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Background Note
1.
Severe malnutrition has decreased in India.  But even today, levels of child malnutrition are very high.

2.
Health indicators like the Infant Mortality Rate, Under-5 Mortality Rate and Maternal Mortality Ratio are exceptionally high even today.  The Infant Mortality Rate (IMR) of 58 per thousand live births (SRS 2004) shows a marginal decline during the last 15 years.  

3. The plateau can be removed if efforts for reducing IMR are focused on eradication of malnutrition.  Promotion of exclusive breastfeeding during the first six months of life has also shown to reduce IMR significantly.

4.
Nutritional indicators like underweight pre-school children, stunting, wasting of these children, prevalence of low birth weight, anemia in pregnant women, adolescent girls and children under three years, poor breastfeeding and complementary feeding pose a major challenge.  

5.
There has been a significant reduction in malnutrition levels in preschool children in the last two decades.  Under nutrition among preschool children has reduced from 77 per cent in 1975-79 to 47 per cent in 1998-99.  

6.
Chronic malnutrition among pre-school children as reflected by stunting and wasting is 45.5 per cent and 15.5 per cent respectively as per National Family Health Survey (NFHS- 2, 1998-99).  

7.
The onset of malnutrition in young children starts at about six months and peaks when the child is 12-23 months of age.  There is five-fold increase in malnutrition levels in children during this period, underweight being 11.9 per cent at 0-6 months and 58.5 per cent at 12-23 months.

8.
The prevalence of Chronic Energy Deficiency (CED) in adults as assessed through Body Mass Index (BMI) since the 70s is suggestive of an improvement in the nutritional status of adults. CED in adult females has declined from 51.8 per cent in 1975-79 to 35.8 per cent during 1998-99 while CED in adult males has declined from 55.6 per cent in 1975-79 to 37 per cent in 2000-01.

9.
CED and anemia in pregnant women are major factors responsible for low birth weight of the new born.  Nearly one-third of all children born have low birth weight i.e., weight <2.5 kg at birth.

10.
The prevalence of vitamin A deficiency in preschool children has declined significantly over the years.  Nutritional blindness due to vitamin A deficiency has been eliminated.  It was 2 per cent of the total blindness during 1971-73 and was reduced to 0.04 per cent in 1988-89. The prevalence of Bitot’s Spots in preschool children declined from 1.8 per cent in 1975-79 to 0.7 per cent in 1988-90.  The prevalence, however, continues to be the same even in 2003 making India an endemic region for vitamin A deficiency as it is still more than the WHO cut off level of 0.5 per cent.  The prevalence of night blindness has reduced to 1.3 per cent during 1997-2000.  However, it is higher than the World Health Organization’s cut off level of 1 per cent for night blindness.

11.
 Nutritional anemia due to iron and folic acid deficiency is widely prevalent in the country particularly among the high risk groups comprising of pregnant women, infants, young children and adolescent girls.  The prevalence of anemia among pregnant women has declined from 87.5 per cent in 1989 to 74.3 per cent in 2003 and preschool children from 74.3 per cent in 1998-99 to 67.5 per cent in 2003. The prevalence of anemia among lactating mothers is currently at 77.7 per cent (2003), adolescent girls (12-14 years) at 68.6 per cent and adolescent girls (15-17 years) at 69.7 per cent. 



12.
There has been a significant decline in prevalence of Iodine Deficiency Disorders (IDD) as a result of salt iodization undertaken since 1962.  The goitre prevalence has reduced from 21 per cent in 1989 to about 10 per cent in 2001.  No state in the country is free from IDD and 260 districts out of 321 districts surveyed have more than 10 per cent prevalence, making the country an endemic region for IDD.

 



13.
Infant and young child feeding practices not only influence the growth, development, nutritional and health status of the child but also have life long implications on the health of a person.  While 95 per cent of the mothers breastfeed their infants at sometime or the other, only 15.8 per cent initiate breastfeeding within one hour of birth, 55.2 per cent infants receive exclusive breastfeeding up to three months of age only and 33.5 per cent infants receive complementary foods between 6-9 months of age along with breastfeeding (NFHS –2, 1998-99).

14.
 Intra-uterine malnutrition resulting in low birth weight of the new born coupled with early childhood malnutrition is the major cause of diet related chronic diseases like diabetes, hypertension, cardio-vascular diseases etc in later life.  Nutritional deficiency disorders affect productivity of the person resulting in household food insecurity thus making a vicious cycle of poverty and malnutrition. 

