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Glossary

Preliminary note: this glossary was made using local definitions from the commmunities. It reflects the situation in
the target area and definition may not be similar to other part of the country. 1t should be read with cautions and
do not constitute a glossary of general definition. The aim of this glossary is to ease the reading and understanding
of the present NCA report.

Adivasi: Aboriginal population (including different tribal and ethnic groups)

Traditional food served to children:

Kichdi: Semi-solid food made from sago or rice that can contain a small amount of dhal and
vegetables. When this food is prepared for children, it usually does not contain salt or spices
Dalia: Broken wheat cooked till it become very smooth, can be cooked with few vegetables

Malnutrition:
Kuposhan: malnutrition

Sookha, Sookharog, Sookhibimari, Sookhgava: “dried-up” disease. Blood, fat and muscles are
believed to be “gone”. Bones are visible. Villagers mainly consider it as a magical disease and
give a very close description of marasmus symptoms. The child can “catch” this disease or “be
possessed by” the disease. In ancient time, it was considered as impossible to be cured and only
the assistance of a spiritual practitioner would have helped.

Nowadays, most of the caregivers refer first to a health worker and to a traditional spiritual
practitioner secondly, even if they believe it is helpless

Traditional practices and beliefs:

Bhagat, Ojha, Paryag: traditional Hindu spiritual practitioners who most of the time will not use
herbs or home-made treatment, but “enchanted water”, “enchanted words”, blowing, red
enchanted threads as protection against diseases and action against curses. They are also
performing exorcism. Bhagatin are their female homolog but are rare in Khaknar block

Daima: traditional birth attendant and masseuses. One of the important functions of the daima
is to provide traditional massages to the mother and her baby. This massage can be done at any
time of the pregnancy or after delivery and at early stage of a child life. This massages do not
have any medical purpose, they are mostly made for relaxation. Another function of the daima is
to help the mother during the delivery. Nowadays in urban area, women mostly deliver in
hospital and rarely refer to daima, even in rural area such as Khaknar block. It can happen when
women do not have time to reach the hospital

[adi butti: term used to define a range of traditional herbs from the forest

Ghoonghat, Jhund: common face covering practice used to limit women interactions with older
members of their family in-law

Maulana/Moltani: traditional Muslim spiritual practitioners. Maulana and Moltani have the same
function as Ojha, Paryag and Bagath



Preface

Chronic poverty and malnutrition, especially among the children has been a serious issue
concerning both the governments and the World organizations working against hunger in the
Asian and African countries. Due to the Constitutional commitment of the Nation towards the
weaker sections of the society, the problem assumes special significance, especially in the tribal
areas which have been found to suffer from both of the above problems. Burhanpur district,
situated in the western tribal belt of Madhya Pradesh has lately been in special focus as it was
reported to be facing an alarming nutritional situation by the National Family Health Survey
(NFHS-3) of 2005-2006 and the National Nutrition Monitoring Bureau (NNM).

Though chronic poverty and malnutrition of children are largely linked to each other,
poverty cannot be labeled as the only cause at the household level. At the ground level, other
than food security and livelihood concerns, there are a number of corroboratory observable risk
factors which are closely linked to the problem of under nutrition among the children, and
therefore, to frame a holistic strategy of intervention and advocacy it becomes necessary to list
out all the causal factors, along with their prioritization. The over generalized preconceived
notion that merely ensuring food security and improving the access to food may elevate the
problem of under nutrition among children is far from being the reality at the ground level.
Many field level studies indicate that inappropriate infant and young child feeding might have
stronger unmeasured effects. It must also be clearly understood that the causes of under
nutrition are not just numerous and multi- dimensional, but are also intricately linked to each
other and are area specific. Therefore mitigation of the problem is not possible unless a multi-
pronged strategy is adopted and is implemented simultaneously, giving due weightage to the
priority of the causal factors.

Focusing on the Khaknar tribal block of Burhanpur district of Madhya Pradesh, the
present report is basically an attempt, made by ACF India, to identify the causal factors of under
nutrition among the children of the local population, in order to design a strategy and
Programme for the prevention of the same. The methodology adopted for the ‘Nutritional
Causal Analysis’ is not based on working out of statistical association between independent and
dependent variables, but the case of causality has been built on different sources of information
and their qualitative and quantitative validation, both at the field level by the local community
and by developing consensus among various technical experts and social scientists working in
the area of nutrition and related social problems. In the present study causal hypotheses
pertaining to different risk factors of under nutrition among the children from among different
group of causes, such as, environmental, work pattern, access to food and safe drinking water,
general health of the mother and child, prevalent child rearing practices, etcetera, were firstly
built up based on the literature survey and the qualitative and quantitative data collected from the
field. To undertake an intervention and advocacy programme at the ground level, in a systematic
way, it is also necessary to prioritize the causal factors in the order of their importance.
Therefore, in the methodological exercise adopted in the present report, the 16 identified risk
factors have been grouped into three categories, that is, major, important and minor, based on
the field experience and a general consensus arrived at in a workshop attended by fifteen experts.



Besides the methodological exercise of developing a clear understanding of the concept
of good nutrition, mal nutrition and critical condition, pinpointing the causes of under nutrition
within the target population and the seasonal and historical pathways to wasting, the report also
crystallizes specific recommendations at the policy and execution level to mitigate the problem at
various levels, such as, food security, livelthood, health and nutrition, mental health and care
practices, water, sanitation and hygiene and other cross-cutting issues.

The outcome of this Nutritional Causal Analysis is expected to add both to the
theoretical and practical knowledge. On the theoretical side the study, on the one hand paves a
way for developing a better understanding of the causal pathway of under nutrition by which
certain children in a target population become stunted and/or wasted and also provides an
opportunity to the researchers to test the derived hypotheses in different locations and
situations, on the other. On the operational side, the outcome of the present analysis may be
helpful for the government and various action groups to plan and execute intervention strategies
for alleviating the problem of under nutrition in the target areas in a holistic manner.

