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Identification of Nutrition Programmes and Projects®

-DR: B: N- BAIDYA

_ A. PROGRAMMES:
WHY ?

- Development planners are increasingly confronted with problems of socjoeconomic.
development and economic solutions have alone proved less effective, more and more
emphasis is being given to efforts to improve quality of life. Improving nutritional
status is an important component of any effort to improvc quality of life, especially

for the poor.

Humean capital is one of the most important factors in developmental efforts, not only
as auser, but also as a‘resource; as a nation’s human capital potential, malrutrition

affecting them has serious development implications,

With the alarming population increase and corresponding food shortage, food and
nutrition problem is coming more and more inthe front-line thinking of planners,

politicians and economists alike.

International agencies and bilateral agencics are showing increasing interest to support
programmes of nutritional development as they are shifting emphasis towards promo-.

ting social wellare as well as economic development.

Conceptually, three stages can be identified in the development of nutrition

rogrammes:

Based on the author'’s paper at the “National Nutrition Policy and Programme Seminar” at
Pokhara in September 1778,
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¢} Chinical and Medizal .

w dingsose, treat the causs on individual basis, s back-dzri, xerophathalmiy o, $
)

) Preventive and Public Health :

protein supplements, feed supplements, school [eeding, Vitamin A & D, cle.
¢) Developmental @

mulii-secteral ¢fforts for introducihng miciventierns at approjuiate levels in requip 7

measures a3 an inicgral part of ihie toral development elforts for the upliftmen gf
the sociely,

AT

TS

L . . . H
[t is highly desirable that the always complex and mulliple factors responsible fodd

OEE

malnutrition be appreciated and understood ar ali leveis before any concerted astion can
¥y

be planned, imnlemented and followed up. - H

Perceptions of the nature of the nutrition problem have changed significantly  in recent

years. Past approaches have largely sought techmological answers Jike increasing agsicubural

NG IR TRATAAR

produstion or developmant of low-zost proteio fands, but insreasingly solitions of sosio-

gconomic~potitical nature are being souzht to reduce malpuirition.

Muti-faceted nutrition programmes coordinating activities in the agricultural, indus-¢

Ao R, TS )

trin), heaith, education and social welfare sectors as well as direct and indirect mieasures

{employment and income peneration) measures should be undertaken.

R

The primary need is a political one: a full-fledged committment to the cradication
of hunger and malnutrition that includes acceptance of the implications in terms of changes
in planning and decision making.

A iRk

P

The primary concen of food and nutrition policies must be to improve the

RS

quality and guantity of food consumed by those inadequately fed, and to remove those health

and environmental factors closaly associated with malnutrition,

Sectoral activities have to be oriented towards a deve'opment pattern that would. g

ensure the reduction of mainutrition simultanvously with the achicvement of other M

development objectives.
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SOME IMPORTANT CONSIDERATIONS FOR WNUTRITION PROGRAMME
‘DEVELOPMENT -

I

i) Demographic considerations
if) Public health considerations
jii) Economic considerations
‘iv) Human consideratio.s

v} Socio-cultural considerations

) Demographic considerations :

a) d:pendants’ proportion- the number of 'dcpendanis’ are defined as children under

15 years plus people over 60 years. This amounts to about 55 percent in Nepal,

The greater part of the dependants are children who are more expensive to care

because they have to be educated and because it coststo keep them healthy.
The proportion of adult producers is low in relation to the number of consumers.

b) rate of population expansion- with an annual rate of increase of more than 2%,
the population is expected to be doubled in about 25 years. This demographic
explosion may produce a serious population imbalance between numbers and t"obd
production. Even if the population growth remains atthe present rate, this means
production must be doubled during the period in question, apart from the ‘need

to cover the gap between present production and requirements.

) Public health considerations :

the health status of a population is very closely related to nutrition status. Without

improvements in the nutritional status, it is not possible to improve the health status.

Reduction of morbidity and mortality is possible only when nutrition prograﬁlﬁcs
are launched and make their contribution towards the lowering of infant mortality
¥

. vaternal mortality ina community. TMR & MMR are very sensitive indicators of a

: community's health and nutritional status.
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Economic considerations -
when nutrition is considered from the national point of view, ithas © be borne |
n

mind that the productivity of ill-fed, undernourished population is low, consequc“uyf :

Py
St

Ce i

the output of work, energy and drive is low.

