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Scope ~f %Work:

To assist USAID and UNICEF in describing and analyzing the nature,
problems and potential of supplementary feeding programs in Indonesia,
to include:

1. A review or the role of supplementary feeding in malnutrition
problems
2. Assist with the analysis of current supplementary feeding activities

in Indonesia and recommend specific activities to enhance this
component and assist in establishing operational guidelines

3. Review data collection and analysis for JNICEF supplementary
feeding review

4, advise USAID and UNICEF on future programming for supplementary
Ieeding activities in Indonesia within -he context of UPGK and
coemmunity development

Preliminary Remarks

This report summarizes a review and analvsis of Government of Indonesia
(GOI) feeding programs currently in progress. An attempt is made to
identify areas in which these programs could be strengthened to better
accomplish the stated objective of improving the nutritional well-being
cf families, parvticularly children, pregnant and lactating women.
necommendations are made for modification in the current program to
improve performance and “or Tield research o provide guidancez for
future planning of feeding programs within the context of She national
nutrition program (UPGK). It is the visw of this coasultant that

IaAd

conceptually the JPGK program is sound. Rel-riements are needed in

implementation to improve =rficiency ard effectiveness.

The report is based on a consul:cation from October 3-31, 1982. During
chis period I reviewed documents provided to me that described the
various programs as originally designed and subsequently modified
based on experience and mid-program evaluations. I did not attempt to
gather original evaluation data. Rather, I interviewed numerous
people who have been diwrectly involved with the programs at all
levels, i.e., Ministrial,™Provincial, Kabupaten, ¥stcamatan and Desa.
Scme of these interviews were conducted during on-site visits to
activities in progress at a taman zizi, Puskesmas and Sraining center
in Zast Java and in DJesa with 2 limited aumber of nome visits in
Central Java. I also held discussions with some individuals engaged
in income generating activities for women, and at the village and
small industry levels in the production of foods. ddditionally, I
observed the special NIPP program arva in Easc Java, reviewed the
technical aspec*s of the program and attempted to extract from that
experience elements for supplementary feeding that might be successful
if placed in a self-reliant mode. I reviewed my anazlysis of the NIPP
program with Mrs. Sayogyo to evaluate other experiences with village~
supported feeding programs in Indonesia.
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It should be noted that several of the questions that arose from
reading program documents have already been recognized by others and
some are currently beirg addressed in small research projects and
surveys. I ention some of them in this report because the survey ana
evaluation data were not yet available. I acknowledge fhat some of

the answers, therefore, are rorthcoming and that some of my suggestions
are already in the early stages of implementation.

Finally, a one month consultancy is insufficient time to become fully
acquainted with all aspects of a program and to explore in depth the
problems, their causes and possible solutions. It is noped that the
recommendations =th have 2merged are balanced and zapplicable to the
usuval sicuation. U, Indon=sia is diverse and it iy obvious that

no recommendation is likely to ve applicable nationwide. The recommen-—
ons, thererfsre, should be adapted to rezional situations as appro-
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d.

UPCK - Family Nutrition Improvement Program

3riel program description

The UPGK program in Indonesia is an attempt to-deliver integrated
services at the village level in a manner that maximizes village
level participation and self-reliance. The specific objective

of the program is improvement in family health and nutritional
status. Emphasis is on the healihy child and maintenance of a
healthy state exemplified by continuous weight gzain. The

program is based on the premise that the mother Is the critical
agent to maintain the Health of h“er children and the rocal point
for bringing about behavioral changes where these are needed to
improve their heaith and nutrition, particularly for those under
5 years old (Balitas). Hence, all aspects of the program are
designed around assisting the mother in identifying when her
voung children are "at risk" oT becoming under nourished and the
steos she can take to lessen the risks. The implications for
programs of this philosophy is involvement of the mother and the
community in supportive roles and the tapping of extra-community
resources ror necessary help only when these are non-available
within the community. During the start-up neriod,; the government's
role and that orf external agencies is to provide for a limited
tLime the necessary resources and training to assist the community
in developing an appropriate, seif-sustainable integrated program.
It is intended that at the end of this start-up perind the
program will be supported at the local level.

Four government of Indonesia groups involved in the nationwide program
are health (MOH), ramily planning (BKKBN), agriculture (MOA) and religion
(MOR). The first three of these groups through their departments have
activities that attempt to directly influence feeding patterns and/or

the family food supply. The ministry or religion through the Department
of Religious iAffairs Attempts to stimulate awareness and participation

in the program. The type of activity developed by each ministry to
influence the feeding pattern and supply is summarized as follows:

Type Feeding Program

Dept. of Health (MOH)--- Directorate Nutrition----» Rebghiilitative.,
demonstration
National Family Planning Agency (BKKBN)---155575-9440nthly demcnstration

Dept. of Agriculture (MCA)--- Agric. Extension----}) Food Production/hore
gardens

Dept. of Religion (MOR) meemm o ) Motivation

The MOH currently covers about 10,000 villages in Indonesia with the
UPGK program; the BKKBN covers about 20,000 villages.
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: The organizational structure developed to provide coordination of
activities is a series of intersectorial coordinating boards
at the national, provincial, Kabupatan and Ketcamatan levels chaired
by the appropriate leader or his designated representative at each
of these levels, i.e., governor, bupati and camat, all in govern-
ment service under the Ministry of Home Affairs. The LKMD (village .
institution) whose head is the lursh (village head) is the orgapi;atlon
responsible for the local program. The lurah is an elected official.
Most activities are carried out by kader organized through the village
women's organization (PKK) or family planning acceptor groups. All
kader in the MOH villages currently are trained in nutrition and
referrals. Technical supervision in Depkes (Department of Health)
villages is provided from the Puskesmas at the Ketcamatan level.
BKKBN area workers currently are trained in nutrition and could be
prepared for referrals to the UPCK program. The supervision of kader
in BKKBN villages is from family planning field workers (PLKB). The
agricultural extension worker (PPL) under the MOA programs provides
supervision to extension activities of kader. All supervisor person-
nel are paid government emplovees.

Xetcamatan (Puskesmas)

PLKB PPL

ol

Desa ADER

ALl Puskesmas doctors are heads of the UPGK Technical Implementation
leam (Ketcaratan level) so that they are responsible for referrals from
UFGK programs.

The activities (taman g¢izi) to be carried out by the kader at central
locations within the Desa that constitute the UPGK program include:
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3. Referral to the Puskesmas in the case of illness, weight
below the "red line" or failure to gain weight for three
consecutive weighings. These children from some areas
(i.e., those covered by the Depi:as program) are eligible for
scheduled rehabilitative feeding.

4, Educational demonstrations for all mothers on topics to
include food preparation especially for feeding infants and
children, sanitation, immunization and family planning.

5. Village zardening for the purpose of diversification of the
family menu.

Kader are unpaid voluntesrs selectad from he community usually on the
basis of zbility -0 reac anc 4rite, oceing married and over 20 years
of age. They must 2Xpress willingress %o ievote time and 2nergy to
the program. The criteria ror selection, however, is variable and
determined in large part by the lurzh. The reward for sader parti-
cipation is limited to zhe prestige of veing selected as 3 village
leader and in scme areas, 2 aniform to desiznate their positicn.

