Conducted by

State Advisor to the Commissioners of the Supreme Court
Madhya Pradesh




9@ Qdongs nm Rs str ne Ennc ctroecg¥ec

Dec, 2010

PREFACE

Madhya Pradesh is a hunger hotspot, not only of India, but the world. Unlike the

six African nations it statistically equal
Madhya Pradesh has no recent history of civil war or political instability. How is

it t hat such a O6stabled state with over h
malnutrition indicators in women and children equal to those in Chad and

Ethiopia, countries torn apart by civil war and ethnic conflict? Seeking answers to

this question would sow a much needed mirror to the true face of our

democracy, which seems to have successfully expunged all ideas of equality.

Given that democracy is the system of governance chosen by our founding fathers

as the best answer to all our problems, it is esial to continue democratically

pushing our stateb6s institutions into becon
to take responsibility for the basic rights of each of its citizens, especially all those

that today have little to eat. This study may bglaced in this wider perspective.

More specifically though, it has been conducted to assess the food schemes in
Madhya Pradesh that are being monitored by the Supreme Court of India under
the Right to Food case (no. 196 of 2001).is necessary to mentin here that
Supreme Court Commissioner regularly report the status of food and
employment related scheme® the Supreme Courtin the context of this process

a survey has been undertaken for TOReport of commissionerdo assess the
grassrootealities of food and employment schemes in the state.

The focus is on the coverage, access, quality, problems, and grievance redressal of
certain schemes, namely: Integrated Child Development Servickeslira Gandhi
National Old Age Pension Scheme, National FdwiBenefit Scheme, Public
Distribution System, National Maternity Benefit Schem@lSY) and Mid-day Meal
Scheme. The sample selected for the study is that of 40 villages, situated in 4
separate districts and 4 agrdimatic zones of Madhya Pradesh.

The findings of each scheme even within each agoiimatic zone are varied
enough to prevent easy summarization, save for one: the implementation of the
respective schemes on the whole show the true earnestness and urgency of the
state and central government iraddressing the problems surrounding food in
Madhya Pradesh. So carefully have these schemes been planned and implemented
in the last few years that conditions of hunger in Madhya Pradesh, especially
amongst its dalit and tribal communitieend among womerand children, are far

direr than ever before.This study shows the way that whats missing, what is

OS®RE sd @cuhrng sn sgd Bnll hrrhnmdqgr nPagesgd R



9@ Qdongs nm Rs str ne Ennc ctroecg¥ec

Dec, 2010

moving and whathas to be done and where in various state welfare programs to
ensure that people at margin enjoy their entittements with dignity.

This sudy could not be visualized and completedwithout the technical and

generous knowledge suppomf Dr. N.C. Saxena (Commissioner to the Supreme

Court), Shri Harsh Mander (Special Commissioner to the Supreme Court), Biraj

Patnaik (Principal Adviser to the @mmissioner3, Dipa Sinha and Navjyoti of

Commi ssionero6s office, who stood wup with
expected during the studyl also acknowledge the kind support of my counterpart

in Madhya Pradesh Ms. Jyotsana Jain.

I must acknowledge the \gorous support provided by the Collectors of the
respective studied districts to the study team for providing information and
logistical arrangements. We would like to name Shri Jagdish Sharma (District
Collector of Jhabua), Shri Shyam Singh Kumre (DistriCollector of Umaria), Ms.
Kerolin Khongwaar Deshmukh (District Collector of Burhanpur) and E. Ramesh
Kumar (District Collector of Chattarpur) for their contribution.

We shared the cases of nemplementation under all the food and welfare
schemes cameut during the study for redressal with the respective departments
and District Authorities, and want to mention that State and District
Administration took them up seriously.

One hopes the respectivetate authoritieswill be able to acknowledge this féac
and reassess their efforts and planning. Befdreat bright day arrives, humble
acknowledgements need to be made for hard work in helping compile this report.
This study could not have beome so usefulwithout the fieldwork of Seema
Prakash, Anant Solank Chetan, Pankaj, Bahadur, Pradeep, Omprakash, and
Santosh Dwivedi. Apart from this | am thankful to my teammatesPrashant
Dubey, Rakesh MalviyaApara Vijayawargiya, Madhukar Seema JainSantosh
Vaishnav, ManojGupta, Kamlesh and Sonu Malviydor their continuous support
and guidance during the studyThere are numerous others who aided theffort,
and special thanks must go to Rolly Shivhare for paistakingly compiling all
figures, reportsand coordinating with the field staff.

SachinKumar Jan
StateAdvisor to the Commissioners of Supreme Court

Datei 15" December2010

Placei Bhopal, Madhya Pradesh
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EXECUTIVE SUMMARY

To assess the implementation of government food schemes in Madhya Prattestne 10"
report of the commissionersa study was carried out by The Office of advisor to
Commissoners to the Supreme Court in the Right to Food case.

Sudy focuseson the coverage, access, quality, problems, and grievance redressal of certain
schemes, namely: Integrated Child Development Services, Indira Gandhi National Old Age
Pension Scheme, Naihal Family Benefit Scheme, Public Distribution System, National
Maternity Benefit Scheme (JSY), and Miday Meal Scheme that formed the basis of a public
interest litigation (PIL) filed by PUCL, in 2001, in the Supreme Court.

PIL had pointed to the growng evidence of mhoutrition and hunger amongpoor population
despite several government food and nutrition schemes, and demanded that the right to food
should be recognized as a legal right of every person in the country.

The various interim orders conveed the benefits of these nutritiorrelated programmes into

legal entittements and directed State Governments and the Central Government to adopt
specific measures to ensure public awareness and transparency of these programmes. In May
2002, the Supreme Qot appointed two Commissioners for the purpose of monitoring the
implementation of the interim orders. The Commissioners are empowered to enquire into
any violations of the interim orders and to demand redressal, with the full authority of the
Supreme Cott. They are also expected to report to the Court from time to time, and may
seek interventions going beyond existing orders if requireth every state advisor to the
commissioners are appointed. This study was conducted in supervision of Madhya Pradesh
gate advisor, Mr. Sachin Kumar Jain.

The findings of this study are to be used to assess the functioning of these schemes in relation
to available official data and to inform the Supreme Court about the compliance of its orders.

Coverage

The study has bee conducted in 40 villages of 8 blockef 4 districts and 4 agreclimatic
zones of Madhya Pradesihese Districts areChhatarpur, Jhabua, Burhanpur and Umatria.

Methodology

Methods of data collection or schedule contain a set of questions for variowksholders of

the schemesand focus group discussions in the village to elicit further information on the
functioning of the schemes. It centers on observations of the services of respective schemes
and discussion with the beneficiary and field staff.
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Findings

The findings have been divided into two partsFirst part explains about the status of food
schemes in the Stataccording to the data provided by Stat@nd the other part covers the
finding of the study.

Integrated Child Development Services

The ICDS is the only scheme in the country providing comprehensive services to address the
health, nutrition and development needs of children under spears of age

According to the States statistics:

Y There are 78,929 ICDS Centres as againseed of 1.48akh2. The programme is serving
around 72.83 lakh beneficiaries.Reaching out to only 53% of the children of the state.
At present out of 78,929 anganwadi centres sanctioned in the state, SNP is currently
being implemented through 71,324 functional angaawadi centres.

Y At present in Madhya Pradesh 131 posts of CDPO, 69 posts of ACDPOs and 371 posts of
supervisors are lying vacanPresently one CDPO is responsible for managing about 304
anganwadi centers.

Y According to NFHS3 data state has 26.8% severalmourished but the WCD identifies
only 0.56% in grade 3rd and 4th.

Y I n Madhya Pradesh there ar e 2olvOcculaReypoddr at Bl
nuclear family cannot spare adult women workerN o rol e of Ashabo r
implementation of the approak week.

Findings from the field

60% of hamlets surveyeth the four districtsd on 6t have an anganwadi ¢
Good coverage in ST dominated districts.

There are 16 Anganwadi Centenshere supplementary nutrition (Take Home Ration) is

not being providedto children 0-3 years of ageSimilarly children above 3 years of age

are being provided hot cooked meal through self help grougfiere was novaried menu

found in the field.

39% of Anganwadi Centr es ,mostofGhe cehtersvaelacking e i r o w
cooking facilities (39 centers), safe drinking water (45 centers), toilet facilities (49
centers), playing kit/preschool education kit (45 centers), and medicifiat (31 centers).

< <<

<

! Source Government Diary 2010

% Source Supreme Court Commissioner8 Beport

3 http://www.mpwcd.nic.in/FormabDec09.htmaccessed on May 10.

* Monthly Progress report WCD December 20B81://www.mpwcd.nic.in/Formabec09.htn accessed on May

10= there are two figures of Total number of Anganwadi sanctioned in the Monthly progress Report . At one place it
is 78929 and at the other it1§371.
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Y Out of the studied AWG;, only 42 (63%)centres haveaweighing mechine.
Y In57 out o f tot al 6 foundAtNECthes gnganwadi workes coimgs e n
regularly. In 37 centers children were weighed regularly but their growth has not been

registered in the growth charts as the Anga
chart.

Y Anganwadi worker are overloaded with work and did not receive training for past many
years.

Y Discussion with the concerned parents about nutrition counseling brings to light the fact
that no parent has received any counseling from the AWW.

Y It hasbeen foundthat out of the67anganwad i centres wherme FGDO
anganwadis provide servicder 1-5 days a month31 for 11-15 days a month11 for 16-
20 days a month, and only for 21-26 days a month, when the records of AWW was
crosscheckd it showed 100% attendance.

Mid-day meal scheme

Under MDM Scheme and Supreme Court directives, every child in every government and
governmentassisted primary school must get prepared rddy meal with minimum of 300
calories and 812 grams of proteireach day of school for minimum of 200 days a year.

According to the State statistics:

Y 20 lakh children in the State (17 lakh in primary schools and 2.9 lakh in middle schools)
are not getting benefits of the mid day meal scheme.

Findings from the field

Y Cooked meal is found universal during the study, 81% schoalere found providing
MDM at the time of visit
Y The survey finds that in 70% schools, theris no varied menu,r 80% of school®Quality

was good

Y Inonly 13.6% schools children reported that thegire getting sufficient food in mid day
meal.

Y 42% schools donét have kitchen shed, 40% d
didndét khad RBO&t e school dondt have facilit)y

Y During the focus group discussions it has beebserved that in 61%o0f schools SHGS were
not paid on time. Due to the delays SHGs are unable to supply meals to the children.
Apart from this it has been reported that Foodgrains get delayed in 45% of case&s Th
delaysis due to moneyborrowedb y S H@dyyshigharates of interesti.e. 10-15% per
month for the food grains, this further contributes to delay and malfunctioning.

Y Children reported discrimination on the basis of caste/tribe in the form of being given
different quantities of food and being niée to sit separately
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Y It has been found that Sanjha Chula scheme was grabbed by Contractors
National Maternity Benefit Scheme (NMBS)

The scheme provides Rs 500 as assistance to BPL pregnant wom#f, viseeks prior to
delivery, for each of the first twobirths.

According to State Statistics:

Y Around 56%° of women in Madhya Pradesh are anaemic.

Y According to health department statistics, only 1% of the beneficiaries has been covered
under the NMBS in the year 20089.

Y The NMBS scheme has ndbeen publicized in the state. Furthemore, with recent
repeated modificationsin the scheme,the communication to the peoplehas not been
clear as towho the eligible beneficiaries areDue to this reason the state is unable to
provide the exact data.

Findings from thefield

Y None of the women who had home delivery got the benefit of the scheme. Furthermore,
there are 123 cases of BPL/AAY families of
the benefit of institutional delivery. Repeated reports that also turnagp in 41% of
FGDs, show that women who received money under JSY used it for bribing officials.

Y The multitude of schemes available to pregnant women and the failure of the
government to communicate them clearly has caused intense confusion and resulted in
widespread underutilization of the scheme. Women do not know the eligibility criteria,
benefits, and implementing agency for the scheme. This confusion has helped foster a
climate of unaccountability in implementation.

Y During the study it has been foundhat the women get debarred from the benefit of the
scheme if she had home delivery and have more than 2 children.

The National Old Age Pension Scheme

NOAPS is a monthly pension scheme that has recently been expanded to cover all old people
above 65 year®f age and below the poverty line. In Madhya Pradesh 27%er month is
being given as a pension amount.

According to State Statistics:

Y According to the calculations Madhya Pradesh ha2, 27,111eligible beneficiaries but
the state government is coverg only 9, 79,363 people under NOAPS in the year 2008
09.

°Source NFHS-3
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Y In the year 2009, not a single disabled old aged person has been registered under the
scheme in 26 districts of Madhya Pradesh.

Y In NOAPS the central government share is 200 Rs whereas the stateeghment is
sharing only 75/ Rs for the scheme. Thus a total of 27%er month has been provided as
old age pension in the state.

Findings from the field

Y The sample survey conductedhows that there are 770 persons who are eligible for
pension schemdut out of them only 443 (57.4%) are getting the pension.

Y The study finds that there is lot of confusion among beneficiaries regarding the pension
amount and due to this confusion some of the person completing the eligibility criteria of
NOAPS has been praded 150/ and some of them receiving 275fper month.

Y According to the SC order, pension is supposed to be paid by the seventh day of each
month. During the study42.5% cases reported that they received pension payment in the
last month. However, thesd 88 beneficiaries added that they receive pension quarterly.

The National Family Benefit Scheme

The National Family Benefit Scheme (NFBS) is a etimae relief of Rs. 10,000 to a BPL family
that has lost the primary bread winner. It is to be paid withindur weeks through a local
sarpanch.

According to State Statistics:

Y According to the state statisticsVladhya Pradesh has 6,dD eligible beneficiaries Up to
March 2009, the state governmermovered3928% beneficiaries, i.e. about 65.48%.

