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The ACC/SCN is the focal point for harmonizing the policies and activities in nutrition of the United Nations
system. The Administrative Committee on Coordination (ACC), which is comprised of the heads of the UN
Agencies, recommended the establishment of the Sub—Committee on Nutrition in 1977, following the World
Food Conference (with particular reference to Resolution V on food and nutrition). This was approved by the
Economic and Social Council of the UN (ECOSOC). The role of the SCN is to serve as a coordinating
mechanism, for exchange of information and technical guidance, and to act dynamically to help the UN
respond to nutritional problems.

The UN members of the SCN are FAO, IAEA, IFAD, ILO, UN, UNDP, UNEP, UNESCO, UNFPA, UNHCR,
UNICEF, UNRISD, UNU, WFP, WHO and the World Bank. From the outset, representatives of bilateral donor
agencies have participated actively in SCN activities. The SCN is assisted by the Advisory Group on Nutrition
(AGN), with six to eight experienced individuals drawn from relevant disciplines and with wide geographical
representation. The Secretariat is hosted by WHO in Geneva.

The SCN undertakes a range of activities to meet its mandate. Annual meetings have representation from the
concerned UN Agencies, from 10 to 20 donor agencies, the AGN, as well as invitees on specific topics; these
meetings begin with symposia on subjects of current importance for policy. The SCN brings certain such
matters to the attention of the ACC. The SCN sponsors working groups on inter—sectoral and sector-specific
topics.

The SCN compiles and disseminates information on nutrition, reflecting the shared views of the agencies
concerned. Regular reports on the world nutrition situation are issued, and flows of external resources to
address nutrition problems are assessed. State—of-the—Art papers are produced to summarize current
knowledge on selected topics. SCN News is normally published twice a year. As decided by the
Sub-Committee, initiatives are taken to promote coordinated activities — inter—agency programmes, meetings,
publications — aimed at reducing malnutrition, primarily in developing countries.

ACC/SCN documents may be reproduced without prior permission, but please attribute to ACC/SCN.

This report is issued on the general responsibility of the Secretariat of the U.N.'s ACC/Sub-Committee on
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Information on other ACC/SCN publications, as well as additional copies of papers, can be obtained from the
ACC/SCN Secretariat. Inquiries should be addressed to:
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Technical Secretary, ACC/SCN
c/o World Health Organization
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Foreword

Trends in nutrition are becoming clearer as new information becomes available. Steady improvement is now
being seen on average in most regions of the world, with the important exception of Sub—Saharan Africa, over
the 20 years since such estimates became feasible. This pattern was noted, although data were limited, in the
ACC/SCN's First Report on the World Nutrition Situation, in 1987, and in its Update (1989). The Second
Report in 1992-3 confirmed this, adding considerable detail with the substantial increase in available
information. This Update (1994) focusses on trends in the early 1990s.

The conclusions direct attention more strongly than ever towards Sub-Saharan Africa and South Asia.
Nutrition in the African region is deteriorating, possibly more so than in the 1980s. In South Asia, which has
both the largest numbers of underweight children and the highest prevalences, the task is enormous, and
although the underlying trend is probably for slow improvement, there is concern that this may have faltered.
This report illustrates such findings with country data, drawing some overall conclusions to supplement those
in the Second Report, and to bridge the gap to the Third Report on the World Nutrition Situation, due in 1995.

Rising concern for the nutrition of refugee and displaced populations led to the regular reporting on this
situation amongst these populations mainly in Sub-Saharan Africa, coordinated by the ACC/SCN (known as
the Refugee Nutrition Information System). The opportunity is taken with this Update Report to summarize the
information available on this over the last two years, to provide a baseline description and to highlight the
extreme severity of the situation. The section in Chapter 3 of this report brings this together and it is hoped
this will help to stimulate more effective action. The collaboration of UNHCR, World Food Programme, and
Save the Children Fund (UK),in initiating the system, its increasing involvement with a wide number of
agencies and NGOs, and broadened funding (from Canada, Norway, and USA) have been crucial in bringing
together this important information on a regular basis.

This Update Report continues the process of integrating data from a variety of sources, and follows the
pattern in the Second Report. Nutrition is regarded as an outcome, for which the main indicator is the
prevalence of underweight preschool children. Infant mortality rates are also included. The indicators and text
(in Chapter 2) are clustered into topics related to food, health, and women's role and caring capacity, as
underlying causes of malnutrition, in line with current thinking. In addition, the opportunity of greatly increased
availability of nutritional trend data has been taken to compare these with economic growth rates, which both
shows the important contribution of economic growth, and also emphasizes that substantial improvement in
nutrition can be achieved over and above that explained by economic growth. This interpretation, brought
forward at the SCN's workshop at the International Union of Nutrition Sciences meeting in 1993 in Adelaide’,
includes the impact of health and education investments, as well as direct nutrition interventions.

' Case-studies are available for Brazil, India, Indonesia, Tanzania, Thailand, and Zimbabwe,
as well as summary background material for the workshop.

The SCN's current programme of reporting on the world nutrition situation is supported by the Swedish
International Development Agency (SIDA), and the International Development Research Center (IDRC,
Canada), whose continuing support is very gratefully acknowledged. This programme is intended to lead to
the compilation and publication of a Third Report on the World Nutrition Situation, in 1995. We are particularly
pleased to have been able to carry out this work in collaboration with the International Food Policy Research
Institute (IFPRI), whose contributions have been invaluable.

This report, as the others in the series on the world nutrition situation, is intended to provide accurate and
up-to—date information describing trends in the nutrition situation, as a basis for better awareness and
understanding, leading to more enlightened and effective policies and programmes to improve it. The
intended audience is both those professionally concerned with nutrition, as well as a broader constituency
concerned with development and human rights, for which nutrition is both a central objective, and indicator of
progress.

Abraham Horwitz
Chairman
ACC Sub-Committee on Nutrition



Chapter 1. Overview

This report updates the results given in the Second Report on the World Nutrition Situation, Volume | (October
1992) and Volume Il (March 1993 — ACC/SCN, 1992/3). New data available at country level' give recent
trends in prevalences of underweight children, as the main nutritional indicator, in 18 countries. These can be
compared with those reported in Volume I, to give a total of 46 national trend estimates for the 1980s and
1990s (see Table 1, discussed later). Primarily, this Update Report is concerned with trends around the period
1990 to 1993. Like the previous Update Report of 1989 (ACC/SCN, 1989), it does not make assessments at
regional level (the models for this are not re—estimated), but aims to look at recent short-term trends, where
possible drawing implications beyond the specific countries for which data are available.

' Many national surveys have been assisted by the Demographic and Health Surveys (DHS)
project.

The estimates of trends in the early 1990s are shown in Figure 1, superimposed on those from the Second
Report (Vol. Il, Figure 1.3, p.5). For Sub-Saharan Africa, seven of the eight trends show recent deterioration,
the exception being Tanzania. This probably indicates general worsening of the nutrition in this region; the
question of how typical these trends are is addressed below. In the Near East and North Africa, and in South
America, it seems likely that the generally improving trends of the 1980s are continuing, and both these
regions are likely to reach prevalences now typical of developed countries by around the year 2000, at the
present rate. The situation is perhaps similar for many countries in Middle America and the Caribbean,
however deterioration was noted in Nicaragua, and we are unsure of trends in Mexico and Cuba. In South
East Asia (in which China is included in Figure 1) the signs are that the rapid rates of improvement of the late
1980s probably continued. The Philippines remains an exception, however here too rates of improvement
may recently have increased. Newly available data from China indicate rapid improvement in underweight
prevalences from 1987 to 1990.

Over half the underweight children in the world are in South Asia, thus estimates of trends in this region have
enormous importance. New data are scarce. A surveillance system established in Bangladesh indicates
improvement from 1990 to 1993 (mainly in 1992), included in Figure 1. Recent changes in the situation in
India are harder to assess, as data gathered in 1991/92 are from a rather small sample — tentative results are
that, of seven states assessed, three showed a deterioration, and four had no significant change. General
improvement was previously estimated between 1975-79 and 1988-90. As discussed in the case study in
Chapter 2, India suffered an economic slow-down in the early 1990s, and there is reason to hope that the
reversal of the improving trend indicated may be temporary; there are now renewed efforts to estimate more
precisely the prevalences, and these results should only be taken as an interim assessment — but they may
be a warning.

More details of these estimated trends, including rates of change in percentage points per year, are shown in
Table 1. This also compares the new trend estimates, highlighted in grey, with those in the Second Report (it
updates Table 1.3 in the Second Report (Vol |, p.11)). The results in this table in terms of rising or falling
trends are the same as those that can be seen in Figure 1. Thus it is evident that most of the estimates in
Sub-Saharan Africa indicate a deteriorating situation, whereas in other countries except India the falling
prevalence observed earlier has generally continued.

Previously, the observed rates of change in underweight prevalences were compared with those necessary to
reach the nutrition improvement goals endorsed by the World Summit for Children (UN, 1990) and the
International Conference on Nutrition (FAO/WHO, 1992) (see Second Report, Vol |, p.67; Vol I, p.5). In Table
1, the rates of prevalence change (in percentage points per year) are shown in the right hand column. Also in
the right hand column (in brackets) are shown regional rates of change in prevalence, in percentage points
per year for 1990-2000, required to meet the goals. Thus, for example, in Sub-Saharan Africa a prevalence
change of —1.5 percentage points per year would on average be required to meet the goal of halving the
prevalence by the year 2000; but most of the observed trends in this region are positive, indicating
deterioration in nutritional status..

A better situation exists in other regions. In the Near East and North Africa, the signs are that the rate of
improvement is around that necessary to meet the goals - although starting from a low prevalence the
improvement rate required is less than elsewhere. Similar relatively encouraging conclusions can be seen in
South East Asia, China, Middle America/Caribbean, and South America, with rates of improvement usually
similar to those necessary to reach the goal of halving the prevalence.



