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Abstract: Undernutrition is among the best-established risk factors for a child's progression from TB infection to active disease- a 

relationship well documented in the clinical literature and acknowledged in national guidelines. Yet India's nutrition and TB programmes 

run through separate administrative verticals, separate registers, separate frontline cadres, and separate review structures that rarely 

intersect at the level of one child. This review looks at what that separation actually costs in practice and makes a low-cost case for cross-

referral at the points where the two systems already, almost by accident, touch the same households. 
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A Risk Factor in Plain Sight 

 

The biology isn't disputed. Undernutrition impairs the cell-

mediated immune response most relevant to containing TB 

infection, and the relationship runs both ways- undernutrition 

raises the risk of progression, and active disease worsens 

nutritional status, which can trap a young child in a cycle 

that's hard to break once it starts. What gets less attention, in 

my experience reviewing programme data, is how poorly this 

settled biology shows up in how the system actually screens 

and manages children day to day. 

 

A child flagged through anganwadi growth monitoring as 

moderately or severely undernourished is not, in most 

districts I know, routinely asked about household TB contact 

as part of that same visit. A child started on TPT is rarely 

reassessed nutritionally over the following months, despite 

the biological link that would justify closer attention. 

 

Two Systems, One Child 

 

This isn't a scientific disagreement- I haven't met a 

programme officer on either side who disputes the 

connection. It's a consequence of architecture that grew up 

separately over decades: nutrition sits within ICDS, with its 

own targets, its own reporting lines, its own anganwadi cadre; 

TB sits within NTEP, with its own targets, its own reporting 

lines, its own field staff. A worker in one system has little 

institutional reason to check in with the other, even when the 

child in front of them would clearly benefit from both. 

Training, registers, even supervisory visits stay entirely 

separate, so even a motivated worker faces real friction 

bridging the gap for one child, let alone routinely. 

 

The Scale of What's Being Missed 

 

Anganwadi services reach most young children in India 

repeatedly for growth monitoring — among the highest-

coverage, most frequent points of contact any child has before 

school age. TB contact tracing, when it works, reaches a 

smaller number of children, but with correspondingly higher 

individual risk. These are two populations with real overlap 

that the system currently has no structured way of recognising 

when the same child belongs to both. 

 

 

 

A Shared Checklist, Not a Merger 

 

The realistic fix doesn't merge the two programmes 

administratively- that would be a bigger undertaking than the 

problem warrants, and would likely create its own new 

coordination headaches. It's more modest: a shared checklist 

at existing touchpoints- growth monitoring, TB contact 

screening, TPT follow-up- so a nutrition worker who finds 

undernutrition also asks about TB contact as routine, and a 

TB worker who finds a contact also flags nutritional status, 

without either leaving their existing role to do it. 

 

Referral pathways between the two, even where they exist on 

paper, need to work within a single visit- a phone call, a 

standard slip, a shared local register- rather than a multi-step 

bureaucratic process that discourages the very cross-referral 

it's meant to enable. 

 

Conclusion 

 

Nutrition and TB prevention in children are, biologically, two 

faces of the same vulnerability, reinforcing each other in ways 

the literature has documented clearly. Treating them as 

administratively unconnected wastes the reach both 

programmes already have into the same households- often the 

same child. A shared checklist at existing contact points, 

needing no new cadre or new structure, would be a modest 

but real step toward closing a gap current programme 

architecture has, so far, mostly failed to notice. 
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