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out that the role of agriculture policy 
is critically important for nutrition. 
We agree. We highlighted the risk of 
bad policy choices in our Series and 
noted that investments to enhance 
agriculture productivity and boost 
global food supply are critical for long-
term reductions in poverty, hunger, 
and undernutrition. However, the 
evidence necessary to track the eff ects 
of agriculture policy on nutrition 
outcomes is currently unavailable. Lele 
re-emphasises the statement made 
in the Series about the fundamental 
importance of equity for achieving 
gains in nutrition. 

Arun Gupta and colleagues question 
the appropriateness of individuals 
who declared a role with the Nestlé 
Creating Shared Value Advisory 
Committee serving as authors of 
this Series, statements that they 
have already widely circulated in 
the lay press and other publications. 
In fact, we do not consider it a 
conflict per se, but rather a much 
needed contribution of independent 
scientists to assist a corporation 
to fulfil its stated commitment to 
address local and global issues in 
nutrition, water, rural development, 
and environmental protection. Given 
that the Series provided evidence for 
the substantial benefi ts of exclusive 
and continued breastfeeding, made 
a recommendation for its promotion 
and support as one of the key 
interventions, and referred to the need 
for complementary foods, never breast 
milk substitutes, it is unclear where 
these authors see a confl ict of interest.  

We would like to clarify the role 
of the private sector in the table:6 
our intention was to say that clear 
evidence is needed, not that this 
evidence should be generated by 
the private sector. We clearly and 
correctly state in the Series paper6 that 
a review of private sector engagement 
in nutrition is being done by an 
independent research group that is not 
funded by the private sector. 

We agree with Chessa Lutter and 
colleagues that the Nutrition for 

diseases, so the mortality risk of severe 
wasting is likely much lower today. We 
believe that our estimates are the most 
objective for severe wasting and use 
the best available data. 

Dadhich and Faridi question the 
evidence from systematic reviews 
done by several independent groups 
supporting the recommended inter-
ventions. We based our recom-
men dations for implementing key 
interventions on pragmatic realities, 
rather than only on randomised 
controlled trials, especially in ethically 
difficult areas of study, such as 
treatment of severely malnourished 
children. Schoonees and colleagues2 
evaluated 26 studies and based their 
conclusions on comparison of ready-
to-use therapeutic food (RUTF) with 
fl our porridge in only three trials from 
Malawi with just 599 children and 
very limited information on relapse 
rates and mortality. They documented 
improved recovery with RUTF (risk 
ratio 1·32; 95%CI 1·16–1·50) and 
concluded that decisions to treat with 
RUTF must be based on avail ability, 
aff ordability, and practicality.2 We agree 
with these considerations and stand 
by the recommendation for using 
RUTF (including locally manufactured 
products) for community manage-
ment of severe acute malnutrition 
(severe wasting), underscoring that 
such management also includes add-
itional elements such as treatment 
of infections. The fact that our model 
indicates such a huge eff ect of com-
munity management of severe acute 
malnutrition is a testament to the 
great need in poor populations at risk 
globally, including India. We believe 
that evidence shows the benefit of 
folic acid fortification and does not 
support Dadhich’s claim that it leads to 
an increased risk of colorectal cancer. 
There is strong evidence that folic 
acid fortifi cation reduces neural tube 
defects3 and has protective benefits 
against colorectal cancer in at-risk 
populations.4

Uma Lele’s comment echoes that of 
Per Pinstrup-Andersen,5 which points 
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Authors’ reply 
We welcome the opportunity to 
respond to the Correspondence 
concerning our Series on maternal and 
child nutrition.

André Briend and colleagues 
believe that we have underestimated 
the deaths due to severe wasting 
because we used the prevalence of the 
condition and the subsequent risk of 
death, rather than its incidence and 
case-fatality rate. The only empirical 
data are from two settings in Africa 
and these do not support their 
argument.1 Severe wasting episodes 
had a duration of nearly 8 months 
and 88–94% of children survived; the 
attributed deaths by their preferred 
method in Garenne and colleagues’ 
report1 were lower than by use of the 
prevalence and relative risk of death, 
as we did in the Series. Furthermore, 
these studies were done 25–30 years 
ago before scale-up of immunisation 
programmes and treatments for 
diarrhoea, malaria, and other infectious 
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Crypto sporidium was thought to be 
restricted to immunocompromised 
hosts, but there has been evidence for 
more than 20 years that this is not the 
case. Several reports of waterborne 
epidemics attest to this—the largest 
aff ecting more than 400 000 (mostly 
im muno competent) people.3 Crypto-
sporidiosis aff ects young children,4 and 
it is well known now to have adverse 
effects on nutritional outcomes.5 
GEMS2 merely serves to underline the 
importance of cryptosporidiosis as a 
contributor to the global burden of 
diseases of children. 
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prevalence, Cryptosporidium diarrhoea 
is an under-recognised public health 
problem,4 and it has been included in 
the WHO Neglected Diseases Initiative. 
We hope that reports like GEMS5 help 
increase awareness among treating 
physicians and policy makers to place 
an adequate focus on Cryptosporidium 
as a pathogen among the immuno-
competent.
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Growth pledges need to be tracked. 
Will the pledges materialise? Will 
they be spent on the right things, for 
the right people? And will nutritional 
status be improved? All of these steps 
require strengthened accountability of 
nutrition actors in government, civil 
society, and the private sector, and 
most importantly in countries with a 
high burden of undernutrition.
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Diarrhoea in children 
and Cryptosporidium
Uma Natchu and Shinjini Bhatnagar 
(July 20, p 184)1 are right to be 
enthusiastic about the Global Enteric 
Multicenter Study (GEMS),2 but their 
comments about Cryptosporidium are 
misguided. They state that hitherto 

Authors’ reply
We agree with Paul Kelly that 
Cryptosporidium is a well described 
cause of diarrhoea1 and failure to 
thrive2 in non-immunocompromised 
children, and we also agree that the 
idea that Cryptosporidium diarrhoea 
is restricted to immunocompromised 
children should be outdated on the 
basis of the evidence. Yet, physicians 
do not sufficiently investigate 
for Cryptosporidium as a cause of 
diarrhoea in immunocompetent 
individuals in India.3 Despite its 

Immunisation against 
meningococcus B: the 
case of Spain 
4CMenB vaccine (Bexsero, Novartis 
Vaccines and Diagnostics, Siena, Italy) 
was buried before birth in Spain, as it 
was in the UK.1 Despite the approval 
by the European Medical Agency, 
the Spanish Agency on Drugs and 
Health Products (AEMPS) decided 
to restrict the use of this vaccine to 
hospital use only—whatever that 
means—until they established specifi c 
recommendations for its use.2 AEMPS’s 
report was released 2 months later, 
and restricted the indication to the 
control of potential local serogroup B 
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