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It 1s indeed gratifying that
‘Nutrition’ has found specific mention
in the new Twenty Point Programme
announced recently by the Prime Min-
ister. The decision atthe highest level
10 "accelerate programmes of welfare
for women and children. and nutrition
programmes for pregnant women,
nursing mothers and children, spe-
Cially in tribai. hill and backward
areas” should not only provide a new
Impetus to the programmes for
improving the nutritional status of our
POOr Communities, but should also
remove earher misgivings that nutri-
tion had not received adequate focus
in our programmes of national deve-
Lgrment. Nutrition did not figure in the
earlier Twenty Point Programme.

Theie are other items in the new
Twenty Point Programme which will
2lso contribute indirectly to the nutr;-
tional uplift of Our poor income
groups

These are:
¢ special efforts to increase produc-
tion of pulses and vegetable oil seeds:
¢ strengthening and eéxpanding cover-
age of Integrated Ryral Development
and Mational Rural Employment
Programmes:
¢ review and effective enforcement of

™ Yimum wages for agricultural
labour;

® supply of drinking water to al| prob-
leln V-”ages,

® improving the eénvironment of slums:
® promoting family planning. and

® augmenting primary health care
facilhities.

It 1s hoped that the announcement
of the new Twenty Point Programme
will be followed by the enunciation of
a clear. coherent and realistic Inte-
grated Nauonal Nutrition Programme
(INNP). and the setting up of a
machinery to ensure 1ts successful
implementation.

Earlier Experiences

It may be useful at this point to
benefit from our earher experience in
the implementation of nutnition pro-
grammes. Some of our earlier errors
may be realised in order that we may
avoid them in future
®* The necessary social and political
chmate at the village level. necessary
for the smooth implementation of
Programmes had not been generated.
The community had not been prepared
and community participation was
taken for granted.
®* An efficient infrastructure for the
implementation of the programme at
the field level was Notcreated. and the
Managerial skill needed for success-
ful implementation of social welfare
Programmes at the village level with
iImagination. resourcefulness, and
concern and compassion for the poor
was not <oecially requisitioned
*® Inthe absence of facilities for decen-
tralised planning. a uniform inflexible,
blankel approach had to be followed:

the programmes €ould not be tailore
and adapted to suit the local conc
tlons and requirements. N
® There was no built-in provision !
independent evaluation and monit
ing. with the result that there was
feedback from the field to l_he cer
and no mid-course corrections w
attempted.There was often awide ¢
parity between actual a_ccompl
ments in the field and official claimr
the centre
® Some of the programmes depen
heavily on external support and for.
doles. and indeed were even sta
becallse of the availability of ¢
support.
® The inputs in the so-called |
programmes were So large that
could not be replicated on a cou
wide scale
® It was not recognised that nut;
programmes, however efficiently
cuted. cannot succeed in isol:
but only when they are part of an
all effort at socio-economic dev
ment and health care.

. Suggestions for the Future

»

® In the development of future
grammes and in the expansii
existing ones. qualitative cons
tions are, at least, as important
quantitative ones. We should no
sure our achievement by the ext
the Coverage only but by the qu:
the coverage as well. Itis noton!
many blocks are going to be cc
but how we/y they will be covere.
should be the main considerat
® Itis necessary that due atten
paid to the building up of an ef
infrastructure for the implemer
of the programme and nec



in the ICDS programme. in the light o
earhier expenence
It may also be useful to ensure th¢
in the new blocks 1n which the prc
gramme 1s 10 be introduced. the fu
complement of staff envisaged as pe
the modified Primary Health Car
pattern 1s 1n position, rural emplo
ment programmes are instituted ar
effective functional links are estal
lished between the functionarnes of :
these programmes in order to maxir
ise their benefits through mutual rel
forcement Also. instead of insistir
on asetuniform patternin all the ne
blocks. it may be desirable to try o
alternative strategies n order
evolve through experience the mc
rewarding and eftective approach.
It 1s hoped that the national pi
grammes for control of goitre. nut
tional blindness and anaemia will al
be similarly stepped up.
It 1s heartening to hear that follo
ing the Prime Minister's plea for per
dical medical check-up of sche

ike UNICEF and WHO (which are not
‘toreign’) should be fully availed of

e Alleast five toten percent ot the total
aillocation for each programme may
be earmarked for ndependent eva-
lu.tion and monitoring. The govern-
mental agencies conducting the
programmes should be receptive not
only to the success stories but also to
reports highlighting deficiencies and
failures. Necessary mid-course cor-
rections must be injected and the pro-
grammes must be under constant and
continuous review.

