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India’s Integrated Child Development Services programme; equity and
extent of coverage in 2006 and 2016

Suman Chakrabarti,* Kalyani Raghunathan,” Harold Alderman,? Purnima Menon® & Phuong Nguyen?

Objective To investigate coverage and equity of India’s Integrated Child Development Services programme across the continuum of care
from pregnancy to early childhood, before and after the programme was expanded to provide universal access.

Methods The programme offers nutrition and health services to pregnant and lactating mothers and young children. We used data from
nationally representative surveys in 2005-2006 and 2015-2016, including 36850 mother—child pairs in 2006 and 190804 in 2016. We
assessed changes in the equity of use of programme services by socioeconomic quintile, caste, education and rural or urban residence. We
used regression models to investigate the determinants of programme use.

Findings The mean proportion of respondents using programme services increased between 2006 and 2016, from 9.6% to 37.9% for
supplementary food, 3.2% to 21.0% for health and nutrition education, 4.5% to 28% for health check-ups and 10.4% to 24.2% for child-
specific services (e.g. immunization, growth monitoring). Wealth, maternal education and caste showed the largest positive associations
with use of services. However, expansion in service use varied at the sub-national level. Although overall use had improved and reached
marginalized groups such as disadvantaged castes and tribes, the poorest quintiles of the population were still left behind, especially in
the largest states that carry the highest burden of undernutrition.

Conclusion India’s policy reforms have increased coverage of the programme at the national level, including for marginalized groups.
With further scaling-up, the programme needs to focus on reaching households from the lowest socioeconomic strata and women with
low schooling levels.

Abstractsin ( ,<, H13Z, Francais, Pycckuii and Espafiol at the end of each article.

Introduction

In 2013, reviews of effective nutrition interventions estimated
that scaling-up a set of proven nutrition-specific interventions
could reduce stunting globally by 20% and reduce child mor-
tality by 15%.' Other modelling exercises have attempted to
estimate the potential impact of scaling-up key interventions
on progress towards sustainable development goals or on
economic growth.?’ Few studies, however, have examined how
programmes expand to achieve interventions at scale. Fewer
still have assessed the extent to which programme expansion
reaches the most vulnerable populations. However, it is the
juxtaposition of coverage and efficacy that explains progress
in reducing malnutrition or its absence.

Nutrition programmes that include targeted food as-
sistance have been implemented at large-scale worldwide
for several years, such as the Women, Infants and Children
Programme in the United States of America*and the Oportuni-
dades programme in Mexico.” Studies of targeted programmes
have documented respondents’ characteristics and enrolment
in and coverage of the programme,” but less is known about
factors affecting uptake of universally offered programme
services. India provides a case study to examine the scale-up
and uptake of a large-scale, universal, food-assisted maternal
and child nutrition programme.°

India launched its Integrated Child Development Services
programme in 19757 and expanded it to all states in 2000.
However, services were patchy throughout the early 2000s.®
In 2006, India’s Supreme Court ruled that the programme
was to be offered universally and, soon after, the govern-
ment expanded the availability of programme services across
India, with a goal of ensuring about 1.4 million programme

centres across the country. The programme now serves about
82 million children younger than 6 years and over 19 million
pregnant women and lactating mothers.*’ Services currently
include take-home supplementary food and hot cooked meals,
health and nutrition education, and health check-ups delivered
at rural child-care centres (called anganwadi) or athome.” Im-
munizations, growth monitoring and pre-school care services
are also available for children at the centres."

There is mixed evidence on the coverage and effective-
ness of India’s programme on nutrition and related outcomes.
Studies from the 1990s generally found programme placement
that was skewed towards the well-off districts and no effects
on anthropometric outcomes.'"'* Studies from the following
decade reported positive impacts, but with important caveats.
For instance, a study based on 2005-2006 data found that girls
who received supplementary food from the services were on
average taller.”” However, only 6% (329) of 5364 girls aged
0 to 2 years and 14% (1113) of 7951 girls aged 3 to 5 years
in that study received the supplementary food, despite the
fact that over 90% of villages (3522/3849) had an integrated
child development centre. This result raised questions about
the factors influencing programme uptake.”” These studies
preceded major reforms in the services between 2006 and
2009.” The reforms included greater financial outlay from the
central government and provision of supplementary food in
a rights-based framework."

Most research on the delivery of India’s Integrated Child
Development Services programme in the period after the re-
forms has focused on performance in implementation of the
programme by states,'” with limited evidence on individual and
household uptake or use of the programme. In view of these
gaps, we investigated changes in the use of the services over
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the continuum of care from pregnancy
up to early childhood between 2006
and 2016. We assessed equity gaps and
factors associated with use of services.
Our analysis has policy implications for
India, but also offers global lessons to
other countries embarking on scaling-
up integrated programmes to address
maternal and child health, nutrition and
child development.

Methods
Data sources

We used data from two rounds of In-
dia’s national family health surveys, in
2005-2006" and 2015-2016.'° These
cross-sectional surveys follow a sys-
tematic, multi-stage stratified sampling
design, covering all states and union ter-
ritories in India. While the 2006 round
was representative at the state level, the
2016 survey was representative at both
the state and district levels. We use
data from the data sets for households
(109041 in 2006 and 601509 in 2016),
women (138592 in 2006 and 749 344 in
2016) and children (36 850 in 2006 and
190804 in 2016).

Outcome variables

Our primary outcomes were receipt of
programme interventions among preg-
nant and lactating women aged 15 to
49 years and their children aged 0 to 59
months. We restricted analyses to last-
born children to minimize recall bias. We
analysed 12 outcomes of the programme
services for mothers and children. We
grouped them into four types of services
(supplementary food, counselling on
nutrition, health check-ups and early
childhood services), offered over three
phases in the care continuum (pregnancy,
lactation and early childhood). Detailed
definitions of the indicators are provided
in the data repository."

For the analyses of inequity and
determinants of use of services, we
constructed composite indicators to
represent receiving services during all
three phases of the care continuum.
Mathematically, for each service k, the
composite indicator Y, was defined as:

(¥, =D&

Y, =1if
Yy =D& (¥, =1)

Where Y, denotes receiving service k
in period x, and x can be pregnancy (p),

lactation (I) or early childhood (c). We
analysed receipt of the following services
by mother—-child pairs: supplementary
food, counselling on nutrition practices
and health check-ups. For services that
are only provided during early child-
hood (immunizations, pre-school edu-
cation and growth monitoring services)
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the composite indicator is simply an
indicator for the child having received
the service.

