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ABSTRACT

In 1976 CARE evaluated its preschool take-home feeding programs
in Colombia, the Dominican Republic, and Pakistan, and its on-
site feeding programs for preschoolers in Tamil Nadu, India

and Costa Rica. These surveys were conducted as Phase II of

a three phase project CAPE is conducting to study its preschool
autrition program worldwide. The purpose of this ongoing AID-
funded review is to identify essential factors for high nutrition
impact feeding programs for preschool children in specific en-
vironments, and to develop guidelines for use in CARE's preschool
feeding programs.

A consistent method of data collection was followed in all five
countries. !others of participants and non-participants were
interviewed, and weight, height and arm circumference measure-
ments were taken on one of their children from 1-5 vears old.
Participant and non-participant groups were generally well
matched on socioeconomic characteristics and, therefore, the
nutritional status of the two groups could be compared to assess
program impact, except in Costa Rica where the non-participants
were considerably advantaged economically. utritional status
improvement in program beneficiaries was also measured by com-
paring nutritional status of newcomers in the program to that

of longtime participants. Total dietary intake and ration con-
sumption were collected by the 24-hour recall method on a sub-
sample of program beneficiaries in their homes. Center adminis-
trators were also interviewed and cost data collected consistencly
on all programs.

The major factors found to be associated with higher nutritional
impact were: A higher rate of malnutrition among newcomers to

the program and a higher percent of program centers reaching a
group with malnutrition rates equal to or greater than those of
non-participants; fewer working mothers; higher percent of mothers
introducing solid foods to their children by six months of age;
smaller families with fewer people sharing the ration in take-
home feeding; more frequent ration consumption; more nutritionally
adequate diets; less serious illness in the past vear, and higher
nutrition knowledge among mothers about the cause and treatment

of malnutrition.

Program design hypotheses have been formulated based on the Ffactors
found to be associated with nutritional impact. The hvpotheses and
program modification suggested by the findings of this report will

be tested as pilot projects in Phase I1I of this grant. These
modifications include: 1) Recruitment and emphasis on 0-3 year olé
children, malnourished preschoolers of all ages, and mothers of child-
Learipg acz, 2) Increasad caloric intake of rreschcclars :through -re-
viding larger rations and commodities with hicher caloric dersity,



3) Provision of protected water, health services, and nutrition
and health educatlion including training of project staff, and
4) DMonitoring the nutritional impact of the progran,

xiii



I. INTRODUCTION

In July, 1975, CARE commenced a three phase project to study
its preschool nutrition programs worldwide. The purpose of this
ongoing AID-funded review is to identify essential factors for
high nutrition impact feeding programs for preschool children in
specific environments, and to develop guidelines for use in CARE's
preschool feeding programs. In Phase I of the project, descriptions
of all CARE preschool nutrition programs in eighteen countries
were summarized and classified. Based on this classification,
five countries, which represented the major tymes of CARE preschool
nutrition programming, were chosen for evaluation surveys as
Phase II of the project. The findings of the five country surveys
have Lkeen used to formulate high impact program design hypotheses
to be tested in pilot projects in Phase III.

The following is the Final Report for Phase II. The results
of the five country evaluation surveys will Le presented as well
as a preliminary description of hypotheses for enhancing nutritional
impact to be tested through pilot projects.

Supplementary feeding is CARE's major activity in preschool
nutrition programming. The Phase I classification of CMARE pre-
school feeding programs worldwide identified two major types of
programs and five countries were chosen for evaluation which
represented these two types as follovs:

Tvpe 1 On-Site feedirg six days per week, utilizing PL4§0
Title II Commodities and indigenous foods, free of
charge to beneficiaries, representing 68% cf CZRE's
programming worldwide or 32% when India is excluded.
Countries chosen for evaluation:

Costa Rica
India (Tamil :adu)

Type 2 Take-home feeding representing 32% of CARE's pro-
gramming worldwide or 63% when India is excluded.

Countries chosen for evaluation:

Colomkia - PL430 foods plus indigenous foods dis-
tributed twice a month in dry form with a charge to
beneficiaries.

Dominican Repuklic - Only PL480 foods distrikuted in
liguid form six days per week or in drv form periodi-
cally with a charge to keneficiaries.

Pakistan - PL480 focds distrikuted in dry form twice
a month or monthly, free of charge to teneficiaries.

All five programs chosen for evaluation had gererallv efficient
delivery systems in which food reached the feeding centers at least
nine months out of an intended twelve.

-1~



All five programs distributad foods primarily throuch health
posts or feeding centers and provicded some nutrition education
and limited health services to some of the keneficiaries.

Mone of the five programs were targeted to only the malnourished,
but did service the economicallv needv. Complete descrlptlons
nf all comronents of the “ive programs, are presented in the
results section of this revort. All five evaluation surveys
were conducted from March through November 1976.

The findings reported here represent CARE's experience
with its cown preschool feeding programs, and are not being
proffered as universally applicable guldellnes for other pro-
viders of supplementary feeding services.



II. METHODS AND MATERIALS

Data in all five countries were collected in a consistant and
comparable manner using the same method and tvpe of equiprment
for each of the surveys. The survey work was directed bv CARE's

Mutrition Advisor in all five countrias to assure consistencv.

An average ol five weeks was spent in eacn country and this was
found to be sufficient time for completing all tasks. Information
was collected -on program participants and non-participants through
questionnaires,center records and anthropometric measurements.

The cost, history and delivery system of each program were also
studied, The study lncorporated various aspects of evaluation
methodologies previously dexe%oped by Cheechl and Company,

and MIT/Harvard University.=~

Questionnaires

Four questionnaires were designed for each survey: one

for mothers in the random sample survey of program and non-

program conmparison sltes; one for the in-depth survey of a

subsample of program mothers; one for the feeding center administrators,
and one for community officials (see sample questionnaires attached)

All questionnalres were translated and modified appropriately for

each country after pre-testing. 2Questionnairss were pre-z:721 to
faeclllitase c-mputer rnrocecsins 2L the data and were printed in

each country. Coding instructions were prepared for tne

interviewers and code guides showing data format were printed for use du:
ing data analysis in New York. Other materials prepared for the
surveyors werse a table for converting local money to U.S.

dollars, a table for calculating the current age in months of the

child from birthdate informatlion, a chart showing the Western

months corresponding to the Islamic and Hindu lunar months for
calculating age (Pakistan and Tamil Nadu, India), a classification

of castes for Indlaz, and a metric conversion tavle for previﬂus
measuremencs. Age of dentition was 2lso used to assess age.

The community questionnailres, designed primarily to collect
demograrhic data at the site level were found to be of little
use because of the non-existence of data of thls nature at the
comnmunity level.

Sampling

In consultatlon with the project statistician it was determined
that twenty feeding centers per country, randomly selected with



Stratification for various countervarts and geographic
varliations, would provide a suitable sample size for general-
1zing about the program nationwide, and for detecting
differences between centers at a level of P= ,03. Twenty
centers were evaluated in Colombia, the Dominican Revublic and
Pakistan; twenty two in Costa Rica, and thirty-one in Tamil
Nadu. The number was increased to thirty-one in Tamil Nadu
because of the larcer size of the orocrar and small enrcllrent
at 2ach ceater. The randem samiple cof Zeadinc centars --as
crawn once the tearn arrived in each countrv,

it each sampled center 7ifnv mochars n7 n-aechool particirants

were rancdomly selected on a first-ccme,first-serve lLasis for inter-
views and one of their preschool children from 1-5 vears old vas
measured. The sample vas limited to ore chilé from each farily

to allow tie greatest variation in characteristics of particinants.
There vere approximately equal proportions of amle and female
chilcdren in the sarple. In India due to srall enrollrents a nair
of centers in the same hlcch vere samgled tccether and tventv-five
children from each tvere measured to provide a per site tctal of
£ifty children.

la 0f Ziftwv mothers and children whc had never martl
in a feeding proéram were Jrawn Irorm 2ach ~rograr comrmunit
a nearby community with similar characteristics to serve a
cormparison croup. Thaesa mothers were intervieved in the same
manner as srocran rmotihers and one of their 1 3 year old chllcgen
reasurad. DSasic characteristics used for matching precram and
comparison sites were: total popnulation of the co;munlty,
racgraphic nrowimity and similaritv, major occcunation, access

Eo Seaith ficilities andé water sunnlv, and incore leva;. ?ne
comparison site was matched to more than one srcoeran site 1€
characteristics were similar arong the sites.

Incentives includinc candy, ccokinc oil, aluminur bow}s, anf Pacu
spaghetti sauce were used to attract the mothers to'tne centcar

te

3
for interviers.

*»1]1 centers were notified in acdvance to have rothers read? ?or the
survev on the scheduled day. In ceneral, rothers vere waltlgg
waen Ehe tear arrived. However, 1Z an insufficient nugber of
mothers and children were present, the survevors went coor to

door and conductad interviers and reasuremonts in the Lores.



The names of the program sites evaluated in each country are

as follows:

COLCHMBIA

Buenavista
Cachipay
Chinavita
Fagquene
Guacamavas
John F. Kennedy
La Despensa
La Cvita
"Monte Redondo
Padre Prieto
Pacho

7
Paez
Rafael Reyes
Reventones
Guayabetal
€an Juan de Betulia
Santa Isalbel
Sesquil€
Tausa
Yereda Portachuelo

COETA RICA

Earba

Bataan

Cartago

Ciudad Quesada

Ciudadela La !ilora
Hatillo ~

Invu Las Canas

La !tansicn de licova
‘liramar de !lontes de Oro
loracia ce licova

Orosi de Parafso

Palmar llorte de Osa
Quebrada Grande de Liberia
Cueros

Sagrada ramrilia

fanta Earkara ce Santa Cruz
San l!arcos de Tarrazu
Santiace de Paralso

Tres Rfos

villa Fonita

Villa Colén de [‘ora

DCMILICAI REPUELIC

irroyo Forndo

Baoka del Pinal

Barrio 30 de Mavo

Basima

Eatey Bienvenido

Eatey Central Boca Chica

Centro Sanitario San Fco. de
Macoris

El Avi;pero

El Limon

Fernanco Taveras

Guanito

Ing. Amistad

Jira Atajo

La Palcma

Loma del Chivo

Pina Vieja

Real%dad

Nincdn Claro

Sta. MMaria Farahona

San Jos€ de Ocoa

TAMIL iADU, INDI2

Adiamankottai
Burgur/Santhur
Kamavaripalavam/Devadanam
Kamkainallur
Mahadanapuram/ILalapettai
Melasinthamani
luducanaralli/Crnalvadi

IV Puram Center

llennagaram
Padamanreri/Xadamboduvaluvu
Pakkam

Pattala “unicipal ESchecol
Pudunalavam
Ceerlratchi/Pararankurichi
Sessions Ceourt Ccrround
Tharagarmpatti/Veeranarrnatt
Therukuracdavetti/Sivalaper
Vecdal/adrmapakiam
Venkatesanurar/Selliralavam

i
i



( cont'd.. ) Names of Sites Evaluated

PALKISTHI

Aga Xhan, rharadar

Mga Khan, Sultanalad, Fyderabad
Nhga Khan, Sultanakad, Karachi
fga Khan, Talhar

APWR, Orangi Tovn

Cantt. Foard Hesscital, Malir
Civil Hospital, Uthal

Dadu, Schwan

Gularchi, Badin

Indus Rangers

Jacokakad

X.I'.C., Miranpir

Khairpur, Pirjo Goth
lletilodist, P.C.C.II.S.

tilssion Welfare Center, Quetta
Y.n.I.F.C., Malir

Pishin

Puklic Kealt!h School, Malir
Public I'ealth School, Quetta
Tandeo Ghulam 2lij



Subseguent to the random sarple survev an in-denth survev was
conducted in the homes of a subsample of approxirmatelv 257 prograr
mothers oreviously interviawed in the random sarple survev.
Twenty-five mothers were rancon’y chaosen fror the oricinal samvole
of fifty at ten centers. The ten centers were chosen on the tasis
of tae survey teams observations of the five anparently rore
affective and five apnarentlv less effective centera visited in
the random sample survey at twentvy centers. Tt was during the
in-depta survey that 24 hour recall information on the diet of

the previously measured preschool chilé, and his/her consumntion
of the ration was collected. The in-denth survev also nrovided

an omportunity to revisit the centers unannounceé and to cet rore
candid answers from the rothers due to interviewing them in their
normes andé not at the feedinc center.

Sampling for the whola survey -ras done nationvide in Costa 2ica
and the Dominican “esutlic. 1In Coleombia and India (Tamil “ladu),
due to the size of the program the samnle was chosen Srom several
devartments purposely selected to ranresent rajor geocraphic zones
anc areas of program concentration. In Fakistan the nronr-ar
onerates in onlvy two provinces so these were all that were visite
Table I shows the size ané location of the samples in 211 Sive
countries. '

[N

Tie survevs collected data primarily of a cross-secticral ra
vhich program participants cculd Le compared tvith non-parti
and recent prcgram participants could Le comrnared vith long-
Relialle Laselire data vere practically non~existent ir all £
courtries making it impossikle tc conduct a leoncitudinal analvs
of the growth c¢f the children. This lack of lorngitudinal data is
proLai:ly the greatest wealiness of the present studv Lecause fcllering
the indivicdual c¢rowth record cf esach child cver time rrovides a more
relial le 3ssLuqment of nutritioral irmract, thancompa”irg Clffcrent

groups of children vho mavr lLe comine from different st circurstarces.

[fotvever, the exrense anc time necessarv to conduct a 7oraluuc1ral
study made it unfeasikle under the present crarnt. Turthermore, it
vas felt that a general indication cf pregram irmpact shculd le

arparent evern 1in a cross-sectional studw.

Staif and Traininc

Th2 international survev tear in each countrv consistes nf one

or two 1lyrlthPlStS ‘rom C‘“"—Wew York, one rrocgram ofiicer fronm
Ci.iE-llaw York, one CARE field ranrasentatiwve or assistant countrvw
¢irector Zrom the sarme region as the countrw, an” one to two
consultants (prirarilv pecdiatricrans cr anthronologists). The



TABLE 1

LOCATION, SAMPLE SIZE 2lID MONTIH OF TIE YEAR FOR
LVALUATIONS OF FIVE CARE PRESCHOOI “ELDIHG PROGRANS INH 1976

‘ , Program Participants Location of
Month When Random Sawpla Survey In-Depth Survey Non-Parti- Centers
Evaluated cipants Province/Dept.
Colomlia tlovember 897 244 536 Loyaca
Cundinamarca
Sucre
Costa Rica March 507 201 266 Nationwide
Dominican
Republic June 1201 246 822 Hationwide
India
(Tamil Hadu) August/
September 963 253 859 Chingleput
o Dharmapuri
! Tirunelveli
Trichinapalli
Pakistan RAuqgust 794 254 464 Baluchistan
Sind

* Humbers represent mothers interviewed. For each mother interviewed anthropometric measurements
were taken on one of her preschool children.



local team consisted of ten to sixteen surveyors hired
especlally for the project, usvally recent University graduates
with training in nutrition, home science, or social work and
four to six CARE field inspectors. Training for the randcm
sample survey was ccnducted for three days. Interviewing and
measuring techniques were standardized. A practice day was
provided to go through all survey procedures at a feeding center.
A separate training sesslon was conducted prior to the in-depth
survey to familiarize the surveyors with the questionnaire and
methods for collecting 24 hour dietary recall data.

Random Sample Survey

In the random sample survey each team would spend one day at a
center. Upon arrival equipment was set up and mothers were
organized and clearly identified as belonging either to the

program or comparison group. The survey sample was drawn, and
selected mothers were interviewed and one of thelr children measurec.
Concurrently, one team member interviewed the center administration
and a community leader. The ration being distributed was welghed
on a food scale. After all interviews were completed center
records were checked to verify the birth date of each cnild, the
attendance and date of initial enrollment,and previous weight or
height measurements.if available. The surveyors coded their
questionnaires each day and all coding was checked and corrected

oy the team leader at the end of each day. Each interviewer talked
wlth approximately 12-25 mothers per day.

In-Devth Survey

All mothers were interviewed in their homes. This was extremely
time consuming because of long walks to the homes and difficulty
locating famililes from addresses taken in the random sample survey
at the feeding centers. Once in the home, dietary recall information
was collecrnad by interviewing the mother about the previous day's
intake for the preschooler on whom anthrovometric measurements
had-been collected. IFood scales were used to measure foods
avallable in the home but in general quantities were estimated oy
snowing the mother local cups and spoons of various sizes. ILocal
nutrient composition tables were used to manually determine the
caloric and protein content of the diet. Breastmilk quantity oy
age and nutrititive value was estimated using data from India.



CARE foods were coded separately so that dietary intake from the
ration could be identified. The mother's knowledge of the cause
and treatment of protein-calorie malnutrition was assessed by
showing her a picture cf a Severely malnourished child and
asking her to describe what she saw and what she would do co
correct the condition. Each interviewer visited 4-6 homes per
day. One day was spent per site to interview the required
twenty-five mothers.

Equipment and Measurements

For measuring the children's weilght, Salter hanging scales,
called portable baby weighers, were used. The scales were
standardized daily, using known iron weilghts of five kilograms.
Arm circumference was measured by rirst assessing the mid-point
of the left upper arm and marking this point with a felt pen.
Then the circumference was measured at the mid-point using an
insertion style arm tape.

Children were weighed with minimal clothing and without shoes.
Height of children with their shoes removed was measured using
a metric tape attached to the wall and sliding a right-angle

plece of wood flat on the children's crown to take the reading.

For children unable to stand, recumbent length was measuring
using a Grafco plastic, slide-rule type infantometer, or by
attaching a tape to a table against a wall and sliding a right
angle against the soles of the child's feet to take the reading.
lew calldren were unable to stand. All measurements were taken
three times and the average of the three trials was recorded.

The Salter scales held up remarkably well through much use in

the field and shipment from country to country. All equipment

was highly portable fitting into a shoulder bag for each surveyor,

This made house to house survey work possible. CARE vehicles, '

when available, were used in each country for transporting the

survey teams, forms and equipment; otherwise rented vehicles were used.

Data Processing and Analysis

ta from the questionnaires were keyounched onto IBI cards iIn
New York and then taped for analysis using the SPSS computer
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program at Columbla Unlversity. Before taping the data consider-
able time was srent screening 1t for coding and punching errors
and correcting them. A special subroutine for analyzing the
anthropometric data based on the National Academy of Sciences
reference population was obtalned from the center for Disease
Control and added to thie program at Columbia University.

It was found vital to analyze frequency distributions as well
as means on anthropometric data and dietary data. WMeans can
be very decelving due to wide standard deviations with highs
masking the lows., Frequency distributions make it easier to
see how many children are actually malnourished, calorie
deficlent, etec. Another problem in handling the data is that
nutritional impact that may exist on individual children, or
sitewise, tends to get masked when you aggregate all sites into
a nationwlde verdlct on program impact. Thus in each country,
althougn nationwlde impact was minimal, there werzs alwavs sore
sites with slzeable nutritional impact. Nutritional impact on
individual cnildren could not be assessed because of the
cross-sectlonal nature of the study,

Cost of the Program

Cost data for all five countries were collected in a consistent
manner tarough totalling all costs of the program including food,
administration, distribution, and local operating expenses.

-11~



IITI. RESULTS AND DISCUSSION

Feeding Program Characteristic -~ (Table 2)

In the programs surveyed most of the foods are distributed
through feeding centers set up expressly for that purpose.
However, 20-41% of the distribution centers are health posts,
except in Pakistan where 95% of the program operates in health
posts. All programs have been in operation at the average cen-
ter surveyed for three to four years, except the Costa Rica pro-
gram which has been running for ten years. The on-site feeding
programs in India (Tamil Nadu) and Costa Rica average 82 hene-
ficiaries per center, whereas the take-home feeding programs
average five times as many beneficiaries (442). There are 19 to
58 beneficiaries per every staff member in all countries except
in the Dominican Republic where the staff load is 272. The pro-
grams in general reach 6-10% of the preschool population, with
highest coverage of preschoolers in the Dominican Republic (18%), and
lowest ia Pakistan at 1%.

n roject's definition of an urban area was a communlty with over
3, inhaltitants. Using this defiriticr, tle Zollovine percentacge
0f sites evaluated vere in urkar corrmunities: Cclertia-23%,

Costa Rica-3€%, The Porinican lerullic-235¢, Taril ladu-3%7, ard
Faxistan-9Cg,

In all sites evaluated, the delivery system was functioning
relatively smoothly with food having been received by the bene-
ficiaries at least nine months out of the intended twelve. The
exceptions were one site in Colombia and one in the Dominican
Republic. The rations distributed to the beneficiaries were, in
general, of the planned quantity.

Differences between Program and Comparison Group

Some significant differences emerged between the participant
children and the non-participant children on characteristics

such as age, birth order, family size, socioceconomic status,
access to protected water and latrines, and incidence of serious
illness in the past year. However, these differences were not
felt tor be large enough to render the two groups not comparable
for the purpose of evaluating the impact of the program on nu-
tritional status, except in Costa Rica. In Costa Rica the com-
parison group was "advantaged" by smaller families, lower birth
order of sampled children, higher family income and possessions score,
more literate mothers, more piped water and more latrines. All
these differences were highly significant at P<.0l except liter-
acy which was significant at <.05. An approximately equal number
of boys and girls were sampled in both program and comparison
groups.

The most common significant differences between program and com-
parison groups taking all five countries into consideration were:
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TABLE 2
TYPE OI' CENTERS, SPONSORS, AND NUMBER OF
BENEI'TICIARIES IN I'IVEL CARE PRESCIIOOL TFLEEDING

- PROGRALIS
Total bene- Average Average Averag
Country _ ficiaries Sponsors Type of months since beneficiaries Benefici
0-7yrs. (Ministries) Centers program hegan per Center aries pe
at Centers staff
Colomhia 236,666 Family Welfare llealth 30% 47.8 360 55
IFeeding 70%
Costa Rica 18,000 Health I'ealth 41% 120.0 84 15
Feeding 59%
Dominican
Republic 130,302 llealth
National Sugar lHHlealth 20% 33.1 600 - 272
o Council Feeding 80%
w Dominican Agri-
culture Institute
India
(Tamil HMadu) 496,000 Health Health 23% 35.1 79 33
Social Welfare Feeding 77%2
Rural Development
& Social Admini-
stration
Pakistan 23,761 Health
Population Plan- Illealth 95% 45.2 367 58
ning FFeeding 5%

~ga Khan




1. Greater access to protected water in the comparison
group - Costa Rica, Colombia, Pakistan.

2. Greater literacy among mothers in the comparison
group - Costa Rica, India, Pakistan.

3. More years education among fathers in the comparison
group - Colombia, India, and Pakistan.

4. Fewer children under 13 years among families in the
comparison group - Costa Rica, India, Pakistan.

The actual numerical differences in these factors and other
characteristics are small as can be seen in Tables 3-5, except
in Costa Rica. Since it is impossible to ever perfectly match
two groups of children, especially from different communities,
there may be other unmeasured differences between groups that
affect nutritional status. However, it was encouraging to find
the groups as well matched as they were on most variables mea-
sured, and it is felt that nutritional status of both groups
can be compared to assess the impact of the program, except in
Costa Rica.

Age, Birth Order and Family Size - (Table 3)

The mean age of children surveyed in all programs was three

years. In take-home feeding programs approximately half the
beneficiaries are under three years and half are over three

Years. Thus, these programs are reaching the most nutritionally
vulnerable preschoolers from 6-36 months of age. 1In fact, approx-
imately one-fourth of the beneficiaries in take-home feeding pro-
grams are under two years old. The on-site feeding programs on
the other hand cater to older children with approximately one-
third of the beneficiaries under three years old and 14% under

two years old. These programs are less likely to reach the most
vulnerable younger preschooler because of the difficulty of trans-
porting the young toddler to the center daily. 1In both the India
and Costa Rica programs participants are significantly older than
the non-participants.

The birth order of participants in CARE feeding programs is

highest in Colombia at 5.2 and lowest in India at 3.1. Birth order
is also high in the Dominican Republic at 4.8. High parity chil-
dren may be at a nutritional disadvantage due to competing for
limited family food resources. Most families surveyed have seven
members with an average of four children under thirteen years old.
Tamil Nadu's figures are less with an average family size of six
and three children under age thirteen. The low birth order, and
smaller family size of both participants and non-participants in
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TABLE 3
AGE, BIRTH ORDER AND FAMILY SIZFE OF PARTICIPANTS AND
NON-PARTICIPANTS IN FIVE CARE PRESCIHOOL FEEDING PROGRAMS
MEAFMS ARE PRESENTLD + STAMNDARD DEVIATION

Dominican
tean Colombia Costa Rica Republic India Pakistan
Sample Size
Participants 897 507 1201 963 794
Non-Participants 536 266 822 859 461
Ageof Child (mos.)
Participants 35.7+13.5 41.2+413.3* 34.7+13.3 37.7412, 1%** 33.9+413.6%**
Hon-Participants 35.7+13.5 38.9+13.6% 34.8+13.9 32.3+12 7%*% 31.0+13.3%*%
Birth Order
Participants 5.2+43.2 4,243, 3%*x% 4,842, 9%%% 3.1+2.0 4.1+2.6
llon-Participants 4.8+3.4 3.242_ 8%*% 4.3+3,1%%% 3.0+1.9 3.8+2.5
Children under 13yrs,
., Participants 3.7+1.7 4,042 1%*%% 4,242 9% %% 2.9+1.4*%*% 4.0+2.0
o Hon-Participants 3.7+1.8 3.3+42 1%*% 3.7+42, 1%*% 2.7+ .4%*% 4.0+2.3
Total ramily Size
Participants 7.1+2.7 7.943 . 4%%* 7.4+2 9%%* 5.9+2.2 7.4+43.0
Non-Participants 7.1+2.7 6.8+3 . 5%*%* 7.1+3.0%%* 5.8+2.3 7.4+3.6

* Significantly different at P 4 .05 level.

** Significantly different at P 4 .02 level.

*** Significantly different at P& .01 level.



Tamil Nadu, India may be a favorable indicator of the positive
impact of active family planning programs there. Families are
largest in Costa Rica with eight members. Number of children
under thirteen years old and total family size influence the
number of people sharing the CARE ration in take-home feeding
prcgrams. » Non-participant families had significantly fewer
children under age thirteen and smaller total family size than
Program participants in Costa Rica, the Dominican Republic and
India. Birth order was also significantly lower among non-
participants in Costa Rica and the Dominican Republic

Participation and Attendance - (Table 4)

On the average, participants had been enrolled in the feeding
programs for eleven to fourteen months except in the Domini:an
Republic (20 months) and Pakistan (19 months). Attendance was
calculated from center records based on the percent of scheduled
times the mother actually collected the ration or brought her
child to be fed. As the records were inconsistently maintained
at many centers the attendance data is not very reliable, never-
theless, it shows rates of 72-95% attendance. A more reliable
and meaningful figure is the percent of children who actually
ate the ration on tiie day prior to the 24-hour recall. This in-
formation will be pregented in the section on dietary intake.
The CARE Poshak study” in India found food collection rates to
be 53% for take-home feeding and the Tamil Nadu nutrit-on study
found 61% collection rates wgen the distribution centers were
located in the same village.

Socioeconomic Background of Families ~ (Table 5)

Literacy is highest among mothers in the Latin America programs
with the highest rate at 80% in Costa Rica. 1In India only 23%
of the mothers can read and in Pakistan, 30%. 1In Costa Rica,
Pakistan, and India significantly more mothers in the comparison
group can read than program mothers. Costa Rica also scores
highest on all the other socioceconomic variables with the highest
reported monthly family income, most educated fathers, and
greatest number of household possessions of any of the countries
survevad. India is the roorest ccuntry surveved as evifencad v
lowest renor:ed family incemas and number of housahold Tossessions,
and least nurnber of Years ecucation of the “athers. Lovar
Zamily incomes and Qousehcldé nossessions sceras as well as faver
Jears ecucation of fathers rvare feund to ke sicnificantlv asso-
ciated witlh the malnourished qrous Hp.?olombia and Palis
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TABLE 4§

PARTICIPATION AND ATTEMDANCE OF PRESCHOOLERS
OR THEIR MOTHERS IN FIVE CARE FEEDING PROGRAMS
MEANS ARE PRESENTED + STANDARD DEVIATION

Country Sample Mean Participation Sample Mean Attendance*
Size (mos.) Cize (3 of possible times)

Colomlria 897 13.5+10.6 838 4.5+12.9
Costa Rica 507 14.2+13.1 155 82.8+4+21.1
Dominican :

Republic 1093 20.1+12.0 477 72.3424.7
India 963 11.4+48.3 653 95.4+11.3
Pakistan 789 19.0+13.5 630 79.1+26.7

* Attendance date derived from inconsistently maintained records at many centers.



: : TApLgs b . ' )
SOCIO-ECOIOMIC BACKGENUMND OF FANTLIES TI@ I'TVID CARE

PRESCHOOL FELDILG PROGRAMS MDD OF NOIT PATTCIPANT FAMILILS.
MEANS ARL PRESENTED + STANDARD DIFVIATTONS.

