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INTRODUCTION: Nutrition and Health in Urban Areas

Claudia P. Sdnchez-Castillo! and Boris Graizbord?
Instituto Nacional de la Nutricion Salvador Zubirdn and El Colegio de Mexico

Latin America, like other parts of the world, is becoming urbanized at an ever greater rate. The population of some countries
and the problems they face are extremely city-based. The diagnoses and recommendations made in the papers brought together in
the area of health and nutrition (Part I), as well as the relevant aspects of the social science papers relating to the nutritional problems
of metropolitan populations (Part II) make implicit reference to the importance of the seemingly irreversible problem of urban
growth. However, even in recent times, human groups with high urbanization levels and highly complex technological advances
which seem to separate them from their environment and drastically reduce the “friction” of distance, have been conditioned by
and subject to their surrounding environment. Of course, this relationship cannot be seen in a simple or direct way; it is affected
by societal history and evolution in terms of for s of economic and political organization. Acknowledging these facts and biosocial
interdependence inspired the II Latin American Workshop on Nutrition and Health in Urban Areas.

In this publication a group of papers that were presented by express invitation at this workshop is brought togethe. More than
200 participants were at the event, sharing the round tables and using the auditorium of the Inter- American Center for Social Security
Studies (CIESS) in the week from the 2nd to the 6th of March, 1992, in Mexico City.

In addition, this issue includes (Part III) the titles and an overall analysis of*71 registered posters to the event, a report of the
features, aims and role played by the Mexican and international foundations that attended the workshop, a synthesis of the result
obtzined in the round tables on the improvement of methodology in the preparation of projects and a description of the Zopp method
that steered the papers. Finally, a directory of participants is included.

The workshop papers clearly show that there are numerous points where the attempts of biomedical and nutritional as well as
social scientists to explain and overcome nutrition and health problems in urban areas come together and overlap. One of the most
important, we feel, is social equity as a precondition for the solving of food and general well-being problems affecting the urban
populations of Latin America. Another is related to the need to refer the phenomena analyzed by different methods, though often
with similar techniques, to particular demographic, economic and political situations and dynamics. Thus, although generalizations
may be made and levels of reference on nutrition and health established, these cannot be maintained as anything other than what
they really are. Each place, region or country needs adjustments in international norms and demands an operating definition of the
terms in which the social needs and the states of nutrition and health of their population may be described and explained. This was
highlighted by the social scientists and biomedical science specialists whose task it was to report on the nutritional and health
situation in some of the large Latin American cities.

One more aspect that in our opinion was also clearly stated -related to the above and despite divergencies more of a procedural
than a fundamental nature- is the need to include in every intervention model criteria ensuring greater efficiency and efficacy. Both
concepts are discussed in planning theory: on the one hand, integral solutions and, on the other, discriminatory and selective criteria.
The former refers, in our case, to the fact that although nutrition and health problems are not the same in rural as in urban areas,

' Vasco de Quiroga No. 15, Tialpan 14000, México D.F.
2 Camino al Ajusco 20, Col. Sta. Teresa 01000, México D.F.
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their solution cannot be exclusive to either of these environments. Besides, when looking at them, sociodemographic, economic,
political and cultural aspects that characterize the population must be considered; these will determine or at least condition the
expected results. The latter emphasizes the need to abandon policy proposals of a universal nature which implicitly or explicitly
consider populations and places as homogeneous and which try to reduce or eliminate geographic and social differences.

To achieve consistency and coherence in actions, the importance was stated of putting into perspective and crossing over these
considerationsin any action model or strategy. Different groups, children, women,old people, etc., must be taken into consideration
and these, in turn, must be defined in social terms according to income and occupation but also in geographical terms in cities (large,
medium or small and within these in the central or old zones and the suburban or new ones) or the countryside (and there are
differences here between traditional and isolated outlying regions, or integrated and modern areas).

However, there are other aspects: the factors involved are not complete with demographical variables alone. It must include
sociopolitical variables that, though implicit in the former, must be specified and made operational. In addition, the information
matrix is insufficient on one single plane; the temporality of the phenomena is also important since places, regions and communities
are susceptible to outside influence and continuous change.

Below, we briefly highlight what in our opinion are the main conclusions to be drawn from the papers presented at the workshop
and which we feel could be used as models for an analytical model of the nutritional and health situation of the urban populations
of Latin America. We feel that all the papers have already been widely and brilliantly discussed during the workshop by all
participants.

In the first article, O’Donnell clearly points out these relationships by presenting the problems and causes of mortality and
morbidity in the context of Argentinian urbanization. Fact: urbanization is a seemingly irreversible process and, though it has
brought benefits, it has also caused social costs which are expressed, among other things, in the population’s health and food levels.
Fact: almost all food consumed by the population is bought on the commercial circuit and is exposed to market fluctuations. The
ever more critical economic situation in the years of what is known as the lost decade is expressed in the family shopping basket
that must be bought with an ever smaller wage. Thus, nutrition and health studies in Argentina, but also in the other countries of
the region, point to a deterioration and a more or less critical situation among the working-class population of the large cities: iron
deficiency among under two-year olds; low consumption of ascorbic acid among the infant population; insufficient calcium
consumption. And although food deficiency does not appear to be common in the urban environment, diseases resulting from eating
habits or a sedentary lifestyle are ever more prominent in morbidity and mortality figures thanks to causes that, as time goes by,
make the urban populations of our countries more like those of western industrialized and developed nations.

Almost all writers agree with O’Donnell on the need to pay attention to the prevention of cardiovascular and degenerative
diseases in general. This goes back to considering the quality of life and, therefore, environmental, poverty and educational
problems. Almost all agree, these will be the major themes of the coming years. Specialists, above all those who work directly in
the health sector, call upon international agencies (IA) and non-governmental organizations (NGO) to refocus their vision and
priorities on this urban reality in Latin America -without of course neglecting rural communities where extreme poverty persists.
In the interior of these countries, actions must include the different sectors: health, education, economic, urban, etc. development
and incorporate social and human science research projects to ensure their effectiveness.

Atalah, in his analysis of the situation in Santiago de Chile, discovers paradoxes: on the one hand, nutritional deficiency
problems in the child population (under six) have fallen, whilst there is inadequate access to food in wide sectors of the population
which shows itself, among other things, in low physical development among the school-age population, as well as in iron-deficiency
anaemia which, this specialist says, is a public health problem. Likewise, whereas malnutrition is prevalent in older adults (over
65), as in large cities the world over, predominant problems in adults are nutritional diseases caused by excesses -making them
susceptible to chronic and degenerative diseases.

It should be stated that all the participating specialists acknowledge the major role played by child breast-feeding programs. For
these programs and in the prevention of adult diseases or malnutrition among the aged, education is a fundamental ingredient in
any economic and social policy for the development of human capital and equity. To put it bluntly, this is a development probiem.
However, most agree that there are economic, administrative and political limitations to an integrated solution to this problem,

Perhaps it is the mega cities of Brazil that show most overwhelmingly the problems of urban poverty. Vanucchi and Oliveira
refer to the huge population increases in the favelas in the outlying districts of the metropolitan regions. The annual growth rate
is reaching extremely high levels which, if maintained for long periods, will have critical consequences for urban equipping, rising
social tension, crime rates and a significant worsening in health and nutritional systems. The differences between social groups and
between urban areas grow to the detriment of the majorities; food shortages and the resulting morbidity and mortality rates are



INTRODUCTION

increasingly affecting the child population. In addition to these problems, with socioeconomic features, are others of supply:
deficient food keeping and storage, inadequate hygiene standards and unsuitable industrial processes which often threaten the health
of urban inhabitants.

In the case of Venezuela, Lara points to a return to situations overcome years ago. They are now, however, fundamentally
different because of changes in the geographical location of the population. Thus, while the lack of availability of food acts today
as a conditioning factor in malnutrition due to the lower buying power of growing sectors of the mainly urban population, thirty
years ago, the lack of productive capacity of the rural population was the fundamental determinant. Migration and migrants to the
cities have put pressure on health systems and on primitive or traditional supply systems. At the same time, local, regional or national
cooking traditions have been “colonized” by marketing and supply systems which reflect the immigrants culture. This is clearly
seen in the cultural patterns portrayed in the mass media.

Costa Rica, Murillo informs, U.C. has not been spared the phenomenon of rapid population growth and concentration. Now
60% of the population is found in the mainly urban central valley. However, this writer states that one of the main public health
worries is the high rate of endemic parasitic infection with deficiencies in physical infrastructure (water, drainage) and public
services (mainly garbage collection). Therefore, this specialist suggests focussed and intense intervention toimprove the well-being
of the urban “marginalized” population of her country.

Plasencia and Grillo describe the advances made in nutrition and in health indicators in Cuba faced with a siege situation due
to the American blockade. Unlike other Latin American countries, they say, in Cuba “the vast majority of the population receive
72% of energy and protein input by means of daily rations that guarantee society will be fed”. However, and despite the fact that
“in the last thirty years dict has been constantly improved”, food habits survive that lead to nutritional problems whose effects can
be seen in the causes of death. In addition, some food taboos have been maintained among certain population groups that prohibit
the consumption of some fopdstuffs. This affects the nutritional condition of children while sugar, salt and saturated fat consumption
rises. Finally, in Cuba, the “lifestyle” has an impact on the population’s health and nutrition which, as in other countries, must be
improved through educational and public awareness programs.

Mendoza, in the Guatemalan economic and cultural context, describes the shortcomings in health and nutrition of the population
of his country. He says that in the infant population the main causes of mortality and morbidity -as is characteristic of “poor” regions-
are digestive and respiratory infections. And, although there is little information as to the nutritional situation among young adults
and the whole middle and high socioeconomic strata population, it may be said that there are social and geographic differences:
“the inhabitants of Guatemala City seem to be in a better nutritional state when compared with the rural areas of the region and the
country”,

For his part, Bourges emphasizes the fact thatof all the eight cities analyzed, Mexico City is the oldest and the one that has grown
most in the recent past. In its almost 700 year history, it has suffered from overpopulation on several occasions, the current case
being due to a process of accelerated urbanization resulting from rural migration to the city. This, says Bourges, leads to food habit
changes with losses in fiber and starch from the diet and increases in the consumption of sodium, saccharine, cholesterol and total
and saturated fatty acids, encouraging the chronic-degenerative diseases which are ever more frequent in our context.

Thus in all countries except Cuba, the level of development (urbanization and industrialization) defines the health and nutrition
problems as well as the eating patterns and habits of the populations. The importance of the urban problems is also clearly linked
with sectorial (health, education) and economic policies.

The papers the social scientists presented invite us to reflect on the different intervention possibilities and the conditions or
prerequisites for success. They are in depth diagnoses of the situation showing the causes and those policy elements that should be
considered in development strategies and actions aimed at improving the health and nutritional conditions, with a change in the
eating habits of the urban populations.

In a paper useful as a reference work on the social focus of health and nutrition problems, Hewitt de Alcantara reminds us that
in the last decade the societies of Latin American countries felt the impact of a deep recession accompanied by macroeconomic
restructuring policies (elimination of subsidies for producers and consumers, among other measures) and institutional restructuring
(trade opening and privatization) that overwhelmingly affected the life of the entire population. The writer states that not all urban
social groups underwent the change in the same way, so there were changes with differential access to food.

General indicators (such as changes in consumer prices, the drop in real wages, the proportion of income spent on food
consumption, etc.), whilst allowing some understanding of the problem, hide circumstances particular to different groups -some
are more vulnerable than others- and specific types of responses to the crisis.
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With this in mind, the writer defines an urban “food system” as the totality of family and community strategies conditioned by
a network of economic, social and political relationships. These link the agricultural producer to the urban or rural consumer. Any
action, concerted or otherwise, deliberate or not, on the part of any of the social agents in their role as producers or consumers would
therefore affect the options of those making up this system. It is obvious, says the writer, that the State is a central element in the
macrosocial context that conditions food options, especially of the most vulnerable groups. Nevertheless, their actions are not free
of inconsistencies and distributional dilemmas which have led to the setting up of civil organizations to mobilize the groups affected.
For Hewitt de Alcantara it is through these actions that the local groups, whose income has been affected to a greater or lesser
degree, have overcome with supply strategies, the crisis of the cighties.

The problem, she finally says, is that the population has few options to: “independently ensure an adequate family income,
organize in mutual aid groups [...] or depend on charity”. Meanwhile, globalization and the need for economic restructuring
“establish real limits on the role the public sector can assume in the food system of Latin American countries”.

The future does not appear to be bright. If the population growth rate remains stable for the next thirty years, we will have,
according to Lunven, more than 3,400 billion people living in cities -more than 50% of the world population. The phenomenon
will bring seemingly insurmountable problems for developing countries, i.e those with the greatest growth rates. Neither the
necessary means nor resources exist to face these problems; agricultural production is affected by the imposition of a food model
that rejects traditional food; cities take up agricultural land, water is extracted from distant river systems, other natural products or
resources are used including forests, all of which help to destroy the natural environment and, as we have seen, the planet’s
ecological conditions.

Lunven’s proposal concerns itself with the design of realistic policies. He refers to FAO missions in various countries in Africa,
Asia and Latin America as a background, presenting an interesting synthesis of the problems, intervention strategies and their
limitations. Based on this, he concludes that although an adequate urban infrastructure must be created, fiscal and monetary
measures must also be taken; and the population must be educated and personnel trained. It is essential to revitalize the countryside.

Christen, for his part, makes concrete reference to an example of intervention in Cucuta, Colombia, on the border with
Venezuela. When designed, the aim of the project was to initiate a process that would establish a situation of self-sustained
development in the cormmunity. The following strategy was contemplated: the sale, at a very low price, of a food basket; the
identification of families who could be paid with a basket for some kind of work to be carried out by a family member and thirdly,
on acommunity basis, the creation of a rotational credit fund, made up of the income from the sale of this food, to be used to support
the implementation of small productive projects (microfirms), and 1o purchase materials for construction and for social
infrastructure works.

The results were successful. Christen reports that at the end of the project, more than 170 microfirms were running. Thus, not
only were families made self-sufficient but also productive. In fact, the writer says, paradoxically the emergency project
implemented by the World Food Program (WFP) in Cucuta “really began to be a development project the instant the period of
emergency aid from the WFP as such ended”.

Another form of intervention, besides that by international agencies, is that carried outby non-profit (NPO) or non-governmental
organizations (NGO). With respect to these organizations, Reiner describes their scope and form and why they are important as
well as their impact on the solution to nutrition problems in urban areas. He compares them with other organizations and considers
what can be expected of their participation and how his can be specified. Finally, to end his brief article, a consideration, based on
concrete experiences, is made of the opportunities for NPOs working with the State on specific projects and the possible
consequences of such collaboration.

Any analysis of poverty must be linked to if not based on the analysis of food poverty in particular. Boltvinik refers to a
conceptual framework for integrating problems such as malnutrition, underfeeding and food needs. To do this he attempts a
theoretical integration between the concept of entitlements developed by Sen (1981) in his book on Poverty and Famines, ways
of access routes for providing consumer satisfaction and sources of well-being at home.

The analysis of the evolution and degrees of poverty must be our countries over the last two decades must be complemented
with an analysis of the sociodemographic characteristics of homes and the association between the macroeconomic process and the
rates of food poverty. Boltvinik makes reference to his own work where he translates these concepts into empirical variables. It
isnot a question -he tells us- of referring to food poverty in terms of food quantity since we must “distinguish between human food
needs and animal food needs and hence the distinction between food poverty and deficient nutrition” (our underlining). It should
equally be stated that food needs in the urban environment are satisfied mainly though not exclusively through commercial sources.
This leads to the conclusion that shortages in this source of well-being are explained by the income of families or homes. He states
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that this concept of entitlement, is, “the ability [rights] of the persons to control food [and other goods] through the legal means
available in a society. Perhaps this means include ancestral customs not necessarily institutionalized in law. The production,
distribution or marketing of food needs particular attention...”. Here, of course, family customs may be included in which members
have or assign themselves the right to have priority over other family members where food is concerned. In other words, in the
limiting conditions of extreme poverty and as part of a survival strategy, the father or male members, for example, have a right to
the best part, leaving the mother and other female members of the family last in the pecking order or to go without. And this is where
Boltvinik’s point about linking the sociodemographic characteristics of the population in the analysis becomes extremely
important.

Ultimately, the importance of these macrosocial and anthropological considerations in the measurement of poverty cannot be
taken lightly.

Hernandez Laos presents us with along-term project model “toeradicate poverty in Mexico” in which the possible conclusions
and interpretation of the results depend on the correct measuring of the phenomenon. He makes reference to several definitions of
poverty as used by different bodies that have tried to measure it, such as the concept of basic needs and poverty line. All start with
the ability of households to satisfy essential needs. Hernandez Laos emphasizes the difference between jnsufficiency of income

inhoyseholds and social inequalities in income distribution, as poverty determinants and, therefore, of the acquisition of food goods.

Based on this distinction the writer proposes three prospective long-term scenarios (the year 2007) which could eliminate
poverty from Mexico. The difference between them lies precisely in the way of combining economic growth -which could have
an influence on family income- and the distribution of household incomes or equity. This is all in the context of Mexican trade
opening up and the imminent Free Trade Agreement (FTA) that would have a direct effect on the production of basic goods and
a certain effect also on food consumption guidelines, especially in the urban population. In accordance with his estimates, in the
period 1963 to 1984, the rates of extreme poverty in urban and rural areas of the country fell systematically thanks to the reduction
in extreme poverty in urban areas. These made up an ever greater percentage of the national population. Unlike this trend, extreme
poverty in rural areas grew in the sixties, fell in the seventies and grew once again in the eighties to include a little more than half
of the rural population of the country.

However, with a transfer of population from the countryside to the cities over the last three decades, mns_ql_umm:mgg
of urban poverty increased. (0 account for -in the first half of the eighties- §0% of the country’s total population (our underlining).

Hence, it may be concluded that in absolute terms poverty is currently a mainly urban phenomenon, although in absolute numbers
the poor in the countryside are even poorer.

In their paper, Jusidman and Manjarrez refer to various aspects of the food consumption of Mexico City’s urban poor. They
describe for us the recent experience of public intervention through the establishment of organizations and a framework of
legislation and rules to attack food problems in Mexico. These changes ocurred against a background of crisis and economic
recession which, in the nineteen eighties, affected the low-income population, both in wages themselves and in consumption (due
to inflationary effects).

The paper makes explicit reference to the studies carried out by the National Consumer Affairs Institute (INCO) to understand
the impact of the crisis on the food levels, structures and habits of Mexico City’s poor population. In addition the type of
interventions carried out by the INCO are noted. They emphasize the importance of disseminating information that is timely and
correct but, moreover, that responds selectively to different needs. In effect -they say- “the population shows a great appreciation
for scientifically founded information and advice on food”, since the matter worries and preoccupies most people. However, the
food and nutrition advice and education programs and actions, on private commercial media, are not optimum since they are not
differentiated and are portrayed with attributes which are often alien to a community that prides itself on its differences and plurality
of opinions and needs.

In their paper on Mexico’s demographic situation and the progress made in the National Population Program, the National
Population Council (CONAPQ)’s agents point to, among others, interurban inequalities, emphasizing marginalization, poverty
and malnutrition as the right indicators for measuring them. They state that in accordance with recent INCO information, in 1989
the lowest-income urban sectors assigned 60 percent of monthly wages to the purchase of food, whereas the best off only spent 25%
of their income in this way. On the other hand, whereas subsidies for basic products fell, the “basic food basket” went up in price
by an annual 22 percent.

Faced with this deterioration, they inform us that the State has cut back its support in food improvement as far as the numbers
receiving benefits are concerned. Thus, for example, 232 rations per capita were provided in 1984 to 865,000 school pupils, while
in 1990 figures show that 4,624,000 people were helped but with only 25 rations per capita, a dramatic reduction of 58 percent from
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one year to the next. Hence Urbina, Sandoval and Pamplona insist that there is an emergency situation among the groups
previously receiving aid who are now vulnerable, including both adults and children.

According to the follow-up survey carried out by the INCO, Mexico City’s low-income population reduced its expenditure on
basic foods by approximately 30 percent, while it increased purchases of products made from refined flour, sugars and alcoholic
drinks in line with what the Cuban specialists said about their country. In this context, and with 40 percent of the 30,000,000
Mexicans living below the poverty line in cities, feeding the urban (and rural in extreme poverty vid. supra) population becomes
a strategic matter considered from the point of view of food production. Urbina et al state that the 1990-1994 National Food
Program (PNA) recognizesitas such. The greatchallenge, as they say, is to find in the strategies of the different sectors and programs
those common points that will encourage their collaboration in joint and integrated actions for the good of the weakest population
whose family income does not allow them to cover their basic food needs.

The politicians themselves recognize the importance of sectorial and institutional measures. The Mexican Federal District
Council member Sodi de 1a Tijera clearly states in his overall view the limits characterizing the mechanisms that control the
wholesale and retail food trade in Mexico City. There must be greater competition in the wholesale market and, in general, action
must be taken to integrally modemnize the city’s retail market. In the case of the former, Sodi de 1a Tijera says that there is a high
concentration of a few companies not only in the distribution of products but right from their production. Here there are single
production-transportation-storage structures and large-scale selling that do not allow for intermediates. In fact, he says, there is a
hierarchy of wholesalers facing the small producers who, having no access to credits and lacking resources, technology, storage
facilities, etc. have no other option than to hand over their products to the former to have them sell in gross wholesale terms to the
bulk buyers.

As far as the retail trade system is concerned, Sodi de la Tijera distinguishes between that serving the needs of the high-income
groups that “compete advantageously with the most modern stores in the world” and that network of popular small stores that sell
to Mexico City’s poor classes. This subsystem includes sidewalk stalls, street markets, “corner stores”, etc. in which one may not
expect to find health controls or advanced food handling technologies. And although these last examples sell more cheaply or in
“very small” or “convenient” portions, as the writer putsit, they sell “‘third-class’ goods at ‘second-class’ prices”, increasing profits
for the shopkeepers while endangering the health of the customers.

In the context of privatization (for example, the national food supply chain CONASUPO) it is not clear if a market solution such
as that proposed by Sodi de 1a Tijera would avoid greater concentration or would improve health control and protect consumer
interests. He himself emphasizes the fact that greater government participation is needed through overall programs including
production, obtaining the best quality products, investing in basic infrastructure (water) and training in hygienic food handling, from
the producer to the final consumer. This will be -we feel- just the beginning in a modernization project that will increase efficiency
but reduce inequity in Mexico.

For our part, we are convinced of the immediate need toresearch and go further into these aspects in order to supportintervention
models and policies to solve the nutrition and health problems of the urban majorities that preoccupy us all. The synthesis of the
results of the working groups applying the Zopp method, which we include at the end of this issue, together with the titles of the
summaries of the posters and their global analysis presented by Gross, also make this interest obvious.

The effort to bring together the opinions of organizations is an example of how important it is for everybody to take part in the
discussions and projects, since the solutions are not only in the hands of researchers. Cooperation of the State and non-governmental
organizations, invited to the workshop, is also necessary.

With the complete publication of the papers, the aims of the sponsors and organizers of this event have been established. If the
message inspired by holding the II Latin American Workshop on Nutrition and Health in Urban Areas managed to enter the hearts
and minds of those who attended or are assimilated by those who will read this publication, small we shall feel fully satisfied at
the effort made by those who supported us, including those who gave it their financial backing.
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SUMMARY Argentina is possibly the Latinamerican country with
the highest proportion of urban population (86%; one of every two
Argentinians lives in cities over 500,000 inhabitants). It was the first
country in the region to experience rapid urbanisation and also the first
in which this process has slowed down. From1880, Buenos Aires
received an intense stream of European migrants which 10 years later
outnumbered the native population; a second peak of migration ocurred
in 1945 when rural dwellers were attracted by the economic boom. At
the present time 36% of homes are unable to satisfy their basic needs
but a few years ago the proportion was only 11.5%; an estimated 66%
of Argentinian children live in these poor homes. The proportion of
income used to purchase food is 33% for one half of the population, but
reaches 46 and 68% in the two lower quartiles of income. Argentina
suffers the highest prevalence of cardiovascular disease in the conti-
nent and at the same time high incidence of iron, calcium, vitamin C
and vitamin A deficiencies resulting from rigid feeding patterns.

INTRODUCTION

About a century ago, more than half the present Argentinian
territory was Indian territory. In one year an intense military
campaign conquered it thus incorporating millons of acres of
productive land in to the nation’s economy.

Atthattime Argentinabegan receiving hundredsof thousands
of Europeans immigrants most of whom established themselves
in the largest urban conglomerates which already existed. This
wave of European immigrants was so important that in the 1890
National Population Census, in Buenos Aires there were more
aliens than native Argentinians.

This concentration of immigrants in the cities gave birth to
small industries, usually family enterprises, which began to
grow from 1920 but particularly from 1945, when the seeds of
our heavy industry were planted, protected by a restrictive
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legislation and financed by the wealth the country had
accumulated during the pre-war and WW II years.

Coincidentally, long - postponed social laws were enforced
and the medical care system was expanded, making itavailable
to most of the population. The coincidence of all these facts
gave momentum to a strong internal migratory movement from
the rural areas to the cities. Rural production was, and still s,
extensive (with the exception of some areas where grapes, fruits
and sugar cane were cultivated) with a low requirement of
manpower, which became less and less as rural activities
became increasingly mechanised and electricity reached most
of the countryside.

So Argentinareached ina few decades its present population
pattern, with 86% of its population living in urban conglomerates
of more than 2,000 inhabitants. But 56% of its population live
incities of more than 500,000 inhabitants. This pattern is similar
to that of industrialised countries (Table 1).

This trend has slowed down in recent years; in the last
National Census (1991) fewer people lived in Buenos Aires
than in 1980. Therefore, it can be said that Argentina was,
among the countries in the Region, the first one to suffer a
massive urbanisation and the first one in which the process has
begun to stop.

The urbanisation of Argentina hasa pattern common to most
Latin American countries. It can be defined as disorganised,
uncoordinated and non regulated due to the government'’s lack
of ideas and resources to control it. Endemically high inflation
rates, lack of credit for purchasing land and building of houses
led to the partition of available land into minimal plots, without
pipewater and sewage disposal, and often even without
electricity. Houses were of very poor quality and crowding was
the rule. In urban areas where only the most fortunate could live
crowding was also the rule for middle class employees or
qualified blue collar workers. This process broughtdeep changes
to the cultural, political, economical, sanitary and nutritional
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TABLE 1
DEMOGRAPHIC INDICATORS

a) Annual growth rate (per thousand)

Total in country 14.6
Urban 17.36
Rural -1.45

b) Percentage of urban population

Years %
1980 83
1985 85
1990 86
1995 87
2000 88
structure of the country.

Combining certain educational, economic and household
characteristics gathered in the 1980 National Census, the Map
of Poverty in Argentina was published in 1985. 1,249,000
households were considered as living below the of poverty line
(NBI). These poor households were subsequently divided into
two further categories: those structurally poor (e.g those who
have always lived in extreme poverty) and those impoverished
consequent to the deteriorating economy of the country.

Asexpected, more children live in the poor households than
in the total of non-poor households (60.3% vs 39.1% of all
Argentinan children) but fewer adults do (37.4% vs 62.2% of
the population older than 15y). Inother words, 1 in 3 households
in Argentina is poor and 2 out of 3 children live in such families
(1).

According to how poverty is defined, it is more prevalent in
rural than in urban areas. In the provinces with the highest
percentage of rural population, the poverty rates are the highest
{e.g Misiones province 39%, Chaco 44% and Formosa 63%).
However, the number of people living in poverty is much higher
in urban areas: in the three above mentioned provinces the
number of poor people is 136,000, 182,000 and 80,200,
respectively, while in Greater Buenos Aires alone the number
is 1,270,000. These figures confirm the relevance of urban
poverty.

Statistically, sanitary and other indicators suggest that the
urban population is in better condition than the rural one and so
it is, if health indicators such as infant mortality rates are
considered (Table 1 and 2). In part this is due to inefficiencies
in the rural primary care system which in some provinces have
been brillantly solved through effective long lasting health
projects (2,3).

TABLE 2
AVAILABILITY OF SANITARY SERVICES
(% of households)
Total Urban Rural

1) Running water 61.0 70.0 13.0
IT) Water supply

Tap inside the .

household 73.0 80.0 360

Tap outside the

household but within

own land 10.0 9.5 10.0

Tap outside own land 35 3.5 4.0

Others 13.5 7.0 50.0
IIT) Flushing Toilet

emptying into

sewage system 349 400 1.0

Flushing Toilet

emptying into

other systems than

sewage 43.0 44.0 38.0

Non flushing Toilet 18.0 13.0 43.0

No Toilet 5.0 3.0 18.0

TABLE 3
DOMESTIC ELECTRICITY AND FUELS
(% of households)
Total Urban Rural

1) Electricity 86.0 95.0 40.0
II) Bottled gas 59.0 60.0 52.0

Piped gas 29.0 34.0 1.0

Other fuels 12.0 6.0 470

16



THE NUTRITIONAL SITUATION IN THE METROPOLITAN AREAS OF ARGENTINA

Urban life can show the health and nutritional problems of
poverty distinctly and at the same time the consequences of the
unlimited availability of food for those who can afford it,
sedentary life, and bad eating habits due to the stressful pace of
life in the cities and the high percentage of women who work.

When the country’s population is divided into income
quartiles and the amount of the family income that is expended
on purchasing food is calculated for each quartile, it can be
observed that the more privileged half spends about 1/3 of the
income on food items, which according to many studies permits
a nutritionally adequate diet. On the other hand, the poorest
quartile spends 68% of the family income on food, it being
obviously impossible to provide a reasonable diet; the second
quartile spending 48% of their income on food is in an
intermediate but critical condition (Figure 1) (4).

Almostall food consumed by urban populationsis purchased
through the commercial network because home production is
almost impossible in the cities. This makes families very
susceptible to market fluctuations in the price of food, to
seasonal availability of some foodstuffs, and also to changes in
the purchasing power of salaries. This is clearly shown in
Figure 2 depicting the critical recent years of our nation’s
economy (5).

It is convenient to describe here some peculiarities of the
nutritional condition of our urban population. First, there are
differences in the length of breast feeding between urban and
rural populations, it being longer among rural mothers. In both
populations, breast feeding is practiced more by the poorest
mothers(Table 4) (6).

FIGURE 1
PROPORTION (QUARTILES) OF INCOME
SPENT ON FOOD

Quartile 1

Quartile [V

Quartile I Quartile IT
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TABLE 4
BREAST FEEDING- URBAN POPULATION
Never 0-4months <3 months -6 months <6months
Actual 11,5 404 571
n =561
(1974) 17,0 64,0 72,8
n =500
(1981) 41,8 58,2
n=419

As aconsequence of the increasing conviction of the health
team about the advantage of breast feeding, auniversal increase
in the time it is practised can be observed, with the above
mentioned differences. However, life conspires, through several
mechanisms, against its practice. An early study showed
differences in the feeding behaviour of mothers according to the
age at which they had migrated to the city; if they had arrived
at older than 15 years, they kept traditional habits; if however,
they arrived before their fifteenth birthday they behaved as
urban women. The same happened with multiparous women
depending on whether they had resided in the city for five or
more years or not(7).

Iron deficiency anaemia is highly prevalent among
Argentinian infants, similar to any country which has not
enforced infant food iron fortification programs. In the urban
population the prevalence is as high as 48%, with slight
differences depending on SEL. In the rural areas the prevalence
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isashighas 56%, its origin being dietary inadequacies. The high
consumption of unfortified fluid cow’s milk is an important
contributing factor(Figure 3) (8,9,10).

Several studies have shown that the consumption of ascorbic
acid is also low, which makes an important contribution to
cxtended dietary iron deficiency . Depending on age, 50 to 80%
of children do not fulfil the dietary recommendation for Vitamin
C.

Dietary intakes of vitamin A are below the recommendation
in 30% of urban children; for rural children figures are 32 to
60% (Figure 4).

In Buenos Aires, calcium intakes are inadequate in 60 to
72% of school children. The information for rural children is
scant but intakes seem to be worse.