15.
There is also large inter-state variation in the patterns and trends in underweight.  In six states, at least one in two children are underweight, namely, Maharashtra, Orissa, Bihar, Madhya Pradesh, Uttar Pradesh and Rajasthan.   The four latter states account for more than 43 per cent of all underweight children in India.  

16.
Moreover, the prevalence in underweight is falling more slowly in the high prevalence states.  Finally, the demographic and socio-economic patterns at the state level do not necessarily mirror those at the national level and strategies should take cognizance of these variations.

17.
Under nutrition is concentrated in a relatively small number of districts and villages with a mere 10 per cent of villages and districts accounting for 27-28 per cent of all underweight children, and a quarter of districts and villages accounting for more than half of all underweight children.

18.
Micronutrient deficiencies are also widespread in India.  More than 75 per cent of preschool children suffer from iron deficiency anemia (IDA) and 57 per cent of pre-school children have sub-clinical Vitamin A deficiency (VAD).  Iodine deficiency is endemic in 85 per cent of districts.  

19.
Progress in reducing the prevalence of micronutrient deficiencies in India has been slow.   As with underweight, the prevalence of different micronutrient deficiencies varies widely across states.

20.
Through precipitating disease and speeding its progression, malnutrition is a leading contributor to infant, child and maternal mortality and morbidity.  It has been estimated to play a role in about half of all child deaths and more than half of child deaths from major diseases, such as malaria (57%), diarrhoea (61%) and pneumonia (52%), as well as 45% of deaths from measles.  Pediatric malnutrition is a risk factor for 16% of the global burden of disease and for 22.4% of India’s burden of disease.  In turn, infections contribute to malnutrition through a variety of mechanisms, including loss of appetite and reduced capacity to absorb nutrients.

21.
Isolating the effects of protein and energy deficiencies on health and development outcomes is confounded by the fact that when food intake is low, the intake of many other nutrients is usually also inadequate.  Nevertheless, it is generally accepted that children who are underweight or stunted are at greater risk for childhood morbidity and mortality, poor physical and mental development, inferior school performance and reduced adult size and capacity for work.

22.
Protein-energy malnutrition weakens immune response and aggravates the effects of infection and so, children who are malnourished tend to have more severe diarrhoeal episodes and are at a higher risk of pneumonia.  Underweight and stunted women are also at more risk of obstetric complications (because of smaller pelvic size) and low birth weight deliveries.  The result is an intergenerational cycle of malnutrition since low birth weight infants tend to attain smaller stature as adults.  In addition, malnutrition in early infancy is associated with increased susceptibility to chronic disease in adulthood, including coronary heat disease, diabetes and high blood pressure.

23. The Integrated Child Development Service (ICDS) Scheme, launched in 1975, as a Centrally Sponsored Scheme is a nationwide programme which aims at promoting the holistic development of children up to 6 years of age with a special focus on children up to 2 years, besides expectant and nursing mothers.  The scheme was originally introduced on pilot project basis in 33 Blocks (Projects) in 1975 and has been gradually expanded to cover more than 5000 projects.

24.
ICDS is for providing integrated services comprising (i) Supplementary nutrition, (ii) Immunization, (iii) Health check-up, (iv) Referral Services, (v) Non-formal Pre-school education (3-6 year children only), and (vi) Nutrition and Health.  The Aanganwadi Centres managed by the Aanganwadi Workers and the Anganwadi Helpers are responsible for delivering the services at the field level with the overall supervision of the District Programme Officers and the Child Development Project Officers (CDPOs) at the Block level.


25.
The scheme envisages one rural/one urban ICDS Project for one lakh population and one tribal project for 70,000 population with one Anganwadi Centre for 1,000 population in rural/urban projects and 700 population in tribal areas, with suitable adjustments wherever necessary, in the light of local conditions, like topography, number of villages etc.  Thus, in case villages with very small population are adjacent with one another, whether these villages would be covered by one Anganwadi Centres, would be decided locally on the basis of local topography and population.

26.
ICDS Projects are providing benefits/services at present to 415 lakh beneficiaries comprising of 343 lakh children below 6 years and about 72 lakh expectant and nursing mothers through a network of about 6.49 lakh Anganwadi centres.