We also examine the changes in the
frequency of receiving supplementary
food in the 12 months preceding the
survey. This question is only avail-
able for the child and does not clarify

Table 1. Characteristics of samples in the study of coverage and equity of the Integrated
Child Development Services programme in India, 2006 and 2016

Characteristics Year, mean value (95% Cl)

2006 (n=36850) 2016 (n=190804)
Household
Family size, no. 6.7 (6.6106.7) 6.3 (6.3t06.3)

Socioeconomic status index,” %

Quintile 1 (poorest) .1(37.91t040.3) 5(16.2t0 16.9)
Quintile 2 224(21.7 t023.2) 184(18W t0 18.7)
Quintile 3 154 (14.8 10 16.01) 19.9 (19.6 10 20.3)
Quintile 4 12.8(12.2t0 13.5) 220(21.61t02223)
Quintile 5 (richest) 10.3(9.6t0 10.9) 232 (22.81023.7)
Religion, %

Hindu 789 (77410 80.4) 78.8 (78210 79.4)
Muslim 16.3 (14810 17.8) 16.1 (15,510 16.6)
Christian 2.1(1.8t024) 22(20t023)

Caste categories, %
Scheduled castes
Scheduled tribe
Other backward classes

Urban residence, %

Having health insurance, %

Mother

Age, years

Education,® %

No schooling

Primary school
Secondary school
High school or higher

Child

Sex (female), %

Age, months

Birth order, %

First
Second
Third or more

199(18.9 t021.0) 21.3(20.8t0 21.8)

38410102 10.2 (9.9 t0 10.5)
403 (38910 41.7) 43.0 (424 1043.5)
27.1(25.110 29.0) 30.0(29.2t0 30.9)

7 (341t04.1) 243(23.91024.7)
26.6 (26.5 10 26.7) 27.0(27.01027.1)
46.3 (45.1 10 47.6) 27026610274

(45
139(34to .5)
277(268to 286)

A 28)

( )
1(1291013.4)
364(360to 36.9)
( )

114101 235(230t0 239
454 (44.7 10 46.1) 44.8 (44.51045.2)
24.0 (23.810 24.3) 25.1 (25010 25.2)
24.6 (30.0t0 25.3) 31.8(31.5t032.2)
29.5(28.7 10 30.2) 35.6 (35.210 36.0)
459 (45.0 10 46.8) 32.6(32.21033.0)

Cl: confidence interval.

¢ Index of socioeconomic status was constructed by factor analysis using: household access to improved
drinking water, improved latrine, clean cooking fuel, electricity, ownership of a house and land, housing
materials for floor, roof and wall, and possession of 15 assets (including a mattress, pressure cooker, chair,
bed, table, fan, television, sewing machine, phone, computer, refrigerator, watch, bicycle, motorbike and

car) and livestock (cow, goat and chicken).

® Education categories were grouped as follows for total number of years of education attainted by the
individual: no schooling (0 years), primary school (1 to 5 years), secondary school (6 to 10 years) and high

school or higher (=11 years).

Notes: n is the total number of respondents. We analysed data from India’s national family health surveys
in 2005-2006" and 2015-2016."° These cross-sectional surveys follow a systematic, multistage stratified
sampling design, covering all states and union territories in India. Number of respondents for the mother’s
age were 33595 (2005-2006) and 174050 (2015-2016) and for the child's age were 35321 (2005-2006)

and 183292 (2015-2016).
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whether the supplementary food re-
ceived is take-home rations or daily
food at the rural child-care centres,
so the full amount of food received is
uncertain. Therefore, we report on this
question, but did not include it in the
composite indicator.

Explanatory variables

Household level variables included
household size, socioeconomic status,
religion, caste category, urban or rural
residence and access to health insurance.
The socioeconomic status score was con-
structed using a factor analysis of mul-
tiple variables including water source,

toilet type, materials used in dwellings,
and ownership of a house, land, livestock
and durable assets."* Mother- and child-
specific variables included the mother’s
age and education, and the child’s sex,
age and birth order.

Statistical analysis

We tested changes in outcomes and
determinants from 2006 to 2016 using
regression models. Equity analyses were
conducted for the 12 individual outcome
variables by socioeconomic status quin-
tiles at the national level, for residential
areas, castes and maternal education
for the two survey rounds, adjusting for
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sample probability weights. We plotted
changes in the services received within
socioeconomic status quintiles for these
categories.

We used multivariate logistic re-
gression models to determine the as-
sociation between explanatory variables
and each of the four composite indica-
tors. To examine changes over time,
we conducted the regressions for 2006
and 2016 separately, with clustering of
standard errors within states. Dummy
variables for the 35 Indian states were
included in all specifications.

Thus, for household % in states in
time ¢, we estimated:

Table 2. Trends in use of the Integrated Child Development Services programme among pregnant and lactating women and their
children aged 0 to 59 months in India, 2006 and 2016

Indicator 2006 2016 Change, %

No. of respon- % (95% Cl)* No. of respondents % (95% C1)* o
dents

During pregnancy®

Supplementary food 6474 18.7 (17.7 t0 19.6) 100391 526(52.1t053.2) 34.0

Health and nutrition 3287 10.0 (9.3 t0 10.7) 70493 39.3(38.81t039.8) 293

education

Health check-ups 3501 11.2(10.5t0 12.0) 79550 438 (43.310443) 32.6

During lactation®

Supplementary food 5334 14.7 (13.81t0 15.5) 90752 478 (47.310483) 332

Health and nutrition 2464 7.2 (66107.8) 62493 35.9 (34.6 10 35.6) 27.9

education

Health check-ups 2392 75(691t08.1) 66761 372(36.61037.7) 29.7

During childhood®

Take-home rations or hot 7786 22.1(21.11t023.1) 95751 51.7(51.2t052.3) 29.6

cooked meals

Immunizations 5478 183 (17310 19.3) 76019 432 (42.71043.7) 249

Health check-ups 4255 14.2 (13310 15.0) 74904 427 (42.11043.2) 285

Early childhood care or 9424 28.1(27.0t029.3) 64147 35.8(3541036.3) 7.7

preschool education

Child was weighed 4879 15.7 (14.8t0 16.6) 79291 446 (44.11045.1) 289

Mother received counselling 2423 79 (7210 8)5) 49430 28.6(28.11t029.0) 20.7

after child was weighed

Integrated child development services in all periods®

Supplementary food 3364 9.6(9.0t0 10.3) 68883 379(37.410384) 283

Health and nutrition 967 32(281t03.5) 35630 21.0(20.6 t0 21.5) 179

education

Health check-ups 1293 45(4.0t04.9) 48197 28.0 (27510 28.5) 235

Child-specific services® 3068 104 (9.6t0 11.1) 41929 242 (23.81024.7) 139

Frequency of receipt of supplementary food in previous 12 months?

Never 1745 222 (20410 23.9) 10527 .3(10.0to0 10.6) -11.8

Daily 2649 30.8(29.0t0 32.5) 31573 355(3491t036.1) 4.7

Weekly 1723 8(16.5t019.0) 25407 8(2131t0223) 40

Monthly 2167 1(17.810204) 31372 276( 110 28.0) 84

Less than monthly 1247 5(86t010.4) 7399 (4 4104.8) —49

Cl: confidence interval.

