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A. Context of the problem
India is looking at a future with tens of millions of children who have poor cognitive
development. Children in this country are growing up with a nutritional deficit that starts with
insufficient breastfeeding and early childcare and ends with malnourishment by age of six. In
fact, Coffey and Spears (2014) have warned ‘profound deficits in early-life health and net
nutrition are particularly important factors shaping the distribution of human capital in India’i.
 Children under 6 years of age in India – 158.7 million; which is 13.12% of the total
populationii out of which 48% children are covered under ICDS i.e. 75.7 millioniii
 In 2010, 43%of India’s children under five were underweight and 48% were stunted
and 69% were anaemiciv
The causes include poor nutrition of the woman during adolescence aggravated during and
after pregnancy; lack of social security for maternity compelling many women to return to
wage work early, and absence of crèche facilities which means women have to leave
children at home, therefore children are deprived of exclusive breastfeeding for the first six
months. The cycle of under-nutrition is perpetuated by the lack of effective crèches and
childcare centres (like Anganwadi centres or AWC) that could detect and manage early
stages of malnutrition.
This misses out on critical care during the first five years, although most brain growth takes
place in the earliest years. In fact the lethal combination of poor nutrition, exposure to
infections caused by poor sanitation and unsafe water puts small children at risk of death.
 In 2013, India’s child mortality rate was 53 per 1000 live births, accounting for 21% of
the deaths of children under five worldwidev; in fact India and Nigeria together
account for more than a third of all under-five deathsvi across the world
 51.3% of children are under the poverty thresholdvii
Essentially we have a vicious cycle as indicated by the figure below-
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Compounding the problem is the high level of out-of-pocket expenditure incurred during
maternity as the recent NSSO dataviii (71st Round, 2015) shows: an average of ₹5544 was

spent per childbirth (as inpatient in public or private hospitals) in rural area and ₹11685 in
urban area. Despite cashless coverage of maternity through the JSSK (Janani Sishu
Suraksha Karyakram), poor families are routinely forced to spend scarce resources on
hospital childbirth, pushing them into debt and further reducing nutritional intake of
breastfeeding women.
B. What is the existing legal and policy framework?
 India has a Maternity Benefit Act (1961) to which the Ministry of Labour is proposing
revisions. But these benefits accrue only to a miniscule percentage of women who work
within the formal sector or in government jobs. The remainder which is about 96%
women are working in the informal sectorix, not covered by any labour welfare measures
like wage protection for maternity leave. A recent McKinsey reportx points out the gender
gap in employment is also exacerbated by unfair conditions for working women who
become pregnant.
 The National Food Security Act (2013) recognizes that nutrition of pregnant and lactating
women and exclusive breastfeeding upto 6 months is critical, and provides not only
supplementary nutrition through ICDS but also a universal minimum maternity benefit
allowance of at least Rs 6000 ‘according to schemes of the Central Government’ (NFSA
2013).
Some state governments have ongoing schemes such as Odisha, Tamil Nadu, and
Gujaratxi. At present however the GOI has no Central schemes except for a pilot phase of
the IGMSYxii which is being implemented in 53 districts all over the country through the ICDS
system, and disqualifies women who have had more than two children or are less than 19
years of age. Effectively this MoWCD rulexiii deprives women of the poorest wealth quintile,
those with least education, and women from the Scheduled Castes and Tribes, as these
social groups are most likely to have more than two childrenxiv. In this way the entire purpose
of promoting maternal and child health among the marginalized and vulnerable groups is
being lost.
The NFSA also includes provisions for food security but they are limited to cereals only, and
fail to supplement protein and energy content through pulses and edible oils which are
essential for poor, tribal or Dalit women, especially those who are pregnant or lactating.
 The Integrated Child Development Services schemes (ICDS) is one of the largest of its
kind in the world, where centres are run for four hours each day in the community and
provide nutrition as well as some child development inputs to the children. However in
some states it has been plagued by poor implementation resulting from inadequate
supervision and monitoring.
While the ICDS does have the potential to enable supplementary nutrition to be provided to
all adolescents, pregnant and lactating women, it may not be able to handle the special
needs of malnourished children. There are however promising practices of how this may be
done through community engagement (such as women’s self-help groups) that ensures
better child feeding and caring practices and delivery of public health and nutrition servicesxv.

 In addition the government has also set up a Nutrition Mission, has a Nutrition Policy in
place and formulated an Early Childhood Care and Education policy with the support of
UNICEF
C. Key concerns about budget:
Reduced allocations for all programmes related to maternal entitlements, even after the
supplementary budget additions, except IGMSY; however the IGMSY outlay is inadequate to
ensure universal maternity benefits for all districts.
Expenditure on schemes related to maternal health by Union Ministry of Women and Child
Development & Ministry of Health & Family Welfare (Rs crore)
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D. Policy and budgetary asks:
1. Implementation of the NFSA 2013, within which
 The IGMSY (or its alternative Central Schemes) to be up-scaled from the pilot phase
into at least 200 high-priority districts especially including those with a larger
proportion of tribal (ST) population.
 The Public Distribution System to include subsidised pulses and oils.
2. Maternity entitlements in all sectors to be universal and unconditional, and wage
compensation provided from three months before childbirth to six months after
3. Creche and breastfeeding facilities at every workplace made mandatory to ensure
women can continue to work and care for the infant
4. The ICDS to be urgently strengthened as a support system for early childhood care and
nutrition, with more community involvement as well as stronger supervision and
monitoring to prevent leakages and enhance quality of services for children.
5. Adolescent nutrition schemes like SABLA to be scaled up and combined with health
education and empowerment for all-round development of girls
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