Figure 1. Recent Trends in Prevalence of Underweight Children

(New results are shown as solid lines and points; dotted lines are data previously given in Figure 1.3 of
Second Report, Volume I, page 5)
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Table 1. Estimated Trends in Prevalences of Underweight Children (recent trends updating those in
the Second Report are highlighted)

Year, Prevalence

Country Earlier Later Trend | Rate (pp/yr)

(rate for goals)
Sub-Saharan Africa (-1.5)
Ethiopia 1983 |(37.3| 1992 | 46.9 | Rising +1.07
Kenya 1982 |[22.0 | 1987 |17.5 | Falling -0.80
Kenya 1987 | 18.0| 1993 | 22.3 | Rising +0.72
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Lesotho! 1976 | 173 | 1981 |13.3 | Falling -0.80
Madagascar 1984 |33.0| 1992 | 39.0| Rising +0.75
Malawi 1981 |(24.0| 1992 |27.0| Rising +0.27
Rwanda 1976 |[27.8| 1985 |27.5| Static -0.03
Rwanda 1985 |(27.5| 1992 |29.2| Rising +0.24
Senegal 1986 |17.5| 1992 |20.1| Rising +0.43
Tanzania 1987 | 33.0| 1992 | 28.0| Falling -1.00
Togo 1977 |20.5 1988 |[24.4 | Rising +0.35
Zambia 1985 [26.5| 1991 |26.8 | Static +0.05
Zambia? 1990 |27.8| 1992 |29.0| Rising +0.60
Zimbabwe 1984 |[14.0 | 1988 |10.0 | Falling -1.00
Near East and N. Africa (-0.6)
Egypt 1978 [16.6 | 1988 |10.0 | Falling -0.66
Egypt 1990 |10.4| 1992 | 9.4 | Falling -0.50
Morocco 1987 | 12.0| 1992 | 9.0 | Falling -0.60
Tunisia 1975 [20.2| 1988 | 7.8 | Falling -0.95
South Asia (-2.9)
Bangladesh 1981 | 70.1 1989 |66.5 | Falling -0.45
Bangladesh? 1990 |71.0| 1993 | 67.0| Falling -1.33
India 1977 |71.0|1988/90 | 63.0 | Falling -0.67
India* 1988/90 | 63.0 | 1991/92 | 66.0 | Rising +1.00
Pakistan 1977 |[54.7 | 1990 |40.4 | Falling -1.10
Sri Lanka 1980 ([47.5| 1987 |36.6 | Falling -1.56
South East Asia (-1.6)
Indonesia 1986 |51.0| 1989 [46.0 | Falling -1.70
Malaysia 1983 | 25.6 1986 |21.1 | Falling -1.50
Myanmar 1982 |42.0| 1990 (32.4 | Falling -1.20
Philippines 1982 [33.2| 1990 |33.5| Static +0.04
Philippines 1990 | 33.5| 1992 | 33.0| Falling -0.25
Thailand 1982 |36.0 | 1990 |13.0 | Falling -2.88
Vietnam 1987 | 515 1990 |41.9 | Falling -3.20
China® 1987 |21.7| 1990 | 17.5 | Falling -1.40 (-1.1)




Middle America/Caribbean (-0.8)
Costa Rica 1978 [16.0| 1982 | 6.0 | Falling -2.50

Costa Rica 1982 | 6.0 1992 | 2.3 | Falling -0.37

El Salvador 1975 |[21.6 | 1988 | 15.5| Falling -0.47

Jamaica 1978 |[15.0 | 1985 |14.9 | Static -0.01

Jamaica 1985 |14.9| 1989 | 7.2 | Falling +1.93
Nicaragua 1982 | 10.5| 1993 | 11.9 | Rising +0.13

Panama 1980 | 16.0| 1992 7.0 | Falling -0.75
Trinidad/Tobago 1976 |16.3| 1987 | 5.9 | Falling -0.95

South America (-0.4)
Bolivia 1981 145 | 1989 [11.4 | Falling -0.39

Brazil 1975 18.4 | 1989 7.1 | Falling -0.81

Brazil (NE) 1989 | 12.7| 1992 9.2 | Falling -1.17

Chile$ 1978 | 2.1 1986 | 2.5 | Static +0.01

Colombia 1980 |16.7 | 1989 (10.1 | Falling -0.73

Peru 1984 | 13.4| 1992 | 10.8 | Falling -0.33
Venezuela 1982 10.2 1987 5.9 | Falling -0.85

Note: The purpose of this table is more to give prevalence trends than levels comparable
across countries. Most prevalences given are of children 0-59 months, <=2 SDs by NCHS
standards. In some of the recent cases, however, this indicator was not available and could
not be estimated (e.g. 0-36 month age range, <80% w/a cut-off), in which case priority was
given to deriving identically—defined prevalences comparable within country across time. This
has minor effects on the estimated rates, in percentage—points per year (pp/yr), which are
considered generally comparable across countries.

' These data not included in figure 2 as too old.

2 Zambia 1990-1992, rural. In figure 2, period taken as 1985-1992 and rate calculated as 0.2
pp/yr.

3 Bangladesh data for 1981/1989 from surveys, 1990/1993 from surveillance, thus levels not
comparable but trends should be reliable.

4 Data from: Karnataka, Maharashtra, Gujarat, Kerala, Tamil Nadu, Andhra Pradesh, and
Orissa.

51987, nine provinces; 1990, seven provinces. Five provinces have data for both years; in
these, the prevalence trend (weighted average by sample size) was —1.1 pp/yr.

6 Not included in figure 2 as both prevalences approximately equivalent to NCHS prevalences

Again, South Asia has the largest task, starting with both the highest prevalences and massive population.
Thus although the rate of improvement here is estimated to be fairly similar to that in other improving regions
— with the possible exception of India recently — these rates are not enough to meet the
halving—-the—prevalence goals. The rate required (because the starting prevalence is so much higher) is
almost twice that of elsewhere, at nearly three percentage points per year, compared with one and a half for
Sub-Saharan Africa or South East Asia.



An important determinant of at least part of nutrition trends is likely to be the economic growth rate. In the
Second Report (Vol. 1, p.9), underweight prevalences were compared with per capita GNP levels, showing a
steep (non-linear) slope at low GNP values; one of the models used (Vol Il, p.111) showed significant
associations with GNP (and GNP-squared). Prevalence changes versus GNP changes were also illustrated
for these earlier data (pre-1990, Second Report, Vol Il, p.3). The present prevalence trend data have been
further examined in relation to economic growth. Comparing rates change of GDP per caput with rates of
change in prevalence shows a moderately close fit — see Figure 2, discussed in more detail below. A first use
of this relationship is to get some idea as to how generalizable prevalence data are, using the known GDP
growth rates.

The question of how typical are the recent estimates is particularly important for Sub—Saharan Africa. Here
there are eight recent national estimates available, but these only cover a minority of the population (in
contrast, for example, to the data coverage in Asia). One approach is to compare these eight national GDP
rates of change with the regional average. This is shown in Table 2. The average GDP changes for the eight
countries was negative recently — probably the best comparison period is 1985-1992, when the rate was
—0.2%. For Sub-Saharan Africa overall, the change during this period was —0.8%. Thus these countries were
slightly better off, if anything, than the average for Sub-Saharan Africa in 1985-92. The overall conclusion
would be that the nutrition situation in Sub—Saharan Africa probably deteriorated somewhat more, rather than
less, than indicated from the eight countries with available data.

A further question is whether the trend in the early 1990s (1990-92) was worse than that in the late 1980s.
Nutritional trends in Sub—Saharan Africa were estimated to be static in 1985-90 (Second Report, Table 1.2, p.
10), and as discussed above prevalences are thought likely to have increased in 1990-92. This is in line with
the reduction in GDP growth in the region, from —0.4% per year in 1985-90, to —-1.9% in 1990-92, as shown
in Table 2. The nutritional trend probably worsened in the early 1990s in Sub-Saharan Africa.

The situation in South Asia depends on average largely on India, for which there are direct estimates for
certain states indicating possible increasing prevalences. On the other hand in other areas of the world the
underweight trends available for the early 1990s were generally similar to those in the late 1980s (as can be
seen roughly from Table 1). In most regions the GDP growth rate improved after 1990 (except Sub-Saharan
Africa, see Table 2). The conclusion from Tables 1 and 2 is that nutritional improvement outside Sub-Saharan
Africa and possibly India probably continued into the early 1990s.

The comparison of underweight prevalences changes with GDP per capita annual growth rates, shown in
Figure 2, has some important further implications, which can only be touched on here. The prevalence rate
data are the same as those given in Table 1; a negative (i.e. reduced) prevalence means improvement. It is
expected that rapid economic growth would be associated with improving nutrition, and this is observed -
certainly for such countries as Thailand and Vietnam in the 1980s (points 28 and 29 in Figure 2), and also for
those growing well but less fast such as Indonesia (23) and China (30). Other countries with positive
economic growth rates generally show nutritional improvement — with considerable variation — but the
relationship becomes more diffuse for country—periods around and below zero growth. In fact, the fit to these
data is non-linear, with no significant slope around or below zero growth, then accelerating with increasing
positive growth (see Model 1 in Figure 2). Interestingly, prevalence probably still decreases somewhat (about
—-0.3 pp/year) at zero growth.

Such results are consistent with earlier observations (e.g. Update Report, 1989, p.16) of an underlying
long-term tendency to improvement — associated with such factors as increasing education and falling fertility
— disturbed by shorter—term crises, which may be economic, political, environmental, or a combination of
these. However, there is perhaps more pessimism now than before concerning what the real long-term
nutritional trend is in Sub-Saharan Africa.

Although economic growth is a likely factor in nutritional improvement, the deviation from the rate expected is
substantial and important. On a case-by-case basis, many of the points seen in Figure 2 to be improving
faster than the average (for growth) seem plausible — e.g. Jamaica (34), Sri Lanka (22), Zimbabwe (12);
similarly a number of notably deteriorating cases are well-recognized - e.g. Ethiopia (1), Madagascar (4),
Rwanda (6). (Note that the data for India, 1989-92, point 20, are particularly tentative). Nonetheless, factors
explaining the better-than—expected deviations should be examined systematically — for example are they
related to social expenditures (health, education, etc.)? increased food security? — and preliminary
observations outside the scope of this overview, indicate that this may be so.
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Figure 2. Plot of Change in Underweight Prevalence by Economic Growth Rate
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23. Indonesia 1986, 1989
24. Malaysia 1983, 1986
25. Myanmar 1982, 1990
26. Philippines 1982, 1990
27. Philippines 1990, 1992
28. Thailand 1982, 1990
29. Viet Nam 1987, 1990
30. China 1987, 1990
31. CostaRica 1982, 1992
32. El Salvador 1975, 1988
33. Jamaica 1978, 1985
34. Jamaica 1985, 1989
35. Panama 1980, 1992
36. Nicaragua 1982, 1993
37. Trin/Tobago 1976, 1987
38. Bolivia 1981, 1989
39. Brazil 1975, 1989
40. Colombia 1980, 1989
41. Peru 1984, 1992
42. Venezuela 1982, 1987
Model 1

GDPR2 - (GDPRATE + 6)
PREV2 = -PREVRATE

PREV2 =0.3547 - 0.1984 GDPR2 + 0.03148(GDPR2-GDPR2)

(o =0.22) (o =0.01)

R squared = 0.56
F=249
n =42

Model 2

PREVRATE =-0.494- 0.237 GDPRATE

(p=0.000) (p=0.000)
R squared =0.47
F=35.9
n=42
Model 1 is equivalent to: PREVRATE = -0.2976 — 0.1794 GDPRATE - 0.03148 (GDPRATE-GDPRATE)

Table 2 Real GDP/caput Annual Growth Rates (%), by Region

Region' 1980-85 | 1985-90 | 1990-92 | 1985-92




Sub-Saharan Africa -2.1 -0.4 -1.9 -0.8
Near East/N.Africa -1.0 0.6 1.1 0.9
South Asia 3.5 1.6 25 2.1
South East Asia 1.8 4.6 4.2 4.7
Middle America/Caribbean | -1.3 -0.5 1.3 0.2
S.America -2.0 -0.2 1.4 -0.2
China 8.5 6.0 7.9 5.9

Source: Calculated from data in: World Bank (1994). World Tables, Fall 1994 Update.
Washingon, D.C. (Computer Disk)

Average for 8 countries with nutrition data up to 1992/93 in Sub-Saharan Africa: 1985-90,
1.0%; 1990-92, —3.5%; 1985-92, —0.2%.