Socio-Lconomic Costa Dominican India
l'actors Colombia Rica Il'epublic (Tamil MNadu) Pakistan

Sample Size

Participants 897 507 1198 962 794
lNon-Participants 537 266 822 859 461
Literate Mothers (%) ,
Participants 66.6 70,5%kx% 54.4 ’ 23, 2%xx% 29.8%*
llon-Participants 69.5 BR.O**% 57.5 AR 1 %% 3B8.4%*%*
Fducation of Fathers . .
Participants 2,342, 1*% 5.1+5.4 2.6+2.5 2.2+3.7%* 4.1+4.6%*
Non-Participants 2.8+2.4%* 5.1+5.3 2.8+2.6 31.9+4.,0%% G.0+5.3*%*
Family Incomc per
Slonth {SU.S.}). :
; Participants 30.9+23.0 74.8+55.6*%* 65.5+41.,2%% 15.4+14.9 39.6+34.4
¢ Non-Participants 30.3+20.8 98.3+77.4*%* 76.9+4G. 1+ % 15.8+413.4 o *1.7+29.4
lHouschold l'ossessions
Score (0-8)%* .
Participants 3.0+1.5 3.0+] . 7%* 2.7+1.N 1.2+1.5 3.0+2.0%%*
Hon-Participants 2.9+1.5 4.6F1.6%% 2.641.1 1.3+1.7 2,442 1%*
Principal Occupation Scasonal Seasonal Ceasenal Seasonal tlon- lion-Skilled
Agriculture MAgriculture  Agricultare Skilled LabLor Labor
Wnrking Mathers (W) . .
Participants 23.8 14.4 12.0 53.7 ** 16.8 **
Hon-Participants 22.7 13.5 11.4 46 .8 ** | 8.6 **
Allouschold Possession Score - One point from 0-8 was granted for each of the following possessions:

bicycle, wristwatch, radio, chair, more than one bed, sewinqg nachine, stove and television.
In India,brass and steel vessels, and qgold or silver jewelry were substituted for the television
and more than one bed cateqories.

**Significant level at P < .01

*xxgignificant level at P < .05



In all the Latin American countries the major occupation is
seasonal agriculture, whereas in the Asian programs the pri-
mary occupation is non-skilled labor. The highest number of
working mothers was found in Tamil Nadu, India (54%) and the
least in the Dominican Republic (12%). The number of working
mothers was found to be significantly higher among malnouriched
children than healthy children in Colombia, Costa Rica and
Tamil Nadu, India. Similar findings were reported in Project
Poshak in Madhya Pradesh, India.42 While the mothers are
out working, children are often left in the care of siblings who
may not kncw proper childrearing practices. Therefore, there
may be a n2ed for education in childcare for siblings.

Program families have similar incomes to the non-participant

families except in Costa Rica and the Dominican Republic where
program families are significantly poorer.

Breastfeeding and Weaning Practices - (Tables 6-8)

Only 2~7% of the mothers interviewed had never breastfed their
children, except in Costa Rica where 23% had never breastfed
their children. 1In fact, breastfeeding practices were nutri-
tionally favorable in all countries except Costa Rica where only
35% of the mothers breastfeed their children for six months or
more and the average age of stopping was seven months. How-
ever, significantly more mothers breastfeed for six months or
longer in rural areas of Costa Rica, 40.6%, versus 25% in urban
areas (Table 7). There is also a significant urban/rural dif-
ference in the Dominican Republic where 81.6% of the rural
mothers breastfeed for six months or more in contrast to 68.1%
of the urban mothers. Beastfeeding and weaning practices are
similar in Colombia and the Dominican Republic where mothers
breastfeed on the average for 13-14 months and introduce solids
around 8-9 months of age. Similarities also exist between
India and Pakistan wnere mothers breastfeed for an average of
17-20 months, and introduce solid foods at 12-14 months of age.

The introduction of solid foods later than six months can be a promirent
determinant of malnutrition in the preschooler. One of the major
factors significantly associated with malnutrition in both the
Dominican Republic and Pakistan was a higher percentage of chil-

dren who had received solid foods later than six months (60%

among the malnourished in the Dominican Republic and 81% in

Pakistan) compared to 41% and 69% among the well-nourished in

the Dominican Republic and Pakistan respectively. Furthermore,
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TABLE 6.

BREASTFEEDING PRACTICES OF MOTHERS
IN CARE PRESCHOOL FEEDING PROGRAMS AND AVERAGE
AGE WHEN SOLID FOODS INTRODUCED

Percent Who For Those Average Age
Country Sample Never Breastfed Who Breastfed, When Solids
Size or Stopped Average Age Introduced
When Newborn of Stopping (Months)
{(Months)
Colombia 244 6.3 14.0 9.2
Costa Rica 266 23.4 7.1 5.6
Dominilcan
Republic 246 7.3 13.3 7.8
India
(Tamil Nadu) 253 2.4 19.9 14.3

Pakistan 254 3.6 16.8 11.9




TABLE 7

BREASTFEEDING AND WEANING PRACTICES

OF MOTHERS OF PRESCHOOLERS IN FIVE CARE FEEDING

PROGRAMS
Country Sample Breastfeeding Introduction of
Size Duration (%% 6mos.) Solid foods (%6mos

Colombia 244 79.0 43,2
Costa Rica 266 34.8 73.0
Dominican

Republic 246 77.6 55.3
Tamil Nadu 253 94.9 10.7
Pakistan 254 89.0 24.8




“TABLE 8

PERCENT OF URBAN AND RURAL MOTHERS WHO BREASTFEED THEIR
CHILDREN FOR SIX MONTHS OR MORE, AND WHO INITRODUCE SOLID
FOODS 10 THEIR CHILDREN BY THE SIXTH MONIH OF AGE *

Breastfeeding Duration (36 Mos,) Introduction of Solid Foods (£ 6 Mos.

Urban(%) N  Rural(%) N  P#** Urban(%) N  Rural(¥%) N p**
COLOMBIA 77.5 218 92.0 25 N.S. 46.3 218 16.0 25 £.01
COSTA RICA 25.0 72 40.6 128 £ .05 73.6 72 73.6 128 N.S.
DOMINICAN REPUBLIC 68.1 72 81.6 174 < .05 61.1 72 52.9 174 N.S.
INDIA (TAMIL NADU) 98.1 104 92.6 149 N,S. 4.8 104 14.8 149  L.05
PAKIS1AN 89.0 254 - _— 24 .8 254 - -

*¥Urban 1s defined as a community with a population greater than 5000,

*%N,S. Not Significant Difference between urban and rural groups.

£ .05

Significant Difference between urban and rural groups.

Z. .01 = Very Significant Difference between urban and rural groups.



late introduction of solid foods was significantly asso-
ciated with lower nutritional impact of the program in India.
In all countries surveyed except Costa Rica, the average age
of introduction of solid foods exceeds six months with the
greatest problem in India where the mean age of introduction
of solid foods is 14.3 months (Table £A). The majority of the
mothers introduce solid foods too late in all countries except
Costa Rica and the Dominican Republic¢ (Table 7). Late intro-
duction of solid foods occurs significantly less in uarban
areas in Colombia and significantly more in urban arzas in
the Dominican Republic. No urban/rural differences in age at
introduction of solid foods were found in the other countries
(Table 8).

The weaning practices which are detrimental to nutritional
status among most mothers interviewed would provide good sub-
ject matter for a nutrition education campaign. The problem
lies more in introduction of solid foods tco late than in too
short a period of breastfeeding. There is no evidence in the
present findings to support the fear sometimes voiced that feed-
ing programs reduce breastfeeding. A similar finding about
feeding programs not being deterrents to breastfeeding was re-
ported in the Checchi study where program mothers in Colombia,
Kenya, and the Philippines breastfed an average of 10.3 months
and control mothers for 2.9 months.® Mothers' literacy did not
significantly affect breastfeeding or weaning practices in con-
trast to the finding reported by Heller and Drake in Colombia
where more educated mothers breastfed less.

Description of Rations Distributed - (Tables 9 and 10)

The average ration distributed provides each beneficiary with

2.6 kilograms of PL 480 foods per month and supplies 320 cal-
ories and 17.4 grams protein with a net dietary protein calories
percent (NDPCAL %) score of 20. The rations fill 22-25% of

the daily FAO calorie requirements of 1360 calories for 12-47
month old children and 59-68% of the protein requirement of 27
grams per day. The rations distributed, if eaten entirely as
supplements to the normal diet, could close 62-83% of the cal-
orie gaps found in the present survey and from six to fourteen
times the protein gaps. The ration in Costa Rica is exceptionally
large in all ways providing eight kilograms of food per month,
almost entirely of local origin, with 737 calories and 30 grams
protein. The Costa Rica ration could fill 54% of the calorie re-
quirement and 111% of the protein requirement, while closing 2253
of the calorie gap; on the average,no protein gap was found.



TABLE 9
DESCRIPTION OF TYPE,

AMOUNT, AND FREQUENCY

OF FOODS PROVIDED IM FIVE CARE PRESCHOOL FEEDING

PROGRMAMS
PL480 Kilograms Distribution % Local foods
Country Foods Used Per Person konthly Frequency Per Month in Total Ration
Colomhia Bulgur 2.5 Every two weeks 5
Take—-Home 122 Soy For-
tified Vheat
Flour, Bienes-
taring,0il,
Non-fat Dry
milk
Costa Rica Wheat Soy Blend 8 Daily except Sunday 95
A On-Site Corn Soy Milk
~ Milk Powder
Dominican Corn Soy Milk 2.7 Daily except Sunday 0
Republic Wheat Soy Blend ICrMd & IAD)
Take-Home Soy Fortified (Monthly) (SLCSPAS)
Rolled Oats
India Soy Fortified Bulgur 2.6 Daily except Sunday 7
(Tamil HNadu) Wheat
On-Site Balahar
Soy Fortified Sorghum
0il
Pakistan Whey Soy Drink Mix 1.6 Every two weeks or once 0

Take-llome

0il

a month at some centers




TABLE 10
HUTRITIVE VALUE AND NLET DIETARY PROTEIN CALORILES PERCENT
(NDP CAL %) OF DAILY RATIONS IN FIVE CARE PRESCIHOOL

FEEDING PROGRAMS COMPARED TO F20 REQUIREMENTS AND AVERAGE
NUTRIENT GAPS

$ of FAO ¥t of Average Ration $ of FAC % of MDP
Ration Calorie Calorie Protein Protein Average Cal %
Country Calories Requirement * Gap Gms. Requirement* Protein Gap Ratiol
Colombia
(Take-llome) 305 22 80 8.3 68 1408 24
Costa Rica
(On-Site) 737 54 225 30.0 111 No Gap 16
Dominican
Republic
(Take-tliome) 337 25 70 17.9 66 778 21
India
&, (On-Site) 340 25 62 16.0 59 615 19
wn
'pakistan
(Take-llome) 298 22 83 7.6 28 No Gap 10

* Most children were within the 12-47 month age group and woiuld require 1360 calories and 27 grams
protein by FFAO standards.



The Pakistan ration is tiie smallest at 1.6 kilocram per ronth
providirg 298¢ calories and 7.6 grams proteir with an !IDP Cal$ of
10 due to the low amount of protein in the ration. The DPCal®

of the ration is important, as it was found in the present outhV,
and has Leen reported kv many others in develoring ccuntiries,

that calorie deficiency is mrore cormon and sizealle than protein
ceficiency. An iIDPCal? of ten fcr foods distriluted tec ralnourished
nreschoolers in nutrition rehakilitaticn centers has teecn recorrended
Iy Eeghin and Viteri to ccrrect the most cermonly observed mistale

in operatinc such gpregrams, i.e. an inadecuate supply of calocries

, 15,20

in contrast to a high percent of calories fror nroteir crigin. 20 11
cf the CMRL programs evalua;ec excepnt Palkistan, provide rations tith
an !IDPCal% greater than ten. This is not sur;r151rn as rost cf the
PL-480 foods availakle for distrikution are sov-Zortifiec, hich rro-

tein foods with high IiDPCal% sccresz (Taltle 11).

‘esearch 1s necessary to find wavs to Loost the caleorie contant of
pr sent raticns, possikly throuch the addition of c¢il cr sagah, cr
to formulate revw cormodities with hicher calcric densitv.

be)

Ccsta Rica has the only raticn which meets the »ID Foad for Frace
197¢ recommencation of a minimum of 510 calcries in rations for pre-
schoclers in supplementary feeding procrams. If larcer raticns were
distriluted, consideration would have to Le civen to tihe lil.elihocd
of local coverrments reing alle to rrovide sirilar levels of fcood
assistance 1f PL-480 inputs vere to ke withdrarn. latierns of righ
caloric density would also ke ne=ded to ccunteract the bull coan-
straint of the.young presclhicol child's dicestiva ra"“CL“"

Total Calorie and Prctein Intalle and Ration Consurr-iion
The 24-hour recall dietary survey vas cenducted con a sulsarrle of
program rarticipants, in each country, rrimarilv tc ascertain the
impact of thie ration on clesing the calorie and cretein cars. 70
rpvu’rorents of 1360 calcries arnd 27 crams rzrotein per dav for
children 12-47 mcnths of ace tere used for censistercy in asszssing
the adequacy of the diﬂtq in each cf the five countries althcuzh
several of the countries have their o'n standards.2l ‘'others tare

asked to recall for the interviever everything that the
sampled preschool child had eaten on the day prior to the



NUTRITIVE VALUE AND NET DIETARY PROTEIN CALORIES

PERCENT (NDP CAL. %) OF PLA480 COMMODITIES USLD IN CARE

TABLE 11

PRESCIIOOL FFEDING PROGRAMS

PL480 Commodity Calories/100gm Protein/100gm NDP Cal. %
Bulgur 359 9.3 10.4%
12% Soy fortified Wheat

Flour 357 16.5 18.5%
Bienestarina 340 25.3 29.8%
MFDM 359 35.8 39.9%
ttheat Soy Blend (WSB) 360 20.0 22.2%
Corn Soy Milk (CSM) 373 19.0 20.4¢
Soy fortified Rolled Oats 381 20.0 21.0%
Soy fortified Bulgqur 383 17.5 18.3%
Ralahar . 400 22.0 22.0%
Soy fortified Sorghum 359 15.0 16.7%
Whey Soy Drink Mix 435 20.0 18.4%
Cornmeal 364 7.9 8.7%
Wheat Flour 333 13.3 16.0%
Oats 390 14.2 14.6%




interview. Although all mothers interviewed were participants

in the feeding program, a sizeable number of children in each
country had not eaten any CARE foods on the day prior to the
interview. This made it possible to use the diet of this group

of children who had not eaten the ration as a baseline estimate

of the normal home diet before introduction of the ration. By
comparing this diet without the ration to the diet of the chil-

dren who ate CARE foods it was possible to estimate the need of
children for supplementary calories and protein which a ration could
provide, and the effect of the current rations on meeting that need.

The bulk of the children's diets in all countries was composed
of staple cereals, legqumes, and dairy products. Fruits and
vegetables were noticeably absent in the preschoolers' diets in
all five countries. It can be seen in Table 12 that the average
calorie gap, when home diets without the ration are compared to
FAO requirements, ranges from a low of 327 calories in Costa
Rica to a high of 549 calories in India. The mean protein gap
on the other hand is much smaller, with no gap encountered in
Costa Rica or Pakistan, and the highest gap equal to 2.6 grams
protein in India.

When the ration is consumed along with the home diet, a sizeable
calorie gap still remains in all countries except Costa Rica,
whereas the average protein gap is closed in all countries ex-
cept the Dominican Republic. This points out the imbalance in
the present rations which are inadequate in calories.

This imbalance can tke more easily seen 1in

Figure I where the average child who consumes the home diet plus
the ration fulfills more than his protein requirement in all
countries except the Dominican Republic while failing to meet his
caloric requirement except in Costa Rica. The imbalance due to
excessive protein is highest in Costa Rica and least in Pakistan.
It is a known fact that if caloric requirements are met through

a normal cereal pulse diet of adequate quantity, then protein re-
quirements will also be filled without special intake of high-
protein foods. Furthermore, if caloric intake is insufficient,
protein cannot be used for growth and maintenance, but will be
converted to calories to meet the body's primary need for energy.
Conversion of expensive protein foods to energy sources is not a
very cost/effective approach to the problem of caloric deficiency.

licwevar, statistical averages can be deceiving as they mask hie and
lgw Eglges. 'I:imereforef it is important to view the actual nurrer

O children affected with mild Or savere calorie and nrotein
cdeficiencies (Tables 13 ané 14). ‘jithou+ assistance of the cin-w
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TABLE 12

DAILY TOTAL CALORIE AND PROTEIN INTAKE WLt AHD Ui'tHOUT RATION
AND NUTRIENY GAP USING FAO REQUIKEMENTS FUOR PRESCHOOLERS IN
FIVE CAlE FEEDING PROGIABRSA4

T'oLal 1ntalke Gap ‘Total Intalke Gap

Mithout Hation Without latlon Vith lation Mith Hation
Country [CaTories | Protelm] N [CaTorfes | Tiotéhn] [ Culorles | Proteim ] N |Calorles [ Proteln)
COLOMELA Y837 25.7+13.4 14y 362 1.3 1, Ifuissh 35.8+17.2 97 190 o
COSTA IICA 1,0331385 31.0416.0 10H 327 o 1,09,1309 %3.04312.0 61 o o
DOMINICAN REPULLLC Byra3nl 2h.7+14.0 130 483 2.3 9254 384 25.8+12.3 116° h3s5 1.2
INDIA (TAMEL HADU) 8114451 24 4415 .4 60 549 2.6 Y3y 32,9+ 7.7 193 388 0
PAKISTAN 1, 000424 27.8415.2 20( 350 0 1, 187 1548 29.0+16.8 47 173 0

*Most chlldren were within the 12-4%f month age group and would require 1,300 citlorles and 27 grams proteln per day

by IAO standuardy.

Means are presented 4 Standard Deviation.
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FIGURE 1

PERCENT OF FAO REQUIREMENTS FILLED BY
TOTA™ DAILY DIET INCLUDING RATION FOR
PRESC.{OOLERS IN FIVE CARE FEEDING PRCGRAMS*

: Percent of FAQ
- Requirement for
Calories

Percent of FAOQ
Requirement for
Protein

4+ 196

133

T [ 122

Colombia Costa LCominican India Pakistan'
Rica Republic (Tamil Nadu)

*Most chlldren were within the 12-47 month age group and would
require 1360 calories and 27 grams protein.
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TABLE 13

PREVALENCE OF DALLY DILI3 DEFICIENT 1H PROTEIN AHD CALORIES
AMONG PHLESCHOOLERS AND AVEMAGE PROTEIN AND CALLHLE GAP OF
DEFICIENT CHILDKEN IN FIVE CARLE PLESCHOOL FEEDING PLHOGHAMS *

wirHour

RA'T'ION

Sverage Ga

P Among;:

WITi

RATION

Average Ga

D Among:

Percent Deficlent. in: [Calorie 'roteln Percent Defleient in: iCalorie Proteln
Country N [Calories T Protein] |vericient | Deficient (Gus, ) H [Calorles” | Protein) Deficient Deficignt (Gms . )
COLOMIZLA 147 85 ex T *x 481 10.0 97 T1wn EURA 388 8.3
COSTA KICA 105 T8 xn hoxn K92 10 | 61 Yy xx G u* 289 ? A
BOMIHLCALL REPUBLIC 130 Yl 65 559 16.3 116 B 55 557 9.8
INDIA ('TAMIL NADU) 6o 88 YL 677 11.5 193 Y3« 17 ** 430 3.5
PAKISTAL 207 8z 55 06 4.3 iy (o 45 hhyy 9.6

]
[

*Detf'ledent Dlets are those with less than the FAO requircments f

proteln per day.

ale the ratlon and Lhe group who did not.

or 12-47 month old chlldre
The protein and calorle gaps reprzsent the differecnce between aver

“*Indlcates a very slgnlflcant difference (P<£ .01) in percent wilh proteln or calorle detlcte

e Intake and FAO requirements.

ncy among the group who

n of 1360 calorles and 27 grams



TABLE 14

PREVALENCE OF SEVERE PROTEIN AND CALORIE DEFICIENCY
AMONG PRESCHOOLERS IN FIVE CARE FEEDING PROGRAMS*

Without Ration With Ration
Percent Consuming Percent Consuming
Country N £700 Calories <15 gms Protein N £700 Calories <15 gms Protein

Colombia 147 20.4 ** 20,4 ** 97 5.1 *¥* 7.3 **
Costa Rica 105 18,7 ** 3.7 61 1.1 ** 0
Dominican Republic 130 35.1 22.3 116 28.4 22 .4
India (Tamil Nadu) 60 50.0 ** 28.3 ** 193 9,3 * 0 **
Pakistan 207 23.2 16.9 47 17.0 17.1

*Severe protein and calorie deficiency equal consumption of less than or equal
ro to 700 calories and 15 grams protein per day. This represents approximately

half of the FAO requirement of 1360 calories and 27 grams protein for 12 - 47
month old children '

¥*Indicates a very significant difference P£ .01 in percent with severe calorie or
protein deficiency among the group who ate the ration and the group who did not.



ration, nearly all of the children in the feeding programs
surveyed (78-91%) have diets deficient in calories (<1360 cal-
ories per day), with the lowest percentage in Costa Rica and
the highest in the Dominican Republic. Far fewer children,
but still a sizeable number, are affected by some protein de-
ficiency (<27 grams protein per day), ranging from a high in
India of 67% affected to a low in Costa Rica of 40%. The CARE
feeding programs are clearly reaching chiidren with inadeguate
home diets. Severe calorie deficiency without the ration as
evidenced by intake less than 700 calories (approximately half
the FAO requirement) affects a high of 50% of the children in
the India program to a low of 19% of the children in Costa Rica.
Again, severe protein deficiency (¢ 15 c¢ram protein per day)
affacts far fewer childran ranging Ircm @ aigh of 28% in India
to a low of 4% in Costa Rica.

Z4a Colormzia, Costa Fxca, and Incdiz, fun =15 censurption 0f £he nn-o
ration, thare i3 23 sicnificant dres in =42 Tercent of chilcdren
with milé to ssvere caloric caficiency, excest in Tndia vhera
Ssevere caloric deficiancy has keen raeduced but a hislae- Tercentacs
oI children are affac+ad bv mild calorie deficiencr a‘tar 2ating
the ration. Hcowever, the average caloris= gan of &he mildly
deficient children in India nas been raduced from 577 calories
without the ration =0 439 calories with the ration. In other
words, mors children are affected bv calorie Caficiency after
2ating the ration, 205s5izly due to +he Nich ratas of substisution

cZ the rations for the “ome diet as found in India, rut the
average caloric gap of the affected children is less,

The average calorie gap among deficient children has been Te-
duced through consumption of the ration in all countries by 59
to 247 calories, except in the Dominican Republic where the cal-
orie gap among deficient children remained the same with and
without the ration, probably due to high rates of substitution
of the ration for the home diet. The on-site feeding programs
in Tamil Nadu and Costa Rica resulted in twice as great a re-
duction of the calorie gap among the deficient children, as cim-
pared to the take-home feeding programs in *he other countries.

intake of the ration also greatly reducedc:'completely eradicated
the incidence of children with mild to severe protein deficiency,
and raduced the protein gap among the deficient, eXcept in
Pakistan and the Dominican Republic, where rates of severs protzain
deficiency remained unchanged after consumption of the ration.
CARE foods are reaching children with a high incidence of caloric
insufficiency, and helping to lower *hat incidence as well as
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reducing the size of the calorie gap of the deficient children.

The rations are, however, inadequate in calories to totally
eradicate the incidence of children with a calorie gap. Calorie
deficiency is the major problem among program participants.

There are far fewer children with protein deficiency, making the
high protein content of the present rations excessive except in the
case of the approximately one-out-of five children who are se-
verely protein deficient. A more balanced ration is needed with

a higher caloric content.

It can be seen in Table 15 that the rations consumed in the on-
site feeding programs are larger than in the take-home feeding
programs thus providing a higher proportion of the child's total
caloric intake, 35-49%, than the rations in take-hc.e feeding
programs which provide from 11-16% of the total daily calories.
CARE foods provide 49-57% of the total protein intake in on-site
feeding, and 17-30% in take-home feeding. Thus, it is apparent
that there is a much greater dependence on CARE foods in on-site
feeding programs. Another interesting difference is that CARE
foods provide a larger percent of the total caloric intake in
diets of deficient children than in diets of children whose cal-
oric intake is adeqguate, thus confirming the fact that mothers
of deficient children are more dependerc on CARE foods, than
mothers of well nourished children.

In general,’ in the on-site feeding progrars ir Costa Pica and
India the childrer consumed the entire raticn treov were scrved.
Trerefore, the planned raticn was used az the actual corsured
ration in all calculations. Lowever, it should le ro:ted that in
India a rumier of children took the cooked real home. In th
take-home feedirg procrams, mothers on the average feed their
childrer only half the intended amount they receiver freom the
center (Takle 16). The rate is consistent arong all talie-tore
feeding programs studied, and agrees with tha nrevious finding
among preschoeolers in the talke-home feeding scheme cf Project
Foshal in vhich average cdaily consumptior vas onlyv 432 of the dis
trikuted ration. This may partially le due to the fact that the
ration intended for one child is shared Yv an average of tvo fan-
ily memkers in take-home feedine procrams, thus raking onl: half
the irntended amount availalle to tle chilc.

The number of people sharing the ration emerged as one of the
strongest factors associated with low nutritional impact in two
of the three take-home feeding programs - Colombia, and the
Dominican Republic - where the number of people sharing

the raticn was higher at low impact centers. ‘'others in
the present study were very uninhikited in answering
that several familv members share the ration,



TABLE 15

PERCLENT OF 'TOTAL DAILY CALORIC AND PROTEIN INTAKE PROVIDED
BY RATIUN CONSUMED IN FIVE CARE PRESCHOUL FEEDING PROGRAMS

Total # ol Total l'otal % ol Total
Sample Caloric Ratlion Calorles Protein Iation I'roteln
Country Slze Intake1s.D. Calorles1S,D, From ltatlion IntakeiS.D, ProteiniS, D, From lation
COLOMBIA
(rake-llome) 97 1,1704380 1651147 1.1 35.8+17.2 9.619.3 26.8
COSTA KICA
(On-81te)
Lunch Only 28 1,198+325 504+ OF 42,1 1,0+15.3 18.6410* I 4
Breakfast and Lunch 01 1,495£349 (371 OF 9.3 53.0+12.0 30.010* 56.6
DOMINICAN HEPUDBLIC
(take-Home) 116 9254384 1534120 16.5 25,8+12.3 7.815.5 30.2
w
"INDIA (*PAMIL NADU)
(on-S1te) 193 9721239 3or oO* 35.0 32,9+ 7.7 16.010% h8.6
PAKLSIAN
(Take-tlome ) Iy 1,1871598 1311 98 11.0 29.0+16.8 h.8i3.7 16.6

*Cosla Iltlea and India conducted on-site feedlng programns, and every particlpant w
amowunt ol' Calories and Proteln 1In the Hatlon.

NG
\ AN

as provlded approximatlely the same
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PTABLE 16

RATION CONSUMPTION IN THREE
CARE TAKE HOME FEEDING PROGRAMS FOR

PRESCHOOLERS

MEAN DAILY RATION CONSUMPTION

Country Sample
Size CaloriestS.D % of Calories ProteiniS.D %3 of Proteins
distributedx _ distributed»
Colomhia 97 165+147 54.1 9.6+9.3 52.5
Dominican (wet) 98 153i120 44.8 7.845.5 43.6
Republic (dry) 22 166+ 76 49.2 8.8+3.9 49.2
Pakistan 47 131+ 98 44.0 4.8+43.7 63.1

*

Calculated on

basis of total ration distributed for daily consumption.



thus indicating that little effort had been made by the
centers to impress the mothers with the fact that the ration
was Intended for the preschool child only. There 1s more need
for education along these lines at the time the food 1s
distributed to the mothers. Nevertheless, many question the
feasibility of changing the famlly eating pattern and getting
mothers to prepare special foods for one child. Therefore,
some have suggested that rations should be greatly increased in
take-home feeding programs to allow enough food to mitigate the
effects of intrafamilial distribution.

Another factor which greatly limits the possible nutritional
impact of the feeding programs 1s the number of children who do
not eat the ration on a daily basis. Agaln the pattern varies
greatly between on-site feeding and take-nome feeding. Through
the dietary survey i1t was found that in the on-site feeding pro-
grams 79-80;5» of the children had eaten tne ration on the day
prior to the interview, Thus, on any one day we can assune in
on-site feeding that the majority of the cnildren are eating the
ration as intended. However,in two out of three of the take-
nome reedlng programs (Colombia and the Dominican Republic)

only nhalf the children had eaten the ration on the previous day
In Pakistan, the percent who ate was even lower (18,5) but this
was due to poor acceptability of the. foods received,

The primary explanation of wny many children hadn't eaten the
ration in take-home feeding was that the mothers had run out of
of food ahead of schedule due to sharing the child's ration

with the entire family. In Colombia 65;5 of those who hadn's
eaten the ration the previous day stated that they had no CARE
foods left and 1in Pakistan 73,5 of those not eating had run out
CARE foods ahead of schedule. Rations need to be increased in
take-home feeding to assure that the supplies are not exhausted
ahead of schedule, and that the intended child gets fed an ade-
quate gquantity. Most of the mothers (74%) who had CARE food
available in Colombia fed it to their children. However, even
when mothers who had run out of the ration were excluded from the
calculation in Pakistan only 46% had fed CARE foods to their
children. Again, this low rate may be attributed to the poor
acceptability of the foods received. Also in the Dominican Re-
public, although the mothers receive the ration daily in the

form of CSM or WSB mixed with water, only 51% had fed the ration
to their child on the previous day. This too may be due to an
acceptability problem because the mothers complained that adding
water to the ration caused it to spoil in the course of the day
due to the tropical heat and lack of refrigeration. It is also
interesting to note that in Colombia where the rates of eating
the ration are much higher among mothers who still have CARE

food on hand than in the Dominican Republic or Pakistan, the ration
given is also more varied-five commodities in Colombia versus two

in Pakistan and three in the Dominican Republic. Sheer monotony
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with the foods given may reduce the number who feed the
ration to their children daily.

The number who ate was not found to be significantly lower

or higher among children who currently had diarrhea. The
number who ate the ration was also not significantly higher
among children whose physical measurements indicated that they
were well-nourished (90% of reference weight for height) when
compared to the malnourished group.

Another factor affecting percentage of children who ate the
ration was age. A higher percentage of the older children
(3-5 years) ate the ration than of the 1-3 year olds in all
countries, which was similar to the findings of Project Poshak . ©
The figures for the present study are as follows:

1l - 3 years old 3 - 5 vears oléd
Sample % Who Ate Sample % Who 2te

Country Size Raticn Size Ration
Colomria 94 48.9 99 50.
Costa PRica 33 72.7 80 81.3
Dominican

nRepublic 83 49.4 90 G2.
India 04 84.0 1286 87.3
Taristan L23 15,4 113 23

None of the above differences in percent wno ate are significant.

