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Nutritional Situation in the Americas

The nutritional situation of the countries of the to the left of the median of the weight or height for a
Americas is influenced by various social, economic, and given age. This criterion is also employed for the weight/
political factors that affect the availability and height indicator.
consumption of food. The economic crisis that began Table 1 presents the information available on
in the 1980s has reduced the population's real income underweight for children aged 0 to 4 years in some
and the purchasing power in most of the countries. countries of LatinAmerica and the Caribbean. According

A population's nutritional status is assessed mainly to this data, the prevalence of malnutrition in the Region
on the basis of anthropometricindicators orby analyzing ranges from 0.8% in Chile (Sempé classification) to
data collected by the countries' food and nutrition 38.5% in Guatemala (WHO classification). In addition
surveillance systems (FNSS). The information presented to Chile, values lower than 10% were registered in Costa
here in comes partly from reports on the food and Rica, the United States, Paraguay, Uruguay, Jamaica,
nutrition situation supplied by the countries of the Region Brazil, Venezuela, and Trinidad and Tobago, while in
in preparation for the International Conference on Honduras, Guyana, and Guatemala values higher than
Nutrition, organized by the United Nations Food and 20% were observed. This information, however, should
Agriculture Organization (FAO) and WHO and held in be interpreted with caution for the reasons noted above.
Rome in December 1992. In some cases, recent studies Table 2 shows the prevalence of low height-for-age
or surveys have been used, and in others, information among children age 0-4 years in 15 countries. The
has been drawn from World Bank, (1, 2), UNICEF, (3, prevalence was highest in Bolivia, Ecuador, Guatemala,
4), and PAHO, (5, 6) publications. The lack of and Peru, where at least one out of every three children
uniformity in the information available, which stems from in this age group showed significant growth retardation.
the different sources available, the time periods studied, While the height-for-age indicator does not reflect the
the different criteria employed, and the different present nutritional status of the population, it is a good
classification reference values, hinders comparison and indicator of a country's overall health conditions and of
makes it difficult to-ebtain -a cohesive-picture of - --- its nutritional ana socioecono-mic msto-ry.
iuufuiuu Mtuatiusl, ise Rgir n. Height surveys conducted at schoolsleffer th

The food and nutrition surveillance systems (FNSS) advantage of broad coverage, since they involve an entire
have helped considerably in updating information in the school system; in most countries, the coverage of the
countries in which they have been implemented; however, school system is greater than that of the health services.
countries there are still in which only limited use has In some countries, schoolteachers themselves, after
been made of them. The present document uses the receiving training, take the measurements and carry out
reference values and classification recommended by the initial analysis of the data. Nevertheless, given the
WHO, based on the tables of the National Center for existence of factors that may led to errors and biases, it
Health Statistics (NCHS) of the United States of America. is wise to exercise caution in interpreting these findings
The classification of moderate or severe malnutrition is on the nutritional situation of the countries.
assigned to every value lower than -2 standard deviations
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Table 1
Prevalence of low weight-for-age among preschool childrenm.)

(WHO classification)

Country Yoar Sample size Source of data Undernutrition
(%)

Bolivia 1991 536,952 N.S. 11.7

Brazil 1989 7,314 N.S. 7.0

Chile 1989 1,251,217 H.C. (b)0.8

Colombia 1989 1,973 N.S. 10.1

Costa Rica 1990 189,814 H.C. 2.8

Dominican Republic 1987 1,843 N.S. 12.5

Ecuador 1986 7,798 N.S. 16.5

El Salvador 1988 2 N.S. 15.2

Guatemala 1990 90 N.S. 38.5

Guyana 19187 ... H.C. 24.3

Honduras 1987 3,338 N.S. 20.6

Jamaica 19190 ... H.C. 6.9

Mexico 1988 7,426 N.S. 13.9

Nicaragua 1987-88 2,702 R-Ill S. 10.9

Paraguay 1990 3,389 N.S. 4.2

Peru 1991 7,036 N.S. 10.8

Trinidad and Tobago 11985 ... H.C. 9.9

Uruguay 1989 9,070 H.C. 6.5

United States 1992 1,726,799 (ciP.N.M.S. 2.9

Venezuela 1 .19 8ln7,698 .. __ H.C. (d) 8 .2

Sources: International Conference on Nutrition, Caribbean Food and Nutrition Institute, and sources cited in notes 3-6.

(a) 0-4 years of age, except where other ages are specified.
(b) Sempé Classification. Cut-off point: approximately 75% of the median.
(c) Data are submitted by participating states (approximately 70% of all the states in the country) to the Pediatric Nutrition

Surveillance System (PNSS) administred by the Centers for Disease Control and Prevention. These data are based on
measurements of children taking part in aid programs funded by the United States Government, such as the
Supplemental Food Program for WVomen, Infants and Children under the Departmentof Agriculture. The information is
not representative of the entire preschool population, since these programs serve low-income groups at high risk of
mainutrition.

