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ODISHA, A STATE of 42 million people in east-
ern India, is one of the poorest in the country. It 
has faced many development challenges over the 
years, including insurgent movements, large pock-
ets of extreme deprivation among scheduled tribe 
communities,1 social disparities, and natural disas-
ters, as well as a relatively late fiscal turnaround (in 
2004–2005) in comparison with other states. Yet 
Odisha has made significant progress in reducing 
child undernutrition—less than India as a whole, 
but more than many other richer states. How has it 
achieved this progress?

Data from three rounds of India’s National 
Family Health Survey (NFHS) and the Rapid 
Survey on Children (RSOC)2 show that, in Odisha, 
the proportion of stunted children younger than 
3 years of age fell from 49 percent to 44 percent 
between 1998–1999 and 2005–2006 (com-
pared with an all-India decline from 51 percent 
to 45 percent during the same period). Between 
2006 and 2014, stunting among children younger 
than 5 years in Odisha fell from 45 percent to 
38 percent (compared with an all-India decline 

of 48 percent to 39 percent). The rate of stunting 
decline in Odisha has accelerated from 1.8 percent 
a year to 2.1 percent a year in the past 10 years, but 
it remains slower than the all-India rate of decline. 
This lag is unsurprising, given the challenging con-
ditions in Odisha. Nevertheless, Odisha’s rate of 
decline in childhood stunting is at least three times 
the rate of decline in other similarly poor states, 
such as Bihar.3 Not all nutrition indicators showed 
such advances: anemia rates among children and 
pregnant women increased or remained stagnant in 
Odisha between the early 1990s and the mid-2000s, 
hovering between 60 and 70 percent.

In 2005–2006, Odisha’s undernutrition lev-
els were close to those of the state of Gujarat, 
which is richer and better endowed. That same 
year, Odisha’s performance on delivering health 
services and Integrated Child Development 
Services (ICDS) interventions was among the 
best in India, ranking below only one other state.4 
More recently, data from 2014–2015 showed 
that Odisha had outpaced richer states, such as 
Gujarat, Madhya Pradesh, and Uttar Pradesh, in 
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several areas. Odisha had better nutrition out-
comes, such as stunting levels. It performed bet-
ter in terms of immediate determinants, such as 
infants 6–8 months old receiving solid, semisolid, 
or soft foods and minimum dietary diversity during 
complementary feeding. And it had greater cov-
erage of nutrition-specific interventions, such as 
mothers of children younger than 3 years old who 
received three or more antenatal care checkups and 
children 12–23 months old who were fully immu-
nized.5 A recent analysis of nutrition progress across 
states in India explicitly recognized Odisha as a 
leading state for nutrition-relevant social sector pro-
grams, including those targeting health, nutrition, 
and food security. The authors of that paper called 
Odisha a “positive deviant in nutrition policy-
making” in areas related to nutrition.6 Given the 
unusual emphasis on nutrition policy making for 

a poor state such as Odisha, we sought to conduct 
a Stories of Change study there to understand the 
drivers of success in establishing supportive social 
policies and scaling up effective programs for health 
and nutrition.

This chapter seeks to explain how changes in 
the delivery of nutrition-specific programs (specif-
ically the ICDS) and the National Rural Health 
Mission (NRHM) came about over time in Odisha. 
We also aim to identify the policy and program-
matic factors that enabled the changes in these 
important programs over time, drawing on diverse 
sources of data, including interviews with present 
and former officials and stakeholders involved in 
designing and implementing nutrition and child 
health policies and interventions.7 While we argue 
in this chapter that the continuity of key actors in 
Odisha—rather unique in India—is an asset, we 
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A mother reads the latest advice on how to feed children from the health information wall in her village.
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recognize that relying on such sources for assessing 
performance potentially entails a conflict of inter-
est. Thus, we used a recent framework for scaling 
up the impact on nutrition to ground our analy-
sis of these factors.8 Because child-level data on the 
nutritional status of children in 2014–2015 are still 
not available for analysis for Odisha—or indeed, for 
any other state in India—we restricted our use of 
quantitative data to reporting statistics rather than 
performing an empirical econometric analysis.

