UNICEF-ADB-RETA

Reducing Child Malnutrition in Selected Asian Countries

National Strategy to Reduce Child Malnutrition

In India

Co-ordinated by

Department of Women & Child Development

Ministry of HRD, Government of India

Administative Staff College of India

Bella Vista, Hyderabad – 500 082

December 1997

Situation Analysis: Micronutrient Deficiencies

1.   Iron deficiency 

Nutritional anaemia is one of the major nutritional problems among pre-school children, expectant and nursing women. More than a half of pre-school children & adolescent girls and nine out of ten (87.5%) of expectant women in their third trimester suffer from anaemia.  Recent analysis of different food stuffs has shown that the iron content is very low thereby indicating that anaemia is primarily due to inadequate consumption of dietary iron rather than the poor absorption iron as believed earlier.  Poor quality of environment and un-hygienic habits make the community vulnerable to diseases such as malaria and hookworm infestation which further aggravates this situation.  About 269 million Indians are estimated to suffer from anaemia and nearly 55,000 maternal deaths are attributed directly or indirectly to Iron deficiency.

2.  Vitamin A deficiency 

Vitamin A in one of the most limiting nutrients in Indian diets.  Though repeat surveys of NNMB indicate that the prevalence of Vitamin A deficiency – usually identified on the basis of bitot’s spots – has declined form 2% (1975-79) to about 0.7%, it still continues to be a public health problem as per WHO criteria.  It is estimated that in India more than 30,000 pre-school children go blind every year because of severe Vitamin A deficiency.  While Vitamin A deficiency is rare during infancy due to adequate liver stores acquired from mother, its prevalence increases with age.  Higher prevalence is noticed among school children irrespective of income levels.  In urban areas, the slum dwellers, industrial labourers, middle and low income groups constitute the most vulnerable groups.

3.  Iodine Deficiency Disorders

It is estimated that out of 200 million people residing in goiter endemic areas, more than 50 million have goiter and about 9 million suffer from different degrees of mental and motor disabilities.  It is also estimated that iodine deficiency accounts for 90,000 still births and neonatal deaths every year.  Prevalence of goiter in these regions ranges from 1.5% (Assam) to 68.75 (Mizoram).  Recent surveys suggest presence of goiter beyond the known endemic areas.  An ICMR survey in 14 districts indicates that prevalence of cretinism is alarmingly high.  Unlike the other micronutrient disorders which are secondary to poor consumption (Vitamin A) or low absorption (Iron), deficiency of Iodine is primarily due to content in ground water as well as foods grown in that area.  Consequently, supplementation becomes a necessity.

Program Actions to Improve Malnutrition 

A.  Supplementary Feeding Programmes

1.  Integrated Child Development Services (ICDS)

2.  Tamil Nadu Integrated Nutrition Project (TINP) India

3.  TINP II

4.  Midday Meal Programme

5.  Nutritional Anaemia
The National Nutritional Anaemia Control programme, started in 1970 and revised in 1991, aims at significantly decreasing the prevalence and incidence of anaemia among women in reproductive age group, especially pregnant & lactating women and pre-school children The programme focuses on the following strategies: 

i.   Promotion of regular consumption of foods rich in iron 

ii.  Provision of iron and folate supplements in the form of tablets (folifer) to the high risk groups 

iii. Identification and treatment of severely anaemic cases 

The programme is implemented through the network of Primary Health Centres and Sub-centres. The beneficiaries and the doses are: 

a. Pregnant and lactating women: l00 mg of elemental Iron and 500 micro grms. folic acid for 100 days after first trimester of pregnancy. 

b. IUD users: 100 mg of elemental Iron and 500 micro grms. folic acid for 100 days.

c. Children aged 1-5 years: 20 mg of elemental iron and l00 micro grms. of folic acid for l00 days every year . 

In case of women suffering from severe anaemia (haemoglobin < 7 grms./dl), therapeutic dose of one adult tablet of iron is to be given twice daily for a minimum of 100 days. Functionaries of ICDS assist in the distribution of tablets to children and mothers in areas where ICDS is in operation and also impart education to mothers on prevention of nutritional anaemia.  Department of Food, Ministry of Food and Civil Supplies is responsible for promoting production of iron rich foods.  

In addition to provision of Iron and folate supplements, the programme envisages to promote consumption of foods rich in Iron. The other objective was to identify and treat severely anaemic cases. An ICIMR evaluation in 11 states ( 1985-86) revealed low coverage as well as poor impact of the programme on prevalence of anaemia. 

