
ANE/TR/HPN
 
OFFICE OF TECHNICAL RESOURCES
 

BUREAU FOR ASIA AND THE NEAR EAST
 
AGENCY FOR INTERNATIONAL DEVELOPMENT
 

£"ACKGROUND PAPER
 
ON NUTRITION ISSUES IN ANE REGION:
 

CONSTRAINTS AND OPPORTUNITIES
 

January 1990
 

TiNA G. SANGHVI, PhD 
DAVID PYLE, PhD 

This paper has been prepared for the ANE Bureau 

under IQC Contract No. PDC-0262-I-00-175000. 

JOHN SNOW, INC. 



BACKGROUND 	PAPER ON NUTRITION ISSUES IN THE ANE REGION: 
CONSTRAINTS AND OPPORTUNITIES 

CONTENTS 

PAGE: 

STRATEGIC OVERVIEW 

PREFACE 

I. RATIONALE FOR INVESTING IN NUTRITION 	 1 - 2 

II. MAGNITUDE AND NATURE OF THE PROBLEM 3 - 11 

A. Food Production and Household Food Security 	 4 - 6 
B. Nutrition and Health 6 - 10 
C. Structural Considerations 	 10 - 11 

III. CURRENT 	A.I.D. NUTRITION ASSISTANCE 12 - 13 

IV. STRATEGY FOR THE NINETIES 14 - 20 

A. Background 	 14 
B. Goal 14 
C. Activities 15 

1. Interventions 	 16 
2. Cro-s-Cutting Themes 	 19 

ANNEXES: 

1. Glossary 

2. Bibliography 

3. Nutrition Projects - Summaries 

4. Ongoing ANE Projects With Nutrition Components: Health/CS 



SILTIEGIC OVERVIEW 

The Strategic Overview surnmarizes the points made in the "Background Paper on Nutrition Issues in the ANE 
Region: Constraints and Opportunities" which is attached. The overview briefly addresses three major topics -
background of the nutrition situation in the ANE Region and why it is important but difficult to address; A.I.D.'s 
options; recommended A.I.D priorities for nutrition-related interventions and research/studies in the region during the 
1990s. 

A. ANE REGION NUTRITION 6ACKGROUND 

0 	 Great cultural, polkcal and economic diversity exists among countries of the region, ranging from the more 
developed Middle Eastern/North African countries to the Southeast Asian countries which have recently begun
their economic takeoff to the least developed and predominately poor Subcontinent with a population of over 1.1 
billion. The nature and magnitude of the nutrition problems varies; therefore, program emphases must vary by 
sub-region. 

1 	 Two types of malnutrition can be identified: 

-	 poverty/not enough food at the household level atuibutable mainly to purchasing power; this is the 
over-riding constraint to nutrition improvement in the Subcontinent and parts of Southeast Asia. 

- improper feeding/nutrition practices - widespread throughout all subregions though nature of problem varies. 

• 	 Malnutrition cannot be separated from the influences of frequent infections and high fertility. 

• 	 Prevalence of malnutrition among under five population is greatest in the ANE Region in both absolute and 
relative terms: 

- Protein-Calorie Malnutrition: 
0 54% of under five children malnourished in Asia (vs. 26% in Africa and 18% in Latin America); 
o 	 115 million under five children in Asia malnourished (vs. 22 million in Africa and 9 million in Latin 

America); 
o 	 acute malnutrition (,,ast:ng) in Asia over 40% higher than Africa at ages one and two and almost 

90% higher at age three; within ANE region, largest number and concentration is in South Asia 
subregion; and 

o growth failure peaks in 12-24 month age group; two most vulnerable periods when malnutrition 
begins or has maximum impact are: in utero due to maternal malnutrition and at around six 
months due to improper weaning. 

- Micro-Nutrient Deficiencies:
 
o 
 prevalence of vitamir A deficiencies also greatest in ANE region, especially in the Subcontinent; and 
o 	 prevalence of anemia among pregnant women - 65% in South Asia (higher than Africa) and more 

than twice the number in all Africa. 

• 	 Despite rapid economic growth, increases in agricultural production and caloies per capita, the prevalence of 
malnutrition in the ANE region remained constant over the last several decades and the absolute number of 
malnourished increased. 

• 	 Increased urbanization and participation in market economies are gradually changing the nature of nutrition 
problems and, simultaneously, the opportunities to intervene and improve nutritional status. 

• 	 Reasons to be Concerned 

- Productivity - malnutrition negatively impacts school performance, human potential, workforce
 
performance.
 



Cost - malnutrition results in increased infection and disability, thus increasing health and social service
 
expenditures while decreasing effectiveness of education and training investments.
 

Health/Child Survival activities are less effective unless nutrition aspect is addressed adequately and
 
malnutrition reduced and prevented.
 

- Declining and inequitable access to food leads to political instability (inboth urban and rural areas) which can 
force inefficient, cost-ineffective and budget-draining subsidies. 

0 Limiting Factors 

Limited and diminishing A.I.D. resources available for nutrition programming. 

- Reduced personnel with nutrition capabilities available in A.I.D. 

- Misconceptions about nutrition programs: 
" Perceived as a poverty "disease" which is impossibly complex and difficult to impact; 

o 	 Dependent on food assistance and viewed as welfare; 

o 	 Seen as requiring political solution ("revolution syndrome"), thus donor agency involvement 
not practicable and intervention(s) palliative; 

o 	 Lack of awareness of cost-effectiveness of investments to improve nutrition in national development 
terms (still viewed as "consumption" expenditure rather than "production" investment); 

o Limited ability of public sector to implement community-based interventions effectively. 

B. 	OPTIONS FOR A.I.D. 

* 	 A.I.D.'s options can be reduced to three: 

-	 HEALTH - emphasize nutrition activities as essential part of health/Child Survival projects. 

- HEALTH PLUS FOOD SECURITY - in order not to undennine progress in the health and Child Survival, 
support policy and program initiatives (macro-economic and agricultural policies, micro-economic/income
generation, household food security monitoring and analysis) aimed at broadening economic access to food. 

- DO NOTHING - continue with very low level of investment in nutrition with little expectation of any
 
significant impact on the problem.
 

* 	 Considering A.I.D. budget/personnel constraints, nutrition activities must establish priorities and focus limited 
resources on a limited number of proven, cost-effective approaches. 

• 	 Nutrition-promoting interventions with proven payoffs and benefits to the most vulnerable members of society 
should be emphasized: 

- Targeted nutrition education messages (utilizing marketing communications techniques) to improve such 
priority practices as young child feeding (breastfeeding and weaning) and dietary intact during pregnancy

-	 Product fortification with vitamins and minerals (especially vitamin A and iron); 

- Development and promotion of low cost, labor-saving weaning foods utilizing loca! commodities and private/ 
agribusiness sector (especially in urban areas); 



- Support of research on i.:d document successes in such topics as improving workforce produtivity through
nutritional interventions, low birth weigh . reduction, improvements in adolescent female nutritional status; 

- Monitoring and improvement of household food security through policy and programs in agriculture and 
small-scale urban and rural enterprises. 

0 	 Three-part Nutrition Strategy for ANE Region would include: 

- Contribute to improving economic and social development performance by promoting preventive nutrition 
interventions that assist countries to: foster n itrition practices and lifestyles which will help reduce future 
social costs while improving the present quality of life for the priority target groups which are the poorest and 
most disenfranchised members of society. 

- Promote the use of existing resources (health, agriculture/rural development, other related sectors, and the 
private sector) to maximize complementary impact on resolving underlying nutrition problems; 

- Continue to examine relationships between nutritional status and other development factors so as to identify
additional cost-effective opportunities to reduce malnutrition and its impact on the most vulnerable segments 
of society currently and in the future. 

C. ANE REGION PRIORITIES 

* 	 Interventions - support what has already been shown to have an impact at low cost: 

- Improving young child feeding practices - utilizing marketing communications strategy, changing hospital 
practices, and where appropriate, developing and promoting of low-cost, energy-saving private weaning 
food efforts; 

- Micro-nutrient programming - especially vitamin A and iron fortification and supplementation supported 
by nutrition communications; 

- Upgrading of nutrition curricula and provision of nutrition training for physicians and paramedicals and 
support of in-service nutrition training for health workers having contact with the priority target populations; 

-	 Strengthening capabilities in household food security analysis through education and training of agricultural
and macro-economists involved in development policy making. 

0 	 Research/Studies - support the investigation of the most important nutrition-related questions which require more 
data before interventions can be launched: 

- Research to develop effective interventions to improve the nutritional status of young women and women 
of child bearing age so as to decrease incidence of LBW infants, IMRs and maternal mortality rates 
(especially in the subcontinent) and improve productivity in women and work force; 

- Research to identify most effective interventions to reduce anemia, especially among child-bearing age 
women, through supplementation and/or improved absorption of iron; 

- Operations research to determine how the private sector can most effectively complement and strengthen
public sector efforts to improve nutritional status among the target populations; 

- Analysis to identify linkages between macro-economic and sector policies and household food security on 
worker productivity. 



0 Other Activities - should be supported as resources are available and needs are identified in specific country
settings: 

- Agribusiness and private sector promotion to improve the quality and quantity of food supplies and expand 

employment opportunities; 

- P.L-480 food aid program support - design, strengthening, evaluation of nutrition aspect, especially targeting; 

- Nutrition services for primary school aged children including food and vitaminA/iron supplements and 
nutrition education; 

- Operations Research to improve the performance of nutrition efforts, including such areas as:
 
" nutrition education,
 
o growth monitoring/promotion programs. 
" inclusion of nutrition element in oral rehydration programs,
 
, efficacy of interventions to reduce early growth faltering,
 
o 	 seasonal/ougning household resource/time constraints women face and practical approaches to infant 

feeding, 
o most effective ways to target nutrition benefits to the most needy,
" effectiveness of involving private sector in the delivery of nutrition-related services (especially at the 

community level),
" ways to increase participation and access by women to nutrition/health services. 



P~REAC
 

Nutritional well-being is a critical input to economic growth and an important indicator of the success of development
strategies. Since it is not a sector in its own right, components dealing with nutrition issues must be built into other sectoral activi
ties. Dramatic changes occurring in countries of the ANE region over the past two decades in food and agriculture production,
evolution of rural economies, health services and demographic patterns, and the role of women have affected nutrition. The ANE
Bureau is developing strategies in health/population and agriculture/rural development to set new directions in the next decade. 
It is therefore timely to review the current status of nutrition activities in the region and develop a strategy relevant to conditions 
in the 1990s. 

The diversity found in nutrition and related conditions across countries in the region, calls for a strategy that fosters 
flexibility and country specific articulation. This paper suggests guidelines for making resource allocation decisions based on 
country conditions, new knowledge in nutrition programming, and the Agency's role innutrition and related sectors. 

This paper is a supplement to the Draft ANE/TR/HPN Strategy entitled "Better Health for Families Through Public-Private 
Cooperation", January 1990. It should be supplemented with the following documents for a more complete view of food and 
nutrition issues as they relate to A.I.D. programs in Asia and Near East. 

o Meeting The Challenge: A Food Systems Strategy for Growth in the 1990s. ANEiTR/ARD. November, 1989. 

o Infant Feeding Practices and Trends: Selected Asia/Near East Countries. Naomi Baumslag and Pamela 
Putney. May, 1989. 

o The Prevention and Control of Vitamin A Deficiency: Background Paper for ANEfTR/HPN. Tina G. Sanghvi,
Susan Pettiss, Diane Hedgecock and Gayle Gibbons. August, 1988. 



