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EXECUTIVE SUMMARY

Background

The problem of chronic malnutrition is a curse, which at least 40% of Indian households live
with, 30-40% of adults and 50-60% of children below 6 years being undernourished. Methods
for identifying the chronically malnourished through anthropometric indices using reference
standards are fairly well worked out and in use. However, the methods for identifying acute
hunger and malnutrition are less developed or used. While ‘wasting’, i.e., loss of weight against
height, is the marker of a sudden or acute dip in food intake, it has several limitations, and there
is little by way of a working consensus among nutritionists, public health persons and
administrators on how to identify this in individuals, population groups and communities,
especially for the Indian/South Asian context. Since these are relevant for emergency situations
of acute food shortage and life-saving provisioning of foodgrain, there is a need to develop them

on an urgent basis.

The Centre of Social Medicine & Community Health-JNU, the Office of the Commissioners to
the Supreme Court on the petition of the Peoples Union for Civil Liberties (PUCL) Vs. Union of
India (Uol) & Others (Writ Petition [Civil] No. 196 of 2001)!, Centre for the Study of

Y In April 2001, the People’s Union for Civil Liberties (PUCL, Rajasthan) submitted a writ petition to the Supreme
Court of India seeking enforcement of the right to food. The basic argument is that the right to food is an implication
of the fundamental “right to life” enshrined in Article 21 of the Indian Constitution. This public interest litigation
(PIL) is known as “PUCL vs Union of India & Others, Writ Petition (Civil) 196 of 2001”. In an interim order dated
8 May 2002, the Supreme Court appointed “Commissioners” for the purpose of monitoring the implementation of
the Court’s orders. The Commissioners are empowered to enquire about any violations of these orders and to
demand redressal, with the full authority of the Supreme Court. They also report to the Court from time to time, and
may seek interventions going beyond existing orders if required. In an order dated 29 October 2002, the Court
clarified that “the scope of the work of the Commissioners appointed by this Court is to include the monitoring of
the implementation of this Court's orders as well as the monitoring and reporting to this Court of the implementation
by the respondents of the various welfare measures and schemes.” The two Commissioners initially appointed were
Dr. N.C. Saxena and Mr. S.R. Sankaran. Subsequent to Mr. Sankaran resigning from the position, Mr. Harsh
Mander has been assisting the Commissioner as a Special Commissioner. The Office of the Commissioners is based
in New Delhi. It is supported by funds provided by the Government of India at the request of the Supreme Court.
Apart from the secretariat, the work of the Commissioners is supported by state-level ‘Advisers’. (
http://www.sccommissioners.org/aboutus )

The "Right to Food Campaign" is an informal network of organisations and individuals committed to the realisation
of the right to food in India. The campaign began with a writ petition submitted to the Supreme Court in April 2001
by People's Union for Civil Liberties, Rajasthan. Briefly, the petition demands that the country's gigantic food stocks


http://www.sccommissioners.org/aboutus

Developing Societies-South Asian Dialogues on Ecological Democracy (CSDS-SADED) and
Centre for Equity Studies (CES) collaboratively organised a technical workshop to discuss the
optional tools and methods for identification of starvation deaths and early signs of food shortage
in a community, such that it enables the civil administration to act effectively in response. The
one-day National Consultation on Developing Socio-medical Tools for Defining Early
Identification of Acute Hunger and Starvation for Effective Administrative Action, was
held on 13" May, 2010 at Jawaharlal Nehru University, School of Social Sciences-1 Committee

Room, New Delhi.

The primary objective of the identification under consideration was to develop working criteria
that can be used at a mass level for initiating action by the administrative machinery. They could
also be used to support advocacy for administrative action. The third purpose of this surveillance
would be the mobilization of civil society and community level action on the issue of acute

hunger.

Distinguished public health scientists, nutritionists, policy analysts, economists, administrators

and social activists, with years of experience of working on the relevant issues, participated.

should be used without delay to protect people from hunger and starvation. This petition led to a prolonged; public
interest litigation (PUCL vs Union of India and Others, Writ Petition [Civil] 196 of 2001). Supreme Court hearings
have been held at regular intervals, and significant "interim orders™ have been issued from time to time. However, it
soon became clear that the legal process would not go very far on its own. This motivated the effort to build a larger
public campaign for the right to food. The campaign has already taken up a wide range of aspects of the right to
food. Sustained demands include: (1) a national Employment Guarantee Act, (2) universal mid-day meals in primary
schools, (3) universalization of the Integrated Child Development Services (ICDS) for children under the age of six,
(4) effective implementation of all nutrition-related schemes, (5) revival and universalization of the public
distribution system, (6) social security arrangements for those who are not able to work, (7) equitable land rights and
forest rights. Subsequently, the Indian Parliament unanimously enacted a National Rural Employment Guarantee
Act in August 2005, and cooked mid-day meals have been introduced in all primary schools following a Supreme
Court order of April 2004. ( http://www.righttofoodindia.org/campaign/campaign.html )



http://www.righttofoodindia.org/campaign/campaign.html

Brief Summary of Each Presentation

Harsh Mander

Challenges in Identification and Verification of Starvation Deaths & Acute Hunger

When speaking of challenges, there is a conscious attempt to not speak of the appropriate public
policy response to starvation and acute malnutrition, but to speak about the challenges of

understanding what these phenomena are and how to define and identify them.

Starvation is a challenge to those who live with it. There are a number of ways in which 5-10%
of our poorest people survive — first, they largely cut back on food intake; the second broad
category of responses is consumption of ‘pseudo foods’ from the environment; the third broad
category is making desperate choices, like putting your small children out to work, getting into
bondage, migrating under difficult circumstances, and a desperate choice that destitute old
people are forced to make is that even though their frail body makes it very difficult for them,

they still have to work to stay alive.

Regarding the public policy challenge, there is a famine code still in use in many states and
District Collectors are guided by it, but there is no starvation code. One of the things the
Commissioners’ Office has tried to do is to develop a Starvation Code, to define the duties of
public officials when there are people in destitution and hunger. However, for a starvation code
to come into force, there has to be an agreement about what is meant by starvation. There are a
few typical public policy responses to starvation. The first response is active subterfuge and lies,
the second is hot angry denial, and linked to this is blaming of the victim, and the third response
is of indifference. And there is poor knowledge, technical as well as administrative. The net

outcome is that the public policy response leads to an enormous humiliation of that family.

A point the Commissioners’ Office has put into the starvation code is that when there is an
allegation of death, instead of investigating the death there should be an investigation of the
surviving family and others similarly placed as that individual — are there people living in

conditions of starvation?



And the core of the debate is the challenges to the socio-medical fraternity. There are a series of
questions here — what is hunger? How do we define starvation death and how do we define living
with starvation? How many calories are required for an adult to keep physically alive at zero
activity? Are we only speaking about calories? What about other nutrient requirements? Can we
have a definition of destitution, taking into account socio-economic conditions? What is the
difference between acute malnutrition, Severe Acute Malnutrition (SAM) and starvation? Does
not death result from acute malnutrition layered on a foundation of chronic malnutrition? Is not

starvation a combination of chronic and acute? Can we define this more precisely?

Starvation in children does exist, but also in old neglected people without care, in single women-
headed households where the woman tends to starve to death, in disabled-people headed
households, and sometimes where there are disabled children. Let us evolve definitions and tools

for identification which apply to all of these.

Ritu Priya

Overview of Public Health Approach to Early Detection of Acute Hunger: The Challenges &
Possibilities

The challenge is that among children in the 0-6 years age group, 50% suffer from moderate and
severe malnutrition, and when mild, moderate and severe are seen together this figure increases
to 75%. Among adults, 40% are chronically energy deficient and at the level of households, 40%
deficient in calories. 65% child deaths have mild-mod-severe malnutrition as an underlying

cause, and 15% child deaths have severe malnutrition as an underlying cause.

Classification of Biological Conditions of Food Deficit
e Starvation — severest deficit linked to hunger and destitution; tip of the iceberg.
e Chronic undernutrition — food intakes habitually lower than that necessary to meet
genetic potential; this manifests as stunting in children.
e Acute undernutrition — sudden lowering of food intake or lowered utilisation of the food

ingested due to illness. Acute malnutrition in the normally well-nourished tends to pass



over and full recovery occurs; if the food deficit/disease persists for long, then chronic
malnutrition could set in.

Acute on chronic undernutrition — sudden lowering of food intake or lowered utilisation
of the food ingested due to illness in those already subsisting on lower energy intakes
than required.

This last point is the condition of concern for today’s discussion.

Acute on Chronic Undernutrition

Could be a sporadic case, as due to illness in the individual and a vicious cycle of
undernutrition and disease setting in.

Or it could be an epidemic of acute undernutrition as a larger community level shortage
of food occurs.

With 40% households and 50% children in chronic undernutrition, the danger of this
latter situation happening in times of drought/flood, food price rise, sudden breakdown of

livelihoods or food supplies, etc., becomes very high.

Types of Hunger

When talking of hunger, there are different types and usages of this term. Psychic/hedonistic

hunger. Incomplete need. Hidden hunger. Starvation.

When we look at hunger and deficient food intake collectively, a classification of

communities/populations by nutritional emergency status could be made:

Whole village/community near destitution, hunger and starvation;

Heterogeneity in most populations/villages/communities — with some better-off with
surplus; others having adequate in normal times but needing coping strategies during
drought, etc.;

Varying proportions of these various economic classes require diverse strategies in times
of nutritional crisis. No state or district in the country seems to be without substantial

number of households with inadequate food intake, ranging from 10% to 80%.

Diverse approaches to dealing with hunger and starvation in this context



Type 1 requires state action in provisioning.

Type 2 approaches would have to vary depending on the proportion of households
needing specific inputs. Varied proportions of varying needs at local levels means that the
local community and community action is likely to affect implementation, e.g., in some
instances the better-off could provide some support to the poor through community

action.

Broad approaches to deal with malnutrition and acute malnutrition

Macro level — Deal with the macro issues of employment and food availability/access.
Universal PDS, agriculture, etc., are the solutions.

Micro level — Individual/household level identification of the most vulnerable and
addressing their situation urgently on an individual basis. Special focus on the most
vulnerable such as destitute households, elderly, infants, single women, disabled, etc.
Meso level — Identify communities with hunger through a system of nutritional
surveillance that is able to give rapid rough results, so as to provide them emergency

relief collectively.

We need to mediate between these three, it is not either-or, all of these need to be done. And the

meso level is something we have not addressed at all.

Possible Methods for Identifying Community Level Acute Food Deficits
Existing Methods in Official Use:

1.
2.
3.

Starvation death as marker of household hunger and destitution
Identification of drought affected areas — based on rainfall and farm productivity
Surveys for self-reported hunger [period of ‘not having two square meals a day’], e.g., by

the NSSO’s annual survey rounds

Proposed Additional Methods:

4.

Market off-take — from Public Distribution System (PDS) + market — declines relative to
previous years in a year of normal or low production.
Anthropometric indicators. The Integrated Child Development Services (ICDS) system is

there with all its weaknesses but it is meant to be giving us data on the weight of children.



Can we develop that into a collective indicator for saying that the community is getting
into hunger?
Anthropometric indicators at individual level
— Adult/Children
— Weight for height/Height for age/Weight for age/Body Mass Index (BMI)
— Gomez classification, National Centre for Health Statistics (NCHS) standards/Z-
scores/WHO standards.
Anthropometric indicators at a collective level
— Sentinel surveillance for declines in anthropometry, e.g., using the ICDS monthly
data
6. Village level listing of vulnerable population — individuals/households/communities — for
special attention by village level functionaries in communication with the community and
Panchayats.
7. Rapid assessment of changes in food intake patterns — through group discussions in the

community.

There exist diverse scientific and administrative paradigms, which function either with holistic or
reductionist approaches, and this reflects how they look at public policies and deal with it.

The holistic approach — plurality of approaches; recognising contextual diversity; macro to micro
levels of data and action; triangulation for multi-dimensionality of context; uncertainty and
subjectivity is recognised; decentralised information and database as well as community level
action; complementarity of action segments — administration, academic, civil society
organisations, community.

The reductionist and partial approach — singular solutions; universalist, one size fits all; only one
level of data and action — macro or micro; decontextualised data crunching; singular objectivity,
certitude of evidence; centralised databases with centralised management; supremacy of one’s

own role/discipline emphasized — little dialogue.

We have to set out the criteria that we will go by. There must be a plurality of approaches,

context-specific approaches rather than universal answers, have to include the whole continuum.



Therefore, action will have to be at multiple levels, contextualised rather than nationwide rigid

programmes.

Vandana Prasad

Guidelines by the Jan Swasthya Abhiyan Hunger Watch Group on Verification of Starvation
Deaths & Detection of Hunger in the Community

The Jan Swasthya Abhiyan (JSA) Hunger Watch Group believes that this issue is fundamentally
an issue of politics and not really a medical or technical issue. There was a context in which we
created this tool for the diagnosis of starvation deaths. In 2003, when the country was
experiencing drought, crop failure and suicides, not a single death in the country had been
defined and acknowledged as a starvation death by the processes that exist to define causality of
death. Working in public health, it was evident to us why there is absolutely no causality data for
death — the nature of the death certification process by the medical fraternity, the current medico-
legal system, diktats within government, and a lack of understanding between these various
systems. Also, the practice of defining starvation death through doing autopsy whereby it would
be stated that there was food present in the intestine and, therefore, it was not starvation death,
did not enable any death to be certified as caused by starvation.

There was close interaction between the Right to Food Campaign (RTF) and JSA for this
exercise, and several other scholars and activists were also part of it. We were very conscious of
the fact that not only is this political, but if we are going to approach it from a socio-medical
perspective, then it must possess a scientific/academic weight and rigour. People from forensics,
social scientists, and many of us medical-social activists were involved in this exercise. The
objective of the tool was to systematically investigate and document starvation deaths. We were
also thinking tactically, and the reason why starvation deaths was used as a concept was because
that was what caught the eye of the public.

In the Hunger Watch group we insisted that we would focus on a community diagnosis, of a

starving population, and not just relief for one person or one particular family. It is important to



note that it is easier to do all this for adults than it is for children; children provide a very

complex challenge, medically as well as socially. We used the Pyramid, or the Iceberg, approach

continuously.

What we did at the level of the community:

Documented death rates. Using an epidemiological method, pointed out if the death rates
within a particular village or district at this moment in time are much higher than a
representative similar district or village nearby suffering from similar conditions.

Used anthropometric indicators, to show that they are much below the state average.

Used the fact that there has been no mass disaster or accidents.

Noted the fact of reduced food offtake from PDS.

Noted other indicators of reduced food security, like eating unusual foods, increasing
indebtedness, large-scale outmigration for work, etc.

Used dietary histories. Calculated 850 Kcals for adults as being the limit for starvation,
which means that this is the minimum you need to just be alive without activity.

Used verbal autopsies.

Thus we used a combination of statistical, anthropometric and social tools, as well as verbal

autopsies as a very specific and telling kind of tool.

The schema for children was somewhat similar. We looked at:

Increase in death rates among under-five children, compared to the state under-five
mortality rate.

Siblings of the child that died; one can use as a proxy the situation of the siblings of that
child — are siblings malnourished?

Data of the child that has died from the anganwadi/ ICDS register.

Physical descriptions of the child — did the child have a pot-belly, child’s hair colour, etc.
This could be done in the verbal autopsy too.

Also, looked at the very important issue of infection. Because when you say ‘cause of
death’ the government invariably says the child has died from an infection. We decided

to compare known mortality from diseases in well-to-do children and see this mortality



alongside it — it is usually ten to twenty times higher, and obviously this cannot be the

mortality from the disease process alone.

We used the Indian Association of Pediatrics (IAP) classification because the ICDS was using
this at the time. When ICDS shifts to WHO standards and uses a Z-score, we should update this

IAP and weight-for-age depending on what is currently being used within the system. We also

need to add perhaps Mid-Upper Arm Circumference (MUAC) to this, because SAM is a concept

and a tool that has entered the discourse now.

The functionalities of how to make this happen:

Initial contact with the community

Learning about villages affected

Getting total reports of starvation deaths

Selection of the village/villages or hamlets to be taken up for study

Assessment of the death rates in these communities during specific recent periods
Anthropometric measurements of a sample of adults and children

Dietary surveys to assess adequacy of food intake in sample families — which could
perhaps be done in the same families where the anthropometric survey has been done
Assessment of any deterioration in food security schemes

Assessing ICDS records

Verbal autopsies

The lack of using the ‘underlying cause of death’ space within death certification constantly

created situations where not a single death was registered as caused by malnutrition.

The structure of the report was planned to be —

an introduction

the under-five mortality rate

the death rate

the estimation of malnourished children
details of starvation deaths among adults
community situation of food security

the hunger pyramid



e recommendations as to what to do
The hunger pyramid — at the top are starvation deaths and description of the deaths that have
occurred, underlying that is the starving population, i.e., adults having 850 Kcals or below. And
before the concept of SAM came, the way we dealt with children in the original report was to say
that a child in any family where an adult had minus 850 Kcals. And below that comes all
malnourished. The point about those falling under ‘mild’ malnutrition is extremely important and

critical, so here ‘mild’ had been included in the ‘malnourished’.

Soon after this, we did a training with about 50 activists from different parts of the country. The
Hunger Watch Group itself did not meet again, but many of the groups that came to the training
adapted this tool; not completely, but many used it in some way. Generally, they used
anthropometry, studied offtakes from food-related schemes, and dietary intakes, etc. Such a

process eventually led to the demystification of anthropometry.

Some thoughts as to why the group did not go ahead. It required too much time, money and
effort to follow up with surveys. We felt that through trainings at least we could do something.
Though many members in the RtF campaign did continue to use this tool on their own, there was
no coordinated activity. Also, perhaps, it was too technical; it definitely needed the intervention

of doctors at some point.

The Commissioners’ Office having taken this tool on and having put it into the Supreme Court
petition, is hugely valuable. And thanks to the invitation to present this work at this consultation,

we feel we should get together again and update this tool.

Main Discussion Points

1. Starvation is an outcome of the concentration of acute denial of nutrition on a
foundation of prolonged food denial and also other nutritional parameters. It is not an
isolated sudden episode; it is an acute episode imposed on a chronic nutritional

deprivation and unavailability. If we have to identify what is prolonged food



deprivation, then starvation cut-off must be placed at a point where anyone who
consumes less than the Basal Metabolic Rate (BMR) for their present weight.
(Ideally, it should be BMR for their ideal weight, but our population never reached its
ideal weight.) There is no surveillance for adults. One has to actually propose a whole
institutional mechanism and then base it on BMIs, using the BMR as the cut-off for
identifying starvation. The definition of starvation death has to be calculated
according to the BMR of 1200 calories.

Focus simultaneously on micro, meso, macro levels. Identify indicators at each of
these levels. Need to articulate a meso level analysis of class, caste and social
categories like landless, single women, disabled, street children.

Must note the issues of hunger and infection, and that infection kills appetite.

. The question of governance. Systematic failure of state institutions, PDS, ICDS and
NREGA (National Rural Employment Guarantee Act). Need to increase
accountability of government functionaries at all levels, including panchayat and
anganwadi workers.

One of our existing machineries for monitoring undernutrition in pre-school children
is ICDS. Must argue for strengthening the ICDS system, and monitoring, because that
system is already available. This should continue to be one of the entry points for
whatever strategies we build.

Need to involve the community, and listen to their experience/expression. Also, the
methodologies need to be operationalisable by communities, especially when there
are acute situations.

. While discussing methodologies, also need to discuss institutional mechanisms — who
IS going to carry out these various levels of operational tasks? How will these things
translate on the ground?

. Anthropometry can be very misleading for adults; trying to put in place a whole
machinery centred on anthropometry must be weighed carefully, and put into
perspective.

. Try to do a quick a mapping exercise/survey, as we already have so much data, and
this will help us to expeditiously identify which are the more vulnerable districts with

a larger proportion of vulnerable populations. The District Level Household and



10.

11.

12.

13.

14.
15.

Facility Survey (DLHS) data shows that about 50% of the malnourished children are
living in 20% of the districts. Hence these 20% districts could be the area where we
first focus.

The technical versus political approach — along with the technical discussion must
also treat this as an issue of political economy.

e Must ensure that there is no cognitive rupture with questions of governance,
of political economy, and of the social transformation agenda.

e Need to know technical information, because government uses its technical
card.

e Need to make intelligent use of what information exists.

e Must work towards tearing at the veil of having evidence insufficiency on
your side; on the side that is the pro-poor side. This work is towards shifting
the policy level debate and creating a feeling of more needs to be done,
because there is now a groundswell that understands this issue.

The government knows that the people are starving; it is not for lack of any tools. But
after independence, a whole way of development was being put into place where
memories of famine/hunger were sought to be erased. Nutrition is not taught as a
subject in any discipline and state administrators’ lack of knowledge about this issue
has to be seen in this perspective. The government may not know how to do it. One of
the aspects is also managerial; it is not able to expend that money well, it is not able
to ensure that delivery reaches the people.

There is a need to clarify the definitional issues regarding the terms used — hunger,
starvation, acute malnutrition, etc. A physiological condition of deprivation which
manifests clinically as weight loss or stunting, as symptoms of vitamin deficiency,
etc. There’s a physiological level, a clinical level, an epidemiological level. And one
cannot forget the subjective expression of starvation, which is hunger.

Need to focus attention more on the immediate surviving family and the community,
rather than on the starvation death.

Starvation is a strong word. Can it be used for all situations of ‘not adequate food’?
Indicators [each bullet point signifies a different viewpoint on setting/identifying

indicators]



When any community or population is either borrowing food from their
neighbours or is begging for food; acute or continuous unemployment in any
community; unusual out-migration; regular instances of borrowing money, not
repaying the principal amount or the interest on time, and the moneylenders fed-
up and complaining; those having prolonged poor health or illness; quality of
grain in PDS so poor that it is not suitable for consumption.

Inflation of main staple diets of an area, and the sudden rise of prices, as an early
indicator.

Firstly, any community audit that says that a particular person or a particular
family has suffered hunger and has died from hunger, has to be taken extremely
seriously. Secondly, Grade Ill and Grade IV severe malnutrition in children is not
something the community will pick up because it is chronic, but we as technical
experts say that this is also starvation. Severe Acute Malnutrition (SAM), as the
name suggests, would be more akin to starvation. It is very easy to say that all
SAM is starvation, but one is adding to the situation and saying that all ‘severe’,
even if that is ‘chronic severe’, is still starvation. Thirdly, the data on
epidemiological diagnosis of death rates and mortalities, because the community
is highly important but this triangulation of sources is very important and
technically sound.

In a situation of already chronic malnutrition when something more acute
happens, how do we identify it? One could go to what’s coming from the
ground... till we have a perfectly well working anganwadi system where every
month you can actually monitor how many are falling into Grade 111, Grade 1V, or
are coming out of it.

See this as four groups of indicators:

One is the environment, the physical environment in terms of broad and
exhaustive things. This would be the case for an acute situation, and there would
also be some chronic districts.

Second would be poor programme delivery set of determinants, this includes food
supplementation, ICDS, mid-day meal scheme, PDS, NREGA or lack of

employment opportunities. These would be chronic.



16.

17.

18.

19.

20.

Third one is more at a medical or individual level, where one is looking at
starvation deaths or rates of malnutrition, which are higher than average, and we
can define what that ‘high’ is. And this could be already existing high levels or
sudden increase in level from Infant Mortality Rates.
And finally, the set of indicators which are distress signals coming from
community, in terms of begging, borrowing, migration, and selling of cattle.
These 4 sets of indicators together should give a fairly good idea of how to
identify communities or individuals facing starvation.
Must differentiate between mapping of chronic vulnerability and acute; how is each
going to be examined, mapped? The indicators that would be used for the two would
have to be somewhat different. Have to also take time-frame into account; definitions
for malnutrition, hunger and acute poverty feasible in the short-term may not continue
for the long term.
Need to distinguish between types of tools. One is the mapping tool, where there is an
inherent problem because of the data lag, and the vulnerability mapping that one
would do would be delayed by 1-2 years because it is representing the past situation.
But for identification and intervention purposes in acute hunger, we need to discuss
tools of different kinds, e.g., community level tools.
Must also think about the administrative conflicts at the centre-state level with regard
to provisioning.
In a situation where the state is not willing to accept the figures/data. There exists
district level data, DLHS-3, etc., and on the grounds of what exists we should be able
to say that these are the districts which are above the national average and have to be
spoken of as nutritionally vulnerable, and these are the steps that need to be followed.
We begin working on what data is accessible broadly to everyone and maybe a
smaller group could identify what more data refinement is needed.
We should push in the direction of long-term data collection systems that the state
should put in place, and have critical information coming in at the panchayat level.



