3881 833 13
3097 5000 161 1549 95 6 2323 280 12
9274 2350 25 4637 . . 6956 .- -
40141} 19449 48 20068 1352 7 30106 4132 14
154473 70946 46 77231 7025 9 115433 12958 11
48653 4298+ 4 24327 .. 36490
8000 . .. 4000 . .. 6000 .
19042 2310 12 9521 59 1 14281 63
No information
75695 6608 9 37848 59 56771 63
230168 77554 34 115079 7084 6 172224 13021 8
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TABLE 7.3

Availability of major Cereals, Pulses, Oilseeds and Sugarcane Crops as polential Sources of Locally Available Food Supplement

Project Kharif Rabi Summer
1 2 3 4
I.  Rural
1. Kambadur . Horsegram, Jowar, Bajra, Gioundnut, Castor Paddy, Groundnut .o
2. Dhakuakhana Paddy Paddy, Pulses Paddy, Mustard
3. Tarapur Paddy, Maize, Pulses Wheat, Pulses, Jowar Maize
4. Kathura . Bajra, Paddy, Sugarcane, Jowar, Giwara Wheat, Gram, Oilseeds
5. T. Narasipur Paddy, Jowar .
Paddy, Ragi,
Groundnut,
Sugarcane,
Horsegram
6. Kangan Paddy, Maize Wheat, Oilseeds .
7. Vengara . Paddy, Tapioca, Coconut Paddy Paddy, Ragi
8. Singroli Paddy, Millet, Arhar, Blackgram, Til Mustard, Potato
9. Ukhrul Paddy, Maize Oilseeds, Pulses, Vegetables
10.  Nurpur Bedi Maize, Groundnut, Bajra Wheat, Gram .
11.  Thalli Paddy, Ragi, Jowar, Groundnut, Sugarcanc Paddy, Mustard Paddy,Ragi,Grou-
Arhar, Mustard ndnut, Redgram
12.  Nilakottai Paddy, Jowar, Bajra, Ragi, Groundnut Paddy, Jowar, Groundnut,
Sugarcane .
13. Chawmanu Paddy, Pulses, Sugarcane Wheat, Pulses, Potato, Paddy
Mustard
14. Shankargarh Paddy, Jowar, Bajra, Arhar, Til Wheat, Barley, Gram, Maize
Mustard
15. Dalmau Paddy, Jowar, Arhar, Bajra Wheat, Barley, Gram, Pulses, Millet
Pulses
16.  Jawan Maize, Baira, Sugarcane Wheat, Barley
17. Man Bazar Paddy, Maize, Wheat, Oilseeds
11, Trbal
18. Utnoor Jowar, Blackgram, Paddy, Groundnut, Wheat, Bengalgram
Redgram
19. Barajamda Paddy, Maize, Pulses Wheat, Pulses, Oilseeds Paddy
20. Chhotaudepur Paddy, Jowar, Maize, Groundnut, Pulses Wheat, Jowar
21. Pooh Millets, Pulses, Potato Barley, Whea:
22. Tokapal Paddy, Maize, Til Horsegiam, Mustard,
Sugarcane
23. Dharni Paddy, Jowar, Arhar, Pulses Wheat, Gram, Pulses
24, Subdega . Paddy, Pulses, Sugarcane Pulses, Wheat
25. Garhi Maize, Paddy, Blackgram, Arhar, Sugarcane Wheat, Gram, Musta1d
T Urban 'As per the Ration Caid System)
26. Bombay Wheat, Rice, Sugar
27. Madras Do.
28. CQCalcurta . Do.
29. Delhi Do.




TABLE

7.4

Erequency of Supply of the Flood Commoditics by Different Agencies (1976-77)

Project Once a month Ongce in three months & A smooth Repor ted
above Logistical Interrup-
’ —— supply tion
State CARE WFP  State CARE WFP with no
Govt. - interrup-
tion
! 2 3 4 5 6 7 8 9
I. Rural
1. Kambadur Yes . - . Yes
2. Dhakuakhana .. .. ) .. Yes Yes
3. Tarapur Yes .. . : . Yes
4, Kathura . . Yes . . Yes
5. T. Narasipur Yes Yes . .e .. Yes ..
- 6. Kangan .. . . . Yes .. Yes
7. Vengara . . Yes . . Yes .
8. Singroli : - . Yes Yes .
9. Ukhrul . . Yes Yes - Yes ..
10. Nurpur Dedi* . . . . . . Yes
11. Thalh Yes . .o ] . Yes .
12. Nilakottai .. Yes .. . . . Yes
13. Chawmann Yes . Yes . . . Yes ..
-14. Shankaigarh .. .. . . .. Yes
15 Dalmau Yest . Yes ..
16. Jawan NR—-
17 Man Bazar Yes Yes Yes .o
Total (Rural} . 4 5 5 1 1 2 13 3
II.  Tribal
18. Utnoor .. Yes e . .. Yes
19. Barajamda . Yes e Yes . .. Yes . .
20. Chhotaudepur . .. . . . Yes . Yes ..
21. Pooh .. . Yes . Yes
22. Tokapal Yes . . . . Yes ..
23. Dharmi . Yes .. .. Yes
24. Subdega . .- Yes .. Yes .
25. Garhi . Yes .. Yes
Total (Tribal) . . 1 3 1 | 2 | 5 3
HI. Urban
26. Bombay . . Yes
27. Madras No Supply— —
28. Calcutta . es .. Yes Yes
29. Delhi NR
Total (Urban) . 1 .. 1 2
Al Projects 5 8 6 3 3 4 20 6

*1n ca<e of Nurpur Bedi and Bombay, daily supply of Bread and Bun by the CARE and State Govl. respecuively

have been reported.
tWorld Bank,
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TABLE 7.5