Nutrition-Specific Interventions, 
Programs, and Policies in Odisha That 
Target Children’s First 1,000 Days
Nutrition and health services in Odisha have been 
delivered primarily through the nationwide ICDS 
program and the health system. Our review of avail-
able data shows that, during the 25-year period 
from 1991 to 2015, coverage of antenatal care, insti-
tutional deliveries and assisted births, immuniza-
tion, vitamin A supplementation, and the use of key 
ICDS services all went up in Odisha (Table 17.1). 
For some of these services, improvements in cov-
erage were substantial. Despite variability across 
the state in these improvements and the continu-
ing challenges of providing services in tribal areas, 
evidence also suggests that intervention coverage 
became more equitable.9

Trends in the Focus and Shape of Health and 
Nutrition Policies and Programs over Time

HEALTH INTERVENTIONS (1990–2015)

Odisha started health sector reforms in the early 
1990s, with support from key development part-
ners. As early as 1995, India launched National 
Immunization Days to address polio in particular; 
Odisha also carried out “Pulse Polio” days—specific 
campaign days only for polio vaccination. These 
efforts expanded into a national initiative called 

the Reproductive and Child Health Programme 
in 1997, which aimed to deliver an integrated pack-
age of health and nutrition services for pregnant 
and lactating women, children, and adolescents. In 
2001, the state launched the Infant Mortality Rate 
(IMR) Mission, ramping up efforts to reduce the 
IMR.10 As part of this effort, Odisha emphasized 
implementation of antenatal care and newborn 
care.11 In addition to strengthening the implemen-
tation of existing interventions, the mission intro-
duced interventions to prevent malaria among 
pregnant women and incentives to promote insti-
tutional deliveries.12 The state government also 
developed a vision document for health in the 
early 2000s.

Over the past decade, especially between 2004 
and 2015, the state health delivery system experi-
enced major enhancements with the launch of the 
State Health Mission in 2005 under the NRHM. 
Under the NRHM, the budgetary outlays for pub-
lic health increased, a new cadre of health work-
ers including accredited social health activists was 
appointed, a conditional cash transfer scheme 
(Janani Suraksha Yojana) to incentivize institu-
tional deliveries was introduced, and nutrition 
rehabilitation centers for facility-based treatment 
of severely acutely malnourished children were 
launched in 2005–2006.13 The goal of the mission 
was to reduce the IMR, the maternal mortality rate 
(MMR), and the total fertility rate by strengthen-
ing reproductive and child health services.

Odisha also strengthened the delivery of its 
immunization program, rolled out a vitamin A sup-
plementation campaign during 2005–201014 and 
adapted the national guidelines for Village Health 
and Nutrition Days, renaming it the Mamata 
Diwas—a single platform for delivering multi-
ple maternal and child nutrition interventions. In 
addition, guidelines were released for screening 
and identifying severely malnourished children 
under age 5 for treatment at rehabilitation centers 
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Table 17.1  Changes in nutrition and health outcomes, immediate determinants, and interventions in Odisha state and 
India, various periods, 1990 to 2015

Outcome indicator

Study timeline

1990–1995 1995–2000
2000–
2005 2005–2010 2010–2015

Survey data periods

1992–1993a 1998–1999b 2005–2006c 2013–2014d

India Odisha India Odisha India Odisha India Odisha

Stunting (%)e NA 51 51 49 NA 45 (48) 44 (45) (39) (38)

Wasting (%)e NA 28 20 30 NA 23 (20) 24 (20) (15) (18)

Infant mortality rate 79f 112f 68f 81f NA 57f 65f NA 56g

Maternal mortality rate 437h NA 540 NA NA NA NA 178i 230g

Women with body mass index 
< 18.5 kg/m2 NA NA 36 48 NA 36 41 NA 30j

Women aged 15–49 yrs. with 
anemia (%) NA NA 52 63 NA 56 63 NA 77j

Children (aged 6–35 mos.) 
with any anemia (%) NA NA 74 72 NA 79 74 NA NA

Children (< 3 yrs.) breastfed 
within 1 hr. of birth (%)k 10 18 16 25 NA 24 54 45k 73k