I. RATIONALE FOR INVESTING IN NUTRTIO,, 

Studies in the past two decades have shown that malnutrition impairs the quality of human resources and productivity.Reductions in infant and young child mortality will likely not be sustained without nutritional improvement. Also, the lack of access 
to adequate food by all segments of the population could be an important destabilizing factor. 

A. Poutvt 

Nutritional status affects productivity, the realization of human potential and national development in several ways,
including: 

- malnutrition during fetal development and early childhood, and FIGURE 1
 
resulting growth failure, is associated with impaired function and

leads to wastage in educational, employment and health resources 
 SOME FUNCTIONAL IMPLICATIONS
(Calloway et al, 1989; Selowsky, 1981; Selowsky and Taylor, OF ENERGY BALANCE EQUATION 
1973); 

Change n txdbuenerq, 

- a malnourished child is less capable of fending off the common 

sore
 

I I Mainteance..........

diseases of childhood leading to greater morbidity, high death = Energv C.,h p,....lacu uo 
rates, and lost resources (Kielmann & McCord, 1978; Chen et al, intake utized
1980; Black, 1984); 

Other tod.....etipn..... 

- an undernourished or anemic adult worker experiences more
 
diseases and has a lower capacity to work (Basta et al, 1979;

Popkin, 1978); 


'Econom.. c*'ucuon 

SinAtion ofpersonal - nu 
- severe anemia in children is causally related to behavioral .... 

impairment (Fairchild and Haas, 1989); 
Ac, 

1Jfi.n.nce-)I.i,,a scular 

and muscle iltnesi 

vitamin A deficiency causes irreversible blindness and loss in raoel......... ,
 
ChAn ge po en tiannto~ationproductivity, in addition to possibly affecting childhood morbidity Scaf, n et....


and mortality (West and Sommers, 1987; Underwood, 1989). C,epmnu, eet 

Figure 1shows the lirkages between energy intake, anthropometry, func- Source: Beaton, 1987 
tional capacity and developmental effects. 

FIGURE 2 
Risk of Dead by Nutrioual Sams:B. Interaction withInfection and Child Survival - Malnutrition and Children Age 1-36 Months, Punjab, India

infection are interrelated, with one exacerbating the other. This negative 12% 
synergy results inthe afflicted children becoming victim to the "downward 
spiral" of infection, growth failure and death (Scrimshaw et al, 1968; Puffer 
and Serrano, 1973). Several components of child mortality are unlikely to 
be reduced significantly in the near future without nutritional improvement: 
a substantial proportion of neonatal mortality, mortality due to ARI, and 
over half the diarrheal disease mortality (Chen et al, 1978; Kielmann and 
McCord, 1981). 

As demonstrated in figure 2, the probability of death is expected to 
nearly double with each 10% drop in weight-for-age below the 80% level. 
Mortality for Acute Respiratory Infection (ARI) increases with severe 
malnutrition. Philippines data (figure 3) show that aseverely -alnourished Lemon6O 69M0.7a 8ofchild is almost 13 times more likely to die than children of normal nutritional Peicei 04ff. Mdan Snrd wIghf-ror.AQ. 
StatUS. 

4-ann AAC wcCoiowag-ro4Aq anon t4s or of01Dw n 
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TABLE I 

Effects of Breastfeeding on Fertility
 

I IProjected
 
SIuse of 

IMean Mean Current contraception
 
Cduration of duration of use of to maintain
 

Country breast - lactational contra- current
 
(year of World Ifeeding amenorrhoea ceptives birth rates FIGURE 3
 
Fertility Survey) I(months) (months) (%) (%) 

I I I I Acute Respuziotrv Infection %lii 

Bangladesh 30.5 21.7 9 52 b%,tutatona Sums ortaiv 

(1976) Phdippn.e.e,p~ial C 

Indonesia 125.4 118.1 126 157
 
(!976) I 1
 

Pakistan 121.4 14.7 5 39
 
(1975)
 

Thailand 120.4 13.9 133 156 
(1975) 

Philippines 116.1 10.2 136 152
 
( 1 9 7 8 ) ,Im, ,,ls t a t u s
 

Source: NRC/WHO, )983 " " I )"qc . "". .... 

Specific nutrient deficiencies also have severe consequences. 
For example, in a recent study in Indonesia, children with ocular 
symptoms of vitamin Adeficiency experienced twice the rate of ARI 
and four times the death rate of children without these symptoms 
(figure 4). Subclinical vitamin A deficiency has also been shown to 
increase morbidity rates significandy (West and Sommers, 1987). 

Neonatal mortality comprises a large proportion of child mortal
ity with maternal malnutrition (energy, iron and folate deficits) and 
low birth weight, as predisposing factors (Puffer, 1987; Kennedy and FIGURE 4 
Alderman, 1987; Anderson, 1989). 

INCIDENCE OF ACUTE RESPIRATORY INFECTION 
Every year nutritional deficiencies are responsible for AMONG CHILDREN WITH AND WITHOUT OCULAR 

substantial dollar losses from reduced worker productivity, slowed SYMPTOMS OF VIT A DEFICIENCY' -Indonesia 
development, reduced benefit from education, health-related costs N.... Rat. par 100 Chldn € ___ 

(facilities, medicines, per;onnel) and human wastage. 2L. 
20 1, 

C. Infant Feedin2 and Fertility - Suppression of ovulation " a 
associated with amenorrhea results from exclusive breastfeeding and 
represents an important child spacing mechanism in ANE countries 
(NRC/WHO, 1983). The unusually long birth intervals in some Asian 0Z 

L 

countries are attributed to breastfeeding practices that are Age in Year, 

characterized by frequent nursing, few early supplements and long - 1,.,. ., ,,mptam -Z ,. . ,rmpo,. 
durations. Table I illustrates the effect ofbreastfeeding on fertility in 
terms of contraceptive use required to maintain birthrates if 
lactational amenorrhea were reduced to three months. Source: Sommer, Katz. Tarwotjo; 1984 
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II. MAGNITUDE AND NATURE OF PROBLEM 

The ANE region is unique in the magnitude of the nutrition problem and its long history of progressive work in nutrition research 
and programs. Impressive gains have been made in the past twenty years in aggregate economic growth, agricultural production,
expansion of health services and reductions in infant mortality rates; however, the number ofmalnourished children has continued 
to increase in the region as a whole. 

While Asia and the Near East conjure up images of industrial wealth in countries like Japan and the Newly Industrialized 
Countries (NICs) and oil wealth, respectively, the countries in which A.I.D. is active are diverse in levels of development, cultural
practices and food/nutrition problems. For programming purposes, these countries are grouped into three categories with similar
attributes. Nutrition indicators for these categories are shown inTable II. Not surprisingly, the groups breakdown sub-regionally,
i.e., I - South Asia (Subcontinent) plus Yemen; II-Southeast Asia (plus Sri Lanka), and III - Near East. Obviously, the countries 
of the regions are not homogeneous when it comes to nutritional status, but it may be useful to think of the three sub-regional
groupings when considering and designing projects, even though inter-country differences exist within sub-regions. 

TABLE II 

Nutrition Indicators in USAID Assisted Countries of the ANE Region 

Country I Child Malnutrition ICalorie Supply ILow Birth I Under Five Deaths I Vit. A 
%<2 SD Wt./Age Per Capita Weight j %of Total Deficiency 
(1) [(2)(%<poverty& (3) line) (%<2500 gm.) '90-'95 (4)(4 95-00 (WHO)(2) & (7*) (6)

I I I I 
Group I. Hish Levels of Existing Malnutrition/Food Insccurity 

Bangladesh 61.1(Rural'82) 1927(44 '85) 28* 43 42 Significant
India 63.7(Regl.'87) 2238(33 '87) 30 30 251 Significant
Nepal 63.2('75) 2052 27* 49 461 Significant
Pakistan(5) 51.4(<80% '85) 2315(30 '79) 25 47 441 Unk./Likely
Yemen 61.2('79) 12318 I9* 59 57 Unknown

II I I 
Group 11.Intermediate Levels of Malnutrition/Food Insecurity or High Risk of Decline 

Indonesia 10-15(<70o'86) 2579(34'84) 114 30 25 Significant
Philippines 32.6('82) 2372(52'85) 118 29 251 Significant
Sri Lanka 38.1('87) 12401 28 8 7 Significant
Thailand 25.8('87) 2495 12* 15 10 Not Signif. 

Group 111.Lower Levels of Malnutrition/Food Insecurity 

Egypt 16.6('78) 13342(34'84) 17 30 251 Not Signif.
Jordan 17.4(Rural'75) 12991 17 27 261 Not Signif.
Morocco 12.4 ('87) 2915(38'79) 9 43 39 Not Signif.
Tunisia 20.2('75) 12994(11'85) 17 16 131 N/A 

Sources: 1.WHO, Anthropometric Indicators of Nutritional Status,7/89 
2.World Bank, World Development Report, 1989 
3.World Bank, Country Studies for Poverty Ta*k Force Report
4.Hill, K. and W. Henry Moseley, JHU/IIP, August, 1989 
5.GOP, Pakistan National Nutrition Survey Final Report, 1988 
6. WHO. Dr. E.M. DeMaeyer. January, 1988 
7. UNICEF, 1990 
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FIGURE 5 

A. Food Production and Household Food Security 

Interms of increases in food production since the mid 1970s,
 
no region of the world can compare with the ANE region (figure

5). While the LAC and Africa regions were declining, ANE made
 
impressive gains even after accounting for population growth.

Daily calories per capita rose dramatically to almost 2300 by the
 
mid 1980s (figure 6). Countries like India have been declared

"self-sufficient" in food and have developed the institutioi-ial 
capacity to deal effectively and efficiently with droughts and 
floods. However, food insecurity and resulting malnutrition 
remains a major development issues in the region in the 1990s. As Source: Pi 19 Survey,Wo,d 

figure 7 shows, only Africa has a higher proportion of its popula- Mc(uire, 1989
 
tion with severely inadequate diets in absolute terms.
 

FIGURE 6Within and across countrie-s, disparities in the health and 
food security of populations in ANE countries remained large
(World Bank, 1988, 1989a, 1989b, Subbarao, 1989). Purchasing 
power too low to afford sufficient food inpoor households was not 
benefited by economic or agricultural sector growth and the prices 
of food and other essential commodities rapidly increased. Coun
tries undergoing structural adjustment are seeking ways to cushion 
the food insecure from further erosion in real income. 

From Food Production and Supolv Concerns to Food Security and 
Purchasing Power 

As food supplies increased and malnutrition remained a major
problem, it became apparent that production and even physical 
distribution were not the only constraints to improving nutrition in Source: Ffth World Survey,
the ANE Region. Increasing per capita food supplies and calorie Mc Guire. 1989 
availability are misleading indicators of the food and nutrition 
situation. The ability of hoiseholds to produce or purchase
enough food at prevailing prices have emerged as key factors FIGURE 7 
(Rogers, 1989; Reutlinger and Selowsky, 1983). Food policy
objectives are better articulated in terms of"food security" at the SEVERELY INADEQUATE DIETS 
household level rather than average per capita calorie availability 
or consumption. For example, the per capita calorie consumption (Percentage of total population)
in Sri Lanka remained static during 1980/81, when compared with 
1969/70, while the number of food insecure households grew 
significantly (Table Ill). 