Dietary protein deficiency is found in not more than 15% of
children, but the usual figure in most studies is below 3%.
Deficiency in energy intakes is much more prevalent, being
reported in 20 to 45% of children. Urban children are more

FIGURE 3
PREVALENCE OF ANAEMIA ACCORDING
TO VARIOUS STUDIES

Percentage
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GBA 1: children 9 months to 2 years; GBA 2: children 6-8 years; GBA
3:children 8-11 years; GBA 4: boys 11-14 years; GBA 5: girls 11-14 years.

privileged than rural ones (Figure 5)(11).

Where nutritional and alimentary differences between urban
and rural populations are more clearly seen is in degenerative
diseases resulting from inadequate feeding patterns and an
excessively sedentary lifestyle.

Argentina ranks first in America in mortality rates due to
cardiovascular diseases related to atherosclerosis, followed by
the US, a country so concerned with the problem and where
such spectacular results have been obtained year after year
through prevention campaigns. In the region, only afew English-
speaking Caribbean countries show higher rates. And what is
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FIGURE 4
VITAMIN A DEFICIENCY

GBA (1) GBA (2) GBA (3) GBA (® SALTA

GBA 1: less than 1 year; GBA 2: children 1-2 years; GBA 3:less than ] year
(other study); GBA 4: children 1-2 years (other study).

most worrying is our peak morbidity-mortality occurs between
45 and 55 years, meaning that thousands of young adults, in the
peak of their productivity and experience, die or are crippled by
severe disabilities. The costin work losses, inmedical treatments

FIGURE 5
PERCENTAGE OF THE POPULATION BELOW THEIR
RECOMMENDED DAILY ALLOWANCE

Percentage

B cALoRriES E2 PROTEINS

1: Preschool, Greater Buenos Aires; 2:children 2-14 years, Capital and Greater
Gran Buenos Aires; 3: school children, Capital; 4: less than 2 years, Misiones;
5: school children, Greater Buenos Aires; 6: preschool children, Salta,

and rehabilitation is truly dramatic for a country with moderate
resources such as ours.

Several factors are important in the origin of the problem: a)
the high proportion of the population older than 15y, a
demographic pecularity of Argentina shared by only a few
countriesin LA; b)a steady increase in the life expectancy of the
population (e.g 1985-1990: 70.2y); c) a persistent drop in the
mortality due to infectious and parasitic diseases; and d) a
persistent exposure of Argentinians to major risk factors,
basically hypercholesterolemia and high consumption of
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saturated fat and cholesterol.

The availability and consumption of beefin Argentina ranks
among the highest in the world. In 1987 it was 109 Kg/
inhabitant/ year; cholesterol availability for 1978-1987 was
458+/-15mg/inhabitant/day. Apparent consumption of fat for
the same decade was 62% of animal origin, with high percentages
of saturated fat. Fat consumption shows a clear stratification
according to SEL: the higher it is, the higher the consumption
of saturated fat (12).

Table 5 summarises all the studies on the prevalence of
hypercholesterolemia, all of them in urban areas (13).Only one
of them (14) was conducted on a representative population
sample, stratified by SEL; it shows a significantly higher
prevalence in the upper SEL, as well as a higher consumption
of fats in general and saturated fat in particular, and cholesterol
(14).

When the availability of foodstuffs is analysed against
income quartiles, the consumption of meat, eggs, dairy products
and fats in the most privileged quartile is about twice that in the
two lower ones (4).

Through the decades, food consumption by Argentinian
families shows a very static rigid pattern. Twenty foodstuffs
(less than 20% of the total available), and always the same
foodstuffs, provide 80% of the available energy and nutrients
(wheat, beef, sugar, milk, sunflower oil, potato, cheese, chicken,
apple, tangerine, tomato, squash, peaches, carrots, offal such as
liver or kidneys, and wine) (15).

This peculiar alimentary behaviour of Argentinian families
is a serious obstacle to changing dietary patterns which lead to
lowering the consumption of cholesterol and saturated fats.
However, there are some hopeful signs emerging from the
information on the apparent consumption of some foodstuffs
(Table 6). Unfortunately this trend has not yet influenced our

TABLE 5
PREVALENCE OF HYPERCOLESTEROLEMIA IN
ARGENTINA
Cut-off Limit  Prevalence
n (mg/dl) %
Adults 15604 > 240 26-51
Young adults > 200 18
17-22 years
School children 2776 >200 5-20
Children 1-2 years >180 5

Source :(13).

mortality rates due to cardiovascular diseases.

Although obesity and sedentary life are not ranked among
the major risk factors for cardiovascular disease, both contribute
to it. As was said previously, living pattems in the cities are
conducive to them.

Large segments of our urban population live in small flats
with minimal opportunity for physical activity for small children;
elementary schools do not have facilities for sports or for leisure
activities after school hours; free public parks or recreation
centres for the systematic practice of sports for adolescents and
adults are scant; given that usually both parents work outside of
their homes, children after school hours are left under the care
of some aged relative, who take advantage of candiesand TV to
keep them quiet. Mothers return to their homes after work,
usually tired and with little time to prepare dinner, so they cook
what is simplest, cheapest and fastest, ususlly meat and high
energy density foods. Parents have their lunches at their
workplaces, usually foods high in energy content, mainly
because of their lower price and easy availability. Evenchildren
living in suburban areas, that could have more opportunity of
living a less sedentary life, have seen this advantage curtailed

TABLE 6
VARIATION IN THE APPARENT CONSUMPTION
OF FOOD
PERIOD 1970-1983

Apparent consumption Percentage change
Beef -18%
Lamb -49%
Pork -19%
Fish +52%
Poultry +190 %
Full fat milk - 27 %
Skimmed milk + 108 %
Skimmed cheese +51%
Fat - 50%
Skimmed Yoghurt +243 %
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due 1o the fear of mothers of growing urban violence and of
drugs.

Therefore, although obesity is not yet a health problem of
the magnitude of some industrialised and Caribbean countries,
itis emerging as a serious concern for children and adults living
in the conditions described. Such a lifestyle is also the seed of
cardiovascular degenerative diseases.

Some studies of school children in Greater Buenos Aires
show that obesity and overweight are three times more frequent
than PEM, chronic or acute. In public schools the percentage of
overweight children in the first year is significantly less thanin
the 7th year revealing that many of such overweight school
children also have stunted growth caused by severe and long
lasting nutritional harm early in their lives, which is not
recovered from in spite of a present nutritionally adequate diet,
all of which leads them to accumulate body fat.

While the population increases its life expectancy, health
problems of the elderly become progressively more important.
Bone and joint problems in osteoporotic adults are a serious
public health problem, and a burden for health budgets, for
patients and their families. Thiscondition is particularly worrying
in postmenopausal women where bone calcium losses are
almost inescapable when oestrogen activity ceases.

In this disease, prevention plays a key role. Guidelines for
prevention aim at achieving the maximal calcium density in the
bones of girls so that, as with a bank account, when the
unavoidable time of postmenopausal bone loss arrives, women
still could have enough calciumin their bones. Recommendations
are high daily calcium intakes throughout life but specially
during adolescence and enough and Iasting physical activity. As
was commented before, this is the opposite of what is presently
happening in our cities.

Itis possible that the situation described for urban centres in
Argentina is not much different from that of other cities in the
region, with the exception of some alimentary patterns. These
will surely change once the agricultural protectionism of
industrialised countries diminishes their influence onour internal
market for meat and meat products, because for decades, on a
per gram basis, meat protein has been for Argentinians, the
cheapest dietary protein source. Also a change will come when
the socioeconomic condition of the region improves after our
“lost decade” and once the perverse and unimaginable external
debt our countries have with the rich countries is renegociated
on fairer terms,

The urbanisation of LA, part of its modernisation, is irrever-
sible,and the prevention of degenerative and deficiency dis¢ases,
the care of our ecology and education for all will be the major
issues in the years to come. International agencies and NGO
from the rich countries will have to change their vision and
programmesinacontinent that, in spite of its conflicts, struggles
and searches foridentity, is closer to solving their problems than
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are the African or some Asian nations. Without ignoring rural
communities that are persistently in need, urban problems that
until now have received little attention demand aggressive and
original approaches .

In human urban settlements, where people are so exposed to
their interaction with theirs peers, overstimulated by mass
media and so dependent on the classic commercial structure for
their nutritional needs, future actions will strongly depend on
the interaction of the health, nutrition and economy sectors,
with the strong support of human sciences to be truly effective.
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THE ANALYSIS OF THE NUTRITIONAL SITUATION OF THE POPULATION

simplification, we only present a selected subgroup of the 32
comunas in the Province.

There is abundant information related to nutritional
deficiency problems in the maternal-infant sector; thus, we can
put together longitudinal data-sets that include a high proportion
of the mother-infant population and which are very representative
of that population. Considerably fewer background data are
available for nutritional deficiency issues in otherage-groups of
the population, such as adults, the elderly, adolescents, etc., and
there is even less informatlon with respect to nutrient gxcess
issues, conditions whichhavebeen gaining increased importance
in the current epidemiological profile of the nation. We conclude
the paper with a brief analysis of policies and programs that
affect the nutritional status of the population and with the
identification of the principle tasks still left to be completed in
this area.

INDIRECT INDICATORS OF NUTRITIONAL STATUS

One can obtain an indirectevaluation of nutritional problems
from an analysis of conditioning factors (eg socio-economic
level, availability of foods, etc) or of biological indicators
recognized to be associated with illness (morbidity rates). This
information has low specificity, but it is important because for
same countries it represents the principle source of available
data at the national level.

SOCIOECONOMIC INDICATORS

Poverty maps constructed on the basis of structural indicators
(characteristics of the home, educational level, access to pota-
ble water and plumbing, household appliances, etc) or functional
indicators (food purchasing power) allow us to identify families
atrisk of malnutrition. From national household and census data
collected in 1982 it is estimated that 14% of Chilean families
live in extreme poverty. This figure varies substantinally from
region to region within the Metropolitan Area (eg ranging from
2.3t021.4%), as with other indicators, but families living in the
Mewropolitan Area are better off on average than the national
figure (8.9%). Likewise, within Santiago there exist marked
differences, notably in some comunas the percentage of families
living in extreme poverty is 20 times greater than thatof families
with a high level of socioeconomic development (Figure 1).

By other methods, it has been estimated that 35% of the
nation’s population live in extreme poverty because they are not
able to satisfy their food requirements. The cost of a subsistence
market basket for a typical family (average 4.5 persons) is
equivalent to US$125 monthly under circumstances in which
the minimum wage is US$88. That is to say, one needs 1.4
minimum wages just to cover the cost of food and 2.8 io take
care of other basic necessities. Our studies in low income
neighborhoods of Greater Santiago show that 80% of the
families have salaries below the poverty line as so defined.
Critics of our methods suggest that they gver estimate poverty
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because of difficulties inherent in the measurement of income,
and because they do not take into consideration food assistance
from health and education sector programs, which in the poorest
quintiles can represent a significant contribution.

FIGURE 1
PERCENTAGE OF FAMILIES IN EXTREME POVERTY
IN DIFFERENT COMMUNITIES

Percentage
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MORTALITY RATES

The infant and preschool mortality rates have traditionally
been considered to be indirect indices of nutritional status
because of the strong association they bear with the prevalence
of malnutrition Numerous studies conducted all across Latin
America demonstrate that undernutrition plays an important
role in 50% of deaths of under-five-year-olds (primary or
secondary causes). In general, we consider an infant mortality
rate above 30 per 1000 live births to reflect nutritional problems
with the higher the mortality rate, the more severe the problems.
In Chile, the 1991 infant mortality rate is estimated to be 15.5
per 1000 live births, a level which has fallen by 25% in the last
six years. Santiago’s rate is 10% below the national average,
although there is marked variation depending on the level of
development of the comuna (Figure 2). In areas in Santiago City
with the most extremely adverse conditions, the risk of death in
the first year of life can be four times higher than the city-wide
average. An analogous situation occurs with preschool (under-
five) mortality rates, although those for our capital (0.68 per
1000 preschoolers) are, on average, low in comparison to those
of other countries in the Latin American region. This suggests
a relatively adequate nutritional situation for this group.

The structure of overall mortality allows another
approximation of the nutritional situation. In developing
countries with high prevalences of undernutrition deaths are
largely infectious in origin. As nutritional conditions improve,
adult chronic diseases and accidents gain more importance.
Chile shows a transitional situation (Table 1) with a significant



ATALAH E.

FIGURE 2
INFANT MORTALITY RATE IN SANTIAGO
IN DIFFERENT COMMUNITIES
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increase in deaths due to chronic diseases during the last
decades. There are two factors that contribute to this transition.
One is the decline in deaths from infectious diseases especially
diarrhea and bronchopneumonia; the other is the increase in
absolute terms of life expectancy which results in a greater
cxposure to chronic disease risk factors. Death rates for
cardiovascular diseases have been increasing, but when one
calculates the rates adjusted for age one sees a distinct decline
in fatalities from this cause in Santiago between 1984 and 1989.
The high frequency of deaths related to overeating necessitates
prioritizing activities for prevention and control.

DIRECT INDICATORS

Food intake. Both quantative and qualitative evaluation of
cating patterns are essential for defining nutritional policies and
evaluating the effects of interventions. Very little information
based on representative populations is available, however. In

the last 30 years only one national study (1974) has been
conducted. It showed a mean energy intake of 1997 787 kcal
in Santiago, a level well below the recommended intake.
Compared to the rest of the country, however, Santiago was in
a rather favorable situation. According to the 1974 study a
significant percentage of the national population ingested less
than 70% of recommended intakes for one or several nutrients:
energy, 24%; protein, 16%; vitamin A, 38%; and iron, 18%. In
addition it showed that 20% of those interviewed had an energy
intake above the recommended level.

Various studies conducted with less representative samples
or in specific population groups (pregnant, adolescent, elderly,
worker, lactating women etc.) tend to show the same situation;
between 20 and 50% of the subjects had insufficient intake of
energy, calcium, vitamin A, riboflavin, folate, or zinc, among
other nutrients. All studies showed a strong association between
nutrient intake and socioeconomic level.

Another source of indirect information comes from the
analysis of household income surveys which are conducted
periodically in most countries. In Chile they have been done
about every 10 years (the mostrecentin 1988). All of themhave
included Santiago. Although there are some variations in
methodology among them, they allow us to follow the principle
trends in family expenditure. Total expenses and the outlay for
food from the 1988 survey are shown in table 2. The households
were stratified by income level, with the firstquintile representing
the 20% with the lowest income. The poorest families designated
the highest portion of their financial resources to food, but this
was clearly insufficient in relation to the cost of the subsistence
market basket (which costs 27,000 pesos at the time of the
survey), which suggests that many families were underfed.

From expenditures for food during 1978 and 1988, one can
make estimations of intake (Figure 3). According to international

TABLE 1
CAUSES OF DEATH IN CHILE 1946 - 1986

Causes 1946 1956 1966 1976 1986

% % % % %

Circulatory System 11.2 12.0 10.8 21.1 274
Malignant Tumours 49 8.1 10.2 135 17.5
Trauma and Violence 49 6.6 85 93 12.2
Respiratory System 212 18.7 17.6 15.7 11.0
Infections and Parasities 209 17.8 13 5.1 35
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TABLE 2
TOTAL FAMILY EXPENSES AND FOOD EXPENSES AS A PROPORTION OF FAMILY INCOME*

Income Total expenses Food expenses Food expenses/Total expenses
$ thousands $ thousands %
Quintil I 16.6 8.8 530
Quintil I 312 154 494
Quintil I 482 221 459
Quintil IV 76.6 304 39.7
Quintil V 207.8 482 232
TOTAL 76.1 250 329
* $ From June 1988.

FIGURE 3
CALORIC INTAKE ACCORDING TO INCOME POLL
OF FAMILY BUDGET
INE 1978 AND 1988
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recommendations, 2200 kcal per capita are needed. Figure 3
points out an important energy gap in the families with fewer
resources (equal to -775 kcal per day). Only quintile IV has a
normal intake. The families in the upper quintile show an
energy surplus. It is notable, when comparing the distinct
quintiles, that differences in energy consumption are less than
the differences in expenditure for food. For example, the lowest
quintile spends 40% of what the third quintile expends, but has
67% the caloric intake of the middle quintile. This is explained
by the purchase of less expensive energy sources (egg, bread,
sugar, rice, oil), which represents a survival strategy for the
poorest families. This translates into monotonous diets with a
limited variety of items and a low intake of animal protein,
fruits and vegetables. This could predispose these individuals
to deficiencies of certain specific nutrients (such as iron,
calcium, zinc, riboflavin and vitamin A).

The analysis of the latest two surveys demonstrates that in
Chile the economic crisis of the 1980’s affected the poorest
families most intensely (Figure 4). The reductions in income
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and in expenditure and consumption of foods were significant
(-12%) in the lowest quintile, but not in the other four quintiles.
Quintile V was the only group which increased in income. This
indicates that social policies were not adequate for buffering the
negative impact of the economic crisis.

FIGURE 4

PERCENTAGE VARIATION IN EXPENSES AND
CONSUMPTION PER CAPITA ACCORDING TO
INCOME, 1978-1988
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Anthropometric studies. Body measurements represent
the most widespread way toevaluate nutritional status. However,
in their interpretation one must take into consideration that
growth retardation represents only a relatively late phase of
underfeeding, as the organism has mechanisms at its disposai to
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adapt to a moderate deficit (by reducing physical activity, for
cxample). Further more growth retardation is not always of
nutritional origin and some may be the result of genetic variation.

Under-six-year-olds: The Ministry of Health pcrforms a
monthly evaluation of the nutritional status of the population
coming in for well-baby and well-child care; this includes 75%
of the under-six-year-olds in the country. Weight-for-age in
rclation to the French growth tables of Sempe is used as an
indicator of nutritional status; a value of less than one standard
deviation (Z-.0) is considered to diagnose undernutrition. Using
this criterion, 7.1% of this population in the Metropolitan Area
were undernourished in October 1991; of these, more than 90%
had Grade I malnutrition. Deficits greater than 2 SD (Grade II)
constituted 0.7% of the well-child population. The prevalence of
Grade 111 was a whole order of magnitude lower, at 0.4 per
thousand. Age-wise analysis shows a low prevalence (2.2%) in
the first 6 months of life, which increases to a maximum of 9.6%
in the second year, then recedes during the period from 2 to 5
ycars of age.

The evolution of this indicator over the last 17 years is shown
in Figure S. It points out a substantial decline between 1975 and
1982, then there is a period of stabilization until 1988 and finally
a distinct drop thereafter. Throughout the whole period under
analysis, the Metropolitan Area is close to the national average.
However, as with all indicators, significant variation exists
depending on the communal development, with arange from 3.8
to 12% (Figure 6).

The Ministry of Health also uses the weight-for-height index
with relation to the WHO/NCHS tables. Based on this
relationship, acute undernourishment (-1 SD) affects 3.4% of
the under-six-year-olds. Asdistinct from that seen with the other
indicators, the proportion of children with a deficit is uniform
across the whole country, suggesting that this is an insensitive
ariable.

FIGURE 5
PREVALENCE OF UNDER NUTRITION IN CHILDREN
UNDER 6 YEARS, 1975-1991
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FIGURE 6
PREVALENCE OF UNDER NUTRITION IN CHILDREN
UNDER 6 YEARS IN DIFFERENT COMMUNITIES
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The foregoing information reflects a quite adequate
nutritional status for this age group. Recognizing these
achievements it is still necessary (o point out that the majority
of experts posed the need to replace the reference standard used
for one with a greater international acceptance. The mean
differences between the Sempe and the WHO/NCHS tables are
relatively small (2-4%) but this produces a significant increase
in the apparent rate of undernutrition. With this indicator the
prevalence of a deficit in weight-for-age increases to 16%,
although the majority of nutritional disturbances are still mild
(-110-2 SD). Furthermore, there has been a concem to validate
the representativeness of the information generated by the
Ministry of Health. Various studies conducted by our group
show a high correlation between the rate of undemutrition of the
well-child population and the population at large. The population
not covered by periodic examination is no more than 4% of all
the poor, and its nutritional status seems to be similar to that of
the population enrolled in the state-run health system. This
allows us to reject the hypothesis that there exist “pockets of
poverty” with severe nutritional deterioration.

The height-for-age index isa good indicator of an individual’s
nutritional history. A value of less than 1 SD of the American
tables (NCHS) is seen in 30% of under-six-year-olds. This is
significantly greater than the 16% which would be expected
from the normal distribution curve. There is no concensus with
regard to the interpretation of this finding. Some experts feel
that it reflects chronic undemutrition, but others suggest it tobe
a genetic phenomenon based on the low prevalence of weignt-
for-age and weight-for-height malnutrition and the high
frequency of height deficits from the first six months of life
(25%).

The growth rate between two successive visits constitutes a
very dynamic indicator to point out those critically at risk of
undemutrition. From an operational point of view, the Ministry
of Health considers “at risk™ to be indicated by an increase in
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weightofless than 75% of that expected in under-two-year-olds
and less than 50% of expected in preschoolers above that age.
Using this criterion, 12% of the children within the state-run
system would be considered to be atrisk. This fraction increases
1022% in the second year of life, the period in which the greater
incidence of undemutrition is seen.

There has been little concern for the study of juvenile
obesity. The few studies that treat this subject have found a
relatively small prevalence (4-8 %) without gender diffcrences.

Pregnant women: Prenatal care hasa high coverage rate via
the Ministry of Health, and every well-patient visit assesses the
maternal nutritional status in relation to a nation, as standard
(Rosso, Mardones). According to this criterion, 23% of
pregnancies have been classified as low- weight, a proportion
which has gone down by 20% in the last five years. The
nutritional situation of only about half of the low-weight
pregnancies has been improved; this suggests a rather poor
cffectiveness of this program as an intervention. The apparent
high proportion of low-weight pregnancies is notable because
it is nearly three times higher than the rate of undernutrition
reported for non-pregnant women in the reproductive age. Also
the proportion of new-borns weighing less tnan 2500 g (6.4%)
or with sub-normal weight (19%) is relatively low in relation to
theapparent prevalence of maternal undemutrition. This suggests
that the standards that are being used could be gver-estimating
the ponderal deficit.

Also noteworthy in Chilean pregnancies is the high
prevalence of overweight (19%) and obesity (18%). The risk of
obesity shows a clear relationship to maternal age and parity,
doubling in prevalence in grand-multips or in women over 35
years of age. In contrast to what is seen in other countries of the
region, the reproductive cycle confers an increased risk of
obesity on the population of urban Santiago.

Schoolchildren: Beginning in1934 the Ministry of Education
conducted height surveys of the grammer school population;
this provided representative information for this group.
Nevertheless, different nutritional evaluation criteria have been
applied such that it is difficult to evaluate the trends. The most
notable issue is a high prevalence of height retardation, in the
order of 40% at the national level and somewhat lower in the
Mertropolitan Area. The prevalence of height retardation is
progressive with age (increasing from 30 to 60% between 6 and
14 years); this shows that school feeding programs are
insufficient to prevent nutritional damage. The proportion of
children in the first year of school with a height below 95% of
the WHO/NCHS standards is shown in Figure 7, illustrating
important differences among the comunas of Santiago.

Obesity of school children also constitutes a public health
problem beginning with adolescence. At this age, a substantial
increase in the prevalence of obesity (weight-for-height >
120%) is seen in girls, reaching 20-25%. By contrast boys

27

maintain a signficantly lower prevalence (5-10%). Itisnotclear
why this sexual dimorphism exists.

FIGURE 7
PREVALENCE OF STUNTING IN THE FIRST YEAR
OF SCHOOL IN DIFFERENT COMMUNITIES

PERCENTAGE

Adults. The adult population has been the least studied,
from the nutritional point of view, and existing studies make it
difficult to extrapolate the data to the population at large or to
estimate trends. The prevalence of a weight deficit (weight-for-
height < 90%) is estimated at 10% of the adult population, with
similar rates for men and women and for persons of different
socioeconomic strata. Contrary to what would be expected, one
study showed a lower prevalence of weight deficit in womenof
a very low socioeconomic group.

The most important problem in the adult population is
obesity, which affects an average of 20% of men and 30% of
women. To this we must add a further 20% of more of people
who can be classified as “overweight” (a weight between 110
and 119% of standard) Socioeconomic status is not associated
with obesity prevalence in men, but it is in women with an
inverse association (10% in the upper class and 40% in the
lower). The frequency of obesity increases significanily with
age in all income groups especially among women, reaching
levels of 50% in lower class women over 50 years of age. Height
also shows a strong, and inverse, association with obesity. Only
4.2% of the population sampled in the Metropolitan Area had
subnormal retinol levels.

Itis difficult to interpret this information when we look at it
together with data on the ability to buy or to consume food
which shows an important energy shortage in poor families.
This could be explained by an overestimation of the requirements,
by an underestimation of consumption, by a reduction in
physical activity, or by adequate survival strategies that lead to
the consumption of low cost foods rich in carbohydrates. What
is certain is that in all social groups examined the nutritional
problems of excess predominate. To this we can add the
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presence of other risk factors such as smoking, hypertension
and sedentary life-style (Table 3). In one study 82% of 1203
adultsin Santiago had a sedentary life style, defined as performing
less than 10 minutes of programmed physical activity twice a
week.

FIGURE 8§
PREVALENCE OF OBESITY IN WOMEN
ACCORDING TO HEIGTH AND
SOCIOECONOMIC CLASS
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TABLE 3
PREVALENCE OF RISK FACTORS FOR CHRONIC
DISEASES
Risk Factor Men Women Total
% % %
Hypertension 8.6 9.1 8.8
Smoking 50.7 434 46.3
Obesity 13.2 22.7 18.0
Sedentary life style 75.6 86.9 824
Source: (13)
BIOCHEMICAL INDICATORS

Iron deficiency anaemia represents the principle specific
nutrient deficiency which has continued to appear in all
nutritional surveys that have used hematological indicators.
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The prevalence of anaemia in the child of 6 to 24 months of age
varies between 20 and 30%; this falls dramatically in the school
age child o 3-5%. The other period of high vulnerability is
pregnancy when rates of anaemia reach about 30%. If we
analyze iron deficiency itself or the depletion of iron reserves
(transferrin saturation, serum ferritin, or free erythrocyte
protoporphyrin), the proportion of those with deficits practically
doubles. Even when there was legislation which obligated iron
fortification of wheat flour for bread-making, some 38 years
ago, that measure was not sufficient to prevent anemia of the
suckling child. More recently other foods distributed by the
Ministry of Health for infant feeding (breast milk substitutes,
weaning foods), have been iron fortified; the results of this have
not been adequately evaluated.

Other specific deficiencies have been demonstrated, all be it
in less representative samples. Rccently, Bustos et al. (15)
demonstrated, using enzymatic methods, high prevalences of
riboflavin and pyridoxine deficiences in pregnant women with
normal weight-for-height. Zinc deficiencies have also been
uncovered in preschoolers, school aged children and pregnant
women; the functional significance of this has not been well
defined. Hypovitaminosis A does not constitute a public health
problem in Chile according to the national survey of cities with
a population with critical degrees of poverty. They employ
instruments especially designed to identify rigorously the homes
which require urgent attention. They specify —but do not
always abide by —a need that programs should be carried out
decentralized, basing the primary responsibility for their
applications and control in the city halls.

ANALYSIS OF SECTORIAL POLICIES THAT
INFLUENCE NUTRITIONAL STATUS

Social programs, in general, and alimentary programs, in
particular, constitute one of the fundamental causes for
improvement of the conditions of life in the poorest sectors
which have been seen over the last 50 years. State intervention
in this realm has a redistributional purpose and fulfills a crucial
function of improving the nutritional situation and setting
channels of upward social mobility. Currently, Chile invests
about $150 million (U.S.) annually in feeding programs, which
represent about 0.5% of the GNP, wnich is greater than that seen
in the majority of Latin American countries.

In many countries, traditional social policies have shown
limitations in reaching the poorest groups, with the primary
beneficiaries of this enormous state effort winding up being the
middle and lower-middle classes. This can be explained, in part,
by the fact that the most underprivilcged are practically
marginated from the economic system, either being unemployed,
or with an unstable employment, or being self- employed in the
informal economy. Another common limitation of the food
programs is that they are not always directed to the most
biologically vulnerable groups. In Chile, important advances
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have been made in both these directions, as a high percentage of
the state outlay effectively reaches the poorest and the most
vulnerable.

The Military Regimen in accordance with the ultraliberal
economic concept that it imposed on the country, attributed to
the state an extreme inefficiency in distribution. It asserted that
progress in redistribution of wealth could only be obtained by
growth in the economy. Nevertheless, it defined as one of the
fundamental goals for its social policy the wiping out of extreme
poverty; this stance required that selective policies that favored
specific social and economic groups be put into action. This
tried to “target” a substantial part of the social outlay, avoiding
the unworthy “filtering” of this to the rest of the population, The
upper- and middle-class social groups should finance with their
ownresources the benefits that they had formerly received from
the state. The state should transfer to the private sector the job
of producing and distributing the basic services so that the
market forces, and not the apparatus of government, would be
regulating access to these benefits. The state effort should be
concentrated on programs oriented at households which were in
no condition to satisfy basic needs, distributing subsidies
according to need, and not according to ability to pay.

Recognizing the contributions of this approach, itis important
to bear in mind that poverty and hunger have deep causes,
rooted in the organization of society and in the basis of the
economy. Thus, it is difficult to visualise the erradication of the
problem of hunger through piecemeal actions that act primarily
on the external manifestations of the phenomenon without
attacking the permanent factors that generate and perpetuate
them. The economic model accentuated the social inequalities,
as is shown in surveys of household budgets and family
expenditures. Under different political and economic conditions,
the social programs must be maintained and intensified, as the
subsidies constitute palliatives for poverty. Moreover, they are
the programs whose benefits represent an investment in human
capital. Along with these measures, the state should be
fundamentally concerned to achieve economic growth with
more equity, assuring participation of the populace and the
integral nature of the social actions.

By definition, nutritional problems are multisectorial and
actions which take into consideration their multicausality (i.e.
health, education,employment, sanitation, economy, agriculture,
etc.) are fundamental for their prevention and control. The
nutritional advances achieved in our country are the result of
adequate social policies. relatively integral, stable over time,
and targetted to the most vulnerable groups. It is very difficult
lo establish, among the different sectorial programs, what has
been the relative impact and importance for improvimg the
nutrition situation. Without pretending to rank them, we can cite
the following aspects:

1. Adequate coverage by health services with an emphasis on
activities to foment and protect the health of the maternal

infant health group. This is complemented by creation of
nutritional surveillance systems at the individual and at the
collective levels (pregnancies and childrenbelow 6 y of age)
and well-defined criteria for the actions to be taken to
address nutritional deficits.

2. Family-planning programs which have reduced birth-rates
and average family-size.

3. Matemal-infant health feeding programs of widespread
cover age adequately targeted toward the population of
highest vulnerability and with a preventive and curative
focus. This is complemented with a network of services for
children with nutritional deficiencies.

4, Services to the preschool child targeted to the extremely
poor, in which the child receives alimentation, stimulation
and educational activities.

5. Animportant increase in the distribution of drinking water
and the systems for handling human excrement, especially
in the urban population.

6. Improvement in the mean level of formal education of the
population with the reduction of rates of illiteracy and an
increase in the mean years of schooling.

7. Well-targeted school feeding programs which contribute to
the decrease in school drop-outs, which improve school
performance, and which promote equality of opportunity in
the educational process.

8. Urbanization with a significant reduction in the rural
population, a group with a traditionally greater nutritional
vulnerability.

9. Agrarian policies that permit a significant growth in this
sector and a lesser dependence on food imports.

10. An open market economy to international trade based on
state intervention and stimulation of foreign and domestic
investment, which has allowed for economic growth with
relatively stable prices.

