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INTRODUCTION 

"The importance of national and international food and nutritional policies for health 
development" was selected by the Executive Board in June 1975 as the theme for the Technical 
Discussions at the Thirtieth World Health Assembly in 1977. 

This decision reflects a number of current concerns. Recently, and especially 

following the World Food Conference in November 1974, there has been considerable interest in 

problems of world malnutrition which has led to a reappraisal of the measures necessary to 
deal with it. At the national level, the roles of different sectors in reducing 
malnutrition - health and agriculture especially - have been reviewed in the broader context 

of overall development planning and policy formulation. The need for a new approach to 
intersectoral planning•has emerged in which individual sector plans are an integral part of 
an overall strategy. The inclusion of this topic in the agenda of the World Health Assembly 

Technical Discussions provides the opportunity to review these problems as they relate to the 

health sector in practical detail at national and international levels. 

In conformity with previous practice, a Discussion Outline to help governments in 

reviewing the above subject, in a way relevant to their own planning, was sent out in 

July 1976, to Member States and Associate Member States. The outline also posed a number of 

questions on which comments were requested. A summary of the Discussion Outline is given in 

Part I of this document. 

The Discussion Outline was intended to assist in: 

(i) stimulating and structuring discussions in Member countries about the nature of 

their own nutrition/health problems and the steps necessary to deal with them; 

(ii) reviewing both nationally and internationally the health sector's role in 

improving nutrition/health status within the multisectoral development plan; 

(iii) focusing the discussion among Member countries to achieve the hoped for 

international exchange of experience and response. 

Replies to the questionnaires, along with interesting and useful comments were received 

from 47 Member States and Associate Member States. All replies received before 1 March 1977 

have been taken into account in Part II. • The present background document was prepared with two specific objectives in mind: 

1. To stimulate the discussion of a limited number of topics which the Member 

countries feel are immediately relevant to policy -making, both at the national 

and international level. 

2. To suggest an exchange of views on the role of the health sector in nutrition 

planning, and on the benefits of nutrition planning for health development, with 

special reference to practical difficulties commonly met at this time by the 

governments. 

In order to achieve these objectives, a list of suggested topics for discussion during 

the Technical Session is included in Part III of the document. 

At the request of the Government of Sweden, the Executive Board, in its 59th Session, 

decided to include an item on the "Role of the health sector in the development of national 

and international food and nutrition policies aid plans" in the agenda of the 30th Session 

of the World Health Assembly. 
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PART I. SUMMARY OF THE DISCUSSION OUTLINE 

1. THE WIDER CONTEXT OF FOOD AND NUTRITION PLANNING 

Health sector planning regarding nutrition needs to be seen within the context of, and 
integrated with, overall multisectoral food and nutrition planning. 

Previous approaches to food and nutrition planning appear to have regarded it as rather 
secondary to the major task of planning economic development. Not until the country's 
economy was soundly established might one afford to divert resources on any scale to 
improving nutrition. 

This view of food and nutrition planning has failed to contain the problem of 
malnutrition which in many countries threatened to grow to - or has already reached - 
alarming proportions. Strategies previously adopted to maximize economic growth have 
aggravated rather than diminished the problem of nutrition. No amount of food supply would 
ensure adequate diets for those people with inadequate means for their own subsistence, and 
voluntary family planning does not succeed among those whose living levels are so low that 
they are malnourished. Most applied nutrition programmes cannot have more than a marginal 
aid transient impact on the problem of maldistribution of food. 

The central thrust of food and nutrition planning must be to reduce displacement from 
the land and increase employment. Thus, while food supplies may need to be increased, what 
is important is that increased output should not be achieved by means which aggravate 
displacement while failing to increase productive employment. Thus, food and nutrition 
considerations need to be, not secondary to overall development planning, but central to it 
in the sense that a prime objective of planning needs to be the sustained reduction of 
malnutrition. 

Three fundamental themes predominant in the outline were: 

(a) Malnutrition is seldom present alone. 

(b) Malnutrition is usually one aspect of a syndrome of ill- health which also 
includes other disease conditions. Thus, improved nutrition will not alone restore 
and sustain health; nor can health be restored and sustained without adequate 
nutrition. 

(c) Usually, the personal disease syndrome is itself only one aspect of a more 
complex social syndrome characterizing the group afflicted and related to society at 
large. Again, nutrition /health services alone cannot produce a healthy social 
environment; but neither is a healthy social environment possible without their 
adequate provision. 

2. DEFINING THE PROBLEM AT THE NATIONAL LEVEL 

Responsibility of the health sector 

Detailed analysis of the causes and effects of nutritional deprivations - on the 
individual, on the community, and on the country's economy - is an essential starting point 
in coordinating food and nutrition planning. The health sector has to play an important 
part in such a diagnosis, through its own efforts linked with those of other sectors engaged 
in related assessments. 

Typical problem statements 

Many statements about national nutrition problems are less helpful than they might be, 
often because they fail to use available evidence to define the problem in a way which would 
be most useful for policy and programme formulation. Typically such statements cover: 
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(a) the national or regional availability of foodstuffs - mostly expressed in terms 

of per capita availability of calories and nutrients; 

(b) estimates of the numbers of those affected by specific nutrient deficiencies; 

(c) broad definitions of the affected groups. 

Such observations seem too succinct to be of value and could be misguiding; yet 

pertinent and timely information may be available or readily secured. 

Estimates of food and nutrient availability 

Increase of total food supplies alone cannot lead to a significant improvement in the 

food intake and the nutrition status of the malnourished, though they could nevertheless be 

regarded as a necessary step towards this goal. Food balance sheets have been prepared for 

many countries, derived from "food supply /utilization accounts ". These translate estimates 

of foods available in a country during a specific period into available nutrients per capita. 

Earlier attempts to relate nutrient supplies to per capita requirements commonly seemed to 

show that there were countries where there was not enough to feed everybody adequately. In 

recent years, estimates of nutrient requirements have been considerably reduced, and this has 

shown that in most countries there is enough in total to meet everybody's protein, calorie 

and most essential nutrient needs. 

Estimates of prevalence and degree of nutrient intake deficiencies 

Attention was given to food intake and dietary surveys, which supplied estimates on the 

prevalence of specific nutrient deficiencies. Thus to statements about average calories or 

grammes of protein per capita available from food supplies, were added statements about the 

percentage of the population estimated to have calorie and protein, or other nutrient, 

intakes below some target figure - usually the WHO /FAO recommended allowances. Together with 

a further estimate of the average deficiency, it was thus possible to calculate the quantity 

of food grains, etc., needed to supplement deficient intakes so as to bring them to a level 

of adequacy. 

However, it is now clear that simply to increase food supplies by the amount so 

calculated does not ensure the elimination of malnutrition. The prime objective is to 

ensure that food should be available to the people who need it. • Identification of "vulnerable groups" 

Clinical and epidemiological experience indicates that where malnutrition exists it is 

conspicuous among infants, children, and pregnant and nursing mothers. Our knowledge of 

nutritional requirements shows that nutrient requirements per unit of body weight are greater 

in these categories of the population than in others. The problem is most serious among low 

income families and perhaps, in certain specific regions. Some households have low food 

intake, and further investigation is likely to reveal that malnourished mothers and children 

are found mostly in such households. The concept of families at risk would be therefore 

more useful than taking all the individuals of a given age or physiological state (children 

and mothers). Within these families, special attention should be given to the vulnerable 

individuals. 

Criteria for useful problem statements 

If problem statements are to be useful for planning purposes, they must elucidate the 

different components of the national nutrition problem. The population groups therefore need 

to be defined so that they are relatively homogeneous with regard both to the problem they 
have in common and to their likely response to specific policies or programmes. 

The groups identified (infants and pre -school children, pregnant and lactating mothers) 

may not be homogeneous and may need to be subdivided or redefined for the purpose of 

identifying appropriate measures to tackle their problem. 
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Clearly, brief statements of national nutrition problems can only present an overall 
non- detailed view, but they should be seen as summaries of a more detailed analysis of the 
national problem. Not all countries have access to complete data on the components of their 
problem. If they have only an approximate assessment of the numbers malnourished they have 
little on which to base any policies or programmes. A particular population group needs to 
be identified as having the same problem in order to be treated by the same measures, before 
effective action can be taken. The likelihood of any one measure meeting the needs of all 
the malnourished is slight. 

3. DEFINING THE PROBLEM AT THE COMMUNITY LEVEL 

Diagnostic frame of reference 

In defining the problem at the community level, it is convenient to have a frame of 
reference as to how and why malnutrition problems arise. 

Malnutrition problems have a prepathogenic period in which several factors combine to 
predispose the emergence of the disease. Once the disease has started (pathogenic state) 
there is a period of physiological and metabolic change before symptoms become evident 
(preclinical stage). These can usually be measured if we know what to look for. At 
a further stage, clinical symptoms emerge with successive manifestations from nonspecific 
symptoms, to specific illness and to permanent damage and death. 

Within this framework, various methods of nutritional assessment can be placed in their 
proper perspective. Determination of food availability, dietary and other related surveys 
are parameters of prepathogenic stage. Biochemical methods are useful for preclinical 
diagnosis and, in the clinical stages, have confirmatory value. Anthropometric, clinical 
and morbidity data are important tools in clinical stages. 

To be most useful for planning purposes, a complete statement of national nutrition 
problems would require, in addition to an adequate interpretation of the information provided 
by these methods, a functional classification of the nutritionally deficient population based 
on spatial, ecological, socioeconomic and demographic characteristics of the population. 

The evidence 

Casual observation 

Prior to systematic inquiries, casual observations can reveal useful information 
regarding the nutrition status of the community. Data on height and weight related to age, 

commonly available from clinics or schools, can provide some indication of the existing 
situation. Morbidity data and other observations about the general condition of a community - 
environmental sanitation, quality of drinking water, dietary pattern, access to health care, 
and generally, the extent of poverty - can provide strong supporting evidence of the nature 
and extent of its nutritional problem. 

Systematic inquiry 

The following indices are among the most significant in evaluating the nutritional status 
of population groups. Needless to say these indices, each with its advantages and 

limitations, are complementary to one another. A judicious combination of the data thus 

obtained can reveal a fairly precise picture of nutritional status. 

(a) Food intake data: Assessment of food intake in a community provides important evidence 

of the possibility of groups being in prepathogenic stages of malnutrition. The information 

provided is of importance to planners, since the level of intake compared to the physiological 

nutritional requirements gives an indication of nutritional deprivation, taking into 

consideration the effects of the demographic structure of the population, anthropometric 

values and levels of activity. 
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Emphasis should be placed on the importance of data arising from individual and 
household surveys, because only these will point to groups of people at risk or with definite 
nutrition problems. 