Yader mest ofen are part or the PKK or village women's group since
all women of the village by definition are a part of this group.
However, «ader are not necessarily active in PKX activities, although,
I am told, this tends to be the usual case. Among the 10 designated
activities of the XX, nutrition is one, and thererore, participation
in, and support of, UPGK is included in their mandate.

ror the purpose 37 lccal management Jecisions and monitoring, a
simplifizd system has seen leveloped Cor monthly recording and
charting. The data charted include the number of eligible (1-5
years old) children (S), those naving received a zrowth chart

(¥), the number weizhed that month (D) and the number gaining
welght (MN). The data collected through this system /SKDN) is
displayed for the purccse of menitoring the program iocally.
Program managers can obtain additional useful information by
calculating the ratios of K/S= a measure of potential program
coverage, and D/S= actual monthly coverage, hence the level of actual
community participation. These data, however, do not allow calcula-
tion of continuity of participation of individual children nor a
quantitative measure of physiological impact, i.e. number
graduating rrom various grades of malnutrition. For this

purpose more specific information is needed and should be cbtained
on cccasion as 3 separate Study cross-sectionally conducted on a
subsample, or alternatively by obtaining a ranaom sample of ¥iMS
cards and evaluating them. (In my view, the <ader should not be
asked to routinely obtain these kinds of evaluation data as it
would zreatly increase their administrative chores at the expense
of time available for interaction with mothers. )



Program strengths

Conceptually the UPGK program is sound. It captures indigenous

strengths in Indonesian life and culture, e.g., that of helping
each other through group activities organized at the community
level, using community resources for the development of the
community toward self-reliance. The overall objective of the
program, i.e., improvement of the quality of family life through
improved health and nutrition, is clearly stated in program
docitments and is recognized and accepted in theory at all levels.
Bota political and budgetary commitment to the program nationally,
provincially, and, in some instances a lower levels, is evident
although variable. The theome that a growing child is a healthy
chili is a simple understardable concept dewn to the level of
individual mothers. The -o0ol of welghinz children -0 identirfy
tnose not zaining adequate welght and therefore in need or
special attention is reasonably easy to perform by minimally
trained volunteers. in understanding of how to interpret the
indings and zive appropriate counseling however, is more complex.
The UPGK program by its inclusion of nutrition and health, family
planning and home rood production has the potential ror providing
an integrated, mutually supportive group of interdisciplinary
messages and activities that should increase the impact of the
program abcve that attainable by any one of the program =lements
implemented vertically.

The increased awareness of nutrition and health issues obvious at
the village level is avidence that the potential strengths of “he
program are In act having an impact. Unannounced home visits
resulted in mothers producing their XMS cards and an awareness* of
the weighing program and its purpose. There is little doubt that
the increased awareness of nutrition and health issues brougnt
about through JPGX activities have had a positive influence on
the nutriticrnal zonditions in Indonesiz.

Program areas identified that need strengthening

While the UPGK program is conceptually sound, has been enthusi-
astically implemented in many villages, and has heightened the
awareness to child health and nutrition concerns, there are some
programmatic areas that should be strenghtened prier to further
exXpansion. There are also some components of the supplementary
feeding program that need to be modified if the program is to
Decome institutionalized within the community. The problem areas
that directly or indirectly influence the feeding component of
UPGK can be grouped under:



Conceptualization issues

There is arn obvious need to explicitly define the terminology
used to describe the components of the UPGK orogram and the
outcome expectations from each of these components. It is
especially important that kader in the BKKBN program involved
in demonstration, but not rehabilitative Feeding, clearly
understand the difference. Confusion now exists because the
Indonesian term '"pemberian makanan tambahan" (PMT) is being
translated as "supplementary" feeding and being used
indiscriminately by kader for both demonstration and rehabili-
tative reeding. It is my understanding that the term refers
Lo the giving or additional food but does nor distinguish
whether this results in a net increase in kcal and nutrients
above that in the usual dist. The sutcome expectation of

the demonstration type of PMT is a qualitative change in

menu unlikely to result in a demonstrable change in rate of
weight zain as recorded on the MS. In contrast, the

outcome sxpectation of rehabilitative PMT should be a
demonstrable change in rate of weight zain, e.z., increase
above the red line or restoration of an npward from the flat
or downward (three times no weight gzain) line on the KMS.

The new policy is that PMT at the Kecamatan level is available
for BKKBN referrals as well:; not just Depkes referrals.

This change may help to dispel the previous confusion. It
should be made clear, however, that a change in the rate of
weight zain will occur only if rehabilitative PMT results in a
net increase in kcal. In practice this may not be occurring
under several local zdaptations in implementing the program,
such as when the UPGK-PMT is a 1 or 2 time weekly meal and
and the other days covered by a take home package that is
insufficient in quantity to cover dilution of the extra food
into the family pot.

This problem of differing meanings applied to feeding
programs 1is not unique to Indonesia. Supplemental feeding
i1s a term that has been loosely used in several countries to
describe a variety of different kinds of feeding programs.
Some of these programs have provided food that truly
supplemented the usual diet (net increase in kcal and

nutrients) and these successful programs have resulted in improved
rates of weignt zain. Jsually chese successful programs' have been on-
site feeding programs for obviously malnourished children.

But even these programs have not always been effective be-

cause of compensatory decreases 1in rood provided from the

home diet. Other programs in which "supplementary'" food is

sent home are less expensive to operate but because of dilution

into the family pot, frequently do not result in a significant

net increase in kcal for the targeted child. Often confusion

has occurred when "supplementary feeding" programs have been



evaluated because this distinction in definition and expected
outcome has not been explicitly stated and understood at all
levels from the outset of the program. As a result such
programs frequently have been considered "failures" on the
basis that graduation from stages of malnutrition as classically
defined is not shown except for the most serious forms. This,
of course, should not be the expected outcome for a feeding
program that does not provide a net increase in kcal.

Although planners of the UPGK program may clearly distinguish
the difference, supervisors and Kader too must not confuse
these two programs, i.e., demonstration and rehabilitative,
and their expected impacts.

Another confused conceptual issue is that of how to use

the dynamic conceprt 27 incremental weight zaln as the basis
for managerial decisions, rather than the classic nutritional
status indicators of gizi buruk, gizi Lurang and zizi baik.
It is important to retain the distinction of gizi buruk
(below the red line) and the emphasis on this group as high
risk medically and nutritionally. 3ut, the intermediate
levels and how to interpret them is conrfusing since the KMS
does not use this categcrization. Furthermore, appropriate
use of the XMS graduated shaded zreas is not fully understood
by Kader and program managers. [For some xader, to move fo a

darker shaded area is the goal implied; for others, to move to &
lighter area is not alarming if there occurred 2z welght gain at
least once in three weighings. They Irequently do not recognize
that mothers able =0 retain the weizht of their children wiEhin the
same shaded area zre achieving the zoal and should receive praise.
This is important because the criteria of "three times no weight
gain" does not focus on children who may not be progressing along
their normal growth channel. These children who are faltering in
growth may thus not be identified as in need of Special dietary
help until they nave become seriously underweight.

I would suggest considering some modification in the instructions
on "three times no weight gain" as the trigger to identify

"at risk" children. The modifications suggested are based

on the following facts. Normally children gain weight more
rapidly in the first year of life than thereafter. For

infants 6-12 months old a gain of about 500 Zm per month is
normal when there has been no diarrhea or other illness.
Therefore, an infant who has not Zained weight for one month

or who has failed to gain less than 300 Zrams per month for

two consecutive months should be considered eligible for

special dietary counseling aid. For children i-3 years

old, a normal growth pattern is a welght gzain of 500-600 gm

in a three month period (150-200 gm monthly). Therefore, a
child should be identified for special dietary counseling if
he/she has gained less than 100 gm since the previous month

and eligible for supplementary reeding if he/she has gzained less
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than 300 gms in the previous 3 months. If diarrhea has
occurred in the week prior to weighing, the weighing should
be repeated to determine if weight loss represents a trend
rather than a temporary phencmenon or error in measurement.
In setting a quantitative expectation on weight gain, it is
important to determine the relative sensitivity of weighing
using the system now operating in the UPGK program, i.e.,
how much "noise" is in the system per se.

The observation was made thac k-bupatan managers are un-
accustomed to reporting in the XMS format and as a result
resort to traditional tabulations (gizi buruk, etc.) as the
basis for their managerial decisions. This may be passed
down to xader confusing their perception of the use of XMS
for decisions. Introduction of the 3DKY is a step foward
solving this problem. 3n additional step would be to
require that baseline weighing data for each community, and
annually arter the start of the program, be displayed on

community XMS cards. This is a much more dynamic wav of

visualizing the nutritional conditions in the community.