Y Procedures foravailing benefits under the scheme are complicated, making it near
impossible for a poor family to prove their eligibility and get the benefits on time.

Findings from the field

V<

The survey shows that 39% of the eligible beneficiaries were denied from treméfit.

Y Low allocation led to gross delays in distribution. From the 61% beneficiaries not a single
case of payment within 4 weeks of death of the breadwinner was found during the study.

Y In some cases families whose earning household head died five yleack have not yet
received NFBS benefits. Such cases were found in Jhabua and Umaria districts.

Y The study shows that 77% of total eligible beneficiary families received Rs. 10,000 as cash

benefit. On the other hand, 23 % of the families had to give somiethe benefit money to

the local administration as bribe.

® Source Data procured under RTI dated 23/6/09
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Y The report recommends that the scheme must be simplified, awareness regarding the
schemeshould beincreased and there should be proper monitorirdpne by the central
government.

Targeted Public Dstribution System and Antodaya Anna Yojana

The Public Distribution System (PDS) is one of the oldest food subsidy programs in the
country. At present, 35 kgs of rice or wheat are provided at subsidized rates to families living
below the poverty line. Fanlies which qualify for the Antyodaya Anna Yojana (AAY)
scheme are entitled to the same quantity of food grains at roughly half the price of that
which is sold to other BPL families.

According to State Statistics:

Y The center states that Madhya Pradesh h&k 25 lakh BPL familieswhich includes 15.82
lakh7 families under AAY. Madhya Pradesh government on the other hand categorically
denies the above estimation of the center, maintaining that 67,35,036 families are in fact
living below poverty line.

Y Currently Madhya Pradesh government is providing 20 Kgs of grains to BPL families and
35 Kgs of grains to AAY which is violation of SC order.

Findings from the field

Y The survey finds thatthere were discrepancies in 35% of casescords and people 6
response.

Y The survey discovered thatation beingnot available in installments

The study revels that the shops open 7 days a month, which was also not fixed.

Y The survey alsaevelsthat in only 10% of the ration shops in the 4 districts surveyed
were ration recads made available to public scrutiny.

Y The survey founds that vigilance committees seemed entirely inactive or non existent

Y The average quality of grains being provided to the BPL and AAY families.

V<

" Data procured under RTI dated August 09
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1. INTRODUCTION AND METHODOLOGY
1.1 Scenario of hunger angoverty in the state

Data from a variety of studies and m@orts show thatthe number of people afflicted with
hunger in Madhya Pradesh is increasing rapidly. The latest food consumption patterns
presents a dismal picture of chronic hunger in Madhya Pradeshe second largest state in
India, having a population d 60.3 million people. According to the Indian State Hunger
Index released in 2008 Madhya Pradesh has a score of 30tBe highestscorein the
country, and therefore the only Table 11

state grouped in the

Indicators Position and percentage
fextremely alar foeaMortality Rate 70 (SRS Oct 2009
hunger. Madhya Pradeshwith less "y, - 0o) Mortality Rate | 379 (NFHS 3)

than 6% of country mion 60% (NFHS 3)

the state that is home to thdi.irgest Poverty Ratio 38.3%(planning commission
number of hungry people in the

country.n Why M. P. i s | ndiledadsngtomatstory mulplishaddn 2008 & one h e
of the countryds | ead itonepbonate thesghraniceamddeepodtealt we nt
nature of thegrowing problem.

Populations of Madhya Pradeshave a low purchasing capacity. Thegre largely dependent
on cerealsFood grain production in Madhya Pradesh has declined rapidly in the last decade.
In addition, the pattern of food grain consumptioralso shows aignificant decline. These
facts underpin numerous innutrition related problems in the stat¢hat need serious
attention. The NSSO reportof Government of India on consumption patterns acrassthe
nation, which includes consumption of food and other essentials for life, shows a marked
decline in the level of food consumption in Madhya Pradesh.

Analysis of these findings revealte true face of poverty elimination programs, which are
mistakenly isolated from a concept of development that does nothing to protect agriculture.
The changing consumption pattern in MadhyRradesh pointgo a deep crisis of food security
in the state. On average, in 20086, a person in rural Madhya Pradesbonsumel 11.48 kg
food/ grain per month andspentRs. 86.46 to acquiréhis amount

The current per person food grain consumptionin Madhya Pradesh has declined to 9.718
kg per month, while expenditure has remained about the same, i.e. Rs 87.27. This derline
per capita consumption of 15.34% at more or less the same expenditure, while keeping in

8 IFPRI Report 2008.
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mind both population growth and inflation, shows an alarming trend in food consumption
levels.

The Madhya Pradesh Human Development Report (HDR), 2007, shows it state of
health in Madhya Pradesh is far from satisfactory. The estimate for longevity, measured as
life expectancy at birth calculated in the 2002006 period, stands at 59.19 years for males
and 58.01 years for females. This figure for both malesldamales in Madhya Pradesh is the
lowest amongst all major states of the country. Longevity in the state is also far below the
national average, which stands at 63.87 years for males and 66.91 years for females.

Madhya Pradesh has the highest figuresrfcases of Malnutrition and Infant Mortality in
India as well as in the world. The state's performance on the infant mortality rate (IMR)Nd
the maternal mortality rate (MMR), is far below than the national averagéccording to
National Family health Sirvey (NFHS2) the infant mortality in the state in 199899 was
estimated at 8§96 for rural areas ands0 for urban area) as against national IMR of 67%
the highest among alstates in the country With t he passage & yearsi.e. according to the
data released ilNFHS 3 (2005 06), the national IMR reduced from67.6 to 57.Q0 while the
IMR of Madhya Pradek also dropped, but only from 88 to 70

According tothe Mi | | enni um Devel opmeni5 m@taligylskould bdD GO s )

reduced by twathirds and maternal mortality by three quarters between the years 1990 and

2015. I f we consi deweentld96 and 2086t thesunddy imortliy Gées b

in India decreased at an average annual rate d8%. In order to achieve MDG goal, the
under 5 motality in India must reduce & an average annual rate of A&in the 9 years
between 2006 and 2015.

The issue of malnutrition in Madhya Pradesh is not new. It has come to the forefront in this
decade, especially since the year 2004 when the deaths of mawe children in the state
came to light. The last year has been particularly sevare children in Madhya Pradesh,
with the statebecoming something of a graveyard for childrer.ast year, at least 159
children between the ages of 0 andvere documentedas havingdied due to malnutrition.

As per the20052006 National Family Health Survey (NFHS8I), about 82.66 children in

the age group of 6 to 35 months arnaamic and 606 children under three years of age are
malnourished in Madhya Pradesh. Only 224 of the children aged 124 months are
receiving immunization against all preventable diseases. As per the District Level Health
Survey (DLHS3) report only 36.2% children in the state and only 31.4% children in rural
areas are fully immunized. Thisdath | i es i n the face of the

¥ NFHS-3 Madhya Pradesh Report Page numbet 10
Y NFHS3 India Report page number page number 182

st
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62.5% children in 200708, & 63.6%1child in 2008-09 children are fully immunized under
the child vaccination programme. Furthermore,he DLHS-3 report shows that 11.3%
children from rural Madhya Pradsh and 9.8% children throughout the state have not
received any form of vaccination.

Anaemia is endemic in Madhya Pradesh. At a figure of 74.1#adhya Pradesh has the
second highest percentage of anaemic children in the nation after Bihar [78%Rround
56% of women inMadhya Pradesh are anaemic; theyeed special care during pregnancy.
The problem is even more aute amongst tribal women as P4 of them live with anaemia
and 1.2% of them are severely anaemic

The statistical politics of poverty identifiation is one of the biggest hurdles in eliminating
chronic hunger. The estimation by the Planning Commissiorwork to supportthe argument
that poverty in India is reducing. For those working on the ground, it seems tRéanning
Commissionwill devise the most acceptabletatistical trick or formula to ensure the image of
poverty reduction is maintained.

The Planning Commissionhad estimatedthat in Madhya Pradesh, a family spending Rs
327.78 per person per month ia rural settlement will not beconsiderel as poor. In Urban
settlements,the benchmark expenditure level wakeld at Rs 570.15 per person per month.

In other words, a person spending anything more then Rs 9 every day in a village or Rs 19 in
an urban area, will not be identified as poor and wilhot be a beneficiary ofpoverty
elimination programs. No person can survive at this level of expenditure in India today.
Thesefigures represented a starvatioinke, rather than a poverty line.

The Planning Commissionds r e tteemepdrtywhichcwase pt e d
mandated to address the above criticisms of the prevailing poverty line, is sadly another case
of statistical jugglery in the guise of rectifying the poverty lineThe Tendulkar Committee
arbitrarily chooses the consumption basket #te prevailing arbitrary urban poverty line as

the benchmark with which to measure poverty across the country. This results in a slight
increase in the poverty ratio for rural areas, buwtoes so at the cost afanctioning a drastic
redudion in the minimum calorie norms and with dubious methodology.

The motive of the Tendulkar Committee is to both deflect the strong criticisms to earlier
poverty ratios and allow the government to continue its economic myth making of poverty
reduction over time. In termsof Madhya Pradeshthe underestimations of theTendulkar
Committee still find 53.6% of its rural population living below the poverty line. In contrast,
the Dr. N.C. Saxena Committee report puts the figure at 66.55%.

" NFHS-3 Madhya Pradesh Report Page number 90
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It is not a coincidence that Madhya Padesh has the lowegtand a continuously declining)

food consumption,the highest malnutrition, the highest infant mortality, and amongst the
lowest life expectancy levels of 57.7 years. According to the Dr. N.C Saxena Committee
Report the percentage of mal population that is poor, and is not able to satisfy the minimum
required calories needs, nor is able to consume the minimum cereal required for healthy
living, is far greater than the present cut off line of 28.3% in India.

The Dr. N. C Saxena comnige report recommends that the percentage of people entitled to
BPL status should be revised upwards to at least 50%, though the calories norm of 2400
would demand this figure to be about 80%. The figure of 50% that this report mentions is
based on a calee consumption norm of 2100 for rural areas, as well as a minim cereal
consumption of 12.25 § per month. The committee also recommends an increase in the cut
off line of states, and according to thesstimates the Madhya Pradegiresent poverty ratio

of 37.6®6 should actually stand at 66.55%.

The debate of poverty as reflected in discrepant statistics does not end here. As per a survey
conducted by the Planning Commission, 38.35% of population of Madhya Pradesh is living
below the poverty line and thenumbers of poor families are 44.5 Lakh, who are direct
beneficiaries under the Public Distribution Systemin addition, such beneficiaries are also
entitled for subsidized ration under other schemes of the government. However, the Madhya
Pradesh governmeinpoverty ratio is much higher than the government of India estimates of
38%. According to state government statistics the total number of beneficiaries under the
Antodaya Food Scheme should be 15.87 lakh for the poorest of the poor and 51.47 lakh for
BPL families'?.

In total, 67.35 lakh families in Madhya Pradesh are required to be distributed ration, as per
prescribed norms, under the centrally run public distribution system, at the rate of B§ of
ration per card per family. As such, a total of 23.5Takh tonnes' of ration is required to be
distributed in Madhya Pradesh.However, as againsthe existing 67.35 lakh beneficiary
families, the center is providing ration to the state government sufficient for only for 44.5
lakh families.In other words, no ration is being provided to about 22.85 lakh families.

0 evelopment) &ocial inclusior® and @limination of povertydhave long been catch phrases

in Madhya Pradesh state politics. Over time the very meanings of these words have turned
upside down andhollowed out. The tattered rhetoric of today mirrors large proportions of
wasted populations in the state. Under the veneer of words, an incessantly rapid and
iniquitous development process, made to appear as inevitable as change itself, is leaving the
common person further behind.

2 Data collected under RTI on Oct 09 from food and Civil supplies department.
13 http:/fcamin.nic.in/ReportTable/view_reporttable.asp
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1.2 Objectives of the survey

To assess the implementation of food schemes monitored by the Supreme Court of India
under the Right to Food case (Case No 196 of 2001). This survey focuses on the following
aspects:

(a) Coverage (inlusion/exclusion)

(b) Availability (vis-avis entitlements), access and quality of service

(c) Problems in implementation

(d) General grievances and grievance redressal system.

1.3 Selection of Survey Area

To study the implementation of food schensemonitored by the Supreme Court of India
under the Right to Food case (case.n196 of 2001) Madhya Pradesh has been chosen
alongside 8 other states. Pilot work for the study was undertaken in 3 states of the country
namely, Andhra Pradesh, Nagaland andashmir. Madhya Pradesh was selected for this
study because the state lisads interms of malnutrition andis 3¢ in IMR and MMR figures.

A. 1 About the Area

Profile of Madhya Pradesh

Madhya Pradesh lies in the center of India and is surrounded bystates namely. Uttar
Pradesh, ChhattisgarhiMaharashtra, Gujargtand Rajasthan. It is the second largest state in
terms of area. There are 50 districts in Madhya Pradesh, which are divided into 9 revenue
divisions for administrative purposes. The strormgral base is reflectedn the large number

of villages, i.e52,117 that are covered by 23,040 Gram Panchayats and 313 Blocks.

Madhya Pradesh at a glanceis
Demographic Profile

Area (in sq. kms.) 308,000
Districts 50
Tehsils 341
Development Blocks 313
Total villages 55,393
Populated villages 52,117
Gram Panchayats 23,040

4 Source: Data obtained from Census 2001
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Socio-economic Profile

Population (Census2001) 60348023

Males 31443652
Females 28904371

Child population (0-6 years) 10782214

Sex RatiqFemales/1000 Males) 919

Density Of Population (Persons/ Square Km) [196

Urban Population % 26.67

Schedule Caste Population (In Million) 9.16

Schedule Tribe Population (In Million) 12.23

Population Below Poverty Line (%) 38.3%

Literacy Rate (Census 2001) In % 63.7

Male Literate 19672274 (76.1%)
Female Literacy 11920289 (50.3 %)

A Selection of Districts

The geography oMadhya Pradesh is varied; the state haswamber of different agraclimatic
regions. For the purpose of thistudy, districts were chosa according to four different agre
climatic regions of the state. &ur districts from four different geographical regions of
Madhya Pradesh have been selectathmely: Chatarpur district (Bundelkhand), Umariya
district (Baghelkhand), Jhabudistrict (Malwa) and Burhanpurdistrict (Nimar).