Conclusions

The overall consensus has been that the tool, to begin with, should be developed such that it can
be used by local organisations to highlight situations of distress for particularly vulnerable
groups that they are working with. Something that they can use to advocate with the local
administration for immediate relief for certain households or populations or sets of communities,

based on their already existing work with these communities or populations.

The consensus was that there should be an identification of vulnerable populations on the criteria
of consistently reported starvation deaths, the fact that they are Scheduled Castes/Scheduled
Tribes or Primitive Tribal Groups, and essentially using a lot of existing data. And the
understanding is that the local organisations will be working with the vulnerable populations and
watching for signs of distress. And these signs of distress could be classified, those that are

agreed upon, in terms of those at the community level and those at the household level.

What could be seen at the community level includes — prevalence above the national or current
state average of SAM and severe undernutrition for 0-6 year-olds; increased distress migration in
the population; decrease in market offtake of food, which includes PDS and open market. One of
the things that was consistently discussed and decided was that anthropometric measures for
adults would be misleading, because given the current levels of BMI, which are already existing
in large sections of the population, we do not expect any sudden drop in weight. Therefore,

anthropometric measures should not be used, but more of social parameters.

What could be seen at the household level — distress sale of assets; begging for food;
consumption of pseudo foods; distress borrowing from moneylenders, or as someone said refusal
by moneylenders to lend any more money, but we have to think of how that can be captured; and

distress migration.

How this adds to the existing work is that currently, organisations are already working with
groups and they would have a good sense of the fact that certain groups are in distress and
something needs to be done. The advantage of the tool is that it will help them to present their

case. Specifically, if it is approved at the national level as a sensible method to do this, and if



they follow this method, it will bring system and rigour to that work. Therefore, this can be used,

at least in the beginning, to advocate for relief for these groups.

Future Collaborative Work

It was agreed that the building of these parameters would be undertaken by a group of the
participants who are interested to follow up on this discussion in a voluntary capacity. The tools
would be tried out and widely disseminated for further inputs and use. The offices of the
Supreme Court Commissioners, the CSMCH, SADED and CES would involve others in the use,
validation and refining of the tools. The tools can be used by civil society organizations to
advocate for relief measures, bringing rigour and credibility into their efforts. It could also
provide the basis for setting up a local to national level nutritional surveillance system capable of

early identification of food deficits and rapid responses.



FULL REPORT

BACKGROUND TO THE CONSULTATION

The Centre of Social Medicine & Community Health-JNU, the Office of the Commissioners to
the Supreme Court on the petition of the Peoples Union for Civil Liberties (PUCL) Vs. Union of
India (Uol) & Others (Writ Petition [Civil] No. 196 of 2001)?, Centre for the Study of
Developing Societies-South Asian Dialogues on Ecological Democracy (CSDS-SADED) and
Centre for Equity Studies (CES) collaboratively organised a technical workshop to discuss the
optional tools and methods for identification of starvation deaths and early signs of food shortage
in a community, such that it enables the civil administration to act effectively in response. The
one-day National Consultation on Developing Socio-medical Tools for Defining Early

% n April 2001, the People’s Union for Civil Liberties (PUCL, Rajasthan) submitted a writ petition to the Supreme
Court of India seeking enforcement of the right to food. The basic argument is that the right to food is an implication
of the fundamental “right to life” enshrined in Article 21 of the Indian Constitution. This public interest litigation
(PIL) is known as “PUCL vs Union of India & Others, Writ Petition (Civil) 196 of 2001”. In an interim order dated
8 May 2002, the Supreme Court appointed “Commissioners” for the purpose of monitoring the implementation of
the Court’s orders. The Commissioners are empowered to enquire about any violations of these orders and to
demand redressal, with the full authority of the Supreme Court. They also report to the Court from time to time, and
may seek interventions going beyond existing orders if required. In an order dated 29 October 2002, the Court
clarified that “the scope of the work of the Commissioners appointed by this Court is to include the monitoring of
the implementation of this Court's orders as well as the monitoring and reporting to this Court of the implementation
by the respondents of the various welfare measures and schemes.” The two Commissioners initially appointed were
Dr. N.C. Saxena and Mr. S.R. Sankaran. Subsequent to Mr. Sankaran resigning from the position, Mr. Harsh
Mander has been assisting the Commissioner as a Special Commissioner. The Office of the Commissioners is based
in New Delhi. It is supported by funds provided by the Government of India at the request of the Supreme Court.
Apart from the secretariat, the work of the Commissioners is supported by state-level ‘Advisers’. (
http://www.sccommissioners.org/aboutus )

The "Right to Food Campaign" is an informal network of organisations and individuals committed to the realisation
of the right to food in India. The campaign began with a writ petition submitted to the Supreme Court in April 2001
by People's Union for Civil Liberties, Rajasthan. Briefly, the petition demands that the country's gigantic food stocks
should be used without delay to protect people from hunger and starvation. This petition led to a prolonged; public
interest litigation (PUCL vs Union of India and Others, Writ Petition [Civil] 196 of 2001). Supreme Court hearings
have been held at regular intervals, and significant "interim orders™ have been issued from time to time. However, it
soon became clear that the legal process would not go very far on its own. This motivated the effort to build a larger
public campaign for the right to food. The campaign has already taken up a wide range of aspects of the right to
food. Sustained demands include: (1) a national Employment Guarantee Act, (2) universal mid-day meals in primary
schools, (3) universalization of the Integrated Child Development Services (ICDS) for children under the age of six,
(4) effective implementation of all nutrition-related schemes, (5) revival and universalization of the public
distribution system, (6) social security arrangements for those who are not able to work, (7) equitable land rights and
forest rights. Subsequently, the Indian Parliament unanimously enacted a National Rural Employment Guarantee
Act in August 2005, and cooked mid-day meals have been introduced in all primary schools following a Supreme
Court order of April 2004. ( http://www.righttofoodindia.org/campaign/campaign.html )



http://www.sccommissioners.org/aboutus
http://www.righttofoodindia.org/campaign/campaign.html

Identification of Acute Hunger and Starvation for Effective Administrative Action, was
held on 13™ May, 2010 at Jawaharlal Nehru University, School of Social Sciences-1 Committee

Room, New Delhi.

The Problem

The problem of chronic malnutrition is a curse at least 40% of Indian households live with, 30-
40% of adults and 50-60% of children below 6 years being undernourished. Methods for
identifying the chronically malnourished through anthropometric indices using reference
standards are fairly well worked out and in use. Of course, the uncertainty and probabilistic
nature of any such assessment constantly leads to contentions and further refining of the
methods, from the Gomez classification to the z-score based cut-offs, to the reference curves and
to the most recent WHO standards for child growth of 2006. The Integrated Child Development
Scheme (ICDS) is meant to regularly measure weight of each child registered with the
anganwadi and plot it against a graph that marks the expected healthy increase of weight by age.

However, the methods for identifying acute hunger and malnutrition are less worked out. There
is little by way of a working consensus among nutritionists, public health persons and
administrators on how to identify this in individuals, population groups and communities,
especially for the Indian/South Asian situation. Since these are relevant for emergency situations
of acute food shortage and life-saving provisioning of foodgrain, there is a need to develop them

on an urgent basis.

Given the high levels of chronic undernutrition, a high proportion of our people live at bare
subsistence consumption of food. Any further lowering of food intake leads to loss of survival.
While ‘wasting’, i.e., loss of weight against height, is the marker of a sudden or acute dip in food
intake, it has several limitations. One is the operational barrier of heights being difficult to
measure with reasonable accuracy in field conditions by community level workers. Weights are
easier to measure and are more inclusive for assessment of malnutrition. The second is that acute
malnutrition is often accompanied by communicable disease and this can be viewed as the

primary problem and argued that the loss of weight has been secondary to it. If the child dies, the



disease is often contended to be the cause of death rather than the deficiency of food. Given this
perception, the response then is to provide medical care and not food relief. Systems of
nutritional surveillance need to be set up that can detect acute declines in access to food and

nutritional status early enough so that public action can minimise the hunger and starvation.

The primary objective of the identification under consideration is to inform the definition of
criteria that can be for used at a mass level for initiating action by the administrative machinery.
They could also be used to support advocacy for administrative action. A third purpose of this
surveillance would be the mobilisation of civil society and community level action on the issue

of acute hunger.

Identification for Administrative Action

Currently there are two ways in which the administration recognises acute hunger and responds

with pre-emptive action.

1. One is by acting in favour of a household where a starvation death has occurred, to
provide relief to its surviving members. Starvation, i.e., death due to severe deficiency of
food intake, which is below the energy requirement of basic physiological functioning,
has been conventionally identified by the civil administration by an autopsy that shows
presence of no food in the stomach. Then the household of the person who died of
starvation, gets emergency relief (10 kg food grain, work for food, etc.). As per the
colonial Famine Code, even 2 grains of rice found in the stomach is ‘proof’ against
starvation as cause of death. This definition often makes it difficult for the civil
administration to accept the ‘proof’ of a starvation death despite all circumstantial

evidence to support the contention.

A Jan Swasthya Abhiyan (JSA) group had worked on this problem some years ago and has
developed a methodology for identifying starvation deaths for initiation of administrative action
and advocacy for the same. The office of the Commissioner of the Supreme Court in the case of
PUCL vs. Uol has also worked out a methodology for identifying deaths that require urgent



relief for the household of the dead person. It addresses many of the challenges faced in
investigating any reported cases of starvation deaths in a meaningful way for the people suffering
from such levels of destitution. We would like to discuss these and any others, so that all of us
can be better informed on them as well as create a consensus on what is the technically

appropriate method for the stated objectives.

2. Other than starvation deaths that draw attention to the plight of individual households,
there is the provision for declaring districts as ‘drought affected’, so that then relief work
and other measures for application at population level can be initiated. This is an

extremely important measure and its implementation requires to be strengthened.

However, this measure has its limitations. For instance, it will not apply to a situation of food
shortage which is due to rise in food prices or a situation of sudden unemployment such as
closure of factories. Also, it will not be able to identify specific pockets of hunger and the most
vulnerable are often left out as beneficiaries of the relief work. Some community level means of
identification have to be developed for local action. The method(s) will need to have a ready data
source that allows constant monitoring or surveillance of nutritional status and a system for quick

recognition of declines in it.

At one level, the local situation can be monitored by economic data such as trends in the sale of
foodgrain in the area. The second method possible is by data on consumption of food items, and
the third is by anthropometry. It is considered worthwhile to develop multiple ways of
surveillance and a system that is able to use them all together. The surveillance should also be
closely linked to a response mechanism that immediately acts on the information about declines
in nutritional status. One suggestion, as in the attached note, is about using the ICDS growth
monitoring system for not only the individual level identification of child malnutrition, but also

for surveillance of the collective situation in the community.

There is need to discuss all the possible options and form a working consensus on what would be
the best tools and methodology for early identification of acute food shortage and hunger before

it results in starvation deaths, given the present knowledge and possible sources of data as well



as the requirements for the civil administration to act. This may be useful for responding to the
immediate crisis at hand. However, for building systems in the longer term, we would not like to
restrict ourselves to the present constraints of data sources and would like a detailed discussion
on what could the wish list of tools be for the most effective and rational methodology.

Plan for the Consultation

Thus, the consultation was planned to have two main sessions; one session for discussion of the
definitions of hunger and starvation as well as presentation of the methods for identifying
starvation deaths, with initial presentation of the various methodologies. The post-lunch session
would deal with tools other than identification of starvation deaths for early identification of
acute hunger at a collective level. The focus was explicitly on developing tools that enable the

administration to institute emergency responses through a multiplicity of pathways.



TRANSCRIPT OF THE SESSIONS

Session |
Introduction to the Workshop

Prof. Rama Baru — Chairperson, CSMCH

Welcome to this collaborative consultation being jointly organised by the Centre of Social
Medicine & Community Health — JNU, the Office of the Commissioner to the Supreme Court on
the Petition of the PUCL, the Centre for the Study of Developing Societies — South Asian
Dialogues on Ecological Democracy (CSDS-SADED), and the Centre for Equity Studies.

The idea of this consultation is to address the issue of early detection of starvation. This is a
forum to discuss and develop socio-medical tools for early identification of acute hunger and

starvation for effective administrative action.

We have with us today several distinguished scientists, nutritionists, and social activists. The

idea for this consultation was conceived by Prof. Ritu Priya. And | now invite her to speak.

Prof. Ritu Priya

We are very pleased to see that we have around the table not only several academics but also
administrators who handle these issues on the ground. An interface between these various groups
is important. This interface has happened over the years, but somehow, the issue of acute
malnutrition and hunger seems to have fallen through the cracks in many ways. We have ways of
identifying and dealing with chronic malnutrition, but acute malnutrition has usually been dealt
with either in terms of starvation or as per the current developmental and child health jargon as
MAM, SAM and GAM (Moderate Acute Malnutrition, Severe Acute Malnutrition, and Global
Acute Malnutrition, respectively). On one hand, we have approaches which look at universal
PDS and food security and such macro issues; on the other hand, we have absolutely micro
issues of MAM and SAM. There is a need to look at acute malnutrition as a collective
phenomenon. This has not got adequate attention, especially at a time when last year we have



faced drought conditions and have seen the kind of price rise we have had this year. This should

alert us to the possibility of impending large-scale acute malnutrition and all its consequences.

At a consultation with administrators and civil society members in the beginning of this year at
the A.N. Sinha Institute at Patna (organised jointly by South Asian Dialogues on Ecological
Democracy, a project at the CSDS, Delhi and the A.N. Sinha Institute of Social Sciences),
administrators asked us as technical people — can you tell us exactly what to do if we want to
prevent acute hunger in my community? Can there be exact answers? That set the tone for us

wondering if we could look at the various dimensions of this issue as a separate process in itself.

There are two dimensions to this — identification of those suffering from acute hunger, and
responding to it. Response is the crucial part, but can happen only after recognition and
identification. And so today is focused on acute malnutrition, on definitions for identification,
verification and methods to do that. Methods not only at a level where one can study it in-depth,
but with rough and ready tools that administrators can use to act immediately when acute
malnutrition is happening at a large scale. The post-facto studying of dimensions is important,
but the action has to happen early if we want to do something about prevention. So, the focus
today is not on chronic malnutrition, which is the big picture, and very importantly so, but today
the gap we are trying to address is in developing tools for early detection of acute hunger at

community level.

A lot of activity has happened in this area in the last few years —seminal work h ,as been done by
the JSA’s Hunger Watch Group and the Supreme Court Commissioner’s Office. But somehow
this does not seem to have been taken note of by the mainstream public health, nutritionists, or
the civil administration and policy makers. And those are areas where we need to bring this focus

again.

Today, the morning session deals with work of these two bodies and technical dimensions of
defining starvation, and the tools they have developed for identification of starvation deaths. As
they share their experiences of using these definitions and tools, other participants could discuss

what they view as the strengths of the approach they have adopted, and what cautions or



limitations do they envisage by use of the tools they have developed. Then we can discuss what

more needs to be done.

Another dimension we introduce in the morning is that starvation death gives us one way of
identifying the fact that there is acute hunger in the community. Can there be other tools that can
be used by civil administration to do this early enough and take preventive action? We will be
presenting some ideas on what is possible and we would like participants to look at the inability
or desirability of those methods — do they need to be developed more — this will be the purpose

of the afternoon session.

We start with Harsh Mander and experience of the Commissioner’s Office. Then | will make a
presentation coming from a public health perspective, attempting to clarify some of the issues
which are important for coming together on a common platform. One finds a lot of definitions
and languages as we come from different disciplinary and experiential backgrounds. Then
Vandana Prasad will talk about the JSA model, how they developed a guideline, and the
technical as well as social considerations behind that. Then open floor. We will go around the
table, take each of the proposed methodologies and discuss them threadbare, and think of future
possibilities. What kind of work would be required in the future to prevent hunger and starvation

rather than studying it post-facto.

The material in folders shared with all of you includes reports on starvation deaths from the
Commissioner's Office, JSA guidelines on investigating a starvation death, some papers from the
nutrition and public health fields showing links between various types of malnutrition, health and
disease, and implications of this for administrative action. Bulky reports are available on display

outside, and can be made available on request.

A Round of Introduction of Participants



Technical Session | — Challenging the Technical Experts

Chair — Dr. N.C. Saxena, Supreme Court Commissioner

N.C. Saxena

The problem of hunger and malnutrition has been endemic in India for several decades, but has
aggravated since the last 15 years. Many factors — most important would be the sluggish
production of agriculture and foodgrains in India. If you look at the macro picture, you find that
per capita foodgrain production has declined; it used to be 207-208 kg per annum per capita in
the mid-90s, now it’s about 186-190. On top of this, if you look at the Economic Survey, about
10-14 million tonnes of foodgrains are being exported. Which means the availability has further
declined. This is also reflected in the data of consumption of cereals by NSSO (National Sample
Survey Organisation), which shows per capita consumption of cereals by the top 20% of our
population is 11 and a half kg per month per capita, but by the bottom 20% in rural India is only
8 and a half kg. There’s a big difference of 3 kg per capita per month consumption of cereals,
despite the fact that the poor do more hard work and have less access to other forms of food,
pulses, meat products, poultry, fruit, milk, vegetables. Therefore, there is sufficient data to show

that hunger and malnutrition have perhaps got more aggravated in the last 15 years.

Unfortunately, this is not accepted by the state government. GOl may be saying 46% children are
malnourished, out of that 17% are severely malnourished. But state government data shows a
very different picture. It shows the number of malnourished children has declined from 1995 to
2005 from something like 18% to 8%; out of that only 1% children are severely malnourished.

So the view is — where is the problem?!

Since this is the data of the state government, | think our first job is to make the system realise
that this is all bogus data; this is deliberately under-reported in order to escape any attention by
the media. Unless there is a match between the NFHS (National Family Health Survey) data and
the state data, this problem of denial by the state government would continue. | see this as a very
serious problem, that the state governments do not accept that the number of severely

malnourished children could be more than 1%. In many blocks, | have seen that it’s even less



than 1%. | remember in Kalahandi the average was only 1.2% - the hungriest district of India
reporting only 1% of children as severely malnourished! That is what the state government is

reporting.

The last point | want to make is that there is a problem of governance. When we look at the
profile of the Department of Women and Child Welfare, one finds that at the state level it is not
considered to be an important department. What is worse is, in the last few years, after the
Supreme Court’s attention to this issue and after we succeeded in increasing the budget
allocation for nutrition, the net result has been just the reverse. The department is now being seen
as a place where a lot of money can be made in a short time; right from the anganwadi worker
upto the CDPO (Child Development Project Officer), and everyone in between feels the same

way.

So the net result of our efforts has not been very positive. And of course, the ICDS suffers from a
serious flaw, in that it does not look after the age group of 6 months to 2 years, which is the main
age group we should be addressing. It focuses on the age group of 3 to 6 years, where there is
money to be made. So | feel that there is a need to set a protocol for identifying the hungriest and
the severely malnourished, but that will not happen till the government accepts the real picture.
In the government records, there is no one dying of starvation, people may be dying of other
diseases, but not starvation.

So we have to work towards ensuring that the figures of severely malnourished children and
severely malnourished adults are collected and these are the correct figures and they match with
the NFHS figures. In fact, the problem of governance is very severe — for instance, | was
addressing a meeting of about 40 MPs on these issues about 10 days back, and telling them that
they should go and see things for themselves, you’ll find that there are only 5-6 children
attending the centre, but the records will show 100, the number of malnourished will be ‘x” but
the records will show another thing. And one of the MPs told me quite plainly, “But this is not
the problem. The problem we face is that the anganwadi worker comes to me and says ‘the
supervisor is asking for Rs. 4,000/- from me per month, please get it reduced to Rs. 2,000/-.” So I

am there to negotiate between the anganwadi worker and the supervisor and to see how to work



out the system in an equitable manner”. So this is how they are trying to bring equity in their
own manner. This is the status of governance we need to keep in mind during this discussion. 1

now request Harsh to make his presentation.

Harsh Mander — Challenges in Identification and Verification of Starvation Deaths & Acute

Hunger

When | speak about challenges, | do not mean the content of response. Consciously not talking
of the appropriate public policy response to starvation and acute malnutrition, that is another
whole day’s discussion, but the challenges of understanding what these phenomena are, how do

we define and identify them.

| want to start by recounting a few things from my years of experiences, looking at a large
number of starvation deaths in a number of states in my work with the SCC and outside it as
well. The first important point to note is that starvation is a challenge to those who live with it.
What challenges it poses — he shared some accounts from his experiences. For the last few years,
we have tried to work with people who live with hunger as a way of life, with severe denial of
food as a way of life. We discovered a number of ways in which they survive. | will briefly

recount.

1. The first thing they said was largely by cutting back on food intake — going down from 3
meals to 2, from 2 to 1, from 1 to half a meal. Adjusting their bodies over periods of time where
even the longing for food is somehow mitigated so they can deal with that suffering

2. The second broad category of responses we have observed is what we describe as identifying
‘pseudo foods’ in the environment. Basically, things that are available free in the environment,
like grasses, tubers — which have no nutritional value, sometimes negative/poisonous impacts,
but which enable you to fill your stomach and get a sense of satiation. There’s a really tragic
situation, where entire sets of cultural practices exist in different locations wherein people have
made adjustments in different ways. This needs to be understood much more. In different
locations, there are tubers and grasses that are poisonous which people boil and fill their

stomachs with, we have seen use of mango kernels, and we have read reports of children eating



mud. In parts of Orissa and AP, we have found people begging their neighbours for starch-water
leftover from cooking rice, and they ferment that overnight and have that as a meal. So this
consumption of pseudo foods is another category of responses for people living with hunger.

3. The third broad category we describe is making desperate choices — you put your small
children out to work, get into bondage, migrate under difficult circumstances, sell your body, and
various such things. Another desperate choice is that destitute old people simply cannot live
without working, their frail bodies make it very difficult for them, but still they have to do it.
Work is given to them as charity, and a couple of stale rotis in exchange for taking someone’s
cattle up a hill for grazing. Making completely unreasonable choices is the third way of people
dealing with the lived experience of hunger. The hardest lesson people have found to teach their
children is the lesson of how to sleep hungry. There are cultural practices around this also. There
are narratives from people of the Musahar community in Bihar, and also found in some Dalit
autobiographies, of people looking for grain in the dung of cattle, and looking for grain in the

fields after they have been harvested.

This is the background in which I want to have today’s discussion. This is a pattern for
something like 5-10% of our poorest people. Dr. Jan Breman, who has done a lot of work with
bonded labour, said something very profound to me once. He said we assume that bonded labour
reflects the most desperate of our poor. But he said this is not really the case. He said you can get
into bondage when you have the labour to give in bondage. What happens to people who do not

even have the labour to give in bondage?

So these are the people | want to focus our attention on today.

Now moving on to the public policy challenge. Democracy has not been able to deal with
malnutrition, but atleast it has been acknowledged — with all the qualifications that Dr. Saxena
spoke about. But the existence of hunger, individual starvation or starvation within communities,
is completely invisibilised in public policy discourse. We have a famine code, which we still use
in many states, and District Collectors are guided by it, but we do not have a starvation code.
One of the things we have done in the Commissioner’s Office is to try and develop a Starvation

Code, which is trying to define the duties of public officials when there are people in destitution



and hunger. This is in the folders. We sent this to the Central Government and to the Supreme
Court asking at least for some modified version of this to be applied. But | feel that for a
starvation code to come into force, we have to have an agreement about what we mean by
starvation. And I’ll speak of this later when discussing challenges to the community of social

scientists and public health practitioners.

I’1l briefly touch on what is the typical public policy response to starvation.

