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1.1 INTRODUCTION

The rapidly changing global trends in the area of food consumption patterns, lifestyles
and environment have a tremendous impact on the nutrition and health profiles of the
communities. Though today’s consumer is much better informed about various issues
relating to his health, the information explosion also adds to the confusion in making the
rieht choices and staying clear of misinformation and misconceptions. Therein, emerges
1h:§ need for professionals with sound knowledge to ensure proper nutrition and positive
health of the people they serve. This need is being felt more acutely in the current
health scenario prevailing all over the world, though the specific issues may vary from

country to country.

In this unit, we will learn about concept of public nutrition. We would lcarn as to what
public nutrition is all about and why do we want to study it? We will begin by explaining
certain terms used in the area of public nutrition. We will also learn about the concept
and essential component of health care and its delivery. This will help us to understand
the role of public nutritionist in health care delivery.

Objectives

After studying this unit, you will be able to:

e define the terms nutrition, health and public nutrition,

e discuss the concept of public nutrition, its scope and future projections,

e explain the concept of health care and the three different levels at which it is
available to the community,

describe the health system as it operates in India,

describe primary health care and the various components of primary health care.
and

e define the role of the public nutritionist in health care delivery.
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it have studied about the concept of nutrition in the Advance Ny
Y(;l;:;‘.l(l;u)‘ We will just review it here. Nutrition may be defined as
}(I)\ml and il.; rq!ulinn.ship to health. Tt 1s concerned primarily “‘llh the P:fn played by
nutrients in body growth, development and mamntenance. Good nutrition Means,
“maintaining a nutritional status that enables us to grow well and €njoy good healgh -
The subject of nutrition 1s very extensive. Since our concern is with community aspects
of nutrition. it is paramount to understand the other two terms e health and public
nutrition. Let us try to understand what health means.
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The most widely accepted definition of health is the one given by WHO (1945, in the
preamble to its constitution. Box | gives the WHO

definition of health
Box 1

WHO Definition of Health

It states “Health is a state of comp

lete physical, mental
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absence of discase or infirmaty,”

and social well being
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You must have . . o .
nutrition” and “international nutritjon” S l']um"m']" iy il
estiblishad i et l.llllt)n The concept of public nutrition is already

(_3 under these study arcas, so then why do we want to have a separate
cogrsc of study. We want to do this so that we develop clarity on our objectives and
action and be effective in improving the nutrition situation of the population. Let us
start with the concept of public nutrition. )

heard of various study arcas like’

1.3 Concept

It is widely quoted among applied nutrition professionals that “nutrition is not a
discipline 10 be swudied: it is a problem 1o be solved.” If this is true. then by

definition, solving nutrition problems requires multidisciplinary cooperation. The study °

of nutrition crosses boundarics from the most basic of laboratory sciences to an
understanding of global, economic and political interactions among nations. It is important
for you to understand that nutrition problems in developing, as well as, developed
countries cannot be solved in the laboratory or clinic alone. The constraints to populations
achieving nutritional health fall in the economic, social, cultural and behavioural realms.
Some of these are: the lack of access to food, its inappropriate distribution among and
within households, and maladaptive food and health practices. The skills and knowledge
needed to help address these constraints are quite different from those of the laboratory
scientist or the medical practitioner. They require a different kind of training from that
associated with the science of nutrition.
In a !l996 letter to The American Journal of Clinical Nutrition, Mason and others
suggested the name “public nutrition” to define a new field encompassing the range
of factors known to influence nutrition in populations, including diet and health, social,
cultural, and behavioural factors and the economic and political context. Thc suggc.\?tion
was based on the perception that the field already exists de ﬁu'l.n. h.ut that its recognition
as a legitimate ficld of study would allow cdu' ation u.nd prolcssmnz‘ll dcvt.jl(‘)pmcnt to
be more explicitly focused on its objectives. L.lkc puhh-c hc_ullh, puh!ncl nutrition W()l.jld
focus on problem-solving in a real-world scll.mg,, mukmg "f.by 'dchm.l'm'n, an uppl}cd
field of study whose success is measured in terms ol cffectiveness in improving
nutritional conditions.
The recognition that nutrition solutions often lie outside the domuin‘u'l' j‘.nulrilion"l/;]c;:
se is not new. More recent approaches h:n{c bccn‘ puscd on lhc. .1.s.sum.pnorf .
nutsiti blems will be solved by incorporating nutrition concerns into a Wl.dc v.u.r.lct)j
nutrition prob ; i s . . ‘ -
Ceeinlines as they are translated into action, for example, when consumption
ofdlseighines axitiey e alture wolici . This approach is correct if it can be made to
are integrated into agriculture p()llClgs: 1S Ln])]'vl(-)fc 2 5 s 9] e
sl it is dangerous because nutrition then risks being the responsibility .
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Let us now study the future projections in the arca of public nutrition.