FINAL CONSIDERATIONS

Over the last half-century in Chile, there has been a
preferential inclination toward maternal-infant health and
nutrition, which has been translated into the execution of a
variety of technically-adequate and well-administered feeding
programs. Through the process of evaluation of both their
process and their impact, the programs have improved and
perfected their targeting. It is without a doubt that this fact has
contributed to the reduction in the prevalence of undernutrition,
of low birthweight, and of infant mortality, in synergistic
conjunction with other social policies oriented at improving the
factors contributing to the nutritional problem.,

Despite the progress that has been achieved, however, it is
important to point out some limitations of the current policies
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and programs, limitations that suggest the need for their revision
to improve their efficiency.

1.

Over the last nine years (since 1982), there has been little
progress on the nutritional situation with relatively stable
rates of malnutrition and low birthweights.

The current nutritional assessment criteria do not appear to
be the most adequate and the majority of academic bodies
have been proposing for years that the standards be changed
to those with the greatestinternational acceptability, namely
those of the WHO/NCHS.

There has been little concern for the integrated development
of the child, centered almost completely on efforts to favour
physical growth in preschool children.

Despite the satisfactory evolution of mean nutritional
indicators in the population, there are marked inequalities
when data are disaggregated into smaller geographical
units.

Based on obvious priorities, all of the investment in this area
has been oriented to the nutritional deficit problems of the
maternal-infant group, leaving aside other groups which
also constitute public health problems such as adolescents,
adults and seniors.

Therehasbeeninsufficientconcern at the public health level
for the nutritional problems of excess or for diseases linked
to feeding pattern, despite the high prevalence in adults of
diabetes, hypertension, obesity, hypercholesterolemia, etc.

There are great deficits in the area of alimentary education
for the population at large, and on quality control of foods
consumed.

Thereisnonational-level information from which toevaluate
the extent of sub-alimentation, which in all studies appears
to be many times higher than actual undernutrition. This can
be explained by mechanisms of adaptation and
accommodation to food deficit and always is associated
with some retardation of physical growth.

Even when severe energy deficits have been overcome in
the maternal-infantile population, there are still important
problems with the quality and variety of food in the lower
income groups, which results in the underconsumption of
certain nutrients, e.g. calcium, iron, zinc, folic acid, riboflavin.

10. There is little coordination between the different state agen-

cies that plan, administer and execute feeding programs.
This fact is reflected at the local, regional and national level.

11. There is technical weakness in the administration of some

state agencies in charge of planning and development
activities in the areas of food and nutrition.

30

10.

11.
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SUMMARY Theiriterest in the evaluation of the nutritional status of
the population and the quality of food in large cities has been steadily
growing in Brazil. The Brazilian population is rapidly urbanising.
Recent demographic data show that 70% of the Brazilian population
live in cities and that the State of Sao Paulo is more than 90% urban,
with dense concentrations. The city of Sao Paulo has about 10 million
inhabitants. Other cities in this region have up to 1 million residents.
This growing urbanisation produces serious food and nutrition prob-
lems linked to changes in dietary habits and social conditions. Nutri-
tional problems related to lack of proteins, calories, vitamins and
minerals along with excessive consumption of alcohol, and at the same
1ime obesity have been detected in these populations. Food storage,
hygienic food preservation, and adequate industrial processing are
among the additional problems affecting the nutrition of the population
in large cities. Changes in traditional habits such as breast feeding are
occurring in these settings. The prevalence of nutritional diseases such
as protein energy malnutrition, iron deficiency (with or without
anaemia), and vitamin A and zinc deficiency have been studied in the
cities of Sao Paulo and Ribeiréo Preto. At the same time, the increasing
prevalence of diseases of affluence such as cardiovascular disorders
and obesity, along with alcoholism, are of great concern to experts
working in nutritional sciences.

KEYS WORDS: Metropolisation, Urbanisation, Micronutrients, Pro-
tein, Energy, Obesity, Sao Paulo.

INTRODUCTION

In developing countries, urban areas are rapidly growing in
terms of their importance, extension and population. The United
Nations published a review entitled “Patterns of Urban and
Rural Population Growth” (1980) which noted that the urban
population of the less developed countries was around 440
million in 1960, 970 millionin 1980 and would reach 2.6 billion
in the year 2000. The more urbanised regions in developing
countries of Latin America have a level of urbanisation esti-
mated at 65% in 1980, followed by Asia with 30% and Africa
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with 29% (1). An example of this growth is Sao Paulo which at
the turn of this century had 240 thousand inhabitants, reached
580thousand by 1920, 1.3 million by 1940, 2.2 million by 1950,
3.6 million by 1960, 5.9 million by 1970, 8.5 million by 1980
and today has a population of 9.7 million. Considering 1900 as
a reference year, its growth has been 40 fold. The city of New
York only grew 2.5 times during the same period (2).

Recent demographic data show that 70% of the Brazilian
population live in cities and that the State of Sao Paulo is more
than 90% urban as a consequence of rural-to-urban migration.
The migratory flux flows from the rural areas and small towns
to large urban centres. The factors involved are mostly socio-
economic in nature, such as the expectation of a better chance
of employment, higher wages, improved standards of living,
education and recreation. Huge increases in population occur
most frequently in slums in the outskirts of large cities, although
a contrary trend was recently detected, with large groups of
people leaving our densely populated areas.

In fact, in Brazil, one clearly observes the phenomenon
designated “metropolisation”, i.e., an accelerated expansion of
the periphery of the large metropolitan regions. In the past 11
years, the annual growth rate of this peripheral population has
been higher than that of the inner city. Metropolisation is
occurring in Sao Paulo, Rio de Janeiro and Belo Horizonte
(Southern Region) as well as in other capitals. In Sao Paulo, for
example, the annual growth rate is 1%, whercas the rate for the
surrounding areas is 3% (IBGE-Census 91). Around 2.7 million
people live in slums (“favelas™) which have sprung up around
the periphery.

The consequences of metropolisation are: deterioration of
the urban infrastructure, increased social tension, crime, and a
worsening of nutritional and sanitary conditions.

In 1985 the infant mortality rate (deaths of children under 1
year of age for every 1000 live births) decreased to 36.0 in the
City of Sao Paulo. However, the rate was not consistent through-
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out the region: for example in 1983 this rate was 42.6 in the
center of Sao Paulo and 69.2 in the surrounding arcas (3).
Recent studies in the Municipality of Sao Paulo have shown that
the elderly living in the outskirts are less privileged in terms of
environmental surroundings, cultural patterns and economic
situation. This study showed that the aged population consisted
primarily of females (60%) who had migrated from rural areas
(57%). In the central area 27% had a per capita income of more
than US$ 250 per month. In the peripheral areas, 47% were
illiterate, 56% had a monthly income below US$ 50 and 32%
had mental disturbances, the latter rate being higher than in the
central area (4).

Recent Brazilian studies have compared the prevalence of
undernutrition among under-five-year-olds in 1974-75 with
that of 1989. There was a significant decline in this prevalence,
showing a 33% reduction in all forms of undernutrition and a
67% decline for the moderate and severe forms (5). These data,
however, show an extremely heterogeneous distribution, with
great contrasts among the various Brazilian urban regions. The
Southern Region presents anthropometric indicators compa-
rable to those of countries such as Chile and Costa Rica,
considered to have good levels of health and good patterns of
nutrition (6).

Despite the progress in the Southest, other reports have
demonstrated the prevalence of other types of nutritional disor-
ders in the arca, such as chronic non-infectious diseases related
to nutrition.

Previously, the main focus of intervention programmes has
been the correction of disorders related to protein energy
malnutrition; now other forms of malnutrition are requiring
attention.

Thus, in the Municipality of Sao Paulo in 1984/85, 53.7% of
children under 2 years from a low socioecomic stratum showed
nutritional anaemia, half of them with severe anaemia ( cutoff:
Hb < 9.5 g/dl ). These figures represent double the prevalence
found in a study undertaken 7 years earlier in the same munici-
pality (7,8).

High prevalences of nutritional anaemia have been found in
other cities of the Southern Region of Brazil; for example,
38.3% of children between 6 and 12 months of age in the central
part of Ribeirao Preto and 58.2% of children under 2 years in the
outskirts of the same city were anaemic (9,10).

Other deficiences have also been described in this economi-
cally developed city of Ribeirao Preto. Low circulating levels
of zinc were found in children from 2 to 7 years of age from low
socic-economic groups living in peripheral settlements. The
plasma zinc levels were below 70 ug/dl in 13% of the children
studied (11). Similar findings were detected in Rio de Janeiro
(12).

Estimates of a recent household-level survey (1989) in the
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Southern Region have shown that approximately 6 million
persons > 18 years of age had low body-weight. This was the
worst figure, in absolute terms, for any region in Brazil (13). In
the Southern Region the rural population showed the greatest
prevalence of low weight when rural and urban populations
were compared (Tablel).

TABLE 1
ESTIMATED PREVALENCE (%) OF LOW WEIGHT
IN THE RURAL AND URBAN POPULATION
OF THE SOUTHEAST REGION

Sex Urban Sector Rural Sector
7 Estimated % Estimated
o population ¢ population
Men 14,25 2.311.165 21,46  588.191
Women 13,75 2.403.778 1720  406.205

Economic factors certainly influence dietary patterns, par-
ticularly in the urban areas. Mello-Amorozo and Srimpton (14),
in 1984, suggested that income was a factor for 30 to 60% of the
population of Manaus, a large urban center in the Amazon
region. These factors, once again, can be seen in the Southern
Region when one considers the various income levels; the
prevalence of low weight decreases with increasing monthly
per capita family income (13).

Expenditure on food consumes one-half to one-third of the
houschold budget of the low-income population of Latin America
(15). In 1980, Ward and Amano (16) reported that poor mi-
grants in Brazil were not efficient in their selection of diet; for
the same income, they could have bought relatively betier
quality foods.

We recognise a certain overall relationship between in-
come, expenditure on food and cating patterns. An increase in
income almost always results in an increased purchase of foods
in absolute terms but, after reaching a certain minimum level,
the percentage of the household budget alioted to food tapers
off.

The nutritional problems related to rapid urbanisation cer-
tainly exert an important influence on food intake for urban
residents, particularly those with low purchasing power (17).

Thus, recent published data of the PNSN (Health and
Nutrition National Survey) have shown that the influence of
income on nutrition is more evident when the per capita in-
comes are tracked from a 0.5 minimum-wage household in-
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come to a2.0 minimum-wage, both for menand women. Across
this income gap in rural populations, there was a decreasc in the
prevalence of low-weight in adults. Among adults in the urban
areas, these changes did not imply a modification in low weight
prevalences (13). Mechanisms of subsistence such as produc-
tion of food, a practice very common in rural areas, may
possibly explain this difference. Furthermore, obtaining food is
much more dependent on the level of family income in urban
settings and the urban cost of living is made up of expenditures
on housing, transportation, etc.

Studies have shown a large variety of foods, and possibly
foods of better quality consumed by residents of the urban zone.
The urban diet, in opposition to the rural diet, tends to incorpo-
rate foods such as meat, fish, poultry, eggs, milk and dairy
products, and fruits and vegetables in large amounts (18).

Another aspect to be considered is physical activity which
is considerably less in the cities than in rural areas (17). In
addition, the new residents of the urban zone tend to utilise
processed, industrialised foods, i.e., “snack foods™” (rich in
sugar, salt and fat) (19,20). These considerations may explain
the higher prevalence of “low” body mass indices in rural than
in urban areas.

On the other hand, there is a high prevalence of obesity in
urban centres.

With respect to obesity (defined as a BMI> 30) among
adults, it was estimated there are 3,698,605 adults with this
condition in the Southern Region. Of all the people thus
classified, 70% are females. These values represent a high
prevalence of obesity among women (12.6%), with men having
only a 3.8% frequency of this condition (Table 2). The overall
frequency of obesity found among school children in Ribeirao
Preto - SP is as high as that seen in developed countries, but it
is directly related to socioecomic status (Table 3) (20).

The rate of obesity among adults increases progressively

TABLE 2
ESTIMATED PREVALENCE (%) OF OBESITY IN THE
RURAL AND URBAN POPULATION OF THE
SOUTHEAST REGION, 1989.

Sex Urban Sector Rural Sector
% Estimated o Estimated

0 population o population
Men 6,11 990.829 1,53 42,088
Women 13,71 2,395.828 11,43 269.860
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TABLE 3
PREVALENCE OF OBESITY IN SECONDARY SCHOOL
CHILDREN ACCORDING TO SOCIO-ECONOMIC
CLASS AND SEX. RIBEIRAO PRETO -SP

Socio- Percentages
economic

Class M F Total
Upper 35,8 424 38,0
Middle 17,0 7.5 12,0
Low 23 53 4,0

with age, from 45 ycars onward in women and between 45 and
64 years in men. Inurban areas, around 67% of all obese women
are over 45 years of age; in this age-group, the prevalence of
obesity is 22.7%. For men, the peak prevalence of obesity
(10.2%) was found in the age-range of 55 to 64 years.

When analysing the relation between obesity and income, a
general trend is observed: the higher the income the higher the
prevalence, with the exception of women living in the urban
area, who show a mild decline in obesity with higher incomes.
Obesity is more frequently seen among urban men, with a
prevalence of 6.1%, as compared with rural men, with a rate of
1.5%. Among women, the urban-rural difference disappears,
with prevalences of 13.7 and 11.4% in the respective regions
(13). The high prevalence of obesity is a matter of concern due
to its association with morbidity and mortality.

Tentative explanations for the gain in body weight and the
prevalence of obesity in Brazil, especially among women, may
be related to food intake and physical activity.

Data presented by the DIEESE (Intersyndical Department
of Economic Studies) from studies monitoring the price of the
subsistence food basket in Sao Paulo do not confirm the
possibility of an overall increase in food consumption. The
“Household Budget Survey” (POF - FIBGE, 1989), conducted
in 1987/88 in nine different metropolitan areas of Brazil,
permitted a comparison of food intake over a 15-year period.
These data show a decline of about 8% in food expenditures
over the period of 1974 to 1989. They also show a larger
consumption of soybean oil.

According to Coitinho and coworkers (13), there has been
an increase in energy intake in certain subgroups of the popu-
lation. It is possible that this increase in energy was provided by
a supply of foostuffs at work, such as those offered by the Food
for Workers Govt. Programs. Food supplement programmes for
pregnant women and young children and a reduction in family
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size probably increased the availability of food or itsdiffercntial
redistribution for adult consumption. An additional possibility
is an alteration of dietary composition with the substitution of
expensive foods (meat, eggs, butter, fruits and vegetables) by
“cheap calorics” such as rice, oil and manioc flour along with a
possible increase in the consumption of alcoholic beverages.

It is probable that changes in life style result in less physical
activity, both in terms of work and recreation. Our way of life
is becoming ever more sedentary, with clear consequenses in
body composition; the extreme effects of this process are the
weight gains observed in the poorest classes (20). A hereditary
influence may also be proposed as an additional explanation.

The creation of a Brazilian Programme of Food Production,
Storage and Consumption, is proposed in order to secure food
for everyone. It is necessary to satisfy the priority nceds of the
highest-risk scgments by ample supplementation with basic
foodstuffs. It is also fundamental that food availability be
increased in a long-term programme.

A more efficient commercialisation of food could lead to a
reduction in price, reducing the number of intermediarics be-
tween producer and consumer. The City Hall of the Municipal-
ity of Sao Paulo has organized “fairs” in neighborhoods with
populations of lower economic level, selling foods at reduced
prices. Another option frequently brought to mind is the reduc-
tion of prices of basic foods for the consumer by way of a
government subsidy system but this causes the agricultural
sector to lose interest in production. Finally, it has been pro-
posed that intervention programmes take into consideration not
only issues of protein and energy nutrition but also thosc of
micronutrient imbalances.
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SUMMARY In the last sixty years, Venezuela has seen the geo-
graphic distribution of its population change to the point where more
than 80% of its inhabitants have come to live in the urban areas of the
country. The rise of development poles has attracted the majority of
thoseliving in the rural areas, and many immigrants from neighbouring
countries who came in search of better living conditions. Those who
came from the rural areas progressively adopted dietary patterns
characterised by a disproportionate intake of fats and carbohydrates,
and low levels of physical activity. They also stopped producing their
own food to become part of a mass consumption society characterised
by the dependance on money to acquire food, therefore dependent on
the availability of jobs and the buying power of salaries. These factors,
together with the serious sanitary conditions prevalent in the poverty
belts in which they come to live, produce a delicate nutritional situation
in the urban areas of Venezuela. The high prevalence of overweight
and raising levels of undernutrition represent a step back to situations
surpassed years ago. Recent studies place 80% of the urban population
in poverty levels, with a prevalence of undernutrition that reaches
13.8% of the population under 15 years of age, while overweight
affects near 9% of them.

INTRODUCTION

At the beginning of the forties, Venezucla was a rural
country that, after having been ruled for almost thirty years by
a tough peasant from the Andes highlands who had become a
military man, saw part of its population ravaged by various
epidemics. While a large number of the survivors abandoned
litde by little their agricultural activities, looking for better
living conditions in the underdeveloped cities, others were
attracted by the recently emerging oil exploitation areas, a
fabulous asset later to be a primary source of wealth and a
decisive factor of the most important changes to take place in the
years to come.

Today, as the last years of the twentieth century elapse, our
country has more than eighty percent of its inhabitants living in

1 Apartado 3458, Valencia 2002 A, Venezuela.
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the same cities that welcomed the rural migrants. Howeverthey
do not resemble them at all in their physical and population
structure, in the way of life of their inhabitants and in the
complexity of their problems.

The changes in the physical structures of the cities,
determined by their population dynamics, have forced them
to lose the typical grid structure of their sireets, to make them
grow in an anarchic way due to the explosive growth of their
improvised ‘barriadas’ or shantytowns, as new groups are
arriving, now not only from the Venezuelan countryside, but
from the neighbouring countries whose economic and social
conditions are worse than ours. They are all motivated by the
same reason: the search of a better present for all, and a less
limited future for their children.

This evolution of the human component of Venezuelan
citieshasmany elements that should be analysed when talking
about the nutritional situation of their inhabitants.

In the first place, those who came from the rural areas
several decades ago, brought with them in full their dietary
habits and their disposition to hard work, which was the only
kind of work they had learned from their parents and had
practiced from a very early age in their country life.

Those who have arrived in the last twenty years, have done
so attracted by the apparent image of comfort of the city life,
justasitispresented by the mass media thatreach every comer
of the country. This is reinforced by the fact that ninety seven
percent of the population is reached by radio, and T.V.coverage
approaches ninety percent.

The motivation is quite different for those who came
yesterday and the ones arriving nowadays. Just as different are
the cities that welcomed those of yesteryear with open arms,
and the ones that await them now to make them part of a
machinery less and less human and filled with problems and
limitations.

On the other hand, those who came from other landsin the
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1950’s were mostly from European countries in which, even
though they were part of the less favoured classes, they had an
internal wealth derived from living in places wherc history
cnnobles the spirit with the breaking of each dawn.

Inspite of being part of programmed immigration conceived
toimprove the productivity of the fields, which were already
witnessing the significant decrease in their population, the
majority of these immigrants settled in the cities to transform
the primitive grocery shops that fulfilled the daily needs of
the familiesin their neighbourhood, selling in accordance with
the traditional dietary habits, into improved grocery stores
that evolved towards more advanced marketing systems with
adeepinfluence from the countries of origin of those immigrants.
Atthe same time, their habits were slowly colonising Venezuelan
cuisine at all levels, so much so, that the Italian pasta has
become one of the most consumed products.

These people that, as I said before, came from sectors of
utmost poverty in their countries of origin, aided by their
exemplary capacity for work, left external poverty never to
return to it in spite of the new realities of the countries where
they have put down roots.

Those who came from poorer countries have made no
significant contributions as far as consumption patterns are
concerned, but they do compete for food availability with the
ones who come to the cities from the Venezuelan countryside.
They add up to the malnutrition statistics and seriously affect
the reach of the social programs aimed at reducing the dietary
deficit that now affects so many people.

Nevertheless poor migrants from the country itself, poor but
legal immigrants from the more advanced Europe and poorer
immigrants, illegal mostly, from underdeveloped Latin America,
all arriving in the cities, significantly reduce their levels of
physicalactivities to form an atypical subgroup of matnourished.
Their marked overweight is the result of the consumption of
food rich in less expensive carbohydrates and the substitution
of the daily walk to work and the physical demands of it by
motorised transport and mechanised labor in the industries that
lured them to move to the cities (1).

Thislast factcharacterised for years the nutritional situation
of the urban areas of Venezuela, in such a way that, at the
beginning of the eighties, overweight was predominant over
undernutrition in the population under 15 years of age, and
those of us who work in hospitals that see to the needs of the less
favoured sectors of the population, regarded with surprise and
awe those cases of severe undernutrition.

As a point of reference, in the study carried out in the
University Hospital Angel Larralde of the Social Security
Service, where the headquarters of our Unit of Investigation is
located, and that covered a period of one year from October
1986, only six cases of severe undernutrition were reported,
three of which were the result of congenital malformations that
affected the feeding capabilities of the patients in the poor
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homes they came from (2).

As for adult population, it is of interest that obesity has
increased its prevalence to alarming levels. Evidence of this
reality can be found in research done in the Valencia area, in
which an increase of over one kg. per year was observed in the
working class from the moment they were employed by
manufacturing industries.

Taking into account the average age, 31 years, the daily
energy necd, 3,000 Calories, and the perspective of progressive
diminishment of physical effort requirement as with time
work becomes more mechanised, we had enough reason to
worry, especially since in evaluating the nutritional situation of
the families of those workers we found a prevalence of obesity
in sixty percent in their wives or mates (3), all living in slums
areas of the cities.

Likewise, in our hospital, 39.7% of the men and women who
came for out-patient care in a two month period in 1985 were
obese (4).

That was our developing country when we understood such
a country as one that improves progressively its general
situation and whose population ascended equally in the social
scale, which doesn’t necessarily mean improving all aspects
of life, but definitely an acceptable reduction in the quantity
and quality of the problems typical of underdevelopment.

That was the urban Venezuela of times favoured by an
income derived from oil that exceeded the State’s capacity to
administer it rationally. The diminishment of the occurrence of
undernutrition and the increase of the problems related to
dietary excess could not be attributed to the favourable impact
of a true development policy, but to the spreading of national
wealth 1o all sectors as a consequence of overspill.

This also explains what we observed ten years later. The fall
in income derived from petroleum showed that unplanned
distribution of economic resources thatappeared to be sufficient
for everything and everyone, had only been good enough to
palliate exterior poverty, not allowing the larger sectors of the
population to abandon interior poverty which made them
return, when the overflowing resources diminished, to the
situation that seemed left behind.

The phantom of external debt that threatens the political,
economic and social hecalth of Latin American countries, put
an end, in our case, to that wealth for everyone and turned it
into a poverty that affects eighty percent of the Venezuelan
population (5).

Obviously, the percentage living in the urban areas being
similar, it is to be expected that such poverty has changed the
dictary outlook of our population.

Life in the cities is accompanied by a total dependance on
money for household food availability. Asitis possible neither
to work the land nor to raise animals in urban living conditions
in our country, salaries become a fundamental determinant of
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what can or cannot be done regarding nutrition.

As it is known, one of the consequences of adjustment
measures applied in all the countries of the region to make them
capable of paying their external debt, is the increase of
unemployment. This fact is felt more strongly when another
of the consequences of those measures comes forth: the
disproportionate increase in the prices of food products resulting
from the withdrawal of subsidies. In our country, that did not
know the meaning of inflation, the prices of food went up
125% in 1989, at the same time the real salaries decreased
thirty percent, which represents the greatest reduction in forty
years (6).

The consequences of this disastrous combination of unwanted
circumstances are plain to see. In the Paediatric Service itself,
where we found only three severely undernourished children
between 1986 and 1987, twelve were hospitalised in the first
two months of this year. At the same time, in the other Public
Hospital of the city, that serves not the workers but the even
poorer sector of the population, a similar number was
hospitalised in only seven days.

The official statistics coincide, in their way, to present the
seriousness of the ‘new’ nutritional situation of the urban areas
of Venezuela. The prevalence of undernutrition in the population
under fifteen years of age has evolved in such a way that, from
9.85% in 1980 (7) itwentto 12.5% in 1990 and to 13.8% in
1991 (8). It is significant that in the same period, the
percentage of children with weight above the average fell from
13% to 8.4%, corresponding, as was already stated, to the type
of overweight resulting from the excessive intake of the
cheapest energy source, carbohydrates.

Currently, our country faces a difficult situation with
respect to food availability in order to fulfil the nutritional and
energy needs of the population. Never before, as they are now,
had the figures of availability of food items that are¢ usual
sources of micronutrients as important as vitamin A, zinc and
iron been as low as they are now (9).

Forvitamin A, the figures declined in 1989 to 70% adequacy,
while for iron it reached 62%. In relation to this mineral it is
worth mentioning that, by the year 1986, anaemia was no
longer a public health problem, but in studies carried out last
year in the urban populationof 7,11 and 15 years of age, it was
found that the prevalence of low ferritin levels, increased 80%
in relation to the figures registered five years earlier.

Eventhough thereis no data about zinc availability, the fact
that it shares sources with the other micronutrients makes us
think that we are facing a similar risk of deficiency.

Althoughiitis true that the data on the food balance sheets
are not specified for rural and urban areas, it is very clear that
a large portion of the dietary needs of the minority that lives
in the countryside are satisfied by domestic production on a
small scale, while it is the people in the cities that depend to a
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higher degree on the production and imports registered in the
official documents, so that the data in the balance sheets are
quite close to urban reality.

Compared to previous long-past times, in which food
availability was also insufficient, it is necessary to make clear
that the problem then sprang from the low capacity of supply,
typical of a country with undeveloped agriculture and lacking
industrial substructure. Now theresearch in social and economic
areas lead usto the conclusion thatthe difficulty lies in a
low capacity of demand as a consequence of the loss in buying
power of present salaries due to the impact of the economic
adjustment measures.

These elements outline a dietary and nutritional situation
of the Venezuelan urban population, that, although it has similar
external characteristics to the one observed some decades ago,
it is accompanied by a number of quite different determinants
and conditioning factors, a fact that demands special
consideration in defining programmes and integrating policies
that lead to a real solution of the above mentioned problems.

The majority of the poor people that live in the slums of
modemn Venezuelan cities have returned to this condition
after the illusion of wealth vanished. This is confirmed by the
reappearance of what the passing of time had led us to believe
were sad situations we had overcome.
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SUMMARY  Costa Rica, a Central American country, has not
escaped the phenomena of rapid growth of a concentrated urban
population. Thus, 60% of the country's total inhabitants are located in
the Central Valley which is characteristically urban. Although the
Government cares for health and education in both urban and rural
areas, there is a lack of rules and guidance to control urban growth.

Since the study of the nutritional status of a given population cannot be
made in the same way for all age groups, this paper concentrates on the
nutrition of preschool children. The main objectives of this article are:
to describe the current nutritional situation of children living in urban
areas of the country, with emphasis on the Metropolitan Area, and to
discuss what determines such a condition.

In1990, 13.1 percent and 23.1 percent of the country’s population, was
composed of children between 0-4 and 5-14 years respectively. The
first age group showed (congenital diseases as the main cause of death),
the second age group showed accidents as the main cause of death.
This mortality pattern indicates that malnutrition is no longer an
important cause of morbidity or death in Costa Rica.

However, recent studies have demonstrated the presence of malnutri-
tion in poverty stricken urban settings. This fact, suggests that
nutritional deterioration is being observed among urban groups of poor
socioeconomic conditions.

INTRODUCTION

Costa Rica, a Central American country covers an area of
52000 square kilometres with a population of nearly three and
a half million in January 1992. This country has the following
characteristics which distinguishes it from other countries : an
¢conomy based on agriculture, a century of democracy, 40
years without an army, primary and secondary schooling free of
charge, the guarantee of women’s equality and no reelection of
political leaders. According to the last national census in 1984,
the country only showed 7% illiteracy. In 1987, the government

' Finca 2, Universidad de Costa Rica, San José, Costa Rica
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expenditure on education represented 20% of the national
budget (PAHO, 1990).

Since its independence in 1821, different administrations
have shown a strong political will and financial support
provided by the govemment for health related programmes.
Thus since 1940 the setting-out and enforcement of social
policies and the creation of relevant institutions have brought
about an infrastructure for providing health and nutritional
services to the most needy.

Rapid urban growth particularly during the second half of
this century has also taken place in Costa Rica, where it is more
noticeable since 20% of the termitory is dedicated to national
parks and forests.

“Urbanisation” can be defined as the process of rapid
growth in terms of size and importance of a given population in
a given area 40% of the total population of the country is
currently concentrated in the Central Valley of Costa Rica.

Located in this valley, there is the Metropolitan Area which
contains 28% of the country’s population in 262 square
kilometres, with a population density of 513 in comparison with
a population density of 59 for the rest of the country (Sosa,
1991).

Because the Costa Rican economy is based on agriculture,
the majority of social programmes are focused on rural areas.
For this rcason, attention to families living in urban arcas has
been postponed to the point that satisfaction of basic needs is
now a main worry for the government (MIDEPLAN, 1991).

With the purpose of presenting the health and nutrition
situation of people living in urban areas of Costa Rica at the
“2nd Latin American Workshop on Nutrition and Health in
Urban Areas”, the following paper has as its objetives a) to
describe the socioeconomic conditions in which urban
populations live, particularly those living in the Metropolitan
Area; b) topresent the nutritional status of the urban population,
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mainly that of preschoolers, and ¢) to indicate the main FIGURE 2
conditioning factors of nutrition in the population of the PROPORTIONAL INCREASE OF THE URBAN
Metropolitan Area. POPULATION IN COSTA RICA

SOCIOENOMIC SITUATION OF THE URBAN
POPULATION

In spite of the fact that the Metropolitan Area of San Jose
presents as an average the best economic and social conditions
of the country, it also exhibits important differences in the
living conditions among families.

1985
49.8

According to figures given by the Ministry of Planning
(MIDEPLAN), during 1991, 34% of families of this area did not
satisfy their basic needs, and 1%5,239 other families were living
in acute poverty. In this regard, Figure 1 shows that 20% of
families concentrate 48.4% of the national income whereas 1990
other 20% of families only receive 5% of the national income. PAHO, 1991 536
Although poverty is spread among the Metropolitan Area, there
are concentrations of poor families in certain neighbourhoods
such as those located to the south of the capital (MIDEPLAN,

1991).

FIGURE 3 ,
GOVERNMENT EXPENDITURE ON HEALTH, EDUCA-

FIG 1 TION AND HOUSING IN COSTA RICA, 1977-88

WEALTH DISTRIBUTION IN COSTA RICA, 1988
EXPRESSED AS A PERCENTAGE OF TOTAL WEALTH
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This is an alarming situation since it is expected that by the The cost of food in relation to purchasing power is an

year 2000 the urban dwellers will represent 60% of the total ~ economic indicator that allows us to suggest nutritional and
population (Figure 2). Incontrast, the national budget destined health consequences for poor families. In this respect, Figure 4
1o cover services such as drinking water, electricity, rubbish shows that a family depending on a minimum salary would need
collection, public transportation and others has been gradually 75% of that salary to cover the cost of food. This situation
reduced since the 80s. For example, in Figure 3 it is noticeable would classify such families as poor. Inaddition, Table 1 shows
that government expenditure on health and education has the results of a survey carried out during 1981-82 among urban
decreased whereas expenditure on housing is increasing, mainly poor families which showed that only those whose breadwinner
due to the strong demand of homeless families. had a permanent job were able to cover the cost of food.
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FIGURE 4
PROGRESSION OF THE COST, OF THE BASIC FOOD
BASKET, 1981-89, COSTA RICA
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TABLE 1
HOUSEHOLD EXPENDITURE ON FOOD,
COSTA RICA, 1981-82.

% of income***

Type of employment Average family

of the head of the income* spent on food
family colons/month
Permanent workers:

Salaried 5397** 49
Self-employed 4833 72
Owner 10948 31
Temporary workers:

Contract labourets 3751 53
Independent workers 2556 4]
Dependent workers 3283 57

* The average national salary in 1982 was 2957 colons/month.