¢ Percentages and confidence intervals were adjusted using sampling weights.

® The total number of respondents were 36850 and 190804 in 2006 and 2016, respectively.
¢ Immunizations, pre-school education and growth monitoring.

4 The total number of respondents were 9592 and 106 574 in 2006 and 2016, respectively.
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Fig. 1. Trends in coverage of supplementary food in the Integrated Child Development Services programme during pregnancy, lactation
and childhood across states of India, 2006 and 2016

During pregnancy During lactation
Bihar @——O Bihar —.—O
Delhi | @—O Arunachal Pradesh —
Manipur 4 @—O elhi —O—O
Nagaland 1 @O Punjab 4 @ O
Arunachal Pradesh -1 &0 Jammu and Kashm\r - @—0
Jammu and Kashmir { @—O Nagaland 4 @O
Punjab 4 @ O Haryana 4 @&—0
Tipura 4 @ ©] Tipue 4 @————0
Haryana 1 @——O UttarPradesh 4 &——0
UttarPradesh 4 @&—O Manipur 4 @—0
Assam — @ O Keala {4 @—O
Rajasthan - e——O Rajasthan 4 @——O
Meghalaya @———=O Assam 4 @&—=O0
Kerala — e—O Uttaranchal — O
Uttaranchal — e—— O Gujarat — ——O
Gujarat — e——O Maharastra ——oO
Maharastra — e—O Meghalaya — e——O
Sikkim — —O Andhra Pradesh(old) — O
West Be n(];al @ O West Bengal — @ O
Andhra Pradesh(old) — [ O Kamataka — e————O
Madhya Pradesh — ——O Sikkim — e—O
Karnataka — e——O Madhya Pradesh — e— O
Himachal Pradesh — @ O Himachal Pradesh — e——O
Jharkhand — e——O Jharkhand — e——O
Orissa — @ O Orissa — @ O
(Goa e—O Tamil Nadu — e—oO
Tamil Nadu —O Goa e—O
Mizoram — —O Mizoram — e —O
(hanlsgarh 7] T T T T T T T T T 1 ChamSgam 7] T T T T T T I T 1
0 10 20 30 40 50 60 70 8 90 100 0 20 30 40 50 60 70 8 90 100
% of respondents % of respondents
During childhood
runachl Py 1® e o
runachal Pradesh
Delhtl 4 @0 6 to 35 months and 36 to 59 months).
Punjab — ; _
UttarPradésh 7 .Q—O o We :jldjusted our modells for s.tate
a}gas}t} an- @&—O specific performance using an index
Jammu and %ﬁp[]nrlar 7 ‘—O. o of programme performance developed
Haryana — e—oO0 using a survey from 2013-2014." The
Uttglggrﬂlé%liﬂ ._O. o performance data covered programme
MEQ@%@ . e——O0 infrastructure, knowledge and service
— —O .. .
Karmataka — e— 0o provision of workers at rural child-care
Assarrr% . &———O centres, and annual expenditure per
B e—O
Andhra Pradesh(old) e—— 0O child.”* Finally, we conducted separate
Maharastra ® © regression analyses for two states with
Madhya Pradesh — e—O . L
amil Naduy — e—O the highest burden of undernutrition
- @ ——O . . .
West Ben oaal 7] o o in India (Uttar Pradesh and Bihar) to
Nagaland [ ] investigate if determinants differed com-
i — . () . . .
Himachal Pga‘gkelsmh B e—oO pared with national-level estimates.”’
Jharkhand e—=O
Mizoram — e—oO Results
Orissa e—oO
Chattisgarh — — T ‘#OI — ® 2006 Several individual and household char-
0 10 20 30 40 50 60 70 8 90 100 o acteristics changed appreciably between
% of respondents 2016 the two rounds of national family health

Note: The total number of respondents were 36850 and 190804 in 2006 and 2016, respectively.

P, =D
1-P(Y, khst =1) (2)

(x + Z _[khSl /khst + Yst

Where P (Y,,, = 1) denotes the prob-
ability that the composite indicator Y,
took on value 1 for household 4 in state
s in time t. We controlled for J covari-

ates at the household level, as listed
above under explanatory variables, and
for state-fixed effects, y_. Regressions
were run separately for each composite
indicator k.

For robustness checks, we conduct-
ed the regression analyses individually
for all 12 services. Since different ser-
vices are provided by child’s age group,
we also examined the summary statistics
for service coverage by age (< 6 months,
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surveys (Table 1). The socioeconomic
status distribution shifted towards
wealthier quintiles, as poorer house-
holds acquired assets in the interven-
ing years. Health insurance coverage
increased from a mean of 3.7% (95%
confidence interval, CI: 3.4 to 4.1) in
2006 to 24.3% (95% CI: 23.9 to 24.7) in
2016. Mothers’ education also improved,
with the mean proportion of respon-
dents reporting no schooling falling by
nearly 20 percentage points, from 46.3%
(95% CI: 45.1to0 47.6) to 27.0% (95% CI:
26.6 to 27.4). The distribution of other
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characteristics in the samples, including
religious and caste composition, family
size and urban residence, were similar
across rounds.

The receipt of services by mother—
child pairs from pregnancy through to
early childhood increased significantly
between 2006 and 2016 (Table 2). The
increase was especially noticeable for
supplementary food, increasing nearly
threefold from 9.6% of respondents
(95% CI: 9.0 to 10.3) in 2006 to 37.9%
(95% CI: 37.4 to 38.4) in 2016. Use of
health check-ups increased 23.5 per-
centage points and health and nutrition
education increased 17.9 percentage
points. These patterns were consistent
for the child age subgroups (data re-
pository).'” The frequency of receiving
supplementary food also improved, with
a nearly 8 percentage point increase for
children who received food monthly
(Table 2) from 19.1% of children (95%
CI: 17.83 to 20.39) to 27.6% (95% CI:
27.07 to 28.04).

At the sub-national level there was
substantial variation in the expansion
of service use across the two survey
rounds (Fig. 1). With some exceptions
(Tamil Nadu, Odisha, Chhattisgarh and
Jharkhand), the coverage of supplemen-
tary food during pregnancy and lacta-
tion was <25% in most states in 2006.
By 2016, this had improved in almost all
states. The state-wise coverage of supple-
mentary food during childhood was
higher than in the other two categories,
and coverage increased in all states by
2016, with increases to >50% in many
of the central and southern states.

Fig. 2 plots the mean percentage of
respondents using various services in
both 2006 and 2016, disaggregated by
wealth quintile. Within a given year, a
higher spread of dots indicates greater
inequality in use. Use of the services
did not grow uniformly. Although use
expanded for the poorest quintile across
all services, expansion was lower for
quintiles 2, 3 and 4. In 2006, the low-
est quintile had higher use than other
quintiles, but by 2016, use by quintiles
2, 3 and 4 had expanded.

