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THE WEST BENGAL STATE
NUTRITION STRATEGY
2008-2017

Goal

The state shall strive to achieve optimal nutritional health for all people, especially the poorest and
those In greatest need, through intersectoral collaboration.

Objectives

1. Reduce under-nutrition including micronutrient deficiencies particularly in women and young
children as a prerequisite for good health

2. Ensure uninterrupted delivery of quality nutrition services through the Integrated Child
Development Services (ICDS) Scheme in collaboration with primary health care services and
Panchayati Ra) Institutions (PRI} particularly to the nutritionally vulnerable, poor and excluded
groups.

3. Improve inter-departmental convergence to address the various factors that contribute to mal-

nutrition, including food security and safety, access to health care, water safety, sanitation,
empowerment of women, education etc.



The Current Nutrition Situation in West Bengal

West Bengal is the most densely populated state of India. Nearly half the state’s population comprises the
contextually backward groups, the scheduled castes, scheduled tribes and minonty religious groups. This
unigue ethno-cultural environment has shaped traditional practices and attitudes in the caring and feeding
of children, women and the girl child.

Among the states of India West Bengal has maintained a middle position in economic growth in the country.
The improvement in health has been more impressive and the mortality rates have almost halved over the
last two decades. But, prosperity and improved survival have not resulted in improved nutrition outcomes.

Key Nutrition trends and Indicators West Bengal
[source Fact sheets NFHS 3 2005-046)

Indicator Trenr::ll;HW;;tt Ei;ngal All Ir::Hgv:nge
Children % %
Underweight weight for age 0-25m Improved 5.2% 435 459
Stunting height for age 0-35m Improved 8.5% 13 384
Wasting weight for height - 0-25m Worsenad 5.4% 19 19.1

Braast fed within 1 hour of birth (0-23y) Worsened 1.3% 237 234
Exclusively breast fed 0-5m MA SRE 4563

Fed sami-solid’ solid food & breast milk 6-%m Improved 9% 559 558
Araermia in children 0-25m Improved 9% G604 79.2

Children 12-35 months received one dose of

Witarin A in the last six months EMpEG 2 et g 21
Housaholds using adequataly iodised salt Improved 7.4% &1 31.1
Women

Anaemia in married womean 15-49y Wiorsened 1.1% 635 56.2
Anaemia in pregnant women Worsaned 6.2% 626 57.9
Fregnant wormen consumed 90+ 154 in [ast pregnancy A 243 223
Maternal uncler-nutrition 15-49y (BMI <18.5) Improved 6% 3T 33

* Data source NFHS 3 India report, ** Data for comparison MFHS 2 \West Bengal State report



It is apparent from the trends that several nutrition indicators have shown gradual improvement. However,
the increasing trend in anaemia in women and wasting in children is a grim reminder that the nutritional sit-
uation is still grave and affects a large number of women (64% anaemic) and children {69% anaemic).

However, it is possible to reduce malnutrition prevalence at accelerated rates through well planned and
focused interventions as demonstrated in India and other countries' .

Taking into account the nutrition geals of the Eleventh Five year plan of the Government of India and the
commitment to “Universalise ICDS with quality” the state has set itself ambitious targets for nutrition out-
comes over the next ten years.

The state recognises the dynamic context of the issues and any strateqy to address them would need to be
flexible and adaptive.

Medium- and long-term Nutrition Outcome Targets

Though the state has set medium (2010) and long-term (2016) targets, it is the Nutrition cutcomes that will
be a measure of the success of the strategy.

Medium- and long-term Mutrition Outcome Targets

Current Status '
e

% Ha o
Underweight children 0-35 m 435 35 22
Anaemia in pregnant women 626 55 35
Anaemia in children 0-25 m 69.4 1] 45
Vitarnin A supplemantation 412 55 (9m-5y] 80
Lise of adequate lodised saltin haussholds 6.1 80 af
Infants breastfed within cne hour of birth 37 287 40
Exclusive breast feeding 386 80 o
Complementary faading 559 80 o

For the medium term - 2008-2010 - the state has focused on some key elements in the West Bengal State
Mutrition Strategy. It will target the most critical issues particularly those that have long-term, inter-genera-
tional implications. The thrust of the strategy will be on preventing and treating early malnutrition.