The severe degree ol malnutrition is associated with signs and Symptoms of mentaj

TR

&y

retardation. It is nol clear how much mental retardation occurs in a mild degree of
malnutrition, but nevertheless, nutrition status is inercasingly considered as having gz i

impact on the jevel of mental development.

Human and Sacial considerations :

one of the most important comsiderations is human side ot the problem. [t js 4
disgrace on present day civilization when man has rocketed into the moon and g
much of technological breakthrough has occured thal a large majority of the popula g

tion do not have access to food and nutrition.

Socio-cultural considerations :
food habits, feeding habits, cultural patterns are very diflicult to change and can be

an impediment for implementation of nutrition activities.

PLANNING PROBLEMS AND NEEDS

Problem is to strick the appropriate balance between nutrition objectives and other
development objectives.

Techniques for nutrition planning and policy formulation are in an early stage of
development and confront planners with considerable difficulties. _
Need for improved approaches to problem assessment, considering malnutrition within -5
the broader context of poverty and.inter-sectoral nature of food and nutrition policies .

Need to define nutrition problem in operationally meaningful terms.

ORGANIZATIONAL NEEDS

The multi-sectoral nature of malnutrition policies development and programme iniple-

ST

mentation calls for institwtional arrangements in planning and decision making,

=

2

The customary sectoral division of nutrition responsibilities is not conducive to effective

.
P,

Ph

policy formulation,
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g A food and nutrition planning body can best function with a small multidisciplinary

-B. MALNUTRITION :

For effective intervention programmes, causes of malnutrition have to be understood:

CAUSES:
Three main groups- of causative factors cun be described:

Dietary- three major causes can be noted-
a) Insuflicient intake of food causing hunger and consequent under-nutrition,
b) Qualitatively inadequate food causing nutricnt~specific malnutrition.

¢) Secondary malnutrition as a consequence of illness, infections, environmental,

Insufficient intake can be due to :
a) poverty- food cannot be bought
b) non-avai'ability- agricuitural failure, unfavourable climate or season, defective
market mechanism and distribution
¢) lack of knowledge- food may be available bur not given to those who need it as
‘ for example, pregnant and lactating mothers may not be given
legumes, vegetables etc.

Infections- infections disease which are very common and especially occur in the
vulnerable ‘child’ age, where resistance is low, creates more demand for
- nutrients, but because of poor appetite, vomiting, diarrhoea, diet restric-
tions, etc. produce malnutrition. Pzzfasitic infestations form a major factor

of malnutrition in communities with a low state of hygiene.
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3. Socjo-cuhiural - breast milk separation
— when-length of breast feediug

- gradual or abrupt

1

weaning of food

local pattern of eating, food preparation, food taboos, cooking, et

Considerations of age grouping:

Age grouping

From nutritional requirement considerations, children can be classified in the fo)
owing age groupings:

1) O - 6m: breast feeding, gond growth, weight gain

ii) 6 — 12m: breast feeding continued: quantity no longer sufficient as the infant grows
in size: insufficient quantity of carbohydrates with little protein and
vitamins: placental immunity in decline making him susceptible to var-

iuos infections

i) 1 — 3yr: breast feeding may or may not continue: amount of protein small:
diet, ill-cooked, indigestible and predominantly carbohydrate: continuous

infections and parasitic infesrations.

v) 3 - Syr: degestibility increases, resistance increases so if food available in the

family, he may start growing.

II. MEASUREMENT OF EFFECTS OF MALNUTRITION:

Assessment:  Stunting and Wasting -‘
1) » . . ' et i'
The nutritional status of an individual must assess both past and present mainutrition.

Long standing poor malnutrition produces chronic growth failure manifested by deficient

height whilst recent malnutrition produces loss of body mass.

The duration -of malnutrition can be assessed by the Stunting of the child, (hat meaas
weight or height deficit for ages preferably the latter, Stunting is considered to reflect -

the cumulative effects of past malnutrition.
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The severity of the prosent episode can be judged from wasting, that means weight

3 deficit for height; was:ing is associzted with a marked decrcase in the weight per unit

Expressions of siunting and wasting permits the grouping or classification of mal-
ourished children in well- chum.d categories.
The use of such numsircal indicators on the adoption and mlernal:onal acceplance

of reference for height and weight by age and sex.