FASTPArIFI( "I' 

MID0I F FA T," AF(AW I AT1N 44FOIWA 

Source: Fifth World Survey, 
Mc Guire, 1989 
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TABLE I1 

Percent of Households With Inadequate Calorie Intake. Sri Lanka 

Sector I 1969/70 I 1980/81 I %IncreaseI I 
Rural I 32 [ 43 I 34
 
Urban [ 30 [ 50 [ 67
 
Estate 20 I 33 I 65
 

Source: World Bank. SriLanka NutritionReview. February,1989. 

In Pakistan, while agricultural production rose significantly during the period 1969-1984, households still had to spend a 
considerable proportion of their income on food (Table IV). 

TABLE IV 

Share of Expenditures for Food (%) 
Income 
Class 1969 1979 1984 

Rural Urban Rural Urban Rural Urban 
All 59 50 55 46 51 44 
Low 62 57 58 55 55 52 
Low Medium 57 54 55 51 53 48 
High Medium 51 49 51 46 49 42 
High 55 37 46 38 42 40 

Source: PakistanHousehold Income and Expense Survey, Goldman, 1988 

Qrowin2 Concern ThatFood Supply Policies Have Overly De-emphasized Protein Sources and Secondary Crops
The "protein gap" hypothesis of the 1960s overestimated protein needs, and the most widespread/primary deficit nutritionally,

was shown to be calories (Orr, 1972). However, protein, micronutrient and fats are essential for growth and functional capacity;
their requirements increase under conditions of frequent disease and high work load (NAS/NRC, 1980). The "cereals" emphasis
in agricultural research and tchnology has contributed to the declining quality of diets in the region, as area under cultivation has 
shifted away from protein and micronutrient-rich legumes, pulses and oilseeds in favor of rice and wheat. One result was that the 
prices of the main protein source were driven up, out of reach of the lower socioeconomic groups. Also undermined are "coarse 
grains" - sorghum and millet - consumed primarily by food insecure households and important sources of energy and other nutrients. 

From Gneralized Subsidies to Limited. Targeted Transfers of Food or Cash Indexed to Food Prices or COL 
Generalized subsidies were not found to be cost-effective in improving food security because the poor did not benefit

proportionately, and much of the subsidy went to relatively well-off segments of the population (Reutlinger and Selowsky, 1983;
Kennedy and Alderman, 1987). In many programs, the real value of the subsidy eroded quickly, without adequate indexing. For 
some countries, economic difficulties made the large recurrent cost burden of food subsidies impossible. At the same time, program
experience convincingiy demonstrated that in some circumstances careful targeting can push down costs substantially (Berg, 1987). 
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Increasing Leverage of Food Policy as Rural Economies Shifted Away From FIGURE 8 
Aariculture and Households Increasingly Purchased Rather Than Grew 
Their Own Food %OF CHILDREN UNDER 5 MALNOURISHED 

The majority of food insecure households are net purchasers of food, M____7___•_M___' ___ 

therefore income and employment, along with food prices are key determi- 0. 
nants of food security - including seasonal patterns. Inthe 1980s the role of ,. 
agricultural income in the rural economy declined. In Pakistan, wages as a 
proportion of total rural income more than doubled from 1968 to 1984 2

(Goldman, 1988). Rural, off-farm inco ictivities in manufac- k 
turing and services and small agricultural enterprises could be the most 
rapidly growing source of income for the food insecure. 0 

AFRICA ASIA AtRA R ICA 

Intrahousehold Factors Are Critical as Increpses in Household Income Did 
Not Necessarily Translate Into Improved Child Nurition Source: Fifth World Food Survey 1985 

Pioneering work supported by A.I.D. during 1978-1989 demonstrated 
that increased income did not necessarily mean higher food expenditures/consump
tion in households, and food consumption did not consistently translate into better FIGURE 9 
nutritional status (Rogers, 1988). Adelman and Cassain (1984) reported high rates 
of malnutrition in Yemen despite adequate food availability and purchasing power, MALNUTRITION INCHILDREN UNDER 5 
attributable to: maternal malnutrition and illiteracy, high fertility rates and inade- Mid '70s Mid '80s
 
quate child spacing, low birth weight, inadequate infant feeding, and high rates of
 
disease. Nutrition studies in Punjab, India, following the "green rt:volution"
 
(CARE, 1976) and recent work on the impact of cash cropping on child nutrition / /

(von Braun, 1989) demonstrated that cash cropping is not detrimental to child 22
 

nutrition. In fact, economic resource constraints may be relieved by increases in
 
household income. However, other constraints to improving malnutrition would ,.< '
 
also have to be addressed directly before significant improvements inchild nutrition ASIA LAC
 

could be expected, at least in the near term. These include: child rearing patterns '
 
including infant feeding practices, health services, sanitation and hygiene, maternal
 
health/nutrition, maternal energy expenditure and time constraints.
 

Source: Fifth World Food Survey 1985 

B.Nutrition and Health 

When compared to other regions, ANE has a serious nutrition 
FIGURE 10 

problem, both in relative as well as absolute terms. From the mid- REGIONAL PATTERN OF ACUTE 
1970s to mid-1980s, over half of the children under five in Asia PROTEIN-CALORIE MALNUTRITION 0 
were found to be malnourished. The percentage in Africa was Xlow Wegt-for-Height 
26% and in Latin America 18% (figure 8). In absolute numbers, 
Asia has an even more serious problem; an estimated 115 million 
malnourished under fives, more than 5 times the number in Africa 20- 3 7, 

and 12 times Latin America (figure 9). 1- I I 

Acute protein-calorie malnutrition (i.e., low weight-for-height 4.8 1 
or wasting) is highest in Asia by a considerable margin for age ,
 
groups up to the age of three years (43% higher than Africa at one, o- .
 
42% at two and 87% at three)(figure 10). Another indicator of 0 2 3 ,
 

nutritional status and a predictor of infant/child mortality is the Age in Yean
 

incidence of LBWs (Low Birth Weight infants). Asia leads the m.ear Est = c A nfrca Ail, 

world with 19.7%, 40% higher than the second ranked region, Median Pr.al.nc. of Low 
Africa. Figure 11 shows that LBWs babies had a more than four Weight-for-tHeight (W 1 by Ageeet.i1) 

times higher risk of dying than an infant weighing between 3500 Source: Keller,Fillmore,1983 
and 4000 grams. 

6 

http:Pr.al.nc


- -

Food insecurity and child malnutrition are related as can be seen from ANE 
data (fig),-e 12). Although impressive gains have been made in agriculture FIGURE 11
production and per capita daily calories, the prevalence of preschool malnu- INFANT MORTALITY OF LIVE BIRThS
trition has remained virtually constant for the last quarter century (figure 13). IN5 BIRTHWEIGHT GROUPS 

(Ntrth
Amcx Diunct, lnnial 
As our understanding of etiological factors in preschool malnutrition im-

proved (Wyon and Gordon, 1960: Grewal, 1973; Kielmann and McCord, 
1981), an array of nutritional intervention and technologies were tried and
 
proven effective (Austin et al, 1981; Berg, 1987; Eastman, 1987). However,
 
national commitment and budgetary resources for nutrition did not keep pace
 
with these developments in all countries. There appears to have been a lack of 
 J U
 
awareness and/ or willingness to address the nutrition nroblem. 
 The crosssectoral programming required for nutrition has remained a difficult problem. 

Desien and Management Issues and Gaining Access to Women 
In some countries of the region, the importance of addressing malnutrition 

did gain wider acceptance along with greater resources. India's ICDS program Source: Puffer. 1985. 
begun in 1975 in 33 blocks, now covers 2,000 of the country's 5,000 develop
ment blocks, having an estimated target populatiop of 28 million children under 
6 years and 6.6 million pregnant and nursing mothers; costing the central gov
ernment alone US$100 million in 1988-89 (excluding the costs of supplemen
tary food). Indonesia's UPOK operates in 215,000 community-based health 
posts (posyandu) in 27 provinces,costing during 1984-89, US$11 million in 
government funds (plus an additional USS24.2 million from donors). The
National Nutrition and Primary Health Care Program inThailand witnessed the FIGURE 12 
enhancement of the nutrition component with each successive Five Year Plan;
contributions for nutrition activities rose from an annual level of S1.7 million FOOD INSECURITY AND CHILD MALNUTRITION 
in 1982-86 to a projected S4.4 million for the period 1992-200 1. In Sri Lanka, 1%3 19s 

total nutrition spending is estimated at USS67 million annually (World Bank, 
1989). Ninety-five percent of expenditures are accounted for by two targeted _f67 

food interventions at the household level. 6 

Important trade-offs were made in national programs: many expanded 
so . 

3 

coverage at the cost of quality (Stephens et al, 1988; Heaver, 1989). With an a 

adequate portfolio of proven nutrition interventions now available, evaluations ,. o
and operations research identified implementation and management -including o- .T.cs "" 
SOUTHASIA , ,S EASTmore use of private sector/social marketing approaches - as the needed focus of s 

-: ,NE 
large-scale nutrition programs in the 1990s. Not unique to nutrition programs, - .... 
the problem of reaching women (ideally, early in their reproductive life) - to 
strengthen their nutritional status, household economics and child rearing skills Source:UNIACC-SCN, 1987 
- continued to pose a formidable challenge in several ANE countries. Source:_UN/ACC-SCN,_19_7 

From Nutrition Education to Social Marketing and Nutrition FIGURE 13 
Counselling -

Flip-charts, cooking demonstrations, food models, and even mass 
media have been used for nutrition education for years, with limited or "
 
no success in changing practices or improving nutritional status. What 
was missing was a motivational approach built on specific constraints to 
changing specific behaviors. In the 1980s, several projects were able to 
demonstrate significant impact in a diversity of settings, including
Bangladesh, India and Indonesia in the ANE Region, with the use of 
social marketing tools (figure 14). Indonesian villages not involved in 
the social marketing campaign had 82% more moderately malnourished 
children and 15% less children classified as nutritionally normal. 
Interventions were designed to modify specific behavior of specific 
groups of people with specific needs (Griffiths, 1988). To improve
child feeding practices, audiences of mothers were segmented by the Source: Mc Guire, 1989. 
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age and health of the child and messages were targeted to those inneed of information FIGURE 14 
when they needed it. Impact was greatest when severe poverty did not constrain 
families from implementing new behaviors. Where conditions allowed or required, SOCIAL MARKETING IMPACT 
the behavior change component was combined with growth monitoring and some- ANE REGION 
times with supplementary feeding. Interpersonal or one-on-one education by
volunteers or program staff was indispensable in achieving impact, with mass media 60 
and print materials playing a critical supportive role (Indonesia projects; Poshak and so- 42 44 47.6 

Narangwal projects in India). Social marketing was also successfully used to 40- 40 4 
promote new services such as vitamin Acapsules, food coupons, and supplementary
'ood. 	 30 

20o- 142 ; 

From Growth Monitoring to Growth Promotion and a Better Understanding of the 20-0 '42=z 
Loizistical Demands of Successful Growth PrQmotion <60 60-74 75-89 90+Growth monitoring offered the potential for a visible, concrete "nutrition 
technology" that could provide the desperately needed impeus for expanding Education" ! Comparison'
nutrition services. Efforts to extend pilot programs ran up against serious cost and 
logistical constraints. Based on a review and discussion of growth monitor. , 
activities such as UPGK (Indonesia), ICDS (India), and Tamil Nadu Project (India)
 
as well as numerous smaller ones in Nepal, Thailand, Africa and Latin America, Tvpe .MVi,,ar,,
 
Gopalan and Chatterjee (1984) concluded that:
 

Source." Manoff, 1989. 