We understand that the Integrated
Child Development Service (ICDS)
programme will now be extended to
cover 1.000 blocks instead of the
present 400

This expansion i1s welcome, but 1
will clearly involve all the challenges
and considerations discussed above
This oppartunity may be availed of to
introduce appropriate modifications

managerial skill. f necessary even
om outside the Government depart-
nents. must be requisitioned
irtensive educational and
cmmunily-contact grogramme must
crecede the treduction of the pro-
gramme n any block. and the adapta-
t.ons necessary to suil local
condittors and requirements must be
decided upon by the district planning
authority after due consultation with
the commuinity.
» The programmes should be based
on  nauonal resources and self-
rehiance. Too much reliance on exter-
nal support from foreign countries in
such a v tal hield as health, nutrition
and sccial weltare will be like building
- casties on quicksand This 1s not to
suggest that external help should not
beavaled ol for the purpose of rapidly
achieving self reliance incritical areas
where we may be deficient
e The heip of international agencies

e An

Subseqguent to ocur writing the above paper. we have had the opportun-

T

ity 10 siudy the Report of the Task Force on School Health Services”
prepared Ly the Health Ministry. The programme proposed by the Task

Fzice is a pilot project imited to 30 primary Health Centre areas in
different pa s of the country. Evenin these areas. the programme will not
te onthe comprehensive scale suggested earlier in this Bulletin Though
s enviss Jed that the chiidrenwill be “screened for malnutnition™, appar-
entiy no sgecihic provision for combating this major problem s indicated:.

thie pravision ¢! Bs 3.000 tor each Primary Health Centre areafor “'medi-
cine and corrective ards” can hardly do justice to this problem.

However the report acknowledges in its preamble that “practically all
(the surveys) report that*malnutrition, including anaemia. vitamin and
other nutriinnai deficiencies (ranged) from 40 to 75 percent”. The total
outiay for the ennire project 1s about Rs. 30 lakh. Apparently, the Task
Force while tully conscious of the gigantic task ahead. was constrained by
the realisation tnat financial resources of a high order were Jjust not
ava:lable. The Task Force has certainly done a commendable job. acting
as it had 1o, under this serious limitation.

rnough what the Task Force has proposed is a pilot project. there is no
projecticn in the report as to whether. and if so how. and in what time
frame the programme will be extended after the pilot stage iscompleted;
and how theresources will therefore be delegated. The Task Force Report,
however. states that “strategies to be adopted for coverage of all PHCS in
the country in a phased manner” will be recommended on completion of
the piiot project

Once again we urge that 10 percent of the budget of Rs. 953 crore
allocated for Primary Educationinthe Sixth Plan be utilised for organising
a cernprehensive School Health Service. reflecting the spint and sub-
sjance of the Prime Minister’s exhortation in her address at the Inaugura-
tion of the National Heart Institute. The information generated by the pilot
project proposed by the Task Force of the Health Ministry should prove,
mostvaluebleinorganising such a programme The commendable efforts '
ot the Task Farce shou!d not be allowed 10 go to waste. but should be
pursued to their logical culmination

C.Gopalan

children, the Health Ministry is n
formulating a comprehensive scho
nealth service programme. It1s hog
that this programme will be a plan
a comprehensive service of the v
we had pleaded for earlier in this E
leun (Gopalan C.. Bull. Nutr. Four
Oct 1981)

The nutntion component of
current health system has to be ¢
siderably strengthened. It is in
context that we had pleaded for t
tressing the nutrition programm
the heaith system with
® acomprehensive school-health
vice, and
® a health and nutrition service un:
taken as part of the rural developmn
programme (Gopalan C. : Bull. N
Found.. Jan. 1982).

All the above programmes
together could constitute the |
grated National Nutrition Prograrn
(INNP). Such a programme coulc
controlled. coordinated and mi
lored by a group under the chairmr
ship of the Prime Minister her:
Such an arrangement will provide
coherence. and intersectoral coc
nation and also invest the whole el
(which is, in effect, the kingpin of
new Twenty Point programme)
the necessary administrative aut|
ity and pohitical stature



Exclusive Breast Feeding for
Months—An Attainable Goal
for Poor Communities

s

Dr. Dipali Das, Dr.Jasbir Dhanoa and Dr. Betty Cowan,
Christian Medical College, Ludhiana

