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I. INTRODUCTION

In the spring of 1979, Community Svstems Foundation (CSF) was contracted
by the Agency of International Development {AID) to perform a qualitative
evaluation of the P.L. 480 Title Il (Food-for-Peace) Program in India
(Nelson, Sahn and Rogers, 1979). The evaluation was most critical of

the maternal and child health (MCH) feeding projects which were providing
Title II commodities to predhant women, infants and pre-school-age
children. It was suggested that tie purpose of these MCH projects, to
improve the nutritional status of the taréet population, was not

being achieved due to a series of design anu implementation constraints.

Among the CSF evaluation team's recomrenditions was that projects which
involved providing 2 fcod supplement, and no other public health, educa-
tion or commuhity development components, shculd be upgraded to include
a more integrated package of services. Projects unwilling or unable

to do so should be activel, discourajed.

In the wake of these rcconmendations, USAID/India and AID/Mashington

have conceived the India Integrated 'Maternal and Child Nutrition Project.
The project is designed to assist the Government of India (GOI) and

state governmerts in improving the type and quality of services delivered*
in their maternal and cnild health prcgram, Efforts would focus on
strengthening existing activities in the Special Nutrition Programme
(SiiP). The SHP is a national supplementary feeding program, first intro-
duced in 1970-71 by the Department of Social ‘lelfare of the GOI;
presently i* covers £.7 million chilcren in India, financed mainly by
state governments. Indiqgerous food from India's aqricultural surplus,

as well as comrodities suppiied by CARE through the P.L. 480 Title I1
Program and by the World Focd Proaramme are used in the SHP.

llidespread criticism has sucgested that the SHP is generally a food

dole program without sufficient screening cof participants. Poor target-
ing of the focd supplerent couplaed vith widesoread leakages of the sup-
piement duete: {1) sharing with other family members; (2) substitution



of the supplement for other family foods; and (3) infection or parasitic
infestation decreasing biological utilization, have all been suggested
as possible obstacles tc the SNP's nutritional impact. In addition, it
has been ascerted that the feeding serves solely as a palliative, foster-
ing dependencirs without contributing to the long-term welfare of the
cormunity. As such the efficacy of the SiP, anc the continued program-
ming of P.L. 480 Title II food in this effert, is questionable.

An alternative to the feecing only model which characterizes the SMNP

is the GOI-funded Integrated Child Deve]cbment Services (ICDS) begun

in Ocinber 1975. It delivers an integrated package of services,
including supplementary feeding, immunization, preventative and curative
health care, referral services, nutrition and health education, and
non-tormal education. This model has been proposed as a viable alterna-
tive to the éNP. l.owever, many have argued that the cost effectiveness
of the ICDS is controvertible; therefore, tihe replicability of such an
effort on a national scale is dubious. Thus, questions still remain

as to whether USAID's Integrated Maternal and Child ilutrition Project
will attempt to erulate the ICDS scheme, some variant which might be
less costly, or possibly devise a substantially different approach to

an MCH feeding program designed to improve nutritional status and
decrease infant and child mortality.

As a orelude tc formulating the actual design of the Integrated Maternal
and Child hutrition Project, it was decided to review and examine
critically the experiences of other feeding procrams which have attempted
to improve the healtn and nutritional status of women, infants and
children in India. The intent is to glean guidance and information
from previous endeavors, prior to outlining the design specifications
for the new Inteyrated Hutrition Project. Coth large-scale cperational
programs and sinall-scale rcsearch and demonstration projects are
cxamined., The latter are included because they are so pervasive in the
Indian setting and provide useful insight and experience; this, despite
the realization thoat outcomes associated with such research activities
are skewed due to a laraer commitment of rcsources, experience and

expertise than in larae-scale coperation projects.



Therefore, what follows is a discussion of salient issues specifically
identified by AID, wviiich must be addres-ad by the project design team.
Lessons learned fror: past experience will also be reported as found in
the literature and gathered frci personal experiences in India. In
addition, specific design recormendaticns vhich may be derived from
this review will be provided.



IT. PROJECT DESIGN ISSUES AND CONSIDERATIONS

A. Participant Selection and Graduation Criteria

1.

Fieasons for Using Mutritional Criteria

Selecting the participants of an MCH feeding program is

initially a function™of defining project purposes and goals.

[f poverty and economic cCeprivation ard of primary consideration,
and redistribution of resources is seen as the only lgng-term

and meaningful solution to the problem, then MCE feeding

orojects may be defined as a market intervention. In that
instance targeting of the focd to individuals within a family

is unnecessary. Rather, the cupplement is a subsidy and resource
transfer; poverty alone reprcsents the criteria for participa-
tion. Hutritional need is of little importance in determining
program participation. Similarly, if human resource development
through pre-school education is the major intent of the program,
and provision of a food ration is assumed to encourage attendance
at a nursery, well nourished and poorly nourished children vould

be equally anpropriate beneficiaries.

In the case of the Integrated Maternal and Child Nutrition
Project, the purposc of improved nutritional status with the

goal of reducing infant mortality is explicitly stated. It
follows. threfore, that the selnction of proqgram participants
must be based on nutritional criteria; social, economic, political
or similar consideraticns are not sufficiently precise pnarameters

for selecting program ocneficiaries.

This is not to intimate that the selection of participants from
specific regions, districts, blocks, and villages is not
appropriate; or that caste, econcmic nardship, and residence in

tribal and droucht prone arcas are not lagitimate considerations



in identifying teneficiaries. Quite to the contrary: such
criteria serve as an excellent proxy for identifying clusters

of potential procram beneficiaries. Cut once a prniect has been
initiated in a community, the distinction of ~ccioeconomic
haraship is insufficient reason for an individual's participa-
tion in the feeding ccmponent of a nutrition project. This

holds true even wien social aend cultural norms within the village,
and project regulat Ons, limit participation to the poorer seg-

ments of a cormwunit -,

The selection of participants on the basis of nutritional
criteria has not been characteristic of supplemental feeding
progranis in [ndia, es will be discussed later. HLowever, tire
reasons for rejectinc socioecoromic and geographical saelection
criteria as sufficient for participation in a feeding program,
aspecially for infants and children, may be summarized as

tollow

o Despite tire possibility that many of the rural and urban poor
represent at-risk groups and would undoubtedly nrofit from
the receirt of a free neal, data sugges* that tie number of
Jhildren withi severe malnutrition is a fraction of those with
mild and n.cerate malnutrition {Levinson, 1974). In fact, it
is estimated that onlv 2-47 suffer from severe malnutrition
(NIPCCD, 1678), and 3% of the pre-scheol children manifest
sevare growth retardation (MMNE, 1379)., It has alsc heen saown
that feeding programs are ricre likely to show impact on the
nutriticnal status of th2 moct malncurished children (Chadha,
1979, Venkataswary and Zabir, 1075 delran et al., 19782).
And cince *he decrease in mortality rates associated with the
trarsition fromsevere to nild nutrition is consideratly areater
than the rove frew ild ralnutrition to normalcy (Sircer, 1678),
it is hard to justify not tarceting resources to the most
malnourished, Tais fact is of spocial significance in relation-

ship tn AlD's Intecraced Jiaterrnal ond Child Nutrition Project,



given the goal of decreasing mortality.

[f it is accurate that anong tie impoveriched multitudes of
India there is widespread mild under-nutrition due to rmarginal
caloric intake, the deleterious effects of the situation have
yvet to be sufficiently documented. Adaptive mechanisms of
slightly underfedﬁchi]dren are numercus and mav not portend
any serious consequence on tne longitenn‘Jell-heing of an
individual. For example, the question of wnether small
stature is a critical public health issue, or solely an adap-
tive process which resuits in no serious handicans to a child,
has yet to be rosclved (MWaterlow, 1979). In addition, the
findings of anthropometric surveys which indicate wide spread
stunting must be sariously scrutinized. The iszue of reason-
able growth expectaetions for a country like India is stil}
under debate. The use of traditional western reforence stan-
dards in the Indian context must be viewed with caution (Seth
et al., 1970).

Similarly, tre Giclogical rasponse to increased calorie

intake ariong mild and moderately malnourished children is not )
yet understood. Hence, it i5 not clear what, if any, benefits
will accrue from clesing the nutrient gap of a s1lightly under-
fed cnild (Ceaton and Ghasseni, 1972). For exauple, a hiolegi-
cal equilitrium which might resulc in slichely lower anthropomet-
ric measurarents with no othor cognitive, esctioral or phiysical
effocts wmay be reached. Until these discues have “oeen rore
clearly resolved by the scientific community, the formulation

of large-scale efforts to address these concerns would be

nremature,

To feed the entire population of chillren defired to he below
the poverty linc ond hence considered relnouri-hc, (since the
poverty level is defined as the minimum income necded to afford



an adequata energy intake), would be prohibitively expensive,
and beyond the means of any conceivable GOI or U.S. bilataral
effort (Cepartrnent of Social !elfare, 1979). Specifically,
Dandekar and Rath (1972) estimate that about 407 and 50% of

the rural and urban populations, respectively, are poor and
malnourished. Lilewise, the GOI Planning Commission has estij-
mated that about 300 millicon Indians are telow the noverty line
with inadequate calorie intake (Planning Commission, 1579}, Of
these, 43 million are estimated to be pre-school children, of
whicin only a small fraction are reached by the Title I1

Program or other COI supnlementary feeding pregrams. A manifold
increase in program size would de necessary to reaci the entire
aroup of disacdvantaqged children. Such enlargement of MCH
feeding efforts is considered unactainable.

e Zven if resources were available to mount such a magnanimous
effort, cvidence suggests that the picture of an epidemic
of under-nutrition affecting almost half of te Indian ponula-
tion painted by Planning Commission figures are grossly
inflated {Sukhatne, 1980); they are based on a rather tenuous
methocology cencerninc tie ability to purchase an adequate
least cost diet (Bliss and Stern, 1576; Poleman, 1679), If
this be the case, the allocation of resources to a problem of
Guestionaule proportion would be a tragic waste, niven the
other health and development needs of India.

The above points indicate the need for screening potential bene-
ficiaries of the tood ration cn the tasis of nutritional status,
selecting only the most malnourished. However, it is stressed
that withholding a feod supplerent does not imply exclusicn

from the program and its related services. To the contrary,
every effort should be made to enrnll all children in a nutriticn
monitorine ana surveillance svsten; complerentary services of

a feeding nrocaram should ce available to all., Jut creating the

expectation anorg villagers that there is an endless strcam of



food, available for the asking, will only result in the diver-

sion of a finite resource to those who are not in greatest need.
This can only serve to create dependency and a disincentive to
motivating a conmunity to solve their own problems. The food

can and should be used as an incentive for participation in

other health activities and as mechanism for imparting an educa-
tional message. However, if this requires that all the children
must continually receive the food, alternative methods of animating
a community should be explored.

This final point of the effectiveness and legitimacy of using
food as an incentive to participation in other health and educa-
tional activities has been the subject of debate. [Ceghin et al.
(1972) suggest that nutrition education programs are doomed to
failure if they emphasize food first and education second. The
need to begin the educational process first, and appls the use
of food as a therapeutic and educational tool is stressed. Simi-
larly, Stevens says, "the provision of food rations reduces the
likelihood that participants will be attending in order to

learn better health practices, and increases the probability
that they will be motivated by & desire for a free handout"
(Singer, 1978).

It is therefore concluded that it is appropriate to use sunplemen-
tary feeding in a targeted fashion as a reinforcement for the
other project activities. This requires that specific criteria

be developed to target food to theose at greatest nutritional

risk, in order to assure the greatest impact of the resources
being devoted to the program.

Finally, it is stressed that participation criteria are like

a two-edged sword. On the one edge is the issue for enrollment
or initial eligibility in the program. The other edge concerns
determining when a beneficiary ic "un-enrolled"--what wiil be
rererred to as graduated from the preqram. Ouration of




o

participation and what criteria are employed in removing
someone from the list of recipients of free food is of equal
importance to the initial selection criteria,

The Absence of Using !lutritional Criteria in India

In the recent P.L. 480 Title Il evaluation by Community Systems
Foundation (!elson, Sahn and Rogers, 1979), it was noted that
the MCH program was clearly reaching the poor and economically
disadvantaged. However, it was also remarked that this did

not imply that the most malncurished children of the population
were the beneficiaries of the progran. The lack of participa-
tion of children below three years of .ge, and pregnant and
lactating woren, and the pervasive absence of screening of par-
ticipants on the basis of nutritional need was stressed, This
inability to target foods to the rost malnourished children,
was viewed as a major otstacle to the achievement of nutritional
impact,

These findings have been corroborated in a number of other docu=-
ments and intcrviews which indicate that the vast majority of
supplerientary feeding projects implerented in India during the
past decade have involved the ad hoc selection of beneficiaries
in a village. Cven in those instar:es where data were collected
that could be used for screening (e.g., weight, height), rarely
was participation based on the available information., This
generalization applies to the numerous research projects which
have attracted world-wide attention for their comprehensiveness
and findings, as well as the large-scale operational programs
which are characterized by widespread coverage and a rajor con-
mitment of resources. In fact, it 15 only in a handful of
relatively small, fsalated, and to-date unreplicated projects,
that there has been a concerceu effort to develop and adhere o
oxplicit participation criteria tased on nutritional status.
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To amplify on this issue of not formulating explicit nutritional
criteria for participation, it is noteworthy that in research
activities like the Tamil Nadu Mutrition Project (Cantor
Associates, 1974), "all were invited to participate, not just
the poor and backward." In Project Poshak (Gopaldas et al.,
1975), all children between & and 3¢ months, and pregnant and
lactating women who were in the study villages were encouraged
to participate. Likewise, in Marangwal (Kielmann et al., 1978),
all children in the villages were incluced in the study, and no
criteria were develoned for participation. In these and other

similar research projects which attempt to gain insicht into

the process and impact of various intervention schemes on dif-
ferent segments of the population, the lack of specific partici-
pation criteria is justifiable.

Among the major operational projects in India, past and present,
little evidence exists that participants are chosen on the basis
of nutritional need, despite delineated selection criteria.

Concerning the SKP which reaches alnost seven . (lion benefici-
aries, guicelines suggested that there are ‘high priority target
groups." These include severely malnourished children, especially
children 4 to 36 months, women in the last trimester of pregnancy,
and nursing mothers for the first four months after child birth
(Department of Social YWelfare, 1979). To implement these selection
criteria, continuous screening of the population to allow for the
Judicious utilization of limited resources 15 necessary. Alterna-
tively, it has been recommended that in those SiiP centers with
mirimal facilities, the "bangle test" or three-colored strip be
used to select chiildren on the basis of arm circumference It

is noted that besides being an easfer reasure, it {s not dependent
on the age of a child (Rajendran, 1078a).

Unfortunately, evaluation studies of tha SIP indicate that there
is 1ittle, 1f any, scroening of the beneficiaries on the basis
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of nutritional or any other criteria (ilath et al., 1978;
Chatterjee, 1973). The neglect of the child under three has
similarly been found to te a major problem; this despite the
official GOI guidance that two-thirds of the beneficiary children
should belong to this group (Pajendran, 1973). Duration of
participation in tie program seems tc be equally ad hoc, as
exemplified by the finding that neither women beneficiaries nor
organizers knew how long tiiey were participating in the program.
They could only surmise that the typical pattern was tn be
enrolled two or three months after conception, and thereafter
until a child is about one vear old (llath et al., 1978).

A similar scenario of lack of explicit participation criteria
has been described in a recent evaluation of the Applied ilutri-
tion Programme (Muthayya et al., 1572). The need was recognized
for guidelines to select beneficiaries of supplementary feeding;
it was argued that the lack of ceonsistent application in the

selection criteria was an irpedirent to project effectiveness.

A series of cperaticnal prograws otl.ers than the Si'P and ANP
were alsc reviewed. In g rutrition project in the Punjab
(Governent of Punjab, 1974), the tarcet aroup was defined on
the basis of geographic lecation, rather than formulatine par-
ticipaticn criteria tased on the individual. Identifying mal-
nourishied indiviguals was considercd to require elaborate and
expensive etihods of measurerent. [t was also felt that the
problerms in employing nutritione] status criteria (i.e., dietary
and anthroporetric measurerent) would perforce result in
selection criteria based on religion, caste and income, which

woula have a necative effect by reinforcine these distinctions.

Thercefore, o veographical area which was determined o Lave a
high Jikelihood of widespread malnutrition was selected as the

site for the feeding pregrar. Tie entire population in this
designated aroa wan <ligible for supplerents. Interestingly,

it was arcucd that those net in necd would not particinate in
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the program because of a process of self-selection, coupled with
cultural norms and peer pres.ures.

This type of regional or geographic approach to selecting
beneficiaries was indicative of many otler operational programs
including the following CAKE programs wnich were

reviewed: Composite Program from Women and Pre-scioolers in
Rerala; the Modified Special Nutrition Programme in Tamil Hadu;
Child Health-Services Support to the Family Planning Programme,
Pondicherry, Tamil Madu; Madras City Slum Project in Tamil Hadu; and
the Integrated Child Health Scheme in West Bengal (CARE, 1920).
A1l these efforts deserve cormendation due to the integration

of related health and ecucational activities with the provision
of a food ration. They demonstrate CARE's willingness to attempt
innovative project designs, responsive tc local conditions. How-
ever, there is not any explicit nutritional screening apparatus
used in the selection and retenticn of beneficiaries.

Given thet the ICDS has Leen suggested as a possible model for

the new Integrated taternal and Child tutrition Project, it is
also important to review the participant selection criteria
employed. According to stated guidelines, children who are deter-
mined to be second- or third-deqree malnourished are provided a
supplerent (second-degree being definecd as below 7C% of the fifti-
eth percentile of the llarvard Standard, and third-deqgree as below
60% of the Standard). In addition children 3 to 5 years of age

vho attend Anganwadis (day-care centers) for non-formal education
and other pre-school activities take part in supplennental feeding
regardless of rutritional status. Preqnant and nursing vicmen who
belong to the familics of landless agricultural laborers, marginal
farmers (holdings not exczeding one nectare), scheduled tribes,
schedules castes and otker pecor nertoers of the corriunity {defined
as total femily incuime not exceeding u.2300) are also giigible
for supplerientary fooding. Doctors or the paranedical worker

wlso nay enrcll womer not failing in the above cateqgories, wien
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deemed necessary and appropriate (faval, 1977).

An evaluation of the application of these participation criteria
indicates that, "As for the selection of beneficiaries for sup-
plementary nutrition, on the basis of weight-for-age criteria,
this was conspicuous by its absence in all the projects,” with
the least vulnerable children (3 to 5 years of age) receiving
most of the food supplements. In addition, pregnant women have
been under-represented in the I1CDS. The major reason sucgested
for the low participation of children under three, and pregnant
and lactating wcrmen, has been that implementors have iormulated
their own criteria for participation: reaching tihe most accessible
and convenient group (Programme Evaluation Organization, 1978).
The fact that all children atiending Anganwadis vere eligible
clearly facilitated this tias.

Given the failure of the ICDS, SiP, AP and other projects at
developing and adhering to criteria for participation bhased on
nutritional need, are there any procrams which have succeeded
in developing innovative anproaches to selecting beneficiaries?
The answer is yes.

cxamples of Using Hutritional Criteria in Selectine Particinants

In the Kasa Project (Shaiv, 1975; Shah and Corra, 1976; Shah,

1977), the nutritional criteria for participation in the feeding
prograin was defined clearly and adhered to strictly. Specifically,
in order to be eligible for focd raticns, the child had to be
considerad severeiy malnourished: welant for age being L5% or pelow
the Harvaru Standard fiftieth percentile. Thereafter, children

remained enrolled until they have aintained a weight qreater
than oy of Whis wean for six vechs .

[tis noted that the number of children Go” to 70% of the
Harvard fiftieth percentile is about two-tniras the size of the
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entire group of children below the 65% level.

Thus, given the amount of supplemental
food available,and the cost involved in feeding, selection

criteria was set at 555 of the fiftieth percentile, in order
to 1imit coverage to the sceverely malnourished.