The first one, |1 would say a little provocatively, is subterfuge. | recall when | was receiving
training in the academy in Musoorie, one of the first lectures we were given was on tips for being
a competent and effective administrator. One of the points was that it is a big nuisance when
people allege a starvation death, and you should have a bag of grain in every panchayat, and as
soon as there is an allegation, there should be standing instructions to the patwari that they
should throw 5 kilos of grain in through the window of that house so that when people come to
investigate, you can say that there was grain in the house so it cannot be a starvation death. Even
though this sounds very foolish, I can say that one public policy response was not only of denial
but of active subterfuge and lies.

A second is of denial, very hot angry denial which typically follows any allegation of starvation
death. Linked to this is blaming of the victim. Hundreds of such investigations and you always
hear ‘that person was very foolish’, or ‘they didn’t take care of their health’, ‘liquor’,

‘superstition’, etc.

The third response is of indifference. Earlier there was at least a need to deny, today this has

turned to indifference — ‘so what?’ It is not even an issue.

And there’s poor knowledge, technical and administrative.

The net outcome is that the misfortune of having a starvation death in your family is
compounded by the misfortune of public policy responses to that. Leads to an enormous
humiliation of that family. When it becomes big news in the media, people will converge into

that household, the kind of questions that are asked — the whole process is very disrespectful of



the suffering of the surviving family. And the autopsy will cut open the stomach of the dead

body and seeing pieces of grain there will be denials of death from starvation

In this background, the NHRC for some years, especially in Tamil Nadu, had done a series of
investigations into monitoring issues of starvation in one district. It said something which is
worth considering, and we put this into the starvation code — that there should be no discussion
or investigation into the question of whether a particular death is due to starvation. The
investigation will have to be of people living with starvation. When there is an allegation of
death, instead of investigating the cause of death, there should be an investigation of the
surviving family and others similarly placed as that individual — are there people living in
conditions of starvation? Which is closely linked to the phenomenon of destitution; which | feel
is very poorly researched by social scientists. So living with hunger and starvation, is what we
have written into the starvation code; and have discussed state responses and duties towards that

family or community living in such a situation.

Finally, I want to come to the core of what we proposed to debate today — the challenges to the
socio-medical fraternity, of which | am also a part. There are a series of questions. Definitions,
firstly. What is hunger? The term that we most widely use is hunger; it has a popular resonance
but many are familiar with its several problems — so for instance, is it voluntary or is it
involuntary? | spoke of people coping with hunger by killing their hunger over a period of time,
either by pseudo foods or by physiologically and psychologically adjusting to not having food.
There’s also a question of hidden hunger. There can also be no hunger at the expense of dignity

or freedom. So in my opinion, hunger is not a very useful term to use in scientific discussions.

Moving onto starvation — how do we define starvation death and how do we define living with
starvation? There have been many discussions, with Veena here, Vandana here, Ritu here. What
I’ve understood is that we recognise a spectrum when one says that somebody has starved to
death, or is starving. Perhaps a proposed point is — that even if a person lies completely flat with
no activity at all, you will still need a certain amount of calories to keep your metabolism going.
So if somebody gets even less food over a certain period of time than that which is required to

keep the body alive with zero physical activity — at that level we will say that that person is



starving. Now | have a question. Firstly, are we agreed on this definition? But why are we saying
zero activity? What is the logic of that? Because however badly off a person is, they have to be
doing some activity to keep alive. So are we saying a person is starving when there is less food
than compatible with zero activity for an adult to keep alive? | request clarity on that.

Second thing — how many calories? The literature suggests different ideas of calorie
requirements for an adult to keep physically alive at zero activity, ranging from 800 to 1200

calories. Do we have a scientific agreement on how many calories?

Also, are we only speaking about calories? What about other nutrient requirements?

Also, the living with starvation aspect, for me this is more-or-less coterminous with saying a
person/family is destitute. Can we have a definition of destitution, taking into account socio-
economic conditions. | suggest destitution would involve long-term denial of work/paid
employment, of food necessary for survival, and also related to extreme social stigma and to
homelessness, especially in urban contexts. Can we work towards a sociologically and a public
health appropriate definition of destitution? So if we are making the shift to investigating living

with starvation, | would assume we are investigating destitution.

Few more questions — we talked about acute hunger. Is this the same as starvation? Is acute
malnutrition the same as starvation? Is acute undernutrition the same as starvation? If not, what
are the differences? Now, what is SAM? Is that starvation? If not, then what are the differences
between SAM and acute malnutrition? What is the difference between acute malnutrition and
SAM and starvation?

Then we talk about chronic malnutrition. From the public policy angle, there are Grade Il and
Grade IV categories, there’s an entire system of weight charts, etc. Now we are being told that
Grade 11l and Grade IV is out of date, and we should be talking about SAM. Here, where is the
chronic-ness and where is the acute-ness? I’'m confused. Why are we abandoning the old
definitions of Grade 111 and 1V? When we are talking of acute malnutrition, where’s the chronic-

ness gone? Does not death result from acute malnutrition layered on a foundation of chronic



malnutrition? Isn’t starvation a combination of chronic and acute? Can we define this more

precisely?

Last thing, | know our discussion will focus on children. Anecdotally, I’ve found starvation in
children of course, but also in old people without care, in single women-headed households
where the woman tends to starve to death, in disabled-people headed households, and sometimes
where there are disabled children. In Andhra Pradesh, we found a strange phenomenon of many
disabled children in a family, maybe because | think of marriage with uncles and many others.
And where there’s a disabled child, one caregiver, usually the woman is devoted to that child’s
care and the man tends to break his spirit. He’s left as the only bread earner and he also tends to
do it very erratically, and there’s alcohol as well as other things. So single women, old people
without care, and disability, seem to breed high susceptibility to destitution and starvation. So
while we have these discussions, I’d like us to remember, along with infants and children, single
women, old people, and disability also. And evolve definitions and tools for identification which

apply to all of these.

For me, this consultation is important in the sense that if we expect the state to be accountable
and responsible for responding to starvation, we need to work towards knowing what exactly we

mean by it.

N.C. Saxena

Thank you Harsh, for raising a large number of important issues, especially on the need for
deliberating upon certain terms. To my mind, hunger relates to lack of food, while nutrition or
malnutrition is the outcome which could be related to large number of factors, including food
and health. Indeed, there are several types of hunger, as Harsh has discussed. Perceived hunger,
when people like us feel hungry; a poor person’s hunger, to which he has grown accustomed and
therefore he fails to perceive it as hunger; hidden hunger, getting some food which is lacking in
nutrition. Certainly we will have more debate on this, but | now invite Ritu to make her

presentation.



Defining Hunger, Malnutrition and Starvation

Ritu Priya — Overview of Public Health Approach to Early Detection of Acute Hunger: The
Challenges & Possibilities

This presentation will raise some issues and I’m sure much more will happen in the discussion.
Thanks to Lakshmi, Kumaran and Dilip for assisting with the background literature review for
this.

While looking at the problem of chronic malnutrition among children and adults, we have shifted
from a point where we included mild malnutrition in our categorisation. And this suddenly
halves the problem. And this itself is a problem. There is a certain technical rationale to it,
because part of this mild category is one which would be normal by biological/genetic potential.
But there is a large chunk within this mild category which is not normal and is part of chronic
malnutrition. So we need to keep in mind this change in methodology and to see if chronic

malnutrition in children is 50% or somewhere between 50% and 90%.

In adults, we see that 40% are malnourished, and also 40% of households with intakes which are
low for calorie and protein. With this larger national context, it is important to identify mild
malnutrition being so high (2002 National Nutrition Monitoring Bureau, NNMB, data) and that
we are missing the importance of this. The importance of this being that if we are looking at IMR
and mortality, child mortality itself shows the severity of impact of malnutrition, and this is a

well-acknowledged fact.

Coming to definition and classification, starting with starvation. And at the moment I’m giving
technical answers to Harsh bhai, not at an administrative level. The severest deficit is when it
falls below the requirement for simple body functioning. This would be the tip of the iceberg.
This is what administrators talk about. At the most, this would be a few hundreds, so the question

is ‘why so worried about this number when there are large numbers of chronic malnutrition?’



There’s this hundred which is the tip of the iceberg, there’s chronic malnutrition with all its
linkages as we all know, and there’s acute malnutrition. And acute malnutrition is by definition
what happens over a short period of time, and this is seen more in terms of thinness. Thinness
meaning weight decline against height. Now, this can happen just due to illness without any cut
in intake and therefore that becomes a little more complex than say, stunting, which is measuring
height and therefore chronic malnutrition. In this situation it can happen to those who’re well-
nourished and they tend to bounce back, also because the well-nourished normally have a food
intake which is adequate and they have access to that kind of food, except for the fact that it was
disease which brought it on and once the disease is dealt with by the body they can bounce back
to normal. The problem is really of acute malnutrition in those who are chronically
malnourished. Acute on chronic is really the problem. But when our chronic is already 50-90%
of children and 40% of adults this is a huge chunk. And we do not know what percentage and
who among this huge chunk is going to go into acute. And this acute is what then goes into a
vicious cycle of malnutrition and disease and thereby spirals downwards in the malnutrition scale
and comes to a point of death, and is that where we would say it becomes starvation? This cut-
off is difficult, and this is where we need to think more. And we look forward to hearing from

Vandana and the JSA group’s considerations on this issue.

So acute-on-chronic malnutrition is what I’d pose as today’s main issue, and identifying when
is the chronic population going into acute. Because that’s where firefighting, lifesaving efforts
would come in. That’s the argument given for why SAM is important — that it’s very cost-
effective to only address that child who’s gone into severe acute and therefore is going to die; the
most cost effective is to give them food and they will bounce back and deaths will be reduced.
But at a collective level if you look at this, it’s not just the children with SAM who are going to
go into starvation or death; this is the one which has reached that end point, after that whole
cycle. But there are many more who are at that point of time undergoing the vicious cycle. If we
have to do prevention, it means we have to look at the people at the beginning of that cycle and
not only at the end. And therefore, then the problem of acute malnutrition achieves an important
status, that a large chunk of chronic malnutrition itself being susceptible to acute, and therefore

this enlarges the problem of acute malnutrition itself.



Now, hunger. Hunger is a term we use in English to mean that you want food now, and this is a
normal everyday phenomenon. For its abnormal forms, there are various types and terms. There
are different usages, e.g., psychic hunger — people who are adequately nourished, have had
enough food, but still want to eat more. We see this all around us with the epidemic of obesity,
etc. This is a different kind of malnutrition. What we are talking about here is undernutrition, and
this is the difference I would make between malnutrition and undernutrition — in undernutrition
we are talking about when you’re eating half a stomach of what you need, that’s hunger. That’s
where the problem comes in, when the chronically malnourished are habituated to that lower
intake than the genetic potential requirement. Now is that to be called hidden hunger? Because
the person may not express it, feel it as hunger. But as nutritionists, as public health people, as
people dealing with what it means to growth and development of the human body, that is hunger.
That is a deficiency. Then hunger does not become a feeling, it becomes a biological requirement
and deficiency of that. So do we use that term? What is in current use as hidden hunger is where
you have sufficient food but of poor quality and therefore micronutrients become important.
Hidden hunger is being seen as micronutrients only. There is a bit of a problem, in that most of
the people with this hidden hunger, it’s a convergence between protein and energy malnutrition
and the micronutrient malnutrition. And the micronutrient malnutrition cannot be dealt with only
by giving micronutrients if they do not have protein and calories to deal with the other parts of it.
Therefore, what do we call hidden hunger? Do we classify it just by micronutrients or according

to adequate food for genetic potential?

Coming to the issue of individual and collective phenomena — are we looking at individuals with
hunger and deficient food intake or are we looking at it collectively? We are dealing with this at
a public health level. When we are doing SAM and MAM identification, that’s individual
children; we are addressing them through the feeding programme as individual children. But
starvation is often a marker for a larger hunger, for a larger food deficiency. And therefore, can
these be used for identification of a collective status of population groups that need to be
addressed for their inadequate intake even if they are not feeling it as hunger, which then leads

eventually to some members of the collective experiencing starvation and death?



If we are looking at it collectively, in our country there are different ways in which hunger can
be distributed, and the distribution would be relevant for implementation of measures. There can
be whole villages where almost 100% households have deficient food intakes, and some of the
tribal communities living in distant areas are examples of this. Then there would be villages
where 50% households are hungry and the other 50% are not. Then there would be others which
have 20% households, living with absolute destitution and starvation, as among the Musahar
households in Bihar villages. There would be others with hidden hunger, where they’re not
feeling it but they’re malnourished. And then there would be others who are well-nourished, and
we could go on to the obese category. So it is the proportions of these households that would
make a difference to the kind of administrative action that can be taken. Or even societal level
action. The community can take action if there is a difference in the distribution of food, but if
100% of households do not have adequate food, then there is no expectation from the community
to provide for those facing starvation. So where we expect civil society and community to come
in, is where there is a maldistribution within the community and therefore possibility of some

sharing for those with surplus.

This pattern of distribution is just to say that there are different types of collectives with different
levels of hunger. But that’s where the identification would become a different matter because
you would have different proportions of the various levels of hunger and malnutrition. When the
state takes the responsibility of the right to food, it has to take it across all situations and
households. However, it is the role of the community and community action that is likely to be
affected by the varied proportions, and therefore is likely to affect implementation at local levels.

Planning measures to deal with acute hunger must take this factor into consideration.

Approaches to Deal with the Problem of Hunger

Broad approaches that we have to deal with malnutrition and acute malnutrition — there are
macro approaches, which basically look at food production, availability, the whole political
economy of food and access to food and its distribution. This includes the universalisation of
PDS, the right to food security, and so on. There’s the micro level, where we are looking at
individual children and giving supplementary feeding. There’s a meso level which would

identify communities that have high proportion of malnutrition and hunger and therefore need



larger state support in ways that are able to get to the large numbers of households that require
this input. Within those communities then you also have to identify the ones who may not be
able to access it, which are the most vulnerable, the elderly, single women, disabled, and so on.
Also to be included in the vulnerable are those with the social disability that comes from being

maha-Dalit and other categories like that.

Within this, would one look only at one or all the other approaches? Which is what many streams
are doing, those that look only at macro perspectives saying the micro are meaningless and we
shouldn’t waste our time on that. There are others who look at only the micro, the clinical; and
nutritional rehabilitation centres that are now being put in place are examples of this. How do we
mediate between these? It’s not either/or, all of these need to be done. But the meso is something
we have not addressed at all. And to identify those, to me, is where we need tools to be used.

That’s where the field administration is to come in and act.

So, if we come to the question of the administrator who eventually has to come in and do that
firefighting, to identify and give relief as an emergency case, how do they perceive, recognise
this problem? And the bottom line is what the district magistrate can do? Because of the diversity
across the country, we do not have one-answer-fits-all. We need diversity, we need to locally
contextualise, at the district level. So the question in my mind was — what is it that the DM must
do to identify this phenomenon early enough and act? And we are not going so much into action

today, not the ‘what to do’, but are asking how to find this information out.

Tools for Detection and Identification of Hunger and Starvation

Now, the existing methods that we have. One is starvation deaths, which points out to us that a
particular household has a problem and the administration gives relief. And we can argue that
this means that the needs of the community around must also be investigated. The second level,
which again is already in place, is identification of drought-affected areas. There’s a protocol
already set out for that, based on rainfall and production in the farm. The problem with this that
has been pointed out, from the little I’ve read, and many others would know more on this, is that

one, it takes too much time, it does mean initially a denial and then time to identify the need. But



what it also means is that it will not pick up food deficit because of high prices. It is drought that

will affect it, it is production that will affect it, but with price rise it will not capture the problem.

Then there is the aspect of taking information from the people themselves if they’re saying
they’re hungry. There are surveys which the NSSO now does with this method. In the 1970s Dr.
D. Banerji used this as a tool in a survey for public health to create economic categories. We
have attempted to look at the methodologies across these two — what was done in the 1970s and
what the NSSO does now — there’s a note on this in the folder by Kumaran. The problem with
this of course is that there will be a much smaller number which will acknowledge that they have
food deficiency. But what it does do is tells you the bottom line—that these are the number of
people who definitely need relief, they’re the ones who are recognising their hunger. This is the
bottom section, most vulnerable, and where hunger cannot be hidden. They are the ones who are
not eating two square meals a day; then one can start looking at destitution. There will be a larger
chunk above this which is not getting counted, but if we use this method we know that we are
using only the minimal and we are not using it to measure extent of chronic malnutrition, but we
are doing it only to identify the bottom. But what it does need is a survey kind of format, which
is needed in an emergency situation, where you cannot ask people to start doing a survey. Is
there already available material or available data which is being measured and can be accessed
by the civil administration? In looking at what are the possible data sets and indicators for

community level acute malnutrition and hunger, this is what we were able to figure out.

One, in the context of prices, can we look at market off takes — both from PDS and from local
markets? This together will tell us how much the population is buying. If that is less than what is
expected to happen in that population, as compared to the experience of previous years, could we
create a marker out of this? Say a 20-30% decline in offtake in a year where local production has
not been good,; is that therefore a marker of households getting less food? This has to be refined,

but we need to think whether this would be a useful tool at all.

Anthropometric indicators. One is the individual-level indicators being used by the ICDS, but
can we then say that declines in food seasonally more than expected in the year, can that

somehow be used for identifying hunger in the community? The ICDS system is there with all its



weaknesses but it’s meant to be giving us data on the weight of children. Can we develop that

into a collective indicator for saying that the community is getting into hunger?

Now that we have got so many village level functionaries as well as the panchayats, could they
be creating lists of the most vulnerable in the community? They know their community and can
identify households as well as individuals who are most prone to destitution, hunger, and

starvation. This will help in addition to the various methods in existence.

And lastly, when this is happening, even if you have group discussions within villages and ask
what are the changes in food they have made over the past few months or years, you will get a
sense from the households. I’ve done this with a group here in Delhi and heard — they have
stopped using dal, or they buy half of what they used to earlier, vegetables are cut by one-fourth,
and so on. These things we can pick up and inform ourselves of the severity of the problem. So

these are the seven measures

| wanted to discuss whether we could use these for identification of acute malnutrition. Across

these methods, how do we discuss which are good methods, which are not?

The difference between the way we are looking at it and the way the SAM and MAM discussion
is posed or the starvation death is identified by no food seen in autopsy, is certitude of objective
criteria; we are looking for certitude in saying the autopsy will show it definitively that if there
was no food, the person was definitely starving. But when we are saying that we want to ask the
community whether the person was living in hunger and destitution, it becomes a more
subjective criteria, it becomes more socially-based criteria, and then it does not remain that
certain. Therefore, are we ready to move into a different paradigm of science? This has been
debated a lot and we have analyses of holistic versus reductionist approaches, whether it is the
science of nutrition or public health or in the administrative structures and how they look at
public policies and deal with it.

This is just putting down the various dimensions — whether one wants to use a holistic

perspective against the more conventional approaches and what are usually analysed as



reductionist perspectives, as rarely does anyone say they are using a reductionist perspective. We

have to set out the criteria that we will go by.

Also saying that there must be a plurality of approaches not singular; context specific approaches
rather than universal answers; look from macro to micro levels, have to include the whole
continuum; triangulation of several methods to classify several dimensions of hunger; for
identifying individuals and households through decentralised methods, the reasons why there is
hunger would be different and, therefore, the methods needed would be different, e.g., if there is
drought, or price rise, these would be different. Therefore, action will have to be at multiple
levels, contextualised rather than nationwide rigid programmes. So how do we look at methods
of identification which take these features and criteria into account when we examine our various

options?

I’ll stop here, inviting discussion on the seven methods, as in the PowerPoint presentation [see
PPT ‘Public Health Approach to Early Detection of Acute Hunger: the Challenges
&Possibilities’ in Annexures]. We thought that the house could go through each method,
beginning with the starvation definition. Here Vandana’s presentation, and JSA’s work on

starvation and other issues, could throw more light on this.

A Holistic Approach to Identifying and Investigating Starvation Deaths

Vandana Prasad — Guidelines by the Jan Swasthya Abhiyan Hunger Watch Group on

Verification of Starvation Deaths & Detection of Hunger in the Community

I have many things to say in response to the presentations made earlier, but | will restrain myself
and stick to my task as a speaker, and will describe a process that many of us were part of. Veena
Shatrugna is present here, who was part of the Hunger Watch Group and can add to what | will

say.

Before anything else, I want to say that it’s not that JSA approached the issue from the point of

view of starvation deaths. | want to make that clear. We see this as a political problem needing



political solutions in the current situation rather than as technical issues at all. And in fact, for
many of us, the problem is so very widespread that to say we need tools to identify an emergency
seems to say that there is not an emergency on, or that we do not recognise this emergency and
we need to find it. Which actually goes against what many of us currently believe — that there is
currently an emergency — which is very well documented and defined. And anybody who works
with the people finds no difficulty in recognising, either through the people themselves or
through people working with them, that there is a shortage of food, there is hunger, there is
starvation, and deaths have happened as a result of starvation. We can also state very easily what
needs to be done about it. So fundamentally, this is an issue of politics, not really a medical

issue.

So then, why did we start to do something like this? Why did we say that we should create a tool
for the diagnosis of starvation deaths? There is a context to this. This is the year 2003 — and this
is stated in the report which you all have in the folder, and | would suggest you read it — when we
were witnessing drought, crop failure and suicides. It is worth noting that the context of 2010 is
very much like 2003. And in that context, we knew that not a single death in the country that had
been defined, acknowledged as a starvation death, by the processes that exist to define causality
of death. And this anyway is very poor, and we in public health know that there is absolutely no
causality data. From what we do have, however, there was not a single cause of death, direct or
underlying, due to starvation. And what is the reason for this? There is a certain death
certification process, there is a medico-legal system, and there are certain diktats within
government, as Harsh has also referred to, and a lack of understanding between these various
systems. Then there was also the situation of defining starvation death through doing autopsy,
whereby it would be stated that there was food present in the intestine and, therefore, it was not
starvation death. This is there in case after case. It is hard to believe that any logical community
of government officials could accept such a thing, that because they found kernels of mango in
somebody’s gut this is not a starvation death and they go ahead and say that this is a cultural
practice or system of eating. Of course, culture also does change and deals with chronic hunger

in its own way, but this is how deaths were being presented, or basically being obfuscated.



So this is the context. And | must add, since the RTF campaign has not been mentioned clearly,
but this is another piece of work amongst many where there is very close interaction between
RTF people and JSA to help each other out. Someone spoke to someone at the Asian Social
Forum January 2003, and this is how often things come together. | think it was Jean Dreze who
spoke to Abhay Shukla at Hyderabad and then in an impromptu meeting | was there, Veena was
there, Narendra Gupta was there, and we decided, ‘yes, we need to work out a tool for

diagnosing hunger deaths, starvation deaths.’

I’m sharing with you names of the people who were part of it to give you an idea of the length
and breadth of the kinds of people who were involved, because even at that time we were very
conscious of the fact that though we think this is political, if we are going to approach it like this
from a socio-medical perspective, then we have to give it that weight, that rigour and academic
background — Dr. Veena Shatrughna (Deputy Director, National Institute of Nutrition,
Hyderabad), Dr. Vandana Prasad (Paediatrician), Dr. Narendra Gupta (Prayas), Dr. Sunita
Abraham (Christian Medical Association of India), Sarojini (SAMA and Convenor of MFC), Dr.
C. S. Kapse (Professor, Department of Forensic Medicine, D. Y. Patil Medical College), Dr.
Neeraj Hatekar (Professor, Department of Economics, University of Mumbai), Sanjay Rode (Ph.
D. student, Department of Economics, University of Mumbai), Dr. Abhay Shukla (Co-ordinator,
SATHI Cell, CEHAT), Dr. Neelangi Nanal (CEHAT), Dr. Amita Pitre (CEHAT) and Ms.
Qudsiya (CEHAT). And all these people contributed very significantly. I would like to point out
that there was a person from forensics, there were social scientists, and many of us too. We tried
to develop a comprehensive tool which was scientific. This word was consciously adopted vis-a-

vis our being political in some ways, but here we were trying to be scientific.

Coming to the tool itself. The objective of the tool was to systematically investigate and
document starvation deaths. I also want to say that the reason why starvation deaths was used as
a concept, was because that was what caught the eye of the public. Whereas malnutrition goes on
and on; and one problem with actually documenting or collecting tools in the way that we were
doing it, in a comprehensive way, would be that the entire country would qualify! All districts
would qualify; so then what do you do? But then starvation deaths is something that catches the

public eye, the media catches onto it, and there’s a big furore even though it’s short lived. So we



were also thinking tactically, how to piggyback on this media furore and attention within the
administration, who then would go all out to show it was not starvation deaths. And we wanted

to capitalise on this to prove that it was starvation deaths and then to show its underpinnings.