While it 1s universally accepted that
breast milk provides the ideal food for
an infant in the first three months of
life. there 1s considerable difference
of opinion regarding the optimum age
when this should be supplemented by
semi-solids, especially in the poor
socio-economic communities of the
developing world

v According to Waterlow (Waterlow,

J.C.. Ashworth, A.. and Griffiths. M.,

Lancet, Voi. 11, 1176-79. 1980)

many well motivated mothers can

maintain adequate nutrition by exclu-
sive breastfeeding until three, four, or
six months or even longer. but the
weights of many infants so exclusively
breast fed start to fall off at three-four

months. Ahn and Maclean (Ahn, C H .

and Maciean, W C: American J. of

Clinicai Nutnition, 33. 183-192, Feb

1980) showed. however, that 96

infants of healthy mothers in an upper

class community in US A did not
need any supplement to exclusive
breast feeding for a major part of the
first year of hfe in order to grow
adegualely
“ Gopalan (Gopalan. C.: Bull. Nutr.
Found.. April 1981) suggests that in
poor communities hiving under poor
hygienic conditions, the theoretical
benefits of early supplementation (i e.
before sixmonths)if any. may be more
than offset by the earlier onset of diar-
rhoeal episodes. which are a major
determinant of infant growth and
nutrition in many developing coun-
tries. and therefore recommends that
it will be prudent to advise poor
women to introduce supplements
after six months of exclusive breast
feeding.

While it is possible for women to
breast feed adequately until four to six
months, it is not clear if most women
canrachieve this. In view of the impor-
tance of the subject. the number of
lives at stake and the paucity of availa-

ble information. we have in this paper
reviewed data regarding breast feed-
ing performance from the ongoing
programme of comprehensive health
care of the Department of Preventive
and Social Medicine and Community
Health of Christian Medical College
(C.M.C.). Ludhiana. Punjab. India.

Health and nutrition education 1s
the main feature of our methodology
which has previously been described
in detail (Dhillon. H., Dhanoa. J., and
Cowan. B.: Health and Population—
"Perspectives and Issues 27 (1). 5-25,
1979)

Five years ago we found that 55.5
percent of the children who died
between 7-36 months, were females
of the underprivileged (U.P) com-

cent of these had severe malnutrnition.
These are poor landless labourers
whose wives and children rarely
attend a health centre. Most of their
counterparts. the privileged (P). who
account for approximately 65 percent
of each village. are not poor and own
at least a hittle land. Many are literate
and not only takc advantage of health
centre facilities but comply with
advice given at home. '

Accordingly we intensified our
home-based nutrition health educa-
tion {N.H.E.). focussing on UP homes
where there was an infant, employing
as community health worker (CHW)
one woman per village to reinforce
more frequently. the advice given
monthly by our field worker. Apart
from the CHW. no extra staff was
employed. and no food supplements
were given. In a population of 19,300
in the 12 villages near our three cen-
tres where rural internship training is
given, we began with all infants born
in August 1977

Data Review 0-6 Months

A
During the 32 months commencing
August 1977, there were 1.500 live

munities of the villages ang{__64-p_er.— } births 1n a rural population of
Tliﬂel
Mean weights of 650 infants (good performers) at
three and six months according to sex, socio-
economic status and whether exclusively breast fed
(46.8 percent) or whether additional milk given
Number Mean wt. in S.D. Mean wt. in §.D.
kg at kg at
3 months 6 months

Males (P) )
breast only 100 59 107614 7.4 11.0733
Males (P) breast
+"top” milk 132 58 t0.7991 72 10.7460
Males (U.P.)
breast only 72 56 108337 7.1 10.4801
Males (U.P.)
breast+"top”
milk 67 54 106696 6.7 10.3532
Females (P)
breast only 82 55 10.7896 6.8 10.4949
Females (P)
breast+“top”
milk 106 55 107909 6.8 10.4962
Females (U.P.)
breast only 44 5.2 105466 6.8 10.4713
Females (U.P.)
breast+"top”
milk 47 52 11.0657 6.6 10.2748

%
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9.300 OnMay 31,1981 (L e when
the youngest was 14 months) we re-
viewed the first year growth records
3i ail of these children. except 106
who had ieft the area and 183 who
had died Ancther 323 aere excluded

e:thel because no weight was
recorded before ix weeks (many are
Jdaliverec in the mateinai viilage and

ceturn after six weeks) or if there was
70 we:ght record ai six montas

For thas presentation we included
only infants who nad a favourable
start, thats full-term singletons, with
pirtnweichts of 2 8 kgor more and no
songental abnormahties or abvious
cith traumas  Trus exciluded another
6 infants. 34 low birth we:ghtand 19
prernature infants. 23 twins (one died).
8 with congenital abnormalities and
2 with the effect of birth anoxia. Of the
rentaining 802, 39 mothers (4.8 per-
cent) failled lo establish gocd lacta-
tan, thus leaving 763 infants who
fully Lreast fgd until after six
manths