(d) Cut-off point: 3rd percentile; 0-7:' months. Information from the national food and nutrition monitoring system.

N.S.
H.C.
R.H.C.
R-1ll S.
P.N.M.S.

National survey
Health centers
Rural health centers
Region III survey
Pediatric Nutrition Monitoring System
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Table 2
Prevalence of low height-for-age among preschool childrenma)

( WHO classification)

Country Year Sample size Source of data Undernutrition

Bolivia (b) 1989 2,537 N.S. 38.3

Brazil 1989 7,314 N.S. 15.4

Colombia 1989 ... N.S. 16.6

Dominican Republic(,, 1987 1,843 N.S. 20.8

Ecuador 1986 7,798 N.S. 34.0

El Salvador 1988 2,000 N.S. 29.9

Guatemala 1987 2,229 N.S. 57.9

Honduras 1987 3,338 N.S. 25.1

Mexico 1988 7,426 N.S. 22.3

Nicaragua 1987 2,702 R-Ill S. 21.9

Paraguay 1990 3,389 N.S. 20.3

Peru 1991 743 R.H.C. 35.2

Uruguay 1989 9,070 C.S. 14.6

United States 1992 1,726,799 P.N.M.S. (d4.7

Venezuela <,. 1992 307,698 H.C. 17.0

Sources: International Conference on Nutrition and sources cited in notes 3-6.

(a) Children 0 a 4 years of age, except where other ages are specified.
Ib) r(hildren 3-36 months.
(c) Chiledren 6-36 months.
(d) Data are submitted by participating states (approximately 70% of allthe states in the country) to the Pediatric Nutritional

Surveillance System (,PNSS) administred by the Centers for Disease Control. These dataare based on measurements of children
taking part in aid programs funded by the United States Government, such as the Supplemental Food Program for Women, and
Children underthe Department of Agriculture. The information is not representative of the entire population, since programs serve
low-income groups at high risk of mainutrition.

(e) Cut-off point: 3rd percentile; 0-72 months.

N.S.
H.C.
R.H.C.
R-lIl S.
P.N.M.S.

National survey
Health centers
Rural health centers
Region III survey
Pediatric Nutrition Monitoring System
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Table 3 shows the results of the latest height surveys Trends of Nutritional Status
carried out among schoolchildren in Latnmerica. The The variations in the prevalence of undernutrition in
countries in which low height-for-age was most prevalent the Region have been observed in 16 countries studied
were Honduras (39.8%), Guatemala (37.4%), and at two points in time. The interval between observations
Ecuador (37.1%). The prevalence was lowest in Uruguay varied from 22 years in Honduras to 3 or 4 years in
(4.0%), Chile (8.5%), and Costa Rica (9.2%). In general, Nicaragua and Panama. Given the diversity of indicators
the prevalence rates registered are relatively low, ranging employed and the differences in the time intervals
from 0.4% to 6.3%. The values were below 2% in Cuba, between figures, this table provides only abroad overview
Ecuador, Guatemala, Paraguay, Peru, United States, and and is not suitable for making comparisons between
Uruguay, and over 5% in Mexico and Venezuela. countries.The countries examined show an overall

The rates of prevalence registered of underweight for downward trend undernutrition rates, although this trend
height are relatively low, ranging between 0.4% and 6.3% was not even. Only two countries, Guatemala and
The values are lower than 2% in Paraguay, the United Panama, showed an increase in their percentages. Brazil
States, Guatemala, Peru, Ecuador, and Uruguay, and and the Dominican Republic, on the other hand,
higher than 5% in Venezuela and Mexico. registered substantial reductions.

Data available to the Food and Nutrition Program of The successes achieved in some countries can be
PAHO indicates that for Latin America and the Caribbean attributed largely to the implementation of strategies such
the prevalence of deficit of weight for age is 11,0%, as breast-feeding, adequate weaning practices,
weight for age 21,9% and weight 3,1% in children less appropriate feeding during acute episodes of disease,
than 5 years of age. These figures are somewhat different nutrition education, and programs for immunization and
to those found by UNICEF in 1993 (13,8%, 27,7% and control of diarrhea and respiratory diseases.
1,8%) (4). It should be noted that in many countries in which

malnutrition has been reduced to moderate levels, there
Table 3 continue to be wide gaps between geographic regions

Prevalence of low height-for-agie and population strata that are not shown in the overall
among schoolchildren figures. The implementation of effective nutrition

surveillance systems should facilitate the collection of
Country Year Number % -< -2 D. E. disaggregated data, which will serve to identify lagging

Examined
_____________ Exam________n __d areas so that they can then be targeted by appropriate

interventions.
Bolivia 1988-90 ... 35.0

Micronutrient Deficiencies
Costa Rica 1989 ... 9.2

This section discusses only iron, iodine, and vitamin
Chile 1985 55,716 8.5 A deficiencies. In general, these deficiencies are localized
Ecuador 1990 251,240 37.1 in certain geographic areas and affect the most vulnerable
El Salvador 1988 ... 30.0 segments of the population.