In addition to the weight-for-age criteria, four other indicators
of being "at-risk" of nutriticnal reed viere used in Xasa. They
were:

o failure tc gain weigat for tnree successive months;

o loss of weight during two successive months;

o weight less than £.5 kg at birth;

o presence of an acute illness such as measles or severe
gastroenteritis.

In these instances, individuals who are kept uncder surveillance
by the project may be given fond supplements as deemed apprepri-
ate by project staff.

The provision of a fcod supclement to woren participating in
the Kasa Project was also based on an at-risk criterion. Any
of the following conditions were considered sufficient reason
for enrollment in feeding:

¢ weight was 28 &y or less prior to pregnancy; 42 k¢ or
less at the end of the thirty-fourth week of precnancy; or
weight gein was less than (na2 kg per month after the fifth
month of pregnancy;

¢ height vas less than 145 cmy

e nad a first baby when ace was less than 13 years or qgreater
than 30 years;

o age was 77 vears or older at the time of conception;

¢ had a still-birth or abortion during previous procnancy;

o nad 4 child who «ied within a wventh after birtn;
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had a previous delivery which was caesarean;

was pregnant with the fifth or later child;

had a child previously with a birth weight of less than two kg;
had swelling in the legs;

had bleeding;

had jaundice;

had high blood pressure;

¢ was concerned about the possibilitv of having twins,

Worten falling in one or more of these categories were enrolled
for feeding for six weeks nrior to delivery and four weeks
after the birth of the child (Shan, 1977). For both

children and mothers, the constant, accurate, and up-to-date
monitoring of nutritional status, episodes of diarrhea and
measles, low birth weignt babies and other at-risk factors

is pmaramount.

One interesting note about Kasa's concept of at-riskness

as a criteria for sunplementation is that it was applied in
communities previously receiving food under an SHP

scheme. The SHP was delivering a food ration of Sukhada to all
nre-school children who attended a Balwadi. There was a fear
that the proposed change in rmodus operandi might cause consterna-

tion among the villagers. This fear proved well founded at the
outset. The Part-Tire Social Yorkers, wno were the central cog

in the delivery of the integrated package of program services,

were initially harrassed. As time passed, however, village leaders
and the conmunity at large developed an appreciation of the con-
cept behind the selection prccess; a good rapport was developed,
and comnunity support fer the effort was garnered.

In another program (Venkataswamy and Kabir, 1975) in iladurai
Ylest, Tiruppuvaram and flathan Elocks in the Ramnad District of
Tamil tladu, children who were Grade III malnourished.as per
the Gomez classification,were enrolled in supplementary feeding
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at the Village Child Care Center; and thereafter if there was
additional space, Grade II malnourisied children were enrolled.
Determination of nutritional status was made on the basis of

a "Road to Health Card," prepared for each child in the com-
munity.

When the Village Child Care Center began, the average child
participated for 180 to 210 days. It was subsequently determined
that feeding for 9C davs was suffirient time to impart the
education2] message to the mothers as well as improve the

nutritional status cf most particinants. Continued supplementa-
tion beyond three months resuited in less interest in learning,

and more interest in having responsipilities assumed by the
Center.

The short duration of feeding counled with the intensity of

the ecucational effort has allowed villaces, as well as individ-
uals, to graduate from the program once all the nutritionally
vulnerable chilueren have been reached. Recuperation of the

most acute cases cf malnutrition, in addition to coumunicy learn-
ing from the intervention, is desionad to result in long-term
benefits, preventing reversion to the provious <tate of malnour-
ishment. Follow-up studies have indicated that this expectation
has only been partially realized. Initially, the number of

Grade [1I and IV malnourisihed children was reduced by 5C% (from
32.7% to 14.3%) but only a 22% reduction was maintained *wc years

o

later (32.77 to 22.4%).

Despite any shortcomings of the Xasa and Village Child Care

Center projects described above, the new Yorld Dank Hutrition
Project in Tamil Radu (VWorlc Cank, 1980) ha: cleerly adonted

many of their concepts, including that of receivirg a tooa
supplenent for a shert interval of Ltire. However, the Bank

project will have scme major difforences 1n iis solection criteria,

First, the project will be directed only to children 6 to 36
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months of age. Second, rather than using a static measurement
of weight and an arbitrarily selected cut-off percentile point
(i.e., 65% of the fiftieth percentile) as the criteria for
anrollment or terminating feeding, the project will rely on
the use of weight gain criteria. Specifically, children
between the ages of 6 to 12 months whose weight gain is not
adequate over two successive monthly weighings (or

three consecutive weighings for children 1 to 3 years of ace)
will be eligible for supplementation.

It is expected that children will subseguently participate

for 90 days; they are expected to gain 500 grams during the
period. They will thereafter Le discharged. If expected weight
gain does not occur, beneficiaries will remain eligible for
30-day increments, up to a maximum of six months. Special
nutrition education and/or medical attention will also be
provided.

Permanent improvements in feeding practices are also intended

to result from the intense educational efforts and related

health services. It is also anticipated that the feeding program
will be phased out in villages in tie course of time.

Concerning eligibility criteria for pregnant and lactating
women, a list of high-risk factors associated with a high
likelihood of giving birth to a baby less than 2500 agrams is
teint developed. tomen falling in this cateqory will be pro-
vided a supplerent for the last trirester of nregnancy and the
first four ~onths of lactaticn. It is estimated that this
eligibility criteria will cover approximately 3075 of the women
in the villages where the procram is operational,

Final llote on Mcasures

The Bank's decisien to select inadequate weight gain as a
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pre-requisite for participation, as opposed to a percentage of
the mean (e.g., the Gomez classification), demands a further
comment .

It could be argued that selecting for the most malnourished

in a community will reduce an MCH program to a de facto nutri-
tion rehabilitation program. This is almost certainly the case
and intent if one ernloys the strict criteria of less than 60
or 65% of the mcan of a given standard. However, by selecting
the path or directicn that a child's growth shows in relation
to standard reference curves (e.g., the third and fiftieth
percentiles of a grouth chart) as the criteria for enrollment,
the program really assumes a preventative posture; it will pro-
vide for the early diagnosis of faltering growth, a sure sign
that maloutrition is irminent. This will be the case despite
the child's weight being considerably above the percentile curves
designating second- or third-degree malnutrition.

Likewise, a child suffering from Kwashiorkor may be edematous

and thus recorded as having a normal weight-for-age. If the
direction of weight gain is the indicator examined, an edematous
child wili not be mistaken for healthy, as a previous period of

a downward growth pattern and weignt loss would be characteristic.

Enrolling a child in a feeding program when, for two to three
consecutive months, growth is not commensurate with the velocity
of weight gain indicated by a standard growth chart, is there-
fore recormended. The provision of the supplewent combined

with an increased awarcness on the part of the mother and
village level nutrition worker could forestall continued
deterioration. And if the child's condition does not show a
marked improverent as incicated by an ubswing in the direction
or the growth curve, referral for medical attention and/or

otier measures is obviously necessitated.
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Similarly, employing the direction of the growth curve will
eliminate the participaticn of two groups not requiring food
supplenientation. The first group are those who were previously
malnourished, and still have a low weighc-for-age. If their
growth curve is at least parallel wich the reference curve, they
will not develop severe malnutrition. The other group which slips
tirough the traditional malnutrition screening net contains those
children who are genetically small, and invariably get enrolled

in a feeding program. Therc is great variability in the genetic
growth pctential of individuals, as a broad spectrum of weights

is normally distributed among the population. Therefore, a
child's position on a weight chart is ruch more a function of
genetic potential than of nutritional status. Genetically small
children who are norral or mildly malnourished will get misconstrued
as severely nalnourished and be enrolled in the pregram; likewise,
those children who are genetically large {(e.q., the 15% of the
population distributed above the ninetieth percentile) may be
seriously malnourished but maintain a weight-for-age above an
arbitrarily selected cut-off point (e.g., 65% of fiftietn
percentile).

Concerning the use of neasures other than weight in selecting
participants, it could be arcued that height-related measures

will be less prone to misclassifyinc a child as malnourishec due

to genetic variability or edema. lowever, this is not the case.
Height is insensitive to a child's present nutriticnal status since
neigint deficits teke a long time to cevelop. In addition, the
distribution of heictc in a population is rarrow; effects of

small measurcrent errors are maqnified. Heights are also much

more difficult to reasure than weiaht, and are subject to areater

inaccuracies due to their lack of precision.

Concerning tic use of arm circurmference as a screering tool,
simplicity in application and independence of age make it very
attractive. Fewever, while it is adeguate for determining the
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level of malnourishment in a community, it is not sufficiently
discriminatory to be used for individual diagnostic purposes

and will not respond rapidly enough to the irmediate changes in

a child's nutritional status. Therefere, arm circumference

will not allow for cthe timely enrollment, or, cf equal importance,
tirely discharge from the program. And furthermore, if there

is any intention of assessing prograri performance, arm circum-
ference is of little use in evaluating the impact of nutrition
programs. feasures of linear growth (e.g., height and weight)
are preferable (Martorell et al., 1980).

It is recognized that the use of heiaht measures in conjunction
with weight also presents an accurate picture of nutritional

status (e.g., using such schemes as the Waterlow classification).
This is indisputable. However, the cifficulty of accurately
measuring the ra2ight of a child in the field and the time-consuming

nature of the task, preclude its widespread application.

Finally, possibly the best justification for using weight
gain criteria as opposed to the alterratives is its educational
potential with the rother. leight-gain is a concept which village
level workers can be expected to understand and emtrace; there-
after, they can impart an educational message abeut a child's
developrent anc nutritional status to tne parents throuyn the
use of growth charts. The intricacies of cembining height-for-ace
and weight-for-heignt measures will only obfuscate and impair the
learning process.
Food Quantity
A range of different quantities of foo.! have been used in supnlermentary
feeding proorams in India. The merked ¢iffrronces in the nutritional
value, form and auantity of food used raizes one's curiosity as te
how and why various raticns were adcpted. 4 can be sureased that most

rations are chosen on tie basis of proacodent, ratker than consideration



of the context in which the food is being delivered.

A more methodical approach to selecting ration sizes is therefore

demanded. The steps for doing so will be suggested below, and the

lessons learned from the Indian context will be considered.

1.

Detemining the Size of the Nutrient Gap

The determination of the difference between the individual's
nutrient intake, and nutrient requirements for restoring and/or
maintaining optimal health and nutritional status should form
form the basis for selecting the quantity of food provided in a
feeding program. This idea is conceptually simple: determine
intake and subtract that figure from the recormended nutrient
intake. However, in practice this procedure poses formidable
obstacles.

a. MNutrient Intake

Once a tarqget population has been delineated, it is encumbent
upon the program planner to quantify the nutrient intake of
the malnourished individuals who will receive supplements.
This nust be done for calories, proteins and whatever

other nutrients (e.q., vitamin A, iron) are deficient in

the target group's diet. Thereafter, the nutrient intake

of these individuals (excluding rormal or nildly malnourished
children) should be averaged, according to ace. This will
determine the mean intake of the tarcet group stratified by
age categories.

Tracitional methods for asscssine dietary intake incluce the
recall rethod (often for the previcus 24 hours) and weiching
foods which are consurmed by the target individual. The
accuracy of Loth these techniques has been questioned and

shown to te far frem exact.
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As for the recall method, the techniques used by interviewers
are often suggestive of an "appropriate"

response; or likewise, the respondent will attempt to answer
the question "correctly," not acknowledging feeding

patterns known to be inadequate. There are also

the issues of forgetfulness and unawareness. In tie former
case the mother may not accurately recollect what was provided
to the child or eaten by herself. In the latter case a child
might be given food by a sibling or neighbor, about which the
motnher is not aware. And finally, the daily and/or seasonal
fluctuations in dietary intake may necessitate conducting diet
surveys more than once a year,

As for the weighing of food to deteriine the quantity of
food ingested, this is theoretically more accurate than the
recall technique. tHowever, drawbacks like interfering

with normal consumption patterns, and the time and cost
involved in such a procedure, limit its applicability.

Despite the limitations of the various methodologies described
above, the determination of nutrient intake remains a necessary
first step in estimating the nutrient gap. Awareness of the
previously mentioned problems will help minimize their effect
and enhance interpretation of the data collected,

Hutrient MNeeds

Once the average nutrient intake of the malnourished target
population is deteniined, it is necessary to compare that
fiaure with a standard which estimates the recommended dictary
allowance for a child or veman in the same age oroup, A
nuriber of different standards exist (e.q., FAO/YHO Dietary
Standard; U.S. Recormendad Dietary Allowances), each indicat-
ing a different dietary requirerent for the same population.

However, it would seer most appropriate to use those standards
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recormenced by the Indian Council of lledical Research
(ICMR, 1980). These are found in Table 1.

[t must be cautioned, however, that these dietary standards
were formulated for a healthy, well nourished population.
Both malnutrition and various diseases (especially due to
parasitic infestation) have been shown to increase the
nutrient needs of the individual.

Conversely, it is also worth noting that the dietary standards
are two standard deviations above the rran and are desiaoned

to cover 97.5% of the population. Therefore, the fact that

an individual does not reach the recormenced intake does not
imply that he/she is malnourished. Once acain, caution 1in
applying the standard is suggested.

The Differerce Cetween ileeds and Intake--The llutrient Gap

Cnce the two preceding procedures of deteminin. autrient
intake and nutrient neerls have '~ :n completed, taking tha
difference between the two will Le an accurate estimate of

the nutrient gap of the tarcet population. Tc will thus give
*he program planner substantive guidance on the size of the
nutrient gap for which a supplerent has to corpensate. Impor=-
tant questions such as the propertion of calories to protein
desired in the supplement must also be addressed. (It is
generally recornended that 10-157% of the supplerent be in the
form of protein,)

It 1s emphasized that this estirate gives the nutrition plan-
ner an indication of the amount of a supplerent which has to
be ingested by the average recipient in order to improve their
nutritional status., This floure 15 very different from the
arount of food which must be provided in a given ration,

since there are many sources of leakaces between provision of
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Table 1

ICMR Dietary Allowances for Indians

Calories Protein

I. Yoren
Sedentary 1300 45
Moderate work 2cen 45
Heavy vork 3500 45
Seconc haif of nregnancy + 200 +10
Lactating + 70D +

IT. Infants
0 -6 montrs 120/kq 1.8-2.3/kg
7 =12 months 100/kq 1.5-1.8/kg

[I1. Children

1 year 1200 17
2 years; 12C0 18
3 years 1200 20

d- ¢ years 150C 22



the ration and actual consumption; that is, there are a
number of variables which impact upon what percentage of the
pre-detemined ration is actually received and consumed by
the beneficiary. These factors will be discussed below.

no

Determining the Amount of Supplement Consumed

Once the size of the nutrient gap has been established, the planner
will have to estimate how much food must be provided by the program
to compensate for: (1) less than perfect attendance and irregularity
in food distribution; and (2) various types of leakeges in the system
due to sharing of the ration and its substitution for family food
which is withheld due to program participation.

a. RNates of Participation

A determination of the regularity of a beneficiary's atten-
dance at the feeding center, and how often scheduled
feeding times occur at the center, will determine the rate
of participation.

The attendance rates in MCH feeding prograns have been
variable. The highest rates vere reported in the India
Population Project (NI, 197%), where 95% of the beneficiaries
attended the center for 90% of the distribution days. The
experience in the Punjab (Government of Punjab, 1974) was
almost as good, with 89% of the children attending the centers
on tihe days in which feeding occurred., In the Tamil Mladu
Nutrition Study (Cantor Associates, 1974), the 61% attendance
rate in a take-home feeding program was considered excellent,
especially given that there was no attempt to follow up on

the target group through home visitation,

In Project Poshak (Gopaldas, 197%), the attendance at £alwadis

which provided supervised on-site feeding was 2C%, 487 and 65%
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for the 6 to 11, 12 to 23, and 24 to 26 month old ace aroups.
Interestingly, during the tate-home phase of Poshak, partici-
pation rates were found to be only 537, indicating that take-
heme distribution is not recessarily the ansusr to the poor

participation of the £ to 36 wonth old age group.

Various ecological trends affecting the reqularity with which
participants collect their ration have been succested by
Gopaldas et al. {1975). Thev include:

e Distance: villages within three km had higher attendance.

o Landownersnip: the Tandless laborer and more prosperous
farmers were less responsive,

o Yorking stuatus of rother: wmothers who work were less likely
tc attend,

o Child's sex: male children had a4 greater attendince,

e Village sicze: the sitaller the village, the greater the
participation,

o Inrollnent of mother-child unit: when there weras two
nartizipants, attendance increaced.

e .umber of 3idlings in the family: the more siblings, the
more narticination.

o Inccme: tre noorer meople cullected food more niten.

e other's opinion of realth of child: when the child was

[l

perceives Lo be in nerr bealth, attendance increased,

In another study of the SNP (Nath -t al., 197%), reasons
for not attendine or-site feedinge at the centor were nrevided,

’

The most precorminant response (by 527 of those quostioned)
was that the child vas too young.  Other eqplesations for
poor attendance included: 5 Tncation of the center; the
cniid's mood: the cirild vas handicapped; and bic crovds at
the center,

fan ctaldren in the oreche fnursery) was

-

The rnresence of hari
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the major reason for lack of participation in the Indo-
Dutch Project (Devi and Pushparma, 1978). Mevertheless, 15%
of the children attended 90-97% of the time; 30% of the
cnildren participated 80-90% and 70-80% of the time; 5%
attencded 60-70% of the time; and 20% participated less than
60% of the time.

While attendance rates of participants at feeding centers

is an important variable, so is the regularity in which

feeding takes place at the centers.

This factor, like attendance, has been variable. In a program
run by CARE in the slums of Calcutta, 60% of the scheduled
meals were distributed to the beneficiaries. In this case,
logistical problems of supplying the food were the main con-
straint (Chadha, 1979). According to respondents participat-
ing in the AP (Rao et al., 1978), that program was also nlagued
by irregularity in the provision of food. In ierala almost all
the AP beneficiaries said that the scheduled daily feedings
took place; only 554 stated so in Orissa. In other states

such as Uttar Pradesh, according to the functionaries, feeding
centers operated less than 33% of tle times designated.

To the contrary, other programs have reported excellent
reqularity in feeding. For example, an evaluation of the

SNP in Karnataka indicated that 90% of the centers distributed
food 95% of the time (Sastry et al., 19€0a).

It can be seen that the rates of participation in programs
vary widely as a function of the reqularity in which the pro-
gram operates and the rate of attendance at the center. It
is therefore of fundariental inportance that a management
system is developed to maximize the reqularity of feeding.
Project design should also emphasize facilitating attendance
at the centers, Attention to the variety of socioeconomic,

ecological anc nhysical considerations identified above is
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paramount, as issues other than whether a program involves
on-site or take-home feeding will influence rates of partici-
pation. And likewise, accurate expectaticns and estimates
must be formulated to assure proper formulation of ration
levels.

Leakages

[f and when the food supplement is received by the benefici-
ary, and prior to being consumed, the food can be diverted

to other family retbers. Thus sharing occurs, which will

limit the amount of the supplement available to the procram
participant.

Similarly, the sunplementary food may be consumed by the
target indivicual, However, the family foodstuffs ordinarily
earmarked for that individual ray be diverted to other

family members. Thus substitution occurs, which decreasss

the incremental increase in food ingested attributable to
the proaran,

e Sharing is more characteristically portrayed as a problem
with take-home projects rather than on-site feeding., As
a result, the new World Bank project (!orld Bank, 1973),
for example, has selected an on-site distribution system
specifically designed to curtail sharing. And since they
recognize hovi caily attendance at the center (as opposed to
a weekly or bi-monthly distribution of food) poses an incon-
venience and herdship for participants, feeding centers
will maintain flexible Sours.

However, the evidence that on-site programs eliminate sharing
is not conclusive, fenorts of siblings sharing food at the
feeding center, as well as participants taking hose all or
part of the food from informally supervised on-site projects




is widespread.