Altnoigh 10 is often stresced +that rpreschool e
programs should bde geared to the more nutritionally at ri
preschoolers from 6-386 months of age, it is not sufiicien
merely make food available to these younger cnildren. 1In
additlon, special efforts must oe made to find ways to actually
get more of the mothers to feed the ration regularly to these
younger preschoolers.

()]

ding
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The types of food being distributed were well received by the
mothers, except in Pakistan where many mothers found the Whey-
Soy Drink Mix (WSDM) they received unacceptable. Cooking oil,
which could greatly increase caloric intake, was one of the
most popular commodities received, but of all foods this one
was most likely to end up being used in cooking for the whole
family and not for the preschool child. There was little sign
of any CARE foods being sold by the mothers. The nature of the
commodities which are primarily soy and cereal blends safeguards
against this, as these foods are not known and readily saleable
in the market place.

Use of the ration as a substitute for foods normally fed to the
child at home plays a large role in reducing the net effect of the
ration on closing the nutrient gap in both on-site feeding and
take-home feeding programs. Therefore, the ration's effect on

the normal home diet through increased calories and substituted
calories was studied. It should be pointed out that the figures
presented for increased and substituted calories represent rough
estimates derived by the following calculations:

Increased = Average Caloric Intake of children who ate
Calories the ration
- Minus

Average caloric intake of children who did
not eat the ration.

Substituted= Average Ration Calories Consumed
Calories Minus

Increased Calories

The data reported here are of a cross-sectional nature and
represent gross calculations. Having been derived from two dif-
ferent groups of children, they are not as precise as data
gathered on the same group of children before and after eating
CARE foods would be. However, such baseline data were not
available in the present survey. Nevertheless, the two groups
being compared for the dietary calculations appear the same on
all characteristics except some ate the ration on the previous
day and some did not. The substitution effect of the ration on
the home diet can vary considerably sitewise in each of the
countries studied, from no substitution to total substitution,
but the site level sample sizes are too small to make these eg-
timates reliable. Therefore, only the overall program calcula-
tton will be presented for each country.
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There appears to be little or no substitution of the ration

for the normal home diet in either Colombia or Pakistan (Table
17). This is understandable in Pakistan as so few children ate
the ration, and the low acceptability of the foods received in

the opinion cf the mother would not lead her to consider these
foods equivalent substitutes for foods she normally gives. How-
ever, the result of no substitution in Colombia is surprising since
other studies there have shown substitution to be a major factor
in take-home feeding. Some possible explanations are put forth

as follows. Among all five countries the calorie gap among the
calorie deficient children is the lowest in Colombia both before
and after eating the ration, and the rate of current malnutrition
(weight less than 90% of reference weight for height) is also the
lowest of the five countries. The percent of children with no
calorie gap after eating the CARE ration is double the rate in all
other countries except Costa Rica. All these factors point to a
more adequate family food situation making the need for substitution
less. More families are involved in svbsistence agriculture in
Colombia than in the other- countries, making the amount of food in
the home less likely to be influenced by purchases; being less
monetized with respect to family food supply, the amount of money
to be saved by substitution would be greatly reduced. One final
possible explanation is that the nutrition education component is
strongest in the Colombia feeding program compared to all the
others and mothers exhibited the most knowledge as to cause and
treatment of malnutrition. Greater nutritional knowledge com-
bined with a more adequate family food supply would seem to be
pPlausible explanation for the minimal substitution found overall
in the Colombia program.

In the other three countries 37-69% of the consumed ration was
substituted for the normal home diet with the lowest percent in
Costa Rica and the highest in the Dominican Republic. The rates
of substitution seem to parallel the size of the calorie deficit
in the normal home dietjin cases of high deficit substitution
was higher. The calorie gaps are very large in both the Dominican
Republic and India which would point to serious inadequacies in
the family food situation explaining the need to substitute a
large part of the ration for the normal diet. These data con-
firm the commonly held suspicion of widespread substitution in
supplementary feeding programs.
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TABLE 1Y

PLANNED AND CONSUMED KA'TLIONS COMPARED 40
CALORIE GAP FOR PKESCHOOLl, CHILDREM USIHG I'AO REQUIREMENTS
IN FIVE CARE FEEDING PROGRAMS®

Calorie Planned Kation Consumed % Who Ratlon Effect on Diet Days per Net Dailly
Country Gap (IAO) Calories/ Ate Month No % Calorie
Calories % of Qap Ration Ration ** Inereased Substituted IFood Gap Closed
Closed Calorics Calories Prrovided For Group##u
Colombla .
{(Talke-llome) 382 305 80 165 50 155, o] 0 21.6
Costa Hlca ’
(On-51ce) 327 959 293 737 79 h62 275 6 88.2
Dominlican
Kepublic
('take-Houe) )
Mot wally 465 337 72 151 51 K1 114 ) 4.0
Ly Monthly 5%7 337 61 166 hy Yz Th 0 8.0
Indla
Tamil Nadu)
On-5Site) 5419 383 70 340 86 100 180 6 28.2
Pakisian .
(‘tulce-Home ) 356 298 83 131 1 131 ) 0 6.6

snosl chlldien are wlithin the 12-47 mwonth ape group and would require 1300 calord: s per day and 27 grams protein by IAO
Standards. A wminimal Proteln gap was tound 1n Lhe present survey,

iolhers who used CALRE fvods In total dietary intake of ehlld on the day prior Lo the 28 hour 1ecall.

*ralnereascd Culorie lntake divided by Calorie Gap and multipliced by percent of Lhe month  when food provided (1004 in
Ltalte-home pruumuus) and by percent who ate ration,



It is likely that substitution will always be a major factor in
on-site feeding programs in particular because of the connotation
that a cooked meal at the center has to mothers, vis-a-vis, the
need to cook that meal again at home for the child. A suggestion
has been made that perhaps scheduling on-site feeding activities
more as snack programs at an hour of the day not normally asso-
ciated with .a meal might reduce the substitution problem. Suggested
measures to counteract the substitution problem are increased
rations, education, and research into the determinants of the prob-
lem.

Taking the substitution effect into account the net caloric in-
take increase was less than the caloric value of the ration con-
sumed, and considerably less than the amount of calories distri-
buted to the mothers and intended for daily consumption. The
net calorie increase is rapresented hasre As a rercent of the
intended increase according to nrogram desicn Srom the ra-=ions
distributed:

Net Calorie Increase as
Percent of Intended In-

crease

Colombia

(Take-=home) 54
Costa Rica

(On=-site) 63
Dominican Republic

(Take~home) Wet Daily 11

Dry Monthly 27

India-~Tamil Nadu

(Pn=-site) 47
Pakistan

(Take~home) 44

The program with the largest ration, Costa Rica, had the most
success in increasing dietary caloric intake. The rates are
similar among Pakistan, India, and Colombia, suggesting that

net calorie increase can be as great in take-home feeding as in
on-site feeding. The Dominican Repu''lic had the least effect

due to the high rate7of substitution there. The Cantor Tamil
Nadu Nutrition Study’ of take-home feeding found a net‘calorig in-
take increase of 18% of the intended one and the Poshak Study
found net caloric increases ranging from 32-54% of the intended
at various phases of the study. These figures give a realistic
view of what results to expect supplementary feeding to have on
total dietary intake. Even at a very high ration level (Costa
Rica) and among a relatively higher income and less nutritionally
@eficient group, only 63% of the ration represented a net caloric
increase. ~Loa



The net daily percent of the calorie gap closed for program
participants as a group is also shown in Table 17. This cal-
culation divides the net caloric increase resulting from the
ration by the average calorie gap and multiplies the result by
the percent of the total group who actually ate the ration.

The six days per month when food is not provided in on-sige
feeding programs was also taken into account. These results
again show the on-site feeding in Costa Rica to be having the
most effect as it closes 88.2% of the calorie gap. The next
most effective program is on-site feeding in Tamil Nadu, India
which closes 28.2% of the calorie gap. The greater effective=-
ness of the on-site feeding approach in closing the calorie gap
is due both to more ration calories consumed aad higher percent
eating on a daily basis. Colombia has the gjreatest calorie im-
pact of the take-home feeding programs through closing 21.6% of
the calorie gap. This is largely a result of the low rates of
substitution there, but percent who ate is much lower than in
on-site feeding. The Pakistan and Dominican Republic programs
appear to have minimal effect on closing the calorie gap due to
high substitution in the Dominican Republic, and low percent
eating in Pakistan.

The dietary intake and supplementation and substitution effects
of the ration were studied separately for 1-3 year old children
and 3-5 year olds (Tables 18 and 19). 1In Costa Rica, India, and
Pakistan the calorie gaps of 1-3 year old children who did not
eat the ration were much greater than the gaps of 3-5 year olds.
In India and Pakistan this is a result of the practice of late
introduction of solid foods. The ration calories consumed by the
different age groups were not significantly different. However,
substitution was greater among the 3-5 year olds in all three
countries where substitution was previously noted, in the total
group, i.e. Costa Rica, the Dominican Republic, and Tamil Nadu,
India. The percent of ration calories substituted for the normal
home diet in 3-5 year olds was 54% in Costa Rica, 74% in the
Dominican Republic,and 84% in India. Younger preschool children
tend to be fed less and fewer foods in general. Therefore, the
ration being given to the mother especially for those children does
not replace other foods. This is especially true in India where
the average 1-3 year old is severely calorie deficient before he
receives the CARE ration; with the ration, the calorie gap of 1-3
year olds has been sizeably reduced by 270 calories. On the other
hand the older child consumes more of the adult diet for which the
ration is substituted. Thus it would appear that supplementary
feeding is more effective in raising the net calorie intake of
children younger than three years, than in older children. The
1-3 year olds are the most nutritionally at risk due to greater
caloric deficiencies.
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TABLE 18
MEAN DALLY CALORLE AND PROTEIN 1INTAKE + STANDAKD DEVIATION
OF PRESCHOULERS GROUPED BY AGE IN FIVE CARE FEEDLNG FROGHAMS

'otal Intake Wlthout Gap Viithout Nation* Towil Intake With

Gap With Ration*

Ration Kation

Country Calories Protein N Calories Lroteln Cuianies Protein N Calories Protein
CulOmMuI A

(uke Home) A

1-3 Yuiu, 988358 25.7+13.4 68 372 1.3 21L339¢ 39.2+418.3 46 U2 —_—

3-5 Yrs, 910341 25.2111.7 8 399 1.8 11,7569 32.6%15.7 50 234 —
COS'A R1CA

(Un-site) )

1-3 Yru. 174347 30.8416.0 36 43 —— 13,1251 51.6¢15.6 2! 35 —

3-5 Yiu, 10531393 29.8+15.1 68 297 -———- 165329 K8.1111.2 65 -- ——
DOMINLCAN REPUBLIC

(Lake Home) )

1-3 Yia, 8831352 26.0t15.5 58 ey 1.0 Yy 384 26.1+14.1 4y 436 0.9

3-5 Yru. 881350 23.6112.1 53 476 3.4 AT 25.3710.8 63 431 1.7
1NvLa (‘rAMIL HADU)

(Un-s1te) i o ) )

1-3 Yrs. 6614365 20.7+13.7 26 693 6.3 V571236 30.9¢ 6.7 719 423 ———-

3-5 Yrs, 9351483 27.7£16.4 33 has - Y 23¢ 34.2% 8.2 110 370 ——
PAKLS AN )

Take Home

§-3 Yius, ¢ 94118 25.7414.3 104 413 1.3 10801592 29,0+19.6 19 274 ————

3-45 Yiu, 10604442 29,1%16.6 86 300 ———— i, (1603 32.0%12.1 ‘27 103 ————

*Gap based on IFAO requircement of 1360 calorlics and &f rpeams proteln

old children

for 12-47 month


http:25.7+13.11

OF RATION ONM

TABLLE 19

SUPPLEMENTATION AND SURSTITUTTION EFFICIS
GROUPED

THE HOME DIEY

or

PRESCHOOLIIRS

BY AGE IN FIVE CARE FEEDING PROGRMNS

Mean Ration Consumed+$.D.

Effect on Diet

Calories Protein(gms) Sample . Increased Calories Substituted Calories
Size Mean % of Intended*

Colombia

Take-llome

1-3 yrs. 194+162 11.9+11.1 46 230 75.4 0
3-5 yrs. 1384126 7.2%6.5 50 155 50.8

Costa Rica

On-Site

1-3 yrs. 737 30 24 408 55.4 329
3-5 yrs. 737 30 65 340 46.1 397
bominican

Republic

Take-llome :

1-3 yrs. 128+97 6.7+45.1 47 42 12.5 86
3-5 yrs. 173+131 8.7+5.6 63 45 13.4 128
India

On-Site

1-3 yrs. 340 16 79 270 79.4 70
3-5 yrs. 340 16 110 55 16.2 285
Pakistan

Take-llome

1-3 yrs. 124+96 4.3+42.9 19 139 46.6 0
3-5 yrs. 136+101 5.144.2 27 197 66,1 0

* . Calculated

t
- o)
I .

NN

on Basis of Total Ration Distributed for Daily Consunption.



There are a few children with adequate caloric intake kefore
or after consuming the CARE ration. Therefore; few program
resources are being stent to feed a group whose home diets
are already adequate. Eowever, the children whose diets
were adequate in calories consumed more raticn calories

and a greater nunber of these calories were sulstituted

for the home diet in all countries survevyed. (Takle 20).
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TABLE 20

MEAN CALORIC INTAKE AND ‘'l SUPPLEMENTATION AND SUBSTITUTION LFFECTS OF RATVION
ON THE HOME DIET OF PRESCHOOLERS WI'TH AND WITHOUT A CALOKIE Giar< IN FIVE CARE
PRESCHOOL FEEDING PROGRAMS

Mean Calorlé

Mean Calorie Mean ,~ ul Total Ration Effect on Dlet Percent
Intake Without Intake With Hation t.dorles Calories . Who Ate
Country Ration 1] Ratlion N Constied ¥rom Natlon - [Increment | Substitute] Ration
COLOMIILA .
Culorie Gap- les 879 125 g2 68 139 Yl 93 46 51
Calorle Gap-ilo 1539 22 1650 28 228 14 111 117 60
COSTA NHliCA
Calorle Gap-Yes 868 83 1071 o 3¢ vy 203 53# 17
Calorle Gap-HNo 1611 23 1659 53 137 ah 48 689 26
DOMINCAN REPUBLIC
Calorle Gap-Yes 801 119 803 99 144 1 2 142 85
Culorle Gap-Ho 1626 12. 1635 17 209 13 9 200 100
INDLIA ('"AMLL NADU)
Culorle Gup-Yes 683 53 930 180 340 51 2n7 93 66
Calorle Gap-lo 1776 7 1545 ‘a3 340 A -231 340 93
PAKLSTAN .
Calorle Gap-Yes 854 170 913 34 114 12 114 59 45
Calorle Gap-Ho 1692 37 1906 13 17s 9 2 0 67

*Chlldren with a calorle gap have diets contalning less
12-47 wmonth old chlldren.

than 1360 calorics per day wuliich

13 the FAO requirement for



Nutrition Status

Three measures of nutritional status were collected on all

children: weight, height, and arm circumference. The results

were analyzed by computer using an anthropometric suk-routire
developed by the Center for Disease Control of the U.S. Department

of Health Education and Welfare for nutrition assessment survevs,
which they have conducted recently in Nepal, Sri Lanka and Sahelian
Africa. The U.S. National Academy of Sciences (MNAS) reference
population was used as a standard throughout the study for consis-
tency. The NAS standard is based on U.S. children as measured in

the Fels Research Institute Growth Study for children 0-24 months

old, the Preschool MNutrition Survey for ages 25-52 months, and the -
Hational Health Examination Survey, Cycle II for ages 60-143 months.22/2:
This anthropometric standard is thought Ly the MAS to ke the most
accurate one available presently for a reference population kecause
until recently other references in use have not been based on a
randomly selected sample, representative of the general pcpulation.
The commonly used Harvard (and Iowa) standards of Stuart and Meredith
were drawn from special studies conducted several decades ago on

small numbers of relatively well-nourished children and may not be
normative values for U.S. children today. However, the recent

studies on which the NAS references are kased include large and
representative samples of certain age segments of the entire

United States population.2¢ Reference data from the United States
population were used although local standards were availakle in some
of 'the countries, Lecause it was necessary to have one internaticnally
accepted standard for use in all five country evaluations. Further-
more, recent evidence has shown that ethnic differences nlay a

minor role in growth whenzcoggared with the overshelming influence

of nutrition and disease.“>’

For the purposes of the present evaluation survey, weight for peight
was considered to be the most appropriate criterion for assessing im-
pact._ _The traditional measure of weight for age (Gomez Classifica-
tion)27 does not take into account the fact that children who are .
stunted (short for their age) may be of a weight perfecFly proportion-
al to their height. Furthermore, some children start life with jow
birth weights and thus remain deficient ir weicht for age kv the
Gomez standard.28 There iz little hope in a supplementary feeding
nrograr of creatly increasing stunted height, kecause a marked
slowineg of linear growth early in life often means that the child
will never catch up to the full stature or a normal child of his
same age. CSeveral feeding programs have reported their failure at
beirg akble to significartly improve stunted -height.6,7,27,30,31
Hovever, other programs have fLeen descriked where heicht for ace
appears to improve more rapidly than weigiht for heidht, causirng
childrer to_te thin for their heicht, and procram results to apcear
negative.9'23 This trend toward significant improvement in heicht
for age was nnt encountered in the present survev,

~U3-
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weight for age measurements fail to distinguish between
currently malnourished children, and children who are currently
of a weight proportionate to their height kut remain stunted
from malnutrition in the past. On the other hand, the use of a
weight for height and height for age classification of children
makes it possikle to distinguish the currently malnourished chil-
dren, from the chronically malnourished childrern or children who
remain short for their age due to past malnutrition. Cogent
arguments have teen presented on the advantages of using a weight
for height and height for age ciassification cdue to its added
diagnostic power.20:28,32-3 Beghuin and Viteri have suggested
that the high percentage of children who fail to recuperate after
feeding programs in nutritional rehabilitation centers may ke as
much due to poor choice of evaluation criteria, i.e. weight for age,
as to real failure,and they state that performance of feedigc pro-
grams should never ke assessed by the Gomez Classificatien. 0

WWhen height is ignored, a child is expected to achieve a cer-
tain weight for his age, despite the very real limitations to ever
achieving that weight which are imposed by his height. Mevertheless,
weight for age measurements in the children in the oresent study
will ke presented to make comparison of the data with previous
studies possikle. It is possibkle to increase weicht in proportion
to the existing height through supplementary feeding programs,
and weight for height growth charts have keen developed Ly
F.E. Viteri a& INCAP, and by ICBF in Colomkia.32

The weight for height measure also has the added advantage of
being apparently age independent. Although it was found possible
to gather accurate age data in the present survey through careful
interviewing techniques, checking center records, and verification
Ly counting the number of teeth erupted,this is not always the case
in field surveys in developing countries.

Mean arm circumference and arm circumference for height were also
used as additional nutrition status indexes. The validity of these
measures has not been fully tested, but thev appear to offer the
practical advantage of requiring very minimal and inexpensive equip-
ment (metric tape measure and a right angle). A separate report is
being prepared on the correlations between all the different measures
of nutritional status and their consistency and diagnostic power in

identifying malnutrition in all five countries.

A preliminary analysis of the data revealed that average arm circum-
ference is an accurate method for detecting severe malnutrition in
1-3 year old children in countries with a high prevalence of severe
malnutrition. In India and Pakistan, using a cutoff point of 13.5
centimeters arm circumference, it was found that 85% of the children
with third degree malnutrition by weight for age and 83% of the chil-~
dren with acute malnutrition (< 80% weight for height) were iden-
tified correctly through arm circumferences less than 13.5 centi-
meters. Therefore, arm circumference is sensitive enough to detect
almost all cases of severe malnutrition. It is of limited uss in
Latin America where little severe malnutrition was encountered.
Although arm circumference could be used for detection there 1s some
question as to how rapidly it would reflect growth improvement, and.
therefore how useful it would Zg for program evaluation and monitor-
ing. =40~
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The impact of feeding programs on ngtritional status was mea-
sured both by comparing the anthropometric measurements'of par-
ticipants with those of non-participants, and by comparing mea-
surements of children within the program kv length of participation,
ie. newcomers versus long time participants: This latter analysis
by length of participation was found to ke invaluable due'tg the
lack of kaseline date on the measurements of prograrm participants
at the time of first enrolling in the feeding program. A program
versus comparison group test of impact assumes that the starting
rates of malnutrition among the two groups are the same, and that the

primary difference between grouns is the receipt of food Ly the
program reneficiaries. This assumption may prove to he false, and
programs which enroll children with higher malnutrition rates

than their comparison group may, therefore be judged as ineffective,
when indeed they are making significant progress in lowering
initially high malnutrition rates.

The measurements of a newcomer groun formed by all those
children in the sample who had participated in the program for
five months or less (average of three months) were used to estimate
the starting malnutrition rates of program children. The five
month cut off point was set arbitrarily to allow enouch samnle
size for comparing groups. The malnutrition rates of this
newcomer group in the program were compared to those of the non-
participant group to see if recent enrollees in the orogram tended
to be more or less malnourished than children from the community-
at-large. It should be stressed here that this study was nurely
cross-sectional and that all the groups teing compared we.: com-
posed of different children and not the same children measured
over time.: Thus, other variakles such as different community
circumstances at various times of enrollment, the nutritional
status of program drop-outs and the reasons why the recent enrollees
had not started in the program earlier, cannot te ruled out as
possihle explanations for differences in malnutrition amona groups.
Furthermore length of participation data were ottained from
mother's recall and center records and therefore vere sukject to
some cegree of error. With these caveats in mind it is felt
that the malnutrition rate of children in the procram for five
months or less can serve as a useful estimate in the aksence of
haseline data. The malnutrition rate of children ir a nutrition
program fbr less than a year was used successfully as an estimate
of lLaseline nutrition rates in the Candelaria studvy.
The assumption that there will ke little impact in the first few
months of participation ir a feeding program seems to be a safe one
tased on the findings of Project Poshak and the Tamil Madu Nutrition
Study in which the_programs had little effect in the first sisx
to seven morths.%,7 This was primarily Lecause of the time lag
hetween initial enrollment and the estaklishment of a regular
pattern of feeding the ration to the child, during which the
mother experimented with the ration and gradually kecame convinced
that it was acceptable for her child.
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The measurements of the newcomer group were also ccmpared
to those for program participants as a whole, and in particular
to those of longtime participants who had keen in the program for
an average of twenty-two months (all enrolled for more than nine
months). Thus the newcomers served as a second comparison cgroup for
measuring prooram impact because as participants in the program
ané residents of the same community they tended to share background
characteristics more similar to those of the other participants
than cdid the non-participant group derived from the community at
large or from a nearby community.

In referring to children as "malnourished" in this section of the
report it should be stressed that this diagnosis has been based
entirely upon physical evidence of malnutrition as reflected in
retarded growth. Malnutrition as measured by inadequate nutrient
intake was not used to classify children as malnourished if their
physical growth remained normal and was not affected by the di-
etary deficiencies.

The nutritional status results of non-participants, and of
program participants by different ‘length of rarticigpation’ groupings
are presented in Takle 21 and Figures 2-4. The numher of children
whose percent of NAS reference median weight for age, wveight for
height, and height for age are telow acceptatle limits are listed.
Averace age differences Letween groups were only three months and
none exceeded six months, except between the 25 month particirants
and ? 9 month participants in Costa Rice where the ace cdifference
was 8.5 months. Therefore, differences in nutritional sta%us
Letweer groups are not likely to be due to the natural effect of
aging.

Few differences in nutritional status among the varicus grougs
withir each country are large enough to ke significant on any of
the measures as can ke readily seen from the craphic preserntatic
results in Tigures z-4.

1 ¢t

When the newcomer group in the program was compared to the
non-participant group it was found that the Colombia and Costa TIica
programs enroll children significantly more malnourished than the
comparison groug. In Colomkia, there were significantly more
stunted children ( ¢90% height for ace) and more children wikth
first degree malnutrition (75-90% of weight for ace) amonc the
nevcomers than in the comparison group. In Costa Rica %the new-
comers had significantly lower weights for their heights (Loth

less than 20% and less than 80% of the reference) and more children
with second decree malnutrition (60-75% of weicht for ace.) 1In
fact, newcomers to the program in Costa Rica were the most mal-
nourished ky veight for height and weight for ace of all the childran
ir this croup in the Latin Countries. Thus, these two rrocrams ar?

reaching the more malncurished children in the ceormunitwr., In the
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TABLE 21

NUTRITIONAL STATUS BY LENGYH OF PARTICIPATION IN FIVE CARE PRESCHOOL
FEEDING PROGRAMS (NAS REFERENCE POPULATION)

Non- Participants for: Total
Participants =< 5 Mos, 2 9 Mos, Participants
COLOMBIA
Sample Size 536 232 502 897
Participation (Mos.) o) 3.4 20.2 13.5
Mean Age (Mos.) 35.7 34.4 37.7 35.7
Weight for Age (%)
1st Degree 43, 0*** 52,6%%* 51.8*** 52,1 ***
2nd Degree 10.2 10.3 12,2 11.6
3rd Degree 0.9 0.4 0.0 0.4
w < 904 Reference Weight for Height 11.0 9.5 11.8 11.6
(6 < 80 Ref. Weight for Height) ( 0.4) (0) ( 0.6) ( 0.8)
% &£ 90j5 Reference Height for Age 25,7 *xkx 30,6 **** 30.8 ¥*** 30.7 ***
]
[O]]
"osTa RICA
Sample Size 266 129 249 500
Participation (Mos.) e 2.9 20.8 14,2
Mean Age (Mos.) 38.9 36.0 L4y 5 50.0
Weight for Age (%)
1st Degree 4o.2 40.3 38.5 ho 4
2nd Degree 5.3%* 11.6** 8.2 9.0
3rd Degree 1.5 3.1 (¥***) O (***x) 0.8
6 £« 90.0 Reference Weight for Height 18,0 **** 32,6 *kxx 29 3 *xxx 28, Frxxx
(6 < B0Oj# Ref. Weight for Height) ( 2.6)*x ( 7.0)** ( 3.2) ( 3.7)
% < 904 Reference Height for Age 10.6 i2.4 8.4 9.5

For explanation of asterisks see last page.



TABLE 21 (Continued)

NUTRITIONAL STATUS BY LENGTH OF PARTICIPATION IN FIVE CARE PRESCHOOJ,
FEEDING PROGRAMS (NAS RETFERENCE POPULATION)

Non- ‘ Participants for: Total
Participants < 5 Mos. =>9 Mos. rarticipants
DOMINICAN REPUBLIC
Sample Size 822 157 811 LO79
Participation (Mos.) 0 2.6 23.2 20.0
Mean Age (Mos.) 34.8 31.7 35.9 34,6
Weight for Age (4)*
1st Degree 39.4 35.0 39.1 38.9
2nd Degree 9.1 13.4 8.0 9.3
3rd Degree 1.6 0.6 1.1 1.2
/6 <~ 906 Reference Weight for Height 2D, ] Kk 20.5 16,3 **** 17.3*!
, (75 < 80% Ref. Weight for Height) (2.2) (3.2)(***) (0.9)(**x) (1.5)
7 <.90;6 Reference Height for Age 19.3 21.8 17.8 18.6
i
Ul
SINDIA (‘AMIL NADU)
Sample Size 859 197 504 963
Participation (Mos.) 0 2. 19.7 11.4
Mean Age (Mos.) 32.3 34.7 40.4 37.7
Welght for Age (%)*
1st Degree 35.8 36.5 38./ 38.2
2nd Degree Ly Brxx+* 4o,6**** 4y 5rre* Lo, 7**
) 3rd Degree 11.2 10.7 11.1 11.2
jo £ 90,5 Reference Weight for Helght 67.5 60.4 (**) 68,5 (**) 64.9
(6 < 80,4 Ref. VWeight for Height) (14.9) (14.2 ), (15.9) (15.4)
% £.90/4 Reference Height for Age 51.6 ***= Bl 7 HEEk Ll [ Brxx Ly grrxe

For explanatlion of asterisks see last page.



I'AE
HULRIIONAL STATUS BY LENGIH

2. (Co nuc

OFF PARTICLPA'MION 1N [M1VE CARE PRESCHOOL

FEEDING PROGRAMS (NAS REFERENCIS POFULATION)

Non- ~ Participants for: Total
Participants = 5 Mos. 79 Mos, Participants
PAKISTAN
Sample Size . Lol 137 534 779
Participation (Mos.) o 3.1 25.5 21.0
Mean Age (MOF-) 31.0 31, 35.3 33.9
Welght for Age (#4)*
1st Degree ny y 51.8 46.6 48,1
2nd Degree 29.7 29.9 27 .7 28.6
3rd Degree 7.3 *** 1.5 *** 6.6 5.4
% 4 90/ Refercnce Welght for Height 56,2 51.8 52.8 52.8
(% < 804 Ref. Weight for Heilght) (10.1) ( 5.1) (7.7) (7.6)
% < 90% Relerence Helght for Age 30.0 28.5 30.5 29.6
1 *Normal = 90+% of NAS Reference Welght f{or Age Median.
(9}
T First Degree = 75-89.9% of NAS Reference VWelght for Age Median.
Second Degree = 60-74.9% of NAS Reference Weight for Age Medlan,
Third Degree = Less than 60% of NAS Reference Weight for Age Medlan.

¥*Indicates significant difference between participants and non-participants at P<L .05

¥¥¥Indicates significant difference between particlpants and non-participants at P < .02

#%¥¥Tndicates very significant diff'erence between particlpants and non-participants at P< ,01

(*)Indicates significant differences by léngth of participation among participants only.