There exists a basic structural weakness in the national
program as now being implemented. There is nc

single line of authority ard accountability for program
implementation. Both the department of health and the
family plannlng agency have responsibilities for carrying
out the UPGK program in their respective villages. Other
Zroups are 3ilso carrying out weighing orograms. Althcugh

in theory there is standardization in what are the minimal
basic components that constitute the national program, there
1s diversity in implementation. A difference between UPGK-
Depkes and UPGK-BKKBN exists in the budget allocation, train-
ing format, and supervisory responsibility for xader. This
diversity has caused confusion. It is likely to cause dis-
satisfaction and negative feeling. among kaders and communi-
ties whose programs appear to be receiving less politicals
budgetary support. Over time this can have a deleterious
effect on motivation and commitment of the unpaid kader, and
as a consegquence, in the participation rates. There is an
immediate need, therefore to implant well what constitutes
the basic qatloqal “rogram, once this has occurred, diversity
to adapt to changing local needs and resources should be en-
couraged.

Management issues

a. Program coverage and regularity in participaticn.
Currently available data suggest nationwide participation
rates of about 40%. Personnel report irregular partici-
pation in the weighing of many children and in the
participation of their mothers. The perceived reason
for the irregularity is the occurrence of competing
responsivoilities and activities of mothers for their
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limited available time. An in-depth study is needed to
characterize the irregular attendees and non-participants.
It is important to determine if those not participating
or irregularly doing so tend to be a nutritionally or
medically distinct group. It is equally important to
ascertain their reasons for non-participation to
determine if minor changes in program schedules or in

the frequency or kind of contact of mothers with kader
would improve coverage and participation. I noted
considerable confusion and delay in activities occcurring
at the monthly weilghing session, and other reports
suggest that extensive delays are usual, especially

when Puskesmas staff are delayed in their arrival.

Busy mothers repeatedly frustrated by delays are

unlikely to participats regularly. An orderly, organized
and managed session is important. Skills for organizing
and conducting meetings should be emphasized in training
of PKK, and management responsibility for monthly

session should be placed under their (or an appropriate
equivalen: community organization) authority.

Comparisons among communities of program coverage for
monitoring and evaluating purposes depends on a reasonably
complete census of eligible children. I was told that
some communities have not made a complet=s census of
balitas but have simply registered those who responded
to the announcement that they should come to the taman
gizi. In these cases the "S" in the monitoring system
does not provide the necessary base for determining
coverage of the program. More importantly, however, is
that those balitas not coming to be registered are
likely to be those most in need.

A rigorous effort must be made to motivate every mother
with eligible children to visit the welghing center every
month so that weight changes can be plotted on the KMs,
and those in need of preferral and/or additional food
identified.

Referral system

Kader, particularly those in the BKKBN villages, are
confused about their role as referral agents to the
Puskesmas. In contrast to Depkes kader, BKKBN kader
currently have not been “rained in nutrition and re-
ferral and are Lhererors, unprepared to serve as
reférral agents. Further, the Puskesmas staff is con-
fused as to their response to BKKBN village referrals,
when they occur, verses Depkes village referrals. Much
of this confusion is due to specific funding through
the Puskesmas for rehabilitative feeding of eligible
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"at risk children" in the Depkes program but not in the
BKKBN program. Because of the lack of clear directives

each Puskesmas can set its own policy with respect to
rehabilitative feeding. Where the policy is not to provide
rehabllitative feeding for BKKBN referrals, then there is
little reason for kader from these villages (the majority of
the UPGK program)! to refer "at risk" children who are

not ill, since nothing substantive will be done. Even Depkes
kader do not clearly understand the criteria for referral.

I observed among kader, particularly BKKBN kader, that
welght below -he red line in the absence of clinical ill-
ness was not sufficient for immediate referral to the
Puskesmas, only Failure to zain weight ror three consecutive
months. Thus, e «acer due to lack of training or in-
surricient <razining were not preparsd to provide early identi-
fization and attention to the most szverely "at risk" children.
This situacion needs immediate attention. Al1 UPGK <ader

must receive training in nutrition and rerferral. In addi-
tion attention should be ziven %o providing more explicit
instructions to kader as to their role as identification and
referral agents. It should be recognized that the long term
creditility of the UPGK orogram rests on the responsiveness

of the system %o the identified "at i;isk" children, and the
system's 2bility to meet the critical needs of those severely
malnourished. Without this responsiveness mothers over time
will see little personal benefit to continued participation

in the routine monthly weighing of “heir children when Shere
are competing demands or the use of their valuable time.

!

Information distribution system protlems were observed

in the timely distribution of budget and training
material rrom the regencv/{abupatan level to the
Letcamatan level. Coordination is important in the
availability of budgets, equipment, and training
materials. Training programs should not be implemented
in the absence or the scandardized training materials.
this is critical to assure clarity in understanding\?f
general and subobjectives of the program, standardizitjon
in the basic messages to be communicated and directions
on appropriate referral procedures. Distribution
channels, thererore, should be clearly established from
the -abupatan down to the community. Coordinating
committees should be responsible for determining that

the appropriate distribution channels have been established
and are runctioning =rfectively oefore allowing new
programs to start in their areas of responsibility.

Supervision and technical support

Currently in many areas the technical supervision of
kader, particularly in Depkes villages, is inadequate.

In these villages, technical supervision is from the
Puskesmas staff who visit the community welghing sessions
monthly when the availability of staff permits.
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Usually it is the midwife who attends; her primary
responsibility is medical, rather than nutritional,
issues. In BKKBN villages, supervision and technical
quidance of kader is through the family planning field
worker (PLKB), an intermediate paid position between

the Kecamatan and desa levels. The PLKB have been

given limited if any training in nutrition; family
planning is their primary career roie. There is need

of a closer supervision of kader than currently provided
through existing channels, and for more frequent oppor-
tunities of kader to discuss their problems and experi-
ences with supervisorvy personnel who can provide technical
guidance. This will require that the PLXB and PPL nave
access To guidance on technical issues relevant to the
nutrition ccmponent of their program areas, and that

an equivalent intermediate supervisory position be
established in the Depkes program under Puskesmas super-
vision but with sole responsibility for nutrition
activities of the participating desa.

Training issues

Three problems are evident in the training of participants

in the UPGK program relative to nutrition and feeding

issues. First, there is minimal involvement of professionally
trained nutritionists in the direction of' the program below
the Xabupatan level. Second, the five day period for kader
training without provision for periodic rerresher. discussion
or re-training sessions is inadequate. Third, the format

for training tends to be top-down lecture ana rote learning
rather than oriented :o problem-solving.

Motivation is critical to sustaining the quality of a
program based on volunteers and on government servants whose
primary responsibilities are to other programmatic areas,
€.g., medical treatment, family planning, midwifery.
Enthusiasm engendered during training sessions will wane,
and interest in learning perscnally and in assisting mothers
in problem solving will decline if there are not periodic
opportunities ror discussions with professicnals and those
outsidez the iay-to-day program operatcions. Xader need to
feel personal zains for their voluntary participation as well
as the satisraction of performing a service.

The issue of more involvement of trained nutritionists

should be addressed. There are three groups with professional
training in nutrition in Indonesia who could effectively

Serve as technical revources for training and advise at
various levels:

a. Graduates of the Faculty of Medicine/SEAMED course
in public health nutrition University of Indonesia.
These graduates most of whom are medical doctors are
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(The long term solution is to include in the medical
school curriculum more training in nutrition and
nutritional rehabilitation through diet.) 1In many
cases, the prcblem is likely to continue until the
goal of a nutritionist in each Puskesmas is achieved.
It is hoped that current efforts to increase the
number of graduates from the Academy of Nutrition with
skills needed for the UPGK program will soon expand
the involvement of professionals at the Puskesmas
level.