Yashwant Govind Joshi
Professor Emeritus

M.P. Institute of Social Science
Research, Ujjain

15.11.2014

MPISSR



Executive summary

Action Contre La Faim/Action Against
Hunger (ACF) has been working in India since
2010 with interventions in Madhya Pradesh,
Rajasthan, Odisha and Mumbai. Being present
in Khaknar Block, Burhanpur District of
Madhya Pradesh since 2012, ACF focuses in
the management of acute malnutrition, its
prevention and its treatment.

In Burhanpur District, ACF is working closely
with the NRHM and the ICDS at district and
village level. Its actions are focusing on the
prevention  and  detection  of  acute
malnutrition, referral of children with severe
acute malnutrition (SAM) to nutrition
rehabilitation centres (NRCs) and their follow-
up with an integrated IYCF approach. ACF
also aims at gathering information regarding
malnutrition by using SMART and Nutrition
Causal Analysis (NCA) methodologies. Within
this objective, two SMART (November 2013
and June 2014) and a NCA (April-August
2014) were implemented in Khaknar Block.

Madhya Pradesh is considered as one of the
poorest states of India and one of the
BIMARU States.

Burhanpur district is marked by sensitive
issues as inter-state migrations and a high
landless population rate. Overall, the area
possesses  fertile lands that can be
characterized by an average diversity of crops
(maize, bananas, sugar canes, soya bean and
cotton as a cash crop). However, the
agriculture sector is linked to the monsoon
circle and therefore, to the level of rainfalls.
Most of the population being field workers,
hot summers lead to a period with less
employment that often conduct villagers to
migrate for work. Meanwhile, no significant
peak of “hunger” has been observed as the
country food production allows the area to be
supplied with essential sustenance throughout
the year. Yet, the zone has persistently high
levels of GAM (Global Acute Malnutrition)
prevalence.

Finally, child undernutrition is a burning
public health issue in India and former Indian
Prime Minister Manmohan Singh

acknowledged the country’s undernutrition
level as a “national shame”.

ACF together with scientific partners, have
developed a standardized method of analysing
the causes of malnutrition and consequently
improving the relevance and effectiveness of
stakeholders programming in a given context.
Based on its Nutrition Causal Analysis (NCA)
approach and in collaboration with NGO
partners and Research Institutes, ACF
conducted a NCA in Khaknar block from
April to August 2014.

This report presents the findings from the
NCA study.

Overall Objective

The overall objective of this NCA is to
provide a greater level of understanding
regarding the possible causes of child
undernutrition in the operational ACF-India
area of Khaknar block of Burhanpur district,
Madhya Pradesh, India.

Specific Objectives:

* To estimate the prevalence of known
risk factors for under-nutrition among
the population and key “nutrition
vulnerable groups”

* To identify main causes of wasting in
order to inform the technical strategy
and programs for the prevention of
the same at a local level

* To determine which causal pathways
of malnourishment are likely to explain
most undernutrition cases in the target
area

* To develop an “emic” definition and

understanding of good nutrition,
malnutrition and believed causes of
undernutrition ~ within  the target
population

* To understand the local seasonal and
historical pathways to wasting

* To support technical advocacy on
causes of wasting so as to support
technical strategy.



Methodology

The aim of the NCA methodology proposed is
not to demonstrate statistically causal
association, but rather, to build up a case for
causality, based on different sources of
information, using the following steps:

1. Preparatory Phase: The preparatory phase
is just to make sure recruitment process is on
time; objectives are clear and the choice of
NCA methodology (comprehensive,
qualitative, quick) done.

2. Development of causal hypotheses: a
literature review, data review and stakeholders
interviews (Community Health and Nutrition

Workers (CHNW) and NRC staff) were
undertaken  to  generate an  overall
understanding of the local context of

undernutrition and design a set of local causal
hypothesis ~ of  undernutrition. ~ These
hypotheses have been validated to be field
tested by Technical Experts at a workshop
hold on the 9th May 2014 in New Delhi.

3. Data Collection: Both quantitative and
qualitative data were collected to provide

much needed evidence on levels of
undernutrition, key risk  factors and
community  perceptions,  practices  and
constraints.

4. Identification of highest priority causes
of undernutrition: Based on the evidence
gathered as part of the NCA, the causal
hypotheses were then ranked by order of
importance paying particular attention to
seasonal differences and vulnerable groups.
The results were then validated with the local
community before being presented at a final
workshop on the 18th July 2014, where
technical experts and NCA expert tried to
reach a consensus on the evidence of the most
important risk factors and priorities for action.

Underlying causes of malnutrition

Inadequate childcare practices

The NCA survey shows inadequate childcare
practices as a main child
undernutrition.

Early initiation of breastfeeding is common,
but infants are not exclusively breastfed.
Indeed, the majority of the mothers are giving
water to infants. This practice is inadequate
but also highly at risk regarding the quality of
the water.

Weaning practices are inappropriate with an
inadequate introduction of complementary
food and a lack of knowledge in regards of
children’ intakes. Moreover, meal frequency is
inadequate. Indeed, mothers face heavy
workload and cannot have time to feed their
children during daytime.

Finally, women do not have a proper access
and enough knowledge about contraception
methods. In the target area, short birth spacing
is an important issue, making the mothers less

able to propetly take care of their numerous
children.

causce to

Inadequate child food intake

The link of food insecurity factors at the
household level has been shown to have a
relationship to inadequate dietary intake.

In the area, food mainly comes from the
markets. Market days are few and in the
summer, communities are facing difficulties to
conserve fresh food. At this time of the year,
income is low and families mainly release on
pulse and cereals, both having an important
impact on children’ intake.

Poor child health

Communities seem to adopt correct health
secking behaviors. Indeed, almost all the
caregivers consult a health professional when
their children are sick and immunization
coverage is good.

Even if most of the mothers deliver their
infant in a health institution, one of the main
issues related to health is the lack of antenatal
care, having a direct impact on the health of
the baby.