** 60 colones = 1 U.S. dollar during the survey period.

*** The cost of the Costa Rica food basket for a family of five was 2460
colons/month in 1981-82.

Source: Murillo, S., 1984.

HEALTH AND NUTRITIONAL SITUATION OF THE
URBAN POPULATION

Sociodemographic factors Table 2 shows that for the first
half of this century, mortality strongly contributed to the
behavioural growth of the population. In contrast, from 1950
onwards, birth rates have been the determinant variable on
population growth (Sosa, 1991).
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TABLE 2
MORTALITY RATES IN COSTA RICA

Deaths/1000 Population
Category 1970 1980 1990
Total mortality 6.6 4.1 39
Infant mortality 61.5 19.1 14.0
Mortality 14 yr 44 0.9 0.8
Mortality 5-14 yr 09 0.5 0.3

Source: Mahs, 1982 % P.A.H.O., 1991.

As can be observed from this table, infant mortality has
particularly affected the general mortality rate of the population.
However, from the 1960s, infant mortality rates have shown a
continuous reduction, mainly due to changes in the causes of
death pattern, (Table 3).

TABLE 3

CHANGES IN THE PRINCIPAL CAUSES OF DEATH
AT THE NATIONAL CHILDREN’S HOSPITAL

1970 1980 1990
Ist Diarrhoeal Perinatal Idem.
Discase illnesses
2nd Pneumonia Congenital Idem.
malformations
3rd Septicacmia Pneumonia
Transmittablc
diseases
4th Meningitis Trauma Trauma
Sth Immaturity Malignancies Idem.

Source: Mohs, 1982& P.A.H.O.

The composition of the infant mortality rate has also suffered
variations through last decades, i.¢. in 1970, the infant mortality
rate of 61.5 per thousand live births was composed of a neonatal
rate of 22/1000 and of a postneonatal rate of 39.5/1000 live
births; whereas, in 1988, thesc figures were composed as
follows: infant mortality rate of 14.1/1000 live births given by
a neonatal rate of 9.3/1000 and of a postneonatal rate of 4.8/
1000 live births (Table 4).

The above-mentioned situation added up to a decreased
birth rate, which has affecied the pyramid structure of the
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TABLE 4
INFANT MORTALITY RATE PER 1000
1970-1988, COSTA RICA

Year Neonatal Postneonatal Infantile
1970 22.0 39.5 61.5
1975 17.7 194 37.1
1980 11.2 7.9 19.1
1988 9.3 4.8 14.1

Source: Mohs, 1982 % PAHO, 1991.

population. Thus, by 1990, 13.1% of the population were
children under 4 years of age and, according to projections, it is
estimated that by the year 2000 this age group will only
represent 11.5% of the inhabitants.

The principal causes of death among the adult population
are similar to those for developed countries such as cardiovascular
diseases, tumours and accidents.

Intestinal parasites. The high prevalence of endemic
infectious parasitic diseases is one of the main health problems
in the public health of developing countries. In general terms,
many countries of the world have been successful in reducing
the percentage of people suffering from endemic parasites.
However, recent surveys have revealed that the percentage of
infected people living in developing countries stil} remains
unchanged. Most of these people are located in the slum areas
of cities (WHO, 1990; Kossof & Hernandez ct.al., 1989).

Like most of the Latin American nations, Costa Rica has
been more successful in tackling rural health problems than
those in poverty stricken urban areas (Kossof & Hemnandez,
etal., 1989; Murillo, 1990).

A study carricd outin 1987 by Hernandez and co workers in
families of a slum area and families from the middle income
group, confirmed the hypothesis that inadequate hygienic
conditions favour the transmission of intestinal parasites.

Results from the above-mentioned study are shown in Table
5 where it can be observed that a high prevalence of A.
lumbricoides, T. trichiura and H.nana exists in slum families.
Ninety four percent of families belonging to the middle income
group were found free from those parasites, whereas 59% of
families from the slum were infested. This difference was
found to be statistically significant.

Furthermore, the same study indicated that the infestation
was higher in people between the ages of 1 to 14 years. This
situation suggested that inadequate sewage disposal and poor
sanitary facilities contributed to a higher prevalence of parasitism.

Another study undertaken in a sample of preschool children
during 1987, revealed that 85% of them were positive for
parasites. Similar percentages were reported earlier in 1963 in
astudy done by Kotcher among 4 years old children of different
towns of Costa Rica, Table 6 (Reyes, et. al., 1987).

The study made by Reyes (1987), decmonstrated that the

prevalence of A. lumbricoides, T. trichiura and E. histolytica,
correlated with the availability of drinking water and the type of

sewage disposal (p< 0.05).

Supporting these findings, Murillo, 1990, found during an
observation period of 12 months,ahigh prevalence of diarrhoea

TABLE 5
PREVALENCE OF INTESTINAL PARASITES IN A SLUM AREA AND IN HATILLO (MIDDLE CLASS

COMMUNITY) (%), METROPOLITAN AREA, COSTA RICA, 1987

Parasite Children Adults
(1-14 years) (15 years or greater )
Slum Hatillo Slum Hatillo
area arca
Ascaris 38 (21.0) 4 (6) 16 (8.9) 10 (8.6)
Tricuris 28 (15.5) 0 23 (12.8) 1(0.8)
Hymenolepis 16 ( 8.8) 0 6 (34) 0
n 181 67 179 117

Source: Hemandez, F. 1989.
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TABLE 6

PREVALENCE OF INTESTINAL PARASITES IN
PRESCHOOL CHILDREN ATTENDING DAY CARE
CENTRES IN THE METROPOLITAN AREA OF COSTA

RICA, 1986
Parasites No. %
A. lumbricoides 123 (25)
T. trichiurus 168 (37
E. histolytica 83 (16)
L. intestinalis 234 47)
Total 500

Source: reyes, L. et. al. 1987.

in a sample of children under three years of age from poor
neighbourhoods in the Metropolitan Area.

As was expressed by Reyes, 1987 “it could be concluded
that although there have been achievements in heaith in Costa
Rica, the deterioration of socioeconomic conditions of some
families and the poor environmental conditions in which they
live, are reflected in such high indicators of parasitcs lately
found in people in the Metropolitan Area”,

Health and nutrition The study of the nutritional status of
children under 6 years of age has been the objective of several
surveys undertaken in Costa Rica during the last three decades.
Figure 5 shows a reduction in the prevalence of chronic
malnutrition (defined as < 2 S.D. a way from the median of the
NCHS reference growth pattern for the relationship weight
age) and of stunting (defined as < 2 S.D. from the median of the
NHCS reference growth pattern for height-age) in the preschool
population of the country. Because these figures are mean
values at the national level, they fail to reflect the nutritional
situation of children according to urbanisation or sociocconomic
class.

As has been stated by others (Lipton, 1975; Austin, 1982;
Schurch and Favre, 1985; Gross and Monteiro, 1989), the study
of nutritional problems in urban families coincides with the
adversity of socioeconomic and cultural factors which promote
poverty and malnutrition.

Thisrelationship between poverty and malnutrition has also
been described for Costa Rican urban areas. A study carried out
by Murillo in 1984 in a subsample of children under 6 years of
age from the poorest neighbourhoods of the Metropolitan Area,
indicated that families belonging to the lowest income group
had the majority of undernourished children. Thirty percent of
surveyed children presented growth retardation which proved
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FIGURE 5
PREVALENCE OF UNDERNUTRITION IN
PRESCHOOL CHILDREN
1965-82, COSTA RICA
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to be significantly related to environmental conditions rather
than to genelic factors.

Results from the same study suggested that differences in
height between children from different social classes occurred
after the first year of life, probably as a result of negative
environmental conditions and inadequate upbringing.
Furthermore, it was found that differences in height were more
pronounced than differences in weight between the study children
according to social class (Murillo, 1984; 1987).

A longitudinal study undertaken among children living in
the Metropolitan Area indicated that infants were completely
weaned at three months of age, and energy intake was found to
be the limiting factor in infants’ and children’s diets, particularly
of those older than 11 months. This same study showed that
73% of children from the poorest families were below the 50th
centile of height for age.

There exists some evidence of nutritional status deterioration
among the infant population from urban areas during the last
three years as a conscquence of the economic crisis and as a
result of the structural adjustment measures adopted by the
government since 1986. The budget for primary health care
programmes has been reduced affecting the quality and coverage
of services. In addition, these programmes have been orientated
towards the rural rather than the urban population, (Figure 6).

A recent report from the Ministry of Health points out an
increase in the number of cases of severe malnutrition in some
districts (cantones) during 1985-89. Another report from the
same Ministry, indicated an increase in severe malnutrition
cases among children under 6 years of age from urban districts
(central) in the Provinces of Heredia, Puntarenas and San Jose,

(Figure 7).
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FIGURE 6
IN CASES OF SEVERE UNDERNUTRITION
IN SOME URBAN DISTRICTS,
COSTA RICA, 1985-1989
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FIGURE 7
INCREASE (%) IN SEVERE UNDERNUTRITION
ACCORDING TO THE PRIMARY HEALTH CARE
PROGRAMME, COSTA RICA 1985-89
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This situation coincides with data from INCIENSA (the
only place in the country specialising in the treatment of severe
malnutrition) in relation to the number of hospitalised children
with a diagnosis of severe malnutrition for the period 1989-
1991. In thisregard, Figure 8 shows the geographic distribution
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of these children. Itisworth noting that 33% of total cases came
from urban areas of the country, mainly from San Jose province
where the Metropolitan Area is located.

Another important finding regarding the nutrition of urban
dwellers, concems the average intake of calories and proteins
by the population which was lower than rural ones according
to the last national estimated consumption survey of 1989,
(Figures 9 and 10).

FIGURE 8
GEOGRAPHIC DISTRIBUTION OF SEVERE
UNDERNOURISHED CHILDREN HOSPITALIZED AT
"THE INCIENSA", HOSPITAL, 89-90, COSTA RICA
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CONCLUDING REMARKS

The health and nutritional status of a given population is
usually determined by social and economic factors. These
factors not only condition the environment where people live
but also condition food habits, access to food and economic
production of the individual. Thus, itis necessary to analyse the
enviroment where groups live in order to describe their nutritional
status (Caceres and Murillo, 1990).

Although Costa Rica is lacking a multicausal analysis of
the health and nutritional status of its urban population this
paper presented data from the few available studies and reports
to which we had access.

This presentation suggests that both researchand recognition
of nutritional problems affecting Costa Rican urban population
have been ignored.

The high prevalence of intestinal parasitism and the high
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FIGURE 9
ENERGY CONSUMPTION PER CAPITA ACCORDING
TO URBANISATION, IN DESIGNATED REGIONS,
COSTA RICA, 1989
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FIGURE 10
PROTEIN INTAKE ACCORDING TO DEGREE, OF
URBANISATION, COSTA RICA, 1989
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rate of morbidity episodes affecting preschoolers of the
Metropolitan Area, indicate the need for adequate basic public
services addressed to poverty stricken urban areas. Inaddition,
itis necesarry to provide nutrition education to help solve some
of the current health problems.

It is worrying to note a deterioration process taking place
regarding the nutrition of children under 6 years of age. This
result could be one of the social costs brought about by
structural adjustment measures adopted by the government
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since 1986. Malnutrition is a fact in Costa Rica. According to
information displayed in this paper, low income families are the
ones which present health and malnutrition problems.
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SUMMARY An analysis of the dietary nutritional status in Havana
in the framework of the general situation of the country is reported.
Some demographic characteristics, the administrative and political
organisation in the country’s capital, some aspects of the food availability
and the different alternatives for obtaining them are commented upon,
emphasising the significance of public nutrition in the capital. The
average values of per capita food consumption are expressed and the
characteristics of dietary patterns and food consumption of the
population are examined. In addition, this paper discusses the
deterioration of the commercial and financial relationships undergone
by Cuba from1989 on, as a result of the disappearence of the Socialist
bloc and the tightening of the American blockade, which have forced
Cubato concentrate her domestic efforts on the Nutritional Programme.
The results of the Dietary and Nutritional Surveillance System
(SISVAN) in prioritary sections of the population (children less than
5 years of age, pregnant mothers, and school children) are discussed.
The achievements made in the nutritional status of the population, as
well as the different health indicators are stressed. Likewise, an
epidemiologic scenario of non communicable chronic diseases and
other health disorders are reported, along with their association with
diet and the major causes of death in the capital and in the country.
Finally, some issues on the population’s way of life that have an impact
on health and nutrition are reported and the tasks undertaken to
increasingly raise the population’s health are discussed.

INTRODUCTION

Havana, the capital of the Republic of Cuba, is one province
divided into 15 municipalities: its current population amounts
to 2,119,059 people, about 20% of the country’s total, making
it the largest city on the island.

The populations density is 2,913.2 people/square kilometre,
in contrast with the average national density, which is 96
people/square kilometre.

Havana is located in the Northwest part of the island. The
climate is tropical and humid tempered by trade winds. In the

1 Calle 23-201, Vedado La Habana, Cuba

47

summertine, the average temperature is 28°C, with the hottest
months being July and August. In winter, the mean temperature
is 22°C. As far asrain is concerned the annual rainfall amounts
to 1400 mm. Annual mean temperature is 25.1°C and the
average relative humidity is 79%.

Its total territorial exient is 727 square kilometres, covering
an area of 273 square kilometres.

Itislocated between 19'and 25'N and between 74'and 85'W.

The population distribution has higher percentages than
those of the nation for the age groups 50-64 and 65 and over
(14% and 10.4% respectively versus 11.9% and 8.5% in the
country), a fact that is reflected in the higher mortality rates
which are present in some chronic diseases. :

Life ‘expectancy at birth in the city reached 74.2 years in
1990, slightly lower than the national average of 75.2.

The estimated number of births for 1990 was 32,122 live
births, at a rate of 15.2 per 100 population, lower than the
national average (17.6), 99.93 % of live births in institutions.

During the 1980’s a low population growth rate was seen as
aresult of a lower birth rate, with a relatively higher mortality
rate.

Havana is among the four cities of the world with two
million or more population in 1985, that in the period 1970-85
had a growth rate lower than 1%. The other three cities were
Paris, Budapest and Beijing. In London, there was a decrease
in the population.

Havana is the seat of the central government, formed by the
Council of Ministers and the National Assembly of the People’s
Power. The provincial government consists of the Provincial
and Municipal Assemblies of the People’s Power. All
government agencies have representation at the three levels
(municipality, province, nation).
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Itis important to point out that the territory encompassed
by the 15 municipalities of the capital is considered urban, so
when dealing with urban areas in Havana we mean in fact the
entire capital. Its almost complete urbanisation prevents home
production of agricultural products, and forces the neighbouring
province which surrounds Havana completely, except for the
shore line, to guarantee the supply of these foods for the capital's
population.

DIETARY AND NUTRITIONAL STATUS

In the last thirty years the population’s energy requirements
have been guaranteed. The energy availability in 1965 was 2551
calories, and rose in 1988 to 2953; and in Havana it surpassed
3000 calories per capita. In 1989, the calorie supply in the
country was 2845 and protein availability has ranged from 66
to 79 grams (Table 1).

Up to mid-1990 Cuba had four main ways of food
distribution: home production, state subsidised ration card
distribution, state free market, and public nutrition.

This is the same situation in Havana, with a much lower
emphasis on home production.

At present due to the economic situation in the country and
owing to the need to guarantee an equitative supply of foods for
the population, most products in the state free market became
subject to ration card distribution.

It1s important to emphasise the energy supply, attained inan
equitative and even manner by the entire population through
product supply by using ration cards in the retail market, since
this type of distribution is made at very low controlled prices,
owing to state subsidies.

A significant amount of food provided for the population is
channelled through so-called public nutrition, which includes
students canteens at all levels of education, from day-care
centres to the Universities, hospital food services, and employees
and worker’s canteens in all sectors of production.

Food rations provided by these services are free, with the
exception of employees’and workers’ canteens, where prices
are low depending on the menu content. However, an important
share of the cost of this service is borne by the state, since this
price does not include expenses generated by the service.

Bearing in mind the supply of foods in the retail market
through the ration card system and through daily rations that
guarantee public nutrition, it is thought that the majority of the
population takes 72% of its calorie protein intake through these
channels. This represents a good dietary assurance for Cuban
citizens.

The per capita food intake is distributed as follows(Table 2).

Although the protein and energy supply shows relatively
fair levels for a developing country, it is necessary to improve
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TABLE 1
AVERAGE FOOD/ENERGY CONSUMPTION

kcal Protein
®
1965 2552 66
1970 2 565 69
1975 2622 71
1980 2 867 75
1985 2953 79
1989 2 845 75
Source: State Committee of Statistics (SCS)
TABLE 2
PER CAPITA FOOD INTAKE

(Kg/year)
Food Product Actual
1989
Cereals 108
Sugar 51
Beans 12
Carcass Meat 39
Eggs (U) 230
Fish (whole) 18
Milk and products 144
Fats 17
Root vegetables 66
Fruits 56
Green vegetables 59

the dietary pattern, to increase the amount of vegetables, fruit,
meat products and whole cereals, as well as to decrease the
consumption of sugar, refined cereals, in addition to increasing
the ratio of oils rich in polyunsaturated fatty acids over saturated
fats.

In general, during the last three decades diet has made
constant improvement, but still many food habits contibuting to
the development of nutritional problems persist. Suffice to say
that the three major causes of death for all ages are associated
with dietary/nutritional factors.
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The Cuban economy has been undergoing a deterioration of
its commercial and financial relationships since 1989. The
weakening of the Socialist economic bloc, coupled with the
tightening of the American blockade, forced us to concentrate
our domestic endeavours in the Food Programme and in action
orientated towards rapid inflows of currency.

This Food programme reflects the country’s economic and
political desire to obtain in the shortest time possible a greater
food independence and guaranteed availability, and to continue
improving them until a truly rational nutrition is attained.

Protein-energy undemnutrition is no longer ahealth problem.
However, this condition persists in a small section of the child
population. This is the result ainly of unfavourable cultural
factors that are deeply rooted and require a long period of time
to change.

Arisk factor is the growing number of teenage pregnancies,
whose children have had the highest incidence of low birth
weight and the lowest prevalence of breastfeeding.

In 1990, from a total of 34 326 pregnancies recorded in
Havana, 6120 were pregnant mothers less than 20 years old,
which represent 17.9% of the total, slightly higher than the
previous year (17.4%).

The year 1990 ended with a 7.1% rate of low birth weightin
Havana, higher than the 6.5% for the provious year.

PREGNANT MOTHERS AT NUTRITIONAL RISK

According to data collected by the Food and Nutrition
Surveillance System (SISVAN) in the year 1990, 7.3% of the
total of pregnancies were classified at risk for low weight in the
early months of pregnancy, lower than the one recorded for
the nation, which was 8.7% Table 3 shows the trend of this
indicator from 1985 on.

Pregnant mothers with a poor weight gain during one

pregnancy showed in 1990 a 3.3% rate, lower than that for the
country asa whole, whichwas 5.5%. This indicator has persisted
around 3% in the last few years.

Pregnant mothers classified as at risk for nutritional anaemia
showed a 11.2% rate, slightly lower than the national rate,
which was 11.4%, and higher than that for 1989, which was
9.1%

CHILDREN AT NUTRITIONAL RISK

By the end of 1990 there were in Havana 1165 children less
than 1 year of age under nutritional surveillance. They had been
classified as obese (above the 97 percentile for weight/height)
a 3.5% rate, higher than that for Cuba which was 1.9%. As
overweight (over 90 and up to the 97 percentile for weight/
height), 3190 children were included in this very group (9.5%),
also higher than that of the nation, which was 5.9%. 2086
children classified as thin (between the 3 and the 10 percentile
for weight/height) a6.3% rate, the national rate being 4.0%. 398
children under 1 year of age were classified as underourished
(lower than the 3% percentile for weight/height) a 1.2% rate,
higher than the national average which was 0.9%.

Table 4 shows the results of the nutritional surveillance of
children under 1 year of age from 1985 onwards, both in the
capital and in the country as a whole.

Table 5 shows that the 1-4 age group has low rates of
children at nutritional risk, although they are higher in Havana
than in the nation as a whole.

NUTRITIONAL STATUS IN SCHOOL CHILDREN

In 1986, a survey of weight/height in school children in
primary school (semi-boarders) and secondary school (boarders)
was made throughout the country with the view to evaluating
their nutritional status(Table 6).

A total of 19, 428 primary school children and 9466

TABLE 3
PREGNANT MOTHERS UNDER NUTRITIONAL SURVELLAINCE. HAVANA AND CUBA
(RATE IN %)
Year Low weight at the Weight gain less than 8kg Haemoglobin< 110g/1 in
beginning of pregnancy during pregnancy the last trimester
Havana City Cuba Havana City Cuba Havana City = Cuba
1985 86 109 5.5 74 13.4 14.0
1988 6.1 79 30 53 6.8 11.1
1989 7.1 838 3.1 5.5 9.1 12.3
1990 73 8.7 3.3 55 11.2 114
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TABLE 4
CHILDREN LESS THAN 1 YEAR OF AGE UNDER NUTRITIONAL SURVEILLANCE HAVANA CITY, CUBA
(RATE IN) %
Year Obese Overweight Thin Undemourished
Havana Cuba Havana Cuba Havana Cuba Havana Cuba
1985 2.6 23 6.5 5.9 2.7 43 0.6 13
1988 2.0 20 58 54 43 3.6 0.8 10
1989 35 19 9.9 53 59 4.6 1.0 09
1990 35 1.9 9.5 53 6.3 4.0 1.2 0.9
Source: SISVAN
TABLE 5
CHILDREN AGED 1-4 YEARS UNDER NUTRITIONAL SURVEILLANCE HAVANA, CUBA.
(Rates in %)
Year Obese Overweight Thin Undemourished
Havana Cuba Havana Cuba Havana Cuba Havana Cuba
1985 32 1.6 45 2.5 1.0 1.1 0.4 0.5
1988 2.8 14 4.0 2.2 1.4 1.1 0.5 05
1989 2.5 1.1 38 2.0 1.5 1.0 0.5 04
1990 2.2 1.0 33 1.8 1.3 1.0 04 0.3
Source: SISVAN
TABLE 6
WEIGHT/HEIGHT SURVEY IN SCHOOL CHILDREN 1986
Nutritional Status Havana Cuba
n % n %
Primary School Children
Undernourished 55 4.0 353 1.8
Thin 73 52 574 2.9
Overweight 135 9.8 2757 14.2
Obese 87 6.3 1765 9.3
Secondary School Children
Undernourished 1 0.2 163 14
Thin 10 2.0 480 42
Overweight 67 13.3 1307 114
Obese 18 36 511 4.5
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secondary schoolchildren were surveyed.

In Havana, 1366 primary school and 503 secondary school
children were surveyed.

In thiscity,4.0% of primary schoolchildren were classified
below the 3 percentile (undernourished), 5.2% were classified
between the 3 and 10 percentiles (thin) 9.8% were classified
between the 90 and 97 percentiles (overweight) and 6.3% of
primary children were classified over the 97 percentile (obese).

These figures are higher than those for Cuba as a whole in
the undemourished and thin, while they were lower for
overweight and obese children.

In secondary schoolchildren, there was one child below the
3 percentile, 0.2% were classified as thin, 13.3% as overweight,
and 3.6% as obese. All of these figures are lower than those
found for Cuba a whole.

During 1991 another survey was made in school children,
the data of which are still being processed.

SPECIFIC NUTRITIONAL DEFICIENCY
Iron deficiency.

Iron deficiency is the most frequent malnutrition disorder in
Cuba, the main cause being dietary deficiency.

According to studies made in the 1980’s, the mean iron
intake ranged from 45 and 90% of the daily recommended
allowance, from 82 to 96% for girls and women of reproductive
potential and from 30 to 42% for children from the second
semester of life onwards, pre-school and school children, The
studies made in Havana had similar findings . (Table 7 and 8)

These surveys demostrate thatanaemia is frequent in pregnant
mothers, children from 6 months to 5 years, teenagers and
women of reproductive potential. The rate of individuals with
anaemia (haemoglobin concentration under the critical reference
value) was 22-33% in pregnant women, 40-60% in children
aged 6-12 months, 25-40% in children aged 12-36 months, 30-
35% in teenagers and women of reproductive potential. However
in primary school children the frequency was around 10% while
in men it was negligible or non-existent. In a group of children
it was demonstrated that although anaemia developed in the
second semester of life the pre-latent deficit occurred in more
than half of the children before the age of six months,

In general there is a prevalence of slight anaemia since the
number of individuals with moderate to severe anaemia is
smail.

Vitamin A deficiency.

The results obtained in studies of the population in Havana,
made by the Nutrition Institute since the late 1970’s in almost
all population groups ( Table 9) make apparent the low Vitamin
A daily intake and serum levels that allow their classification as
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ahealth problem. These statementsare true for pregnant mothers,
newborn children, school children, adolescents, and adults of
working age.

According to the FAO/WHO guidelinesfor the identification
of Vitamin A deficiency as a health problem, the values in the
last few decades for risk groups of 10 and 20 mcg/dl, show that
mean values for serum Vitamin A concentrations were under
the established limits.

Vitamin C.

Vitamin C deficiency has been demonstrated in some
population groups, for example a study of pregnant women in
the Centro Habana muncipality, showed that the percentage of
women with “high to moderate risk” serum ascorbic acid
concentrations was 27.9% in the first term of pregnancy. This
level eventually decreased to 12.8% in the third term, probably
as a result of vitamin supplementation provided to pregnant
mothers on a free and regular basis. In teenagers in the city of
Havana itself, the occurrence of cases at moderate risk is more
apparent.

NON-COMMUNICABLE DISEASES ASSOCIATED
WITH DIET

In Havana, as well as in the nation as a whole, the
epidemiologic picture is characterised by the predominance of
non-communicable chronic diseases, with a growing trend in
most of them,

Heart disease is still the first cause of mortality in general,
with an unadjusted rate of 258.2 per 100 000 population in 1990,
higher than the previous year (240.5) and the national rate
(200.5).

In the year 1990 itself, the rate of potential years of life lost
for people 1-64 years of age was 8.7 per 1000 population. The
majorclinical condition isischemic heart disease, which accounts
for more than 80% of the dcaths from this cause. Acute
myocardial infarction accounts for 25% of the overall mortality
throughout the country.

Arterial hypertension is recognized worldwide as a frequent
cause of morbidity, as well as an important risk factor in the
development of other diseases. In Cuba almost all of the
studies, point to a 15-20% prevalence in the population over 15
year of age in both sexes, it being more frequent in blacks.

Cancer mortality is second among the ten major causes of
death. Unadjusted and adjusted rates for malignant tumours
have remained stable for the last two decades and medium
levelspersist. In 1990, the rate was 128.5 per 100 000 population,
similar to that of 1989 which was 125.3.

The most frecquent sites involved were the following: lung,
breast, prostate, colon and rectum, stomach and cervix.

In Western Cuba, cancer mortality rates are higher than in
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IRON INTAKE FOR POPULATION GROUPS STUDIED IN HAVANA CITY

TABLE 7

Group Year n Middle intake Recommended intake Adequacy % of people whose intake is
(INHA) %
mg/day mg/day 1/3 Recom. 2/3 Recom.
Students from "Playa" Pre- 1980
University Institute
Men 25 93 18 52 - 40
Women 30 9.3 16 45 - 97
Children from 0-2 years old
and parents
Central Habana
and Old Habana
1983-1988
Children 6 months 48 5.7 10 57 6 72
Children 02-12 months 46 76 10 76 0 37
Childrens 24 months 48 7.1 10 71 2 42
Mothers 47 8.2 18 46 13 89
Fathers 37 10.6 12 88 5 25
Elderly 1984
Men 29 10.0 12 83 - 3
Women 16 9.0 10 90 - 6
Childrens 0-11 years old,
Cerro 1985 192 8.2 11 74 - 39
Children 0-9 years old
§ Towns 1985 81 9.0 11 82 0 33
Children 6 months, Lawton 1988 82 53 10 53 10 90
Children 12-36 months '
Central Havana 1988 76 7.3 10 73 0 36
Students Ballet Shool 1989
Men 9 19.3 - 121 0 11
Women 11 9.5 - 53 0 82
Students "Circo" school 1989
Men 15-18 years 7 13.6 - 85 0 0
Women 6 9.7 - 54 0 .83

INHA = Institute of Nutrition and Food Hygiene
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TABLE 8
FREQUENCY OF ANAEMIA FOR GROUPS SURVEYED IN THE CITY OF HAVANA

Group Year n Anaemia
%

Children 6-11 months 1974 145 45 -

12-24 months 339 30
Pregnant mothers Central Habana

Third term 1978 72 33
Pregnant mothers Central Habana

Third term 1980 75 29
Playa Pre-University Institutes Students 1980

Males 132 33

Females 207 22
Population in Enrique Cabrera
Hospital catchment area 1980

Males 57 0

Women of child-bearing age 50 25

Pregnant mothers 27-40 weeks 101 22
Women with light activity occupations 1982 69 30
Children "Alamar" 1982

6-12 months 33 45

13-24months 183 28

6-24 months 1983 52 42
Children Centro Gabanda and old Habana  1983-1988

6 months 48 43

12 months 52 36

24 months 44 27

Mothers 91 24

Fathers 69 1
Arts school students 1989

Males 77 10

Females 97 11

the Eastern part: Havana: 173.6 per 100 000 population.

Diabetes mellitus was the sixth major cause of death in
1990, with arate of 21.4 per 100 000 population, witha growing
trend in the unadjusted and age adjusted rates in the last two
decades. Havana had a rate of 24.9

Prevalence rates for diabetes mellitus in Cuba in 1989 were
10.5 per 1000 population in males and 19.8 per 1000 population
in females.
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Obesity, as a nutrition-dependent condition in 98% of cases,
constitutes a great risk factor for the health of the individual. It
isclosely associated with arterial hypertension, cardiac infartion,
and diabetes mellitus, among others. In a base-line study made
in 1989 in the framework of an intervention programme of the
Institute for Endocrinology and Metabolic Diseases in 2133
subjects aged 15 and over, living in the capital area, obesity
(measured by a body mass index greater than 30 in males and
28.6in females) was found in 14.3% of the surveyed population.
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TABLE 9
POPULATION AT RISK OF DEVELOPING VITAMIN A DEFICIENCY BASED ON CALCULATIONS OF SERUM LEVELS DETERMINED IN
DIFFERENT POPULATION GROUPS OF HABANA, EXPRESSED AS A PERCENTAGE OF THE TOTAL POPULATION

Population group Year n High risk Moderate risk Low risk
10 pg/dl 20 pg/dl 10-30 pg/di 30 pg/dt
% % % %
Adolescent (Lenin School) Males. 1979 69 1 - : 40 25
Adolescent (Lenin School) Females. 105 2 - 64 32
Adolescents (IPU) Males. 1979 70 1 - 38 62
Adolescents (IPU) Females 114 2 - 61 37
Adolescent Males. 1979 36 - - 54 46
Adolescent Females. 26 - - 54 46
Pregnant women 1st. Trimester. 1978 59 14 42 44 0
Pregnant women 2nd. trimester. 1978 59 17 35 44 4
Pregnant women 3rd. trimester. 1978 59 39 52 9 0
Fishermen (departing) 1981 79 3 20 68 29
Fishermen (returning) 1981 65 11 37 75 14
Pregnant women 1st. trimester. 1983 113 25 - 69 6
Pregnant women 2nd. trimester. 1983 S3 30 - 49 21
Women of working age 1983 83 5 38 - Co-
Men of working age 1983 62 5 24 - -
Children 1 year old 1983 42 12 - - -
Children 2 year old 1983 39 8 - - -
Children 6 months old 1983 52 19 - 60 21
Elderly in care 1984 28 7 25 56 39
Elderly at home 1985 34 4 7 21 75
School children 1987 271 1 - 47 52
Women about to give birth 1988 155 30 - - 70
Adolescents (15-18 years) 1989 61 7 - 28 65
School children, Santa Fé 1990 31 14 - - -
School children Cojimar 1990 32 » 17 - - -

Adults 1991 38 3 18 50 47
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NUTRITIONAL STATUS IN HAVANA CITY CUBA

The rate of obese women was clearly higher (20.1%) than that
of men.