Difficulties, however, arise when anthropomelric standards derived from population
':;in industriatized countries are applied to children in developing countries. Hence, value
1j}1.1dgc|11c'1t or conventiional limit appears to be the only way of defining the dividing
'ilincs between what isto b: considered as reflecting adequate and inadequate nutritional
sta‘us.

“ There have been a number of approaches for estimating the total popu'ation %flected by
: 'mulnutrition.I-lowever, as it is easier to measure {(a) Failure Or Growth, (b) sickness and
—Hcath of children resulting from or associated with malnutrition, the main indicators of a

§ Riutrition problem in the community are

a) the number of malnour.i'shed chitdren, and

£i b) the high rates of child mortality.

g  The most useful data for assessing the nutritional status of children are those assessed by

';m:ighl and height at a given age. The available data and analylical. techniques provide only

rough idea of the magnitude of the nutrition proﬁlem. The assessment of nutritionul status

_ilnd the classification of malnutrstion are fields in which considerable discrepancies cmst

i .'-‘ aps in 1mrortam mfnrm'mom have given rise to major dls'igrecmems about how large lhc
-'_,roblcm is, how to percenx the problem and theiefore, gaps and disagreements are an.

pediment to action. When urgent action  needed, they should not run the risk of imino-’
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1. METHODS FOR MEASURING NUTRITIONAL STATUS

i) Clinical- findings of malnutrition are generally non-specific. Malnutrition mygy w
- . - - - . '

prolonged and severe to produce obvious clinical signs. Even in siuatiogg?

where mainutrition may be a severe problem, specific nulrmoﬂal

deficiencies may be difficult (o recognize.

The non-specific nature of the positive findings do not indicate that deficienciey: ‘{

P
do not exist, rather they point to the nced for supporting information to confirm cllnlcai 51%‘

trapressions, wri)

and health posts.

-~ nutritional and nutrition—related illness — O.P.D. and in-patient records.

personnel, especially selected and trained and supervised by a competent mcdl- i

cal officer.
- this should bz designed to collcet the mast characteristic signs of one or several - :
- . . .L*'-’
nutritional deficiencics. See Appendix B. Y

3. Detailed ecological surveys— this should relate to a nutritional disease which g}‘

assumes importance because of jts prevalence, seriousness or problemsit %{
presents, eg. Goitre e ,.

- classification. Waterlow classification.

iii) Food consumption survey- food consumption survey is 2 useful method which can be f}f

ety
co-related to the nutritional status. If is extensively used. ”‘ i

,tﬁ_
However, it has its limitations. It has to be recog

. 4 ,9;‘
nized that some variations in the food coms \mm\lﬁl“i

can be due to such causes:
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1. Social-the distribution of caloricsin relation to necds within the Tumily is

unequal and is particularly unfavourable for the vulnerable groups

prejudices
taboos
To meet certain exprnses such as marriage; etc. farmers must often sell a
part of their food crop immediately alter harvest.
2. Seasonal-the lack of rainfall and damage due to pests and discases—_poor

crops-seasonal famine,

3. Food balanc: sheet—estimated supplies of different foods within a country
(or region} are wansiated into calories and hutrients to determine the per
capita amounts availab'e for human consumplion, after taking account of
losses and other wuses. Supplies are then compared with recommended
standards for that country in order to obiain an estimate of the total nutritio-
nal gap. Thereis tremendous ﬁroblem of date and information collection. Tt
faiis to take into account effects of income distribution, regional and seasonal
variation cic.

4. Consumer expeaditure survey—it utilizes a combination of income distribution
data and information onconsumsr expenditures. The latter often indicates
how much and what kinds of food is purchased at specified levels of income

or expenditure,
Data availability and reliability is again 1} 1‘1(b.‘(m.lll fzils 1o t:ke irto
account effects of differcnt cooking methods ete. that has effect onability to

food wtilization,
AVATLABLE INFORMATION ON STATE OF MALNUTRITION TN NEPAL.

Sources of references:

Nepa! Health Survey, 1965-66, N. K. Shak and R. M. Worlh

“National Food and Nutrition Improvement Policy and Programme” P. N. Sengupta,
FAO, 1973.