The India Population Project (NI, 1979) reported that
shering was observed in 75% of the households. In a study
of the on-site SNP in Delhi (Nath et al., 1979), food was
shared with siblings in 88% of the cases. This problem
was also found in the SHP feeding program in Karnataka
(Sastry et al., 1980a), where 863 of the slum children

and 43% of the tribal children took home the food. There-
after, the supplement wac shared about 50% of the tine.
Indeed, if an on-site, daily distribution center is viewed
as the ansvier to sharing, strict control must e exhibited
by the ceater personnel over the consumption of the ration.

One other intercsting consideration in attempting to mini-
mize the sharing of the supplement is the finding that

bread was shared 455 of the time, while milk was sharod only
24% of the time (Sastry et al., 12380b). This indicates that
the magnitude cf sharing also depends on the type of food
provided. The provision ot milk, rather than cereals and
bread, apparently is an effective way to recduce leakadges

in the ration.

Substitutioncan be equally characteristic ¢f both on-site

and take-hore programs. For example, in the recent AMP
evaluation (Muthayya et al., 1973), the rationvas found to
substitute for 20) of the child's portion of family food,

and 22% of the mother's food., In Karnataka, 13.9% and 61%
of the slum and tribal motners, respectiveiy, wno vere
interviewed about their childa's participation in tne SiP,
reported they had reducea the amount. of food maae availapnle to

program beneficiaries from the family foed supply,

In another experirent it was found that 605 of the food served
as a supplement, but 407 vas a substitute. The rother cut
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back on the basic diet of the child by about 80 calories
per day (Gopaldas et al., 1975), Similarly, Godavari,
Nalvakshi and Devadas (1970) reported a 42% reduction in
the normal amount of food made available to the children
viho were receiving a nutritional supplement, designed to
provide two-thirds of their daily requirements.

Often times it is impossible to distinguish between sharing and
substitution; rather it is only possible to determine the size

of the caloric increment which results from a feeding program,

For example, in Tamil tiadu (Cantor Associates, 1974), the combina-
tion of sharing and substitution resulted in a loss of 2% of the
food. The increase in dietary intake of the program was only 18%
of the size of the supplement. So, once again, it is necessary to
take into account the leakages due to sharing and substitution,
Otherwise the ration provided the recipients will not have its
intended impact.

3. Selecting the Size of the Supplerent

Once the magnitude of the nutrient gap has been estimated, and
realistic goals and projections formulated for rates of partici-
pation and leakages due to sharing and substitution, 1t is
appropriate to determine the size of the food supplement.]

In examining the experience of past ICH supplementary feeding
programs, it was rare that the size of the calorie gap of the
target population was examined or estimated. And when the calorie
gap was estimated, it was on the basis of the entire population
(1ncluding healthy individuals) rather than surveying the mal-
nourished children who would be the tereficiaries of tre prefact,

| The only exception to using this proceaure fnvolves a project such as
that reported by Venkataswamy and Kab{r (1975), where the food 15 not viewed
as a supplement; rather 800 calories aro provided at the Child Care Centors
for a 1imited duration to rehabilitate the child and educate the mothers in
the use of low-cost locally available foods, As such, cencern over partici-
pation and leakages are mute, as the therapeutic diet provided almost all of
the child's requirc4 nutrfent {ntako.
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In addition, although there \:as acknowledgement of poor participa-
tion and various leakages of the ration, efforts were rarely made
to adjust the ration size accordingly.

For example, according to Swaminathan (1580), the Deputy Director

of the National Institute of Nutrition, the average deficit of

rural children up to five years of age is 300 calories. This
information resulted in setting the SiiP ration at a level which
provides 30C calories. This will not close the calorie gap

of the neediest participants (second- and third-degree malnourished),
who may have a 400-50C calorie deficit, And as suggested earlier,

it would be fatuous to expect perfect attendance and no sharing

and substitution, which would further reduce the potential benefits
of the supplerent.

This inadequacy was illustrated in a study of S!P participants
in Coimbatere (Devadas, 1977a) in wnich caloric deficits ranged
from 45C calories for the 1 to 3 year olds, to G50 calories for
children between 42 and 48 months. The SHP ration, however,
remained 300 calories per day.

The ICDS ration levels were set to conform with the SKP ration,
seemingly for no other reason than uniformity. However, the
inadequacy of the caloric value of the supplement for moderately
and severely malnourished participants was acknowledged., Thus
provision is suppcsedly made to supply a larger food ration to
those in greatest need.

Another example of poor judgement in formulating the ration
quantity is found in a feeding prograr; in the Punjab (Gevernment of
Punjab, 1574), The authors note that the requirements of the
infant 6 to 12 months 15 200 calories and 14 grams nrotefn.
According to their ovwn studies, more than 407 of the Punjabi
Infants recefve less than 400 calories dafly, and 804 less than

o00 calorfes., This was largely attributed to the finding that at



age 12 months, 59% of the infants had not yet been given solid
foods and 26% had not yet received liquid supp]ements.2

Given the decision to provide food supolementation, it is per-
plexing that the level of supplementation provided was 200
calories; this knowing that the gap was 400 calories for the
40% of the participants who are most in need,

The problem of the suppnlement not supplying a meaningful amount
of calories was even more acute in the 13 to 24 month old ane
group., The Punjab study figures indicate that 35% of these
children receive less than half of the 1060 calories which they
require on a daily basis. Therefore, the deficit for this group
is 530 calories per day. The ration size was only 300 calories
per day, hardly encughi to have a major nutritional impact, con-
sidering the diversion of the ration to unintended beneficiaries,
poor rates of participation and other leakages in the systen,

The need for a more careful quantification of caloric and

nutrient deficits is also illustrated by Project Poshak (Gopaldas
et al., 1275). Pregnant and lactating women were provided 734
calories per day in the take-home feeding program. However,
studies indicated that pregnant women had a daily deficit of

100 calories, and lactating women hac no deficit whatsnever.,

The error in this instance was providing too much food to the
target group. The result was that 75% and 90% of the supplement
intended for lactating and nregnant women, respectively, was shared
among thie rest of the family,

”)

“ Provided this formation, one could initially questicn the entire
concept of supplying a food ration to these infants, since the causation
of inadequate intake 15 clearly one of delayed introduction of supplenen-
tary foods. Tihis issue can only be effectively addressed through educa=-
tion; providing nothers a hand-out of food will not be the answor, Hous
ever, a case could be made for the food supplenent being used as an
educational device, supplying an incentive for participation in a learning
exaerience,
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In another phase of Project Poshak, the opposite problem was
confronted. A take-honie supplement of 85-100 gm of ICSM was
provided to children aged 6 to 36 months old, with 2 caloric

value of 323 to 38C calories. llome diets of children participat-
ing in the "take-home" vs. "on-site" feeding experiment indicated
deficits of 587-688 calories per rchild, It was therefore felt
that a food supplement which provided approximately 500 calories.
regardless of the deliverysystem, would not have a major impact on the

nutritional status of the child.

In Table 2, the food types, quantity and nutritional value for
the above mentioned and a variety of other programs are shown.
Obviously the variation is great. For children below one year
of ace, the lowest value of a daily supplement is 140 calories,
to be provided by the new Bank project (World Bank, 19€C). The
largest ration (excluding those orojects where the children are
being cared for throughout the day) is in the CRS program where
all the children, including those below one vear of age, receive
a take-nome raticn which would provide 612 calories per day

for 365 days per year. This represents more than a four-fold
increase over the size of the Banl supplement.

In the casec of the Bank project, which is an on-site design, it
is clear that they expect excellent rates of participation and
little, if any, leakages in the ration. They also intend to nro-
vide double rations to the 10% most severely malnourished. But
it is obvious that with the program's high level of targeting
which includes only the seriously malnourished children, the
caloric deficits will be much higher than the size of the ration.

As for the CRS ration, it is surmised that this ration is provided
as a family food. Otherwise, no reasonable explanation exists for
supplying such a large quantity of food, In fact, if the food is
completely shared among an average of three other siblings, the
infant can still expect to receive over 150 additional calories per
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Fype, Quntity and tfatritions]! Value of

Food Supplements

Food Tvpe Quantity Nutritional Value
SNP Varied, Including: Varices according Below 1 year: 200 calories
HBAIAHAR - SFB to commodity type 8-10g protein
OIL
MILIK Above 1 year: 300 calories
BREAD 12g protein
Pregnant &
lactating: 500 calories
20g protein
CRS CSH 50g Mothers &

(CRS, 1980) OIL log children: 619 calories
| BULGUR 83g 17.7g protein
i!(‘DS BAILAHAR -SFER Varies according Below 1 year: 200 calories

{Dayal, 1977) OIL to commodity type 8-10g protein @

{Prograrmme Eva- and a variety of local

luation Organi- pulses, grains,dairy Above 1 year: 300 calories
sation, 1978) products & sweeteners 15g protein
(Larger rations provided for severely
ma lnourished)
Pregnant &
lactating: 500 calories
25g protein
:
;KﬁRﬁﬁﬂwﬁL Calorie “nriched Milk Children: 400 calories
i {Kielmann et al, (morning) 11g procein
! 1975) Perridge - like Gruel
! (afternoon)
' Mi:de from:
Crushed wheat
sugar, oil &
i milk powder




FABLY. 2 (continued)

— 3 oo o o it

(Exploratory Phase)

“Gopaldas, 1979)

Pregnant & Lactating:

200g

Food Type Quantity Nutritional Value
APPLIED NUTRITIONAL A varicty including: N/A N/A
PROCTRAY CSM
(Rao, 1975) BUIGUR WHE~T
BENCAL GRAM
JACGERY
JRMAHED Misture ars
THREAL 50g N/A
PUISES 20y
SI'GAR 10g
OIL 10g
POYSHAK TCSM Below 3 years: 100y

Below 3 years: 377 calories

19g protein

Pregnant & Lactating:754 calories
38g protein

1975)

A Mixture of:
MILK
JAGOERY

GREEN LEAFY VEGETABLES

PORRIDGE
JOWAR FLOUR
RICE

DHAL

GREEXN GRAM

N/A

Ralow 3 years: 1076 - 3850 calorics
30.4 - 25.7 protein
depending on age

113



FASA
{Shah, 1977)

Food Tvne

Groundnut and DALIYA

TABIFE 2 (continued)

duantity
Children:70g

Women: 100g

Nutritional Value

Children:

361 calories
17.9g protein

TAMIL NADU
(Castor Ass:uc.
1974)

CSM (807)
SUGAR(207)

Children
under 7 kilos:50g

Children
above 7 kilos:100g

Children under
7 kilos:

Children above
7 kilos:

185 calories
10g protein

375 calories
20g orotein

ICHS, Calcutta
{Chadha, 1979)

. Se——— wS—— g . G

MILK
KRHICHRI
(made from SFB)

N/A

Below 3 years:

Above 3 years:

312 calories
18g protein

439 calories
24g protein

. PINJAB
(Covet. of Punjab,
1974%)

PANJURI
Made from:
Wheat Atta 78%
jaggery 15%
oil 77

Below 3 ycars:50gm

Above 3 years:75gm

Pregnant & lactating:

100 gm

Below 3 vears:

Above 3 years:

Pregnant &

lactating:

200 calories
4.8g protein

300 calories
7.2g protein

400 calories
9.6g protein

WORLID BANK(Tami1l
Nadu)
(World Bank, 1979)

L U —

Mixture of:
RICE and PULSES

with sugar, minerals

& vitamins

Below 2 years:40g

Above 2 years:80g

Pregnant & lactating:

s
bl.g

140 calories

280 calories

280 calories

Double rations for 107 most severely malnourished)

9¢
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day as a result of participating in the program (a quantity
greater than the Jank project, reoardless of its efficiency).
Furthermore, berefits from the CRS procram will definitely accrue
L0 other family rerbers.

i the other programs, the ration sizes are in the range of

280 to 450 calories, depending on whether they are for woren,
infants or children, and on the mode of distribution. It can

be concluded that this leve! of food supplerentation

has cainnd acceptance in India. However, nore careful consider-
ation should be given to systeratically deterrining food quantity
in the future,

Food Type

A variety of tvpes of foocs have been used in supplementary feedine
prograns in Indfa. Coth indicenous and donated food conmodities

nave been proorarred separatelv, and in cosbiration. For exanple,

in the 1C0S pregram priority was to be civen to locally available
foods. ilowever. only 2 of 20 projects relice solely on indigenous
products (PEQ, 1978): the rerainine 26 utilized foods donatad oy

«F? or CARE.  Of those using donated corrodities, six do so in corbina-
tion with local foeds (e.q., Balhar made from CARE cormodities vith
local pulses, Jagoery and condirents).

Table 2 datails the type of foods used in various feeding progrars.
In deciding what reoc(s) to nrovide the recipiants in a NCH sunnleren-
tary feeding prograr, three rajer considerations ererge: the accepta-
bility and appronriateness; nutritional acequacy s and cost anc source
of the food, These three 1ssues will be bricfly discussed below,

1. Accoptability and Annropriateness
- cmebrermw - R e = = 1 p cw Ty

in revieving studins on feeding proorars in India. there

was noever uention of a progran where the food
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tvpe was not culturally or organoleptically acceptable to
beneficiaries. The only complaints about the food concerned
problems such as the bread being stale or not well baked (Nath

et al., 19799, - Both the use of indigenous and donated cormodi-
ties such as Corn-Soy-Milk (CSM) and Soy-Fortified Bulgur (SF8)
have gained acceptability. According to documentation and con-
versations with CARE and Catholic Relief Services personnel, no
problems of acceptability have been encountered in programming
these cormodities. In fact, while the acceptance of foods such
as bulgur wheat in rice-consuming areas of the South enhances the
chances for program success, serious questions must be raised as to
the wisdom of prograrming foods which are incongruent with tradi-
tional and customary tastes., Specifically, to create a demand
for wheat products in rice-growing areas will portend trouble,
since the availability of wheat will be limited, and its cost on
the open market will be prohibitive. Similarly, in cases where
processed "lestern type Wonder Bread" is supplied to a population
that normally consumes chapatis, not only do you introduce an
expensive new product, but inevitably its nutritional value in
terms of vitamin and mineral content will be lower without
fortification,

It is therefore recormended that when food is supplied from outside
the community, every attempt should be made to use familiar products
that do not involve radical departures from traditional diets. This
will not only assure short-term benefits, but preclude negative
consequences in the future.

There are a variety of forms in which a food may be distributed

to the recipients, which will encourage or discourage 1ts utiliza-
tion. Specifically, these food forms have been classified into
three categories by Swarinathan (19£0):

o Ready to eat, convenience foods:
¢ Foods requiring minimal cooking;
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e Foods requiring reqular cooking.

Clearly, the appropriateness of each food tvpe will vary as a
function of considerations such as: whether it is a take-home
or on-site project; whether the project is in a remote tribal
area or a crowded urban slum; and the nature of the processing,
storage, and transportation infrastructure available.

According to Rao (1978), the use of ready-to-eat foods or foods
requiring minimal cooking is advantaceous, although they are
usually expensive. A much cheaper option are blends such as
Balahar (cereal, pulse, and oilsced cakes), CSM, Indian Multi-
purpose food (roasted bengal gram flour, groundnut flour and
vitamins and minerals) and Kerala Indigenous Food (tapioca flour,
Culgur wheat, groundnut flour). Despite the savings in cost,
these products are considered less preferable because of the
labor needed to cook them into an acceptatle food.

The use of roasted ingredients (e.g., tengal gram, green gram)
mixed with jaggery or sugar is considered an intermediate alterna-
tive wiich is not too expensive and easy to prepare. These tyoes
of foods can utilize both indigenous food products as well as
donitad corrodities. Examples are Sukhada (CSM, brown sugar,
hydrogenated fat) and Bajna (edible groundnut flour, areen cram
flour, brown sugar). The preparation of such foeds is simple,

and they have a reasonable shelf life, They also meet the criteria
of being nutrient dense, oroviding atout 400 calories per 100

qrams .

In the selection of a food supplerent, the trade-offs batween the
convenience of ready-to-eat foods oprenared at a central location,
which require high inputs of teciinology and more highly developed
transportation and distribution infrastructure, and foods that

require extensive on-site or home preparation should be carefully

considered. /A talie-home program will lend itself to providing
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rav corrodities requiring some home preparation. An urban
program will probably be best served by ready-to-eat food, since
processing facilities will be available, the distance between
central kitchen and feeding site is small, transportation costs
are minimal and the constraints to on-site preparation, such as
lack of space and limited availability of fire wood and fuel, are
formidable,

Conversely, in a tribal or drought prone area, access from a
central processing facility is tenous. The difficulties of dis-
trituting products to these areas dictate that it be done at
intermittent intervals, such as monthly or quarterly. Therefore,
uncooked raw cormodities, which are more easily stored for a long
duration, are appropriate in that setting. The availability of,

and need for, fuel and space for cooking also commends itself to

local preparation in rural areas.

¢. liutritional Adequacy

As alluded to in the discussion of food auantity, it is essential
that foods programmed for supplenentary feeding proarans se effective
in meeting the nutritional needs of the target population,

special attention should e given to the young child who Yas 1imited
digestive capacity, but the areatest nutricent needs per kilaram

body weight, This problem is of added significance in regard to
anon-site feeding project where limitations on the amount of food
an infant or teddler can ingest will preciude consuming large
amounts of nutrients (e.q., 400 calories) at one sitting. There-
fore, although sharing is riore likely in a take=-home pro-

aram, this fomi of distribution may provide tne very young e

more arple opportunity for consuming the supplement, Strong educa-
tional efforts to reinforce the concepe of the ration being for the
cnild can enhance the efficacy of sucn an approacn,

visi1Ges the considerable attention given to the nutritional
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adequacy of a supplement in terms of fulfilling the calorie gap,
further emphasis should be placed on addressing other nutrient
deficiencies extant in the Indian population. According to the
most recent figures (NNME, 1979), Vitamin A deficiency is endemic
among pre-scnool cnildren, as is B-complex deficiency, especially
riboflavin deficiency as evidenced by angular stomatitis (see
Table 3).

Likewise, Gopalan (1975) has estimated that among econonically
disadvantaged groups in rural areas, 50% of the children between

1 and 3 years of age are anemic, as are 34% of the 2 to 5 year

olds. And according to the Indian Council for Medical Research
(ICMR, 1977), 50-60% of the pregnant women from low socio-

economic groups are anemic during the last trimester; deficiencies in
iron and folic acid are implicated, which could nortenc undesir-

able birth cutcomes.

while calcium levels equal or exceed the ICMR recommended intake
(400-5C0 mg) in & out of 10 states surveyed (fIMMB, 1679),

these nmean figures may not reflect tie true uimensions

and repercussions of insufficient calcium intake. For example, in
a recent study of food and nutrient intake of pre-school children
in Andhra Pradesh (Pushparma, Geervani and Manorama, 1980), only
295 of the calcium requirement was ingested. The other two
nutrients falling grossly short of dietary requiranent vere
vitamin C and beta-carotene., The authors assert that the areater
than 75% deficit in these nutrients requires that they be aiven
first priority in attempts to combat malnutrition, despite the
fact that caleric intahe was onlv 657 of the standard. This con-
tention was supported by running correlations between the intake
of various nutrients and growth of children; the correlation
seween calciun and hefght was the strongest, signaling the need
to increase dietary calciun,

While the major focus of the Intecrated Maternal and Child




TABLE 3

Percentage Prevalence of Deficiency Signs--Pre-school Children

Tamil Karna- Andhra Maha- Madhya West  Uttar
STATE Kerala Nadu taka Pradesh rashtra Gujarat Pradesh Orissa Bengal Pradesh

Counj. Xerosis 0.7 1.3 0.3 0.8 - 0.5 1.6 1.3 0.6 2.9
Bitot's spots - 3.4 2.0 4.1 0.8 1.1 - 1.3 1.5 2.7
Total vitamin 'A'

deficiency 0.7 4.7 2.3 4.9 0.8 1.6 1.6 5.6 2.1 5.6
Angular stomatitis 0.7 6.6 10.2 13.0 0.8 2.4 0.5 7.2 6.2 2.5
Other B-complex

deficiency 0.3 - 0.1 0.3 - - - 1.3 1.5 0.2
Total B-complex

deficiency 1.0 6.6 10.3 13.3 0.8 2.4 0.5 8.5 7.7 2.7

From: NNMB, 1270

4y
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Nutrition Project is reducing protein-energy malnutrition,

with the intension of reducing rmortality,

the pervasiveness of other macro- and micro-nutrient deficiencies
should influence the types of roods s~lected. Specif-

ically, the utilization of milk available from USDA deservas
serious consideration for programming in areas with gross

calcium deficiency. Similarly, fortificaticn with vitamins

and minerals as deemed appropriate and technologically feasible

is recomrended. In those instances where the food supplement is
not an appropriate vehicle for fortification, explicit educational
efforts to encourace consumption of foods rich in iron and vitamin
A are essential.