Finally, caregivers are facing barriers regarding
the lack of access to primary health centers



that can be far from their home. Additionally,
an important proportion of the population
does not locate the nearest health center and
consult costly private doctor instead.

Unhealthy Environments

The unhealthy environment that the
community lives in was evident.
Communities are aware that inadequate

sanitation contributes to disease prevalence.
Most of them adopt a correct behavior by
trying to go further from their village for open
defecation, and use soap to wash their hand.
Meanwhile, the dangerousness of children
feces is not well understood, as knowledge on
hygienic environment remains weak. Also,
communities use to wash their hand after open
defecation but a long time can separate both
practices, because of the long distance
between the house and the place of defecation.
Households are not aware that the water
quality in the area is poor. Nevertheless, they
assume that it cannot be as good as they think,
and use to filter it. Unfortunately, the way of
filtering the water and knowledge in terms of
water management is insufficient.

Conclusion

Through literature review, qualitative and
quantitative enquiries, along with the
validation of a wide range of experts, the
following risk factors have been identified
major, important and minor causes of
undernutrition in Khaknar block,
Burhanpur District, Madhya Pradesh:

Major

* Inappropriate breastfeeding practices

* Inappropriate complementary feeding
practices

* Low Birth Weight

* Caregiver workload

* Poor psychosocial care of children
* Inadequate access to water

* Low agricultural production

* DPoor diet diversity

e Poor access to food

Important

* Caregivers’ level of education
* Inappropriate reproductive health
* Lack of hygiene

e Jow income

Minor
* Poor health seeking behavior

* Land size v/s ownership

* Traditional believing

Because of a lack of information, or an
important disagreement on the importance of
the following hypothesis, the technical and the
NCA expert were not able to reach a
consensus on:

*  Women empowerment
*  Maternal wellbeing

* Inadequate family income management

Recommendations

Food, security and livelihood

- Advocate for a better diversification of
cereals and leguminous provided by Public
System Distribution shops

- Work with policy maker to improve access to
irrigation system

- Additional research on local allocation of
below poverty line ration card to advocate on
risk of corruption toward BPL ration card
allocation

- Advocacy for a better implementation of the
MNREGA, especially to reduce time for
payment

- Connect with NGOs working on landless
issues to advocate on an improvement on land
distribution

- Reduce price of livestock immunization and
treatment, and  improve  access  to
governmental veterinary

Health and nutrition

- Improve knowledge of frontline workers on
contraceptive methods and capacity building
on maternal and child care programs delivered
at Anganwadi center




- Awareness toward FGD and campaign on
appropriate adolescent and maternal nutrition
to reduce low-birth weight

- Promote dietary diversification and improve
nutrition knowledge at community level with a
specific target on adolescents, pregnant
mothers and children under 5

- Strengthen knowledge of communities and
frontline workers (ANM, ASHA...) on the
importance of ANC in order to improve
health condition and nutritional status of
mothers and pregnant women

- Involve traditional healers
improvement of adequate health
behavior

- Improve nutrient women supplementation,
including beginning of iron supplementation at
puberty

- Awareness on danger related to early child
bearing and short birth spacing

- Improve knowledge of diarrthea and
mosquitoes-borne  diseases  determinants
through community education

- Improve efforts on acute malnutrition
recognition, knowledge on stunting and
treatment of undernutrition

- Strengthen health system to improve access
to NRC and health center

for an
seeking

Mental Health and Care Practices
- Implementation of an Assisting Behavior
Change (ABC) strategy to better support
mothers and pregnant women on issues
related to inadequate child and maternal care
practices

- In addition to the first recommendation,
specific awareness program about weaning
practices

- Additional research and understanding on
mother wellbeing to understand how mothers
resigned attitude impact on child care practices
- Promote income generating activities for
women to somewhat improve their decision
making power with regards to financial
decisions, paying special attention not to
women’s workload with

increase such

activities

WASH
- Advocate for a better implementation of safe
toilets in each villages

- Awareness on hand washing, specifically
before breastfeeding

- Reduce risk of water contamination through
providing practical education on water
management at household level, with an
emphasis on the importance of boiling
drinking water before human consumption

- Improve access to safe drinking water
sources locally

- Improve safe water distribution in the
summer

Crossed-issues recommendation

- Identify positive coping mechanisms of
traditional ~migrants to promote better
information sharing between the two groups
of migrants (traditional and new migrants)

- Additional research and understanding on
castes discrimination



1. Introduction

Action Contre La Faim/Action Against Hunger (ACF) has been working in India since
2009 with actions in Madhya Pradesh, Rajasthan, Odisha and Maharashtra states. Being
present in Khaknar Block, Burhanpur District of Madhya Pradesh since 2012, ACF
intervention focuses in the management of acute malnutrition, its prevention and its
determinants.

In Burhanpur District, ACF work closely with the NRHM and ICDS at district and
village level. Its actions focus on prevention and detection of acute malnutrition, referral
of children with Severe Acute malnutrition (SAM) to Nutrition Rehabilitation Centres
(NRCs) and follow-up after discharge with an integrated IYCF approach. ACF also aims
at gathering information regarding malnutrition prevalence by using the internationally
recognized SMART methodology and Nutrition Causal Analysis (NCA) methodology.
With this objective, two SMART were implemented (November 2013 and June 2014)
and a NCA (April-August 2014) in Khaknar Block.

Madhya Pradesh is considered as one of the poorest states of India and one of the
BIMARU States'.

Burhanpur district is marked by sensitive issues as inter-state migrations and a high
landless population rate. Overall, the area possesses fertile lands that can be
characterized by an average diversity of crops (maize, bananas, sugar canes, soya bean
and cotton as a cash crop). However, the agriculture sector is linked to the monsoon
circle and therefore, to the level of rainfalls. Most of the population being field workers,
hot summers lead to a period with less employment that often conduct villagers to
migrate for work. Meanwhile, no significant peak of “hunger” has been observed as the
country food production allows the area to be supplied with essential sustenance
throughout the year. Yet, the zone has persistently high levels of GAM (Global Acute
Malnutrition) prevalence.