B Selection of Blocks

In each district two blocks have been selectedne
that is easily accessible and is close to the district
head quarter and the othethat is remote.

Following arethe blocks selected for thetudyd

1 Chatarpur: (1) Bakswaha(2) Chatarpur

2 Umariya: (1) Pali (2) Karkeli
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3 Jhabua: (1) Petlavad (2) Raama
4 Burhanpur: (1) Khaknaar (2) Burhanpur

C Selection of Villages

The villages were randomly selected from the census list. A total of 5 villageere selected
from each block. Of the total of 10 villages selected in each district, one ha$S& population

in the range of 20 % to 50% and another village has a population of minorities (Muslims,
Christians) or Primitive Tribal GroupsTherefore, intotal 40 villages have beerelected for
survey and studyin 8 blocks of 4 districts of Madhya Pradeshhe list of villages hasbeen
annexed (annexur€l).

1.4 Methodology of the study

The study is based on primary and secondary data, with a survey regeatesign for

coll ecting primary data, and the use of gover
secondary data. The methods employed for data collection are of kials (Ref. Annexure 1

and 2).

The first method of data collectionor schedué contains a set of questions for various
stakeholders of the schemes. It centers observations of the services of respective schemes
and a discussion with thebeneficiary and field staff, such aanganwadi workers, cooks,
teachers, and ration dealer&8milarly, a scheduledesignedfor interaction with parents of
children identified as being in Grade Ill or Grade IMevel of malnourishment by the
anganwadi workershas also been used

The secondmethod of data collection or schedules based on focus gup discussions in the
village to elicit further information on the functioning of the schemes. It is a qualitative
method for data collection. In this studyfocus group discussions have been conducted in the
community to observe & understand the communjtresponse to various schemes.

The focus group discussions were conducted in aedere the poorest section of the village
resides.For making this study more qualitative, case studies from all the four districts have
been collected during interactionswith community & field staff of various concern
departments

1.5 Description of villages covered in sample

In the survey, 10 villages have been studied in each district, so as to cover 40 villages in 4
different districts of Madhya Pradeshin these 40 dstricts, 95schools and 67 Anganwadi
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centers were covered. To learn about the realities of the public distribution sysiene
surveyed 40 ration shopservingeach of the 40 villages. Apart from thi&71 beneficiaries of
National Old Age Pension Scheme82 beneficiaries of Janani Suraksha Yojana, and 101 BPL
families whose primary breadwinner aged between 184 yearspassed awayhave been
interviewed. With regard to the ICDS program, as a part of the study, specific talks were held
with parents of 79 seere malnourished children about the care and follow up provided to
the children. Furthermore, for taking the community point of view, we undertook 51 focus
group discussions in 40 villages of 4 districts.

Table 1.2
S.No| District ICDS | Schools| Ration NOAPS NMBS NFBS FGDs
centres shops | beneficiaries | beneficiaries| beneficiaries

1 Umariya 12 15 5 147 41 19 10
2 Burhanpur 14 18 5 134 171 17 10
3 Chatarpur 12 32 5 255 111 31 10
Jhabua 29 32 5 235 159 34 21
Total 67 95 20 771 482 101 51

1.6 Points for Corsideration

Roadsi The inadequate state of transport and road infrastructure has been a major issue in
M.P for quite some time now; it has also become an important political issue in recent times.
In the survey it has been found that out of 40 villages # districts, 19 villages havé&achcha
roads, whereas 21 have weathered approach roads to the village. As per the Human
Development Report 2007, road connectivity in M.P has always been amongst the lowest in
India. Furthermore, even where roads connect,ren-existent public transportation system
leaves residents at the mercy of private bus conductors, often connected to the same
politicians that helped destroy the MPSRTC in the last two decades. The terrible impact of
no public transportation in the formof buses in the second largest state of the nation, which
is not connected well by Railways, needs to be seen to be believed.

Electricity 1 Access to electricity has become much more than a purely developmental issue
in Madhya Pradesh. In the study, 39 ¢wf 40 villages have been found to possess electricity

supply. But, there is a catch in this statistic. That a village is connected to the power grid
does not mean that a majority of its inhabitants have access to electricity in their households.
According to the state government, access to electricity means only that the village has
access to electricity in some way. It does not mean that every household in the village ha
access to electricity. According to human development report of Madhya Pradesh 20076
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of rur al households donodt have their own dome
households still donot have access to electri

Rural Madhya Pradesh dependsn agriculture. But the unavailability of power supply to
farmers is a problm being facedby them on a daily basis. Rural areas get power supply for
only 3-4 hours in a day. However, this power supply often does not extend up to their farms
and due tothis farmers are unable torrigate their lands.

Another recent development ha rocked farmers across the state. There has been increasing
pressure on the state governmehtpower companies to improve their fee collection. As a

result, in thousands of cases, and in villages covered in this survey, farmers have been handed

6 month bills of 30-40 thousand rupees despite them availiignited to no power supply.
Present circumstances have added to the miser
dayso.
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2. INTEGRATED CHILD DEVELOPMENT SCHEME

Integrated Child Deelopment Services (ICDS) is the only major national program that
addresses the needs of children under six years of age. It seeks to provide young children with
an integrated package of servigesuch as supplementary nutrition, health care, and psehool
education. Because the healtbare and nutrition needs of a child cannot be addressed in
isolation from that ofits mother, the program also extends to adolescent girls, pregnant women
and nursing mothers. The objectives this union government scheme &r as follows:

®» To improve the nutritional and health status of children below the age of six years.

To lay the foundation for proper psychological, physical, and social development of the
child.

To reduce the incidence of mortality, morbidity, malnutritio, and school dropouts.

To achieve effective coordination of policy and its implementation among various
departments to promote child development.

To enhance the capability of the mother to luk after the health, nutrition, and
developmentalneeads of the dild through proper health and nutrition education.

»
»
»
»

2.1 Basicservices of ICDS

| CDS is a program that seeks to provide a pac
Centres, i.e. a network of ICDS cemtg focused on children under 6 yearsThe anganvadi

worker (AWW) is assigned the responsibility of operating an Anganwadi centre, with support

from an anganwadi helper (AWH). The six basic services provided through Anganwadi Centers

are as follows:

Supplementary nutrition,
Immunization,

Health checkups,

Referral services,

Pre-school nonformal education, and
Nutrition & health education.

S e o

2.2 Situation of ICDS in Madhya PradeshA larger view

Early childhood years are vital as 8% of the brain's development takes place in this phase. It is
these years that lay the foundation for later physical, emotional, cognitive and social
development. Therefore proper childcare is mandatory. Apart from rapid physical and mental
growth, children do the difficult task of learning languages, an assortment of gioal skills, and
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val ues amongst other things required to | ead
achieved without sound nutrition, good health, appropriate education, love and affection.

Investing in the nutrition, health and educatn of the child under six is not only a moral duty

of the government, but also essential in the economic development of a state. Research across
the world has established that it is either impossible or too costly to make a malnourished child
into a healthy adult. Thus, Integrated Child Development Scheme (ICDS) is an effort in the
right direction having wide-ranging implications for overcoming the monstrous problem of
malnutrition among children. The central theme of Integrated Child Development Scheme is
the provision ofsupplementary nutritionto children, however at the implementatiorstage this

very theme of ICDS is continually overlooked.

The scheme basics make it expressly clear that every child, pregnant woman, lactating mother
and adolescent girshould get the benefit osupplementary nutrition and other services for 300
days in a year without any limiting criteria. However in MP, the budget is created to provide
this service for only 130 days. The report of Comptroller and Auditor General memothat the
schemefalls prey to corruption in MP, thatchildren do not get the necessary 300 cailes and 8

to 10 gm of protein,andthat as much as 59 %hildren in the stateare not even touched by the
scheme.

Recent uncovering of corruption, especigl income tax department raids on topbureaucrats
and politicians of the women and child developmentddepartmentand the health department
betray an unconscionable truth. A whopping 200 crore of money meant for vulnerable children
in the state has gone it filling the bottomless pockets of officials and leade Corruption in
sectors like health and women and childevelopment is unlike any other example of money
eaten by the authorities. In this case, the corruptias directly eating uphundreds of thouands
of lives every year especially thatof children in the poor and the most marginalized
communitiesof Madhya Pradesh

The issue of CoverageThe Supreme Court of India, in its decisiodated December 13, 2006,
ordered the universalisation of the ICB scheme. At present, in Madhya Pradesh there are
78929 (53%) ICDS Centres as against the huge need of 1.48 fakfhe sipplementary
nutrition program is beingcurrently implemented in these entres. The programme is serving
around 72.85" lakh beneficiaries. This includes59,91,39%2 children and 12,94,046'° pregnant
and nursing mothers. It means that government is reaching out to only 53% of the children of
the state going by itoown statistics and leaving 7% children out of the coverage of ICDS.

'* Source Government Diary 2010

'® Source Supreme CourCommissioners‘%Report

Y http://Iwww.mpwcd.nic.in/Format-Dec09.htm accessed on May 10.
'8 http://Iwww.mpwcd.nic.in/Format-Dec09.htm accessed on May 10
¥ http://www.mpwcd.nic.in/Format-Dec09.htm accessed on May 10
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The ewer-changing nutrition policy in the state has become a headache not only for the lower
level officials or woikers but also for the communitiesA good policy is usually one which
emerges from the grassoots, but in the real sense the nutrition policy of Mdhya Pradesh has
emanated from the topather than the other way around. The policy keeps changing from time
to time, with contracts being shifted from SHGs to private contractors, private contractors to
cooperatives, and then again from cooperatives baokSHGs. These changes have debilitated
implementation, not to mention obfuscating even basic comprehension of the realities on the
ground.

Whether it is the functioning days ofanganwadicenters, or technical input, or the supply of
nutritious food, or staff appointed for ICDSor budget allocation for ICDS, complete negligence
and violations are seen in each and every aspect of the supplementary nutrition program. The
claim of spending Rs. 4 per beneficiary is the key statement in all the responsesaseld by the
state government. However, when the implementation and coverage analysis in terms of budget
provision is done, it reveals that only Rs. 2 per beneficiary has been allocated in Madhya
Pradesh. Even if one were to take the state government &t \tord of having spent Rs. 4 per
beneficiary per day in this budget, then it would mean that all the covered (not actual
population) beneficiaries will receive supplementary nutrition for only 126 days in a year. As
per the order of the Supreme Court covage should be for at least 300 days in a year. Even after
four years of the relevant Supreme Couorders, the budget allocations are not proportionate to
the needs of beneficiaries.

Anganwadies in Operation At present, in Madhya Pradesh}11?° ICDS prdects are sanctioned
by the government of India. Within the purview of these project§8,929anganwadi centres
have been sanctioned. Out of 78,92@nters,the supplementary nutrition program is currently
beingimplemented through 71321?* functional anganwadi centers. In order to look after such a
vast numberof ICDS projects covering a noticeable amount of beneficiaries, 0850 CDPOs,
42 ACDPOs and 297% supervisors have been apinted till date. A total of 131 posts of
CDPOs, 0 posts of ACDPOs and AL posts of apervisors are still lying vacant. Therefore,
presently one CDPO is responsible for managing ab8&® anganwadi centers. This figure puts
into perspective the quality of ICDS services offered in such a time of nutrition deficienay
the state

%% Monthly Progress report WCDecember 200%http://www.mpwcd.nic.in/Format-Dec09.htm) accessed on

May 10

# Monthly Progress report WCD December 200&6://www.mpwcd.nic.in/Format-Dec09.htm) accessed on

May 10= there are two figures of Total number of Anganwadi sanctioned in the Monthly progress Report . At one place
it is 78929 and at the other it76371.

%2 Monthly Progres report WCD December 2008t{p://www.mpwcd.nic.in/Format-Dec09.htm) accessed on

May 10

OS®Rd sd @cuhrng sn sgd Bnll hrrhnmdqgr PRae26 gd Rt


http://www.mpwcd.nic.in/Format-Dec09.htm
http://www.mpwcd.nic.in/Format-Dec09.htm
http://www.mpwcd.nic.in/Format-Dec09.htm

9@ Qdongs nm Rs str ne Ennc ctcroecg¥c

Dec, 2010

Last, but most important is the debate in Madhya Pradesh concerning the total number of
malnourished children. According to the Monthly Progress Report of Women and Child
Development Department there ar@®3415children® identified as severely malnouriséd, but
on the other hand National Family Health Survey (NFHBI) comes to the conclusion that
around 13,00,00CGhildren under the age ofsix are in the seriously malnourished category in
Madhya Pradesh. This stark difference has been created as a refthe callous attitude of state
functionaries. It isamatter of serious concern that whenever a childiesdue to malnutrition in
Madhya Pradeshthe state government switches tdenial mode. While theHealth Department

in its report, states that the daths were due to malnutrition, the Women and Child
Development Department (WCD) immediately denies the same report, saying that the children
succumbed toa specific diseases. Other times, the same thing happens the otfasr around.
One way or another, theconcerned department tries tgshakeoff the burden ofresponsibility.

Malnutrition in Madhya Pradesh is the biggest blighin the state The dance of deaths of
innocent children across the state and the continuous negl by the administration towards
these deaths underscores the urgent et for bringing positive changefor the poor and
marginalized sectios. A change canonly be achieved by bringing a change in attitudes
conceming the health of children, bywinning faith of rural and tribal communities as well as
by making the state administration more accountable.