Children (< 6 mos.) exclusively 
breast-fed (%) NA NA NA NA NA 46 50 65 69

Children receiving solid/semi-
solid food and breast milk (%) 31 30 34 30 NA 56 68 51l 56l

Children (0–59 mos.) with diar-
rhea in the past 2 weeks (%) 10m 21m NA NA NA 9 12 7 9

Children (< 5 yrs.) with diar-
rhea in the past 2 weeks who 
received ORS (%)

18n 17n 27n 35n NA 26n 41n 54 71

Women received/bought iron–
folic acid supplements during 
pregnancy (%)

51 50 58o 68o NA 65 83 31p 45p

Mothers who had ≥ 3 antenatal 
care visits for previous birth (%) 44 35 44 48 NA 52 62 63 75

Receipt and use of ICDS 
supplementary nutrition during 
pregnancy (%)

NA NA NA NA NA 21 45 41 61

Births in a health facility (based 
on past 2 births in the 3 yrs. 
prior to survey) (%)

26 14 34 23 NA 41 39 79 81

Receipt and use of ICDS 
supplementary nutrition during 
lactation (6 mos. after birth) (%)

NA NA NA NA NA 17 40 42 77

Children (12–23 mos.) fully 
immunized (%) 36 36 42 44 NA 44 52 65 62
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on a designated day in a month (Pustikar Diwas). 
Between 2011 and 2013, the state launched three 
nationally driven initiatives that included free 
transportation for institutional delivery (the Janani 
Express);15 medical care and other facilities for preg-
nant women and sick newborns (Janani Shishu 
Suraksha Kayakaram); and early detection and 
treatment of physical problems in children younger 
than 18 years.16

Taken together, all these state-level initiatives 
over the years have built on national health initia-
tives. They have summed up to create an overall 
set of services to support better maternal and child 
health, mostly with a focus on reducing mortality.

ICDS INTERVENTIONS (1990–2015)

The ICDS program, which began in October 1975, 
was designed to deliver services to pregnant and lac-
tating women, children younger than 6 years old, 
and adolescent girls through the anganwadi centers 

(AWCs). The services include supplementary nutri-
tion, health education, immunization, health 
checkups, and referrals, all delivered by anganwadi 
workers; most of these services are delivered in coor-
dination with the health program (see Chapter 2).

In Odisha, the ICDS program was started in 
85 AWCs in the Subdega block of the Sundargarh 
district.17 Over the past two decades, it has evolved 
and expanded, largely following national guidelines 
but also experimenting and enlarging its set of ser-
vices. Odisha laid a strong foundation for the ICDS 
program in the early 1990s by building the capacity 
of the program staff and facilitating coordination 
with the health department. The ICDS projects 
and the AWCs continued to grow from the early 
1990s until 2014, with major expansions occurring 
in 2004, then in 2009, and again between 2010 and 
2014. These expansions were largely the result of 
the state government’s adherence to the Supreme 
Court of India’s order to increase the number of 

Outcome indicator

Study timeline

1990–1995 1995–2000
2000–
2005 2005–2010 2010–2015

Survey data periods

1992–1993a 1998–1999b 2005–2006c 2013–2014d

India Odisha India Odisha India Odisha India Odisha

Children (12–35 mos.) who 
received vitamin A dose in the 
past 6 mos. (%)

NA NA 17 26 NA 25 30 46q 57q

Receipt and use of ICDS 
supplementary nutrition for 
children (%)