- the use of charting serial weight-for-age readings of young children can contribute to the promotion of child health and 
nutrition; 

- many ongoing growth monitoring programs have been initiated at great cost (relative to national health budgets), without 
adequate preparation and training of health workers, and even when trained, without sufficient attention to monitoring 
and follow up; 

- where the basic requisite structure for such an operation does not exist, frequent weight measurement and growth charts 
iaay not be sustainable or effective; and 

- individual surveillance of all under-fives in a country with weighing and growth charts seems unrealistic and 
unnecessary. It would be appropriate, however, at clinics and sub-centers with special facilities, trained staff, follow
up services, and should be linked to a less cumbersome, community-based system for identifying the high risk. 

Zinn and Drake (1988) recently analyzed "contextual factors" that determine the efficacy of growth monitoring using data 
from the following programs: UPGK (Indonesia), ICDS (India), ANEP (Dominican Republic), Iringa Project (Tanzania), Rural 
Primary Health Care Program (Thailand). They conclude: FIGURE 15 

PREVALENCE OF ANEMIA
 
- growth monitoring is not an easy activity to successfully IN PREGNANT WOMEN
 

implement, and ifa sufficient level of community capacity (in millions)
 
does not exist (with or without program inputs) at the
 
outset, the program is likely to fail; 
 7 

- often it is the communities that need its services most that
 
lack adequate capacity for growth monitoring; substantial
 
increases in program inputs would be needed to improve 
 .
 
these services in India's ICDS program, for example.
However, in countries where the conditions incommuni 
ties vary significantly, such as Indonesia, it may be 
possible to focus additional program resources more 
heavily in communities with the highest need and lower .,,I.... r e Fit
Acapacity to conduct successful grow th monitoring; 	 A-AtRey,o WorN 

Source: Fifth World Survey, 
Mc Guire, 1989. 
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the Iringa project succeeded despite harsh conditions, with g'owth
 
monitoring a key factor in its success. The project was unique in the
 
flexibility allowed in implementation at the community level, strong
political will at all levels in and outside government, leadership, and FIGURE 16 
external resources -proving the power of growth monitoring under the right lndone't2 Productivity 
circumstances. Mon HST sora f'or tm.-.m iubtroupL 

prw aherventionand potvn| , wLuiion. 
Indoneitan nrubtf OIlauLn workt 

Heightened Appreciation of the Role of Micronutient Deficiencies and the Need to
 
Address the Oualitv of Diets 
 " IC",*, . - 09 M.'
 

Highly significant gains were made in the 1. -9s in our understanding of the , ,n, , 9 l
public health and economic implications of micronutrient deficiencies, especially 'Mn,

vitamin A deficiency (UN/ACC-SCN, 1986; WHO/UMCEF, 1987), anemia(DeMaeyer pa,,m
 
and Adiels-Tegman, 1985; Fairchild and Haas, 1989), and iodine deficiency (Hetzel, 
 '1?,0ooo, ',P<001

1988). At the same time, technologies and interventions developed and applied in SUrCe: .aSa et A.. : 
the context of large programs in developing countries, mainly in the ANE region, Source: Basta, et a, 1979
 
proved sufficiently cost-effective to make the eradication and control of these nutri-
 _Source:_Basta,_etal,_1979 

tional problems a good possibility (West and Sommers, 1988; INACG, 1988;
 
Greenberg, 1987). 
 FIGURE 17 

The prevalence of anemia in pregnant women in South Asia is the
highest inthe world in both relative and absolute terms (figure 15). Vitamin
 
A and iron deficiency anemia are the most commonly found deficiency 16 

diseases. Studies in the past decade indicate that vitamin A deficiency ,,
 
predisposes to child mortality and morbidity; anemia is associated with 
 12 
maternal malnutrition, low birth weight, neonatal and maternal mortality, ,
productivity (figure 16) and behavioral development. Iron deficiency N~LI9
 
anemia and hypovitaminosis Aare still among major public health problems

in countries and areas where the prevalence of protein-calorie malnutrition
 
and severe vitamin A deficiency have been reduced. Recent studies indicate 1 79_ 
a synergistic relationship between iron and vitamin A deficiencies (Bloem
 
et al, 1990), again suggesting the importance of nutrition interventions that
 
are more comprehensive than "magic bullets" and take into account a wide
 
range of underlying factors. 

Source." Clavano, 1981. 

Fro toLactation Management and Community Support for Breasfeeding Promotion
In the 1970s, the erosion of brtfeeding and an increase in bottlefeeding was first observed and the public health significance

of these phenomena became apparent. Astudy in Jordan found that bottle fed infants had a mortality rate more than five times the 
fully breast fed infants and twice the mixed (breast and bottle fed) infants (Harfouche, 1982). Such findings prompted anumber of 
country prog-rams to incorporate messages such as "Breast is Best", in their health and nutrition education activities including mass
media campaigns. Evaluations revealed little or no impact - a very large proportion of mothers appeared to already know the benefits 
of breastfeeding even prior to the campaign. 

Studies from developing and developed counzries (Winikoff and Baer, 1980) indicated a pattern of inappropriate hospital
practices being strongly related to unsuccessful lactatior k.I.D.'s multi-country Infant Feeding Patterns and Determinants studies 
(undertaken by O'Gara in Honduras and the Popul, .ion Council in Indonesia, Thailand, Kenya and Colombia, 1979-984),
subsequently revealed the widespread mismanagement of early lactation in the health services which is critical .o the establishment 
of successful exclusive breastfeeding. Women's work, infant formula marketing and other factors were not as clearly implicated in
the erosion of breastfeeding in this study. The work of Mata et al. (1978) inCosta Rica and Clavano in the Philippines (1982) clearly
demonstrated the effectiveness of hospital interventions in j.m ving lactation erformance. Dramatic reductions in neonatal
morbidity and mortality were achieved. A.I.D., under ST/N's Maternal and Infant Nutrition project, proceeded to identify a suitable 
potential U.S. institution that could be developed into an international center of training and expertise in lactation management for 
bringing about changes in hospital practices and policies. The San Diego-based WELLSTART began its activities in Indonesia in 
1983, through a series of travelling seminars for the OB/GYN and pediatric community. A regional workshop held inBali demonstra
ted that impressive gains have been made through health policy changes and retraining throughout Asia (Naylor et al., 1988).
The focus of breastfeeding programs may - 11shift to community level issues such as support groups/systems for nursing mothers 
and breastfeeding at the workplace, in the 1990s (figure 17). 
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The problem of infant feeding in the ANE region is more complex than inadequate, breastfeeding (Baumslag and Putney, 1988;
Schroeder et al., 1989). Supplements with low nutrient density and contamination, too early and late introduction of supplements,
infreq',e .. -dings, reducing feeding during illness, are equally important behaviors thatcontribute to growth failure and morbidity/
mortality ;n childhood. Improper lactation also results in shorter amenorrhea and, in the absence of contraception, shorter birth 
intervals, which, in turn, exacerbate already high rates of malnutrition and infection. 

That the decline in under five mortality rates in the low income countries may stagnate without taking the nutrition factor into 
account, is now well understood. Nutrition should be an integral part of primary health care and the Child Survival Strategy, but 
in programmatic terms, it has lagged far behind. 

From Exclusive Emphasis on Immunizations and Oral Rehvdration Therapy to Breastfeeding and Weaning as Key Child Survival 
Technologies 

Improved analyses of the causes of mortality, quantitative estimates based on field studies of the risks of mortality associated
with growth failure, and a more widespread understanding of the biological synergism between infection, malnutrition and 
childhood mortality led to the pursuit of a limited set of cost-effective nutrition interventions that could be managed by health 
systems as part of the child survival package (Feachem et al series, 1982-6; A.I.D. Nutrition Strategy for Child Survival, 1985;
UNICEF's GOBI initiative, 1983). The availability of proven nutrition interventions, some disillusionment with the "twin
engines", and commitment among host country counterparts to a broader vision of health in which nutrition featured prominently,
facilitated this process. 

Importance of Maternal Health and Nutrition 
Experience from population and health programs accumulated, and sensitivity to women's issues acquired programmatic ur

gency. There has been a growing recognition that maternal health and nutrition could no longer be ignored. The donor community
was pressed to balance the focus of child survival with women's health issues (World Bank/Mothercare Initiative, 1988; A.I.D./
Maternal Health and Nutrition Project, 1989). The fact that much of infant mortality and young child malnutrition is rooted in
maternal factors is beginning to broaden the "child" focus. Resources are now available to test and develop simple, cost-effective 
interventions in this area. 

There are a number of aspects which must be considered when dealing with mothers' health/nutrition status. First, the nutrient
intake and nutritional status of the young female population deserves attention. The distribution of food to household family
members in many cultures negatively influences their nutritional and health status. Thus, when the undernourished women become 
pregnant, they produce malnourished or low birth weight babies who are susceptible to infection and have a much greater chance 
of becoming an fatality. Improper breastfeeding practices result in not only poor infant nutritional status, but also shorter intervals
between births, which, in turn, has negative effects on the health of both the existing youngest child and the newborn. Too frequent
births frequently also results in the "maternal depletion" syndrome, endangering the health of the mother as well as the infant.
Although little has been done to address the maternal health question, interventions are required to respond to the adolescent female 
health/nutrition problems which underlie the high rates of maternal and young child mortality and morbidity. 

Interventions are required to improve adolescent female nutritional status by developing nutrition educational campaigns to
modify existing cultural norms which are identified as preventing women from becoming healthy and productive members of
society. Special attention must be directed at the provision ofquality antenatal services including nutrition counselling, nutritional 
supplementation (e.g., iron/folic acid) and full immunization (with tetanus toxoid). An important component of any effort to reduce
the number of LBW infants in the region must include a vigorous promotive/ nutrition education effort, possibly employing
innovative social marketing techniques. 

C. Structural Considerations 

With the possible exception of several large nutrition programs in South and Southeast Asia (i.e., Indonesia, Thailand, Tamil
Nadu), successes of large-scale nutrition interventions under the auspices of the public sector are very difficult to identify. Research
(e.g., Pyle, 1981; Hendrata, 1985) and experience has shown that the prevailing structures found in the Ministries of Health are
typically not conducive to effective programming and service delivery at the community level. The centralized, hierarchical 
bureaucracies find it diffic,,lt to manage operations at the periphery and are unable or unwilling to decentralize operations effec
tively. Bureaucratic procedures often supersede the results orientation. In addition, a lack of effective accountability within the 
bureaucracy makes the management of local nutrition activities problematic. 

While the public sector has experienced difficulties in delivering services to the vulnerable target population, the private sector
has achieved some successes, albeit usually on a limited scale. Private initiatives include a variety of strategies. One of the most 
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common is the private voluntary organization (PVO) or non-governmental organization or NGO (e.g., a university) which have
achieved remarkable results in a relatively short time (e.g., Gwatkin, Wilcox, Wray, 1980) through provision of community-based
services (including growth monitoring, nutrition education, ante-natal care). 