2.3 Samplecovered under the survey

To check the implementation of ICDS in the field, this study has been carried out in 40 villages

of 4 districtsin Madhya Pradesh, i.e. 10 villages in dadistrict. During the survey each and

every anganwadi centref these 10 villages has been coverdd the process, visits were made

to 67 anganwadi 12 in Umariya, 14 in Burhanpur, 12n Chatarpur, and 29 in Jhabua district

To cross check the data pvided by the anganwadi vworker, focused goup discussions were
conducted.In this way, 51 FGDs in 40 villages involving around 2300 peoplere conducted

The perspective that emergegr om FGDO6s stands in stark contr
statistics

24  Findings of the Study

2.4.1 Universalization with Quality

% Monthly Progress report WCD December 200&://www.mpwcd.nic.in/Format-Dec09.htm) accessed on
May 10
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Universalization in terms of ICDS means that every child, as well as every pregnant woman,
nursing mother, and adolescent girl, should be within easy reach of an anganwalere the

full range of ICDS services can be received. On"28lovember 2001, the Supreme Court
directed the government to universalize ICDS. Further orders to this effect were issued dh 29
April 2004 and 7 October 2004.

A. Coverage of Habitations

Table No. 2.16 Coverageof Habitations Recogmzm_g the right of every child
Coverage to early childhood care, the Supreme
L : Court has directed that a functional
District Hamlets | Anganwadis| Hamlets . :
in Village I anganwadi be opened in every
Anganwadis habitation. Also, the court has given
; g instructions to ensure the coverage of
Umaria 33 12(36%) 21 . .
; all children below six vyears, all
Burhanpur 31 14(45%) 17 pregnant and lactating mothers, and
Chatarpur 49 12(24%) 37 adolesent girls in all rural habitations
Jhabua 53 29(55%) 24 and urban slums under all nutritional
Total 166 67(40%) 99(60%) and health services of the ICDS.

Coverage of SC/ST Habitations
According to the Supreme Court Order dated 28t}
November 2001, every settlement should have | The Supreme Court, in its order dated 1
disbursement center, i.e. an anganwadi cente| Oct. 2004, stated that hamlets with hi
However, this study finds that only 40% of hamletd SC/ST populations should receive prior
. ) in the establishment of anganwadis. T

surveyed have an anganwadi center; out of a tot 4

. . order appears to be well implemented
of 166 hamlets in the four districts surveyed, only {ha four surveyed districts. Out of
67 have an anganwadi center. Therefore, childre| anganwadi centers in the 4 districts, 42
and vulnerable women in 99 hamlets are no| 62%) are found in tribal hamlets, 5 in S
covered for all the services under the ICDY Hamlets, and only 2 in upper cas
program. Chatarpur district has the least coveraq hamlets.
amongst the surveyed districts. Only 12 out of 49
hamlets, i.e. only 24%, of the surveyed hamletare covered in the 10 surveyed Chatarpur
villages. Due to the severe lack @nganwadi centers, many children in Chatarpudistrict are
being denied benefits under ICDS.
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B. Coverage of Beneficiaries

Table No. 2.17- Coverage of Beneficiaries In its order dategl 29th April 2004, the
— Supreme Court directedan order for the
District Coverage , : . .
, , - ouni ver sal i .ZThetCowtmmrdeoetl | CD S
Children in | Children enrolled . .
. . that all children under the age of six, all
village in AWC :
: pregnant and lactating women, and all
Umaria 1485 999 . . .
B adolescent girls, must be provided with all
urhanpur LoD SIokS seven services from the ICDS center.
Chatarpur 1853 1108
Jhabua 2858 1993 The latest report from Madhya Pradesh
Total 7511 4765 Department of Women and  Child

Development (DWCD*) shows that only 70% of the 38 lakh children between-8 years are

covered under the Supplementary Nutrition Program (SNP). The coverage of th@ year age

group is even worse. Out of 50 lakh children aged betweei30years in Madhya Pradesh, only
29.1 lakh (58%) children are getting SNROn the other hand thestudy finds that 63% of

children living in the village are enrolled in the AWC.

Furthemore, according to NFHS data, out of 80% of the children under six years in Madhya
Pradesh who reside in areas covered by an anganwadi center, only half (50%) recs&wices of
some kind from a centre. Only about one third of the children (36%) under the age of 6 years
receive supplementary food. Furthermore, the data of NF3Shows that 60% of children from
SC and ST communities still remain far removed from nutdn benefits of anganwadi centers.

2.4.2 Services under ICDS Nutrition on Contract

In Umaria district, the delayn supply of
supplementary nutritiowas 120 days fo
Patraee 4 days for Dhamni, 6 days fq

A) Supplementary Nutrition

An important component of ICDS scheme is tha
all the beneficiaries of ICDS (children below 6
years of age, pregnant women, nursing mother
and adolescent girls) must be provided

supplementary food having nutritious qualities.
The Supplementary Nutrition Pogram (SNP) is a
useful means bprotecting children from hunger,

especially among communities that do not hav

Ghangrai, 2 days for Dhanwahand 31
days for Bodlivillage. The major reasof
for the delayas recorded ddays from
district deadquarters in handing th
supplematary nutrition to private
contractors and Self Help Groap(The
supply is being done by privat
contractors for AWC at Ghangrai.)

% Data collected from DWCD in September 2009.
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food security. SNP also helps in overcoming the barseof caste and class among the children.
SNP arrangements under ICDS in Madhya Pradesh are generally different for different age
groups. During the health checlups if a childis categorized as severely malnourished, the child
is supposed to be given dolébthe amount of supplementary nutrition.

@ Availability of Supplementary Nutrition in Anganwadi Centers

| Coverage of children between®years

In Madhya Pradeshchildren between 6 months and 3 years old, pregnant women, nursing
mothers, and adolescerdirls, are supposed to bgiven readyto-e at packed food as
rationd6é worth 5 days of food every Tuesday of
supposed to be fed hot cooked meals at the anganwadi center, with the hot cooked meal
prepared on the same day in a common anganwadi kitchen, knownas an;j ha The hul h a
responsibility of cooking and supplying hot cooked meal is meant to be given to a-Belp-

group in the village. However, the realitie®f this service in the surveyed distts are found to

be otherwise.

Table-2.8-Children Below 3 Years
District Total Available Not
AW available
covered Unco_oked Rgadyto—eat Dry ra_tion Chana/_ (_:ooked
(daliya, mix (cooked | (dal/rice) | Mungfali | (khichri, etc)
panjiri) & ready)

Umaria 12 3 0 0 0 0 9
Burhanpur 14 0 1 0 0 13 0
Chatarpur 12 4 1 0 0 0 7

Jhabua 29 3) 24 0 0 0 0

Total 67 12 26 0 0 13 16
Children Between 36 Years
Available Not
District Total available
AW Uncooked | Readyto-eat | Dry ration | Chana/ | Cooked
covered | (galiya, | mix (cooked | (dalfrice) | Mungfali | (khichri, etc)
panjiri) & ready)
Umaria 12 2 0 0 0 9 1
Burhanpur | 14 0 0 0 0 14 0
Chatarpur | 12 S) 3 0 0 3 1
Jhabua 29 0 4 0 0 25 0
Total 67 7 7 0 0 51 2
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According to the orders of Supreme Coudft each
anganwadi cater must provide hot cooked nutritious
meals to all itsbeneficiaries for at least 300 days of the
year or 26 days a month.However, the monthly
progress report of Women and Child Development
Department® provides the statistic that out of 89.9 lakh
children between the ages of-6 years only59.91lakh
children are covered under the supplementary nutrition
program.During the survey it has been found that there
are 16 anganwadis, 9 out of 12 in Umaria distriand 7
out of 12 in Chatarpur dstrict in which supplementary nutrition is not being provided to
children 0-3 years of age. Umaria district is the worst performer when it comes to
supplementary nutrition. In terms of supplementary nutrition for children below 3 years of age
in this district, in 3 centers (Patrae, Bodli and Ginjari) children are being provided uncooked
dalia. The remaining 9 centers of the district are devomf any supplementary nutrition for
children in this age group.In Burhanpur district out of 14 AWC, 13 centers are providing
supdementary nutrition as a cooked meal. However, the cooked meal is not khichri, made up of
dal and rice. Rather this meal is being prepared by adding hot water to the dalia or ready to eat
mix. Consideringall anganwadis in all 4 districts sweyed, it hasbeen found that 26 centers
(39%) provide ready to eat mix to children of {8 years of age.

Glass Half Empty: NaStandard in
Umaria District

The AW worker at Patraegllage

of Umaria District uses a glass an(
measures half a glass per chilthe

worker at Dhamnivillage uses a
bowl as measureywhile the worker
at Ghangrai village simply
measures aandfulfor ead child.

On discussing the availability of supplementany
nutrition in ICDS centers for the children
below 3 years of age with villagers in focus
group discussions, it habeen found that there
are a total of 20 centers here the children are
not getting supplementary nutrition at all.
Comparing the data provided by anganwad
workers with that gathered from communities
shows a significant discrepancy and rais¢
guestions abat administrators hiding facts.

The survey found no standard measure of
standard food for supplementary nutrition in
the villages studied. The reason for thes
variations is the everchanging nutrition policy
of the state. While the survey was bang

conducted the department of vemen and child

Contractorsin ICDS

Supplementary nutrition services have co
to a grinding halt in large swathes of
Madhya Pradesh with the orders of Supre
Court banning contractors inugpplementary
nutrition supply to ICDS. According to th
new norms for providing Supplementary
Nutrition, the $ate governmenis supposed
to encourage the Self Help Groups the
supply of supplementary nutritiofood to
children above 3 years of agelowever, the
state governmenhasi gnor ed t
directive andgiventhe contact to one M.P
Agro for supplying packaged food fq
children below 3 yearsof age pregnant
women, nursing motherand adolescen

girls.

> Supreme Court Order Dated Dctober 2004.

% nttp://www.mpwced.nic.in/novmpr2009.htm accessed oMarch 10.
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development agairchanged its policy. The policy appeared to have smooth implemeiaia for

the first 1% months. However,complaints of the nonavailability of supplementary nutritious
food soonstarted ringing outfrom all the surveyed districts. This wasspeciallyso in the case of
supplementary food for children under 3 years, which as per contract is supposed to be provided
by M.P Agro.

Children above 3 years of age are being provided hot cooked meal throagt help groups.

This is because a centralized process is being followed for children in this age group, wherein a

hot cooked meal i's prepared in one place from
Though the new norm states that the meal is teelserved 2 times a day, field reality shows that

it is being supplied only once.

In complete disregard for the new norm of providing hot cooked meal to children in the age
groupof36 years, there are 7 AWCO swhere unCobkedtfaoad pur 2
is still being providedto children. In the case of two villages, Narayanpur in Chatarpur district

and Dhanwabhi in Umaria district, children above 3 years are not getting any nutrition from the
anganwadi centers.

In focus group discussions, V@lge residents revealed that children from 29 centers (7 in Umaria,
8 in Burhanpur, 4 in Chatarpur, & 10 in Jhabua) are getting supplementary nutrition regularly.
In the other 22 centerschildren are not getting regular supplementary nutrition because egh
there is irregular supply or anganwadi workers discriminate between lower caste and upper
caste children. The survey study wealed that castédased exclusion in Hatna iNage of
Chatarpur district is the most pronouncedf all the 40 villagesstudied

| Coverage of Pregnant Women & Nursing mothers \

As per Supreme Court ordef§ all children below 6 years of age, all adolescent girls and all
pregnant and lactating motheranust be registered in the anganwadi center of the area. During
the study we foundthis order openly flouted. According to the new norms, pregnant and
lactating mother are supposed to be provided reattyeat mix as takenome ration. But the
situation prevalent in anganwadis studied is quite different.

Of the 67 surveyed anganwadi centg there are 13 centers where no nutrition in any form is
provided to pregnant women and nursing mothers. Umaria district is once again found to have
the worst performance in this regard. Out of 12 centers in this distrjodbnly 3 centers are
providing mandatory nutrition to pregnant and lactating mothers. Considering statistics for all
the 4 districts surveyed, only 27 (or about 40%) centers are providing redaoyeat mix to its
beneficiaries.

2 Supreme Court order dated 28 November 2001
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Table -2.9-Pregnant Women & Nursing mother
District Total AW Available Not
covered Available
Uncooked | Readyto-eat | Dry ration| Chana/ | Cooked
(daliya, | mix (cooked &| (dal/rice) | Mungfali | (khichri
panjiri) ready) etc)
Umaria 12 0 2 0 0 1 9
Burhanpur 14 14 0 0 0 0 0
Chatarpur 12 7 3 0 0 0 2
Jhabua 29 0 22 0 0 5 2
Total 67 21 27 0 0 6 13
On comparing this data with the facts that eme
17 out of67centerswher e FGDO0s were held where suppl emen

pregnant and lactating mother. Women dPatrae village in Umaria district lament this lack and
state that supplementary nutrition should be provided to pregnant and lactating mothers. The
consensus amongst residents in Umaria district -ésis the anganwadi center is shocking.
Residents in nire out of ten villages in this district say that not a single woman in their village is
getting the benefit from the anganwadi center.

| Coverage of Adolescent girls \

Despite the clarity in the Supreme Court direction ordering coverage of all beneficiarigse
Madhya Pradesh government has set a limit in anganwadi centers with regard to the number of
beneficiaries covered under the supplementary nutrition program. This limit has been set
against the state gover nment 0 geisone imit.dnoMadhgay
Pradesh there e 61,80,117 adolescent girls out of which only 9.39% are being covered under
this schemé®. During discussios most AWW reported that only 2 girls per anganwadi center
are to be registered and in addition most AWW dirayed utter confusion as to whether
supplementary nutrition is being given teventhese girlsor not.

whi f

Table 2.10 Adolescent girls
Available Not
District Total Ll
AW Uncooked | Readyto-eat | Dry ration| Chana/ | Cooked
covered | (daliya, | mix (cooked| (dallrice) | Mungfali | (khichri
panjiri) & ready) etc)
Umaria 12 0 2 0 0 0 10
%8 Data Procured under RTI in the month of Sep 10.
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Burhanpur 14 14 0 0 0 0 0
Chatarpur 12 9 0 0 0 0 3
Jhabua 29 0 23 0 0 3 3
Total 67 23 25 0 0 3 16

According to the table abovgethere are 16 (23%) centers in theQdvillages surveyed where no
adolescent girls are getting benefit of the nutrition program. Again Umaria district fares the
worst; out of the 12 centers amongst those surveyed in Umaria distractly 2 centers are
providing nutrition to adolescent girls.