Nutrition Survey in Nepal, P. Pourbaix, WHQ, 1974,
Endemic Goitre in Nepal, HMG Paper for WHO Seminar, New Delhi, 1967.
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5. Assignment report on Goitre  Control, Nepal,
Dethi, 1970.

6. Assignment report on Maternal and Child Health, WHQO, New Delhi, I Van Dijk, \968%%
Nepal Nutrition Status Survey, USAID/HMG NEPAL,CDC, ATLANTA, 1975, 1;\.’:

1. PROTEIN-ENERGY MALNUTRITION

All rzparis mantion the high incidence of protein-encrgy malnutrition am'ong_ lhe 3
child population in the country, although the parameters ussd for assessing the exten oi}[’ 4
such malnutrition has varied considerably. However, the date and their trend lead one lo%;
conclude that child malnutrition is the most glaring problem in the country and protcmgq

energy malnutrition is the most predominant type.

r") The following table gives the overall picture of PEN among 6 to 72 months infants and_
children 'in Nepal according to Waterlow classification using a combination of hclght fo%"'i\
age and weight for Lieight; this method is much refined one and is capable ofdisun“u:shm;

between acute and chronic state of malnutrition. This table is exirocted from the Ncml»

Nutrition Status Survey, based on a sample of 6578 children from 219 sites: (USAID/H MG/

i,

CDC Survey). :,
Optimal Sample Survey Sample {3
799/ Normal 45.3/.
18.2-/. Stunting 43.141.)
1.2/. Wasting 2.8/)-54.7/.
0.6-/. Wasting & Stunting : 3.8
000,

Region-wise date from this survey is presented in the next table.

below 909 of Median }leioht for-age by Geo—Political Dlwsnon
Weight/Height Height/Age

1. 80/ ). .90
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of NAS Median  of NAS Median

Total Country ’ 6.6/ 5197, ,
Development regions

Far West ‘ 1.1, 555,
West L 35.3/.
Central ' 7.7+ 49.6/.
East . 6.0/, 48.5/.
Terrains ’

Hiits . 581 55.5/.

Terai ' 8.7 45.1+.

Sub-Terrains
o i

Far West-West Hills ' 6.3/ 55.9+/.
Far West—West Terrai 7.2¢/. 47.8/.
East-Central Fifls : 517 55.0¢/.
East-Central Terrai, 9.3-/. 44,0/

Sub—Régions

Far West Hill 7.6¢/. 56.8-/.
West Hiil ’ 5.3;/. . 552
Central Hill | 7.0/, 54,7/.
East Hill 3.2+ . 554/
Special Group 1.9/ 18.8/.

Based on weight for age criteria (TAP standards), the following table gives the overall
picture based on sample of 1044 pre-school children from 17 areas (Pourbaix), and another

sample of 6562 children Trom 221 selected sites (USAID/HMG).

USAID/AMG
Pourbaix 1975 using 1AP

standards

Normal 30/, 29.3/.

Ist degree malautrition 29+/. 41,5/,

2nd degree malnutrition (needing careful watch) 25.4:1) 24.0:0)

. ’ 41/, 29.1+/.
3rd degree malnutrition (needing treatment) 15.6'/.) (5.11)
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Based on weight for height
obtaiged:

Normal
Stight deviation (90-99)
Needing careful watch (80-39)

Needing treatment {below ?0)

criteriz on these two samples, the following Tesulls gy,

USAID/HMG
Pourbaix 1975
12,1/, 12.6+/.
3.0/, 4}.5¢,
37.6:/. 322 1.
37/,
19.3+/. 6.8./.

47,

The incidence of clinically established cases of PEN like Kwashiorwer or Marasmug or

their mixed typesin the community indicate the severity of incidence. Clinically established

cases, though few in number, are- the ““tips of icebergs™ and atleast 10 times more would be

the number of those children who might escape clinical detection but nevertheless are in 3

dangerous situation.

b} Prevalence of clinical PEN cases, such children at risk of death needing nutrition '
rehabititation or hospitalisation in 17 different areas where the survey was done according
to Pourbaix is dzscribed in the following table:

Area

—————y

West Mountain (J umla—rur.al)
Kathmandu Valley

East Hills (Ilam-rural)

East Terai (Saptari-rural)
East Terai (Biralnagar-urban)
Kathmaodu City

East ills (Jlam-urban)

Prevalence of Clinical PEM -},

Tolal of 17 places

10.9 /.
7.4,
67/,
32/
2.9+,
104,

0/.