1.3.3  Future Projections -

We discussed ¢

arlier that the field of public nutrition h
althoug

h not by this name. A heterogene
traming and career paths, working in applied nutrition programmes
to shape the field, incrementally, through dedication

a continuing supply of such persons. albe
s acknowledg

as existed for a long time,
ous network of professionals with distinet
and policy, continues
and effort. Although the need for
1t with more targeted and appropriate training,
ed widely. funding for the preparation of such individuals is increasingly
scarce. A comprehensive effort in public nutrition would need 1o address appropriate
traming to a critical mass of hey individuals at cach level of a country. Such a
pmgm;nmc could achieve significant improvement in nutrition and create the
and institutional capabilities to sustain positive nutritional gains well into the
century.

human
twenty-first

The appropriate training of applied nutrition professionals to work at the
and policy levels hence. needs to be supported
to fund this set of training activities will play a significant role in enhancing institutional
eltectiveness, strengthen regional capacity for providing ongoing human resource
development, and contribute to the establishment of sustainable training programmes.

Thus. we can appreciate that. as the field of public nutrition gains incre
there are more and more opportunities for professionals in the
and disseminate their work in the academic community. There
food policy and programmes and nutrition Journals now conu
devoted 1o the policy and programme

programme
and recognized. Organizations prepared

asing recognition,
applied field to publish
are journals devoted to

nonly contain sections
applications of nutrition science.

Check Your Progress Exercise 1

1. Define public nutrition.
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In the next section, we would now learn that nutrition is an cssc.nl\i\ill(l3 ;,(::ng:)cr;a?:
health care, so it is essential for us to learn what hcalth care mcanst; < u{.r =
how health care is delivered in our country and what is the role of public n S

in health care delivery. Let us begin with health care.

14 HEALTH CARE

Earlier in this unit, we learnt about the concept of health and what we unde!'stand by
being in good health. Now we would learn about importance of imparting good

health to people. We will study about concept of health care, levels of health care,
primary health care and how health care is delivered in India.

Let us start with the concept of health care.

1.4.1 Concept of Health Care

We arc aware of the fact that health is a fundamental human right. Thus, it becomes
imperative for the State to assume responsibility for the health of its people. In order
to achieve this objective, national

governments globally are engaged in providing adequate
health care to their people. Further, there are continuing efforts to improve these
services.

Box 2 gives the definition of health care.

Box 2

Definition of Health Care

Health care involves much more than Just medical care
as ** multitude of services provided 1o indiy
of health services or professions, for the purpose of promoting, maintaining,
monitoring or restoring health.”

and can be defined
iduals or communities by agents

Medical care, which is by and large seen as the dispensation of service
themselves or rendered at their instructions, thus becomes
care services. Health care services are usy
primary care, secondary care and tertiary

s by physicians
a part of the total health
ally delivered at three levels. These are
care levels,
Let us review each of these levels in detail,

1.4.2 Levels of Health Care

Itis customary to describe health care services at three levels, i.e. primary, secondary
and tertiary, - S
—

Primary level care

This is the first level of contact of an individual, the tamily and the communijty with
the national health system. It is possible 10 dea] with most of the health problems of
the community effectively at this level. In India, these services are provided through
a network of Primary Health Centres (PHCs ) and their Sub Centres (SCs) spread all
over the country. The functionaries involved in dispensing these services include
the multipurpose health workers, village health guides and trained birth attendants

e
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Secondary level care

More complex he

it 'fz)h lh:‘k(-j"l::\nl::(:’(lcn?s’()f the C()mlx}unil)' are resolved at the secondary level

ke Prionicy HlEakh C’;rr;:hils anq the (.qmmunity Health Centres. The latter are

Block level. Thc' e r}:\‘ lv«ll]’uch provide a variety of specialist facilities at the

i s s i Bt d,. ealth Centres also act as the first referral level. This
can irected to the next level of health care facility without first

going to the district level hospital.