@ Quality of Supplementary Food

Supplementary nutrition should be of good quality in terms of being properly cooked, clean,
free of moisture, and free of dust and insects. Furthermore, safe clean water must be available at
anganwadi centers for cooking fab To study the quality of nutritious food provided in the
anganwadi centers, the survey team brought it up as a subject of discussion in the focus group
discussion with resident villagers

The FDGOs revealed t hat o n prgvidiaghaverageruakty feod to u t
its beneficiaries. In 10 centers the quality of food is shamefully low. It must be noted that none
of the centers were found to provide nutritious food of good qualitffhe quality of nutritious
food provided in anganwadi caters of Jhabua and Burhanpur districts is satisfactory, while the
performance of Umariya and Chatarpur distristis way below the mark. The villagers of
Chaapar village of Chatarpur district complained during the survey about regularly finding
insects intheir supplementary food.

B) Growth Monitoring and Promotion

Table 2.11i Growth monitoring Children under

three are supposed

District Total AW Growth monitoring .
to be weighed once
covered Conducted Never Don a month, to keep a
Regular| Oncein3 | conducted | know | . " o .
months health and nutrition
Umaria 12 8 4 0 0 status. The entire
Burhanpur 14 9 5 0 0 monitoring is based
Chatarpur 12 = 3 4 0 on the system of
Jhabua 29 15 1 5 8 growth monitoring
Total 67 37 13 9 8 through growth
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charts and weight records. In the survey, an attempt was made to ascertain whether anganwadi

workers have in fact been regularly monitoring the growth of

All the records of AWC o/ children. The registers of anganwadi workers were duly

Mohangarh of Burhanpur | checked and it has been found that the anganwamdorker only

district were found with the weighs the children and considers their grade according ttee

supervisor concerned. TR \yeight for age norm. In 37 centers children were weighed

anganwadi worker did noj o4 1ady but their growth has not been registered in the

know how to grade thg

children properly and had growth charts as the wor k.er does

no idea about malnourishe| The other 13 centers surveyedust complete a formality by

children. weighing children once in3 months.

In 8 of the 29 centers surveyed in Jhabua distrithe anganwadi workers do not know how to
monitor the growth of the child. In order to fill the charts workers usually hire an outside
person to get the work done. Aganwadi workers in all the 67 anganwadi centers reported that
they havenét receive any training in the past

Recently the state government has adopted new criteria fg
determining grade or type of malnutrition. Previously there
were 4 grades used for measuring growth, under which childre
who are in 3rd and 4th grade were considered in the category
severely malnourished. Due to this categorization, children g
the 2nd grade remaine out of focus in terms of governmentl}
intervention. If not properly cared for, in time these children
would slip into the 39 and 4" categories, i.e. becomseverely
malnourished. Now the government has reduced the categori
to 3 grades, divided into nomal, mild, and severely
malnourished. According to the anganwadi worker of Villag
Ginjari, Umaria district, as a result of this change i
categorization, the number of children under the category o
severe malnourishment has increased in comparison toeth
figure under previous norms.
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Malnutrition among Children

Table-2.12-Malnutrition Among Children
3rd Grade 4th Grade Total
Severely
Malnourished
District Total Number of 0-6 Years
AW Children 0-3 3-6 year 0-3 | 3-6year
covered Enrolled year year
Umaria 12 999 19 8 2 0 29(2.9%)
Burhanpur 14 665 12 2 3 0 17(2.5%)
Chatarpur 12 1108 12 1 1 0 14(1.2%)
Jhabua 29 1993 11 3 3 0 17(0.8%)
Total 67 4765 54 14 9 0 77(1.6%)

Malnutrition has turned out to be the biggest curse for childreim Madhya Pradesh. It is not a
new phenomenon, but has been put on the backburner by the state government in terms of
various social development indicators. Horrifying stories from the field continually stun every
sensitive citizen in the state. The suppigentary nutrition program of ICDS, along with other
services such as nutrition counseling, and referral health services are aimed at reducing
malnutrition among children under six.

While state government statistics Death of Bal Sanjeevani Abhiyaan
show decrease in levels o
malnutrition, ground realies| 9 Bal Sanj eevani Abhiyano

differ. The NFHS Il report states| Was & campajj_n run by the state government. Acc_ordi
that the level of malnourished to this campaign it wagxpected thatchildren suffering
: . from malnutition would to be identified from each an
children in  Madhya Pradesh| oy yillage andhey would be giveadditional nutrition
increased, rising from 54 percent and “medication.The campaigncovered not only the
in 199899 to 60 percent in 2005 | children registered under théCDS program but also
06. How grave the malnutrition | covered children irareas that have no anganwadi. &l
in Madhya Pradesh is reveals | Bal Sanjeevani Abhiyan had complete@l phases sincg
itself in the following statistics. g‘ég% 2021 V\;hen the governmﬁm an end fo it ri]n Jung
. Therefore, & present there is nomechanism
OW of thg 63 lakh malnourished developed by the state governmtntdentify and protect
children in the sFate more than | ainourishecthildrenwhere ICDS seiizes are absent
13 lakh or onefifth fall in the

severely malnourished categofy.

29 Sourceil NFHS 3 Madhya Pradesh Report
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According to the data obtained from DWCB, the total number of children weighed in the
month of Decembe 09 was69.59 lakh. This is actually 786 of the total population of the
children under sx years of age. Of th&9.59 lakh of children weighed, the state government
data shows that Madhya Pradesh has only 1.2% severe malnutrition. However, the NBHiata
shows that the state has the highest rate of malnutrition in the country, with 60% malnutrition.
Furthermore during the survey we found that according to the records of Anganwadi only 1.6%
children are in the category of severely malnourishment.

The suwvey also brought to light many cases of malnutrition amongst children. The details of
the malnourished children have been provided by the anganwadi worker. The survey found 77
children in hamlets associated with the 67 anganwadi centers studies that avendi in a
condition of severe malnutriton needing urgent attention

However, in the village Panth Borali of Jhabua District an 8 month old girl Manjali is severely
thin. On checking her name in the records of the anganwadi worker it has been found that
name is not registered in the severe malnourished grade. On discussing the registration of
malnourished children, AWW of Mohangadh in Burhanpur district stated that they have verbal
orders from government officials not to register the severely malnosmed children.

C) Nutrition and health education

The aim of nutrition and health education in ICDS is to help women aged-45 years to look
after their own health and nutrition needs as well as that of their children and families. This
knowledge is impated through counseling sessions, home visits, and demonstrations. It covers
issues such as infant feeding, family planning, sanitation, utilization of health servjoets.
During the study, discussions were held with parents of the children identified msInourished

and severely malnourished, where questions were asked about the counseling given by the
anganwadi worker.

Discussion with the concerned parents about nutrition counseling brings to light the fact that
no parent has received any counselingpin the AWW. No parents were told about the amount
and type of food to begiven to malnourished children, or the means of preventing ammdping
with infectious diseases.

FGDs inform us that aly 2 anganwadi workers, one from Ginjari village in Umariyaistrict
and the other from Mor villagein Jhabua district hold meetingswith pregnant and lactating
mothers to discuss nutrition and health issues. The women of Umaria district say that although

% Monthly Progress report WCD December 200&://www.mpwcd.nic.in/Format-Dec09.htm) accessed on
May 10
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the respective angana d i w o r ktéwold gibupereetiigs she has individual discussions
with the women about breastfeeding, complementary feeding, and other nutrition issues.
Vill agers of Mokampura, Jhabua district, say t
house. Only the childrenwhogototheaet er ar e gi ven dalia by her

D) Pre-School Activities

Table No. 2.18  Pre-School Activities Pre-school activities are a crucial
District | Total AW Pre-School Activities component of the package of services
covered | Available | Not Available | envisaged under ICDS scheme, as

Umaria 12 2 10 these activities lay the foundation for

Burhanpur 14 4 10 proper physical, physiological,

Chatarpur 12 3 9 cognitive, and social development of

e 29 0 29 the child. Preschool activities are to

Total 67 9 (13.4%)| 58(86.5%) be offered at the anganwadientre to

children in the age group of 3 to 6
years. According the study, prschool activities at the anganwadi are sporadic and limited.

Out of 67 centers only 9 (13.4%) centers wereund to be conducting preschool activities. The
rest of the 58 centers were either closed or not found to be conducting -shool activities.
When reasonsfor not conducting preschool ativities were
elicited from anganwadiworkers, the common explanatn
given was that in the absgce of charts and other study
materials it is not possible to teach the children. Thg
anganwadi workers of Jhabua district were quite open abo
not knowing what to teach or how to teach.

Out of 29 centers surveyed in Jhabuzistrict none were found
to be executing preschool activities in the anganwadis.
Residents from kara village in Chatarpur district categorically
stated that@o pre-school activities are ever conducted in ou
anganwadi center. o

The survey also found @od news in the form of exceptions to
the norm. The focus group discussions elicited the information that in 9 cases, namely Umaria
(4), Burhanpur (2), Chatarpur (1), Jhabua (2), residents said that-gmkool activities are
conducted regularly and that te anganwadi workes of these centers dotheir work
enthusiastically.
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E) Health checkups
Table No-2.147 ANM Visits
Total ANM Visits in a year

District AW No Visits| Oncein | 2visits | 4 visits in | 6 visits in a year| 12 visits
covered | inayear| ayear |inayear| ayear in a year

Umaria 12 4 2 2 1 1 2

Burhanpur 14 0 0 0 0 12 2

Chatarpur 12 4 1 0 0 2 5

Jhabua 29 6 0 0 1 5 17
Total 67 14(20%) | 3(5%) 2(3%) 2(3%) 20(30%) 26(39%)

The Auxiliary Nurse Midwife (ANM) is a crucial link between the ICDSand the health
department. Her main task in the context of ICDS is to organize immunization sessions together
with the anganwadi worker. During her visits to the village, the ANM has to establish contact
with her area population both individually and colletively. The purpose of this is twefold: to
provide health and family welfare services which can be made available in the field at
individual doorstefs and to carry out Information Education Communication (IEC) activities
and collect information. She is xpected to visit everyhousehold in her area once in three
months. The present survey collected information on visits by the ANM during the 12 month
period prior to the survey. It has been found that in 14 (20%) centers not a single visit has been
conducted by the ANM. There are 2 villages in Umaria district and 1 village of Jhabua district
where the ANM visited only once in a year. These figures emerged out of the focus group
discussions as in most of the anganwadi centers no inspection registers are anagaL

F) Referral services
Table No.i 2.15 Referral services
Total Total villages Referral
District AW having Referral | ServicedNot
covered services Available
Umaria 12 8 4
Burhanpur 14 12 2
Chatarpur 12 7 5
Jhabua 29 12 17
Total 67 39(58%0) 28(42%)

During health checkups and
growth monitoring, sick or
malnourished children, in need
of prompt medical attention, are

supposed to be referred to
Nutritional Rehabilitation
Centres or Primary Health

Centres or its subcentres The
anganwadi workeris oriented to
detect disabilites in young

children. She is supposed to enlist all such cases and refer them to the respectiv loemtre.
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The cases referred by anganwadi workers are in turn to be attended by health functionaries on a
priority basis.The survey found that there ar@8 (42%6) centres where no referral facilitiebave
been availed to malnourished childrenOut of the 4 surveyed districts, Chatarpur and Jhabua
districts appear to be the worsbff as theyshow insufficient referral facilities. Among these 4
districts, Umaria performs the best in referral facilities. In Umaria district, all the children
found malnourished were rushed to hospital, as the governance system of Umaria district is
srong compared to that of other districts. In tis district the administration pays much more
attention to the issue of malnourishment and maternal mortality.
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Evenything is Possible

The posting of Mr. S.S. Kumre as Collector in Umaria district brought major changes particulg
the case of midlay meals, PDS, Sanjha Chulha, and other beneficiary based schemes. He pel
involved himself in implementation of these schemes, which resulted in their improvement.
Zila Panchayat CEO, Mr. Rajiv Sharma, began implementingesono f Mr . Ku mi
i nitiatives, |l i ke OAkshay Pdaytmeasd Thik imitiativeé ddeancg
the arrangement for sending coupons and allotment for every month by 15 days. The allotmen
directly deposited in thaccount of the Parent Teacher Associations and SHGs operating tkeagn
meal. With this initiative, there is no scope for blaming lack of ration or money as a reason wh
day meal ort sanjha chulha is not functioning properly. The Collector himsealitor® the initiative
and the mieday meal, along with the present CEO Zila Panchayat, Mr. Akshay Kumar Singh
other district | evel of ficers. Recently, a
Campaign in theedivstidiagted $iChhdhvott umenn@dt The
were also present.