To improve the nutritional status of the vulnerable segments ofsociety, evidence suggests that a combination ofstrategies and 
sectors must be utilized. The strengths of both the public and private sectors must be combined. How they will be combined will
depend on the nature of the nutrition problems existing ina country and the institutional resources available. An example of how
the efforts might be integrated is a nutrition social marketing/education campaign on proper infant and child feeding utilizing
national public radio and television along with local PVO community efforts to develop and promote a local, home-prepared
weaning food. 
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III. CURRENT A.1.D. NUTRrION ASSISTANCE 
A.I.D. has historically played a key role in the development of nutrition institutions and programs throughout Asia and the

Near East. National nutrition institutions in the Philippines, Indonesia, Egypt, Tunisia, Pakistan and T 'and have received grants
and technical assistance since the 1960s. The national nutrition programs of Indonesia and India, receive substantial monetary or 
food aid from A.I.D., directly and through PVOs. More U.S. food aid is programmed in countries in the ANE region than any other 
part of the world. 

Authority for A.I.D. action in nutrition comes from a number of Agency policies and strategies. The Asia and Near East 
Bureau draft strategies for the health and agriculture/rural development recognize the interrelationships of their activities with 
nutrition (A.I.D., 1989; A.I.D., 1990). Inhealth, there are compelling biological synergism between malnutrition and disease that 
call for combined actions to reduce mortality and improve health status in a sustained way. In agriculture and rural development,
the new Agency "focus" statement is endorsed with more emphasis on food security at the household level i.e. incomes and food 
consumption, rather than merely production and supnly issues. 

A large number of innovative programs were implemented and many rigorously evaluated during the past fifteen years inthe 
ANE region. Annex IIsummarizes over a dozen of the more important nutrition efforts in the region. The knowledge gained and 
the success of these activities helped influence nutrition programs and policies globally. Yet most A.I.D. supported countries, 
many with large health and ARDN budgets, have not fully utilized this experience in their programs. 

There is no systematic assessment of the nature, level, or quality of 
nutrition assistance provided by A.I.D. to ANE countries. However, evalu- FIGURE 18 
ationsand reviews of a few centrally and bilaterally funded projects suggest ANE Budget Appropriations
that key targets of opportunity were missed. While a number of pilot and 

IIornsdemonstration-type activities were undertaken successfully, A.I.D. was unable 300 - --.... - . ..-- ..-... ......... 
to facilitate incorporation of nutrition components into longer term, ongoing, 22,250-

sectoral policy and program interventions in key sectors (Baker and Sanghvi, 200', \.'74 1 3 
1985; Sanghvi, 1985; BKKBN and CSF, 1986; Sanghvi et al, 1986; McKigney 50 7 
et al, 198E; Pyle, 1989). 00 963 . 450 , "v ,] " i 

48'12 142 '46During this period, A.I.D. faced severe resource constraints especia!ly in 0o 18 ion 1996 
nutrition. The limited number of direct hire nutrition positions in the regional

bureau were phased out, leaving no resources to provide technical support to AgAur)uiURur , HeatrvChil Sur,
 
mission staff involved in HPN and ARD activities. Central programs - Nurilio
 
severely constrained by a small budget in the case of S&T/N - were limited to
 
short term technical assistance, information dissemination, PVO grants (with- Source: A.ID. Congressional Presentation, 1990
 
out provision for nutrition technical assistance), and research, with few
 
resources available to respond to mission project needs. 

FIGURE 19 

One result was inadequate nutrition planning and project design reflected 
in bilateral health/child survival projects. In the past few years, estimated nu- Estimated Nutrition Attribution 
tridomal attributions equalled less than 10 percent of the combined health and ANE 
child survival and only about 3% of the ARDN appropriation for the ANE ,ow 
region (Table V and figure 18). The amount programmed for nutrition fell by 
almost 27% between 1985 and 1990 without considering the effects of inflation 6500 6,,o -,o 
(figure 19). It should be noted that the actual funding of nutrition activities and so.
componerts is probably far less. These figures include attributions based on S
indirect nutrition effects, such as the impact of child spacing on nutritional 
status. '790___ 

4500 - "2 0", 

40cc 

3S00 
IQ" 9497 998 t 9Q' ' 

Source: ISTIICIHI, 1990 
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Table V. 

A~roariations and Nutrition Budgret: ANE Regio 

Agricultur.: Health 
Rural Development and Child Nutrition 

Fiscal Year and Nutrition Survival* (estimated) 
(I) (1) (3) 

1985(2) 6,144 
1986 263,969 76,343 4,753 
1987 222,101 59,921 6,213 
1988 194,140 55,077 4,214 
1989 174,267 50,437 4,583 
1990.4)-------------------..- ---- -. 42 

* Excluding ESFS usedfor health and child survival aciivities. 

Sources: 1. FY 1989 CongressionalPresentation 
2. FY 1988 CongressionalPresewation 
3. CtllHISTIHealth InformationSystem, 9111189 
4. FY 1990 CongressionalPresentation 

Annex III is a listing of ongoing projects which attribute a proportion of their FY 
1988 and FY 1989 obligations to nutrition. In the course of collection of this infor
mation, the difficulty in ascertaining the significance of reported nutrition attribu
tions became clear. In addition, S&T Bureau projects in nutrition and health provide
significant assistance to countries in the ANE region, but these are not easily
disaggregated by country. Work on food consumption and household food security
in the ARD sector and Title II programs comprise the balance of the ANE nutrition 
portiolio. Reviews or tracking infornation on these activities were not available for 
consideration in this paper. 
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IV. STRATEGY FOR NUTRITION IN THE '90s 

A. Foundition 

The precepts on which this regional strategy is proposed consist of: 

- the Bureau is committed to addressing the problems of food insecurity/ consumption and malnutrition becausethey
constrain economic development and prevent the achievement of child survival goals, and because they are important
indicators of the success of development across sectors; 

- the Bureau has access to the needed resources and technologies required to make a significant contribution to this 
problem; 

- severe limitations of A.I.D. staff and funds require that careful choices be made and every opportunity taken to leverage
these resources through other donor coordination, generating host country commitment, and private sector and 
community participation. 

Many characteristics of A.I.D. programming in ANE countries lend themselves to making a substantial contribution to 
nutritional status improvement. AmLrTg them are: 

- long term experience in public health, food aid and nutrition activities, and partnership programs with key centers of 
excellence in the region; 

- an institutional presence in the countries; 

- potential for flexibility, appropriateness and timeliness in the provision of technical and other resources through an 
array of assistance instruments and through ready access to U.S.-based, ANE-experienced, technical experts. 

While supporting counterpart country nutrition policies and interests, the strategy for an effective nutrition component of an 
overall health-population-nutrition strategy must meet the following criteria: 

- contributt; to the decline of child mortality rates and\or malnutrition in the country; 

- be consistent with Agency policy and Congressional directives; 

- emphasize areas where A.I.D. has the comparative advantage either potentially or proven through past experience; 

B. fiopi 

The Goal of the ANE Nutrition strategy is to eliminate severe malnutrition and reduce moderate malnutrition by half in the 
region among children under five years of age in A.I.D.-assisted and countries of the region. The priority target groups under the 
strategy are young children and women of reproductive age. The goal would be accomplished through strengthening the capacity
of A.I.D. and host countries in nutrition programming. Due to cost-effectiveness, A.I.D. management and sustainability
considerations, priority will be given to well designed nutrition components in child survival, health, macroeconomic policy, rural 
development and agriculture (including structural adjustment), population, food aid, education, and food policy programs. From 
time to time, free standing nutrition projects may be appropriate. Special emphasis will be placed on lagetlng services to those most 
in need, especially in A.I.D.'s Child Survival coui.tries. This approach will not succeed unless HPN and Agricultural Development
Officers and mission economists are given adequate skills and incentives to expand their nutrition and food consumption activities. 
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The potential number of activities that could be appropriately recommended to address nutrition related issues in the ANE 
Region is very large. However, limited financial and human resources requires that the strategy be limited, focusing on those 
activities which are affordable, have been proven effective, require minimum management by A.I.D. personnel and have a good 
chance of being sustained. 

There are a number of potential sources of technical assistance to support nutrition and nutrition-related initiatives as presented 
in Table VI. However, due to the severely limited S&T/N budget, mission buy-ins are required for in-country activities. Some 
central funds are available for operations research. 

The proposed activities are summarized in Table V1 below to provide a regionz' nerspective on constraints and targets. The 
targets for nutrition stated in this strategy apply only at the Regional Bureau level. The proposed activities fall into two categories: 

1. 	 priority areas inwhich interventions have proven effective in reducing malnutrition, morbidity and mortality 
are: 

a. infant feeding practices 
b. micronutrients (iron, folate, vitamin A) 
c. low birth weight and women's health and nutrition 

2. 	 cross-cutting themes which concern the status and effectiveness of nutrition activities across interventions 
and sectors. 

a. management and training 
b. private sector and agri-business 
c. operations research 
d. 	social marketing
 

TABLE VI
 

P 	 C 

E
TECHNICAL T e	 

z
ASSISTANCE .0 Z -Z Z- 8 -Z 

RESOURCES FOR - 0 	 Z , Z8 

NUTRITION -
ACTLYITIIES J . "1; 

PrOjec Duratica~d !1 1917 nnt.vetio :a 196A. 19S 19U 19611 191"7 196 1976 IP?6 1911 1964 
(mc 1i!90) 1994 1992 1993 1992 1992 199I 1992, 1994 1993 19691 11 

Prorty Areas 

IntantFeeding 	 f_ 	 m D 

LOW 	 ___8irit,Weight 	 __ _____ x_ 

MiCmtrlntsVZnaMn A 	 x 

Anemia
O3her3Shor tern3assistance 	 x aS 

Managemnent/Training
tec suportA I o Dnuical z 	 1 19_4 

CouerparlPrgrame a a __
 
Pr ale- seasor
 

Social marketring 
Fod tech tlo 	 _ x 


Operartnsresearch x x 	 - I 

NOTES (I) Buy-inmechasnis are unplce trmost of these centraty ranaged protects 

(2) MOStS&T/N prlects reqjure nussion buyrnS Iorheld support adrtiess other than operamons research
(3) FVA Bureau pOlects support PVO act=hies inrutnton 
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-------------------- --------------------

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

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

1. Iate.rvenins 

a) Infant Feeding Practices 
Problems/ProgrammingConstraints Targets/Recommendations 

poor quality/ineffective nutrition education programs and low 
coverage of priority target groups; 

nutrition education messages often don't address real 
problems; 

policies and practices within the health sector that discourage 
appropriate infant feeding, especially lactation; 

- lack of awareness and support for individual components 
making up proper breastfeeding, both within and outside health 
sector; 

appropriate strategies to support women in better infant 
feeding/child care not well developed/adapted to developing 
country conditions; 

title II foods not successfully targeted to pregnant/lactating 
women and children under three years old; 

(All CS Projects- Group 1, Ii andIII Countries). 
- apply social marketing approach to nutirition education efforts; 

c  expand coverage to 80% mothers of under threes; 

- incorporate modules and methodology developed by A.I.D. 
assistance ( e.g., Indonesia - see Project Summaries); 

I(All Group 1,11 and IIl Countries) 

- training and technical assistance in lactation management for 
leading health piartitioners, policy makers and trainers (e.g., 
Indonesia, Thailand, Philippines - see project summaries); 

(Priorityto Group I andI1countries) 
- more formative research; 

- conduct operations research in the areas such as: 

- efficacy of interventions to reduce early growth faltering; 

- seasonal/ongoing household resources/time constraints that women 
face and practical approaches to infant feeding; 

- ways to increase participation and access by women to health 
services and nutrition. 

inadequate availability and promotion of low cost high quality
convenience weaning foods; 

Detailed Discussion: 
Griffiths, 1988 
Baumslag & Putney. 1988 
Naylor et al, 1988 
HOVIPREP, 1984 
Orr, 1972 

(In Group III Countries) 

develop and test private sector initiatives; 

Technical Assistance Resources:
 
Women and Infant Project
 
(including Wellstart)
 
Nutrition Communications Project
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--- --- -- --- -- ---------------------------

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

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

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

b) Micronutrients 

ProblemlProgrammingConstraints 

I. Vitamin A Deficiency 

- prevalence data not available; 

- low coverage of high risk groups; 

- activities not adequately integrated into Health and CS 
programs; 

H1.Anemia 

- Prevalence data not available; 

- supplementation protocol and strategies not well 
developed; 

III. Delivery 

limited infrastructure for delivering micionutrients. 