(b) Anthropometry: Linear measurements of size such as height or length, and head and 
chest circumference are considered as indices of past environmental effects. Measurement of 
tissue mass such as weight, arm circumference and skinfold thickness are influenced by 
long -term and short -term history. 

Standards for comparison of anthropometric data need some consideration. While national 
or regional norms would be ideal, they are not available for most countries, and moreover, 
their production represents an extremely difficult and time -consuming task. International 
standards can be used since deviations from them reflect the environmental factors far more 
than the genetic ones. 

(c) Clinical surveys: The value of clinical surveys is strictly limited to cases in the 

pathogenic postclinical stage, though in an average population, such cases could be extremely 

•rare. 
Clinical signs as sources of data are further limited by the difficulties of 

standardizing them. However, carefully selected, easy -to- detect, clinical signs can be 
used by health auxiliaries for nutrition screening and surveillance at the peripheral level 
as a component of integrated mother and child care services. 

(d) Health service records: are among the many possible sources of data for the assessment 
of the nutritional status. In many countries a wealth of information is available, though 
sometimes in a rather unstructured form. 

(e) Demographic data: Demographic data are a good source for a quick assessment of the 
problem. Mortality data, especially age - specific mortality rates, tell a more precise story. 

In spite of their limitations, infant and child mortality rates are primary indices of 
the existence of nutrition -related health problems. In conjunction with environmental and 
socioeconomic data, and in the context of a functional classification of the population, 

these rates will help to identify measures in child health care for specific groups and 

communities. 

Diagnosis of community nutrition status - the nature of the diagnosis 

•In a community, as on the national level, one needs to know who is short of what and why, 
and also to specify when, since malnutrition may not be continuous. 

Malnutrition - and the ill- health syndrome of which malnutrition will be but one facet - 

is likely to be found among the poorest in a community. The poor in a community will be 
those who have neither sufficient land and other resources nor a sufficient wage income on 

which to provide adequate family subsistence. 

Malnutrition, however, is not necessarily limited to the poorest families. Sometimes 
whole communities are subject to environmental stress and their relatively richer members may 
still have to suffer poor sanitation, unclean water and a variety of parasitic and other 
diseases. Thus, their infants may have retarded growth patterns comparable to those of 

poorer families, though possibly not so extreme. In the case of specific deficiencies such 

as that of iodine, both rich and poor are likely to be affected. 

Grouping of individuals in appropriate socioeconomic, demographic and other categories, 
facilitates the design of measures to meet their particular conditions. The following 

different types of measures for example, would suggest different approaches to classification: 

(i) blanket measures aimed at everyone in an area, e.g. salt iodization, fluoridation 

of water; 
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(ii) services for specific groups, e.g. iron for pregnant women; vitamin A for small 
children; advice on infant feeding for poor urban families; food storage advice for 

poor rural families; supplementary feeding programmes for specific socioeconomic 

demographic groups in defined locations; 

(iii) relief services, e.g. assistance in drought or flood. 

An effective diagnosis of a community nutrition problem might therefore aim at providing: 

(a) first of all, evidence about the existence of malnutrition - protein -energy 
malnutrition, specific mineral or vitamin deficiencies, etc. - not only in terms of 

manifest disease syndrome ( "tip of the iceberg ") but also of subclinical forms; 

(b) a definition of the typical presentation of the condition, with its etiology and 
epidemiology; 

(с) identification of the characteristics of the categories of people affected in 

a way which distinguishes between those afflicted and those not afflicted; 

(d) an assessment of the numbers involved in these categories; 

(e) a prognosis of the evolution of these nutrition- related problems and, if possible, 
of others considered likely to occur. 

To design and plan an effective programme, relevant measures pertaining directly to the 

afflicted individuals and their condition need to be identified first. Detailed 
quantitative data might not be essential in guiding the action to be taken. 

4. CONTRIBUTION OF THE HEALTH SECTOR TO NUTRITION IMPROVEMENT 

Even when practical measures cannot be found to reduce the basic causes of malnutrition, 
the health sector can assuredly provide means of improving the nutritional status of the 
population. Understanding of the variables producing malnutrition and ill- health will 
indicate the nature of the action to be taken. 

Curative interventions 

These are usually aimed at conditions resulting directly or indirectly from nutritional 
deficiencies in the clinical stage and are undertaken by the services responsible for general 
medical care of the population. Severe forms of protein -energy malnutrition such as 
kwashiorkor and marasmus in infants and young children are by far the most important con- 
ditions calling for curative interventions. These are also needed in advanced cases of 
mineral deficiency and avitaminosis, especially anaemia and vitamin A deficiency (which often 
produces blindness). 

In the overall context of health services, curative intervention for malnutrition deals 
not only with the direct consequences of malnutrition in the form of disease but also with 
synergistic combinations of malnutrition and infection resulting in a malnutrition /disease 
syndrome, of which the most frequent examples are diarrhoea, infections of the upper 
respiratory tract, and several viral infections. 

Even when exercising its curative function against malnutrition, the health sector should 
as far as possible, from an epidemiological point of view, merge curative with preventive 
measures. Nutrition rehabilitation centres, used in many developing countries in rural as 
well as urban areas, are examples of a type of nutrition intervention which combines curative 
and preventive measures. 

Direct nutrition interventions 

These measures should aim at preventing the appearance of nutrition -related diseases. 
Some (e.g. supplementary feeding), should in principle be designed as emergency measures to 
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tide over difficult periods until permanent solutions are found. Others such as salt 

iodization for goitre control, and water fluoridation for dental caries control, must be 

regarded as permanent measures. Wherever and whenever possible, such interventions should 
be combined with other measures having complementary effects. 

Supplementary feeding programmes 

These are measures for providing the most deprived population groups with the additional 
food or nutrients they need and which they could not obtain otherwise, in order to satisfy 
their minimum requirements. Such programmes do not correct the underlying problem, and quite 

often their effectiveness is questionable. As a matter of principle, such programmes should 
be limited to emergencies, and plans must be made at the outset for their orderly termination 
as soon as sustained progress in correcting the basic problems which created the need can be 
forseen. 

In order to have maximum impact, feeding programmes should have a nutrition education 
component and be combined with other health measures, especially those relating to the control 
of gastro -enteritis. 

The distribution of specific nutrients for nutrition intervention in much the same way 
as food is a very common practice. The distribution of iron and /or folate to pregnant women, 
and of vitamin A to children at risk of deficiency, are good examples of programmes of this 
nature. While such measures have the advantage of being relatively easy to implement, it is 

essential to guard against indiscriminate distribution of nutrients. 

Food fortification and enrichment 

Where widespread deficiency of one essential nutrient exists, fortification of food or 
water can be extremely effective. Two such interventions of demonstrated effectiveness are 
iodization of salt in regions where goitre and cretinism are endemic, and fluoridation of 
water to prevent dental caries. Fortification or enrichment measures have the distinct 
advantage of producing an impact in the shortest possible time; no changes are needed in the 
food habits of the population, and such measures may ameliorate speedily conditions that 
often cut across social and economic strata. 

In spite of these advantages, there are some limitations to the wider adoption of food 
fortification as a nutrition intervention, especially in developing countries. • Health and nutrition education 

To meet its important responsibility for health and nutrition education programmes, the 
health sector has the advantage of possessing the physical facilities to conduct such pro- 
grammes (health centres, maternal and child health clinics, etc.), the trained personnel 
required, and access to a motivated audience. 

Sufficiency of food supply is no guarantee against malnutrition. The main objective, of 
such educational measures should be to encourage desirable dietary patterns and hygienic food 
habits. Emphasis should be on complementing existing diets with foods which are locally 
available and acceptable. The often observed tendency to impart a mass of general infor- 
mation on better nutrition should be curbed. One of the priority subjects for nutrition 
education is the promotion of breast feeding and proper weaning with the use of locally 
available food mixtures. 

Indirect nutrition interventions 

Health sector interventions with an indirect impact on nutritional status relate mostly 
to the improvement of environmental sanitation and control of infections. The adverse 
interactions between the ecological situation, nutrition deficiency and infections have been 
clearly demonstrated. 
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Improvement of environmental sanitation and control of infections 

Malnutrition not only aggravates the effects of infections and worsens their outcome, 
but also predisposes the host to infections. Diarrhoeal diseases, other communicable 
diseases and intestinal parasites often cause greater and more rapid nutrient losses than can 
be compensated by food intake. 

The effect of health measures aimed at preventing the nutritional wastage from parasitic 
and other communicable diseases is usually far more enduring and less costly than most direct 
nutrition interventions. Immunization programmes, supply of safe drinking -water, and 
satisfactory waste disposal systems can significantly cut down infection and infestation 
rates and thereby improve nutritional status of the population. 

Maternal and child care 

Preventive measures in caring for the health of mothers aid children must be applied as 
a continuing process, from childhood through the preconceptional period to prenatal and post- 
natal care. Prenatal, perinatal and postnatal care are of the utmost importance. 
Identification of "high risk" groups and appropriate measures for them should receive high 
priority. The integrated programme may contain only a few basic activities (e.g. immuni- 
zation and food and nutrient supplementation) or include a complete battery of activities, 
according to the level of development of national or local health service and the technical 
quality of personnel. 

Nutrition monitoring is an important component of a comprehensive mother aid child care 
service. Simple and reliable indicators can be used even by health auxiliaries to screen out 
"at risk" individuals, especially children, so that an adequate share of the limited resources 
can be directed towards them. A growth chart is an ideal tool for such surveillance. (A 
growth chart suitable for international use has been prepared by WHO.) 

Family planning programmes should be an integral part of mother and child care services as 
part of family health. Too many closely spaced and ill -timed pregnancies are important causes 
of maternal and infant and child malnutrition. 

5. NUTRITIONAL IMPACT OF HEALTH MEASURES - THEIR LIMITATIONS 

Effective health services can unquestionably make a significant contribution to the 

relief of nutrition- related "unhealth ". Nevertheless, health services alone cannot resolve 
nutrition -related health problems when the causes are fundamentally rooted in the state of 
society. But what can health services do? What are their limitations? 

Improved sanitation and provision of safe drinking -water could reduce gastrointestinal 
infections and parasitic infestation; immunization could control whooping -cough and measles 
and other communicable diseases; the incidence, duration and severity of bronchitic and 

gastro -enteric infections could be reduced; anaemia and avitaminosis could be reduced; 

mothers could be encouraged into good child feeding practices within the limits of their 

ability to follow them in the face of practical problems of hygiene, food preparation, 

feeding routines and the availability of recommended foods; improved child spacing might 

also be encouraged. These would all be tremendous achievements which should be reflected in 

morbidity and mortality statistics, and in a reduction of the severe forms of malnutrition, 

quite apart from more direct evidence of improved wellbeing and increased activity. 