Storage Facilities and Condition of Food Commoditie

Storage Facilities

Condition of Food Commodities

Project CDPQOs School SDOs  Pan- Rented PHC Pucca Food Good  Faw Poor Very Not re-
Office  Building qis. chayat Rooms Office godown Dept Poor levant
office Godown Not
avai-
lahle
1 2 3 4 5 6 7 8 9 10 11 12 13 14
1 Rurall
1. Kambadur Yes : Yes . .
2. Dhakuakhana Yes Yes
3. Tarapur Yes ———————  Yes .
4. Kathura Yes Yes
5. T.Narasipur Yes V‘ Yes
6. Kangan Yes Yes s
7. Vengara Yes Yes -
8. Singroli Yes Yes
9. Ukhrul Yes . Yes
10. Nurpur Bedi NR. Yes
11. Thalli Yes Yes
12. Nilakottai Yes Yes
13, Chawmanu Yes Yes
14, Shankargarh NR .. Yes
15, Dalmau Yes Yes .
16. Jawan NR. Yes
17. Man Bazar Yes .e Yes
Total (Rural) 6 1 4 i 1 ] 7 3 1 3 3




. Tribal
18. Utnoor Yes Yes .
19. Barajamda Yes Yes Yes
20. Chhotaudepur Yes Yes .
21. Pooh Yes Yes
22. Tokapal Yes - Yes .
23. Dharni N.R. Yes
24, Subdega Yes Yes
25, Garhi Yes Yes .o
Total (Tribal) 4 1 i 1 2 5 1
Il Urban
26. Bombay NA Yes
27. Madras Nil. Yes
28. Calcutta Yes Yes
29, Delhi N.R. Yes
Total (Urban) 1 1 3
All Projects 11 i 1 4 1 2 9 8 2 7




TaeLE 8.1

Pre ICDS Utilization of Selected Child Health Service through the PHC Health Centre Complex (April 1975-March, 1976).

Project PHC  Popu- Well Baby Immunisation Nutritive Supplement Re-
Sub- lation  Cinics — ferral

Centres of 0-5-+ D.P.T. B.C.G. Polio  Primary Iron & Oral Vita-  Other

Yrs. Small pox Folic min A Nutri-

Children Vac cine Acid tional

Services
1 2 3 4 5 6 7 8 9 10 11 12
I. Rural

1. Kambadur 17 14910 6045(41) 491(3) 0(0) 0(0) 2506(17) 00 0(0) 010y 0(0)
2. Dhakuakhana 5 12243 0(0)  1198(10) 0(0) 0(9) 0(0) 0:0)  6000(49) 0(0) 0(0)
3. Tarapur 16 14248 0(0) 145(1) 0(0) 145(1) 1076(9) 0(0) 9(0) 0(0) 0{0)
4, Kathura 12 14824 2728(18) 070) 0(0) 0(0) 4224(28) 0(0) 0{0) 0(0) 0{0)
5. T. Narasipur 20 30997 0(0) 669(2) 0(0) 0(0)  11271(36) 0(0) 5053(16) 0(0) 0(0)
6. Kangan . . 5 6065 600(10) 50{%) (0)0 0(0) 1394(23) 0(0) 15000(247) 0{0) 0(0)
7. Vengara 20 20732 494(2) NA NA(—) NA{(—) 8161(39) 1655(8)  1362(7) 0.0) 0(0)
8. Singroli 15 23693 305(1 188(0) NA(0) 0(0) 54(0) 0(0) 890(4) 0(0) 0(0)
9. Ukhrul 12 5873 7(0) 0(0) 0(0) | 0(0) 982(17) 0(0) NA(—) 0{0) NA(—)
10, Nurpur Bedi. 16 9692 6045/63) 491(5) 0(0) 751(8) 1840(19) 0(0) 0(0) 0(0) 2(0)
11. Thalli . 10 19267 42(0)  3269(17) 0(0) 0(0) 4431(23) 0(0) 3847(20) 0(0) 0{0)
12. Nilakottat NA 17381 504(3) NA NA(—) NA{—) 2018(12) INA(—) 858(5) 00y 12(0)
13. Chawmanu . NA 8458 6570} 0(0) " 0(0) 0(0) 1834(22) 0{0) 15289(180) 070) 2(0)
14, Sliankargarh. 3 13999 75(0) 200(1) 150(1) NA— 31672) NA(—Y NA(—) NA(—) NR(+)
15. Dalmau 21 15036 1497(10)  1179(8) 0(0) - 0(0) 3485(23) 0(0) 4000(27) 0(0) NA(0)
16. Jawan . 16 19054 444(2) 71(0) . 0{0) 00y  "3313(17) - 593(3) 0(0) 0(0) 0(0)
17. Man Bazar . 2 15529 6(0) 210(1) (0) 0(0) 1238(8) 210(1) 0(0) 0(0) 0O
Total (Rural) 180 262001 18851(7)  8161(3) 150(0)  896(0)  48143(18)  2438(1) 52411(20) 0(0) 16(0)
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I, Tribal

18. Utnoor . . 16 15348 NA
19. Barajamda . . 3 11549 0{0) 0(0) 0(0) 010) 424(4) 0(0) 0(0) 0(0) 12(0)
20. Chhotaudepur ., 15 10253 1862(18) 286(3) 8317(81) 0(0) 1426(14) 0(0) 0{0) 0(0) NA(0}
21, Pooh . . . ] 2770 0(0) 0(0) 0(0) 0(0) 0(0) 0(0) 70(3) 0(0) 0(0)
22. Tokapal . . 12 2910 9(0) 176(0) 0(0) 000) 0(0)  1698(5) 2515(85) 0(0) 0(0)
23. Dharni . . 8 7465 NA(--) 0(0) 0(0) 0(0) 2957(4) 0(0) 0(0) 9(0) 0(0)
24. Subdega . . 3 6581 857(13) 0{0) 0(0) 0({0) 643(10) 070} 700(11) 070) 6(0)
25. Garhi . . . 23 19708 0(0) 1118(6)  1560(8) 2230(11) 7974(40) 0(0) 0(0) 0(0) NA(—)
Total (Tribal) . 81 76584 2719(4) 1580(2)  9877(13) 2230(3) 13424(18) 1688(2) 3285(4) 9(0y 18(0)
1. Urban
26. Bombay 6 103388 NA{(—)  490/0) 8845(9) 20646(20) 22987(22) NA{-—) NA(—) NA(-) NA{-)
27. Madras . . 5 170600 — NA —
98. Calcutta . . NA 40464 (0) 0(0) 0(0) 0(0)  5404(13) 000) . 0(0) 00  0(0)
29. Delhi . . 3 () 2346(0)  1943(—) 0(0) 506(0) 24(0) 0(0) 010) 0(0) 0(0)
Total (Urban) . 14 160852 28464(18)  2433(2)  8845/5) 21152(13) 28415(18) 0/0) 0(0) NA(0) NA(—)
All Projects . . 275 499437 50034(10)  12174(2) 18872(4) 24278(5)  89982(18)  4156(1)  55696(11)  9(0) 34(—)