Vegle

Analysis of Data on 763 Infants

Zirih weights These were recorded in
513 ifIT...B osercent) at birth or within
favs days. Tne mothers of 250
infants Rad refused 1o allow weighing
vt four to five weeks.“ However,
weights et that ume o{ more than 3.6
kg were conrsidered 1o indicate a birth
weight of at feast 2.5 kg; Inview of the
poorer socho-economic condition of
the vinderpr vilegea, we analysed the
Dirth weignts of the two groups separ-
ateiy. We were surprised to “ind hittle
difierence. the mean birth weight of
the privileged being 301 kg (SDZ
0.4517) and the underprivileged 2 9
kg {9 0t 0 4604).
MY There were
48u priviieged intants (63 .3 percent)
sna 280 underprrvieged  This s
atmast the same socio-economic dis-
irihuttonas stecuntinthewhkolecom-

Scrie &c Hldrus

i ANty
consistng of halt of
tn 32 monihs i tne
representative  of  the willages in
resuelt ol Sccia-¢conomic < iatus
Feeding (-6 murnhis Of the 483 ol
ne preaieged 206 {42 85 percent)
anu. ¢ the 280 of -wjpr;' rmlege(i
sfents 150 ibperce

nathing excepi oreast milk i-\;r al IL’a:!

The sample therefore, while
the infénts born

se 12 viilages. 1s

1ne u

I‘.

eight months The remaining 416
infants. breast fed regularly for at
least six months, received after three
months in addition, what i1s known as
“top” milk. and the amounts given
indicate that most of the calories are
supphed by breast milk Proprietary
foods are very rarely used before six
months

Use of bortle Ot the 277 privileged
207 were given their top milk with a
spoonandcup.and 70(25 2 percent)
using a feeding bottle. Of the 139
underprivileged. 57 (41 percent)used
a bottle

Since the purpose of this presenta-
uon 1s to show how many infants in
the rural areas can achieve a satisfac-
tory nutritional status on exclusive
breast feeding until six months, we
analysed the performance in two
groups. 650 (84 percent) who had
achieved at least six kgs by sixmonths
(80 percent of the Harvard 50th cen-
tule) and 113 who did not. The former
we call good performers. the latter
‘poor performers’

These figures show that the addi-
tion of "top” milk was not advantage-
ous nor was it harmful, the mean
weights at three and six months being
the same or shlightly less with the addi-

‘tion of top milk than on breast milk

aione. Moreover, 55 percent of good
performers and 57 percent of poor
performers received “top” milk.

L Figures 1-4 show growth according

1o sex and socio-economic status.
Four curves are shown in each figure
for infants 0-6 months, (a) exclusive
breast feeding. (b) breast and “top
milk. (c) 50th percentile of Harvard
standards. and (d) 80 percent of that
50th percentile (standards for com-
parison as recommended by the
Indian Academy of Paediatrics).

Discussion

Sex and socio-economic status: Table
Il shows that the percentage of good
performers was higher in males irres-
pective of socio-economic status
This sex difference is staustically sig-
nificant (P=0.05) The curves also
show that amongst the good per-
formers. males of both communities
d:d better than females and. on exclu-
sive breast feeding. weights were
higher than breast milk+ "top™ milk.
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The weights of the privileged males
on exclusive breast feeding wére
almostidentical with the 50th percen-
tile of Harvard standards for the entire
six month period Those of the under
privileged males were identical up to
the third month and were nearly 95
percent of the 50th percentile of
Harvard standards by the sixth month
The weights of the females of both
communities, while almost identical.
whether on breast milk alone or with
additional “top” milk fell shightly short
of the 50th percentile of Harvard stan-
dards (about 90 percent).

In spite of their disadvantages of
poverty, poor diet. unhygienic sur-
roundings and overwork, with antena-
tal preparation for exclusive breast
feeding. immediate post-natal advice
and encouragement by the health
team. 90 percent of the underprivi-
leged mothers were able to achieve a
good state of nutrition 1n their male
infants However, in spite of this ad-
vice, they achieved this in only 72 7
percent of their females The same sex
differences are seen amongst the
privileged (Table Il) This appears 10
confirm Jélliffe’s (Jeliffe. DB and .
E P.F.. Contact 50. Aprit 1979. Chris-
tian Medical Commission, World
Council of Churches. 150. Route de
Ferney, 1211, Geneva, 20, Switzer-
land) observation that iIf motivated.
mothers whose nutritional status 1s sub-
optimal can breast feed satisfactorily.
Disinterest on the part of both com-
munities towards the female infant
therefore appears to have a greater
negative influence on breast feeding
performance than does socio-econo-
mic status.