Food Source

The debate over the appropriatencss of using donated foods in
supplementary feeding programs is being carried ocut in numerous
forums (Anderson et al., 1979; Ceaton and Ghas.emi, 1979). It is
felt that this should not be one such place. The reason is
simple: it is a given that the Inteerated Maternal and Child
Nutrition Project ic a Tit'e [I initiative, which by definition
means that ccrmocities irperted from the U.S. will be used.

Most have argued that it is preferable to program indigenous
food rescurces in feeding proarans. FGeasons such as fostering
self-sufficiency, facilitating educational efforts and providing
long-tern sclutions to the probler of food availability and poor
nutrition are the fustifications corronly suraested. Conversely,
i the shurt term, if supplerental foods are being used

as a preventative, toacrapeutic and educational tool

to stem the tide of mainutrition, while other socio-

economic development occurs, food from lowa will undoubtediy
have the same impact as food from Kerala. Consideration, how-
should be yiven te facilitatina the use of indigenous food to
replace dorated cosmodities,
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D. Mutrition Education

The changing of knowledge, attitudes and behavior of participants in

a supplementary feeding program rcpresents the vital component for
assuring that long-term benefits accrue to project participants. This
is especially important in the context of a prouram geared toward
pregnant and lactating wonen, and infants and children below three
years of age, because more often than not the etiology of malnutrition
is attributable to or aagravated by pocr feeding and child care

practices.

The need to affect infant ard child feeding practices, as well as
dietary intake of pregnant and lactating woren has bLeen recogni zed
as the vital link with success of all proarans reviewed. “uccess in
changir; attitudes and Lchavior, through increased knowledee cained
from educational efforts, nhouever, has not Leen easily achiceved,

1. Exnerierce in India

In the ICDS program, the Ancanuadi lorker (AW) is supposed to
give health und rutritien educaticn tc all woren in 'he aqe qroup
15 to 4¢ years. For those rothers of ralnourished or frequently
111 children, special attenticn is provided. Thie includes hore
visits by the "I when mothors do not attend the center. The
education ressage is imparted through courses in the villane, use
of mass media and deronstrating cooking and feedino octivities
(Rajendran, 1576b).

The basic messaces of the nutriticn education efforts are as
follows (PCO, 1675}

o Dreastfeed as long as possilile,
o Introduce seni-solfd feod to infants five to sit months of age.,

o feed young childrer {irce to six tines a day,
® Do not reduce foud durine 111ness,
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e Use the health services available.

e Get children immunized,

o Keep yourself and your surrounding clean.

® Drink clean water,

® Have no more than two or three children, two to three years apart,

In evaluating the success of the educational campagin, it was
noted that "great deficiencies were noted in the quantum, con-
tent, and cormunication of health/nutrition education to women"
(PEO, 1978, p. 24). Problems included that: home visits were
negligible; little effort was made to explain the nature and
purpose of the progranm's service inputs; and there was a shortage
of play items, charts, posters and other teaching aids. Further-
more, the content of nutrition education classes in the villaces
did not follow the project guidelines; emphasis was placed on less
important issues like constructing garbace pits and buthina a baby.
In addition, it was noted that the Al!\l believed that pre-school
education and feeding pre-school children at the Anganwad® were of
primary importance, and child care and feeding oractices were not
of priority.

Recent evaluations of other prcorams also elucidate the deficiencies
of past nutrition educaticnal efforts in India. In the Applied
Nutrition Prograrme (Rao et al,, 1979), nutrition education was
provided by an array of functionaries such as Mukhyasevikas,
Gramsevikas, Balsevikas and medical and para-redical personnel.

The intent of the educational afforts were to deliver ressages to
encourage:

o Prolonged breast feeding;

Intreduction of seni-solid foods at &-€ months;
o Continued feeding during 111ness;

Frequent feeding of youna children;

Use of local health services;

o lrrunfzations
o Fanily nlanning and personal hygiene,




An evaluation assessed the impact of the nutrition education
component on 3508 households from AlP and non-AllP areas. Questions
were desionec to assess knowledge, attitudes and practices (KAP)

of mothers. MNo significant differences were observed in KAP

about child feeding and nutrition in AP and non-AllP

villages. Similarly, weaning practices vere not effected by the
proaram, The knowledge concerning the relationship between dietary
intake and deficiency diseases like Kwashiorkor (characterized by
edema), marasnus (wasting) and vitamin A deficiency (2itot's spots
and night blindness), was no greater in ANP than non-AlP villages.
The lack of impact of the nutrition education effort was to be
expected given that only a small percentage of participating vil-
lages even realized that the feeding proaram included an educational

component .,

A similar sad scenario concerning a nutrition education cormponent
has also been reported for the SHP (Department of Social ilelfare,
197%; Gopaldas, 1978}, In fact, in one study nutrition education
was totally absent; there were not even posters displayed at the
feeding centers (llath et al., 1678)., Tc¢ the contrary, nowever,
Devadas et al. (1977d) reported some success in the education
component of the SNP, In that case, a single theme niessage

(e.a., the importance of nutritious snacks or personal hygienc)
was taught to mothers participating at an on-site feeding center
for two consecutive days. A control groun not receiving nutrition
education was compared by way of a before-and-after test to deter-
mine diffarences in cnewledga, Pesults inuicated a statistically
significant improvement in knowledae arono the feeding plus educa-
tion group over the feedina alone group, lowever, it is stressed
that the difference 1n knowledge does not necessarily lead to changes in
attitudes and behavior. Therefore, a great deal of significance

should not be attached to this finding,

Regardiessofwmetnerornnttnernwa'i"oldhyi!mnuctnfthe'nwcatiun
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component of the SHP, a number of publications do provide guidance
on hew to improve this aspect of the program. The report of a
recent seminar (Departrent of Social Yelfare, 1979) sugoested

that various grass-root level resources, including prinary schools,
youth clubs, Maiiila Mandals, Acricultural Extension lorkers and
Auxillary tiurse !lidwives should be mobilized to deliver the health
and nutrition niessages of the SI'P. It was suggested that opinion
leaders and influential persons be used in pianning and disseminating
vital heaith and nutrition information in the SHP. Sensitivity

to social, cultural and religious beliefs is also recormended.

Gopaldas (1978) has advocated a "two-pronged approach: (1) prograr
information throuch mass media; and (2) face-to-face group discus-
sions covering hasic nutrition messaces. Concerning tie basic
messadges, Tandon (1580) has specifically rentioned six points

of practical importance which sheould be presented in a siniple

and straigntforward way, that is not in conflict with the life-style

of the peosle. They are:

¢ Yalue of prolonged breastfecding;

o Introduction of weanine food at 4-6 rnonths;

o lLimurizaticn;

¢ Honitorinu or erowth and developient of children by weight-for-age
charts;,

o Proper utilizatien of cupplementary nutrition services:

o tarly use ot oral-viucose electrolyte sclution in the case

of diarrhca;

Inforral discussions are <een as the be.t method to cet these
messages aerosi o rural woren.  Charts, diagrams, slicdes and
models are also viewea as useful tools,

In the new torld Savk oroject (Uorld Sant, 1280}, further gquidance
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on the design ¢f a nutrition education project is provided.

It is suggested that in designing educational messaqes, consideration
Le qivén to family income constraints, It i5 also remarked that

the Bank's educational effort would differ from past proarams

in that: (1) there would be a concentration on a few select

points, rather than a more diffuse message; and (2) the program

would stress workers' use of emotional appeals and the applica-

tion of peer pressure, rather than scientific arquments.

The major messaces of the nutrition project in Tamil Nadu will
be:

e Early introduction of semi-solid foods to supplement breast
milk;

o Continued feedino of the sick child;

o Use of home-riade oral rehydration mixes;

¢ Improving environmental hyaiena emphasizing the control of cormon
disease vectors such as flies,

Films would originally nrepare village leaders for the introduc-
tion of the project. Printed posters would then be placed around
the village supnorting the ressages cited atove., Thereafter,
three separate education campaians weuld take place in the
project areas, each of a three-month interval separated by cne
renth., They would consist of:

o Five-minute films to be shoun at Tamil MNadu's rural novie houses:

o Short radic orocrams;

e Magazine and newspaper ads;

e Field-level offorts of cummunity health and nutrition workers
using flip-bocks, charts, nosters ard self-made materials.,

Traditionai folk theater will alse Le used to convey messacas, and
special scrints will be developed for this purpose. The troupes
will q0 into the more revote viliages wifch do not have access o
films,
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fhe Bank's emphasis on mass-media will result in broad

population coverage. However, it is recomended that the
Integrated Maternal and Child Mutrition Project concentrate

on domiciliary nutrition education through cormunity health

and nutrition workers, This approach, as discussed by Shah
(1978), provides education on a person-to-person or small group
basis, Weight charts retained at the home, and those of previously
malnourished children, are used as illustrative examples and teaching
tools. As described inreference to the Kasa Project (Shah, 1977), the
cora of the education effort was weekly visits by Part-Time Social
\lorkers (PTSlls) who attempted to coryunicate the messace that
weight gain was a function of food intake (including the supple-
rent). It was impressed upon mothers that growth recorded on
weight charts can be equated with the state of a child's health.
In addition, other nessages such as introducing semi-solid foods
at 4 to 5 months and the importance of diet during pregnancy

were enphasized using photographs and simple visual aids.

In order to test the effectiveness of the project in changing
nutrition awareness and practices, £0C mothers and mother-
substitutes were queried before,and one year after contact with
the PTSlis. Among the findings was that at the outset 0.5/ of
the mothers were aware that soft rice was an appropriate food for
a six month old infant; after one year, 25U of the mothers were
familiar with the practice. Likewise, behavioral changes such
as increases in the number of times per day a toddler was fed
were recorded.

Similar attempts at intensive educational efforts using demon-
stration feeding activities and growth charts vere found in

the Jamkhed Project (Arole and Arole, 1975) and in Madurai
(Venkataswamy, 1977), In the former case, weighing of children
and pre=natal care are monthly responbilities of the VHlis, in
addition to reqgular deronstrations in ccoking, child feeding, and
cure , for sinple ailments using a variety of rethods including
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stories and puppet shows. If weight gain is inadequate, the
mother receives further attention and special instruction,

In Madurair, children attend feeding centers on a daily basis.
Between feeding times, Dalsevikas give daily talks using posters,
charts, and Road to llealth growth charts of participants. This
is reinforced by weekly visits of the pediatrician, nurse and
nutritionists. In the evenina. the Balsevika visits homes

of working mothers who cannot attend the center. Consumption of
areen leafy vecetables to ccmbat the high rates of xerophthalmia
and earlier introduction of semi-solid food using local cereals
are the main messages.

In evaluating the effectiveness of the educaticnal aspect of

this program, a marked change in awareness among the mothers par-
ticipating in the program was noted., lowever, the practices in
child feeding remained laroely unaltered. It is therefore sug-
gested that greater emphasis be placed in developing "health
educator skills" cduring the training of village level vorkers
(Venkataswamy and Kabir, 1975).

Finally, the success of the ecducational e¢ffort in the rural
creche of the Indo-Putch Project (Devi and Pushpamma, 1978)
deserves conment. The program consisted of three components: use
of food supplerents at the creche as a tool for teaching proper
feeding practices; mass education techniques by means of charts,
posters, films, demcnstrations, etc.; and one-cn-one contact
with mothers at home., The home visits were necessary because
only 505 of the mothers attended classes. An evaluaticn of the
educational campaign indicated that at the outset, none of the
controls noy experimental population were avare that a child's
diet should be supplemented at six ronths; at the post survey,
his was known to 900 of the creche mothers and only 264 of the
controls., Similar increases in knowledoe concerning feedine
during {11ness, providing leafy vecatables for children, pregnant
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and lactating women, and the need to supplerent the diet during
pregnancy and lactation, ware reported, Observed improvements

in nutritional status and increased consumption of green leaf
vegetables ard family fecods among creche children were interpreted
to be a function of increased knowledge and behavicral change
attributable to the nutrition education activities.

Conclusions

From the above review, it is clear that successes as well as
failures have characterized past nutrition educatiun efforts in
conjunction with feeding pregrams. iHowever, scme generaliza-
tions can be drawn to help quide those desiqning the educational
component of future programs,

A consistent nced was felt to educate woren cencerning certain
fundamental practices, which at present are major etiolooical
tactors in maternal and child malnutrition. These are:

o Introducing semi-solid food at 4 to G months;

Continuing feeding during tiimes of 1llness;

Increasing frequency of feeding young children;
Increasing use of green leafy vegetables;

Promoting proper hyoiene and cleanliness;

Getting inmunizations and utilizino health care services;
Using oral-rehydration solutions;

Continuing breastfeeding for at least one year,

It 15 suggested that all, or a subset, of these s5aces should

forr: the core of the nutrition education component of Lhe new

project. An atterpt should be made to nricritize the concepts

that are to be irparted to participants, and concentrate on

succestfully getting those ressases across; this approack {5 rezor=
ended rather than addrossine a vast array of

1stues, unicn i1l confuse the votrer as well as



project functionaries.

The experiences cited above also suggest the need for relying
upon a variety of educational techniques, including mass media,
visual presentations, and person-to-person contact and follow-up.
The latter is especially important for those women who are in
greatest need of attention and are least likely to be affected

by cermunity level media and groun aducational activities. In
audition, the use of the qrowth chart by the village level nutri-
tion worker has been shewn to be an effective tool for personal
instruction. As such, the surveillance of nutritional status
(which should form the basis of selecting food recipients) should
be closely linked with educational efforts.

Finally, there has been a propensity for neasuring the success of
educational etforts accorcing to changes in knowleave, ratner tnan benavior.
Although it is more difficult to exanine behavioral changes, it
is stressed that increased knowledce does not necessarily trans-
late into improved practices. It is therefore recommended that
behavicral change should be empghasized in delivering a nutrition
message, even at the expense of improving the mother's knoviledoe,
In a sense, this is the idea of learning by doing. Chanoing
traditional practices will result in improved health and welfare
of the child: these irproverents will in turn be perceived by

the mother and rrovide continuine reinforcement for changes in
cehavior,

proving Heaning Practices and Reaching Children 0-3 Years 01d
The pervasiveness of the evidence that children botween 6 and 36
renths have recefved a dispreportionately small share of benefits

frem the MCH feeding programs 15 only outdene by the decrees and
directives which have emanated from nroaram directors, conferences and
publications (such as this oro) which stroese the Innortance of reach-

g G to 3 year olds, Unfortunately, the lack af success fn delivering




services to this group provides little substantive guidance for
those in search of an answer.

Conceptually, it is recommended that the problem of reaching the
infant and young child be viewed as a two-stage process, The first
is icentifying which children within the cormunity are in need of
assistance and thus represent appropriate participants in the pro-
gram. To date, the only seemingly effective method for achieving
this goal has been the door-to-door recruitment by village level
health workers such as the PTSYs in the Kasa project (Shah, 1978)

or the Child Care Yo, kers in Madurai (Venkitaswamy and Kabir, 1975).
It would seem that home visitation is a pre-requisite, at least at
the outset, to explain the nature of the project and capture the atten-
tion of the parents. Undoubtedly, follow-up and outreach will be
demanded.

In order to encourage the continued participation of women with young
children in a feeding progran, and target effectively the food to

that age group, a nunber of approaches have been tried. The develop-
ment of creches (nurseries) for young children.between 6 and 36

months is one such example. In this instance, mothers bring their
children to the center on a daily basis. The child is left under the
care of the creche. This is especially advantageous to working vomen
in urban areas, as well as in the rural agrarian societies, where
viomen are engaged in agricultural labor, and often leave their infants

in care of older siblings.

Experience in the Chevella Block of the Indo-Dutch Project has shown
creches to be well accepted by the cormunity and effective rodes for
the distribution of supplementary foods to infants and younq children
(Butt, 1975). In addition, by encouraging active participation of
mothers in running the center and preparing the food, the creche has
alsc been effective in educating mothers about infant and child feeding
practices, Ulith mothers running the crecho, nperscnnel and overhead
cost have bean mininized,




_‘ﬁ”‘—

54

Drawbacks, however, to this approach do exist. The necessity for
oroviding more than just one meal or supplementary snack raises
appreciably the cost of feeding, In addition, it is all but impos-
sible to target food discriminately to those who are malnourished, as
all who attend must be fed. So while the creche will reach the 0 to
3 year olds, it does so at the cost of providing total child care,
not taraeting to the malnourished, and possibly not providing suf-
ficient motivation or social support for the attendance of unheal thy

and outcast children most in need.

As an alternative to the concept of the creche, while retaining contrcl
over feeding the young children, the on-site feeding scheme has been
adopted by projects like the new World Bank Scheme (lorld Bank, 1980)
in Tamil Madu. Since the nroject limits participation to children
balow three, coupled with intensive outreach and convenient feeding
times, it is anticipated that the project will reach the intended
beneficiaries: this despite the inconvenience of on-site feeding,

The use of take-hore feeding rather than on-site feeding, however, is
often suggested as a superior way of reaching u to 36 month

olds. This issue was specifically studied in Project Poshak (Copaldas
et al., 1975), tc determine which vas a more effective methed of torcet-
ing the young child, Slightly better results in supervised on-site
over take-hore feeding were recorded. However, the fact that the cost
of an on-site procram was 5095 higher, was not justified on the basis
of the increased impact. Other disadvantages to using the on-site
sciierie to reach young children wvere also noted. These included infra-
structure and loaistical problens of food preparaticn and supervision
of feeding, the increased rishs of infection spreading at centers,

and the conventary that if vou cannot trust a mother to feed her child
at home, the probler is so fundarental as to preclude the irpact of a
feeding program altocether, Cut of greater importance than the dis-
tinction between on-site and take-home was that once again participa-
tion rates were low: 0629 for the former and 51% for the latter. As
such, both schemes provided unacceptable alternatives for reaching all
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the children in the target age group,

While the debate of take-home vs. on-site remains unresolved (as
both are riddled with problemns and drawbacks), one other idea has
emerged in India for targeting supplements to 6 to 36 month old
children. That is to prepare blended weanina foods, and package
them as special baby foods (Cantor Associates, 1974). For example,
the Hyderabad Mix (jowar, bengal gram, groundnut or cowpeas and
jaggery in the proportion of 4:2:2:1) developed by the Indo-Dutch
project has according to its director, H. |l. Butt, been successfully
marketed as a supplement for young children, By teaching mothers to
view the food as a medicinal product, the amount of sharing or sub-
stitution that takes place within the family is minimized. The
issue of whether the self-selection process for purchase of the
Hyderabad Mix, even at its norinal cost, rules out participation by
the weorst affected seqments of the conmunity needs to be considered,

There have been many other attempts in India to develop weaning

foods to be directed at young children. For example, a working party
was set up by the Indian Council of Medical Pesearch (ICMR, 1974)
initially to survey available protein-rich foods and weaning practices.
Thereafter, they developed 52 suitable and acceptable recipes for

weanira foods whicn were either:

o Easily propared at hote g

¢ Ready-to-cat mictures made by mother in bulk quantities; or

¢ Prepared comrercially by Tocal tradesman in the form of biscuits,
toffees, otc.