However, all these benefits would not do a great deal to reduce the basic causes of mal- 

nutrition of those populations among which the number of malnourished would still be fairly 

high, and whose main cause is poverty. The basic problem will remain that of how to make 

these people more productive. This needs policies and programmes. Measures for increased 

food supply will have to be undertaken in order to balance the increased food demand. 

Malnutrition can only be tackled at the basic level if the three elements of a food and 

nutrition strategy - food demand, food supply and biological utilization - each with signifi- 
cant nutritional implications, are incorporated simultaneously in the food and nutrition plan. 

• 

• 
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The above emphasizes that the health sector contributions will have very definite 
on nutrition and health status, but in the prevailing socio -economic situation, in 
developing countries, there is a limit beyond which this impact is not palpable. 

therefore of the utmost importance to have complementary contributions from other 

an effort to eliminate the basic causes of malnutrition. 

6. CHOICES OF HEALTH SECTOR INTERVENTION 

Policy decisions 

impact 
most 
It is 

sectors in 

Generally, a country's policy decisions to solve its malnutrition problems are based on 
economic feasibility and available data support. Preventive intervention is, in most cases, 
more economical than curative intervention. In the case of direct intervention, the greatest 
difficulty encountered is to isolate and hold on to the specific target population - most 

often belonging to the lowest economic segment - and it often happens that what is intended 
for one target group is in fact delivered to another. In supplementary feeding programmes, 
for example, such difficulties are very commonly encountered. • The balance between data collection and analysis of data 

An adequate analysis and interpretation of such data will serve as a good base for 

decision- making. The value of existing data can be enormously enhanced if the various classes 
of data can be cross -related (e.g. if anthropometric data are related to socio- economic 
indicators) and their interpretation can be greatly facilitated by qualitative case study 
analysis of environmental situations. 

Choices with regard to interventions 

The limited resources in most developing countries place administrators and decision - 
makers in the position of having to make careful choices with regard to nutrition intervention. 
Not infrequently, the administrators or the policy -makers select interventions which are easy 

to implement or administer. 

Curative intervention, being a component of the existing medical care services, will help 
to keep malnutrition under control in its pathogenic stage. The aim, however, will be for 
direct and indirect preventive measures gradually to reduce the need for curative services. 
Some of the important criteria which could be used in the selection of individual interventions 
are: the type and degree of malnutrition with its economic and social repercussions, cost of 
intervention, administrative viability and degree of nutritional impact. 

Complementary interventions 

It is stressed that no individual intervention can by itself ameliorate the problem of 
malnutrition or improve the situation, except in special cases like endemic goitre. Within 
the health sector, the selection of two or three interventions at the same time - direct and 
indirect - to produce a complementary effect - can, in most cases, achieve a significant 
impact, e.g. supplementary feeding programme combined with immunization and provision of 
safe drinking -water. 

Emergencies versus sustained programmes 

Nutrition /health plans will aim at specific goals for reducing the number of people with 
specific degrees of manifestation of malnutrition, and will set some basic minimum below which, 
in the next planning period, nobody should fall. 

However, emergency situations may well arise (such as crop failure due to drought, floods, 
man -made or natural disasters) which bring a large number of people below these levels all at 
once. Normally, there will be provision for administrative response to correct such 
situations on an emergency basis without too great a regard for the cost, but they may cause 
acute problems for countries with small government budgets and a high proportion of the popu- 
lation being poor and in a chronic state of malnutrition. International assistance may become 
particularly significant in such circumstances. 
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Nutrition services within total health care 

One of the themes for this discussion outline is: 

Malnutrition is usually one aspect of a syndrome of ill- health which includes other 

disease conditions. Thus, improved nutrition will not alone restore and sustain 

health; nor can health be restored and sustained without adequate nutrition. 

Large population groups in the outlying peripheral areas of most developing countries have 
no access to even the minimum of health services. Malnutrition associated with other forms 

of ill- health is the pattern, and nutrition intervention without a minimum of health care would 
be of little or no avail. The only rational way of providing nutrition services to the people 
who need them most is through primary health care, to bring minimum health services to the 

maximum number of people. The important responsibility of the health sector is to decide on 

the content of nutrition activities in the integrated primary health package, who should 

deliver these activities, and how simply they can be delivered. A guideline for nutrition 

activities - starting with the primary health care and going up to two higher levels of 
infrastructure - has recently been compiled to serve as a joint WHO /UNICEF strategy. The 

list of activities proposed for each level of health services contains not only "conventional" 

nutrition measures like supplementary feeding or nutrition education, but also other related 
activities having nutritional impact like control of infections, management of diarrhoea by 
oral rehydration, birth spacing advice and services. 

Community involvement in providing health and nutrition care 

The weakness of most health care delivery systems is that government health services have 
not been able to make health care sufficiently accessible and acceptable to people in need. 

Primary health care intervention, including the nutrition component, must be available to the 

people close to where they live. The acceptance of many health and nutrition measures may 
involve a change in living habits, hence the community itself must decide on the measures and 

on the help that will be needed in carrying out and evaluating them. Primary health care 

interventions can often be undertaken by members of the community themselves with a little 

training, technical advice and supervision. 

7. RESPONSIBILITIES OF THE HEALTH SECTOR PLANNERS 

Let us now consider what implications the discussions in the preceding chapters have for 

the specific responsibilities of the health sector planners. Although the implications for 

action will undoubtedly be different for different countries, they might generally include: 

Promoting an intersectoral approach to nutrition planning 

While discussing the provision of health /nutrition services, the need was stressed to 

relate health sector measures to measures taken in other sectors, especially those concerned 

with food and agricultural policy, and to secure a balance between these measures in order to 

reduce the emergence of malnutrition. How then can the health sector contribute to inter - 

sectoral planning to reduce malnutrition? 

Problem definition 

We have referred to the need for functional classification of the malnourished in order 

to define various classes of problems in both qualitative and quantitative terms. All this 

involves tasks which fall heavily on the health sector. In many countries, review and 

analysis of data of food intake, and on anthropometric and other types of surveys within a 
consistent framework to ensure a definition of the national nutrition problem can be under- 
taken by nutrition institutes or similar bodies. 

Identification of relevant measures 

While only part of the full range of possible measures to deal with a complex syndrome 
like malnutrition will fall within the sphere of responsibility of the health sector, it is 
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important that it reviews other measures carried out by other sectors in order to ensure the 

appropriate nutritional input for a preselected nutritional objective or at least to point out 

the possible negative aspects of those measures in nutrition of the population. 

Formulation of nutrition objectives and goals 

Nutritional objectives need to be expressed in terms of health status: the achievement 

of target rates of infant or other age - specific childhood mortality, of growth of children in 

terms of height and weight and absence or reduction of nutrition -related diseases. Each 

country will need to decide the standards at which it should reasonably aim. 

Design and implementation of programmes involving other sectors 

To achieve an intersectoral nutrition strategy, there will almost certainly be a need for 

joint design and implementation of some programmes by several ministries. Improvement of 

environmental sanitation and provision of safe drinking -water are examples of programmes which 

have a considerable impact on nutritional status, but whose planning and implementation involve 

several sectors. Another important example is nutrition surveillance. In most cases, the • health sector will have to act as the prime mover and also take the lead in responsibility. 

Data support system 

The health sector is also likely to play an important role in building a data support 

system for nutrition planning. In order to be most useful, it should be based on continuing 

data collection (surveillance) and not on intensive single or periodic surveys. 

Nutritional institutes, where they exist, might be assigned an important role in the 

national data support system. Whenever and wherever possible, these institutes should be 

integrated into an effective decision- making process to ensure their full involvement and 

participation. 

Responsibility of central health ministry 

A nutrition unit in the central health ministry, in addition to coordinating all health 

sector interventions for nutrition improvement, would also collaborate with the central inter- 
sectoral planning machinery to provide the necessary health input in overall food and 
nutrition planning. The health sector, at the central level, will have to ensure that the 

total planning process is based on a good perspective view of what is happening to health/ • nutrition, on what is necessary to change any adverse pattern or trend, and how desirable it 

is to do so. 

In an effort to coordinate food demand, food supply and biological utilization of food, 

different sectors must be involved. The health sector, whose primary responsibility is in 

the area of biological utilization, should also identify important complementary areas and 
take advantage of them. There are, for example, highly significant complementary relation- 

ships between an agricultural strategy aimed at the progressive modernization of the mass of 
the rural population, and health, nutrition and family planning programmes, because of their 
combined influence on social and attitudinal changes that are critical to economic progress 
and the reduction of poverty. 

Health sector actions - a summary checklist of possible actions 

- Reassess the national nutrition problem and its particular local manifestations. 

- Advocate intersectoral food and nutrition planning at different levels, with adequate 
nutrition /health objectives. Where intersectoral planning is not possible /practised at area 
level, review health sector approach to existing malnutrition problems with special reference 
to problem definition and diagnosis. 

- Define key choices for action to reduce nutrition /health problems: 
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(a) choices between alternative health sector measures; 

(b) choices between health sector measures and measures appropriate to other sectors. 

- Review the nutrition /health data support system and the role of the health sector, 
either through nutrition institutes or through nutrition units, in building up such a system. 
Examine this in the light of nutrition surveillance systems that can be developed. 

- Review with other ministries the nature of the nutrition problem from all aspects, its 

trend as diagnosed in different sectors, the existing and the desirable measures to control 

the problem from various angles and the possibility of developing an intersectoral food and 

nutrition strategy, if this does not exist. 

- To design with different departments of the health sector integrated measures, cutting 
across various disciplines like nutrition, maternal and child health, health education, 

control of communicable diseases, environmental sanitation, and to develop a simple delivery 

system through which such an integrated service can be provided to the people who are most in 
need. Such design should take into consideration various levels of development of health 

infrastructures. 

8. THE ROLE OF INTERNATIONAL ORGANIZATIONS 

It is understood that each government accepts the responsibility for facing its own 

nutrition /health problems and for defining its own objectives and values. The role of the 

international agencies is to provide collaboration in the specialised areas for which they 

exist, when countries require and welcome such collaboration. 

Among the several international agencies concerned with nutrition are: 

WHO is explicitly and directly concerned with all aspects of nutrition in relation to 

health. 

FAO is concerned with agricultural policy, food aspects of nutrition, and also with food 

and nutrition planning. 

UNICEF has a special concern for child health and nutrition and for all matters that 

relate to these. 

WFP is concerned with the use of food aid, eventually for relief, but mainly in support 

of development projects, in which health and nutrition are major components and the 

specialized agencies (FAO, WHO, etc.) provide technical guidance. 

IBRD has, in recent years, developed a special interest in nutrition, and in contributing 

to development strategies as well as rural and urban development programming, with the 

aim of reducing malnutrition. 

UNESCO is concerned with nutrition relating to education processes. 

UNDP is concerned with country programmes for overall development and the coordination 

of overall agency activities. 