We insisted in the Hunger Watch Group that we would focus on a community diagnosis, of a
starving population, and not just relief for one person or one particular family. That would
eventually be part of the work and the report, as well as part of the recommendations being
made. We would use the occurrence of a starvation death as an advocacy tool to highlight the
omnipresent undernutrition and a chronically starved population on the brink of death, especially

in the case of drought or crop failure.

It’s important to point out that it’s easier to do all this for adults than it is for children. Children
provide a very complex challenge, medically as well as socially, and in terms of caloric intake,
as it changes from month to month, week to week. It’s not some standard thing that can be
applied across all age groups. And even when we do nutritional studies, how do you deal with
breastfeeding infants? Somebody mentioned starvation in infants 6 months onwards, but it’s not
that children under six months of age are not dying of starvation. They are dying of starvation
due to lack of breastfeeding, or lack of exclusive breastfeeding. So how do you prove the
undernutrition or starvation death of a child that was under 6 months of age? And then from 6
months to 1 year their body weight will double and treble. So caloric intakes change from month

to month, it’s very complex to try to define all these things.

But for adults it’s much easier. So the schema was like this. And please remember that we are
looking both at the community and at the individual and we are trying to make a case which
supports the individual, the family, and the underlying community. So we are using the pyramid
or the iceberg approach continuously. So what do we do in the community, we look at death
rates. And many of these things became problematic later on and I’ll discuss that, and they need
to be updated, corrected, peer reviewed and all that. But one thing that we thought about, was to
document death rates, because we do know that in the monsoon things happen, malaria kills a lot
of people and so on. So there are also seasonal things that happen within malnutrition, and you

can, by using epidemiological tools, say that the death rates within a particular village or district



at this moment in time are much higher than a representative similar district or village nearby
suffering from similar conditions. Therefore, we could use death rates, and do that maybe on a

tri-monthly basis. But this is a slightly problematic indicator.

Then we used anthropometric indicators to show that they are much below the state average.
We used the fact that there has been no mass disaster or accidents. We used the fact of reduced
food offtake, as Ritu has said from PDS, and other indicators of reduced food security like eating
unusual foods, increasing indebtedness, large-scale outmigration for work, etc. We used dietary
histories, and we did also calculate to the tune of 850 Kcals for adults as being the limit for
starvation, which means that this is the minimum you need to just be alive without activity. If
you’re living on this and also performing activities, then you’re eating your body up, and you’re

going to eventually die.

And we used verbal autopsies. So we used a combination of statistical tools, anthropometric

tools, social tools as well as verbal autopsies as a very specific and telling kind of tool.

The schema for children was somewhat similar. Increase in death rates among under-five
children compared to the state under-five mortality rate. Then, look at siblings of children,
because that child has died but you can use as a proxy the situation of the siblings of that child,;
are siblings malnourished? Also try and get the data for the child that has died from the
anganwadi/ICDS register. Also try and get descriptions of the child, did they have a pot-belly,

their hair colour, etc. This could be done in the verbal autopsy too.

Also, looking at the issue of infection is very important, because when you say cause of death,
the government invariably says the child has died from an infection, died from gastroenteritis,
measles, malaria. Obviously, the end point of starvation, the point between starvation and death
is always an infection, especially in children. So how do you go about this, because the child has
died of infection but the child would not have died had the child not been starving or
malnourished. In discussions, we came upon the idea that we should compare known mortality
from diseases in well-to-do children and see this mortality alongside it — it’s usually ten to

twenty times higher, and obviously this cannot be the mortality from the disease process alone.



Just as an example, where the case fatality rate for measles in the community is 20% compared
to the known case fatality rate of 2%, then the difference is deaths due to malnutrition. And this

method is also comparable to what the WHO says.

Now what activities need to be undertaken to do this? And we are now moving into the
functionalities of how to make this happen. Initial contact with the community; coming to know
about villages affected; total reports of starvation deaths; selection of the village/villages or
hamlets to be taken up for study; assessment of the death rates in these communities during
specific recent periods; anthropometric measurements of a sample of adults and children; dietary
surveys to assess adequacy of food intake in sample families, which could perhaps be done in the
same families where the anthropometric survey has been done; assessment of any deterioration

in food security schemes; assessing ICDS records; and verbal autopsies.

So the report would do two-three things — it would verify and certify starvation deaths, and it
would clearly detail the prevailing community conditions of malnutrition and starvation, leading
to morbidity and then to mortality. One thing | want to say — many of us are doctors. We do not
know how cause of death is written... hardly any doctor writes cause of death in a death
certificate correctly. This confusion needs to be sorted out. Many people, for instance, say heart
attack but that is not a cause of death, cardio-respiratory arrest is a mode of death. So there’s
immediate cause of death, which in this case could be measles, but then the underlying cause of
death would be starvation, or acute or chronic malnutrition. So it is also this lack of using the
‘underlying cause of death’ space within death certification that has caused a situation where not
a single death has been registered as caused by malnutrition. We have quite a detailed description
of how we would have three doctors after the verbal autopsy trying to say that the cause was
highly probable due to starvation, or most probable... we have tried to record such details also in

the report.

So the structure of the report would be an introduction, the under-five mortality rate, the death
rate, the estimation of malnourished children... this was weight-for-age and I’ll come to this
later, as it may not necessarily correspond now. Another thing | want to point out, we used the

IAP (Indian Academy of Paediatrics) classification because the ICDS was using this. When



ICDS shifts to WHO standards and uses a Z-score, obviously we should be using that because
then we can correlate the ICDS data, however faulty it is, even if only to triangulate. | would
recommend that we should update this IAP and weight-for-age depending on what is currently
being used within the system. And we also need to add perhaps Mid-Upper Arm Circumference
(MUAQC) to this, because SAM is an entity that is coming and there is no other way of defining it
except to do that. It is not difficult to teach people to use mid-upper arm circumference and so

we should use that also as one indicator. We can add that in this protocol.

Details of starvation deaths among adults, community situation of food security, and draw the
hunger pyramid, and then have recommendations as to what to do. So this is the hunger pyramid
— at the top are starvation deaths and description of the deaths that have occurred, underlying that
is the starving population which is adults having 850 Kcals or below. And before the concept of
SAM came, the way we dealt with children in the original report was to say that a child in any
family where an adult had minus 850. Note that starvation deaths are numbers, severely
malnourished are numbers, malnourished are numbers, whereas starving population is families.
Or if you want you can do it as starving adults and use SAM as a current way of estimating
starving children through the MUAC being less than 110 millimeters. That’s another option. And
below that comes all malnourished. And the point that Ritu made about mild is extremely

important and critical, so mild is included in that malnourished.

So that’s where the Hunger Watch protocol finished. And we did go ahead to do a training soon
after with about 50 activists from different parts of the country. And while JSA developed the
tool, the RTF campaign organised the training meeting in Bhopal in August 2003. Then the
Hunger Watch Group itself did not meet again, but many of the groups that came to the training
adapted this tool; not completely, but many used it in some way. The way this was generally
used was to use anthropometry, the offtakes from food-related schemes, and dietary intakes. And
for me it was very significant that the demystification of anthropometry happened in this manner.
In the community NGO and field workers had never done this, analysed heights, weights and all.
This was always seen as a technical exercise. And now, seven years later, | feel this is being used

very much among social action groups to document things.



Just a quick comment on why the group did not go ahead, and this will help us along when we
develop our own tools. The initiating group was not able to carry on... we formed the Hunger
Watch Group and the tool, but we didn’t do any watching. It required too much time, money and
effort to follow up with surveys. We felt that through trainings at least we could do something.
Though many members in the RTF campaign did it on their own, there was no coordinated
activity, it was left to individuals to pick it up. Also, perhaps, it was too technical. It definitely
needed the intervention of doctors at some point. Verbal autopsy is a medical verbal autopsy and
not a social verbal autopsy. So we did require doctors to help field workers validate it so that it

could send a message to the system of cause of death certification among the medical profession.

So I feel the Commissioner’s Office taking this on and putting it into the Supreme Court petition
is hugely valuable. And recently, thanks to Ritu’s invitation to us to present this work, we have

had a conversation about this in JSA, and we feel we should get together again and update.

Discussion

Veena Shatrugna

Vandana has done such a wonderful job that | do not feel | need to add anything more. Except to
say that when we were trying to focus on the amount of calories, below which it would qualify as
starvation, we looked at some reports of the International Labour Organization (ILO) but there
wasn’t much data. And we came across 500 calories... one of NNMB reports which had
surveyed some drought-affected areas. And then | was fighting for taking BMR (Basal Metabolic
Rate), what someone earlier described as the essential necessary for keeping body and soul
together, and the BMR of even a 35 kg woman is around 1000 calories. And 1000 calories is
like, more than 250 gms of rice. So, do you mean to say that people eat 250 gms of rice? So, |
had to contend with that. Well, we didn’t debate it very long then, but now | am convinced that
we must keep the BMR level as the absolute essential for the body to stay alive. And you can’t
even lose any more weight. Because our population has already lost whatever weight it had.

After that death comes rapidly, say within a week. This is unlike the Second World War famine,



the Dutch famine, where they lived for 2 months — because they had so much body fat. But our

adults do not live beyond one week-10 days, because of infection and other things.

So I would really like that this group takes this up for discussion. And I’ve brought the literature
— 1000 calories for a 35 kg woman is the basic, for men it would be around 40 kg; and these are

really undernourished people.

The second point I’d like to raise, and in connection with Vandana’s point — and as she said,
unfortunately the group didn’t meet and it was a painful few months just to read those verbal
autopsies — is the issue of hunger and infection. Now, a person in a family, with tuberculosis,
dying of hunger... the rest of the family is going on with 30-35 kgs, why does this happen?
Infection itself kills your appetite. And the food the poor have... and in the Maharashtra area
where we were working, people eat bhakri... and we were able to standardise and calculate the
calories there... people with tuberculosis cannot eat that food. So we must recognise that just
because the government throws calories, it is not going to revive someone with tuberculosis or
any chronic infection, malaria, etc. Now, there was a time in the 1950s when the treatment for
tuberculosis was food, it was things like beef, and more food. And of course, sanatorium
treatment. Today, we do not even talk about food. We assume that the calories in the family will
be eaten by the child, but we know that the first thing that infection does is it knocks off your
appetite. And the first thing that doctors ask is, ‘how is your appetite?” We know this, but it does
not register in our minds! So we must look at it differently; there must be appropriate food for
illness. For instance, when | fall sick | get bread, khichdi, milk and I will not eat the hard roti that
is usual at other times. So that’s how we have to read these deaths — that there might be grain, but
people who are very sick cannot eat this food. So | feel we have to keep this in mind when we

discuss. There are the 2 points | wanted to make.

NCS — Thank you very much Veena ji and now we break for tea.



Post-tea continuation of Discussion

D.M. Diwakar

Thank you for these presentations. All these 3 levels are complementary to each other. My
question is related to the political environment of hunger and poverty. And alongside this, access
to resources and livelihood, and their distributional dimensions among particular communities
and groups, needs to be understood. Why | am saying this is because after 60 years of
independence still we are talking of acute hunger and malnutrition, instead of having ensured a
decent life, which we promised through the freedom struggle. One has to be very holistic, but
cultural sensitiveness towards this problem must be underlined when we are discussing this

issue.

Secondly, when we are discussing the question of governance, the failures, etc., the
accountability question must be there somewhere. We have to look into the designs of the district
level and other dimensions. We are talking of PDS that is still not in place, and other institutions.
We wonder about the systematic failure of that governance, and still we hope for the same
delivery systems to do better. Can we think of some alternative mechanism, through PRI or
gram-sabha or something like that? This may appear holistic at this stage, but can we think of
some alternative way of identifying this at the grassroots level? Because the data aspect is very
important and everyone is agreed on the fact that data on these dimensions has not been there or

is inadequate.

And third point, when we are talking of hunger at the family level, agrarian societies are still in
the parochial mindset, and the gender question, especially with respect to the last person in the
family to eat food, has serious implications in terms of hunger and poverty. So malnutrition in

gender perspective is to be understood separately.

To depend on the gram-sabha level to identify the deficit households is not a big question at this
stage, if we capacitate them for these exercises. According to me we need to depend on the local
deprived target groups, make them assertive and empowered in that direction and we can depend
on them to get their feedback. That will help us in terms of database for identification of the



poor, instead of debating in the critical framework of debate. Because Harsh Mander ji has said
very categorically about those living in starvation and hunger, that they are living in a very
chronic situation; if they do not have grain in the house they are depending on some roots and
other things. But the point | want to make here is the narrowing down of the public space, and
access to livelihood and resources is the real question. We should address these issues at the

institutional level; think about what kind of institutional arrangements should be there.

Anant Krishnan

My remarks are general. | work in the area of non-communicable diseases with WHO, especially
with obesity. | work in Haryana, from where starvation deaths are not commonly reported. So |
preface my comments by saying that | have no personal experience of working with hunger, or

hungry people, or in areas where hunger is a major reality.

I will restrict my discussion to an academic issue. One issue I’'m not clear about — | thought we
are looking for criteria for pre-emptive identification of areas where some intervention could be
done to prevent starvation. But largely the discussion so far has been more of the kind that
investigates after the starvation death has occurred. Clarity is needed on this, because the criteria
and the approach would change in each scenario. We need to identify in advance, or else it will

be too late.

The criteria for identification cannot be done without identifying how we are going to do it; we
cannot just identify criteria in isolation. Then, is this going to be done in a programme mode or a
research mode? Most of the experiences we have been discussing have been done in a sort of
research mode, and | do not think these modes will be preventive, they seem to be post-facto
research mode. If we are looking at a programmatic preventive mode, then our criteria has to be
different. 1 find this discussion is more medical-oriented, even though I myself am from a
medical background. I think we need to look at more social and more macro level issues; issues
of calories and all I think are not that important, because | do not think in a programme mode we
are going to try and measure calories and all... that won’t work in a progamme mode. This is,

agreeing that we are going to work in a programme mode.



One of the most important nutritional programmes in the country is ICDS. Should this be an
entry point for whatever strategies we build? Because we need to be clear about what the
programme approach is going to be. It could very well be a good entry point or then a bad one.

Just 2 more comments. | think the framework provided by Ritu Priya is a good one — looking at 3
levels, micro, meso and macro. | feel this should be a point of further discussion. We should start
identifying indicators at each of these levels. For instance, at the micro level, look at death rate of
Protein-Energy Malnutrition (PEM) level/ malnutrition level maybe by using simple criteria of
MUAC like Vandana said. Then looking at a community, meso, level, assessment of community
resources to deal with such a situation, could be the Public Distribution System (PDS), National
Rural Employment Guarantee Act (NREGA) coverage. And thirdly could be macro or
environmental issues, whether it is drought affected, disaster area, etc. So, with a combination of
these three levels — we can discuss how to combine them — it should give us a composite
indicator to identify an area or individual. But as an academic, whichever criteria we take, there
will be some cut-off, some trade-offs here and there. How do you address those trade-offs? How
do you validate whatever criteria we decide, whether it is a good or a bad one? That needs to be

discussed. Thank you.

Darshini Mahadevia

Taking off from the previous speaker, the methodologies presented were very elaborate.
Speaking as an external observer, we need to have much simpler ones, especially when there are
acute situations. Second point, while we are discussing methodologies we also need to discuss
institutional mechanisms. Is it ICDS , or Primary Health Centres (PHCs), where these things
could be anchored, expanded? The starvation code — who’s going to do it? The district admin
machinery, or the health officials, or PHCs... wherever it works... we all know of mal-
governance, lack of political will, etc. But somewhere some systems are working, could that be
civil society organisations, for operationalising? From the operationalising point of view, think
of indicators and methodologies; that’s one way to at least begin the work and get it off the

ground. Otherwise, it may end up like the huge poverty discussions in India, on measuring it, yet



we have never come to any conclusion, and today there are so many estimates that it has created

more confusion than any programme interventions.

Veena Shatrugna

| support that mode of investigation that looks at the out-there, identifiable criteria linked to the
socio-economic conditions of communities. Just to share a bit of information, in 2003-2004
drought surveys were done by the NNMB in Madhya Pradesh, Gujarat and Orissa, those were
the drought areas. It was very disturbing. But the weights were slightly better than the weights in
the non-drought areas. And this threw up many questions. Now, unless you investigate activity...
because what happens during drought? There’s no work, people sit at home, and whatever stores
are there they are living off it. First thing to do is you reduce activity, when you do not eat food. I
do not have to tell you this, you all have seen so many people fasting at Jantar Mantar and other
dharnas, and by the second day people are lying down, they can’t do anything more than that. So,
reducing activity is what the body tries to do. And they have already reached a weight of 30-35
kgs. So anthropometry can be very misleading for adults. So trying to put in place a whole
machinery would be problematic. In fact, NNMB reports are available for you to see if you are

interested, the diet survey data is on the website I think.

The second thing is, in the case of children, as Vandana said, they very rapidly slip from minus
one standard deviation (SD) to minus two SD, depending on infection, on feeding patterns. So |
would say putting in place a whole machinery for anthropometry must be weighed very
carefully.

Vandana Prasad

| completely agree with Veena, and just to add one thing. When we did a survey of homeless
people in Delhi, among a group of adult males, their anthropometry seems more normal than
what was found by the NFHS 3. But the costs of maintaining that anthropometric normalcy are
really huge. So unless we place anthropometry in a perspective, we are not going to gain too

much out of it.



One or two technical points that | wanted to make. Even anaemia as a form of protein
malnutrition is something I’ve learned from Veena. Iron cannot convert to haemoglobin in the
absence of good quality protein diets, and you see that time and time again. So this very big
focus on micronutrient deficiencies and hidden hunger on the grounds of very widespread

anaemia needs to be deconstructed. It’s linked very much to protein calorie deficiency.

| also absolutely do not agree that SAM is the most cost-effective strategy. In terms of costs of
saving children with SAM, the costs are extremely high, institutional as well as food-related
costs. And the costs of what happens to a child as she/he arrives into SAM are huge. So | feel we
should look at that — of course even health economists could look at that — but I challenge that

view.

Then about the view that in a situation of mal-distribution, communities can still play a role.
Now, Delhi is the best example of mal-distribution of food, but | do not see communities in
Delhi automatically playing a role to redress that. So | would suggest that the state has a huge
role in every given situation, whether there is mal-distribution or there is an entire community

homogenous in its lack of food.

In terms of programmes and institutional mechanisms, that’s a very valid point, because
eventually one has to look at how these things will translate. And I would just recommend — we
had done about two years work, as part of another group and Veena was part of that also,
Working Group for Children Under Six, that’s looked at the kinds of institutions and
programmatic interventions that would be required, including creches, maternity entitlements,
things that have not come up in this discussion on food. That paper was published in the EPW

and | request the organisers to share that with you.

Prema Ramachandran

One of our existing machineries for monitoring undernutrition in pre-school children is ICDS.
We know it has problems, but their infrastructure is one of the widest. And slowly there are
attempts to improve the availability of balances which are one critical component. At the



moment, because of the multiplicity of standards, nobody really looked at that data. Essentially,
the MPRs (Monthly Progress Reports) were just sent up and down rather than critically looked at
as district level data, as valuable information which can be understood and tapped. Now that

need not any longer remain as a major constraint.

Today you have an enabling environment, wherein there is a signed card by the Department of
Women and Child Development and Department of Health. For the first time, the one dream that
we all had, that each child in this country will have its card, held at home, as a measure
indicating over time what happened to the child. The card at least has been accepted. I know
there is a long way down before the card actually becomes operationalised but there is a
machinery today, and therefore easy to strengthen. And there is persuasive evidence in Orissa
and Mabharashtra, where people monitored/supervised and they did find an increase — whatever
criteria was used — it did show an increase in proportion of undernutrition in pre-school children,
which perhaps somewhat preceded the problems in the adults because we all recognise that
children are more vulnerable. So | would really urge that we argue for strengthening the ICDS
system, because that system is already available. And perhaps if we pay more attention to
monitoring what is happening, it could give you a warning signal, along with all other things
such as PDS off-take and mid-day meal off-take. For instance, one of the things that the NNMB
survey showed... was that immediately off-take from mid-day meal and from ICDS both
improved in the drought-prone areas. So community is there, giving you signals; we need to use

each of these to amplify the other, rectify the noises that exist so that you can bring it to action.

Another under-used system is school children. They all come to one place under Sarva Shiksha
Abhiyan. Heights and weights can be taken, it's not an impossibility. At least to report
underweight; preferably wasting also, but I know | am asking for the moon here, but even weight
will give you a hint. So do not say anthropometry is too difficult; it can be used effectively in the
community as a warning signal long before acute starvation arrives. So we should try using this

in the current moment. Thank you.

N.C. Saxena

Thank you.



Padma T.V.

| was just wondering if our idea is to stop this post-facto analysis and have some sort of a
preventive or pre-emptive intervention. Whether some sort of a mapping exercise will help as we
already have so much data that is there, and quickly identify which are the more vulnerable
districts with a larger proportion of vulnerable population. So you have this baseline. And then
you do the macro factors coming in, say a drought or something, so you quickly have some way
of having an early intervention there to prevent that large 40% going from one category into the

next higher category. If we could devise some such sort of a quick survey.

N.C. Saxena

Thank you. In fact, the DLHS (District Level Household and facility Survey) data shows that
about 50% of the malnourished children are living in 20% of the districts. So these 20% districts

should be the area where we focus.

The Technical versus Political Approach

Shilpa Deshpande

| have a slightly more fundamental kind of a question. The assumption behind our conversation
here today is that if we had a better and more urgent way of identifying those who are likely to
fall into a situation of acute hunger, then effective administrative action can take place. So | just
want to clarify — is it the understanding here that administrative action is not taking place
because of a lack of information? Or a lack of ability? Or are there instances where making this
information available, in whatever form, has facilitated administrative action? So if there are
such cases, it would help to think of future action, however micro they may be. It might be useful
if we also discuss why does administrative action not take place. There were a few comments on

this in the morning and | feel that those should also be spoken about.



Vijay Pratap

| also agree that this workshop is to evolve practical tools. We have seen how when the scientific
community is alienated from the society then they drop nuclear bombs on people as experiments,
as happened in Japan. Similarly, if you create this tool, then this self-styled 'pro-poor’
government will draw legitimacy from this, while at the same time the corporate compatibility of
this government will also grow unhindered. To make the entire system corporate compatible and

also to maintain this starvation of genocidal proportions will be possible simultaneously.

Unless, and | agree with Vandana here, we ensure that along with the technical discussion we
also treat this as an issue of political economy. And yes, there could be limitations at the level of
funding, or time, or organisations, but conceptually we must ensure that there is no cognitive
rupture with questions of governance, of political economy, of the social transformation agenda.
As regards how to go about this, only the professional social scientists here can tell. But as a
political democracy practitioner, | feel disturbed by the fact that experts usually tend to divorce
issues from politics. And even single-issue based organisations, howsoever sensitive they may
be, often end up legitimising this government which is clearly anti-poor but gives itself a pro-
poor image. We may not be able to discuss this in this workshop but I feel that there should be
another workshop organised to discuss this duality, in which we all should participate.

Vikas Bajpai

We cannot presume that the government all this while has been unaware of the technicalities of
the issue, when it continues to instruct its own administrators-to-be about how to deal with
allegations of starvation-deaths, that the first thing to do should be to throw a bag of rice/grain
into the victim’s house! So while recognising the importance of these technical issues and
technical aspects, | think if we are at all serious about this issue then one primary thing to take
care of is to keep politics in command. And we all need to take political stands on various issues.
And if, for whatever reason, we shy away from doing that, then I think our whole deliberations
will boil down to being sophisticated sophistry at its best.