Importance of the infant to the family:

[ ﬂ

We have found that the only female

who 1s of high priority is the first born
so long as she :s the only living child
However, a subsequent pregnancy or
a delivery of a male, diminishes het
prionty status This is especially true
for the underprivileged. First and
second males are always of very high
prionty irrespective of caste or family
size This 1s true for the thyrd male
unless the family 1s large. Of doubtful
or low prionty are all females excepl
the first and this diminishes where
there 1s no son This i1s particularly
true of the underprivileged whose
response to NHE. for the third and
fourth female i1s often “let herdie” the
obvious explanation for the large con
tribution to infant and toddler mortal-
ity by the females of this community

The accuracy of this subjective
assessment has been confirmed by
field workers and medical staff in
homes of nearly 1,000 infants over a
four year period. and team leaders
and field workers are able to predict at
birth and by continuous assessment
which children will be neglected and
are therefore high priority targets for
extra efforts

Infants and their importance to the
family are shown in Table Il according
to performance.

These figures confirm our impre- |

ssion that mothers will almost always
care for infants who are important to
them. Privileged males. of highest
priority, have the best performance,
the poorest are those of lowest prior-
ity, the underprivileged females. Prior
to our special approach ot "the grea-
test effort for the most needy” the per-
formance of the low priority children

was poor. Now, while there has been .

Table 1l
Priority according to sex and performance

Total High Good

No. priority. Percentage Performance Percentage
Privileged (males) 245 179 73.06 232 94.6
Underprivileged 165 89 5632 139 89.7
(males)
Privileged 238 77 3235 188 78.0
(females)
Underprivileged 125 31 24 8 91 728
(females)
Total 763 376 492 650 851

I



itte changein atlitude towards these
shedren, it will be seen from Table |l
‘nat 103 males (27 7 percentof 371)
:nd 171 femaies (61 3 percent of
279)infants were goaod performers in
.pite of thet being cf low priority.
Derrhoeal episodes  While many mild
=msodes 1n very young children go
snreported the underprivileged
nfants had diarrhoeal episodes on
sreast mik and Ttop” milk than on
ureastriulk alone Use of the bottle did
101 appear 16 «ncrease the number of
zpisodes, bul numbers are small.
~Hazards Village infants especisllythe
gnderpriviteged. have to contend
~ith many soccial as well as health
nazards. In view of the small number
of poor performers. itisnotpossibleto
iudge the etfect ot hazards on perfor-
mance Twenty five percent had at
:east one diarrhoeal episode, 30 per
cent had severe upper respiratory
mmfections inc uding a few with bron-
chopneumonia. Twelve percent had
skin mnfections and seven mothers
0.9 percent) were oregnant by the
ume the infant reached six months,
Two arfanis had measles at six

months OF the privileged mothers
anly 25 (5 2 percentiwent out 1o work
compared with 76 percent of the
underprivileged. The affluentwill con-
i nue to decide for themselves how
they will feed their young infants and
whien to supplement breast milk with
semi-solhids. The privileged infants in
cur villages however, did very well on
exclusive breast feeuing and less well
when “top” milk was added

Conclusion

From our expenence we are certain
that1ts cur duty to teach workers not
ta add 1o the tremendous burdens of
the mothers of the underprivileged
cemmunmity by asking theni 1o give
anything otner than oreastmill: for six
months We have shown that under-
privileged mothers. 76 percent of
whom have to work in the fields, in
spite of poverty, poour diet and unhy-
aienic  surroundinigs, are able to
breast feed satisfactoniy 90 percent
<4 their male infants for six months.
Our duty 1s therefore to motivate
these mocthers towards  exclusive
breastfeeding in the prenatal period,
te encourage them tnioughout the
tastsixmonths and 3513 a5 possible.
12 do this for the:r femaie infants also.

a

A Révisit to Rewa
\ C. Gopalan

Rewa and the surrounding villages
of Madhya Pradesh have long been
known as the major endemic zone of
neurolathyrism. the crippling paraly-
sis of the legs afflicting poor wage-
earners in the full bioom of their youth
and adulthood. Theclear and indispu-
table association between the habit-
ual. heavy consumption of the pulse.
Lathyrus sauvus (Kesari dal). which
has been the staple diet of the poor in
this region for centuries. and the
occurence of neurolathyrism. had
also been established several
decades ago

It was the practice of the rich
farmers of the region to pay wages to
their bonded labour in the form of
Lathyrus sauvus. As early as 1907.
the enhightened ruler of Rewa had
1Issued a proclamation banning this
practice. but this well-intentioned
edict was successfully thwarted by
vested interests Subsequently,
attempts to ban the cultivation of
Lathyrus sativus could also not suc-
ceed. because Llathyrus i1s a hardy
crop which could be grown easily
even on unirrigated land: while the
seeds of the plant had become the
established staple diet of the poor. the
shoots provided fodder for the cattle
Thus Lathyrus sauvus had become
strongly entrenched in the agricultu-
ral economy of the region, and alter-
native para-crops which could
displace Lathyrus in the region could
not be identified and propagated.