According to conservative estimates, it is considered that
about 25% of the Cuban population must be obese.

Hypercholesterolemia (blood cholesterol over 6.4 nmol.1)
was found in 18.8% of the people studied in the above-mentioned
sample. The percentage of women with high figures for
cholesterol was also higher than that for men (22.7 versus 12.8
respectively).

It may be noted that the apparently healthy population
shows a high percentage of people with risk factors for non-
communicable diseases that are susceptible to modification.

That is why a great deal of the primary care efforts are
currently aimed at correcting these factors.

In analysing the mortality scenario in Havana, itis seen that
nine non-communicable conditions are among the ten major
causes of death. Only influenza and pneumonia are included as
communicable diseases.

TRENDS IN MORTALITY RATES FOR AGE GROUPS
Children under 1 year of ege

The five major causes of death in this groups coincide with
the country's (Table 10 and 11). Mortality rates for these causes
are similar or lower than the national rates.

1-14 age group

Trends are similar to those in the country as a whole.
However, the fifth place includes, heart disease, as well as
bronchitis, emphysema, and others in addition to deaths for
meningococcal infection.

15-49 age goup

The first five major causes of death coincide, being higher
than the country’s rates in the cases of malignant tumours and
diseases.

50-64 age group

The first five major causes of death are higher than those for
the country as whole. OQutstanding is the increase in diabetes
mellitus mortality rate for this age group, which replaces
accident mortality rates in fourth place.

65 and over age groups

Except for the mortality rate for cerebrovascular disease,
rates in the city are higher than the country as whole, with
arterial and arteriolic diseases displacing influenza and
pneumonia from fourth place.

Infant mortality rate in Havana has remained below the
country’s mean (See table 10). In 1975, the city had a 24.1 rate
per 1000 live births, reaching 10.0 in 1990.
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In children under S years of age, the mortality rate has had
a more favourable trend than in the country as a whole (Table
12). Inthe three-year period 1984-1986 a rate of 15.3 per 1000
live births and a survival rate of 98.5% were seen. In the last
three-year period 1987-1990 a rate of 12.5 with a 98.8%
survival was seen (Table 13).

LIFE STYLES AND TRENDS IN HAVANA AND IN CUBA

Some studies show that a low percentage of the pepulation
is willing to exercise regularly, in a manner independent from
their working activity, both in the capital and in Cuba.

Atpresent, there are circumstances leading to the increase in
physical activity among them: the massive introduction of
bicycles, as a major means of transportation for students and
workers.

The Grandparents” Clubs have also been a favourable fac-
tor, which is already giving positive results.

Generally, the Cuban populz;tion needs to improve their
knowledge of and attitudes towards the selection, preparation
and consumption of foods in order to develop afood supply with
the characteristics of a balanced diet.

Some nutritional taboos still persist such as giving too much
importance to Cuban taro in the diet of children under one year
of age instead of to potatoes. This happens in spite of the fact
that the former is a feculant starch-rich root with very little
protein content.

Weaning is started early to the detriment of breastfeeding.

There are negative practices such as peeling some vegetables
(tomatoes, pumpkin and squash, cucumber), and also cooking
them generally with plenty of water which is not taken advantage
of, and so forth, :

Breakfast is understimated, and supper is the heaviestmeal.
This, added to poor exercising, contributes 10 obesity.

A highconsumption of salt, sugar, and saturated fats persists
and pork is the most favoured meat. Some fish species are not
valued nutritionally as they should be.

Many green and yellow vegetables are dismissed by the
population, in spite of their nutritional value.

Hygienic handling of foods is poor, particularly in places
providing school/workplace meals. That is why food poisoning
is reported all the year round, particularly in the summer time.

Breastfeeding rates are very low. Most infants under the age
of three months ingest an aliernative type of milk (mixed
nutrition) in their diet or have been weaned completely.

In 1990, the National Survey on prevalence and duration of
breastfeeding and nutrition in the child under 1 year of age was
made. The Survey included 6688 individuals throughout the
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TABLE

10

PRINCIPAL CAUSES OF DEATH, HAVANA (1990)
(Rate per 100 000 population)

Overall mortality

15-49 age group

Heart diseases 258,2
Malignant tumours 170,5
Cerebrovascular disease 82,2
Accidents 51,7
Influenza and pneumonia 4436
Diabetes mellitus 342
Bronchitis - emphysema - asthma 54
Suicide 14,8
Cirrhosis and other chronic liver conditions 14,3
Perinatal disorders

6,9

1-14 age group

Accidents 16,9
Congenital abnormalities 54
Malignant tumours 3.7
Influenza and pneumonia 2,7
Heart disease 0.8
Bronchitis-emphysema, asthma 0.8
Meningoccocal infections 08

Accidents 36,3
Malignat tumours 30,5
Heart disease 238
Suicide 12,7
Cerebrovascular discase 9,6
50-64 age group

Heart disease 324,7
Malignant tumours 284,8
Cerebrovascular discase 1119
Diabetes mellitus 53,7
Accidents 47,1
65 and over

Overall mortality

Heart disease 1 888,3
Malignant tumours 10610
Cerebrovascular disease 5794
Arterial and capillary vessel disease 371,8
Influenza and pneumonia 36514

Source: Anuario Estadistico 1990

country. It was found that the characterisation of infant nutrition
inthe population is significantly different from the international
recommendations. In the country there is a low prevalence of
exclusive breastfeeding atbirth, which is particulary remarkable
in some provinces like Havana. This is probably associated
with organisational problems in maternity wards that discourage
natural feeding.

The rapid decrease in natural lactation in the first term seen
thoroughout the country, particulary in the Western provinces,
seems to indicate that an optimum advantage has not been taken
from the great development of health services nor from the
potential provided by mass organizations to develop effectiveé
and lasting educational activities.
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PUBLIC AWARENESS. NUTRITION AND HEALTH
EDUCATION

The joint work of the Ministeries for Public Health and
Education, as well as other agencies of the Central State
Administration, has made it possible to develop nutrition and
health education targeted at the school population, teachers,
technicians and food handlers.

In this connection, programmes and standard guidelines
have been developed and training and improvement seminars
have been carried out. In addition they have been included in
the curricula and syllabuses at the different types and levels of
the Nationa! System of Education.,

However, the required level for educatorsto act as the major
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TABLE 11
PRINCIPAL CAUSES OF DEATH, CUBA 1990
RATE PER 100 000 POPULATION

ALL AGES 5-14 AGE GROUP

Heart discase 200,3 Accidents 16,1

Malignant tumours 128,5 Malignant tumours 43

Cerebrovascular disease 66,2 Congenital abnormalities 36

Accidents 49,0 Meningococcal infections 1.5

Influenza and pneumonia 303 Heart disease 0,7

Diabetes mellitus 2214

Suicide 20,2 15-59 AGE GROUP

Bronchitis, emphysema, and asthma 10,1

Cirrhosis and other liver discases 84

Certain congenital diseases 7.7 Accidents 41,6
Heart discase 21,8
Suicide and self-inflicted injury 20,7

LESS THAN 1 YEAR OF AGE Cerebrovascular disease 9,7

Certain perinatal diseases 4.4
Congenital abnormalities 25
Influenza and pneumonia 0,7
Enteritis and other diarrheal diseases 0,5
Accidents 0.3
1-4 AGE GROUP

Accidents 1,8
Congenital abnormalities 0.8
Malignant tumours 0,7
Influenza and pneumonia 04
Meningococcal diseases 03

50-60 AGE GROUP

Heart disease 2264
Malignant tumours 2550
Cerebrovascular diseases 949
Accidents 439
Diabetes mellitus 41,5
65 AND OVER

Heart discase 1829,7
Malignant tumours 973,1
Cerebrovascular discase 579,3
Influenza and pneumonia 300,7
Arterial and capillary vessel disease 289,2

Source: Anuario Estadistico 1990

promoters of health in the community has not been reached.

As part of the National Food and Nutrition Programme a
subprogramme of Food Culture has been under way since 1987.

Itincludes multisectorial participation of all ministeries and
organisations that in one way or another are involved in dietand
nutrition.

The general objetives of this subprogramme are:

To provide the consumer population with the information
required to setout the basis of a food culture that will enable

the population to select, prepare and consume foods in
keeping with their nutritional requirements and with a full
awareness of their association with health.

To guarantee the appropriate flow of information between
food producers, importers, and distributors in such a way
that supply is increasingly consistent with the public’s
demands and requirements.

During the development of this Campagn, information is
being collected for assessment through the activities of the
Central Commission for Food Culture, as well as the activities
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TABLE 12
INFANT MORTALITY RATE (per 1000 live births)

Havana Cuba
1975 24,1 27.5
1980 17,2 19,6
1985 14,0 16,5
1989 10,4 11,1
1990 10,0 10,7
TABLE 13
MORTALITY RATES IN CHILDREN UNDER 5
Mortality rate per 1000 live births % survival
1984-1986 1987-1990 1984-1986 1987-999
Cuba 18,1 13,8 98,2 98,6
Havana 15,3 12,5 98,5 98,8
carried out by the 14 Provincial commissions one from each of REFERENCES

the 14 provinces in the country and the Municipal commission
of the Isle of Youth.-

Anuario Estadistico de Cuba, LaHabana. Editorial Estadisticas,
1989. ’

For spreading educational messages, the mass media, both 2. Grupo para el Desarrollo Integral de la Capital. Estrategia. La
nation-wide and province-wide, particulary the press, radio and Habana 1990. . o
television, are available. These messages are labelled with the 3. Andlisis del Comportamiento Migratorio. LaHabana. Editorial
Campaign’s logo and motto. Estadistico 1990.

Amons the briority-o vities a National C , 4. CEE Anuario Estadistico, 1990.

ong e pr;onty-gwen activities a ationa arppalgn 5. Minsap. Informe Anual. Minsap, 1990.
for Breastfeeding is currently under way aimed at all sections of ] v ]
the population and the member of the health team. 6. Minsap. Informe SISVAN Ciudad de la Habana, 1990.
Duri il s b hel 7.  Situacién Nutricional. Cuba, 1991 Red. SISVAN
.urmg a th'es e ye?rs’ Studles. ave been made 1o help 8.  Cuadro epidemiolégico. Cuba, 1991
provide a deeper insight into the topic of food as well as to deal c Epidemiolégico. Ciudad de la Habana. 1991
effectively with orientation. 9. uadro Epidemiolégico. Ciudad de la Habana, .
o i 10. Informe de Cuba a la Conferencia Internacional de Nutricién,

An example of this is the study made of some economic and Enero, 1992.
hlston_cal aspects of nutrition in Cuba in the 15th and 16th 11. Sudrez, A & Col. Valores hematol6gicos e ingestién de hierro de
centuries. las instituciones del municipio Playa, publicado en 1984.

Some surveys have been made of the preferences and  12. Anuario Estadistico. Minsap, 1990.
consumption of vegetables by the Cuban population. 13. Vidal, H. Déficit de hierro en el 3er trimesire del embarazo.

. . . . S , 25 8: 411, 1980.

They have served as the basis of population orientation work 4 Aﬁg; ¢ M & Valdé E Investizacién sobre orevalenci

which includes the making of recipe books, newsletters, 14. ador, M s Lazc“ - Tnvesligacion sobre prevalencia
. icles. as well as courses and trainin delalactancia materna y 1a alimentacién del nifio menor de 1 afio.
magazine articles, g Informe, L.a Habana, Minsap, 1991.

Itis apparent that progress has been made in the knowledge 15, CEE Anuarios Estadisticos 1980-1989.
and _atLitude§ towar@s nutrition and diet; unfortunately, the (¢ Minsap. Anuarios Estadisticos 1985-1990.
quality of this trend is poor. 17. El Programa Alimentario. Editorial José Marti, Cuba, 1990.
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SUMMARY The Republic of Guatemala is situated in Northern
Central America. Its current population is estimated to be 9,467,232
inhabitants. Sixty-five percent are indigenous; 65.2% of the nation’s
population lives in rural areas. The metropolitan Guatemala City area
is formed of the Capital of the Republic and the municipalities of the
department (state) of Guatemala. It comprises 20.6% of the nation's
population. Of the metropolitan residents over 7 years of age, 22.3%
have had no formal schooling, 50% have had only primary school
education, and 21% have both primary and secondary education.
Forty percent of the population is in the economically active age; 54%
of that participates in the economy. The voluntary unemploymentrate
is around 3.3%. The primary productive activities are: manufacturing
industry (23.4%); social, community and personal service (27.8%);
and trade (19.7%). Withrespect to health statistics: overall, the infant,
and the 1- to 4-year-old mortality rates in 1989 were 11.1,71.4 and 6.7
per 1000, respectively. The maternal death rate in childbirth was 12.9
per 10000. Among infants, the principal causes of death and illness
are gastroenteritis and respiratory infections. Inadults and theelderly,
the leading cause of death is circulatory disease. With respect to the
nutritional situation there are differences in the weaning patterns
between the metropolitan area and other areas of the country with the
earlierintroduction of foods and with areduced period of breastfeeding.
The nutritional problems documented in distinct studies have been: 1)
low-birth-weight; 2) protein-energy malnutrition, particularly of the
chronic type (stunting) in preschoolers, school children, and adoles-
cents; 3) iodine deficiency in schoo! children; 4) vitamin A deficiency
in preschoolers, women of childbearing age, and the elderly; 5) iron
and zinc deficiency in children and pregnant women; and 6) B-
complex deficiencies (riboflavin, B6 and B12) in a segment of older
persons studied. Guatemala City seems to have a better nutritional
status (lower percentage of deficiency) as compared with the rural
interior of the country.  Little information is available on the
nutritional situation of young adults, and in all groups of the middle-
class and upper-class populations.

' 19 calle y diagonal 21 zona 11, Guaternala, Guatemala C.A.

* Research branch for the National Committee for the Blind and Deaf of
Guatemala, Guaternala City, Guatemala, Central America
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HISTORICAL AND GEOGRAPHICAL ASPECTS

The Republic of Guatemala is situated in Central America.
To the south is the Pacific Ocean, to the east are the republics of

Honduras and El Salvador, and to the north is Mexico and

Belize. Its origins are Mayan, a civilisation that extended from
Mexico to Honduras. Atthe time of the arrival of the Spaniards,
the territory was organised into indigenous nations with
characteristics of feudal economies. The period of the Conquest
saw the destruction of the indigenous organizations, the adoption
of Spanish culture, and the establishment of Spanish cities.

The first capital of Guatemala was founded in 1524 in the
central highlands. It was moved to nearby areas in 1527 and
1541 due to uprisings of the native populations and volcanic
eruptions. In 1543, a capital was established in the Panchoy
valley (Antigua Guatemala) where it lasted 230 years. In this
period, it became a small Central American metropolis,
surrounded by small indigenous villages. Its economy was
based on agriculture and houschold industry. In 1773, the city
was destroyed by the Santa Maria earthquakes, and in 1776, the
city was moved to its current location (1).

Since the colonial cra, Guatemala has been basically an
agricultural country. It presently has a surface area of 109,000
km?2. With a censused population of 8,663,559 in 1989, and a
3% annual growth rate, the population in 1992 is estimated at
9,467,232 inhabitants. Sixty-five percent of the population is
indigenous; 65.2% of the population lives in rural areas, in small
communities of less than 2000 inhabitants (2). In 1986, 64.5%
of the population was classified in “extreme poverty”
(“misery”)(i.e., income insufficient to satisfy food requirements);
18.9% were classified as “poor,” (i.e., income insufficient to
supply necessary goods and services); and the remaining 16.6%
were the non-poor (i.e., able to satisfy their needs for food,
goods and services)(3).
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THE METROPOLITAN REGION
DEMOGRAPHIC ASPECTS

Populations

This region comprises the Department of Guatemala, which
includes the capital city and the municipalities that make up the
state. In 1989, it had 1,787,396 inhabitants which represented
20.6% of the nation’s population. Assuming the same 3%
national growth rate, the population in 1992 should be at best
1,953,135. Ninety percent of the population is non-indigenous
and 75% of the metropolitan area population lives in urban
zones. With respect to age and gender distribution, in 1989 the
male:female ratio was 0.92 and the dependency rates [(minors
and elders)/(population from 15 to 64 years) x 100] was 72.5 (4).
Children less than § years of age represented 15% of the
population; children from 5 to 14 years made up 25%. Productive
adults, 15 to 64 years, constituted 56% and those over 65 years
were 4%.

Migration

Guatemala City is the main centre of attraction for migrants

from the interior of the republic. In the category of “migration.

at one time in one’s life” — change in place of residency
between birth and the time of interview — the migratory
balance (immigrant-emigrants)equals 15.1% of the metropolitan
area population. In the category of “recent immigrants,” which
referred to the five years immediately prior to the interview, the
migratory balance isequivalent to 1.5% of the metropolitan area
inhabitants (5).

Socioeconomic characterictics

Itis important to pointout that more than half of metropolitan
families do nothave adequate water supply nor disposal facilities
for excrement. With respect to schooling, 22.3% of the
population over 7 years of age has no formal education; 50%
have studied up to some level of primary school, and 21% have
studied at the secondary school level. Forty percent of the
population is in the economically active age, with a rate of
participation of 54% (men, 73.9% and women, 38.5%). The
rate of voluntary unemployment in 1989 was 2.9% for male and
3.6% for females (4). The activities in which the majority of
metropolitan workers are employed are: manufacturing industry
(23.4%), social, community and personal services (27.8) and
trade (19.7).

Mortality

The rates of total, infant and 1- to 4-year mortality in 1989
were 11.1, 71.4 and 6.7 per thousand inhabitants, respectively
(4, 6, 7). In terms of maternal mortality in childbirth, the
national rate for 1989 was 12.9 per 10,000 live births (8). The
Ministry of Health estimates that there is a 36% under-reporting
of pregnancy-related perinatal deaths, Making the correction
for under-reporting, the true maternal mortality would be 20.2
per ten thousand live births (8). For the public hospitals in

Guatemala City, this figure varies from 3 to 14 deaths per 1000
live births.

Insofar as infant mortality is considered to be a good
indicator of population health status, Table 1 presents a
breakdown of this index with respect to socioeconomic
characteristics. The factors associated with increased infant
mortality in Guatemala are: 1) living in arural area; 2) being of
indigenous ethnicity; 3) low maternal education; such
characteristics usually accompany poverty and alow accessibility
tohealth services. One feature of infant mortality relevant to the
urbanisation process is the fact that it is higher in working
women. As women in the work place are increasingly more
common, attention to the factors associated with this situation
is warranted.

TABLE 1

INFANT MORTALITY RATES INTHE METROPOLITAN
AREA RELATED TO SOCIOECONOMIC

CHARACTERISTICS

Indicator 1983
(Rate X1000)

Place of residence:
Urban area 58.1
Rural area 76.6
Ethnic group:
Indigenous 91.7
Non indigenous 60.9
Matemal schooling
(level acquired):
None 107.0
13y 53.2
>4y 50.0
Working status:
Employed 834
Unemployed 61.7
Water source:
Private tap 46.8
Communal tap 85.6
Well 783
Rivers, lakes, etc. 83.6

Source: Refemce # 6

In adults and the elderly, the five primary causes of death in
decreasing order of frequency are: 1) circulatory disease, 2)
death from non-specific causes; 3) endocrine and immune
disorders; 4) respiratory disease; and S) infections and parasitoses
9).
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Fecundity and birth rates

The birth rate for the Republic as a whole was 40.3 per 1000
in 1984. Assuming a 2.5% under-reporting of births, the true
rate is closer to 41.3 per 1000. The general fecundity rate—
which is a more refined measure than birth rate—was 21.3%.
Breaking down fecundity by place of residence, the highest
level (6.7 children) are found in rural areas as compared to a
lower rate (5.3 children) in urban areas. In terms of geographic
trends, the metropolitan region was the one with the lowest rates
of fecundity (5.1 live children). The highest fecundity rates,
between 6.5 and 7.9 children, were seen in the departments in
the western and central provinces of the Republic. The other
feature of fecundity was the ethnic contrast with indigenous
mothers (6.5 children) being higher than non-indigenous (5.2
children) (10).

Morbidity

The pathologies most commonly affecting the infant
population are acute respiratory infection and diarrhoeal disease.
With respect to acute respiratory illness (ARI) a longitudinal
study of under-five-year-old children was conducted (11). The
observed incidence was 7.2 episodes per year. The median
duration was 11 days. Six months to 23 months was the age of
peak ARI incidence, and males were affected more than
females. In terms of the type of ARI, studies from the same
community (12) reported thatcolds (upper respiratory infections)
were present on 70% of the occasions, pharyngitis on 10%,
bronchitis on 9% and broncho- pneumoniaon 5%. Otitis media
was observed in the remaining 2.5%. Studies from marginal
settlements of Guatemala City reported an incidence of 40.4%
for ARI (13).

Acute diarrhoeal disease is most commonly seen in the
weaning period. This situation has been attributed to the
suspension of breast feeding and the introduction of foods of a
general lesser hygienic quality (Solomons et al, 1990). The
diarrhoeal incidence in peri-urban settlements of Guatemala
City are 15.2% (13). Research in the peri-urban zones
demonstrate the most common diarrhoeal pathogens to be
adherent Escherichia coli, enterovirus, Salmonella spp.,
Shigella spp and Campylobacter (15).

In adults and the elderly, in addition to the previously
mentioned causes of mortality, musculoskeletal diseases, frac-
tures, non-specific symptoms, digestive disorders and respiratory
disease require the attention of health service organizations in
Guatemala (9).

Nutritional status

There are few studies directed toward evaluating the
nutritional status of the metropolitan areas that have a sample-
selection and sample-size that make them representative of this
population. In recent years, diverse investigations have been
undertaken in the peri-urban communities of Guatemala, which
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include different age-groups and a focus on specific nutrients.
In Table 2, the age-groups and communities involved in
nutritional research in Guatemala are presented. For this
summary, the information is grouped under the headings; 1)
fecding patterns; 2) indicators of protcin-energy status; and 3)
micronutrient nutriture.

TABLE 2
AGE-GROUPS STUDIED AND COMMUNITIES
INVOLVED IN NUTRITIONAL STUDIES IN
METROPOLITAN AREA OF GUATEMALA CITY AREA

Preschool children:
Cerro Gordo
Guajitos
El Limon
Colonia Maya
Peronia
El Milagro

School children:
Guajitos
El Limon

Pregnant women:
Guajitos

Elderly:
Guajitos

Whole families:
El Amparo
Nueva Chinautla
El Milagro

FEEDING PATTERNS
Preschoolers

In Figure 1, we present two important aspects of infant
feeding: 1) the pattern of breast feeding and 2) the timing of
introduction of complementary feeding in three regions of the
country (6). The children in the metropolitan areas are given
foods other than breast milk earlier, and as a consequence, the
overall nursing duration is shorter than in the interior of the
country (6). In children seen at well-baby care clinics of the
Guatemalan Institute of Social Security (IGSS), 68% of the
mothers reported having introduced foods (including liquids)
between0and 2 months of age (16). In order of their introduction
into the diet, the liquids were: sugar water; pure water; barley
water; gruels; Incaparina (a vegetable mixture) and coffee. For
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solid items, this order was: banana; yellow squash, eggs, guisquil,
sweet rolls, and potatoes. Chocano (17) in another study of
infants in Guatemala also reported an early introduction of
complementary foods.

School children

Information on the feeding pattern in school children (18)
indicate that the foods most frequently consumed (i.e. by more
than 85% of the population) are: rice; beans; sweetrolls; tortilla;
meat; and coffee. Grouping the foods by nutritive values, no
differences are apparent between children of the present capital
and those of the former capital (Antigua Guatemala).

Pregnant Women

With relation to dietary patterns in pregnant women of
marginal urban area of Guatemala City, a great dietary diversity
(larger number of items consumed) was seen; this was due to
a long list of items that are eaten only occasionally. Diversity
was not correlated with nutrient intake (19).

Elderly

During 1990, CeSSIAM conducted studies in a poverty-
stricken community of Guatemala City aimed at evaluating the
nutritional status of the elderly (20). In Table 3, the foods
reporied most frequently to be consumed by the elderly of
Guajitos are shown, based on 24-hour recall data and on a food-
frequency questionnaire of vitamin A-rich foods (Table 3A).
The pattern of the elderly differs little from that seen in younger
age-groups in Guatemala City.

TABLE 3
FOODS MOST COMMONLY CONSUMED BY
SUBJECTS OVER 60 YEARS OF AGE

Rank Food Frequency
1 Sugar 156
2 Tortilla 112
3 Coffee 110
4 Onion 92
5 Tomato 65
6 Oil 60
7 White bread 55
8 Sweet roll 55
9 Black beans 43
10 Rice 35
11 Egg 33
12 "Guisquil" 32

Total number of responses= 1343; Number of subjects=85.
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TABLE 3A
VITAMIN A-RICH FOODS MOST FREQUENTLY
CONSUMED BY SUBJECTS

OVER 60 YEARS OF AGE
Rank Food Percent
1 Tomato 90
2 Egg 82
3 Fresh cheese 68
4 Plantain 67
5 Carrot 56
6 Margarine 48
7 Liquid milk 40
8 Pork sausage 38
9 Banana 36
10 Papaya 35
11 "Guicoy" 33
12 Cream 31
13 "Quilete” 25

Total number of subjects interviewed = 85.
Source: Reference #20.

Indicators of protein-energy status

Among the nutritional alterations that affect the Guatemalan
population, protein-energy malnutrition is probably the one that
is most widespread, duc to insufficient nutrient intake and
repeated episodes of infectious diseases. In the infant population,
the most severe damage is due to chronic undernutrition,
manifested from birth as low-birth-weight (LBW) and later as
retardation of longitudinal growth.

Dietary intake

Data on energy and protein intake have been reported for
children in suburban areas of the metropolitan region (21). The
mean age-adjusted energy intake adequacy was 84+/-20% with
an interval of 53 to 130%. For protein, the mean adequacy of
age-adjusted recommended intake was 22+/-40%, with arange
of 47 to 195%. During 1986-87, Alarcon and Rivera (22)
undertook a study in a poverty-stricken area aimed atevaluating
the effect of the economic crisis on the alimentary-nutritional
situation. The findings showed that, at the beginning of the
study in 1986, the per cent of families that did not meet the
energy intake recommendations were 91%, 57% and 54% for
families of low, middle and high socioeconomic status,
respectively. For proteins, the percentage of the population
with intake adequacy less than 100% of the recommended were
54%, 29% and 10% for the respective low, middle and upper
strata. Protein constituted 12.3% of the total energy, and 30%
was derived from foods of animal origin.

With the increasing participation of women in the labour
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force, the day-care centres for children are becoming important.
Quan (23) showed that the diet served in one such centre in
Guatemala did not contribute sufficient energy o support a
child over three years of age, whereas the protein density was
sufficient for children up to age 5 years.

ANTHROPOMETRIC INDICATORS
Neonates

One of the prime manifestations of undemutrition seen is
low-birth-weight (LBW) and, more specifically, intrauterine
growth retardation (IUGR). The indicator is also an index of
matemnal nutrition, insofar as a strong association has been
shown between birth weight and maternal weight both before
pregnancy and during pregnancy. National hospitals of Guate-
mala reported a LBW incidence of 15% in 1983 and of 10% in
1988, with an estimated overall incidence of [IUGR 0f 9.4% (24,
25, 26). In the hospital system of the IGSS, which serves the
working class with limited economic resources in Guatemala
City, the reported incidence of LBW was 12% (26, 27). The two
private hospitals of the capital which serve the upper class elite
reported a LBW incidence of 5.1% (28).

Preschool children

Studies undertaken at the Institute of nutrition of central
America and Panama (INCAP) in preschool children from
1982 10 1983 in the poverty-stricken communitiesof Guatemala
City reported a prevalence of 8 % of acute PEM, using a weight-
for-height chart (29).

In children from 0 to 36 months, residing in the rural
communities of the metropolitan system in the Department of
Guatemala, the prevalence of PEM was 27% using a Z score of
less than minus two for weight-for-height reference standards
(29a). Information provided by the Ministry of Health General
Division of Heaith Services (DGSS) for the metropolitan region
indicate that 31% of children 1 1 6 years of age had moderate
(Gomez, Grade IT) undernutrition and 4.3% had severe (Gomez,
Grade III) under-nutrition. A study of acute diarrhoeal discase
which is being carried out currently in a poverty-stricken rural
community of Guatemala City in children between 6 months
and 6 years reported a deficit in height-for-age of greater than
minus twostandard deviationsin 39% of 1678 children measured;
21.8% had a deficit of weight-for-age and 2.2% a deficit of
weight-for-height (30).

School children

In Table 4 and S, the percentage of children between 4 and
18 years of age with PEM, based on anthropometric indicators
measured by Martinez (31) are shown. School children from
rural areas had a greater percentage of deficiencies in all of the
indices (H/A, W/A, W/H). About 50% of the children had
chronic growth retardation (<85% adequacy of H/A).
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Adolescents

With respectto the adolescent population, a study of national
secondary schools in Guatemala City showed that about 25% of
those examined of both genders had a retardation of stature of
greater than minus two standard deviations as compared to the
reference populations (32, 33). Currently, studies of body
composition are being conducted which should shortly yield
more insight into the nutritional status and development of this
age-group.

Comparing the data of this study, which has been limited to
Guatemala City, with data of children between 11 and 18 years
from urban areas of the Republic (31) one can infer that
nutritional status of adolescents is better in the capital, given
that there are lower percentages of deficiencies in height-for-
age and weight-for-age.

Elderly

Little information is available on the nutritional status of
the elderly. Studies conducted in institutions are not
representative of the remainder of the population who live in the
community. In the country, this sector is represented, in its
majority by “the Young Oid,” that is non-institutionalized
persons from 60 to 75 years of age (9). In Table 6, the indicators
of body composition of elderly of a niral and a peri-urban
community of the metropolitan area of Guatemala City are
shown. In general, they are characterized by having lesser
stature and lower weight than older people in developed socicties;
however, there are differences between urban and rural elders
interms of Body Mass Index (BMI), with the rural elders’ BMIs
being lower, which indicates a lesser quantity of adipose tissue
(34,35). This situation can be explained by some combinations
of lower energy intake and greater physical activity by virtue of
more strenuous life-styles. The lossof height, as assessed by the
armspan/height ratio, is similar in the two groups and represents
anet loss of around 4% of the height that had been achieved in
younger adult life (34, 35).

MICRONUTRIENT STATUS

Three micronutrient deficiencies — iodine, vitamin A, and
iron— have been reporicd in Guatemala as public health
problems.