Percentages in Parentheses.
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TaBLE 8.2

Pre-ICDS-Utili zation of Selected Maternal Health Services through the PHC or Urban Health Centre Complex ( April 1975-March 1976)

Project PHC Popu- Preg- 15-44  Ante/Post  Conduct of Tetanus Iron & Folic Referral IUCD & Tubectomies
Sub  lation nant wo- Yrs. Natal Deliveries  Toxoid Acio TT for female (15-44 Yrs.)
Centres of pre- men Female

gnant  Popu- Popu- IUCD TT 9%
& Lac- lation  lation covercd
tating (Col 11
women -+-12)
1 2 3 4 5 6 7 8 9 10 11 12 13

I. Rural

1. Kambadur 17 8771 3508 17540 0(0) 586(17) 0(0) 0(0) 0(0) 21 166 (1)
2. Dhakukhana . 5 7202 2881 14400 30(1) 50(2) 30(1) 6000(83) 0(0) 41 0 (0}
3. Tarapur 16 8381 3352 16760 164/(5) 457(14) 5(0) 432(5) 0(0) 36 75 (0)
4, Kathura 12 8520 3408 17040 540(16) 605(18) 127(4) 31363(368) 0{0) 220 125 (2)
5. T.Narasipur 20 18233 7293 36460 "NA— 1096(15) 255(3) 305(2) 0(0) 220 403 (2)
6. Kangan 5 3568 1427 7130 551(38) 68(5) 177(12)  6000(168) 0(0) 94 0 (1)
7. Vengara 20 12195 4878 24390 1080(22) 2154} 1175(24) 1655(14) 0(0) 76 45 (0
8. Singroli 15 13937 5575 27880 376(7) 51(1} 188 (3) 174(1) 0{0) 49 5 (0}
9. Ukhrul . 2 3455 1382 6910 14(1) 36(3) 0(0) 1800(52) 0(0} 25 0 (0)
10. Nurpur Bedi . 16 5701 2280 11400  3057(134) 6(0) 834(37) 1154120} 0(0) 537 320 (7}
11. Thalli 10 11333 4531 22670 160(4) 17(0) 246(5) 1316(12) 0(0) 10 0 (0}
12. Nilakottai NA 10224 4089 20450 1428(35) 1131(28) 925(23) 1424(14) G{0) 55 428 (2)
13. Chawmanu NA 4975 1990 9950 658(33) 374(19) 0/0) 132(3) 8(0) 0 0 (0)
14. Shankargarh . 3 8235 3294 16470 157(5) 485(15) NA— 21000(255) 0(0) 89 160 (2)
15, Dalmau 21 8845 3538 17690 1103(31) | 804(23) S14(15)  1099(12) 010) 130 154 (2)
16. Jawan 16 11208 4484 22420 794(18) 430(10) 64(1) 1317(12) 23(0) 286 61 (2)
17. Man Bazar 2 9135 3654 18270 293(8) 240(7) 145(4) 1110(12) 0(0) 53 775 (5)
Total(Rural} 180 153918 61567 307830 10405(17) 6658(11) 4685(8) 31(0) 1942 2717 (2)

76281(50)
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II. Tribal

18, Utnoor .

19. Barajamda
20. Chhotaudepur
21. Pooh

22. Tokapal

23. Dharni .

24. Subdega

25. Garhi

Total (Tribal)

HI. Urban
26. Bombay.

27. Madras
28. Calcutta

29. Dethi
Total (Urbhan)

All Projects

16 9381 3752 18760 NA

3 6793 2718 13590 210(6) 155(6) 0(0) 100(1)  60(1) 10 0 (0)
15 6035 2415 12070  1420(52) 135(6) 418(1)  3520(58) NA— 41 47 (1)
1 1641 636 3280 73(3) 35(5) 0(0) 70(4)  0(0) 0 0 (0)
12 4391 1756 8780 14(2) 247(14) 83(5) 619(14)  3(0) 34 0 (1)
3 6468 2587 12940  3993(227) 171(7) 500(19) (—)  9(0) 0 44 (0)
8 3872 1548 7740 547(21) 139(9) 60(4) 0(0)  0(0) 2 244 (3)
23 11593 4637 23180  1274(82) 369(8) 100(2) 0/0)  0(0) 13 92 (0)
81 50174 20069 100340  7531(38)  1251(6) 161(6) 4309(21)  72(0) 150 427 (0)
6 60817 24323 121640 78669 (323) 10251(42) NA NA NA 0 0 (0)
5 10000 4000 20000 0 0 (0)
NA 23802 9521 47600 38024 2770(69) Nil 2688(11)  25(0) 0 0 (0)
3 5766 824 1301 2785 135(0) 153 504  (NA)
14 04619 37849 189240  122459(324) 13845(37) 1301 5473(6)  160(0) 153 504 (0)
275 298711 119484 597420  140395(118) 21754(18) 6147(5)  86063(72) 255(0) 2245 3648 (1)

Pregnant women: Calculated at 49, of the total population. Pregnant Women and Lactating mothers: Calculated at 109, of the total Population.