Local level committees have been formed in Umaria for strengthening the Public Distribution §
The presence of these committees is a must for storage and distributicrired. grhorough
inspections and followp investigations are being conducted by the district administration. The g
taken against half a dozen female multipurpose committees and sellers recently shows the
seriousness in this regard. The Cotlacallotted first priority to beneficiary based schemes. Case
old age, disabled, and widow pension are resolved on the spot in jan sunwais and public
camps. Economic assistance to the needy is also reportedly being provided effectivelyher
disaster scheme. There is also the jan chaupal, in which cases mainly regarding school, ang
mid-day meal, sanjha chulha, pension, ration, kerosene, wages and MNREGA are resolved
spot. Cases of Indira Gandhi National Old Age Pension arctgamed immediately and firg
installment is released on the spot.

Disabled and malnourished children are specially attended to in the district. Other than routine
camps, doctors and paramedical staff attend every program organized at the Véisgewith
medicines as directed by the Collector. The identification and immediate treatment of disabl
malnourished children, besides anganwadi workers and ASHA, is well arranged. The N
Rehabilitation Centre (NRC) in the District Hospitad bperating well, a fact that was alg
appreciated by Director Health, Mr. Manohar Agnani, during his visit in the last few days
Collector is sensitive to health issues. By his personal efforts, a mobile life line train is being b
to the distri¢, and it will stay here till 18 May 2010.

2.4.3 Functioning Time of Anganwadi Centers
@  Days of Function

The Supreme Court, in its order dat gdflICDS Apri
shall receive supplementary Nutrition for 30
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discussions with anganwadi workers towards the application of this directive brought
information that 24 of the 67 anganwadiare opening regularly for26 daysin a month and a
majority were functioning for between 21 an®6 daysn a month.

Table N62.18i Regularity of Anganwadi based on FGD Further investigations,

District Total Regularity :‘;Swevirt’urrguiif:r;i:ls
Number 1-5 | 6-10| 11-15 | 1620 | 21-26 to ytEe fo;:us grou%
of AWC | days | days| days days | days discussions, which
covered were held in hamlets

Umaria 12 2 0 9 0 1 . )

having anganwadis, the

Burhanpur 14 0 4 6 2 2 .
o > . 5 5 4 - reality that emerged
atarpur regarding regular

Jhabua 29 4 5 14 5 1 | functioning is

Total 67 7 11 31 11 7 somewhat different. In

these discussions it has been found out of tllE anganwad i centers wher

conducted,7 anganwadis provide services betweenr5ldays a month31 between 1115 days a
month, 11 between 1620 days a month, and only between 2126 daysa month. Given these
circumstances, eradication of malnutrition seems is a distant dream.

@  Hours of Function

Table No2.191 Timings of Anganwadi based on FGD According to the

District Total Timings latest Madhya

Number of 1 2 3 4 5 Pradesh Women

AWC Hour | Hours | Hours | Hours | Hours | & Child

covered Development

Umaria 12 0 3 5 2 5 department  orcer,

Burhanpur 14 2 4 3 4 1 an ideal anganwadi

Chatarpur 12 2 6 2 2 0 should f_unctlon fgr

T T 0 O T B
Total 67 12 27 16 9 3

pm. From 9 am to 1
pm, the worker is supposed to give supplementary nutrition and preschool education to
children between 66 years. Following this, 1 hour should be speby the anganwadi worker
with the parents of malnourished children, with pregnant women, and with lactating mothers.
The last hour should be used for record maintenance.

Howe v er ,shoWw tBaD Gus of a total of67 anganwadi centers, 2&nganwadis opera for
only 2 hours. Jhabua district appears to have the worst €tioning habits. In 14 of the 29
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conducted FGDOs in the distri ctwad vperislorlygie r e s
di st r i buoredgeh bha VilageHof Ynmria district, esidents stated that the respective
anganwadi opens for 3 hour®©ne of the women present in the FGDs stated that AWC is only a

dalia distribution centre, nothing more, because in the small span of®hours only dalia can be
distributed.

2.4.4 Regularity of Anganwadi Worker

Table N62.20 Regularity of Anganwadi worke There gre o persons involved in
— - managing the work of any
District Total Regularity . : .
- anganwadi: one is the anganwadi
Number | Regular | Irregular Dono .
worker and the other is the
of AWC know . .
anganwadi helper. The anganwadi
covered worker has the responsibility of
Umaria 12 1 11 0 . POnSIbty
conducting surveys, effecting pre
Burhanpur 14 2 11 1 e .
o T B 5 3 school activities, serving
SRS supplementary nutrition, making
Jhabua 29 1 26 2 home visits, etc. The anganwadi
Total 67 7 o7 3 helper is expected to assist the

worker, bring the children to the centre, and cook food for them. However, in reality the study
shows a regular absence of the anganwadi worker, in whose absence it is the helperopkens

the anganwadi centre, prepares and serves food for the beneficiaries, and after serving, closes
the centre.

In 57 out of a total of 67 AWCO s , It has been | earned that th
regularly to open the centreMoreover, this worker only distributes supplementary nutrition to

some of the children, after which she closes the centre. In Umaria and Burhanpur districts,
villagers say that although the anganwadi worker is regular, she never involves herself with
educating their children and she does not make home visits to meet pregnhant and lactating

mot her s. |t is worth noting that in 3 FGDO6s
anything about the anganwadi centre as the wor
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Peoplespeak: @mments by Residents during FGD

Umariya
1T "nThe anganwadi opens daily, but after 10
1T AThe anganwadi worker takes one wesak thef f
work.o (Village Saans, Bl ock Pal i)
f AThe anganwadi worker arrives at an irredg
Khurd, Block Pali)
Burhanpur
1T "When the anganwadi opens then she (eangan
anganwadi does open. But, l'y the anganw
Burhanpur)
Chatarpur
T AThe anganwadi -wod&ges ishoavsmaoamptB. 0 Villag
Jhabua
1T "She (anganwadi worker)weehemapot h¥i hhggae
Raama).

I Anganwadi centre is just a centre for distributing dalia, nothing more than that.

2.4.5 Backgound of the Anganwadi Worker

The anganwadi worker is the kingpin of the ICDS program, the success of which rests to a large
extent on her ability and capacity to perform her role and responsibilities effectively. The
survey found that out of the 67 angavadi centers surveyed, 37(56%) centers have anganwadi
workers from tribal communities. It must be mentioned that most of the tribal anganwadi
workers that make up the above statistic are those from Jhabua district, which is tribal
dominant.

Table No2.21-Caste wise description The most startling fact

N that emerges from the
District No. af i General sC ST OBC survey is that here are
. anganwad only 4 (6%) centers that
Umaria 12 8 0 6 3 have an  anganwadi
Burhanpur 14 3 0 9 2 worked from the dalit
Chatarpur 12 7 0 0 5 community. Each of these
4 centers is in Jhabua

Jhabua 29 ! 4 22 2| district, which is a tribal
Total 67 14(20%) | 4(6%) | 37(56%) | 12(18%) | dominated district. The

centers in the other three
districts rest have not a single dalnganwadi worker. This is an alarming fact.
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2.4.6 Social Exclusion

A. Caste Discrimination

An essential finding of the field research

is that there are indeed
number of eligible children
impoverished and
households that do nothave accessto

conducted

ICDS services, including supplementary
nutrition. Much of this is the outcome of
baseq

active  social discrimination,
especiallyalongcastelines.

The study also reveals that whosoever

from
fooedeprived

In Hatna and Chapar villages of Chatarpur distri
. and Ginjari village of Umaria district, anganwag

workers from upper castes play a major role
discouraging the participation of children frof
disadvantaged castes orilies. They make th
lower caste children sit outside the anganwg
Also, they give supplementary nutrition food fi
to upper caste children and only then to low
caste children. The fact that the worke
themselves belong to the general caste cate
explains their behavior without excusing it.

is accessing the anganwadi centre is influenced by its

physical locationas well as the castecommunity profile of its workers as well as the village

Lesser attendance at centers hasny
reasons. In Uchhera villagef Umaria
the distance prevented wem and
children of Dongariya Tola from
reaching the anganwadi ctar. In
Barbaspur AWC no. 2attendance was
affected because the anganwadi worl
belonging to a higher caste leaves t
children at the mercy of the helper. T
day the helper does not turop the
children are absent too.

community. Access to serviceshy deprived
communities like Scheduled Castes (SC) and
Scheduled Tribes (STis restricted if the centre is
located in uppercaste dominatechamlets. The study
also shows what appears to be a glaring lack of
method in assessing the p&ular needs and
requirements of communities. As a resulthe tribal
and dalit communities in particular are being
excluded from the benefits of ICDS. In Chhatarpur
district this situation is mast widely prevalent; tribal
and dalit children and women are not getting any

benefit from anganwadi centers ilChatarpur.

B. Exclusion of Disabled children

Table No2.22 Disability Survey It is rare to find a

District No. of Conducted Never Donot disabled - child In-an

Anganwadi Conducted ICDS center. It is not

e 12 5 5 5 only Ithelrhlmpalrment, .

Burhanpur 14 2 12 0 but_aso t etztﬁn?alnwadl

Chatarpur 12 4 6 2 snw.ronmen a ptices

T T el v

0 0, 0 ’

Total 67 15(22%) 38(57%) 14(21%) survey, disabled
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children were found in 4 (6%) out of 67 centers. The reason for this might be because there are
no separate administrative orders for the inclusion of disabled children in anganweetiters.

Despite the fact t hat the wunion governmentos
primary early childhood program, it remains physically inaccessible, rife with problems of
mobility, and suffersfrom a kind of apartheid systeninstituted by the govenment in terms of

the disabled. The swey found that there are 38 (5%) centers in which not a single child with

any form of disability is registered under the ICDS program. There are 14 anganwadi workers
who donot know any tiliyisangey. And dhere area 16(2%0) camganavddi
workers who have registered disabled children in their records; however these records were
made during the birth registration of the child. No separate survey has been undertaken in any
of the 4 surveyed distiats of Madhya Pradesh. During the study a fieldorker met the
supervisor of Petlavad block in Jhabua district. In the discussion that ensued, the supervisor
stated that the disability survey is not the responsibility of anganwadi worker. Among the 4
districts, Burhanpur district is the worst performing in terms of disability surveysas 12 out of

14 centers haveever undergoneany suchsurvey.

2.4.7 Monitoring, supervision and support

ICDS supervis@averaged? visits a center during Regularplanned monitoring, supervision,
the past 12 months, while health workaveraged| and support, with provisions for mid
not even lvisit per center. For instancdCDS | way corrections is essential for effective
supervisor did not visit Saans and BarabspWC | delivery of the ICDS. As per the
# 2 of U_m_arlya district even once the st one guidelines envisaged under ICDS, the
year. Similarly the tealth workes have only .
W e . 7| supervisors are supposed to regularly
visited Ginjari and Barabgur centers in Umarial ~ " ,

visit each of the anganwadcenters: at

district in the past year, ignoring other centers. e
least one visit every month to each AWC

to support the AWWSs with a constructive approach in order to build their capacities and

Table N62.23 Supervisor Visits
District Total Supervisor Vifts per year
AW No visits | 1visit | 2 visits | 4 visits 6 visits 8 visits | 12 visits
covered

Umaria 12 1 1 4 2 2 2 0

Burhanpur 14 0 0 0 3 5 2 4

Chatarpur 12 1 1 1 4 3 1 1

Jhabua 29 1 0 1 8 8 6 5
Total 67 3(4%) 2(3%) | 6(9%) | 17(25%) | 18(27%) | 11(16%) | 10(15%)

confidence.During her visit, the supervisolis supposed to check registers, inspect the premises,
advise the Angawadi worker, and enquire the alout problems faced by the worker
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Unfortunately the study finds thatsupervisos at best visitanganwadi centers once in two
months, but entirely to fulfill a formality. They dand t check regangahwvadis or
workers. There are three villages, namely Hatna in Chatarpur district, Saans in Umariya district,

and Panthborali in Jhabua district, whereaccording to the inspection register and resident
villagers, supervisors had not made any visit to the centre. Also there only two (3%)
anganwadi centers, namely Uchera of Umariya district and Bundor of Chatarpur district, in
which supervisorshave made aisit, but at an average obnce in a yearlt may be extrapolated

that there isno regular monitoring system for theanganwadi centers.

2.4.8 Facilities Available and Functional at the Anganwadi

Good quality childcare cannot be created without adequate infrastructure. Témganwadi has

to be spacious, clean, functional, and decorated with a lot of pictures so that the remvhent
proves stimulating to the child.At minimum, there should be one spacious building with
storage and cooking facility (if required), water facilities, a kitchen garden, sanitation, and other
basic facilities.

A. Infrastructure of Anganwadi Centres

Anganwadis as Defecation Space Raretha Village

Paretha village & Khaknar tock in Burhanpurdistrict has four hamletsvith three aganwadis,
out of which one of thems a minranganwadi. Construction forreganwadicenterno. 1 began2
years back. It was lefbicomplete without doors and windowd he placehasnowbecome dirty as
it is being used by ansiocial elementsvho often defecat¢here Thus children, women ang
adolescent girls of this centare being served throughhganwadino.2 The available spacm
anganwadi 0. 2 is inadequate. It cann@ccommodate children from both the centers. As
kitchen shed islfed with supplementary nutritigmngredient bagsand cooking utensilghe food
is coked in the open and childrexre alsoservedn the openThere is no ventilatan this center
so there is lack of adequate light and air for childrerfietelcomfotable.

A similar situationis found in anganwadim 2 of Mondra village, where again argocials have
been dirtying the place. This has compelled the children of this center to accomthedaelves
with children ofanganwadicenterno.l, creatinganotherspacecrunch Despite several reques
and applications toehe mnchayatno action has been taken.