It was in 1955 that this author first
visited Rewa to obtain first-hand
knowledge of the problem of neuro-
lathyrism. The disease was then at its
peak and scores of poor people.
mostly men. moving about in an awk-
ward gait with the help of one or two
long sticks was a very familiar sightin
the streets of Rewa. Lathyrus sativus
was clearly the staple—almost the
only major food item—of the great
majority of the poor. among whom the
disezse was comman

Following that visit, a field Unit of
the ICMR was established in Rewa
unaer the charge of Dr. M.P.Dwived:.

6

This Unit carried out detailed Survey.
of several villages in order to asses.
the prevalence of the disease and th,
factors contributing toJt It was esy,
mated that more than four percent g
the population in the region wer
afflicted with the disease. Laboratoy,
studies designed to identify the toxc
factor in Lathyrus sativus were algg
initiated at the National Institute of
Nutrition, Hyderabad

These studies resulted in the identi.
fication by Dr.D.N. Roy of a toxic fac-
tor n Lathyrus salivus, Iat%
characterised as B-oxalyl amin
acetic acid (Bo AA). A simple proce-
dure for removing a major part of this
factor from the seeds through par-
boiling was also developed. This
procedure was so simple that it could
be applied in the village or at home.

L]

Strategy for Prevention

On the basis of these studies. a
three-pronged strategy for the prev- |
ention and control of neurolathyrism
was suggested:
® educating the poor community 10
avoid using Lathyrus sativus as the
sole staple diet but to use it only in
small quantities, if at all, in admix-
ture with cereals and millets.
® persuading the community to pafJ
boil the seeds before cooking them,

e dissuading the fandlords from pay-
ing their labourers wages in the form
of Lathyrus.

Though attempts were made to
implement this strategy. the pro-
gramme could not make much head-
way in the face of resistance by
affluent vested interests on the oné .‘
hand. and apathy and lack of coopera-
tion on the part of the poor. on the
other

Under these circumstances, a e
visit to Rewa by the author towards
the end of 1981 (almost 25 years
after his first visit) revealed some suf-
prising and paradoxical develop-
ments. The unmistakable impression
corroborated by several participants
in aseminar convened in Rewa on thal

j



>casion to discuss the problem, was
1at the disease was definitely on the
ecline, though the Professor of Med-
ine at the Rewa Medical College
ecported having seen nearly 30
ases during that year. The ‘contract’
sbour (an euphemism for ‘bonded’
abour, now that the system of bonded
abour has been officially abol-
shed) were not any more getting
athyrus sativus in hieu of their wages.
nstead they were getling either
noney or wheat and other millets.
On the other hand. available figures
:ndicated that the cultivation and total
production of Lathyrus sativus in the
region had not dechned Indeed.
according to one participant in the
seminar, there was actually an inten-
sification of Lathyrus sativus cultiva-
on by the rich farmers. and even
‘*?igated land was being pressed into
use for this purpose. Strangely
enough, the local agricultural
research station was also engaged in
research to identify high yielding var-
ieties ot Lathyrus sativus
The nagging question was: If Lathy-
rus sativus was not being used to pro-
vide wages for the poor. if it was also
not consumed by the affluent comm-
unities and if its export was legally
banned. why was the crop still being
cultivated and how was it being used?
The reason why the poor landless
labourers were no longer being paid
their wages in the form of Lathyrus
sativus was quite obvious Lathyrus
sativus, which was the cheapest and
the most inexpensive food item in
U955, had by now become a relatively

Wholesale Prices of Wheat and
(Pulses in India (Rs./Quintal)

Year Wheat Bengal Red Black Green

Gram Gram gram gram
1956 318 200 257 321 305
1960 412 357 503 488 531
1965 619 662 813 786 884
1968 843 904 1081 1214 1141
1973 929 1549 1466 18452121
1977 1342 1539 2236 25352260
1980 1462 2827 3435 2684 3537
1981 1625 3515 4425 29163842