Note: 8 countries/dates are: Ethiopia (83-92), Kenya (87-93), Madagascar (84-92), Rwanda
(85-92), Senegal (86-92), Tanzania (87-92), Zambia (88-92).

' Regional groupings as defined in the Second Report on the World Nutrition Situation, see
Vol.l, p.5, and Vol.ll, pp. 102—-104; the following countries were excluded because of
unavailability of GDP data: Sub-Saharan Africa — Angola, Liberia, Somalia, Uganda; Near
East & North Africa — Cyprus, Iraq, Jordan, Kuwait, Lebanon, Libya, Syria, United Arab
Emirates, Yemen; South Asia — Afghanistan; South East Asia — Lao PDR, Kampochea or
Cambodia, Viethnam; Middle America & Caribbean — Cuba.

Interpretation is complicated by the fact that many countries with good economic performance are also able to
support specific nutritional activities — Thailand and Indonesia are again examples of this. Thus more detailed
investigation is needed to disentangle the relative effects of such different nutrition-relevant actions. The
case-studies referred to in the Second Report (Vol. Il, p. 120) gave some insights, indicating that economic
growth (in part through increased food security), health and education, and community—based nutrition
programmes all contributed to improving nutrition (Gillespie and Mason, 1993); moreover these could not
substitute for each other, anyway in the long term.

The country case studies in Chapter 2 are intended to describe recent trends in nutrition. They provide some
illustrations of important factors influencing these. Their selection was determined in part by the availability of
new data to estimate trends, with particular stress on seeking new information for countries with large
populations. Countries included are therefore not systematically selected as representing different situations,
although they do in fact cover a range of these.

China and India were obviously important to include, having the largest populations overall, and India having
the greatest numbers of underweight children. Bangladesh, with the highest national prevalence estimated in
1990, was included. Brazil was considered a priority for inclusion, due to its population size, although new
data were only available for one region. Particular importance was attached to identifying national trend data
in Sub—Saharan Africa, because of concern for deterioration. Eight estimates of recent trends were feasible,
with important implications as discussed earlier.

The availability of nutritional data has improved to such an extent that it is increasingly feasible to assess
trends, and indeed in future it will be more possible to focus selectively on countries of special concern and
interest. For this report, 46 trend estimates (country—periods in 35 countries) were available; for the Second
Report in 1992, 29 national trends could be assessed (Vol. I, p.11); and for the Update Report in 1989, in only
around ten cases could trends be directly estimated. National data (observations at one point in time) are
available now from over 100 surveys. The data, compiled by WHO, now usually include prevalences of
stunting and wasting, as well as underweight (De Onis et al., 1993), and greater use of these indicators can
be foreseen. A number of important publications now regularly include these indicators, such as UNICEF's
State of the World's Children and Progress of Nations (e.g. UNICEF (1994 a & b)), UNDP's Human
Development Report (e.g. UNDP, 1994), the World Development Report (e.g. World Bank, 1994), and Bread
for the World's Annual Hunger reports (e.g. Bread for the World Institute, 1994). These estimates and
publications all use the same basic data, and are generally consistent with each other.
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Chapters 1 and 2 in this report aim to give a recent picture of nutritional trends, to update the more detailed
analysis in the Second Report, and to bridge the gap to the Third Report on the World Nutrition Situation, due
in 1995.

Chapter 3 draws attention to the nutritional situation of refugees and displaced people, particularly in
Sub-Saharan Africa. This population, rapidly increasing in numbers, is the most seriously affected by
malnutrition in the world. Assessment of nutritional conditions, and efforts to improve these, should surely
include the worst-off groups. The section draws on information from the two—monthly reports now issued by
the SCN, in close collaboration with UNHCR, WFP, and many other organizations, especially
non—governmental. Although individual situations vary rapidly — with improvements (such as Mozambique) as
well as disasters like in Rwanda and Sudan - the trend in numbers affects, and in severe malnutrition, is
ominous. Chapter 3 introduces the topic, gives some details of specific situations in Asia and Africa, and ends
by summarizing the nutrition conditions for refugees and displaced people in Sub-Saharan Africa.
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Chapter 2. Recent Nutrition Trends in 14 Countries

Bangladesh

Bangladesh has a land area of 143,960 square kilometers and a population estimated at 117 million in 1993; it
is among the world's most densely populated countries, with more than 740 people per square kilometer. The
population is estimated to be growing at 2.1% per year. This intense population pressure on a relatively
narrow resource base, together with the frequent natural disasters, presents formidable challenges to poverty
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alleviation efforts in Bangladesh.

The nutrition situation in Bangladesh was previously reported by the SCN in the Update Report, 1989
(ACC/SCN, 1989, p. 106-111) and, with trends to 1990, in the Second Report on the World Nutrition Situation
(vol.ll, p.16-20; ACC/SCN, 1993).

Recent Trends in Nutrition

Since 1990, trends in the nutritional status of children in Bangladesh were monitored through the Nutritional
Surveillance Project (NSP), a collaborative effort by the Government and by NGOs, and coordinated by Helen
Keller International. Every other month, the system collects nutrition and socio—economic data from 7,000 to
9,000 children between ages 6-59 months nationwide. These children are sampled from 5,000 to 7,000
households scattered over 26 sentinel points in the country corresponding to the 20 sub-districts and 4
slu-mareas in urban centers. The nutritional surveillance system is one of the most comprehensive system in
existence, and the 24 rounds of data collected so far provide the most recent trends in the nutrition of the
country.

Since data are available on a bi-monthly basis, trends in nutrition in Bangladesh could be related to important
changes in the economy, public policy and natural disasters such as cyclones, which affect the country
periodically.

Prevalences estimated as shown in Figure 1 indicate that the nutrition situation did not change much between
1990 and 1992, but improvements were observed in 1993. The bi-monthly trends in the prevalence of
underweight children over the last four years (1990-1993) indicate strong seasonality effects. There are two
main crops, one harvested in December (Aman) a second harvested in June (Boro). As shown in Figure 1, the
proportion of underweight children rises during the period before the rice harvest and improves right after
each harvest. The highest levels of underweight prevalence were observed around June to October just
before the Aman crop harvest, and lowest around December to February/April, just after this harvest. Highest
values in the last few years were 72-74% in 1990-1992, improving to around 70% in 1993. Lowest values
were 69% in 1991-1992, falling to 65% in 1993.
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Figure 1. Bangladesh: Relationship Between Price of Rice and Prevalence of Underweight Children, June
1990-December 1993
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Source: Bloem (1994).

Figure 1 also shows some correlation of underweight prevalences with rice prices, discussed further in the
next section.

There are strong differences in regional nutritional situations. Figure 2 shows the mean SD score of weight for
age of children 6-59 months by sub-district for the period between April 1990 to December 1993. Since this
is an average of the entire period, the data provide a relative ranking of chronic nutrition problems. Thus, it is
clear that the areas most in need include Daudkhandi, Chilmari, Raigonj, Kazipur, Rajoir, and Matlab,
whereas the/better off areas of the country include Pirganj, Moheskhali, and Teknaf. The average SD score
for the worst off areas are below —-2.5, with over 85% of children in these areas underweight. An analysis of
the NSP data for the 1990-1993 period indicates that the problems of malnutrition were observed to be
highest amongst landless and marginal farmers, and farmers with small holdings (<2.5 acres).
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Sub-Districts, April 1990-December 1993

Source: Bloem (1994).
It should be noted that the data quoted here from the Nutritional Surveillance Project is not directly
comparable in terms of levels of underweight with earlier national survey data quoted in the Second Report on
the World Nutrition Situation Vol.ll, p.16-20. The surveillance data are particularly useful in assessing
short-term trends, whereas national survey data are usually more appropriate for estimating national
prevalences at one point in time, and trends over periods of years.

Factors Affecting Trends in Nutrition
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Economic Factors. With an estimated per capita GNP of US$220 in 1993, Bangladesh is one of the lowest
income countries of the world. Vulnerability to national disasters and heavy reliance on annual rains make
Bangladesh economic growth erratic.

In 1992/93, agriculture accounted for 34% of GDP as compared to 40% in 1986/87. It provides employment
for the majority of the workforce and, in many rural areas, is the only source of employment. About 60% of
person-hours worked in Bangladesh are spent in agricultural production, and mostly in rice production.

Despite the country's erratic climate, agriculture has been the principal driving force of economic growth,
particularly as large sectors of industry rely on the crop and fisheries sectors as a source of inputs. Recent
signs of stagnation in agricultural growth have, therefore, serious implications for overall growth prospects.

The economy is heavily dependent on foreign aid. Bangladesh has a low rate of national savings — only 6.4%
of GDP in FY91, and 8.3% in FY92; foreign earnings were 4.0% of GDP in FY91, and fell to 2.2% in FY92, of
which overseas worker remittances accounted for approximately half. Investment in the economy remains at
the low level of 11% relative to GDP. Despite these structural weaknesses in the economy and repeated
disruptions by natural disasters, Bangladesh has made significant economic progress over the past decade.
Stabilization policies reduced external and fiscal deficits, reduced the inflation rate, promoted non-traditional
exports, and achieved a modest growth rate. The inflation rate fell to 5% in 1992, the lowest rate in more than
10 years.