Tertiary level care
This is the highest leve i
highest level of health care available to the community for dealing with th i

maost complex health probl i s s
oo Tn-’-l‘ = ealth problems. ‘:‘\thh cannot be solved at the primary and secondary
‘-Tf'di'fal (} ‘];1 'l'llmlfmj involved in providing the requisite facilities and care include
:d n:i (;h .: ege Hf)ﬁpltfxls. All India Institutes, Regional Hospitals. Specialized Hospitals

wther Apex Institutions. These institutions have highly specialized health persomiel

who dispense these services.

shows tbrec levels of health care. First level-Primary health care includes
sventive and basic curative health services, second Jevel includes general
rtiary health care includes specialized hospital

Figure 1.2
promotive. pr
hospital services and third level at te

services.

Ternary health care
l~;‘r.".l..|ﬁ~cd hospital)

Secondary health care

(general hos pital senice)

Primary health care
(promotivc, presentive and

curatnve

hea wis, 0 <
aruF wtellite clinies)

~diC

¢ls of Health Care

n the developing countries, who
the concept of primary
bout the concept
he international

Figure 1.2: Lev

n this world. especially i
ary health care,
We will now study a
of primary health care and its essential s as discussed duringt
on Primary Health Care held at Alma Ata. USSR. 1978¢

Since there are many people i
do not have access 10 adequate and quality prim

health care has received world wide attention.
componen

conference
1.4.3 Primary Health Care—
Health Care held at Alma Ata, USSR. 1978,

| conference 0N Primary
{ of primary health care as the most effective

focused universal attention on the concep

means of achieving an acceptable level of health for maximum aumber of people in

the community. Tt has been defined as: “Fssential health care pased on practical:

scientifically soufd and socially _acce )ral)chrtetlr()ds and_technology made
famil.\' in the community through their

universally accessible 1o individuals and

full participation and at a cost that the community and the country €an afford
maintain at every S1dge of their development in the spirit of self dererminaliun".
ry health care becomes & practical approach 1o provide essential
all the members of the community with their full
h care rest on equitable distribution of
priate technology and community
participation. Though all factors arc responsible for successful implcmemalion _"f
primary health care activities. community panicipution is perhaps the cruc!
determinant of success of any dc\‘elupmenml programme. It is the process by which

The internation2

117

Thus. defined, prima
health care at affordable cost 1O
tenets of primary healt

panicipation. The basic
| coordination. appro

resources, intersectora
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individuals and families assume responsibility for their own health and welfare and for
those of the community and develop the capacity to contribute to their and the
community’s development. The declaration of Alma Ata conference on primary health

care is highlighted in Box 3.

Box 3 Declaration of Alma Conference

The declaration of Alma Ata stated that primary health care includes at least:

¢ Education about prevailing health problems and methods of preventing and 4
controlling them.

Promotion of food supply and proper nutrition.

An adequate supply of safe water and basic sanitation.
Maternal and child health care., including family planning.
Prevention and control of endemic diseases

Appropriate treatment of common discases and injunecs. and

Provision of essential drugs

As you may have read in the declaration. mdividual countries could add on more
services to this hist, but this is the minimum basic health care to be provided to the
population. Indian government has pledged itself to provide pamary health care to its
people by signing the Alma Ata Declaration

Figure 1.3 gives essential companents of pnmary health care and restates that the goal
of primary health care s 10 provide comprehensive services 1o actual peeds and
pnontes of the communities at an affordable poces Immunization, adeguate medscal
carc. supply of water and adequate sanitation, educate people about the peevashing
health problems, production of foed, supply and proper nutntion are some of the
components of primary health care as lughhehted n Figure 1 3 '

es to avtual negyd

» .l[y.! Pr

Figure 1.} Easential components of primary heulth care




G ¥ 3 cnow how health
Now that we know, what health care means. it is lfﬂ‘p()l‘l.l{ll for \:ls ;0 :nout
care is delivered in our country. Read the next sub-section and 1in ¢