Harsh Mander

Two-three confusions of my own that | would like to add to this discussion. But to start with, I
liked very much the macro, meso and micro identification; I think it’s a very useful framework
that Ritu’s given. For me, however, the meso is a very important level. Taking the example of
the Food Security Act... suppose we have this Act, ultimately | feel it will have to be
implemented through the local government. There will be something that the central government
will have to ensure — perhaps universal PDS, provide resources, food procurement, food
production, etc. Then there’s a micro level where the responsibility to prevent hunger, chronic
and acute malnutrition and to address it effectively, and in a timely way, ultimately will have to
be a local phenomenon, it will be the local government’s responsibility. For that reason, the
micro will become very important, where you map all this. And it will have a lot of implications.
For instance, for a child who comes from a family which has no food, the ICDS food, which is
the supplementary nutrition, is going to end up being her primary nutrition. We do not recognise
that, we invisibilise that completely. And we wait for the child to slip down, and her body and
brain does not work and then you identify and at best, address. Whereas it is quite possible if you
do a proper mapping of households and communities in the local area that you will be able to

anticipate and so on.

But I think the meso level is very important. Dr. Saxena was chairing a committee to identify
BPL; and | think in effect we were trying to do some meso level analysis. We had proposed that
there should be automatic inclusion of certain social categories; if the government has to identify
and target, certain social categories by an implied mapping of this kind must be included. So it
does involve including geographical communities like primitive tribal groups, or communities
like the Musahars which have to be automatically included. I think behind that was an implied
meso level analysis of identifying them to be people who are, in very large numbers, vulnerable
to hunger.

But I also think we have to recognise a meso level analysis of class and social categories, and |
was discussing this with Ritu. Are landless workers, migrant workers, single women-headed
households, street children more vulnerable to hunger? That throws up a different set of

challenges, once you pose this as a requirement; because this will have implications for public



policy beyond the local mapping. | feel our discussion today on addressing and preventing

hunger should be slightly widened on this account.

Second point was that there are friends who said that they do not want to come to this
consultation because anything we do about identifying hunger implies identifying one set of
people against another, which implies a normative or political support to anything less than a
universal PDS. | found that an important, but curious, objection. Because when we talk about
universal, are we not talking about recognising difference? Marxist, feminist, Dalit politics, all of
this has taught us that we are not identical. So whereas you recognise universal entitlement, you
do have to recognise that some people face much more profound barriers than somebody else. So
is any requirement of identification by implication leading you to the dreaded ‘T’ word
targeting? What about affirmative action? Affirmative action means that you recognise that some
people are more vulnerable and need social focus. | am very confused about this. How has the
universalisation debate forgotten the principle of recognising difference and of affirmative

action?

Veena Shatrugna

| want to respond to the point that the government knows that the people are starving, and in
effect, one would say that it is not for lack of any tool. | would partially agree with you, not
completely. And this is based on the experience we had. A very well-meaning forensic doctor,
Dr. C.S. Kapse, when we called him to our Hunger Watch meeting, he said, ‘we were actively
discouraged from even investigating what hunger death was, during an autopsy’. He said, ‘I have
never read, we have no pictures, we have nothing in the text’. And he was a really humble
person, who sat through the whole debate with us. And then it occurred to us that after
independence this nation wanted to forget famine of the 1940s. Now I’m not saying it’s a
conspiracy. But there definitely was a whole way of development that was being put into place
where we had to erase memories. And Kopse was one person. Notwithstanding the fact that

people are starving.



But let me just tell you one small detail — nutrition is not a subject in any discipline. For the
forensic doctor, he’s never seen a picture. For medicine, nutrition is an embarrassment — when
the patient asks you ‘should I take this medicine before food or after food?’ the doctor will just
quickly write a prescription and dismiss it.... the doctor really does not know any nutrition. The
social scientists have got into exotic areas of intra-household distribution of food, they love this
gender question and they go to town with it. PhD scientists, well, | do not have to tell you.
Statisticians love to give you data on 17.3 or 17.8 or whatever. Really, hunger is not there in any
discipline. We have one institute and it’s carrying a very huge burden, I think it’s breaking under

that burden. Unless it becomes everybody’s issue...

And | certainly feel that we need to know technical information, because the government knows
how to tell you, ‘yes, but there was grain in the stomach’, ‘no, it was undernutrition not
starvation’, ‘no, it was tuberculosis it was not starvation’. The government uses its technical
card. But I think it is a whole phenomenon of what has happened to this country, and the sooner
we reckon with it the better. And today of course... Barker’s hypothesis! In this context, how can
you talk of undernutrition? More people are working on those subjects than they are on hunger.

Hunger’s not fashionable and it’s not there in any discipline.

Imrana Qadeer

There is a need for clarifying the definitional issues. | would begin with what Harsh said in the
morning. There were these terms used — acute hunger, acute starvation, acute malnutrition and so
on. | think we should keep in mind that nutrition is a physiological term, and we should not
confuse it with clinical manifestations of physiology where you are talking of stunting, or weight
loss, or any other symptomatic form of nutrient deficiency. And the important thing to recognise
is that hunger is a very subjective element, and unless we keep this clarity in mind, we will keep
confusing these issues. And as has been pointed out, women, especially in poor families, are
taught right from the beginning to acclimatise their systems to hunger, eat just rotis and chillies
to kill their hunger, and therefore they are never hungry. And it has already been stated that this

becomes hidden hunger. And yet, hunger is an important indicator, even if it is subjective.



The second definitional issue which has to be corrected, which I’'m glad Veena raised the issue —
this whole thing of us accepting the definition of starvation death, that it has to be the BMR.
BMR is a tool that is used to measure something — your minimum calorie requirement. You put a
person flat for a certain number of hours, six or eight, or whatever, and you measure that. But
when you are talking of starvation of a person, she has to turn around, or sit, she has to have a
glass of water if not eat, she has to walk a little. And | fail to understand therefore, what is the
logic of us accepting any value less than 1200 calories? You look at the ICMR data, and a 40 kg
woman needs that much of calories. So we are ourselves falling prey to using definitions which
are very convincing. Now, on the one hand, you have an administration which is not inclined to,
and on the other, we are ourselves reducing the validity of our own data. So | would request that
at the definitional level I would even say 1200 — and not 1000 — calories. And it is not calories;
you convert local foods into calories and you can very easily assess how much food a family is
getting.

And the last thing that | want to say is that every time we have a seminar, always the position
gets taken that “where is political economy?” And then you get into political economy. Of
course, we ought to be talking about production, about structural adjustment, about politics of
agriculture and so on; it is very important. But how many of us go out of this seminar and
involve ourselves in that kind of politics? I think the purpose of this seminar was that given the
limitation of our own professional work, how can we take this very critical issue in our own
domain and show how an epidemiological approach, which Ritu calls a meso approach, can be
used to highlight an issue which is being so neglected in public debate as well as public policy.
So if we have to all the time prove our political credentials then we will never be talking of these
things. And | completely agree that there is a general crisis, but this general crisis affects some

much more than others and we have to pay attention to that.

N.C. Saxena
Ritu, is there going to be another presentation now?



Ritu Priya
If Dipa or someone would like to come in with the experiences from within the Commissioners’

Office in terms of actually using this tool, and in the light of what has been already presented?

Dipa Sinha

We get complaints of starvation deaths and one of the things we do is either someone from the
office or the advisors and their teams goes and investigates what has happened, and see what
recommendations we can give to the government for what is to be done immediately as well as
over a longer term. And as Harsh said in his presentation, we have not really gone into proving
whether the death was a starvation death or not, but looking at the immediate family and the
community. So what we are talking about here, the micro and the meso, is what we have tried to
look at. And we do an analysis of their situation, especially with respect to access to livelihood
and connect that to hunger, and see what can be done. And we have not been able to use the JSA
verbal autopsy format although we had it, because as Vandana said, this does require a certain
level of expertise and usually these are immediate teams put together, people who are working in
the area are asked to go and see what’s happening. But what does clearly come out is that it is a
community where many families are in destitution and there has been a sudden shock. For
instance, last year, we saw an increase in the number of starvation death complaints we were

getting.

So, to give some examples from Bihar’s Gaya district, or Orissa, where we went, and this would
be obvious and known to most of you here. One, it was usually children, old people, widows.
Large numbers of people would have migrated out recently and the deaths were among those
who were left behind in the village with some grain or money, which would run out very soon.
And those who had migrated were also not earning so much money as to keep sending money
back home. The Gaya case was quite desperate, where the community, three days before this
woman died, had made a list of people who they said would die of starvation, and gave a petition
to the District Collector stating the situation. They had no PDS for the last one year, there was no
NREGA work site in that village since NREGA started, it was a Musahar tola where the ICDS

anganwadi centre was located across a stream so it was close by in terms of distance, but the



young children could not go there at all. People were clearly suffering, there was no work, those
who were able to work had gone out, and the rest had done this petition to the DC. Three days
later this woman dies and the entire focus of the administration was to prove how this was not a
starvation death. And in that context for us to go and investigate starvation was really not
respecting the dignity of the community, to ask details about what she had eaten last and when

she had eaten... it was just not done. But it was clear that there was this kind of destitution.

And everywhere where we have seen these reports coming in it’s a clear case of severe failure of
every social security food scheme that is in place, on which there are Supreme Court orders, and
not just for that family but usually for that entire community. Especially ICDS, PDS and
NREGA. And there were cases where the family had worked under the NREGA but hadn’t got
their wages. So where they had done the work, the wages did not come in on time, and one

would see that a child in that family dies or sometimes a widow or an old person.

So this is nothing new to add but just to give a picture of how this whole experience of
investigating starvation deaths can be quite distressing. To just go into this investigation mode is
itself distressing, and then you go and see that everything fails. I would like Sameet here (from
the Office of the Commissioners to the Supreme Court) to add to this. What really broke us at the
Office is that we did these case studies of people living with hunger and went back to take
photographs and found that the family had just disappeared — there were six deaths in one family.
And this is a family which we have documented and written about to the government, etc. So
somewhere these issues of governance and basic things not working need to be addressed, before
we say about what extra interventions need to be done for people living in these conditions. But
before 1 end, |1 would like to say that all this does not mean that we should not get into these
discussions about what these definitions are and how we understand these things. Because we
have seen that in trying to fight the system you have to get into these technical debates, we

cannot shy away from them.



Vyas Mishra

The fact is that the state is not functioning in favour of the poor. When Ritu was making her
presentation, and as regards the modes of identifying hunger and starvation, | would like to say
that in Bihar we are in the process of preparing a rule which would provide a kind of budget to
every district to ensure that nobody dies of hunger. Regarding the point she mentioned about use
of the panchayats, the mukhiya and the community to find out which household is not having
food... everybody in the village knows which the vulnerable people are. In other states, for
instance, | have heard about Uttarakhand, that if people do not see smoke coming out of a
particular household's kitchen they can safely assume that the family has nothing to cook. So the
villagers know who is starving and who has food or not. I’'m from Uttar Pradesh but I work in
Bihar, but | know that in certain parts of UP and also from where | hail, people will not have
food to eat but because of dignity, they will not disclose this. Dignity is a very important factor
there. And | echo the view that it is very painful to go and find out that the people had nothing to
eat.

So how to involve the community, because panchayats are there, and there is democratic
decentralisation at this basic unit of local level governance. And even that is full of people who
do not have any concern for the poor. So the issue is how to ensure that the community is
involved and food reaches the needy. Because it is a fact that often the PDS shops are closed, we
have seen this in our work. The Bihar government and the central government have different
estimates of the number of poor in Bihar and there is a shortage in the foodgrains reaching the
PDS shops from the centre. The welfare measures, which are intended to benefit the poor, are not
reaching them; the system is not geared to help them. We need to identify the methods how the
community can be involved in identifying the needy people, and how the administrative

machinery can be made accountable for reaching the food to the needy.

I’m sharing the scenario in my state and even this is not my area of work, but because of drought
in 26 districts, | took it upon myself and my department of Disaster Management, that | would
certainly frame some rules. And the Chief Minister has agreed and we are going to work on the
Mukhya Mantri Anna Kalash Yojana. | would like to learn from you — how in actual terms and at

the grassroots level should we identify the poor, and how to ensure the food reaches the hungry



households? And how long can we provide this food? Can it be sustained? There is an
Annapoorna scheme. The PDS is not functioning, as it is not getting foodgrains because the state
government is not getting them from the central government. We should identify the potential
victims of hunger and approach them through the community, while at the same time
safeguarding their dignity.

We should also ensure that the panchayats are involved and are made accountable, see what
action can be taken against functionaries like the panchayat headman if the food does not reach
the needy. Can he, perhaps, be removed under the Panchayat Act? Government functionaries like
panchayat secretary or the anganwadi sevika are in touch with the households at the grassroots
level, and for accountability, we must think what action can be taken against them if they fail in
their duties. We in Bihar really want to do something, so I request you all to give me suggestions

on the best practices, so that the rules I’'m making can be applicable at the ground level.

| am thinking of creating a special corpus fund at the district level so that collectors can have the
flexibility to draw money from that. We are also experimenting with putting 1 quintal of
foodgrain at every panchayat level with the designated PDS and that should be known to
everybody, so that the needy can be given food from this. So if we deliberate on the doable
things, then | can say that in my state we are in a position to contain this problem. The
government is very sensitive, but the fact remains that the delivery is very poor. So given these
imperfections, what can be the best possible doable thing? If one model could be developed in

one state, then maybe that could be replicated in other states.

Vikas Bajpai

I would like to respond to Dr. Qadeer. When | said keeping politics in command and she raised
the point as to how many of us will go out and involve ourselves in these activities, there is truly
no complaint regarding that. Certainly, that is a fact, and we need to recognise that we need to be
corrected on that. Second, if we have a political orientation that guides our academics as well.
From the same set of data | can produce a very sterile interpretation as well as one that will

propel people into action. An example is the poverty debate now, where everyone is giving



different interpretations and it is linked with one political motive or the other. | feel that to say
that there is no politics to it and that it can be secondary and that all that we need to do is just be
involved in our academics is... | feel that the academics that we do will be according to our

political convictions.

Prema Ramachandran

| want take this back to the technical discussion, about identifying the vulnerable segment. In the
next one year, in 284 high-focus districts you will have information on stunting and underweight
as well as low BMI (Body Mass Index), across age groups for the first time. Because DLHS only
covers pre-school children; what is happening to adults? And we were talking about the
marginalised groups, the elderly, destitute, disabled; this data would become available and
perhaps could be used as a sensitising tool to the districts. All districts are not the same, there are
inter-district as well as intra-district differences in vulnerability and this varies from place to
place. So, if wisely used, perhaps the service delivery people could be sensitised well ahead.
Then this could also be used as a tool to ask for more money, create more foodgrain banks, etc.
This is an opportunity which is now going to open up and I’m bringing it to your notice so that
you could optimally use it and do something of a preventive nature and not have to act post-
facto.

N.C. Saxena

Would Vandana and Ritu like to react to some of the issues that have been raised?

Vandana Prasad

In response to Vikas ji, | agree that if the revolution had come or is coming then we would not
need to perhaps speak in these terms, but at the same time | do not think anybody is pretending
this is apolitical. I do not think Imrana ji would have been suggesting that and most of us know

that this is a political task.

What we can see through decades of work is that we have been dealt a hand, and this is the given

situation with all its constraints. Then there are spaces that are available to us to engage. Or we



can stand aside and say that till the conditions are ideal, or we are able to fight dramatically, we
do not do anything. I do not think we have the privilege of inaction either. So what does one do,
as middle class people who have some technical expertise? And our experience in the last five
years of doing... and | do not call it technical work... I’'m saying doing rigorous work using our
expertise is that you are able to demystify things, for yourself and fellow comrades and people
who are working at ground level. Like I said, we were able to demystify the use of
anthropometry. You’re able to create a larger pressure group, right from people who are willing
to fight on political grounds, and even within the middle class, and within the system also. And
you are able to support ground level struggles in the spaces which are currently available, which
are largely technical... and this has to be recognised. And it’s a fact that we are not getting most
of the other spaces easily. | would be happy to participate in a direct all-out fight because | feel
we can win all these issues on those grounds alone. But that space not being available, should we
really relinquish all spaces and therefore not engage in this current hand that we have been dealt?

It’s an open question I feel.

Ritu Priya

The question has been answered enough at one level. I’ll only say that within the socio-political
context and also keeping the technical context of public health in mind we have to, within that
context, recognise how do we do prevention. Because, it’s true, we are not waiting for revolution
to happen and then taking preventive action. What we can do is, use our understanding to
therefore predict what is possible to become, and therefore take preventive action. And that’s

how this whole issue has arisen.

That’s one. And second, even if the best politics happened today and we got the best answers and
the best thing in place, would that mean, therefore, that we immediately have everything worked
out right? We would not. Even if politics is primary, people can die. So, therefore, what is going
to be put in at this point in time, who is going to take the final call? When you suggest
something, the final call will go to Montek Singh ji and Manmohan Singh ji, and what are we
expecting from them? Either we remove them and put somebody else and have a better decision-

making process. If not, within the given socio-political context, do we want the system to work



in a pro-people manner, in a pro-poor manner or not at all? Do we need to sensitise our workers
— we have now 70,000 ASHAs (Accredited Social Health Activists), we have got at least 6,000
Village Health and Sanitation Committees (VHSCs) in place because of the National Rural
Health Mission (NRHM) — do we want them to go the way the rest of the government
functionaries have gone, or is it possible today to expand the discourse that sensitises them to a
different way of governance and systems of functioning? These are opportunities and openings

which are possible, and there is a need to sensitise.

And lastly, nobody thinks that the technical can substitute the political.

N.C. Saxena

We have discussed this technical and political issue for a while now, and it is not an either-or
situation. There needs to be focus on issues of governance, economy, systemic reform as much
as on the technical issues of hunger and malnutrition. To give a simple example, the very
methodology with which we measure children’s weight, etc., and declare them as being Grade II1
or Grade IV or undernourished, there are so many methodologies. There is the IAP classification,
NCHS (National Centre for Health Statistics), there is Gomez classification, and all this creates
lots of confusion. Unless we understand this issue and see that only one classification is followed
by the Government of India in all the methodologies, by NFHS and state governments, there will
be confusion. Look at the issue of what age group to tackle. We have schemes for feeding school
children, schemes for feeding pre-school children, but research might show you that it is the
infants from 6 months to two years who are going to be left out and they are the most important.
So we cannot dilute the importance of technical issues. But at the same time we need solutions as

to what to do.

So let’s not go over the same issue again and again, but let’s hear those who have not spoken so

far.



Shilpa Deshpande

| agree with what a lot of people have said so far and my point is not to create a binary between
the technical and the political, or saying that these are technical matters which should be left to
just a few. All people who are looking to address the issue of undernutrition and hunger need to
be very familiar with the technical aspects of it to be able to add any value. But I’'m trying to say
that if we want to have effective administrative action, what are the range of things that we may
need to think of? So tools are one aspect of it, but what about other policies, suggestions, or
things like capacity building or training? Basically, looking at a range of things to be able to
ensure effective administrative action. So this is just to say that, can we focus on that as the
outcome, and broaden the scope of this discussion?

D.M. Diwakar

When we are talking about technical aspects, then we have to also take time-frame into account.
In the short-term, the kind of definitions we are taking for malnutrition, hunger and acute
poverty, we have to think whether these can be continued for the long term as well. If not, then
the kind of judgement we are putting for the short-term basis, in terms of policies, subsidies,
supply, institutions, etc., will be different from the long-term basis. For the long term, we need
different kinds of production and distribution mechanisms through which we can address those

issues, so that the subsidy, dole and this delivery will not continue in that sense.

Harsh Mander

| want to talk again about how the government has responded to this question. | have to die to

prove that I am starving, and even then it’s hard to prove. That is one thing I wanted to say.

And the other is that — and this is not a story even though it may sound like one — Mr. Shankar
was telling me that when he was Secretary — Rural Development, there was one very rare
question around hunger which was raised, and so which department would answer that question
became a big issue. It first went to Food and Civil Supplies, and they said, ‘no, we distribute
food, we do not deal with hunger’, then they went to Agriculture, and they said ‘no, we grow
food, we do not deal with hunger’, and so it went round and round. And finally, Mr. Shankar said



that even though it can be rural or urban, etc., but since no one else wants to handle it, so I’ll take
it under Rural Development. Likewise, in the petition in the Supreme Court, one of the issues we
would taken was around the issue of homelessness, and exactly the same story happened. State
governments were asked to respond and state secretaries were wondering where to send this...
there’s no department which deals with homelessness. A government like Maharashtra, with
Mumbai, was asking us which department was supposed to address the issues of homelessness.
And we said, ‘it’s not us but you who should decide this’. And they said, ‘but Housing does not

do it’, and so on.

So, I think we are dealing with a set of problems and set of communities, individuals, classes and
social categories of people, whose life and suffering and whose struggles for surviving with
dignity are so invisible in the public discourse and as far as the government is concerned. My
feeling is that taking up their concern and pushing them, with technical, social, political, and

economic elements to it, is also a political act.

N.C. Saxena

| thank all of you for an enlightening discussion. | would like to add one more point related to the
discussion on the technical and political aspects. The government may have political will in
order to reduce poverty and hunger, but it may not know how to do it. In fact, as Vyas ji said,
and 1 also feel, that today there may be a great deal of allocation in many ministries for
programmes dealing with hunger. If you look at the food subsidy, it used to be just 6,000 crores
about 10-12 years back, now it’s about 50-70,000 crores. So food subsidy has gone up by more
than 12 times. If you look at the budget for agriculture, it used to be 500 crores in 2001-2002,
now it is about 15,000 crores, so that’s a jump of 30 times. So it does show that we cannot
always say that government has got evil designs, or that it is only for the corporates, or that it
does not care for the poor. One of the aspects is also managerial; it is not able to expend that
money well, it is not able to ensure that the delivery reaches the people. In fact, there is no
system of monitoring or measuring outcome. So all these systems need to be built. This is very
much a managerial question rather than being a political or technical question. So, therefore, the
problem has many sides to it and we have to look at all those sides, not to say that any particular



aspect is less important. So friends, | thank all the organisers and all of you for this workshop.

Now we can break for lunch and return in an hour.

Session 11

Technical Session Il — Round Table Discussion on Methods for Early Detection of Acute

Food Deficits in the Community

Chair — Prof. Imrana Qadeer, CSMCH (Retired)

Ritu Priya

I request Prof. Imrana Qadeer to chair this session. Continuing with the methodology that we
worked out as optional methods, maybe we could go round the table taking each one and we

could see what we think of as its possibilities, its use, etc.

Imrana Qadeer

Welcome to the second session. For me it is absolutely delightful to be reminded that I have to
talk of anything in public health within an overall political perspective in this institution and I’'m
very thankful to Vikas for reminding me! | respect what he has done and the only thing that I
would like to say is that | assume in a gathering like this we all realise there is no divide between

political and technical, because all technical is political. That is why we are here.

We now address a very critical issue. The people who think differently, I'm afraid, are part of the
very many minorities that exist in this world and this country at this point of time, and therefore
we have to evolve our strategy. And of course, none of us here is accepting the targeting
approach; we reject it outright. But what is it that we are saying? We are saying that we are not
powerful enough at this point of time to throw out this government and say | will run this country
the way | had dreamed of. So, therefore, what are the spaces, what are the little things we can do,

which we hope will come together at some point in time? And to me, this is one of those spaces.



We are not making any new discoveries, new methodologies. A lot of this work has already been
done and it is there. It is just that nobody wants to take it seriously or do anything about it. | have
a Machiavellian mind; | feel that since in this country today everything that matters in public
health is reproductive health and sexuality, and everything being done for public health services
is for RCH (Reproductive and Child Health) services — and NRHM is also focusing largely on
this — and since the only programmes that are getting some respectability today are NRHM and
ICDS, I’'m wondering if we can use that in some way. To bring through the back door of these, a
problem as big as hunger? Women and children are dying of hunger, and what do we do about
this? I will leave this discussion to say that, one, you have these tools that the presenters talked
about in the morning, and can we take each of them and discuss their value and worth? Can they
be used as single tools, or combined? And the other thing is these tools will be used within the
specific context of each state, so | request we bring in the state level perspective with the
discussion on the tools. Because as we heard in the morning, officials from Bihar are telling us
that they are keen to do something. And we need to think, what the contradictions between the
centre and the state are, what the limitations and strengths of the state are, and what can be done
at the local level. It would be good if we can place the tools in this context.