The incidence of clinical PEM to the extent of 5.2+, is very alarming.

Incidence of 3rd degree malnuirition to the extent of 15.6°/. is also very alarming.

2. Endemic Goitre and Cretinism

Endemic goitre and associated cretinism and deaf-mutism is another nutrition deficiency

condition of serious magnitude in Nepal that should cause concern ta everyenz, although

30
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endemic goitre has attracted some attention due to glaring physical deformity, the problem
is more serious with mental retardation, cretins and deaf—mutes.

Nepal Health Survey, reports 57°f. prevalence amongst 6957 population who were 13
years old and above-out of atotal survey of 7466 population the- incidence rate in 8 out .
of 19 villages was more than 19+/. while in two viltages it was 100-/..

Ramalingaswamy ¢t al reports from children population 9-14 years, 1007/, ingidence

in Trisuli and 88/, in Jumia. The mean iodine content of water in'these areas was found to
be 0.111 mcgmy/litre of water as compared with 0.205/mcgm/litlje of water in endemic areas

in Bihar state of India and }.25 megmy/litre in the endemic areas of Sri Lanka,
Other surveys and studies also mertion the high incidence of goitre, cretinism and

deaf-mutism.

3. Nutritional Anaemia
There are few reliable informations on the extent of anaemia problem but in view of the

widespread hookworm infestation, this seems to be of considerable significance. The Nepal

Nutrition Survey reports the-following results of hacmoglobin estimation:

Age group ‘. of survey population
Low . _ Normal
-(less.than 10 gm) {more than 10 gm)
Hg per 100 m! .
1} 6-23 mths, . 195, 80.5-/.
i} 24-7 mths. . 25.9/. 74.1+f.
(less than: ligm) {more than 11 gm)

Hgper 100 m!

Age specific haemoglobin criteria is adopted from. Ssuberlich, The increase in Haemo-
globin valucs with ageis exbected.- The criteria for diagnosis of anaemia are established
as a haemoglobin level less than 10 gm 100 ml. for children 6-23 months and lower
than 11 gm 100 mi., for children 24-71 months.

Anaemia is an important problem among rural children 6~71 months of age and
probably reflects iron deficiency. The true dimension of the problem will only be real-

ized when the incidence of anaemia amonast pregnant women is determined because

they sre the most vuinerable ones.
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4. Vitamin A Dificiency ' ‘
Some reports including findings of Dr van Duk from records of M. C: H: C ‘

in Kathmandu valley mention vitamin A deficiency of major pubilc health |mpon ‘

D. INTERVENTION PROGRAMMES !

: \
There is more relevant date available for nuirition problem analysis than‘.l

people realise, although the date may be sometimes scattered. Therelore develop ‘
of a planned approach towards nutrition policy planning, programme development !‘
project identification and implementation need not and should not be postp'oned\ ‘
Intervention programmes have to go beyond the conventional health or agricw ‘
boundaries because the causation of malnutrition as already discussed are deeply 1o
tnthe perpetual syndrome of poverty-Ignorance-malnutrition-disease {ill-health) and d¢
In ather wotds, matantrition is not a clinical disease. It is a social disease becaus
is.man made, it is more than a diseasein that itreflects a soctetal phenomenon. Tl

is no drug to solve, treat or cure malnuirition. There is no vaccine to preveat i

Malnutrition exists, to the extent that food intake fails to match the body's bi
gical demands, It may be in the form of deficiencies of protiens or calosies, Vitun

particularly A and D, B complex, minerais, pal:ticularly iron and Yodine etc. But

practice, mrinutritton is always associated with mwre than one deficiency, and theca
is always multiple.

Therefore, intervention programmes are changing emphasis  from sectoral

multisectoral programmes and aiso from such gencral programmes like feeding programn
to school children to composite programmes especially directed to the critical age gro

of 6-36 months, and pregnant and lactating women.