1.4.4 Health Care Delivery

The challenge that exists today in many countries is to reach the whole P‘"F"ﬂ‘}t‘.(’fl ““:;
adequate health care services and 1o ensure their utilization. Rlsmg cmt; lﬂf e
maintenance of large hospitals and their failure to meet the total health nee ;‘c;‘ : r:
community have led many countries to seck alternative models o'f health ‘c:.u'e :1 l‘:e 4
with a view to provide health care services that are reasonably inexpensive and hav
the basic essentials required by the population.

Let us learn about the health system in India.

The Health System in India

The country is divided into 28 states and 7 union termtories for lhc_ purpose of
administration. These are further divided into smaller administrative units called the
districts, which are 593 in number at present. Within the districts are many smaller
demarcated units. One of them is the conmuniry development block of which there

are about 6000 in the country. Figure 1.4 gives administrative division of India around
which the health system is based.

Termtories

£

Iistrsct

Figure 1.4: Administrative division of India

The main hinks in the health system comprise the Centre, State, District, Block
village. Since, health is a state subject in India. the states have
of independence in the delivery of health services o
developed its own system of health care deliy ery
making. planning. guiding, assisting, evaluating and coordinating the work of State
Health Mimistries. Thus, it ensures universal coser
services.

and the
a considerable amount
thewr people. Thus, cach state has
The centre 1s responsible for policy

dge of the country with health

Let us review the health system at cach of the following links

Centre, State, District
Block, Subcentre and Village

Let us start with the Centre

A. Health System at the Centre

At the national or centre level the health system comprises

e  Union Ministry of Healh and Fanuly Welfue

® The Directorate General of Health Services

The Central Council of Health

1igure 1.5 gives the organs of health Systemar Central fevel
srgans of health system as listed shove. [y addition, it shows .Ilu
of Health Services has 3 Bureaus -

namely Bureay of He
of Health lntelligence und Central Education Burcay

It shows three matn
t Diregtonite General
alth Planning, Central Bureau

Concept of Public
Nutrition
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Figure 1.5: Organs of health system at central level
Let us look at each of these organs in detail. next.

®  Union ministry of Health and Family Welfare is headed by a Cabinet Minister
and a Minister of State. which are political appointments. The minister is assisted
by the Secretary in the Department of Health and Family Welfare and the Special
S'ccrcum. Family Welfare. The functions of the Ministry include those which are
mentioned in the Union List as the sole responsibility of the Centre as well as

those mentioned in the Concurrent List which are the Joint responsibility of both
the centre and the states.

®  The Director General (DG) of Health Services acts as the principle advisor to
the Union Government in all matters pertaining to medical and public health area.
Two additional Director Generals and several Deputy Director Generals assist the
DG in performing the various tasks. Further, the Directorate has three Bureaus
namely - Bureau of Health Planning, Central Bureau of Health Intelligence and
Central Health Education Bureau. which have specified roles.

e  Central Council of Health comprises all the State Health Ministers under the
Chairmanship of the Union Health Minister.

Let us move on to the state level.,

B. Health System at the State Level

nd Family Welfare is head of the Ministry4
Stry is the bureaucratic head. The State Hﬂ:“h
a Director of Health Services who is the Chief Tecbnicdl
ermnment on all matters pénaining to health. All states _'d]‘“
Bureau, which is instrumental in the implementation of ‘h‘“
ne. In addition, there are many specific health prograyg
ate health directorate. Figure 1.6 gives organization P
¢l. Some of the specific programmes which comc

are malaria, tuberculosis. leprosy, blindness control, imm

Like the Centre, Minister of Health a
and the Secretary in the Minj
Directorate, likewise has
Advisor 10 the State Gov
have a Family Planning
family welfyye programy
which come unger the st
SCIVICES al state Jey
Health Directorae
and medical care.
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Figure 1.6 Organization of health services at state level »

Ldt us now move on to the district level.