27.
The ICDS has expanded tremendously over its 30 years of operation to cover almost all development blocks in India and offers a wide range of health, nutrition and education services to children, women and adolescent girls.  However, while the programme is intended to target the needs of the poorest and the most undernourished, as well as the age groups that represent a significant “window of opportunity” for nutrition investments (i.e. children under three, pregnant and lactating women), there is a mismatch between the program’s intentions and its actual implementation.

28.
Key mismatches are:

(i) The dominant focus on food supplementation is to be detriment of other tasks envisaged in the program which are crucial for improving child nutritional outcomes. For example, not enough attention is given to improving child-care behaviours, and on educating parents how to improve nutrition using the family food budget.

(ii) Older children (between 3-6 years) participate much more than younger ones and children from wealthier households participate much more than poorer ones. The program fails to preferentially target girls, lower castes or the poorest ( all of whom are at higher risk of under nutrition);

(iii) Although program growth was greater in underserved than well-served areas during the 1990s, the poorest states and those with the highest levels of under nutrition still have the lowest levels of program funding and coverage by ICDS activities.

29.
In addition to these mismatches, the program faces substantial operational challenges. Inadequate worker skills, shortage of equipment, poor supervision and weak M&E detract from the program’s potential impact.  Community workers are overburdened, because they are expected to provide preschool education to four to six year olds as well as nutrition services to all children under six, with the consequence that most children under three-the group that suffers most from malnutrition-do not get micronutrient supplements, and most of their parents are not reached with counseling on better feeding and child care practices.

30.
Realizing ICDS’s potential, therefore, will require substantial commitment and resources in order to realign its implementation with its original objectives and design.

· To reduce malnutrition, ICDS activities need to be refocused on the most important determinants of malnutrition.  Programmatically, this means emphasizing disease control and prevention activities, education to improve domestic child-care and feeding practices, and micronutrient supplementation.  Greater convergence with the health sector, and in particular the Reproductive and Child Health (RCH) program, would help tremendously in this regard.

· Activities need to be better targeted towards the most vulnerable age group (children under three and pregnant women), while funds and new projects need to be redirected towards the states and districts with the highest prevalence of malnutrition;

· Supplementary feeding activities need to be better targeted towards those who need it most and growth-monitoring activities need to be performed with greater regularity with an emphasis on using this process to help parents understand how to improve their children’s health and nutrition;

· Involving communities in the implementation and monitoring of ICDS  should be used to bring in additional resources into the anganwadi centers, improve quality of service delivery and increase accountability in the system;

· Monitoring and evaluation activities need strengthening through the collection of timely, relevant, accessible, high-quality information- and this information needs to be used to improve program functioning by shifting the focus from inputs to results, informing decisions and creating accountability for performance.

 31.
Tenth Plan envisaged that the persons belonging to vulnerable groups will be screened for under nutrition and those under nourished persons will be given nutrition and health care.  However, observations indicate that less than 16% of the pregnant and lactating women   receive food supplements under ICDS and focused attention has not been provided to adolescent girls in terms of receiving food supplements. 

 32.
A  pilot project under  which    under nourished  adolescent girls ( <35 kg) , pregnant   and lactating  women  (<40 Kg )were identified  and  given  6 kg of food grains  free of  cost for  three  months, was initiated in 2002-03 in 51  backward  districts. Planning Commission provided Additional Central Assistance to the states for meeting the food grain, IEC and operational cost of the Pilot Project. The AWW will provide nutrition education to ensure that these undernourished persons do get adequate food from family pot.  

33.
The programme is being operationalised through Ministry of Women and Child Development in the Centre and in the States.  Most of the states have   been able to operationalise the   project.  Majority  reported  that  they have no  problem in delivering the  food  grains  to  the   households  free  of  cost. Drought  affected  states   like  Chattisgarh   had  reported that  this  project was  a major help in  coping with  adverse effects of  drought  on vulnerable  groups. 

34.
However there have been reports how the family reduced their monthly purchase of the food grains because of the   grains provided   under the scheme.  Two installments have been released during 2002-03 and 2003-04.  Since then, the Scheme has been revived and Ministry of Women and Child Development is implementing the Programme from 2005-06 onwards.  

Micronutrient deficiencies
35.
Iron and Vitamin A deficiencies are leading risk factors for disease in developing countries, especially those with high mortality rates. Iodine deficiency too, is a risk.

36.
Vitamin A supplementation has proven successful in reducing the incidence and severity of illness, and has been associated with an overall reduction in child mortality by 25-35%, especially from diarrhoea, measles and malaria.