NA NA NA NA NA 26r 53r 49s 
44t

89s

67t

Sources: National Family Health Survey (I, II, III), India, reports and fact sheets (http://rchiips.org/nfhs/); Rapid Survey on Children 2013–14 
(http://wcd.nic.iNActs/rapid-survey-children-rsoc-2013-14); Annual Health Survey 2012–13 Fact Sheet (http://www.censusindia.gov.in/vital_sta-
tistics/AHSBulletins/AHS_Factsheets_2012-13/FACTSHEET-Odisha.pdf); and Special Bulletin on Maternal Mortality in India 2010–12 (http://
www.censusindia.gov.in/vital_statistics/SRS_Bulletins/MMR_Bulletin-2010-12.pdf).
Notes: Percentages have been rounded to whole numbers; NA = not available; ORS = oral rehydration salts; ICDS = Integrated Child Devel-
opment Services; a National Family Health Survey – I (1992–1993); length/height data were not collected for five states; hence, India average 
data are not available; b National Family Health Survey – II (1998–1999); c National Family Health Survey – III (2005–2006); d Rapid Survey on 
Children (2013–2014); e Indicator calculated for children < 3 years old; figures in parentheses are for children < 5 years old; f Per 1,000 live births 
for the 5 years preceding the survey; g Annual Health Survey 2012–13 Fact Sheet; h Per 1,000,000 live births for the 2 years preceding the survey; 
i Special Bulletin on Maternal Mortality in India 2010–12; j Clinical, Anthropometry and Biometry Census Survey (2014); k Indicator calculated 
for children aged 0–23 months; l Indicator calculated for children aged 6–8 months; m Indicator calculated for children aged < 4 year; n Indicator 
calculated for children aged < 3 years; o Includes tablets and syrup; p Indicator specifies 100 or more tablets; q Indicator calculated for children 
aged 6–59 months; r Indicators calculated for children aged < 6 years; s Indicator calculated for children aged < 3 years; t Indicator calculated for 
children aged > 3 years.

(Table 17.1 continued)
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AWCs, as part of the national public interest litiga-
tion case on the Right to Food.18

In the late 1990s and early 2000s, the ICDS 
focused on identifying and providing solutions 
for moderately and severely malnourished chil-
dren (Ami bhi paribu—“We too can,” a positive 
deviance initiative) and investing in medical refer-
ral for chronic cases. To comply with the Supreme 
Court of India’s 2006 judgment, the Department of 
Women and Child Development (DWCD) imple-
mented decentralization, in which the existing self-
help groups under “Mission Shakti” took charge 
of procuring and preparing food supplements.19 
Mothers’ committees were set up in 2006 and reju-
venated in 2012 to monitor the ICDS services. The 
Government of Odisha, along with its development 
partners, made significant efforts to identify key 
barriers to ICDS service provision and use and in 
the late 2000s established a Nutrition Operational 
Plan.20

Factors Contributing to Policy and 
Program Changes in Odisha
An analysis of state-level stakeholder interviews 
and documents points to a confluence of factors 
that facilitated changes in the health and ICDS 
programs. We examine these factors next using 
the recent framework for scaling up impact on 
nutrition.21

A Vision for Impact
Odisha’s work on scaling up key health and nutri-
tion interventions was stimulated by its poor rank-
ing within India on IMR and high levels of infant 
and maternal mortality, so changing both of these 
was a driving goal. The state’s goals were to accel-
erate reductions in the IMR, MMR, and total fer-
tility rate by strengthening reproductive and child 
health services. As evidence, mostly global, emerged 
on the links between poor nutrition and mortality 

outcomes, during the past two decades Odisha 
broadened its agenda to include nutrition as well.

Delivering Interventions through Multiple 
Operational Platforms
Over time the government implemented interven-
tions through both the health and ICDS programs 
in order to capitalize on both platforms, and it sup-
ported cross-platform convergence on the common 
goal of mortality reduction in several ways,22 which 
likely had positive implications for scaling up inter-
ventions. Over the years, the types of interventions 
delivered through the ICDS steadily evolved and 
expanded. The mortality-reduction goal led to the 
use of the ICDS platform to identify and rehabili-
tate severely malnourished children who were at the 
greatest risk of dying. When the NRHM came into 
being in 2004, Odisha, after a somewhat slow start, 
began rolling out key mortality-reduction interven-
tions, such as antenatal care and immunizations, 
whose rapid scale-up was likely facilitated by the 
existing state government goal of reducing mortal-
ity. Early government orders and a culture of work-
ing together across two operational platforms—the 
health department and the ICDS—continued to 
support the use of both platforms to deliver inter-
ventions that worked toward the overarching mor-
tality-reduction goal. Finally, Odisha’s investment 
in establishing the Mission Shakti women’s self-help 
group within the same department that ran the 
ICDS program enabled the state to respond rapidly 
to guidelines that stipulated decentralized produc-
tion of food supplements by the self-help groups.