District Level of Health Sysiem

administrative areas, namely - sub divisions, tehsils, community

alities and corporations, villages and panchayats in a

ktrict. The subdivision and tehsils are progressive divisions of a district where the
s are also divided into community

hsil may comprise 200-600 villages. The rural area
¢velopment blocks which comprise approximately 100 villages with about 80,000 to

10,000 population.
heh district has an ad
Wwo or more sub divisions each in ch

he office of the Chicf'Medical Officer

Lntre to integraté all state financed health 2
ssisted by a "Supcrinlcndem for the District Hospital, a District Health Officer, 2

T

c

a

District Family Planning Officer and others in the field of malaria, T.B, leprosy, school
h

K

c

There are SiX LYPes of
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—
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ministration head as a Collector. Most districts are divided into
f an Assistant Collector Or Sub Collector.

arge 0
(CMO) of a district serves as the nerve
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2

balth etc. However, there is noO uniform pattern and this may vary from state to state.
igure 1.7 gives general organization ¢ district level and shows

of health services 4
head administrator.
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Figure 1.7: Organization of health services at district level
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Figure 1.11: Health service delivery system in india

We can conclude that government of India tries to ensure universal coverage of helath
services for all with special focus on vulnerable population.

We have learnt about the concept and scope of public nutrition and we also learnt
about health care and its delivery system in India. You might be wondering about the
role of public nutritionist in health care delivery. We will find out about it in the next
section.

1;5 ROLE OF PUBLIC NUTRITIO}IST IN
~_~HEALTH CARE DELIVERY ~

It is clearly evident from the foregoing discussion that nutrition is an important, though
not the only, determinant of health of an individual{ The root cause of many health

problems of the community can be traced to fagl}x_]y_x_lgtion. It could be a lack, excess
or an imbalance of-certain nutrients in the diet, which compromises the nutritional
———" a2 ® = B G SR S

status -lewg_l()_h_&lhh-p!pblelllf;_HCIICC. nutrition can be viewed as a subset of the

set, health. Since, attainment of health for :.1|I 1S Q univers-t\l goal of all nations and
communities, public nutrition has to be an integral part of any strategy designed to
achieve this goal. As signatory (o the_Alma M&Bion, primary health care
becomes the major upprmcceplablc level of health for maximum

number of people in the community. It has alrca.dy been. stated that the promotion of
“ food supply and proper nutrition is one of the eight basic essential services neluded
in the primary health care. Thus, we can conclude that public utrition is aiessential
‘)' e > ."’_“‘-—_“
component of health and health care.
o

e

The continuing changes in the health scenario of nations across the world present
varied and newer challenges tO the public nutrition professional who is intimately
numazes).
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@  There is a role for the public nutritionist in the national health set up at the centre

as the Nutrition Advisor and Research Officer. At the State level, they can
function as the State Nutrition Officers.

@  The public nutritionist can make a significant contribution in all the programmes

of development undertaken by voluntary, non-government organizations.

® At the international level organizations like WHO, FAO and UNICEF provide

From the discussions above, you must have realized that public nutritionist ¢

W

and programme planning. So are you ready to take on this .
Nutrition will equip you with t
public nutritionist,

opportunities for public nutritionists at the policy making, planning and implementation
stages.

an perform
ging from health promotion, curative services to advocacy

ole! This course in Public
and skills to function as effective

‘ide variety of functions ran

he necessary knowledge
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2.2 MULTIPLE CAUSE
ki Ubl&S 1 o \
PROBLEMS OF PUBLIC NUTRITION

We read in Uniy | that the fie
undcrslunding of the ¢
understand what ¢
and interaction of
The food - health
interaction is depic
levels - immedi

ko rzll:]lg(():l (:’lU:lllL nu-lri'li()n is' uniq.u.c in requiring at |’cast some
BUSES fiitFifioy ; t:lL‘.l'l\‘.lln'dn.lS of nutritional outcomes. To clcu‘rly
R dclermip-) .Lm.s. 1t is neeessary ‘.”. consider lhc.()pcru_lmn

: nants of malnutrition at different levels in society.
i conceptual framework portraying causal factors and their
ted in Figure 2.1, Figure 2.1 shows causes of malnutrition at three

ot Sl tll;: Cz'm.sc‘s, und.crl'ying causes and basic causes: Im.mcdialc causes exist