Food Security. The overriding objective of agricultural policy and development efforts in Bangladesh is to
achieve self-sufficiency in foodgrains. Foodgrain output has risen, but self-sufficiency remains elusive. Rice
output has tended to increase, but suffered from the 1987/88 floods and subsequent drought. In 1989/90, the
crop reached a record 17.9 million MT, a figure matched in 1990/91, and exceeded in 1991/92 with a new
record of 18.3 million MT — due primarily to a bumper boro harvest, which was up by 7% to 6.8 million MT.
The per capita food production index has increased from 96 in 1986 to 110 in 1993 (base is 1979-81=100).

To ensure an affordable food supply for poor consumers, the government manages a variety of food
distribution programmes and open market sales operations to help stabilize foodgrain prices. The objectives
of price stabilization policies are to protect poor consumers from sharp price increases, protect poor farmers
from a postharvest price collapse and achieve foodgrain self- sufficiency. Public food distribution programs
provide approximately 13% of all foodgrains consumed in the country.

N

/

BANGLADESH

(Estimates in 1993)
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Population Growth Rate  : 2.0% per annum
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The public food distribution programmes (PFDS) include disaster and famine relief, seasonal food—for-work
development projects and year—round rationing.

Many food distribution programmes and food policies have recently been restructured, reformed or eliminated.
For example, in August 1992, the government allowed private sector imports of foodgrains for the first time. In
May 1992, the government abolished the rural rationing programme because of the high costs of maintaining
it (an estimated $60 million per year) and large leakages (between 70% and 100%). The rural rationing
programme had provided an outlet for half of all government rice stocks. Its elimination resulted in a large
buildup of government stocks and prompted several additional reforms in procurement policies.

Effects of Falling Rice Prices. Surveys by IFPRI indicate that roughly 85% of households are net purchasers
of rice. Rice accounts for 40% of total spending by rural households in Bangladesh. Because of this, the price
of rice is a powerful determinant of real income, consumption, and nutrition of the poor. This is clearly
demonstrated in Figure 1 by the strong association of the trends in prevalence of underweight children from
the nutritional surveillance data and the average price of rice during the period from 1990 to 1993. As shown
in the graph, there are strong seasonal and interannual correlations between the price of rice and malnutrition.

The effect of changes in food price on food consumption and nutrition was also independently confirmed in
another survey carried out by IFPRI during the same period in various areas in the country. The 20% fall in
rice price from the lean season of 1991 to the lean season of 1992 offers a rare window for viewing the effects
of rice price on consumption and nutrition of the same households. The surveys found that the 20% fall in the
price of rice increased household consumption of rice by 38%, as well as other foods such as milk, meat, and
eggs. Overall calorie consumption improved on average by 12% (10% for adults, 20% for children under 5).

Conclusions

Food security indicators in Bangladesh have improved steadily over the past several years. However,
Bangladesh's per capita income has remained stagnant as efforts to reduce widespread poverty meet
substantial obstacles. Access to health services and antenatal care is increasing, although per capita
government expenditures are among the lowest in the world. Calorie availability in Bangladesh was estimated
to be 2019 in 1992, as compared to 1936 kcals/caput/day in 1986.

GNP per capita, per capita calorie availability, under—five mortality rate, foreign exchange earnings per capita,

and domestic food production per capita nonetheless indicate that nutrition in Bangladesh is improving,
particularly in the last year (1993), in line with the nutritional surveillance results.

Brazil
Brazil had a population of 156 million people in 1993, which is the largest in South America and the fifth

largest in the world. The population growth rate during the period 1985-93 was 1.8% per annum. New data
are only available for the Northeast, which has the worst nutrition problems, so nutritional results focus on this

23



region.

Nutritional trends up to 1989 were reported by the ACC/SCN in the Second Report on the World Nutrition
Situation (vol.ll, p.74-79, 1993), and in "The Improvement of Child Nutritional Status in Brazil: How Did It
Occur?" (lunes and Monteiro, 1993).

Recent Trends in Nutrition

Results from nationwide nutrition surveys amongst preschool children carried out in 1975 and 1989 were
previously given in the Second Report on the World Nutrition Situation. In the Northeast Region where the
underweight prevalences were relatively high, two other surveys were undertaken separately—one in 1986
through the Demographic and Health Surveys and another in the period from 1989 to 1992 conducted by a
group from Universidad Federal de Pelotas.

Estimated trends for the regions in Brazil from the 1975 and 1989 surveys are depicted in Figure 1. Data for
the Northeast region for 1989 and 1992 are also plotted.

In 1989, the national prevalence of underweight children (<-2 s.d. weight-for-age NCHS) in Brazil was
estimated at about 7.1%, which was a major reduction from 18.4% in 1975. Similarly in the Northeast region,
there was a decline in the prevalence of underweight children from 27% in 1975 to 12.7% in 1986. Despite
these improvements, however, the child nutrition problems in the Northeast Region are still much higher, on
average, than the other regions. The prevalence of 12.7% in 1989 was more than three times the rates in the
South and West Center regions of the country.

The 1989-1992 surveys in the Northeast Region had a large sample size (11,890 children) and could be
disaggregated to provide a statistically meaningful sub-regional breakdown. The results by state indicate wide
variations. For example, the prevalence in the states of Maranhao and Piaui (18% and 12%) are about two to
three times higher than other states within the region. The better—off states had rates of about 6%, similar to
the other regions of the country.

A severe drought affected the Northeast Region in 1993, the worst in 60 years. There are reports of a
continuing food shortage and serious malnutrition. However, no nutrition surveys are available to verify the
extent of the problem. The government authorized duty free imports of maize to the Northeast Region until the
end of February 1994. An emergency assistance program has been implemented, which is targeted to 6
million people (about 1.2 million families) in the area, representing half of the affected population.
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Figure 1. Brazil: Prevalence of Underweight Children, (0-59 months) by Region, 1975-1992
Sources: Monteiro et al (1992) and Victora et al (1993).
Factors Affecting Trends in Nutrition

Economic Growth and Food Security. Brazil's GNP per capita in 1993 was estimated at U.S.$3,010. The
growth rate in per capita GDP was negative between 1986 and 1993, declining by —1.45% per year. The
overall picture of income change in the country in the period between 1989 and 1993 was strongly influenced
by major macroeconomic policy changes.

In March 1990 the government introduced a bold stabilization program involving temporary confiscation of
about 70% of the assets of the financial system, and an array of policies for restructuring the economy by
reducing the government's role and intervention. The government also introduced significant structural
reforms in trade liberalization, deregulation, and privatization. The adoption of a new constitution in 1988 also
had a major impact on economic management, as it reversed the trend towards a highly centralized state
favored by the military to one of decentralized activities, particularly at the municipal level.

The complicated economic and political environment depressed private consumption outlays and caused
investment expenditures to drop to slightly less than 15% of real GDP. Real value added in the key
manufacturing sector plummeted to 4.9%. This contraction was heavily concentrated in the metropolitan Sao
Paulo area—Brazil's industrial heartland- where business failures reached record levels. At the same time, the
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average unemployment rate in the region jumped to an unprecedented 14.9%. Most of the increase was
accounted for by low-skilled workers as enterprises attempted to cut costs. By mid—1992, industrial
employment was 9% lower than in 1985; some 12.3 million workers, or about one-fifth of the economically
active population, were only marginally employed, mostly in Brazil's burgeoning informal sector.

High interest rate policies were implemented to combat escalating inflation caused primarily by the nation's
large fiscal imbalance. The average annual inflation rate during the period 1980-92 was 370%. It was realized
that monetary policy by itself would not be sufficient to reverse inflationary expectations.

In 1987 inflation began an explosive cycle. Independent studies indicate that between 1986 and 1989, the
proportion of the population below the poverty line rose from 24% to 38% nationwide, while those in the
Northeast Region increased from 44% in 1985 to 60% in 1989. The latest data indicate that the rate of
inflation was much lower between 1990 and 1992 compared to 1989 and 1990, but still the CPI grew at
extremely high rates (1,008% in 1992).

However, inflation rates for food were generally lower than that of the non-food items in the household
budget. No changes in calorie supply per capita were observed between 1986 and 1990, which was above
2700 kcals per day. These figures were about 100 kcals per day higher compared to the first half of 1980s.
Calorie supply rose somewhat in 1991 and 1992 as compared with 1986-90.

Health, Education. It is likely that the resumption in improvements in nutrition between 1989 and 1992 was
attained by the maintenance of the same levels of fiscal expenditures for health and education in the face of
macroeconomic adjustments. Trends in absolute spending on health in fact increased from about $32 in 1986
to $76 in 1989 and $72 in 1990. These are about 7% of the total government budgetary expenditures.

Immunization of infants accelerated between 1989 and 1992, from a coverage level of about 58% to 80% for
DPT and from 62% to 83% for measles. This is an important milestone given the big infant and 0-4 year old
child population, estimated at 18 million. The immunization program is also one of the primary reasons for the
continuing decline in infant mortality rates, estimated at 52 per 1000 live births in 1993, compared to 62 in
1986.

Conclusions

Brazil experienced major declines in the prevalence of underweight children between the mid—1970s and late
1980s. However, prevalence rates have remained relatively high in the Northeast region as a whole.
Nevertheless, there is a great deal of variation in prevalence rates across states in the Northeast region;
prevalence rates in some states are similar to those in the rest of the country. Although the prevalence of
underweight children declined in the Northeast region from 27% in 1975 to 13% in 1989, a severe drought in
1993 may have reversed the downward trend more recently. Contributing to the general trend for nutritional
improvement in the country as a whole are somewhat better calorie availability, an increased rate of
immunization for children, and generally increased expenditures for health.
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China

China was estimated in 1991 to have a population of 1.16 billion, the largest in the world, with an annual
growth rate between 1980 and 1991 of 1.5%. Over recent years China has had accelerated economic growth.
Between 1986 and 1993 per caput GDP grew in real terms at an average rate of 6.4%.

Nutrition trends were previously reported in SCN's 1989 Update on the Nutrition Situation (ACC/SCN,
p.112-115, 1989), and in the Second Report on the World Nutrition Situation (vol.l, p.30-33, 1992).