Finally, child undernutrition is a burning public health issue in India and former Indian
Prime Minister Manmohan Singh acknowledged the country’s undernutrition level as a

. 2
“national shame”™”.

ACF together with scientific partners, have developed a standardized method of
analysing the causes of malnutrition and consequently improving the relevance and
effectiveness of stakeholders programming in a given context. Based on its Nutrition
Causal Analysis (NCA) approach and in collaboration with NGO partners and Research
Institutes, ACF conducted a NCA in Khaknar block from April to August 2014.

This report presents the findings from the NCA study.

I BIMARU is acronyms for the first letters of Bihar (BI), Madhya Pradesh (MA), Rajasthan (R), and Uttar
Pradesh (U), states that are considered as the poorest of the country. BIMARU was coined by Ashish
Bose in the mid-1980s for its resemblance with the Hindi word “bimar” which means sick. BIMARU is
commonly used to describe the bad state of economy of the four states. Lately, Odisha was included to
the acronym that is now know as BIMAROU

2 Dr Manmohan Singh’s Independence day speech, 15th august 2009



1.1 Study Area

Khaknar block is one of the two blocks of Burhanpur district, Madhya Pradesh.
Southwest of the block is bordered by Burhanpur block, North by Khandwa district
(former known as East Nimar district) and Southeast by Maharashtra State. Khaknar
block was selected for the present NCA study as ACF is present in 80 villages of the area
and the study will serve as important baseline study for future interventions and
advocacy.
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1.2 Context of the study

Even if some studies exist at state level, the composition of Madhya Pradesh is too
much heterogeneous to get an accurate view of the district situation. The presentation of
the context is mainly constructed based on the 2011 National Institute of Nutrition
(NIN) survey of Burhanpur’.

1.2.1 Malnutrition

Child undernutrition remains a major public health issue in the block, reflected by high
rates of malnutrition.

In 2011, NIN survey presented an alarming nutritional situation with 26.7% of GAM,
8.3% of SAM and 48.6% of stunting among the district. The National Family Health
Survey (NFHS-3) of 2005-20006, completed by the Ministry of Health and Family
Welfare, similarly showed high results of 35% of GAM, 12.6% of SAM and 50% of
stunting. Also, the nutrition survey performed the same years by the National Nutrition

? National Institute of Nutrition, Hyderabad, 2011. Assessment of Nutritional Status of under-fiver year
rural children in the Districts of Madhya Pradesh State, District: Burhanpur.
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Monitoring Bureau (NNMB) of Indian Council of Medical Research gave 24% of GAM
and 58.7% of stunting.

ACF conducted a SMART survey in Khaknar block in November 2013 in which the
prevalence of GAM was found as 24.6% [20.4% - 29.3% - 95% CI] and SAM as 3.4%
[1.9% - 6.1% - 95% CI] according to WHO criteria. A second SMART was conducted in
June 2014, after the summer season. This second survey gave 34.7% [30.6%-38.8% -
95% CI] of GAM and 4.7 % [3.3% - 6.0% - 95% CI] of SAM prevalence, according to
the same criteria.

The Government of Madhya Pradesh has taken various steps in the recent years to
address the issues of malnutrition. This includes the opening of NRCs in hospital and
community health centres as well as the strengthening of the integrated child
development services (ICDS). Anganwadi' centres are in charge of detection, care in the
community and prevention of malnutrition through an extended growth monitoring
program. Since the Government of India did not approve the Community-based
Management of Acute Malnutrition (CMAM) scheme, Anganwadi workers are referring
SAM children to the NRC where they will receive intensive care and follow-up.

SAM children with medical complications are referred to the hospital, while
uncomplicated cases are treated for a period of 14 days at the NRC with indigenously
prepared therapeutic milk and food. Once discharged, the NRC will follow these
children for two months. Caregivers of SAM children should stay at the NRC for the
entire period and get compensation for lost wages (up to 80 INR a day’). Awareness
sessions also took place inside the NRC, with topics addressed such as basic nutrition,
food safety, feeding practices.

The first NRC was opened with the technical and financial support from UNICEF in
April 2006 in Shivpuri District. Since then, the model has been scaled-up over the whole
state.

Although the ICDS program provides positive results, the absence of a proper CMAM
program results to several problems. For example, children caregivers may not be able to
stay for the entire period at the NRC as they have to handle housework and field work.
They also have to find a solution to take care of their other children. Finally, the follow-
up after discharge is rarely respected. Some caregivers may refuse to join the program, or
do it for few days, with consequently high defaulting rate. Also, the situation sometimes
leads to lack of proper recovery and children may relapse as SAM again or be discharged
still uncured. Repetition of SAM situation in childhood threatens the child’s life and
increases the risk of medical complications related to malnutrition, in a context where
the stunting prevalence is equally concerning.

ACF works in Burhanpur district in collaboration with a local NGO named
CECOEDECON to support the awareness and prevention of acute malnutrition. At the
time of the survey, ACF and CECOEDECON were supporting three NRCs in the

4 Anganwadi centres have started as part of the Integrated Child Development Services ICDS) program in
1975 to fight child malnutrition. They provide basic health care as contraceptive counselling and supply,
nutrition education and supplementation, and pre-school activities. Anganwadi workers are the main
frontline workers involved into the fight against child undernutrition.

>0.98 Euros [31/07/14, 1€=81.45INR]
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block (Burhanpur, Nepanagar and Khaknar) and a total of 80° villages where community
mobilization and screening of children were set up.

1.2.2 Food Security and Livelihoods

Agriculture is the main economic source of the majority of the population, with a large
proportion of landless families (63.5%)". Due to a small quantity of lands being
irrigated, most of the fields remain uncultivable for the entire summer season (3 months
from late March to late June). Therefore, the area is highly dependent on rainfalls from
the monsoon (3-4 months from June to September).