Figures relate 1o
(April-December)
Source. Bureau
Statstics

average of 9 monihs

of Economics and

o il

costly commodity. Its wholesale price
was now as high as Rs 270 per quin-
tal as against Rs. 170 per quintal for
wheat Itwas nomore a profitable pro-
position for the landlord, thus forcing
him to switch his mode of payment to
wheat

Evidently, the poor landless labour-
ers were at long last being “saved”
from the poisonous seed. not because
of the researches and educational
programmes of the last two decades.
but solely due to the intervention of
market forces. Thevery greed and profit
motive of the landed gentry. which for
centuries were responsible for the
perpetuation of neurolathyrism
among the poor in Rewa, have appar-
ently helped to redeem the poor by
removing Lathyrus sativus out of their
economic reach

Breach of Law

What then happens to all the Lathy-
rus sativus being cultivated in the
region? If the crop 1s not being con-
sumed locally, it must be obvious that
it1s being exported Butthere s alaw
banning export of Lathyrus sativus 1o
other states It can only be concluded
that like many other ‘laws’ concerned
with food commodities. this law too 1s
being ‘observed” more in its breach
According to available information.
there 1s in fact a very brisk and lucra-
tive export trade in Lathyrus sativus,
which 1s being moved to other neigh-
bouring states for adulteration with
other pulses. It 1s also reported that
Bengal gram flour i1s being freely and
liberally adulterated with Lathyrus
satvus tlour

This prompts us to ask why this
illicit export trade should have picked
up momentum only recently. When
the wholesale prices of cereals and of
pulses are compared for the period
1955 to 1981 (See table). it will be
seen that till about 1960. the whole-
sale price of wheat was higher than
that of pulses. However. in the wake
of the "green revolution” and with the
intensification of cereal cultivation
relative to pulses. the per capita avail-
ability of pulses declined Naturally
the prices of pulses soared and since
the mid-sixties they have continued to
exceed the price of wheatl. Adultera-

continued on page 8
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REVIEWS AND.,
COMMENTS

Nutritional Consequences
of ‘‘Development’’

A wvisit to the part of Punjab which
surrounds the prosperous city of Lud-
hiana makes it easy to believe a sur-
prising report that only 11 percent of
the rural families of the State live
below the poverty line. Few are unable
to share the fruits of the tremendous
developments in agriculture and
animal husbandry which have taken
place during the past few years

It 1s difficult therefore to reconcile
the obvious prosperity with the
persistently high Infant Mortality Rate
(IMR). It raises the questions. “Do all
share in the benefits of development?
Canwe expect the fruits to‘trickledown
automatically to all. ordoes the group
which contributes to the high IMR
somehgw miss out?”

From our experience in the 14 vil-
lages (population 23.000) which
have been the field practice area of
the Department of Social and Preven-
tive Medicine and Community Health
of the Christian Medical College. Lud-
hiana. since 1973, we now know that
the "helpless”—the pregnant women.
the viable foetus and the under-three
child do miss out and. in someinstan-
ces. "development” may have an
adverse effect on health of this group.

While it had been simple to obtain
accurate numbers of infant and
toddier deaths. this information did
not tell us WHY babies died and how
these causes could be removed and
deaths prevented. This information,
unavailable from the village vital sta-
ustics., was only discovered by the
field worker’s specific enquiry ineach
home, and yielded much hitherto
unknown and unsuspected
information.

The fruits of development were
being enjoyed by the- “priviliged”
approximately two-thirds of each wil-
lage. people who do not belong to the
schedule castes, landowners, few of
whom are poor, many literate, and all
able and anx:ous to take advantage of
every facility, including health mea-



wures, olfered wo tnem Thiswasnot so
++ the case of their counterparts. the
:rderpriv:ileged. The latter make up
sna-third of the village population,
:hey are mcstly poor, illiterate land-
255 labourers

Development had certainly
ncreased their work opportunities.
'neir incomes. and consequently the
.o1al amount of food consumed daily
r most homes; and the state of nutri-
a1on of the wage earners and bigger
children was satisfactory

For the mothers of this community,
nowever, ‘prosperity’ had resulted in
more work, more food to be cooked,
tew opportunities to rest even during
the !'aier months of prégnancy. little
iime to expand on the feeding of an
nfant after breast milk had become
nsuftictent for its growth needs,
sspeciaily if she was an unwelcome
female in an alreaay overlarge family.