Recent Trends in Nutrition

With its large population, conclusions regarding trends must differentiate between urban and rural areas and
between regions. Recent data based on surveys of the nutrition of children and adults in China have recently
become available. Anthropometric data on children based on surveys in 1990 were recently reported, and are
generally comparable to an earlier survey in 1987, the first ever to cover much of the country. More recent
nutrition surveys were carried out in 1992, but results are not yet available. Anthropometric data for adults
were also made available comparing results from 1989 and 1991 from nutrition surveys in 8 provinces.
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Child Nutrition. The general conclusion from data for young children (0—71 months; see Figure 1) indicates
improvements mainly in the growth of children in the urban areas, with the situation in rural areas remaining
static. While the prevalence in underweight children (<-2 s.d. weight—-for-age NCHS) in urban areas improved
from 12.8% in 1987 to 7.1% in 1990, the proportions in the rural areas remained fairly constant at 23.9% in
1987 t0 21.2% in 1990. In Guangdong, a coastal province where rapid economic growth in incomes was
observed, improvements were seen in both urban and rural areas, but more dramatically in the urban areas
(from 22.1 to 10.6%). The urban areas of Sichuan (largest province with 109 million population in 1990)
likewise experienced dramatic improvements in the growth of children (19.8% to 10.4%), but stayed nearly the
same in the rural areas (29.3 to 27.3%). In the urban areas of Heilongjiang, prevalence of underweight
declined from 8.0% to 5.0%, but in rural areas there seemed to have been a slight deterioration from 14.0 to
17.4% between 1987 and 1990.
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Source: Shen et al (1992).

The overall picture of changes in nutrition in children in rural and urban areas can be seen from the
comparison of the mean absolute weights of children by age group (see Figure 2). These are compared with
the international NCHS growth standards. Three important findings can be made from these comparisons.
First, in 1990, growth of younger children (0-30 months) in urban areas approximates the international NCHS
growth standards, but deficits are seen at ages above 32 months. This phenomenon, occurring in urban
areas, indicates the rapidly changing picture of child nutrition in China. For rural children, the deficit is larger
and starts much earlier, at about 6 months, and the gap increases with age.

The second important trend is that the mean weights for urban children in 1990 is clearly higher than the
mean weights of children in 1987, and this is true for practically all age groups. This indicates that
improvements were more or less homogeneous and that the entire distribution in growth shifted to the
right—-which means that the majority of children were better off. The mean weights in the rural areas were
similar at least for the younger children below 36 months, although the older children in the 1990 survey were
slightly heavier. The analysis by Shen et. al. (1993) indicates that the urban children between ages 0 to 71
months were roughly 2.5 to 3.5 cm taller and 0.6 to 1.2 kg. heavier than rural children.
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Third, the fact that the gap in the growth of children between urban and rural areas in China is widening is a
notable development in the sense that the increasing gap in incomes, and probably access to public health
services, are now being reflected in the nutritional outcomes. Moreover, although the mean child growth in
rural areas remains static, the dispersion of distribution becomes wider, meaning increased inequity and
heterogeneity in nutritional status in rural children according to recent analysis. In contrast, both the mean and
dispersion of child growth improve in urban areas. Thus, when nutrition overall in a rural population group is
bad, certain subgroups, presumably the poorest, are disproportionately worse off.

Overall, child malnutrition occurs mainly in rural China where about 70% of the population live (see "Notes" at
the end of this section). Here, the major determinants of poor nutritional status have been shown to be
infection, household food availability, female gender, and low birth weight. In urban areas, the first two are not
related to nutrition, but gender and birthweight are. Infant mortality is also higher in rural than urban areas,
which is related to government health care expenditures and literacy. Infant mortality is responsive to changes
in these, more so in poor counties.

Nutrition Amongst The Adult Population. Data obtained from surveys in 1989 and 1991 showed for the first
time an overview of the trends in the nutrition amongst adults in China. The China Health and Nutrition
Surveys is a longitudinal survey that covers the provinces of Guangxi, Guizhou, Henan, Hubei, Hunan,
Jiangsu, Liaoning, and Shandong. The panel data of adults aged 20-45 years, analyzed by Popkin et al
(1994), showed some significant changes in adult nutrition over the two years. The study classified those who
were underweight as those with BMI <18.5, and those groups who were overweight or obese as those with
BMI >25.0. In 1991, the proportion of adults classified as overweight was estimated at 11.2% (15.2% in urban
and 9.4% in rural), whereas those classified as underweight was about 8.2%.

The trend analysis done by Popkin et al (1994) indicates that the proportion of adults classified as
underweight decreased by 0.4% and the proportion classified as overweight increased by 1.9%, between
1989 and 1991. The largest increase in the proportion of overweight (4%) was observed among urban males.
In the rural areas, the increase in the proportion of overweight adults was the same for both sexes (1.8%).
There was an increase in the proportion of underweight men (1.5%) and women (0.5%) in the lowest income
tercile. The study also showed that, concurrently, there was an increase in the proportion of overweight in
middle income (3.5%) and high income subjects (3%).

Factors Affecting Trends in Nutrition

Economic Growth. Per capita GNP in China in 1993 was estimated at U.S.$490. Real GDP per capita grew
by rapidly between 1986 and 1993, by 6.4% per annum.

The nutritional changes occurring between 1987 and 1990 in China reflect the rapidly evolving patterns of
development in the country as a whole. The cities and major urban areas were booming in late 1980s and
early 1990s. Economic growth in the rural areas, particularly in inland provinces, has lagged behind urban
areas. Rural areas suffered from large out-migration, and have remained isolated from new investments
which have been concentrated in urban areas, mainly in the coastal provinces of the country.

Quite consistent with the patterns of child nutrition is the increasingly different trends in the patterns of
economic development between coastal and inland regions, and between urban and rural areas. Such
disparity is now reflected in the increasingly widened gap in the nutrition of urban and rural areas. The various
paths in socio—economic transformation happening in China can be illustrated in the changes happening in
the inland provinces. In Heilongjiang, there appears to be a rise in prevalence of underweight children, but not
in its urban areas. This can be compared to the fairly rapid economic growth in the coastal province of
Guangdong, where the prevalence improved in both urban and rural areas (35.9% to 27.0% between 1987
and 1990).

The economic performance and sources of economic growth between inland and coastal provinces have
been changing. Using published reports from China's Statistical Yearbook on economic data by region, the
gross value of social output (measure adopted by China to measure overall economic development by area)
showed that between 1980 and 1990, the share of economic output in the coastal regions increased from
46% to 56%, whereas the share coming from the inland regions declined from 53% to 44%.

Food Security. The guarantee of food security in the pre-reform era in China has given way to a new system
where access to food has become more of a household responsibility than that of the state. In the period
between 1987 and 1990, the data on food consumption in China indicate continuing increases from around
2600 kcals per capita to 2700 per capita on average. These are much improved figures compared to early
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1980s. Overall grain output increased from 403 million MT in 1987 to 446 million in 1990, and meat increased
from 22 million MT to 28 million in the same period. Households without access to land for agricultural
production now have better access to food since food can now be purchased with cash income from
commercial production or off-farm activities. However, the average figures showing increases in energy
intakes mask regional problems, particularly for the inland provinces.

Data on food energy consumption and supply balance by province indicate that 10 of the 24 provinces were
net deficit areas. These areas included those provinces for which the nutritional status of children were very
high, such as the province of Yunnan. But although the country produces most of the grain needed to feed the
population, transportation and storage problems make it necessary to import grain from overseas to feed the
urban population in the coastal areas in the eastern seaboard.

Health. An important factor responsible for the static or deteriorating nutrition situation in rural areas is the
poor performance of the health sector in rural areas. One of the negative consequences of the economic
reforms was the loss of "socialist" privileges from the state such as medical care. The rural health insurance
has been ineffective or is diminishing, which leaves a good proportion of these populations without access to
adequate health services. The famous barefoot doctors are now starting to disappear in many areas. Hence,
health services in rural areas deteriorated for many of the poor.

CHINA

(Estimates in 1993)

Population 1.2 billion
Population Density : 120 per sq. km.
Population Growth Rate  : 1.5% per annum
Urban Population :27%

IMR 135

GNP US$ (Per Capita) 1490
(WB Atlas Methodology)

PPP estimates of GDP : 2946
($ Per Capita, in 1991)

CHILD GROWTH AND SURVIVAL
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In recent years, there have been general improvements in the nutrition of children and adults in the country as
a whole. It appears from the nutrition trends that, although the reform and development strategies adopted by
China have been very effective in raising incomes, faster development in the urban areas, and generally in the
coastal provinces, has widened the gap in the nutritional well being between these areas. The static trends in
nutrition of children in inland areas maybe a result of the poor performance of health sector in the rural areas.

Another important conclusion is that China is rapidly moving towards conquering the problem of food scarcity
and has begun a rapid epidemiological and nutrition transition. Recent data showed that, while the proportions
of underweight adults have been declining, there has been a concurrent increase in the proportion of adults
classified as overweight or obese. Obesity is often associated with conditions such as hypertension, high
serum cholesterol, and insulin resistance that are strong risk factors for other chronic diseases, particularly
coronary heart diseases. These findings have considerable implications for the preventive health care policy
for China.

Notes

The reported figure of 60% urban population in some Chinese statistical books is caused by a different
definition of rural population around 1990. Until the late 1980s, the rural-urban classification was based on
whether a population received government food subsidies. Starting in 1984, the Chinese government began
to broaden the administrative boundaries of cities by incorporating nearby rural counties. Thus, a rural county
with an essentially agricultural population and no food subsidy may have been labelled urban even though it
received no food subsidy. Realizing the inconsistency, recent China Statistical Yearbooks have adopted the
28-30% figure again, for the urban population.

Costa Rica

Costa Rica is the only nation in Latin America without an army, and one of the most stable and robust
democracies in the region. Costa Rica had a population of about 3.2 million in 1993 and is growing at the rate
of 2.5% per annum. Its extensive social programs have placed the country's indicators among the best in
Latin America. Nutrition trends in Costa Rica were previously reported in the SCN's 1989 Update on the
Nutrition Situation (ACC/SCN, 1989, p.146-149).

Recent Trends in Nutrition

The most recent anthropometric data from the Nutritional Surveillance System of the Ministry of Health
indicates continuing trends towards improvements in underweight prevalence. The data for the early 1990s
indicates that, for the first time, the underweight prevalence was equivalent to the NCHS standards, i.e. 2.5%.