FIGURE 2

NUTRITIONAL STATUS 3Y LINGTH OF PARTICIPATION IN FIVE CARE
PRESCHCOL FEZDING PROGRAMS AS MEASURED 3Y 2ZRACENT OF PRESCHOCLERS
WITH WZIGHTS L=SS THAN S0% CF THE NAS REFERENCE WEIGHT FOR ==2IGHT
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FIGURE 3
STUNTING 3Y LINGTH OF PARTICIPATION IN FIVE CARE PRTSCHCOL
FEEDING PROGRAMS AS [IZASURED 3Y PERCENT OF ?R=SCHCCLERS WITH
HEIGHTS L233 THAN 50% OF THE NAS RIFERENCE 3EIGHT FOR AGE
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COLOMBI A

FIGURE 4
NUTRITIONAL STATUS 3Y LENGTH OF PARTICIPATION IN FIVE CARE

PRESCHOOL FEEDING PRCGRAMS AS MEASURED 3Y PERCENT CF PRESCHCCLERS
WITH WEIGHTS LZSS THAN 7575 CF THE NAS REFERENCZ WEIGHT FCR AGE

(RATZS OF SECOND AND THIRD DEGREE MALNUTRITION-—GOMEZ CLASSIFICATIC:H)
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Dominican Repullic the program is reaching a grour wvhose malnutrition
rates are approximately equal to those of the comparison group from
the community at large; there is more second ard third degree mal-
nutrition among newcomers in the program than non-rarticipants lut
the difference is not significant.

The Tamil Jadu, India program is reaching the createst nunmber of
malnourished children of any of the countries surveyed. The
Pakistan Procgram is also reaching a group vith verv high
malnutrition rates. Iliowever, high as the malnutriticn rates
are among participants in Tamil Tadu and Pakistan, the

children not enrolled in the prograr. are even more malnourished.
There is significantly less second degree malnutriticn and
stunting amorg newcomers to the program in Tamil adu, than
among children in the community at large. 1In PFakistan there

is less third degree malnutrition among nev'cemers than in the
comparison group.

Although the Latin American progrars are reaching far fewer
malrourished children than the Incdia and Pakistan procranrs,
they are doing a ketter jok of reaching the rnore ralncurished
children in the communitv.

These apparent inicial differences in rates of malnutrition
Letween participants and non-participants must ke kept
in mind when comparing the nutritioral status of

the total program group to the non-participant group. It would
appear that all the significant differences in nutriticnal status
between the total participants and non-garticipants can ke traced
to these initial differences in malnutrition between newcemers

to the prograr and non-participants. Thus significant éiffererces
in nutritional status ketwsen the pregram overall and the com-
D2~ison group do not appear to ke cue to a nutritional imnact cr
lack thereof from the feedina Program, tut rather appear to ke due
to initial differences in the type of children which the orogram
tends to enroll.

Turning to the comparison of malautrition rates of newcomers
who have been in the program for five months or less ( an average
of three months) and longtime participants who have keen enrolled
for more than nine months (an average of twentv-two months) interes-
ting results on program impact emerge. MNo significant reduction
in rates of malnutrition bv weight for height criteria were seen v

lencth of particigation in the trogram, excep:t in the Zominican
Peoublic where significantly fawex lengtime garticipants (£.9%)
were affectad kv acu*e malnutritior ¢ £802 waichs for heichi) “:an
navcorers (3.2%)., Tigure 2 and Tails 21 sten Eias alzhcurh ncs



significant, the trend was toward nolding malnutrition rates e
waight for heigh+ constant or-slightly rzducing them v loncar
particization in the program, 2xcapt in Tamil lacdu where tha ra=e

of malnutriticn was' significantly higher amcng longtime partici-
rants (G843%) versus newcomers (60«4%) . This Failure of the TIndia
grogram to lower or hold stakle the malnutrition rates mav ke due

to higher substituticn of the raticn for the home diez armon¢ long-
time participants who are slightly older. Other studies havs nos
found significant impact of feedin¢ precgrams on veight for heignht.€,3
Positive impact on weicht for height has been accomplished in

nutritional rehakilitation centers at which the child receives
all its mealg at the center under supervision for a period of
four months. 40

Etriking differences in rates Fetween regions emerced vith
two to five times as manv children less tharn 20% of the raferance
welcht for their height in all groups in South Asia comeared o
those in Latin America. The highest rates of malnutrition were
found in the Tamil Nadu children.

t

o

As expectec, the program had no significant effect on lowering
ractes of stunting ( {90% of reference heiv¢ht for age) among new-
comers and lcngtime participants (Figure 3 and Takle 21). Eowever,
there was a trend toward lowered rates of stunting amoncg longtime
participants in Costa Rica and the Oominican Repuklic. The rate
of stunting which is an indicator of past malnutriticn, or current
chronic malnutritior was highest in India and lowest in Costa Rica.
Rates were similar in Pakistan and Colomkia and slightly lower in
the Dominican Republic. As previously rointad out, it may tak
vears, if possikle at all, to correct the chroric malnutrition
evidenced bv the rates of stunting; stunting implies a more surtle

rutritional deprivation from long term dietary inadequacies in

caronically ill children whese linear growvth is retarded.
Mlortality and morbidity are not as traceakle to chronic mal-
nutrition as to current acute malnutrition(low weight for heicht),

and the influence of a moderate height deficit on a child's
health has not been established.

hnalysis of weight for age variations among newcomers and
longtime participants also reveals little sigrificant nutrition
impact, except in Costa Rica where the incicdence of third '
cegree malnutriticn has Leen totally eradicated among longtime
rarticipants (Cigure ¢ and Takle 21l), A5in the veicht for
neicht results, the trerd (altheuch not significant) was toward
holcéing malnutrition rates Lv weight for ace censtant or slightlw
reducing them, except in India where the rate was higher among
lonctime participants.

-



Again regional differences emerged with four times as much
second ancd third degree malnutrition in South Asia gas in Latin
America. Project Poshak found no significant differences in
percent of standard weight for age of feeding program participants,
but noted a_ trend toward improved nutritional status and less
regression.® Ilowever, weights of childrer in the Poshak program
vere significantly superior to controlsafter one vear, if their
mothers collected the ration at least 50% of the intended times.
Other feeding programs have reported marginal or no chancge in
weight for age.31,39 The Naranwal program in India, after one
vyear of nutritional supplementation and medical care, found no
significant increases in welght of lkeneficiaries, and the overall
malnutrition rates ty weight for age vere onlyv lowered from 25 to
17.5% with no reduction in the percentage of children who were
severely malnourished.30 However, the Tamil Nadu nutrition study
reported. significantly higher weicht increases in particirants of
a takre-home feeding program after one year (despite a daily intake
increase of only 66 calories from the ration) when compared to
non-participants.’ Furthermore, nutrition rehakilitation centers
have shown creater than normal welght gain with an averace of a
3-5 percent increase in weight for age of preschool children after
four months of eating the total daily diet at the center itself.20
Thus even within integrated programs, which provice the total.
nutritional requirements of the child daily, improvement ir weicght
for ace percent of the standard may not ke very larcge.

V7ithin each country's program, vhen feeding centers are judced
individually as to the nutritional impact they are having on the
growth of their keneficiaries, a wice variety in levels of effec-
tiveness emerges. The evaluation methodology was designed to
try to identify centers with the most impact and those with the
least impact and to explore factors which might ke statistically
related to the high nutritional impact or lack thereof at various
centers. :

A system for ranking all centers from highest nutrition impact
to least impact was devised which took into account the difference
in malnutrition rates (percent of children less than 20 percent of
tile reference weight for their height) ketween the feedirg progran

participants and the non-participant comparison group. Zgain

due to the aksence of longitudiral data an attempt was nade

to estimate the starting rate of malrutrition aronc newcemers

to the program. However, the definition on lernath of partici-
pation of the neawcemer group had to Le raised from the five ronth
cut off point used in the national analvsis to a nine month

cut off point for the sitewise analysis in order to allow encuch
sample size for comparing groups. due to the small numter of
children at each site. The average lencth of participation of
the sitewise newcomer group was five months.

-00=
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A nutrition impact score was assigned to each center by
combining the difference in malnutrition rates among partici-
pants, as well as the estimate of early program malnutrition rates
among participants for nine months or less and the non-partici-
rant group. The actual formula was:

$4£90% wt. for ht. among participants for 9mos. or Provorticn of

¥~ 20% wt. for ht. among non-participants Malnutriticn ke-
tween Recent Par-
ticipants and
Non-Participants.

MINUS
£ £{90% wt. for ht. among total particirants or motal provortion
$4 20% wt. for ht. among non-participants of Malnutritien

ktetveen Partici-
cants and lion-
Particirants.

The basis of the nutritien impact score is that procress tovard
reducing the initial rate of malnutrition would be reflected in

a lower malnutrition rate for the total program than for the new-
comer group. The total program malnutrition rate would he less
than that of the comparison group except in the cases where nrogram
participants are initially more malnourished than the comparison
group.

The percent of the total centers surveved ir each country
which had positive nutrition impact are shown in Talle 22. Costa
Rica had the hichest proportion of sites with rositive impact (64%)
and Tamil Nadu India the lowest (21%). f.lthouch there vere size-
able differences in malnutrition rates among the various c¢rours
at many sites, none of the sitewise differences ir malnutrition
rates ketween total participants, newcomers, cr comparison croups
were significant.

None. of the centers in any of the programs use criteria to
target the program only to the malnourished. However, it can be
seen, in Table 22 that the majority of centers in Colombia and
Costa Rica are reaching children with as much or more malnutri-
tion as found among non-participants; the rates are lower in the
Dominican Republic where 45% of the centers reach an equally or
more malnourished group as found in the community at large; and
in Pakistan, where 41% of the centers reach such a group. The
Tamil Nadu, India program, on the other hand, is only reaching
equally or more malnourished children in 21% of the sites surveved.



TABLIs 22

PERCENT OF CENTERS EVALUAYTED Il EACH OF FIVE
CARE PRESCHOOL FEEDING PROGRAMS WITIl POSITIVE MUTRITIONAL
IMPACT AND COMPARISON OF TIIE MALANUTRITION PA1'FE AMONG RECENT
ENROLLEES WITYH THE RATE AMOIG NOHN-PARTICIPANTS

Percent of Centers Percent of Centers with
Humb of with Positive lutri- Malnutrition Rate of
umber tional Impact* Participapts for £9mos.

th
Centers Greater than or Equal to
- Comparison Group Rate¥**

Colombia 20 45.0 55.0

Costa Rica 22 50.0 63.6
Dominican }

Republic 20 55.0 45.0

India (Tamil Nadu) 29 27.6 - 20.7

" Pakistan 17 41.2 41.2

* Positive Nutritional Impact = Positive Score on the following calculation:

324 90% weight for height among participants for £9 months minus
$ £ 90% weight for height among total participants
$£90% welght for height among non-participants.

** Malnutrition Rate = The percent of children less than 902 of the Reference Weight for
their height.



These rates of coverage of the malnourished are important be-
cause of all factors correlated with impact, the strongest one
of all was the incidence of malnutrition. 1In other words, high
rates of malnutrition for newcomers in the program equal high
nutritional impact.

An important finding of the present surveys tased on the
analysis of the malnutrition rates of the newcomer croups in the
program as a whole is that the feeding programs enroll many
children who are not malnourished. This is primarily because no
criteria are used to target any of the programs to only the mal-
nourished. Therefore, the malnutrition rates of the newcomers in
the program cenerally reflect those of the community at large,
though slightly higher or lower in some programs as previcusly
descrikted. This means that in Latin America where malnutrition
rates are low, the majority of the participants ir the feeding
programs are not malnourished. In fact there mav he as few as
one in ten participants malrourished (¢ 90% veight for height)
vhich is the case in Colombia or one in five malnourished in the
Dominican Pepullic. Although not showvinc phvsical signs of
malnutrition the majority of children ir the Latin ’merican
programs are calorie deficiernt. Tesults are more favoralle
in India and Pakistan where at lesast every other child in the
program shows physical signs of malnutritiorn. In Latin
Pmerica, it is particularly important to consicer a way of
estaklishing nutritional criteria for enrollincg more
malnourished children.

The feasibility of targeting the programs to gnly the malj
nourished has not been tested. There may be political gonstralnts
to eliminating certain communities. If within a community, some
mothers are excluded, and only mothers of the malnourlshed_are
enrolled, the potential stigma associated with ?he_malnour%shed
group may impede program results. Furthermore, +t is questionable
whether the administrator in the center could withstand the hos-
tility she might encounter for excluding some mothers. If the pro-
gram were catered only to the malnourished woulq there be enough
participants to make the program economically viable? In many
Latin American communities with their low rates of malnutrition
there are not likely to be enough malnourished children in a geo-
graphically concentrated area to warrant an entire feeding cepter
and program just for them. How do you logate the few malnourished
and induce them to join the program? Is it worth the added ex-
pense of seeking this group out?



Perhaps the most feasikle solution would ke to define a
minimum malnutriticn rate necessary in order to warrant a feeding
program, ancd then feed everyone in communities with this mal-
nutrition rate or more.

The rate encountered in the present surveys,below which
little impact occurred, e.g. 15% of the newcomers less than 90% of
reference weicht for height in Latin Aperica, could ke used to
select communities. There is little evidence that the mal-
nourished children in the program currently would regress nutri-
tionally if withdrawn from the program, kecause overall the mal- -
nutrition rates of the non-rarticipants are not that different
from those of children in the programs. The probtlem mav well ke
with selection of the communities themselves hecause in all countries
surveyecd except India many of the centers are already enrolling
children with as much or more malnutrition as that in the community
at large (Takle 22). The overall nutritional status results of all
five programs can ke summarized as follows:

Colombia is reaching a more chronically malncurished croup than

children in the community at large and malnutrition rates on all
measures are keing held constant. Sitewise, 45% of the centers

had a positive impact on weight for height.

Costa Rica is reaching a more currently malrourished group than
children in the community at large ané there is a trend toward
improving weight for height and weight for age, and sicnificant
improvement in weight for age. Sitewise,50% of the centers had
a positive imract on weight for height.

The Dominican Republic is reaching a group of children whose mal-
nutrition rates are approximately equal to those of the ncn-
participants, except for the greater incidence of second and

third degree malnutrition among newcomers to the program. There

is a trend toward improving height for age,and weight for age, and a
significant improvement in weight for height (acute malnutrition).
Sitewise,55% of the centers had a vositive impact on weight for
heicht.

India (Tamil iladu) is reaching children with less chronic mal-
nutrition (stunting) than the non-particirants ané less second
degree malnutrition. The program appears to hold height for aqge
and weight for age constant, kut there is a significant rise ir
the rate of malnutrition by weight for height among lonctime
participants. Only 21% of the centers had a rositive impact on

veight for heicht.

-

Pakistan is reaching children with sigrnificantlv less severe nal-
nutriticn than in the non-nmarticipant croup, and less mild mal-
nutrition as judged by less than 90% weight for height. The pro-
gram appears to ke holding malnutrition rates on all measures
constant. Eitewise,41% of the centers shov positive impact on
veight for height.

~Gl-



The Waterlow classification33-35 of nutrition status v
"Wasting"” and " stunting" of all program and comparison groups
is shown in Tatle 23. The Waterlow clasalFlcatlon is a useful
one for decicing on aprropriate remedial programs as it clearly
sorts out the children with chronic malnutrition (stunting) from
those with current acute malnutrition (wasting). Current ror-
tidity and/or recent inadequate food intalie resulting in acute
malnutrition may respond to a qulckly instituted short-tern
remecdial program. Whereas it may take years to chance the pre-
valence of chronic malnutrition, if p0551ble at all. chept in
Tamil Nadu, India and Pakistan few children are ¢ffering from
current acute malnutritiorn as evidenced by wasting or vasting
combined with stunting. Far more children are in the chronlcally
malnourished or stunted catecory and it is delateakle what role
a feeding program can play in correctinc this mild chronic mal-
nutritiorn. 2ll children suffering from wasting or comtined
wasting and stunting can ke considered acutely malncurished and
in need of immediate nutrition interventions. For these children -
the feeding programs are indeed efforts at nutritional rehakilitatior

The Gomez classification?’ of first, second and third decree
malnutrition by weight for age of program and comparison groups
is presentea in Table 24. Rgain it can be seen that few children
are in the moderate to severe malnutrition ca;eaorles (seconé and
third degree) except in Tamil Hadu, India and Pakistan.

The analysis of nutritional status tased on mean arm circun-
ference and arm circumference for height is presented in Takle 25.
Various lkorderlines have keen suggested for diagnosing moderate
to severe malnutrition based on arm circumference and Qeight
measurerients and these were applied to the present data, i.e.

1) Percent less than 85% of reference arm circumfererce for
height40 and 2) Percent with mean arm circumferences less than 13.5
centimeters.4l Few children in Latin America were identified as
malnourished using these -parameters, tut there were a sizealle
number in India and Paxistan. Although a rmore thorough analysis
is needed of the correlations of the arm circumference ﬂlacn051s
of malnutrition with the other measures i.e. weight for height
and weight for age, it does not appear to be sufficiently sen-
sitive for use in mildly malnourished populations such as are
found in Latin America. Its major usefulness apvears to ke in
situations where severe malnutrition is prevalent, e. g. Pakistan
and India.

The means of all anthropometric measurements taken as a
percent of MAS reference medians are presented in Takle 26. 2s
stated earlier these means tend to mask the actual number of
children affected by severe malnutrition and also tlur the sizeable
differences in nutritional status Letween groups.

The correlation coefficients ketween calorie and nrotein
intake and the various measurements are cresented in Talle 27.
Small p051t1ve correlations were found to ke significant retieen
total protein and calorie intake and height for age, as vell as
wveight for age. tVeicht for height was positively correlated to
a significant cdegree with calorie and protein irtake only in

-05~
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RATES OF STUWITTHG AMND URSTTIHG OF CETHLIRTT 12=50 MONTHS O AGE
BY PARTICIPATTON IH FTVP CARW PLIDTH: TPoinaie (MAS REFFERINCE POPULATION)

Sample ) .
3 Size _“_‘;_mugpma{%_ Stunting® Hggtinq3 Wasting and Stuntinc

COLOMBIA _

Participants 897 68.6 * 30.5 * 0.6 0.2

Hon-Participants 536 74.1 * 25.6 * 0.2 0.2
COSTA_RICA

Participants 507 87.6 8.7 3.0 0.8

Hon-Participants 266 87.2 10.2 2.3 0.4
DOMINTCAM REPUBLIC

Participants 1199 80.2 18.3 1.2 0.3

lon--Participants 820 79.1 18.7 1.6 0.6
INDIA (‘'AMTI. MADU)

Participants 963 49.13 35.3 ** G.1 9,2

llon -Participants 859 ~49.3 43.8 ** 7.1 7.8
PAKLST2HN

Participants 793 66.4 26.0 3.9 3.7

llon- Participants 1464 64.7 25.2 5.4 4.7
1

Hormal = At least 80% of median weight for height and 902 of mcdian height for age.

2Stunting = At least 80% of median weight for heiqght but less than 90% of median height for age.

3Wasting = Less than 80% of median weight for height but at least 90% of median height for age.

4Wastinq and Stunting = Less than 80% of median weight for heiqght and less than 90% median height
for age.
* Differences hetween groups are siqgnificant at P 4,05 level.

** Differences between groups are significant at P 4.01 level.



TABLE 20
RATES OF MALNUTRITIO! BY THIT GONEY, crresirrearionf or CHILDREHN )
12-59 MORTHS OF AGE LY PARTICIPATION TH FTVE CARE TEEDING PROGRAMS
(MAS REFLPRHCE POPULI'PTION)

—— e — ————— e e — T T e e e e e —— e e

Sample . First Second Thixd
} Size _ _Mormal _Deqree ~ ~ Dpeqree ___ Dbegree
COLOMRIZ.
Participants 897 35.9 ** 52,1 ** 11.6 0.4
Hon-Participants 536 . 45.8 ** 43,0 ** 10.2 0.9
COSTA RICA
Participants 507 47.1 43.0 9.1 0.8
Non-Participants 2606 53.1 40.2 5.3 1.5
DOMINICAN REPUBLIC |
Participants 1198 51.8 37.8 9.2 1.2
vlon—-Participants 820 49.9 39.4 2.1 1.6
i
[LHDIA (TAMIL NADU) -
! T Participants 963 9.8 ** 35.2 40,7 ** 11.2
Non-Participants 860 5.2 ** 35.8 47.8 ** 11.2
PAKISTAN
Participants 794 17.9 48.14 28.5 5.3
Hon-Participants 464 18.5 44.4 29.7 7.3
Hormal = 90+% of NAS Refercnce t'2iqght for Age Median
First Degree = 75-89.9% of IIAS Nefueroence leight for Age Median
Second Degree = 60-74.9% of IIAS Reforenes Weight for Age Median

lLess than 60% of N S Reference Veight for Age Median

Third Degreec

*4# Dpifferences between groups are siqnificant at P4 .01.



TABLE 25
RATES OF MALNUTRITION BY ARM CIRCIPIFERENCIE HEASUREMENTS
OF PARTICIPANTS AND HON-PARTICIPANTS I'l FIVE CARE PRISCHOOL
FEEDING PROGRAMS IN 1976 (NAS RFFERFHCE POPULATION) ‘

£ €£13.5 Cm.
Arm Circumferenc

Sample 2 €85% Reference Arm "fean Arm Circumference
Country Size Circumference for lleiqht  (Cwms. + S.D.) L
COLONBIA _
Participants 897 2.6 15.3+1.2%%
Non-Particiants 536 3.4 15.5+1.3*%
COSTA RICA
Participants 503 1.2 16.3+] . 3%**
Non-Participants 252 0.4 16.7+1.5%*%
(lj) DOMINICAN REPUBLIC
¢  Pparticipants 1201 2.4 15.8+1.3
Non-Participants 822 2.3 15.8+1.14
INDPIA  (TAMIL NADU)
Participants 963 19.8 14.1+1.2
Mon-Participants 859 18.3 14.0+1.2
PAKISTAN
Participants 794 14.1%* 14.3+41.2%
Non Participants 164 20.0% 14.1+1.4%

oo
[ ] L)
[~ -3

[
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W W
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*Nifference between group is very significant at P < .01

**pji fference between group is significant at P <
**%xDjfference between group is significant at P L

.02
.05
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ANTHROPOMETRIC HEAHNS AS PERCLHT
MEDIANS FOR PARTICIPANTS AMD HOU-PARTTCIPAHTS IN
PRESCHOOL IFEEDING PROGRMIS,

-

Or 1A RFPFEREMNCE

MIANIS ARE

PRESENITED + STANDARD DUVIATION

ngple Weight Weight lleight Arm Circumference

Country Size for Age for Huigyht for Aqge for Neight
Colombia -
Participants 897 87.1+11.5%* 98.7+8.2 92.6+5.6% 98.1+7.2%*%
Non-Participants 536 88.8+12.3% 99.2+7.9 93.4+45.9* .98.9+8,0*%**
Costa Rica
Participants 506 89.8+12.9* 95.5+10.8%* 96.5+45.7 102.0+7.8%
Non-Participants 266 93.4+16.5* 98.9+14.3%* 96 .5+5.7 105.4+8.9%*
Dominican Republic

Participants 1201 91.9+30.1 97.2+411.6 96.1+48.2 100.4+7.8
Mon-Participants 822 92.2+30.1 98 .7+34.5 96.1+7.7 100.7+8.0
India '

Participants 963 74.5+12.1% 87.44+8.0 90.7+7.2% 90.5+7.1
Non-Participants 859 72.9+10.6%* 87.0+7.4 89.7+6.3* 91.0+7.1
Pakistan

Participants 793 79.5+12.0 89.8+7.5 92.8+6.7 92.1+6.9**
Non-Participants 454 79.4+13.1 89.348.1 93.1+7.2 91.1+7.6%*

* Djfferences between

groups are very significant at P < .01

** pjfferences between groups are significant at P £ .02

**x* pijifferences between broups are significant at P { .05



TABLE 27

CORRELATION COEFFICIENTS BETWEEN TOTAL CALORIE AND PROTEIN
INTAKE AND PERCENT OF NAS REFERENCE MEDIAN FOR WEIGHT FOR AGE,
WEIGHT FOR HEIGHT, AND IIEIGHT FOR AGE IN FIVI: CARE PRESCIIOOL
FEEDING PROGRAMS

Total Calorie Intake With Total Protein Intake With
Country Wt., for Age ‘Wt. for Ht. Ilit. for Age Wt. for Age Wt. for Ht. Ht. for Age
Colombia N.S. N.S. Jd06*** .107**% N.S. . .108**%*
Costa Rica N.S. .193%* c1le*** .128%*% .189% N.S.
Dominican Republic .154% N.S. .165% .158% N.S. .150%*
India (Tamil Nadu) .167% N.S. .145%* .167% N.S. .155%
Pakistan .255% 'N.S. .258% .220%* .130%*%* .208%
* Very Significant at P«.01
* % Significant at P«.02
Ak Significant at P«.05

N.S.= Not Significant



Costa Rica, and with protein intake in Pakistan. FHowever, there
vas no significant difference in mean caloric or protein intake
between the malnourished ( € 90% weight for heigh%f) and the well
nourished tecause of the large variations in intake within

groups. o statistically significant differences were found ir the
protein and calorie intake of the malnourished and well nourished
groups in project Poshak either.%2 Another study of fat and

lean children in the U.S. failed to find statistically sicnificart
differences in caloric intake. 43 The association hketween welght
for age and nutrient adequacy was found to ke very significant

as the sanitarv level of the environment lmprovec from fair to

very good.>4 High incicdence of infecticus disease and diarrhea
reduces the availability of ingested nutrients for growth thus
partially expleining the low level of correlation ketween nutritional
intake and growth.

When anthropometric data were analvzed by sex it was found
that the prevalence of malnutriticn in ceneral amoncg females was
lower than males in Latin America on all measures, hut partlcular’v
with reference to stunting. 2 reverse situation vas found in
India where more stunting and second and third decree malnutrition
by weight for age were found in fermales. However, more fenales
than males in India had weights in normal proporticn to their
neichts, probally kecause of their shortness. In Pakistan th
rates of malnutrition were approxirately equal retween rales and
females.

When nutritional status is analyzed tv age it was found that
the rates of stunted children with low heicht for ace tended
to increase with each of the preschool years. M similar trend
was found with rates of second and third degree malnutrition bLv
weight for age increasing with each of the preschcol vears. On
the other hand malnutrition rates as measured by weight for
height tend to decrease with each cf the prescnool yvears. This
is partlcularl] true of acute malnutrition ({802 weight for
helght) the incidence of which was highest among 1-2 vear olds,
protably tecause of the nutritional crisis of weaninc experienced
at this ace.

~71-
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The Role of Diarrhea and Morbidity Factors

The interaction of nutrition and infection has been well
documented and this interaction can greatlxaigfluence the
nutritional impact of any feeding program,~*"23 Scrimshaw

has stated that, "Infections of almost any degree of severity
worsen nutritional status by interfering with food intake and by
causing an increased loss of essential nutrients from the body.
Conversely, the most ccmmon types of malnutrition, even when
subclinical, affect one or more of the mechanisms of resistance

to Infections or to the resulting infectious disease."47

Diarrhea plays a synergistic role with infection in malnutrition
particularly in the preschool years through loss of ingested foods
from the body, malabsorption, and withholding of food by the
mother. Diarrhea occurs more often and has more serious
consequences among children with malnutrition, and after a bout
with diarrhea a_ﬂar§inally malnourished child may become seriously
malnourished.9,%4,5 Therefore information was collected on the
disease history, dlarrhea patterns, and access to protected water
and latrines of program participants.

The percent of children who have suffered from various common
communicable diseases of early childhood is presented in Table 28.
Cn the average 4-10% ¢f the children surveyed have had chickenpox,
except in India where the rate 1s much higher at 44%. The
incidence .of all diseases was lowezt in Costa Rica especilally for
measles and pneumonia., There is an active immunization campaign
agalnst measles in Costa Rica. The highest incidence of measles was
in the Lominican Republic where 443 of the children had been affectead.
The nighest incidsnce of pneumnonia was in Pakistan where 38% of
-the chilldren had been affected. Eoth measles and pneumonia had
affected many children in all countries, and the nutritional
consequence of these diseases is known.47

All mothers in the program and comparison group were asked if their
preschool child had suffered from any serious illness in the past
year that had the child bedridden or not eating normally for more
than two weeks. The rates in this past illness category were

very simillar for participants and non-participants, except in India
where there was significantly more serious illness among progran
participants. However, the rate of serious i1llness was lowest

in India for program participants and non-parciclirants when
compared to all other countries. The highest rates of wast illness
were found in the Dominican Republic where the lowest vercentage

of the program is conducted i.. health centers (20%). It is

not surprising that rates of past 1llness are similar between orogram
Darticipants and non-participants because few health services are
delivered to program beneficiaries as integral components of the
feedlng programs. Of all variables studied past illness showed the
strongest associlation with malnutrition in India, Pakistan and

tne Dominican Republic, and similar findings were reported in
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TABLE 28

PERCENT OF PRESCHOOLERS IN FIVE CARE

FEEDING PROGRAMS WO HAVE SUFFLERED IPROM VARIOUS
DISEASES
Disease Colombia Costa Rica Dominican India Pakistan
Republic
(sample Size) 243 200 246 253 254
Chickenpox (1) 4.5 7.0. 9.3 43.9 10.2 .
Measles (%) 27.2 14.5 43.9 20.2 38.6
Pneumonia (%) 28.0 5.5 7.3 10.7 38.2
Past Illness (%)*
Participants 32.9 26.6 . 40.6 21 ,5%% 23.9
(N=897) (N=507) (111, 200) (N=963) (N=794)
Non-Partici- 33.0 26.7 o 0 17 . 6% % o7 .4
pants (N=536) (N=266) (1--822) (N=859) (N=461)

¥Past 11lness equals a general cétegory for any siclmess that had child bedridden or not
eating normally for more than two weeks 1in the past year.