Detailed Discussions: 
West and Sommers, 1987 
Eastman, 1987 
Storms and Quinley, 1988 
INACG Monograph Series 
IVACG Monograph Series 

Tarets/Reeommendations 

(In Group I. II and III Countries-where datanot available) 

- vitamin A deficiency studies in Pakistan, Burma, Yemen and 

Sri Lanka; 

L---------

(In Group I and 11 Countries where vitaminA is a public 

health problem) 

funding of vitamin A fortification, supplementation and social 

marketing activities to achieve 80% coverage in high prevalenc, 
areas of children under 6 years of age; 

'In Group I and some II Countrieswhere vitamin A is apublic 
healthproblem - e.g, Bangladesh,India,Indonesia, Nepal, 
Philippines) 

train key counterpart and PVO personnel; 

improve cost-effectiveness and management of programs through 
expanded trials with low dose (10,000 - 20,000 IU) supplements 
and better assessment techniques; 

(In Group!,11 and III countries) 

- iron deficiency anemia prevalence studies in countries where nc 

I data are available; 

I(In Group I Countries) 

- establish epidemiology of anemia; 

- expand coverage with supplementation and social marketing 
for anemia control; 

I(In Group 1,!I and!! Countries) 

fortification technologies for Iron and vitamin A developed, 

tested and expanded; 

- private sector initiatives such as product development and retai 
sales of "touics"/ multivitamin supplements; 

Technical Assistance Resources:
 
MotherCare Project
 
Vitamin A Field Support Project
 
Combatting Iron Deficiency Project
 
Food Technology for Development 
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- --------------------------------------------------

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

c)Low Birth Weight & Women's Nutrition 

PlknmlPrerammingConstraints 

- knowledge of epidemiology of low birth weight and malnutrition 
in women; 

-.- .- . . . . . . ..-. . . . . . -. . -...-. 

- cost-effective, feasible interventions packages not available; 

....----------------------

- low coverage of existing nutrition activities intended for pregnant 
and nursing women in PL 480 Title II, social marketing/nutrition 
cducation/communications. Access to women of reproductive 
age. [See section b.II on anemia] 

Detailed Discussions: 
Ashworth and Feachem, 1985 
Anderson, 1989 

Gwatkin et al, 1980 

TargetslRecommendations 

(In Group I Countries) 
- conduct study/carry out survey; 

- develop cost-effective information systems to track patterns 
.--_o f L BW and women's nutrition p bl em _" .. 

- operational research on intervention packages; 

identify and test alternate channels especially in Pakistan, 
Yemen, and Bangladesh; 

- operational research on reasons for low coverage in existing 

programs and creative ways to increase participation and impact 

Technical Assistance Resources:
 
Women and Infants Project
 
MotherCare Project
 
Combatting Iron Deficiency Project
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---------------------------------------------- --------------------

2. 	 Cross-cutting Themes 

a) Mage ntand Training 

P.oblemsiProgrammingConstraints 

rT.p"".sCac"
--	 to-" "m t ' 


- coordination (sectors, mission/AID Washington, Bureaus, 
offices within Bureaus); 

design and technical backstopping; 


development, articulation and advocacy of cohesive nutrition 

strategy/approach that cuts across sectors;
 

inability to track nutrition and nutrition-related activities; 


funding. 


-


fl.
Host Country Capacity 

inadequate capacity in policy anaysis, especially HHFS and 
nutrition in child mortality; 

program design and management approaches outdated; 

missed targets ofopportunity to add nutrition/HHFS concerns

in food sustems policy formation; 

uinadequate public resources allocated to -- FS and nutrition; 

lack of nutrition knowledge among medical and paramedical 
staffs;
 

lack of appropriate nutrition in pre- and in-service training 
curricula of medical/paramedical staff and fieldworkers; 

Targets/Recommendations 

lGroup ,1iand ii Countries) 

full-time technical backstop for nutrition and HHFS ANE/TR; 

full-time, field based sub-regional backstop for Group I
 
countries;
 

full-time local hires in each mission of Group I-111countries; 

HPN & ARD officers systematically and regularly trained in 
nutrition programming relevant to their sub-regions/programs; 

funding: 20% of annual ARDN budget allocated to nutrition/ 

consumption activities; 30% of annual Health andChild Survival 
funds allocated to nutrition-r,',ed activities; 

information system to track nature and level of nutrition and 
HHFS programs and projects developed and maintzined in ANE; 

develop technical assistance contract to assist ANE nutrition 
effort (e.g., training, design, evaluation, OR, TA, database); 

- identify and support appropriate nutrition policy awareness/ 
advocacy/coordination entity that can be effective across sectors; 

support TA oriented to building in-country capacity within 

implementing agencies, in:
 
policy analysis of HHFS

nutrition components of CS 

papplication of new management approaches tonutrition services delivery programs. 

expand public-private collaboraton;
 

streamline delivery of nutrition services and enhance

synergisms through "clustering" services, such as:
 

- maternal heaith + postpartum family planning + 

maternal nutrition + initizrion of lactation; 
o weaning practices + diarrheal disease control; 
, primary school education + nutrition education;
 
, credit, extension services for increasing earnings by women
 

+ household economics and family practices; 

provide technical assistance to upgrade nutrition curricula for 
physicians and paramedicals, giving priority to Group I 
countries; 

support in-service nutrition training for health workers having 
contact with priority target populations. 
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-------------------------------------------- -------------------

ProblemslProgrammin' Constraints Targets/Recommendatios 

- public sector has limited capacity to deliver and sustain nutrition (In allGroups, especially Group III and! countries) 
activities; 

the impact of commercial/private sector nutrition efforts - expand social marketing efforts thrrough public/private
constrained by limited coverage of those at greatest risk; collaboration; 

- limited income generation potential for women under emerging - low cost food technology to produce convenience weaning
agricultural/rural development approaches; and formulated foods for pregnant and lactating women; 

determine feasibility and economic viability of private 
sector efforts in expanding the delivery of micronutrients; 

support agricultural and non-agricultural enterprises that 
increase women's income and provide credit, inputs,
extension services. 

c) Operations Research (Priorityto Group I Countries) 

vitally important nutrition-related questions in prevention/ - develop a list of priority research topics tied to iterventions 
outlined in Section HI.D.1; 

- OR studies designed and carried out with objective of improvin 
effectiveness of nutrition projects. 

Table VII indicates which of the activities discussed above are most appropriate for the country groupings. This is 
only meant to be illustrative and should not be taken as exclusive. 

TABLE VII 
Country 
Groupings Interventions Cross-Cutting Themes 

Infant Low Birth Weight Micro- Management/ Private Operations 
Feeding Women's Nutrition nutrients Training Sector Research 

Bangladesh 
India 
Nepal I / I I / 
Pakistan 
Yemen 

Groupl11 
Indonesia 

II 
Philippines 
SriLanka 

/ I / I / I 

Thailand 

Group III 
Egypt 
Jordon I / I / 
Moracco 
Tunisia 
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GLOSSARY OF TERMS
 

A.I.D. 
ANE 
ANEP 
ANE/TR/ARD 

ANE/TR/HPN 

ARDN 
CARE 
GOBI 

HHFS 
ICDS 
INACG 
IVACG 
NAS 
NIC 
NRC 
S&T/N 
UPGK 
WHO 

Agency for International Development 
Asia &Near East 
Applied Nutrition Education Project 
Asia & Near East/Technical Resources/ 

Agriculture and Rural Developrn.t-nt 
Asia & Near East/Technical Resources/Health, 

Population, Nutrition 
Agriculture, Rural Development Nutrition 
Cooperative for American Relief Everywhere 
Growth monitoring, Oral rehydration, Breastfeeding, 

Immunization 
HouseHold Food Security 
Integrated Child Development Services 
International Nutritional Anemia Consultative Group 
Internation al Vitamin A Consultative Group 
National Academy of Science 
Newly Industrialized Country 
Nutrition Research Council 
Science and Technology/N utrition 
Family Health Improvement Program 
World Health Organization 
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PROJECT SUMMARIES 

During the past two decades, several nutrition programs and studies were undertaken in countries of the ANE 
region. Those for which evaluation results are available, are summarized in this section. In most programs USAID 
assistance played a vital role, directly or indirectly. 

I. 	 INFANT FEEDING 

1. 	 IMPROVING WEANING PRACTICES IN.NGLADSH 

2. 	 WORLD BANK-ASSISTED NUTRITION COMMUNICATION AND BEHAVIOR 
CHANGE IN INDONESIA 

3. 	 USAID-ASSISTED WEANING PROJECT IN INDONESIA 

4. 	 WELLSTART: LACTATION MANAGEMENT TRAINING AND 
TECHNICAL ASSISTANCE 

II. 	 LOW BIRTH WEIGHT 

5. USAID-ASSISTED ICDS PROJECT. INDIA
 

In. MICRONUTRIENT
 

6. 	 SOCIAL MAR KETING OF VITAMIN A IN W. SUMATRA 

IV. 	 INTEGRATED PROGRAMMING 

7. 	NARANGWAL PROJECT. INDIA 

8. 	THAILAND PUBLIC HEALTH AND NUTRITION PROGRAM 

V. 	 NUTRITION EDUCATION 

9. 	 MOROCCO FOOD AID AND NUTI1TION EDUCATION PROJECT 

VI. 	 FORMULATED FOOD 

10. 	 THRIPOSHA PROJECT. SRI LANKA 

VII. SUPPLEMENTARY FEEDING 

11. 	 PROJECT POSHAK. INDIA 

VIII. GROWTH MONITORING 

12. 	 TAMIL NADU INTEGRATED NUTRITION PROJECT. INDIA 

13. 	 KB-GIZI: INTEGRATED FAMILY PLANNING. NUTRITION AND 
HEALTH PROGRAM OF INDONESIA 

IX. 	 SURVEILLANCE 

14. THE INDONESI ANFOODAND NRITION SURVEILLANCE SYSTEM 



PROJECT SUMMARY # 1 

IMPROVING WEANING PRACTICES INBANGLADMH 

Between April 1987 and November 1987, Bangladesh Rural Advancement Committee's (BRAC) Child Survival 
Program, with USAID assistance, tested the growth impact of nutrition education messages designed to improve
weaning practices in 5-14 month old rural low-income children, in Manikganj District. The education approach
consisted of paid village workers teaching volunteer mothers (through demonstration and follow-up visits) how to 
prepare and feed weaning age infants; the volunteer mothers then taught community mothers in the same way. A total 
of 71 treatment children were compared with 66 matched controls at the end of the education intervention and six 
months after its termination in March 1988. The following results were observed: 

o 	 energy and protein intakes increased significantly in the treatment group following
nutrition education; the treatment group consumed an average of 75 kcals and 2.2 
grams of protein more than the control group; 

o 	 however, despite a very well implemented and supervised education program, the 
energy gap remained large at 25 percent of maintenance requirements; the protein gap
is estimated at 40 percent (this includes a multiplier of 1.5 for infection); 

o 	 these intakes in the treatment group seemed adequate to prevent further growth
deterioration (at enrollment, program children were at an average, 2 standard deviations 
below NCHS standards) but not sufficient to allow the children to catch up with 
standards; 

o the average weight gain in the treatment group over the 5-6 month observation period 
was .24 kg/month or 8.0 grams /day versus only .17 kg/month or 5.7 grams/day for 
controls. 