The prevalence of underweight preschool children (<-2 s.d. weight—for-age) in 1992 was placed at 2.3%.
This prevalence had declined steadily since regular measurements started — e.g. from 14% in 1966, 12% in
1975, 6% in 1982, to the recent figure of 2%. Costa Rica is only the second country in Latin America to have
achieved this level of nutrition, next to Chile, which reached this rate in late 1970s. From the surveillance data,
most regions in the country showed improvements from 1989 to 1992 (see Figure 1). There was evidence,
however, that the prevalence in rural areas was higher than in urban centers in the country.

The recent data also gives trends in the prevalence of overweight preschool children. Results indicate that, on
average, the proportions of obese preschoolers have been low at 3.3%, which was maintained over the period
1989 to 1992. Previous data reported in Update 1989 gave a prevalence of overweight of about 6.9% of all
preschoolers. The IMR of 14 per 1000 live births in 1993 is one of the best in Latin America.
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Figure 1. Costa Rica: Prevalence of Underweight Children, (0-59 months) by Region, 1989-1992



Source: Ministerio de Salud (1992).
Factors Affecting Trends in Nutrition

Economic Growth. In 1993 Costa Rica's GNP per capita was estimated at U.S.$2,160. GDP per capita grew
by 1.9% per annum between 1986 and 1993. Following two years of slow growth, the Costa Rican economy
expanded by 7.3% in 1992, as the manufacturing and services sectors responded to growing demand for
domestic investment and nontraditional exports. Despite the strong export growth, imports grew more rapidly,
stimulated by large private external capital inflows that more than financed the rapidly deteriorating current
account deficit. The capital inflows responded to high interest rates and improved investor confidence in
economic management.

Food Security. Agriculture forms the backbone of the Costa Rican economy, and its national strategy has
recently focussed on the production of export crops that, in recent years, meant large permanent shifts of
some land from food crops such as rice, maize, and beans. The country now relies for a good portion of its
cereal requirements on imports. The performance of the export crop sector has been good (particularly
banana and coffee), and in non-traditional crops such as cut flowers, vegetables, coconut, tropical fruits, and
macadamia nuts. The focus of the food security strategy has been household food access and individual
utilization, especially for the poor. Calorie supply per capita has been kept high at around 2900 in 1992,
increasing from the 1982 levels of 2509 kcals per capita. Although general inflation has been quite high
recently (22% in 1992 and 17% in 1989), the food price index has not increased any faster. The purchasing
power of the minimum wages had been rising despite the high inflation rates in recent years. This rose by
20% from 1980 to 1990.

Social Security, Health, Education. Costa Rica's extensive social security system, which encompasses
unemployment benefits, health care, pensions, and housing was established in the 1940s. This system has, to
a considerable degree, been responsible for the overall improvement in the nutrition and health well being of
the average citizen. The government's commitment to this social security system has been maintained even
at the height of the adverse shocks of the early 1980s, and received even more attention in recent years (see
Public Expenditures).

The absolute per capita expenditures on health care by the government reached $140 per capita, among the
highest in developing countries, and $80 for education. Health care budgets had been rising and nearly
doubled in the last decade or so. The budget for education, although high, has not been increasing on a per
capita basis since 1987.

Access to health care of the population is nearly universal. In 1988, the population considered to have access
to basic health services was registered at 97%, one of the highest in the world, including those in the
developed countries. Pregnant mothers generally had access to antenatal care (91% in 1988). Immunization
coverage of all infants was placed at 95% against DPT in 1991, and 90% against measles.
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Egypt

In 1993, Egypt's population was estimated at 60 million, which is expected to rise to 64 million by the year
2000. The majority of the population is crowded into the Nile Delta and Valley. Nearly half of the population
lives in cities.

The nutrition situation in Egypt up to 1990 was described in the ACC/SCN's Second Report on the World
Nutrition Situation (ACC/SCN, 1993, p.45-50), and in a case study entitled "Review of Trends, Policies and
Programs Affecting Nutrition and Health in Egypt (1970-1990)", (Nassar, 1992). The information here updates
these earlier reports.

Recent Trends in Nutrition

Recent nutrition trends in Egypt can be assessed from two nationally representative anthropometric surveys —
one carried out in 1990 by the PAPCHILD project of the Arab League and the other carried out in 1992 in
collaboration with DHS, with both sources of data reporting comparable sampling procedures and age
categories.

The national averages for the two surveys showed that the level underweight improved from 10.4% in 1990 to
about 9.4% in 1992. Most of the gains were made in the rural sector of Upper Egypt where the prevalence of

underweight improved from 18% in 1990 to 12% in 1992 (see Figure 1), and in the urban part of Lower Egypt
(from about 8% to 4%).
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In the 1992 survey, anthropometric measurements of women were also included for the first time. These
revealed that only around 1.5% of Egyptian women of reproductive age are underweight (below 18.5 BMI).
However, the prevalence of obesity is high, with about 29% of women with BMI of 29 or greater.

In the same survey, the proportion of women with height below 145 cm (a cut-off for obstetric risk) was

estimated at about 1.3%, while those who had weights below 50 kg were estimated at only 8.9%, which is
very low compared to many other developing countries.
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EGYPT

(Estimates in 1993)

Population : 56 million
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Population Growth Rate  : 2.4% per annum
Urban Population 1 44%
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Factors Affecting Trends in Nutrition

Economic Growth. In 1993, per capita GNP was estimated to be U.S.$660. Per capita GDP remained
virtually constant between 1986 and 1993.

During the 1980s Egypt did not adjust its economy to adverse external shocks, such as the decline in oll
prices and increase in interest rates, resulting in massive fiscal and current account deficits, and
unsustainable debt accumulation. Economic growth slowed due to substantial reduction in capital inflows and
a large accumulation of unmet debt obligations.

The government adopted a comprehensive economic reform package and a structural adjustment programme
(ERSAP) in March of 1990. This programme is designed to correct structural weaknesses of the economy and
achieve macroeconomic stability. Under this programme the government reduced expenditures on food
subsidies, public payrolls, and defense. These expenditures then increased in FY91 due to increases in
defense spending and food subsidies related to the Gulf crisis and the return of large numbers of workers
from Gulf area. Government expenditures then fell again in FY92 mainly due to a significant reduction in
subsidies and the level of public investment.

As a result of increase in government revenues to 35% of GDP in 1992, the overall fiscal deficit (including
public enterprises) fell to 6.4% of GDP in FY92. This was mainly due to increased tax rates, improved tax
administration, reformed custom duties and higher prices for energy, electricity, and other goods and services.
Inflation rose from 19.8% in FY91 to 21% in FY92, mainly reflecting high energy prices and tax rate.

Recent analysis of the impact of the structural adjustment measures on poverty in Egypt indicates that the
level of poverty rose between 1982 and 1991.
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Food Security. The Egyptian food subsidy system is one of the most extensive in the world. Virtually
everyone (90%) of the population has access to direct food subsidies. The food subsidy program is one of the
largest single components of the national government budget, estimated at around 10% (about US$1 billion,
in 1992). Thus, food security in Egypt is affected directly by policies such as food rationing, food subsidies,
and aid. In order to reduce the rising food gap and high food dependency ratio, which adds an extra burden to
Egypt's balance of payments and exhausts the resources needed for capital imports, serious efforts have
been made to improve the performance of the agriculture sector since the early 1980s.

Despite the high inflation rate (13.6% in 1992 and 21.3% in 1989), food consumption of the average Egyptian
has remained virtually unchanged. The calorie supply per capita remained among the highest in the
developing world, in excess of 3300 kcals/person/day.

For the period between 1990 and 1992, the policy of large food subsidies remained in place for wheat and
flour, edible oils, and sugar, which are sold through a system of ration shops, government retail stores, and
cooperatives. The subsidized price of bread was last increased in 1988. But for other items, the government
has allowed the subsidized price to rise for rationed rice, regular sugar, rationed oil, and regular oil since
1992. Since flour (in the form of bread) is the largest source of calories in the Egyptian diet, increases in
prices of other foods have not generally caused a decline in per capita calorie consumption.

Increases in the subsidized price of rice, sugar, rationed oil, and regular oil in 1992 were not matched by
increases in wages. lt is likely, therefore, that the impact of these increases may have hurt the poor.

The trends of the ratio of the food price index to the consumer price index has been declining since the last
increase in the price of subsidized bread in 1988. The ratio in 1993 is nearly 100, which implies that the
overall price of food has not been growing faster than other items in household's budgets.

Health, Population. In the area of child immunization, considerable gains have been made. Two DHS
surveys (1988 and 1992), which are comparable in sampling procedures, provide a good basis for
understanding these trends. The proportion of infants 12-23 months of age who were immunized against
BCG increased from 56% in 1988 to 88% in 1992; while those with at least 3 DPT shots increased from 50%
to 73% in the same period.

The rate of population growth has dropped from 3% in 1985 to 2.3% in 1993, probably resulting in part from
intensive family planning programmes. Crude birth rate as put by the state statistics agency (CAP-MAS) in
1993 is at 29 per thousand, and life expectancy of around 60 years. The total fertility rates based on the DHS
surveys declined from 4.4 births per woman in 1986-88 period to 3.9 in 1990-92.

Ethiopia

With a population of 53 million, Ethiopia is the second most populous country in Sub—Saharan Africa; some 3
million people live in Eritrea, now independent after a protracted civil war. There are 76 various ethnic groups
with 286 different languages in Ethiopia, and a split of 40% Christian and 45% Muslim. A large part of the
population is concentrated in the highland areas in central and northern regions. The limited data available up
to around 1987 were described in the ACC/SCN's Update on the Nutrition Situation (1989, p.48-51).

Recent Trends in Nutrition

Trends can be assessed from two national nutrition surveys, in 1983 and in 1992. Both of these were carried
out during the post-harvest season, and the results are considered comparable. An analysis done by the
Central Statistical Authority (with assistance from Cornell University) comparing 11 regions of the country
indicates that the nutrition situation in 1992 was significantly worse than 1983. For all 11 regions combined,
the prevalence of underweight in children (6-59 months, <—2 SDs NCHS in both surveys) increased from
37.3% in 1983 t0 46.9% in 1992. This prevalence in 1992 of nearly 50% underweight is likely to be (with
Mozambique) the highest in Africa. Projected to the entire 0-4 year population, this implies that the number of
underweight children rose from 2.7 million in 1982 to about 4.6 million in 1992, or nearly doubled.

