Integrated Child Development Services

Infant Survival.:
A Palitica Challenge

In a democracy, every child must be regarded as indispensable and
the government must be accountable for the deaths of children and
mothers. Unfortunately, the issue of children’s health seldom finds
gpace in contemporary political discoursein India. The process of
ensuring that every child is taken care of as a matter of right
involves societal pressure through public action and
democratisation of all public institutions.

SHANTHA SINHA

n the Indian context, for the poor, the

safedelivery of ahealthy childandthe

survival of both mother and child
cannot be taken for granted. A politica
regime that tolerates iniquitous access to
health and nutrition and haslittle care for
the respect and well-being of its infants
and mothers, is not fully democratic. The
process of ensuring that every child is
taken care of asamatter of right involves
societal pressure through public action,
and democratisation of al public institu-
tions. It can be achieved only when the
newborn childiswelcomed and taken care
of. It is a reflection of the country’s
normativeframework; itslegal framework,
its institutional framework, its power
balances and priorities. In this sense,
survival of the child and the mother is an
indicator of the health of the system.

Normative and
Constitutional Framework

Among the poor, bothin rural and urban
India, pregnancy and delivery are fraught
with risk. The mother’ shealth or even the
child's survival does not cause anxiety,
despite the fact that the child and mother
may or may not survive. Thereisasilent
resignationtofate, despiteall theadvances
in medicine. This attitude, cutting across
classes, issopervasiveandthereisgenera
indifference. When the child dies, conso-
lation is drawn from the fact that not all
is lost; the mother can give birth to more
children, there is always another chance.
Such an attitude is compounded among

the poor where the lives of infants are
precarious, and parental instincts are
numbed in the struggle for survival.

Absence of anormative framework that
supports the well-being of women and
children is bound to adversely impact the
manner in which the state takes up its
responsibility towardsmothersandinfants.
Theinfant mortality ratein Indiais67 per
1,000 live births; 47 per cent of children
are malnourished; there are 60 million
underweight children under the age of
five; and 67 per cent of pre-school deaths
are associated with malnutrition. In abso-
lute numbers, there are as many as 2.42
million malnutrition deaths under the age
of fiveeachyear.? Thematerna mortality
rate is 540 per 1,00,000, which is un-
acceptable by any standards.?2 When the
data are further disaggregated on the
basis of birth, socio-economic status,
caste and gender across the country,
analysisreveals that several districts and
blocks in the country have alarming
statistics oninfant and maternal mortality,
amost on par, if not even worse, than
countries in sub-Saharan Africa.
Bangladesh fares better than India with
regard to both infant mortality and
maternal mortality rates.

This is a “hidden” disaster, larger in
scal ethan the tsunami of December 2004.
In a true democracy, every child must
beregarded as indispensable and the
government must be held accountable
for the deaths of children and mothers.
Continuous failure on this account has to
be perceived as a threat to the nation’s
progress. Itisinthe processof responding
to the most vulnerable, the pregnant
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women, poor mothers and infantsin their
weakest momentsthat democracy istested.
The Constitution of India recognised
how crucial children’s well-being was to
thefunctioning of India sdemocracy when
it stated “that the state shall direct its
policy towards ensuring that children are
given opportunities and facilitiesto de-
velop in a healthy manner and in condi-
tions of freedom and dignity and that
childhood and youth are protected against
exploitation and against moral and material
abandonment” 3 Article 45 of the Directive
Principles of State Policy assured that
children up to 14 years of age would be
covered under free and compulsory edu-
cation. However, the recent 86th amend-
ment and introduction of Article 21A,
making education afundamental right for
al children in the age group 6-14 years,
does not provide for children in the 0-6
yearsagegroup. By notincludingchildren
in this age group it compromises on
guaranteeing them their rights:

Policy and
Institutional Framework

India's first comprehensive policy for
children was adopted in 1974 through its
National Policy for Children which as-
signed to the state the responsibility to
provideadequate servicesto childrenboth
before and after birth; to ensure full
physical, mental and socia development;
to set up Integrated Child Development
Services (ICDS) centres, balwadis and
day carecentresrun by voluntary agencies
with government assistance, and pre-
primary schoolsrunby stategovernments,
municipal corporations and other agen-
cies. The provision of materna and child
health services through primary health
centresand sub-centresand other agencies
was also adopted. Subsequently the
National Policy onEducation, 1986 viewed
early child careand education (ECCE) “as
animportantinputinthestrategy of human
resource development, as a feeder and
support programmefor primary education
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andasasupport servicefor workingwomen
of the disadvantaged sections of the
society” . ECCEinvolvesthetotal devel op-
ment of the child, i e, physical, motor,
cognitive, linguistic, emotional, social and
moral.5 A target was set that 70 per cent of
all childreninthe0-6 yearsagegroup must
becoveredby theyear 2000. Today, in 2005,
only about one fourth of such children are
covered by the ICDS, which isthe only
programme that reaches out to childrenin
thisagegroup. Theprogrammecovers 3.41
crore children in the 0-6 years age group
as on March 2004 which is around 22 per
cent of al children in that age group.t