. evel, while underlying and basic causes exist at family and societal level,
respectively. The multisectoral nature of malnutrition becomes obvious when we look
at the underlying causes. These causes are numerous and usually interrelated. The
€xact causes can be identified only in a particular context. To simplify the analysis
these may be grouped into three main clusters: basic health services. and a healthy
environment, houschold food security, and maternal and child care. Most underlying

causes are themselves the result of unequal distribution of resources in society. This

disparity has to be analyzed, understood and acted upon. Causes at this level are the
basic or structural causes.

OUTCOMES Malnutrition, disability and death
Immediate 1) Inadequate dietary intake
Causes at 2) Disease

Individual Level

Underlying _ | Insufficient access to FOOl? .
Causes at 2) Inadequate mutern‘ul and ct.uld CARING practices .
Household/ 3) Poor water/sanitation and l‘nadcqualc HEALTH services
ily Level 4) Inadequate and/or in appropriate knowledge and discriminatory
e attitudes limit household access to actual resources
ic Causes 1) Quantity and quality of actual resources — human, economic
Basglc i ta‘ and organizational and the way they are controlled
in Society

2) Political cultural, religious, economic and social systems
’
including status of women, limit the use of potential resources
g

3) Potential resources : environment, technology, people

UNICEF (1998) The State of World's Children 1998.0xford University Press
Adapted from ]

¥ 2.1: Causes of Malnutrition = A Conceptual Framework

fjgure &1t :

" basic determinants extends into areas of economics, agricultural
The study of [he':sc ) d policy, and the social sciences, as well as public policy and
Y health SCl.cn-C.c :,n,io& that there are multiple determinants of nutritional problems
Eoaatins \‘d {() adopt a multidisciplinary approach to solve the public
we\)\;:;c;ill now study about the multidisciplinary approaches to solve

polic
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and accordingly
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nutrition problem

Public Nutrition:
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Concept

nutritional problems:
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5.2 HEALTH ECONOMICS

erm———=

Health cconomies concentrates on application of the principles and rules of economics
in the sphere ot health, In broad terms, it include

s analysis and evaluation of health
policy and the health system from an economic perspective. In particular, it includes

health system: planning, market mechanisms, demand and supply of health care,
cconomic evaluation of individual diagnostic and llwrupculic-- procedures,
determinants of health and its evaluation, and evaluation of the performance of
health care systems in terms of equity and ¢fficiency. The process involves
calculating the cost incurred 1o tackle the problem and the consequences, which arise
because of the problem. A decision is then taken in where to invest so that maximum
benefits are achieved with the existing resources. In general the costs and consequences
from a health perspective are given in Table S.1. It shows various direct, indirect
and rangible costs involved in managing the problems. It also shows the consequences
like morbidity, mortality and pain suffering as a result of the occurrence of problems.

Table 5.1: Cost of managing he

alth problems and consequences

Cost of managing the health Consequences of health problems
problems
® Direct ® Physical functioning

— Capital-land, ~ Morbidity, and Mortality

building - Disability
— Operating-staff, @ Resources use
overheads - Cost averted by health care system in

@ Indirect the form of treatment

- Production loss — Productivity loss averted

- Transportation @ Social and emotional functioning

- Boarding & lodging ~ Pain, Suffering, Grief
o Intangible ® Changes in quality of life,

— Pain, Suffering, Grief @ Friends and Family

Analysis and evaluation of health policy and system is important because it helps us
to plan the targeting of health resources required for alleviating the problems. We
already know that there are multiple causes of malnutrition, s0 just focusing on health
resources will not help solve the problems. Since nutrition is a determinant of health.
focus on food resources becomes very critical. We will discuss food resources in
detail under nutrition economics in section 5.4 later. Now let us review the economics
aspects of causes and consequences of malnutrition.

5.3 MALNUTRITION AND ITS ECONOMIC
CONSEQUENCES

What is malnutrition? Malnutrition can be defined as a pathological condition
resulting from a relative or absolute deficiency or excess of one or more of the
essential nutrients. From a nutritional standpoint, the condition can fall under the
following 4 categories as shown in Table 5.2. These categories are undernutrition,
% overnutrition, imbalance of nutrients and specific deficiencies of nutrients.