This does not, however, mean that the health secior does not have an imporia
role to play in the control of malnutrition. Tt does, but non-food factors play 2 defini

role in the occurrence of malnutrition. As for example, had sanitation and infection a
responsible for creating a state of malnutrition. Move than thai, it is the lack of knov
ledge, education, a perpetual state of poverty whichis at the root of malnutrition. Sg
the interventions int the health sector can be effective only as a component of a mof
comprchensive efforts of social development. In other waords, health mtervennons canb
only complementary to more fundamental measures aimed at the reduction of poverty

|
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o

“s futile to cxpsct any noticeable mm.ovenmt only thrugh health efforts unless sn.tfi‘-

nt efforts are also made to alleviate the underlying causges of poverty, ignorance and

w—ﬁ%

oc-ml inequality. But, there is n» defying  the fact that health has a major responsibility,

; .
Ty
S

ore than that, it has to stay as a watchdog.

i) Mental - diminished learning capacity and mental retardation.

5, jii) Economic - reduces preductivity and working life,

It needs to be emphasised that the primary causes of PCM can be overcome only by
rs?51gn1ﬁcant changes. in the socio-tconomic - characteristics of the community. Tnsuficient
' purchdsmg power is one ol” the miain probloms that need fo be tackied to make any

faappreciable change in the scaracis of PCM.

As already mentioned, malnutrition is dhw ays multiple in causation; so, an examination

e

'.oflhc interveations Sh()W:, that any specific intervention may have a critical, but, of itself,

ltmlted or insuflicient role in conttollmg malnutrition. For emmplu, cléan water supp]y,

_mcludmg community vitlage voluntcers) must assist by
.{— edacating and motivating the mother on the continuous - need for clean and safe

iwater in the care feeding of infants

'% « - - - .

g- educating the family including the mother in the need for and way to carry and stores
'E.ﬁ'rclean water from its source to home

%~ assisting and providing oval rehydration therapy.

It is therefore imperative that the interventions be analyssd in sucha in‘er-iclated
manncr
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The interventions have to be related to the determinants of the nutritional statug, The »

b

accompanying diagram (1) on the determinants of the nutritional status clearly lllustram’
.!. )

tne diTerent factors and their relationship to food consumption and biological utilisatjos

which are the primary dcterminants of the nutritional status. It is thus possible to sPeley';'.‘
in clearer terms the intervention programmes that are necessary and feasible to develop aud r

to relate one intervention to another ina meaningful way so that it is possible to achlevé}ﬂ'
a specific objective. : %

e '-‘*.

'9

There are direct intervention as well as indirect mtervcnuons that can be carried out i ln

clear out ways by individual sectors in a coordinated way. The accompanying diagram (2) g
attempts to point this out. '” ";f

-

iii) governmental policy interventions on food, land reform, food industry and social welfarc \
etc. having direct and indirect influences,

The major nutritional problems in NEPAL like PCM, GOITER etc. can be attacked ia: Q"c

different sectors by developing and coordinating sectoral programmes in Health, Agncu]turc, .
Education etc. This is :IIustraled in diagram {3). ;

Specific projects in the form of activities can be formulated in each sector as a follow up“ ;

of above. As for example, in the Health sector, these projects have been mentioned in thc n;'r
accompanying diagram (4) which outlines the various activities at different levels of heahh ‘
\ i

services to achieve a specific project objective.

===
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curriculum at all levels, specially

primary
Health carc programs
Environmental sanitation

Family Planning

Improved Agricultural  technology,

techniques, seeds and crops
Food

—Transport

—Storage

—Trade
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( Diagram 3 A)

Healtn Services -

PREVENTION

TREATMENT

I, S

B. ENDEMIC GOITER,

CRETINISM AND

DEAF-MUTISM_

* Use of Iodiséd
salt

Injection of Iodi-
ne in oil ( Depot
Jodine } in areas
where goiter is
associated with
high prevalence of
cretinism and deaf
mutes & mental
retardation.

* [odinre and Thyrod

hormone prepara-
tions.

)

PREVENTION

TREATMENT

C. ANAEMIA

Education of
mother regarding
need and use of
iron containing
appropriate foods.

* Prevention against

Hookworm

Specific treatment
available

-Iron therapy
-Iron rich food

~Treatment
against
Hookworm
infestation,

o S