Women eligible for FP services: Calculated at 209, of the total population.
Percentages in Parenthesis % of cols. 6,7 & 8 to Col. 4 , 9, of cols. 9 & 10 to Col. 3, 9, of Cols. 11412 to Col. 5 given under Col. 13,

16
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TABLE

Preliminary Attempts at the Delwery of Health

Project Villages - Target Achievement
Population Children (0 —5-)
Pregnant Immunisation Health Check up
0—54 & Lactating
Women villages No. (%) Villages No. (%)
1 2 3 4 5 6 7 8
I. Rural
1. Kambadur . . 40 14910 8771 . —(—) . — (—)
2. Dhakukhana . . 167 12243 7202 142 10684(87.2) 142 1356(11.0)
3. Tarapur . . 93 14248 8381 . —(—) . —(—)
4. Kathura . . 30 14824 8520 .. —(—) .. —(—)
5. T. Narasipur . . 124 30997 18233 49 2130(6.8) 49 4799(15.4)
6. Kangan . . . 42 6065 3568 . —{~) NA 25(0.4)
7. Vengara . . 7 20732 12195 . -—(-=) .. —(—)
8. Singroli . . . 270 23693 13937 . —(—) .. —(1)
9. Ukbrul . . . 63 5873 3455 35 2100(35.0) . ' ~(—)
10. Nurpur Bedi . . 110 9692 5701 .. —(—) - —(—)
11, Thalli . . . 54 19267 11333 . —{—) . —(—)
12. Nilakottai . . 188 17381 10224 . —(—) . —(=)
13. Chawmanu . 238 8458 4975 - . —(=) . L )
14. Shankargarh Co 212 13999 8235 . —(—) .- —(—)
15, Dalmau . . . 124 15036 8845 28 1503(9.9) 28 2567(17.0)
16, Jawan . . . 108 19054 11208 . —(—) . —(—)
17. Man Bazar . . 223 15529 9135 36 6703(4.3) l 33(0.2}
Total (Rural) . 2098 262001 153918 290 17087(6.5) 220 8780(3.3)
II. Tribal
18. Utnoor . . . 162 15348 9381 93 8871(57.7)
19. Barajamda . . 70 11549 6793 . —(—)
20. Chhotaudepur. . 59 10253 6035 .. —(—)
21, Pooh . . . 32 2770 1641 . —(—)
22. Tokapal . . 70 2910 4391 . —(—)
23. Dharni . . . 144 7465 6468 .. —(—)
24. Subdega . . 56 6581 3872 . —(—)
25, Garhi . . . 167 19708 11593 .. —(—)
Total (Tribal) . 760 76584 50174 93 8871(11.6)
II1. Urban
26. Bombay . ) . 103388 60817 . —(—)
27. Madras . . . . 17000 10000 .- —(—) .. .
28. Calcutta . . .. 40464 23802 . 210(0.5) .. 1312(3.2)
29, Delhi . . . .. . .- N, —(—) ..
Total (Urban) . .. 160852 94619 . 210(0.1) .. 13120.8
All Projects . . 2858 499437 298711 383 26168(5.2) 220 10092(2-0)

Percentages in Parenthesis
Base to estimate coverage of Pregnant women with tetanus was taken to be 61567 women,



8.3

Services— Targets and Achievements
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Pregnant women and Lactating mothers

Referral Immunisation Health Check up .. Referral
Villages No. (%) Villages No. %, Villages No. 9%, Villages No (%)

9 10 11 12 13 14 15 16
—=) - —(=) . —(—) —(=)
—(—) 142 206(7.0) 142 233(3.2) —(—)

—(—) (—)— — (=) — ()

—(=) (—)— —\—) —(=)

) —(—) () — ()

— (=) —(—) —(—) — (=)
—(—) —(=) —(—) — ()
—(=) —(=) —(—) —(—)
-() — () (=) —()
() —(—) —{—=) —(=)

— () —() —() —(-)
—{—) () —(=) . —(=)
—(—) —(—) —(—) : —(—)
.- () ——) ——) - —()

8 3(0-05) 28 50(—) 28 801(9-4) 3 3(0.03)
—) —() —(—)  —) —() —(—)
— () 1 4(—) 1 2(0.02) . —(—)

8 8(0.003) 171 260(0.4) 171 1036(0.6) 3 3(0.002)
(—) . 93 78(2-0) —(—) —(—)
(—) —() 3 —() —(=) —(-)
(—) e (=) 59 418(17.3) () —(=)
(—) —{(=) — (=) —(=) —{—)
(—) —(—) —(—) —(=) —(=)
(—) —(=) —(=) (=) —()
(—) —) —(—) —(—) —(—)
(-) —(—) —(—) —(~) —(—)
(—) —(—) 152 496(2.5) — (=) —(—)
() —(—) —(—) —) —()
(-) — () —(—) — (=) —(—)
(3.2) —(—) —(=) —(—) —(—)
(—) —(=) —(—) —(-) ()
0.8 —(— —( =) —(—) —(—)
(2.0) 8.(0.002) 323 756(0.6) 171 1036(2.3) 3 3.(0.001)

14—2 DPC/ND/78
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TanrLe 9.1

Achievement in Non-formal Education Vs. Target for Pre-school Children (3—5-+tyrs.)