Use of the four categories of services
among pregnant and lactating women
and their children by respondents’ char-
acteristics are shown in Table 3. Factors
associated with use of services also
changed over time (Table 4 and Table 5).
In 2006, quintile 5 was the only quintile
where receipt of counselling on nutrition
was significantly lower than quintile 1
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(odds ratio, OR: 0.43, 95% CI: 0.22 to
0.81). However, by 2016 use of nutrition
counselling by quintile 5 was similar to
quintile 1 (OR: 1.10, 95% CI: 0.97 to
1.25). Quintiles 2, 3 and 4 were signifi-
cantly more likely to receive counselling
services (OR: 1.13,95% CI: 1.06 to 1.20;
OR:1.29,95% CI: 1.16 to 1.44; and OR:
1.27,95% CI: 1.12 to 1.43, respectively)
than either quintiles 1 or 5. Similar find-
ings were observed for health check-ups.
For supplementary food only quintile 3
was significantly more likely than the
poorest quintile to receive services in
2016 (OR: 1.17, 95% CI: 1.05 to 1.29).
All coefficients for wealth quintiles in
2016 were significantly different from
the corresponding ones in 2006.

Caste differences in use of services
appeared to change over time, holding
wealth constant. In 2006, the odds of
receiving supplementary foods was
twice as high among scheduled castes
(OR: 2.00, 95% CI: 1.52 to 2.63) and
scheduled tribes groups (OR: 2.02,
95% CI: 1.40 to 2.90) compared with
general castes. In 2016, the differences
were smaller (OR: 1.45, 95% CI: 1.30 to
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1.62 and OR: 1.37,95% CI: 1.22 to 1.54,
respectively). Similar findings were seen
for the other outcome measures.

Similar to caste, differences in
service use across education levels also
changed over time. For example, women
with primary or secondary schooling in
2006 had higher odds of having counsel-
ling during pregnancy (OR: 1.49, 95%
CI: 1.17 to 1.89 and OR: 2.05 95% CIL:
1.62 to 2.58, respectively) than women
with no education. By 2016, the odds
had reduced (OR: 1.12, 95% CI: 1.04 to
1.20 and OR: 1.16, 95% CI: 1.07 to 1.26,
respectively). Again, while statistical sig-
nificance varied, the trend of a reduction
in the odds ratios across education levels
was similar for all outcomes.

Having health insurance, which few
households had access to before 2008,
was negatively associated with the use of
nutrition counselling in 2006 (OR: 0.56,
95% CI: 0.36 to 0.87). However, in 2016
those with health insurance had higher
odds of receiving all services (OR: 1.24,
95% CI: 1.18 to 1.31 for supplementary
food; OR: 1.18,95% CI: 1.11 to 1.24 for
nutrition counselling; OR: 1.20, 95%

Fig. 2. Socioeconomic status and use of the Integrated Child Development Services
programme among pregnant and lactating women and their children in India,

2006 and 2016
Phase Indicator Year
Pregnancy  Supplementary food %8?2 e—0000
Health and nutrition 2006 | @-C@®
education 2016 _| @—@0O0
2006 | ®-O®
Health check-ups 2016 ®0—0O0
. 2006 | @O-G®
Lactation Supplementary food 2076 | o— 0000
Health and nutrition 2006 |@C®
education 2016 _| @—000
2006 |@C®
Health check-ups 2006 e—@0
) 2006 O
Childhood ~ Supplementary food 206 | —0-®0
Immunizations 2006
2016 _| — @@
Early chilhood careor 2006 *—O—@
preschool education 2016 _| ®0-00
. . 2006 | O@
Child was weighed 2016 | @000
Health check-ups 2006
P 2016 | @000
Received counselling 2006 | @O®
after child was weighed 2016 | |._.|CO ——
0 10 20 3 40 5 60 70 8 90 100
% of respondents

Quintile @1 (poorest) @2 O3 O4 @5 (richest)

Notes: The total number of respondents were 36850 and 190804 in 2006 and 2016, respectively. Index of
socioeconomic status was constructed by factor analysis using: household access to improved drinking
water, improved latrine, clean cooking fuel, electricity, ownership of a house and land, housing materials
for floor, roof and wall, and possession of 15 assets (including a mattress, pressure cooker, chair, bed,
table, fan, television, sewing machine, phone, computer, refrigerator, watch, bicycle, motorbike and car)

and livestock (cow, goat and chicken).
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2016
19412 (24.7)

41611 (NA)

13618 (23.7)
14960 (26.5)
13351 (22.3)

Child-specific services

2006
1446 (10.6)
3058 (NA)

812 (10.1)
930(11.2)
1326 (10.0)

2016
22345 (28.5)
47 864 (NA)
16310 (28.9)
17302 (30.6)
14585 (24.1)

Health check-ups®

ing service

2006
591 (4.5)
1286 (NA)
321 (4.3)
399 (4.9
573 (4.3)

No. (%) of respondents us

2016
16565 (21.6)
35377 (NA)
12166 (22.0)
13045 (23.5)
10419 (17.3)

Counselling on nutrition®

2006
961 (NA)
249 (3.0)
326 (3.8)
392 (2.8)

443 (3.0)

2016
31896 (38.6)

68428 (NA)
22505 (38.0)
23954 (40.2)
22424 (35.1)

Food supplements®

2006
1583 (10.0)
826 (8.7)
1021 (10.3)
1517 (9.7)

3348 (NA)

Second
Third or more

First
4 Index of socioeconomic status was constructed by factor analysis using: household access to improved drinking water, improved latrine, clean cooking fuel, electricity, ownership of a house and land, housing materials for floor, roof and wall, and

possession of 15 assets (including a mattress, pressure cooker, chair, bed, table, fan, television, sewing machine, phone, computer, refrigerator, watch, bicycle, motorbike and car) and livestock (cow, goat and chicken).
¢ Education categories were grouped as follows for the total number of years of education attained by the individual: no schooling (0 years), primary school (1 to 5 years), secondary school (6 to 10 years) and high school or higher (> 11 years).

Notes: The total number of respondents were 35570 and 185 101 in 2006 and 2016, respectively. For continuous variables the numbers represent the total number of individuals who received the service and had valid data for the respondent

® We analysed whether the service was received at all three phases in the care continuum: during pregnancy, during lactation and in early childhood.
characteristics.

¢ Immunizations, pre-school education and growth monitoring.

¢ Percentages were adjusted using sampling weights.

Age in months
NA: not applicable.

Characteristics
Birth order

Child
Female sex

Suman Chakrabarti et al.

CI: 1.13 to 1.28 for health check-ups
and OR: 1.10, 95% CI: 1.02 to 1.19 for
child-specific services). Finally, female
children (OR: 1.05, 95% CI: 1.00 to 1.10)
and second- and third-born children
(OR:1.15,95% CI: 1.10 to 1.20 and OR:
1.15,95% CI: 1.08 to 1.23, respectively)
had slightly higher odds of using early
childhood services.