} Lancet series on Maternal and Child Mutrition, www. lancatorg
World Bank 2006 Repositioning Nutrition a3 Gendral fo Development: & Strategy for Large -Soale Action
Gragnolati M, Shelkhar M, Gupta M D) Bredenkamp Cand Les Y E{2005], indias Uhdemourished Chitaren.: A Cail for Refomm and Action
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Strategic Priorities

The strateqic priorities are;

. Target the most vulnerable groups of the population

ll.  Improve the quality of ICDS Services to achieve Universalisation with quality.

lll. Promote convergence to ensure availability of services, inter-departmental collaboration and
community participation

V. Empower communities and families to adopt sound nutrition practices particularly for the
most vulnerable.

V. Strengthen Monitoring and Evaluation to ensure the programme remains on track.

l. Target the most vulnerable

Certain groups in the population are more susceptible to the ill-effects of nutritional deprivation and are
therefore considered nutriticnally vulnerable. Young children (0-2 years) carry the damage inflicted by early
malnutrition all their lives. Chronically undernourished, anaemic women pass on their nutrition deficits to
children thus making nutrition an intergenerational phenomenon. The risk of disease and mortality is
increased several times among children who are malnourished® NFHS surveys have shown that the incidence

of malnutrition is higher among economically and socially backward groups.

The strategy will target these groups with appropriate interventions and nutrition actions, which will include
«  Preventive interventions for children under 3, pregnant, and lactating women

+  Community-based rehabilitation plans for malnourished children

«  Improved access (to nutrition services) for marginalised and poorer groups

‘ Nutrition actions® ‘

= Early and exclusive breastfeeding for six months

» Adequate complementary feeding starting at & months with continued breastfeeding, including
nutritional care of sick and severely malnourished children

» Adequate Vitamin A intake by women (diet) and children, Vitamin A supplementation of children 9-59 m

« Adequate intake of inon for women and children, IFA supplernentation and encouraging compliance

= Extra diet and rest during pregnancy

= Adequate intake of iodine by all members of the househald



. Improve the quality of ICDS services

The Integrated Child Development Services (ICDS), which has a network of community level Anganwadi

Centres (AWCs) across the whole state, is the largest direct nutrition programme for women and children.

The strategy aims to increase the effectiveness of ICDS to combat malnutrition by focusing on strengthening

systems. The key areas are:

*

Management: A State Mutrition Strategy Management Unit will be formed under the Department of
Women and Child Development and Social Welfare (referred to as DWCD) to improve programme man-
agement and implement the strategy. Management at district and block levels will also be strength-
ened.

Supervision: Anganwadi coordinators will be appointed at the Gram Panchayat (GF) level to improve
supervision. Each GP will have two coordinators and each co-ordinator will oversee a cluster of 12-15

Anganwadi Centres.

Human resource: A capacity building and sensitisation process will be initiated and institutionalised to
train people at all levels — from the committees that will guide the implementation of the strategy, to the
staff on the ground (AWWSs, PRIs, NGO workers, health staff, school teachers, village health and sanitation
committees). A training plan will address key capacity building issues, like institutional and decen-
tralised training, knowledge and skills for nutrition interventions and on-job supervision and guidance.

Physical Infrastructure: The gaps in infrastructure will be filled by building Anganwadi Centres with
basic sanitation facilities so that poor and marginalised groups have access to these facilities. The state
plans to construct cne Anganwadi centre in every GF area annually, over the next three vears.

l1l. Promote convergence

Convergence encourages the participation of different departments, sectors and programmes in the delivery

of nutrition interventions. To promote convergence, the state will:

*

Ensure essential nutrition care to women and children through targeted and planned interventions.

a) Conduct Nutrition and Health Days: A manthly activity to be organised by the "Gram Unnayan
Samiti” in its role of the village health, water and sanitation committee of the *Gram Sansad = AWW,
ANM and ASHA (where available) will participate.



B)  Organise biannual Mutrition and Health Weeks: Some nutrition actions such as Vitamin A supplemen-
tation to children and deworming are six-monthly interventions. These will be provided biannually

{during May and November) and will include intensive nutrition awareness generation activities.

Activate existing monitoring and coordination committees: The Mational Rural Health Mission will over-
see the strategy at the state level, and existing committees of the PRDD will be sensitised to monitor

nutrition Issues and actions at the district and block levels.

al  Strengthen monthly meetings of ANM and AWW: Encourage meaningful interaction between ANMs
and AWWs during their monthly meetings. This should promote convergence in planning, delivery of

services, reparting and monitoring.