Decisions on the need for a comprehensive food and nutrition plan, its specific objectives, 

the nature of the strategy and its formulation and implementation are the responsibility of 

the country, not of external agencies. If the need for collaboration is felt by a country, 

it alone must decide on the areas and nature of collaboration required from external 
agencies. 

In view of the large number of international and nongovernmental organizations interested 

in collaborating with countries in combating malnutrition - especially in the planning of 

intersectoral food and nutrition strategies - effective machinery should exist to ensure 

efficient utilization of resources and to prevent the possibility of confusion among 
different 

government sectors. It should preferably be located in the planning set -up of the country 

and would indeed be one of the attributes of a national food and nutrition board. 
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PART II. REPLIES TO QUESTIONS 

A total of 47 replies were received prior to 1 March 1977, 8 of which were letters of 
acknowledgement or notes indicating the agreement of the Government with the content of the 

outline. The remaining 39 documents were examined. The questions were neither intended for 
statistical analysis, nor could one draw a representative conclusion from the number and 
distribution of the replies. Still, a few clear patterns emerge on a limited number of 
points which are discussed further in this paper, and which were found to be of considerable 
informative and indicative value. This is why, on some points, a semiquantitative analysis 
was undertaken and results justify their inclusion in the discussion, but are not to be taken 

as a conclusion. Greater attention is given to points where discrepancies or differences in 

emphasis were observed between, on the one hand, the opinions expressed by the Governments, and 

on the other hand, conventional approaches usually adopted by nutrition specialists or inter- 
national organizations, again, as a matter for discussion. The major consideration was to 

focus on a few selected topics to be examined during the Technical Discussions, particularly 

when they were felt to be relevant to the policy makers, in the countries as well as in WHO. 

Some countries felt that the questions were not always well put or conveniently grouped, 
and consequently were replied to in a different order. During the reviewing, it became 

obvious that analysing the replies one by one would be tedious to the reader and would probably 
not assist the participants in the Technical Discussions in selecting the most urgent topics. 

The answers were, therefore, analysed in groups. It was observed that the developed countries 

defined their problems and their needs differently from the developing countries and, for this 

reason, a separate section was written on nutrition problems in developed countries. 

A few countries did not answer the questionnaire, but did provide useful comments on the 

general topic proposed for the Technical Discussions. 

A few topics were, surprisingly, not included in most of the reports. Regardless as to 

whether this is due to lack of interest on the part of the countries, or to simple omission, 

or to the form of the outline, it seems that these items deserve further consideration. 

Among them are nutrition surveillance and benefits of nutrition planning for health development. 
The time dimension of nutritional status, past and future trends, may well also warrant more 
consideration. 

The discussion of the replies is presented in the following sections: 

1. Defining the problem at the national level 

2. Defining the problem at the community level 

3. Contribution of the health sector to nutrition improvement 

4. The role of the health sector in national food and nutrition planning 

5. Benefits to be derived by the health sector from multisectoral nutrition planning 

6. Nutrition problems of developed countries 

7. The role of international organizations. 

At the end of each section, a list of suggested topics is presented. It is not antici- 

pated, nor is it recommended that all points be taken into consideration during the Technical 

Discussions. The suggested items are intended to serve as a guide to those participants who 

wish to discuss more in depth the central theme of the section. 

1. DEFINING THE PROBLEM AT THE NATIONAL LEVEL 

1.1 General comment 

The replies from the countries provide evidence that there exists a wealth of information 

about food and nutrition in all countries, with a few exceptions. Although this information 

is not often of adequate quality, and is not representative of the whole country, it can be 

used - and is actually used, by the governments to define their nutrition problems in a limited 

manner. 
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The replies indicate that the responsibility of the health sector is not only to ensure 

that a good diagnosis be made, but also that a diagnosis be made that can be used by the 

planner. It is obvious, from the responses, that the health sector considers it as the duty 

of the health planner to take leadership in getting a functional diagnosis of the nutrition 

problems of his country. All the governments that did provide information on that topic, 

(over 30 countries): 

- have a good concept of what information is needed and which is available; 

- know the value of all basic indicators and their use; 

- abundantly cite information from other sectors, such as food balance sheets, household 

consumption surveys, economic and population data, etc. 

Certainly, nutrition is perceived as a problem which goes beyond the limits of health, 

both in terms of its definition and in terms of its possible solution. 

On the other hand, the replies indicate that the making of a functional diagnosis at the 

national level still faces considerable drawbacks. Among the aspects that deserve further 

discussion and exploration are: the nature of the nutrition problem; the identification of 

the categories of affected people; the methods used; the data support system; and the 

specific role of the health sector. 

1.2 Analysis of the problem at the national level 

Twenty countries state that they do have a definition of their nutrition problem at the 

national level. Eleven countries do not have such a diagnosis: they are mainly Arab 

countries from the Middle East and Africa, and African countries, in addition to 3 from the 

industrialized world. One additional industrialized country is in the process of formulating 

a national diagnosis. 

The lack of adequate data is real in many countries, but it is not the only reason why 
a national nutritional diagnosis is not made: even countries with good and abundant data do 
not have a comprehensive diagnosis at the national level. Where such a diagnosis exists, it 

is often static. Few countries make comparisons between present and past conditions, and 

few attempts are made at deriving trends or making projections. This observation is striking, 
and in great contrast with the often made statement of great changes in the countries: social 

economic, cultural, demographic. 

Few countries actually replied to the specific question on how to improve the national 

definition of their nutrition problem. However, by combining the few comments made upon 

this question and the associated question on the means to improve available data and analysis, 

the following general consensus emerges (Table 1). 

The collection of basic morbidity and mortality data must be improved. There is a 

need for more systematic collection, analysis and use of data, particularly anthropometric 

data, and for more analysis and the use of existing information. Such analysis should be 

done by multidisciplinary groups, involving various sectors. Training of personnel aid 

strengthening of the information systems are emphasized. Still, with regard to the definition 
of the problem at the national level, there are disappointingly few comments, and quite a 

number of drawbacks or blind spots which deserve discussion. 

The first drawback, the commonly observed lack of reference to the "time dimension ", to 

trends and projections, has already been alluded to. 

Another, which was cited in the "outline" as a "typical problem statement" was generally 
not overcome. The explanations provided for the existence of a nutrition problem are of a 
general nature, e.g. low socio- economic conditions, unemployment, etc. Few attempts are 

cited which would actually relate malnutrition /health problems with those factors. It 

would seem that a more critical analysis is needed in each country on the causes, the effects, 

and the conditioning factors of malnutrition. One of the reasons for this omission in most 
replies may be the lack of a conceptual model of malnutrition. One country mentions having 
such a model: a set of hypotheses relating malnutrition and its manifestations to known or 
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potential causes or conditioning factors, and based on whatever evidence is available in the 

country. 

A third area, of which little mention is made, is nutritional surveillance. It is a 

major omission, since no real progress in planning, allocation of resources, selection of 

priorities, monitoring of implementation, etc. can be made, without a minimum of surveillance. 

The omission is surprising in view of the importance given by countries to cross -sectoral 

nutritional surveys for planning, and their desire and commitment through specific recommen- 

dations at the World Food Conference in 1974, and the World Health Assembly in 1975. The 

importance of nutrition surveillance for national food and nutrition planning was also high- 

lighted by the joint UNICEF/WHO /FAO Expert Committee on Nutrition in 1975. The need for 

early warning devices was mentioned by only one country - although many more are disaster - 

prone. 

A fourth point, linked to the previous ones, refers to the categories used to define the 

people who are affected, or vulnerable, or "at risk ", or members of priority groups. A quick 

review of the categories used by the countries allows for very interesting observations. • 1.3 Use of categories 

Although the information provided has no statistical validity, many common conclusions 
emerge. In the first place, all possible known categories of people affected by malnutrition 
are listed at least once. As could be expected, the so- called "vulnerable groups" (mothers 

and children) come on top. This may be in part the result of the bias of the influence of 

professional nutritionists and of international agencies. Still, and in spite of this, the 

pregnant woman comes very high. She is included as a priority category by 21 countries from 
all areas, out of 24, including industrialized countries with either market economies or 

centrally planned systems. Although no good evidence is provided as to why, there is no 

doubt that, as far as governments are concerned, the pregnant woman is the category vulnerable 

to malnutrition. Pre - school children, lactating women and infants come next. 

But the interest of the countries goes well beyond those traditional "vulnerable groups ". 

Nine countries, from the developing as well as from the developed world, cite migrants as a 

key group. This refers to rural -urban migrants as well as to immigrants from a foreign 
country. Specific geographic areas, e.g. mountain and drought areas, and special ethnic 
groups are other priority groups mentioned again in reports from developing and developed 
countries. Other groups cited include the elderly, the workers, the adult woman, hospitalized 
patients, alcoholics, and the poor. This, obviously, varies with the type of country. 

Traditional categorization is not universally accepted as being effective. Sоme countries 
accept the "vulnerable groups" concept only if it is complemented by a stratification by 
geographic area, by ethnic group, by socio- economic level, or by degree of employment - an 

approach very near to the concept of functional classification. One delegation, however, 

casts doubts about the efficiency of such a classification for national planning. 

1.4 Present nutrition situation 

There is, in the responses of the governments, little evidence of marked changes in 

nutritional status, in spite of obvious major changes in the conditioning and causal factors 
of malnutrition. Factors of change, by contrast, as we already said, are abundantly 
documented: inflation; cultural destructions; disruptions of ecosystems; population 
increase; migrations; urbanization; industrialization; increases in standards of living; 
expansion of health services. The general impression carried by the country reports is that 
of an acute perception that we find ourselves in a rapidly changing world, without knowing 
whether malnutrition is changing, while all available evidence would suggest it should be 
changing. Under these circumstances the relevance of some of the measures adopted or 
recommended to combat or prevent malnutrition should be re- examined, and a few countries 
express this quite clearly. 

Information on the prevalence of protein -calorie malnutrition, including kwashiorkor and 
marasmus, is scarce. Thirty-one countries provided data, of which 21 report the existence 
of protein -calorie malnutrition (see Table 2). Ten countries report that PCM does not exist 
in their populations; 8 countries did not reply. 
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Although the table can by no means be considered as representative of the world situation 
of PCM, a few interesting facts are worth mentioning: 

- PCM remains prevalent in an overwhelming majority of the developing countries that 
reported. The prevalence of unspecified malnutrition, or malnutrition of 1st, 2nd 
or 3rd degree reaches 40 to 72 %, while severe malnutrition is present in 0 to about 
6% of children below 6 years of age. It is interesting'to compare this information 
with the exhaustive review made by Bengoa & Donoso in .1974,1 and covering the period 
1963 -1973. There is hardly any evidence of change. 