*%¥Difference between groups is significant at PL .05



Project Poshak.42 Therefore it would seem that the ‘weak
health services component of the present feeding programs may
be serving as a deterrent to nutritional impact.

When prevalence of infectious disease is high, the level of
nutrient intake has little or no effect on nutritional status.
Beghin has stated that a program to cuasbat ccnmunicable diseases

1s a necessary complement to any nutritional rehabilitation
program because of the interference of infections and parasitic
disease with the recuperation process.20 The need to integrate
feeding6pr3g£3msqwigh,§ealth services has often been
stated,.®,11,%4%,5%,56-35 1 Project Poshak the synergistic

effect of all three combined inputs: food, medical services and
childcare education _resulted in che greatest improvement in
nutritional status.6 Preventive hea%th services particularly
immunizations are needed as well as deworming. Since at least
one-fifth of the food distrioution centars evaluated were a8aliltn center:
and up to 95; of the centers 1n Pakistan, it would seem feasitle

to make a planned ef'fort at integrating health services

with the present feeding activities. The food distributed at present
1s probably already serving as an incentlve to bring more mothers
into the health centers where they can avall themselves of medical
care, but the provision of health services to feeding program
beneficlaries should be made more routine. Cnly when morbidity
rates are low can increased food intake improve nutritional status.
Furthermore there 1s a need to encourage greater acceptance of
family planning among program mothers through education and ready
access to services. Family size remains large and the number of
people sharing limited financial resources increases the likelihood
of malnutrition in the preschooler. Furthermore larger family size
and a greater number of people sharing the ration within the

family has been linked in a causative way to.reduced nutritional
impact in the present study.

As well as communicable diseases, and intestinal parasites,
diarrhea is a key_determinant of the nutritional status of the
preschool child.95 The prevalence of diarrhea and the access to
protected water and latrines among program participants are
vresented in Table 29, Diarrhea is four or more loose bow-" movements
cer day. Mothers were asked if their child had diarrhesa cusLrentcly,
how many days in the past week the child had diarrhea, and whether
the child had ever suffered from severe diarrhea or dysentery.

It should te stressed that since the diarrhea information is

pased merely on the mother's recall it may oe sucject to some
degree ol error. However, other studies have shown that diarrnea
recall is reasonably accurate up to one week after its cccurrence,
Current diarrhea and diarrhea in the past week were lowest in
Paklstan where the highest percentage of families nad access to
protected water (32;7) and a high percent also had latrines (56,5).
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TABLE 29

PREVALENCE OF DIARRHEA AMONSG DPRLESCHOOLERS
AND ACCESS TO PROTECTED WATER AND LATRIMES IN FIVE
CARE FEEDING PROGRAMS

Colombia Costa Rica Dominican India Pakistan
Republic
Sample Size 243 200 246 254 253
Current Diarrhea (%Yes) 9.1 9.0 16.3 13.4 5.9
Diarrhea in Previous Week
Percent Yes 14.8 15.0 32.1 34.6 13.4
Mean NDays Diarrhea :
in Previous Week + S.D 2.8+1.4 2.9+1.7 3.5+2.0 3.5il.9 3.5+1.8
1
o
] Severe Diarrhea (%who have
had) 65.0 50.7 80.6 42.7 54.3
Sample Size 897 507 1201 963 794
Aczcess to Protected Water
(2) 28.3 (41.9)* .  78.1 (86.8)* 39.2 (38.7) 19.5 (14.8)82.2 (88,7)*
Access to Latrines (%) 32.6 (42,3)* 87.8 (89.8) 71.6 (65.4)** 5.6 (4,8)59.0 (74.7)*

()values for non-participants presented for the sake of comparison
*¥Indicantes very significant difference at P<:.01 between participants and non-participants

**Indicantes significant differenct at P £ .05 between participants and non-participants



Costa Rica had the second lowest incidence of current diarrhea,

and severe diarrhea, probably because the access to latrines is the
highest there and the azcess to protected water is 785, second highest,
On the contrary, current diarrhs=. and diarrhea in the past week,
were highest in India and the Lominican Republic which have low
access to protected water. Furthermore almost no one has a

latrine in India but the results are contradictory for the
Dominican Republic where most families have latrines. The
percentage of children who had suffered from severe diarrhea

was significantly higher among children without latrines in both
Colombia and the Dominican Republic. In no other country was

the prevalence of diarrhea found to be significantly associated
with access to protected water or latrines. 1In Colombia,

Costa Rica and Pakistan significantly fewer famlilies in the program
had access to protected water and latrines than in the comparison
group. The lack of a significant associlation between diarrhea
rates and access to protect:.. water is plausible because no attemot
was made in the present survey to actually test the potabillity

of the protected water supply. Rates of diarrhea were not
significantly lower among participants at feeding centers

connected to health posts either.

The results of the present study show an average prevalence
of 8% for current diarrhea and are in agreement with rates
reported by others, i.e. Mata (74)5L, XKielmann et al. (7.4%)30,
and Briscoe (8%).58:39 ,

Diarrhea 1s lmown to affect dietary intake particularly throush
the mother withholding food from the preschooler during the
episode, as well as through loss of appetite. In the present
study the percent of children who ate the ration on the previous
day was not significantly lower among children who currently had
diarrhea, and the size of the ration eaten was also not signifi-
cantly decreased due to diarrhea. However, the total calorie and
protein intake with and without the ration was consistently lower
by 100-200 calories among children who currently had diarrhea,

and significantly so in the Dominican Republic, India (Tamil Nadu)
and Pakistan (Table 30). This reduction in nutrient intake due
to dlarrhea may increase the child's calorie gap by one-third to
one-half and combined with the nutrient losses due to malabsorgtion
may have serious consequences on nutritional status. The highest
calorie gaps—483 in the Dominican Republic and 549 in Tamil

Nadu, India—were found in the two countries with the highest
rates of dlarrhea in the past week 32% in the Dominican Republic
and 35;% in India (similar agreement was found between size of

the calorie gap and rates of current diarrhea). Childhood



TABLE 30

LFFECT OF CUKRENT DIARRHEA ON TOYAL CALORIE AND PROTEIN INTAKE AND
RATION CONSUMIFIGN OF PRESCHOOLERS IN IFIVLE CAILE FEEDING I'ROGRAMS

Pai1ly Intake  batly Intake Mean Ration
Withoul ltation Hith Katlon Consuwned
Percent Who :

Country Ate Hation N Calorlies Protelin N Calorlc:s Protein Calories Protein
COLOMBLA

With Dlarrhea 65 11 936 24 .3 11 1049¢ 33.2 184 T

Without Diarrhea 48 136 981 25.9 8y 1180 36.1 162 9.9
COS'I'A KICA

Wilh Dlarrhea 83 8 906 27.6 10 ot 51.8 137 30

l] Without Darrhea Th 98 1039 31.3 8y 3 3us hg. 2 1317 30
~1

DOMLIHLCAN REPUBLIC

Wilh Dblarirhea 46 21 196 21.8 18 (i 22.3 132 7.1

Without Dlairhea K 109 893 25.2 98 953 26.4 157 7.9
INDIA (rAMIL HADU)

with blarirhea Z’I 5 ‘a2 .21.2 10 ‘763 26.4 340 16

Without Dlarthea 6 55 817 2h . r 183 983 32.7 3h0 16
PARLS AN

Wiilh blarrhea 2l 26 sy, ay 2 8 9ol 25.9 100 4.0

Without Dlarrhea 18 181 100 28.3 39 1241 29.9 137 5.0




malnutrition has been shown to be senslitilve to -increased food
supply only when incidence of diarrhea and infectious disease

is low. Preschool children can't hold a sufficlent quantity

of foods from a cereal-based diet to bring their intake up

to a level sufficient to overcome the deleterilous effects =l
on their health status resulting from an unsanitary environment .-

If CARE feeding programs are to have a nutritiones’. impact
something must be done to reduce the prevalence o dlarrnea

in the participants and to treat cases of diarrhei through

oral rehydration such that their duration is lesscned and
fatalities due to them are reduced. Possible methods

of reducing the incidence of diarrhea that are within CARE's
command are installation of latrines and potable water systems
in communlities served by the feedlng programs, and education of
the mothers in sanitary practices that will prevent diarrhea and
methods of treating diarrhea through oral rehydration to reduce
its duration and debilitating effects. In many of the same
countries where CARE has feeding programs, 1t also is involved
in installation of water systems. Therefore it would seem
feasible to consider integrating these two activities to maximize
the impact of both of them.

Nutritional Knowledge and Educatlon

Nearly all the centers visited in the present survey clalmed to pe
providing nutrition education to the mothers. However, little
evidence of nutrition education was observed except in Colombila
where nutrition education is an integral component of the feeding
crogram, Mothers are not supposed to recelve food in Colombia if
they do not attend the nutrition education classes, out this

rule was not enforced. It was encouraging to see that of all
five councries, nutrition lknowledge was highest amcng program
mothers in Colombia. This judgement was derived from the

percent of mothers who correctly described the cause and
cpeatment for malnutrition when shown a photograph of a severely
malnourished child (Table 31). Nutrition knowledge:was next
highest in the Dominican Republic and lowest in Pakistan. lore
mothers knew the cause of malnutrition than wnat they could do

to treat it.

Almost none of the centers visited were measuring cnildren.
Therefore growth charts were not veing used to monltor the
progress of beneficlaries nor to educate mothers regarding the
nutritional status of their children. Growth charts were



TABLE 31

NUTRITION KNOWLEDGE OF MOTHEERS
OF PRESCHOOLERS IN FIVE CARE FELDING

PROGRAMS
Sample Described Cause Described Treatment
Size of Malnutrition of Malnutrition
Accuratelyv (%) Accurately (%)

Colombia 243 ' 83.1 74.1
Costa Rica 200 68.5 41,2
Dominican

Republic 245 74.7 46 .7

India 253 52.2 50.6
Pakistan 251 46.6 35.1

70~



avallable for use in several countries but thelr value was

not seen by the center administrators. In Colombia, although
weight and heilght measurements are taken on most beneficlaries,
these are not shared with the mothers or used for educational
purposes. Growth charts have been found to be an'effective
means ol recording a child's health and development as well

as edugag8n% mothers and supervisory medical and paramedical
staff,?s0U,01 However, growth charts have been found to be of
little use if not accompanied by an education campaign to
thoroughly explain their significance to the mother. Children
should be measured on a regular basis in CARE feeding programs
so there is some means of evaluating program impact. The
measurements should be recorded on growth charts which are
gilven to,or shared with the mothers.

Nutrition education for mothers should be parc of all supplementary
feeding programs if recuperation of the malnourished child 1s to
take place and be retained once a child leaves the program. In
Project Poshak it was found that the best nutrition impact

results took place when a package of services including food,
health care, and nutrition education was provided to the mother;
the second_best result came from food combined with nutrition
education.6 Messages that especlally need to be stressed in a
nutrition education campaign based on the findings of the

present survey are: ldentification and treatmen%t of malnutrition,
need for frults and vegetables in the diat, importance of
introducing an adequate quantity of solid rfoods by age six months,
the prevention of diarrhea through sanltary practices and the
treatment of diarrhea through oral rehydration, and the importance
of feeding the ration daily to the intended child in the intended
quantity without cutting back on other foods normally fed at home.
As stated earlier some of the nutrition education should be directed
not at the mothers but at those in charge of the child's care in
cases where the mother 1s working. Many mothers listen to the
radlo dally in all the countries except India so a mass media
nutrition education campaign might be a good way of creating
awareness about certain nutrition concepts. The rates of
listening to the radio daily are as follows: Colombia (6873),

Costa Rica (65%), the Dominican Republic (53%), Tamil Nadu,

India (23#), and Pakistan (57#%).

tlother's Rolec in Feeding Program

The impact of the take-home feeding programs on the nutritional



status of pregnant and lactating mothers who are given a ration
for thelr own consumption was not measured in the present survey.
However, this is a major goal of take-nome reeding and can vliay
an important role in preventing malnuctrition in prescnoolers
through increased_virth welghts, and more adequate milk supply
during lactation.”2No food assistance is orovidad to mothers

in on-sice feeding, out occasionally they were seen sharing rcod
from the cnild's plate, particularly in Costa Rica. Whether

or not food 1s provided to the mother there 1s no denying that
she 1s the key figure in assuring the nutritional impact of the
program on the preschool child who is dependent on her.. The
mother must collect the ration, feed it to the child in the
adequate quantity, and feed the balance ol the home diet in
adequate quality and quantity also. In on-site f2eding the

motner must oring the cnhild to The center dally and fsad zn zdaguacse
ncme dist as well. As nhas desn mentionsd tness responsisilitiazs of
The motaer may se asswned oy 2 31oling wnen the moshsr uorks
cutsides the2 nome., COn-sits rf2eding orozrams =wand tc reducs tne
reszensioliliczies of the mother ang create a2 grezter 4apandancy
on outsids sources for cnildcare. Sor this reascn Gogelan
cautloned against on-site feeding, stating chas, "iZ thes mother

P2l M

can't be entrusted with feseding ner cnilé who can?’
I on-site feeding were ceased tnis dependence of tne mother

on the center wnich provides one-third to one-nali of her child's
food needs would seem to have serious ramificaticns., DMNevertneless,
on-site feeding programs provide a vital childcare service for
working mothers, The key role played by the mother in influencing
nutritional 1impact of totn take-nome feeding and on-site fesding
tnrouzgh the home diet she feeds the cnild should not be forgoztan.

‘e

Cost and Cost Effectiveness of the Feeding Programs

-

The total cost per child per year of each of the five [Ceeding
programs lncluding the costs of food, network distribution,
adminisctration, and local operating expenses is shown in Tadle 22,
Food 1s the most expensive component in all the programs representing
from 545 tc TES of the total cost ¢f the program.

Total costs of all prczrams except Costa Rica range from
approximately $14 to $25 per year, with Costa Rica being far

more exrgensive at 395 per year. In countries with ootnh dry,
oiweekly or monthly take-hnome distribution, and prepared cn-sicta
daily discribution, i1.e. Tamil Nadu and the Cominican ZFepubdlic,
the dry distripbution 1s 31.69 to $2.89 cheaper averall

per child per year when equal rations are distributed

-G1l-
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TABLE 32

COST PER CHILD PER YEAR OF
CARE PRESCHOOL FEEDING PROGRAMS IN
FIVE COUNTRIES IN U.S, DOLLARS

Country Total Cost Food Distribution Administration Local
Per Child/Yr. Operating
' Expenses
Colombia 24,75 13.41 2.01 4 .56 .77
‘ake-llome
Costa Rica 94 .54 70.58 - 2.46 21.50
. On-Site
0
o Dominican
Republic
Dry Take-Home 13,55 10.34 0.72 1,42 1.07
Wet Take-Home 15,24 10.34 0.72 1.46 2.72
India (Tamil Nadu)
On-Site 14.46 10.69 0.21 0,69 2.87
Take Home 14,38 13.30 0.21 0.68 0.19
Palcistan 23.51 16.64 0.54 5.50 0.83
Take-Home




However, the largest difference in cost between on-site feeding
and take-home feedlng emerges in the category of local operating
expenses. In India the local operating expenses are fifteen
times higher in on-site feeding than in take-home and in the
Dominican Republic the local operating expenses for prevarec ood
distribution are almost three times as high as for dry distribution.
This 1is an important consideration tecause the availapility of
local funds for operating programs is often one of the largest
constralnts on program expansion. Another factor that must bve
taken into consideration in weighing the cost effectiveness of
cn-site feeding versus take-home feeding 1s that take-home
orograms reacn over four times as many children at the food
distribution site as on-site feeding programs.

Costs of all programs per kilogram and nutrient of food
delivered are shown in Table 33. Again the range in cost

of one to two cents per 100 calories delivered is close amnong
all countries except Costa Rica where the cost is five cents.
Cost per ten grams protein delivered varies more among

countrles depending on the protein content of the ration with

a low of two cents in the Dominican Republic to a ' “igh of eleven
cents 1n Costa Rica.

Table 34 shows the proportion of total program cost presently
provided by local funds and the cost of local foods of equivalent
caloric value to PL-480 inputs. Almost the entire Costa Rica
program{94:;) is locally funded primarily because 95/ of the

foods distributed are purchased locally by the government of
Costa Rica. Local input is the least in Pakistan where only

65 of the cost is paid by the government of Pakistan. The
percent or total cost currently paid by the local government
gives some indicatlon of the feasibility of the feeding programs
oeing continued under totally local support if PIL-U430 assistance
was withdrawn. Only in Indla and Pakistan could local foods

of equivalent nutritional value be provided at 'a lower cost

than thne current PL-480 ration. However the actual availability
of such foods and the funds necessary to purchase them is
particularly questionable in India and Pakistan.

Since none of the programs are targeted to only malnourished
children it 1s important to calculate the excess cost incurred
in reaching the malnourished due to all the well nourished
cnildren that are fed in blanket coverage type programs

(Table 35). The cost per year per malnourished child reached
remains low in India (324) and Pakistan ($45) because the
majority of participants are malnourished, but rises to very
expensive levels in Latin America, particularly in Costa Rica
(3290) and in Colombia ($261) because of the low rates of
malnutriticn among participants. However, most of the
participants in all the programs are calorie deficlent and therefore
cost per child with a calorie gap 1s only slightly nigher than

the normal cost per child per year (Table 35). Fewer children
are proteln deficient so the cost per child with a protein gap
el=

vates the base coast of all programs (Table 35).

-33-



TABLE 33

COST PER IILOGRAM WD ITUPRIFIIT OF FOND DELIVERED I CARY
FRESCIONL FEEDIIG PROGRAMS I FIVE COIMIPPIES I U.S. DOLLARS

cm e e e —————

Cost Per Kilogram Cost Per 100 Cost Per 17 Grams
Country _ L of Food helivered ___Calories Dhelivered Protein Delivered
COLOMBIA
" (Take- llome) 0.325 0.n22 .037
COSTA RICH *
(In-5S1ite) 0.985 N.N45 .109
POMIITCAN REPUBLIC
(Takce-lome)
\let Daily 0.470 n.nl2 .023
Dry ilonthly 0.418 0.011 . 021
TLDIA (TANIL 1IADG) *
(On-Site) 0.463 0.015 .031
PAKRLETA ~
i (Take-lomne) 1.224 0.022 . 084
(@V]

-
r

*Costs in the Costa Rican and Indian on-site feeding programs have heen adjusted because food is
served only six days a week (288days per vear) vhereas in the other programs food is provided
daily for take-home consumption. )



TABLE 3

PERCENT OF TOTAL COST OF FIVE CARE PRECCHOOI. PROGRAMS PROVIDED
BY LOCAL INPUTS AND COST OF LOCAL FOONS 0OF POUTVALENT NUTRTTIVE
VALUE 10 THE PL-480 COINMODITIES DISTRTIBUTED

PL48O FoodsACostjloc

Percent of Total Local foods Calories CCC Value ($)*?
Cost Locally Funded * Cost/100 Calories($)**
Colombhia 49 0.0226 0.G120
Costa Rica 94 - -
t
S‘{ Dominican
L Republic 29 0.0189 0.0084
India -39 0.003¢( 0.0109
Pakistan : 6 ' 0.0095 0.0153
*Local costs normally include transport of coermoditici in country, operating expenses at the
centers, and administration, whereas food is the major fareign input. I'owever, in Costa
Rica, nearly all foods are purchased locally as uvill as o small percentage of the food in
India and Colombia. In Pakistan no administration coi:ls re locally funded.

**Costs are presented merely Zcr food, exclusive of the costs of network distribution,
administration and local operating expense necessary Lo program them. Foods in Costa Rica
Preschool Feeding Program are already mostly local.




TABLE 35

COST PER YEAR PER MALHOURISHED CHILD AND PER CHILD
WITH CALORIE OR PROTEIN GAP OF FIVE CARE PRESCHOOL FFEDING

PROGRAMS II? U.

Costa Rica

S. DOLLARS

(Tamil Nadu)

Dominican Republic
On-Site

Take-ilome

Pakistan
Take-[lome

2Annual Cost

Colombia
Take-Home

OQ—Site

45,39

Per Malnourished
Child*

Per Child

with Calorie Gap **

with Protein Gap **

290.00

121.21
236.35

28.67
42.75

less than

* Malnourished

90% of NAS reference weight for height.

the number of malnourished children prior to the effects of the program.
Children whose home diet without the CARE ration is less than the FAO daily requirement of 1360

I %%

Percent of recent enrollees (&£ 5 months in the program) with weights

This rate was applied to the total program to approximate

on
Calories and 27 grams protein for 12-47 month old children.



These findings are in agreement with the analysils of Reutlinger ‘
and Selowsky from which they conclude that "target-group-oriented
programs are potentlally much more cost effective and are .
probably the only feasible m%igs to eliminate undernutrition in
subgroups of the population. -= DNon-targeted programs can cost

up to ten times the cost ol reaching only the malnourished.

In two of the programs evaluated—Colombia and the Dominican
Republic—the local gcvernment charges a fee to mothers to
participate, while the other three programs are free of

charge. In these two countries mothers fees are used to fund
the local operating expenses of the center. While the
Dominican Republic does not generally exclude mothers who
cannot pay the fee, this does occur in Colombila and may further
reduce the likelihood of reaching the most needy. When

the possibility of charging fees to mothers was explored, Project
Poshak in Indla found it difficult to reach the nutritionally
vulneraple members of families below the poverty line on a
regular basls evén with a heavily subsidized food distribution.

Gopalan has observed that in hdlan communities that are severely
disadvantaged, economically and socially, free feeding for the.

'at risk' groups may be the only answer for some time to come.©2
It would appear that these generalizations would also hold

true for families below the poverty line in Latin America.

In all five countries mothers stated that they were able to
spend less on foods for their family since being enrolled

in the CARE feeding program, but no information was gathered

on what 1s done with the savings. The high rates of
substltution of the ration for the home diet which were found
also serve as proof of the savings resulting from participaticn
in the program. Thus feeding programs in one sense can be seen
as indirect income subsidles and may,through these released
funds, be having a positive impact on other development goals,
The possibility of finding a method to harness the food oudget
savings and direct these funds toward nutritional improvement
goals could be explored.

Various cost effectiveness measures of the feeding programs are
presented in Table 36, and the foodnotes to the table. explain

the method of calculation. The cost per net daily intake increase
in calories and protein or for closing the entire calorie or
orocein gap 1s greatly influenced by the amount of the ration wnich
is substituted for the home diet, and the percent of the parcicipants
who eat the ration daily. In general the India program is the most
cost erfective l'or increasing calorie and protein intake and
closing the gap because the program is the cheapest overall, the
net calorie increase is high and 865 orf the .children eat the
ration daily. Nevertheless, it would still cost $73 per child

per year to close the calorie gap based on the presen:t progran
operations.

-~ -



COST EFFECTIVENESS OF CARE
IN I'IVE COUNYTRILES

VLIRS

IN u.s.

PRESCHOOL FLIDING
DOLLM IS

PROGRAMS

Colombia
(Take-llome)

Daily Cost

Per Child Total 0.068
{(Percent llating Ration
Day Prior to Interview) 50
Per 100 Calorie HNet
Intake Increase* 0.082
(Actual Calorie Increase) 165
Per Closing Average Child's
Calorie Gap (FAO 1360 Cal/day
requirenent) 0.314
Actual Calorie Gap) 382
Per Gram Protein*
Jet Intake Increase 0.013
(Actual Protein Incrcase
jms.) 10.1
er Closing Average Child's
°’rotein Gap (FAO 27¢gm./day
requirement) ** 0.017
(Actual Protein Gap gms.) 1.3
2er Child Tmproved***
Caloric Gap Closed 0.471
Protein Gap Closed 0.207
}
oy (Continued on nest page)

Costa Rica

- Dominican Republic
(Take-Illome)

ly

India

Pakistah

(On-Site) (Take-liom

(On-Site) Her paily Dry Month
0.328 0.042 . 0.037
79 51 47
0.090 0.221 0.086
462 37 92
0.294 1.029 0.478
327 465 557
0.019 0.091 0.039
22.0 0.9 2.0
Mo Gap 0.173 0.168
Ho Gap 1.9 4.3
0.753 0.596 0.619

0.441 (0.199

0.218

0.050
86
0.036
160
0.200

549

0.007

0.810

0.071

0.064

18

0.273

131

0.972

356

0.298

No Gag

No Gap

. 1.263

0.631




{Continued...) ' TABLI 36 (Continued)

Colonl:ia Costa Rica Dominican Republic India Pakistan
Daily Cost (Take-llome) (On-Site) (Take~llome) {On-Site) (Take-liome)
Wet Daily Dry Monthly

{Actual & of total Participants
with NHo Gap after Eating Ration)

Calories 14 44 7 6 6 5

Protein 33 74 21 17 71 10

* (Cost Per Calorie or Protein Net Intake Increase =
Total Cost DPer Day '

éﬁ Daily Increased Calories or Protein x % Who Ate
\O
Increased claories or protein represent supplementary effect of ration on the usual home diet

(without ration). Substitution for normal home diet has been taken into account.

** In Costa Rica and Pakistan,the average child had no protein gap. In the other countries, the
average protein gap was minimal (1.3-2.6 grams) and the program ration succeeded in closing the
gap completely with considerakble protein consumed in excess. The cost of closing the protein gap
(required)was calculated by multiplying the actual gap by Cost per Gram Net Protein Intake Increase.
The Cost (actually spent) equals the total daily cost of the current programs.

*** Cost divided by percent of total program participants who had no calorie or protein gap after

eating the ration.



On the other hand the Dominican Republic (wet distribution)
and the Pakistan programs are the least cost effective

in increasling protein and calorie intake and closing the gap
oecause substitution is high in the Dominican Republic and

few children eat the ration in Pakistan., If programs were

to continue 1n their present mode of operation the annual costs
of closing the calorie gap per child would be exorbitant at
$376 in the Dominican Republic and $355 in Pakistan.
Intermediate levels of cost effectiveness for increasing
protein and calorie intake and closing the gap were found to
be similar in Colombia, Costa Rica, and the dry take-home
distribution in the Dominican Republic. The cost of totally
closing the calorie gap per child per year in these programs
ranges from $107 to $174. 1In reviewing the high costs of
totally closing the calorie gap in the present programs a
valid questvlon becomes can CARE or any government afford the
price of achieving such a goal through supplementa.y feeding.
Of course cost effectiveness could be greatly increased if
ways could be found to get more children to eat the ration
dally as an increment to the home diet and not as a substitute.
These factors seem to be largely the prerogative of the mother
or of the father who is always fed first, and may lie ceyond
the control of the progran.

Cost per child whose calorie gap was closed after eating the
ration is also very high, In this category Colombia is the

nost cost effectlve program because among the programs of similar
cost (all except Costa Rica) it had the highest percent of its
beneficiaries with no calorie gap after eating the ration, and

the least amount of substitution. Still the Colombia program
would cost $172 per year for every child improved to a no

calorie deficit position. In other countries the cost would ve
more, rising to a high of $461 per year in Pakistan because of the
low percent of the participants who actually eat the ration.

Cost erfectiveness 1s considerably higher when based on number

of cnildren with adequate protein intake after ration consumption
because the incidence of protein deficiency and the size of the
proteln gap is nwuch less than in the case of calories. 1T

the goal of the programs was merely to close the protein gap,
cost could tossibly ve reduced by lowering the protein content

or the rations to the level necessary to close the gap, as the
current ratlons are excessive in protein compared to the
deficiencies of the children, particularly in Costa Rica and
India.



The major leakages of program inputs which result in

lowered cost effectlveness are shown in Table 37. Unless

ways are found to target programs to more malnourished children,
to reduce the nunber of family members sharing the ration, to
reduce substitution, and to increase the number of children
eating the ration daily, 1t is doubtful that feeding programs
can be a cost effective means of reducing the rates of
malinutrition among preschoolers in developing countries.
However, the dilemma is further complicated by the lack of
other cost effective alternatives for improving the nutritional
status of preschool children.

Cost effectiveness of supplementary feeding needs to also be
reviewed 1n terms of cost per child whose nutritional status
improved as measured by physical growth. However, the lack

of baseline anthropometric data on the children in the present
survey made 1t impossible to assess actual rates of improvement
in growth. Therefore no conclusions can be drawn here on the
cost effectvliveness of the various programs for actually improving
nutrictional status.
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TABLE 37

RANGE OFF LEAKAGES OF PROGRAM INPUTS AMONG TEN S1TES EVALUATED
FLVE CARE PRESCHOOL FEEDING PROGRAMS

Number of People
sSharlng Eacly

P'errcent of Partl-
clipanta With Ho

Percent of Parti-
clpanta Withoutl

Percent of larti-
cipants Not

Percent of Consumed
Ration Substituted

Country fint.lon Calorle Defileft™ Malnutrltion*" Enting Ration*xx For llome Diet
{20 Sites)
COLOMABIA
(‘I'nke-tome)
Range 1.6-2.7 0-33 Zl—lOO 28-74 ———
Natlonal 2.2 15 9 50 o
COS'TA RICA
(Un-Site) _
Range No Sharing 0-33 36-93 13-36 ———
Hatlonal Ho Sharing 22 73 21 37
DOMLHICAN HEPUBLIC
(Talke-llome)
! Range 1.8-2.8 0-36 5%-93 4.73 e
kf; Hatlonal 2.2 ) 76 50 69
! INDIA (I'AMIL NADY)
(0n-site)
Range Ho Sharling 0-2% 20 =57 h_nuhy ————
Hatlonal Ho Sharing 12 39 14 53
PAKLSTAN
(Take-lome) =
Hange 2.3-3.6 H-30 0-71 61-100 ————
National 2.8 18 g 82 0

¥Comparison ol home diel without the raltion to IFAO requirement of 1360 calorles for 12-17 month old children.
**Percent of recent enrollees in program lor less than or equal to 9 months with vwelghts less than 904 of
HAS refercnee welght for height,

***lased on number of mothers who mentloned feeding CARE foods to thelr child on the day prior to the 24 hour rccall
survey. On-alte leeding programn precluded sharing of foods,



Factors 2ssociated With llutritioral Imract

The mair oljective of the present study vas to identifv factors
associated with higbh nutrition impact in preschecol feedira prreoeorars
for use rv CTARE as rrogram cesign and implerentation quidelires.
Eome of these factors have just keen elucicdated ir the diescussicn
of cost effectivenecss, and will Le re-emrhsized here. 0N11 factors
that vere Zound in the present study te le associated vith creater
rutritional imract in supplementary feedinc vill ke discussed:

1) as they distinguish and explain the variance ir levels of
nutritional impact ketween the five countries, ard 2) as thev
predict which sites will have the highest irpact wvithin a countrw.