Project Target population Enrolment of Percentage to
children (3—5--yrs) children (3—5-1-yrs) Col. 2
1 2 3 4
I. Rural
1. Kambadur 7,017 5,748 81.9
2. Dhakuakhana 5,762 2,900 50.3
3. Tarapur 6,705 1,845 27.5
4. Kathura 6,976 2,000 28.7
5. T. Narasipur 14,587 4,281 29.3
6. Kangan 2854 7200* 252.3
7. Vengara - 9756 4000 41.0
8. Singroli 11150 4000 35.9
9. Ukhrul 2764 2716 98.3
10. Nurpur Bedi 4561 2663 58.4
11. Thalli . 9067 1600 17.6
12. Nilakottai 8180 1867 22.8
13, Chawmanu . 3981 1450 36.4
14. Shankargarh 6588 4060 61.6
15. Dalmau 7076 0.0
16. Jawan 8967 . 0.0
17. Man Bazar 7308 6221 85.1
Total (Rural) 123299 52551 42.6
II. Tribal -
18. Utnoor 7505 3022 40.3
19. Barajamda 5435 2160 39.7
20. Chhotaudepur 4828 2507 51.9
21. Pooh 1313 1262 96.1
22. Tokapal 3513 1711 48.7
23. Dharni . 5175 1437 27.8
24. Subdega 3097 5000* 161.4
25. Garhi . 9274 2350 25.3
Total (Tribal) 40140 19449 48 .4
I Urban
26. Bombay 48653 4298 8.8
27. Madras 8000 . 0.0
28. Calcutta 19042 2310 12.1
29. Delhi TVD NA 0.0
Total (Urban) 75695 6608 8.7
All Project 239134 78608 32.9

*Enrolment figures appear to be high.
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Tasre 10.1

Indicator to Assess Adequacy or Inadequacy of Office/Storage and Residential Quarlers for the CDPO[PHC S!&ﬁ and
Availabitity of Basic Amenities

Project ' Individual Sub Individual Sub Individual Sulb  Final
Score score Score score Score score score
Al A2 A3 Bl B2 B3 Cl C2 C3 C4
1 2 3 4 5 6 7 8 9 10,11 12 13 14 15
Rural
1. Kambadur }1 1 1 10 1 1 1 1.0 2 2 1 1 1.5 1.7
2. Dhakuakhana 1 1 1 1,0 1 2 1 1.3 O 2 2 2 15 1.3
3. Tarapur 2 2 2 20 1 1 1 1.0 1 2 1 1 1.2 1.4
4, Kaihura 1 o 1 o0.7 I 2 1 1.3 2 2 2 1 1.8 1.3
5. T. Narasipur 1+ ¢ 07 2 2 2 20 1 1 2 1 1.2 1.3
6. Kangan i 2 0 10 2 2 2 20 2 2 2 2 20 1.7
7. Vengara 1 1 o 07 1 1 o0 07 2 2 2 1 1.8 1.1
8. Singroli 2 0 2 13 1 1 1 1.0 2 2 O 1 1.2 1.2
9. Ukhrul 2 0 o0 07 2 2 2 20 1 1 1 2 1.2 1.3
10. Nurpur Bedi 2 2 0 1.3 1 0 1 0.7 t 1 1 1 1.2 1.1
11. Thalli . 1 1 o0 0.7 1 1 ¢ 0.7 2 1 2 1 1.5 140
12. Nilakottai 1 1 2 1.3 1 O O 03 2 2 2 2 20 1.2
13. Chawmanu . 1 2 o6 1.0 1 1 2 1.3 0 1 2 1 1.0 1.1
14. Shankargarh 1 o 1 07 1 1 1 10 0 I 2 1 1.0 0.9
15, Dalmau i1 1 ¢ 0.7 1 2 0 1.0 0 1 1 1 0.8 0.8
16. Jawan i 1 1 10 1T 2 1 1.3 2 2 2 2 20 1.4
17. Man Bazar 1 o 2 10 1 1 1 1.0 2 1 1 1 1.2 1.1
I. Tribal
18.. Utnoor .« « .+ 1 0 1 07 2 2 1 1.7 1 2 0 2 1.2 1.2
19. Barajamnda ! 1 1 10 1 1 1 t0 2 1 2 1 1.5 1.2
20. Chootaudepur 2 0 0 07 1 2 2 1.7 2 1 2 2 18 1.4
21. Pooh 1 1 o0 07 2 2 ¢ 1.3 0 0 2 2 1.0 1.0
22. Tokapal 2 1 2 1.7 2 2 1 1.7 0 1 2 2 12 1.5
23. Dharni o ¢ 0 o000 1 1 1 1.0 2 2 2 1 1.8 0.9
24. Subdega 1 ¢ 1 o7 2 1 1 1.3 2 2 2 1 1.8 1.3
25. Garhi . l1 ¢ ¢ 03 1 t+ 1 1.0 2 2 2 2 20 1.1
11, Urban

26. Bombay . . . . 2 2 2 20 2 2 2 20 2 2 2 0 1.5 1.8
27. Madras . . . . 1 | 0 07 0 0 0O 00 O O 0 0 0.0 0.2
23. Calcutia . . . 2 2 0 1.3 2 2 0 1.3 2 2 2 1 1.8 1.5
29. Delhi . . . . . 2 2 1 17 1 2 0 10 2 2 2 ¢ 1.5 1.4

Al—Office space for CDPO; A2—Storage space for CDPO: A3-Residential quarters for CDPO;
Bl—Clinic Space at PHC; B—2 Storage space at PHC; B-—3—Residential quarters of PHC  Stall’
Cl—Electricity; C2-—\Water supply; G—3 Sanitary facility; and Ct—Indoor beds at the PHC.
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TasLe 10.2
Preparedness Indicators—IODS
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26. Bombay
27. Madras
28. Calcutta
29. Delhi

1.5 4.2 8.1

2.0 2.0 3.8 2.5 4.9
. 16.0 47.0 36.0 38.0 30.2 23.0 6.6 34.0 20.0 6.0 40.4 28.9 35.4 14.5 6.0 12.2

3.9

4.2 2.0 4.0

5.5

0

Total (Urban)

ALL PrOJECTs

; C : Training of Health and Non-health

Adequacy of Vaccines, eic.; F: Adequacy of
: Flow of Useable Inputs; L : Accommodation;

up of Anganwadi; E :
; G : Fulfilling Health Staff requirement; H : Expenditme to Allocation;

pulation; B : Placement of Staff

Planned Setting-
NP/ANP; J : Flow of Capital Inputs; K

|
s

Identification of Target Po
Medicines to Budgetary Norms

I: Outlay for S

staff; D : Actual Vs,
M : Coordination,

A
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TasLe 10.3

Project Supple-  Pre-Pri-  Health Total Remarks
mentary mary scole
Nutrition Education
1 2 3 4 5 6
I. Rural

1. Kambadur . 0.3 2.0 0 2.3

2. Dhakuakhana 0.3 0 0.5 0.8

3. Tarapur 0.7 1.0 0 1.7

4. Kathura 6.3 1.0 0 1.3 It is to be noted that although

5. T. Narasipur 0.3 1.0 0 1.3 XKathura demonstrated an excel-

6. Kangan 0.7 2.0 0 2.7 lent state of preparedness its

. preliminary attempts at 1mple-
mentation have been below aver-
age.