In our robustness checks, we found
similar findings when using the 12 indi-
vidual services as outcomes (data reposi-
tory),”” and when using the composite
coverage indicators by child’s age group.

Finally, we saw that trends and
determinants of service use in Ut-
tar Pradesh and Bihar did not differ
substantially from those for overall
national data (data repository).”” We
found higher odds ratios for use of all
services among scheduled caste groups
compared with other groups in both
2006 and 2016.

Discussion

Using two nationally representative data
sets we provide evidence on how the use
of India’s Integrated Child Development
Services programme has changed in the
decade after reform of the programme.
India appears to be well on its way to
scaling-up of nutrition-specific inter-
ventions using the integrated services.
This large expansion in services is laud-
able given challenges such as decentral-
ization of implementation to the state
level, high numbers and diversity of the
population, constraints on funding, and
lack of community awareness, among
others.® Indeed, these challenges are
reflected in our findings that expansion
in use of services varied considerably at
the state level and by sociodemographic
characteristics. Even though households
in the poorest quintile were better
reached by the services in 2015-2016,
the wealth inequality in use widened
over the decade studied.

The exclusion of the poorest people
from services is concerning. Most of the
poor who were left behind were from
states known to be weak performers on
the programme, such as Uttar Pradesh®
and Bihar,” suggesting that overall poor
performance in high-poverty states
could lead to major exclusions. The
exclusion of the poorest quintile could
also be due to the challenges of reaching
remote or difficult geographical areas,
even in better-performing states, despite
attempts to close equity gaps district-

Bull World Health Organ 201 9;97:270—282| doi: http://dx.doi.org/10.2471/BLT.18.221135
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by-district.** There can also be local
challenges of exclusion within villages
due to caste or location.” Further inves-
tigations around the potential reasons
for exclusions could help in addressing

inequity gaps.

The risk of exclusion of the poorest
households has also been documented
in the coverage of India’s safe mother-
hood cash-transfer programme, the Ja-
nani Suraksha Yojana.*>*” Even in a state
such as Odisha, with a well-performing

Research
Child development services in India

health system, similar inequitable pat-
terns of use were seen for a conditional
cash-transfer programme for nutrition
and health.”® Some authors have at-
tributed the exclusion of the poorest
households in certain programmes to

Table 4. Factors associated with use of supplementary food and nutrition counselling in the Integrated Child Development Services
programme among pregnant and lactating women and their children in India, 2006 and 2016

Binary outcomes

OR (95% CI)

Supplementary food?

Counselling on nutrition®

2006 (n=32208)

2016 (n =167 873)

2006 (n=29743)

2016 (n =167 873)

Household

Socioeconomic status index®
Quintile 1 (poorest)

Quintile 2
Quintile 3
Quintile 4

Quintile 5 (richest)

Religion
Hindu
Muslim
Christian
Other

Caste categories

Scheduled castes

Scheduled tribe

Other backward classes

General
Rural residence

Having health insurance

Family size, no.
Mother
Age, years
Education®
No schooling
Primary school

Secondary school
High school or higher

Child
Female sex
Age in months
Birth order
First
Second
Third or more

Ref.
1.02 (0.93t0 1.12)
0.98 (0.86t0 1.12)
0.76 (0.60 to 0.97)
0.34 (0.25 to 0.46)

Ref.
0.88 (0.65to 1.20)
1.02 (0.63 to 1.66)
1.54 (0.94 to 2.50)

2.00 (1,520 2.63)
2.02 (1.40 to 2.90)
1.37 (0.95 t0 1.97)
Ref.
2.81(1.97t04.01)
0.81(0.54t0 1.21)
0.97 (0.94 to 1.00)

0.99 (0.99 to 1.00)

Ref.
1.19(0.98 to 1.44)
1.21 (1.05 to 1.40)
0.86 (0.69to 1.07)

1.03(0.90t0 1.17)
1.00 (0.99 to 1.00)

Ref.
1.22 (1.02 to 1.45)
121 (1.04 10 1.41)

Ref.
09810 1.11

1.04 )
1.051t01.29)
)
)

1.17
1.06
0.89

091t01.23
0.751t0 1.05

SSs =S

Ref.
0.90 (0.82 t0 0.98)
0.93 (0.83 to 1.00)
0.92 (0.77 to 1.09)

145 (13010 1.62)
1.37 (1.22 to 1.54)
1.29(1.18 to 141)
Ref.
2.24(1.86 10 2.69)
1.24(1.18t0 1.31)
0.99 (0.98 to 1.00)

0.99 (0.98 t0 0.99)

Ref.
1.13(1.06 to0 1.21)
1.16 (1.05 to 1.28)
0.84 (0.76 t0 0.93)

1.04 (1.00 to 1.07)
1.00 (0.99 to 1.00)

Ref.
117 (1.12t0 1.22)
1.21(1.13t0 1.28)

Ref.
0.98 (0.75t0 1.28
093 (0.70to 1.24
0.82(0.53t0 1.25
043 (0.22t00.81

NS NN

Ref.
1.27 (091 t0 1.77)
1.11 (0.66 to 1.88)
1.37(1.04to 1.79)

278 (2.04 10 3.80)
3.45 (247 10 4.80)
1.98 (1.16 t0 3.39)

Ref.
1.13 (1.06 to 1.20)
129 (1.16 to 1.44)
127 (11210 1.43)
1.10(0.97 to 1.25)

Ref.
0.92 (0.83t0 1.02)
0.88 (0.73 to 1.06)
1.00 (0.87 to 1.14)

1.28 (1.15t0 1.42)
1.21(1.10to 1.34)
1.15(1.04 t0 1.28)

Ref. Ref.
3.18 (1.83 10 5.50) 1.82(1.52t02.16)
0.56 (0.36 t0 0.87) 1.18(1.11t0 1.24)

0.99 (0.95 to 1.03)

1.00 (0.98 to 1.02)

Ref.
149 (1.17 to 1.89)
2.05 (1.621t0 2.58)
1.81(1.29t0 2.54)

0.88 (0.80 t0 0.98)
1.00 (0.99 to 1.00)

Ref
1.35(1.05t0 1.74)
1.24 (091 t0 1.69)

1.00 (0.99 t0 1.01)

0.99 (0.98 to 1.00)

Ref.
1.12 (1.04 to 1.20)
1.16 (1.07 to 1.26)
0.94 (0.86 to 1.03)

1.05(1.01 t0 1.08)
1.00 (1.00 to 1.00)

Ref.
1.14(1.09to0 1.20)
1.14(1.08t0 1.21)

Cl:confidence interval; OR: odds ratio; Ref: reference category.

¢ We analysed whether the service was received at all three phases in the care continuum: during pregnancy, during lactation and in early childhood.