Catalysts, Champions, and Ownership
Catalysts for action against malnutrition in Odisha 
included the state’s poor national ranking on infant 
mortality (which spurred internal reflection and 
action planning) and intense human rights com-
mission monitoring of starvation and other deaths 
in tribal districts in the state. The choice of Odisha 
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for sector support from the UK’s Department for 
International Development (DFID) technical assis-
tance program likely also contributed to an infu-
sion of resources and support to strengthen the 
area’s systems.

Several individuals across the two government 
departments were named, along with the chief min-
ister, as key leaders for health and nutrition in the 
state. The Odisha political leadership had con-
sistently appointed well-qualified and motivated 
bureaucrats to manage social sector programs; 
these individuals took ownership of the vision for 
improving mortality rates and realizing the pro-
grams’ potential.

Several observers mentioned the notion of 
“political/policy intent,” which conveyed the goals’ 
focus, as well as the existence of “bureaucratic 
space” that enabled operations, innovation, and 
learning. Individual commitment and leadership 
influenced both policy support and implementa-
tion of programmatic changes. For example, at the 
state level, the chief minister’s interest in women’s 
empowerment, and the potential political gains 
from supporting women, led to initiatives such as 
the Mission Shakti self-help groups in 2001. These 
later provided an operational framework for scaling 
up the decentralized production of supplementary 
food. The chief minister was also credited with pro-
viding “enabling leadership”—that is, clearly stating 
policy intent but staying removed from opera-
tional details.

Several dynamic and committed secretaries and 
directors of the health department and the DWCD 
were acknowledged to have provided leadership in 
moving the agenda forward in the state and to have 
taken ownership for state goals. Longer tenures 
by leaders than in other states were also thought 
to have led to a combination of problem and solu-
tion ownership, as well as accountability for results. 
There was said to have been a sense of responsibil-
ity and collegiality among the bureaucrats of the 

health department and the DWCD and a desire to 
effectively implement the programs that facilitated 
coordinated action: “Odisha is a special case in 
that coordination is ensured from the highest level. 
Joint letters were sent to the district collectors to 
ensure that the ICDS and health departments work 
together from the district level below. This is rarely 
done,” remarked one bureaucrat who worked at the 
state level during the mid-2000s, when nutrition 
was beginning to take center stage.

Diverse Pathways for Scaling Up
Our analysis and interviews showed that scaling 
up took different pathways in Odisha. Expansion 
of child care centers and frontline workers in the 
ICDS, the frontline workforce in the NRHM, and 
the number of women’s self-help groups all led to 
delivery platforms’ becoming available for inter-
ventions as well as innovative operations. Once 
these basic structures and functions were replicated 
statewide, the scaling up of interventions followed 
a more functional pathway, and new interven-
tions or operational strategies to achieve coverage 
could be added to available platforms. For exam-
ple, eggs were added to the ICDS and midday meal 
scheme across the state, special child nutrition days 
(Pushtikar Diwas) were added to improve coverage 
of weighing and screening for severe malnutrition,23 
and self-help groups were used to produce foods for 
the ICDS.24 However, limited evidence exists on 
the impacts of these specific innovations.

Gradually Building Up Strategic and 
Operational Capacities
Scaling up these interventions was enabled by 
strengthening both strategic and operational capac-
ities. Over time, a diverse set of capabilities had 
been built statewide. It is unclear how many of 
these were intended from the start, but it is appar-
ent that the combination of investments clearly 
paid off for the state.
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From a strategic capacity perspective, the chief 
minister appointed high-caliber bureaucrats to 
the social sector departments, including health 
and ICDS. This move clearly signaled the strategic 
importance of the social sector across a bureaucracy 
that typically deprioritizes it by not appoint-
ing high-caliber individuals to these positions. 
Several of Odisha’s bureaucrats were well trained 
for their sector: two senior bureaucrats had mid-
career degrees from top public health universities 
in the United States, and the lead of the NRHM 
state unit was a doctor with significant public 
health experience.