Countries with hicher imnact had the £ollowing characteristics:

1. Higher malnutrition rates arong newcormers to the -rogram
(Latin ~merica). In the two vositive impact nrograrms—
Costa Rica and the Dominican Republic--only 37% and 317% of
the sites respectively had a newcomer crour witil less than
15% malnutrzition wherzas in Colombia where immact was neutral
60% cf the sites had a nevwcomer groun with less than 15%
malnutrition. &lthough malnutriticn rates of »rogran
participants in Tamil “Ta’u, =4~ rare un ke “ive
times higher than those found in Latin RAmerica, this dicd
not result in hich impact in India Lecause the prooram
resources and size of the ration were not increased to
deal with the magnitude of the problem. Prograr keneficiaries
in Tamil liacdu receive a raticn of the same quantity as
delivered in Colomkia, and the Pominican Peguklic.

2. ligher percent of centexrs enrolling childéren -~7ith as nuch
or mor2 malnutrition than the comrmarison crcup. '

3. ligher familvy incorme and literacv rates 2rcong rothers.
4. Fewer working mothers.
3. licher access to nrotected water and latrines.

~ -t .
¢. iligher rpercen
s

3 intreducing solid fceds o their
cailcéren by z

ace .



ithin countries the following facters were associat3d with

dlcher impact at various sites or with lower races of malnutrition.
(Facters listed ere cdominant in at least two of the five

countries surveyed).

[ 1Y
t

1. ‘o nourisierl newcomers in the nrogran om soorer
da

n less educated fathers.

2. €raller farmilies witlr fewer neonle sharing the ration
(taze home feeding).

3. Ration consured nmcre Zreguentlv.

-

4, !ore nutritionally adeguate diets.

5. Higher nutrition knowledce amcng mothers of the cause and
r2atment of malnutrition. '

6. More mothers vho introcduced solid foods to their children
by six months of age.

7. Less serious illness in thle zast vear.

8. TFawer worling mothers (Colorhia, Costa Pica, and Tndia).
Yfore worliting mcothers (Dominican Nernublic andé Pakistan).
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IV, PROGRAM DESIGN HYPOTHESES

From the data and evidence gathered in the study a number of
hypotheses have been formulated concerning factors which appear
to be assoclated with nutritional impact in preschool feedlng.
Some of these hypotheses will be tested in Phase III of thils
project.

It 1s hypothesized for testing in Phase III pllot projects
that if the following components are included in the program
then nutritional status of the partlicipants wlll lmprove more
than it will in the absence of these actlivities, The proposed
hypotheses Tor testing are as follows:

HYPOTHESIS 1 Nutritional impact of feedlng programs on
prescnool children will be increased by higher total dailly
caloric intake in the diets of preschool children and mothers.
Two possible methods for increased caloric intake are:

A, Continuing to give the present ratlon but blending into
it ingredients that will increase 1ts calorlc content,
e.g. sugar or oll. uhe caloric content of the ration
should be high enough to ultimately close the average
chlild's caloric gan.

B. Increasing the quantity of the ration to a level adequate
to ultimately close the average child's caloric gap.

As part of both of the above methods of increasing caloric intake,
insatructions would be provided to mothers and fathers about the
importance of: 1) feeding the ration to tne intended child

only in the inteaded amount and the harm caused by substitutlon,
2; the importance of feeding the ration to the child dally,

3 the importance of an adequate home diet in addition to the
ration, particularly with increased consumption of fruilts and
vegetables, and 4) sanltary preparation of the ratlon.

HYPOTAESIS 2 Nutritional impact of feeding programs on
preschool chnildren will be increased by provision of basic
health services to beneficilaries including: immunlzations,
deworming, malaria prevention, treatment for skin infectlons,
vitamins and minerals which are deficlent in the local dilet,
and rehydration for dlarrhea. Speclal health workers will need
to be trained to carry out these services,
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HYPCTHESIS 3 Nutritlional impact of feeding programs on
preschool children will be increased by access to protected
water and instruction in its proper use.

HYPQTHESIS 4 Nutritional impact of feeding programs on
preschool children will be increased by provision of nutrition
and health education to improve mother's knowledge, attitudes,
and practices., Some messages to be stressed are:

A. The importance of introducing solid foods in adequate
quallty and quantity by the sixth month of age and
of feeding the ration from this age onwards.

B, The prevention of diarrhea and disease through washing
hands, covering food, boiling water, etc. and how to
treat dlarrhea through oral rehydration with a water,
salt and sugar solution. :

C. The importance of increased caloric intake during
pregnancy and consumption of the CARE ration as 2
means of doing this.

D, The use of local foods for providing an adequate
diet to preschool children.

Consideration would be given to nutrition education Ffor those
in charge of childcare in place of mothers who are working
outside the home.

All these messages would be part of one course pefore which
mothers knowledge, attitudes, and practices would be measured.
A speclal health worker would be trained in these messages
and glven assistance and materials as necessary for teaching
mothers,

A mix of these hypotheses could be applied to exlsing or new
programs chosen for inclusilon in Phase III of this grant.

Thls will allow for comparison of the nutritional impact of
feeding programs with and without these added inputs. In

many cases new specilal workers wculd have to be hired and trained
Lo carry out these additional program activities as presant

staff are already carrying a full work load. CARE's feeding
programs have a three faceted goal of: 1) improving nutritional
status of the malnourished, 2% maintaining good nutrition status
amnong children who have been recuperated through participation

in the feeding program and preventing malnutrition among

"at risk" children who are on the borderline of malnutrition, and
3) providing food to needy children,
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However the purpose of thils project is to enhance CARE's ability
to improve nutritional status., Therefore Phase III pllot projects
will Dbe deliberately located in communities where an adequate
number of malnourished children can be found for enrollment

in the CARE feeding progran,.

In all pilot projects special attention would be given to

greater recruitment and emphasis on 0-3 year old children,
malnourished preschoolers from 0-6 years old, and mothers,

Children from 3-6 years old and non-malnourished children would

not be excluded from the program. Campailgns (possibly

house to house scre=ening) would be conducted to enroll more

children under three years old, more malnourished preschoolers,

and more mothers, This might increase nutritional impact through
preventing malnutrition in later years by treating the "at risk"”

0-3 year old, and by increasing birth weights and the ability

of mothers to provide breastmilk of an adequate quality and quantity.
Irreversible stunting might also be prevented., IMeasurable nutritional
impact could also be enhanced by enrolling more children in the
brogram with physical signs of malnutrition.

The nutritional status of preschool participants in all pilot
projects will be carefully monitored through regularly scheduled

measurement of welght and height at each feeding center.

. Measurements would be plotted on growth charts which would be
glven to mother's with an explanation of their child's growth
orogress, Growth charts to be used i.,e. welght for age

versus welght for height would be those most readily available

in the particular country. Monitoring would also be used to

snow the center staff what impact the feeding program was having
and provide them information needed for improving the program.

At the national level nutritional status data provided by monitoring
could be used by CARE and 1ts countervarts as a basis for program
implementation declsions.

Training will be provided through the pilot projects to the
administrative staff at the feeding centers so that they
understand the purpose of the program and the way theilr activities
can contribute to accomplishing this purpose. Particular stress
would be placed on the importance of keeping accurate records for
monltoring and evaluating the program, ~
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CARE

PRE - SCHOOL NUTRITION PROJECT

PRE - SCHOOL CENTRE NAME:

SITE NAME

Note :

Mother's Name

Sampled Child’s Name

RANDOM SAMPLE SURVEY FOR MOTHERS

For Program Mothers: Determine which child or chiidren are currently
anrolled in the pre - school feeding program. If this mother has more than
one child currently enrolled, choose only the oldest enrolled child
betwean the age of | and 5 years inclusive. This will be the ‘sampled
child’; questions and measurements should concern only this child.

For Control Mothers: Selact a mother as control only if she has a child
between the age of 1 and 5 yeurs inclusive. The oldest child within this
range, who has never been in any feeding programs, will be the 'sampled
child.’” Make sure this child is at home.

Country Code

Site Code

Belongsto 1. _.._—_ Feeding Program institution Code

2. Control

Sponsor Code

Data of Interview

Day Month Year
Group Code
Name of Interviawer Family Code
Checked by
/S

4
2
1]
S04
5
6
A
-8 a9




Section 1:

1.

2.

Questions for a// mothers in the Random Sample Survey

Record child’s sex: 1.

Male
BPENB BT SUITED ;

2T

2 _Fumale
Ruear

What is the child’s date of birth :

Year
AP D

Month

0T Bib

Day

Bphng Ions 38 mrSr

Age of child (in months)

SPBMBSUTSET s gy {wr ik 81 o)

DERIVE LATER

Jarant swsh AL T Iay

3.a) How many children have you given birth to so far?

L Mes@pd 'y THBAT Y hDEaar I yerarerw?

children (Count cnly those born alive)
(BPANBAGT (L uFmST A DRSS Sphmaalar oLGD AdIARD T8 B HEQAATCTATA0 )

b) What is the order of birth of this sampied child?

ISTATEBFALUL L. SYEIMB TABET LT M

Has this child bean ill continuously for rwo weeks or more during the past year?
Dhe swhdSsheU Jurar L sBHL uBlmh g nrar HbvE  HBSDH5E BuIvT
DI ABST DIUTD b sRlliOTON BrdSHT?

| P—\ [

2. ——— Yes; howlongago?
Bpd TAANGTRY BTLHARH S L6

We would like to obtain a few personal details about you and your family :

p_dialariu b ¥ e, e timer aBiumetu Hdyn Fu adurmelor g QA 5&Qardrar

aFpiey £ 3.

What is your Religion?

Hindu — Forward

Hindu - Backward

Hindu — Schedule caste/Scheduled tribe
Christian — Forward

Christian — Backward

Christian — Scheduled caste Scheduled tribe
Muslim

Others

® NP ;RN -
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l Sex

10

I I Age Months

11 12

Birth Order

14

lliness

]

-—
(3]

Religion

16




6. Can vou list the members of your family who are normally living
with you:
2RS0T AT L ISHTHL AT SUPAROTS UFHBD MUTATT WTi?

Adults Children Adults
(12 years or under)
Duiwant scir 12 au @@L Ut (S gasr 17 18
l Children
9 20
DERIVE LATER: No.adults _______ No. children Total
Auilw it aaflr @ paciicr Qurpsn Total
AFramiT T Boyd 1 TITENADH TRV i I 37 23
7a) Howold are you? ___________vyears
2. Nigit i gy sresr or? AUELTURGT
Mother's Age
b) Can you read this? (show sample of local writing) - 23 24

e Rrpermi DS Ul H (LR 0sT? (vt orfuID a_drar urrsdmsd At saa)

1—  No ‘

Rda Literacy
20 __Yes 25

e

c) What is your occupation (s) :
2 HAAT 1 @BTPlO( meir ) arsivar?

Mother's
Occupation

26 27

CODE LATER (see instructions)
By s urd .5 (3D TSy P& Tap Sy,

8a) How many vears of formal schooiing has your husband had?
B RIRGT By ST T JNTHT UG BB BhHmi?

| Husband's

R Schooling

28 29

None Class
Ui Asafidv " Ugand

. . . ]
b) What is your husband’s accupation? Occupation

. Tuadr RIWAT B B HTYPD TITAr?

30 31

CODE LATER (see instructions)
S B yDrUG UTTS Kt B0 TrEnETmy Aarart T sy
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10.

11.

12

13.

14.

Do you possess any of these things in your house now? (Circle as many as are
applicable)

gl QUIL.aAcT e.tuadr aflugw AUIITH s Ramass AeThawra adrararur? (o flu
Furmialr ul.c ey, )

Bicycla Wristwatch Radio Chair
e AT DABRQLITTD Gow.Cuir mr Darad
Stove Sewing machine

A MBwd Quagdar

Brass/Steej vassels (Jewsllery (Gold/Silver)

I S a8 [araut Aot L 3 Ae e Brusdr[Qaucraf min naar

Give one paint for each possassed, and derive total score :
FAUQaumr oMMl Fur@L.agaEn o vHLuES Bh 3 QuTHesMBSH AcTaRL 1,b.
(0-8)

What would be the average income for your family per month?
atuaar sGousBar srrad wr s Aot TS Y

Localcurrency : USS Equivalent :
2_ 3T CTHT BACRTUWD R HNowdha Lraid

ASK TO SEE SAMPLED CHILD SO THAT MEASUREMENTS CAN BE TAKEN.

3BT 5B DD BPAMBSNULILI UTTS 1, APANIL. T YALw TS Jy T(PB D,

Measure and record child’s arm circumference to the nearest 1/10 centimeter.
COOE WITH 1 DECIMAL

cm.

Measure and record chi’ld's height to nearest 1/10 centimeter.
CODE WITH 1 DECIMAL

Trial No, 1 ; cm.
Trial No. 2: cm.
Trial No. 3 ;- cm.

Measure and record child’s weight to nearest 1/10 Kilogram
CODE WITH 1 DECI'AAL

Trial No. 1: kg.
Trial No. 2: kg.
Trial No. 3: kg.

When did this child first attend the feeding program?
BhBHSPRDS *BJTTYS AL A0 Qg pdpuTe TUFur 3 et 5l
Derive months of participation of the child

T S8 wr BruaGT APhe unSAUDD I
TETUMS AIMHAL(D Toip gayn.

Possession Score
32
Family
Income
per
33 34 35 month
Arm
Circum.
36 37 38
l l IHt.
39 40 41 42
Wi,
43 44 45
Participation
Months
46 47



15.

16.

17.

Has this child participated in any other feeding program?
BBBAMSPA NG SuD THTw D FSJTTNG Hi. S50 Crtndipds gy G T?

Yes. If Yes, for how many months?

Do Rh10 R0, STATM o7 SHEAT T BRAGT?

How old was he then?

-SATTUT AL BPBNBUTET s gy T P

Do you have piped water in your house?

L uadr alillg D Sprud s sEw Tt Hins R DaT?

fo—— No 2 _Yes
Bl V]

Do you have a latrine in your house?

L AUSGT ATyt sé&mav Dinadnar?
3! AHaA D,

I No 2o VYes
Db ' Rptd

Stop here. Thank Mother for help.
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*i* LATER FROM CENTRE RECORDS, IF ANY, OBTAIN AND RECORD THE

FOLLOWING :

18.a) During the past year, how many times could the child/mother (or sub-

19,

20.

stitute) have attanded?

b) How many times actually attended :

Derive Parcent Attendance : %

Date of birth from records :

Verify with Question 2

1. Does not agree 2. Agrees fairly

Weight of sampled child at the time of first visit.
to the Pre-school centre or other prior weighing

(to nearest } Kilogram): —_— Kag.

months

Age of child at time of Ist weighing:

STOP HERE FOR RANDOM SAMPLE SURVEY

- 1l1l¢ -

Attendance

51 52

[¢ ]

53

Agreemant of age

l Weight

55 56

. 68 68

57

Age



CARE - COLOMBIA

PROGRAMA DE NUTRICION PRE~ESCOLAR

ENCUESTA DE MADRES

NOMBRE DEL CENTRO
‘TLOCALIDAD ‘

NOTA: Para las madres inscritas en el Proggéma:

Determind cuil nifio o cuales nifios estdn inscritas en el
Programa de Nutrieidn Pre-Escolar, Si esta madre  tiene
mds de un hijo inclufdo, ‘escoja al nifio mayor que tiene
una edad entre 1 y 5 afios, inclusive., Este va a ser el
"nifio modelo" y las preguntas y medidas deberdn relacion-
arse sdlo con este nifio.

'Para las madres en el control:

Seleccione una madre en control sélo si tiene un hijo
cuya edad este entre 1 y 5 afios, inclusive, Este nifo
cor la edad mds cerca a los 60 meses serd el nifio modelo
para el control si no ha participado €n un programa de
alimentacién suplementario durante el aflo pasado., Esté
seguro que el nifio esta en casa, )

Cédigo del.pais
Cédigo del lugar

Céddigo de 1a institucién

Cédigo del patromo

Cédigo del grupo:

Cédigo de ia familia
'qubre de la madre
Nombre del nifio escogido

Pertenece a: 1, Programa alimenticio
2. Control

Formulario PS-M/1 (Rev. 4/76)
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Eecha de la entrevista: -
Nombre del entrevistador:

Revisado por: _

SECCION 1:

1.

éia mes

Preguntas para todas las madres en la Encuesta
de 12 Muestra al Azar: .
Indique el sexo del nifio ~ 1, ° masculino
‘ 2¢ feminino -

2.

4,

"

4Cudl es la fecha de nacimiento del nifio? |
‘ dfa ~____ mes afio '
DEDUZCA DESPUES: Edad del nifio en meses:

a) ;Cudntos nifios ha tenido hasta ahora?
(Cuenta g36lo los que nacieron vivos.)

b) Ea el orden de nacimiento, ;dénde estd el nifio
escogido° ) : ~

¢Ha estado este nifioc enfermo por dos o mds semanas

continuas durante el pasado afio?
1. No

2, s{

- ¢Hace cudnto?

nosotros nos gustarf{a cbtener unos cuantos detalles

personales acerca de usted y su-familia:"

5.

6.

a) yCudntos afios tiene Ud.?

Indique el grupo étnico basidndose en observacién

sobre la persona que responde;
1. Mestizo 2. Moreno 3._ Blanco

;Puede darnos upa lista de los miembros de su familia
que viven normalmente con. usted?

~
Adultos Nifios (de 12 ‘afios o menos)

DEDUZCA DESPUES: No, Adultos ;3 No,Nifies___Total

“~

aﬁés

b) sPuede Ud. leer esto? (Ensefiele la muestra)

1. No 2. S

¢) ¢Cudl es su:ocupacién?

(CODIFIQUE DESPUES'§EGUN INSTRUCCIONES)

- 112 -.

Pégina 2_

anj }
(i

orden de
nacimiento

|t

_enfermedad

e

grupo étnico

L/

adultos

/iy

nifios

LAY

oz

edad de la madre

bl

alfabetismo

ocupacién (madre)

/o



a};Cudntos afios de edﬁcaci6n egcolar ha tenido su
esposo? Ninguno Grado

b);Cudl es la ocupacidén de su esposo?

(CODOFIQUE DESPUES. SEGUN INSTRUCCIONES) . )
(Posee usted alguna de estas cosas en su casa en este

’ momento? (Ponga un circulo aldrededor de las palabras
jue se apliguen,) .
Bicicleta Reloj de pulsera Radio  Silla
M4s de una cama Maquina de coser Estufa (cocina
Televisor » ' '

(DE UN PUNTO POR CAbA COSA POSEIDA Y DEDUZCA EL
RESULTADO O - 8.) ' TOTAL:

(Cudl es el promedio de entradas para su familia
durante el mes? Moneda Nacional Délares

Mida e indique la circgnferoncia del brazo del nifio
hasta el dltimo milimetro: . om -

(CODIFIQUE CON UN DECTMAL)

10,

11

Mida e indique la talla. del nifio hasta el dltimo’
medio centimetro:

12,

Prueba #1: T, cm., )

Prueba #2: . cm.,) CODIFIQUE CON DECIMAL:

Prueba #3: cm,) (Promedio de las 3)

13, Mida e indique el peso del nifio hasta el Wltima medio

kilogramo. (Anote el promedio de las tres pruebas,)-
Prueba #1: . kg.
Prueba #2: . kg,

. Prueba #3:. . kg.
PARE AQUI CON LAS MADRES DEL GRUPO CONTROL

(CODIFIQUE CON DECIMAL)

SECCION II: Preguntas para las madres .en el Programa ds

Nutricidn en la Encuesta de Muestras al Azar

14, 3Cudndo vino este nifio por primera vez al Programa de
Nutricién? :
(DEDUZCA LOS MESES DE PARTICIPACION DEL NIiiO:

-~

15. ¢(Ha participado este nifio en algin otro programa de
nutricién suplementario? . ~
1. 2. S{ ;Cuil?
v T
en casa? 1.

No

2,51

16. ¢(Tiene agua potable No

17, yTiene servicio sanitario en casa o en su propiedad?

1. No 2. S{

=113~
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Pdgina 3

educacidn (esposc

|ttt

ocupacién (espose

L L/

30 31

posesiones

by
2
ingreso mensual

Lo/ L/

circ. del brazo

b b by

talla

‘Z%Eﬁaéﬂy[ézT/"ZZEJ

peso

b ! s

participacién

a5/

otro programa

) aﬁua potable

gservicio sanit,

=



'!'revry DELE LAS GRACIAS A TA MADRE POR SU AYUbA ERARY

DESPUES, DE LOS REGISTROS O TARJETAS (SI LOS HAY), -
COMPLETE LAS SIGUIENTES PREGUNTAS: .

18. a) Durante el afio pasado, cudntas veces pudo haber
venido la madre ( o sustituto)? ' veces

b) (Cudntas veces vino en realidad? - veces
(DEDUZCA EL PORCENTAJE DE ASISTENCIA: %)

19. Fecha de nacimiento segin registro:
- Verifique con la pregunta #2. dia . "mes afio

\

1, No concuerda 2. S{ concuerda

N ~

. 20, Peso del "nifio modelo" cuando hizo Su primera visita

al Centro u otra medida de peso hecha con anterioridad
(Hasta el Ultimo medio kilogramo) kg :

Edad del nifio cuando lo pesaron la primera vez:
meses

PARE AQUI CON LA ENCUESTA DE TA MUESTRA AT AZAR. LAS
PREGUNTAS QUE QUEDAN ESTAN DIRIGIDAS HACIA AQUELLAS
MADRES INCLUIDAS EN LA ENCUESTA A PONDO, :

-114-
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concordancia de
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IN DEPTH SURVEY OF MOTHERS

ON SITE FEEDING

PRESCHOOL CENTRE NAME:

SITE NAME:

Repeat identif.cation code rumbers for
this maother as found on the first page of
the questionnaire filled out for her

during the Random Sampla Survey.

Mother's Name

Country Code

Site Code

institution Code

Sponsor Code

Group Code

Family- Code

Sampled Child’s Name

Date of Interview
Day Month

Name cof Interviewer

Year

Chacked by

[{e]



SECTION: ill: IN DEPTH SURVEY OF MOTHERS

21.

23.

We are interested in having your responses to certain aspects of child
nutrition, and some more details concerning your child’s nutritional and
health status,

LG Gimsuwiuny, Gwidsuddar HCrTeSw. oL@ aerisdR,

Figiemey Qeosuadniupy Ko sasuwaldr xPs5@GsTarer  almoy
RerGaptb.

What is the cause of malnutrition? (Show photo of child with mal-
nutrition)

ear’ L s@genpey CrTulelr sTpQEL qerar? (earili b GWOGS SphHen SuleT
UL gangéd arcimlssan)

DERIVE LATER: 1———=—Valid 2.—~———Invalid
Serart sragsayh FM Seug

What should be done if the child has malnutrition ?
Gy giG eam L dgmpey Corurs QuisTd stearew QewCwar®w?

DERIVE LATER: ¥.————Valid 2.————Invalid

96wt @ gayh &l sugy

Is the child breastfed ? 1.——~—No. 1.———Yes
GYIMSEGSS STLLTi '

Qer@&R Jriserm? @y 4Ld

If No, at what age was breastfeeding stopped ?
2@ uweir¢pe,
srilurdy AnsIuCur g e tisdr Gimsse wwl searer?

——-—-3ge in months
W g - WT S

DERIVE LATER: 1.———Valid 2.— — —Invalid
Derews eTap SeyLd & S

=116~

Q 21

10

Q 22

breastfeading
12




24,

25.

Does child receive solid food? 1.—~—=—No. 2.—— - Yeos

Gpimgdg srswlursry S
s yseard Qam@E® i serm? Pevév <M LD

If YES, at what age was it started?— — - age in months

YL TaT(GL, THS wwdw P
s reys GuTldad Faum&ediaer? s gl o BT i

DERIVE LATER: 1.———Valid 2 ———Invalid

deireurt aTep FayLd & Seumy

Derive later nutrition knowledge score by totalling how many of the
questions 21-24 have valid responses.

21-b Cacrafuails g 24-1b Caeraloueangudar 2 arer #flwmresr LS FEmé Hm e
LRUQUETFETE Ty, &gy sVl ST SPHFT QTS wWTiGME
Gsrewt SSTEEEB TW Sayb.

Dietary recall for * Sampled Child* Yesterday

| would like you to tell me about everything your child eat and drank from
the time he got up in the morning until the time he went to bed at night.
Be sure to mention everything he eat or drank at home, at school, and away
from home. Include snacks and drinks of all kinds and sverything else he
put in his mouth and swallowed. | also need to know where he aat the
food, but now let us begin.

2user Gios Copm srivda grid qwss PG5, Dor eI STHISLD
waguder awrQaverar Tl Ly eTdrum S TRFEGGF QFrad gy iaar.
Algd eTull e g, Qaelus sridcc g, udralldam s a0 Frildle g
THUTY DD Db DFTR QRIS G5 FrindiL 5, GB-S55, UNSTTL,
SruerL b T D Dy, ahGEiGs FTUS L5 aeTon  sway
Qeuig OFmhgymser.

What time did he get up yesterday ?

Crpmy sr&eldd Giams TG TapbSCuT g enl sTairawr?

~117-

solid feeds

14

I total score

15




Was it the usual time ?
UPHFLTE SPIWE HES CETHIVSTI TYFDGSADST?

What was the first time he eat or had anything to drink yesterday marning?
Crpm srdvder Wad WSVTE 2.awlur KOG ursr3wr  FTUld@Ew
Qurg Qg erarer?

Whare did he eat?
Gwivg Paosg auls srildli g?

Now tell me what he had to eat, and how much?
QUAUTRg sTarsE QIS SIS THT o FTYFET eTeiverey FTLOL L F
rairy Qeme grisar,

(Occasionally the intarviewer will nsed to ask)

alCur sr& g Cadradwmari Spsarury GssCuar@d)

When did he eat again? or, Is there anything else?

LoD TUEuTYy FsTLldl L g? (Hdowg) Cuy Tasraug sTuldli g
a.edrLm?
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25,7

a)

b)

c)

4y

"Dietary Recall(continuad)

First, what did the sampled child eat for breakfast or other morning meal?

WSNTUSTSH Gpbds FTovdst aerer FTUdL L i}

Type of Food Estimated Amount

o swedelr auena SETSR_LIUL L HoTqy

4008000 vt cttrsncsnsnacan sescec s srssssnne

What did the child eat for lunch or other mid-day meal?

wHu sewalnE aarar #ridl g?

Type of Food Estimated Amount

2. aweler awama FETER L HyeTsy

----------------------------------- . XTI . see

-------------------------------------

What did the child eat for dinner or other evening meal ?
Gwimg Grada adrer erudi g?

Type of Food Estimated Amount

o.awelsr wams SEWEH LU L yeray

e0s0eccnacnacussoniscrneint soons vensesan 909800000000 0 000 scnsnsaisetincasscnsrsa

Are there any other foods or drinks that you gave to the child yesterday?

Qoassrs sy Cuny gsragy samGaur, urarGur RéGpims

Fruilie gmr?

Type of Faod Estimated Amount

o_ewrefleir wana FASHLIULL L Heray

®evescsscnssecsscasrsscae LR R I P

TOTAL:
Quor g s

DERIVE LATER

Caloriaes Protein
Calories Protein
Calories Proteion
Calories Protein
{ . | Calories
16 17 18 19
20 21 22 ,
Protein




Does Diet Contain Adequate Quantities of These Foods?

Gwimgulsar FTUUTLLLY Bpa@vi. awagaamasdr Csmawrsr Herey
n&er D BHT? :
Category 1.

iy 1.

Milk ar milk substitutes
UTR NV FH LUTYYSG FLITGT F
1.———No 2.-«e——Yes
2sudy )
Category 2.
difiey 2.

Meat or meat substitutas-beans, eggs, fish, etc.
AMDFR VW FopéRa@ FLmargy-Jerean, oL, wWer Gursrpar.

1. No. = 2. Yeos
Aevdu By Lb
Category 3.
gfey 3.
Fruit
LI
1 No. 2 Yes
Favi 2
Category 4.
gy 4.

One green, one yellow, vegetabls
DG UEMF, DB WLEHFGT KT WIS D)

1. No 2. Yes
Py YY)

Category 5.

Sy 5.

Caloric Value Adequate
#C0umfl yersy Gur gwrer sm?

1. No 2. Yes
Radw L0
Category G
Jgflay 6

Protein Value Adequte
yrs Aerey CQur guwmres s}
1, No . Yes
3wy Y
Category 1-7
tidlysar -8 ph gy 7w

Food practices scale (score 0-7, add yes scores for categories 1-B giving
one point for each yes)

1. No 2. Yes
fpirY b

_I milk

meat

3]

fruit

| vegetable

26

calories
27

t—

protein

28

total score

29




26.

27.
Q55 Gpims du L Aer wr 5Py st HOQF LT TSTUZ TSGR DST?

28.

29,

30.

Category 7.

Sy T

Feeding Prograimn commodities served in correct quantity
Fs gemrey Qumrer sfwrer yeraley Cordasliul @erear Sm?

1. No- 2. Yes
v b
Was food given in the past 24 hours usual for the child?
Crhmmée Gwims erulL g, #TSTTRIDTSE LPGSLOTE FTIUIGUS 5ITED)?
1. No. @ebdw 2, Yes b

if No, explain:
Qb ereiraped, afardFayid.

Go back 16 Q. 25 and circle unusual foods, add foods usually given.