7. Vengara . . . 1.3 2.0 0 3.3 Vengara acquitted itself well in
both ‘Preparedness’ and imple-
mentation,

8. Singroli 0.3 1.0 0 1.3

9, Ukhrul . 1.3 2.0 0 3.3 Very poor in preparedness. Good

10, Nurpur Bedi 2.0 2.0 0 4.0 inimplementation. Nurpur Bedi

11. Thalll . 0 0 0 0 has also done excellently good in

12. Nilakottai 1.0 0 0 1.0 ‘Preparedness’ and implementa-

13. Chawmanu . 0 0 0 0 tion.

14. Shankargarh 0.3 1.0 0 1.3

15. Dalmau 0.7 0 0 0.7

16. Jawan 0 0 0 0

17. Man Bazar . . 0.7 2.0 0 2.7

« Total (Rural) 10.2 17.0 0.5 27.7
Average . 1.6
II. Tribal It is surprising how Utnoor with

18, Utnoor 2.0 2.0 0.3 4.3 a poor ‘preparedness’ score has

19. Barajamda 0.7 2.0 0 2.7 done well in implementation,
Nceds investigation,

20, Chhotaudepu 1.7 2.0 0 3.7 Chhotaudepur has done extremely

21. Pooh . . 2.0 2.0 0 4.0 well with respect to both ‘Pre-

99" Tokapal 1.0 2.0 0 3.0 paredness as well as implemen-
tation.

23. Dharni . . . 1.0 1.0 0 2.0 Pooh has done very well in both

24. Subdega . . . 1.0 2.0 0 3.0 preparedness and implementa-
tion.

25, Garhi . . . . 0.3 1.0 0 1.3 Garhi which topped in ‘prepared-
ness” has done poorly in imple-
meiitation,

Total (Tribal) . 9.7 14.0 0.3 24.0
Average . - 3.0
111, Urban

2¢. Bombay 0 0 0 0 Urban Projects have been ex-

97. Madras 0 0 4] 0 tremely slow and halting in all

28. Calcutta 0 0 0 0 respects. Needs thorough investi-

99. Delhi 0 0 0 0 gation and perhaps restructuring
of the programme.

o Total {Urban)
ALl PROJECTS 19.9 31.0 0.8 51.7
Average 1.8

The maximum score that can be obtained by a project is 6.
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ANNEXURE 1

Copy of the letter No. 12-2/76-CD dated 153 March, 1976 from the Department of Social
Welfare, Government of India to State Governments and the Union Territory of Delhi.

SusjecT : Health and Nutrition Education under ICDS,

Several programmes for improvement of nutritional status of the vulnerable scction of the population have
been taken up by the Central and the State Goveinments. These include the Special Nutiition Programme, the
Balwadi Nutrition Programme, the Mid-day Meals programmes etc. These programmes provide supplementary
nutrition feeding to children and pregnant and nursing mothets. Convergence of supporting health services and
health and nutrition cducation can make these programmes very effective in improving the health and nutritional
status of the target population. However, it has been the general experience that health and nutrition education’
of the community has not converged in any substantial measure on any of the group nutrition feeding programmes.
The Integrated Child Development Services aim at an integrated delivery of a package of services, which include,
amongst other services, the component of health and nutrition education of women. Child care education is the
core of Licalth and nutrition education. Guidelines on child care education are enclosed with a request that the
messages, included in these guidelines, may be communicated to the community in the IGDS project areas by using
various communication media. These guidelines may be brought to the notice of all authorities and agencies con-
cerned with IGDS and various feeding programmes.  Copies of this letter along with the guidclines are being endorsed
to all the training institutions for the training of personnel under ICDS programmes so that these guidelines are kept
in focus in the training programmes of these functionaries.

*Guidelines on Child Care Education.

I.  Basic messages

. Breast feed as long as possible

Introduce semi-solid food from five to six months

Feed young children three to six times a day

Don’t reduce food in illness

Use the health services available

Get children immunized

Keep yourself and your surroundings clean; drink clean water

PO RN~

Have you more than two or three children, two to three years apart

I1. Components

1. Pregnant Mother (1) *Eat more than usual amount of cereals and pulses, and plenty of dark green
yellow vegetables and fruits.

(i1) Visit PHC doctors/ ANM during last three months of pregnancy.

2. New Baby (i) Mother’s milk is best don’t discard colostrum,
(i) If you feed additional liquids, use a fraditional feeding vessel; instead of a
spoon.
3 Keep on breast (i) Feeding as long as possible, but this is not sufficient by itself after the age of

five to six months.

4, Mothers’ breast feeding (i) Mother should eat more than usual amount of cereal and pulse, and plenty
1o the child of dark green and yellow vegetables and fruits.

(i1) Visit the doctor/ANM for check-up.

wh

Start semi-solid [nod (local staple or mashed ready-to-eat foods) alier five to six months, and also undiluted
cow’s milk if you can. Those foods must be prepared carefully. Give what you
would normally give later much earlier, as raw vegetables and fruits.