From an operational capacity perspective, sev-
eral years of supporting and strengthening the sys-
tem readied it to respond. Strengthening measures 

included establishing training arrangements, trans-
parently recruiting frontline workers and supervi-
sors, and reducing the capture of frontline positions 
by local elites. It is possible that the state policy 
ensuring that all ICDS frontline and supervisory 
staff were women led to greater motivation within 
a sector that focused on women and children. 
District collectors, relatively junior in the bureau-
cratic hierarchy, were noted to have good commu-
nication with secretaries, who were more senior, 
and to have invested in ensuring robust program 
implementation. Because of high-level support of 
social sector programs, district collectors routinely 
included social sector programs in their monthly 
district reviews. And at the grassroots level, admin-
istrative changes were made in how frontline 
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From 1991 to 2015, coverage of antenatal care, institutional deliveries, immunizations, and other interventions all went 
up in Odisha.
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workers were selected. “[Frontline workers] con-
tinue to be at the heart of [our] success in health 
and nutrition,” remarked one senior bureaucrat in 
our stakeholder interviews.

Finally, several development partners (UNICEF, 
DFID, the United Nations Office of Project 
Services [UNOPS], the World Food Programme, 
CARE, and the World Bank) were said in inter-
views to have played significant roles in supporting 
the operations of the health and ICDS programs. 
Over the years, UNICEF, DFID, and UNOPS 
helped implement health programs by giving tech-
nical and financial assistance and by working in 
alignment with Odisha’s state goals. The World 
Bank supported the expansion of ICDS projects in 
the 1990s, and CARE invested in strengthening 
delivery systems through its Integrated Nutrition 
and Health Program (1996–2001 and 2001–2005), 
which was implemented in collaboration with the 
ICDS and health programs. And from the mid-
2000s, the DFID-supported technical support 
team invested in systems for strengthening data 
gathering and documentation. UNICEF was a 
fairly constant development partner for nutrition 
throughout the two decades.

Adequate, Stable, and Flexible Financing
For several years, creating the fiscal space for social 
sector programs in Odisha was a challenge. In 
2004–2005, however, space opened up owing to 
increased national financing for social sector pro-
grams, state-level financial restructuring, and sig-
nificant technical support and direct state budget 
support to Odisha from DFID. Financial restruc-
turing under the government of Chief Minister 
Naveen Patnaik was credited with turning around 
a nearly bankrupt state to reach financial stabil-
ity, which allowed for investments in social pro-
grams and state infrastructure development. 
Financial restructuring included (1) undertaking 
fiscal consolidation; (2) reforming tax policy and 

administration (for example, introducing a value-
added tax); (3) restructuring expenditures (such 
as reducing public-sector employment); and (4) 
restructuring debt (swapping high-cost debts for 
low-cost ones).25 These measures brought together 
diverse sources of funding to implement national 
programs, deploy state-level initiatives and inno-
vations, and bring more technical support to the 
health and nutrition program landscape in Odisha.

Creating an Enabling Policy Environment
Three major elements appear to have contributed 
to an enabling policy environment for scaling up 
health and nutrition interventions in Odisha: high-
level policy and political backing of social sup-
port programs, political and bureaucratic stability, 
and the emergence of a supportive policy and fis-
cal framework at the national level. First, Chief 
Minister Patnaik provided leadership on devel-
opment issues in the state by sending clear signals 
of interest in the social sector programs, which 
were featured in all state reviews and to which he 
appointed strong bureaucrats. He is said to have 
established a clear policy intent to deliver on social 
sector programs and then to have given bureaucrats 
autonomy to function without political interfer-
ence. He also signaled a low tolerance for cor-
ruption in social sector programs, which limited 
graft in the systems. Second, an unusual degree of 
electoral stability for the political party in power 
enabled several reforms in health and nutrition pro-
grams to continue uninterrupted. Coupled with 
political stability, bureaucrats were assured ade-
quate tenure in their positions to allow them to 
amass knowledge on health, nutrition, and social 
programs and to experiment with, learn from, and 
take credit for innovations in program implemen-
tation. Third, overarching policy support—coming 
from new socially focused policies, programs, and 
associated financing at the national level—allowed 
Odisha to expand and experiment in health and 
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nutrition programs. Indeed, this expansion was 
especially important both for the scale-up and roll-
out of the NRHM and for the expansion of the 
ICDS. In the case of the ICDS, expansion was man-
dated by the Supreme Court’s ruling on the Right 
to Food.