In 1992 India became a signatory to the
UN convention on the rights of the child.
Inthesameyear, thenational planof action
incorporated expansion of early childhood
development activities including appro-
priate low-cost family and community
based interventions. It also made a com-
mitment to reduce by half severe and mod-
erate malnutrition among children under-
five years of age between 1990 and 2000,
areductioninincidenceof low birthweight
babiesand control of vitamin A deficiency
and its consequence.” A decade later, in
the Tenth Five-Y ear Plan (2002-07), it set
out to achieve universalisation of ICDSin
al the 5,652 blocks of the country.

The institutional arrangement to
concretisethepolicy objectivesisthel CDS
under thewomen and child welfaredepart-
ment. Healthcare to be delivered through
the health department is expected to take
careof pregnant women, prenatal and post-
natal careand children at thevillagelevel.
It is envisaged that a well-oiled, institu-
tional coordination between the two de-
partmentswoul d enableaproper utilisation
of theservices, material and other supplies.
The ICDS programme relies on the front-
linefunctionary, theanganwadi worker, to
realise the policy-maker's dream of a
society that respects women, takes care of
adolescent girls, gives them dignity and
space, rectifiesgender imbalance, ensures
safe delivery of the infant and maintains
the nutritional status of children until she
reaches six years of age. She is aso
expected to maintain the data that feeds
into the statistics of the government on
births, deaths, growth of children, records
for supplies of food, educational material
and lists of women who could access the
innumerableschemesfor issuanceof doles,
stipends, and other “schemes’.

Any new idea or agenda for action is
seen to be delivered by the anganwadi
worker. For al theresponsibilitiesassigned
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toher, sheisneither professionally trained
nor paid even the minimum wages accord-
ing to law for her services. Further, she
has layers of officias supervising and
monitoring her work at the block, district
and state levels. There is a huge ad-
ministrative edifice, its clerks, officials,
researchers, institutions operating at the
national level and consultationsat the state,
national andinternational levels all direct-
ing their attention on what “more” could
be added as activities to the anganwadi
worker’s already overflowing timetable.

Political Parties

Those who are better endowed have
accessto their entitlementsto health, seek
privatecareandareensconcedinthesupport
they receive. They can pay for it. On the
other hand, the poor require institutional
care and support. They require theinvest-
ments of the system, which must not
calculate the costs for keeping the woman
and child alive. To do so is not easy, as
they have to compete with more powerful
forceswhose priorities are not necessarily
that of ensuring survival of the child.

Children’s health seldom finds spacein
contemporary political discoursein India.
A perusal of the el ection manifestos of al
the political parties for the 2004 genera
elections shows that most of the manifes-
tos carried only one-liners and a token
statement. The Congress pledged to raise
the public spending on health to at least
2-3 per cent of GDP, and promised that
the ICDS will be universalised with a
functional anganwadi in every settlement,
especialy for children below six years.
The TDP vowed to keep maternal mortal-
ity at 0.5 and child mortality at 15 though
it was not explicit on how it is going to
do so. The CPI (M) acknowledged that the
public health system was in a state of
disarray and argued that the trend towards
privatisation of health services should be
reversed. In addition to increasing the
expenditure on public health to 5 per cent
of GDP, it intended to provide a primary
hedlthcareinfrastructure that would include
anationa community healthworker scheme
to deliver basic health services at the
habitation level. The CPl mentioned that
it would have anetwork of primary health
centreswith sufficient stocksof medicines
and create adequate staff, provide for free
and compulsory universal education,
guaranteed for al children up to the age
of 14 years as well as free and hygienic
midday meals, and bring about legidation

to check sexua abuse of children. The
CPI(ML) too remarked in its manifesto
about the systematic neglect of the health
sector, about how only the elite afford
state-of -the-art medical facilitieswhilethe
poor and middle classesare denied quality
medical treatment. The BJP targeted a
reduction of India's infant mortality rate
andtheunder-fivemortality rate by spend-
ing more on prenatal and post-natal
healthcare programmes. Low cost health
insurance schemesand providing essential
drugs at affordable prices have also been
mentioned in the manifesto.