Other projects nave similarly tested the use of indigenous as well

as non-indiqenow, weaning foods. For example, Project Poshak

(Gopaldas ot al., 1975) compared the use of Instant Corn-Soy-Milk
(donated by CARE) with 4 il tinix frem Tocally available foods. The
familiar food. proved nore acceptablie and were better utilized, Cespite

the better acceptince, the lTocally prepared food shawed no advantage
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in terms of improvements in nutritional status or infant mortality.

The experiences with the Hyderabad Mix, the products developed by

ICMR, and the Poshak experiment illustrate that there are few obstacles
to the development and manufacture of appropriate weaning and supple-
mentary foods. There is little doubt that a Title II food, likewise,
can be the basis of an acceptable weaning mixture. The question
remains, however, how to identify the at-risk child and introduce

hiri or her to a supplementarv ration. The answer has proved elusive

to health and program personnel since there is not a prescribed forula
vinich can be followed to reach the 0 to 3 age group as there is for

the development of an appropriate weaning food. Yell trained and
motivated personnel, good manacement and an enthuasiastic and

informed cormunity are the key ingredients tc the success of outreach
efforts. To date, nc large-scale gperational program has been suf-

ficiently successful to use ac a model.

raternal Supplementation

Throughout this report, considerable attention has been given to

the issues o1 MCH feeding programs in relaticn to infants and
children.  This empnasis reflects the ease of inplementing a program
wnich prevides a supolement to children, qgeneral agreement on what
incicators shouid Lo used to assess impact and effectivencss (i.e.,
anthropemetric and dietary qeasures), and the scientifically accepted
correlation between increased dietary intake of infants and children,

and an irprovesent in their growth and development .

Preanant women neve oroved more difficult o identify as a target
Jroup, and Tess enthusicutic ebout particirating in a supplerientary
feeding program.  The noed to zonsune more nutrients while pregnant

and the Tinkages tengcen increszed dietary intohe, improved weight

cain during preqgnency . higher Livtn weicht babies, Tower infant mortal-
ity and heaitior children, are not only extrevely difficult concepts

to impart to wormen in developing countrics, but are also the subject

of continund research and scientific exploration,
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While consensus exists concerning the relationship between maternal
nutrition and birth weight, the geustion of the effects of maternal
supplementation has been the subject of rwuch recent attention. Most
important has been the findings of an International Workshop in
Guatemala (Lechtig et al., 1979) in which the results of eight recent
studies from around the world were reviewed. They indicated that

in malnourished populations, the provision of nutritional supplements
during pregnancy increased birth weight, This finding was especially
pronounced when supplerentation was provided during the third
trimester of oregnancy.  In addition, data indicated that decreased
perinatal and infant mortality were a result of maternal dietary

suppler entation.

As a result of these findings, the workshop called upon governments
to identify malnourishoa women ana implement proararms immediately to
improve materndal nutrition, on the basis of the existing scientific
evidence. Supplerentation, nutrient fortification, oxtension of
preventive health care, development of appropriate technology and
detter use - lccal foods are the strategies suggested. Likewise,
emphasis on self-sufficiency and use of locally available nutritious

foods is stres;ed.

Given the force of these and other similar studies, i* is timely

that the propesed Inteqrated Maternal and Child Hutrition Project
give added emphasis to maternal supplementation, and understanding
Tts effects. [IL i5 also important to gain some insight into the
Indian research which has looked at issues such as the relationship
between weight jain and birth weight, or maternal supplementation and

the health of the newdorn.

The "studies" and "vvaluations” of the impact of maternal dietary
supplementation in the context of the feedina programs are conspicu-
ously sparse. [t w : therefore neceszary to concentrate on tie
research lTiterature to find empirical cvidence which relates improve-

ments in the raternal diet to reductions in the incidence of low birth



weight infants.

1. Indian Research

Numerous studies have examined the determinants of low-birth
weight infants in the Indian population. However, relatively
few have attempted to relate dietary intake and weight gain
during pregnancy to the infants' birth weight; of those that do
examine the dietary correlates, only a few explicitly test the
effects of food supplementation.

To amplify, Ghosh et al. (1977) found that factors such as parity,
maternal age, and spacing between pregnancies all have marked
effects on birth weight (see Table 4).

Similar findings have been reported elsewnero (Jasudason and
Ambuiadavi; Mukherjee & Sethna, 1970). In addition, studies
have shown the effects of pre-pregnarcy heichts and weights on
birth weights as seen in Table 5 (Khatua ot al., 1979; Mukherjee
and Sethna, 19705 Ghosh et al., 1977).

These tablec are presented to illustrate that factors unrelated

to health care or dietary intake during pregnancy have significant
impact on birth weight and fetal size. This information suggests
that women below 20 years of age, primeparas, and problems like
maternal illnesses sianificantly increase the likelihood of low
birth weight babies. Therefore, in selecting participants for a
feeding project. the advisability of screening a population for
these characteristics is obvious.

But of greater sicnificance for designing a feeding program is
the evidence which indicates that nulritional status prior to
pregnancy (as measured by a woman's heiaht and weight) has a

formidable impact on the Lirth weight of theip nffspring.

[t could thus be cuggested that the strength of the relationship



Table 4

Relationships Between Birth Weight, and Parity,
Maternal Age and Child Spacing

. % Newborns o Hey, % Newborn
Parity < llewborns tewborns % Newborns

<2000 i Maternal Age < 2000 gm Spacing < 2000 gm
1 4.3 20 6.2 2 yrs 6.2
‘ 2 2.6 20-30 2.6 2-3 yrs 2.6
3 1.6 33-40 1.7 3-4 yrs 3.1
4 2.2 4+ yrs 3.0
5 3.1

0§

From: Ghosh et al., 1977



Table 5

Relationships Between Birth leight, and Maternal Weight and Height

(ﬁaterna} ciant [ Hean Birth MHeignt Maternal Height Mean Birth Weight
i i
|
|- 355 4 | 2654 113-140 em 2609
: ! 41 - 15 3 7
f . 35.4 kg ; 2866 141 - 150 cr 2677
L L - 151 - 164 cm 2778

From: Mukherjee and Sethna, 1970

Maternal lleight % Birth Weight < 2500 gm
< 35 kg 42.9
> 55 kg 12.9

From: Ghosh et al., 1977

09
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between pre-pregnancy weight and birth outcome dictates measures
to increase dietary intake of low weight fecund women (e.g.,

below 40 kg) during periods of high fertility, More specifically,
consideration should be given to screening women for participation
in a feeding program on the basis of nutritional status (either
determined by dietary or anthropometric measures), regardless of
whether or not they are pregnant. Mo empirical evidence exists

to substantiate the benefits of such an approach. It therefore
commends itself to a small-scale research effort.

The relationship between income, dietary intake during pregnancy,

weight gain and birth weight is also well documented. For example,
Vijayalakshmi and Devak (1976) found that low income women consumed
about 400 calories less per day than middle income women, and

their difference in weight gain during pregnancy was about 0.5 kg.

This resulted in average birth weights of 2.47'kg ana ¢.75 kg for babies
of low- andmiddle-incone women, respectively (see Tablu 6).

Other studies have followed this relationship one step further,
examining the effects of dietary intake not only on weight gain

and birth weights, but on the growth and development of the infant.
For example, Devadas, Vijayalakshmi and Vanitha (1978) found that
well fed women consuming 2408 calories per day had infants that
veighed 0.2-0.3 kg more than poorly fed women. However, while the
infants of poorly fed viomen were initially smaller, the size of
the difference decreased over the first six months of life, until
it was negligihle.

Concerning the actual effects of maternal supplementation in a
feeding program, Devadas, Shenlugivalla and Vijayalakshmi (1970)
also found a significant impact of the Applied Nutrition Programne
(ANP), which provided pregnant women with 42.6 gm of milk daily

and one egg for three days per week, over a period of six months.
Women in ANP villages gave birth to infant: almost a half a kilogram
heavier (see Table 7).
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Table 6

Relationships Between Weight of Mewborns and Maternal
Caloric Intake, Protein Intake and Weight Gain

Caloric Intake Protein Intake Weight Gain Birth Weight

[Low Income | 1666 4 6.23 kg 2.47

| Middle Income | 2036 .59 6.76 kg 2.76

[

From: Vijayalakshni and Devak, 1976

Table 7

Impact of Maternal Supplementation in the ANP on
Weight Gain and Birth leiqght

Caloric Intake Protein Intake ‘eight Gain Birth Height

| AP Lomen { 2114 65 6.1 kg | 2.68

|

) Non-ALP Women: 1513 | 51

4.65 kg 2.22

From: Devalas, Shenlugivalla and Yijayalakshmi, 1970

Table 3

Impact of Three Types of Maternal Supplementation
on Weight Gain and Birth Weight

Weight Gain from 20th

Week to Term Birtn Weights
[ Group 1 : 2.9:1.9 2.78
: Group [i E 3.9 + 2.2 ! .3.32
i Group II1I r —_— : 2.51

From:  Quresht et al,, 1673
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In another study by Qureshi et al. (1973), 76 mothers of a
similar low socioeconomic group in rurai Hyderabad District

were divided into three groups: Group I was provided 60 mg iron
and 0.5 mg of folic acid on a daily basis; Group II was given

the same plus 500 calories and 20 gm of protein; and Group III
was the control. Results indicated that there was a signficant
effect due to iron and folate supplementation alone, but the pro-
vision of a calorie/protein supplement resulted in even greater
birth weights (see Table 8).

Similar positive effects of maternal supplementation have been
reported elsewhere. For example, Srikantia and Iyengar (1972)
documented that increasing daily intakes by 900 calories resulted
in birth weights being 0.2 kg greater. The use of a high protein
food with the same amount of calories showed no further effect.

Conclusions

[t can be concluded that the scientific evidence from India sub-
stantiates the hypothesis that toth nutritional status prior to

pregnancy as vell as dietary intake during pregnancy (of a range
of nutrients including calories, iron and folate) will have a
significant impact on birth weight. As such supplementation of

fecund and pregnant women is a scientifically sound approach to
increasing birth weights. However, while it is apparent that
increased caloric consumption during pregnancy increases birth
weights, the size of the increment in intake did not present any
predictable correlation with the magnitude of increased birth

weight. In one study, 200 additional calories resulted in almost

0.€ kg nigher birth weight; in another, a 900-calorie supplement resulted
in an increase of only 0.3 kg. Clearly, the multiplicity of

factors which affect birth weight (e.q., pre-pregnancy weight,
infection and disease, hypertension, parity) make it very difficult

to select an appropriate: sizc foir-a-~rativn,
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And finally, although the research is convincing that increased
dictary intake will result in larger babies, there is a shortage
of empirical evidence concerning the cut-off point of an infant's
birth weight, below which his health and survival are threatened.
The traditional application of 2500 gm has been questioned by
Indian health professionals. It is therefore suggested that
prior to embarking on a massive efforc to increase birth
weights, a determination be made of what birth weight represents

a genuine at-risk factor to the child's development. Thereafter,
an assessment of the number of infants falling beneath this
cut-off point is recommended to assess the magnitude of the
problem and the most appropriate response.,

Training

The success or failure of a supplementary feeding project will inevit-
ably rest in the capability and commitment of project personnel,

These two variables are a function of factors such as the amount

of remuneration, the personal satisfaction from the Job, and the
quality of training provided to the functionaries. That last issue

of training will be discussed in this section of the report,

The key responsibility for the delivery of project services rests

with the village workers who implement the project at the grass-

roots level. Their training and orientation is vital, especially
since they usually have minimal formal education, are most deficient
in required implementation skills and will therefore have the greatest
difficulty in conceptualizing project activities., However, lest

it be forgotten, the environment and circumstances in which communi ty
level workers operate will be affected by the guidance and expertise
of supervisory personnel, As such, the adequate training of higher
level functionaries {s also paramount.

According to Chatterjee (1978), the critical factors in a successful
training program are:
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e Clarifying objectives and rationale of the proyram;

e Engraining a cormon framework to attain objectives by co-equal
perception across the board among all functionaries involved in
the project;

e The content and theory of learning experience;

e Providing logistic and administrative support necessary to support
and operate training efferts;

¢ Organizing feedback to ensure the results of the training were
those that were anticipated.

In addition, it is stressed that state level officers, instructors,
inspectors as well as feeding center organizers need to be trained,
The latter group of feeding center personnel is felt to be the
most difficult to train due to their heterogeneous background and
qualifications.

Other suggestions on training, especially in reference to the SHP,
are provided by Gopaldas (1979). Given the limited formal education
of the SNP organizers, it is sugoested that the best trainino methods
vwould involve:

o Demonstrating the use of equipment, materials, charts, etc, that
relate airectly to executing one's responsibilities on & daily
basis:

o Using audio-visual *ools such as short films and <lides;

¢ Providing feeding and health demonstrations with well nourished and
malnourished children from the cormunity;

o Using simple pamphlets, books, charts and posters.

In general, theory should be eliminated from the training, as function
should be stressed, And in 1ts most rudirentary form, this effort
will cost Rs, 100 per village worker for the very limited activities
of the SHP,

As far as when and where to train functionaries, Halder (1980)
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recormended that there be an initial period of training prior to
assuming the permanent post or assignment. This would involve pro-
viding information on objectives, planning and service components

of the program. Thereafter, periodic short orientation courses of three
to four days should occur onan on-goina basis. This approach would
provide for current information on salient issues, while staying
abreast of modifications in the delivery of program services, It was
2123 rocommended that training be participatory, providing an oppor-
tunity for mutual learning. Provision for aroup discussions, field
visits and demonstrations are important. The extensive use of audio-
visual aids and the reliance upon regional institutions within each
state was also sugcested. Evaluation of the training programs should
result in their continued improvement, and an assessrant of impact

of the training on the functionaries should be given priority,

In a similar vein, as a result of an evaluation of the SNP (Nath et
al., 1978) which found the training and orientation of administrators
and functionaries sorely lacking, it was suggested that training should
be oriented toward specific job tasks. For axample, center organizers
should receive a one-week intensive training course covering:

o Objectives of the program;

o Selection of bereficiaries:

¢ Organization and management of centers;
o How to keep records properly;

® Encouraging community support,

One-week orientation programs for Inspectors/Field Officers should
include ~inilar fssues, as well as more extensive orientation on
methods of prosoting health and nutrition education, providing 1inks
with health services, and skills of supervision,

in response to many of the above suggestions the 1CDS placed a good
deal of emphasis on the training of 1ts functionaries, especially
the Anganwadi Vorker (AWH), A training program, for axample, has been
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developed by NIPCCD (1979) for ICDS personnel. A manual details
the training syllabus and amount of time spent on each issue.

For example, the AWW's responsibilities are outlined, which is fol-
lowed by a description of the four-month training course covering
the following five subjects:

e General orientation about the ICDS scheme (20 hours)
¢ Child Development and Non-Formal Education (120 hours)
o Child Health and Hutrition (220 hours)

Functional Literacy (80 hours)

Cormunity Contact and Communication (120 hours)

Similarly, the Mukhya Sevikas (Supervisors) have a three-month train-
ing course with a syllabus covering the same issues as above. In
addition, however, there are 60 hours of instruction on record-keeping
and supervision. The syllabus for the Child Develooment Project
Officers (leaders of the [CDS team at the block level) is also pre-
sented and is cdesigned to be two months in duration. While a review
of this document is reconmended in the formative stages of a training
prograni, the critical conments of an evaluation of the ICDS training
activities (PEO, 1978) provides informative guidance on the elements
that should and should not characterize such an effort.

Specifically. in assessing the quality of the training of AWWs and
other sunerviscry staff, it was found that the content was highly
theoretical, diffuse and did not relate to the tasks that they are
supposed to perform in the field, Likewise, an cver-emphasis on pre-

school education and social worh was noted. Other criticisms included
that training in foods and nutrition vas considered archaic and

divorced from the reality of the resources available to families in the
project areas. In addition, practical issues of progranm planning, imple-
mentation, monitoring and evaluation were ignored. Too little tire was
spent in the field, and it is recormended that farfliarization with

Work successfully being performed at a project site, be a major
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empnasis of future training.

The training program for the Part-Time Social Workers (PTSMs) in

the Kasa project (Shah, 1977) represents an example of an attempt

to avoid the pitfalls described above. The PTSW was an indigenous,
slightly educated social worker who served as the link between the
Primary Health Center (PHC) staff and the recipient; they brought
health and nutrition care to the homes of program participants.
Specific responsibilities included surveillance of children 0 to 6
years of age and pregnant and nursing women, identifying and deliver-
ing supplements to the malnourished, basic health education and
health care, and referral to the PHC.

The PTSWs were usually women, 35 to 40 years old. It was found that
they had limited retention capacity and minimal education, although
commitment to the task was considered the most significant ingredient
for success. Therefore, it was recommended that the initial training
program be short and supplemented with in-service activities in the
field. Training was therefore provided to the PTSWs for 24 working
days, designed to be more practical than academic. Emphasis was placed
on:

Identifying diseases, and states and types of malnutrition;

The feeding of infants and pre-school children;

Food taboos and beliefs which adversely affect feeding practices;
Early signs of growth retardation:

Determining birth rates using a Local Events Calendar;

Weighing and recording weights of children and pregnant women;
Detecting edeme, moderate and severe anemia and severe hypovitaminosis A;
Identifying women and children at special risk and in need of special
care;

¢ Detecting pregnancies;

e Conducting census and collecting vital statistics:

Conducting clinics and organizing immunization campaigns,
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A similar display of practical and task-oriented training of village
level workers is noted in the Child Care Centers program in Madurai
(Venkataswamy and Kabir, 1975). In this instance the Balsevakis were
selected from the villages in which they will work. Training takes
place at the Nutrition Rehabilitation Center attached to the Govern-
ment Erskine Hospital for three months. Accommodations are provided
along with a Rs. 30 stipend per month., A-written test is given at
the end of each week to assess performance.

The teaching staff, comprised of a pediatrician, nutritionist and
public health nurse, covers a range of health and nutrition issues.
These include:

¢ The recognition of various degrees of malnutrition:
¢ The etiology of malnutrition;

The recognition and treatment of fevers, diarrhea, scabies, worms ,
respiratory infections, etc.;

® The nutritional value of locally available foods;

e The preparation of low-cost nutritive food;

e Kitchen cleanliness;

e Child feeding practices.

osters and pictures are provided as educational tools, and instruc-
¢ion in their use is given during the training perioa.

The idea of training local functionaries from within the villages

is also viewed as vital by Butt (1979), who claims that government
field workers are ineffective when left to themselves, without the
assistance of village health agents. l!ith that in mind, the
“Gramasvasthitas Experiment" was begqun in 1977, The goal was to
train local woren who had passed the fifth standard to perform simple
tasks cuch as fdentifying pregnant vomen and malnourished children.

A training course is provided close to hcroe for a period no more than
40 days., Once field workers are posted at their jobs, a mobile
monitoring and training unit regularly visits the village
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to provide on-going, in-service training.

The new World Bank Project (1980) will also attempt to train Community
Nutrition Vorkers through an initial two-month course at block head-
quarters, thereafter using twice monthly in-service training. The
instructors will have post-graduate degrees in nutrition or home
sciences. They, in turn, will receive training at the Sri Avinashilingam
Home Science College, which is presently preparing a special curriculum.

What emerges from the literature is that there are two fundamental
issues in training. The first is deciding what issues and skills
are of importance and significance for village level workers and
other project functionaries. The second is how to get the message
across.

The experience in India to date suggests that concentration on
practical skills and activities, rather than theoretical or abstract
ideas, is essential for lower-level personnel. It is also interesting
to note that other than the four-month program for I1CDS Anganwadi
tlorkers, 20 to 40 days of training, at the outset, was viewed as suf-
ficient. Thereafter, on-going field level training is suggested at
regular intervals. This will not only serve to reinforce concepts
already taught and expand competencies, but will also maintain a
sense of being connected with a larger network which displays an
interest in the local worker, This will avoid a sense of isolation
and despair.