- Kwashiorkor, surprisingly, is reported in all countries with PCM, although with 
qualifications. Although reportedly less prevalent than marasmus, it has not at all 
disappeared, as it is sometimes believed. 

- The fact that 31 countries out of 39 provide information demonstrates an awareness of 

the nutrition problem at governmental level, which did not seem to exist 10 or 15 years 
ago. 

1.5 Diagnostic methods more commonly used 

Thirty -three countries did provide complete or partial responses; six did not reply. 

The sources of information most widely used at the national level are health /medical statistics 
and food balance sheets (see Table 3). One half of the replies, however, omit to mention at 
least one of these tools, and only one third of the countries report having access to the 
results of anthropometric or dietary surveys with national coverage, or having conducted 

nationwide studies on specific problems such as goitre or anaemia. More comprehensive 
nutrition surveys are even scarcer. The national diagnosis, therefore, is more commonly 
based upon surveys of selected groups of population, with a lesser or greater degree of rep- 

resentativeness. Dietary, anthropometric, nutritional, specific problem oriented surveys, 
complemented with data from other sectors are reported by about one half of the countries. 

1.6 leans to improve available data and their analysis 

How to improve the collection, analysis, and utilization of the data is a major explicit 

concern of the respondents. Many means are suggested in the replies, in approximately the 

following order of importance: 

1. Collection and analysis in a multidisciplinary way, better cooperation with other 

sectors in collection and analysis; 

2. Better use of records from MCI services, and /or adding nutritional information 

(particularly anthropometry) to those records; 

3. Training of personnel, mainly in- service; 

4. Improving of basic morbidity and mortality data; 

5. Creating nutrition surveillance systems; 

6. Providing equipment, resources, and administrative set -ups to data support systems; 

7. Conducting additional surveys; 

8. Creating nutrition awareness among people; 

9. Emphasizing the role of nutrition institutes and epidemiology institutes. 

Other suggestions made are: to add anthropometry to household consumption surveys; to 

start the processing of information in the community; to strengthen nutrition services; to 

1 Bengoa, J. M. & Donoso, G.: Prevalence of protein - calorie malnutrition, 1963 -1973. 

FAG Bulletin 4 (1); 24 -35, 1974. 
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develop indicators; to separate basic and associated causes of death in the death certificates; 
to use more extensively birth weights. 

Few answers were provided to the question of the cost of improving the data. Some feel 
the cost is high, others feel it is comparatively low. 

In conclusion, the following topics emerge from the country reports, as being worth 
further discussion: 

1. Improving the diagnosis of nutrition problems at the national level through: 

- better collection, analysis, and utilization of information - use of a hypothetical 

model that attempts to explain the causes of malnutrition in the country; 

- inclusion of a "time dimension ", and building up of trends; 

- adding to the classical "vulnerable groups" categories, a definition of special 

groups (including the aged, the workers, the socio- economically deprived and the 

migrants), in order to arrive at a "functional classification" of malnutrition in 

each country. 

2. Establishment of food and nutrition surveillance systems. 

3. Considering the pregnant woman as a world -wide priority group, and collect more 

information on the validity of such a statement. 

4. Conducting of better surveys, and collecting more accurate and representative 

information on the true prevalence of PCM, including kwashiorkor and marasmus, and 

of other prevalent nutritional deficiencies like anaemias and vitamin A deficiency. 

5. Doing more research in each country on the causes of malnutrition, its effects, and 

the relative importance of cultural, social, demographic, and economic factors 

linked to the situation called "underdevelopment ". 

TABLE 1. MEANS TO IMPROVE AVAILABLE DATA AND ANALYSIS 

No. 

Collection and analysis of data in multidisciplinary way: better cooperation 

with other sectors in collection and analysis 8 

Improving quality and use of records from ICI, and /or add nutritional 

information to them 

Training of personnel 

Improving quality of basic morbidity and mortality data 

Providing equipment, resources, and administrative set -ups to data support 

services 4 

Conducting surveys 4 

Creating nutrition surveillance systems 4 

Creating nutrition awareness among the public 3 

Develop role of nutrition and epidemiology institutes 3 

б 

б 

5 

In this table, as in the other tables, and unless specified otherwise, the numbers in 

the right hand column refer to the number of countries that explicitly mentioned the 

corresponding item. 
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TABLE 2. EVIDENCE OF PCM, AS REPORTED BY 31 COUNTRIES 

(By different criteria of diagnosis, and in most cases 
not representative of the national situation and hardly comparable) 

Country Kwashiorkor Marasmus PCM" Comments 

Philippines - - 5.7% of 3rd degree mal- 

nutrition in 0-6 years 

age -group 

69% PCI in 0 -4 years 
age -group 

Nigeria + + Approx. 50% in 0 -3 years 
age -group 

Evidence abounds 

Senegal + + + 

Cameroon + + 2 -6% severe, rural 

1.2 -3 severe, urban 

Libya Not since 

1974 

+ + Only seen in 
hospitals 

Ethiopia + + + Various studies 

Sudan In Khartoum's 
hospitals 

+ 1% 3rd degree malnutrition 
in 0 -4 years age -group 

Approx. 50% PCM 

Malaysia + + 0 -5.7% 3rd degree 

Madagascar + + 72% PCM Various sources 

Singapore Rare Rare Rare Hospitals only 

Afghanistan + + + 

Qatar - - Rare 

Peru Only in 

hospitals 

+ 0.8% 3rd degree 

40% PCM 

Venezuela - - 0.8 -1.8% 3rd degree 

Costa Rica - - 1% 3rd degree 

57% PCM 

Iraq Decreasing + + Marasmus now 
also at younger 

ages 

Nepal - - + 

Burma - - + 

Sri Lanka + + 1 -6.6% 

South Africa + + + 

Mali + + + Mainly hospital 

data 

On the basis of weight retardation or unspecified. 

- indicates no information provided. 

+ indicates presence. 
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TABLE 3. DIAGNOSTIC МETHODS USED IN DEFINING THE NUTRITION PROBLEMS 

(33 Countries) 

Data at the national level 

Yes 

The method is used: 

No 

2 

4 

2 

3 

З 

No answer 

23 

17 

16 

12 

12 

8 

12 

15 

18 

19 

Use of health /medical statistics 

Food balance sheets (or equivalent) 

• Specific national surveys (goitre, anaemia, etc.) 

National consumption surveys 

National anthropometric surveys 
* 

National nutrition surveys 9 4 20 

Biochemical surveys, national 7 2 24 

Data from selected groups of population 

Dietary surveys, selected population 25 3 5 

Anthropometric surveys, selected population 24 2 7 

Nutrition surveys on selected groups 24 2 7 

Biochemical surveys, selected groups 16 2 15 

Surveys on specific problems (goitre, anaemia, etc.) 11 2 20 

Statistics or surveys from other sectors 16 2 15 

* 
Clinical, or clinical and biochemical, or non -specified. 

2. DEFINING THE PROBLEM AT THE COMMUNITY LEVEL 

Most of the countries that 

studies; however, some concern 

A few countries remark that the 

to involve the community in the 

replied to the questionnaire report that they have community 
is expressed regarding their sampling and representativeness. 
results are not always used. One country stresses the need 
planning of surveys. 

Anthropometric, clinical, and dietary surveys seem to have been conducted in almost every 
country. Even biochemical data of some kind have been collected in at least half of the 
countries. There is a trend towards systematic collection of anthropometric information, 
both in developing and in industrialized countries. It seems to a large extent that it 

reflects an increasing degree of awareness about nutrition. 

Data on the nutritional status of patients from hospitals, health centres and MCI clinics 
are available and considered reliable in some countries; they are not available or unreliable 
in others. Various uses of such information, at the local level, are cited: identifying of 
vulnerable groups, monitoring, nutrition education, evaluation of MCI work, programme design, 
etc. 

It seems that, in contrast to national medical and health statistics, which are extensively 
used, more local information could be better collected and utilized, e.g. nutrition 
surveillance at the community level. 
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The need to integrate the information at the local level, that is to relate food intake 

data with clinical and anthropometric findings, and the former with health services records 

using a causal frame of reference, and "explain" malnutrition in that community, a task which 

is of a multisectoral character, has not been clearly emphasized in the reports. 

Two other specific questions relating to problems at the community level were asked, the 

first on the effects of malnutrition on mortality rates in children and the other on the 

interaction between malnutrition and environmental factors. A number of countries do comment 

upon the effects of malnutrition on child mortality, but very few provide new evidence to 

support such relationship. 

The general impression is that: (1) most governments are convinced of the importance of 

the relationship, but (2) there is actually little additional evidence, at least from the 

data available to governments. 

While information is indeed provided about poor environment, dietary deficiencies, or 

infections, very few relate these factually with malnutrition. Only four countries cite 

evidence of environmental effects on nutrition. 

In summary, it is suggested that the following points be discussed, with respect to the 

topic "Defining the problem at the community level ". 

(1) Participation of the community itself (i.e. the people who are studied), not only 

in the implementation of surveys or in the operation of a surveillance system, but active 

role in the decision about the survey or the system, in its design, and in its inter- 

pretation. 

(2) Emphasis on the need to improve the quality of the data collected by hospitals, 

health centres and MCI posts, and on the rapid utilization of this information. 

(3) Use of a general causal framework which would attempt to "explain" malnutrition. 

(4) Setting up of nutrition surveillance in and by the community. The same causal 

framework would serve as departure point. The type of information collected should be 

directly utilized for selecting or correcting interventions. 

(5) Conducting unsophisticated methodological research: 

- to select the information needed for programme design and monitoring at the 

community level and for surveillance; 

- to design simple systems of collecting, transmitting, and interpreting such 

information, so that the people in the community can collect and utilize it 

directly. 

3. CONTRIBUTION OF THE HEALTH SERVICE TO NUTRITION IMPROVEMENT 

This is obviously a central issue and is of importance to health workers and to 

nutritionists. It is thus understandable that this section of the outline generated the 

largest amount of information in the replies. 

While it is true that permanent improvement of nutrition depends on socio- economic 

changes, the health sector can undoubtedly play an important role even with the existing con- 

straints. 

3.1 Health activities to improve nutrition at the community level 

A major portion of the reports of quite a few countries is concerned with a description 

of on -going nutrition and health activities. The concept of integration of nutrition in the 

activities of the health services is unanimously accepted. However, the replies revealed 

that integration is far from being generally applied. The concept of integrated health 
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package is not clearly expressed in a majority of replies. Activities are listed; it is 
stated that they are integrated; but the context casts a doubt upon the effectiveness of such 
integration. 

With respect to the types of activities that the countries perform, or intend to perform, 
or consider to be recommended, there is abundant information. A table (4) was prepared, 
which reflects the frequency with which specific activities were listed in the countries' 
replies. Although the table has no statistical validity, it does show a specific trend: 

(a) All the community health activities, classically recommended as specific nutrition 
activities, are listed by a majority of countries. There is no lack of knowledge or 
understanding of what ought to be done, and a clear consensus emerges. 