Costs:
Implementors: BRAC, Tufts University. 



PROJECT SUMMARY # 2 

WORLD BANK-ASSISTED NUTRITION COMMUNICATION
 
AND BEHAVIOR CHANGE IN INDONESIA
 

From 1977 to 1981, the Government of Indonesia with World Bank assistance designed and implemented a nutrition 
education/social marketing program in five areas, covering a population of 225,000 (37,000 beneficiaries). Activities 
included a thorough design phase including surveys, marketing-type informal research, demonstrations and trials, 
followed by a campaign that covered training of 2000 kaders, action posters, radio spots in dialogue format and 
built-in evaluation from the outset. One year after the full implementation of the project, the percentage of children 
falling in various weight for age categories in program and comparison villages is shown below: 

%of Standard Children in Nutrition Children in 
Weight for Age Education Villages Comparison Villages 

Less than 60 0.0 1.2 
60-74 10.0 18.2 
75-89 42.4 40.0 

90 or more 47.6 	 40.6 

Compared to non-project children who were similar at baseline: 

o 	 the mean weight of project children in their second year of life was a significant 

one-half to one kilogram higher; 

o 	 forty percent of the children were growing more rapidly; 

o 	 the proportion of moderate and severely malnourished children was half in the 
project children; 

o 	 mothers and children were consuming a significantly greater variety and quantity 
of foods. 

C=: To cover a population of 100,000, initial costs are estimated at approximately $65,000 per annum (in 1983),
and $35,000 per annum once the program is fully operational. The National Family Nutrition Improvement Program 
(UPGK) costs $91,000 for .ie same size population. 

Implementors: Directorate of Nutrition, MOH, Manoff International, World Bank. 



PROMCT S !yiJARY#3 

USAID-ASSISTED WEANING PROJECT IN INDONESIA 

Starting in November 1985, the Government of h, onesia with USAID assistance undertook a pilot program in the
provinces of East Java and Nusa Tenggara to examine the impact of enhanced communications on improving feeding
practices of children ages 0-24 months, in the national nutrition program UPGK. The evaluation consisted of two 
cross-sectional (before and after) surveys conducted on project and comparison groups almost a year after the program
began (Manoff Group Inc., 1989) and demonstrated: 

0 improved knowledge of mothers' and kaders' child feeding practices particularly 
concerning breastfeeding, age at introduction of complementary foods, and 
appropriate mixes for weaning, as well as improved child feeding practices in 
these areas; 

o 	 higher c.leric adequacy in the diets of 6-9 and 25 months and older program 
children; 

o 	 significantly higher weight-for-age and height-forage of children in the program 
area; 

o greatest impact resulted from messages that were precisely stated and included a
"product" with a special name; 

o 	 face to face communication with mothers was critical and providing kaders 
counseling materials, precise messages, and supervision was very important. 

Implementors: BKKBN, USAID, The Manoff Group. 



PROJECT SUMMARY #4
 

WELLSTART: LACTATION MANAGEMENT TRAINING AND TECHNICAL ASSISTANCE
 

In 1983, A.I.D. funded the development of a center of excellence - WELLSTART, San Diego - to provide training and 
technical assistance to health practitioners and policy makers. Training is given to teams of hospital and clinic staff
involved in deliveries and postpartum care for the purpose of improving th, establishment of lactation and initiating
exclusive breastfeeding in hospital and supervised births. Studies funded by A.I.D., W.H.O. and others had earlier 
shown the association of inadequate breastfeeding with hospita! births, and documented the widespread mismanage
ment of lactation in health services. Among the teams from 50 t-aching hospitals in 22 countries trained during 1983
1989, follow-up reports from Indonesia, Philippines and Thailid (N-jlor, et al, 1989) indicate that: 

o 	 in the 15 hospitals studied, routine bottle-feeding of breast-fed infants dropped 
from 79 percent to 14 percent after training; 

o 	 In Indonesia, morbidity decreased by 86.9 percent during the six months following 
the initiation of the lactation management approach, and infant mortality from 
infectious diseases decreased by 63.6 percent; 

o 	 in one hospitals in the Philippines, which delivers between 80 and 100 babies daily, 
cost savings of over $100,000 yearly have been realized. 

Costs:ILmklmentors: Teaching Hospitals in Indonesia, Philippines, Thailand and WELLSTART/San Diego. 



PROJECT SUMMARY # 5
 

USAID-ASSiSTED ICDS PROJECT. INDIA 

The Integrated Child Development Scheme (ICDS) of the Government of India, begun in 1975, provides preschool
education, food supplements, nutrition education and health services throughout the country using a network of 
preschool centers (anganwadis). Children under the age of six years and pregnant and nursing women are the 
beneficiaries. Since 1983, USAID assists the sates of Gujarat and Maharashtra in 3,844 villages of two districts, to 
refine and supplement the ICDS program and improve its effectiveness. Studies and evaluations conducted in these 
districts (Anderson, 1989) have shown that: 

o 	 None of the pregnant women studied achieved standard weight for height by the 
end of pregnancy. Weight gain during pregnancy averaged 6 kg., one-half of the 
recommended. Arm-circumference of 22.5 cm. was an accurate identifier of high
risk women, i.e. those weighing less than 40 kg. (maternal weight below 40 kg. is 
a good predictor of risk of low birth weight); 

o 	 Ninety-three percent of the pregnant women in the third trimester in study villages 
had hemoglobin concentrations less than international standards for anemia in 
pregnancy; 

o 	 Only about 25 percent of the eligible women in the study received food 
supplements during 1986-87; 

o 	 The prevalence of low weight-for-age in neonates (under 1 month old) was 24 
percent lower in the supplemented group of women. Participation during the 
second as well as the third trimester doubled the weight difference (380 gm. vs 190 
gm. greater than the unsupplemented group). Iron and folate suppleiZnts also 
doubled the weight increase over infants of women with neither food nor nutrient 
supplements; 

o 	 The relative risk of low birth weight is significantly higher in women weighing less 
than 40 kg. The risk of moderate and severe malnutrition in one to three year olds 
was also two to three times higher, demonstrating the impact of maternal 
malnutrition well beyond early infancy; 

o 	 A large proportion of women entered and exited from pregnancy with substantial 
weight deficits, even when supplemented. Because maternal weight status appears 
to have a significant and long standing impact on child malnutrition, nutrition of 
adolescent girls should receive higher priority. 

Costs: 
Implementors: Ministry of Human Resource Development, State Governments of Gujarat and Maharashtra, 

University of Baroda, USAID, JSI. 



PROJECT SUMMARY # 6 

SOCIAL MARKETING OF VITAMIN A IN WEST SUMATRA 

In October 1987, f'.. Government of Indonesia, with USAID assistance, launched a social marketing campaign to raise
vitamin A capsu,; (YAC) coverage and increase the consumption of dark green leafy vegetables (DGLVs) in the 
Pariaman distr';, of West Sumatra. The VAC campaign included training and motivaion of kaders, radio, and 
banners. The DGLV message was conveyed through radio, posters, platic shopping bags for vegetables, and 
counselling materials and posters for health personnel. An evaluation study conducted in 1989 showed the following
compared to baseline: 

o 	 VAC coverage increased initially from 20 percent to 68 percent, then dropped back to 58 percent 
(attributed to a high kader drop-out rate); 

o 	 consumption of DGLVs among pregnant and nursing women more than doubled (24-hour recall), and 
increased more than 60% in the 5-60 months age group; 

o 	 the cost of expanding the program to West Sumatra is estimated to be: $0.28 per mother or child who 
increases DGLV consimption to sufficient levels, and $0.05 per VAC delivered. 

Costs:Imnlementors: Directorate of Nutrition, MOR, Helen Keller International, The Manoff Group. 



PROJECT SUMMARY # 7 

NA. 	 ANGWAL PROJECT. INDIA 

Based on the landmark Khanna/India and Guatemala studies of the interactions of nutrition and infection, the
 
Narangwal study estimated the cost-effectiveness of combining health care with nutrition interventions on mortality,

morbidity, growth, and development of children under three years of age. Nutrition services consisted of growth

surveillance (weight and height), selective feeding (children below 70 percent of Harvard standards) and nutrition
 
education in groups and home visits.
 
Approximately 1,000 children in 10 study villages were followed longitudinally from 1969 to 1973. Results
 
(Kielmann, et al, 1981) showed that:
 

c 	 three variables had major additive effects inaccounting for better growth: nutrition 
intervention, caste and sex. A high caste male from a nutrition care village 
averaged Z.5 kg more in weight and 6.0 cm in height at 36 months than a low caste 
female from a control village; 

o 	 children receiving the supplementary feeding component showed significantly
lower 1-3 year mortality (difference of 7.6 per 1000) and significantly better 0-3 
year growth (height); perinatal mortality was significantly lower (43.3 fewer deaths 
per 1000 live and stillbirths) compared with controls; 

o 	 from 15 to 25 percent of children (depending upon season, sex and caste) remained 
below 70 percent of Harvard standards for two consecutive months, despite 
nutrition coverage. 

Costs:Implementors: John Hopkins University, Indian Council of Medical Research, the Punjab Directorate. 



PROJECT SUMMARY #8 

THAILAND NATIONAL NUTRITION AND PRIMARY HEALTH CARE PROGRAM 

Since 1982, nutrition activities are conducted as part of the national primary health care system focused in rural areas 
and urban slums. Activities include: growth monitoring and nutrition surveillance, food c)upons for children with 
third degree malnutrition, nutrition training of community volunteers, and community nu rition education. Children 
with second and third degree malnutrition (weight-for-age) are weighed monthly and measured for ieight. Those with
less than 90 percent reference height receive food coupons, medical care and nutrition education. All others are 
weighed quarterly and mothers receive nutrition education. Volunteers conduct growth monitoring activities after a
2-5 day training program conducted by program staff. Thailand has experienced remarkable economic prosperity in 
the past decade and evaluation of nutrition interventions is not available. However, data from growth monitoring 
activities (USAID, 1989) show: 

o coverage of 98.4 percent of villages and 84.8 percent of children under five with nutrition activities; 

o 	 increase in the proportion of well-nourished children from 49 percent to 7S percent during the period
1982 to 1988. 

PERCENTAGE OF CHILDREN IN 
GROWTH MONITORING PROGRAM 

100

78 

40- ;36; 

2 2 0.0402 

0 

NoI 	 II I 

I Pre.nter.en 12 Posot- rvennon'8 

.C.9.: National budget for nutrition activities has increased from US$1.7 million in 1982-86 to a projected US$4.4 
million for 1992-2001. 

Implementors: Ministries of Public Health, Agriculture and Cooperation, Education and Interior; University Bureau. 

http:Pre.nter.en


PROJECT SUMMARY # 9 

MOROCCO FOOD AID AND NUTRITION EDUCATION PROJECT 

In April 1975, Catholic Relief Services introduced nutrition education courses in its 300 food distribution centers. As 
part of the PL 480 Title II program, families certified to be below the poverty level were eligible to receive 
approximately 45 kilograms per child under three (3 rations per family), annually. 