The regional trends have also been estimated by comparing the 1983 and 1992 surveys: the prevalence of
underweight children increased in all 11 regions surveyed. This is shown in Figure 1. The regions of Gonder,
Gojam, Sidamo, and Welega had an underweight prevalence between 50% to 60% in 1992. These levels are
among the highest prevalences reported in Africa, outside of refugee/displaced camp populations.
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Stunting (low height-for-age) and wasting (thinness —low weight—for-height) have also been estimated. The
mean prevalence of stunting for all the regions in 1992 was 64%. The regions with the highest rates (above
66% stunting) include South Gonder, East and West Gojam, North Welo, Tigray, Sidamo, llubador, North
Gonder, and South Shewa. South Omo has the highest stunting, with 75% of its preschool children. Such
levels of stunting are among the highest in the world, and almost certainly the worst in Africa. Stunting is
already prevalent at early ages (6—11 months old infants), although the incidence of low birth weight
(12-15%) is not especially high.
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Figure 1. Trends in Underweight Children 1983-1992, by Region

Sources: Central Statistical Authority (1993) and Pelletier et al, (1994).
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Wasting levels are somewhat elevated in certain regions, compared to other Sub—Saharan African countries.
The national average in 1992 was 8.7%, with regional values up to, for example, 14% in Tigray. Nonetheless,
stunting is a far more widespread nutritional problem than wasting — both result in part from drought and
poverty, with wasting often indicating acute situations.

Analysis of the 1992 survey looked into certain factors associated with child growth failure (stunting or
underweight). While some associations were found, these varied (including in direction) widely by regions,
and more impressive were the variations due to other, non-income factors.

For example children in Gonder, who were observed to have relatively higher prevalences of underweight,
were reported also to have very high morbidity rates—50% of children reported to be ill in the immediate two
weeks prior to the interview. North Shewa on the other hand showed the least prevalence of underweight and
among the lowest in terms of morbidity among the regions.

Breastfeeding Weaning Practices and Child Nutrition. Data on breastfeeding and child weaning practices
in the 1992 Nutrition Survey indicate that the problem of early stunting in Ethiopia is due in part to delayed
introduction of complementary foods in the first year of life. Associations could be shown between age of
introduction of such foods and stunting prevalences. While the recommended age for introducing weaning
foods is 4-6 months, the national median was about 7.1 months, with some regions such as North Gonder
and Tigray with averages of 12.1 months.

Factors Affecting Trends in Nutrition

Incomes and Poverty. With a GNP per capita in 1993 estimated at U.S.$100, Ethiopia is one of the poorest
countries in Sub-Saharan Africa. Per capita GDP declined at an annual rate of —-2.5% between 1986 and
1993.

More than 51% of the population is considered to be below the poverty line, or 27 million people. These
people live mostly in rural areas. A substantial number are in transit camps as displaced persons due to
recent civil disturbances. The main groups identified as belonging to the poor included those coming from
self-employed groups in remote rural areas in the central regions, returnees following the civil war, displaced
persons, demobilized soldiers, the poor nomadic populations, the female-headed households in both rural
and urban areas, and the low level government workers.

For the last decade or so, the economy has been characterized by decay and stagnation with per capita real
incomes declining consistently since 1987. This appears, however, to have reversed in 1992/93 with the
economy registering a growth of about 7.6%, generally coming from growth in agriculture, with improved
rainfall and some effects from reforms, which boosted output via improved producer prices and market
access. Since 80% of the labour force depended on agriculture, the trends in incomes and poverty depended
to a large degree on that sector's performance. Nearly all of its export earnings come from coffee, and some
from skins and hides of animals.

Transitory problems have compounded the chronic poverty situation in the country. Ethiopia's Relief and
Rehabilitation Commission estimated that in 1992, a total of 6.2 million people required food aid. This was
reduced to about 4.2 million in 1993. Intermittent drought particularly in the north and northeast, and civil war,
which disrupted large areas of the country, are major causes. It is estimated that 1.7 million people of the 6.2
million in need of food aid in 1992 were refugees and displaced persons caused by the civil disturbance.

Food Security. Ethiopia's food security has been constantly eroded by progressive soil exhaustion, and
overcrowding of land, which has caused declining food production per capita since 1960s. As a consequence,
Ethiopia's production of the main cereals (barley, maize, sorghum, and teff) fell short and the country
depended on imports averaging 100,000 MT per year in the 1980s, increasing to 1 million MT in 1990 and
1991/92. Food supply per capita has been deteriorating, and this has resulted in a low calorie supply per
capita of less than 1700 kcals, one of the lowest in the world. The regions of Sidamo, Hararghe, Gamo Gofa,
and Wollo experience more food security problems and are prone to crisis situations.

Health and Other Factors. The level of health service support has been rising, but by 1991, only 37% of
infants had been immunized against DPT—still lower than most areas on the continent. Governmental health
service provision is estimated at about $1.44 per capita and around 3% of the national budget expenditures.
Attendance in primary schools is very low, at 36%, and fiscal data indicate that the proportion of government
expenditures for education has been declining.
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With its large population of 53 million in 1993, and with 4.6 million of its 9.7 million preschool children
underweight, malnutrition remains one of the biggest socio—economic problems in Ethiopia.

Further Analysis’
1. Text of this section was contributed by D. Pelletier, Cornell University

The 1992 rural nutrition survey results have a number of further implications for policy and analytical work.
First, they emphasize that the relationship between agricultural production, food security and child nutritional
status at the national, regional and household levels is not as close as widely believed. Future policy analysis
should be based on a consideration of all three underlying causes of malnutrition — food security, health and
child care/feeding — and the effects each has on the other.

The national survey and a large number of local surveys reveal that infant feeding practices, including late
initiation of breastfeeding, widespread use of purgatives immediately after birth, use of liquids throughout
infancy, and late introduction of complementary foods should be considered intervention priorities. Rates of
infection are very high and typical of those found in other countries, and coverage of improved water and
sanitation facilities is very low.

Demands on women's time have been shown to be considerable and this is likely to be a major factor
constraining efforts to improve infant and child feeding practices. The design of agricultural, food security and
rural development programs should avoid increasing demands on women's time and, if possible, attempt to
reduce such demands so as to enhance the ability of households and communities to implement improved
child feeding and caring practices. This is especially relevant at the present time, in light of the extensive use
of labor—intensive public works being discussed in country.
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India

India is a nation of 901 million inhabitants as of 1993, the second most populous in the world. Population is
growing at 2.1% per annum. With a per capita GNP of U.S.$290 in 1993, it is one of world's poorest countries
and accounts for about one-third of the world's absolute poor. Nutritional and related data up to around 1990
were given in the ACC/SCN's Second Report on the World Nutrition Situation (vol.ll, p9-15, 1993).

Recent Trends in Nutrition

Nutrition surveys were conducted in eight states in 1991/92 by the National Nutrition Monitoring Bureau
(NNMB, Hyderabad) and they provide the most recent estimates of the nutrition situation. Sampling
techniques varied between the 1991/92 estimates and those done previously in 1988-90. In interpreting trend
data, it is also important to keep in mind that nutritional levels are sensitive to short-run shocks (e.g. a
bumper crop was harvested in 1989).

Most commentators feel that in view of the uncertainties, it is probably reasonable to conclude only that the
average trend from 1975 through to 1992 is likely to be of improvement. The national and state—wise trends
cannot be accurately updated for 1988-90 to 1991-92. Thus the most recent definite estimate remains as
shown in the Second Report on the World Nutrition Situation, Volume Il, p. 13 (ACC/SCN, 1993). New data
from a national survey carried out in 1993, in collaboration with DHS, are expected soon, which may allow
further state—wide comparisons over time. With this in mind, some qualitative implications are as follows.

The tentative results from comparing 1988-90 with 1991-92 suggest some possible deterioration in the
nutritional status of children (1-5 years old) in three states, Karnataka, Maharashtra, and Gujarat, and static
situations in Kerala, Tamil Nadu, Andhra Pradesh, and Orissa. This deterioration in Karnataka and
Maharashtra could be judged statistically significant, but this was not the case for Gujarat. Seven states had
information from both the earlier survey (1988-90) and the later survey (1991-92). Combining the trends of
the seven states, weighted by their population, indicates that the average prevalence of underweight children
(<75% of NCHS standard) increased from 53.3% to 56.6%. This trend would reverse some of the gains made
in the previous decade, particularly those in Maharashtra and Karnataka.

Factors Affecting Trends in Nutrition

Economic Growth. While the most recent economic data show positive trends, the period around the time
that the latest nutrition survey data were available (1991-92) was a period of economic crisis in India. The
crisis, starting in 1990, reached its peak in the summer of 1991 when foreign currency reserves had declined
to almost $1 billion, inflation had risen to an annual rate of 17%, industrial production was falling, and overall
economic growth had declined to 1.1% in 1991/92. By comparison, the economic growth rate in the 1988-90
period was estimated at 5.4%.

The programme of stabilization and the economic reform measures put in place in 1991/92 helped restore
economic growth to 4% in 1992/93, brought down the inflation to 7%, restored the foreign currency reserves
to $6.4 billion and stimulated a strong recovery in exports towards the end of the financial year. FY92/93
marked the first full year of the sweeping adjustment program undertaken in India—aimed at restoration of
macroeconomic stability and broad based liberalization of the economy. With the revival of the economy in
1992/93, it is expected that the nutritional status of the population should improve.

Food Security. India's agricultural sector contributes about 30% of GDP. Large public investments in
irrigation infrastructure and research, coupled with land reform that would give ownership of land to the
landless, the introduction of high-yielding seed varieties, and expanded use of fertilizer, have resulted in
some notable achievements — including self-sufficiency in rice, wheat, coarse grains, sugar, and edible oils.
But while these longer term gains in agricultural output continue (see food production index), year to year
highs and lows are still dependent on the weather conditions for most of the country. The vagaries of the
monsoon cause large fluctuations in agricultural production from one year to another. And since agriculture
remains as the backbone of the economy, the annual changes in this sector affect the domestic product from
year to year.

For example, agricultural production data for the 1990-91 period indicate low gains due to low rainfall,

particularly in Karnataka and Maharashtra. Total foodgrain production in Karnataka declined from 7.1 million
MT in 1989/90 to 6.3 million in 1990-91 before recovering to about 8.4 million in 1992-93. Since two-thirds of
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the population is still dependent on agriculture for their livelihood, the low agricultural output could have
contributed to any deterioration in nutritional status of children.

The production of foodgrains during 1992/93 reached a record level of 180 million MT, which was higher by
about 7% over the previous year. This was mainly due to a quantum jump in the production of coarse cereals,
which was higher by 11 million MT over 1991/92. The production of wheat also increased to 56.8 million MT in
1992/93, a 2% increase over the previous year output. The food production per caput index (with 1979-81 as
base=100), indicates an increase from 110 in 1986 to 123 in 1993.