Table 5.2: Classification of malnutrition based on nutrient intake

S.No. Type

Nutrient intake
= Undernutrition nadequate
2. Overnutrition Excess
3. Imbalance Disproportionate
4.

Specific deficiency Relative or absolute lack of

an individual nutrient

Health Econom
and Economics
Malnutriti
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£ 3.2 Consequences of Malnutrition q\,\\\\‘\

Malnutntion manifests itself in terms of illness and death in all age groups. Children,
fregnant women. nursing mothers and elderly are particularly vulnerable to the effects
¢f malnutrition.  Let us closely look at the effects of Malnutrition in children.

defiosenay anacmia reduces

N

™

Malnutrition contributes to more than half of child deaths worldwide.

Fiity=six percent of deaths among pre-school children in the developing world are due
1

o the underlying effects of malnutrition on disease, but conventional methods of

Flassifying deaths by cause have misleadingly attributed only about five percent of child
deaths to malnutrition,

The risk of death rises as the grade of malnourishment increases among
children from mild to moderate to severely malnourished.

It was previously thought that only severely malnourished children were at increased
Hsk of dvine. but recent studies show that even mild and moderately malnourished
children :1rc»ul increased risk of death because of their poor nutritional status. On an
bverace. a child who is severely underweight is 8.4 times more likely to die from
infectious diseases than a well-nourished child. Children who are moderately underweight
ind mildly underweight are 4.6 and 2.5 times, respectively more likely to die than well-
nourishcd children. It is estimated that the vast majority (83%) of all malnutrition
related deaths worldwide occur in children who are mildly and moderately underweight
because of their total number. Programmes directed only at treating severe malnutrition,
therefore. will have only a minor impact on child mortality rates.

The synergistic contribution of malnutrition to child mortality is consistent
across populations and can be estimated at the country level from weight-
for-age prevalence data.

Analysis show that the quantitative relationship between malnutrition and mortality is
remarkably consistent across various populations representing diverse ecological, disease
and cultural environments. The percentage of all malnutrition-related deaths that occur
in mildly and moderately malnourished children can also be estimated from weight-for-
age prevalence data.

As discussed earlier, malnutrition affects vulnerable population across all age groups.
Table 5.3 summarizes consequences 0f malnutrition in the other vulnerable population

like pregnant and lactating mothers adults and older adults.

Health Economiecs
and Economics of
Malnutrition
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PEM. obesity, IDA and diet related
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Thinness, Lethargy, Obesity, Heart
discase, Diabetes. cancer, hypertension
Anacmia.

Elderly

PEM. IDA. Obesity, osteoporosis, diet
related diseases.,

Obesity, diabetes, cancer, spine and hip
fractures, anaemia and thinness.
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and lactating women, children, adults and
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other words, economic consequences of malnutrition.
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We can now conclude that loss In the productvity of individuals lead 0 2 loss In
productivity of the natioa as 2 ® hole and so padons cannot progress. This brings us

st 1nﬂ\:_\ [F..a \vh anon and nlan an vl aroan

to the issue that we need [0 assess and andd ton and plan and implemen
interventions to improve he nuinuoa situation. For doing this, we npedd 10 come up with
some indicators which can help us track changes in the SIUANON 35 WE MOVE 10N ards

our goals. We will now study about the ~indicators™ in detail

As

5.3.3 Indicators of Nutrition

We will begin our study on this topic by first understanding what we mean by an

indicator. An indicator 1s 2 “specific and measurable statistical construct for
monitoring progress towards a geal”. Indicators are used to monitor a given
characteristic (e.g. health status) of a populanon or 10 make compansons with a
different population or the same population at a different point in time. Indicators are
" therefore specific measures for assessing progress towands goals. The indicators may

fall under the following categonies:
E - I .
. Macro indicators for sector-wide moaitonng and evaluation,