For the supervisory and block level workers, the essential aspects of
training must emnhasize the development of managerial skills, There
was no lack of knowledge about the project design among higher-level
functionaries. PRather, their inability to translate concepts into an
an operationally viable program sugqgests the need to concentrate

training in the areas ot implementation and managenent,
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H.  Program Performance of Different Combinations of Services

1.

The Concept of Integrating Feeding Proarans with Other Services

The synergism which results from combining the delivery of food
supplements with other services aimed at improving the health

and welfare of an individual or a community has been well
accepted in theory and practice. Illustrations from the Indian
experience indicate that supplementary feeding is most effective
when combined with health care services and child care education
(Gopaldas, 1975), and that supplementary feeding must go hand and
hand with improvements in health education (Singer, 1978). Like-
wise, access to clean water for washing and maintenance of proper
hygiene and sanitation is considered fundamental to control mor-
bidity and enhance the utilization of available nutrients (Sukhatme,
1980). In fact, the case for integrating feeding with other
services has been so stronqly embraced that it would be irrespon-
sible to question the efficacy of such a strategy.

ilhat is an appropriate area of inquiry, however, is the determina-
tion of which services, in what proportion. would best complement
the delivery and utilization of a food ration to a target popula-
tion. To date, programs in India have consisted of feeding with
one or more of the following: (1) health and nutrition education;
(2) pre-school education; (3) family planning; (4) innunizations;
(5) curative medical care; (6) referral services; (7) improved
access to clean water; (8) environmental sanitation including
waste disposal; and (9) increased local food production schemes,
khile the theoretical basis for integrating nutrition with each
of these efforts, singularly or in combination, is based on a solid
foundation, the concept of {ntegration is plagued by two funda-

mental problems: costs and operational feasibility, The main
constraint involves doing too muct in cormunities witn 1irited {nfra-

structure and absorptive capacity for external interventions and
input,
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It is therefore logical to look toward past experiences, and the
knowledge gained from such ventures, to glean evidence of the
efficacy and practicability of integrating any of the above
services with supplementary feeding. Unfortunately, the empirical
evidence about such efforts is scanty, and limited to a few
research studies in the Indian context, Given the small number
of impact eva]ﬁations on supplementary feeding programs 1in
general, it is not surprising that there is a scarcity of studies
which have explicitly tested the effect of providing food in
combination with other services.

It would furthermore be useless to examine outcomes of pro-
grams providing a mix of services in an attempt to determine how
integration affected program performance. First, to compare the
impact of programs with different mixes of services is without
significance unless the same methods were used toquantify impact,
and the nature of the like services (e.q., family planning component)
proved to be identical. Second, it would be impossible to attribute
any changes of nutritional status to the presence or absence of a
given service in the delivery of an integrated package of
services, In other words, if feeding plus nutrition education,
curative health and family planning were provided in a proqram,
the impact of those activities in concert can be determined.
However, it is impossible to assign a value to each of the com-
ponents, and distinguish whether all the inputs acted synergis-
tically, or whether delivery of one or two services would have
resulted in the same fmpact. As such, although a decrease in
malnutrition may have been recorded, 95 may have been due to

the feeding and nutrition education, or alternatively, due to
feeding and curative health services. Unless a research desian
was developed to test explicitly the contribution and synergiem
of separate comporents, the attribution of prograimn outcomes to

the preserce of varfous services is impossibile.

Given these considerations, erperiences which axplicitly attenpted




S A R e e I T . e T T L S e e e e Tty ) [N

73

to determine the complementarity and synerqism
of food supplementation and other program inputs
will be the focus of the comments which

follow.

2. Research Projects

In the Intensive Phase of Project Poshak (Gopaldas et al., 1975)
an experiment was designed to test the impact of providing the
following inputs to a target population:

Food alcne

Child care education alone

l[Medical services alone

Food plus child care education

Food plus medical services

Child care education plus medical services

~ O O B WO —

Food plus child car education plus medical services

The totai package of services (#7) resulted in the most
significant improvement in nutritional status. Food plus
child care education (#4) and food alone (#1) were found

tc be the second and third most effective interventions.

The unexpected finding that food plus medical services (#5)
was least successful was explained by the fact that one of

the two test villages dropped out of the study for "extraneous
reasons," and the other made poor use of health and medical
services  Generally, poor utilization of available services,
and stall sample sizes detract from these findings.

ina similar attenpt to determine the effectiveness of ¢ different
combination of services, the Marangwal Nutrition Project (Kielman
et al., 1978) was undertaken in the Punjab, Pregnant women and
children in four groups of villaces were provided the following
patterns of services:
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1. Nutrition care (anthropometric surveillance. food supple-
ments and nutrition education)

2. Medical care (health education, surveillance of morbidity,
immunizations, diagnosis and treatment)
Nutrition care plus medical care
Control {no services other than emérgency care and minimal
symptomatic treatment).

Results indicated that children receiving nutrition care (%1),
whether alone or in combination with medical care (#3), had the
highest mean weight. Children just receiving medical (#2) care
were next, followed by the centrol (#4). This was found to be

the case for females, males and hiah and low castes. Children in
supplemented villages (41 and #3) also had significantly higher
herioglobin levels. It was also reported that mean duration of i11-
ness was markedly shorter in villages with medical care (#2 and

#3) than in the nutrition (+1) and control (#4) villages (see
Figure 1),

Mortality rates were also measured in the four types of villages,
Results are found in Table 9, DPerinatal mortality rates were
lowest in nutrition and nutrition plus medical care villages, and
neonatal mortality was lowered by the same amount in all experi-
mental groups as compared to control villages. Postneonatal
mortality was most affected by the presence of medical care, as
was infant mortality in general, Deaths during the second year
of life were similarly affected by nutrition and medical care

or a combinaticn of the services,

Among the conclusions reached was that the most cost-effective
intervention measured by dollars per perinatal death averted
involved the provision of “prenatal child care" in efther the
nutrition, nutrition plus medical care or medical care groups.
The lowest service costs per infant death averted involved the
medical care group, with the nutrition and medical care plus

nutrition groups having about the same performance. This indicated
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Mortality Rates of Narangwal Children
by Experimental Groups

| ] rontrot  tutrition Medical  futrition and
| Age-Specific Mortality | Villages * Supplementation Care Hedical Care
{ Births: £95 Births: 352 Births: 343 Births: 654
[ 1-2yr: 1398 1-3 yr: 634 1-3 yr: 635 1-3 yr: 1285

Perinatal (L) : 104 61 81 63 |

leonatal (c) 78 46 47 47

Postneonatal (c) 51 42 23 34 <
Infant nortality rate 129 89 70 81
I -3 Mortality (d) | 15 10 11 13

* Inciudes four villages of a parallel population study.

(b} per 1000 live and stillbirths.
{c) per 1000 iive births.
(d)} per 100 children 1 to 3 years old.

From: Keilman et al., 1978
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that the benefit of the nutrition intervention during the first
year of life was minimal, and medical care was much more

significant.

As for deaths averted in the 1 to 3 year old age group, the pro-
vision of health care was more than twice as cost-effective as
nutrition services (see Figure 2).

Finally, it was remarked that no synergism in impact on the
target group resulted from the combining of different services:

although an increased efficiency was noted when nore than one
service was celivered.

Conclusions

The limited availability of research studies which examine the
value of combining various services with the delivery of a supple-
mentary feeding makes it all but impossible to come to

any definitive statement concerning what combination would have
the greatest impact. lowever, certain important concepts can

be suggested for the future decisions concerning what mix of
activities should be incorporated into an MCH feeding program.

Fundamentally, in assessing the magnitude of the nutrition problem
in a comunity, it is paramount that a diagnosis of the etiology

of malnutrition be made in order to plan for its eradication.

For example, the widespread problem of late introduction of solid
foods as a major cause of infant mortality, demands educational
efforts be given priority, Undoubtedly, lucal food production
activities or provision of potable water will have only 1imited
impact unless a reorientation in infant feeding practices 1s under-
taken. Similarly, it would be foolish to cormiit & large amount of
resources to pro-schcol education (as fn the ICDS) before there is

assurance of prenatal cara,
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Figure 2
COST PER CHILD DEATH AVERTED
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In another circumstance, environmental sanitation and/or pro-
vision of health care measures would clearly take priority in

a village where dietary intakes were near normal, but parasitic
and bacterial infection were widespread, affecting the biological
utilization of the ingested food, and therefore nutritional
status.

It can be reconmended that services not be indiscrimin-

ately added one to another in a quest to provide an integrated
delivery system, If that is done, the results will probably be

as in Narangwal, where the synergism was negligible, as individual
components could effectively address the problem. Lilewise, it

must be remembered that the Department of Social Welfare, through
vnom tnis program will be implemented, does not maintain primary respon-
sibility for health care (which lies within the Ministry of

Health). 1€ the problem of infant mortality, for

example, is not directly related to poor food practices and
consumption (as intarangwal), but ratiher to the lack of healtn ana recical

"

care, a "nutrition progran" is the wrong forum to address the
problem, Instead, various other types of health and child care
services may be emphasized as a more cost-effective means of
reducing child mortality. This is not to suggest that coordina-
tion of various delivery systems should be discouraged, Quite

to the contrary: however, it is to caution against unnecessarily
overburdening a program or delivery system without a demonstrative
need, This is especially germane if tha* need is better met

through a different program and infrastructure.

In conclusion, there has been a zealous quest for integrated
development programs in general, and nutrition programs in
specific. However, little erpirical evidence exists to demand a
large mix of services be attached to a nutrition program. Hutri-
tion anc cnfld care education cencerning fnfant feeding practices
(eepocially ¢ nead far introduction of semli-s0lid foods At

four months and arcouraging prolonged hreastfeading), food
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preparation, basic hygiene, monitoring of growth and development
with the growth chart, and rehydration through the use of oral
glucose-electrotyte solutions prepared in the home, are
imperative. But other than nutrition education, care should be
exhibited in adding an array of activities which will

raise costs, increase the difficulty in discerning the impact of
the nutrition component, and encumber the delivery of services and
implementation of the program. The transiation of grandiose
designs into operational procrams has been the greatest obstacle

to successrul interventions.

Finally, the use of the feeding program as a link to the delivery
of Lasic health and educational services is always appropriate,
The facilitation of fmmunization campaigns, the referral of
health cases to the appropriate clinic, the periodic attendance
of health care personnel at feeding centers, and so on, is all to
ve encouraged, The difference between Forming linkages with other programs
and incorporating these activities into tre mainstrecam of a nutri-

tion program must be emnhasized,

Comrunity Invelvement
The involvement of local comaunities in the planning and implementa-
tion of supplementary feeding programs is advocated by all, but under-
100G and realized by few, In fact, the range of considerations

that define the concept of community involvement indicates a lack of
consensus on what this unmeasurable and contextual {deal represents.
The literature reviewed, nowever, was suggestive of different levels

of comunity fnvolvement,

At one extreme, there is a general lack of Interest and a low rate
of participation fn the project activities, A higher degree of cori-
sunity involverent 15 when indivicuals reqularly avail themselves of
projact services, but recefve the food from an outside organization

(e.9., CARE, 6OI) 1n & passive manner, In this case, the externa)




agency would supply all the inputs and impetus for the project.

A greater amount of community involvement is when the provision

of all inputs, such as food, still emanate from outside the community,
but the villagers play some active role in the project design and/or
implementation, Another example of considerable community involvement
is when local leaders are integrally involved in project-development
along with external agency personnel.

Finally, there is the ideal when a comnunity animator, whether from
within or without the village helps facilitate the identification
of felt-needs, and directs the energy generated by the community to
muster locally available resources to resolve the identified nutri-
tion problem. Self-reliance is the theme of this type of community
involvement, which makes the greatest demands on the cormunity, and
undoubtedly accrues the most benefits.

In considering the range of cormunity involvement in feeding programs
'n India, it is worthwhile giving some concrete examples which may
nave implications for the design of future endeavors,

At the one extrere are those programs with a minimum of interaction
vetween the project and the cormunity. Most disconcerting is

that evaluations of the two largest MCI feeding projects which

have been fmplemented on a national scale, the SHP and the Applied
Hutrition Prograrme (ANP), indicate a conspicuous absence of comnunity
involverent (Huthayya et al,, 1978, Rajendran, 1978; lath et al.,
1978) . According to statistics supplied by Nath et al,, a survey of
AP beneficfarfes indicated that only 6.1% had reported assisting or
participating an the functio fng of the center and only 15% {ndicated
that there was any comrunity participation in the program at all, Of
the community leaders questionad, only 33 satd that the cormunity
assisted in the fcoding conter operations, It was therefore concluded
that no effort was made by program operators to enlist the assistance
or involverent of the parents of beneficiaries, and the cormunity

1t large,
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Similarly, an evaluation of the SNP in Karnataka (Sastry et al., 1980a)
reported that the community contribution to the program seems to

be absent. Ninety-six percent of the respondents reported that

they did not extend any help in organizing or running the program,

At the other end of the spectrum are instances wnen the project

and cormunity are so integrally involved, as to be indistinguishable
from each other. One such project which has received international
attention (and acclaim) is the Jamkhed Comprehensive Rural tlealth
Project (CRHP) in Maharashtra (Arole and Arole, 1975; Mahadevan, 1980).
Three of the guiding principles of the Jamkhed project have been

that: (1) villagers nust be motivated to play the key role in deciding
how a health and nutrition program should be implemented, so as to

gain a sense of “ownership" and responsibility; (2) grass-root planning
Whicn is responsive to local conditions is paramount;

and (3) the use of local resources (
cultural products) is encouraged,

.9., buildings, manpover, agri-

This philosophy resulted in a health and nutrition program in which
local leaders work as a liaison between villagers and the project
staff. A working group of local leaders from various castes and
political parties guides the project and responds to the demands

and needs of the people they represent. As such, food and water were
identified as a nost pressing concern within the community. Hence,
‘the felt need for food was translated into the developrent of a nutr{-
tion programme" (Arole and Arole, 1975, p, 76). ‘

Since the use of donated food was deemed inappropriate, villagers
rqganized to dig wells f  amers, who, in turn, donated land for
the production of the food used in the supplenentary feeding aspect
of the CRHP, Likeufso, a village hexlth workor was chosen from within
<0 contunity to supervise faeeding, provide basic health and nutriticn
educatien, collect vital statistics, dohcre visiting and make
referrals  These workers have proved acceptable

well motivated, with Job stasisfact

to the community and

fon befng the malor incentive, The
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villages also provide the buildings for health clinics, volunteers for
preparing food, and any other infrastructure development, like road
construction which allows nobile health teams to visit the village.
Similarly, a small fee is paid for curative health services, which
assists in the provision of other project services such as supplemen-
tary feeding.

some have argued that experiences such as Jamkhed represent the

only long-term solutions and have contended that programs must be
based on self-reliance (Sukhatme, 1980). The Indira Comiunity
Kitchen and Kitketwadi villace programs were provided by Sukhatme

as other examples of innovative, self-motivated feeding programs in
whicn communities were the active participants in making the project
work, rather than passive, even if enthusiastic recipients.

Likewise, H, Y. Butt of the Indo-Dutch Project for Child Velfare
(1979) emphasizes that comaunity involvement in planning and cperating
the proagram is cssential, To encourage such effective participation,
¢ "sharing" of costs by the participants is mandatory. A nominal fee
(50 paise) is charced to families who participate in the program on

a monthly tacis, althouch in-kind payments in arain or the work of a
mother at the creche or balwadi is equally acceptable, It 1s

felt that this approach which eliminates much of the "charity" char-
acter of the prearam, will also have lono-term benefits and not

fostor cependence on external input.

In the Kasa project (Shah, 1975; Shah and Corra, 1976), the necessity
was also recoanized for invelving local pecple in the project, If
not, comprehensicn and appreciation of the objectives of the project
among the villager: would Ye impaired. Therefore, 1t was decided to
hold meatines with rortars of the Pan avals, teachers and local com-

runity leader: to waplain the cbfectivas and functioning of the pro-

grart, QOther & howhich Kasa enliited comrunity fnvolvement wera!
the provision af storage space for the food supplements: giving
unch to worbors Invelved fn delivering treunizations: and asaisting

in tdentif dnt tho Fart«Time Social Horkoars.
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Similarly, the Integrated Child Development Services (ICDS) Pro-
gramme aims at selecting an Anganwadi worker from within the local
comiunity to be the focal point for delivering the integrated
package of health and nutrition services. The ICDS also envisages
that local bodies, voluntary organizations, panchayati-raj institu-
tions and the like should run the Anganwadis (Dayal, 1977).

The Composite Program for Momen and Preschoolers, presently operated
by CARE in tha State of Keraia, involves the feeding of pre-school
children at Balwadis (day-carc centers). It is another laudable
example of involving the community in the feeding program. The Mahila
Samajams (village women's clubs) are given the responsibility for
implementing the program, maintaining the Balwadi, and ensuring that
the building is used for its designated purpcse. Furthermore, the
land on which the Calwadi is constructed must be owned outright by

the Mahila Samajams, and the resources from AID, CAPE, Government of
Yerala as well as the Mahila Samajams all contribute to the effort.
According to CARE, this expanding project has been in operation for
four years, and "has been received with enthusiasm by local people

who have eagerly participated in project implementation by contributing
funds as well as services” (CARE, 1980),

In a slightly gifferent vein, a feedino and health project was
introduced fn Tamil Nadu which emphasized cormunity involivement,
Nutrition education, treatment of commen fliness, immunizations

and feeding for all Grade 111 and some Grade I malnourished individuals
vere provided throuch o Child Care Center, which was also the
residence of the Child Care Yorker. Mothers como to the center

L0 attend cooking demonstrations, assist in food preparation and

the actua’ feeding, DUl mera 1rportant was thit durino the initfation
of the center in the ¢oiitunity, the Panchayat Unlon Commiesioner, the
Chatrman of the Panchiayat Unfon and the President of village
Panchayats qathored to discuss the concept of the profect, 1% was
made explicit that food 15 distributed oniy temporarily, until the
nutritional status of the child has frproved., Filims on =alnutrition

ware alio shewn to cormunity leaders and any of tne villasers who
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were interested in attending, The usual result was that enthusiasm
for the Center was generated by these meetings. Thereafter, the
conmunity made provision for the Center by donating or constructing
a building, Publicity about the Centers was also emphasized through
a variety of visual displays throughout the community (Venkataswamy
and Kabir, 1975).