Program content issues

Education/demonstration activities. (Comments are
restricted to the food preparation and feeding
demonstrations.)

1) Confusion in objectives.

The primary purpose of the demonstration feeding
program is to demonstrate the prepzration of low

cost, localily available nutritious foods in a form
suitable for complementing breast milk during the
period of transition to the family diet, and as a
nutritionally balanced menu throughout the preschool
years. The food preparec¢ in thess sessions, 1is

fed by the mothers to the children in attendance.

When this demonstration and feeding occurs monthly,
this, of course, is not "supplementary" feeding.

Since a similar type of demonstration and feeding
session is a part of the rehabilitative feeding
program of Depkes, confusion in objectives may

occur. The difference of course, is for the

Depkes program in the frequency of the sessions

and in the take home food provided between sessions.
The Depkes program may be true supplementary

feeding. The difference between demonstration and
demonstration/rehabilitation feeding is recognizec

by those invelved in the design of the UPGK, but

is confused in the perception of many kaders., In
theory, the expectation from the monthly demonstration
©> 3 behavioral thanze bv mother-s toward diversifying
the child's menu. This can be accomplished by using
L€ Jemonsiraticin session to provice inténsive practical
nutrition education. However, some kaders expect the
impact of the demonstration program to be a significant
shift upward in the weight chart rather than being
satisfied with a continuation of growth in channel

and behavioral changes in child feeding. It is important
to continually reimforce this point to kader as done
in the "N" column of the monthly data summary charts
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to avoid confusion in the expected impacts of how rehabili-
tative feeding compare with the educational feeding components
of the national program.

2) Appropriateness of demonstration menus

Flexibility in menus for demonstration food
preparation is desirable in order to adapt to

local conditions. However, kader need more

training in how to decide on appropriate alternatives
within the guiding principle of fostering self-reliance
fespecially among low income families) through the
use of low cost locally available food. I observed,
for example, the frequent use of milk in one
program, cthe sxpense of which absorted a major

past of tne available budget and was not replicable
in most homes of participants. On z2nother occasion,
because donated milk was available, it was used in
the monthly demonstrations. This practice of

using impecrted foods is counterproductive to the
educational gzoals of the program; kader need to

have a clear understanding of the program goals

and the boundaries within which there is flexibility
for menu selection. This can be facilitated

through providing a series of written alternative
menus and appropriate substitute foods. These

menus should include the necessary quantitative
amounts of each food to achieve the level of kcal
intake desirad.

Currently rie program emphasizes the feeding of
the 1-5 year old and does not appear to deal
adequately with the issue of apprecpriate foods for
infants to complement breastfeeding. Usually it
is during the second six months of infancy when
growth faltering becomes evident. A slowed rate
of weight zain often has been established by the
time children are one year of age and are eligible
for the program. There should %e teaching modules
in the demonstration feeding program, therefore,
that consider specific locally available Indonesian
Foods for the complementary feeding period.

Figure 1 illustrates progressive periods in
feeding children in the early years of life
relative to their nutritional requirements.



Nutrient
Requirement
(in percents)

Approximate
Age in Months

100 | Y/

50 I I \\r\ 1V v
!

0
Birth 4-6 months 6-9 months 2 yrs.

Period I represents the time of virtually full
breastfeeding with little cr no additional food
needed to fulfill the energy and specific nutrient
needs; this period usually lasts for 4-6 months
post partum but may be as short as 3-4 months
unider unusually stressful circumstances that limit
maternal lactation capacity. Period II is the
time when additional food is needed mainly to
provide the energy needs of the growing infant,
protein and most other nutrients still being
adequately supplied by breast milk; this period
usually occurs between 4 to 6 months. Period

IIT is the time when it is important to diversify
the infants diet ctc include additional sources of
protein as well as micronutrients such as iron and
vitamin A. This period which usually occurs after
6-9 months is important also to familiarize the
suckling infant with a variety of tastes to
develop an appetite for foods in addition to
breast milk. Period IV is the time of increasing
dependence on non-breast milk foods coming from
the family pot, and period V is when full weaning
to the family diet has occurred, after two years
of age in many cultures.

In the UPGK program, more emphasis should be

placed on periods III and IV stressing quantities

as well as kinds of appropriate foods. Some foods
suitable for these periods are illustrated on the KMS,
but how to prepare these and additional low cost
alternatives in suitable form is needed, e.g., how

Lo cook green leaves and remove, by straining, some
fibrous cellulose material that can irritate the
immature bowel, or how to mash cooked carrots or
potato and fresh papaya to avoid risk of a 6-12 month
old choking on solid pieces of food. Also, the
lessons should include instructiorson how much of

the specific food should be fed, how many times

daily and the timing in relation to breastfeeding.

For example, during period III, a cereal gruel com-
posed of a rice-legume mixture of 2-3 teaspoons (5 gm
teaspoons) fed three times daily after first breastfeeding
to satisfaction, would supply 60-80 kcal and 2-3 gm pro-
tein. Addition of Zm tahu could substitute.

The addition of 2 teaspoons mashed, strained green
leaves, carrots or yellow squash fed two times

daily would provide about __ 2gm iron and
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ug vitamin A enough to adequately supplement

that provided by the diminishing supply ~r _
breast milk. These foods and amounts are suitable
complements ror the breastfed infants fed in
increasing amounts during period IV, the latter
period being a time when additional foods such as
tempe, egg, and fish, when available, chould be
added. Placing additional stress in the UPGK
program on period III is a strategy aimed at
preventing the usual decline in the rate of weight
gain evident by one year when children become
eligible for monitoring in the UPGK program. (It
is my feeling that infants should be entered into
the weight monitoring orogram at 6 months of

age.)

Interaction of kader wWith mothers.

Intensive nutrition =ducation activities are an exceedingly
important part of the UPGK program znd vwital %o Zchieving

-

the objective of fustering self-reliance.

In the educational demonstration sessions and in
personal counseling the degree of interaction between
kader and mothers is critical. I was not ables to
Observe a session in progress. The comments of several
individuals interviewed indicated that toc of“en

the demonstration sessions are perfunctory and non-
responsive to the issues/questions of individual
mothers about child rseding problems. I was 3lso told
that the personal counseling of mothers is more of a
lecture than z discussion of her individual situation,
and advice is seldom directed and adapted to 1er indi-
vidual problem.

Rehabil_tative feeding

Rehabilitative feeding as now carried out is confused

and variable. The way it is implemented in some
situations may, in fact, be counterproductive to the

UPGK concept. The delivery system for example, may be
quite different dejending on the location. In some villages
the vrehabilitative resding is carried out within the
village; in other areas it is conducted at the Puskesmas.
Eligibility criteria in theory are "at risk" children.

In practice, children are enrolled for feeding wno do

not meet these criteriz. The reasons for this are in
part a function of the system. In mcst Desa the cases

of serious malnutrition (below the red line) are few (1
or 2 in a hamlet) and the number failing to gain weight
for three consecutive weighings may also be few. It is
not labor or "cost" effective %o run daily rehabilitative



Page 18

feeding programs for so few children. Consequently the
tendancy is to provide either a meal once weekly only
or to simply send a six or seven day supply of food

home with no extra allowance for dilution of the supply
in the family menu. In addition, within the Desa, a
budget is supplied for feeding a larger number of
children than those meeting the "at risk" criteria.

If unused for feeding purposes, it is not avail-

able for other purposes. As a result, programs
frequently are not targeted only to those "at risk".
Certainly there is nothing wrong with feeding children
not "at risk", but this should no longer be viewed as
government subsidized rehabilitative feeding. The
oroportion of the current Department of Health

oudget which is used for this supplementary

feeding is substantial.

Community based, non-targeted, communal feeding programs
may be viewed as desirable in some communities by

active PKK groups. If these programs include at least

all "at risk" children (government subsidized participation)
and the feeding costs are sustained for those not at

risk from community or fee-for service resources, these
activities should be encouraged as complementary to the
UPGK program. Only the "at risk" group, however, should

be considered as part of the national program. This

-

concept 1s discussed in Appendix I of this report.