The nuti.ioiin eucation component funded the recruiting of some 500 "monitrices" from villages with social
education centers to be trained as teachers, and 30 supervisors. The educational curriculum was especially geared to
the needs of low income women and included: infant feeding, sanitation, personal hygiene, treatment of childhood
diseases. Activities consisted of monthly classes of 20 to 50 minutes each, weighing of children, and food collection
in exchange for a 2 Dirham ($0.54 in 1980). Results of the 1980 evaluation (Gilmore et al, 1980) showed that: 

o 	 the program reached an estimated II percent of the families below the poverty line 
nationally; 

o 	 the food equalled an income supplement of from 4 to 24 percent of the $50 to $260 
per capita incomes of recipient families; 

o 	 32 percent of the children below 5 years of age entering the program were 
malnourished (<80% expected weight for age), the combined effects of food and 
nutrition education appears to have lowered this number to 11 percent in children 
who had been participaing for about 3 years. Food without nutrition education did 
not appear to change the percentage of malnourished. 

o 	 nutrition education program mothers showed higher nutrition knowledge scores and 
improved weaning practices; they demonstrated an understanding of growth charts. 

Cost:Implementors: Ministry of Social Affairs, CRS. 



PROJECT SUMMARY # 10
 

THRIPOSHA PROJECT. SRI LANKA
 

Starting in 1972, CARE and GOSL, implemented a nationwide program to improve the nutritional status of preschool
children, pregnant and nursing women through the distribution of a packaged, formulated food, "Thriposha" through
health centers, in combination with nutrition education (growth monitoring is conducted thite monthly) and basic 
health care. The food formulation allows substitution of donated commodities (PL 480 Title II WSB and/or CSM)
with locally grown cereals/soybeans. Low-cost Extrusion Cooking (LEC) technology is used for preparing the 
supplement. Coverage expanded from 75,000 in 1973 to 632,000 in 1983. An evaluation of program impact based on 
records of 1799 children at 42 urban and rural sites (Drake, et al, 1982), showed that: 

o 	 the proportion of children weighing less than 70 percent of the standard was lowest 
in children who had participated the longest in the program, in all age groups. Of 
children 12-24 months old who had participated for 1-6 months, 37.6 percent were 
malnourished compared with 26.4 percent malnutrition among children who had 
been participants for over a year; 

o 	 the impact was likely due to the combined package of services which included 
immunizations and health care, nutrition education, and the food supplement. 

Beginning in 1980, Thriposha was commercially marketed as a weaning food. A survey in 1984 showed that 
commercial Thriposha was consumed in significant quantity and lower income groups were among the purchasers 
(Hornstein, 1985). 

Cos: Cost per child is estimated (in 1976) at US$4.46 annually for administration and US$6.68 for food. 

Implementors: Government of Sri Lanka, CARE. 



PROJECT SUMMARY # I1 

PROJECT POSHAK. INDIA 

From 1971 to 1975, CARE in collaboration with the Government of India, undertook a feasibility program to increase 
the coverage and quality of food distribution programs aimed at children 6 - 36 months of age. Monthly distribution 
of a processed weaning food (PL 480 Title II ICSM) from health centers in rural areas was accompanied by nutrition 
education and preventive hclith care. Thirteen thousand children and 2500 pregnant and nursing women were enrolled 
in 514 villages of 12 districts in Madhya Pradesh state. Evaluations and studies (Gopaldas et al, 1975) showed the 
following: 

o calorie and protein intakes of children under 18 months of age and nutritional status 
did not improve sXgnificantly, possible factors: strong traditional beliefs about 
infant feeding, diarrhea and other diseases were common, women were frequently 
engaged in agricultural work; 

o 	 participation and coverage of pregnant and nursing women remained negligible; 

o 	 improvements occurred in nutritional status of older children, nutrition knowledge 
and skills of health center staff, utiliza'ion of family planning services offered 
through health services; 

o 	 families did not continue feeding special qupplements to young children from their 
after the donated food was phased out despite nutrition education using local 
recipes; 

o 	 the quality of the program varied tremendously from health center to health center. 

Csts: Cost per child per year was estimated at US$3.40 for administration and US$11.60 for food in 1976. 

Implementors: GOI, Government of Madhya Pradesh, CARE. 

http:US$11.60


PROJECT SUMMARY # 12 

TAMIL NADU INTEGRATED NUTRITION PROJECT 

From 1980 to 1987, the Government of Tamil Nndu, with World Bank assistance implemented a program of a highly
selective (age and velocity of weight gain among ciidren), targeted supplementary feeding for malnourished children 
6 to 36 months of age, and high risk pregnant and nursing mothers. Strong emphasis was placed on growth
monitoring, social marketing of nutrition messages, comprehensive health services and careful tracking of 
information. A community nutrition worker was recruited, trained and deployed in each of 9,000 communities, as 
well as instructors, supervisors and nutrition officers to support this system. Rural areas of six districts with the largest
caloric deficits in the state were selected with a target population of 8,250,000. Of the beneficiary population of 
900,000 who received health and nutrition services, 450,000 children were weighed and 120,000 were fed (27%). Of 
the mothers, 34,000 were fed. Results of the evaluation showed that: 

o 	 Participation in growth monitoring was kept over 90 percent. Of those who 
received supplements, 65 percent achieved adequate growth velocity in 90 days of 
supplemental feeding, and a further 15 percent in 120 days; 

o Serious and severe malnutrition (below 70 percent median weight-for-age of Indian 
standards) dropped from 19 at baseline to 12 percent two years later, compared
with an increase from 16 at baseline to 30 percent, in comparable non-program 
areas. Among the one to three year olds, there wa.; 40 percent less serious and 
severe malnutrition at mid project evaluation in the pilot area. By the end of the 
project, preliminary estimates showed a 50 percent or greater decline in the 
malnourished aged seven months to five years old; 

o 	 An estimated 76,000 or more children would be prevented from moderate 
malnutrition and 12,400 fewer would die over a four-year period, if the project 
were expanded statewide, at a cost of S1,482 per death averted per year. 

Cos: Estimated costs of expansion per 100,000 persons are $102,000 per aiinum (includes $30,000 for food) in 
1985. The cost per child weighed and screened is estimated at $7.02 annually in 1985. The cost of overcoming
malnutrition through a statewide expansion would average $33 to $126 per child depending upon severity of the case 
(compared with nutrition rehabilitation centers in Haiti estimated to cost $3,600 per child and in Guatemala $5,300 per 
child). 

Implementors: Directorates of Social Welfare and Health/GOTN, Dept. Evaluation and Applied Research/GOTN. 



PROJECT SUMMARY # 13 

KB-GIZI: INTEGRATED FAMILY PLANNING, 
NUTRITION AND HEALTH PROGRAM OF INDONESIA 

In 1979, the Government of Indonesia initiated an enhanced Family Nutrition Improvement Program (UPGK) in the 
province of Bali and ten Regencies in East Java. The basic package consists of monthly weighings of children under 
five; provision of nutrition and family planning information and education to mothers including food demonstrations; 
distribution of vitamin A capsules, ort and iron supplements for pregnant and lactating women;referral of severely
malnourished children to health center staff, education on home gardens, and family planning services. Trained
 
village nutrition volunteers (kader) manage these activities at the village weighing post which is the focal point.
 

An evaluation of the first five years of program implementation in East Java and Bali (BKKBN, Indonesian 
Universities and Community Systems Foundation, 1986) showed that: 

o 	 In both provinces the purpose of growth monitoring is well known among 90 
percent of mothers of eligible children, about 70 percent attended at least once, and 
approximately 50 percent had growth charts. There was a stronger tendency for 
mothers to bring children aged 12 to 30 months, rather than children aged 0 to 12 
or 30 to 60 months; 

o 	 Mothers' participation in weighing post activities improved when supplementary 
feeding was provided at the post, especially in villages where participation was 
low; 

o Mothers did not correctly recall program messages concerning the feeding of 
colostrum, age at introduction of solids, and frequency of feeding solids; 

o 	 Attendance at weighing posts was closely related to knowledge of at least one 
dietary source of vitamin A and consumption of vitamin A capsules, especially in 
East Java; 

o 	 In East Java there was a significant relationship between mothers having ever 
attended the weighing post and weight for age of the youngest child (12 to 30 
months); 

o 	 Mothers education was a significant determinant of knowledge of good infant 
feeding practices. Wealth and mothers education were important determinants of 
nutritional status. 

Costs:
lmlmno National Family Planning Coordinating Board of Indonesia (BKKBN). 



PROJECT SUMMARY #14 

THE IN ESIAN FOOD AND NUTRITION SURVEILLANE SYSTEM 

Since 1978, the government of Indonesia, with USAID and World Bank assistance, has been developing nutritional 
surveillance activities that are unique in their comprehensiveness and effectiveness. The system has three main 
components: the Timely Warning and Intervention System (TWIS) to address recurrent consumption shortages in 
selected districts; surveillance for national planning and policy formation; and provincial/district level, planning
oriented surveillance. A review of the system in 1987 (Marks and Haas, 1987) showed that: 

o 	 TWIS is now operational in 28 districts of 9 provinces prone to food consumption 
crises, and evaluations of the Central Lombok TWIS suggests that ti-e system has 
contributed to preventing crises since it has been operational; 

o 	 two types of indicators are used in TWIS: those that predict the drop in 
consumption (agricultural information, such as land area planted and crop yields to 
project employment and income impacts in food insecure households), and staple 
food consumption in a sample of "marginal" households: 

o 	 procedures for data management and linkage with decisions vary from area to area; 

o 	 interventions used to prevent the crises have varied according to the cause and 
timing. Examples: when plantiajg has failed, seeds were provided or assistance 
given to start secondary crops (corn, soybeans, sorghum); when a shortfall in rice 
and associated employment has scemed imminent, emergency public works 
projects have been planned and implemented in affected areas, and the timing and 
location of developmental projects changed to benefit the affected areas; when con
sumption shortage occurred, food credits have been distributed to vulnerable 
households, and where needed, rice sold locally at the standard price; 

o a limiting factor at this time is limited capacity at provincial/district level and 
among national planners to conduct the studies and analyses needed for optimal use 
of information from the system. 

Costa:
 
Implementors: BAPPENAS (National Planning and Development Agency), NIHRD, MOH, CRDN (Center for
 
Research and Development in Nutrition), Bogor Agricultural Institute, Cornell University.
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USAID HEALTH INFORMATION PROJECT 
CENTER FOR INTscNAT1ONAL HEALTH INFORMATION 

PROJECTS IN ASIANEAR EASTWITH A NUTRITION COMPONENT 

DATA NOTES 

Projects are ientifled for the Health Projects Database (HPD) through the Congressional

Presenttson and the Annual Budget Submissions. The primary source for coding activities is the

annual Health and Chii Survival uestionnaire. Various other A.I.D. and project documents are
also used for coding. 

*The abbreviations for nutrition activities used on this table are: 

BF Breast feeding (3M Growth monitoring
 
IF Infant feeding VT Vitamin A
 

Other abbreviations: 

BR Biomedical research CP .Community partcipation

DC)< Data collection/analysis FE Feasibility studies
 
HE Health education HR Human resource development
ID Infrastructure development MM4 Mass media &communicatin 
CR Operations research PV Private sector involvement 
RS Other research SM Social maketing
TA Technical assistance 1T Technology Transfer 

The projects on this table which do not have specific nutrition activities listed have been coded for
 
general nutrition activities.
 