25- CaaralsE wowpemp Qeary, wpsswrTar samasrésnHd WL
B aub, apéswras QaTRed aawyadrd GidaMib.

Does the child consumz any vitamin pills ?

1. No. Favdv
2 Yes g

Has the child had any of the following diseases?
Dis GpiassE Bsar. Crruaald ggrug usBmsRpST?

Chickenpox 1 No 2. Yes

6ﬁamu..lrr|_’_r_1.banw Fevéa b

Measles 1. No. 2. Yes

SL_1bantn @evdv 24

Severe diarrhoea (dysentry or stools with blood/mucus)
1. No. 2. Yes

25Cu® @Davdv 24Lb

Pneumonia 1. No 2. Yss

SUST LD A)evdv <y Lb

Does the child have diarrhoea now?
QuCurgs B35 Gpimsés adpmiCurig B st
1. No. @2 2, Yes b

On how many days during the past 7 days has the child had diarrhoea?
Qurer wnrgsfe, Qis SwimssE Tss5&w srisdar alddspiGurss
Qoss8-

days. BT &EGT.
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30

Q. 25
31

vitamins
32

chickenpox

33

measles

wl
Y

diarrhoea
35

lpneumonia
I~ a6

urreﬁt
diarrhoea
37

" [duration of
diarrhoea
3



mailto:E=rrCJ@D.rr

31.

32.

as.

34.

35.

36.

37.

How often has the child had diarrhoea during its life?

Qb GRionsss Qaguamr TH55E S auldHpuGumss
THULG B8 p g7

1. Farely or never
rUCuim 5T & guib
2. Oczasionally (3-4 times a year)
Ao sowrisdfld (VB SBHE 3, 4 Sl_meauadr)
3. Frequently (about once a month)
NG GGy (LTFD PEHLPDD)
4, Very frequently (more than once a month)

IS SBHH (LT F55 % 9B P DEGL Guoe)

How long does it take for yau, usually, to travel from your home to the
preschoal centre? One way trip)

e tiser Flyeflpiy eawy aphign @USBPpeEs Qedw  Teawary
s risar H&pH?

minutes A mger

When you are not at home who usually watches the child?

Baser alged QdarsGury cdisear Guimsow wrr sl s
Q& eireurm it &er? i

1. No one; 2. Father; 3. Siblings:
wir @ lsvdn S s #FGarsr #CGar sfurt
4, Grandfather/Grandmother 5, Other (Who)
STSST|umi iy w D peurt (wrrer)

How often do you listen to the radio?
Basdr agbgdw s CGryCur G&L 8 Hrser?

1. Daily 2. Two or Three times/week
Bargpd urrSHd 2, 3 s

3. Once/week 4, Once/month
argQ@uor piepan m wr $Qom yipan v

3. Never UG gy fldvd.

Do you pay anything to the Feeding Program?

ST PSR DETE BRSKETT TSTNE USTL SHEDTFerm?
1. No P2 2. Yes <HLb

If Yas, how much do you pay each month per child?

b GTEIT(REV, LOTFDETCUUGTY LIGRTLD F(§H DT Seir?

Local currency : uss

D_GiITeERT BT SR WILD HQulGs mwr

Since your child has been enrolled in the Feeding Program, do you spend
less for your family’s food?

LuUSKGT GPIMS, FSHMMYSI 550 CerpsPaAmbg, o vasr FPoUS
B powald pasTer Qe G n38H&RDST?

1. No Revdv 2. Yes B LD

If Yes, about how much less do you spend on tood each month?

Y TE@D PO WLTSSH DG Tauarey Aevey GooiFiHER D H?

Local currency : uss

2_GITeaT BT SRTWLD HQulda Lrerit

Dq you have suggestions for ways in which the program could be improved?
A5 Qargud Cu gy seT@s s PuD 2.riser 4G slarsar a1 ren?

R

-1 "~

Total period of
diarrhoes

39

[ Travel time

30 41 42

Mother substitute

43

I Radio

o

45

46 47 48

Amt US$

l Spends less
49

|

£0 51

uUss
saving

52
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IN DEPTH SURVEY OF MOTHERS

PRESCHQOL CENTRE NAME:

SITE NAME:

Repeat identification code rumbers for
this moather as found on the first page of
the questionnaiie filled out for her

during the Random Sample Survey.

Mother's Name

Country Code

Site Code

Institution Code
Sponsor Code
Group Code

Family Code

Sampled Child’'s Name

Date of Interview

Day Month

Year

Name of Interviewer

Chacked by
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SECTION (l1: IN DEPTH SURVEY OF MOTHERS

21.

23.

We are interestad in having your rasponses to certain aspects of child
nutrition, and some more details concerning your child’s nutritional and
health status,

2@sar Guimsamwiuns, Gwimgulesr HCrrESu. aLd wartsR,
ssgewey QPawadniups P ssudwsdr KOs zQsTarar  dopy
RerGpubd.

What is the cause of malnutrition? (Show photo of child with mal-
nutrition)

et L GG mey Gorulelr sTreRTd TEwET? (2L 1 GWDES G5O SuIeTr
UL gngé Freamlasab)

DERIVE LATER: 1————Valid 2, —~——-[nvalid
Qerexr arapFayd EL] Saup

What should be done if the child has malnutrition ?

GYrMgsE el dgapy Crrwurs QussTey darar QeuwGueT@w?

DERIVE LATER: {.————Valic 2,——~—Invalid
Seirewi T Fayd & Seuay

Is the child breastfed ? 1.~=——No. 1.———Yes
GYimssEGd Sriuliumrdv

QaTRS$R P samwm? @evdw LD

It No, at what age was breastfeeding stopped ?
v uwer ey, .
srwturdy AosHuGurs amiser GLimesE wwd serar?

--——age in months
AW G - LOT SIS

DERIVE LATER: 1,———Valid 2.— ~ —Invalid
Seirewi e SeyLd &M Saugy

~124-

4 |Q 21

10

Q. 22

breastfeeding
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24,

25.

Dages child receive solid food? 1.————No. 2.—— -Yos

BRI FHS &'fT‘g',U'JGLHTﬁT;.D B
2.y Fdns Qar@ReE D serm? v b

If YES, at what age was it started?— — - age in months

YW STHY, T5S vwWHu Fi.
earayd Qurléssd Dl tsar? g wr Shaafli

DERIVE LATER: 1,———Valid 2 ———Invalid

Adrerd s SayLh Ff Sumy

Derive later nutrition knowledge score by totalling how many of tte
questions 21-24 have valid responses.

21-1b Gasradulaii(psgy 24-1b Casradsuengules acrar Awrer U B m@md KT e
WHALGUET TS ey, FFHemay FVaiGT S5 Harar Qurss wTTime
Serew i sawGALE oW seyLh.

Dietary recall for * Sampled Child’ Yesterday

| would like you to tell me about everything your child eat and drank from
the time he got upin the morning until the time he went to bed at night.
Be sure to mention averything he eat or drank at home, at school, and away
from home. Include snacks and drinks of all kinds and everything elsa he
putin his mouth and swallowed. | also need to know where he eat the
food, but now let us begin.

2aFdr Gpios Crim srévde g swssSABis, QrrsSh FTRIGW
aemrudey erarQersiter sl g srerue 5 TEIGERSGF QFTe gymisar,
Ay eruldl g, Quefds srodcc g, uerafléami B el g
STRNTYHED Dy QFmsh YiGer Gpims sToll g, GYSSH, UNETITLD,
FFruaTL.d TRvVTMHD DY, TEGEECE sTUL L Z starmb swey
Qewg Qi gymssr.

What time did he get up yesterday 7

Godm smlnuds) Gpims Frud sTpbsCuT g wenfl srerew?

solid feeds

14

total score




Was it the usual time ?
WPESLTE GEmS HNF5 CErsIvsTar TRsPEB&NDST?

What was the first time he eat or had anything to drink yesterday morning?
Copp srlvdd wpsd Wsauras aawlur Hbvwg wurerGur rinipw
Qumrg Cprw ersrar?

Whaeare did he eat?
Gwims Qog aiGs erindii g?

Now tell me what he had to eat, and how much?
QUAUTR G TTsEEG QS GLLHMS TETET 2.TYHENT sTeusuerey FmnIL g
srairpy Qe gyrisar,

{Occasionally the interviewer will nwed to ask)

aLCur sTR gy Caeradwmert Spseriurny GssCuar@w)

When did he eat again? or, |s thera anything eise?
voep quQureg sl gl (ovag) Cuy gsrag sTUll.L g
2 GorL_sr?
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25.
a)

b)

c)

d)

Dietary Recall (continued)
First, what did the sampled child eat for breakfast or other morning meal?

PSNTUSTH SLiomsg FTduddv werar il g?

Type of Food Estimated Amount

acwreldsy awena FETFH_ L L yeray

LR TR T Y Y P T T P TYY

What did the child eat for lunch or other mid-day meal?

v aawalhHE aaver Frlidl_g?

Type of Food Estimated Amount

2_corelleT UM FETEFRN_LU L yerey

------------------------------------------- sae

What did the child eat for dinner or other evening meal ?
Gwimgs QPrader srarer srindll g?

Type of Food Estimated Amount

2. rader auans SEMSR _ LU L yerey

Sassestesiaorcncseses « see  sesem sseeme

Are there any other foods or drinks that you gave to the child yesterday?

@eneusdwg salr Gamy
Fruli e gm?

gorag sawGaur, urerGur PiGpims

Type of Food Estimated Amount

a sreder e S@UER_LIUC L yaray

ess0snceeesaccscncsessancoe AR TR LY IR PR

TOTAL:
Quor g Fib
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DERIVE LATER

Calories Protein
Calorias Protein
Calories Proteion
Calories Protein
16 17 18 19 Calaories
20 21 2
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Does Diet Contain Adaequate Quantities of These Foods?

Gwhmgular FriuuTiyew ST eamayumasdr Cgmawrar Hyarey
Bp&&eT nST?

Category 1.

Siflay 1.

Milk or milk substitutes
LT HUVE LT YEG FLTEFH
1.———No 2..--——Yos
Revdy Y Lb
Catagory 2.
Jifiey 2.

Meat or meat substitutes-beans, eggs, fish, etc.
QODER Yy FopsPaE Furarg-Sarey, g, Ber Gurerpar.

1. No. 2. Yes
Rl Lb
Cataegory 3.
dflay 3.
Fruit
LpLd
1 No. 2 Yes
Fevy <3y th
Category 4.
Dy 4.

One green, one yellow, vegetabls
B UFDF, B WEHFET FTUS A

1. No 2. Yes
Qe b
Category 5.

dfay 3.

Caloric Value Adequate
sCarf geray Gurguwrer sr?

1. No 2, Yes
B)svdv b
Category 6
Uiy §

Protein Value Adequte
yrs ey CurguwrargT?
1, No 2. Yes
ey 24 Lb
Category 1-7
ilyesr 1-68 38 24 T umr

Food practices scale (score 0-7, add yes scores for catsgories 1-8 giving
one paint for each yes) '

1. No 2. Yes
Pivea Rpid

%7

-1%a.

J_|

milk

meat

2|

fruit

o]

vegetable

y_|

calories

~ |

I protein

28

total score
29




26.

27,
Q34 Gims Ml 86T LS Fer JAV S LTaNd T ST S F#TnIGR D Gm?

28,

29.

30.

Category 7.
Sy 7

Feeding Program commodities served in correct quantity
ssaemey Qur@er eflwrer yaralsdy Gsridasliu@erer sm?

1. No- 2. Yes
QFevéw b
Was food given in the past 24 hours usual for the child?
Crhmmés GRims FTUSILLL g, FTSTIIDTE LPSHLOTE FridPa g HTE?
1. No. @)evén 2 Yos 1)

If No, explain :
Qevdv erairapev, afardaayb.

Go back to Q. 25 and circle unusual foods, add foods usually given.

25-w Gaerells@ wmgpap Qearmy, wpéswrer LaweysdrEsHg el
B aub, wpdawrass QaT@EGL e.awryadms GFraaMb.

Does the child consume any vitamin pills ?

1. No. Q)ev
2. Yes b

Has the child had any of the following diseases?
55 GPimss Spsawi. Crrusallss gsma g wbHHsERDST?

Chicketipox 1 No 2. Yes
B wmi i benw vy b
Measles 1. No. 2. Yes
Sl_Lbenio @vdv 3b

Severe diarrhoea (dysentry or stools with biood/micus)

1. No. 2. Yes
250ul Bevy b
Pneumonia 1. No 2. Yes
FUFTLD Bevdn HL

Does the child have diarrhoea now?
QuCury Pis Gwimsés wdpmiCGurss @réPpsT?
1. No. @ 2. Yes b

On how many days during the past 7 days has tt. . .. d had diarrhoea?
Bumar anggdd, YPbs GUiMSsG TS5 Friisear wdnolGurés

Ross8.
days. BIT L &aGiT,
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ration
30

Q. 25

31

vitamins

32

chickenpox

33

measles
34

diarrhoea

35

pneumania
I~ 36

urrent

4‘ diarrhoea
37

" [duration of

diarrhoea
38




31.

32.

33.

34,

3b.

36.

37.

How oftan has the child had diarrhoea during its life?

Qs Gwimsssd Qauar ass&vw sraw adppiGurss
THUC R BSRDE?

1. Rarely or naver
srQuimr & gutb
2. Occasionally (3-4 times a year)
@ suwnisafld (uBL-S$PDEG 3, 4 SLmuger)
3. Frequently (about once a month)
Sy dsy. (LTS QULeOD)
4. Very frequently (more than oncs a month)

HOS PSS (LTSSEN Qb (pe L Cuocy)

How long doses it take for you, usually, to travel from your home to the
preschool centra? One way trip)

adigar FLydnpisy eewy aphgd @QLFPHigs Qxda damary
DA mser 398 DH?

minutes BB s

When you are not at home who usually watches the child?
Basar s QuersgGurgy adisdr Guimsow wrt sueals s
Q&méareu&er?

1. No one; 2. Father; 3. Siblings;
wr ey SHas #Gar sy #Cam sMlwr
4, Grandfather/Grandmother 5, Other (Who)
STSST[ury. wHpeurd (W)

How often do you listen to the radio?
Bruaar arggdw sLawa Crylumr GsL & fisar?

1. Daily 2. .Two or Three times/week
BDexrepib urTgSHV 2, 3 SLser
3. Once/week 4. Once/month
Ty miepen D L QT mips» D
5. Never ersGuir g flévdw .

Do you pay anything to the Feeding Program?

FSgemy DL S DTS Briser gaTug UL SR DFserT?
1. No @ao 2. Yes o .
If Yas, how much do you pay each month per child?

MY TGP, LOT FLOGTGUGUGTY LIGRID F(H& 1 Feir?

Local currency : Uss

a_cireenit BT aRT WD HQuhsas Lrert

Since yaur child has been enrolled in the Feeding Program, do you spend
less for your family’s food?

LUKGTT GimS, FSHTYSE L 580 CoibsREBmbg, e s FHLUS
B a.cwral pésrar Qeaney Gons5wsR DsT?

1 No Qa2 2, Yes )

If Yes, about how much less do you spend on food each month?

Yo Ty o LTSSAHG Tuwary sy GHDESBHSRDE?

Local currency : uss

o._iregp BT @b HQuhés Lraif

Do you have suggestions for ways in which the program could be improved?
QP L Qsrayd Gugnb arme s _GQup amssr yOurswssr ersiren?

-1130n-

Total period of

diarrhoes
<]
I [ Travel time
40 41 42
Mother substitute
43
Radio
——44-
lFee
45
l ‘ | | Amt USS
46 47 48

I Spends less
T 49

UsSs
saving

£0 51 52
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IN DEPTH SURVEY oF MOTHERS
A —————

. TAKE-HOME FEEDING

PRESCHOOL CENTER NAME

SITE NAME

Repeat identification code numbers for this
20ther as found on the firse rage of the
questionnairs filled out for her during

thﬁ Randoin Sample Survey,

Mother'c Naae

Sampled Child's Name

Date of Interview

Day Morth vYear

Name of Interviewer

Chrcked By

——— e —— . o . T e ——— - o ..

* Form A

('oum.r,v Code
Site Code
Institution Code
Sponscr Cade
froup Code

Family Code

-131-
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We are interested in havinz your responses to certain aspects of child
nutrition, and scie mere details concerning your child's nutriticnal
and health status,.

2.

. DERIVE LATER: 1. Invalid 2., = Valid

22,

23.

24,

25,

SECTION III: IN-DEPTH SURVEY OF MOTHERS

What is the czuse of malmutrition? (show photo of child with
malnutrition) :

What should be deme if child has malnutrition?

DERIVE LATER: 1. Iavalid 2, Valid

Is child breazzfad? 1, No 2, Yes

If NO, at what age was breast-
feeding stecored? age in months

DERIVE LATE2: 1. Invalid 2. Valid

Does child remive solid feod? 1 . " No 2. Yes

S —————

If YES, at whzz age was it stapied? age in months.

DERIVE LATER: 1 Invalid 2 Valid

Derive later mtrition knowledse score by totalling how many of
the questions #21-24 have valid responses,

Dietary recall :‘cg "Sermmled Child": YESTERDAY

I would like tou to tell me about everything your child ate and drank
frem the timmZe cot up In the mernine until the time he went to bed
at night. Zezure to mention evervthing he ate or drank at home, at
schoecl, and aay from heme, Include snacks and drinks of all kinds :
and evervthi=- else he put in his meuth and swallcwed. I also need tq
know where hezte the focd, but new let us begin. - '

What tZr= did he pet up vesterday?

Was it =a usual time? :

What wes the £first time he ate or had anything to drink vesterw

day ma=—xg?

Where =2 he eat?

Now tell me what he had to eat and how much?

(Occasizally the interviewer will need to ask:)

Whan &2 he eat again? or, is there anvthing else?

-132~-

Q.21

10

Q 22

breastfeed.

13

14

solld {ceds

total score



/2

25,

b,

Coe

d,

Digtary Recall (coatinued)

First, what did the sampled chlld eat for breakfast or othdr
morning meal?

Type of Fecod Estimated Amount

What did the child s=at for lunch or other nid-day msal?

Tyoa of Food Estinated Amount

What did tha child eat for dinner or other evening meal?

Type of Fced Lz2inatsd Amount

Are thors any othar foeds or drinka that you gave to tha
child yasterday?

Typs of Feod Estimazad Amount

TOTALS

-133-
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Calorios Prote
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25, ‘Dietz_; Recall (continued)

Does Diet Contain Adcquate Quantities of These Foods?

"CATEGORY 1
¥ilk or milk substitutes
l. No 2, Yes
- CATEGORY 2
Meat or Heat Sustituées-—beans, eggs, fish, ete,
1. No 2, Yes
"CATEGORY 3
Fruit
1, Noe 2, . Yes
"CATEGORY 4
“
One green, one yellow, vegetable
1. No 2. Yes
CATEGORY 5
“
Caloric Value Adequate
' 1. No 2. Yes
- CATEGCRY 6
M .
Protein Value Adequate
1. Ko 2. Yes
CATEGGRY 7
“

-Feeding Pregram ccomodities served in correct quantity
L. No 2. Yes

CATEGORIES 1 - 7

Food practices scale (score 0-7, add yes scores fop categories
1 - 6 giving one point for each yes)

-134-
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l. No

2 Yes,
If no, explain: '

Go back to Q.25 and cirele unusual foods,add foods usually
given,

27. ‘Does the child consume any vitamin pills ?
1, No

2. Yes

28, Has the child had any of the following diseasas ?

Chickenpox 1. YXo 2  Yes

Waasles 1.__No 2 Yes

Severe ciarrhea(cysantary or stools with blood/rucous)
l.___No 2 Yes

Pn2umonia l. No 2 Yes

29. Do2s the child have diarrhea now ?
1. _No 2__ Yes

30. On how many Zays during the past 7 days nas tha child had

diarrhea ? iays

33 How much diarrhea has tha child had during its life ?
1. ___Rarely or never
2, _ Occasionally(3-L times a yaar)
3. ___Frequantly (About onca a zmonth)
Lo __ Very frequently(ifore than once a monih)

32 How long does it take for you, usially, to travel from your

kora to tha pre-school centar ?(Cne-way trip) rinutes
33, %hen you are not at hoce, who usually watches the child ?

.1.___Ho ona; 2 Fathar; 3 Sibiings;

' Grandfather/grandmother; 5 Otker{.ho ?)

34 . How often do ycu listen to the radio?
. 4

-

4, Once/month 5§, Never
1 PS-'1/1 — —

-135~-

Vitamins

Chickencax

Diarrhea

neurtonia

1
. Lt

Diarrhea

ration of
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€ Diarrhea

O
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Substitute

1. Daily 2, Two or Three tirmes/Week .8, + Once/week * 4
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35, Do you pay anything to the Feeding Program?
1.

No

2, Yes

If YES, how much do you pay each menth per child?

Local currency: us $:

36, Since your child has been enrolled in the Feeding Program,

do you spend less for your family's food?

1. No

|

2. es
If YES, how much less do you spond on food par month?

Local currency: Us S
———

37. When ycu get tha food frem the pre-school centsr, how many
days does the food usually last before it is all gone?

days fced lasts

38, How many paople usually eat tha food you bring hcme from the

center?

number cf seople sharing food

39, Who usually eats tha food? (Do not read responses; probe for

ages and circle what best applies,)

1, MCH Child

|

2, MCH Child plus other children

————

3.____MCH child plus other children and/or adults

——

L, Only other children
5. Only adults

6. Other (specify)

40. Who (specifically) eats most of the food tiat you bring home from

the MCH center? (check only one)

l.____MCH child

2.____Other child; n-s years old
3.___Other childy 6-12 years old
u.:____ﬁdult (anyone over 12 yvears old) '
S« Other (specify)

-13€-
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41, a, Did you receive food from the MCh center on your last visit?

1. No 2. Yes

b, How many davys has it been since you received this food from

h2,

the MCH Center?
Davs

c. Do you have any of the food left?

1. No 2, Yes

Do you have any -suggestions for ways in which the program could
be improved?

-137-
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CARE - COLOMBTIA

PROGRAMA DE NUTRICION PRE-ESCOLAR

_ **ESTUDIO A FONDO** ENCUESTA DE MADRES

NOMBRE DEL CENTRO

LOCALIDAD

Cédigo
Cédigo
Cédigo
Céddigo
Cédigo
Cddigo

Nombre de la madre

del pafs

del lugar

de la institucién
del patrono

del grupo
de la familia

Nombre del nifio escogido

Pertenece a: 1. Programa alimenticia

2. Co

ntrol

Pormulario PS-M/1 (Rev. 4/76)
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. SECCION III: ESTUDIO A FONDO
"Estamos interesados en saber sus respuestas a ciertos

aspectos de la nutricién del nino, y otros detalles
relativos al estado de nutricidn y de salud de su hijo,."
Muestre la foto del nifio.)

DEDUZCA DESPUES: 1, Vélido 2. No-vdlido

21, %Cuél es la. causa de la desnutricidn de este nifio?

22, ;ué debe hacerse si un nifio padece de desnuiricién?

DEDUZCA DESPUES: 1. Vidlido 2. No-vdlido

23, yEatid amamantando al nifio?
%aEsté dandole el pecho?) 1S4 Q.____No

Si la respuesta es negativa, j;a qué edad dejé de
amamantarlo? edad en meses

DEDUZCA DESPUES: 1. Valido 2, No-vdlido

24, (Recibe el nifio alimentos sélidos? Si__1 No___ 0

Si los recibe, ;A qué edad empezd? edad en meses

DEDUZCA DESPUES: 1. V4lido 2, No-v4lido

Deduzca luego los resultados del conocimiento scbre la
nutricidn totalizando cudntas respuestas v4lidas ha
dado de las preguntas #21 - 24,

Puntaje total, O - 4

25. Consumo de alimentos:

"™e gustar{a que me contara todo 1lo que su hijo
comid y bebid desde el momento en que se levant§ en la
mafiana de ayer hasta el momento en que se acostd anoche,
Y que cosas comid y bebid durante la noche.. Esté segura
de mencionar todo lo que el comid y bebid en la casa, la
escuela (si asiste) y fuera de la casa, Incluya cualquier
bocadille (picadera) y bebidas de cualquier clase ¥ cual-
quier otra cosa que se puso en la boca y tragé. También
necesito asaber en que lugar comid estas cosas, pero
ahora comencemos. ;A qué hora se levanté el nifio ayer?"
(No es necesario apuntar las respuestas a estas preguntas;
son para ayudar a la madre "reconstruir" el dfa.)

"Era ésta su hora habitual de levantarse? ;Cudndo Zue

la primera vez que el comid o bebid algo ayer en la mafia-
na? ,Dénde comié? Ahora digame qué comid y qué cantidad"
(Ocasionalmente el entrevistador necesitari preguntars:
"Cudndo volvid éL a comer?, o,";Hay algo mis?")
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causga de la
desnutricidn

L/

1o
que hacer
L./
11
Cl2-0
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alimentos sdlidc

2:4

puntaje total
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| P4gina 6
DEDUZCA DESPUE
co <
a) Primero, ;qué comié el nifio para el desayuno u otra < =
comida de la mafiana? g z
Tipo de comida Cantidad aproximada g g
b) yQué comid el nific para el almuerzo? . e
@)
Tipo de comida Cantidad aproximada g &
e) (Qué comié el nifio para la comida u otra comida de .
la tarde? j' S
Tipo de comida Cantidad aproximada o ~
d) yLe did usted al nifio algin otro tipo de alimento o .
bebida ayer?-- incluya todo que no se anoté arriba. 3 g
Tipe de comida Cantidad aproximada S 5
TOTAL:
calorias
16 17 18 19
protefnas
-140-
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DEDUZCA DESPUES
La dieta contiene la cantidad adeeuada de estos
alimentos?
CATEGORIA 1
La leche o los derivados de 1a leche?
1. No 2. St

CATEGORIA 2

Carne o sustitutos de la carme: frijoles, huevos
pescado, etc.?

1. No 2, S{
CATEGORIA 3
Las frutas? 1. No 5. s{
CATEGORIA 4
Un vegetal amarillo y un vegetal verde?

1. No 2. S{
CATEGORIA 5
Valor calérico adecuado?

1.____N° 2. Si
CATEGORIA 6
Valor proteico adecuado?

1. No 2. s{
CATEGORIA 7

Los productos del programa alimenticio son servidos
en la cantidad correcta?

1. No 2. s{

TOTAL: ZEscala de la prictica alimenticia;
(puntzje 0 = 7)
Suma los puntajes afirmativos de las
categorias 1 - 7, déndole un punto a
cada "S{",
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leche

arne

L o

frutas

n
n

vegetales

i

valor caldrico

2}

valor proteico

R

racidén adicional

£}

total

=




26.

27.

28,

29,

30.

31.

32,

33.

¢la comida que se le di§ al nifio en las ltimas 24
horas fué la de costumbre?

1. No 2. S{
S1 no fué la de costumbre, explique:

Refierase a la pregunta 25 y ponga un ecfrculo aldre-

deder de las comidas especiales; agréguele los
alimentos que acostumbre recibir.

(El nifio toma alguna pastilla de vitaminas?
1. No 2. S{

¢Ha tenido el nifio alguna de las siguientes enferme-
dades?

Varicela 1. No 2. s{

Sarampién 1. No 2. S{

Diarrea 1. No 2. S{(diarrea fuerte
o deposiciones con Bangre)

Neumonfa 1. No 2. s{

(Bl nifio tiene diarrea ahora?

1. No 2. S{
(Cudntos de los dltimos 7 dfas ha tenido el nifio
diarrea?

dfas

iCon qué frecuencia ha tenido el nifio diarrea desde
que nacid? )
1. Raras veces o nunca

2. Ocasionalmente (3 o 4 veces al afio)

Je Frecuentemente (aprox, una vez al mes
4, Muy frecuentemente (més de 1 vez al mds)
.Cudnto tiempo tarda usted normalmente para llegar de

su casa hasta el centro o puesto? (Viaje de ida,)
minutos

(Quién cuida al niffo’ cuando usted no esti en casa?
1. Nadie 3. Los hermanos 5. Otra
2. El papd 4, Abuelo(a)

S1 ha marcado "5" otra persona, squién es?
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Pagina 8

costumbre

5

vitaminas

.4

variecela

133/

sarampidn

b/

diarrea

35
neumonia

b

diarrea ahora

b/

duracidn

38
frecuencia

Zgg/

distancia

S,

sustituto

45



34.

ul

(8]

38,

(O

()

(s

- faman e e

Con qué frecuencia escucha usted la radio?

l.e____Todos los dfas 2. Dos o tres veces
POT semana

3. Jna wTez por semana 4.___Una vez al mes

\n

_Nunca

o
?

Paga usted aigo en el Programa de Nutricidn?

1. No 2, Si

Si paga, Cudnto paga cada mes por nifio?
3

sde que usted manda su(s) hijo(s) al Pro-
ama de Nuwricidén, gasta menos dinero vor mes
comprar comida en casa?

—e T

\

MGy

e
i
o

. Ne. 2. Si

e e W——

l...l

i gas*z mewos, cudnto menos? %
’

n

Cudndo Ud, recibe alimentos del centro, cuan~
tes dias 1le dura normalmente la comida?

dizz dura la comida

Cudntas 1 :rsonas normalmente comen la comida
aue Ud., 'rae de los centros? :

_Jbersonas comen la comida,

Quien se come la comida (No anote las res-
puesta., Marque las respuestas que apliquen
mejor a la edad)

1. .. Nifio registrado en el centro

2, .. ._...20iflo registrado en el centro y los

0tros nifos, ;

3 Nifio registrado en el centro y los
otros nifios y adultoes. A

&, _ .Solamente los otros nifios
5. Solamente adultos
S, Otros {especifique)
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44

Pago

45’
Cantlidad pagada

L L [L L/
76 4

7 48

Gasto mensual

L1

49

Cantidad menos

LL L L L/

50 51 52

dfas durando comida

L1 L_L
53 53

No.Personas comiendo

L_.L
55 56

‘Distribucidén
familiar

L1
57



40, a, Recibid comida en su Yltima visita al
centro?