Iron Deficiency. _Information on the prevalence of
Guatemala 1986 206,014 37.4 iron deficiency in the Region is limited. In most cases,
Honduras 1986 i 170,299 39.8 the available data come from fairly limited studies that
Mexico 1991 95 . were not representative of the national situation, or from

information provided by health services, which have
Nicaragua 1989 ... 18.7 variable coverage.
Panama 1988 60,812 24.4 According to WHO, the cut-off point below which

anemia is considered to exist is 11 grams of hemoglobin
per deciliter of blood in children under the age of 5 and

Venezuela ,) 1992 46,377 22.8 pregnant women, who are the most affected groups. The
cut-offpoint for population groups living at high altitudes
has not yet been satisfactorily defined.

Sources: International Conference on Nutrition and sources cited in At a meeting held in Buenos Aires, Argentina, in
notes 5 and 6. 1992 ,(7) information was presented from several studies

(al Cut-off point: 3rd percentile; 7-14 years of age. carried out in eight South America countries. These data
indicated that the prevalence of anemia in pregnant
women ranged from 61% in Misiones, Argentina, to 13%
in Asunción, Paraguay. The rates of anemia among
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preschoolers were between 22% and 45% in Brazil, 18%
in Chile, and between 27% and 53% in Peru.

In Costa Rica the figure was 27.6%, in Cuba it ranged
between 20% and 25%, and in El Salvador it was 12.3%.
Among children under 5 years old, according to the
information submitted, the prevalence of anemia ranged
from 29.6% in Costa Rica and 23% in El Salvador to 8%
in Venezuela. The sizable disparities observed suggest
the existence of significant biases in many of these
figures, probably resulting from the use of inappropriate
sampling procedures or information sources.

Iodine deficiency. Goiter is the best known
manifestation of iodine deficiency, but in reality this
deficiency produces a broad spectrum of disorders that
may affect individuals from the earliest stages of fetal
and neonatal development, through childhood, and into
adolescence, and adulthood.

Endemic goiter is considered a public health problem
when it affects more than 10% of an examined
population. Low urinary excretion of iodine is an
indicator of deficiency of this micronutrient. When the
median of the excretion values for a community is below
5 micrograms of iodine per deciliter of urine, that
community is considered to be at moderate or high risk
of suffering iodine deficiency disorders.

The results of several studies on the prevalence of
goiter and urinary excretion of iodine carried out in 17
countries in the Region between 1983 and 1991 show a
prevalence of goiter over 50% in Venezuela (Mérida) and
Colombia (Chameza). In Bolivia, Brazil (four regions),
Ecuador, El Salvador, Guatemala, Panama (Azuero),
Paraguay and Peru (in the highlands and jungle), a
prevalence ranging between 20% and 50% was observed.
L Low ioduria was found among a high percentages of
the population in Mexico (Hidalgo), Paraguay, and Peru.
It should be bore in mind, however, that the prevalence
varies considerably in different areas within the same
country, which indicates that in many cases the problem-
iC rPoctriPtPl tn Pertain rPeinnR (8g.

The most effective and economical method for
preventing endemic goiter is salt iodization (iodine
concentration between 25 and 50 parts per million is
generally considered adequate) (9). In order for the
iodization process to be effective, it is essential to
maintain a consistent iodine concentration and to ensure
that salt reaches those who need it and that they consume
it regularly.

The establishment of effective salt iodization
programs calls for several steps, including the enactment
of appropriate legislation and regulations, mobilization
of adequate funding, adoption of policies at the highest
levels of government, and adequate technical and
administrative support. At the same time, health

education in the community is necessary to discourage
consumption of uniodized salt (8).

Most of the countries in the Region have established
legal provisions that require iodization of all salt intended
for human consumption. Argentina, Bolivia, Colombia,
Guatemala, Honduras, Nicaragua, Paraguay, Peru,
Uruguay, and Venezuela also require the iodization of
salt for animal consumption. Among Latin American
countries, salt iodization began in Brazil, Colombia, and
Guatemala in the 1950s; in Mexico, Paraguay, Uruguay,
and Venezuela in the 1960s; and in Argentina, Bolivia,
Costa Rica, Ecuador, El Salvador, Honduras, and Panama
in the 1970s. Chile enacted a law on salt iodization in
1959, which was overturnedin 1982 but reestablished in
1990. Cuba and the Dominican Republic do not have
such a law. It should be noted, however, that the
enactment of legislation does not guarantee that salt will
be iodized, for even where laws are in place, violations
are frequent.