® Index of socioeconomic status was constructed by factor analysis using: household access to improved drinking water, improved latrine, clean cooking fuel,
electricity, ownership of a house and land, housing materials for floor, roof and wall, and possession of 15 assets (including a mattress, pressure cooker, chair, bed,

table, fan, television, sewing machine, phone, computer, refrigerator, watch, bicycle, motorbike and car) and livestock (cow, goat and chicken).
¢ Education categories were grouped as follows for total number of years of education attained by the individual: no schooling (0 years), primary school (1 to 5 years),
secondary school (6 to 10 years) and high school or higher (> 11 years).
Notes: n is the total number of respondents. As some data were missing for the mother’s and the child's age we used data only for the set with all complete variables.
The following 12 outcomes of integrated child development services were analysed over three phases in the care continuum. During pregnancy: (i) supplementary
food; (ii) health and nutrition education; (iii) health check-ups. During lactation: (iv) supplementary food; (v) health and nutrition education; (vi) health check-ups.
During early childhood: (vii) supplementary food as take-home rations or hot cooked meal; (viii) health check-ups; (ix) nutrition counselling for the mother after
the child was weighed; (x) childhood immunizations; (xi) early childhood care and preschool education; and (xii) growth monitoring. We adjusted estimates are for

sampling weights and standard errors clustered at the state level. All specifications include state-fixed effects (N—
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Table 5. Factors associated with use of health check-ups and child-specific services in the Integrated Child Development Services
programme among pregnant and lactating women and their children in India, 2006 and 2016

Binary outcomes

Health check-ups®

Child-specific services®

2006 (n=29795)

2016 (n=167 873)

2006 (n=32208)

2016 (n=167 873)

Household

Socioeconomic status
index¢

Quintile T (poorest)
Quintile 2
Quintile 3
Quintile 4
Quintile 5 (richest)
Religion
Hindu
Muslim
Christian
Others
Caste categories
Scheduled castes
Scheduled tribe
Other backward classes
General
Rural residence
Having health insurance
Family size
Mother
Age in years
Education?
No schooling
Primary school
Secondary school
High school or higher
Child
Female sex
Age in months
Birth order
First
Second
Third or more

Ref.
1.04 (0.86 to 1.26)
0.99 (0.85t0 1.15)
0.73 (0.53 to 1.02)
040 (0.24 t0 0.67)

Ref.
0.90 (0.67 to 1.21)
1.12(0.63 t0 2.01)
1.78 (1.34 10 2.38)

2.04 (15110 2.76)

246 (1.77 t0 343)

1.62 (1.11 t0 2.38)
Ref.

391 (235t06.49)

0.78 (047 t0 1.29)

1.00 (0.97 to 1.03)

1.00 (0.99 t0 1.02)

Ref.
1.15(0.92 to 1.45)
1.52 (1.25t0 1.84)
1.25(1.01to 1.57)

1.00 (0.89t0 1.12)
1.00 (0.99 to 1.00)

Ref.
1.14 (091 to 1.44)
1.12 (0.88t0 1.41)

Ref.
1.11(1.04t0 1.18)
1.28 (1.15t0 1.43)
1.23(1.06t0 1.42)

07 (0.90 to 1.26)

Ref.
0.95 (0.85 to 1.05)
0.93(0.83t0 1.05)
0.83 (0.66 to 1.04)

1.35(1.21t0 1.52)
1.37(1.21 to 1.56)
1.22 (1.10to 1.36)
Ref.
2.01(1.671t0242)
1.20 (1.13t0 1.28)
1.00 (0.98 to 1.01)

0.99 (0.98 to 1.00)

Ref.
1.12(1.05t0 1.19)
1.17 (1.05 to 1.30)
0.88 (0.78 to 1.00)

1.03 (0.99 to 1.07)
1.00 (0.99 to 1.00)

Ref.
1.14 (1.08 to 1.20)
1.16 (1.08 to 1.25)

Ref.

0.98t0 1.25
1.01to 1.25
0.56t0 1.14
0.33t00.81

1.11
1.12
0.80

)
)
)
052 )

— o~ > =

Ref.
0.98(0.70to 1.37)
092 (0.76t0 1.12)
1.39 (0.76 t0 2.56)

1.73(1.30t0 2.31)

1.80 (1.40 t0 2.30)

1.35(0.97 t0 1.89)
Ref.

292 (1.82t04.70)

0.87 (0.59to0 1.27)

0.99 (0.96 to 1.01)

1.00 (0.98 to 1.01)

Ref.
1.22 (1.05t0 1.42)
1.27 (1.04 to 1.56)
0.91 (0.69t0 1.22)

1.04(0.94 t0 1.16)
1.00 (0.99 to 1.01)

Ref.
1.11(0.96 to 1.28)
1.12 (0.98 to 1.28)

Ref.
1.03(0.93to 1.14)
1.17.(1.01 to 1.36)
116 (1.01to0 1 33)
097 (0.8 15)

Ref.
0.93(0.84 to 1.04)
0.87 (0.76 to 1.00)
1.10 (0.96 to 1.27)

142 (1.321t0 1.53)

1.35(1.21v1.51)

123 (1.16t0 1.31)
Ref.

1.88 (1.58 t0 2.22)

1.10(1.02t0 1.19)

1.00 (0.99t0 1.02)

0.99 (0.99 to 1.00)

Ref.
1.16 (1.10 to 1.23)
1.11(1.03t0 1.21)
0.89(0.81 t0 0.99)

1.05 (1.00 to 1.10)
1.01 (1.00 to 1.01)

Ref.
1.15(1.10 to 1.20)
1.15(1.08 to 1.23)

Cl:confidence interval; OR: odds ratio; Ref: reference category.

¢ We analysed whether the service was received at all three phases in the care continuum: during pregnancy, during lactation and in early childhood.

® Immunizations, pre-school education and growth monitoring.