With respect to iodine, in the 1950s endemic goitre had a
prevalence of 38% (36); based on these findings, laws were
passed for the iodination of saltand by 1961 it had achieved 90%
of its goals. Interviews conducted in recent years reported
goitre prevalence between 10 and 15%. Subsequently, the
programme deteriorated, and by 1987, the prevalence of goitre
in school children at the national level was 20.4%, In the urban
area of Guatemala City, the prevalence was 22.4% (31). Using
urinary iodine levels as the indicator, 60% of the school children
had ioduria of <50 pg/g of creatinine and 36% had ioduria of
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TABLE 4

PERCENTAGE OF CHILDREN FROM 4-11 YEARS WITH PEM IN THE METROPOLITAN AREA, AS CLASSIFIED

BY ANTHROPOMETRIC INDICATORS

Age Sex Hi/Age Wi/Age Wi/Ht
(Years) (<-2S8D) (> -2 DE) (>-1DE)
I II I Il 1 I
Female 433 50.2 20.8 20.6 139 22.5
4-9 Male 36.0 328 154 30.0 13.1 273
Both 39.5 418 17.8 253 13.7 23.1
Female 40.1 52.3 171 30.1 13.9 22.5
10-11 Male 36.6 53.6 129 34.1 13.1 23.7
Both 38.2 149 323 13.7 23.1
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Source: Reference #31.
I= Within capital city (urban)
[I= Surrounding area (suburban)

TABLE 5

PERCENTAGE OF ADOLESCENTS, FROM 12-18 YEARS WITH PEM IN THE METROPOLITAN AREA, AS

CLASSFIED BY ANTHROPOMETRIC INDICATORS

Age Ht/Age Wt/Age
(Years)  Sex (> -2DE) (>-2DE)
I I I II
Female 443 60.9 240 39.1
12-13 Male 49.6 62.1 19.5 29.1
Both 473 614 214 33.1
Female 62.5 62.0 39.1 51.0
14-18 Male 53.8 464 11.5 214
Both 59.2 56.4 24.5 40.5

Source: Reference # 31.
I= Within capital city (urban)
[I= Surrounding area (suburban)

<30 pg./g of creatinine, which represents a severe iodine
deficiency. The most severely affected group were females
from 12 to 19 years of age from urban areas with weight-for-age
deficits of greater that two standard deviations and arm muscle
areas below the 10% percentile of the reference population (31).
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With respect to the concentration of iodine in salt for human
consumption, 83% of salt specimens had content below 60 ug/
g: 13% had levels between 60 and 100 pig/g and 4% had levels
> 100 ppm (31).
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TABLE 6
ANTHROPOMETRIC INDICATORS IN THE ELDERLY
IN TWO COMMUNITIES IN THE METROPOLITAN

DISTRICT
Index Suburban Urban
Women
Age(years) 685 + 73 678 + 82
Weight (kg) 445 + 85 532 £ 112
Height (cm) 1415 + 64 1465 * 63
BMI (kg/m2) 222 + 37 248 + 44
Height / MUAC 098 - 097 + 002
Men
Age(years) 701 = 79 718 + 80
Weight (kg) 499 + 82 604 * 127
Height (cm) 1551 + 57 1588 % 59
BM (kg/m?2) 207 + 25 239 + 43
Height / MUAC 0.97 096 + 0.02

BMI: Body mass index (weight / height2)
Source: Refernce #34, 35.

Vitamin A

Deficiency isalsoa problem that has been documented since
the 1950s. This deficiency showed an important reduction
when the measure of sugar fortification with vitamin A was
implemented; however, just as with the iodination programme
for salt, fortification of sugar was discontinued, which gave way
10 a recurrence of hypovitaminosis A. Table 7 presents the
percentage of vitamin A in three studies conducted in a peri-
urban community of Guatemala and a rural community of the
metropolitan area (34, 35 y 37) More than 60% of the subjects
studied had intakes of vitamin A that did not satisfy the
recommendations of three age groups (preschoolers; mothers of
childbearing age; and elderly). In relation to serum levels of
retinol, the lowest percentage of deficiencies were in the group
of elderly, 7% with levels < 30 pg/dl. The greater percentage
was in pregnant women 52% of whom had levels < 30 pg/dl, but
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physiological changes that occur during pregnancy such as
expansion of plasma volume could partially explain the big
difference with respect to other age groups and non-pregnant
women in the same community.

Withrespect toiron deficiency, the values for haematocritas
anindicator of risk of anaemia from different studies conducted
in peri-urban areas of Guatemala City (35, 38, 39, 40 and 41)
are presented in Table 8. The greatest prevalence of subnormal
haematocrits in the urban population is found in preschoolers
and the elderly. In Table 9, the haematological indices of
women from 14 to 29 years in Guatemala City, from a rural
highland region and from the coastal plain are shown. The least
degree of deficiency was demonstrated in the urban women
(40).

OTHER MICRONUTRIENTS

In Table 10, the values for vitamin status for the elderly of
apoverty-stricken urban community and for a rural community
of the metropolitan region are shown (35,41). In both groups,
there were deficiencies among the vitamin B-complex,
specifically in riboflavin (vitamin B2), vitamin B6 and vitamin
B12. The urban elderly had a greater degree of deficiencies
than did the rural group. ‘

In children of a peri-urban community of Guatemala, zinc
status was studied; Cavan et al (42) found 7% of the population
with plasma zinc levels <70 pug/dl and 6% with hair zinc content
<70 pg/di.

CONCLUSION

In conclusion, the information reviewed allows for the
identification of nutrition and health problems that affect
primarily the inhabitants of the poverty-stricken rural areas of
the metropolitan region of the capital city of the nation; these
reflect the status of the populations with very scarce economic
resources and with less accessibility to health-care service. In
addition, these areas host a population immigrant from other
regions of the country and the nutritional status could reflect
influences from the conditions of their places of origin. Very
little information is available for the middle- and upper-classes
of the metropolitan areas in which nutritional problems of over-
consumption might be expected to be the most common. The
findings show that nutrient deficiencies are more frequent in
the rural interior of the country than in the metropolitan area.
Nonetheless, Guatemala City has a high percentage of its poor
population suffering from chronic protein-energy malnutrition.
Deficiencies of vitamin A, iron and iodine are about as common
in the metropolitan area as in the rest of the Republic. Nutrition
with respect to other micronutrients, e.g. trace elements, has
been less well studied. Given the important role they play in
physical growth and health maintenance, that situation must be
rectified rapidly.
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TABLE 7
PERCENTAGE DEFICIENT IN VITAMIN A INDICATORS
IN COMMUNITIES OF GUATEMALA CITY

Indicator
Groups studied n Dietary Plasma Reference
intake retinol
Preschool children(<6 years) 150 63.0 12.0 37
Women of reproductive age 48 89.9 15.0 37
Pregnant women 51 65.0 52.0 37
City elderly (>60 years) 110 67.0 7.0 34
Country elderly (> 60 years) 164 21.0 35

TABLE 8
HAEMATOCRIT VALUES IN SUBURBAN COMMUNITIES OF THE METROPOLITAN AREA

Groups studied n Median % Def. Reference
(Min - Max) (<38)

Preschool children (6-36 months) 82 38.0 37.8 38
(30-54)

School children (5-10 years) 531 423 7.0 39
(32-52)

Women of reproductive age 104 20.2 38 40

City elderly (> 60 years) 110 430 6.1 41
{27-59)

Country elderly (>60 years) 164 41.0 18.0 35
(21-52)
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TABLE 9
PREVALENCE OF ABNORMAL HAEMATOLOGICAL INDICATORS IN WOMEN OF THREE
REGIONS OF GUATEMALA
Haematological (Guatemala) South Coast Highlands
variable City (rural) (rural)
(urban)
Haemoglobin 7.6 12.5 454
Haematocrit 38 62 | 36.3
MCV 56.6
MCH 09 36.3
Protoporphyrins 4.0 18.7 39.3
Serum iron 16.3 37.5 60.6
TIBC 6.2 12.1
Ferritin 15.0 26.0 470
Source: Reference #40
. TABLE 10
PERCENTAGE OF ELDERLY WITH VITAMIN DEFICIENCIES IN TWO COMMUNITIES OF
THE METROPOLITAN AREA
Vitamins Cut off point Population
Country City
(n=164) (n=114)

Retinol (pug/dl) <30 210 7.1
Vitamin E (ug/dl) < 500 15.0 3.5
Thiamin (C.A) > 1.30 1.0 2.6
Riboflavin (C.A) >1.29 70.0 203
Vitamin B6 (C.A) >2.20 0.0 15.0
Vitamin B12 (C.A) < 200 38.0 36.3
Folates (ng/di) < 3.0 9.0 1.8

Source: Reference # 35, 41.
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SUMMARY Meéxico City, considered today as the most populated
city in America, was founded almost 700 years ago in a fertile and
already well populated valley. The religious, political and military
capital of an extensive empire, Mexico was already one of the biggest
cities in the World at the time of the Conquest. Completely destroyed
and rebuilt by the Spaniards according to revolutionary urbanistic
concepts, during the following 300 years Mexico City was the proud
capital of the wealthy vicekingdom of the New Spain and the largest
metropolis on the continent. Keeping its status as national hub until
the present day, during the last 50 years the city has received a strong
migratory flow, partly originated in urban/rural disparities, which has
reduced its average standard of life and has generated new and
complex social, sanitary and nutritional problems. Understanding and
solving those problems require an interdisciplinary approach.

INTRODUCTION

This is the final presentation of the first part of the workshop
whose purpose has been to describe briefly the characteristics
of eight of the largest urban centres in Latin America, and the
problems each one of them faces regarding nutrition and health.
The Organising Committee decided that Mexico City shouldbe
the final city to be described, as it is the site of the workshop.
It is also the final destination on this imaginary trip from the
southern end of the continent northwards.

Describing a whole city in a few paragraphs requires a
summarising capacity which I do not possess and requires solid
information which is not available.

I was born in Mexico City. When I was a child, it had a
population of 3 million; its sky was blue and clear; it was
surrounded by mountains, forests and some lakes, and most of
the year the impressive view of the eternal snow of its two
volcanoes was a feast for the eyes. Gradually I leamed its
history and learned its magic; both reasons for sincere pride.

' Vasco de Quiroga No. 15, Tlalpan 14000. México, DF.
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During the last few decades I have seen the city deteriorate.
Its own attractive, uncontrolled socioeconomic characteristic,
the foolishness of an alienated society and the lack of respon-
sibility of all {people, and both private and public authorities)
have led to its explosive growth, the destruction of its resources
and environment, the pollution of its air and the rise of vio-
lence- an example of what never should have occurred.

Despite these troubles, Mexico City is extremely vital.
Beyond planning, its inhabitants have a notable capacity for
adjustment and response to the problems which they solve as
they appear with intuitive, creative solutions. Reason should
advise us to abandon it; however perhaps without understand-
ing why, 16 million people stay.

Since these lines are descriptive, particular analyses or
methodological discussion of the few available studies will be
avoided; these studies are not comparable and contain a mass
of data without structure from which I intend to pick out a few
in order to develop a theme for the purpose of the workshop.

Most of what can be said about Mexico City is similar to
what has been presented for the other seven metropolises of the
continent, but aside from numerous similarities, there are
several differences with those other metropolises, the main and
more general being:

- Mexico City is unfortunately the most populated urban
centre on the continent, and the one that has grown most in
the last decade.

- Mexico City is by far the oldest among the cities analysed.
- For Mexico City, overpopulation is not a recent problem.

Since nutrition is an interdisciplinary science, a few words
about the history, geography, demography and socioeconomical
characteristics of Mexico City are in order.
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WHAT IS MEXICO?

We Mexicans use the term *“Mexico” for our country, for its
capital city and for the valley where it is located and also for one
of the 31 states composing the federation. None of these
applications is sufficient. The official name of the country is the
“Mexican United States”, and the City is really composed of the
urban area of the Federal District along with 27 counties in the
State of Mexico.

During the 19th century, there were long and bloody fights
between those proposing a centralist regime and those who
wanted to imitate the political organisation of the USA. The
centralist position was unjust, but it had Precolombian roots
which were accentuated during the colonial period, since the
capital of the Aztec empire became the capital of the extensive
viceroyalty of New Spain. The federal position finally pre-
vailed but it was artificial, a naive imitation of a model of a
completely different country which even now has not been
consolidated. The adoption of a federal sysiem required the
creation of a Federal District as a site of the federal government
which was located exactly in the old centre of Precolombian
and colonial power. This Federal District was divided into
districts one of which was called Mexico City, but 20 years ago
this district was further divided, and the name Mexico disap-
peared from the administrative language, but not from the mind
of the population who still refer to the country and to the city as
Mexico.

PRECOLOMBIAN MEXICO

Mexico, where “x” should sound like “sh”, is part of the
name of the Aztec capital, Mexico Tenochtitlan founded in
1325, and means “the place in the centre of the maguey (agave)
or the moon”; with this name the Aztecs placed its capital in the
centre of the universe, since “maguey” is a holy symbol. The
history of Mexico is, however, much older.

It seems indisputable that the American continent was
populated by Asian migrants who crossed the Bering Strait.
When they reached the central valley of what is today Mexico,
many settled and developed agriculture. One of the sites for the
domestication of com (one of the three most important foods of
mankind) is in a valley neighbouring Mexico City. One of the
oldest human remains on the continent (Tepexpan Man) was
found in the valiey of Mexico.

Once within the historical context, attention must be di-
rected to the region known as “Mesoamerica” which includes
the Centre and Southeast of Mexico today and most of Central
America. Mesoamerica was the site of magnificent cultures and
civilisations which during the peak of splendour had norival on
the planet; when Europe was submerged in the darkness of the
Middle Ages and Eurasia was being destroyed by the barbar-
ians, arts and sciences flourished in Mesoamerica and the
Andean region.
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The mother culture in Mesoamerica was the Olmec one
situated on the coast of the Gulf of Mexico from which
developed the Mayan culture (from Honduras to Yucatan), the
Teotihuacan culture (a few miles north of the present Mexico-
City) and the Zapotec and Mixtec cultures in Oaxaca, to
mention only some among many.

Teotihuacan was undoubtedly the peak of civilisation on
the Mexican plateau. It is unknown who lived there, what they
looked like and which language they spoke; the name
Teotihuacan (the place where Gods were born, or where man
became God) was bestowed by the Aztecs hundreds of years
after the first collapse of the City as they admired the magnifi-
cent ruins, the same ones which can still be admired today.
Teotihuacan flourished from before the Christian age until
several centuries after Christ’s birth. The centre of the city is
still preserved, boasting not only impressive buildings, butalso
a complex network of water supply and sewage works. Its
influence is apparent thousands of kilometres away to the
south; since no military structures have ever been found, it is
supposed that the power of the city was due to its artistic,
technological and scientific creativity.

After the unexplained decline of this culture, many others
appeared on the Mexican plateau. The Nahuas, from the North-
West of the country gradually settled, specially in the valley of
Mexico. The last tribe to arrive in the valley was the Aztecs, a
violent and barbaric people who were not accepted by the
settlers of the valley, but who were brave warriors and had very
capable leaders who finally established themselves on a smali
island in the centre of Lake Texcoco where they saw the “divine
signal” of an eagle standing on a “nopal” cactus while eating a
serpent. They carried building materials from the shore to the
island, and gradually they built Mexico Tenochtitlan.

The small island was located in what today is the *“Centro
Historico” of Mexico City, and the “divine signal” observed by
the Aztecs became the symbol of the whole country, presenton
our flag, on our coins and on all official documents.

Hard work made the city grow, and war increased its power
until agigantic empire developed from 200 kilometres North of
Mexico City down to Panama,

The city, artificially built on the shallowwaters of the lake,
was crossed by numerous channels which facilitated transpor-
tation. In the centre there were magnificent palaces and temples,
markets, schools and housing for myriads of citizens. Its
splendour was praised as eternal by the poets of the time. A
political genius, Tlacaeletl, was the real power behind the first
four or five emperors, and he achieved expansion of that bloody
empire which justly deserved the hatred of the rest of the

people.

As with any other group at the peak of imperial power, the
Aziecs considered themselves the elected people, owners of
absolute truth and masters of the World. This privileged posi-
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tion, however, conferred on them a heavy responsibility of
saving the World whatever the sacrifice; therefore, cvery 52
years they were responsible for creating the new sun and the
new age through sacrifice and prayer. That universal ceremony
took place on the “Mount of the Star” (a parallel to Mount
Sinai), today sadly affected by urban chaos.

When the Spaniards arrived, (about which Emperor
Moctezuma already knew a great deal, since relay runners, who
normally brought seafood from the Gulf coast to his table, also
brought detailed descriptions of strange visitors over more than
400 kilometres of rough mountain land) the Empire was at its
climax. The city as seen by Cortes, was larger and better
organised than any European city, and along with other cities
in the valley of Mexico, made the region one of the most
populated in the 16th century. A network of roads and bridges
connected the city with the shore of the lake, also acting as
cffective defences against possible attack. At the Southeastern
cnd of the valley was Xochimilco, “The Place of Flowers”,
cstablished in a fresh water lake on which hundreds of
“chinampas” were constructed. The “Chinampa” is one of the
most productive agricultural techniques ever developed, and it
made it possible to feed the overpopulated valley without
affecting its ecology. According to Spanish chronicles,
Moctezuma was presented every day with more than 100
different dishes, from which he selected two or three, and the
rest were given away to members of the court.

Bernal Diaz del Castillo, one of Cortes’ soldiers left a
detailed account of what he saw (1):

“One day......we reached the wide road.....we saw so many
cities and villages both on water and on land and that road
so straight, we became astonished and we said it wasa thing
of enchantment as described in the book of Amadis, be-
cause the five towers and buildings they had in water, all of
them built on stone. Some of our soldiers thought that it was
adream and I am trying to describe this, but I do not know
how”,

Francisco Lopez de Gomara notes(2):

“when Cortes arrived, the city had 60,000 houses. Those
belonging to the king and members of the court were big and
well built. Those belonging to the people were small,
without doors nor windows but usually sheltering two,
three and even ten dwellers; so there are many people. It is
founded on water like Venice. The body of the city lies on
top of water”.

This estimate of 60,000 houses with several inhabitants in
cach one of them places the population of the Aztec capital
between 200,000 and 500,000 thousand people, and even in the
case of a gross overestimation, the city had at least 100,000
inhabitants, a notable number for that time. As there were many
other cities in the valley, it is clear that it was an important
population nucleus. That extensive ostentatious and secmingly
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ctemal empire was however condemned. Cortes found numer-
ous allies in the subjugated people who hated the empire.
Furthermore Moctezuma was rather a weak leader and he
remembered well the prophecy of "the return of Quetzalcoat!”
1o end the glory of the empire. This belief facilitated the
conquest although it was still not easy. The fight was long and
ferocious, and victory could have smiled at either side. Virtu-
ally defeated and on the verge of death, Cortes managed to win
the last battle; he was an able warrior, a natural politician but a
specially tenacious and fearless man.

The surrender of Tenochtitlan in 1521 meant the conquest
of .all Mesoamerica. Cortes gained for Charles V of Spain a
land larger than Spain itself, and for the church millions of
potential Catholics.

COLONIAL MEXICO

Having defeated the empire, Cortes acquired a potential
power above that of Charles V of Spain, but he did not take
advantage of this.

With a mixture of avarice and religious fanaticism Cortes
proceeded to erase the city from the map. Everything was
destroyed and the stone was used to build a new city, wisely
established in the same place as the imperial capital. Before
falling into disgrace with Charles V, Cortes showed his capac-
ity as a revolutionary urban planner; he wanted the new city to
be exemplary, so using the main square as a central pivot, he
developed a great grid of wide straight streets, some of them
partially occupied by canals.

The destruction of the Aztec city meant the destruction of
architectural wealth and also of all external signs of the former
culture, its paintings and the books containing philosophy,
rites, language, poetry, medicine etc. It is worth mentioning
that nothing in Mexico commemorates Cortes, not a single
statue, not a single street, as if after 450 years a Mestizo
population was unable to forgive the conquest and the destruc-
tion.

The military conflict ending with the surrender of Mexico-
Tenochtitlan was long and violent, but was only the beginning
of another conflict, a lot longer and amore violent one between
two civilisations: the process of colonisation.

The colonisation of Mexico was very different from the
colonisation of today’s Canada and the USA, and the
colonisation of South America outside the Inca empire. In all
these places, the indigenous population was scarce, and not
organised intostates each with theirown strength; the colonisers
were mainly European farmers, socially well organised and
eager to live on their own work. The latier displaced the native
Indians in a relatively peaceful way but without mixing with
them. It was acolonisation without conquest, or almost without
it.
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In the case of the Aztec and Inca empires, the coloniscrs
were soldiers eager to take over the mining treasures of the New
World after having fought powerful well-established states; the
process was therefore different. The surviving people were not
displaced or exterminated, but converted into slaves to work
the mines and the land. They were made to accept the religion,
the language, the dress and eating habits of the Spanish, and a
mixing of races and cultures emerged. After the conquest,
Mexico was no longer indigenous, nor Spanish, but something
different and new.

The racial mixing did not occur under ideal conditions. It
was usually forced by the male Spanish conqueror on submis-
sive Indian women, and this trauma is still present as a source
of a variety of social and personal complexes of the Mexican
population, clearly expressed today in attitudes, behaviour and
language.

Cultural mixing also took place. The Spanish culture was
partially established. Castillian became the national language
without totally displacing most of the several dozen tongues
which are still spoken today, and was enriched by numerous
local expressions. The Catholic religion was established, incor-
porating many Indian beliefs, and without the disappcarance of
many of Precolombian components. Perhaps the richest ex-
ample of mixing took place in relation to food; without losing
Indian components, European ingredients were incorporated
into new dishes which presently make up one of the richest,
most diverse and distinct culinary traditions in the world.
Colonial architecture followed European rules, but Indian
hands gave it a special interpretation that can still be admired
in many Baroque and Churrigueresque buildings.

The new capital of the extensive vice royalty of New Spain
which spread over more than 4 million square kilometres from
Canada to Central America, was born with this background.
The new city was born in 1521 as the centre of political,
religious, military and economic power. The Mexican silver
peso was used for a long time as the standard currency in many
parts of the world. Within a few years the city proudly boasted
many palaces, hospitals, convents, a printing house (1539) and
a University (1552). To Cervantes de Salazar (1554), Mexico
was the most impressive capital on the American Continent,
and to many its magnificence, spaciousness and modem design
distinguished it above European cities.

When the Pilgrims landed in Plymouth, thus initiating the
English colony in North America, colonial Mexico City was
already 200 years old, Tenochtitlan, 400, and the valley of
Mexico had witnessed a full thousand years of civilisation.

This Viceroyalty, several-fold larger and richer than Spain,
could have been a hub of world importance, but the immense
wealth extracted from its soil and sent to Spain or the Vatican,
was intercepted by English pirates or was lost at the bottom of
the ocean. Furthermore those were the darkest years of Spanish
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Inquisition which killed human creativity and expression de-
spite theexceptional cases of Sor Juana Ines de 1a Cruz and Juan
Ruiz de la Cruz.

The colonial period lasted 300 years, a period longer than’
that of the Aztec Empire and than that of independent Mexico,
and much longer than the cycles of rise and fall of modem
cmpires. During those 300 years, Mexico City was by far the
most important urban centre this side of the Atlantic Ocean,and
in 1815 Simon Bolivar proposed Mexico as the "capital of
America" (as it was the only city on the continent with internal
force, without which there are no metropolises).

INDEPENDENT MEXICO

At the end of the 18th century and the beginning of the 19th
century, Europe enters a critical period. England loses the
USA, France gives up Canada and the Spanish Crown weak-
ens. The ideas of the French Revolution thrive in America, and
between 1810 and 1821 Latin America is liberated. To Mexico,
independence means 11 years of war, which destroys its
economy and decimates its population, and causes its intellec-
tuals to flee.

Bom with the worst prospects in 1821, the country enters a
100 years of chaos and civil war in which it loses more than half
its territory to the USA, and has 10 bear a short-lived French
invasion, The capital city of the Maximilian Empire adopted
French forms and customs in its development which can still be
found today.

After the crucial intervention of Benito Juarez, one of the
most important political figures of the 19th century, who
defeats the French, separates the Church and the State, and
creates the bases of modern Mexico the country goes through
along period of dictatorship which tries to stabilise and develop
the country. In practice, such a load of injustice was created that
in 1910 the first social revolution of the present century broke
out. This revolution finally gave birth to the new country
around 1920-1930 which is no longer the Aztec Empire nor the
Viceroyalty of New Spain, neither Indian nor Spanish, and
whose geographical boundaries are different from the former
ones. Mexico today is a very young country with scarcely half
a century of stable life, but with millenary roots, not only
Mesoamerican but also Iberic and Arabic; a young country
born by a painful and slow delivery, which conditions national
life.

For many centuries, Mexico City has been the centre of the
country. As the symbolic centre of the Church's Hierarchy, the
hub of several subsequent empires, as well as the political,
religious, economic, intellectual and military centre of the
region, the City inevitably attracts many Mexicans who visit it
and scttle here.
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MEXICO TODAY

According to the last census, the Mexican United States in
1990 had a population of 81.1 millions with a density of 40.5
individuals per Sq.Km.(3). The Gross National Product (GNP)
that year reached 185,000 million dollars giving a per capita
income of 2270 dollars per year.

The income distribution is unfortunately quite uneven. In
1984, 50 percent of the households earned only 18 percent of
the total income, while the most privileged 10 percent of
society acquired 34 percent of the income (4). Known unem-
ployment is 20 percent and the mean size of a family is 5.

MEXICO CITY TODAY

The evolution of the city’s population since 1900 to date
appears in Table 1.

- TABLE 1
POPULATION OF MEXICO CITY

(thousands)

Year Population

1900 345

1930 1029 Highest rate

1950 3136 ]— at annual 5%

1970 9045

1980 13000

1990 15785

Source (5)

As may be seen, by 1900 the city had a small population not
much greater than that of the Aztec capital 400 years before.
The population only muitiplied two fold in the following 30
years, probably due to the effects of the revolution.

Since 1930, when the country was already in a period of
political and economic stability, the city grew 871 percent until
1970, when, with 9 million inhabitantsit already figured among
the largest cities in the world. Such growth (more than S percent
per year) was of course due to the natural reproduction of the
people, but specially to the migration of rural dwellers. As with
many other developing countries, Mexico established at that
time an industrialisation policy based on protectionist strate-
gies, and sacrifice of rural areas in favour of the cities. While
the traditionally poor rural areas were exposed to increased
exploitation, the cities were given all types of subsidies and
services. It was only natural that rural dwellers decided to leave
the hard miserable life of the countryside and try their luck in
the cities.

For comparison purposes, Tables 2 and 3 present the
demographic data on Mexico. The birth rate (6) during the last
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TABLE 2
BIRTH AND MORTALITY RATES AND
DEMOGRAPHIC GROWTH IN THE MEXICAN

UNITED STATES
(per 1000 inhabitants)
Year Birth Mortality Growth
1985 49 38 11
1905 49 38 11
1915 46 39 7
1925 49 32 17
1935 46 26 20
1945 44 18 26
1955 45 13 32
1965 45 10 35
1975 38 9 29
1985 32 7 25
Source (6)
TABLE 3

TOTAL POPULATION AND CHILDREN LESS
THAN 15 YEARS AND LIFE EXPECTANCY IN THE

MEXICAN UNITED STATES
Population Life
Year Total less than expectancy
(millions) 15 years (years)
(%)
1895 1.5 40.5 29.8
1900 13.6 40.6 29.8
1910 15.1 413 254
1920 142 39.0 315
1930 16.6 394 36.7
1940 19.8 422 45.7
1950 25.8 42.8 53.7
1960 350 44 4 59.5
1970 489 46.1 63.6
1980 670 43.5 69.0
1990 816 — 69.1
Source (6)

100 years has been extremely high, and only started to decrease
in 1975. The general mortality was very high until 1915, but
notably decreased between 1935 and 1955. Popuiation growth
reached a peak of 3.5 percent per year in 1965, due to improve-
ments in sanitation and general living conditions, without
parallel changes in reproductive behaviour.

As shown in Table 3, the national population has increased
7 fold in 90 years (6), placing Mexico among the 15 most
populated countries in the world and the third in the continent.
The fraction of the population younger than 15 years has
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always been high, reaching 46 percent in 1970, implying a
heavy load on the economically productive population, al-
though also giving the country very interesting prospects for
rapid change. Life expectancy has risen from the dramatic
value of 30 years in 1895 to 69 years in 1990, indicating a
decrease in infant mortality.

Comparison of Tables 1 and 3 reveals that the population
growth in Mexico City was faster than that of the country as a
whole. While the national population grew 294 percent be-
tween 1930 and 1970, the metropolitan population increased
879 percent in the same period,

During the seventies, city development crept into the State
of Mexico (5,7) so that the figures from 1970 onwards really
represent the metropolitan area and not only the Federal Dis-
trict. In 1980, 79 percent of the metropolitan population lived
inthe Federal Districtand 21 percentin the State of Mexico, but
in 1990 the proportions changed to 62 percent in the Federal
District and 38 percent in the State of Mexico.

It is estimated that in 1992 the metropolitan population
numbers 16.1 million (19.7 percent of all Mexicans) and that
grows 2 percent per year. Even though there is no official
geographical definition of the metropolitan area, it is usually
considered as the urban part of the Federal District and 27
counties in the State of Mexico, with an area 0f 4451.2 Sq. Km.
and a density of 3617 persons per Sq.Km.(5). The population
of the urban part of the Federal District (1480 Sq.Km.) is about
10.16 million with a density of 6871 persons per Sq.Km.,
contrasting with a rather low national demographic density of
40.5. Other important urban centres in the country are
Guadalajarainthe West with 3.16 million inhabitants, Monterrey
in the Northeast with 2.77 million, and Puebla to the East of
Mexico City with 1.6 million (5); it is worth mentioning that
several million Mexicans live in California, and that Los
Angeles could well be included in the former list.

THE RAPID URBANISATION PHENOMENON

From the previous section it is clear that the country has
rapid accelerated urbanisation fundamentally due to migration
of rural dwellers. Rural migration to cities is not a new nor
infrequent phenomenon; it occurs in all parts of the world and
has characterised the present century (8). It is important how-
cver to distinguish two basic models of rural migration:

a) That seen in Europe and North America with the Industrial
Revolution in which the prosperity and labour demand in
cities attracted peasants with clear prospects of economic
improvement, availability of services and personal devel-
opment opportunities. Due to this type of migration, agri-
culture became a highly technical activity utilising a small
fraction of the national labour force.

b) The model presented in Mexico and many other developing

countries during the last 15 years in which the process is not
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due to urban prosperity but 1o rural misery. In this model,
migrants desperately run away from the countryside to
cities which have not enough employment nor services to
reccive them, and which will not offer great prospects of
personal and economic development; by comparison cities
offer beuter conditions than the countryside, but they are not
really satisfactory, more of an illusion than reality. In this
model, agriculture is not technical, thus generating a crisis
of agricultural production. Moreover, quite often the mi-
grants settled on lands surrounding the city which was
formerly agriculturally productive, and this makes the city
dependent on the supply of many products from distant
places.

Of course a small fraction of migration in underdeveloped
countries follows the first modcl, but in most cases it follows
the second one.

According tosome estimates based on current trends, by the
year 2015, 82 percent (555 million people) of the Latin Ameri-
can population will be urban, while only 75 percent of the
Europcan and Anglo-American population and 50 percent of
the African population will fit into this category (8).

Rural migration due to rural poverty overpopulates only
specific cities which then suffer an economic, social, sanitary
and nutritional polarisation; the usual contrasts deepen, and the
mean indicators of wellbeing are reduced.

Illegal urban settlements are called “ciudades perdidas” in
Mexico, “pueblos nuevos” in Peru, “favelas™ in Brazil or
“villas miseria” in Chile and Argentina. All are the same:
virtual invasions in which rural groups more or less largely
cstablish themselves around the city where there is no service
atall and often not even reasonable topographic conditions (dry
beds of rivers or lakes, steep slopes on mountains, ravines eic.).
Rudimentary “houses” are built in a hurry on those sites using
cardboard, pieces of wood or similar materials, which from the
beginning are crammed into a narrow space. These houses lack
any floor except the soil; they also lack tap water, sewage and
electricity. In some cases, after some time, these houses will be
rebuilt in better condition, but usually they will be finally
destroyed when the former water course is flooded or when the
edge of the ravine breaks.

Legal ownership of these constructions does not exist, and
this generates problems and conflict with the original owners
of the land. Sometimes the city administration regularises the
properties, but not without cases of exploitation and corruption.

In these unhealthy, crowded, unsafe and uncomfortable
neighbourhoods, there is no employment, making it necessary
to travel to the centre of the city. Transportation, however, is
notadequate. In Mexico City the inhabitants of such nuclei may
spend 5 to 7 hours travelling to and from centres of employ-
ment.
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Since employment is not sufficient in any of the big cities
suffering this phenomenon, there is widespread unemployment
or underemployment, generating high crime rates.

Family stability is weak. Overcrowding in the home and the
need to earn income cause dwellers to be absent from home.

Pollution is outstanding in these places because of accumu-
lations of rubbish and excreta; there is a notable lack of schools,
health centres and recreational facilities.

The phenomenon of “street inhabitants” develops, spe-
cially children walking around the central streets of the city.
These people look for income through both legitimate and
illegitimate means, and are exposed 1o city aggression and 10
sophisticated systems of exploitation.