Household Food Security. Changes in agricultural output can explain the overall food availability situation in
the country, but not necessarily of the food security situation at the household level. Changes in incomes,
poverty, and food prices affect the ability of households to acquire food. The NNMB surveys include food
consumption indicators. The data for 1991/92 show that it was indeed a bad year for household food intakes
in most of the eight States that it surveyed. Compared to 1988/89, average calorie intakes declined in six of
the seven States, with the deepest deterioration occurring in Karnataka and Gujarat. These trends are
consistent with the anthropometric data cited earlier.

In India, alleviation of poverty and unemployment continue to be the long run objectives of economic and
social development in India. The Indian Planning Commission estimated in 1987/88 that 29.9% of population
lived below the poverty line with 33.4% in rural areas and 20.1% in urban areas. The Expert Group of the
Indian Planning Commission found a steady decline in the proportion of population living below the poverty
line. Essential commodities such as rice, wheat, edible oils, and kerosene are distributed through the PDS
(Public Distribution System) at prices generally lower than the market price, through an elaborate network of
fair price shops (FPS). Wheat and rice, the two primary staple foods consumed in India, are the two main
cereals distributed through the PDS. As of March 31, 1993 there were more than 400,000 FPSs in the
country; 313,000 in rural areas and 96,000 in urban areas. On an average, one fair price shop is required to
cover a population of 2000. Even though the supply of PDS items is supplementary in nature, it has helped in
protecting the real purchasing power of some of the vulnerable sections of the population.

Nutrition and Social Programmes. The adjustment programs that started in 1992 adopted a new outlook
with respect to many of the socially—oriented programs in the country. The government recognized that social
sector support is a high priority needed to protect disadvantaged groups during the adjustment period. The
new initiatives sought to improve the quality of human resource programs, such as the Integrated Child
Development Services (ICDS), and improve its efficiency in reaching the poor.

The most recent data indicate that while about half of India's 5,300 district blocks are now reached by the
ICDS program, its effectiveness in dealing with the problems have been hampered by a number of
implementation weaknesses that are being remedied by some institutional and policy changes. While
improvements were seen in nutrition in the 1980s, it was evident that gains were made especially in the
wealthier States (with the notable exception of Kerala).

A number of reforms in the ICDS program implementation were sought during the adjustment transition
period. One shortcoming in the program is the poor targeting of program allocations from the central
government. Second, while the central government bears most of the cost of the ICDS program, a number of
the States fail to allocate sufficient funds for food supplements required under the program. Furthermore, a
review by the World Bank on the monitoring of the ICDS indicates that it focuses more on the inputs (such as
number of feeding days) rather than outputs (such as number of children who are brought out of malnutrition).
Moreover, difficulties are experienced in focussing on the most vulnerable age—group, those children under
three years of age.

In the adjustment transition period beginning in 1992, the government has instituted reforms by increasing the
level of effort of ICDS in 180 most-in—need districts where infant and maternal mortality rates are highest.
There are plans to include adolescents in the program coverage, and to provide iron and food supplements.

Conclusions
The indications are that nutrition improvement in India may have faced reversal in the early 1990s, related to
economic problems and other factors. With economic growth reviving, nutrition should improve also. However,

the underlying rate of improvement is slow, probably around 0.5 percentage points per year, at a level of
about 65% prevalence of underweight.
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Accelerating this rate would likely benefit from more priority to health education and poverty alleviation, and
more effective nutrition interventions, e.g. through the ICDS.

INDIA

(Estimates in 1993)

Population : 901 million
Population Density : 264 per sq. km.
Population Growth Rate  : 2.1% per annum
Urban Population :27%

IMR : 83

GNP USS$ (Per Capita) : 290
(WB Atlas Methodology)

PPP estimates of GDP : 1150
($ Per Capita, in 1991)
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Kenya

Kenya is a low income country with a per capita GNP of U.S.$270 in 1993. Population was 27 million in 1993
and population is growing at the rate of 2.9% per annum. The nutrition situation in Kenya up to around 1990
was described in the Second Report on the World Nutrition Situation, vol I, p.51-55. Results from a new
nutrition survey (1993) make it possible to update the earlier report.

Recent Trends in Nutrition

The most recent survey carried out by the National Council for Population and Development and DHS in 1993
indicates static or worsening nutritional conditions amongst children compared to the 1987 national rural
survey. The prevalence of stunting (less than <-2 s.d. height-for-age) in 1987 was estimated at 32.2%, and
increased nationally to an average of 33.7% in 1993. These new data are an indication of reverses in gains in
nutrition that were reported in the previous decade. In absolute numbers, the stunting problem now affects 1.7
million preschool children, compared to 1.3 million in 1987.

Surveys of child nutrition have been carried out in Kenya since 1977. Seasonality varies greatly across the
country, so that stunting has been more often used than underweight to make comparisons through time.
Calculation methods have evolved, notably moving from a cut-off of 90% for height—for-age, to <-2 SDs. An
estimate of national stunting trends in children 0-59 months can be represented thus:

1982 1987 1993
H/A <90% 27.0% 23.0% -

H/A <-2 SDs - 32.2% 33.7%

This indicates improvement in the mid '80s, then deterioration 1987-1993. A similar issue applies to
underweight prevalences, but with recalculation the following trend in underweight seems plausible (and tells
much the same story as stunting):

1982 1987 1993

W/A <-2SDs 22.0% 18.0% 22.3%
Trends in nutrition, assessed by stunting, have been uneven across provinces. These are shown in Figure 1.

In the Coastal province, where the highest proportion of stunting is found, there were improvements between
1987 and 1993 (from 50% to 41% — prevalences here expressed as <-2 SDs height—for-age). Similarly, the
province of Nyanza experienced notable improvements (40% to 31%). Significant increases in stunting were
observed in the Western province (23 to 30%), the Central province (26% to 31%). In Rift Valley province
stunting increased slightly. Stunting levels are now very similar, at around 30% (<-2 SDs height-for-age), in
Central, Rift Valley, Nyanza and Western provinces, with Coast and Eastern some 10 percentage points
higher at about 40%.
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Figure 1. Kenya: Trends in Prevalence of Stunted Children (12-59 months) by Province, 1977-1993
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Sources: 1977-1987 - see Second Report of the World Nutrition Situation; (1993),
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The considerable regional variations are masked by the national averages. Yet, it can be broadly concluded
that the improvements gained in the 1980s have been reversed, at least in part, during the early years of the
1990s.

Factors Affecting Trends in Nutrition

Economic Growth. Many factors may be responsible for the static or deteriorating nutritional conditions in

Kenya. Whereas relatively good growth rates in the economy were experienced in the latter part of the 1980s,
problems started to mount in the early 1990s. Per capita GDP growth was negative after 1990 through 1993.

73



External imbalances worsened due to the Gulf crisis, deteriorating terms of trade, and the withholding of
balance of payments support to Kenya by multilateral and bilateral agencies since late 1991. Continuous
monetary pressure has fueled inflation, from 15.6% in 1990 to 19.8% in 1991 and 29.6% in 1992.

The fiscal deficit grew to 7.1% of GDP in FY91 and is estimated to be 2.9% of GDP in FY92. The deficit target
for FY92 was almost achieved through fiscal compression, but election related expenses and larger than
anticipated export compensation payments threatened to swell the FY92 deficit to more than twice the 2% of
GDP target. The economy is heavily dependent on agriculture, since it employs more than 80% of the labor
force and contributes more than a quarter of the GDP.

Food Security. Large parts of Kenya are drought prone. A major drought in 1992/93 seriously affected the
food supply situation. The food production index dropped to a historic low of 83 in 1993 (base 1979-81=100)
a level even below that of the last major drought of 1984/85. Even the normally surplus regions (Rift Valley),
and the marginally deficit areas (Western and Nyanza) entered maize deficit situations in 1992/93; and food
security problems worsened in the chronically maize—deficient areas of the Coast, Eastern, and Northeastern
provinces.

As a marginally food deficit country, Kenya is a regular importer of food grains. Historically, the government
intervenes heavily in the foodgrain market, such that shortfalls in production are compensated by price
supports and by imports. Food aid forms about half of total import requirements; the other half comes from
commercial imports. The estimate of foodgrain production for 1993/94 was 2.2 million MT, compared to total
requirements of 3.9 million MT, or a shortfall of 1.5 million MT to be filled in by imports.

The recent drought affected household food availability, and consumption was curtailed further by the rise in
food prices. The ratio of the food price index to the consumer price index rose to more than 107, the first time
since 1985. This rise means that households faced higher inflation in foodstuffs than other components of
consumer expenditures. With 1990=100 as base, the food price index was reported at more than 240 in 1993
at the height of the drought, with a CPI of more than of 227. Moreover, wages have not been keeping up with
prices.

No data on calorie consumption are available which reflect lower food availability due to the 1992/93 drought.
The most recent consumption data of 2075 kcals per capita for 1992 is about the same level as 1986.
Between 1986-92 there was some decline in calorie consumption.

Health, Education. The Kenyan Welfare Monitoring System data for 1992/93 indicate that the enroliment
rates in Kenya are generally high by African standards. The net enroliment rates at the primary level was
estimated at 73%, higher amongst higher income groups, but no significant differences between males or
females. The secondary enrollment rates were, however, very low at a net of 11% for the entire population.
There is high income effect in the secondary enrollment rates; the rates in the poorest income deciles were
nearly 4% compared to 23% in the highest decile.

Reports on immunization coverage vary. Earlier reports were of falling coverage of, for example, measles

immunization. Recent figures indicate an increase of this indicator from 60% in 1987 to 81% in 1992, this level
being maintained in 1993.
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KENYA

(Estimates in 1993)
Population : 27 million
Population Density : 43 per sq. km.
Population Growth Rate  : 2.9% per annum
Urban Population : 26%
IMR .61
GNP USS$ (Per Capita) : 270
(WB Atlas Methodology)
PPP estimates of GDP 11350
($ Per Capita, in 1991)
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Madagascar

Madagascar is a nation of 13.3 million people. Population growth was estimated to be 3.1% a year during the
period 1985-92. It is a low income country with per capita GNP of U.S.$240 in 1993. Madagascar has an
enormous resource endowment and a highly unequal income distribution with severe and widespread poverty.
Its economy is primarily agricultural.

The nutrition situation up to 1987 was described in the ACC/SCN's Update on the Nutrition Situation, 1989,
pages 69-73.

Recent Trends in Nutrition

Two national surveys were carried out in Madagascar in the