Before we begin, however, I’d like to say that since morning we have had with us a senior
eminent Professor sitting with us and listening to the discussions, Dr. D. Banerji, and | ask him
to say a few words and give us something to think about.

Dr. D. Banerji

Thank you Chairperson. | was asked if | would like to speak earlier, and | thank you for this

opportunity. I shall speak for a few minutes.

The first thing which struck me, which you yourself raised as did Mr. Vijay Pratap, was, why are
we so concerned about the measurement of starvation? There is a very strong class linked to this.
Classes are not bothered about those who do not die of starvation, but those who die of starvation
they at least have a ritual to be performed, and many have said about this so [ won’t say anything

more.



We have the example of the Bengal famine of 1943, and we have seen Satyajit Ray’s films on
the Bengal famine, where we know what it means to die of starvation. Then we had, rather
interestingly and a little positively, the Bihar famine of 1966, where under J.P. Narayan’s
leadership they arranged for what is called ship-to-mouth distribution of food in Bihar in 1966.
And very few people died of starvation. Now this point has been taken up by Amartya Sen in his
book Democracy and Freedom, where he contrasted the way they handled and averted the deaths
due to Bihar famine of 1966 with what happened in China where several million people died of

starvation.

Now, there were a few studies in the past that had touched upon the issue of hunger. We had
carried out a sociological study in 19 villages in 8 states, and during the course of our intensive
3-month study we were able to find out what is the degree of poverty. And for that purpose we
used the question — for how many months in the year do you get 2 full meals a day? And we used
a sort of index that those who get 2 square meals a day throughout the year are not poor, and
those who do not get are poor. The point which emerged was that, between those who do not get
2 square meals and starvation deaths, there is a huge gap. Because people do not die immediately
when they go down the line of not having 2 square meals a day, and when a new harvest season
arrives they go up. So there is an up and down movement before starvation death for a large
proportion of the poor. And this | think is relevant in understanding this very unpleasant question

of measuring starvation deaths.

That was the time when the panchayat system had come into existence in West Bengal in 1977,
and it was made the duty of the panchayat and they were given all the wherewithal to ensure that

no person will die of starvation.

Another point, and this is not in a negative way — those who are in nutritional pediatrics know
that now those 2 dreaded diseases called Kwashiorkor and Marasmus have virtually disappeared;
now why has this happened? You can give some possible credit to the government initiatives

such as the green revolution and the PDS.



And then we have the sad story of ICDS. When it was originally created, and even though it was
not very well designed, ICDS was associated with pediatrics. There was to be a pediatrician in
the ICDS. And today we are still struggling with ICDS.

There was a point made by Saxena Sahab about the reference to 2 square meals and the NSS
(National Sample Survey). Now, these two are entirely different. The NSS type of data collection

is quite different from the type of data collected by us earlier.

And there is, | see, no reference to the National Nutrition Monitoring Bureau of the NIN
(National Institute of Nutrition), which has been very often referred to in various discussions on

hunger, malnutrition and probably starvation as well.

Thank you very much for this opportunity.

Imrana Qadeer

Thank you Dr. Banerji. And now let us go further with these thoughts.

Ritu Priya

In the morning the 2 issues that really got raised were, one, the issue about definitions and the
second about starvation deaths and its identification. There were the other methods that were also
proposed and we need to also go over those. Before that, if anybody has any ideas or issues to be
taken up on the definition issue or on identification of starvation, or how to define starvation,

living with starvation as well as starvation deaths. If not then we can move ahead.

Imrana Qadeer

| had suggested that we raise the level of calories and | would like to hear other responses to this.



Harsh Mander

What | broadly understood was that starvation is an outcome of the concentration of acute denial
of nutrition on a foundation of prolonged food denial and also other nutritional parameters. It is
not an isolated sudden episode; it is an acute episode imposed on a chronic nutritional
deprivation and unavailability. And that if we have to identify what is prolonged food
deprivation, then we are taking a cut-off of around 1,000 calories for adult men and women —

I’m just asking, is that the broad agreement?

Veena Shatrugna

| think we are mixing two-three things. See, all studies on famine, starvation have been done in
societies where people were first eating normally; let’s remember that. They were eating
normally and suddenly there was the Second World War, famines, blockades, Dutch famine;
there was no food and there was rationing, etc. So, suddenly, there was a fall, and these people
subsisted on bread or whatever was given. India is a unique country, and | do not think we have
parallels anywhere else. Africa, yes, does have famine and they have wars and everything, but
African body composition is such — and this is well-established — that they subsist on a kind of
diet where they have a lot of muscle mass. We have a lot of fat in our bodies, thanks to the kind
of carbohydrate diet we eat. Africans will die by the time they reach a BMI of 16.5 — it’s well
recorded. We will survive and work with BMIs of 13.5. That is because of whatever kachra fat

there is under our skin.

The second point | want to make is we are in a situation where — over 50% of our children, but |
won’t deal with children now — 40% of our adults are not eating what they should be eating.
That’s why we call them chronic energy deficits, the BMI cut-off. 40% is a huge number, who
are not eating adequately. And maybe as a result they are short, because they were not eating
well when they were children, and they are thin, because thinness is a reflection of your present
nutritional status. To put it in another way, this population never reached their ideal weight — |
think this is important. They never reached their ideal weight because they never ate enough.
Whereas when we are talking of famine and all that literature, those people had normal weights

of 70-65 kgs. Our population never reached the ideal weight. So if you look at our mean weight



for women it is 42-43 kgs, which means 50% are below that. Men are about 50 kgs. They have a
deficit of 12-14 kgs. When I say deficit, it’s not that they lost the weight but they never reached
that weight. So the body has adapted to a kind of chronic starvation. And this is the CED
classification, Chronic Energy Deficit.

And now this is huge — when they face a drought, famine, or some kind of disaster, what they’re
consuming is a little more than the BMR level. And this is seen in their diet surveys. They’re
consuming 1,400-1,500 calories, even pregnant women... in fact Prema’s data is there to see.

How do they produce these little babies is a miracle. And that’s another discussion.

Now when this population starves, for whatever reason, then the food intake comes down
drastically to a level where you find that this period of starvation is never beyond one week or
ten days, maybe maximum 12-15 days, that’s what I remember from some of the verbal
autopsies. They do not have classical loss of weight, because they do not have any weight to lose,
they’re already skin and bones. So to do anthropometry is like replicating a data that’s already
available. What really shakes you up is that the community knows that they do not have any
food. You may never get this history from them. But there’s a community knowledge that in this
family there’s been migration, their old people have been left behind, there isn’t any job around,
they are begging, they are selling their household goods, eating unusual foods, taking loans,
selling off animals. So this is a very short phase, in India, and I do not think we have such

records anywhere else in the world. Some of them are even willing to work with BMls of 13.5.

So what do we do in such a situation? They may be consuming 1,400 calories, but it comes down
drastically to maybe one or two rotis, which is about 300-400 calories. So it is very difficult to
now define starvation on a chronic energy deficit. But | think the closest we can come to is when
this large population, with the BMIs of less than 18.5, do not get even that which they were
eating. See, if you look at the data it’s very interesting. If you see someone with a weight of 40
kgs, you can be sure they are consuming calories just to keep their body at 40 kgs. The moment
their work increases, they can go down to 35. But most of the time they are consuming only that

much.



So it’s easy to work out — they never gained weight because they were consuming so little, and if
they reduce food intake any further then it’s a disaster. All organ functions will cease after a
point, they’ll have high fever, the temperature regulation in the brain stops working, there’s
diarrhoea, there’s gastroenteritis, urine outputs go down... and that is when they are reaching the

end. But this all happens in a few days time.

So it’s wrong to say that they were consuming 1,000 calories. What Imrana and | are trying to
say is that starvation cut-off must be placed at a point where anyone who consumes less than the
BMR, BMR for their present weight. Ideally, it should be BMR for their ideal weight. Ideally,
they should be 55 kgs but they are already 20 kgs less.

Now, ILO (International Labour Organization) and FAO (Food and Agriculture Organization)
say that if a person loses 30% of his or her weight, it is starvation. That’s another definition.
Now when you calculate our weights, they’ve already lost 25%. So in India, we have to work
with our own conditions. And this is there in the literature, especially with the Dutch famine and
the Leningrad blockade, etc., that if you lose 30% of your weight you’re starving — but that is if

you were normal weight.

So these are the things before us. I think we must evolve our own frameworks given the terrain
in which we are working. And anyone consuming less than 1,000 or 1,200 calories must be
presumed to be starving; I think that’s the point. I’'m sure some of them are living at 1,400-1,500

calories, not even 2,200. And that’s the situation which we must address.

Amod Kumar

I work for community medicine, and the major problem that we face almost every day is
regarding the definition of malnutrition. Is it possible for us to differentiate between malnutrition
because of poor quality of food intake... and we categorise malnutrition totally separately.
Because a lot of our health workers are in a dilemma about telling people what they should eat,
and what they should not. Whereas the families who are actually starving, they do not have food.
So we should differentiate that all those who do not have food, having calorie deficit, should be



treated as starvation. And we should stop our health workers from struggling with telling them
what kind of food, what kind of dal they should take, how to eat, etc. In fact, the intervention

should be to provide better options for that community.

Another thing, as Prof. Qadeer said that there is a lot of emphasis on RCH, | feel that is not true.
If you look at the overall one-year trend of how things are available, e.g., iron. Iron may not be
available for a substantial number of months in a year in the system. So once we thought that if
we could do a survey of a community and see how much haemoglobin was there, so that could
be one of the scales of malnutrition. Whether food is available or not, and what kind of food is

available.

Another thing, on a lighter vein, I was thinking, starvation is doing a lot of good to people
actually. They need smaller houses, they need to spend less money on their houses, and on their
clothing. In fact, in most of their houses we can’t stand erect but they are quite comfortable in
those houses because they are short. So this is an adaptation that is happening, and we are
creating a dwarf generation. Like the Lamarck theory, a whole generation is going to be

dwarfed! These things have to be kept in mind during our deliberations.

If we could differentiate between malnutrition and starvation; anybody who is not getting enough
food should straightaway be labelled as starvation and the government should take alternate

action.

Ritu Priya

I'm a little uncomfortable... instead of saying we do not use the word hunger — and as Harsh bhai
said in the morning hunger is an ambiguous term — and we, therefore, have starvation or
adequate food. I do not know whether you can plausibly do that as an argument. Because

starvation is a strong word. Can we use it for all situations of ‘not adequate food’?

Harsh Mander

There's a spectrum of starvation-undernutrition



Imrana Qadeer

| tried to bring this clarity in the morning regarding the use of these terms... they are not
alternate. It's a physiological condition of deprivation which manifests clinically as weight loss
or stunting, as symptoms of vitamin deficiency, etc. So, are we talking of the physiological level,
or the clinical level, or the epidemiological level; we must address those. And the moment you
talk of food, you are getting into another arena; an arena which says dietetics is going to affect

my physiology and my clinical appearance. So that’s why hunger is subjective.

The point | was trying to make and | think it got completely misunderstood is that, yes, we get
acclimatised to hunger, we do not even feel hungry... and imagine that such a population is today
telling you, 'we are hungry'. Does it not become a very important tool of detecting starvation? So
we cannot forget hunger. We cannot forget the subjective expression of starvation, which is

hunger.

We are today worried about obesity. And we want to say there should be sufficiently adequate
logic to say that you are starving. So if there is grain in your stomach you are not starving; what
is this? So starvation... historically, even in India, for me, always came together with the term
hunger. And it meant acute deprivation, which manifested in whatever way, as hunger. So these

terms need to be understood at the levels at which they are.

Habibullah Ansari

I have one suggestion, based on the experience in a village called Mohanpur in Vaishali district,
where 38 people of the Musahar community died of hunger, or you can say without food. When
any community or population is either borrowing food from their neighbours or is begging for
food, this is enough indication that they are going to starve or they are going to die. Secondly,
acute or continuous unemployment in any community, where there is no work, whether under
NREGA or any other programme, and they are suffering from continuous unemployment, is a
second indicator that they are going to suffer acute hunger and starvation. Unusual out-migration

tells us that there may be distress in the area. Next, the members of the community who are



regularly borrowing money, and the moneylenders are fed-up and complain, ‘they are like this
only, they do not do any work or earn, keep borrowing money, and do not repay the principal
amount or the interest on time’. So where there is such regular occurrence of borrowing or

lending, that is another indication that this population or community is under risk of starvation.

Next one is chronic illness and poor health. In the case of those 38 people, it was not medically
proved that they died of hunger, because along with the starvation they had Kala-azar. They
would have been suffering for months. So this is another indicator, those having prolonged poor
health or illness, that could be taken into account. Next one is even if there is PDS, the quality of
grain matters. The people there mentioned that the quality of the grain, rice or wheat, is so bad
that they say ‘why should we waste two rupees on it?’ The quality is so rotten that it is not
suitable for consumption. So even if there is access through the government channels, it is not
feasible for people to use it. So these are some things which have come to my mind based on my

experiences in Bihar. Thank you.

Vandana Prasad

To take a very liberal view of the strategy... We say that providing food of a sufficient quality for
everybody is the role of the state. That will mean an expenditure and investment many times
over what is currently being done. Then in that situation, anybody who’s saying that they’re
hungry, or a death occurred because of hunger, that is to be taken as a starvation death unless
proved otherwise. And then there can be auxiliary things that we can do to support that, such as
anthropometry, etc. These are all auxiliary to the fact that somebody’s making a statement that a
member of their household died of hunger. The only rider to this is that compensation can’t then
be cash, and that is connected to what I’ve said earlier that the general situation is that everybody
is entitled to food. And so the answer to that is food, not money or financial compensation. And
the primary thing, as many have said here, is that the community diagnoses that this person died

because there was hunger.



Darshini Mahadevia

Talking of programmatic interventions as well as continuous monitoring, would it be useful to
evolve and devise some meso level indicators? Because, in some communities, as you have been
saying, there has been chronic energy deficiency. So if one could bring that idea and evolve
some meso level indicators for our constant monitoring of hunger. Because whether it’s a
starvation death or not, there are a number of issues which would be have to be contested and
answered. And an earlier point made is also linked to that, that if we can have elaborate meso-
level indicators, e.g., chronic high MMR (maternal mortality rate), or where ICDS school data is
showing low weights, low heights, etc. Whatever data is available in the system, we could follow
up in some parts that one knows, with certain communities. And then monitor and then
intervene; since this is going to be for intervention, this might be a useful way of beginning. This

is similar to what someone else was saying about community level indicators, social indicators.

D.M. Diwakar

When we are talking about starvation as a marker of communities, to me there are 3 points we
need to consider. One, apropos when are we concerned with starvation? That means there are
some set objectives and we are trying to understand from that perspective. And what are those
certain objectives? Healthy human beings should have the ability to be properly efficient in
society. And then you have the fact that the state and national governments have already made
the demarcations of the poor and non-poor categories on the basis of 2,100 calories and 2,400
calories. So are we here to differentiate that let the people remain in starvation below the level of
poverty, say 1,000-1,200, or something like that, and then we are trying to understand those

issues?

In this connection, | would like to say that we must also reflect on why there is starvation. And
that answer will create the set of determinants of starvation. And with those indicators we can

look into the level of starvation that the society has.

Someone had mentioned the physical, clinical and other categories; | think these are inter-

related, we cannot separate these when dealing with starvation. Therefore, we need to take into



account the basic condition of the poor households, and others have mentioned PDS and other
indicators. There are cases where we do not have the institutions but still people are surviving
because of different socially unacceptable means, this must be taken into consideration. For
instance, you find people from north Bihar during the floods surviving by eating roots taken from
water-logged areas, surviving through some illegitimate process of getting some livelihood, and

yet they cannot be treated as starved because your calorie norm does not permit that.

So if you want to take starvation as per the policy terms and intervention terms, then we have to
go into the ground level conditions. When you talk of the entitlement, it is there, but it should
reach. We have fundamental rights, but we do not have access to go to the system, we do not
have purchasing power. That kind of ambience is also to be identified as a determinant when we
are talking of starvation. And this needs a kind of different intervention package and programme.
We have been talking about the ICDS, about PDS, about NREGS, but we also know that these
things are not working. And still we are saying that starvation and hunger needs to be related

differently, within the framework of poor and non-poor.

To me, it appears that the main thing is the broader issue of access to resources in terms of
market and non-market, and then access to public resources through which one can survive such
a level of starvation. And then we can come to the cultural issue, taking females in households in
certain societies. Here in Delhi you may not have starvation among females as they eat together,
but in north Bihar or other agrarian societies, you will find that the females are not getting the
same food. On average, the household may not be facing starvation, but the female may be

starving. Thank you.

Amod Kumar

One suggestion, why shouldn’t we take inflation as an early indicator? Inflation of main staple
diets of that area. Because it’s a simple economic principle, if the demand is more, price
increases. If the demand is not being met by the market, that means some people are being left
hungry; that’s why they are willing to pay more. So I think inflation and the sudden rise of prices

should be taken into account if we are talking about acute hunger. That is the earliest sign... any



famine or such distress situation will start with very high inflation. That should be treated as an

early indicator.

Habibullah Ansari

| want to point out that the average income of 70% of the Indian population is around 20 rupees;
so are you going to calculate on that basis? Automatically you can minus that 70% of the

population; those who are going to suffer from hunger.

Amod Kumar

No, we should see staple diets. Suppose wheat is the staple diet in Delhi and we suddenly see an
unusual rise in the price of wheat in a particular area. Something is creating that, either shortage
of food or whatever. Basically, people are wanting to purchase and the commodity is not

available. If you take dal, etc., those things can be confounding.

Imrana Qadeer

Price rise has been mentioned earlier by someone else. | need to reiterate that if we were working
at the level of policy recommendations, we know there are certain districts which are extremely
vulnerable and the state must work in those, there’s no doubt that that is the priority. That the
PDS should be strengthened, prices should be controlled, availability should be ensured, etc.
Why we are here today is because nothing of this is happening, and the state has conveniently
taken a position that it wants a targeted approach. | think what this group is trying to say is, in
what way can we broaden that target? And the first thing we are saying is that whether it was

primary starvation or contributing to a death, both should be counted as starvation death.

The second thing that we are saying is that this ‘at BMR’/‘below BMR’ does not work, because
BMR is measured for a short period and here people are living at that level. Living means they
are making some movement, so we are saying it should be between 1000 and 1200 calories.

Then we are saying, how else can we expand the vulnerable population? So when we look at a



starvation death, it’s not just that family, but how can we broaden it to the community or village?

So | request the group to address those kinds of issues.

Vandana Prasad

Let’s say that all severe acute malnutrition in children classifies as starvation, that’s not difficult
to do. So all Grade 111, all Grade 1V and all SAMs according to our studies is starvation. Since
there is no computation of adult BMIs through the system... I think that’s one critical issue, that
there’s no surveillance for adults. So we actually have to propose a whole institutional

mechanism and then base it on BMIs, using the BMR as the cut-off for identifying starvation.

Rama Baru

Going back to what Ritu had said in her presentation. You had looked at acute-on-chronic
malnutrition, then looked at hidden hunger, and then came to starvation as a mark of hidden
hunger. | thought that was very useful and it summarises many of the other issues raised. So if
we could go back to that kind of a definition, so that we are not just at one end but we are able to

cover a spectrum.

Veena Shatrugna

| feel Habibullah has suggested a very useful set of social indicators. FAO also uses several
similar indicators — selling off animals, eating unusual foods, begging, taking loans, migrating;
these are all social indicators, they are not usually looked into. And then of course, intake of
calories less than 500 — I do not know how they came to this number but it’s thrown in there

somehow.

And he’s added something which is very specific for India, which is where the moneylender says
these are chronic defaulters, they’re useless. I think these are very interesting indicators, and I
think working with them on the ground at the village level will be very productive. These do
collapse with the FAO’s indicators, and he’s also added a few more — begging for food, bad
quality of PDS which people do not buy, and no employment opportunities. | think we should



work with something that’s already been there on the ground, and FAO has similar indicators.
Because anthropometry is full of problems; children who are dead, will their siblings be around
to give you their measurements; the history taking and verbal autopsies were not easy, they were
time consuming and exhausting. There are several problems. So | think his social indicators

throw up very interesting points.

Rama Baru

| want to go back to one point raised by Habibullah and also raised in Vandana’s presentation.
Habibullah had said about illness, chronic and prolonged illness. And Vandana had said about
case fatality rates for certain diseases and then comparing it to the norm and then using that as a
marker for starvation. A little bit of work that | had done where there have been epidemics of
gastroenteritis, when you see the patterning both in terms of regions and social groups and you
find this pattern fairly well established, based on newspaper reports. So | think that may be an
important marker for starvation. Where the causes are attributed to illness, but the roots are
actually in unemployment and prolonged lack of access to food, and then some acute-on-chronic

episode.

Veena Shatrugna

And we have to remember that nobody dies of diarrhoea, if they are dying of diarrhoea, then the

underlying cause is lack of food.

Vandana Prasad

Lack of access to healthcare services also. Nobody dies of diarrhoea; a large proportion of them
die from undernutrition and some will die because there are no rehydration facilities, no health

services or facilities.



Padma V.T.

We have all agreed at some level that a community involvement in diagnosis for identification is
necessary, and we need to shortlist indicators that can be explained easily to people. And those
social indicators are very good at explaining to people as to what are the kinds of indicators we
are looking for. But as the topic of the consultation says, we also need socio-medical tools. And
this calories converted to BMR rates, yes, it’s making sense from a medical point of view, but if
you’re involving communities, then how will they be expected to measure the calorie intake or
the BMR level? We need to look into that too. But the other suggestion about case fatality rates
of some persistent infections within a particular community, that could be another useful quick
rough guide to just get into the scene and see if we can prevent the situation from getting out of
hand.

Ritu Priya

So, just to clarify what we are all saying. One part was about mapping the chronic, those are the
vulnerable populations, and second part is identifying when it’s becoming acute and worse. Now
which is it that we are talking about when we are using these indicators, and we are asking the
community to come in on them? If there is heavy out-migration happening in an area suddenly,
then is that a marker? Which is not necessarily for constant vulnerability, but it marks a
particular point of time. So maybe we want to differentiate between what we are calling mapping
of chronic vulnerability and the acute. Because that’s when we are asking for some more input to

come in from the state. And the state is what we are talking about. That was one point.

The second point is that | feel there is a bit of a disjunction in our own minds — we are saying
universal PDS, we are saying it has to come from the state, and then we are going to say any
death that occurs in a situation like that was due to starvation and hunger. Are we then saying
that everywhere that PDS is reaching, hunger means that’s a marker that the PDS didn’t function
there? That’s not going to take off, because that’s not the reality. So, theoretically, we can do
that, but on the ground how can we use that as a marker? We can use it as a marker to push the

state and say that you’re not performing your responsibility, so we can take somebody to court



for that, but can the community get that action happening? There’s a difference between the idea

and what you can actually get done on the ground.

Veena Shatrugna

You can have universal PDS and have very bad quality of grains as he said. And starvation is
about providing the relief and not about going to court later on.

Ritu Priya

Absolutely. Exactly. So we have to differentiate between how we are going to examine it, map it;
what indicators you use for the two would have to be somewhat different. And therefore we need

clarity on which one we are using for what.

Veena Shatrugna

See, for chronic there’s lots of published material. Caste is one, tribe, SC/ ST, etc; then you have

the usual NFHS kind of thing, kachha house/pucca house, etc.

Ritu Priya

The problem with that is that the conditions are changing today, we can’t use the things that were
being used 20 years ago. Today, if you go into a basti in Delhi, the grassroots workers tell me
[translated from Hindi] ‘you will not find any house today where the kitchen fires are not lit/
burning’. So that’s good on one level, but there’s what one would call hidden hunger where
they’re eating half of what they should be eating, but they’re not in a situation where they’re

starving.

Veena Shatrugna

Pease do not use the term ‘hidden hunger’.



Ritu Priya

Ok, the point is well taken because the term ‘hidden hunger’ is also being used for micro-nutrient
deficiencies, pushing for giving micro-nutrient supplements rather than food. We could use

‘invisible hunger’ instead.

So one issue that we need to get to is what is the terminology? And it’s still an open issue,
according to me. What are we calling starvation, what are we calling hunger? We can’t take our
own definitions because at one level it’s a good advocacy tool. Because starvation asks for
attention, therefore, we call chronic malnutrition also starvation... how tenable is that? These are
dilemmas I’'m posing. Because advocacy strategies cannot mean that we distort terms,

terminologies and meanings. That won’t work; what we are saying will get questioned.