At themoment thereare no fundamental
differencesof opinionamong parties. There
are no contentious issues; practicaly al
of them across the spectrum of political
ideol ogies suggest programmeswhich are
aike, without disturbing the balance of
interestsand power. Thereisno doubt that
unanimity among political partiesisneces-
sary for ensuring that the state meets its
obligationtowardsinfantand maternal care.
However, the issue has never come up for
serious discussion and debate, and politi-
cal parties have seldom thought through
the programme, working out the intrica-
cies. A consensus on the broad need for
such programmes, without thinking through
the nitty-gritty of implementation is
unlikely to achieve much.

During the parliamentary sessions
between 2003 and 2004 out of 28,227 ques-
tionsthat were raised in the two houses of
Parliament “only 843 questions, amere 3
per centwerechildfocused (Lok Sabha, 424
and Rajya Sabha 419) and out of thisonly
11 per cent related to the heal th of children
in the country”.8 None of the questions
exhibited passionor political commitment.
They were mechanical, without the inten-
sity a crucia issue such as this deserves.
It is clear that it is an issue considered
insignificant in electora calculations.

Emerging Conflicts to be
Resolved

Healthcareis not yet apolitical issueon
which there are alignments of forces and
discussions regarding policy matters. The
real issuesthat cause tensions and conflict
havenot evenemerged. Genuineimplement-
ation of ICDS and related services would
disturb the division of work in the family
resulting in bringing gender imbalancesto
the fore. It would require modalities to
resolve intra household conflict, making
it acceptable for women to be treated with
respect. Itwould alsomeanrelievingthegirl
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child of thedrudgery of work, not allowing
her to get married at an early age, protect-
ing her from exploitation, trafficking,
bondage and sexua abuse. A functional
ICDS programmewould freethegirl child
of responsihilitiesfor younger siblingsand
encourage her to join school and continue
to study without any disruption at least
until class X. Thiswould mean equipping
the entire force of the government, its
police, labour, revenue, education, health,
women and child welfare, social welfare
and justice departmentsto deal with every
instance of violation of the girl child’'s
right to education, breaking the nexus of
relationshipsbothformal andinformal that
serveto perpetuateviolence, both physical
and mental. It is a commitment that
demands that we do not cal cul ate costs but
do with pride the work of ensuring the
dignity of children, especialy girl children.

A wholehearted political commitment
would also expose the quality of services
rendered by the registered medical prac-
titioners (RMP) and local quacks; thereis
need to devise mechanisms to regulate
their activities and resolve tensions that
emanate from their resi stance to accounta-
bility, and monitoring by authorities. An
ethical code of conduct must be enforced
among medical practitioners, with proper
scrutiny of records and transparency in
delivering health services. The impact on
other services, lab technicians, pharma
cists, RMPsandtheir linkageswith private
hedlthcare systems must aso be brought
to light. That none of these issues have
even come up could beanindicator of how
ineffectivethe existing services have been
at the local level.

Y et another area of conflict that would
emerge if the programme is taken up
seriously is the structure of authority
operating on the anganwadi worker. This
leaveslittlescopefor theanganwadi worker
to dialogue with her superiors. False data
regarding the status of malnourishment in
her area, or thedataon infant and maternal
mortality isrepeatedly submitted. Almost
everyone concerned with planning for
infant and maternal care knows that the
dataisusually anunderestimation. There
is seldom an effort to create processes
and conditions that alow the truth about
the status of children to be acknowledged
by authorities. Correcting the structures
that obfuscate the flow of information is
alsoapolitical issue. Unlessthelocal bodies
and the community see the importance of
accurate and reliable data, it would be
difficult to circumvent this.

The potential conflict areas at a macro
level would emerge more fully once there
is more vigorous debate on the modalities
for concretising delivery mechanisms. For
example, we can anticipate a debate on
whether the country can afford millions of
trained professionals to take care of its
children; overthevery needfor profession-
disation of early childcare services. The
issue of linkages between the public and
privateserviceproviders, andwhether they
need to be regulated is also potentially
contentious. The issue of investments in
paramedics and community health work-
ers, versusprofessional support tothepoor
has also not emerged in public discussion.
Therehasal so not been any major increase
inthe budgetsallocated for early childcare
and women’s health. The National Advi-
sory Council estimated that tripling the
coverage and doubling the unit costs, at
the very least, would be required for
universal coverage of ICDS. Thisimplied
raising the annual budget alocation for
ICDS from Rs 1,600 crore to Rs 9,600
crore. On the other hand, the central gov-
ernment, in its budget for 2005-06,
increased the amount towards ICDS
from Rs 1,490 crore (revised estimates
2004-05)toRs3,142crore(budget estimates
2005-06) which may even be construed as
a violation of Supreme Court order.®

These are only some of the areas of
tensionand conflict oneenvisages. Itwould
requireintensepolitical debate and discus-
sion to resolve them. At present, political
parties seem content with homiliesand the
mere presence of alonely and overworked
anganwadi worker. It isonly in the actual
process of reaching out to every child,
pregnant woman and adolescent girl that
the politics behind such programmes will
become more explicit.