The mintanganwadi in Patel Mohalla of Paretha village has neither a building naoeker. It is
managed by th&éelper who merely distributes trsipplementary nutrition and fetches water
children from a nearby hamlet. The records are compiled by wWwrkers ofthe other two
anganwadis.
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During the study it has been found Table 2.1i Anganwadi buildings

that 41 (61%) anganwadis fave their | District | Total AW Anganwadi buildings
own building while 26 (39%) are covered | Available N/A
lacking the same The study shows| yUmaria 12 12 0
that in villages where there is no| Byrhanpur 14 10 4
edifice for anganwadis, centres ar€ chatarpur 12 6 5
operated in either a rented structure, [ jhapua 29 13 16
panchayatbhawan, or at the residence Total 67 41 (61%) 26(39%)
of the anganwadi worker or helper.

Theanganwadi s which operate in rented

rent is alsonot fixed. Likewise the rent for different anganwadis is different, ranging from Rs
100 to Rs 250. Outof the28h ganwadi s
from the government for the rented building.

However according to the data ofVomen andChild Development® there are 78929 AWCs
and 12870 minirAWCs in the state,out of which only 22,541 (26%) have their own buildings.
Furthermore, out of these 22541 anganwadi buildings only 16,094 have the facility of toiles.

In other words, only 20% of the Anganwadi of states have the toilet facilities.

B. Availability of weighing machine

Table 2.27 Weighing machine in AWC In order to control the prevailing
District Total AW Weighing machine child malnutrition, it is necgssary to
covered | Available | Not Available kegp a check on the weight (?f
Umaria 12 10 > children, women, and adolescent girls
Burhanpur 14 9 5 of each hamlet Regular weighing of
Chatarpur 12 7 5 children, pregnant./ Iaptating women
Jhabua 59 16 13 and adolesgent girls is .expected Fo be
Total 67 42 (63%) 25 (37%) undertaken inanganwadicenters with

the provision of a Salter scale and an
adult weighing machire. Out of the studied AWG, only 42 (63%)centers havea weighing
machine. This indicates that inthe numerouscentres where thereare no weighing machines
proper health monitoring is not being done for the beneficiaries. In som=enters where there is
no weighing machine,anganwadiworkers occasionallyborrow machines from nearbycenters.
This may be contrasted with a different fact. @ of the 42 centres where weighing machines
are available, £enterswere foundto have machines that were in aon-working condition.

%! Data collected under RTI from Women and Child Development Department on Sep. 2009
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C. Toilet Facility

Table- 2.3 Toilet facility in AWC Under the ICDS scheme, it is
District | Total AW Toilet facilities mandatory that every anganwadi
covered | Available | Not Available | centre should have a wellmaintained
Umaria 12 6 6 and separate toilet for girls and boys.
Burhanpur 14 2 12 This facility is important because it
Chatarpur 12 5 10 will further ensure the presence of
Tl 29 3 21 girlg in _anganwadi.s. But the grond
Total 67 18 (26%) 49(73%) reality is something els. Separate

toilets for girls and boys are a distant
dream; most of the centres do not have any toilet facilities at all. The study showat tinly 18
(26%) enters have toilets, and the condition of even thes®ilets is deplorable, while
remaining 49 (73%) centersare devoid of any toiletsThe centers surveyed irBurhanpur and
Chatarpurdistricts have only 2 toiletseach district in total Moreover, out of the 18 toilets that
were found in AWCs, 11 toilets are not accessible to children either becauseytlare being
captured by some powerfupersons of the village or being used as a place to dump waste, or
haveno door etc.

D. Drinking Water Facility

Table- 2.4 i Drinking Water facility in AWC An attempt has been made to analyze

District | Total AW Drinking water Facility the av.allablll_ty of safe d“,nk'ng water
- . for children in anganwadi centres. It
covered | Available | Not Available
- had been found thatlack of safe
Umaria 12 6 6 o .
drinking water has resulted in a
Burhanpur 14 5 9 :
number of water borne diseases. If the
Chatarpur 12 1 11 - o .
hab 29 T 19 availability of safedrinking water is
Jhabua 5 5 ensured then the occurrence of water
Total 67 22 (33%) 45 (67%) borne diseases like diarrbea and

choleracan be controlled.Suchwater-borne diseases are one of theasons behind the deaths
of malnourished children, whose immune systems, already enfeebled, fail to repel the
contracted disease. This study reveals that only 22 (33%) of the centres havedsadieing
water, while the remaining 45 (67%) centres do notrpvide the facility of safedrinking water.

Conditionsin anganwadi @ntres of Umaria district have been found to be the worst amatgll
surveyed districts. In Umaria6 o u't of 12 AWCs doniaking ieeevia any
the anganwadi entres where water availability is reported, water is available only for the
cooking of food. Availability of water for drinking is not seen as essential to the proper
functioning of the anganwadi entreshere; hence the children are asked to get drinking water
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from home. In Chatarpur district the water available is not safe for drinking; the water level is
markedly reduced in this area due to a recurrent drought situation.

E. Availability of Medicine Kit

Table-2.5 Medicine kits in AWC Of the basic services provided through
District | Total AW Medicine kits !CDS, primary health care is fam
covered | Available | Not Available important component and to provide
Umaria 12 7 5 primary heakh care a medicine kit is
Burhanpur 14 3 11 supposed to be made available in
ShEETour 12 5 10 every anganwadi enter. This kit, also
Jhabfl)a 29 o 5 called a firstaid box, consists of
Total 67 36(54%) 31(46%) bandage, tincture, medicines for
0

common fever, and devorming
tablets.Children between 6 and 36 months of age are susdalptto parasitic infections and thus
these children must be given devorming doses every six months on a priority basis to prevent
anaemia. To enable this, the availability af well-stocked medicine kit at anganwadiantres is
essential. These kits arevailable at some36 (54%) but not all the centres. The survey shows
that in Jhabua district 24 out of 29 anganwadi centres have the required kits, whereas in
Burhanpur district only 3 out of 14 centers have the kits. In 31 (46%) out of 67 centers there is
no medicine kit facility. Furthermore, out of the 36 centres where #re is availability of
medicine, children from 9 centres donémedbirevae r ead
kept with anganwadi workers at their homes or the medicines are past teepiry date. During

the survey, anganwadi wrkers of Burhanpur, Umaria, and Chatarpur stated that since 2006 the
medicine kits have not been replenished.

If one examines the budgetary expenditure for this facility one finds omé the sources of
negligence. Not even a single rupebas been spenbtn the medicinekit component in the past 2
years, i.e. 200®7 and 200708*. In the year 200607, a budget of Rs. 265 lakh was allocated
to the department of women and child evelopment for medicinekits, while in year 200708
this amount was decreased to Rs.1 lakh. The budgetary decrease happeesate the fact that
the number of anganwadi entreswas increasing rapidly across theéase. Furthermore, even if
the medicines are made availabley the department they are not distributedon the basis of
demand or need. Rther, a standard variety of medicines are prescribeddaallocated to each
and every anganwadi adre. Also if one analyzes the budget further, one finds that the state
government is providing only Rs. 1.44 per anganwadientre. In terms of expenditure this
amounts to the miniscule sum of only 2 paisa per beneficiary.

%2 Source Data procured under RTI in the year 2008
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As far as health facilities provided to the children under six are concernetthe health
department simply deny their responsibily by stating that children under 6 yearsis the
responsibility of the women and child development épartment. The lack of convergence
between the departments creates several problems in immunization, referral services, atd.
due to thesenter-deparimental squabbles;hildren, women and adolescestsuffer.

F. Availability of Toys(pre school material)

ICDS provides 6 basic services to ity Whither Toys?

beneficiaries throu.gh ar]ganwadi centres and. Anganwadi no. 2 of Paretha village

pre-school education is one of them. This Burhanpur has to accommodatehet
component of preschool edication is directed | children of anganwadno. 1 as well. The
towards promoting holistic child development| anganwadi worker of center na@2 has
with emphasis on necessary inputs for optimg packed whatever remains of theys and
growth and developmat. It also contributes to | Utensilsprovidedand dumped them in th
the universalization of primary education and kitchen she_d. She says the F:hlldren 4
. . . . .| away utensils and toys home; so she

in preparing the chlld for sch.oollng. Fgr th|§ stopped providing them

purpose, the learning by playing technique is

supposed to be appliedor which anganwadis are provided with (learning) toys or playing kits.

These toys provide and ensure a natural, joyful, and stimulating environment for young
children. The availability of toys in anganwadis is also useful in attracting children towards the
center and keeping them engaged.

" - In the study we found that only 22

District 12?;:/'\/& Toys In AV_\II_SyS (33%) centres have toys to facilitate
- : the pre-school component of ICDS

_ covered | Available | Not Available while the remaining 45 (67%)centres
Slhaild 12 = £ do not have the same. Out of 22
Burhanpur = 2 12 centres where playing kits were
Chatarpur 12 4 8 available, childrenfrom 12 centres are
Jhabua 29 12 17 in actuality not getting the kits for
Total 67 22 (33%) 45(67%) playing because eithethe kit is kept

wrapped or kept in the house of anganwadi workers. During the survey most of the AWC
workers stated that toys were provided to theentre quite some time bacland they have either
broken in time or have been carried away by the children.
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G. Availability of Cooking Facilities

Providing supplementary nutrition Table-2.7.7 Cooking facilities

food with dignity to each and every| District | Total AW Cooking facilities
child is a mandatory service under covered | Available | Not Available
ICDS. As per ICDS norms, mentioneq  ymaria 12 7 5

in Supreme Court orders as well Burhanpur 14 10 4
every anganvadi has to be equipped chatarpur 12 7 10

with cooking facilites to enable [ jh5pua 29 9 20
hygienic serving of the hot cooked™ 7] 67 28 (42%) 39 (58%)

meal to children in the age group of 3
to 6 years in the anganwadcentresitself. But this norm is not followed and the anganwadi
worker has to cook the meal in appen area or she has
In Dhamnivillage of Umaria dstrict, | {5 pring cooked food from her homeln the survey it
supplemgnt_ary NHULIoN Wa*"?'“.g was found that out of the total anganwadcentres
cooked inside the center building : ) e . :

SRR AR e eI smokemaking\ studied, cooking facilities V\_/erg available op_ly in 28
it uncomfortabldor children to sit. In| (42%) centres In Jhabuadistrict the condition of
Ghangrai village the @agawadi| cooking facilities isespeially pathetic. Moreover, of
helperwas cookingputside the cest | the 28 centreswhere availaility of cooking facilities
and the place wavery dirty. has been reported, 5centres were found to bein

disuse or under construction.

2.5 Overall Findings of the Scheme

This report represents findings from an action study cduacted in order to learn about the
status of ICDS in 67 Anganwadi centers oftBocks from 4 districts of the tte. The following
issues emerge regarding the status of ICDS in Madhya Pradesh

@ In MP 70% of the 38 lakh children between-® years are coverktunder the Supplementary
Nutrition Program (SNP). The coverage of the 8 year age group is even worse. Out of 50
lakh children aged between 3 years in Madhya Pradesh, only 29.1 lakh (58%) children are
getting SNP.

@ During the study it has been foundhat 41 (61%) anganwadis have their own building while
26 (39%) are lacking the sam®lost of the anganwadi centers across the state lack their own
buildings, i.e. the most vital requirement for a safe, secure and spacious environment for
children. Out of 67 surveyed centers only 41(61%) anganwadis have their own building.
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@ The FGDOs show that only 2 anganwadi wor ker s
and another from Mor of Jhabua district, hold meetings with pregnant and lactating mothers
to discuss the nutrition and health issues

@ During the survey it has been found that there are 16 anganwadis, 9 out of 12 in Umaria
district and 7 out of 12 in Chatarpur district in which supplementary nutrition is not being
provided to children 03 years of ag. Umaria district is the worst performer when it comes
to supplementary nutrition.

@ Of the 67 surveyed anganwadi centers, there are 13 centers where no nutrition in any form
is provided to pregnant women and nursing mothers. Umaria district is once adgawnd to
have the worst performance in this regard. Out of 12 centers in this district, only 3 centers
are providing mandatory nutrition to pregnant and lactating mothers. Considering statistics
for all the 4 districts surveyed, only 27 (or about 40%) demns are providing readyto-eat
mix to its beneficiaries.

@ The FDG6s revealed that only 29 centers out
to its beneficiaries. In 10 centers the quality of food is shamefully low. It must be noted that
none d the centers were found to provide nutritious food of good quality.

@ Out of 67 centers only 913.4%) centers conduct prschool activities; the remaining 58
centers were either found closed or found not to be conducting psehool activities. When
the reason for not conducting preschool activities was asked, the anganwadi workers most
often stated that in the absence of charts and other study material it is not possible to teach
the children.

@ The present survey collected information on visits madey ithe ANM in the 12 month
period preceding the survey. In 14 (20%) centeishas been found that not a single visit has
been conducted by the ANM in this period of time. There are 2 villages in Umaria district
and 1 village in Jhabua district where theespective ANM made only one visit in 12 months.
These figures emerged in the process of the focus group discussions as in most of the
anganwadi centers no inspection registers have been maintained.

@ A majority of anganwadi centers across the statack the most basic facilities that an
anganwadi must provide to its beneficiaries as per the norms. The study revealed that most
of the certers lack cooking facilities (3%enters), safe drinking water (45 centers), toilet
facilities (49 centers), playing kit/pe-school education kit (45 centers), and mediciret (31
centers).
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@ Out of the studied AWCs, only 42 (63%) centers have a weighing machine. This indicates
that in the numerous centres where there are no weighing machines, proper health
monitoring is not being done for the beneficiaries. In some centers where there is no
weighing machine, anganwadi workers occasionally borrow machines from nearby centers.
This may be contrasted with a different fact. Out of the 42 centres where weighing
machines are availdb, 4 centers were found to have machines that were in a rarking
condition.

@ In 37 centers children were weighed regularly but their growth has not been registered in
the growth charts as the worker doesnéd Knov
surveyed,do the work asa formality by weighing children once in3 months.