Most Puskesmas staff are not prepared to provide
rehabilitative feeding on an cut-patient basis. Most
Puskesmas doctors are oo busy with critical medical
concerns and other programs to devote their personal
energies to rehabilitative fseding when there is no
concurrent medical problem. The responsibility is
Usually given to other staff members often the midwife
or nurse who have minimal training in nutrition. They
do not know how to translate nutrient gquantities into
foods. Further, it is not practical to ask mothers to
come daily or twice weekly for a plate of food if the
distance from her Desa is great. She is unlikely

to be able to afford the costs of transportation or
time. Zending a 5 or 7 day food supply home without
provision for daily follow-up is unlikely to bte erfective
in petting the food to the intended undernourished

child unless the supply sent home is large enough

Lo ccunterbalance dilution ‘nto the family pot (an
estimated 2-3-fold increase), Hence, a take home
program from the Puskesmas without frequent follow-up is
unlikely to bring about rehabilitaticn; this could have a
negative educational impact on the mother’s perception
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linking child feeding and health. Furthermore, since there
is no daily contact for delivery of the food, the kind of
food sent home may be inappropriate to the concept of UPGK,
i.e., low cost, locally available. The rehabilitative feed-
ing from a Puskesmas that I was able to observe was

limited and in a model Puskesmas setting. It consisted

of providing the mothers of two children who had failed

to gain weight for three consecutive months (they were
above the "red" line and with no -obvious illness) with
seven eggs to be taken home with the assumption that

the food would be fed the target child as a supplexent-
(not a replacement) to the daily diet. The mothers

were to return in a week to have their babies weighed

and receive a supply of food for the next week. There

was no weekly demonstration/education on on-site feeding
as designated by the theoretical orogram design. The
reason cited was that for only two children, it was

not worth the cost and energy to provide z demonstration
session. Hence, in this instance, which I suspect is

not unique, the rehabilitative (supplementary) feeding

was not providing the theoretical goal of a 300-400 Kcal,
10-15 gm daily supplement to the diet. It is unlikely

that through a take home feeding program of this kind

an impact measurable by significant weight increment will
be achieved. Furthermore, this Puskesmas had N0 provision
for follow-up should the child not be returned the follow-
ing week.

Rehabilitative feeding as now conductod L3 taking -

e e

major portion oI uie Jol-ufGk QUGLET ans ionears o se .
ineffective in the majority of circumstances. Furthermore,
Puskesmas staff seem confused as to the goal of renabili-
tative feeding and what their respective objectives

should be particularly when refsrrals comz from BKKBN-~

UPGK or Depkes-UPGK villages. Only the latter referrals

are covered by budgetary provision through MOH for rehabili-
tative feeding. Hence, Puskesmas policy is variable '
and has led to misunderstanding and confusion.

If the rehabilitative feeding is retained as a responsi-
bility of the Puskesmas, then clearer written zuidelines,
i.e., specific menus and alternatives should be proviced.
These menus for those rererrals ahove the red line

should be based on alternative fcods locally available,
not on imported or expensive food sources such as milk
and meat. Limited use of milk and meat for cases of
severe malnutrition (below the red line) may be justified
particularly for "in patients." Another alternative

is to provide the PMT to the Puskesmas in a prepackaged
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form suitable for daily feeding in appropriate amounts to
children.

Consideration should be given to terminating the
rehabilitative feeding of the Puskesmas as now designed
for those children showing three times no weight gain
without obvious medical complications. These cases
might better be handled by more intensive and frequent
intervention and interaction with kader working in the
homes with more specific technical guidelines.

Specific suggestions for developing alternate models
Wwill be discussed in apperiix I and II.

d. Vitamin A Component of the Nutrition First-aAid Package

Currently only the nigh dosage 200,000 IU vitamin

A capsule is available as part of the "first aid"
package in the UPGK program. In theoryv kader dispense
the capsules at the taman gizi on a 6 month schedule.
The record of administration is maintained on the KMS.
Frequently, I found on inspection that the record was
missing from the ¥KMS. I was told the Puskesmas often
has retained control over dispensing the capsule

for fear that the high dose will he inappropriately
dispersed by kader and potentially cause harm. Hence,
currently there is no uniformity in the UPGK program in
managerial aspects of vitamin A prophylaxis.

The high dose capsule originally was designed for use

in programs where contact of the medical system with
mothers and infants was infrequent. The UPGK program
provides a means of frequent regular contact. Under
these conditions a lower dosage pill (10,000-15,000 IU)
could be given monthly by xader without fear of adverse
effects to infants, young children or pregnant and
lactating inothers. Furthermore, the smaller dose given
more frequently would likely be more efficiently absorbed
and utilized.

With the lower dosage, there would be no need for kader

Lo be concerned about precise record v2eping. The high

dose capsule could then be retained at the Puskesmas to
contrclled treatment of cases with speciric eye signs. It

is important that the high dose capsule or its 2quivalent
continue to be available in ail Puskesmas facilities, hospitals
and clinics for use where esye signs are =2vident, and in communi-
ties where the UPGK program has not oeen impIémented
effectively. Capsules are manufactured and available

at lower potencies. An alternative to the capsule

would be to use a liquid concentrate in a dark brown

bottle with the appropriate amount dispensed at the

monthly weighing from a spoon or eye dropper directly

onto the child's tongue. There are legitimate arguments

for wanting to limit the availability of vitamin A to a

singlz concentrated high dose pill to avoid confusion.
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However, since a vitamin A fortification program is in
the early implementation stages and the UPGK program is
rapidly expanding its outreach, there is increasing
reasons in Indonesia to consider alternatives to the
high dose capsule.

Training and educational materials

The training material prepared thus far is appropriate

in substance although, based on experience, it could and
should be simplified when revisions occur. There 1is

need, however, for additional, more detailed specific
information on program management issues and on "how to
counsel". This should be incorporated into the educational
materials and nct in szeparate form.

Tlexibility in -ne Seizction of menus to be used in
demonstration ana in renabiiitative feeding in order to
adapt to local preferences and food availability is
desirable. The use of three food greups as a classification
guideline allows for this. However, it is difficult

for kader, but more importantly Puskesmas starf, to
translate principles such as low cost foods with
adequate kcal and brotein (for rehabilitative feeding,
300-400 kcal and 10-15 gm protein daily) into specific
foods, and then into specirfic menus. The tendancy is

to use such foods as milk and eggs that traditionally
are recognized as nutritious but are beyond the =conomic
reach of manv families.

For these reasons, there is need to develop a series of
appropriate examples of menus that translate kcal and
protein intov specific foods and alternative combinations
of foods. For example, how much tahu/tempe/beans and
rice/maize/cassava, would provide 50-80 kcal and 2-3 gz
pro‘zin so that five such feedings daily in addition to
the regular diet would provide a 300-400 kcal and 10-15
gm protein supplement to a usual diet.

The educational material developed for the UPGK program
areas, l.e., family planning, home gardening, MCH and
nutrition, could be improved Oy providing a better
integration of the basic principles from each area

that are mutuaily supportive. This might best be done

by preparing integrated modules for presentations by kader
that deal with specific issues. rFor example, module on eye
health might integrate information on the importance of
sanitation in eye care, how Lo detect signs of unhealthy
eyes and the importance of seeking help to obtain a
vitamin 4 capsule if symptoms of night blindness

or bitot's spots are noted. The module might include
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the role of feeding dark green leaves and vegetables and
yellow fruits to prevent night blindness, and how

specific vitamin A active food can be provided through
planting them in the home garden. Another module might
deal with the role of breastfeeding in infant health,
maternal health and as an effective contracepting strategy
until substantial complimentary feeding is introduced.