Vandana Prasad

Two things on which clarification is required. All of us are going towards the community all this
while because the community tends to pick up acute things. They’re used to their chronic
condition that if they’re saying that something is happening, then it’s something that’s acutely
happening, and that cannot be denied at all. But is that enough? No. And there | do not think we
are only doing it on advocacy grounds if we say severe malnutrition in children, minus 3 Z-
scores, is horrible. There’s no problem for me to say that is starvation. That is not just an

advocacy strategy. And that is something the community will not pick up.

One is wanting to say 2-3 things. One is that any community audit that says this person or this
family has suffered hunger and has died from hunger, has to be taken extremely seriously. Then
Grade 111 and Grade IV severe malnutrition in children is not something the community will pick
up because it’s chronic. So the chulha is going, but in that same basti there’ll be children with
Grade I11-Grade 1V, but we, as technical experts, say that this is also starvation. And the third
thing that | would add to that, is the epidemiological diagnosis of death rates and mortalities. |
think that as a process the community is highly important, but it can’t be the only source. So this
triangulation is required, and addition of things that are technically sound. Not at all

compromising on technical soundness for the purposes of advocacy.



So this would be a three-pronged comprehensive diagnosis which does not depend on the
community understanding their own degree of deprivation. Which they do not often. Yet it

combines that with the statistical tools and advantages that we have.

Ritu Priya

I completely agree with you. But I’d like to work that further. So you’re saying SAM for

children is starvation because it’s acute malnutrition.

Vandana Prasad

Yes, all SAM and all severe.

Ritu Priya

Ok. Agreeing completely on that, I come to a second point. Anything that the community says,
that this person or child died of hunger should be taken as that. Yes, after investigation and all.
So, here we are again saying identify individual households or persons... identify by individual
child. At what level in the community when this happens would you say the whole community
requires relief and attention? Because when you want to convert it from an individual to a
community level, you have to have rates, some level of rates. One child in a community has
severe malnutrition, you do not take it as a community phenomenon, because our levels are so

high in any case. Or else the whole country would come into this.

So then we need some level, where we are saying at an endemic level there are anyway so many
severely malnourished, but this year it’s increased so much that we can now take it as a more
serious epidemic problem. And that’s a situation of excessive severe malnutrition and starvation
that needs extra relief and attention. And the whole point is that this would give us a tool that the
administrator can use. Can we discuss that? At what level would we do that? At one level, it’s

saying something very gross because anyway 50% of our children are chronically malnourished.



Vandana Prasad

No, not severe.

Ritu Priya

Yes, 50 is moderate and severe, of which about 35 is moderate and 15 is severe. Then if we are

saying mild, moderate and severe, it increases to about 75%.

Veena Shatrugna

25 is moderate, 25 is severe.

If you want to know about severe underweight, i.e., low weight for age, 25% is severely
underweight, that is, less than minus 3 SD. It’s about 18% height-for-age and for SAM it’s about
2%.

Vandana Prasad

There will be overlaps of SAM with severe, because these are different systems.

But this won’t be everybody in the country; this will be a little more specific. And we use our
understanding of epidemics to say this is what qualifies as an epidemic of starvation in this

community.

Imrana Qadeer

Please explain the difference between severe and SAM for everybody here.

Vandana Prasad

When you’re using the classification for malnourished, you’re doing weight-for-age. We were

never doing heights in the system. Severe Acute Malnutrition is a definitely new term which is



using only two criteria — it’s using weight-for-height, looking at thinness; and it’s using Mid-
Upper Arm Circumference (MUAC) as an index of thinness for children under 5 years of age.
And there’s also the addition of oedema, which we are not measuring through the system. So
currently, we have measures for weight-for-height and we do not have measures for MUAC. So,
on those grounds some computation of SAM has been made; and that varies, and I’m not sure
how that happens, but it varies from 2% to 15%. So this links with what Veena is saying about

the confusion.

Veena Shatrugna

Actually, less than minus 2 SD is 15%, less than minus 3 SD is 2.4%. But Gujarat is very high at

particular ages, Madhya Pradesh is very high; so some states are like 20%!

Vandana Prasad

Severe Acute, as the name suggests, it would be more akin to starvation. It’s very easy to say that
all SAM is starvation. But one is adding the situation and is saying that all severe, even if that is
chronic severe, is still starvation. Because it’s not allowing the child to grow and develop, and it
will very easily slip into SAM with just one episode of diarrhoea or whatever. I think there’s no
problem in justifying that all severe can be taken to be starvation also. That is, not severe acute,

but severe as we would do it with weight-for-age.

Ritu Priya

So, taking a hypothetical example. Say 25% is the aggregate all-India severe, and obviously
there will be certain pockets where it’s 80% and somewhere it will be 10%. So, can we,
therefore, say that when mapping this, where you’ve got anything more than the all-India,
anything more than 25%, is an area which is to be for constant food relief? Also, do we want to
take all-India as the figure? But we need some kind of an arbitrary level of cut-off, to say that
this is then the marker from which you consider this community to be more affected than others.

And therefore, is part of the most vulnerable. When you’re saying that is now going into acute,



let’s say it was 30 and it’s now become 40, you say now that’s become an acute episode which

needs to be addressed more seriously.

Vandana Prasad

Why a further definition? If we have already said that all SAM and all severe, more than the
national average 25%, is what we consider starvation. So why do you want to further narrow it

down?

Ritu Priya

So we have a constant relief mechanism in place? Let’s say, we have a double PDS allocation.
Ok, now our assumption being therefore that works. And | want that hope to be there. But that is
not likely to be the reality for some time to come.

Therefore, what are the tools required? We require a tool if we think it’s going to be necessary to
identify at that stage; otherwise we do not need the tool. If we are saying we take SAM and
severe malnutrition as near-starvation. Now having done that, we are looking at levels in the
community, to make it an epidemiological phenomenon. What level are we accepting, if for the
sake of argument now we take the all-India rating, and all above that we are taking as a
vulnerable community which needs attention. Now that is a constant ongoing, and we expect that
everything will work and all the relief will come in. Those are the communities where we know
that least relief will actually be reaching. And I’'m not hopeful that even if we say this today,
tomorrow it will happen. Even if we have a good Food Security Act going which ensures legally
that the state is responsible for providing this, I’'m still not hopeful that it will provide. So,
therefore, will we sit back and say, ‘ok, now we have done our jobs’, or will we still want to

monitor and do nutritional surveys in those areas?

Veena Shatrugna

I haven’t done this on the ground but after the prolonged discussions we have had in the Hunger

Watch Group, what is interesting is that the children with SAM will have adults who’ve got a



BMI of 20-18.5. So we run into that problem — how is it that the adults are not really CED 3, that
is, less than 16? The reason is these children cannot live on the PDS rice. Children require
energy-dense foods; which means children require 40-50% of calories from fat. It’s very simple,
in fact, Samir Garg swears by it. Just give them rice or wheat or whatever, and give them oil.
Which we were doing at one time in this country. There’s no confusion about this, it’s a WHO
recommendation. If you can add peanuts and milk powder, that is a bonus for a child. That’s all

the kid requires — that is plumpynut. So Samir says, forget the rice and we’ll just give oil.

Children love rich food, it’s not a secret, we all know that. They go for the fried food because it’s
calorie dense, it’s small volumes, it’s satiety; that’s a security. So you’ll run into this problem of
‘look, adults are normal’. Adults can eat horrible cereal and suffer it with chillies or onion, but
children will not do it. So you’ll require quality of diet which can be put in place, it’s not
difficult. Palmoline, wonderful. It’s cheaper, get it, it has no problems at all, it has mono fats.
And if you can add red palm oil, you’ll be giving them Vitamin A also. There are so many ways

of overcoming this problem.

Imrana Qadeer

| think we are becoming very descriptive. We have to think also about the administrative
conflicts at the centre-state level with regard to provisioning. People who have experience about
these conflicts, from the states, should share their thoughts. Not about hunger, but about
provisioning. Like, for instance with Bihar, why is it despite all these things the state is not able

to move?

Habibullah Ansari

The lower level medical officials, those who actually go to investigate, everything is based on
their reporting. And that reporting is not correct, not adequate. This is one thing. And they try to
define each and every thing in medico-legal terms. So that way no hunger death or starvation
death can be defined as such.



Imrana Qadeer

We also have to think in terms of the monitoring that is required, who’s going to do that? And

the state is not willing to accept the figures.

Veena Shatrugna

| think that will show up in the data.

Imrana Qadeer

Yes, it may show up in the data but there is also the issue that the data is always collected

keeping the medico-legal viewpoint in mind and so it does not show.

Veena Shatrugna

I meant the NFHS and NNMB data.

Imrana Qadeer

Yes, that is national data. What about state level data?

Veena Shatrugna

Once we are clear in our minds, this will push in whatever direction... It definitely won’t happen
in one day. We’ll have to push for the states to collect the data, etc. We’ll have to move

gradually.

Vandana Prasad

| think that we do have district level data, we have DLHS-3 etc. And at least on the grounds of
what we have, we should be able to say that these are the districts which are above the national
average and have to be spoken of as nutritionally vulnerable, and these are the steps that need to

be followed. And there’s always going to be a ‘but’ to anything we say... but there’s corruption,



but there’s no political will, but there’s no money. We can’t get everything right. But this is just
a recommendation that can come. Even from the existing data. We do not have to go freshly to

collect this data; it’s there available but nobody’s taken charge of it and in this particular manner.

Padma T.V.

| would add to that. We begin working on what data — by consensus, like NFHS or any survey —
is accessible broadly to all of us; and where we are not questioning all of that data. And maybe a
smaller group could identify what more data refinement is needed, what supplementary data is
needed to help us further in doing this. So we work with whatever broadly accessible data

surveys are there now and then continue adding and refining.

Ritu Priya

All this will give us an ongoing state of being. So by that we are saying we have identified
enough for the administration and we do not want to identify anything else after that in a sense.
Then the next year’s survey will show up what changes happened and then we’ll have to change
our map a bit. So then we are happy with saying these are the vulnerable identified communities,
there is relief or PDS reaching them, and that’s it. We do not need to identify if there’s

something acute happening somewhere; whether in these communities or anywhere else.

Vandana Prasad

We are saying it’s acute.

Ritu Priya

But this is already the state of being. How is it acute? Your severe are so high already, 20%! So
that is an ongoing state of emergency which requires relief in any case. We have got that going.
Now, are we then saying that we do not need to look for anything more? Or do we say that these
are pointing to some people who are even worse in some pockets? And we need to identify those
pockets and get there, some kind of relief.



Dipa Sinha

I’m not trying to answer your question, but trying to understand what you’re saying clearly. This
is a situation where we have 50% malnutrition and something needs to be done about it. What
you’re trying to say is in this bad situation when something even more acute happens how do we
identify it? I think there one could go back to what’s coming from the ground. Like say the
current situation with last year’s drought and price rise, clearly we have seen many more reports
of starvation alleged, deaths coming from different areas. And they’re not coming evenly from
across the country. And we do not feel the areas they’re coming from have particularly
exceptional civil society or something like that which could explain it. So clearly, Gaya in Bihar,
certain districts in Orissa, Palamu in Jharkhand, Shivpuri in Madhya Pradesh, and Baran in
Rajasthan, these are areas where the deaths are coming from. And that | think will come when

this kind of an acute crisis happens.

The thing is the next level of response — recognizing these as areas where something needs to be
happening — is not what is happening. But | think the starting point would be the messages that
are clearly coming from the community on the ground that things do not seem to be even the
normal; which anyway is not an acceptable normal. So I would see it as coming from there... till
we have a perfectly well working anganwadi system where every month you can actually

monitor how many are falling into Grade I1l, Grade 1V, or are coming out of it.

Anant Krishnan

From this discussion, | see four groups of indicators. One is the environment, the physical
environment in terms of broad and exhaustive things. This would be the case for an acute
situation, and there would also be some chronic districts. And then as Amod pointed out from the
economics; some of these would qualify as environmental determinants. Second would be poor
programme delivery set of determinants, this includes food supplementation, ICDS, mid-day
meal scheme, PDS, NREGA or lack of employment opportunities. These would be chronic.
Third one is more at a medical or individual level, where one is looking at starvation deaths or

rates of malnutrition which are higher than average, and we can define what that high is. And



this could be already existing high levels or sudden increase in level from Infant Mortality Rates.
| do not think causes of death would be easy to do, I think just the rates should be enough. And
finally, the set of indicators which Habibullah pointed out, distress signals coming from
community, in terms of begging, borrowing, migration, and selling of cattle. I think these four
sets of indicators together should give us a fairly good idea of how to identify communities or
individuals where there is high probability of starvation death going to occur or has already

occurred.

Vijay Pratap

In the discussion of methods for early detection of acute food deficit in the community, food
production, availability and access are listed. Now, production will not give us any clue. So can’t
we strike it off, if we have to move towards some kind of draft resolution? Because otherwise
we’ll have to go into all the data, what the local production is, how much is exported and
imported, etc. So how will you make a formula out of it? Even if we map the local food

production where the community resides.

Anthropometric tools you have discussed. And all this we have to relate to the next session, what
these tools are for. There are certain tools which you have used in the past, but the governance
mechanisms have no possibility of using those tools, e.g., the functioning of ICDS. So this tool
which you are likely to develop — and with the kind of tensions and dilemmas you have put on
the table, it seems very likely that with the work of a group of 8-10 authors and thinkers you can
produce a tool — but we would like to know, and one would like to do advocacy based on that
tool, who will use that tool? If the pre-existing tools have not been used and there is an active
effort to discourage... so shall we say this exercise is more an exercise in self-learning to learn
the linkages of various kinds, which causes starvation, starvation deaths, so that we can

collectively go on to the next step of advocacy.

Otherwise, | am at a great loss, because whatever be the quality of the tool, how will that
function? At lunch, I was conversing with the gentleman who is the Principal Secretary, Disaster

Management, in Bihar and he described how the panchayat functions, how entitlement issues get



played out in the panchayat elections and Vidhan Sabha elections. And he says there is very little
hope in getting a tool which will be able to be operationalised. The clarity with which Saxena ji
said in the morning session that even while discussing these issues we have to sanitise from the
political issues... He did not understand ‘the political’ in terms of the linkages of various issues
which cause starvation, he just thought of it in terms of forming a party and creating an episode

called revolution. That was not what was meant by that... in the morning when we said political.

| do not know how many professors around the table would know that when they joined, the
disparity between them and the sweeper who cleans their room, how many times that disparity
has increased; what the security agency chap gets at the end of his work and what kind of
starvation is happening in his village back home. So if we are not a community of human persons
and they are just statistics, and we have to know about them only through the tools developed in
this room, which is so very different from the outside temperature... then this part needs to be
discussed. If you do not want to discuss, at least have some sense of the best possible tool which
we will evolve; what will be the efficacy of that tool, who will use that tool, and will it be of any
use for the starving people?

D. Banerji

Can we try to make some sense out of this?

Imrana Qadeer

That comment is absolutely valid and it is for the group to decide what each one wants to do with
these tools. | can only say that there can be several ways in using these. One, like it was said in
the morning, hunger and starvation and declining food availability is an issue that has been
completely marginalised by the politicians who are building an image of shining India. And |
think if we can do even the first level of exercise, it will make an effort to break this image in
people’s minds. Because today the middle class Indian does not at all think in terms of starvation
deaths or hunger or children dying due to diseases because of underlying malnutrition.
Malnutrition was colonial, it does not exist anymore. | think that is one level of work which is

feasible.



The other is that we take this at the level of the state, and | hope that there are people with state
level connections and linkages. And even though | do not like the word advocacy, the state
officials have to be tackled, they have to be shown this reality. Now obviously it no more
remains a mere academic activity after that. You have to think of people who are going to work
with you, groups that are working on hunger, give this to them and see what forms of pressures
can be generated for the states to move and for local organisations to emerge. This is a long-term
thing. And academics has a role, but most of it will be beyond the walls of the institution. So you

have to decide where you want to take it.

And in that, my point was that, whether you like it or not, ICDS continues to be a programme on
the states’ agenda. If you talk about improving the quality of ICDS without being threatening
about it being used for other things... just if ICDS is improved, what is the possibility? And I
wonder about one thing — everyone says ICDS is bad, the data is bad... so tell me, in this country
which data is perfect? When you talk of state level and national level statistics, you have to be
aware of the quality of that data, the degree of error which is inherent in every data, and then use
it accordingly. So | believe that despite all its weaknesses, even the existing ICDS data, if seen
across time, tells you that given the degree of error there is a certain trend. And there are states

which do have data, it is not simply absent. | believe we can make a beginning.

So on one hand the pressure to improve ICDS functioning and data collection, and on the other
hand using it for your own information, because after all ICDS data lies in the public domain.
And I think if we work concertedly, that data can be used to do the kind of monitoring Ritu has
in mind. So taking from Vandana, the initiation and putting together of indicators to make first-
level assessments to generate information about the seriousness of the issue; at the second level,
taking it up at the state level to pressurise the states to pay more attention to the issue and do
whatever they can; thirdly, taking care of the ICDS; and last, as | see it, is building bridges with
organisations which are working at the grassroots and are trying to raise this issue and mobilise

people around it.



That’s how I see the relevance of this issue. But always the first step has to be taken, and that
first step is that you fulfil the promise that you are making today — that you are going to look at
this data, the national data, the DLHS data; you are going to use these indicators; and you are
going to then say what is your understanding of vulnerable populations in various districts. At

least let us make a beginning from 6 vulnerable states. That in itself will be a useful contribution.

Vijay Pratap

Can we envisage some epidemiological study based on the tools you develop for the 6 states;
maybe 6 districts, one in each state? Because that will force the state agencies to produce better
data with newer tools. If we could do that, this exercise will mean much more to the starving
people than if we just develop a tool and depend on the state agencies to produce data on

starvation with it.

Imrana Qadeer

Regarding this notion of us developing a tool... we are simply using different kinds of data, we
are putting it together, and we are calling it a tool. Really, | think we are just making intelligent
use of what information exists. And that exercise has to be done on data that already exists, and
this does exist. So first, let us do that exercise. And if you think that if we take an
epidemiological study on the ground then something more will happen... Doing epidemiological
studies is not as easy as it sounds. Who’s going to do that study? Does any one institution have
all the resources to do it? So ultimately for epidemiological work we do often fall back on
national level available data, unless and until we mobilise huge amount of resources to do this
kind of work. 1 do not see it as easy; | do not see it as within the capacity of a single institution to

do it. Unless it is a collaborative work of a large number of organisations.

Vijay Pratap

That would be one of my solutions.



Imrana Qadeer

However, that can emerge only once you have proven the value of the ideas developed here. If
you can’t show it in practice, why should anyone come together? So you have to take that first
step. You have developed an idea, it’s a very useful idea, now implement it at least on the
available data. Then show that in the 6 states where we used it this is what is emerging, this is
how it is different from what the officials are telling us. And then you take it forward.

Ramya P.M.

I would like to share about one programme, Destitute Identification and Rehabilitation, being
implemented through the State Poverty Eradication Mission (SPEM) in Kerala. They identify the
vulnerable population at gram panchayat level through the organisational structure of SPEM
working in the gram panchayat. There is a three-tiered structure — neighbourhood groups, ward
level, and panchayat level. They use a 9-point set of indicators and 7 other indicators to identify
who are vulnerable, or starving, or unable to access education, health, housing, food, etc. At the
ground level, the neighbourhood groups identify the persons who are vulnerable. At the ward
level, they identify what are the projects that have to be made to meet their needs. And they
prepare the projects at panchayat level through gram panchayat funding, SPEM funding and also

funding from some other NGOs, or the Health Department.

Indicators for finding destitutes — landless staying in revenue lands, forests, etc.; sleeping on the
streets; unwed mother/divorced women with child; living unmarried after certain years of age,
early married and divorced; person suffering due to a illness and needs continuous treatment;
those who are sexually exploited; etc., are some of the indicators. These are different for villages

and urban contexts.

Vandana Prasad

| want to respond to Vijay ji. | agree with most of what he said, but there are two-three things.
The value of whatever we are doing here is at policy level and at ground level. I totally agree that
the tools do not hold any meaning for the administration, nor do we have the power, just from
creating a better tool or a better system, in getting the administration to change in any way. |



totally agree with that. At policy level it has some use. We are fighting something else, and now
| am speaking as an activist. There is a politics of evidence creation around. And you fail when it
comes to the end point, where ‘your logic and rationale are fine, but it will cost us too much
money’. That is currently what is happening with so many issues with the Right to Food. But
what it achieves is that you are tearing at the veil of having evidence insufficiency on your side;
on the side that is the pro-poor side. So you tear away the hypocrisy of this notion that all the
good evidence and the logic lies with the technical experts and the corporate players, which is
what you’re fighting at policy level. So at the policy level you achieve an honest understanding
that you are on one side of the fence and I am on the other, and after that it’s a fight for more

money.

But at the ground level, I think there is a value, because if you do a Jan Sunwai, for example, and
you say ‘this family or this person died of hunger’ and you stop there, that’s it. But if you say
‘this person died of hunger and I have a 6-page report which is more rigorous than the DC would
be able to challenge’, and you are a field worker, I think it makes a big difference. And it makes
a difference to be able to create those conditions which will shift the policy level debate and
create a feeling of ‘yes, a little bit more money is needed, more needs to be done, because there

is now a groundswell that understands this issue.’

And 1 totally agree that nothing can happen in the absence of coordinated work, so | totally
support the idea that you do need a large-scale study; if you’re doing a study, it has to be large
enough and visible enough. FOCUS was effective precisely because it was large enough in scale
and it had people associated with it who could rally visibility for that study. I think that when
you need to shift anything in a given environment which is very chronic, you do need to shake it
up by having a large-scale operation which has to be well-coordinated. And I think which can be
more technical and more academic, and at the same time, it has to be supported closely by
groundswell which is simplified and yet also coordinated. So I’'m seeing the potential... a
coordinated effort which is based on this new exercise we are doing, which is a continuation of

many old exercises.



Vikas Bajpai

| want to emphasise on one or two things. | think there is a need to have a working understanding
of the whole issue of hunger and the way it exists. And to my mind, the best way to gauge the
extent and nature of the problem would be to go by how it is felt by the people in the first place.
And a couple of possible indicators were mentioned by Dr. Ansari, and also information offtake
and all. But whatever we surmise out of this, should be simple enough to be easily understood by
people at large. By simple, 1 do not mean simplistic. Once we concede that there exists severe
malnutrition, this itself means people are in dire straits, and beyond that any hair-splitting into
SAM and other varieties... we could debate on that and devise tools to measure it and all, but I
do not think it is serving any purpose; with respect to either workers working at the field level or

with respect to helping the people understand and articulate their problems.

If we go by this basic understanding that it should not be very complex, then devising the tool is
also not a very big problem. We can have an effective tool which will facilitate understanding
both at the level of the people at large, at the level of the workers, and also serve the purpose of

communicating and projecting this problem to the policy makers and the government.

Darshini Mahadevia

Listening to the last hour’s discussion, I’'m going to restrict my comment to the idea of tools. We
need to distinguish between types of tools. One is the mapping tool, where there is an inherent
problem because of the data lag, and the vulnerability mapping that one would do would be
delayed by 1-2 years because it is representing the past situation. But for identification and
intervention purposes in acute hunger, we need to discuss tools of different kinds. For example,
Padma has been constantly talking about community level tools or the Kerala experience.
Wherever there is ground-level feasibility, at least develop tools where communities themselves,
if organised or if there are organisations working, could apply these tools and use social

indicators and others to quickly come up with a report of status of hunger.

In some situations, the tools could be of interest to the state government itself, as the gentleman

from Bihar was saying. In that case what could the state machinery put together, and that could



be another set of tools. They could do the same exercise or there could be just alarmist
indicators. For example, in one vulnerable district, say, there is price rise or floods, then one
would presume, given our epidemiological understanding and past studies that these are the
likely situations, and how would the state government follow up and develop tools for the
purpose? And in the long run, obviously, as it was discussed in the morning session, can the local
governments be more responsible for data collection anyway? So, | think we need to have short-
term tools for various purposes. Because we have been discussing tools but we have been mixing

it up as to who’s going to use which tool, we need that clarification.