(b) The inclusion of activities such as immunization, environmental sanitation, health 
education, family planning, medical care, etc. under the label "non- specific nutrition 
activities ", although a more recent concept, is widely cited. However, on closer 
scrutiny, one finds that the latter activities do not seem to be universally recognized 
as being relevant to nutrition. 

(c) A clear concern for the expansion of basic health services pervades in a majority 
of reports with, at the same time, evidence that such expansion is far from advancing at 
the desired pace. Lack of political support, financial resources, and the need for 
administrative reforms seem to be major obstacles. Since the expansion of nutrition 
services to the community is limited absolutely by the rate of expansion of the basic 
health services, it is of the utmost importance for nutrition that the drawbacks and 
obstacles to such expansion be studied as a priority. 

(d) Four activities appear rather low in the list: family planning; early detection 
and diagnosis of malnutrition; surveillance; and water supply. Whether this is due 
to the nature of the questionnaire, or reflects lower priority on the part of the govern- 
ments, is a matter which can be clarified during the Technical Discussions. Regardless 
of policy decisions and preference of individual countries, there is now abundant 
scientific evidence that demonstrates the impact of family planning and of adequate water 
supply on nutritional status. Early detection and diagnosis of malnutrition, although 
often practised, deserves to be considered as an activity in itself, well identified 
during planning, training of personnel, and evaluation. The same applies to nutrition 
surveillance, which is closely linked to early detection. 

(e) The high priority given to the pregnant woman is emphasized again in the replies, 
as was already mentioned in Section 1. It is definitely a group perceived as a major 
target for the health services. The lactating mother is mentioned, although less 
frequently. Both pregnant and nursing women, however, are referred to as recipients 
of care. 

Seventeen countries made reference to community participation in their replies. In the 

overwhelming majority of reports which provide additional information, there is an indication 
that the community participates in and contributes to the activities decided upon, designed, 
and implemented by the health workers. Active decision by the people on action in the 

community is mentioned explicitly twice. There may be a substantial amount of under- 
reporting, but still very few reports provide evidence of community motivation, freedom of 
choice, sharing in responsibilities. If what is apparent in the papers from this small 
sample of seventeen countries reflects a general situation, there is certainly a need for 
reconsideration. Although the subject does not stand in the mainstream of the topics to be 
discussed during the Technical Discussions, it should be considered, and possibly referred to 
another, more in -depth discussion. 

3.2 Role of the health sector at the central level 

It might be useful to review the role of the health sector at the central level, with 
particular reference to the Ministry of Health. Although few specific questions revolved 
around this topic, the replies suggest that the following are the important roles: 
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(a) Organizing the logistic support which is necessary for the activities at the 

community level. This important responsibility has three components: 

- integration of nutrition in health services 

- expansion of primary care 

- active community participation 

(b) Supervision of the activities at all levels, including the monitoring of nutrition 
programmes, whether executed by the health sector or not 

Establishment of standards, guidelines and norms 

Nutritional surveillance and information system 

Research 

Training 

Coordination, within the sector and with other sectors 

(h) Nutrition planning, including national diagnosis. This is the subject of the 

whole of the following section of this paper. 

Many countries listed activities to be performed by other sectors which could contribute 

to the solution of nutrition problems. A majority of countries, if not all, perceive mal- 

nutrition as linked to under - development and which can 

development programmes belonging to various sectors. 

TABLE 4 

only be rectified by comprehensive 

Reported Recommended 
as being but not 

done done TOTAL 

SPECIFIC NUTRITION ACTIVITIES IN THE COMMUNITY 

1. Early detection and diagnosis of malnutrition 9 3 12 

2. Treatment of malnutrition 14 б 20 

2.1 Domiciliary, out -patients 6 3 9 

2.2 Rehabilitation centre 9 2 11 

2.3 Hospital 7 0 7 

3. Management and prevention of other diseases (not 

including immunizations): upper respiratory 

diseases, diarrhoea, measles, whooping cough, 

common ailments, etc. 10 3 13 

4. Nutrition education 15 7 22 

4.1 In health or MCI centres 13 3 16 

4.2 Through mass media 8 2 10 

4.3 In the community 5 з 8 

4.4 Other (breastfeeding; weaning food) 3 2 5 

5. Supplementary feeding 15 2 17 

5.1 To preschool children, mothers, etc. 13 2 15 

5.2 School lunches 11 1 12 

5.3 Food stamp 2 0 2 

5.4 Other 1 0 1 



6. Nutritional surveillance of the community 

7. Distribution of vitamins and /or minerals 

7.1 Vitamin A 

7.2 Vitamin D 

7.3 Iron 

7.4 Other 

СОМ!.TNIТУ HEALTH ACTIVITIES 

8. Immunizations 

9. Environmental sanitation 

9.1 Drinking water supply 

9.2 Latrines 

9.3 Other 

10. Training of personnel 

11. Health education 

12. Pre, peri, and postnatal care 

12.1 Prenatal 
12.2 Perinatal (including home -deliveries) 

12.3 Postnatal 

13. Community organization (to achieve awareness, 

13.1 Recording of vital events by the community 
13.2 Use of community health workers 

14. Family planning 

15. Hospital districts 

16. Dental health 

OTHER MEASURES BY THE HEALTH SECTOR • 17. Increase of health services coverage 

18. Salt iodization 

19. Food and nutrition surveillance at national level 

20. Food fortification 

21. Formulation of national food and nutrition policy 

22. Water fluoridation 

23. Food control 
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Reported Recommended 

as being but not 

done done TOTAL 

6 4 10 

8 2 10 

2 1 3 

2 0 2 

7 2 9 

1 0 1 

11 5 16 

7 7 14 

4 6 10 

2 4 6 

4 4 8 

11 3 14 

9 4 13 

11 1 12 

7 1 8 

7 1 8 

6 1 7 

8 11 

3 3 6 

5 0 5 

5 3 8 

1 1 2 

3 0 3 

7 4 11 

4 5 9 

0 5 5 

1 2 3 

0 2 2 

1 0 1 

0 1 1 

4. RESPONSIBILITIES OF THE HEALTH SECTOR IN NATIONAL FOOD AND NUTRITION PLANNING 

The question relating to the interest of governments in the formulation and implementa- 
tion of multisectoral food and nutrition strategies gave rise to a number of responses. 
Twenty -two countries replied affirmatively; one felt it was not necessary; in one, the 
government had not yet made a formal pronouncement; 15 countries did not reply. 

Various steps taken by the interested countries towards the formulation of food and 
nutrition policy are reported in Table 5. 
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It is interesting that among the countries that have a policy or intend to formulate such 
policy, or recognize the need for such policy, are ten developed countries from Western and 
Eastern Europe. This indicates that this subject is not only of importance to, and will not 
be confined just to developing countries. 

Eighteen countries feel that the health sector should be involved in nutrition planning 
at community and national levels; two replied negatively; and the others did not respond. 
The role of the health sector in nutrition planning is seen mainly under three headings: 

- coordination of action with other ministries and sectors 

- participation in a national food and nutrition council or equivalent body 

- providing data and /or defining the nutrition problem in the country. 

Proposing of priorities, taking care of surveillance, conducting research, taking 

leadership, are roles mentioned only once or twice. The major changes that the countries 
propose to be needed are: in- service training of personnel; creation of an intersectoral 

coordinating body where necessary; and nutrition awareness of the public. 

The role of the health sector obviously deserves more discussion. The following few 

paragraphs are suggestions, by the reviewers, for a broader exchange of views between con- 
cerned countries at the WHA Technical Discussions. 

The major role of the health sector is leadership: neither administrative leadership nor 
command, but moral leadership (to represent the sick and the suffering to act as a pressure 

group), and technical leadership (to provide the biological considerations that must preside 

over any nutrition policy). 

The following five roles are specific to planning: 

Definition of the national nutrition problem, through adequate diagnosis, was reviewed in 

detail in Sections 1 and 2. 

The establishment of a system for nutrition surveillance is another key point. Both 

imply the improvement of the data support basis, a major function of the health sector. 

As important as the two previous points is the definition of biological terms of 

reference for food and nutrition planning: dietary recommendations, standards for growth and 

development; selection of "cut off points" and "trigger points "1 for surveillance; food 

composition tables, etc. Nutrition Institutes and Universities will have a supporting role 

to play here. 

The fourth responsibility of the health sector associated with multisectoral nutrition 

planning is an active participation, and when necessary, leadership in the formulation of 

global nutrition objectives. 

The present trend among people who have experience in nutrition planning is to move away 

from the earlier concepts of "National Food and Nutrition Policy" and "Nutrition Planning 

Support" towards "Nutrition in Development Planning ". Nutrition thus becomes a specific 

target in the planning for total development - just as communications, industry or agriculture. 

The fifth responsibility would be the continuous monitoring and evaluation of interven- 

tions relating to nutrition. 

� The Methodology of Nutrition Surveillance. Report of a joint FAO/UNICEF/WHO Expert 

Committee Meeting, WHO Technical Report Series No. 593, Geneva, 1976. 
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Obviously, other roles are to be played by the health sector in connexion with planning: 
selection of priorities of interventions and the implementation of activities within the 

health sector; programme design and evaluation, etc. The actions listed in the replies to 

the questionnaire (coordination, participation in committees, and others) are to be viewed as 
no more than a means to support the major roles presented here. 

Two last points, the first being rather obvious, refer to the role of the health sector 
in organizing or participating in the research and in the training needed for successful 
nutrition planning. Specifically stated, research is needed in the development of simplified 
indicators, of indicators of subclinical malnutrition; to nutrition of high risk groups; to 

human nutritional requirements; and to methods of improving surveillance. Training is felt 

as a need at all levels, from the medical profession to the paramedical and community workers. 
The other is the responsibility of the health sector with respect to growing concern for 

disaster situations. Quite often no agency takes the lead, or the agency that takes the 

initiative has not enough political power or access to decisions in the case of disasters. 

The health ministry will have an important role to play in pre -disaster preparedness and 

planning in those countries which are prone to droughts, floods and famine. • In conclusion, it is suggested that the Technical Discussions consider the following: 

• 

(a) It is acknowledged that the health sector has a key responsibility in multisectoral 
food and nutrition planning. The following roles have been proposed for the health 
sector: 

(1) Leadership, moral aid technical, in the promotion of national food and nutri- 
tion policies, including the education of the public 

(2) Definition of the nutrition problem at the national level 

(3) Establishment of a nutrition surveillance system 

(4) Definition of the biological terms of reference to be used in food and nutri- 
tion planning 

(5) Participation and, when necessary, leadership in the formulation of develop- 
ment objectives with a bearing on nutrition 

(6) Monitoring of nutrition and nutrition- related interventions 

(7) Participation in the multisectoral planning process 

(8) Implementation of the health sector component of the national nutrition plan 

(9) Appropriate training and research, in support of nutrition planning. 