¢ Index of socioeconomic status was constructed by factor analysis using: household access to improved drinking water, improved latrine, clean cooking fuel,
electricity, ownership of a house and land, housing materials for floor, roof and wall, and possession of 15 assets (including a mattress, pressure cooker, chair, bed,
table, fan, television, sewing machine, phone, computer, refrigerator, watch, bicycle, motorbike and car) and livestock (cow, goat and chicken).
9 Education categories were grouped as follows for total number of years of education attainted by the individual: no schooling (0 years), primary school (1 to 5 years),
secondary school (6 to 10 years) and high school or higher (=11 years).
Notes: n is the total number of respondents. As some data were missing for the mother’s and the child's age we used data only for the set with all complete variables.
The following 12 outcomes of Integrated Child Development Services were analysed over three phases in the care continuum. During pregnancy: (i) supplementary
food, (i) health and nutrition education, (iii) health check-ups. During lactation: (iv) supplementary food, (v) health and nutrition education, (vi) health check-ups.
During early childhood: (vii) supplementary food as take-home rations or hot cooked meal, (viii) health check-ups, (ix) nutrition counselling for the mother after the
child was weighed, (x) childhood immunizations, (xi) early childhood care and preschool education and (xii) growth monitoring. We adjusted estimates for sampling

weights and standard errors clustered at the state level. All specifications include state-fixed effects (N—
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difficulties in complying with the pro-
gramme conditions.” It is also unlikely
that the use of services has many bar-
riers that prevent poorer people from
using services that are locally available.
Except for entry-level barriers, such
as pregnancy registration, the uncon-
ditional nature and universal scope of
the services should make it accessible
to all. As noted above, a more plausible
explanation is weak performance of
service implementation in states or
districts with the highest proportions of
poorer people. Indeed, in the two states
of Uttar Pradesh and Bihar, we found
greater exclusion by caste as well, sug-
gesting that exclusions in these states is
due to overall poor performance, lead-
ing to low coverage for all, rather than
targeted exclusions for some. In separate
policy-focused descriptive analyses of
coverage,” we provide district-specific
coverage estimates for all programme
services that can inform policy-makers
in India and elsewhere.

Despite lingering caste discrimi-
nation in India,’ it is reassuring that
caste and tribe-based exclusion from
the programme services has declined.
The caste differences appear to fa-
vour the traditionally marginalized
scheduled castes and scheduled tribes
groups compared with the general
castes, after controlling for wealth. In
Odisha and in Chhattisgarh, where
there are large pockets of tribal popu-
lations, efforts to strengthen overall
programme services with a view to
improving equity of access'® has likely
helped close gaps for tribal communi-
ties. In Maharashtra, a targeted focus
on tribal areas as part of the state nu-
trition mission®” has also likely helped
to close some gaps.

Despite the hypothesis that girls are
discriminated against in health service
use in India,” we did not find evidence
of son preference in families’ use of
programme services. Instead, we found
that being a female child significantly
improved the likelihood of receiving
the range of services, although the dif-
ference was slight. Similarly, there was

no indication that children who were
higher in birth order had lower use of
services.

Health insurance coverage im-
proved 10-fold between 2006 and 2016,
likely due to the introduction of a
national health insurance programme,
the Rashtriya Swasthya Bima Yojana,
for households below the poverty line
in 2008. This programme is currently
operational in 25 states. In our study,
those with health insurance were about
twice as likely to use the services in
2016. However, since these services are
free of charge there is no direct role for
insurance in gaining access. This finding
could reflect self-selection; households
that take up government health and
nutrition services are also more likely
to be enrolled in the national health
insurance. Also, the same states could
perform better both on the expan-
sion of the national health insurance
programme and on child development
services.

Our study had several strengths. It
offers an in-depth analysis of individual
and household access to a large, univer-
sally-offered nutrition programme that
targets the first 1000 days of life. The
study examines the inequity in the ex-
pansion in use of the programme and in-
vestigates the complex factors associated
with use. By comparing the coefficients
of these covariates over time, we have
documented how the child development
services in India have become more in-
clusive between 2006 and 2016 and yet,
how some groups, such as the poorest
wealth quintiles, are still not being ad-
equately served. Finally, our results are
robust to several alternative regression
specifications, including adjustments for
state performance.

Although the survey questions
remained the same over time (thus
enabling comparisons), they are limited
to participation in the last 12 months
for children or during pregnancy and
lactation. Finer-grained questions
could enquire about the regularity and
intensity of participation, the actual
consumption of foods provided through

Bull World Health Organ 2019;97:270-282| doi: http://dx.doi.org/10.2471/BLT.18.221135

Research
Child development services in India

the programme and the regularity of the
use of specific services, such as growth
monitoring. Such questions could help
planners and policy-makers make more
informed assessments about strengthen-
ing programme services.

Instead the study focused on chang-
es over time, it is not longitudinal at the
individual level. Our ability to analyse
the intensity of participation in the pro-
gramme is limited by the availability of
the survey questions included in India’s
national family health survey question-
naires. Finally, an impact assessment of
the programme on maternal and child
health is beyond the scope of this paper
and is an important area for future re-
search. The post-reform period of the
programme coincided with a period that
also saw a 10-percentage point reduc-
tion in stunting among children aged
0 to 5 years.™

India’s policy reforms have in-
creased coverage of the Integrated Child
Development Services programme at a
national level and reached marginal-
ized groups. With further scaling-up,
the programme needs to focus on ef-
fective subnational implementation
to reach households from the lowest
socioeconomic strata and women with
low schooling levels, as these high-need
groups are currently more excluded in
India. W
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Résumé

Inde — Programme Integrated Child Development Services; équité et étendue de la couverture en 2006 et 2016

Objectif Etudier la couverture et I'équité du programme indien de
services intégrés pour le développement de I'enfant (Integrated Child
Development Services) tout au long du continuum de soins, depuis
la grossesse jusqu'a la petite enfance, avant et apres |'extension du
programme visant a garantir un accés universel.

Méthodes Ce programme propose des services de nutrition et de santé
aux femmes enceintes, aux femmes qui allaitent et aux jeunes enfants.
Nous avons utilisé des données provenant d'enquétes nationalement
représentatives, réalisées en 2005-2006 et en 2015-2016, qui ont
impliqué 36 850 paires mere-enfant en 2006 et 190 804 paires mére-
enfanten 2016.Nous avons évalué les changements en matiere d'équité
dans I'utilisation de ces services par quintile socioéconomique, caste,
niveau d'éducation et résidence rurale ou urbaine. Nous avons utilisé
des modeéles de régression pour étudier les déterminants de |'utilisation
du programme.

Résultats La proportion moyenne de personnes interrogées utilisant
les services du programme a augmenté entre 2006 et 2016, en passant
de 9,6% a 37,9% pour la fourniture de suppléments alimentaires, de

3,2% a 21,0% pour les services d'éducation sur la santé et la nutrition,
de 4,5% a 28% pour les bilans de santé et de 10,4% a 24,2% pour
les services spécifiques a I'enfant (ex.: vaccination, surveillance de la
croissance). Le niveau de revenus, le niveau d'éducation de la mere et la
caste correspondent aux associations les plus largement positives avec
['utilisation des services. Néanmoins, I'augmentation de |'utilisation des
services a varié au niveau sous-national. Méme si I'utilisation générale
a augmenté et que les services ont atteint des groupes marginalisés,
tels que les castes et les tribus les plus défavorisées, les quintiles les plus
pauvres de la population sont restés laissés pour compte, notamment
dans les plus grands états, qui sont les plus lourdement frappés par la
dénutrition.