37.
Iron deficiency anaemia (IDA) is common across all age groups, but highest among children and pregnant and lactating women, and affects about 2 billion people in developing countries. The consequences of IDA in pregnant women include increased risk of low birth weight or premature delivery, pre-natal and neonatal mortality, inadequate iron stores for the newborn, lowered physical activity, fatigue and increased risk of maternal morbidity. 

38.
 It is also responsible for almost a quarter of maternal deaths.  Inadequate iron stores as a newborn child, coupled with insufficient iron intake during the weaning period, have been shown to impair intellectual development by adversely affecting language, cognitive, and motor development.  Iron deficiency among adults contributes to low labour productivity.  

39.
Iodine deficiency during pregnancy is associated with low birth weight, increased likelihood of stillbirth, spontaneous abortion and congenital abnormalities such as cretinism and irreversible forms of mental impairment.  During the childhood period, it impairs physical growth, causes goiter and decreases the probability of child survival. It is also the most common cause of preventable mental retardation and brain damage in the world.  Globally, 2.2 billion people (38% of the world’s population) live in regions where iodine deficiency is endemic.

40.
Iodine and iron deficiencies have also been linked to the retardation of cognitive processes in infants and young children.  Maternal iodine deficiency has negative and irreversible effects on the cognitive functioning of the developing fetus. While postnatal iodine deficiency may also be associated with cognitive deficits: iodine-deficient children have been shown to have IQs that are, on average, 13.5 points lower than iodine-sufficient children; iron deficiency anemia has been associated with half a standard deviation reduction in IQ.    

State specific interventions:

41.
 State Government of Gujarat has piloted distributing ready to eat food (food that can be eaten without washing, cooking or additional preparation), in several districts through its ICDS programme.  A Public Private Partnership has been formed to fortify this food with Vitamin A, B, Iron and Folic Acid.  

42.
In the ICDS Centres of West Bengal, as a pilot project, the Khichdi is fortified with a premix of Vitamins and Minerals, named Vita Shakti.  The cost of fortification works out to 3 paisa per child per day. 

43.
Besides, nutri- candies containing vitamins A, Iron, Folic Acid and Vitamin C have been distributed through ICDS Centres in West Bengal, Gujarat, Andhra Pradesh and Bihar.

44.
The Tamil Nadu Salt Corporation is producing double fortified salt (with iron and iodine) and this is being provided through the Mid-Day Meal Scheme.  

45.
 In Haryana, Punjab and Chandigarh, at the processing state itself, Wheat flower is fortified with iron,   folic acid and vitamin A.   
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TERMS OF REFERENCE

1. To assess  the magnitude of :


a) Macro and micro nutrient deficiencies and associated health problems;


b) Emerging problems of over-nutrition and obesity and associated health problems; 


c) Problem of food contamination/ adulteration and associated health hazards. 

2. To assess the progress of intervention programmes such as ICDS, mid-day meal programme and other nutritional interventions focusing on vulnerable groups, aimed at reduction of above problems and suggest remedial actions, if any, to effect desired improvements. 

3. Based on the review, draw up priority areas of  intervention strategies and programmes required during the Eleventh  Plan period taking into consideration the overall development perspective and the need to provide nutrition security and improve nutritional and health status of the population with specific reference to  poor and vulnerable  segments.

4. To suggest institutional mechanisms for nutritional monitoring and surveillance and legislation, if any, required for improving nutritional status. 

5. To define mechanism for improving the implementation through intersectoral coordination between various Central and State Departments and collaboration among government, voluntary and private organizations, the Panchayati Raj  institutions and the community. 

6. To deliberate and give recommendations on any other matter relevant to the topic. 
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    No. 2(7)/2006-H & F.W

Government of India

Planning Commission 

(Health, Family Welfare & Nutrition)

Yojana Bhawan

Sansad Marg 

New Delhi 

19th May, 2006

ORDER

Subject: Constitution of Steering Committee on Nutrition for the Eleventh      Five-Year Plan (2007-2012)


In the context of formulation of the Eleventh Five Year Plan (2007-12), it has been decided to set up a Steering Committee on Nutrition under the Chairpersonship of Member, Planning Commission, Government of India.  The composition of the Steering Committee is as follows:

	1. 
	Dr. (Ms.) Syeda Hameed  

Member, Planning Commission, New Delhi 
	Chairperson

	2. 
	Secretary (H & FW), Ministry of Health  and Family Welfare,  New Delhi 
	Member

	3. 
	Secretary, Ministry of Women & Child Development,  New Delhi 
	Member

	4. 
	Secretary, Department of  Food & Public Distribution, Ministry of Agriculture,  New Delhi 
	Member

	5. 
	Dr. J. Dreze, New Delhi
	Member

	6. 
	Secretary, Department of Women & Child Development, Government of Bihar,  Patna
	Member

	7. 
	Secretary, Department of Women & Child Development,Government of Uttar Pradesh,  Lucknow
	Member

	8. 
	Secretary, Department of Women & Child Development, Government of Tamil Nadu , Chennai
	Member

	9. 
	Dr. Satish Balaram Agnihotri, Transport Commissioner, Government of Orissa, Cuttack
	Member

	10. 
	Dr. Alka Kala, Secretary, Department of Women & Child Development , Govt. of Rajasthan, Jaipur
	Member

	11. 
	Dr. Veena Shatrughana, Deputy Director, National Institute of Nutrition, Hyderabad
	Member

	12. 
	Mr. Chaman Lal, Special Rapporteur, NHRC
	Member

	13. 
	Dr. Shanti Ghosh, Paediatrician, New Delhi
	Member

	14. 
	Dr. Amrita Rangaswamy, Centre for the Studies of Administration of Relief, New Delhi
	Member

	15. 
	Ms. Vandana Prasad, Right to Food Campaign, New Delhi
	Member

	16. 
	Dr. Almas Ali, Population Foundation of India, New Delhi
	Member

	17. 
	Adviser (Health),Planning Commission, New Delhi 
	Member Secretary


2.  The terms of reference of the Steering Committee will be as follows:

i. To assess  the magnitude of :


a) Macro and micro nutrient deficiencies and associated health problems;


b) Emerging problems of over-nutrition and obesity and associated health problems; 


c) Problem of food contamination/ adulteration and associated health hazards. 

ii. To assess the progress of intervention programmes such as ICDS, mid-day meal programme and other nutritional interventions focusing on vulnerable groups, aimed at reduction of above problems and suggest remedial actions, if any, to effect desired improvements. 

iii. Based on the review, draw up priority areas of  intervention strategies and programmes required during the Eleventh  Plan period taking into consideration the overall development perspective and the need to provide nutrition security and improve nutritional and health status of the population with specific reference to  poor and vulnerable  segments.

iv. To suggest institutional mechanisms for nutritional monitoring and surveillance and legislation, if any, required for improving nutritional status. 

v. To define mechanism for improving the implementation through intersectoral coordination between various Central and State Departments and collaboration among government, voluntary and private organizations, the Panchayati Raj  institutions and the community. 

vi. To deliberate and give recommendations on any other matter relevant to the topic. 

3. The Chairperson may form sub-groups and co-opt official or non –official members as needed. 
The Steering Committee will submit its report by 30th September, 2006.    

4. Mr. Ambrish Kumar, Director (H & FW), Room no. 402, Planning Commission, New Delhi – 110001 will be the Nodal Officer for all further communications.

5.
The expenditure on TA/DA in connection with the meetings of the Steering Committee in respect of the official members will be borne by the parent Department /Ministry to which the official belongs as per the rules of entitlement applicable to them. The non- official members of the Steering Committee will be entitled to TA/DA as permissible to Grade I officers of the Government of India under SR 190 (a) and this expenditure will be borne by the Planning Commission










     (Ambrish Kumar)

Director (H & FW)
Tel.No. 23096530,

ambrish.kumar@nic.in
To: The Chairperson and all Members of the Steering Committee

Copy to:

1. PS to Deputy Chairman/MOS(Planning) /Members(KP)/(AS)/(VLC)/(BLM)/(BNY)/(AH)/ Member-Secretary, Planning Commission, Yojana Bhawan , New Delhi 

2. All Pr. Advisers/Advisers/ HODs in Planning Commission, 

3. Prime Minister’s Office, South Block, New Delhi 

4. Cabinet Secretariat, Rashtrapati Bhawan, New Delhi 

5. US(Admin.I) / Pay & Accounts Officer/ Accounts-I-Section, Planning Commission / DDO, Planning Commission

6. Information Officer, Planning Commission 

(Ambrish Kumar)

Director (H & FW)

PAGE  
1