6.  Nutritional Blindness
The Govt of India has developed two strategies to combat the problem

a.  Massive Dose Vitamin A prophylaxis programme: 

i.  Objective: Started by the Govt in 1970 and revised in 1991, the programme objective is to prevent nutritional blindness and eye damage. 

ii. Beneficiaries: Target children for programme initially included those between 1-5 years. Once every six months these children receive 200,000 IU of retinol. After a review in 1989, children of 6-11 months age were also included in the programme and they received a single dose of 100,000 IU retinol along with the measles vaccination. 

iii. Strategy: In addition to the short term strategy of administration of mega doses of vitamin A, the long term programme strategy focuses on improving the dietary intakes as the ultimate and sustainable solution to the problem. The major thrust areas of the programme include: 

a. Promotion of regular consumption of dark-green leafy vegetables or yellow fruits and vegetables 

b. Promotion of breast-feeding and colostrum

c. Oral prophylactic Vitamin A 

d. One dose of 100,000 IU Vitamin A to infants of 6-11 months. 

e. Six-monthly doses of 200,000 IV Vitamin A to children between 1-5 years. 

f. Prompt treatment to severe forms of Vitamin A deficiency cases by administration of single oral dose of 200,000 IU immediately on diagnosis and a follow-up dose of 200,000 IU 1-4 weeks later. 

iv. Implementation: The programme is implemented through primary health care network. The prophylactic doses are administered by paramedical staff working at the health sub centres. In the areas where ICDS is in operation, the anganwadi workers help the health functionaries in administration of massive dose vitamin A. 

v. Coverage: According to Ministry of Health, GOI, about 68% of 6-11 month infants and 25 percent of children in 12-60 months received massive dose of vitamin A. This indicates that the strategy of dovetailing vitamin A administration with measles immunisation worked well. Since such immunisation contacts are rare afterwards, the coverage rates have fallen steeply. 

vi. Constraints: While there was significant reduction in Xerophthalmia in the areas where programme was implemented successfully, an evaluation suggested that programme was poorly implemented in many areas. The common reasons for this include: 

a. Limitations in supply of synthetic Vitamin A resulting in restricted operation. 

b. Poor logistics and supervision 

c. Low level of community awareness due to ineffective IEC strategy 

b. Fortification of Vegetable Oils: It has been made mandatory by law for all vanaspati (hydrogenated vegetable oil) marketed in the country for human consumption, to be fortified with 25 IU retinol per gram of oil. However, since the levels of consumption of vegetable oil are very low among the poorer sections, this strategy may be of limited benefit to the vulnerable sections. 

7.  Universal Salt lodisation Programme: 

The most popular control measure for Iodine Deficiency Disorders has been fortification of common salt with Potassium Iodate. In India the salt iodisation programme was started way back in 1962 based on studies conducted in Khangra Vally, Himachal Pradesh. Though India was one of the first countries to start a National Goitre Control Programme (NCGP) nearly three decades ago, the programme is plagued by several operational constraints. An independent assessment undertaken by Nutrition Foundation of India identified inadequate production, lack of co-ordination between the various departments involved in the programme which resulted in transport problems and free availability of non iodised salt in the endemic areas, lack of quality control which resulted in low iodine content by the time salt reached the consumer as important constraints of the programme. 

The NCGP, which has gone through five phases of changes, is now popularly known as Universal Salt Iodisation (USI) programme. The major achievements of the programme are establishment of 650 salt iodisation plants with an annual installed capacity of over 80 lakh tonnes. Also, through deployment of mobile laboratories, the quality of iodised salt is being constantly monitored. Constant advocacy resulted in 30 out of 33 states and Union Territories to enforce ban on sale of non iodised salt for edible use. To create community awareness, various IEC material for the benefit of producers, traders and general public have been developed and circulated widely. 

B. Food Safety Nets- Public Distribution System (PDS)

C.  Poverty Alleviation Programmes

1. The Integrated Rural Development Programme (IRDP)

2. The National Rural Employment Programme (NREP)

3. The Rural Landless Employment Guarantee Programme (RLEGP) and Jawahar Rozgar Yojana (JRY)

D.  Health Programmes

E.  Water and Sanitation

Summary

This chapter essentially deals with both direct and indirect nutrition interventions currently being implemented by different ministries in India. The major food-based interventions include Supplementary Nutrition Programme implemented through Integrated Child Development Services (ICDS), TINP, Mid-day school meal and Micronutrient supplementation/fortification programmes. In addition to these direct interventions, several safety nets and poverty alleviation programmes are being implemented to ensure household food security, especially for the poorest sections of the society. Many of these programmes are observed to be poorly targeted and could not deliver the expected results.