Whatever their extraction and rural origin, migrants suffer
extreme cultural and environmental shock. Instead of the
natural environment in which they used to live, they are now
confronted with a mixture of bizarre walls and ceilings in filthy
surroundings quite different from their original communitics.

Cultural shock is even more intense. Most customs have to
be changed. Values, activities, beliefs, relationships and
behavioural habits are different, as are the needs and the
availability of timeand resources. On top of these deep changes,
publicity and quacks impose the consumption of expensive and
unnecessary products.

The migrant faces the transculturation process with self

devaluation, an inferiority complex which makes him lcave

behind his original patterns of life and acquire those which he
observes in hisnew environment. In this process there are gains
and losses, but the latter are specially undesirable since they
imply losing survival techniques gradually generated as solu-
tions to chronic limitations.

The migrants gain wider availability and sometimes better
prices for food than those in their original town, but lose
healthier and more economical food habits.

Among the main food changes (9) observed in the case of
Mexico City are lower consumption of tortillas and beans, and
higher consumption of white bread, pasta, rice, sugar, fats and
oils, salt, sweets, bottled soft drinks and fast foods. Thus the
diet loses fibre and starch and is more abundant in sodium,
sucrose cholesterol, and total and saturated fatty acids; in other
words this change is the opposite to the one promoted by health
authoritiesand, when reaching large enough proportions, favours
ahigher incidence of atherosclerosis, obesity and other chronic
diseases which are increasing as causes of death in adults (10).

The search for illusive prestige through imitation of urban
and foreign consumption patterns, the need to eat in the street,
and the easy access to snacks and junk food favour the negative
changes already mentioned and mean higher expenses than
with the traditional patterns. Specially important is the decline
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in breast feeding in the urban area (11). This change, in
combination with poor hygiene and sanitary facilities, is ac-
companied by high morbidity from undernutrition and infec-
lions and, consequently, by high infant montality.

INDICATORS IN METROPOLITAN MEXICO CITY

Both in the Federal District and in the State of Mexico, the
mortality rate in 1987 (26.3/1000) is lower than the national
rate (32/1000). The respective fertility rates (per 1000 women
atreproductive age) were 96.1 for the Federal District, 98.1 for
the State of Mexico and 136.4 for the whole country (10).

The mortality rate in 1987 was 7/1000 for the country, 4.3/
1000 for the Federal District and 4.1/1000 for the State of
Mexico. Infant montality was 22.6 for the Federal District, 35.9
for the State of Mexico and 23.0 for the country (10).

TABLE 4
SOCIO-ECONOMIC INDICATORS IN THE
METROPOLITAN AREA OF MEXICO CITY (1988)
(% of mexican households)

Radio and TV 96
Refrigerator 76
Telephone 36
Car 35
Earthen floor 9
Running water 98
Drainage system 80
Iliteracy 14

Source (12)

Life expectancy in 1987 was 68.8 years for the country and
for the State of Mexico and 72.4 years for the Federal District,
with slightly more than 2 years more for women and almost
three years less for men (10). In general the sanitary pattern
revealed by these figures is reasonably good.

Table 4 shows sclected socioeconomical indexes for Met-
ropolitan Mexico City obtained in the National Nutrition
Survey done by the Ministry of Health in 1988 (12).

The figures are self explanatory. Even though illiteracy is
still high, most homes have radio and television sets. The
number of telephones and cars is low, and not all homes have
proper drains although most of them have tap water.

Metropolitan Mexico City would need at least 6.3 million
jobs, but there are only about 6.1 million, so that there are at
least 200,000 unemployed people. Since 175,000 additional
new jobs are needed every year, there is a considerable gap.
Among employed people, 1.1 million eamn less than the mini-
mum wage, equivalent 10 4.20 US dollars per day.



HEALTH AND NUTRITION IN MEXICO CITY

Since there exists the possibility of a North American Frec
Trade Agreement, it is interesting to compare some indicators
of the three signing countries.

While the per capita income reaches 18,530 US dollars in
the USA and 15,160 US dollars in Canada, it is only 2,200 US
dollars in Mexico. There is an eight fold gap between Mexico
and the USA which is complicated by the extreme asymmetry
of the distribution of income in Mexico and the demographic

. growth which is 2.2 percent a year in Mexico against 1 percent
in Canada and the USA (13).

The economically active population is 29.3 million in
Mexico, 13.5 million in Canada and 123.4 million in the USA,
with an annual growth of 3.4 percentin Mexico and 1.7 percent
in the other two countries; the type of employment is also quite
different. The primary sector represents 23 percent in Mexico,
against 3and 5 percentinthe USA and Canadarespectively; the
secondary sector is basically similar in the three countries (25-
27 percent) and the tertiary sector is only 52 percent in Mexico,
as against 70 percent in Canada and the USA (13).

The minimum wage in Mexicois4.2 US dollars per day, as
against 32 US dollars in the USA. The monthly minimum wage
for the manufacturing sector is 282 US dollars in Mexico, 1985
US dollars in the USA, and 2055 US dollars in Canada (13).

Data on the urban diet in Mexico are very limited. Table 5
shows data obtained in the National Nutrition Survey in 1979
for Mexico City.

TABLE $§
COMPOSITION OF AN URBAN
FAMILY DIET(1979)

(per person per day)
Energy 2180 kcal
Protein 78 g
Triglycerides 103 g
Carbohydrates 255 g
Iron 21 mg
Calcium 980 mg
Cholesterol 385 mg
Retinol 580 g
Vit. C 62 mg
Source (9)

Average cnergy intake is almost 2200 kcal per person per
day, with a high contribution of fat (42 percent) and protein
(14.3 percent), some excess of cholesterol, enough iron, vita-
min C and calcium, and little retinol (9).

Table 6 presents some anthropometric data in preschool
children and non- pregnant women in the metropolitan area of
Mexico City obtained in the National Nutrition Survey of 1988
(12).
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TABLE 6
ANTHROPOMETRIC INDICATORS IN
CHILDREN LESS THAN 5 YEARS OLD AND
IN NON-PREGNANT WOMEN, 1988

(% of cases)
Deficient
Indicator Normal Excess
Total  Serious
Wi/Age 31.1 , 52.3 12.9
Hi/Age 24.7 1.1 71.1 —_—
WuUHt 13.0 0.6 68.5 13.6
BMI women 221 — 24.1 25.2(43.5)

Source (12): Encuesta Nacional de Nutricion 1988.

The best indicator of active undemutrition, Wi/Ht, indi-
cates there were 13 percent undernourished children (0.6
percent severe cases) and 13.6 percent overweight children.
Nearly 25.5 percent of the children had short stature and the
Quetelet index in non-pregnant women was low in 22 percent,
normal in 24 percent and high in 25 percent of the cases (12).

MEXICO CITY IN THE WORLD

In 1990, the Population Crisis Committee published an
interesting analysis of living conditions in the 100 most popu-
lated cities in the world. These results are pertinent to this
workshop (8). From the rich and abundant material of these
analyses, a few figures are commented on in the following
paragraphs.

The first cities appeared about 6,000 years ago, but the
“urban explosion” started only in the last 50 years. In 1900 only
10 percent of the world population lived in cities, and in 1950
this proportion reached only 30 percent with only 26 cities over
2 million inhabitants and 10 cities over 5 million inhabitants. In
1990, however, there were 33 cities with more than 5 million,
15 reaching more than 10 million and 6 with over 15 million
inhabitants.

Table 7 lists the 10 largest urban conglomerations and their
population in 1990 and 1965 according to the Committee.

Three of these conglomerations are Latin American cities,
and the three have been analysed in this workshop: Mexico, Sao
Paulo and Buenos Aires. In 1965 only three cities in the world
had more than 10 million inhabitants, and the largest in Latin
America was Buenos Aires (8 million), closely followed by
Mexico and Sao Paulo. In 1990, however, Mexicoranks second
in the world and first in the continent, while Buenos Aires ranks
10th. From 1965 10 1990 Seoul was a rapidly growing city,
while New York and Moscow virtually did not grow.
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TABLE 7
WORLD URBAN CONGLOMERATES
AND THEIR POPULATION
(millions of inhabitants)
1965
Conglomerate Population
Tokyo Yokohama 18.1
New York 16.5
Osaka Kobe Kyoto 114
Moscow 8.9
Calcutta 8.1
Buenos Aires, La Plata 8.1
Mexico 7.0
Sao Paulo 0
Bombay 54
Seoul 44
1990
Congiomerate Population
Tokyo Yokohama 29.0
Mexico 20.1
Sao Paulo 179
New York 17.5
Osaka Kobe Kyoto 16.9
Seoul 164
Moscow 13.3
Bombay 13.3
Calcutta 13.0
Buenos Aires, La Plata 12.6
(London) (11.0)
(Panis) (10.0)
Source (8)

At the end of Table 7, London and Paris are included as
important references, since for the last 200 years they were
prototypes of large cities, and today, they occupy quite a
secondary piace population-wise.

According to the Committee, the annual growth of Mexico
City, Buenos Aires and New York during the Eighties was 3.8
percent, 1.78 percent and 0.32 percent respectively. During the
same period Tehran grew 4.7 percent, Djakarta 4.4 percent,
Madras 4.2 percent, Belo Horizonte 3.85 percent, Guadalajara
3.4 percent, Los Angeles 1.83 percent, Boston 0.32 percent and
Rome 0.29 percent.

According to the 1990 National Census, Mexico City only
has a population of 16 million and not 20 million as the
Committee points out, which establishes uncertainty about
reliability of other figures in the study. Even though the daia
used by the Committee may not be strictly comparable between
cities and countries since their origin is different, often subjec-
tive (opinions) and without uniform criteria, nevertheless, the
study is extremely interesting and deserves analysis.

78

The study took 2.5 years to complete. The Committee sent
167 questionnaires to 200 experts in 45 countries and data was
received about 98 cities. The questionnaire established 12
indicators, but the analysis of unemployment and of nutritional
status was eliminated in the end, since the answers lacked
consistency and were incomplete. No questions were made on
purpose about culture or recreation, since national bias in this
respect was likely. In the end only the following 10 indicators
were used: -

1. Safety: murders per 100,000 inhabitants per year according
to police estimates.

2. Food costs: proportion of the family income spent on food
(Metropolitan average).

3. Living: number of persons per room based oncity estimates
of the number of homes and the average number of rooms
per home.

4. Quality of homes: number of homes with tap water and
electricity (average of both indicators).

5. Communications: number of telephones per 100 inhabit-
ants according to local companies adjusted for the number
of incomplete calls.

6. Education: proportion of 14 to 17 year olds attending
secondary school.

7. Public Health: infant mortality per 1000 live births per year.

8. Quiet and Silence: score of environmental noise from 1 to
10 estimated by those answering the questionnaire.

9. Traffic speed: esumate of the time needed to go from the
commercial centre of the city to the airport at the peak hour
in the morning.

10. Air quality: The lowest value for ozone particles or SOy .

Each indicator was scored from 1 to 10, and a grand total
was obtained with a theoretical maximum score of 100 points.
Table 8 shows the marks obtained by Mexico City, Guadalajara,
Monterrey, and other cities selected in each case as interesting
for comparison purposes. We have eliminated the extremely
subjective indicator of quiet and silence, but the proportion of
the population estimated as living in depressed areas of the city
is included.

The numbers speak for themselves, and it is clear that
Mexico City does not rank well and is included in the “bad”
category; Guadalajara and Monterrey showed better marks but
they are quite far bechind Melboume, Montreal and Seattic
Takoma with 86 points. Boston had 71 points, Tijuana 63,
Buenos Aires 55, Santiago 50, Calcutta 34 and Lagos 19.

Besides the probable uncertainty of many of the data used
in this exercise, it is also difficult to interpret them because of
the use of averages.
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TABLE 8

POINTS OBTAINED BY MEXICO CITY, GUADALAJARA, MONTERREY AND OTHER SELECTED CITIES IN THE INDICATORS

STUDIED BY THE POPULATION CRISIS COMITTEE (1990).

Criteria*

Indicator México City Guadalajara Monterrey Other cities 1point  10points
Murders/yecar/100 000 inhab. 276 84 9.5 Cairo 56.0, Washington 14.8 >30.0 <15
Food expenditure (%) 410 40.0 450 Lima 700, Paris 21.0 >60.0 <16.0
Persons per room 1.9 1.6 1.9 Bombay 4.2, N.York 0.5 >24 <0.5
Houschold with water and clectricity (%) 94.0 82.0 97.0 Lagos 50.0, Kmshasa 33.3 <50.0 >99.0
Telephones per 100 persons 6.0 120 120 London 50.0, Lima 2.0 <10.0 >69.0
Young pcople in secondary school. 620 67.0 74.0 Moscow 100.0, B.Aires 51.0 <4()-.() >94.0
Infant mortality/1000 live births 22.0 26.0 19.0 Tokyo 5.0, Karachi 97.0 >97.0 <100
Traffic Speed 13.0 36.0 . 450 Atlanta 64.0, N.York 14.0 <17.0 >64.0
Cleanliness of air (ppm O3) 041 0.19 Los Angeles 0.35, N.York (.28,

Santiago 0.40, Sidncy and Taipei 0.00 —

Population in deprived arcas (%) 420 — — Kinshasa 60.0, Bogota 60.0,
Calcutia 67.0, Casablanca 70.0

FINAL COUNT (points)** 38 53 sl

Mclboume and Montreal 86.0, Lagos 19

*  The worst value is one point, and the best is 10 points which is considered the ideal.

** >75“Very good”, 60 10 74 points “good”, 45 to 59 points “average” and <44 points “bad”.

Source (8)

ALID OJIX3IW NI NOLLRILNN ANV HLTV3H
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The proportion of the income spent on food depends on the
local cost of the products and on the local cost of other
expenditure items (transportation, housing, education, recre-
ation, health etc). Thus a figure of 50 percent in New York
would represent a much more critical situation than in cities
where transportation is extremely cheap, and education and
health services are virtually free.

The traffic speed as it was investigated is not probably a
good indicator of the real traffic speed for the rest of the day,
and it depends on the size of the city and how far the airport is
from the centre.

According to the Committee’s report, some cities would be
virtually uninhabitable due to traffic paralysis or violence.
Usually misleading averages dre even more misleading when
used to describe variables which do not distribute normally.
Eventhough those indicators may reveal undesirable situations
in general, such situations take place in specific parts of the city
and therefore the situation may be evenworse in those zones but
much better in others.

EPILOGUE

These pages have tried to sketch Mexico City, with its old
splendour and importance, and its alarming present situation.
Due to its size and complexity, Mexico City’s problems often
have no precedent. The study of these problems and moreover
their solution is a gigantic task which obviously demands a
multidisciplinary approach and a united effort.

REFERENCES
1. Bernal Diaz del C. Historia verdadera de la Conquista de la

80

10.
11.

12.

13.

Nueva Espafia. Biblioteca Porrua México Vol. Ip 279, 1955.

F. Lopez de G. Historia General de las Indias. Conquista de
Mejico. Biblioteca Porrua México.

Instituto Nacional de Estadistica, Geografia ¢ Informética. X1
Censo Generalde Poblaciény Vivienda: resultados preliminares.
México 1990.

Instituto Nacional de Estadistica, Geografia e Informética.
Encuesta Nacional de Ingreso Gasto de los Hogares. México.
1984.

Campos O, CS. Demografia delaCiudad de México: los mismos
problemas con menos poblacién. Demos, 4: 23-24, 1991.

Mier y T, M. Dindmica de la Poblacién en México 1895-1990:
el gran cambio demogrifico. Demos, 4:4-5, 1991.

Negrete, ME & H Salazar. Dindmicade Crecimiento Poblacional
enlaCiudad de México. En: Atlas de la Ciudad de México 1987.
El Colegio de México y Departamento del Distrito Federal.
México. 1987.

Population Crisis Committee. Life in the World’s 100 Largest
Metropolitan Areas. Washington DC 1990.

Bourges, H. Nutritional Status of the Mexican Population. En:
Nutrition in the 1980’s: constraints in our knowledge. Nueva
York Alan R.Liss Inc, 1981, p 249-269.

Secretaria de Salud. Estadisticas vitales 1987. México. 1991

Secretaria de Salud, Colegio de México. Encuesta Nacional de
Fecundidad de 1979, 1984 y 1989. México.

Sepiilveda, AJ. Estado nutricional de los preescolares y las
mujeres en México; resultados de una encuesta nacional
probabilistica. Academia Nacional de Medicina. México 1989.

Jusidman, C. El Tratado y las Asimetrias: la poblacién y el
salario frente a la globalizacién de la economfa. Demos, 4:30-
31, 1991.



PART 1I

THE SOCIAL SCIENCES APPROACH TO URBAN
NUTRITION






ARCHIVOS LATINOAMERICANOS DE NUTRICION
Organo Oficial de la Sociedad Latinoamericana de Nutricién

Vol. 44 No.2
(Supiemento)

RECESSION, STRUCTURAL READJUSTMENT AND URBAN
ALIMENTARY SYSTEMS

Cynthia Hewitt de Alcdntara!

UNRISD

SUMMARY During the last decade, Latin American societies have
resented the impact of a deep recession accompanied by official
policies of macroeconomic rearrangement and institutional restructur-
ing that have affected the options of life of the population. This article
analyses the way different groups in the big cities have been affected
by the process of change, focusing the discussion towards the way that
access to food has been modified.

Although it is possible in this matter to make reference to a series of
general indicators such as changes in consumer prices, in real salaries
and in the proportion of income designated to food, they conceal a
great variety of special circumstances and specific types of crisis
responses. The knowledge of these last ones constitutes the real basis
to any effort to improve the options of life of the vulnerable groups.

The family and community strategies of food provision that are
elaborated nowadays in the Latin American cities are conditioned by
a whole network of economric, social and political relations, that
overall can be visualized as an "alimentary system”. This network
incorporates many agents, from the agricultural producer up to the
urban or rural consumer; and all these agents whether in their entrepre-
neurial or individual roles have adapted to the challenge of the crisis
and restructuring, changing, by these means, the options of the other
parts of the system.

Obviously the State constitutes a central element in the macrosocial
context that conditions the food options of the vulnerable groups. And
it is when policies related to the alimentary system are touched upon
that a series of fundamental dilemmas of the distribution type are
confronted, which could cause mobilisation of the affected groups. In
this text some of the tendencies of change in the urban alimentary
system, in the policies and in the supply strategies of some local
groups, and their relation with the economic crisis of the eighties, are
examined in more detail. (Special reference is made to Mexico).

! United Nations Research Institute for Social Development (UNRISD)
Palais de Nations, C.H. 1211, Ginebra, Suiza
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INTRODUCTION

During the past decade, Latin American societies have felt
the impact of a deep recession accompanied by official policies
of macroeconomic adjustment and institutional restructuring
that have affected the life of the entire population. In the
majority of the countries of the region, and during most of the
period, there has not only been a stagnation of the economy but
also a frank recession. The gross national products have grown
at a rate below that of the population growth, wiping out the
benefits gained during the previous years, and making the
present level of economic activity similar to that of about 1970.

Although the critical phase of the recession began in 1982,
and was related to changes in the international financial system
which led to the debt crisis, we are facing much more than a
problem with debt payments. Ataregional level, the happenings
of the 1980’s reflect a crisis in the model of development; and
at a global level, these occur within a context of basic changes
in the technological and organisational bases of the world
economy.

The overriding discourse in this day and age at the
international level defines the crisis of the Latin American
development model in macroeconomic terms: according to this
approach, the efforts to modernise the economies of Latin
America during the 1950°s, 60’s and 70’s were not viable
because they were based on an inward looking’ industrialisation
strategy, protecting the goods and services based on comparative
advantages on an international level. Therefore, the current
macroeconomic policies are orientated, almost without
exception, toward the opening of the Latin American economies
tothe international market and the promotion of a developmental
style based on promoting foreign exports.

There is, however, another way to view the aforementioned
crisis in the developmental model, one in which its inviability
is found in the markedly partial and unequal character of the
modemisation which was encouraged. Industrialization has
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advanced from a restricted social base, investing little in rural
development and concentrating the benefits of growth both
geographically and socially. To satisfy the growing demands of
the majority groups, less has been done about progressive
redistribution of income than about internal and external debts,
substituting an increase in the tax burden for loans, under the
constant threat of a flight of capital overseas.(1) The large cities
of Latin Americaare the productof this model of modernisation.
The modern society of Latin America is being generated with
large middle and working classes, and both, wealth and misery,
are concentrated in them. Also in the large cities, one feels the
strongest impact of the present economic crisis and the efforts
for reform and structural readjustments.

These effortsrespond to various imperatives, some of which
are of a completely macroeconomic type. The first and most
obvious is simply to generate funds to assure the servicing of the
debt; but it is also urgent to promote a certain level of export or
attract enough foreign investmentor credit to be able to continue
importing the goods and services which the Latin American
societies need. Also, they must ensure monetary stability,
reducing therisk of hyperinflation, as well as increasing incomes
and reducing government expenses.

All of these macroeconomic imperatives have social and
political implications. They benefit some groups or types of
people, but worsen the situation for others; they create new
incentive structures with which to build life strategies; and they
imply profound changes in the role of the state in the economy
and in society.

Moreover, the crisis of the 1980°s stimulated other changes
that are not so much macoreconomic but macrostructural; that
is, involving reforms in the institutions and in the laws, which
change the “rules of the game” within society. Restructuring the
public sector in many countries (which includes the elimination
or reorganisation of agencies and businesses) is an example of
this phenomenon. The process of privatisation, accompanied
by a whole series of legal reforms, is another.

In what ways have these changes conditioned access to food
in the large cities of Latin America? With a certain level of
generalisation, this is a question that can easily be answered: it
isobvious that the fall in income levels and the cutback of many
government programmes have increased the poverty, hunger
and malnutrition. However, if we expect to design strategies to
counteract this tendency, it is important to be precise. The
families that face the problem of the economic crisis do so
within a specific context that varies according to one’s position
within that economy, one’s place of residence, one’s social
relations and one’s political resources. In addition, the reforms
ina series of state policies affect different groups within society
in different ways, and one must look for a solution within a
reality that is even more complicated both at the national and
international levels.

In what remains of this chapter, I would like to consider the
question of the impact of the crisis on urban food options
through an analysis of four topics: 1) some trends in the
employment arena and income levels during the last decade,
along with some fundamental changes in the access to economic
resources; 2) changesin food policy that accompany therecession
and macroeconomic adjustment; 3) alterations in the food
systemsresulting from these trends; and 4) finally, the evolution
of family acquisition strategies.

It is useful to make constant references in this analysis to the
manner in which all observed tendencies affect what one could
call the "right to food". As Amartya Sen has explained, each
socio-political context and each economic regime contain
complexities of their own rules that define the ways by which
the distinct groups can assure their access 1o food in a legitimate
way. This structure of possibilities or rights, which has become
to be known as “entitlements”, is now changing in Latin
America—as it is throughout the world— and it is worth our
while to understand the implications of this change. (2)

In a market economy, the primary way to secure access to
food is to buy it, and one’s purchasing power depends on
income. Examining the available information on the proportion
of the population that does not have a sufficient income to
sustain the basic family food-basket (defined as the “extremely
poor™), we see that this segment increased from 11 to 14 % in
urban areas; this reversed a mildly positve trend of the prior
three decades toward a slight improvement in the situation. The
proportion of urban homes that can be considered as poor
(defined as earning twice or less the cost of the basic family food
basket), went from 30 to 36% during this same period.(3)

Some aspects of this trend which lead to the deterioration of
the family purchasing power deserve to be underlined. In the
first place, the CEPAL reports that, for the first time, the urban
poor in Latin America became more numerous than the rural
poor at the beginning of the 1980°s. That is to say, with urban
growth, poverty is more concentrated in the cities, despite its
amazing prevalence in rural areas of the region.

In second place, the crisis appears to have an especially
notable impact among households whose income has been
close to the poverty level, pushing it below the cut-off point.
This has created a group of the “recent poor” whose numbers
grow more rapidly than those in households that live in extreme
poverty.

This fact is clearly associated with some trends in the labour
marketof Latin Americancities. The increase in the unadjusted
urban unemployment rates has been notable in some countries,
almost doubling in Santiago beween 1981 and 1983 (when it
rose to an alarming level of 22% in 1983), doubling in Buenos
Aires beween 1980 and 1986, and suffering an increase of 65%
in Caracas. It is precisely the male heads of households who
appear to have been the most affected by unemployment,



RECESSION, STRUCTURAL READJUSTMENT AND URBAN ALIMENTARY SYSTEMS

although there has also been an increase in the unemployment
rates among young men and women.(4)

At the same time, the houschold surveys suggest that it is
still the case that in those who have work, there has been a shift
from jobs with greater productivity to those of lesser productivity,
both in the industrial sector and in service industries. According
to CEPAL, “the major reductions of the participation in
employment affects public employees and salaried workers in
the manufacturing industries... with a reduction in jobs of better
quality in terms of stability, social security coverage and social
benefits”.(5)

The jobs in the service sector have increased, but the average
product of this sector has fallen to a striking degree, and there
has been a considerable reduction in earning in those who are
described in the surveys as unskilled self-employed— that is to
say, the vast majority of the sector of the “informal” poor.(6) In
this way, job opportunities were restricted both for the very poor
families and those who struggled to maintain themselves above
the poverty line, and even in the urban middle class, which has
suffered important setbacks in income in all countries of the
region in the last decade.

The aforementioned trends have implied especially abrupt
falls in living conditions of urban families when they have
corresponded to periods of high inflation. It is useful to
remember in this context that inflation has been an endemic
ailment in a large part of the region for many years, and that
some countries have reached extraordinary high levels: 8,160%
in Bolivia in 1985; 33,600% in Nicaragua in 1988; 1,475% in
Brazil during 1989. And it is precisely in the name of price
stabilisation that some recessive policies have been implemented,
which have led to the increase in unemployment rates.

In summary, then, the evolution of the employment market
and the negative trends in the levels of wages and prices have set
back some of the principle bases upon which the right to food
in afree-market economy rest. And it is budget cuts as much as
the progressive redefinition of the state in the economy which
reduce or eliminate some more elements in the range of feeding
options for urban residents.

In some countries, from as far back as the 1950’s and
60’s,(and later in others), the progressive organisation of the
working class and other groups of salaried professionals
permitted the creation of a series of mechanisms which
significantly improved the mode of access to food. Through
union stores, food dispensaries and other institutional channels,
these sectors of the urban population increased their rights (or
entitlements) and defended their incomes. With time, some of
these benefits were extended to the urban population in general,
by means of state programmes of sale of basic staples at
controlled prices or by the expansion of subsidies to allow
access to certain foodstuffs at costs well below their market

price.
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Of course, not all of the population benefits by these
programmes: in the case of Mexico, for example, the subsidy on
tortilla was general, and allowed almost all of the inhabitants of
the metropolitan region to get access to the subsidy; but in order
to obtain other basic goods at a better price, the buyer has to be
able to go to special shops (that is to the unions, DICOSNSA,
orothers), which means spending extra time and travel: this was
possible for some families, but not for others. The pattern of
geographic placement of the government infrastructure
inevitably contributed to the formation of differentiated supply
catchment areas across which the prices could vary widely.(7)

It is obvious that the closing of many of these selling outlets
(shops, kiosks) and the elimination of these subsidy programmes
or the price controls that sustained them, signified a deterioration
of accessibility of certain basic staples to the low-income
clientele. In Mexico City, the infrastructure of government and
union stores benefitted all of the lower class, and other
(higher)classes resident in the same neighbourhoods as the
subsidy outlets. Although this raised criticism from those who
wanted to target the state resources only to the poorest groups,
we should remember that— as we have just seen— it is
precisely the groups that used to be able to keep themselves just
above the poverty-line which have frequently fallen into poverty
in the economic crisis of the 1980s.

Within the context of the prevailing austerity, the urban
alimentary policy is increasingly being reduced to attempt to
direct scarce government resources to programmes that mitigate
the most serious problems of malnutrition, and to “target” a
reduced core of subsidies toward the most vulnerable groups
within society. The strategy, strongly supported by international
organisations, is of vital importance to the extent that it manages
to protect the health and alleviates the hunger of those segments
of the urban population that live in the worst conditions.

However, it is important to remember that the “targetting”
of the subsidies implies difficulties both of a technical and of a
political nature. Itisrelatively more efficient when the subsidised
foods can be delivered to easily identifiable groups, such as
school-age children or mothers who attend clinics; and it is
relatively less efficient when one tries to direct the subsidies to
homes which are defined in terms of income levels. In this
sense, the experience of Chile can serve asa lesson. The Chilean
government was successful in preventing infantile malnutrition
during a period of deep crisis, but the attempt to “target” a series
of subsidies, by way of applying a periodic census which tried
to distinguish the poorest from the less poor, has been severely
criticised for its inefficiency and lack of respect for people.(8)

Inaddition, there are instances in which a general subsidy on
centain basic foods has clearly beneficial effects for the collective
low-income population, and in attempts to make the subsidy
programmes reach their target has a negative effect on the
welfare of the poor. Nora Lusting refers to this situation when
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she says that, in the case of Mexico: “a general subsidy on corn
and derivatives of maize, on beans , on bread, on rice, on pasta,
on cooking oil, and on eggs.....produces a progressive
redistribution of purchasing power. For this reason, the
suspension of some general subsidies of basic foodstuffs, might
have had aregressive result, despite the manifest intention of the
targeting of the subsidies to help the poorest population. Also,
it is not clear if, after introducing this targeting, the subsidies
really reached the population with the greatest need”.(9)

Thus, although there is undoubtedly an argument in favour
of the rationalisation and restructuring of subsidy systems
which become too costly and inefficient, Latin American
governments have been pressured by the crisis and by the
burden of debt to make cuts that cannot be justified simply on
the basis of efficiency, and which depress the levels of intake by
poor urban groups. Given this situation, many nations resort to
foreign aid to get the food which is delivered to the public, as
part of emergency nutritional programs, or they support certain
attempts to control prices, or simply spend their effort on
improving an inefficient urban food supply system.

Even in situations such as that of Mexico, in which a strong
dependence on foreign food assistance has not emerged, the
governments are confronting a dilemma that can only be resol-
ved by increasing their dependence on grain imports. This
dilemma developed because, by cutting the food subsidies in
order to reduce state expenses, the prices of basic staples rise.
This, inturn, contributes to inflation and is acause of widespread
popular protest. Both in the fight against inflation and to
maintain political stability, it becomes necessary (o reinstitute
a policy of cheap food, but this cannot be done by resorting to
the former level of subsidies.

Basically, there are two ways to assure the continuation of
the prior policies of cheap foods for urban areas: 1) one can
implement price policies for the national agricultural producers
which depress their profits but assure a flow of inexpensive
grain to the cities, or 2) governments can take advantage of low
prices on international markets, pinning their policies even
more on imports. In reality, the second option can be seen as a
way of “importing” the subsidies that other nations give to their
agricultural sector, in order to replace the subsidies that were
formerly established locally.(10)

The implementation of these two strategies (low prices to
the agricultural producer, combined with an increase in the
volume of importation of basic staples), now affects the
conditions of production andthe living conditions of the rural
populations in various Latin American countries: and this
cannot help but have repercussions, although in an indirect
manner on the options for feeding urban houschalds (11). A
corollary of rural impoverishment ismigration, which increases
the number of people with few resources who have o seek
employment, income and home in the cities. Anagher corollary
is the breaking up of the networks of mutual support that link the
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members of extended families that live in the countryside with
others living in urban zones. In summary, considering how the
food resources that the urban families have available to them are
changing, it is obvious that we must take into account the
parallel evolution of livelihood options in rural areas.(12)

The combination of changes in the alimentary policies
associated with the macroeconomic adjustment (the cutback of
subsidies, the elimination of price controls and of various
programmes associated with the economic crisis, itself, affects
in a complex way not only the individual family's options, but
also indivuduals that eamn a living within food commerce. The
farmers and livestock producers, the processing plants, the rural
middlemen and the urban wholesalers, the large supermarket
chains and the owners of stores, restaurants, and tensof thousands
of family business that have stalls in a market or in the street or
that sell prepared meals—all must adapt to the context of
recession and structural readjustment, and this, at the same
time, modifies the feeding and nutritional options of the
population.