Major occupation of household is related to agriculture with a large proportion of
labourers (69.9%)® and a small percentage of cultivators (16.3%)”. 10% of the population
mentioned working in business, service or as artisans.

Farming system is characterized by cultivation of maize, banana, soya beans and cotton
as well as animal husbandry. Crops are mainly used as cash crops and communities use
to get grains from markets and Public Distribution System (PDS).

The use of mechanized system scarcely exists in the area, and buffaloes and cows are
mainly used for farming. Almost 50% of the population possess dairy animals for
individual milk consumption'’. The population being primarily vegetarian, the quantity
of animals (goats, cows, chickens) owned for meat consumption is very low.

Access to market is relatively poor in this area; there are only few market days and they
mostly open outside of the villages. In summer time, vegetables and fruits are rapidly
spoiled due to high temperatures and the population mainly relies on pulses and cereals
as main food. Meanwhile, no tangible food gap has been noticed, but a seasonal
modification of the diet balance.

Farmers rely on the monsoon to harvest main crops/grains while banana can be found
all over the year. Delay of monsoon or small rainfalls impact the availability of cash crop,
and have subsequent consequences on the family income.

Several food security and livelihoods governmental programs are implemented in
Madhya Pradesh State. Among others, the Midday Meal Scheme, the Public Distribution
System (PDS) and the Mahatma Gandhi National Rural Employment Guarantee Act
(MNREGA) can be mentioned as being implemented at national level in an effort to
fight hunger and improve livelihoods.

According to the guidelines of the Midday Meal Scheme and Supplementary Nutrition
Programme, each child enrolled in an Anganwadi Center or attending school till class
VIII should benefit from free meals or fortified food ration.

Started in 1995 as a National Programme of Nutritional Support to Primary Education
(NP-NSPE) and later extended to cover all children from Standard I to VIII, the Midday
Meal Scheme (MDM) was designed to improve the nutritional status of school-age

¢The actual program in 80 villages haves only a 60% effective referral with specific volunteer in each
village.

7 National Institute of Nutrition, Hyderabad, 2011. Assessment of Nutritional Status of under-fiver year
rural children in the Districts of Madhya Pradesh State, District: Burhanpur.

8 ibid

9 ibid

10°ACF, 2014. NCA survey: Khaknar block, Burhanpur District, Madhya Pradesh.
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children and enhancing school enrolment/attendance by providing them one hot meal
daily.

Children 6 to 59 months and pregnant/lactating women enrolled in Anganwadi Center
are benefiting from Supplementary Nutrition Programme. Supplementary Nutrition is
provided under the ICDS scheme as Take Home Ration (THR) in the form of
Micronutrient Fortified Food and/or energy-dense food matked as ICDS Food
Supplement (age group 6-35 months and pregnant/lactating women) or hot cooked
meal and morning snack (36-60months)'.

The Public Distribution System (PDS) is a food security system established under the
Ministry of Consumer Affairs, Food and Public Distribution and managed jointly with
State government and Food Corporation of India (government entity). Through a
network of public distribution shops, also known as Fair Price Shops (FPS), the PDS
distributed at very cheap prices basic food and non-food items such as rice, lentils, sugar,
and kerosene.

The Mahatma Gandhi National Rural Employment Guarantee Act (MNREGA) is an
Indian labour law and social security measures that aims to guarantee a right to work and
ensure livelithood security in rural areas by providing at least 100 days guaranteed wage
employment in a financial year to every household.

1.2.3 WASH

According to NIN survey, main source of drinking water in 2011 was tube wells
(50.5%). One third of the population has access to tap water (33.4%) while 6.6% uses
open wells.

The burden of collecting water falls on women. Water points are mainly available in each
village, and women seldom have to travel long distance. Despite the availability of water
point, women may spent a long time to collect water as they are used to do it before
going to fields and large queue can happen. This situation is increasing during summer
when tap water is less available and women have to collect extra water from bore wells.
NCA results show that water source are highly at risk of contamination and good
practices in term of water management are pootly known. According to WHO, 900 000
Indians die each year due to lack of safe and clean drinking water".

The situation in terms of sanitation is alarming. Statistics provided by NIN survey
indicate only 15.8% of safe sanitary latrines in use in 2011. Accordingly to ACF Risk
Factors Survey (RFS), only 20.5% of the population are using latrines while 8.5%
specifically use safe latrines. Open defecation is a burning issue in India. In Khaknar
block, the NCA survey showed that most of the people walk a long distance to go
outside of their village in specific area. This behaviour could lead to the improvement of
healthy environment in the village. However, this also has an impact on personal hygiene
since water points remain far and villagers have to delay hand-washing practices until
they get back home. In contradiction, almost 75%" of the villagers are said to use soap.
Moreover, the unsafe disposal of children faeces highly contributes to unhealthy
environment situation, as no alternative behaviours are adopted yet.

"' Press Information Bureau, Government of India, Ministty of Women and Child Development.
Supplementary Nutrition Programme

12 Robison, S. Time, May 2008. India’s Medical Emetgency.

13 ACF, 2014. NCA survey: Khaknar block, Burhanpur District, Madhya Pradesh.
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1.2.4 Child Care Practices

Good care practices can prevent the occurrence of infectious diseases and nutritional
deficiency. Similarly, nutritional status is highly related to good feeding practices.

The four optimal Infant and Young Child Feeding (IYCF) practices are: initiation of
breastfeeding within one hour of birth, exclusive breastfeeding till six months of life,
continued breastfeeding for a minimum of two vyears and introduction of
complementary feeding at 6 months in adequate, safe and age appropriate quality and
quantity manner.