The module wuuld include information on the appropriate
"signals" as to when the mother needs an adjunct
contraceptive strategy to prolong birth intervals and

what are the appropriate contraception alternatives

while lactation continues. A complementary module

might deal with antenatal care issues including

nutrition and foods 3grown in the home garden that are
@specially appropriate for this period. This module

should stress the importance of maternal weight gain and of
limiting excessively heavy work activities »r mothers as term
approaches and the importance of feeding C-:lostrum to the
newborn. All messages should be presented within the context
of a healthy mother and infant. Although the UPGK program
is focused primarily on the 1-5 year cld infant,

maternal and infant survival issues underlie those of
participation in family planning and nutrition programs.

Since family planning MCH and nutrition issues are so
interrelated throughout tne pregnancy-lactation continuum,
and have critical implications for family well-being, kader
in the UPGK program could play a key role. However, it is
not easy even for vertically trained professionals in family
planning, MCH, or nutriticn to effectively integrate this
information. Therefore, the conceptualization and development
of 2 simplified illustrated pregnancy through lactation

chart with the timely nutrition and/or family planning
information noted (such as is done on the KMS) to be retained
by mothers for use with kader could be useful. Such a
development would require pilot testing before production

for use in the UPGK program. This suggestion is

discussed in Appendix III.

5. Additional relevant issues

2.

Role of imported foods in the UPGK program.

In the past Title II foods have been used extensively

in child feeding programs, including those in Indonesia.
These programs have provided needed food to the physiological
benefit of many children at a time when there were not
alternative programs available. This approach, however,
fostered a dependency of programs on an imported foreign
product and many of these feeding prosrams suffered from
interruptions by the irregularity of supplies. This has led
to minimal nutritional impact on those most in need and little
carryover educational value from improved feeding of children
from local resources. The UPGK program is based on fosterirs
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self-reliance through the use of local resources.

There is no role, therefore, for imported foods in the
UPGK program, and their continued distribution at the
village level to children and/or pregnant and lactating
mothers where the UPGK is operating is counterproductive.
Programs that depend upon these commodities if modified
Lo include a strong educational component emphasizing
local alternatives may have a place in needy areas not
yet reached by the UPGK program. In addition, such
commodities might be aporopriately used in Food for
Work Programs, within institutional settings or as
inputs into -he subsidized production of commercially
available processed foods. Before promoted ror those
purposes, nowever, the potential should be carefully
evaluated ror the replacement impact this approach
might nave on the use of indigenous supplies.

The above comments zapply also to the use of dcnated

milk. Milk is not a widely used food in Indonesia. It

is not produced in sufficient quantity and at a low

enough price to supply the needs nationwide for child
feeding. Additionalily, except in cases where breastfeeding
is not possible due to maternal death or the rare case

of lactation failure, it is not essential to young

child feeding. Alternates such as soya milk and tahu

are indigenous and more suited to the culture and to
fostering long-term, sustainable child feeding practices.

b. Appropriate local weaning food

To reinf'orce the concept that children's diets neesd
special attention when they are not gaining weight, the
UPGK program needs access to weaning foods, narticularly
those that zare calorie dense and conveniently added to
the usual child's diet as a true supplement. The

food(s) should be based on an appropriate combina-

tion of cereal or tubers, legume or fish, and where
feasible, the addition of oil. The precise mixture
should be adapted to those ingredients locally available
or whose production could be stimulated through

the home gardening component of the UPGK. The mixture(s)
must also consider local taste preferencas. The MNIPP
program developed several alternative BMC (processed)
mixtures. The spontaneous activities in surrounding non-NIPP
village in producing a village-based BMC illustrated
community acceptability and feasibility of this approach.
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The NIPP-BMC used for rehabilitative [eeding was reported
to be effective in restoring weight gain after an

average two months of use. My questioning PKK involved
in the program revealed that they now accepted the
concept of BMC {(special food for feeding children) as
important and would continue to produce a local :quivalent
after termination of the NIPP.-BMC sponsored program in
support of the UPGK program. In fact, they prelerred
their village based BMC because it did not contain the

of f-flavors that developed in storage of the centrally
processed product.

C. Processed versus natural foods

Experiencs shows that i acceptable to recipients, it
makes litzle difference physiologically at squivalent
nutrient density if food used for supplementary feeding
1s processed or natural. However, it is sometimes

casier to achieve adequate nutrient density and constancy
in a smaller bulk volume using processed preducts. It

is also =asier to tarZet a processed food to the

intended chiid since there is less tendancy for processed
products £o be diluted into the general family food

pot. On the other hand, processed procducts in general
cost more and require added technology. To minimize

cost and promote community self-reliance, the technology
for processing must be simple and relatively maintenance-
free to assure against frequent disruptions in availability
of' the product. Lack of continuity is one of the most
significant causes of poor participation in reeding
programs.

JUsU 13 there are arguments o, the use of a processed
’ood for supplementary feeding, there are also strong
arzuments for the usge of natural foods “rom the long
term educational or behavioral change perspective.
However, this assumes that the responsible managers at
the village level know the appropriate locally available
foods that will provide the desired level of calories
anda nutrients. Most experience including that of NIPP
has shown that the equivalent of 300-400 kcal, 10-15 gm
protein daily are needed in a home-based program to
effectively overcome replacement and dilution effects
and, hence, bring about rehabilitation.

The UPGK take-home based rehabilitative feeding does

not appear to be effective when based solely on natural
foods. The likely reason is dilution into the family
pot and/or replacement rather than a net-supplement to
the child's usual diet. These constraints seemed to be
lessened when a simply processed food BMC which

could be conveniently incorp-rated into usual foods
(porridges, snacis, etc.) f=d children wac made available.
The early work zuided by the Sayopye from IPB nas shown
that a seli-sustaining, v'llage-managed {seding program
is feasible. Both the IPB ina the Nutrition Research
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Center in Bogor have developed menus suitable for child
feeding. The Sagoyo's work also illustrates that a
local version of BMC has broader community acceptance
than only rehabilitative feeding, e.g., of commercial
value within the village as a convenient child food
item.

Very recently in a study of village-based take-home
rehabilitative feeding in Northwest Thailand we have
similar rindings to that of the Sayoga's (Thanangkul
and Underwood, unpublishsd). Our rehabilitative
supplementary feeding program was not effective until a
mixture of soyabean, mungtean and sesame was oroduced
by a bicycle driven zrinder and made available both ‘or
rehabilitative feeding and for sale within the village
Lo those who wished. The demand for the nroduct has
exceeded wne capacity to produce it, and efforts are now
underway to convert this to a self-sustaining locally
managed cottage industry.

The rehabilitative feeding program in Thailand now
consists of the use of local food provided by the
family, mainly rice and banana, supplemented by the
processed mixture and soyamilk from the subsidize
community feeding center. Some but not all of the
ingredients for the mixture are grown locally; the
others are grown regicnally. The particular mixture
used was arrived at after testing the village's taste
prererence ror several possible combinations.

In Indonesia, supplementary feeding programs for
village children, not only those malnourished, are
reasible if' based on 2 primarily self-supporting
scheme. There are several possibilities for local
groducticon of Focas that are suitable rfor child feeding
and that are marketable. These include tempe, tahu and
many nutritious snacks. Additionally other food
products such as a variety of chips and crackers

made from certain local trees or plants can be produced
for profit. These income generating endeavors, including
the production of a local BMC mixture, and potential
women's projects ror the PKK or similar groups, or
where this is not considered of interest, rfor other
local entrepreneurs. Ine market Tor the 3MC is :the
government through the 2uskesmas <o supply its needs
for a rehabilitative food supplement. A scheme

for a system incorporating these ideas is given in
Appendix 1.
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Puskemas staff should not be responsible for rehabilitative
feeding for ".iree times no weight gain" children who are not ill.
They should provide medical assistance to the UPGK program when
this is determined to be needed. (A scheme for dietary management
within the village of no weight gain children is proposed in the
appendix.)