No Si

b, Cuantos dfas hace que Ud, recibid comi-
- da del Centro?

. Dias

¢. Todavia le queda ecomida?

1. No 2. Si

41, Tiene Ud. alguna sugerencia sobre c¢émo po-
drd mejorarse el Programa de Nutricién?
(Use hejas adicionales si es necesario),

€58=9

D{as
59
Comida que queda

b

=5

e

1 | | saczén
§2 63 64 65 CALORIAS
l
] o
L RACION
66 67 68  PROTEINAS

'll!l'!ll'lDELE T.AS GRACIAS A TA MDRE POR SU A‘TJDA("I'I'?'!I'!"I
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CARE
PRE - SCHOOL NUTRITION PROJECT

SURVEY OF PRE - SCHOOL ADMINISTRATORS

PRE - SCHOOL CENTRE NAME:

Name of local community/site :

The sample of mothers and children is taken from those Attending :

1) Main centre or centre having only one location

2) Subcentra, list name of main cantre

location of main centra

Country Code:

Site Cods:

Institution Code:

Sponsor Code:

1.  When did the feeding program begin operating &t this location?
Bho spmeamysSliw Zhs FLbEL ThIury KpThESsUUL 5 ?

Month

€T b

Year

aJ L0

DERIVE months of operation
Jderert AlLh Qeudul orztalrs acmrhALE TP Saytb.

ane

2. How long have you been working at this centref!
Briadr aspdy wrpdisarrs DeowwdHD Gudv GrudSiadr?
months.
T BRIBIT

3. How many recipients are served in the program now?
REPHLLH5HD vwE QU @ T e staTar !

Total.
pHLE T

Pregnant or lactating mothers receiving food
srddmit sty urarl (B Sruortser

Other mothers receiving food

WOLH STUIOTTHGT
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4 country
I~ |
I l site
4 5
Institution
[
Sponsor
7
I VProgram
Months
8 9 10
| I service
11 12 13
I | I total
14 15 16 17
I | Prognant
| R Lactating
18 19 20
Other
mothers
21 22 23




Children under 3 years old receiving food
QAT D AW GRS UL (SPphanSacT

Children 3 years old or more receiving food —_______
Far Y wwhie Guoiuli Gphmsadr

4. How many staff help in the feeding program?
DL gma m_pgyugde spdwGui o gayddar pari
Full time
e dord wamfl yAGuad

Part time
ur@Bmyid warl yfQurt

Volunteers/Non-staff
Qaargul wasfwrard

5. By what criteria do you select families whose children receive food? Check
as many as apply and fill in details as required.

DAL 53BN uwaEGu prib @Guuriagsa® Duds Juamew sEHadr wravu

CODE LATER
(see instructions)

a)—___No criteria
IhE SHEwd Bivén

b) ——Age of children : the age limits are from
BPHD FUTET uws gy

years to
s Bl g

years
QuLs Fusniy

Weight for age : Up to what degree of malnutrition are eligible:
WP DVEHD TN TS SHOTQY UDT L S@DOY BEhBTL Serasliu@b

first degree’
QP uig

second degres
@raTerd Uy

_third degree
Warmn Uy

d) — lLow income; Below what income are eligible degree?
BMDDE ARHOTITD THa ot a? 1)°% %D DTS BMSTD DardamTuGin

Local Currency
_STIIT BT@IWID

e} Residence: Should be .members of this village or reside within
miles

uFfrsoRew! e TS A B B T BBET b B0 58 D ger uPhe IR ib

fy—_ Other; Specify:

DN (& BUGH A
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' |<3

24 25 26
[T}

27 28 29

Full time

30

Part time

31

Non-staff

32

I None, Code 1

m'
W

—
————

Age to Age

34 35

-_I Degree (code)

| 36

Income (code)

37

Residence

E

Qther

(O'




6.

Do the children in the program eat the food you give them here at the
centre, or is the food taken home, or both?

DIP L DB ITTHS Bydmsadt Rliadr FarPagn e.mrnar YUGalus Frud@A s
ATT? g Al D Fararp QoA nerr ? picbw ) DIFTBY Qeus Amisart ?

1. Food ronsumed at centre only.
ow SHC oo A adr.
2. Food taken home and consumed there only.

iy b TRsH e oS Amtacir,

3.————_Both of the above.
Cuhr. P Fraw@id Qe Amracr.
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Where eaten



“ovLT

No. of Times Per Month

Ration Distributed to
One Recipient
lLorgbdd 1 @phampis
oF s p¥inr g_inag
Sjafllds1u@ Ao gy

7. FOOD RATIONS PER INDIVIDUAL CHILD PER.CURRENT_ DISTRIBUTION
AR (1Y) (B 1P 25 5seH 1D 20QuUITap 51 aupris LD o_orey
Source of
Amount of
Food
o Food (Ka) g e
opmay (HGw.r) er e c;?n_ 2’/‘_’ D |
IMPORTED FOODS
@awflsr (B e anriy
CARE TOTAL
Ban Quor ggid
LOCAL FOODS
©_Gir@yi 8. aray
DERIVE LATER TOTAL RATION PER DISTRIBUTION —Kg.
SEiard erapmaph B wLilard@ appriaiu®o e ey
TOTAL RATION PER MONTH - Kg.

&b 10a 5 A Hamer Qo s 1 ey

(For Grams, use decimal of a Kilogram ; Thus, 100 grams — 0.1-Kg.)

DERIVE LATER

TOTAL

TOTAL



8.

Summarize the following from Question No. 7

(i) Type of imported foods used: a

(i)

(iii)

(iv)

v)

(vi)

Contribution of local foods to total ration :

None

e 10% - 25%,

5, .50°%, - 75%,

Total Ration/Month

2, _ _less than 10%

4

25% - 50%

6. Over 759,

Kg.

No. of times per mo.ath ration distributed to one recipient

Total calories per child per day

Total protein (in gm) per child per day
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41 PL 480
Foods
42
43
44
Local
Foods
45
Total
l Ration
! Kg/Mth
% & i
' No. of times
49 50
! ’ ’ lCalories
"81 62 53 54
, ___l Protein
55 56



10.

Has there been any change in the amount of ration in the past year?
aLhd UEL FHU QarBaalic a.curaldar Heralsy o ST gy or HDDo JmHh s s P

1. None
s

2. _Increased since
SiPafsaviuc .y

3. . Decreased since

SMDAHAUU L. L

Do you maintain any records on (Check as many as apply)
Briadr oxug@aeo uBCu@adr wru ?

Weight of children at time of entry to program ?
AL a0 Qemo3ur 5 (SPBDBUIET T !

— Attendance of children and mothers ?
BB BHL HTULTTHITET ABHDALY LULguicd ?

If yes to either question, ask to see these records for the sampled children and
mothers, and record this information on mother’s questionnaire.

UGG adr) MausauuGu g TR TET(RR, NEET uTTEAWTLE, CarnFsPadaiu L.
LDTUDITATES B @AMas F0 e Aaurrialar  Brdiortagyaanar Qadral g mraia

6T (Lp By LD,
Weight records : 1.
Ton.ugBa®

2.

3.

Attendance Log: 1.
e 2 KGs

p

Not maintained

D2

Maintained poorly
HOTTTA QAHAAD 4

Maintained well
»aiT(pa JoHA 031

Not maintained
Badv

Maintained poorly
HOTTTH DundAnms

3 Maintained well

rer s 3EHAD0 5.

11. Doss food arrive on a regular basis ?

TR WPDND ST MR D BT ?

1 _No
ey

2 Yeos
ZPld
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Ration change

57

Weight records

58

Attendance Log

59

Receipt of food

d_|




12.

13.

14.

15,

16

Do you distribute food on a regular basis ?
Riladr e.auran (P D SU@LD uYPRGAST Sraart

1. No
By

2 Yos
Kplo

What are the major problems you encounter in running this program ?
PsPoLsns AL SJUSHN roagmy edrar (s achL wadr arar ?

) J

2

3

Could this program be expanded ?
DsHL gz Cogud adflay uGSm eppujwor

e No
Dy

Yes
Kbto

If no, Give reasons:
Bty aarma arFawiiadars sa Db

Are mothers required to pay a fee for participation in the feeding program ?
DHALL FED L Qu b FTIOTFAT TETUL ALLITD Qegyd s QasnBuor ?

l.;;_No
Bl

Yes
&y o

2

(a) I Yes, what type of payment is it? (Check as many as apply)

< TAETMD ThG (WP DUTN ALLRID Qs SuawGn P

1. —__ Fees
Ut W

2. In kind contributian; Specify :
Gum@dr, §PUUTSs dn DAy

3 Other

w H paneu.
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Distribution

61

Problems
62

Expansion
-5

rees
1 laid

Type of fees

65




15 (b) If fee is paid: What is the monthly charge per child ?

16.

17.

A @D Requd saugsr@a 3 LTSHE DD B Sy B.NSAATE@ AL RSTON.

Local currency
LT UET D

US Dollar equivalent: $
SGuflaa ror

Do you provide instruction in nutrition and health care to mothers ?
BRadT srdiercs a5k SH LTIy AT N E Lo B dadad Cur@a 2 Bimarn?

1. MNo
:E"{t%

2. Yes
2l

If YES:
a) Exactly what type of instruction do you provide ? (Check as many as apply)
Rpd TGN B DOIUTH ThFOTEN Kivad St A Biacr? (1 achr Sarard T Bayib)

i} ———— Clzsses, how often ? , Daily Weekly
wiglyas & s apenw ? Farqph urr@ur DI D
Fortnightly Monthily
IO urTFE DBLr B wr3&0T 1 (r@ D
ii) Growth charts and other printed materials given to mothers.
5y:m;n,555.1rm D > llﬂ'.if. W uar TS ail_uﬂ')l_ LD'ID@lD é‘ﬂ&rl_l_ L['Sﬁ:llﬂlﬁcﬂ'
.aurrmp i"D MDD Y M\gj‘u .
iii) Mothers required to work in centres,
BILCTTRIT KTUUM FBaT Jnudramails U Quaysh
iv) Other
wH DN

Do you provide medical services to the mothers and children?
BEBDSATHS Hib STUIOTHSHTE 5 Kb 03550 ue@acr Nl R Jiaerm ?
1. No
Bovén
2 Yas
<Rplb
If YES:
Lpl2 T (D

a) Exactly what type of medical services do you provide ?
T URSITRT 045 5y BRI yafdR BT acr ?
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’ Charge
$

66

68

67

Type of Nut. Ed,

$

Type of Nut. Ed.

69

Medical sarvices

70



CODE LATER (see instructicns)

Immunization
BiBULLFS

Dewormirg
WD D IS wEh

How often (specify)
T Hgiar pop (odurs)

Examination by Doctor
wihd pu uiSer sl

Medicines
(b FsciT

18. How many of the follawing kinds of staff do you hava ?

(Write in number of each type; use decimals for part-time staff)
AHGUTD HBITL PusuT ATy wrnt ardus GuBuudsh umiy Qu g Reh Do ?

Doctors
TALT

Nutritionists
F & BIGTTTSUNCT T

Nurses
mirav

Other para-professionals
0 DDt AT

esssescnaces sae LALE IR R R I T TR T T RY Y RY DI PRY Y TIY R NP iy

19. Are centre staff given special training about the pre-schoal nutrition program ?

_mumdr W HE N uTALIUMTHIES $F ¢ 5 JeDTYSECL FH Harar alGeL uud HA
SiMhau ub £53r 0507

1 ——_No
Wby

—.Yes
<pld

IF YES, PLEASE DESCRIBE

& TATMR afand Qerdwayh

29. Is there is limit to the length of time a mother or child may remain in the

pra-school program ?

BIFC3AD ppzris stz BYERDD Uty JuueHE ArvTI LD T BTN )

e_zrar 3w ?
1. No
[opiod
2. Yes
Bid
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!Type of medical services
71

Doctors

||

72

Nutritionists

73

Nurses

74
Other staff

QOther staff

)

Training

| Limitto
stay

78




IF YES, PLEASE CHECK AT WHAT POINT PARTICIPANTS ARE REMOVED
FROM THE PROGRAM: '

L0 TaETme, Thm Ay uwme Gt Al GBeimh g RhaliuL T ?

1.—— . After recuperated from malnutrition
oL S Gy Gmrul Bim g ST

2. Aftar set period of time; how long
@I L. arvg DS dm_@; STQUAGTSY WL B

3.——— —Other. Please explain Removal

wDH oM, aSaurd Tepsayn.

~
o

Date of Intarview:
) Day Month Year

Name of Interviewer

Checked by
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-GGT~

Type of Change

100 )Rl

Commodities Added -
1flana Baidadinli_
2_dsaraytt Qumaneir

Commodities Deleted
Beamn’ i & aurapiQuinrair

Increase in Ration
. QI BT I nd

Decrease in Ration
Lm’ﬂl J’G‘Hﬂl @w)ﬂ)ﬂl

vetdils :  venat Coiomodiues or

How Much *  Effective
afansib orhg GopBudeluyb g
G gh B oraiRe Ty From Which Date To Which Date
D By GHGltanar g SIadhath [0

LIST ALL CHANGES EVEN IF INTRODUCED AT DIFFERENT TIMES
QaaniBaugy GgBaafd SISl @pth FTRD cradnnr 0T ) BD Sy jib srap gayid.

(Derive Codes Later)

(A i @ pRotar Qpsayo)



CARE-COLOMBIA

PnOYECTO DE NUTRICION PRE-ESCOLAR
E"CUESTA DE ATMINISTRADORES PRE-ESCOLARES

Bombre del Centro de Alimentacidn:
I calidad:,

I~ muestra de madres y nifios es tomada del alumnado presente:
Edificio central o que tenga una sola localidad,

-

2}

S

4e

Sub~Centro: Nombre del Centro Principal:

Localidad del Centro Principal:

Cédigo del Pais:

Cédigo del Lugar:

Cédigo de Institucidn:

Cédigo de Patrono:

4Cudndo empezd el programa de alimentacidén en esta localidads

Mes Aflo
Deduzca los meses de overacidn;

(Por cudnto tiempo ha trabajado usted en este Centro?
meses

(Cudntas personas son servidas por el programa?
Total

Mujeres embarazadas o amamantando que reciben comida

Otras madres que reciben comida

Nifios menores de 3 afios que reciben comida -

Nifios de 3 § mds afios que reciben comida

LCudnto personal trabaja en este programa?
a) Tiempo Completo

~— RAGINA 1

PUNTUACION
FINAL

lg/ Pais
/%/ !3/ Iugar

/3/ Institucidn

[7/ Patrono

Meses de Program.

oo
Sexrvicio

W

17 1) 1)
14 15 1l 17
Embarazo/Lactanc

[/ /1)

-

18 19 29
Otras Madres

L L)
ot L/ !

+3 afios

Lo Lt
<39 9

Tiempo Completo

30

eoha de Eapcsevista:

“ombre del Entrevistador:
..evisado Por: '

dia mes

~15¢-




b) Medio Tiempo

¢) Voluntarios (ro maestros)

En qué se basa usted para seleccionar familias cuyos
nifios reciben comida?
llene los detalles requeridos,

CODIFIQUE DESPUES

Marque las posibilidades dadas y

a. No tengo ninguna base,

be Edad de los nifios: ILos limites de edad son:
Le afos
A afios

Ce Peso iz acuerdo a la edad: Hasta qué punto de

mala nutricién son elegibles: 1; 2;

CODIFIQUE DESPUES (Vea instrucciones)

Pocos recursos: yCudl es el grado de ingreso
elegible? § pesos,

4.

Resldencia:
vivir a

e,
kilémetros de distancia?

z. Otros: Especifique,

CODIFIQUE DESPUES (Vea Instrucciones.)

Los nifics del programa comen aqui mfsmo la comida que

3 gr.

(Deben ser miembros de este pueblo o

se les d4, o se la llevan a la casa, 0 las dos cosas al

mismo tiempo?

Comida consumida en el centro solamente,

Comida llevada a la casa y consumida ahf
solamente,

1.
2,

Je__ Las dos cosas,

PAGINA 2

Medio Tiempo

1l
No maestros

2227uno/cddigo :
3

Edad a edad
[ /L _/

~

33 35
Grado (CODIFIQUE

./

ingresos

§CODIFIQUE)

Eesidencia
L/

Otros

Donde se come

/_/

40




To. RACIC.ES DE COMIDA DISTRIBUIDAS CORRIENTEMENTE A CADA NTNO

PAGINA 3

DEVLZCA DESPUES

' 3, )imero de vecea 4 2
‘ 2,)Cantidad de por mes que la- . =
1l.) Tipo de Comida Comida (kg.) racién se distri- S &
. buye a cada per=- = Q
sona o &
ALIMENTOS IMPORTADOS o <
I THERTOS LOCAIES CAHE
. TOTAL
DEDUZCA DESPUES: TOPAL
R JION TOTAL POR DISTRIBUCION kg,
RuCION TOTAL POR MES kg, -

(Tara gramo: use la décima parte de un kilogramo; de este modo,
.. 30 gl'amOS = 0.1 kg.)

8 De la pregunta #7, resuﬁa lo siguiente:
(1) Tipo de comida importada que se usa: A

B

Q

]

(11) Contribucidén de comida nacional a la racidn total:
1. _Ninguna /2.__Menos de 10%/ 3.__De 10% a 25%
4.__25% a 50%/5.,__50% a 75% / 6.__Mds de 75%

(£11) Racién Total por Mes: kz.

[

. (1v) Ndimero de veces por mes que la racidn se distribuye a
cada persona

(v) Total de calorias al dfa para cada nifio

(vi) Total de protefnas(en gramos) al dfa para cada nifio
-158-

COT}da Importades
1

Comida Local

Racién Tetal
6 47 48

NMimerc de Veces

9 50
Calor{ias

1 2 23 24
Protefinas’

55 6



Q, jHa habido algin cambio en el tamafio de la racién durante
el pasado aflo?

1. Ninguno
2. Ha aumentado
Je Ha disminufdo

Si ha habido algin cambio, dé detalles en la hoja anexa,
en la pdgina siguiente,

"0, ¢Lleva usted algun record en cuanto a:
(Marque las que se apliquen)

JPeso de los nifios al empezar el curso
lectivo?

JAsistencia diaria de las madres?

Si alguna de las respuestas es SI, pida que le muestren
los records de nifios y madres y ponga esta informacidn en
el cuestionario de las madres.

CODIFIQUE LUEGO COMO SIGUE:

Records de Peso: 1, Sin mantener
2e_______No muy bien mantenido
3e_______Bien mantenido

Asistencia Diaria: 1. Sin mantener
2. No muy bien mantenida
5e_______Bien mantenida

J1. ¢(La comida llega regularmente?
1. No
2, s{

12, ;Distribuye ested la comida regularmente?
1. No
2. Si

L3, 4Cudles son los mayores problemas que usted encuentra en
este programa?

1,
2.
Je
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PAGINA 4
Cambio de Raciér

le/

57

Records de Psso

L/

58
Diario de Clase

Lt
59

Recibo de Comid:

LS
60

Distribucidn

L/

61

Problemas

62
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TIPO DE CAMBIO (j)

DETALLES
CUALES ALIMENTOS
O CUANTO

EFECTIVO

DESDE QUE FECHA

HASTA QUE FECHA

(i) LISTA DE TODOS LOS CAWBIOS OCURRIDOS

INCLUIR SI FUERON INTH
(DEDUCIR CODIFICACIONH

ODUCIDOS EN DIAS DIFERENTES
S DESPUES.)

YNIDVE



- 14,

+15,

(Podria éste programa ser aumentado?
1. No '
2, s{

Si la respuesta es no, diga porqus.

¢las madres tienen que pagar una cuota para participar
en el programa alimenticio?

1. No
2. s{
Si la respuesta es af, diga porqué,

(a) ¢Qué tipo de pago es éme?
?Marque las que se apliquen)

1. Cuota
2. Contribucién en especie
3 N Otras

(b) S4i pagan una cuota:
¢Cudl es la cuota mensual por nifio?
Moneda Local:
Equivalente en Délares:

-161-

PAGINA 6

Expansién.

L/
63

Cuetas Pagadas

LS
64

Tipo de Cuota

v
65

Cantidad

LS/

66 67




PAGINA 7

16. iLes dd usted clases a las madres sobre nutricién y . Instruccidén
cuidado de la salud?

2, st 68
Si la respuesta es sf,

a) Exactaments, jqué tipo de clases son ésaas?
(Marque las que se apliquen.)

CODIFIQUE LUEGO (segin instrucciones.)

1, tCon qué frecuencia? Tiarias Tipo de
Semanales Instruceidn
Quincenales
Mensuales Lg-/
9
2, JLes d4 tablas de crecimiento o materiales

impresos a las madres?
3 sLes pide a las madres que trabajen en

centros?
4, Otros,
- 17. 4Provee de servicio médico a las madres y a los nifios? . Servicio Médico
1. No L/
S 2, st 70

Si la reapuesta es af,

a) Ezactamente qué tipo de servicio médico as &me?
(Marque las que ae apliquen,)

CODIFIQUE LUEGO (segiin iastrucciones,) Tipo de
Servicio Médico
1. Inmnizaciones (vacunas) !/
2, Deparasitaeidn 7
3. Exémen por un doctor tCon qué frecuencia?
Especifique,

4, Medicinas

Doctores

7
utricionistas

18, 4Cudl es el mimero de cada tipo de consejero médico que i
usted tiene? (Eascriba el nimero de cada tipo. Use deci-
males para personas de medio tiempo.)

Doctores '

Nutricionistas
Enfermeras Enfermeras
Otros Asistentes

Otros Asistentecz

-162- Otros Asistent .:



19. ¢Recibe el personal del Centro Educativo entrenamiento
especial acerca del programa de nutriciéa pre=escolar?

1. No
2. S{

Si la respuesta es af, favor de describir:

acas

20,. ¢Existe algin 1f{mite en cuanto al tiempo que una madre o
un nifio puedan permanecer en el DPrograma de MCH?

1. No
2. S{

S1 la respuesta ea sf, favor de indicar cuando se
eliminan a los participantes del programa.,

1, Deapués de recuperarse de desnutricidn.

2, Después de un perfodo determinado.
¢Cuanto tiempo?

3 Otros., Favor de explicar.,

-1l¢3-
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Entrenamiento

[/
77

Li{mite de tiempc

L/
78

Eliminacidn

L/
79




PRE SCHCOL NUTRITION PROJECT
SURVEY OF COMMUNITIES

)

Note: Fill in one form for each community in which a preschool nutrition
pragram or praschoal control area is located.

" Name of local community

Block or municipality :

Province or State: 4 | Country
Country : : ;  Country Code
Community Coda l Community
4 5
A. POPULATION CHARACTERISTICS
Note: Use most recent official data. p—
Most recent official data for this area: 1. Not available Availability
2 Available 5
if available :
l | Year
Source____*___ Year
7 8
For the following, indicate information against each item: if no data .
are available put N.A,
DERIVE LATER Population
o Population size code
1. Population (Sea instructions) 9
Birth Rate
2. Crude birth rate (per 1000):
10 I
3. Crude death rate (per 1000) : ' Death Rate
4. Infant mortality rate (per 1000 live births): 12 13
Infant
Mortality
14 15 g
5. Doctors per 1000 population 17 18_.
Beds
6. H ital i ————
ospital beds per 1000 population ‘19 29_
7. Health facilities par 19,0C0 population________ Heaith
1 Facilities
21 22

Date of Intarview :

) “Oay Month Year
Interviawer :
Checked by :




C. SANITATION

8, For what proportion of the population of the community are public
drains provided ?

1.

2

3

4.

8.

None

Vary few (Less than 10%)
Few (10-29%)
Many (30-79%)

Almost all (80% or more)

9. For what proportion of the population of the community are public
garbaga removal services provided ?

1.

2
3
4,
5

None

Very faw (Lass than 109

—  Few (10-29%)

Many (30-79%)

Almost all (80% or more)

16. What proportion of the population of the community has

Latrines ?

1.

s 0N

<

Nona

Very few (Less than 10°,)
Few (10-29%,)

Many 30-799/,

Almost all (8C9%, or mora)

11. What prcportion of the population of the community has access to
“treated "' or *‘ protected '’ water?

1o _None

2. Very few (Less than 10%
3—— Few (10.29%)

4_______  Many (30-79%)

5. Almost all (80°, or mare)

Drains

23

Garbage

24

' Latrines

25

l Water
28



" D. FOOD AVAILABILITY AND PRICES

12. Name three of the most commonly satan staple foods eaten daily and

{ist their pricas.

{Check through a personal visit to the market.)

Price per kg Price per kg.
Staple Food lecal currency U.S. dollars
a)
b)
c)
E. ETHNIC GROUPINGS
13. What is the largest religion group in the community ?
1. Hindu: Forward 2. Christian: Forward
Backward Backward
Schedule Caste/Tribe Schedule Caste/Tribe
3 Moslems
Others

(sreecify)

14. What proportion of the people in the community belong to this
group ?

F. BELJEFS AND ATTITUDES
I15. What unusual beliefs, if any., does this group have about any

particular types of food ?

CODE LATER

16. What unusual bsliefs, if any; does this group have abount health ?

G. OTHER

CODE LATER

17. Has anything unusual happened in this community during the past
year which may have affected the health, or food consumption aither

in a good way or a bad way ?

Describe :

L.— _ None
2 Good
3. Bad

4. Both good and bad

(Use reversa side)
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Food Price
S

l

27 28 29 30

|

31 32 33 34

|

35 36 37 38

Religion

39

I ’ ‘Parcent

Beliefs

Staple

Food

Price



CARE DOMINICANA
PROYECTO DE NUTRICION PRE-~ESCOLAR
ENCUESTA DE COMUNIDADES

NOTA: Ilene un formulario para cada comunidad en la cual
hay un programa de nutricidén pre-escolar o un 4rea

de control pre-escolar,
Nombre de la comunidad local (barrio, pueblo, batey, etc.)

Ingenio
Municipio Provinciz
Pafs__Republica Dominicana Cédigo de comunidad

CARACTERISTICAS DE POBLACION:
NOTA: Use loa datos oficiales méds recientes.,

Los datos oficiales para este 4rea:

L

l.____Yo estan disponibles

2.____Si estan disponidbles
Si estan disponibles:
Fuentes de informacién

Para lo siguiente, agregue la informacién indicada; si
no hay datos disponibles, ponga "N.D,"

Afio

Poblacidn: (DEDUZCA DESPUES: E1 cé-
digo del tamafio de poblacidén segin instrucciones

Taza de natalidad (por 1000):
Taza de defuncidén (por 1000):

Taza de mortalidad infantil (por 1000 nacimien-
tos vivos):

1.

2.
3.
4.

RECURSOS DE SALUD:
5. No., de doctores por cada 1000 personas:

pais

[2/
3

comunidad
L L/
4 5

disponibilidad

L/

afio
LS/
T 8
poblacién

L/
9

) natalidad

10 11
defuncidn

12 13

6. No., de camas de hospital por mil:

7. Locales de salud (hospitales, centros, clinicas)
etc. por cada 10,000 personas:

FECHA DE LA ENTREVISTA:

mes

NOMBRr DEL ENTREVISTADOR:

(letra de molde)
REVISADO POR:

(letra de molde)
Formulario PS-C/1 (REV. 5/76)
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117

doctores

18
camas

20
locales

19

21 22

mortalidad inf.

| /5



8.

9.

10,

11,

4Qué proporcidn de 1a poblacién dispone del ser-
vicio de alcantarilla piblica?

1. Ninguna

2. Muy poca (menos del 10%)
3. Poca (del 10% al 29%)

4, Mucha (del 30% al 79%)
5. Casi toda (80% o M4s)

¢Qué proporcién de la poblacién dispone.del servicid

de coleccién de basura?

1. Ninguna

2, Muy poca (menos del 10%)
3, Poca (del 10% al 29%)

4, Mucha (del 30% al 79%)
5. Casi toda (80% o més)

;Qué proporcién de la poblacién de la comunidad
tiene un servicio sanitario o letrina?

1. Ninguna

2. Muy poca (menos del 10%)
3. Poca (del 10% al 29%)

4. Mucha (del 30% al 79%)
5. Casi toda (80% o mis)

,Qué proporcidén de la poblacidén de la comunidad
tiene acceso al agua potable?

1. Ninguna

2. Muy poca (menos del 10%)
3. Poca (del 10% al 29%)

4. Mucha (del 30% al 79%)
5.___Casi toda (80% o més)

DISPONIBILIDAD Y PRECIOS DE ALIMENTOS:
12. Nombre tres de los productos diarios m&s comunmenta

consumidos y haga una lista de sus precios. (Asegi-
rese por medio de una visita personal al mercado.)

ALIMENTO

PRECIO POR KG., PRECIO POR XG.
(PESOS) (DOLARES)

-16C~
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alcantarilla

basura

gerv, sanitari

25

agua

COMIDA ©PREZECIO
8 .

&Y% ot

e



E., AGRUPACIONES ETNICAS:
13, ;Cuil el el grupo étnico més grande en la comunidad?
1. Mestizo
2. Moreno
3e____Blanco

14, 3Qué proporcidén de la poblacidén de la comunidad

pertenece a este grupo?
—_—
F, CREENCIAS Y ACTITUDES:

15. ¢Qué creencias raras --si las haya-- tiene este
grupo acerca de algin tipo de alimento en particulanr
CODIFIQUE DESPUES

16. 3Qué creencias raras --si las haya-- tiene este
grupo acerca de la salud? CODIFIQUE DESPUES

G. OTROS:
17. En esta comunidad, durante el afio pasado, ;ha pasadd

algo poco usual que pueda haber afectado la salud o.
el consumo de alimentos, tanto para tien como para
mal?

1. Nada

2. Bueno

3 Malo

4, Tanto bueno como malo
Deser{balo. (Use el otro lado de la pigina,)
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etnicidad

39

porcentaje

Lot

creencias
(alimentos)

42
ya
43
v

creencias
(salud)

L
4
i

aventos

48