These femaies accounted for more
than half of the intant and toddler
deaths in our area. and a nut-itional
profile of children in the second and
third years of ife showed that almost
Z0 percant of these hittle girls spent
tre 24 mionths in severe degrees of
mairutritton, while only 20 percent of
the males of this community were so
iffected Very few males and only 15
cercent ol the females of the privi-

leged h.:d severe malnutrition.
Previously many buffaloes gave just
enough milk for the family’s needs
and there was little to sell. Now, with
improvement 1n animal care, 8\‘!81'\,‘
buffalo had become a source of
income. the milk was collected and
sent to the city. leaving just enough
for the family’'s tea. There was also the
problem of the helpless child left out-
side the locked door while the mother
took advantage of the increased work
opportunities i1n the fields. While she
may take a very young infant with her,
and the three year old may wander
into the home of a neighbour. the
mother has no alternative but to leave
the one year old child alone or with a
sibling. This 1s increasing as work
opportunities increase. and eight per-
cent of a group of children between
seven and 24 months were left in this
way. a few with siblings or older rela-

- tives but most alone. deprived of food

andwater eveninthe hotweather.until
the mother returned hours later

The poor young pregnant women
knew that their rich neighbours were
willing to pay for imitless amounts of
fodder for the buffaloes to increase
the milk yield So they brought fodder
from the fields carrying heavy loads
on their heads After a few days of
such hard work foetal movements

REWA: coririved from page 7
uoen of pulses ke Bengal gramwith a

nardy pulse crop hike Lathyrus sativus.,

which grows even on unirrigated land.
have therefore beccme an atiractive
pProposition

We maytempaorariyrejoice over the
factthatthe "conlract” labour of Rewa
has--been-thus “saved” but if the
landlords of Madhva Pradesh, egged
on by their greed. continue t¢ inten-
sify cuitivation of Larthyrus sativus
{unwittingly abetted in this prozess by
misguidec agricultural research
scientists), and if they pursue the
export of this commodity with even
greater vigour in fulure, they will
eventually "succeed inexporting and
disseminating neurolathyrism which
was all’along localised to sbme parts
of Madhya Pradesh and Bihar. It may
well become a national problem.

The Nutritton Foundation of India
has now sponsored a study 1n Rewa
and its environs 1 order 1o ascertain
the current prevalence of the disease

and other connected factors This
study will be carried out on behalf of
the Foundation by Dr Dwivedi. the
same- investigator who had studied
this problem nearly 25 years ago
and who is therefore fully conversant
with the terrain. The study will throw a
greatdeal of light on the many factors
discussed above and provide an
authentic basis for action. Obviously.
here i1s a situation which needs to be
watched and monitored with great
alertness and care.

Nutrition scientists 1n their 1deal-
ism often plead for a “nutritional
orientation” to our agricultural policy.
the imphcation being that the agricul-
tural cropping pattern could be dic-
tated and influenced by health and
nutrition considerations. How-
ever,the reality seems to be that com-
mercial considerations and the play of
market forces will determine the patt-
ern of agricultural development. irres-
pective of the health and nutnitional
repercussions of such development

increased and premature labour fol. ¢
lowed The young women were ¢
unable to care for the tiny babies whg ¢
died a few days later. Thus “develop. " «
ment” in these cases had increaseq
the numbers of premature low birth (
weight babies {
When we had thus “dissected” the ¢
problem. we learned of some of the P
additional burdens imposed on the
mother by “prosperity” and we came |
to realise that IMR and malnutrition
would not decrease withou aninbuily
health and nutrition component
specially designed to meet the specia|
needs of the underprivileged mother,
and help her to find a solution which
would not deprive her of income-
generating opportunities while not
jeopardising her health.

Need-Based Approach

A need-based approach through
specific nutrition health education
given by the field workers was there-
fore instituted. No extra clinics were
arranged. and no food supplements
were given out. Attitudes however
were changed and mothers were per-
suaded to give themselves a break
from child bearing by acceptance of
an intrauterine device, and infant
feeding practices were changed: the
women were motivated to feed their
infants exclusively with breast milk
until six months old and to introduce
sohd supplements thereafter.

Previously only 12.9 percent of
children had received adequate solids
by the age of two years and 25.9 per;
cent by three vyears. This w
increasedto 70 percentand 83.5 per
cent respectively and the severe mal-
nutrition in the underprivileged
females was’ halved. To achieve an
adequate calorie intake on chappa-
tes. tea. vegetables and an occasion
dal was easy neither for the mothern
the child. but many did achieve this.

As a result of this programme. IM
has been significantly influenced.
1977 there was almost three times
many deaths of underprivileged po
neonates as of the privileged. In 19
the number of “underpriviliged” de
ths had fallen dramatically an
was slightly less than that of the priv!
leged. Post-neonatal infant mortall
had been halved within three years: 4

ety Cowan’
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