And also with regard to policy and advocacy purposes, we have to talk of creating better data
sets at the local level. Even though we spoke about DLHS, in India there are states like Gujarat,
and it is a representative example, where the districts are so highly iniquitous that average
district-level data does not tell you much. And it is the only state where NSS regions have
divided the districts because of the inequality. And so in that case we might need taluka level or
block level data. So how is all this data going to come by? And the state gets away because it
says that it does not have the data. So maybe we can push in the direction of long-term data
collection systems, and some critical information coming in at the panchayat level. They might
be fudged and fabricated, but some places and states might do better. So I think we need to look

at it in this way to be able to move ahead, especially for intervention purposes.

Imrana Qadeer

Thank you everyone, and now we break for tea.



Concluding Session — Summarising the Day’s Deliberations

Chair — Dr. Veena Shatrugna, NIN (Retired)

Veena Shatrugna

Shilpa will make a presentation highlighting the important points of the day’s discussion, and

after that we open the floor for any kind of discussions, modifications, etc.

Shilpa Deshpande

These are some of the points on which we agreed upon during the course of today’s discussion.
Anything that has been missed out can be added so that we get a sense of what kind of shape the

tool is taking.

The overall consensus has been that the tool, to begin with, should be developed such that it can
be used by local civil society organisations to highlight situations of distress for vulnerable
groups that they are working with. Something that they can use to advocate with the local
administration for immediate relief for certain households or populations or sets of communities,
based on their already existing work with these communities or populations. So this summary
has been organised from that point of view.

So the consensus was that there should be an identification of vulnerable populations on the
criteria of consistently reported starvation deaths, the fact that they are Scheduled Castes/
Scheduled Tribes or Primitive Tribal Groups, and essentially using a lot of existing data. And the
understanding is that the local civil society organisations will be working with the vulnerable
populations and watching for signs of distress. And these signs of distress could be classified,
those that are agreed upon, in terms of those at the community level and those at the household

level.

We are quickly kind of summarising what could be seen at the community level, which is

basically — prevalence above the national or current state average of SAM and severe



undernutrition for 0-6 yr olds; increased distress migration in the population; decrease in market
offtake of food, which includes PDS and open market. One of the things that was consistently
discussed and decided was that anthropometric measures for adults would be misleading,
because given the current levels of BMI which are already existing in large sections of the
population, we do not expect any sudden drop in weight. Therefore, anthropometric measures

should not be used, but more of social parameters.

At the household level — distress sale of assets; begging for food; consumption of pseudo foods;
distress borrowing from moneylenders, or as someone said refusal by moneylenders to lend any

more money, but we have to think of how that can be captured; and distress migration.

And it was said that the building of these parameters would then be approved at the national
level, either use the offices of the SC, or the CSMCH here, and some other bodies, so that it has
that kind of legitimacy, and it can be used by civil society organisations to advocate for relief
measures. And the advantage of this is that it will bring rigour into the whole exercise. So the
question is, how does this add to the existing work? Because if some organisations are already
working with groups, as Vandana said in the morning itself, they would have a good sense of the
fact that these groups are now in distress and something needs to be done. But the advantage of
the tool is that it will help them to present their case. Specifically if it is approved at the national
level as a sensible method to do this, and if they follow this method, it will bring system and
rigour to that work. And so this can be used, at least in the beginning, to advocate for relief for

these groups.

Mohan Rao

Could we use another phrase, other than ‘civil society groups’?

Harsh Mander

Make a change — ‘particularly vulnerable’.



Vandana Prasad

I would suggest shift that ‘above average prevalence’ into the first part, mapping vulnerable

populations on the basis of existing data.

And we have missed the point on mortalities from illnesses, that’s a sign of identifying hunger at
the level of the community — more than average death due to infection/illness, a lot of us had

agreed on that.

Imrana Qadeer

Mapping of vulnerable populations is one heading. Under that you should have ‘using existing
data’, and obviously, you are talking of nutritional data, mortality data, and so on. If you’re
talking of reported starvation in that category... I think it should be put separately, because you
are then putting hunger. So there needs to be a clarification with words. For example, the second
heading, identifying signs of acute hunger, is not separate — it’s a part of your strategy to identify
vulnerable populations. And hunger, when you are catching it, is called starvation. We are all the

time using these terminologies in a confusing fashion; we need clarity.

Veena Shatrugna

What you’re saying is, using existing data of SC/ST and that population, to locate above-average
prevalence of SAM, is that what you’re saying Imrana? And then to identify signs of acute

hunger and starvation death?

Any other point?

Imrana Qadeer

| want that clarity, because are you using it interchangeably or are you using it to mean different
issues? And we are doing all this to assess community level vulnerability. So what you’re talking
of is — what is people’s perception of deprivation? Perception and how people perceive is

different from what data tells you.



Shilpa Deshpande

I think the idea was that we use existing data to identify groups that are vulnerable... because the

idea was built on this whole acute-on-chronic undernutrition.

Imrana Qadeer

All ’m saying is the last one should be community perception of it, not levels. Because you’re

talking of indebtedness, migration, food not being cooked...

Veena Shatrugna

Mortality from illness is not community perception.

Harsh Mander

What about individuals within communities? It’s not only communities that have gone into
crisis, but we have to also extend it to vulnerability within well-to-do communities. And this
instrument I’m not sure would help us identify those. Things like single-women households, etc.

I’m just trying to expand the framework a little bit.

The second is the problem of the urban poor. Because a lot of the indicators you’re talking about,
like distress migration, etc., are about people in rural contexts. I’m particularly trying to think if
we want to apply this to the urban homeless population, which parameters would we use, and
Vandana and I have been trying to find parameters to establish their food vulnerability and it’s
not easy in an urban context, because I think the food vulnerabilities are about dignity, about
hygiene, it’s a complex range of things. They earn enough money to buy food, but it is in a
complex social context. A street child earns 100 rupees a day, and Arjun Sengupta said 20 rupees
was the poverty line, but clearly, he or she is most vulnerable because of a complex range of
factors. And that money is useless because it does not provide a room, clean food, safe water,
and protection.



And third question is about states. You seem to have reached a consensus that we would use
these instruments to have a civil society mapping and monitoring of hunger and so on. But |
think, more so in order to move towards a RTF Act, we are basically saying that a law on the
RTF would mean that the states, as central states and at local level, would be accountable to
ensure that no man, woman or child is hungry or food deprived or malnourished. In that case |
think it is more important to think, what are the instruments which will enable states to map these
phenomenon? And what are our instruments to map state’s response to ensure that these

problems are dealt with?

Veena Shatrugna

Shilpa, would you like to respond?

Shilpa Deshpande

Not really, because this was our summary of what we felt were the consensus points that
emerged today. If there are issues that people feel need to be discussed further, or if anybody
feels there are discussions where we have had consensus points but we have missed to put them

here, we could include them

Veena Shatrugna

But | think his point about special groups should come in. But we have no idea what are the
instruments we have for this. Special groups within communities, and this would include

disabled, old people, and children...

Harsh Mander

| broadly feel that we should look for the child-headed households, etc., and then apply these

instruments at a more micro level.



Veena Shatrugna

The second point. There’s a state response, and what will be our response to the state response?

Mohan Rao

We didn’t discuss this because there was a consensus that it will be the responsibility of the state

to see that there is no acute hunger and starvation, and if it is there that they will act on it.

Harsh Mander

I’m worried about enabling the state to do this. The state does not have the political will, does
not have the culture of doing this, etc., but it also does not have the capacity. So I think that’s a

problem.

Vijay Pratap

Can you emphasise this point a bit, ‘the state does not have the capacity’?

Harsh Mander

The way states are presently structured, the kind of data that they collect, the kind of
accountability systems that exist, etc., is presumed to exclude the powerless and the invisible.

Vijay Pratap

So what is the operational point?

Harsh Mander

Can we think in terms of, what are the responsibilities in order to prevent starvation? In an ideal
situation, what would be the responsibilities of the central government? Those of the state
government? Those of the local government? At which point will they do the analysis of

identifying the vulnerable communities and individuals?



Veena Shatrugna

Two points. One, we didn’t discuss it in the format you are posing it now; it may be too late in
the day to start it this way now. And second, I think we are jumping the gun. I think this is a

nascent group that needs to work with each other, trust each other, and grow together.

Vandana Prasad

I’m speaking from much reflection on the JSA Hunger Watch Group. | feel we had completely
missed the ‘community diagnosis by the community’ part of that, so it’s very valuable coming
from here. But if we use the pyramid for showing the continuum from malnutrition to starvation,
in whatever tools we develop, | would really hold to that. And | would hope that this group
would also hold to that because it’s quite a comprehensive picture of how things develop into
starvation and acuteness. And | feel we have to constantly go back to that fundamental thing. So
I would like to incorporate the pyramid into this. And that’s a matter of presenting numbers and
data; it’s an explication of the starvation death in a certain way that encompasses the spectrum of

malnutrition and food deprivation. So | would recommend that.

Veena Shatrugna

Is there any response to Vandana’s suggestion?

Vandana Prasad

We could go back and look at that slide again. The tip of the pyramid is the deaths, then

underlying that is severe malnutrition, etc.

As far as mapping is concerned, M.S. Swaminathan has done quite a comprehensive mapping of

hunger. The better point would be as Harsh suggested the mapping of the response to the

mapping.



Dipa Sinha
Insitute for Human Development (IHD) and World Food Programme (WFP) have together taken
the M.S. Swaminathan food insecurity index to the district level, at least in the North Indian

states, I’m not sure of the South.

Veena Shatrugna

Avre there any other responses?

Vandana Prasad

So, on the pyramid, what do people say?

Veena Shatrugna

Absolutely. There’s no contradiction, especially once we are using SAM and severe

malnutrition.

Vijay Pratap

Related to the issue of using existing data for advocacy and for sensitising the middle class
towards hunger and starvation deaths, a point was made about doing some epidemiological
studies. | want to say that there are grassroots-level networks that SADED is connected with that
are available if such studies may be planned. And there are trained social scientists from among
you here that could conduct these studies. And since this was a kind of expectation which was
articulated from the floor of this house, it would be useful if we could have some indicative
discussion on what kind of studies should be undertaken and what stage; whether one institution
or a coalition can undertake these or not; etc. And while thinking about the type of studies, we
should not think of the constraints, financial or organisational. That sweep of imagination should
be there and it should be reflected in the report.



Veena Shatrugna

| feel right now it may not be possible to list out the kind of studies that are possible, after this
full day of presentations. But there were suggestions that we form an e-group and we raise
questions and perhaps ideas for study that have emerged from today’s discussions. And let us see

where we go from there.

Vijay Pratap

That expectation should be minuted.

Veena Shatrugna

Yes. Could you do that Shilpa?

| also think Harsh has already looked at the Orissa tribals, Andhra, and Chhattisgarh.

Mohan Rao

If you’re suggesting studies, would you also like to say what kind of data you want on a
systematic basis? Rather, on a systemic basis, so that you’re not dependent on ad hoc rounds of

data collection.

Veena Shatrugna

So we do all agree that we change the calories level from 850 to about 1100 or 1200?

I was speaking with Imrana about this... my statistician at NIN, we were looking at all this
massive data, and | was looking at some data from Bilaspur and saw that they have BMIs of 11.5
and 12. And you know how statisticians are so detached from it all. He said, ‘when was this
collected?’ I said, ‘maybe one year ago’. And he said, ‘go back to those houses, those people will

be dead’. It’s exactly what Dipa is saying. NFHS data is open source now, just pick up all those



below 16.5, send students to those houses and find out about the mortality... it just goes up 10

times, 20 times, when you go below 16.5.

So I’'m just saying that there’s so much going on if you’re looking at starvation deaths. These are
the issues but nobody’s documented them. It’s there in the literature, maximum mortality are

those below 16.5 BMI.

Harsh Mander

Talking about mapping state response, these are the alleged starvation deaths. This is an
important entry point, because you get a sign that there must be serious distress there. One of the
things we have done systematically, and are in the process of doing it, is... we thought we’ll go
back to instances of alleged starvation deaths which are at least 2 years and more, and go back
there. So you look through the newspapers and you find out, and there are known cases which
stir up some interest for a few weeks, etc. Then you go back to these old cases, and you find out
what happened to the rest of the family, to others in the community who were in a similar
situation. What were the steps which the government took, if any? Were there accountability
systems? Were there any breakdowns? A starvation death usually suggests a total breakdown of
all state programmes, the ICDS, PDS, etc., would not have been functioning. Are they

functioning now?

We are in the middle of this exercise and, somewhat unsurprisingly but extremely tragically, you
find deepened distress, continued mortality, and almost zero improvement in the structure. It’s a
sad story to keep telling but I thought it’s one example of how you can do a mapping of state

response and support.

Veena Shatrugna

Any other responses?



Vandana Prasad

| feel that the point is not that this does not exist, and that is all correct, but we are interested in
doing this because it will include a larger, different group of people, and add a whole momentum
and weight to this process. Some people could still do the technical Hunger Watch thing and do

it in that way, and some people could do it this way, and we could join forces.

Veena Shatrugna

And with that I thank all of you for this discussion.

Ritu Priya

And thanks to Veena and to everybody else. And also to Shilpa for the summary. | think what we
can clearly see is that all of us are committed to working on this issue, and we see the need for
coming together and the complementarities that we can bring to this exercise. So one way we
could begin is, with an e-group network, and see where sustained interests happen and what
common areas of study or action research emerge. We have a list with everybody’s contact
details, and we’ll initiate it by sharing the list itself and then the report later. If anybody has any
ideas on what they’d like to move ahead with, then we could put that down and collate it and
share it.

I’ll end by thanking all the collaborating institutions, the Commissioner’s Office, SADED, and
Centre for Equity Studies. Also my colleagues, especially Rajib Dasgupta who’s helped with the
food and drinks we have had through the day. Also the students of the Centre, Lakshmi,
Kumaran, Dilip, Dipak, Archana and Shaweta, who put together a lot of the background work in
the past 2 weeks, and also Navjyoti who coordinated from the Commissioner’s Office. Thanks to

all the colleagues and partners and all of you. We will be in touch and continue with the network.

You are invited to tea and snacks upstairs.



Mohan Rao

A 1,000 word report of this should be quickly published, perhaps in the EPW.



Annexures

Annexure 1 — Invitation Letter, Concept Note and Programme Schedule

CENTRE OF SOCIAL MEDICINE & COMMUNITY HEALTH
SCHOOL OF SOCIAL SCIENCES
JAWAHARLAL NEHRU UNIVERSITY
New Delhi-110067

6" May, 2010
Dear

The Centre of Social Medicine & Community Health-JNU, the Office of the Commissioner to
the Supreme Court on the Petition of the PUCL vs Uol & others, Centre for the Study of
Developing Societies--South Asian Dialogues on Ecological Democracy (CSDS-SADED) and
Centre for Equity Studies (CES) are collaboratively organising a technical workshop to discuss
the optional tools and methods for identification of starvation deaths and early signs of food
shortage in a community such that it enables the civil administration to act effectively in
response. The one-day National Consultation on Developing Socio-medical Tools for Early
Identification of Acute Hunger and Starvation for Effective Administrative Action is to be
held on the 13" May, 2010 at Jawaharlal Nehru University, School of Social Sciences-I

Committee Room.

The problem of chronic malnutrition is a curse at least 40% of Indian households live with, 30-
40% of adults and 50-60% of children below 6 years being undernourished. Methods for
identifying the chronically malnourished through anthropometric indices using reference
standards are fairly well worked out and in use. However, the methods for identifying acute
hunger and malnutrition are less developed or used. While ‘wasting’, i.e. loss of weight against
height, is the marker of a sudden or acute dip in food intake, it has several limitations, and there
is little by way of a working consensus among nutritionists, public health persons and

administrators on how to identify this in individuals, population groups and communities,



especially for the Indian/South Asian context. Since these are relevant for emergency situations
of acute food shortage and life-saving provisioning of foodgrain, there is a need to develop them

on an urgent basis.

The primary objective of the identification under consideration is to develop working criteria that
can be used at a mass level for initiating action by the administrative machinery. They could also
be used to support advocacy for administrative action. A third purpose of this surveillance would
be the mobilization of civil society and community level action on the issue of acute hunger.

Given your experience and expertise in relation to the subject, we would value your participation
in a technical deliberation. Please do find the time to be with us and contribute in developing
meaningful tools that can be operationalised for minimizing the hunger and starvation. Travel by
2nd AC train or air will be reimbursed and local hospitality provided. Our apologies for the short

notice.
With best wishes and regards,
Ritu Priya (Professor, Centre of Social Harsh Mander (Special Commissioner,

Medicine & Community Health, JNU) Supreme Court & Director, Centre for
Equity Studies)

Enclosed: (1) Concept Note, (2) Programme Schedule



National Consultation on Developing Tools for Early Identification of Acute

Hunger for Effective Administrative Action

The Centre of Social Medicine & Community Health, JNU, the Office of the Commissioner to
the Supreme Court on the Petition of the PUCL vs GOI, CSDS-SADED and Centre for Equity
Studies are organising a technical workshop to discuss the optional tools and methods for
identification of starvation deaths and early signs of food shortage in a community such that it
enables the civil administration to act effectively in response.

The Problem

The problem of chronic malnutrition is a curse at least 40% of Indian households live with, 30-
40% of adults and 50-60% of children below 6 years being undernourished. Methods for
identifying the chronically malnourished through anthropometric indices using reference
standards are fairly well worked out and in use. Of course, the uncertainty and probabilistic
nature of any such assessment constantly leads to contentions and further refining of the
methods, from the Gomez classification to the z-score based cut-offs, to the reference curves and
to the most recent WHO standards for child growth of 2006. The ICDS is meant to regularly
measure weight of each child registered with the anganwadi and plot it against a graph that

marks the expected healthy increase of weight by age.

However, the methods for identifying acute hunger and malnutrition are less worked out. There
is little by way of a working consensus among nutritionists, public health persons and
administrators on how to identify this in individuals, population groups and communities,
especially for the Indian/South Asian situation. Since these are relevant for emergency situations
of acute food shortage and life-saving provisioning of foodgrain, there is a need to develop them

on an urgent basis.

Given the high levels of chronic undernutrition, a high proportion of our people live at bare
subsistence consumption of food. Any further lowering of food intake leads to loss of survival.

While ‘wasting’, ie. loss of weight against height, is the marker of a sudden or acute dip in food
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intake, it has several limitations. One is the operational barrier of heights being difficult to
measure with reasonable accuracy in field conditions by community level workers. Weights are
easier to measure and are more inclusive for assessment of malnutrition. The second is that acute
malnutrition is often accompanied by communicable disease and this can be viewed as the
primary problem and argued that the loss of weight has been secondary to it. If the child dies, the
disease is often contended to be the cause of death rather than the deficiency of food. Given this
perception, the response then is to provide medical care and not food relief. Systems of
nutritional surveillance need to be set up that can detect acute declines in access to food and

nutritional status early enough so that public action can minimise the hunger and starvation.

The primary objective of the identification under consideration is to inform the definition of
criteria that can be for used at a mass level for initiating action by the administrative machinery.
They could also be used to support advocacy for administrative action. A third purpose of this
surveillance would be the mobilization of civil society and community level action on the issue

of acute hunger.

Identification for Administrative Action
Currently there are two ways in which the administration recognizes acute hunger and responds
with pre-emptive action.

1. One is by acting in favour of a household where a starvation death has occurred to
provide relief to its surviving members. Starvation, i.e., death due to severe deficiency of
food intake, which is below the energy requirement of basic physiological functioning,
has been conventionally identified by the civil administration by an autopsy that shows
presence of no food in the stomach. Then the household of the person who died of
starvation, gets emergency relief (10 kgs. food grain, work for food, etc.). As per the
colonial Famine Code, even 2 grains of rice found in the stomach is ‘proof’ against
starvation as cause of death. This definition often makes it difficult for the civil
administration to accept the ‘proof’ of a starvation death despite all circumstantial

evidence to support the contention.

A JSA group had worked on this problem some years ago and has developed a methodology for

identifying starvation deaths for initiation of administrative action and advocacy for the same.
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The office of the Commissioner of the Supreme Court in the case of PUCL vs GOI has also
worked out a methodology for identifying deaths that require urgent relief for the household of
the dead person. It addresses many of the challenges faced in investigating any reported cases of
starvation deaths in a meaningful way for the people suffering such levels of destitution. We
would like to discuss these and any others, so that all of us can be better informed on them as

well as create a consensus on what is the technically appropriate method for the stated objectives.

2. Other than starvation deaths that draw attention to the plight of individual households,
there is the provision for declaring districts as ‘drought affected’, so that then relief works
and other measures for application at population level can be initiated. This is an

extremely important measure and its implementation requires to be strengthened.

However, this measure has its limitations. For instance it will not apply to a situation of food
shortage which is due to rise in food prices or a situation of sudden unemployment such as
closure of factories. Also it will not be able to identify specific pockets of hunger and the most
vulnerable are often left out as beneficiaries of the relief works. Some community level means of
identification have to be developed for local action. The method(s) will need to have a ready data
source that allows constant monitoring or surveillance of nutritional status and a system for quick

recognition of declines in it.

At one level, the local situation can be monitored by economic data such as trends in the sale of
foodgrains in the area. The second method possible is by data on consumption of food items, and
the third is by anthropometry. It is considered worthwhile to develop multiple ways of
surveillance and a system that is able to use them all together. The surveillance should also be
closely linked to a response mechanism that immediately acts on the information about declines
in nutritional status. One suggestion, as in the attached note, is about using the ICDS growth
monitoring system for not only the individual level identification of child malnutrition but also

for surveillance of the collective situation in the community.
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There is need to discuss all the possible options and form a working consensus on what would be
the best tools and methodology for early identification of acute food shortage and hunger before
it results in starvation deaths, given the present knowledge and possible sources of data as well
as the requirements for the civil administration to act. This may be useful for responding to the
immediate crisis at hand. However, for building systems in the longer term, we would not like to
restrict ourselves to the present constraints of data sources and would like a detailed discussion

on what could the wish list of tools be for the most effective and rational methodology .

Thus, we hope to have one session at the brainstorming for presentation of the methods for
identifying starvation deaths, with initial presentation of the various methodologies. The post-
lunch session would deal with other tools for early identification of acute hunger at a collective
level. The focus is explicitly on developing tools that enable the administration to institute

emergency responses through a multiplicity of pathways.
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Programme Schedule
Venue: Committee Room, School of Social Sciences-I
Jawaharlal Nehru University, N.D-110067
Date: 13" May, 2010

9.00am: Registration & Tea
9.30am: Welcome: Rama Baru, Chairperson CSMCH
Introduction to the Workshop
Introduction of Participants

10am-1pm: Technical Session |
Chair—N.C. Saxena

1. Challenges in Identification and Verification of Starvation Deaths & Acute Hunger --
Harsh Mander

2. Overview of Public Health Approach to Early Detection of Acute Hunger : the
Challenges & Possibilities—Ritu Priya

3. Guidelines by the Jan Swasthya Abhiyan Hunger Watch Group on Verification of
Starvation Deaths & Detection of Hunger in the Community —Vandana Prasad

11-11.15am TEA

4. Experiences of the Investigations into Starvation Deaths—State Advisors to the
Commissioner’s Office

5. Round Table Discussion on Criteria for Defining and Verifying Starvation
1-2pm: LUNCH
2-5pm: Technical Session 11

Round Table Discussion on Methods for Early Detection of Acute Food Deficits in the
Community
Chair—Imrana Qadeer
1. Tools and methods for early detection of large scale acute hunger
2. Use of the tools for community monitoring

3.30-3.45 TEA

Future Collaborative Work

5.15-5.30 TEA & Snacks
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Public Health Approach to Early Detection
of Acute Hunger : the Challenges &
Possibilities

Ritu Priya
(with Lakshmi Kutty, Kumaran, Dilip,)
CSMCH , JNU



The Challenge
Children 0-6 yrs. --50% moderate and
severe malnutrition
--90% mild, mod., severe

Adults -- 40% chronically energy deficient

Households-- 40% deficient in calorie &
protein intake
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India:

65% child deaths have mild-mod-severe
malnutrition as underlying cause

15% child deaths have severe malnutri