4, Assign nutrition kader responsibility for a specific group of
households to encourage more personalized interaction with
mothers between monthly events. More frequent contact should
encourage higher coverage and continuity in participation rates,
and a more effective personalized follow-up or "at risk' children.
These "assignments" will assist in accountability of kader for
referrals and follow-up (see recommendation i).

5. Develop a mechanism for an annual refiesher-discussion seminar
for continuing kader, for distribution of service awards and for
the replacement of dropouts by trained new kader. It is critical
that additional motivational incentives be built into the volunteer
system to sustain it while still allowing for those who choose to
move to other activities to do so. Appropriately trained
replacements must be provided. Consideration might be given in
the future tc designating a specific time period for kader to
serve with the option at the end of that period for continuation.

6. Improve the capabilities at the community levels to select and
utilize low cost locally available foods for child feeding by
roviding more specific alternative menus (recipes) for use in
demonstration feedings. More specific guidance is needed on
alternate food items and the amounts appropriately fed infants of
6-12 months still breast fed and children 1-5 years to achieve a
daily caloric increment above the usual diet of at least 100
kcal. Since in many instances the PKK leadership is responsible
for the delegation of speciric kader responsibilities and selection
of menus and management of the demonstration feeding sessions,
the training materials developed should include attention to how
to assign UPGK activities to match individual kader skills to
tasks and how to manage and organize demonstration and counseling
sessions. For kader, the ma®erial should include how to, as well
as what to, counsel mothers of "at risk" children in helping them
to adapt and adopt information relevant to their personal
circumstances.

7. In accord with the preceding recommendation, give the PKK (or its
community based equivalent) managerial responsibility including
budetary control for monthly UPGK nutrition demonstration
activities. Where there is a shortage of nutrition kader this
activity could be carried out by PKK not specifically designated
as nutrition kader in order to utilize the trained skills of the
latter in weight monitoring, early identification of "at risk"
children (below red line and no weight gain) and personal counseling
of mothers. The PKK should have technical support from the
Puskesmas and, where they exist, an effort should be made to
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1S

11.

12.

13.

utilize home economics teachers who have been previously oriented
to the nutrition goals of UPGK, for the training and technical
support of PKK leadership.

Provide closer technical supervision and back-up to kader in
utilization of weight monitoring information for managerial
decisions. The schematics for wha* to do wi:h the welghing
information is available but the identification and referral

system is not functionirig well. Closer supervision should be
provided by a specifically designated member of the Puskesmas

staff in a position parallel to that of the PLKB in the BKKBN
program. One alternative for achieving this by Depkes is to

Create a new level of supervisory workers intermediate between

the Ketcamatan and desa to provide the interface with the Puskesmas.
This alternative is the least desirable. Another alternstive is to
reevaluate the programs for which current Puskesmas staff are responsi-
ble, consolidate or =liminate tnose drograms no lenger neeting high
priority needs and reassign the manpower released in &this process

L0 supervision or JPGK nutrition activities. If this alternative

is chosen, provision must alsc e made for the transportation of
this individual apart from the monthly visitation by Puskesmas

staff since he/she will be expectad to keep closer watch over com-
munity activities.

Studies should be undertaken on a pilot basis to test the potential
for institutionalizing child rfeeding activities at the community
level. A conceptualization or one such approach is found in
Appendix 1.

4 study be undertaken tc evaluate the operational and ohysioclogical
erficacy or dispensing vitamin A& oy kader in the UPGK program at
lower doses more frequently verszs the current scheme of dispensing
six monthly single high doses.

Intensive =fforts be applied to identifying regional and community
acceptable food mixtures based on a legume/cereal or legume/tuber
mixture appropriate to child feeding, capable of simple village
level processing and with market potential.

Develop a series of modular training materials that truly integrate
nitrition and family planning messages and determine the ability

of kader to effectively deliver these messages and monitor their
effectiveness in changing behaviors of pregnant and lactating
mothers.

Critically reexamine the concept of "three times no weignt gain" as
a "trigger" for =sarly identification of -hildren not making
satisfactory weight gain. This concept should be evaluated
relative to that of a deviaticn from channelized growth. This
could be done by an in depth study of the precision of the weighing
procedure within the program context and an evaluation of KMS

cards for acceptable weight gain of children under one year and
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those 1-5 years or age.

Conduct a comprehensive case study in a few chosen villages of
the non- and irregular participants in the weighing program to
determine if these are a nutritionally "at risk" group.



APPENDIX I

Conceptual” Framework for a Study for Institutionaliz;gg_Child Feeding

ProgramsWithin UPGK at the Community Level

Problem statement:

In general, community based child feeding programs forthe children identified
as "at risk" have not been successful or sustainable as a community

managed and supported activity. There are many possible reasons for

failure that vary with the specific circumstances. The operational and
philosorhical framework of the UPGK provides an unusual opportunity to test
innovative approaches toward overcoming constraints to self-sustaining

child reeding within a national program.

Communal feeding of children is one means to achieve the objective of the
JPCK o7 avery cnild gzaining welght monthly and of providing special help to

children who do not Zain weight for three consecutive months.

The UPGK approach as currently carried out through rehabilitative PMT for
"at risk" children has not been successful for operational as well as
technical reasons. It has proved difficult operationally to restrict the
program to "at risk'" children and, where this nas been tried by attaching
the PMT to the Puskesmas rather than village operations, it has not been
cost effective, i.e., too few children at one <ime to warrant the staff
CLime and expense. 1In addition, Puskesmas starf are not trained for this
kind of program. Nonetheless there is evidence that communities receiving
village-based PMT view this as beneficial. Furthermore, the activity has
increased awareness of “he health as well as nutrition needs of children,
The constraints to success while the program is still largely zovernment
financed, however, argue against continuation as currently conceived in the
anticipation of future community financing. Removal of the emphasis on
rehabilitative feeding would enlarge the potential for community support
and, in fact, would be philosophically more in accord wWwith the UPGK theme
that a child gaining weight is a healthy child, i.e.. emphasizing feeding
as health promotion rather than rehabilitation.

Within the UPGK nphilosphy, communal child feeding activity must be self-
supporting. This can be achieved through community donations or through
linking the program to income generating activities. Community donations

are a common means currently used for financing community development
programs. Income generating activities are now receiving more attention

and are attractive to many villagers. Activities that are derived from the
production and processing of food items, particularly nutrition foods
suitable for child feeding, are logically suited to women and barticularly to
activities designated for thre PXK.

Experience gzained through NIPP from BMC promotion whereby surrounding

non-NIPP villagers spontaneously began emulating the program lend credence
to the feasibility of a community operated BMC (or equivalent) approach to

¢
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comnmunal child feeding. Several formulations zare available from <he NIPP
Project for 3MC adapted %c different areas and available focd resources.
Other irdigenous snacks as well as tempe and tahu production are potentials
for income generation as well as child feeding. Undoubtedly there will be
differing products with potential in different hamlets and in accord with
market potentials. It is even conceivable that hamlets could be =ncouraged
to preduce different food products and exchange these within Desa to
achieve balance in their respective child feeding programs.

As currently defined no Aeight-gzain for three consecutive menths (total of
four monthly weighing) is the signal for PMT. An examination of typical
growth charts reveals that frequently small fluctuations in welght, as
little as 0.1 kg which could be due to "noise" in the system, delay esarly
eeding interventions although the child may not de making significant
Weight orogress. These children, particularly between the ages of 1-3

may slowly decline in nutritional Status TO the point where rehabilitation
decomes increasingly 4ifficulr.