Does this reflect a consensus among participating countries? Does the proposed 
order correspond, in broad terms, to an acceptable order of priorities? Are there 
aspects to be deleted, added or amended? 

(b) How is the health sector going to ensure a proper feedback from the village to the 
planning body, in other words ensure that needs and decisions at the community level be 
taken into account in the national plan? 

The inclusion of an item on the "role of the health sector in the development of 
national and international food and nutrition policies and plans" in the agenda of the 
World Health Assembly gives additional importance to the subject 
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TABLE 5. STEPS TAKEN BY SOME COUNTRIES IN THE FORMULATION 
AND IMPLEMENTATION OF A NATIONAL FOOD AND NUTRITION POLICY 

Coordination, existing between different ministries 7 

Committee, existing or planned, within the planning body 4 

Workshop or conference - held 2 

- planned 2 

Countries just starting to formulate a NFNP 3 

Active role of Medical Council or National Nutrition 
Institute 3 

5. BENEFITS OF MULTISECTORAL NUTRITION PLANNING FOR THE HEALTH SECTOR 

One country remarked, correctly, that there was a certain degree of inconsistency between 
the content of the outline and its title. While most of the outline is concerned with the 
role of the health sector in nutrition planning, the reciprocal theme, i.e. the benefits that 
the health sector can expect to derive from multisectoral nutrition planning, is barely 
considered. It is not surprising therefore that little attention was paid to it in the 
replies. It is important, however, to discuss it. Experience shows that, in a number of 
countries, the Ministry of Health is reluctant to engage firmly in multisectoral nutrition 
planning for a number of reasons. One reason is the doubt as to the benefit of nutrition 
planning for health development. The matter can be considered from two angles: the effects 
of improved nutrition on the levels of health, and the increase of resource allocation to the 
health sector as a result of multisectoral planning. 

The health sector has a major stake in having nutrition being given priority by other 

sectors. There is no need to discuss in detail here how and why improved nutrition reduces 
the costs of health care, decreases morbidity and mortality, and generally elevates the levels 
of health and well -being of the population. It is clear from the countries' replies, which 
were discussed in the earlier sections, that there is a reasonable degree of consensus on that 
point. Since improving nutrition implies a number of actions by different sectors, and since 
it is agreed by most that multisectoral planning is a means to maximize the use of the 

resources, the Ministry of Health readily accepts leadership and sees it to its advantage to 

favour, support and participate in interministerial nutrition planning. 

While the advantages for health improvement are generally acknowledged, even sometimes 
only implicitly, the benfits that the health sector can derive, as an organized structure, 
for strengthening of the health services, have received much less emphasis. Some ideas 
appear in the replies from the countries, but without any firm or repetitive pattern. It is 

proposed, for a base for discussion, that the following benefits from multisectoral nutrition 
planning will accrue to the health sector: 

(a) A national food and nutrition plan, properly conceived and implemented, will 
increase the allocation of resources to various sectors, including the health sector. 
The health sector will receive more support and funds for, essentially, the development 
of basic health services, and for environmental sanitation - although other activities 
will be added in most countries. This in turn will allow the health sector to improve 
the amount and quality of the services it delivers to the population. 

• 

• 
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(b) The increased resources and responsibility given to the health sector for nutrition 

diagnosis and surveillance will, in all probability, lead to an improvement in informa- 

tion collection, not only for nutrition but other related areas of health, which in turn 

will provide better data base for health development. 

(c) The new resources mobilized by the nutrition plan and the need to use them 

efficiently will, it is expected, result in an overall improvement of planning within 

the health sector. 

A fourth point ought to be considered: 

(d) Formulation and implementation of national nutrition policy will invariably impinge 

on sectors of public administration - and often on public opinion - and will generate a 

higher degree of nutrition- consciousness which, one must admit, is lacking in many 

countries. Thus, greater awareness of the public and the administration, in turn can 

create a sense of urgency and facilitate attraction of resources to be handled by the 

health sector. 

There is another, more philosophical benefit the health sector can derive from such an 

approach. A food and nutrition policy attempts at dealing with the problem primarily at its 

pre -pathogenic stage. It is considerably more satisfying for the health worker to see 

government resources applied for primary prevention than the present trend of using most 

resources for curative intervention. 

The following topic is suggested for the Technical Discussions of the World Health 
Assembly: 

What are the benefits to be derived by the health sector from properly designed and 
implemented multisectoral More particularly, what are the theore- 

tical and practical advantages for the sector, as an organized structure? 

6. NUTRITION PROBLEMS OF DEVELOPED COUNTRIES 

Among the countries that replied, there clearly emerges a group of 15 countries who call 

themselves "developed ", "industrialized ", "industrially developed ", "affluent ", etc., who share 

forms of malnutrition typical of industrialized societies, and they strongly express their 

concern about their nutrition problems. 

These countries are a representative sample of the "developed" world. They demonstrate 

a striking consensus and identity of views in the way they define and express their nutrition 

problems, although, as could be anticipated, there are marked differences in approaches between 

the four countries with centrally planned economies and the 11 countries where market economy 

prevails. 

The identity of patterns of malnutrition described by those countries; the great 

similarity between their perception of priority of high -risk categories of populations; their 

common emphasis on the importance of nutrition education; and their consensus about the 

importance of national nutrition planning, suggest that they indeed constitute a fairly 

homogeneous group with respect to the central issue discussed in the present paper. 

The nutrition problems of the 15 industrialized countries, as perceived by their govern- 

ments, are the following: 

(1) Obesity (10),1 associated with excess intake of sugar (7), fat (7), animal fat (5), 

or calories (3). A few countries underline the reduction of physical exercise as a 

cause, and one country provides detailed information on diet and physical activity; 

1 Numbers between parentheses refer to the number of countries that mentioned the item 

in their replies to the "outline ". 
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(2) Cardiovascular disease (9), associated with dietary factors; 

(3) Diabetes mellitus (7); 

(4) Specific forms of undernutrition affecting special groups are reported as problems 
of public health or social significance by eight countries (8): nutritional anaemia (4); 
dental caries associated with low fluor intake and /or excess refined sugar consumption 
(3); endemic goitre (1); and mild deficiencies of vitamin A (1), C (1), and B group 
(3). 

Ignorance of the population (particularly where there is rapid urbanization, migration, 
and recent changes in food supply and socio- economic status) as well as the importance of 
nutrition education, are explicitly recognized by nine countries. 

Priority categories for concern, or high -risk groups, are listed in most of the replies. 
Very interestingly, two categories of people top the list: the elderly (8), either isolated 
or in institutions, and the pregnant woman (8). Workers (4) are more a concern in Eastern 
European countries. Children of all ages (6), persons in institutions (4), and migrant 
workers or immigrants (4), are other important categories. Also listed are the rural poor 
(2), the lactating mothers (2), the unemployed (1), and the alcoholics (1). 

Three of these industrialized countries consider geographic location, or special ethnic 
groups, to be an important risk factor: living in the mountains (2), ethnic minority, or 
immigrants with language problems (2), and isolated populations (1). 

Governments of developed countries do not seem to perceive their responsibilities in 
dealing with nutrition problems as lesser than the responsibility accepted by the developing 
countries. The difference lies more in the nature of the problem, and maybe in more 
emphasis on the need for food control and the development of new foods. 

On the issue of whether national food aid nutrition planning is necessary, the replies 
are extremely interesting. Of the fifteen countries, four did not answer this question; one 
does not consider it necessary because of adequate present coordination; and the rest are in 
favour: five countries have a national food and nutrition plan or the equivalent of it, and 
the other five are firmly recommending it. 

The four Eastern European countries, characterized by centrally planned economies, 
provide responses which differ only in three respects: 

- they all have already a planning mechanism at the central level which covers most, if 
not all, of the needs for food aid nutrition action; 

- they put the workers as a priority category; 

- they give more importance to the time dimension: they compare old and recent 

information, and they attempt at defining trends. 

Very surprisingly, three topics, which would seem of great importance, are not mentioned 
in the fifteen replies, with few exceptions: consumer protection (as distinct from the more 

general topic of education); the promotion of breastfeeding, and nutrition surveillance, 

which is mentioned by only two countries. 

Up to now international organizations of the UN system have more or less assumed that the 

high - income countries had the human and financial resources as well as the technical capacities 

to solve their nutrition problems. They therefore used to concentrate their action on 

combating and preventing undernutrition in the Third World. 

The fact that fifteen countries, members of the WHO, and fairly representative of the 

wider group of developed countries, perceive and describe their nutrition problem with so much 
uniformity, suggests that maybe the point raised earlier deserves to be reconsidered. 
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It is therefore suggested that the three following questions be presented for discussion: 

(1) What are, in the views of the governments, the major nutrition problems of public 
health and social significance in developed countries? 

(2) Is there a role for WHO to play? If so, what would it be? 

(3) Is there a need for national nutrition planning in developed countries? Is there 
room in that area for international cooperation? 

7. THE ROLE OF INTERNATIONAL ORGANIZATIONS 

7.1 Analysis of country replies 

Twenty -seven countries from all regions replied to the two questions concerning the role 
of international organizations, including six European countries from both the West and the 
East. Twelve countries did not reply, of which nine are industrialized countries. The brief 
analysis that follows is based upon the twenty -seven countries providing complete or partial 
answers. 

Twenty countries are receiving external assistance, three cooperate with international 
agencies and one country does not receive assistance. The most commonly cited external 
agencies are WHO, FAO, UNICEF, USAID, SIDA, WFP, CARE, CRS and OXFAM. 

Nine countries do not say whether the assistance is adequate, seven consider it adequate 
for their needs, and one country does not consider it possible to evaluate assistance because 
it had not been properly planned. Three countries state that external assistance is not 
adequate; the assistance is considered inadequate because of rapid increase in nutrition 
activities carried out by the country; or because the government has to improve their 
managerial skill in coping with external assistance. One country wishes for more assistance 
from international agencies in food control and in the development of non- conventional foods. 

External collaboration in formulating and implementing multisectoral food and nutrition 
strategy is received by seven countries responding to the questions. Five countries state 
that they do not receive such assistance; three did not request it, and two do not need it; 
and ten did not reply. The type of assistance listed is in the form of workshops, both at 
regional and national levels; technical ssistance missions from WHO and FAO; collaboration 
in making a national diagnosis of nutrition; and food aid. It should immediately be pointed 
out here that the question in the "outline" was too narrowly limited to aid and technical 
assistance. There was no specific question on the role of external agencies in aspects such 
as: 

- dissemination of information 

- producing guidelines, methodologies, documents 

- carrying out or supporting investigations 

- providing training 

- coordination, or 

- financial support. 