Despite these limitations, programmes such as ICDS, (which delivers a package of with pre-school education and supplementary nutrition for mother and child) and TINP which targets younger age group, have given good results and need to be expanded. The MDM programme has the dual objective of improving nutritional status and school attendance. In the state of Tamilnadu, the programme is most well entrenched. Though criticised as being too cost-intensive, its role in the remarkable reduction of birth rate in Tamilnadu has been appreciated. The not-so- directly visible benefits of such programmes need to be investigated. 

For combating micronutrient deficiency, the Government of India has three programmes -anaemia control programme (Iron folate -administration to pregnant and lactating women & pre-school children) the nutritional blindness programme (massive dose Vitamin A prophylaxis programme) and universal salt iodisation programme. Factors contributing to less than desirable impact have been discussed. Universal iodisation of salt has markedly reduced the incidence of Goitre. 

Other indirect programmes include PDS and poverty alleviation programmes. While all of them have provided some kind of safety net for the poor, their efficiency needs to be improved by better targeting, improved implementation with back-up support, increased investment and plugging leakages. Greater community involvement through decentralised administration was suggested for improving efficiency of these programmes. 

Improving Child Nutrition – Strategies and Actions

A.  Improving efficiency of on-going nutrition interventions

1. Micronutrient relevant Issues

The micro-nutrient deficiencies often do not attract community attention as there is no natural hunger for them. Hence, they tend to get neglected. The important micro-nutrient problems in the country are anaemia, vitamin A deficiency and Iodine Deficiency Disorders. At present, the first two problems are being addressed through supplementation for high risk groups, while fortification of salt is being adopted to address the IDD. Several evaluation studies indicate that the coverage of iron and vitamin A supplementation is very low, resulting in poor impact. This highlights the need for adopting alternative strategies to improve the situation. About 70% of Indians use iodised salt and 30 out of 33 states/union territories in the country have banned the use of non iodised salt for edible purposes. The current IEC strategies could not effectively generate the demand for these micro-nutrient interventions. Also, the critical ingredients required for these micro-nutrient interventions such as potassium iodate and synthetic vitamin A are being imported, resulting in supply bottlenecks, especially in the case of massive dose Vitamin A. In fact, the current strategies are essentially short term solutions and there is a strong need to develop long term sustainable strategies with focus on dietary modification and ensuring supplies through horticultural intervention. 

B.  Strategies and Actions

1. Micro-nutrient deficiencies:

i. Blister packed IFA tablets in red colour which matches with that of blood, may be regularly supplied to all pregnant women using convenient outlets such as anganwadi centres and sub centres. Expectant mothers need to be educated that they should consume these tablets at least two hours after a meal to ensure better absorption and thereby enhance their effectiveness. All women members of panchayat should be mobilised for identifying and registering pregnant women to ensure that they receive IFA tablets regularly.

ii. Building-up the iron stores by weekly supplementation of Iron and folic acid tablets to adolescent girls would effectively control anaemia and thereby improve birth weights of their children. This will be achieved through social marketing strategies with active involvement of the anganwadi workers. Aluminum foil blister packing will reduce the spoilage of IFA tablets due to weather and poor storage conditions and also will have a visual appeal, promoting compliance. 

iii. Improved mobiliser-community ratio would also result in enhanced reach and consumption of iron and folic acid tablets by all the programme beneficiaries. The mobilisers can also promote long-term sustainable strategies like horticultural intervention and dietary modification to reduce micro-nutrient malnutrition. 

iv. Three doses of Vitamin A concentrate should be administered to all children - first between 9 to 12 months with measles vaccine, second at 18th month with DPT and OPV booster and the third on completion of two years. Such universal coverage of an children during the most critical period would be logistically more feasible and protects the children when they are exposed to the risk of nutritional blindness as well as growth faltering. This would optimise the utilisation of available synthetic Vitamin A. 

v. Strong IEC campaign must be launched to enhance the community awareness regarding the benefits of iodised salt. Ban on sale of non-iodised salt in the country may be effectively implemented along with a community monitored quality appraisal systems involving local bodies like panchayat raj institutions to ensure 15 PPM of iodine at the consumer level using test kits.  

vi. Long term strategy of improving the consumption of foods rich in these micro-nutrients may be dovetailed with the ongoing community development programmes. Horticultural interventions such as kitchen gardens, school/community gardens along with strong nutrition education must be undertaken to promote the consumption of foods rich in micro-nutrients. Such approaches should ensure active involvement of agriculture extension workers for better management and ensuring success. R & D investment will help improve the micro-nutrient content and shelf life of fruits and vegetables. 