Conclusion En Inde, les réformes des politiques ont permis d'obtenir
une meilleure couverture au niveau national, y compris pour les groupes
marginalisés. Pour ses prochaines extensions, le programme devra cibler
les ménages appartenant aux couches socioéconomiques les plus
pauvres et les femmes ayant un niveau d'éducation bas.
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Pesiome

KomnnekcHble ycnyru no passutuio pebeHka B HAMM; paBHbIN JOCTYN U cTeneHb oxBaTa B 2006 1 2016 rogax

Lenb ViccnepoBaHue oxBaTa M pPaBHOMPABHOrO AOCTyNa K
KOMM/IEKCHBIM YCIyram Mo passuTunio pebeHka B VIHAWMM B pamKax
BCeW Lienoyky yCnyr 3ApaBooxXpaHeHns: oT bepemMeHHOCTH 10
[IOWKOMbHOrO BO3pacTa; A0 W NOC/e TOro, Kak nporpamma ctana
00LLefOCTYNHOM.

MeTogbl [1porpamma npepnaraer nUTaHne U MeanLMHCKoe
obCnyKnBaHMe HepemeHHbIM KEHLLMHAM ¥ KOPMALLMM MaTepsm,
a TakXe MasneHbKUM feTAM. ABTOPbI MCMONb30BaNM AaHHble
HaLUMOHa/bHbIX PEMPE3EHTATUBHBIX OMPOCOB, MPOBEAEHHbIX B
2005-2006 1 2015-2016 roaax, B KOTOPbIX y4acTeoBanv 36 850 nap
matepen ¢ aetbmn B 2006 rogy 1 190 804 napel B8 2016 roay. beinm
OLEHEHbI M3MEHEHWA B PaBEHCTBE 1CMONb30BaHNA YCYT MPOrpammbl
B 3aBMCUMOCT OT COLINANbHO-3KOHOMMUYECKOTO KBUHTINA, KACTOBOW
NPUHAANEXKHOCTY, 00PA30BAHMIA U PaoHa NPOXMBAHWS B CENTbCKOM
WY TOPOACKOW MeCTHOCTW. [InAa nccnefoBaHna AeTepMUHaAHT
MCNOMAb30BaHWA NPOrpaMmbl MCMNOMNb30BaNUCh PerpecCcroHHble
MOZENN.

Pe3ynbtatbl CpeiHAA NpONOpUMA PECNOHAEHTOB, MOMb3YIOLLMXCA
ycayramy NporpamMmbl 418 NoayYeHna LONONHUTENbHOMO MUTAHNA,
Bblpocna ¢ 2006 no 2016 rog ¢ 9,6 o 37,9%, ¢ 3,2 go 21,0%
BO3POC/IO KOSIMYECTBO TEX, KTO WUCMOSb30Ban NporpaMmy Ans

NONyYeHWA 3HaHMIM O 300POBbE 1 NUTaHWK, € 4,5 00 28% BO3POCO
KONMYECTBO TeX, KTO MPOXOAUA MeAVLMHCKMUIA OCMOTP B PaMKax
nporpammel, ¢ 10,4 go 24,2% — KONMUeCTBO NoTpeduTtenen ycnyr,
OPVIEHTVPOBAHHbBIX Ha AeTen (NMPUBMBKM, KOHTPOSb PA3BUTUA).
HanbonblWnii pOCT MCNONb30BaHMA yCnyr Habnoganca no
nokasaTtenamM ypoBHA 611arococTtoaHns, obpa3oBaHna maTepu 1
KacToBoW NpuHaanexxHocTv. OAHaKo Ha CybHaLMOHanbHOM ypOBHe
PACNPOCTPAHEHHOCTb MCMOMb30BaHWA YCYTr BapblMpOBanach.
HecmoTpA Ha To UTo NokazaTtenu obLLero MCNob30BaHKA MPOrPaMMbl
YAYUWUANCh U OHa CTana AOCTyMHEe MaprHanv3npoBaHHbLIM
rpynnam, Taknum Kak HU3WKWe KacTbl U naemeHa, beaHenne
KBUHTWUIW HAaCeNEeHWs BCe ellle He UMEIOT AOCTYNa K Hell, 0CO6eHHO
B KPYMHEeWLIMX LWTaTaX, Ha KOTOpble MPUXOAATCA CamMble BbICOKMe
noKasaTenu HefloeaHNA.

BbiBog lNonvTuKa pedopm, NpoBoanMas B VHAMM, paclumpuna
OXBaT MPOrpammor Ha HaUMOHANbHOM YPOBHE, BKOYaA
MapruHanmM3npoBaHHble rpynnbl HaceneHua. [pu ganbHenwem
paclWmpeHnr MacluTaboB NporpamMma AoKHa CTaTb AOCTYMHOM AnA
6efHeNLIMX CoUManbHO-3KOHOMUYECKNX CIOEB HaceneHnsa v ana
MKEHLLWH C HM3KIUM YPOBHEM 00Pa30BaHNA.

Resumen

Programa de servicios integrados de desarrollo infantil de la India: equidad y alcance de la cobertura en 2006 y 2016

Objetivo Investigar la coberturay la equidad del Programa de servicios
integrados de desarrollo infantil de la India a través de la atencién
continua desde el embarazo hasta lainfanciatemprana, antes y después
de que el programa se ampliara para proporcionar acceso universal.
Métodos El programa ofrece servicios de nutricion y salud a madres
embarazadas y lactantes y a nifios pequefos. Se utilizaron datos de
encuestas representativas a nivel nacional de 2005-2006 y 2015-2016,
incluidas 36 850 parejas de madres e hijos en 2006 y 190 804 en 2016.
Se evaluaron los cambios en la equidad de uso de los servicios del
programa por quintil socioeconémico, casta, educacion y residencia
rural o urbana. Se utilizaron modelos de regresién para investigar los
determinantes del uso del programa.

Resultados La proporcion media de encuestados que utilizan los
servicios del programa aumento entre 2006 y 2016, del 9,6 % al 37,9 %
en el caso de los alimentos suplementarios, del 3,2 % al 21,0 % en el

de la educacion sanitaria y nutricional, del 4,5 % al 28 % en el de los
reconocimientos médicos y del 10,4 % al 24,2 % en el de los servicios
especificos para nifios (por ejemplo, inmunizacion o vigilancia del
crecimiento). La riqueza, la educacion materna'y la casta mostraron las
mayores asociaciones positivas con el uso de los servicios. Sin embargo,
la expansion del uso de servicios varié a nivel subnacional. Aunque el
uso general ha mejorado y ha llegado a grupos marginados como las
castas y tribus desfavorecidas, los quintiles mas pobres de la poblacién
siguen quedando rezagados, especialmente en los estados mds grandes
que soportan la mayor carga de desnutricion.

Conclusidn Las reformas politicas de la India han aumentado la
cobertura del programa a nivel nacional, incluso para los grupos
marginados. Con una mayor ampliacion, el programa debe centrarse
en llegar a los hogares de los estratos socioeconémicos mas bajos y a
las mujeres con bajos niveles de escolaridad.
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