The fact is that taking care of infants,
adolescent girls or pregnant women is not
just another sop or welfareprogramme, but
centra to the functioning of democracy.
It isin the struggle for the right to health
that structures of domination and power
unfold. Theserest onvaluesthat aredeeply
entrenched in the system. As they unfold
itisevidentthat they arelinkedtotheentire
state apparatus and the structuresthat gain
from the appalling health condition of
infants and mothers.

Public Action and Democracy

Accessing dl that is promised by the
state, engaging with it and exerting pressure
for thefulfilment of itscommitmentsisthe
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starting point for public action in ademo-
cracy. Inthelndian context, thelegal frame-
workisanexpressionof thestates commit-
ment; setting norms for society and bind-
ing the state to its commitments are aso
within the realm of the courts. In other
words, the legal instruments could set the
principles for public debate and discus-
sion, and concretise the tranglation of law
into actual practice.

At present there are certain legal instru-
ments derived from the labour legidations
pertaining tofactoriesact, minesand plan-
tations, construction workers, etc, which
mandate that créches must be provided. In
reality they “hardly exist”.10 Therearenot
more than 23,000 créches, “whereas
8,00,000 créches are needed to cater to
approximately 220 million women work-
ing intheinformal sector and in dire need
of childcare services’ 11

TheSupremeCourt hasalsoissued orders
that the ICDS should be universalised to
cover al settlementsin the country, reach-
ing out to every child under six years of
age, mother and adolescent girl with supple-
mentary nutrition. Universalising|CDSin
accordance with the Supreme Court direc-
tive would mean increasing the number of
ICDS centres by almost three times from
the present six lakh anganwadi centres to
the required 17 lakh. Public action alone
would bring pressure on the state to
concretise these obligations and also ex-
pose the lacunae in the details of such
policy instruments.

For the provision of the necessary
physical infrastructureandfor professional
support, there are no lega instruments
binding the state, though these are essen-
tial servicesthat should betakenfor granted.
Thereisnolegal processby whichthe poor
woman in labour can complain about the
non-availability of the doctor or even a
trained midwife. There is no law that
mandates the state to provide for al the
services and procedures any woman can
demand in a primary healthcare centre,
subcentre or a general hospital. There is
no law that would take punitive action
because childreninavillage have not been
immunised for months together, because
of the absence of an auxiliary nurse mid-
wife (ANM). The absence of such alega
framework is an indication of the state’'s
indifference.

Public actionispremised onanintrinsic
faith in the system and its capacity to
respond. Tomobilisecommunitiestoaccess
health systems is to anticipate public
action. The indifference of the system in
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providing immediate redressal is often
tolerated because it does not cause grave
losslikethelossof lives. An apathetic and
dysfunctional health system however can
lead to great agony. To urge more people
to access a public health system that is
woefully inadequate may expose peopleto
risk. Onissuessuch asaccessto education,
one can afford to have a child pushed out
of school and work towards re-enrolment.
There is some damage to the child, but it
is not irrevocable. Thisis hardly the case
with health. It isin this context that there
is a dilemma in insisting that the poor
utilise inadequate health services.

Holding political leaders and public
bureaucracies morally responsible for
apathy, harm or wrongdoing is significant
in maintaining the accountability of the
government. In ademocracy it isimpera
tive that citizens exercise such pressure.
Inarepresentative democracy, citizensare
themselvesultimately morally responsible
fortheactionsof their government. Mecha-
nismsthat integrate officials, governmen-
tal organisationsand individual initiatives
to bear a collective responsibility for the
effective functioning of a democratic
political system are still immature in the
Indian context.

Publicactioninvolvinglocal institutions
and local bodies, and large support struc-
tures at the state and national levels, en-
abling the community to question, nego-
tiateand bargainwith authoritiestodeliver
serviceswould pavetheway for enhancing
every child's access to the ICDS, and
making it an institution for protecting the
rights of children aged 0-6. This would
involve participation of peoplein decision-
making processes, and thusdemocratising
public spaces. ICDS too must be seen as
a site for the contestation of power.

Democracy is nurtured only when,
through public action and pressure, the
system begins to perceive violence and is
compelledtobring about substantial change
in favour of children’sright to health and
well-being. Every malnourished child
challenges the edifice of anti-democratic
forces and alliances. &Il
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