2. Meso indicators for regional or cross-agency policy monitoring and evaluation,
and

3. Micro indicators for agency program menitoring and evaluation.

| Figure 5.3 depicts the three types of indicators.
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As you may have noticed in Figure 5.3, the indicators may l'il”.l"l(.'CT three Ci"C,gOricsf
Macro indicators are used at strategic levels while micro lll(llC:'l.l(N'N are uxc.d a
performance levels, From the previous sections it is clear that many lu?‘lnrs C()n-lnbugc
cither directly or indirectly 1o the nutritional status of individuals. So ch()()smg an|
indicator wil] depend on what we want to analyze. We can have indicators related |
1) government policies, 2) individual information on food/income ete, 3) food apg
nutrient intake 4) nutritional status, and 5) health status, A few of the indicators are|
enumerated below:

. Indicarors related 10 Government policies
a. Nutrition policy

b.  Nutrition interventions: feeding programmes (e.g. schoo] meals)

C.  Percent free school meals (eligibility, uptake

). is this g marker of nutritional
health or g marker of social or health incqu

alities?

d.  Food availability, ¢.g. foods stockeq in shops useq: range, a\'uilabilily

n

Food accessibility

1) Food prices, e.g. r.clau've Cost of healthjer food, money for oo shopping |
Capacity, domestjc Storage Capacity ege, SRRPIE i

|

f. Food security -Internationg] and Natjong) |
2. Food stocks- €.2. amount of eme

T&ency fooq Supplies
h.  Food subsidies

i.  Food budget standards defineq

2. Indicators ar the mdividual level Number of in dig
hupgry thmfxgh lack Qf personal foo4 Supply, amouny o uals Wl.lo have gone
percent of disposable Income speng ¢, food 4, cost of 1 1 Penditure g, food. .7
the indicators (g can be used g individu.” | SUof 1 kegp Cle. are some of

dl leve '

1.
=9 Food and nutrien; intake

4. Direct: national, regional, houge

b. Dietary diversity (may be diffe A
countries) SR thip S

ared With betweann
¢.  Food balance sheets
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Y NETIIRNE SRR

Somarkens, Arthopomeny and Enery balanee

:
N Hagdosh xhainas

3. Muorbidity and nortality rates
L)

N Maconutnents and micronutiient deficiencies

Having okad at some of the indicators. lot us now review some of the interventions
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334 Interventions in Malnutrition and Government Expenditure
or: Interventions

1y

Wo Bave srodiad about the causes of malhutrition at vaous levels. Similarly intery entions
ratmitton should be \‘er\i out at varous levels. There are several interventions
Froad to radwee :\1.11"1'muou A detailed discussion on these interventions strategies s
hessentad in Unit 12 later in this course. Here, we will familianize you W ith some
SOVRTIITRT Programmes aimed to reduce malnutrition in vulnerable groups. Table 5 4
bives 2 [sT of vamous govemment programumes and their benefictaries. Some of these
Lave already been des nt\\‘ in Unit 3 and < on nutrittonal problems. As you move on
ko Unit 10 later in this course, you will find that each of these programmes has specific
soals and objecnives for ¢.¢. national nutritional anaemia control programme is aimed

<

»*

towands S ‘.“R.‘.l!ﬂ‘" tron defic lLll\\ anaemia and so on.

Table 3.4: Programmes for control of malnutrition in India

' Programme Beneficiary
ICDS Children 6 months — 6 years
pregnant mothers + lactating women
National nutritional anaemia Children 1-11 vrs Pregnant mothers + lactating

control program (NNACP) women Family planning acceptor

National IDD control program | Entire population

National prophylaxis against Children 0-3 yrs
nurritional blindness (VADCP)

Mid Day Meal Programme Primary school children

Targeted Public Distribution 60 million poor families

Svstem

Antyodaya Anna Yojana 10 million poorest BPL families

Annapurna Scheme 10 kg food grains per month free to senior citizens

Swarna Jayanthi Gram _
Poor families above poverty line

Swarozgar Yojana

"Ja.\\'uh:u' Gram Samithi Preference to S.C/S.T. treed bonded labourers,
Yojana parents of child labourers

*Employment Assurance Rural poor, employment on demand during lean
Scheme agricultural season

Food for Work Programme 8 drought affected states

. -
These programmes have now been merged inte Sampurna Gramin Rozgar Yojana
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