According to 2011 NIN survey, early initiation of breastfeeding practice has been
adopted for 42.6% of the children, 25.5% of children under 5 months were solely breast
fed and complementary feeding was initiated at 6 months for 30.7% of the children of
the district. No precision was given in the NIN survey to exactly know the definition
used for “early initiation of breastfeeding”, such as “putting their child at breast for the
first time” or “child being breastfed for the first time”. Indeed, an infant just after birth
will usually be not really hungry and may not eat. Mothers could have understood the
question as “when the infant eats propetly for the very first time”. Even if this indicator
has some limitation, it is a good manner to understand the first contact between a
mother and her child.

The results shown by the NIN survey reflect an important lack of childcare practices
knowledge. Based on the same survey, it is reported that almost three quarter of the
children younger than 6 months already got complementary food, which is inappropriate
for their age. When compared to the availability of safe drinking water in the area, it
could also be assumed that children face higher risk of contracting water-related
diseases. Weaning practices also represents an issue as food should be diversified after 6
months and results show that a large proportion of the children are still exclusively
breastfed, with higher risk of improper and unbalanced diet.

1.2.5. Child Health

One of the most important immediate causes of undernutrition leading to children death
is disease. The morbidity figures shown in the 2011 NIN survey is characterized by a
peak of morbidity for the age group from 6 to 11 months (22%). This result coincides
with the lack of proper weaning practices. At the same time, the result indicates that
diseases related to food are not major causes of morbidity. Indeed for this given age
group, the prevalence of diarrhoea is of 1.3% while fever prevalence is between 10 and
13%.

The most common morbidities reported by the 2011 NIN survey are fever (10.2%), ARI
(6.9%) and diarrhoea (2.6%). As Khaknar is considered as malaria-prone area, it could
contribute to the high fever rates. Unfortunately, lack of specific data on malaria
prevalence could not confirm this assumption, fever being related to a range of different
diseases.

Khaknar block being largely tribal, one may think that traditional beliefs toward health
seeking behaviour could be one of the reason of high rate of morbidity. Indeed,
population often refers to local traditional healers. 2011 NIN survey results reported that
92.5% of the mothers consult a private practitioner when their children fall sick. As no
definition of private practitioner is given by the NIN report and no other survey
specifically on spiritual practitioners exists in Khaknar, traditional beliefs could still be
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considered as a potential underlying cause of diseases, which in turn affects child
nutrition.

2011 NIN survey reflects good vaccination coverage of 94.1% of children fully
immunized (12-24 months). Immunization is a good indicator to control health access
and the government of Madhya Pradesh implements a monthly immunization day in
each Anganwadi centre.

Antenatal care is considered as a main health issue as only 39.1% of the women are
reported registered for antenatal consultation before 16 weeks of gestation. Despite this,
women observed good behaviour regarding the place of delivery as nearly 73% said
delivering in a private health centre, a community health centre or a public hospital. An
ambulance system allowed women to easily reach health centres and hospitals and
government provides cash indemnities to encourage women to deliver in institution'".

1.2.6 Status of women

Women empowerment and women’s social status are closely linked to their own
nutritional status and care. This is also having an impact on their ability to provide
adequate care to children'.

Traditionally, married women leave their family to live with their family-in-law. Practice
of ghoonghat — also known as jhund - is common in villages of Burhanpur district. In
northern India, ghoonghat practice is commonly used to limit women interactions with
older men. Women should cover their face with a pa//u (loose end of a sari) or with their
dupatta (long scarf) in front of men to whom they are related by marriage or senior to
their husband'’. In Burhanpur district, women also practice the ghoonghat system in front
of their mother-in-law and their elder sisters-in-law.

In the traditional family conception, the elder persons of the family will take all the
decision and literally dominated young wives. Mothers do not have decision power
among their family, especially regarding expenses. Traditionally, women do not inherit
land or houses in their own name'’. Fathers do have more decision power but may also
have to refer to their parents for high decision taking.

Literacy status is lower among women than among men (52.9% according to NIN).
Even if this situation seems to positively evolve, access to school is often prioritized for
boys while girls should stop their education for house chores.

In terms of workload, women are in charge of all the household work in addition to
their livelihood occupation. Often, they have heavier workloads than men.

Gender segregation, low decision power and heavy workload represent aspects of rural
Indian women lives and have an impact on nutritional statuses. These indirect causes can
affect the mental health status of women and thus, the quality of decision taken for their
children.

4 Chandrakant, L, January 2009. Cash Incentives for Institutional Delivery: Linking with Antenatal and Post Natal
Care May Ensure ‘Continuum of Care’ in India. Indian ] Community Med.

15 Smith, L, 2003. The Importance of Women’s Status for Child Nutrition in Developing Countries. Washington, DC:
IFPRI.

16 Guindi, F, 2003. 1eil: modesty, privacy and resistance Oxford: Berg. pp. 109-111

17 Gross, S. Rojas, M, 1989. Contemporary issues for women in South Asia. St Louis Park, MN, Glenhurst
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Moreover, heavy workload is impacting directly the quality of psychosocial care of
children, as caregivers would have less time spent with them.

Ghoonghat system, Shankarpura Khalan village
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1. NCA objectives

1.1 Main study objective

The main objective of the NCA is to identify the most important causes of child
undernutrition, in particular wasting of children age 0-59 months, in Khaknar block of
Burhanpur district, Madhya Pradesh. Indeed, severe wasting is associated with more than
nine times higher risk of death'. The NCA is considering vulnerable nutritional groups
identified as children less than 23 months and tribes.

2.2 Specific study objectives

The NCA study specific objectives include:
* To estimate the prevalence of known risk factors for under-nutrition among the
population and key “nutrition vulnerable groups”
* To identify main causes of wasting in order to inform the technical strategy and
programs for the prevention of the same at a local level

* To determine which causal pathways of malnourishment are likely to explain
most undernutrition cases in the target area

* To develop an “emic” definition and understanding of good nutrition,
malnutrition and believed causes of undernutrition within the target population

* To understand the local seasonal and historical pathways to wasting

* To support technical advocacy on causes of wasting so as to support technical
strategy.