101
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6. As the child grows amount and variety of foods should be increased. By the time he is a year old he should
be fed similar foods as are given to the rest of the family-—cereals, pulses, green
vegetables, perhaps supplemented by processed ready-to-eat foods—but in order
to get as much as he needs he should be fed these solid foods three or four times
a day,

7. When you are unable to feed the child with your own milk, solid food (which may include supplementary
ready-to-eat foods) should be given five or six times a day, Also, if possible, undi-
luted cow’s or buffallo’s milk or Milktone. (Milktone is 50 per cent milk extracted
from vegetable sources).

8. Do not usc cxcessive water for cooking rice and vegetables, If you drain the water after cooking do not
discard it, it is good for you and should be consumed.

9. To prevent the child from getting some diseases he should be immunized. This will probably make him a
little ill, but will prevent him from getting terrible scars later and perhaps dying.

10. To prevent him [rom getting other diseases he should be kept clean and his surroundings should be as clean
as possible. Don’t spit or cough at or near him.

I1. Do not let excreta lic around where your baby may be playing. Remove it quickly to a place outside his

reach. After baby defecates, wash him clean with soap and wash your hands.
Your child may be sick if he puts dirty hands in his mouth.

12. Hands should be washed before eating, and before preparing foods, and before holding and feeding baby.

13. Kitchen and feeding utensils should be kept clean and not allowed to attract flies. Flies means dirt and
dirt means danger,

14. Food should be kept covered from flies and dust.
15.f Only the safest available water should be drunk. A child needs plenty of water.

16.] Learn to recognize signs of common diseases : cough, diarrhoea-dehydration fever, running ear, skin dis-
eases, sore eyes, and poor sight, Learn their management and how to deal with
accidents in the home and when to seek advice from ANM/doctor.

17.* When the child is ill with fever or diarrhoea-continue to feed him as before—but you may have to pre-
parc the food more appetisingly. You may have to force him a little. He will
get better quicker if he eats plenty of cereal, pulses, green vegetables etc.

18. Encourage the child to play with simple household articles and things he can gather in the neighbourhood.

19.§ Children cared for in this way are likely to be alert and curious and grow well.

20. Children cared for in this way are likely to survive much better than those who are not, You may not
want so many children, family planning can show you how to achieve this, and
how to space those you do have by two to three years.

*Give examples of particular cereals, pulses, vegetables and methods for their preparation. If it is customary
to eat animal foods such as eggs, meat or'fish, and these can be readily obtained, they should be referred to.

tSource of this water to be discussed in detail with women by those who are communicating child care messages.

T(1) If there are local schemes for the provision of Vitamins A capsules, or ironffolic acid tablets, explain
how these can be obtained, and why.

(ii) If rickets is a problem (parts of central India) explain importance of allowing child some exposure to
sunlight,

§‘and grow well’ — If the mother is likely to come in contact with a centre using health record/weight charts,
these should be referred to and explained.
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Project Team

Project Director

B.N. Sahay —-  Joint Director
I. HEADQUARTERS STAFF
Social Development Division
1. V. E. Easo ~-  Deputy Director
2. Champa Aphale | — Asstt. Director
3. Ashok Kumar —  Sr, Economic Investige
4. C. A, Kadam — Do.
5. J. M. Sahoo — Do.
6. R. S, Mangla — Economic Investigator
7. P. D, Hinduan — Do.
8. Tara Dutt — Tabulation Clerk
9. K. L. Kathuria — Computer
10. 8. N. Gupta — Personal Assistaiit
11. Lalit Kumar — Do.
12, M. M. Joshi ~— Stenographer
13. Karam Chand — Do.
IT. FIELD STAFF
Region Deputy Asstt, Investigators
Director Director
1 2 3 4
1. Northern R. P. Singh Y. K. Gupta I. C. Tyagi
{(Puab, H.P., J. & K. & M. S. Narula Ram Sarup
Haryana) S. P. Shaima O. P. Chauhan
Prem Chand
M. R. Kohli
Balwinder Pal
Kanwar Bhan
J- N. Kalla
Ram Datt
R. P. Mehta
| Gurdev Singh
2. North—Central R. P. Jain M. P. Agarwal N. S. Rawat

(U.P. & Bihar)

A.S. Srivasiva Z. M. Gulran

R. K. Shahi Khemn Chand
S. K. Roy Awadesh Singh
B. P. Verma H. C. Dhar Dubey

D. Barla

R. R. Srivastava
Ram Lal

O. P. Gupta

K. S. Choudhary
K. R. Singh

G. P. Verma
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104

1

2

3

4

3. Central
(M.P. & Rajasthan)

4, Eastern
(Assam, Orissa, W. Bengal,

Manipur and Trlpul a)

" 5. Western
(Gujarat & Maharashtra)

6. South Central
(Andhra Pradesh &
Karnataka)

7. Southern
(Kerala and Tamil Nadu)

R. K. Sachdeva

K. 5. Shetty

V. R. Suri

G. A. Sastry

K. T. Varkey

CG. B. Dube
S.S. Jain

A. S. Nikhade
M. R, Dohare

A. K. Chakravorty
N. Dasgupta

A. K. Neog

M. Roy

V. K. Kalvade

V. V. Subba Rao
P. A, Madiwale
V. V. Qak

V. Rama Rao
D. Amarnath
P. M. Rangasami

T. Narayana

N. Muthukrishnan

K. N. Chandra-
sekaran

V. K. Manoharan

Ramchandra

C. H. Gohil

Prem Chand

H. P. Sharma

R. K. Chawla

C. M. Kulethwale
. R. Khanna

. G. Bakshi

L Sharma

. I.. Meena

. B. Suryakar

. Mukhopadhyay
. K. Banerjee

. Sur

. N, Biswas

. C. Das

A. K. Sarkar

S. Mohanta

J. K. Chanda
Wahedullah

Bhudev Chakravorty
Golak Chand Sinha

PROARNS WEEQL

iss A. Khanum
. V. Paranjape
. 5. Gupte

. L. Borkar

. M. Patil
Gawali
Farooqui
Ataliwale

.R.