Still the role of international organizations is indeed often emphasized in individual 

country reports, and seems to be perceived as more important than the questions would suggest. 

It is therefore recommended to include this point, understood in the broadest sense, as a 

topic for the Technical Discussions. 

External agencies too often operate in isolation. Only twelve countries have an 

administrative machinery to coordinate the collaboration of external agencies: eight of them 



A30 /Technical Discussions /l 
page 32 

within the planning body (in two cases closely linked with the National Nutrition Institute); 
one within the Prime Minister's office; three unspecified. Six countries do not have such 
a machinery: one country does not consider it necessary; another is lacking the technically 
qualified personnel; and still another feels it is more important to increase coordination 
between the various sectoral offices which are in relation with external agencies. Three 
countries intend to locate the machinery within the central planning body. Nine governments 
did not reply. In summary, of 18 countries, 11 have or will locate the machinery in the 
central planning body. 

Because of the multisectoral nature of food and nutrition planning the interagency 
coordination is also of vital importance for more effective cooperation with countries. To 

ensure this coordination at all levels, different methods should be considered. The experience 
of the Interagency Project for the Promotion of National Food and Nutrition Policies, which is 

operating in Latin America with participation of CEPAL (Economic Commission for Latin America), 
FAO, PAHO /WHO, UNESCO and UNICEF, could be of value for other regions. 

The comment made by two countries about the participation of their Nutrition Institute is 

worth more attention. 

In order to assist the participants to the Technical Discussions, a tentative definition 
of the role of international organizations, with special reference to WHO, is presented below. 
It is based on current policy, expert committees, and inputs from a few countries that 
specifically dealt with this problem in their replies. Again, as the subject is likely to be 
discussed at the World Health Assembly in addition to its being dealt with at the Technical 
Discussions, it receives here more attention than in the "outline" or in the replies. It is 
considered as being very important to this Organization that the Member countries express 
themselves freely on the following section. 

7.2 Proposed role of WHO in nutrition planning 

7.2.1 To stimulate and encourage governments to formulate and implement national food and 
nutrition policies and plans 

There is still a need to impress upon the health sector that direct nutrition interven- 
tions alone will not solve malnutrition problems. Emphasis on, and facts to support, the role 
of non- nutritional factors (infections, sanitation, for example) must still be made. Inter- 
national organizations will have to provide guidance or cooperate when requested, and emphasize 
the importance of fulfilling all the tasks described in a previous section of this document. 
(Contribution of the health sector to nutrition improvement). 

7.2.2 Development of methodologies for: 

(a) the diagnosis of nutrition problems, both at the community level and at national 
level, with emphasis on community participation in such diagnosis. This includes 
research on nutrition indicators, on human nutrition requirements, and on the interactions 
between nutrition and infection; 

(b) nutrition surveillance. Methodologies should be developed on simplified 
information system; on rapid transmission, analysis and retrieval; and on simple 
interpretation; 

(c) methodologies for planning, and for programme and project design, with special 
reference to three major aspects: 

- total integration of nutrition and nutrition -related activities within the health 
services, starting with primary health care 

- community organization and its participation in the identification of local 
problems, the choice of intervention, and their evaluation, in addition to the 
community involvement in the delivery of services 
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- expansion of basic health services. 

The international organizations can also be useful in the development of other 

methodologies, such as methods and techniques of evaluation, of delivery systems, of assessing 

manpower needs, etc. 

In view of the very different approaches adopted and results already achieved in a number 

of countries, one useful approach is "horizontal technical cooperation ", i.e. the transmission 

of the experience from a country, or a group of countries, to other nations through joint 

meetings, travelling seminars, missions from one country to another, translation of national 

documents for use in other countries, training of nationals from one country in another 

country, etc. 

7.2.3 Strengthening of the capacity of the Member countries to analyse and define their 

nutrition problem; to identify and select solutions; to design plans, programmes, 

and projects; to implement and evaluate them. Also the strengthening of the 

capability of the health ministries to mobilize government resources, public opinion 

support, and community participation, in nutrition planning. Through: 

- development of methodologies 

- meetings, workshops 

- creation or strengthening of mechanisms capable of multisectoral planning 

- creation or strengthening of a coordination machinery with external agencies 

- training of personnel from various sectors and at various levels. 

7.2.4 Stimulate, coordinate, and conduct, when necessary, research directly linked to the 
needs arising from the previous points; disseminate progress reports and results of 

such research; support research centres or groups doing investigation directly 
relevant to nutrition planning needs 

Resolution V of the World Food Conference of 1974 specifically emphasized the need for 
coordination between international agencies in the area of research. 

7.2.5 Mobilize and secure financial support to the governments for: 

(a) the creation, and in some cases, the maintenance during the initial period, of the 
multisectoral planning mechanism; 

(b) the implementation of those programmes and projects generated through the interaction 
of the sectors within the planning mechanism, and which would not otherwise receive a 
sufficient share of existing resources; 

(c) the establishment and initial operation of national food and nutrition 
surveillance systems; and 

(d) more generally, the selection and design of "bankable" projects. 

The World Bank, UNICEF and USAID have already contributed significantly in this respect. 
Other agencies (SIDA, regional development banks, and other bilateral aid agencies) have 
expressed interest. They are entitled to require adequate guidance and competent assistance 
from the international technical agencies to the recipient countries. 

7.2.6 Coordination with other external agencies, international aid bilateral 

A wide range of areas of coordination is listed in Resolution V of the World Food 
Conference of Rome in 1974. Two areas deserve particular emphasis in the present context: 
global surveillance and research. Institutional arrangements to make such coordination 
effective must be stepped up. 
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Coordination between countries ( "horizontal technical cooperation ") and the promotion of 
coordination within the countries themselves were mentioned earlier. 

7.2.7 Leadership, in coordination with other agencies, in defining the role of each sector, 
and particularly of the Ministry of Health, with respect to nutrition problems arising 
from disaster situations: epidemiology of disasters, and pre -disaster preparedness 
and planning 

This particularly applied to disaster -prone countries. 

7.2.8 Development of the international agencies' own capability to fulfil this wide variety 
of roles 

Besides recruitment policies and expert committees there is more room needed for internal 
meetings, staff improvement, more flexible adaptation to changes in policies. 

PART III. SUGGESTED TOPICS FOR DISCUSSION 

The following seven topics are suggested for consideration at the Technical Discussions. 

1, THE NEED FOR BETTER FUNCTIONAL DIAGNOSIS OF THE NUTRITION PROBLEMS BOTH AT THE NATIONAL 
AND THE COMMUNITY LEVEL 

Defining the nutrition problem at the national level: 

(a) Improving the diagnosis of nutrition problems at the national level through: 

- better collection, analysis and utilization of the information 

- use of a conceptual frame of reference 

- inclusion of a time dimension, and building up of trends 

- adding to the classical "vulnerable groups" categories, a definition of special 
groups (including the aged, socio-economically deprived, the workers, and the 

migrants). 

(b) Considering the pregnant woman as a priority group. Collect more information on 

the validity of such a statement. 

(c) Establishment of food and nutrition surveillance systems. 

(d) Conducting of better surveys, and collecting more accurate and representative 
information on the true prevalence of РСМ, and other nutritional deficiencies of public 

health significance. 

Defining the problem at the community level: 

(a) Participation of the community itself (i.e. the people who are studied), not only 
in the implementation of surveys or in the operation of a surveillance system, but 
active role in the decision about the survey or the system, in its design, and in its 
interpretation. 

(b) Emphasis on the need to improve the quality of the data collected by hospitals, 
health centres and MCI centres, and on the need to develop the practical and rapid 
utilization of this information. 

(c) Use of a general causal framework which would attempt to "explain" malnutrition, 

for use by workers from different sectors to interpret the nutrition problems of their 

community. 
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(d) Setting up of nutrition surveillance in and by the community. The same causal 
framework would serve as departure point. The type of information collected should be 
directly useful for selecting or correcting interventions, and be perceived as such by 
the people. 

2. THE ROLE OF THE COMMUNITY IN NUTRITION 

Participation of the community in the decisions, the diagnosis of its nutrition problems, 
the implementation and evaluation of interventions. 

Now does this role relate to the expansion of primary health care and the integration of 
nutrition with other health activities? 

Why is there so little progress? 

3. ESTABLISHMENT AND OPERATION OF NUTRITION SURVEILLANCE SYSTEMS 

What degree of priority does it deserve? Now to go about establishing food and nutrition • surveillance systems? Why is progress so slow? What is the role of the health sector? 

Please see relevant items in Part II, Sections 1 through to 5. 

4. ROLE OF THE HEALTH SECTOR IN MULTISECTORAL FOOD AND NUTRITION PLANNING 

It is acknowledged that the health sector has a key responsibility in multisectoral food 

and nutrition planning. The following roles have been proposed for the health sector: 

(a) Leadership, moral and technical, in the promotion of national food and nutrition 

policies, including creating nutrition awareness among the general population. 

(b) Definition of the nutrition problems at the national level. 

(c) Establishment of a nutrition surveillance system. 

(d) Definition of the biological terms of reference to be used in food and nutrition 

planning. 

(e) Participation, and when necessary, leadership in the formulation of nutrition • objectives in overall development planning. 

(f) Participation in the multisectoral planning process. 

(g) Implementation of the health sector component of the national nutrition plan. 

(h) Training and conducting research, in support of nutrition planning. 

Does this list reflect a consensus among participating countries? Does the proposed order 
correspond, in broad terms, to an acceptable order of priorities? 

How is the health sector going to ensure a proper feedback from the periphery to the 
planning body? In other words, ensure that needs and decisions at the community level be 

taken into account in the national plan. 

5. BENEFITS OF NUTRITION PLANNING FOR THE HEALTH SECTOR 

What are the benefits to be derived by the health sector from properly designed and 

implemented multisectoral nutrition planning? More particularly, what are the theoretical 

and practical advantages for the sector, as an organized structure? 

Material for the discussion can be found in Part II, Section 5. 



A30/Technical Discussions/1 
page 36 

6. NUTRITION PROBLEMS OF DEVELOPED COUNTRIES 

What are, in the views of the governments, the major nutrition problems of public health 
and social significance in developed countries? Is there a role for WHO to play? If so, 

what would it be? Is there a need for national nutrition planning in developed countries? 
Is there room in that area for international cooperation? 

7. ROLE OF THE WORLD HEALTH ORGANIZATION IN MULTISECTORAL NUTRITION PLANNING 

What is the role of international organizations in national multisectoral nutrition 
planning, with special reference to the World Health Organization? 

Does the role proposed in Part II, Section 7, reflect a consensus among participating 
countries? 

What would be an approximate order of priorities for WHO be? 

., х 