18 Joint statement WHO — UNICEF, 2009. “Child growth Standards and the identification of severe acute
malnutrition in infants and children”
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2. NCA Methodology

3.1 Overview of the NCA approach

An NCA is a structured, participatory, holistic, multi-sectorial study, based on the
UNICEF causal framework, to build a case for nutrition causality in a local context.

* Structured — the steps of the methodology are precisely defined and have all
been tested in the field.

* Participatory — the study is giving a real opportunity to national technical
experts as well as caregivers in the community to express their opinion on the
causes of undernutrition, and to discuss, review and finally validate the
conclusions of the study.

* Holistic — undernutrition is here studied globally to avoid a sectorial approach,
and to highlight the inter-relations between risk factors.

* Multi-sectorial - a nutrition causal analysis (NCA) investigates and presents a
“multi-sectorial” overview of the contributing factors affecting nutritional status
within a given community.

* Building a case for nutrition causality — the core exercise of an NCA is to
identify and rank causal hypotheses by order of importance.

* Specific to a local context - causes of under-nutrition are often different from
one location to another. The purpose of the methodology is to go beyond
generic interventions by identifying context specific causes in order to propose
adequate solutions.

3.2 Study design
The NCA methodology involves four key steps:

1. Preparatory Phase: The preparatory phase is to ensure timely recruitment process;
objectives are clear and the choice of NCA methodology (comprehensive, qualitative,
quick) is selected.

2. Development of causal hypotheses: a literature review, data review and
stakeholders interviews (Community Health and Nutrition Workers (CHNW) and NRC
staff) were undertaken to generate an overall understanding of the local context of
undernutrition and design a set of local causal hypothesis of undernutrition. These
hypotheses have been validated to be field tested by Technical Experts during a
workshop held on the 9th May 2014 in New Delhi.

3. Data Collection: Both quantitative and qualitative data were collected to provide
more evidence on levels of undernutrition, key risk factors and community perceptions,
practices and constraints.
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4. Identification of highest priority causes of undernutrition: Based on the evidence
gathered during the data collection, the causal hypotheses were then ranked by order of
importance with particular attention to seasonal differences and vulnerable groups. The
results were then validated with the local community before being presented at a final

th . .
workshop on the 18" July 2014, where technical and NCA experts tried to reach a
consensus on the most important risk factors and priorities for action.

3.3 Sample

3.3.1. Selected method and sample size calculation

The method selected was random cluster sampling and followed the recommendations
provided by the NCA guidelines. Clusters have been defined as the smallest
administrative unit, i.e. clusters refer to villages. A sample size has been calculated for a

list of key indicators present on the NCA indicators guide. This list was a sufficient basis
to calculate the sample to be surveyed.

Table 1 - Indicators to be measured and population targeted for each indicators

.Type of Indicator Target(.ad
indicator population

Measurement | HDDS Household

of risk factors | HFTAS Household
MAHFP Household
Early initiation of breastfeeding 0-24 months
Exclusive breastfeeding under 6 months 0-6 months
Continued breastfeeding at 1 year 12-15 months
Introduction of solid, semi-solid or soft foods 6-8 months
Minimum dietary diversity or IDDS 06-23 months
Meal frequency 6-23 months
Reported responsive feeding 6-59 months
Mother's food intake evolution during pregnancy Mother
and/or lactation
Caregiver's completed years of education Caregiver
Perceived social capital Mother
Caregiver's perceived workload Caregiver
WHOD5 and MDI if WHO5=13 Caregiver
Caregiver-child interactions scale Caregiver
ARI past 14 days 0-59 months
Diarrhoea past 14 days 0-59 months
DPT3 immunization status 12-23 months
ANC/PNC attendance Mother
Barriers from going to the health centre Caregiver
Access to a safe water source Household
Water management score Household
Quantity of water per capita per day Household
Use of hygienic and safe sanitation facilities Household
Presence of soap or ashes in the house Household
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The Household"” (HoH) average size has been identified as 5.8 members/HoH. The
number of children from each group/HoH has been deduced from the SMART 2013
data according to the total number of children from following age group: 0-59 months,
0-6 months, 0-23 months, 6-8 months, 6-23 months, 6-59 months, 12-15 months, 12-23
months®.

Table 2 - Calculation of household sample to be surveyed

Average Target I i f
Targeted 1 2 3 Sample verag &€ Household
) D |d p 4 population/ | population/
oz stze household® | household® i b2
surveyed
Household | 2.0 | 0.10 | 0.50 | 209 1.0 1.0 209
Caregiver | 2.0 | 0.10 | 0.50 | 209 1.0 1.0 209
= 2.0 | 0.10 | 0.50 | 209 0.75 1.0 209
months
U 2.0 | 0.10 | 0.50 | 209 0.3 0.4 523
months
b 2.0 |0.10 | 0.50 | 209 0.08 0.107 1954
months
I2=L5 2.0 | 0.10 | 0.50 | 209 0.06 0.08 2613
months
W2 2.0 |0.10 | 0.50 | 209 0.15 0.2 1045
months
6-23
2.0 | 0.10 | 0.50 | 209 0.23 0.307 681
months
6-59
2.0 | 0.10 | 0.50 | 209 0.68 0.907 231
months
o 2.0 |0.10 | 0.50 | 209 0.04 0.053 3944
months
Design effect
2Precision

SEstimated prevalence: a consetvative estimated prevalence of 50% was chosen, as data regarding these
indicators are not available and/or not relevant

4Calculated from ENA Software

SThe age groups have been defined from the SMART-2013 survey. As the average household is 5.8
members, the average of children per age group per household have been found. For example, there are
approximately 0.75 children from the age group 0-59 months per household.

9The risk factor survey considering only the families with at least one child aged from 0 to 59 months, the
target population by household has been found. Then, the number of household to be surveyed has been
defined.