IV. Empower the community

Families and communities will be empowered through nutrition awareness campaigns. This will promote

behaviour change towards improved care practices for women and children and enable families to initiate

nutrition actions at their levels. It also aims to increase awareneass of and demand for nutrition services. The

key approaches will include:

-

Linking a home-based approach with centre-based service delivery
Developing area specific interventions based on lessons learned from successful pilots
Developing local capacity (SHG, CBO) for nutrition actions

Introducing community-based interventions for rehabilitation of malnourished children.

V. Strengthen monitoring and evaluation

A detailed monitoring and evaluation plan will be developed. This will invalve people at all levels of the sys-

tem including the community. The key considerations for monitoring include:

*

Developing a set of common nutrition monitoring indicators that can be used across all sectors.

strengthening monitoring and supervision processes

strengthening state MIS to facilitate evidence based reforms/ policy

Conducting studies and appraisals periodically.

B



Operationalising the State Nutrition Strategy

The State has already undertaken a Health Systems Development Initiative (HSDI, which is a programme for
reform and investment in the Health and Nutrition Sector. The H5DI is supported by the United Kingdom
Department of International Development (DFID). DWCD will be the nodal department for implementing the
Mutrition component of H5DI. The HSDI Nutrition programme outputs and milestones for the first year are as
under.

in June 2010 Milestones for the first year 2008

1. Improved ICDS service Delivery, 1.1 5tate training plan developed for enhanced training and supervision capacity to ensura focus
aspacially in the six poorest on YCF and milcronutrients supplemantation among children under 2. Implemeantation of
districts training plan initiated
1.2 Infrastructure of AWC strengthened in six poorest districts, esp in remote tribal blocks,
according to agreed poverty criteria and O&M nonms.
1.2 Selection and training of cluster coordinators (cadre of supervisors) in at least half the districts
of the state including & poorest districts
1.4 Mudrition related activities incorporated in the agenda of heaalth supervisors,
1.5 In & poorest districts, increasein the coverage of 25+ feeding days at AWCs

2. 5trengthenad convergence 2.1 Existing state, and disirict and block level coordination committess for health (MEHR
sensitised and orented to monitor implemeantation of the Butrition strategy.
2.3 AW Cs established as depot holders for IRA, ORS and contraceptives.

3. Community actions for 3.1 Existing communication strategies in the state reviewsd and a comgprehansive BCC plan
irnproved child feeding practices developed
3.2 CBOs/ SHGs to support BOC interventions oriented ontheir roles in salected districts and
locks

4, Strengthened institutional and 4.1 State Mutrition strategy and monitoring unit established with agresd staffing pattem, and

financial management for functional
responsive, accountable and 4.2 Monitoring plan developed and introduced to IZ0S, Health and PROC
inclusive service delivery 4.3 State & district Mutrition b5 cell strengthened to improve data quality and analysis

4.4 Basaline study of nutritional status and practices in six priority districts.
4.5 Fiduciary risk mitigation action plan implementad (First year actions)



Indicators used
to assess
nutritional status

Undernutrition: & composite indicator of
chronic and acute malnurrition indicated
by low waight for age (<-250 of madian of
refarenice population).

Stunting: A chronic restriction of vertical
qrovth indicated by low hieight for age (<
250 of median of referance population).

Wasting: Acuie weight loss indicated by
lonwe weeighit for height (<-250 of median of
refarance population).

Stunting, wasting and under-nutrition are
usually caused by diets that lack suffident
nutriants and a high rate of infectious
diseasas,

Maternal under-nutrition: Low body
mass index (<18.5) indicates underweight
for height and is 3 measure of thinness
and chronic under-nutrition in adults. BMI
is expressad as weightin kilograms
dividad by height in metre squared
fkg/frn2).

Anaemia: Characterisad by low
haermoglobin levels in the blood.
Haemoglobin values of <11.0 gram per
decilitre of blood in the case of childran
and pregnant women and <1 2.0 gram per
decilitre of blood far non-pregnant
wiormen indicats anasmia.

Other indicators partain to breast feeding,
complemeantary feeding and consumption
of micronLtriants.