Measurement, Learning, and Accountability
Data were used to support decisions in different 
ways as the programs evolved. In the early years, 
this data-for-action approach focused on “weigh-
ing efficiency”—that is, ensuring that all children 
were weighed monthly to identify the most mal-
nourished. In later years, investments in concurrent 
monitoring surveys by the DFID-supported tech-
nical support unit, and the use and discussion of 
these data with officials, facilitated the use of third-
party data. Odisha also hosted important research 
studies that informed state-level programming; for 
example, Odisha is home to Ekjut, a nongovern-
mental organization involved in major experi-
ments on the use of women’s groups for achieving 
health and mortality outcomes. Overall, a culture 
of constructive use of data appears to be in place, 
though it is not without its challenges. For exam-
ple, multiple sources of state-level data have cre-
ated some confusion, data are not always available 
below the district level, the monitoring systems do 
not capture all necessary indicators, and the state 
still depends on monitoring systems established by 
national programs.

Conclusions and Challenges Ahead
Our study reveals Odisha as a state that, over 
time, steadily managed to chip away at several 
system-level challenges to scale up, strengthen, 
and deliver a set of effective health and nutri-
tion interventions. Rather than identifying a sin-
gle forward-looking strategic master plan, our 
analysis highlights the convergence of several 

actors, along with several operational and finan-
cial resource pools, which in turn enabled the 
state to respond positively to major national pol-
icy changes and to use national fiscal commit-
ments to health and nutrition to provide better 
services inside its borders. The key success fac-
tors in Odisha included high-level political sup-
port for health and nutrition programs, fiscal and 
policy space to operate, and useful collaborations 
with committed development partners. In addi-
tion, notwithstanding continuing challenges of 
diversity in levels of undernutrition and prog-
ress in program delivery and outcomes across the 
state, a cadre of committed and technically capa-
ble bureaucrats enabled programmatic action 
despite the challenges of a state that is predomi-
nantly poor, rural, and tribal. The common goal 
of reducing IMRs in the mid-1990s and 2000s 
contributed significantly to several key actions 
(antenatal care, immunizations, a focus on severe 
malnutrition, and others) that were scaled up to 
successfully reduce mortality.

Several lessons from Odisha’s experience may 
be transferable to other states of India—and pos-
sibly even to contexts outside of India. These les-
sons include the importance of (1) setting goals; 
(2) ensuring bureaucratic stability, capacity, and 
motivation to deliver on the goals; and (3) creat-
ing an enabling environment with little to no polit-
ical interference, adequate financing from diverse 
sources (to ensure flexibility and agility), and ade-
quate technical support. Several states in India now 
have financial stability, the availability of technical 
support, and additional resources, as well as highly 
capable bureaucrats who are keen to make a differ-
ence. However, long-term political stability, political 
commitment to development goals for all, and lack 
of political interference in social sector programs are 
not always easy to come by. Could this set of drivers 
of change in Odisha be replicated, in a more rapid 
and focused way, in other states? And can Odisha 
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itself succeed in capitalizing on its enabling environ-
ment to continue to innovate, expand, and deliver 
results in areas within the state that are still lagging?

As Odisha looks ahead to improving nutrition 
further, it becomes crucially important to create 
similar targets in this area, build on existing tech-
nical and system capacities, and capitalize on exist-
ing high-level support for such initiatives. The 
state still faces geographic disparities, which largely 
reflect challenges in delivering services to the state’s 
tribal populations and in addressing their broader 
development needs. Therefore, actions will need 
to engage other government departments, such as 

the education sector, water, sanitation, and hygiene, 
and the Rural Development Department, to ensure 
that some of the known social determinants are 
tackled on an urgent basis.

Reducing undernutrition in Odisha is an imper-
ative for the state’s further development. Can 
Odisha become a shining beacon of hope, not 
just for scaling up nutrition and health interven-
tions and reducing mortality but also for bring-
ing together cross-sectoral interventions to more 
rapidly improve nutrition in one of India’s poorest 
states? Perhaps the time is ripe for Odisha to take 
the next big leap for nutrition.
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