19 Household as been defined according to the Indian definition used for census as “All the members who
eat all together under one roof from same cuisine process and sleep together at night at the same place”
http://censusindia.gov.in/Data_Products/Library/Indian_perceptive_link/Census_Terms_link/censuster
ms.html

20 ACF, 2013. SMART survey: Khaknar block, Burhanpur District, Madhya Pradesh

21 4bid
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3.3.2 Number of household to be surveyed

In the table 2, only the blue rows have been considered at the last stage of selection. The
sample sizes calculated on the orange rows were too big to be surveyed within the
human resources, budget and time available for this NCA.

The highest sample size within the blue rows has been selected, i.e. 681 HoH.

A margin of 10% considered (data loss, data entry errors), the risk factors survey has
been planned to survey a total of 749 HoH.

3.3.3 Selection of number of clusters to be surveyed

To calculate the number of interviews conducted per day, the following elements were
considered: each interview would last for approximately 45 minutes and each team
would effectively work 5h30 per day.

A low hypothesis gave an estimate of 6 interviews/day/team that could be conducted
while a higher hypothesis was to conduct 7 intetviews/day/team. Ultimately, the lowest
hypothesis has been considered, when taking into consideration potential issues (field
conditions, high temperatures, etc.).

By consideting 2 teams in each village and 2 to 3 days of investigation / village, the
combination shown in table 3 had been obtained.

Table 3 - Combinations number of clusters and survey duration

N. N. team/ I N. survey | . Tgtal ) I N. Total N.
survey/ investigation | HoH/ .
team | cluster days/cluster Cluster | families
day/team days cluster
8 2 6 2 16 24 32 768
8 2 6 2 15.5 24 31 744
8 2 6 2 15 24 30 720
22
8 2 6 3 16 35 (21,33) 768
8 2 6 3 15 36 20 720

The first option considers 8 teams of 2 surveyors. 2 teams would visit one cluster for 2
days and 24 families would be surveyed in each cluster (2*6*2=24). 32 clusters would be
considered to survey 768 HoH (approx. 235 children 6-23 months).

The initial objective was to assess 749 HoH (approx. 209 children 0-23 months). The
first option gives a higher sample than the initial one. With this option, 87 HoH will be

in extra, i.e. approximately 3.62 clusters. Each team surveyed 8 clusters in 16 days.

Among these clusters, 4 have been randomly selected for the qualitative survey.
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3.3.4. List of Khaknar Block villages and random selection of clusters

An exhaustive list of villages was established using official data. This list follows the
official administrative cutting-up. The list of villages was entered in ENA software that
randomly selected 32 administrative villages (here clusters), according to the Proportion
Population Size (PPS) method.

Table 4 - List of the selected villages for the Risk Factors Survey (RFS)

Geographical unit Population size? Cluster

Doiphodiya 6285 1
Nand Kheda Ryt 2491 2
Saikheda kalan 917 3
Matapur 1864 4
Bhauraghat 1404 5
Nimdhad Ryt 2117 6
Shekhapur Ryt 1513 7
Gulai 2650 8
Nimapur 944 9
Sitapur 1739 10
Dasghat 926 11
Mondra 2209 12
Tukaithad 3922 13
Basali Ryt 1384 14
Jamuniya 3089 15
Khaknar Khurd 2783 16
Chokhanda 940 17
Pipri Borban Ryt. 2088 18
Dudhiya Ryt 1811 19
Saikheda Khurd 2006 20
Haidarpur 2704 21
Bakadi 5834 22
Ratagad Ryt 1135 23
Palasur 1148 24
Mandwa 6057 25
Nawtha 1643 26
Paretha 2574 27
Dawali Ryt 2167 28
Bada Jainabad 2689 29
Dawali Kalan 2262 30
Ambada Ryt 3517 31
Shankarpura Khalan 1377 32
Khadki 1424 RC?
Dahinda 2037 RC
Ramankheda Kalan 1631 RC
Majhgaon 1573 RC

22 According to the local data of the block provided by Revenue department
23 “Reserve clustet”, in case of some of the 32 selected clusters were not reachable due to strong external
constraints
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Once the selection of clusters done, it appeared that all the villages were reachable and at
the end of the survey, none of the replacement clusters used.

The population being considered as homogeneous, 4 clusters, among the list of 32
clusters, were randomly selected for the qualitative survey. The random selection was
made using a “random selection” formula in Excel.

Table 5 - List of the selected villages for the qualitative survey

Village name Population RFS Cluster Qualitative Cluster
number number

Palasur 1148 24 Village 1

Dudhiya Ryt 1811 19 Village 2

Shankarpura Khalan | 1377 32 Village 3

Bhauraghat 1404 5 Village 4

3.4 Data collection methods

To assess the causes of undernutrition in Khaknar block, the NCA methodology applied
a mixed-methods study design. A quantitative component was designed to objectively
assess malnutrition status and the prevalence of known risk factors, while the qualitative
component aimed to uncover the community’s own conceptualization of malnutrition,
the degree to which they perceive it as a problem, and what are observed to be the
causes. Thus, the qualitative and quantitative components are intended to generate
complementary data.

3.4.1 Risk Factors Survey

Data collection took place between the 9" and the 28" June 2014 after 6 training days.
On average each field team completed 5 to 6 questionnaires per day. 767 households
were surveyed within 32 clusters™.

3.4.1.1 Training of surveyors and supervisors

Surveyors and supervisors were trained during six days. Data entry operators attended
the training too. Five days were dedicated to the RFS and one day to the MUAC.
Everyone learnt how to take MUAC, and the most efficient surveyors went to an
Anganwadi centre in Burhanpur to take the MUAC of some children. The candidates
who took most accurate measurements were selected as supervisors. Only those
candidates received extensive training on MUAC, as the supervisors only were
responsible to detect and refer SAM and MAM children during the survey.

Sixteen surveyors and seven supervisors were selected.

3.4.1.2 Random selection of Households

Depending on the configuration of the block, the selection of households was done
following a two-stage cluster sampling or three-stage cluster sampl