A similar mode of operation, involvirg Conmunity

Nutrition Workers (CH), is being pianned for a new lorld Bank pro-
Ject, also in Tamil MNadu., A renresentative of the

village will participate in the selection of the CNl. The village
council will alsc be involved in the identification of the nutrition
center, Other ways to encourage cormunity invclvement include perscnal
¢1d mass media contact to introduce the villagers to project objectives
and activities, and encouraging local participation in child weighing,
supplementation and usage of oral rehydration fluids. In addition,

a newsletter will be published designed to motivate the field staff

through public recognition of outstanding performance,

A final interesting example of arousing cormunity interest is sup-
plfed by the Tamil Nadu Nutrition Project (Cantor Associates, 1974),

a take-home dry distribution feeding effort, Following meetings with
Elock Development Officers, Panchayat Presidents in the villages

the Balasevikas (village level health worker) and various other
officials, 3 village mass meetino was held. Music, speeches, dancing,
folk-songs and other entertainment was provided as thn project was
explained through the use of visual afds. The meeting was attended

by more than 507 of the village population, and was chaired by the
Panchayat President, [t {s reported by the study that this proved a
good method to motivate the workers and encourage community fnvolvement,
inthe long run, 1t was partially credited with a monthly narticipation
rate in the proiram that vas double what had been

anticipated,

The provious discussion elucidates different approaches to involving
the comunity fn a supplerentary feeding project, Provision of inputs
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by the community (e.g., buildings, food); training local villagers

to be integrally involved in service delivery who are culturally

and socially sensitive to the people in the community, and patient
with and understanding of the difficulties in changing lccal habits
and customs; contacting comiunity leaders to gain their interest and
insight in project design and implementation; enlisting the assistance
of villagers in the delivery of services; concerted publicity and
public relations efforts to cncourage awareness about the project

and hence increase participation; providing weight charts which

beceme the responsibility of the mothers; and charging small fees

for services rendered, are examples of the methods employed previously,
Undoubtedly, other new and innovative methods to involve the community
in a feeding project can and must be developed, to assure project
success.,

Characteristics of the food delivery system, the responsiveness of the
program to the felt-needs of the community, the level of involvement

of cormunity leaders and menbers in formulating the program and sub-
sequently implementing the scrvices, are amono the considerations

that will affect program success and impact. It is suggested that
fostering good relations with the comwunity and learning from them

what is the best entry point and fmplementation procedure is the optimal
method to facilitite the long-term involvement of the target population,
Oy doing so, self-relfance and a feeling of controlling one's own
destiny can be enhanced,

While an MCH nutrition project using food donated by Title Il or

some other external source will do littie to promote economic and
socfal development fn the cormunity (as did Jamkhed), the MCH feeding
groject can prove an effective way of reducing malnutrition and

Infant mortality, In turn, many would argue that this {rproved health
status will prorote developrent, However, caution rust be exhibited

not to provide food to passive recipients, which can only serve %0
prorote derendency and have deleterious {mpacts on the long-terr
waifare of the cormunity, Rather, a partnership between project
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personnel and project bereficiaries must be developed in which
synchronous objectives and outcomes are identified. Thereafter, a
mutually agreed upon mode of implementation with active community
support and involvement is paramount, Thereby project planners can
rest reasonably assured that at best the project will have a positive
effect on the community's health and nutrition, and, at worse, no
long-term deleterious effects will be manifest.

Evaluation and lutrition Programs

This section of the report will outline threats to the validity of
nutrition evaluation and examine selected impact evaluations of MCH
feeding programs in India. The intent is to review methodologies
employed, their appropriateness and reliability, Since there were

no documents uncovered which related program benefits to program
costs (other than Narangwal and Project Poshak, both of which are
discussed in sectfon H), it is impossible to make any insightful
comments as to the benefit/cost ratio of the various programs,

This 15 especially true given the questionable methodologies employed
to quantify procram impact.3

{n addition, this section of the report will make brief recom-
fendations on the monitoring and evaluation system which will play
3 vital role in the new Integrated Maternal and Child Nutrition
Project. Fundamental principles for evaluating a large-scale opera-
tional project, as opposed to small-scale research activities, will

Ce presented,
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An dtterut was made to provicde Jhe reader with accurate estimates

of program costs. This information, found fn Appendix I, was standardized
a5 much as possible given the inconsistencies and arbiguities 1n the
oresentation of financial data, It will allow for a comparison of food
05ts paer beneficiary, and the proportion of project costs allocated to
food v§. otrer services,
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Evaluating the Impact of MCI! Supplementary Nutrition Proqrams--
Trials and Tribulations

Evaluating the impact of a supplementary nutrition program is con-
ceptually simple: it is a determination of whether, or to what
extent, the nutritional purpose of the program was realized, This
involves the measurement of the change in nutritional status, and
the attribution of that change to the program,

Two major projects are encountered with inpact evaluation:

(1) to what extent are there rival explanations for relating
measured change in nutritional status to the services provided
during the period--that is, how well does the evaluation separate
"background noise" of simultaneous but perhaps exogenous

variables and events, and secular changes, from the project's
fmpact on observed outcome; and (2) to what extent are the

results generalizable to other environments. These factors,
usually labelled threats to internal and external validity, respec-
tively are discussed in detail in the contoxt of evaluating nutri-
tion programs by Sahn and Pestronk (1980) and Drake, Miller and
Humphrey (1280), and in the general evaluation literature by
Campbell and Stanley (1966) and Shortell and Richardson (1978),

In this document, however, some of these threats will only be
outlined briefly below,

a. Threats to internal and external validity of evaluation

The major threats to internal validity are as follows:

o listory Effects represent events such as: (1) physical
phenorena (e.g., earthquakes, reasles outbreak): (2) social
factors (e.g., influence of urbanization on food habits);
(3) econonic factors (e.g., seasonal or yearly fluctuations
in selling price of crops); and (4) nolitical considerations

(e.9.. the instability of 3 government) which transpire
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outside the context of the delivery of project services
and represent major detenrinants of nutritional status.

that the rate of malnutrition within a community will

charge markedly, and in an unpredictable fashion, as the

age distribution of the target group changes, regardless

07 whether or not there was an intervention. Similarly,
variations in the design or delivery of project activities,
once the project is operational, coupled with adaptation in
the ranner in vhich the target group or audience responds to
the project. make it difficuit to attribute changes in nutri-
tional status to specific features of project design,

Testing Effects recoanize that if a test is taken to gather
baseline diata, and then again for follow-up purposes, the

results ¢f the second test might be influenced by the first
test. This may be due to the learning of correct responses,

or anaiety associated with taking a "test."

Instrumentation Effects corcern the propensity for measure-
ment to be inaccurate due to poor maintenance of equipment,
coupled with insutficient quality contral over measurenent,

Intervieuing and transcription techniques.

Regression Artifact Effocts acknowledge that even without
intervention, over a perfod of time some of the Grade 111
malnourished cnildren will naturally recover, or at least

move un 20 Grades II or 1,

Attrition or Addftion Effects recognize that individuals can
antar or drgp out of a project, ;U1nqiﬁj the cormponsition of a
tarces 1 jlation, anad f"“l‘*'.l; Affecring 111 Ayt !','(‘f.';‘

status
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Major threats to external validity included the following:

e Hawthorne and placebo effects represent changes in nutri-
tional status not due to project design or service delivery,

but rather to the presence of an intervention which altered
behavior of the target aroup.

o Multiple intervention interference is a result of previous

or concurrent interventions being applied to the same target
group, which either facilitates or impedes efficacy of the
project being evaluated,

¢ Selection--intervention interactions occur when the control
groups or test groups are unrepresentative of the universe
from which subjects are selected.

o Pretest-Intervention interaction (including "halo" effects)
refer to pratest reasurements which increase or decrease a
subject's responsiveness or sensitivity to the delivery of
project services,

In concert, these threats to internal and external validity
must be considered in assessing the findings of an evaluation
study, as they represent competitive explanations to,and biases
in evaluation outcomes. In addition, internal and external
threats rust be addressed in formulating an evaluation design,
Otherwise, 1t fs 1ikely that cvaluation results will be indeter-
minant and of questionable validity,

[mpact Evaluaticn Methedologies

A varfety of avaluation rethodologies were erployed in MCH
wupplerentary feeding prooracs in India. Exarples of different
approac! used, and corrents: on tkeir appropriatencss, are

presented helew.,
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e Expert Judgement is the nost simple but least reliable
evaluation technique used in the Indian context. It involves
qathering the opinions of experts through interviews,
observing program activities, reviewing existing documen-
tation, and rapidly assessing the magnitude and nature of
the services being delivered to a target group in relation
to the size of the nutrition problem. Specifically, cur-
sorv and prelininary calculations are designed to intimate
uhether the measurenent of impact is precluced by the very
nature of the intervention; or conversely, that the inter-
vention has a reasonable likelihood of a demonstrable impact
on nutritional status if implemented according to design
specifications.

The Community Systems Foundation evaluation of the P.L. 480
Title 11 Prograr in India (lelson, Sahn and Rogers, 1979)
followed this methodology. The nutritional value of the food
ration was calculated, and adjusted to account for th. number
of feeding days and ration dilution through factors such as
Intra=familial siaring and substitution, Results indicated
that the supplerent provided 1,2-12% of the recommended daily
allowance for calories, lowever, the evaluation team asserted
that the lower nurter 15 more realistic, MHence, a measurable
autritional impact was precluded afven the srall {ncrerental
fnerease in fntake, and the advisability of carrying out

further guantitative avaluation was auestioned,

while such an evaluation indicates whether there exists
pozsibility for nutritional irpact, 1t does nothing to measure
185 magnitude, nor the differontial impact on tne various
participants, Clearly the validity and precision 15 poor,
However, this approach has utility as an initial parusal

and preliminary approxination of the situation to determine
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the worth of performing a more comprehensive impact

evaluation.

One-Group Defore-and-After Desiagn, often labelled Pre-test
and Post-test design, is the most frequently used evalua-
tion approach in the Indian literature. Simply, it involves

measuring the nutritional status of the target group at
one point in time (usually at the outset of the interven-
tion). Thereafter, the measurement is repeated at a later
point, The difference in nutritional status would then
supposedly be attributable to the project.

An example of this type of design is the evaluation of

the Integrated Child Health Scheme (Chadha, 1980). Weights
and heights of children were recorded at the outset, as

were prevalence of clinical deficiency signs and 1llness.
After nine months, the same children vere re-examined; changes
in status were assessed. The author concluded that program
participation resulted in a significant irprovement in weight
(according to the Gomez classification) and height-for-weight
status, although no changes in height-for-ace were reported.
A marked decrcase in the incidence of vitamins A and C
deficiency and all 1llnesses except fever and conjunctivitis
also occurred,

A sinilar approach was used in avalbating the fmpact of

the Kasa Project (Shah and Corra, 197€). In this case, the
improverent in welight-for-age was exarined six months and
one year after the intervention. After ¢ix months in the
proaran, 26,65 of tne Gradr [V (below 500 of the fiftieth

s L
g

pevcentile of a standard) and of the Grade [II (51-€03%
of tre fiftieth percontile, malnourished children inprovaed,

After one year, these figures were 710 and 547 respectively,

Likawise, Yankataswamy and Habir (1975) depended on the




93

before-and-after measurement of nutritional status not only

to judge program effectiveness, but also to determine how long
it is necessary to maintain a child in a program. It was
found that after three months of enrollment, the number of
third-deqree malnourished children decreased by 52%, while

the number of first-degree increased fourfold., Prevalence

of night blindncss went from 57 children to four children,
conjunctive xerosis from 588 to 119, and Bitot's Spots from
80 to 28 children in three months,

Unfortunately, the validity and reliability of the results

of one group before-and-after designs are minimal, Attribution
of observed ouicomes to program services is tenuous, since
numerous competing explanations could account for observed
chanaes in nutritional status of the target population.

To amplify, the "background noisc" of simultaneous but
exogenous varfables and events, and secular changes within a
conmunity will fnevitably exert an equal or areater influence
on obterved outcomes than the program services. This problem
falls in the dorain of historical threats to evaluation valid-
ity, discussed above., For example, Venkataswamy and Kabir
(1975) note a bad monsoon curing the perfod that the program
was operatfonal, This could markedly influence evaluation

QuUtLomes,

Haturation effects also plague this evaluation design, To
f1lustrate, Chadha (1980) sugaests that the ICHS Project had
a positive impact on the nutritional status of participants,
nspeciaily those 'children who were 18 to 24 months at enroll-
“ent, Considoring that these children were rercasured after
their tocond birthday, these evaluation findings should come
15 10 surprise since the 12 to 24 month old child who was
recontly weaned, would be rore 1ikely malnourished than the

10 to 3€ ronth old child, In fact, this {ssue of older
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children being better nourished has prompted Drake4 to

propose the concept of the "least-cost intarvention,” in
which noservices are provided and children are simply allowed
to get older. As a result, measurement in the same cohort
indicates improved nutritional status.

Another threat to evaluation validity in the one group
before-and-after design is found in the Kasa project, or
any similar effort that focuses on the most severely mal-
nourished children, In these instances, regression arti-
facts are expected to occur. Likewise, most of the other
internal and external threats discussed previously are not
controlled for with this approach,

Jdon-Equivalent Comparison Groups, whether it be in cross-

sectional or longitudinal studies, is a third methodology.
It involves comparing the effects of a program on a group
that received program services with a matched

control group, selected to be characteristically similar.
The greater the ability to match the two groups, the
greater the confidence which can be placed cn the results
of the evaluation design,

[t 15 important to distinguish this approach from an experi-
mental design (to be discussed later) in which participants
and non-participants are selected at random. In addition, a
distinction must be made between those comparison group
evaluations that are cross-sectional, collecting data at

one point in tine, and those that are longitudinal, tracing
and comparing the changes of comparison groups over time.

An example of the cross-sectional corparison group design
15 the recent evaluation of the SHP (Sastry et al., 1980a).
The lack of baseline data or the boneficiaries precluded

A S W w8 . - i R e e e R R R R i L e e e L ———

Parsonal communication with ¥i1l4am 0. Orake, Conmunity Systems
Foundation,
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making comparisons of their present status with that of
an earlier point in time. Therefore, the methodology
“adopted was to make comparisons between two groups: one
that was coverad by the 5rogram. and one that was not,
The two aroups chosen lived in the same area. Among the
problems encountercd was the realization that the controls,
often siblings of the experimental group or former partici-
pants, did not represent an appropriate comparison group,
Hence, statistics collected by HNMB in the region of the
program were alsv employad as a centrol,

The Gomez classification was chosen tc quantify cnanges in
arade of malnutrition, in addition to prevalence of clinical
signs being used to assess impact. Findings included

that: (1) there was a significantly lower prevalence of
clinical deficiency sians in beneficiaries than the NHM

aroup; and that (2) weight according to thefomez classification
was arcater for the beneficiaries than non-beneficiaries and
NNME aroup.

The authaors remained apprehensive about these findings
tecause of the weakness of the coatrols. As a result, a
follow=up study in the urban slums of Bangalore was initiated
(Sastry et al,, 1980b). Children in seven feeding centers
were compared with children from sluhs qithout the SNP. The
groups were natched on the basis of occupation of head of
household, age, location and size of the slum. Information
was collected fn a cross-sectional survey, Results of
weight-for-age data, clinical assessments and dietary data
all indicated improverent in the nutritional status of the
population,

Another impact study of the SHP {in tribal areas of Andhra
Pradesh (Rao et al,, 1975), usinc the sare non-equivalant.
comparison group, also yielded positive results; while an
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ANP evaluation fo116wing the same methodology generally
found no program impact (Rao, 1975).

Once again, however, caution in interpreting these results
is demanded, First, it takes a great leap of faith to
believe that the nutritional status in the communities

were identical befcre the program began. Furthermore,

the history and maturation effects have inevitably affected
fhe experimental and controi groups differently. Therefore,
without baseline data to substantiate the similarity of
experimental and control groups, and the nature of events
which have intervened subsequently, it is presumptuous to
consider the villages adequately matched, Likewise, the

use of survey data, such as that collected on a regional basis

by 1MB is equally inappropriate for similar reasons.

In an attempt to improve upon the use of before-and-after
comparisons as described above in the Kasa and ICHS projects,
and the cross-sectional matched control approach used for

the SNP and ANP studies, other evaluations have combined

these two techniques. In this case longitudinal data are
collected on a matched experimental group and a control group.
ot only is there an attempt to match the two groups at the
outset, but a comparison of the change in status of the

groups, before and after the intervention, is used to determine
project impact. :

The Evaluation of the Indo-Dutch Rural Creche (Devi and
Pushparma, 1978) utilized this approach., Weight, height,
head circunference, chest circumference and mid-arm circum-
ference were measured on the program participants and a con-
trol group from another viliage, Children were selected
from the same socioeconomic groups, In addition, data on
clinical sign: of nutritional deficiencies, dietary intake
and prevalence on non-nutritional disorders were collected.
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Results indicated 'a positive impact of the program on
weight, height, mid-arm circumference, prevalence of dietary

- deficiencies and nutrient intake.

While this approach is more reliable than those mentioned
previously, there remains an additional threat to validity
as of yet not discussed: that is the problem of participation

bias, which falls in the domain of selection-intervention
interactions mentioned earlier. Although it is feasibla

to match villaces on the basis of demographic and other
important variables, it must be recalled that there is a
motivational and selectivity factor in the decision to enroll
in the program. If the participants are self-selected or
selected for some distinguishing characteristics by program
functionaries, it is erroncous to believe that a control
group from another village will have the same characteristics
or represent an identical stratum of the population.

In addition, one must always be aware that even when changes
of nutritional status do occur, that it is not valid to
assume that these changes are due to tangible or visible
aspects of the intervention. For example, the awareness of
treatment groups that they are participating in an experi-
ment may cause them to alter their behavior in a way as to
facilitate impact (the "Hawthorne Gffect"). While true
changes in the population may have occurred, they may in
fact be a result of factors unrelated to the nature and con-
tent of the services provided,

cxperimental Desian is another evaluative meth-

odology exemplified by the longitudinal investiga-

tions in Project Poshak, Most important was that

feeding and non-feeding villages were selected on a

random basis, The use of randomization markedly reduces the
possibility of bias in the selection of experimental and control
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groups, which characterized the Indo-Dutch evaluation.

The &xperiﬁenta] design approach is acknowledged to provide
the most accurate and reliabie information on the impac:

of a nutrition project. It controls for most of the threats
to evaluation validity., [t is reasonable to assume that

the treatnent and control groups are similar in most
characteristics, other than the delivery of services ascoci-
ated with the project. The effects of contounding variables
and rival explanations for observed effects are minimized.
As such 1t is a most reliable and unbiased evaluative

research design,

In Poshak, once again weight-for-age was the measure used
to assess impact. And as could be predicted, the authors
conclude that thern was significant evidence of improved

nutritional status in the cxperirental aroup.

In this study, however, as in all *“hose npreviously cited,
questions can be raised as to the validity of the conclusions
which are drawn from the data, regurdless of the soundness

of tue methodolegy used to collect the date. Theretore, it

15 worth scrutinizing the arbitrary nature of the analysis

of project Poshek in an illustrative vein, since it represaents
the most valid and carefully planned evaluation design
reviewed. It nust be kept in mind that the criticisms below

could be applied to almost every evaluation examined.

The autnors of Poshak based their conclusion of nutritional
impact on the data presented in Tables 10 and 11, which
follow.

Concerning Table 10, the authors assert that "it is evident
that the oxoerimental or intervened qroup of children

demonstrates a clear growth benc it gver their contro)
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Weight Comperiseon o7 Exoerimental and Centro)
Groups of Chiluren by & Parcentile Ciessification

(Extensive Phase)

rercentile

classes of Control cxperimental Group
weichts of ,group PID SHC ‘
conzrol group (N=73) (n=223) (N =224
- i -
| ' |
20th and helow 15 (20.5) | 34 (18.9) ! 45 (16.4)
i \
i 21st - 40th 15 (20.5) ; 96 (21.6) ! €0 (24.5
t 41st - 80th 15 (20.5) |90 (20.3) 42 (17.6)
!
| €152 and avove | 28 (36.5) ; 174 (39.2) ; 101 (41.4)
] {

| denotes sempie siz

w

Fiauras in oarentheses indicate percentages,

Scurce: Goraldas et al., rroject pozihok
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Table 11

Comparison of iean Final ‘leights of Exporinental
~ (Having Collected GO Per Cent and Above of
Targeted ‘Take-Home' Food)
and Control Groups

(Extensive Phase)

Age in months Control Group Experimental Group
Initial stage of Final stage of Mean wt. Mean wt.
Intervention intervention in kq. S.0. in kg, £.D.
- ! : e I !
| 6-11 . 1s-23 3.0 1as(ie) ) 214120 (62)
|
12-23 24-35 9.17 :1 24(32) 1 10.71+ l0.54 {(1190)
24-36 3 and 1.0 Doz [ 1z.eee loes (173
|
above | | '

* Significantly differant from control greup (p > 0.05),

Ficures in carentheses denote sanple sizes.

Source: Gooaldas et al., Project Pcshak
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counterparts.” In reality, that conclusion is tenuous
wnen you consider that 59, 59,5 and 595 of the contro’
qroup, the PNC experimental grout and SHC experimental
group, respectively, are above the forty-first percentile
weight-for-age, That hardly sccms like a clear demonstra-
tion of impact.