Vitamin A Deficiency. This deficiency is considered
a public health problem when 10% or more of the
population under the age of 5 shows low serum retinol
levels (under 20pg /dl) or when 5% or has deficient levels
(under 10g/dl) .Vitamin A deficiency constitutes apublic
health problem in certain geographical areas of the
Region, generally in economically deprived rural
localities.

Recent data about prevalence of low levels of serum
retinol in different countries suggest that there is no
problem of vitamin A deficiency at national level in Costa
Rica, Bolivia, Ecuador and Panama. However, vitamin
A deficiency is found in same geographic areas of these
countries (such Bolivia and Ecuador), usually in rural
areas, economically depressed. The data available from
the last decade shown a prevalence of low levels of serum
retinol varying between 5% and 48,8% in different areas
of the countries of the Region.

Studies conlduictet hy th.Institiutof Nutrition of
Central America and Panama (INCAP) during the 1970s
found that between 18% to 43% of the children under 5
years of age in the subregion suffered from Vitamin A
deficiency. In light of those figures, several countries of
the subregion initiated programs for the enrichment of
sugar with retinol palmitate, which significantly improved
the situation. Many of these programs were suspended
during the 1980s but are now being reestablished, and
other countries are considering the possibility of
launching similar initiatives.
Chronic Diseases Related to Nutrition

Almost all the Region's countries have experienced a
rise in the prevalence of noncommunicable chronic
diseases associated with diet and nutrition. During the
1970s, mortality from these diseases showed a relative
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increase of 105% in South America, 56% in Central
America, Mexico, and Panama, and 21% in the Caribbean
(6).

This shift int he nutritional and epidemiologic profile
of the Region occurred during a period characterized by
rapid changes in eating and in health care patterns that
have affected 'both the most affluent segments of the
population and those in the low-and middle-income
strata. The problem has not been limited to adults, but
has also affected children. A WHO report (10), for
example, indicates that the prevalence of obesity among
children aged 0-6-taking as a criterion body weight of
more than two standard deviations above the median
weight-for-height reference value, ranged irom 2.2% in
Nicaragua and Brazil to, 2.5% in Argentina, 3.4% in
Venezuela, 3.8% in Panama, 4.1% in Peru, 4.6% in
Honduras, 5.2% in Bolivia, and 10.7% in Chile.

Few studies have been conducted on the prevalence
of obesity in Latin America. Recently, the network of
food and nutrition surveillance systems in Latin America
and the Caribbean reviewed the nutritional status of adults
in 15 countries of the Region based on the body mass
index (BMI=weight (kg)/[stature (m)]2). The study
revealed a high prevalence of obesity in most of the
countries,- sometimes as high as 50% of the population
studied. The highest prevalence was found in Uruguay,
where 50.7% of the female population studied and 49.9%
of the male population were obese, based on the criteria
applied. The prevalence of obesity observed among males
and females, respectively, in the various countries was
49.7% and 39.5% in Chile, 50.0% and 30.1% in
Colombia, 39.8% and 28.8% in Brazil, 39.6'% and 22.1%
in Costa Rica, 39.4% and 31.5% in Cuba, 36.7% and
28.2% in Peru, and 28.3% and 39.9% in Argentina. In
Mexico the prevalence among females was 35.8%.

Generally speaking, obesity is more prevalent among
females than males and tends to become more prevalent
with age. TheJigheobesity rates among youngweamn-
(20-29 years) were found in Chile,Costa Rica, Cuba, and
Peru. It is to be noteworthy that as the socioeconomic
level diminishes the prevalence of obesity among both
the general population and females increases. The
phenomenon has been observed in Chile (12, 13) and
among persons of Latin American origin living in the
United States (14).

In the United States of America, the prevalence of
grade II-III obesity (BMI>30.0 kg/m 2) is 12% among
both males and females. Among Latina American women,
a prevalence of obesity similar to that found among
women in the United Sates is seen in Costa Rica (12%),
Cuba (12.2%), and Brazil (12.4%); itis slighter lower in
Peru (10.9%) and Mexico (10.4%), but higher in Uruguay
(16.9%), Chile (18.6%), and Colombia (23.3%). The
prevalence of obesity among Latin American males is

6

similar to that among U.S. males only in Uruguay
(11.2%); in the rest of the countries, the values range
from 8.1% in Chile to 5.3% in Colombia, 5.2% in Peru,
5.1% in Brazil and Cuba, and 2.8% in Costa Rica.

Obesity is a public health problem that requires special
attention. Not only it is associated with lowered life
expectancy, but it also constitutes arisk factor for diseases
such as type-II diabetes, arterial hypertension, and other
cardiovascular and chronic respiratory disorders. The
physical, functional, social, and emotional problems
linked to obesity and overweight can also be allevieted
through the reduction of excess body fat (15).
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