. L

.T.

. S. Shankarnarayanan
. V. Biniwale

. N. Satpathy

. Narasimhaiah

. G. Lingaswamy
. N. Sastry

. 5. Murthy

. G. Rao

. C. Narasimhulu
Narayanaswamy
Pandian

w»www>mwwug zgwozo<z

G. Subramany

M. Penthnaswamy

H. Lakshminarasimhan

T. Lakshmanan

S, Kesavan

P. S. Ragavan

A. V. Thomas

Smt. Sankarivenkateswaran
K. K. Narayanan

Smt, M. N. Sreedevi Amma
C. M. Mathew

Abraham Varghese
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ANNEXURE II1

Members of the Technical Advisory Committee for the Evaluation of JICDS Projects

1.

(]

10.

11,

Shri Ajit Mozoomdar,
Secretary, Planning Commission, New Dethi,

Dr. S. M. Shah,
Chief (PEO), Planning Commission, New Delhi.

Director (CD}, .
(Shri S. Kapoor), Department of Social Welfare,
Shastri Bhavan, New Delhi.

Dr. A. B. Bose,
Director (PREM), Department of Social Welfare,
Shastri Bhavan, New Delhi,

. Dr. N. V. K. Nair,

Adviser (Nutrition), D.G.H.S., Department of Health,
Nirman Bhavan, New Delhi. -

. Dr. (Miss.) E. V. Sebastian,

Deputy Commissioner, (MGH),
Department of Family Welfare,
Nirman Bhavan, New Delhi.

Dr. B. N. Tandon,

Professor & Head, Deptt. of Gastroenterology and
Human Nutrition, All India Institute of Medical Sciences,
Ansari Nagar, New Delhi.

. Prof. K. Ramachandran,

Associate Professor of Bio-Statistics,
All India Institute of Medical Sciences,
Ansari Nagar, New Delhi.

Shri S. N. Dutta,
Deputy Secretary, Department of Education,
Shastri Bhavan, New Delhi.

Dr. K. G. Krishnamurthy,
Joint Director (SW), Planning Commission, New Delhi.

Dr. B. N. Sahay,
Joint Director (PEO), Planning Commission, New Delhi.
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All India Institute of Medical Sciences (AIINIS}
Anganwadi -
Angarwadi Worker (AWW’)

Ante/Post Natal . .
Applied Nutrition Programme (ANP)
Auxiliary Nurse and Mid-wife (ANM)

B
Balsevika Training Iustitute (BT
Balwadi .
B.C.G.

Bhartiva Adim Jati Sevak Sangh
Block Development Officer (BDO)

C
CARFE . . .

Cent-al Health Education Burcau (CHEB)
Child Development Project Officer (CDPO)

Coordination Committees
Critical Preparedness Indicators

D

Daliya . . . -
Department of Social Welfare

District Collector (DC) .
District Social Welfare Officer (DSWO)

DPT/DT - - . . .
E

Education Inputs - . ! e .
F

Fumily and Child Welfare Centres (FCW) -
I'ifth Five Year Plan .
First Aid . - . . . .

G
Gram Sevak Training Centres (GT'Cs)

lealth, Nutrition and Education
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2,357

IX, 5,9, 12,
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28, 31, 35, 36.
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19, 20

IX, 8, 18, 21

I1X, 11,12, 14,
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19, 33

X, 3, 5, 8, 12,
14, 16, 17, 18,
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21, 35, 87
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19
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Implementation Indic-tors . . .

Integtated Child Development Schemes  »

Tron Folic Acid . . . . .

A |

Jamia Milia - . - . . .
K

Kharifl . . . . . .
L

Lady Health Visitor (LHV]

Lohiyam . . . . . .

Less Critical Indicators - . . .
M

Mahila Mandals
Maternity and Child Health Project -
Mathia . . .

Mecdical Officer, (M.O.} -

Methi-Pak . . .

Mid -day Meals Programme (MDM) - .
MINIMUM NEEDS PROGRAMME (MNI"
Ministry of Education and Social Wellure -
Ministry of Food & Agriculturc

Ministry of Health & Tamily Welfare

Mobile Food and Extension Unit

Murukn . . . . . .

N
Wational Children Board

National Imstitute of Puolic Cooperation and Chﬂd

Development (NIPCCID)
Non-critical Preparedress Indicators

Non-formal Education - . . .

NCD . . . . .
P

Panchayat

Performance Indicators
Planning Commis-ion

Pacrs
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I, IX, X, 1!
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Paces Pacrs
Polio . . . . . . - 99,32 Special Nutrition Programme (SNP) - . + 6,11,12,22
Prchiminary Implementation Indicators . + 306, 38 State Training Instituticns . . . - 19
Pre-Primary Education - . . . - 33 - Supervisors - ) ) ) ) ' - 517,18
Preparedness Indicators - . . . - 35
Primary Health Ceotres (PHC! .. 1%,6,8,9, 11, - T
12, 14,16, 21,
27,28,29, 30, TAB . . . . . . . 29,30
31, 32, 35 Techaical Advisory Committee - . . - 1
DPrimary Health Nurses - . : . + 16 Tetanus-toxoid . . . . . 30
Programme Evaluation Organisation (PEO) - I,IX, 1,33 Tuberculosis (TB) - . . . . . 32
R U
Rabi . . . . . . - 25 UNICEF . . . . - . .5, 11, 12, 18,
Regional Evaluation Officer (REQ) -+« 2 19
Upuma . . . . . + 25
S w
Scheduled Castes - - -~ - - 4 World Food Programme (WFP;, - -+ IX, 11,12, 14,
Scheduled Toibes - . . . . . 4 22, 23, 24
Small Pox ' . . . . . + 14,29
Social Welfare Sector . . . . S | Y
Sorghum Grits . . . . . - 23 -
Soy-fortified Bulger - . - - . - 23 Youth Club - . . . . - - 7
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