Program

(€7}

gsstion

[

(4

4 series of schematic to iilustrate a system for earlier detection and
respenses within the UPGK framework follows.
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This scheme places greater responsibility on kader for early identification
of children failing to gain weight and more frequent interaction with
mothers in an attempt to reverse the faltering growth. It would specify
the appropriate food alternatives available locally and in the appropriate
amounts for PMT and it would place responsibility for generating the
economic support (and in part the food) on the larger PKK group as one of
their activities. The food production part of the scheme would not be
limited to producing ogny products for PMT, but for child feeding generally
(adults too if desired Income (RP F A

those not nutritionally at risk wo(u1d) f%%rclje%aétcidin!%%mt e P?(Klesyoslt Dr%duus to
subsidize the PMT for growth faltering children and to support the cost for
the feeding activities. The BMC or special food mixture would be sold to
the “uskesmas (government subsidized) for the rehabilitative feeding of all
¢ 21 buruk children.

Implicit in the scheme is an increased responsinle role for the PKK in
managing the non-medical aspects of the program. Consequently PKK leadership
wculd need upgrading of their managerial skills. To accomplish this, the
following specific recommendations are made:

1. Provide PKK leaders or their equivalent training in managerial and
organizational skills specific to implementation of the UPGK.program.

2. Give managerial responsibilities including budgetary autonomy for
monthly program implementation to the PKK leadership emphasizing that
this activity is one of the 10 they already are mandated to execute.

3. Provide chrough the PKK to nutrition kader more specific guidelines

on alternative men.s based on low cost simply prepared locally available
foods including appropriate quantities to include in child diets of
different ages.

4, Consider encouraging reducing the number of programmatic areas for
PKK activities in order to give greater emphasis to that of nutrition
and child care. The decision of which activities to deemphasize
should be made locally.

)
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Suggested Scheme for Improvement of Kader Motivation and Performance

an the Responsiveness of the System to Identification and Treatment

of "at risk" Children

Problem Statemnt

Currently, in some areas only 50% of kader originally trained are still
active after one year. The system now provides neither "refresher" training
for older kader nor provides a standard mechanism for replacement of
dropouts with newly trained kader. There are few positive rewards for
voiunteer kader in terms of personal gain, and where there are not occurring
obvious improvements in child health e.g., lack of response and/or effective
follow-up by the Puskesmas to referrals, there is little evidence that

their volunteerism is in fact providing a meaningful community service.
Further, supervision of kader does not provide sufficient opportunity for
kader-supervisor interaction whereby kader can receive technical assistance
in answer to questions they are unable to handle independently or about
which they may want further knowledge. My experience with kader revealed
most to be highly motivated, anxious to learn and very pieased when offered
constructive criticism during joint home visits.

>

The problem of kader capability in identifying the "at risk" children and
providing the appropriate response must be viewed from the perspective of
the UPGK program as a whole, i.e., total community coverage, consistency of
participaton of individual children in weighing and the effectiveness of
response to those referred for help. 1 was Lnld that on average 40% of the
preschoolers in villages covered by UPGK are being weighed. It is not clear
what propcrtion of the average 60% not participating in a given month are
consistently not participating and represent a distinct group, perhaps
those least well nourished. If this is the case, then the system as now
conceived is inefficient in identifying those in need of special assistance.
Increased coverage and consistency in participation is crucial to solving
this problem. To achieve this goal it is important to determine the
primary reasons for non or irregular participation. The reasons are likely
to vary among mochers and hence to require different strategies to overcome.
Preliminary evaluation of the Depkes/UNICEF case study suggests some bias
toward greater coverage of poorer families. A more personal interaction
among kader and mothers at the hamlet level might improve coverage and
participation rates among the most needy group.

Program Suggestion

The following suggestions are made to be pilot tested for effectiveness in
improving the system.
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Assign kader responsibility for a specific group of households and
encourage their interaction with mothers for whom they are responsible
at times in addition to the monthly weighings. Kader would be expected
to keep a simple participation check list for their families and to
Tdentify and seek to relieve causes for non-participation.

Provide a "refresher” training/discussion session of 1-2 days duration
annually at central locations with participation of officials from

Ketcamatan/Kabupatan levels. Service awards might also be given at

these sessions.

Encourage more frequent review of program operations, and of results

from referrals and provide for on-site training through joint home

visits between kader and supervisors. For the Depkes program this
alternative would require training an intermediate level supervisory
person equivalent to that of the PLKB and PPL since in most instances
current levels of Puskesmas staff are not adequate to provide supervision
of the nutrition kader (usually the midwife is the monthly representative
at the Taman Gizi and her primary concern is medical).
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Integration of Nutriticn, MCH and Family Planning

Problem

Nutrition, MCH and family planning are interrelated concerns of women
throughout their reproductive years. For many women without family planning,
pregnancy and lactation are a continuous process leading to shortened life
span and poor life quality. When the interval between births is shortened,
the effect on maternal health is exacerbated and leads to an increased
risk of mortality and morbidity of her offsprings. High infant mortality
rates, in turn, favor high fertility and a disinclination to practice

family planning, hence a viscious iterative cycle with adverse consequences
for both mothers and their offspring. These relationships are illustrated
in Figure 1, On the other hand, improved maternal nutrition has a favorable
effect on both maternal and infant survival and health but may shorten the
birth interval in the absences of contraceptive practices. One means by
which this may occur is through infiuencing the breastfeeding pattern
directly or indirectly. For example, healthier mothers may be more active
in work and,or social activities not compatible with frequent breastfeeding.
These mothers rely earlier on substantial complementary foods for their
infant., The consequence is a shift in hormonal levels that favor earlier
return of ovulation. These women, therefore, to avoid an early conception,
need to augment the lessened contraceptive influence of breastfeeding by
adjunct contraceptive strategies. In the interest, of optimizing infant
nutrition, however, it is desirable that they continue to breastfeed.

Hence, the adjunct contraceptive strateqy for the lactating women should be
one that does not interfere with lactation. Although these interactions
tetween maternal nutrition through pregnancy and lactation, infant health
and survival, and fertility are complex physiologically, the information
mothers need to optimize conditions favorable to health and controlled
fertility are simple. Critical is the timing of when these message are
given beginning during pregnancy and continuing at contact intervals

through at least the first 6-12 months of lactation. The UPGK program
provides the potential for frequent mother contact throughout this important
interval,

Program Suggestions

It is beyond the scope of this report to develop the substantive details
for an integrated nutrition-MCH-family planning approach. The critical

activities and messages to oe incorporated in such an approach, however

should include:

Prepartum

1. The importance of maternal weight gain throughout pregnancy with
special attention to assure gain in the second and third trimester,
and with special attention to women who enter pregnancy underweight.,
A total weight gain of a minimum of 6 kg should occur,
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Figure 1. Interrelated factors contributing to pcor nutrition of mothers
and infants
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2.

Prenatal care including the distribution of iron to redress problems
of anemia.

Counseling regarding the importance to infant health of feeding
colostrum, breastfeeding generally and of the contraceptive effects of
frequent suckling of the infant. Obtaining a history of intentions to
breastfeed or previous breastfeeding experience and when complementary
foods are usually introduced. This information can serve as a quide
to when contraceptive adjuncts to breastfeeding are likely to be
needed.

At Conception

1.

At the time of birth, administration to the mother of a high dose
capsule of vitamin A and, based on the above history, advise as to
when she should seek an adjunct contraceptive strategy tc delay
another conception, Advise alsc about breast care and sanitation and
that the infant needs only breastmilk for about 4 months or as long as
he/she is gaining weight (determined at the Taman Gizi after about the
third month).

Postpartum

].

At the time when complementary foods begin to be fed (quided by the
history of the individual mother) the appropriate contraceptive
strategies to provide protection without interference with lactation
should be discussed, i.e., use of condoms, IUD's in preference to
steriod contraceptives, or progestrogen only preparations in preference
to estrogen containing-steroids. Advise on appropriate complementary
foods-how much, how often and how fed should be given. Breastfeeding
snould be encouraged to continue at frequent intervals and prior to
feeding the complementary food in order to encourage breast emptying,
prolong lactation and thus maximize infant nutrition.

These messages might be coded into a maternal version of a KMS type growth chart
commencing in pregnancy such as illustrated on the following page.
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