@ The survey found that there are 28 (42%) centres where no referral facilities have been
availed to malnourished children. Out of the 4 surveyed districts, Chatarpur and Jhabu
districts appear to be the worsbff as they show insufficient referral facilities. Among these
4 districts, Umaria performs the best in referral facilities.

@ However, this study finds that only 40% of hamlets surveyed have an anganwadi center; out
of a total of 166 hamlets in the four districts surveyed, only 67 have an anganwadi center.
Therefore, children and vulnerable women in 99 hamlets are not covered for all the services
under the ICDS program.

@ According to the data obtained from DWCB, the total number of children weighed in the
month of December 09 was 69.59 lakh. This is actually 78% of the total population of the
children under six years of age. Of the 69.59 lakh of children weighed, the state government
data shows that Madhya Pradesh hasly 1.2% severe malnutrition.

@Iln these discussions it has been found out ¢
conducted, 7 anganwadis provide services betweerb Hays a month, 31 between 115
days a month, 11 between 180 days a month, and ogl 7 between 2126 days a month.
Given these circumstances, eradication of malnutrition seems is a distant dream.

@ However, FGD6s show that out of a total of 6
only 2 hours. Jhabua district appears to have thverst functioning habits. In 14 of the 29
conducted FGD6s in the district, vill age r es

di stribute o6daliad (porridge).

% Monthly Progress report WCD December 200&://www.mpwcd.nic.in/Format-Dec09.htm) accessed on
May 10
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@Iln 57 out of a total of 67 AWCOSs, it has bee
regularly to open the centre. Moreover, this worker only distributes supplementary
nutrition to some of the children, after which she closes the centre.

@ Unfortunately the study finds that supervisors at best visit anganwadi centers once in two
months,bu  entirely to ful fil!]l a formality. The
workers.

@ Out of 67 anganwadi centers surveyed, 3%6%) centers have anganwadi workers from
tribal communities. The major percentage of these centers is in Jhabua distract
predominantly tribal district. The most appallingly fact encountered in thestudy is that
there are only 4(6%)centers having anganwadworkers from the dalit community. The
presence of dalit anganwadi workers is found only in Jhabua district; othestdcts have not
a single dalit anganwadi worker.

@ Exclusion of children and women from ICDS services on the basis of caste and community is
prevalent in Madhya Pradesh due to which a vast section of tribal and dalit communities are
deprived of the facilites. During the course of the study it has been learnt that social
exclusion in Chhatarpur district is comparatively worse than the oth8rdistricts studied.

@ During the survey, disabled children were found in only 4 (6%) out of 67 centers. There are
38 (56%) centers in which not a single child with any form of disability is registered under
the I CDS program. Also, there are 14 AWW who
survey. There are 1522%) AWW who registered disabled children in their recordsbut this
was recorded during the birth registration of the child. No separate disability survey has
been undertaken in any of the 4 surveyed districts of Madhya Pradesh.

All these ground realities shows that there is considerable lacuna in the implenagion
procedure as well as monitoring system and accountability with regard to ICDS, which is the
only scheme for children under six. The health and welieing of children is not a priority for
political parties and policy makers because children do nofeat vote banks in the short term.

2.6 Recommendations
The study was conducted in 67 Anganwadi Centers of 8 blocks from 4 districts of the state.

According to the issues emerged regarding the status of ICDS in Madhya Pradesh following
recommendations are bag suggested:
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Universalisation with quality-

This study finds that only 40% of hamlets surveyed have an anganwadi center. Therefore,
children and vulnerable women in 99 hamlets are not covered for all the services under the
ICDS program.

All the sanctioned AWCs must be operationalised without any further delay. In doing so,

priority must be given to SC ST habitations and urban slums. For this, a mapping exercise of all

SC STHabitations (and urban slums) in the state must be done with a listing tfiose
habitations that have AWCs and those that don
given AWCs should the opening of AWCs in nenSC ST habitations (or urban slums) should be
considered.

Also it should be ensured that all the children undesix and all the eligible women have access
to all ICDS services.

Infrastructure and facilities

During the study it has been found that 39 %
building. Similarly, most of the centers are lacking cooking faciliti€89 centers), safe drinking

water (45 centers), toilet facilities (49 centers), playing kit/prechool education kit (45 centers),

and medicinekit (31 centers).

It must be ensured that all AWCs function at least from pakka buildings. There should be
enough space for preschool children to sit and play and learn, as well as storage space for SNP
and cooking space. It must be ensured that these basic facilities, in working condition, are
available in all the centres.

Two Anganwadi workers
During the suvey it has been found that Anganwadi worker are overloaded with work and
hence it is recommended that in each AWC two AWW has been appointed.

Regularity.

In 57 out of a total of 67 AWCOSs, It has beel
regularly to open the centre. Moreover, this worker only distributes supplementary nutrition to

some of the children, after which she closes the centr€his is a complete violation of the

Supreme Court and therefore, it is the responsibility of the state to malke tAWCs function

and provide SNP everyday.
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Disability:

During the survey, disabled children were found in only 4 (6%) out of 67 centers. Also, there
are 14 AWW who dondét know anything about the
proper surveys should be done regularly to identify children with disabilities and they should

be encouraged to participate in the activities at the AWC.

Nutrition Counselling

The FGD6s show that only 2 Anganwadi Wor ker s,
and another from Mor of Jhabua district, holding meetings with pregnant and lactating mothers

to discuss the nutrition and health issues. Although it is quite essential not only for women
herself but for her whole family. So it should be ensure that everynganwadi Workers should

take at leastone mothers meeting in their respective village.

Pre School Education

The ICDS also provides for prechool activities as an informal type of learning and offers to the
child the necessary preparation for primary Booling, but in majority of AWCs this is not
happening. The anganwadi workers should be issued instructions to ensure that preschool
activities are provided. Preschool kits and toys should be provided to all anganwadi centres.

Supervisors and CDPOg\ll vacant posts under the ICDS must be filled up immediately. Fill up
the all vacant post of ICDS immediatelyjnfortunately the study finds that supervisors at best
visit anganwadi centers once in two months, but entirely to fulfill a formality. Hence it is
suggested that igit of supervisor and CDPO to AW centres every month should be made
mandatory.

ANMs

In 20% centers, it has been found that not a single visit has been conducted by the ANM in last
one year as revealed by the members of the focus growgzdssions as in most of the Anganwadi
Centers no inspection registers have been maintained. Although out of six services of ICDS 3
are to be delivered by ANM, so how is it possible to deliver half of the services in her absence
and to achieve targets of imunization and to cope up with morbidity and mortality. It is
essential that vacancy of ANM should be fulfilled and in remote areas mobility of ANMs should
be facilitated.

Training to AWW - In 37 centers children were weighed regularly but their growth ds not

been registered in the growth charts as the A
chart. In such cases exhaustive training on filling of growth charts should be provided either in
AWTCs as refresher course or they might be trained by thegspective Supervisors in the field

itself
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Referral Services

The survey found that there are 28 (42%) centres where no referral facilities have been availed
to malnourished children. Out of the 4 surveyed districts, Chatarpur and Jhabua districts appear
to be the worstoff as they show insufficient referral facilities. Among these 4 districts, Umaria
performs the best in referral facilities. It is necessary to find out reasons behind it and early
referral should be motivated.

Supplementary Nutrition- During the survey it has been found that there are 16 Anganwadi
Centres (9 out of 12 in Umaria district and 7 out of 12 in Chatarpur district) where
supplementary nutrition is not being provided to children €8 years of age and ift3 centers no
nutrition is being provided to pregnant women and nursing mother$hus by keeping view on
nutritional requirement of this age group it is quite necessary to provide SNP to every children
regularly.

Apart from this is strongly recommended that contractors should nbe used in providing the
SNP. Further more children aged-8 years the Supplementary nutrition program should consist
of a nutritious cooked meal prepared at the Anganwadi based on local foods and with some
variation in the menu on different days of the wek.

Social exclusionr During the study it has been found that social exclusion in Chhatarpur district
is comparatively high than the other 3 districts studiedExclusion of children and women on
the basis of caste or community is prevalent in Madhya Pesth due to which a vast section of
tribal and dalit communities are deprived of the services. It should be overcome and no dalit or
tribal should be rejected to provide services due to his caste/community.

Fund Disbursal Arrangements must be made to ensuregular disbursement of funds. Funds
must be provided on a quarterly basis.

Transparency and Accountability All the information related to the AWC should be publicly
displayed. There must be a system in place where the members of the community caistezg
their complaints regarding the AW.
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3. NATIONAL MATERNITY BENEFIT SCHEME /JSY

The National Maternity Benefit Schem¢NMBS)was introduced in 2001 to provide nutrition
support to pegnant women. Under this schemgregnant womenliving below the poverty
line are given a ondime payment of Rs. 50@i 12 weeks prior to @livery. In the year 2005,
the government of Indialaunched the Janani Suraksha YojarfdSY)under the National
Rural Health Mission (NRHM) to provide cashincentives for women chocsing to have
institutional deliveries. NMBS wasnerged intoJSY However, with the intervention of the

Supreme Court the benefits under the NMBSwere retained, irrespective ofthe place of
delivery.

3.1 Statusof NMBSJSYin Madhya Pradesh A larger view

DespiteIndidd s r emar k ab | e -ratecimthedastidecadghe outitiohal health of
many of its citizens hagallen. Madhya Pradesheflects symptoms of this natiorwide trend.
According to the National Family HealthSurveystatereport, the number of wasted children
under threeyears of agen Madhya Pradesh increased from 20.2% to 33.3% between 1998
1999 and 20096. The number of underweight children under three years of age increased
from 53.5% to 60.3% during this same period. The numberwbmen with a body mass
index below normal increased from 35.2% to 40.2%These indicators reflect the real impact
on health in the last decade. UNICEF estimates that malnutrition is the underlying cause in
half of the 2.1 million under5 deaths in Indiaeach year. Furthermalnutrition in pregnant
women is one of the chiefcauses of babies with low birttweight, which is in turn a
significant contributor to infant mortality >

Around 56%%° of women in Madhya Pradesh are anaemic. Theyeed special care ding
pregnancy This is especiallyso with respect to tribal women, 74% of whom live with
anaemia, out of wlom 1.2% are severly anaemic. Despite this reality, only 32.3% of
pregnant womenin rural Madhya Pradesh received thminimum of three antenatal check-
ups for early detection ofpregnancy relatedcomplications by doctors orother health
providers. Less than 10%ural women in the state were administered IFA tablets for a
minimum of 90 daysin order to raisetheir haemoglobin leves during pregnancy.Most
pregnant women in the statere either not supplied withsuch tabletsor are not made aware
of the need of special nutritionduring pregnancy.

% Fact Sheet: Madhya Pradesh (Provisional Data) 2006 National Family Health Survey (NFESS
www.nfhsindia.org/pdf/MP.pdf

% UNICEF webpage. Underutritioni Challenge for India. www.unicef.org/india/nutrition_1556.htm
*®sSource NFHS-3
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Rural women are ata disadvantagen terms of maternal care However, t is far worse in the
case of tribhwomen in the state. For themmotherhood becomes a gambt# life. It appears
as if the pregnant tribal womansimply doesnot have any right to care. Only 25.9% of
pregnant tribal women receive aninimum of three antenatal checkups andless than 86
getIFA tablets for 90 daysOn top of this, 92% of the deliveries of tribal women take place
either at home or by the roaeside on the way to a health facility, with the support of
traditional birth attendants. Only 8% deliveries take place in health facilgs.

One of the basicrequirementsfor institutional delivery is a sufficient number of beds in
health institutions. But most distressinly, at present only 26000 beds areprovided in

government hospitals in Madhya Pradesh and out of them only800 beds are there in rural
areas. This meanthat there is approximately one available beper 6 villages in Madhya
Pradesh, which has total of 55,392 villages.

Despite such a dire situation, the oyernment of India has released figures related to
maternalmortality just once since 1998. These figures cldihat the Maternal Mortality Rate

(MMR) in Madhya Pradesthasdecreasedrom 498 to 379(per lakh child-birth s) during the

period®” and MMR further declined to the level 335 in 20006 SRS surveythough this

figure still ranks the stateamongst the highest in the country® A whopping 10% of the
countryds maternal yaePaaddsts Astper khe repgoiullished by the Ma d h
government of Indiag about two-thirds of all maternal deathsin the country occur in a

handful of states: BiharJharkhand, Orissa, Madhya Pradesihhattisgarh, Rajathan, Uttar
PradeshUttaranchal (the Empowered Atton Group or EAG states), anflssani®

The National Maternity Benefit Schemewasinitiated to provide nutritional support to BPL
women 812 weeks beforalelivery. Later, this schemavas merged into tle Janani Suraksha
Yojang a scheme for promoting institutional deliveries introaced in 2005. The objective of
JSYis the reduction of maternal and infant mortality through increased delivery at health
institutions. The focus of NMBS washe provision of maternity benefits.Since the merger of
NMBS in JSYt he gui delines f ol |l cdieette NMBS islliBk¥d tst at e
provision of a better diet for pregnant wmen, the JSY integrates the cash assistance with
antenatal care during the pregnancy period, institutional care during delivery and immediate
postpartum period in a health centre by establishing a system of coordinated care by field
l evel h e a ITherschemathug& lenks cagh assistance to antetal checkups and an
institutional delivery.

%" Govt. Of India, Registrar General, India in collaboration with Centre for Global Health Research University of
Toronto, Canada. October 2006, Maternal Mortality in In@ii@nds, causes and risk factet9972003

% SRS Data, April 2006

% Govt. Of India, Registrar General, India in collaboration with Centre for Global Health Research University of
Toronto, Canada. October 2006, Maternal Mortality in India: Trends, candessk factors 19972003
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