From Table 11, the authors once again claim that the experi-
mental groups faired better than the controls. However, this
finding has been disputed elsewhere (Singer, 1978), because
although the mean weights are higher for the experimental
groups, the stendard deviations are all high. Therefore, when
subjected to a T-test (a standard statistical test for
significance), the difference bctween the means are not
sfonificant at the five-percent level,

fven 1f an analysis did find a significant difference through
some other statistical test, a policy maker would be hard
pressed to justify the cxpenditure of funds on such small
differences in outcome, In fact, if the mean weights

were plotted according to the Gomez scale, the differences
between the control population and the experimental group

are so <mall that both groups would remain classified as
second-degree malnourished., Furthennore, it must be remer-
bered that all the children who wern enrolled in the program,
but had a low rate of participation, were excluded from the
analysis., Therefore, il the entire experirental population
was included, the differences between them and the controls
would probably be even smaller.

And finally, it is noted that in- and out-migration was sub-
stantial in the communities examined, These attrition and
addition effects in the experimental and control qroups can
represent a major threat to the validity of an evaluation,
if they are not equil in both viilages. For exanple, if
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people tended to drop out of the feeding program (or had
low participation) because of illness, chances are that

~ the results would be biased toward the program showing
an. impact, Conversely, "if healthy children dropped out
of the program because their nutritional status had
improved and their parents no longer felt compelled to
participate, the evaluation may indicate no impact, when
in fact it was considerable,

So once again, despite the fact that Poshak represents a
well designed, carefully controlled experiment, the subjec-
tive interpretation of the data has led the authors to
reach conclusions which are difficult to support.

A few of the many possible designs for evaluating supplemen-
tary feeding programs have been described above. Other
methodologies such as using multivariate statistical models
(i.e., regression analysis) which serve as techniques for
establishing statistical controls, or the recurrent institu-
tional design in which the duration of involvement and/or the
intensity of participation is used to formulate subsets of
the population which are subsequently compared for program
impact, have also been employed in evaluating feeaing pro-
grams. However, these methodologies are subject to many of
the threats to evaluation validity, which provide competitive
explanations for program outcomes and make it difficult to
generalize the findings of an evaluation to other settings.

[t is, therefore, important to recognize the trade-offs

which exist in selecting an evaluation design between:

(1) the complexity and costs--that is, the level of skills

and rigor; and (2) the accuracy of the evaluation results--
accuracy being defined as the ability to determine the changes

in nutritional status which can be attributed to the intervention.
The task of selecting a design for the determination of inpact can
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therefore be conceptualized as an attempt to minimize the
former concern of complexity and costs while maximizing
the latter concern for the quality of the evaluation,

The use of randomization to determine experimental and con-
trol groups in a longitudinai study is the preferable
evaluation design, with the use of well-matched treatment

and control groups a close second. However, these techniques
are only aporopriate for research projects such as harangwal
and Project Poshak; their expense and moral and social unac-
ceptability preclude them from widespread application. It
would be unconscionable to withhcld a service from a control
popuiation, or try to detemine impact of a large-scale oper-
ational project at the cost of exluding ncedy individuals from
a projiect.

Unfortunately, the range of alternatives are riddled with 1iabil-
ities and methodological problems. Thus a redefining of evalu-
ation is needed in the context of operational projects. Some
suggests toward that end will follow a brief discussion of

how the arbitrary nature of analyzing nutrition data further

adds to the difficulties of determininy project impact.

Selecticn of Measures and Analysis of Data

’
Two major problems are encountered in analyzing program
impact: (1) selecting measures of nutritional status; and
(2) interpreting data in terms of existina standards. These
issues, discussed in yreater detail by Sahn and Pestronk
(198C), however, do nerit brief comment.

First, Habicht (19€0) points out that measures of nutritional
status have varying utility over a range of types of malnu-
trition (e.qg., chronic vs. acute); and that recardless of

the neasures selected, sensitivity varies as 2 function of
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prevalence of malnutriticn in the target group. Siailarly,
Martorelil, Klein and Delaado (1980) discuss how certain
Jneasures are rore appropriate for evaluatior s*tudies than
others. So while this is not the forum to discuss -calect-
ing nutriticn status measures, rewders should e aware that

choices thereecf wil) effect evaluation outcomes.

Second, selecting standards and cut-off points for the
designatad reasures will influence evaluation results.

Fer exarple, Drake, Miller and Bumphirey (1980) analyze
weight-for-age data using two stendards widely employed

in India (Farvard and Gorez). In addition, twe sets of
cut-ofr points are designated (i.c., in the first, below
905, 805 and 707 and in the <econd, below 855, 757, and 60
of the rean ot the standerd, vecrewent first-. second-, and
third-degree malnutrition, respectively). By varying the
above parareters, the rance of norral children is 33.2% to
66.0", while the percontaca of Grade 111 malaourishrent

ranges Tromn .77 to .75 (see Teble 12).

suggectiens on Fvaluation

In the nrevious discucsion of evaluation methodologies, it has

been snown that there are rurerous factors which make the validity
of evaluation outcnimes suspect,  Loth methodological problers n
the collection of dita and the subjective prbcess of data analysis
were illustrated, It was also asserted that contro'l:d experiments
in Jarce-scale operational projects are not only difficult, but
inappropriate, Therefore. 1 new approach to evaluation is

recessitated.

Since the design and scope of the new Integrated Maternal and
Child Health Project has yet to be delincated, it is impossible
to make specific reconmendations.  However, sone fundamental

considerations ir designing the evaluation component are as follows:
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Table 12

Identical Weight-for-Age Data with Different

Standards and Cut-off Pointe

Classificaticn (%)
Humber

Percent of Total

Classification (%)
Humber

Pr:rcent of Total

Classitication ()
Number

Percent of Tota)

Classification (%)
Humber

Percent of Tota)

From:

Grade 11 Trade 11
30-CC £1-75
6 )
.7 10.3
30-60 61-75
10 170
1.2 20.5
30-€3 70-76
34 134
4.1 1€.2
30-69 70-79
72 224
.7 27

Drake, Miller and Humpkrey, 198

Grade !

76-5

76-85
176
33.3

£0-89
223
28.2

20-89
257
1.0

Hlormal

86+

44.9

90+
426

275
33.2

Total

827

828

827

828
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e An evaluation of a 1aﬁge-sca!e supplementary feeding program
is not the appropriate forum for research and experimentation;
research being defined as the formulation and testing of
underlying scientific principles, with the goal of gaining
generalizable knowledge into the physiological, environmental
and social phenomena which constrain or facilitate improved
nutritional status. Rather, it is expected that prior to
initiating a project with a large expenditure of funds, that
the underlyiry scientific principles have already been sub-
stantiated, If this is not the case, then small-scale research
projects must first be undertaken,

Once the scientific basis for a project exists, it is valid
to assume that if the service is deliverad, the intended out-
come will result, Therefore, it is not necessary to set up
large-scale impact evaluations. [Instead, emphasis is to be
placed on project monitorina and assuring the delivery of
services.

To illustrate, it 15 no longer a point of contention that a

300 calorie increment will improve the nutritional status of

a child suffering from protein calorie malnutrition. It is,
however, questionable whether a supplementary feeding project

can effectuate that incremental increase in intake. Therefore,
it is logical that project evaluation and monitoring should
explore the unknown--whether or not it {5 operationally feasible
to deliver the service to the child. If so, an impact {s assured
and the program will inevitably achieve {ts purpose. If not,
impact 15 precluded,

Traditionally, the nutritional status of the child has been
considered the primary variable to be examined fn an evaluation,
Hovever, even {f an indicator such as weight-for-age suggests
that there has been an improvement in the nutritional status of
the individual, it is virtually frpossible to attribute that
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observation to the program, The innumerable factors that
affect nutritional status and the difficulty of controlling
for the array of confounding variables makes impact evaluation
difficult, Therefore, the process of service delivery must be
substantiated, as a prerequisite t» concluding anything about
the achfevement of project purposes,

In setting up 3 project evaluvation, enphasiz can be placed

on one of two concerns, The first is an evaluation design

which concentrates on measuring the desree of success or failure
of the project., The secend approach hos as its point of departure
facilitating the achievement of the project goals: careful project
monitoring and the colliection of procass data, followed by its
utilization in a formative fashion to fmprove the chances of
purpose and goal achfevement 15 the focal point for such an
effort, Although impact data may be collected and used in a
formative evaluation, it is not the overriding concern. Rather,
understanding and monitoring project activities and outcormes

to assure improvement {5 stressed,

This emphasis on an evaluation strateay which prevides for
constant adjustments in preject services and delivery system,

s based on the fact that 1t i¢ cetremely difficult to know in
advance what will be the optimal fntervention strateqy, Instead,
it 1s wise to articulate & gencia! plan of {mplementation which
utilizes evaluation findings to modify and shape the project

into fts most efficacious form, The utflity of this approach

15 especially extant In o comrunmity=lave! intervention where
changes in the environment and needs of the population demand

2 commensurate response of the project,

If one accopts the notion of formative evaluation as being of
primary foportance, 1t follows that the involvemant of local
project personnel fn evaluation design and data collection

and analysis {5 paramount, First, it I5 only people working at
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the implementation level®'that can accurately interpret the
findings of data collected, as the ambiguities of analysis

can anly be suggestive of outcomes, but not a definitive
statement of project effects. . Furthermore, in order to encourage
the accurate collection of data at the village level, without
incurring major expenses, it is necessary to rely on local
project personnel. Unless they sense a purpose and benefit

of this effort, chances are that it will receive low priority

and be done poorly or not at all.

It is therefore reconmended that at the outset a theoretical model
be developed wnich depicts the key elements of the delivery of
project services and how they are intended to impact on the

food and nutrition system in the cormunity. This will indicate
the essential variables to be measured by a monitoring and
evaluation systen.

This procedure may be conceptudalized as a systematic detailing
of the casual progression of events outlined in the logical
framework of the project. Since the logframe represents a
hierarchy of events, beginning with the provision of inputs anc
ending with the achievement of goals, it is only logical that
the evaluation system be designed to substantiate intended
outcomes throughout the system.

Finally, as suggested by Drake, Miller and Humphrey (1980), infor-
mation collected by the monitoring and evaluation system should
therearter be processed rapid'y, preferably in a location proxi=-
mate to the project, Process and impact data should be shared
with project manacers and implementors to help improve their
performance and delivery system, Simultaneously. possible
explanations for observed impact should be formulated by the
analyst, and revieved with field staff in an attempt to isolate
which of the many competing explanations vere responsible for
observed outcomes,




ITI. 'CONCLUSIOHS

In this review, fundamental considerations for the design of MCH sup-
plementary feeding projects have been discussed. Yhile a wide range

of projects has been identified, two important considerations are rarely
addressed which will inevitably affect the outcome of the Integrated
Maternal and Child Nutrition Project.

First, it is paramount that there be a congruence at all levels concern-

ing project purposes and goals. As has been remarked elsewhere, P.L. 480
Title Il serves many constitutencies and likewise an MCH feeding project

can incorporate an array of o' jectives.

According to AID's present Project Implementation Document, the purpose
of the Integrated Maternal and Child Nutrition Project is to improve
nutritional status with the goal of reducing infant mortality. This
demands that project resources be funnelled to the small fraction of
the population most at risk. The target group therefore represents

thc.e individuals whose life is most imminently threatened.

It should be recognized that this approach may contrast with a project
whose purpose may be similar, but whose goals are, for example, human
resource and comaunity development. In that case, a strong argument
could be made for cultivating the health and welfare of those vomen and
children who are mildly malnourished, for which a feeding program in a
child-care center or other cornunity based institutioh could alter their
status and improve their quality of life,

Although the above distinction may scem tenuous, it must be recognized

that targeting to children on the precipice of death, versus those whose
survival is likely and for which feeding and its related activities
represent an enrichment in their lives, are philosophically very different
approaches. In the former case, sore have asserted that the severely mal-
nourished children are caught up in a cycle of marginal improvement followed
Ly a return to their dismal state. It 1s arqued that this is inevitable
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unless the social, economic and political constraints to improved health-
care are overcome. Despite the strength of that position, the contrary
contention thagthere isamoral imperative of saving lives, is equally

convincing,

This Project has selected the path of reducing mortality, and thus this
review has taken that perspective in critica]1y assessing similar pre-
vious endeavors and making recommendations for future project design,
It is emphasized that should the orientation of the Project change, so
would the nature of the recommendations herein.

The second concluding remark involves the transferring of project plans

to an operationally viable project. This document has dealt with

project design considerations and falls under the auspices of a project
planning activity. Similarly, almost all reports reviewed were planning
and evaluation documents, discussing how the project was conceived and
how it performed. It is obvious that much get lost in translating

plans into projects, as the process of implementation, not design, repre-
sents the major obstacle to a project achieving stated purposes and goals.

The lack of skilled project management in the field setting is the pain-
fully obvious difference between those projects that succeed, and those
that fail. Some have said that a project demands a "saint" such as a

P. M. Shah in Kasa, Venkataswamy in Madurai or Arole in Jamkhed in order
to be successful; hence the failure of larace-scale operational projects.
It is felt that "saintliness” is not the pre-einent ingredient of success,
but rather good management over the entire process of implementation.
Fundamentally, the need to assure that project inputs result in project
outputs is a formidable job. A management capability from the highest
levels of project operations in Delhi, down to the level of the village
health worker is paramcunt.

It is therefore recomuended that a reallocation of time and resource
from the "sexy" job of planning to the "drudgery" of implementation be

realized. The close consultation with institutions such as the Institute
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of Management in Ahmedabad and MiPCCD in Delhi is suggested.

Funda-
nentally, there is no shortage of desian schemes.

However, making
plans realistic to implement, and finding the expertise to manage
that process, is the major censtraint which must be overcome in the
new Integrated Maternal and Child futrition Project.
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APPENDIX

PROGRAM _ COSTS

COST ANALYSTIS

I'Food Per 7% Expenditure
Beneficiary Other Expenditures on food

% on other
expenditures

Total Cost
per beneficiary

PUNJAB NUTRITION FIRST YEAR
DEVELOPMENT PROJECT
PUNJAB -NIL- Rs.19,250/project 0

(nc feeding) per year

(Govt. of Puniab, 1974)
SECOND YEAR

N/A Rs.50,548/project 42,6
per year
THIRD YEAR
N/A Rs.51,240/project 59.5
per year

FOURTH _YEAR

N/A Ks.60,242/project 68.5
per year
FIFTH YEAR
N/A Rs.46,059/project 79.1
per year
SPECIAL NUTRITION Rs.0.18 per Rs.0.055/child 76.6
PROGRAMME child per day per day

(NATH, et al.,1978)
Rs.0.25 per
pregnant woman
per day.

100

57.4

31.5

b

=
>

N.A.

Rs.0.235 per
child per day

oLl
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—
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PROJECT POSHAK
(Gopaldas, 1975)

(A) EXPLORATORY PHASE

(B) EXTLNSIVE PHASE

(1) PRIMARY NEALTH
CENTRE

{2) SECONDARY HEALTH

COST

ANALYSTIS

CENTRE

{CY INTENSTVE PHASE
() "TAKE-HOME"EXPE-
RIMENT

{2) SUPERVISED FEED-
ING

Food Por Other Expenditures 7 Expenditure % on cther Total Cost
benctficiary cn food vxpuenditures per beneficlary
Rs.0.238/day Rs.0.327/child per 42,1 57.9 Rs.207.55:child
day per vear
Rs.120.47/child per Rs.0.565per child
vear per day
Rs.0.238/day Rs.0.061/child per 79.1 20.9 Rs.110.06 per child
day ‘ per year
Rs.22.98/child per Rs.0.301 per child
year per day
Rs.0.238/day Rs.0.073/child per 76.1 23.9 Ps.114.46 per child «
day per year
Rs.27.38/child per Rs.0.313 per child
year per day
Rs.0.238/day Rs.0.330/child per 41.9 58.1 Rs.207.55 per child
. day per year
Rs.120.47/child per Rs.0.568/per child
year per day
Rs.0.317/day Rs.0.658/child per 35.4 64.6 Rs.327.28 per child

day
Rs.240.20/child per
year

pers year
Rs.0.896/per child
per day



COS T ANALYSTIS

Food Per Other Expenditures 7 Expenditure % on other Total Cost
beneficiary on food expenditures per beneficiary
IV. CRS Rs.0.456/day Rs.0.050 per benec- 89.0 11.0 Rs.0.512/day
(CRS, 1980) ficiaries per day
Rs. 15,120,000 per .
project per year )
V. INDO-DUTCH PROJECT FOR Rs.0.50/day Rs.0.135 per bene-  78.7 21.3 Rs.0.635/day
CHIID WELFARE ficiary per day
(Devi & Pushparmma, 1978)
vi. 1ICDhS
(vayal, 1977)
(1) RURAL® Normal bene- Rs.424,800/project  65.9 34.1 N.A.
ficiary per year -
Rs.0.25/day
Severcly***
mal-nourished
beneficiary
Rs.0.60/day
(2) TRIBAL™ Normal bene- Rs.244,900/project  68.7 31.3 N.A.
riciary per vear
Rs.0.25/day

Severely mal-
nourished be-

neficiary
Rs.0,60/day
= The cost is calculated for 1,00,000 population with following demographic characteristics -
No. of children=17%(i.e.17,000)0f the total pop. of which 407(i.e.6,800)would be covered by feeding component,
No. of pregnant women & nursing mothers= 77(i.e.7,000)of ...... which 40%(i.e.2,800)would ..........component.

= Tlie cost is calculated for 35,000 popuiation with following demographic characteristics -
No. of children=17%(1.e.5,959)0f the tot2l pop. of which 75%(i.e.2,100)would be covered by feeding component.
No. of pregnant women & nursing wmwothers=77%(2,400)of.......vhich 75%(i.e.1,835) would........ «.... CcOmponent.

R No. of severely malnourished children = 107 of the total no. of children and women identified as malnourished.

vl



COST ANALYSTIS

GlL1

Food Per Otlr Expenditurcs 7 Expenditure 7. on other Total Cost
beneficiary on food expenditures per beneficiary
\,II. CHIID CIXRE :;UTRITIO“ Rs.0.75/day For rhc pcriod t&/:!‘/7.l' o 31/5/75
CENTRE
(Venkitaswamy & Kabir, Rs. Z2,9%%8/nroject 56,0 44,0
1975)
- N R R
VITI.NUTRITTON! PROJECT INM First Year
TAM i, NADT -
R Rs.0.15 per® Rs.9,227,556/project 1.3 98.7
(World Bank, 1930) child(under per year
2 yrs)per day
_Second Year wx
Rs.0.30 per
child(2-3yrs)
per day Rs.11,243,879/project 19.0 81.0
Rs.0.30 per per year
woran bLene-
ficiary per
day .
- Third Year *
Rs.27,310,912/project 24,2 75.8
per year
Fourth Year w*
Rs.39,196,691/project 27.8 72.2
per year e
Fifth Year
Rs.40,184,025/project 36.5 63.5
per year
= The usual ration was 40 gms for children under 2 yrs. of age; 80 zms for children aged 2-3yrs and for pregnant

women, severely malnourished children( 107 of beneficiaries)received double rations.

% These datas are oaly for the expenditure incurred on nutrition delivery component.



cosT ANALYSTIS

;Food Per Other Expenditures 7% Expenditure 7. on other Total Cost
, buneficiary on food expenditures per beneficiary
VIITI. (cont.) FOR FULL FIVE YEARS™
Rs.133,679,283 for 27.5 72.5 Rs.24.864™F

projeccs per 5 yrs.

per village
child per annum

d ek
Rs.31.50
per pregnant
lactating woman

IX. THE KASA MCHN PROJ<CT Rs.0.25/day Rs.238,538/project 21.8 78.2
(Shah, 1977) per annum

Rs.5.4'1 per
year

These datas are only for the expenditure incurred on nutrition delivery component.

Bl These figures include even those children and women of the population covered by the project who do

not receive supplementary “ood.

SLL
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