In the first place, this process appears to have created a
growing polarisation within the alimentary system, a faithful
reflection of the increase in inequality within Latin American
societies collectively. As CEPAL comments in its most recent
report, some groups within the upper income brackets have
been favoured by the crisis of the 1980’s: “in the majority of the
cases, the most well-to do (comprising 5 percent) saw their
incomes remain stable or rise while those with the lowest
income (75 percent) saw theirsreduced, accentuating the contrast
between wealth and poverty”. Asaconsequence,anew demand
for luxury goods and services in metropolitan areas in Latin
America has developed, reinforcing the policies of opening up
commerce, which facilitates imports.(13)

It is logical, with the market system, that this increase in
inequality would introduce new distortions in the patterns of
investment. It must be less interesting to produce or sell some
basic products, or products of mass consumption, when the
purchasing power of the majority is in decline. And in more
than a few instances, the investment in productive activities of
eithertype becomes less profitable than in financial speculation,
This is specially probable when the opening up to foreign
markets introduces elements of competition that threaten to
make entire sectors of the small and medium sized industry (or
agriculture) of a nation obsolete.

The policies of adjustment create, in addition, a strong bias
toward the promotion of agricultural and livestock exports,
which may or may not have repercussions in terms of the
compositon of the flow of edible products to the large cities of
Latin America. In theory, witha perfectly balanced international
market, the increase in exports cancels the import debt for
edible goods needed to satisfy local demand. But with local
scarcities and volatile, saturated and restricted international
market, the increase in the exchanges implies a growing
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vulnerability of the food system.

Leaving aside questions of international conflicts, which
can cut off the mechanisms of supply in a violent manner (as in
the case of Peru or Central American countries), the most
important changes that have occurred in the primary mechanism
of urban supplying during the last decade must be understood in
relation to commercial strategies of the big private wholesalers.
This is an important topic of research.(14)

In terms of the retail sector, it seems clear that the vast
majority of all the shops and stalls that provide the basic
elements of the diet, have been affected in a negative way by the
crisis of the 1980’s. These fargily businesses often operate ata
level close to subsistence and with a low-income clieniele. For
them, any tendency of price rises for the products they buy, on
the one hand, and the fall in public buying power, on the other,
creates problems that frequently cannot be resolved. We are
experiencing aconstant process of bankruptcies and elimination
of small business within the sector, which, nevertheless keeps
growing. Small businesses constitute one of the few options of
employment within reach of many families, a fact that assures
their continuance.(15)

For the consumers, the economic difficulties of the small
merchant can signify supply problems. It is common, for
example, that a bias toward supply of junk products, which are
sold on credit, isaccentuated among neighbourhood businesses.
A similar process appears to be occurring within the vast sector
of prepared foods, where the quality of the foods offered to the
public could be reduced in an alarming way under the impact of
the crisis. To be able to survive, the small dining establishments
and eateries in popular neighbourhoods must function with low
prices; and this makes them reduce the ingredients which they
use in their dishes, cutting back on the variety in the menus, and
resorting to products which could be leftovers. Adulteration of
foodstuffs is another problem that appears in times such as
these.

The life strategy that most of the low-income families
design in response to the crisis actually reinforces their
vulnerability to the situation. The urban population responds to
the compression in salary levels, the decline in real income, and
the threat of unemployment with an attempt to work more. Men
whoare fortunate enough toretain their employment in industry
work extra hours; those with a poor-paying job seek additional
ones; women and children increase their participation in the
workplace. This situation reduces the capacity of the homes to
get foods. There is no longer time to seek the best products at
the best prices. There is no time to cook. There is no time or
resources to continue to raise chickens or pigs in the yard or
patio of the house. The dietis cut back in certain extremely basic
products, one eats less frequently, and one eats on the go in the
street.(16)

If there is anything at all positive in this panorama it is the
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effort of groups of neighbourhood organisations to maintain
community kitchens or to pressure the government for aid for
their cooperatives. Mexico, for example, has tried out Popular
Supply Centres (Centros Populares de Abasto), supplied by
Urban Solidarity Warchouses (Almacenes Urbanos de Solida-
ridad), both associated with the CONASUPO/DICONSA
programmes and govermed by user councils. However,
programmes of this type, in which the beneficieries constitute
a group, can be threatened by attempts to target the subsidies,
which insist on directing the low-priced products toward the
poorest individuals.

With this observation, we return to our starting point in this
discussion,; i.e. the relationships between the economic crisis,
the measures of structural readjustment, and the modification of
the institututional structures and rules that condition the
legitimate access to foods. At the present time, many of the
public institutions that facilitated this access have been eliminated
or have suffered profound modification to their programmes.
This tends toward an extreme situation, in which the right to
food is even more conditioned to a handful of options; to assure
it in a private manner through an adequate family intake; to
organise groups of mutual support; or to depend on charity
handouts.

Both the complexity of the changes in the world economy
and thechallenge of austerity policies, or structural readjustment
place real limits on the role that the public sector can assume
within the food system in Latin American countries. It becomes
especially important, then, that we promote public dialogue
about the real options of food policy and to insist that the
dialogue be sincere and above-board. The way in which
subsidies on consumer items should be reorientated and reforms
on price structure to the producers of basic goods; the degree in
which it is acceptable to open the food systems up to overseas
involvement; the way in which it is reasonable to restructure
state programmes of commercialisation of basic staples—these
are the topics that merit serious consideration. They form part
of a larger debate on the type of development that will
predominate in the Latin American region in the future.
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SUMMARY The growth of cities has to do with natural expansion
and with rural migration, due to the weak economic conditions prevalent
in the countryside. If the growth rate remains stable during the next
thirty years, we can predict that the world population living in the cities
in the year 2020 will reach 3.4 billion people. This phenomenon
generates important problems in developing countries and they do not
have the resources or the means to solve them.

Urbanisation affects food production because it imposes a new model
which demands more fresh products, both vegetable and animal, with
less traditional food which forces agricultural patterns to change. On
top of this, cities are occupying new agricultural areas, and consume
large volumes of water and fuel which accelerates the deterioration of
natural resources.

From a human stand point, urbanisation offers precarious economic
and social conditions. Inmigrants are forced to live in slums without
services or hygiene, until they can pull out. During this transitional
period new food consumption models, which can also demand “new”
imported goods are developed.

Despite this “westernisation™ of the diet one can observe a better
nutritional level in the urban than the rural population. This is due to
the better quality of processed foods, and a larger variety of them; in
this area street food plays a relevant role.

For the urban, dweller better nutrition with accessible prices and
quality control can be obtained through adequate urban infraestructure
like markets, warehouses, effective distribution mechanisms and
adequate transport.

Nutritional intervention programmes such as subsidies, coupons,
consumer education, training of personnel have been implemented in
many countries with a high level of success.

Nevertheless, all thesemeasures may constitute anirresistable attraction
to those that are left behind in the fields and can have a negative effect.
A realistic policy of urban nutrition must consider the urban-rural
Phenomenon as a whole, beginning with a structured integral support
of the rural aress.

! Organizacién de las Naciones Unidas perala Agricultura y 1a Alimentacién.
Via delie Teme di Caracalla, 00100, Roma, Italia.

89

INTRODUCTION

Urbanisation is the inevitable consequence of socio-
economic development and industrialisation. The result of
rapid far reaching revolutionary technological and industrial
changes has been to draw to the principal cities the rural labour
force, as well as people skilled in administration and commerce
who lived in small townships. This phenomenon, which canbe
seen in the industrialised nations in the past century, also
constitutes the primary process that has spurred urban growth in
developing countries since the Second World War.

Nevertheless, in many Third World countries, the
phenomenon of intense urbanisation did not commence — or
did not continue — on the basis of the potential offer of
employment in the cities, but rather was a consequence of the
“expulsion” of the active rural population due to the deterioration
in living conditions and earnings. .

On the other hand, one must take into consideration that the
countryside-to-city migration is not the principal cause of the
growth of the urban population. In truth, nowadays, natural
growth of the urbanised populaiion is responsible for two-thirds
of the growth of cities in the developing world (1).

However, it is ceriain that the rapid expansion of the urban
population in the world is one of the phenomena of the Twentieth
Century that will influence most greatly the social and economic
policies to be adopted at national and international levels in the
coming decades.

TRENDS IN URBANISATION

In 1980, developing countries had 75% of the world’s
population: it is estimated that, between years 1980 and 2000,
this population will constitute the source of 84 % of the increase
in world population. During this period, it is probable that the
portion of the population that lives in cities in those countries,
will increase from 29 to 39% until it reaches 50% in the year
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2015. The mean world increase of urban population, which is
estimated to be around 2.4% a year may seem modest, but this
rate corresponds to an incredibly large number of individuals
and is without historical precedent. According toa recentreport
from the Habitat Agency of the United Nations, a mere 1%
increase in the migration from the countryside to the cities
translates into 35 million new urban residents per year.

The pattern of urban growth varies notably between regions
within the countries as well as within the geographic regions
themselves.

According to recent U.N. data, the pattern of urban growth
in Latin America, which has almost reached the level of
industrialised countries, is 3%, equal to that of Asia. In Africa,
however, the average growth per year is 5% with a rate of 6.6
% in East Africa. These data result from a combination of
factors such as the natural increase in the urban population, the
fatl in mortality, the growth in rural migration, as well as the
reclassification of rural areas as urban. In the major part of the
developing world, migration alone is responsible for 40 to 50
percent of the growth of metropolitan areas, not only by virtue
of the number of individuals, but also due to the higher birth
rates found among the migrants, the majority of whom are
young adults at the reproductive age.

In effect, those who migrate from the rural zones to the
urban centres are the younger, more robust, and more educated,
Men outnumber women in Asia, but the contrary occurs in Latin
America.

Table ] illustrates data on urban populations in the principal
regions of the world according to their degree of development,
providing evidence that urban growth will be mostintense in the
coming years in the least developed regions.

It becomes clear from these data that the number of people
that live in urban areas of those regions is greater, and increases
more rapidly than in more developed regions. If the projections
of the U.N. wm out to be accurate, by the year 2020 the
population of the entire developing world will exceed 6.5
billion, of which 53.5% , that is to say 3.4 billion, will live in
urban areas. Within only 30 years, those urban areas will have
a population equivalent to that of the entire world in 1970. If the
current rhythm of growth is maintained, it will require,
respectively, 20 and 25 years to double the urban population of
Asia, Latin America and the Caribbean, but less than 15 years
for Africa.

Thismeans that just to maintain the current living standards—
which many consider to be inadequate— it will be necessary to
double the availability of goods and services during the same

TABLE 1
URBAN POPULATION BY REGION, TOTAL URBAN,* AND PERCENTAGE ( ) OF TOTAL POPULATION
1950 1960 1970 1980 1990 2000 2010 2020
Most developed ©  447.3 5714 697.9 798.2 8772 949.9 10114 1063.4
region (53.8) (60.5) (66.6) (70.2) (72.5) (7144) (76.0) (72.2)
Less developed 286.9 460.1 673.2 965.9 1357.1. 1902.7 261145 3424.8
region 17.0 (22.2) (254) (29.2) (33.6) (39.3) (46.2) (53.1)
734.2 1031.5 1371.1 1764.1 22343 2852.6 3622.9 4488.2
TOTAL
WORLD (29.2) (34.2) @37.1) (39.6) 42.6) (46.6) (51.8) (54.7)
Africa 353 526 81.2 129.2 2105 340.0 528.0 765.6
(15.7 (18.8) (22.5) (27.0) (32.6) (39.0) (45.6) (52.2)
Asia (excluding 122.8 1754 261.5 395.8 578.9 827.0 1134.8 1474.5
China and Japan)  (16.2) (19.1) (224) (26.9) (32.0) (38.2) 45.5) (52.7)
Latin America 67.6 106.9 162.7 236.3 325.1 419.8 514.7 609.8
and the Caribbean  (41.0) (49.3) (57.4) (65.4) (72.1) (76.8) (80.2) (83.0)

From: U.N. Departament of International Economic and Social Affairs, "Prospects of World Urbanization; Revised 1984-85". Population Studies No 101, United

Nations, New York, 1987.
* millions
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intervals. The same projections of the U.N. (2) have calculated,
additionally, that in the year 2000 the population will be
concentrated in huge urban centres, called “predominating” or
“major”. Among these, more than 79 will surpass 4 million
inhabitants of which 59 will be in developing countries and will
account for one quarter of the Third World population (Table 2).

THE EFFECTS OF URBANISATION

The rhythm of current growth of the urban cenues in
developing countries is much greater than in industrialised

countries, at the end of the 19th century and the beginning of the
20th. Nowadays, many developing countries have an urban-
rural population distribution similar to that of industrialised
countries, without having had the means or the time to conduct
orderly planning of the necessary urban infrastructure. The
effects of urbanisation on the economy of the countries are
numerous, but the mostevidenteffects relate to food availability,
consumption models, and nutritional needs. Satisfying the food
demand of the cities requires policy decisions at the highest
level. The evolution of the urban food demand requires

TABLE 2
URBAN COMMUNITIES WITH AT LEAST 2 MILLIONS INHABITANTS IN 1985 CLASSIFIED
ACCORDING TO THEIR POPULATION SIZE*

Classification
in 1985 Community/Country or Area 1950 1985 2000
1 Tokyo/Yokohama Japan 6.74 18.82 20.22
2 Mexico City Mexico 3.05 17.30 25.82
3 San Paulo Brazil 2.76 15.88 23.97
4 New York US.A. 1241 15.64 15.78
5 Shanghai China 10.42 11.96 14.30
6 Calcutta India 452 10.95 14.30
7 Buenos Aires Argentina 5.25 10.88 13.18
8 Rio de Janeiro Brazil 348 10.37 13.26
9 London United Kingdom 10.37 10.36 10.51
10 Seoul Korea 1.11 10.28 13.77
11 Greater Bombay India 295 10.07 16.00
13 Osaka/Kobe Japan 3.83 9.45 1049
14 Beijing China 6.74 9.25 11.17
17 Jakarta Indonesia 1.82 7.94 13.25
15 Cairo/Giza Egypt 3.50 7.69 1113
20 Teheran Iran 0.95 7.52 13.58
21 Delhi India 141 7.40 13.24
23 Manila/Quezon Philipines 1.57 7.03 11.07
25 Karachi Pakistan 1.04 6.70 12.00
26 Bangkok Thailand 1.44 6.07 10.71
27 Lima-Callao Peru 1.05 5.68 9.14
28 Madras India 142 5.19 8.15
29 Hong Kong 1.75 5.13 6.37
31 Dhaka Bangladesh 0.43 4.89 11.16
33 Bogota Colombia 0.70 449 6.53
34 Baghdad Iraq 0.58 442 7.42
36 Santiago Chile 1.43 4.16 5.26
38 Pusan Korea 1.04 4.11 6.20
39 Shenyang China 2.25 4.08 5.35
40 Bangalore India 0.78 3.97 7.96
43 Caracas Venezuela 0.68 3.74 5.03
44 Lahore Pakistan 0.83 3.70 6.16

From: "The Prospects of World Urbanization, Revised 1984/85" (ONU)
* millions
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substantial changes and abetter quality and variety of agricultural
products.

The zones of supply for the cities are even further removed
and when it is no longer possible to satisfy food demands with
their own national resources, one must resort to imports, thus
increasing the level of economic and the political dependence
of the country. :

In addition, urbanisation results in competition between
urban and rural areas by exploiting the natural resources and is
responsible for the introduction of drastic socio-economic
changes. As aresult, all of these factors affect the nutritional
status of the population.

Other effects of urbanisation on food consumption depend
on the availability of infrastructure, such as means of transport
and markets, sufficient supply of water, adequate sewage systems
and environmental sanitation, warehouses and processing
industries, with the objectives of assurance of quality and
availability of food supply.

FOOD PRODUCTION AND NATURAL RESOURCES

Although there are few data on the impact of the “expulsion”
of the rural labour force on food production, it would appear
logical that the reduction in this force would create seasonal
shortages in manpower. At the same time, the migration would
increase the number of consumers in the cities and, hence, the
index of family dependency.

In order to meet the growing urban demand for food, with a
reduced rural work force, itis necessary to increase agricultural
productivity. Forthis, one must resort toa number of mechanisms
such as scasonal employment, especially of women,
mechanisation of agriculture, adjustment in the calender of
harvests; subsidised inputs, seeds, pesticides, etc; and credits
which benefit, above all, the larger agro-business.

Thechange in the composition of the urban food requirements
necessitates substantial changes in the quantity and quality of
agriculwral products. For example, areas close to the rapidly
growing urban centres (“green belts”) change their traditional
production to cultivate products that have much more demand
in the urban population.

The impact of urbanisation on agricultrual production is
also shown through the loss of agricultural lands to build
highways and new urban residential developments, as well asto
provide water and fuel. It is estimated that about 10 million
hectares of arable lands will be taken for urban development
between 1980 and the year 2000.

The rural-urban competition for water is still more
complicated. Inorder to satisfy the growing demand of the city,
more and more water is dedicated to urban uses at the expense
of agriculture. Also, great amounts of water are contaminated
with industrial and urban waste, as well as agricultural waste
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and agro-chemicals.

In addition, the growing demand for firewood is leading to
rapid deforestation in areas surrounding cities and is responsible
for price increases. This situation worsens the precarious situation
of family earnings in poor urban families and reduces the
availability of household food. This last factor, combined with
a deficient sanitary environment, contributed to the prevalence
of malnutrition and morbidity in the cities.

SOCIAL AND ECONOMIC CONDITIONS

Recently, it was thought that the population of the countries
of the Third World was predominantly rural, witha concentration
of administration and services in the main cities. In the light of
the data and the projections on world wide demographic growth,
we have been able to realise that the majority of the population
of developing countries in general is affected by the urban
problem. Unfortunately, in those countries few national
governments and even fewer municipal city hall administrations
have the power, the resources, or the qualified personnel to
provide the required services and facilities for a better life for
their rapidly growing populations; these would include
employment, clean water, health, schools and transport.

The recent migrants to the cities generally lack ideal
professional training or education for the available jobs.
Therefore, they will not have regular income nor adequate
housing or food during a transition period immediately after
their arrival; hence, they live in the cheapest slum areas. These
factors carry grave consequences for the physical and mental
health of these families, which translate into a high incidence of
diseases linked to the lack of drinking water and environmental
sanitation. It is estimated that one in four children dies due to
acute malnutrition (3).

The majority of recent immigrants look for work in the
informal sector, as temporary workers in construction jobs, as
vendors of street foods, in transport, in street services, not to
mention theft and prostitution.

In view of the precarious state of theirincomes, the high cost
of transport to the areas of temporary employment, the
contributions that have to be sent back to the parents that were
left behind in the villages, the lack of time or facilites to prepare
food, these families consume primarily cheap basic foods, as
well as processed food of poor quality. As the adults and even
the children are often outside the home in search of work, or in
one way or another eaming a living, they buy their food from
street vendors who give little attention to the hygiene or security
of what they sell.

In this transition period, the recent arrivals also find it
difficult to figure out the network of social and health services
geared to children, taking into account that many women do not
know how to deal, nor how to deal with life in big cities, which
aggravates even more the health and nutrition of their little ones.
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In this panorama, one of the most dramatic social
consequences for the welfare of the children is the interruption
of breastfeeding, which is observed only half as often in the
citiesof Latin America, as in the corresponding rural areas. This
can be explained by the attempt of women to join the work force,
as well as the persuasive advertising campaigns for commercial
weaning products. Unfortunately, the change to bottle feeding
often means an overly diluted milk due to the high cost of
powdered milk, as well as to its contamination due to poor
maternal knowledge and the lack of sterilising facilities. The
results of changing to the artificial feeding of infants are gastro-
enterites, emaciation, marasmus and often, death. (4)

Simply getting food every day is, therefore, one of the major
problems that the poor must confront in urban areas. The
purchase of foods depends not only on the price itself but also
the non-food expenditures; that implies, for example, going to
a central market. To save the additional expenses of transport,
the poor are obliged to purchase foods in small quantities, or
singly in local establishments and from street vendors at higher
prices.

In order to face up to the continuously growing and
everchanging food needs, the absolute priority is for better
commercialisation of foods for the very poorest. This could be
done by way of peripheral markets with easy access to consumers
and with efficient systems of organisation, administration,
hygiene, quality and price control. As the cities grow, the
demand for fresh fruits, vegetables and livestock products
increases more rapidly than that for basic staples, especially
cereal grains. That is to say that the proportion of perishabie
foods in the cities is increasing constantly, and that the supply
and management of these foods need adequate facilities.

FOOD CONSUMPTION AND NUTRITION

With the exception of basic foods, urban diets generally
provide greater quantities of the remaining food groups than do
the rural diets. This situation derives from a series of factors
such as earnings, ecology, eating habits, publicity, etc. In
addition to the socio-economic factors, other variables, such as
cultural factors, family structure, educational levels etc. play a
more important role in the evolution of a traditional rural diet
into the urban pattern.

Rural emigration often signifies a brutal rupture with
traditional dietary habits for the new residents; this can cause a
series of nutritional deficiencies. It has been shown that, in
industrialised countries, urbanisation has a greater effect on
food habits than on underlying nutritional status itself. A
similar evolution is now being demonstrated in developing
nations.

Urban populations, influenced both by the introduction of
foreign food through the channels of food assistance and by the
provisions available, thanks to commercial importation, wind
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up preferring products such as wheat and rice which, however,
are better adapted to the urban life-style. The latter have
culinary qualities that make them easier to cook and prepare
than the secondary cereals, traditional roots and tubers, which
are native to the areas. (5)

These changes are even noted in Latin American countries,
where such diverse traditional preparations of maize, such as
tortillas or atoles, have permitted the adaptation of this grain to
the urban life-style. ‘Despite this, there is a growing intake of
wheat among the cereal grains eaten in urban areas.

Inaddition to the basic foods, there are others that contribute
to the diversification of the urban menu. The consumption of
fresh foods, such as fruit and vegetables, meat and poultry, milk
and dairy products is increasing rapidly. On the contrary, the
consumption of legumes is falling rapidly, and vegetable oils
are gradually taking the place of traditional animal fats.

Fish consumption and above all of fresh fish, is increasing
with urbanisation; in countries with a rice-based food system,
there has been a reduction in the consumption of saited or
preserved fish foods in favour of the fresh product. As a result,
there exists a general tendency in urban eating patterns to
substitute progressively starches with.sugars, animal proteins,
fats and lipids.

These changes in the feeding system also have positive
consequences in the supply and utilization of certain micro-
nutrients, such as iron (from animal products), calcium and
vitamins A and C.

Therefore, the process of urbanisation has an enormous
influence on feeding, by supplying to the urban population
nutrients that contribute to a better level of health and nutrition,
at least until higher wages and the adoption of harmful eating
habits put consumers into the category of overnourished:
malnutrition “by excessive” consumption is growing rapidly in
all of the metropolises of the world, especially in those in
developing countries.

Nevertheless, during the changeover, residents of cites
enjoy a better nutritional status than those in the countryside,
above all thanks to a greater availability of health services and
1o a greater diversification of the diet. This concept means that
nutritional adequacy of the diet is related not only to the
satisfaction of energy and protein requirements, but also to the
number and quantity of the distinct ingredients that enter the
diet.

For this reason, the urban diet, which is more varied,
provides important nutritional benefits. The Fifth World Food
Survey of the FAO (6) shows, in Table 3 that infantile
malnutrition in the rural environment is much greater than in the
urban setting.

The reason is that practically all consumers of urban centres
have access to a greater variety of foods, above all animal
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TABLE 3
PERCENTAGE OF CHILDREN LESS THAN FIVE YEARS OLD IN RURAL AND
URBAN AREAS OF SOME COUNTRIES

Low height in relation o age Low weight in relation to height ~ Low weight in relationto age
M 2 ©)]
Country and date Areas Areas Arcas
rural urban rural urban rural urban
% % %

Brazil (northeast) (1975) 219 16,6 22 23 219 4 16,6 (4)
Camerun (1978) 224 15,5 1,1 0,7 23,0 12,2
Egypt (1978) 238 15,0 0,7 05 29 4 6,1 (4)
Haiti (1978) 28,6 15,7 64 38 29,5 4) 14,6 (4)
Lesotho (1977) 33,7 17,2 43 30 249 17,3
Liberia(1976) 20,2 13,8 1.6 1,7 25,5
Arab Republic of Yemen (1978) 42,1 13,0 6,7 2,1 47,0 4) 228(4)
Sierra Leona (1978) 26,2 174 3.2 3.2 324 243
Togo (1977) 20,4 114 22 08 16,5 (4) 894

1. Less tan 90 percent of reference value. Indicative of long term undemutrition (chronic)
2. Less tan 80 percent of reference value. Indicative of recent undemutrition (acute)
3. Less tan 80 percent of reference value. Indicative of acute undernutrition, chronic or acute plus chronic.

4. Less tan 75 percent of reference value.

products, fruits and vegetables. Although the levels of energy
intakes in the urban area are generally lower than in the rural
zones, dietary diversity along with lower energy expenditure
could explain the reason why malnutrition is less extensive in
the cities. The quality and the nutritional content of urban diets,
expecially withrespect to fats, animal proteins, iron and vitamin
A are greater than in the rural diet. In general, urban areas have
lowerrates of morbidity and mortality, a greater life expectancy,
and fewer children with low birth weight problems and growth
retardation (7).

The rates of infant mortality among residents of the poor
neighbourhoods and slums are far higher, however, than among
otherinhabitants of the cities. Forexample,inastudy undertaken
n neighbourhoods in the city of Porto Alegre, Brazil, in 1980,
the rate of infant mortality for slum residents was triple than of
those who lived in communities with adequate urban
infrastructure (76 per 1000 births compared with 24 per 1000).
(8)

At the other extreme of the malnutrition spectrum in the
urban areas, one can observe a growing incidence of chronic
degenerative diseases, not only among the poor classes of the
industrialised countries, but also among the well-to-do classes
of developing countries. This phenomenon, which is affecting
an ever growing proportion of the population in the majority of
developing countries, is attributed essentially to factors such as
~ the increase of income, the evolution of life-styles and rapid
urbanisation.
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These factors promote the “westernisation” of the society,
principally of the diet, which contributes to an increasing
incidence of chronic ailments related to diet, such as diabetes,
obesity, cardio-vascular diseases, and dental caries. To date,
these problems have not received the attention that they merit
from the epidemiological point of view, as energy deficiency,
malnutriton and deficiencies of other nutrients have monopolised
the few resources dedicated to the fight against malnutrition. (9)

The importance of changes in eating practices due to the
westernisation of the diet, even in a country such as Mexico, in
which maize still constitutes the basic staple, is illustrated in
table 4 (10).

All of these changes in patterns of intake modify the urban
food demand in developing countries, and aggravate their
dependence on industrialised countries, because in most cases,
the best foodstuffs for an urban life-style are not produced
locally and must be imported.

In addition, as a consequence of urban growth, an even
smaller number of rural peasants must satisfy this food demand,
which requires considerable effort by governments to adopt
efficient systems of production, and change the pattems of
agricultural production in a period of crisis, where the same
agricultrual system is trying hard to earn foreign exchange to
alleviate the foreign debt.

In Table §, taken from a FAO study (11), estimates of the
increases in foodstuffs are illustrated, expressed as wheat-
equivalents that would be necessary in developing regions to
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feed the additional urban populations for the year 2000.
If the 290 million tons of wheat equivalents of foodstuffs

TABLE 4
SUBURBS OF MEXICO CITY: AVERAGE CHANGES
IN DAILY FOOD INTAKE OVER A
PERIOD OF 18 YEARS

Food Group g/Person/Day
Year
1960* . 1978*

Tortillas 332 222
Bread, Pasta 118 107
Rice i1 39
Wheat flour 0 15
Beans 45 43
Milk 205 272
Cheese 0 28
Meat and meat products 54 71
Eggs 8 53
Garden vegetables 104 30
Fruits 40 47
Fat/oils 26 31
Sugar 45 38
Commercial Beverages 52 219
Processed food b 27
Source (10)

* Number of households in 1960: 100 and 1978: 400

that are lacking to nourish all of the additional urban population
between 1980 and the year 2000, had to be produced locally,
this would require, according 1o estimates, an increase in the
productivity of the agricultural workerin Africaof 24 %, in Asia
of 16% and in Latin America of 17% over the same 20 year

period. Up until now, the increase in food production has not
been sufficient to address the food needs, the result of which has
been a progressive increase in imports. Butin the long term, the
growing dependence on imports is not sustainable.

Producing more in order to supply the ever-growing volume
needed to cover the urban energy needs and satisfy the demand
in quality and variety, constitutes a truly impressive challenge
for the governments and administrations faced with the
irresistable growth of the urban population. Butevenif they had
efficient systems to resolve these problems, the governments
would still have to improve infrastucture to ensure that the
products get to the markets without excessive losses and at a
price accessible to the majority.

Moreover, the urban demand for fresh foods, i.e. perishable
foods, is growing faster than that for grains and roots, and
therefore, it is necessary to raise the efficiency of transport,
storage, marketing, and food industry to a level that assures a
stable availability of high quality foods for all the socio-
economic groups. In particular, the establishment of peripheral
markets, jointly with the creation of wholesale markets in
strategic areas in the city, contributes to reducing prices and
assures the availability and the quality of foods. For example,
the development of supermarkets in Latin America has occurred
especifically in residential zones, in which clients have cars to
go shopping and refrigerators which allow the purchase of large
volumes almost at a wholesale price. Naturally, residents of
low-income urban zones neither have the means nor the capacity
to utilise these services and are forced to pay much more for
some foods of lesser quality in the small local shops or local
door to door vendors.

Therefore the majority of commercialisation and distribution
of foods constitutes a priority in the framework of a realistic
policy of food and nutrition, not only of urban consumers, but
also for small producers, and specially women who generally
provide the bulk of the supply of fresh products.

TABLE 5
ESTIMATED INCREASE OF FOOD NEEDS
(WHEAT EQUIVALENT) MILLIONS OF TONS

Total of the urban population Migrants to urban areas No increase
Region 1980 - 2000 1980-2000 1980 - 2000
Africa 56,9 25,6 31,3
Asia 173,6 78,1 95,5
Latin America 59,6 26,8 328
Total 290,1 130,5 159,6
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STREET FOOD

Foods sold and consumed in the street can be defined as
“foods and drinks ready to eat, which are prepared and sold in
the streets and in public places”. The development of this
industry, or rather of this “urban food artisan’s craft” (12) is
linked mainly to the urban life-style, and closely follows the
expansion of the urbanised population. This activity hasalways
existed, but the current proliferation of food vendors in the
streets is partially the result of a demand for catering services,
looked down on by the establishment of formal restaurants and
cafeterias, and partly the result of the growing numbers of
people out of work or without professional skills, who have
found a way of earning a living in this informal activity.

Increasing numbers of workers and employees do not have
time to return home to eat due to the long distances and the lack
of rapid low-cost transportation. This givesa dynamic character
to this market and impetus to increase the number of strect
vendors who serve food at a low price, in comparison to
restaurants or even in comparison with household food.

Street food plays a positive role in the local economy of
developing countries. The craftcreates jobs for the unemployed
or those with irregular work, mobilising whole families into the
purchase of the ingredients, preparation and making and selling
of dishes. Thanks to the low cost of this activity, due to the
inexpensive, and almost always home-made equipment, the
street vendors have the capacity to offer food of good quality,
ready to eat and at very accessible prices. (13)

For workers with scant resourses, or students, the availability
of street food is a positive factor which allows them to integrate
themselves into the city and this food, according to recent
studies, has a high nutritive value. One can consider that those
foods make a major contribution to the diet of poor families.
Finally, with the proliferation of vendors, the competition is
fierce, such that the prices remain low, yet another positive
factor for the integration of poor families into the urban
environment (14).

Street food offers other positive aspects in the social and
economic realm, sometimes due to their informal nature. This
industry gives work and income to a large number of women
and giris. For example, in Peru and Guatemala, 50% of the
vendors are women and this proportion reaches 90% in Hondu-
ras (15).

Street food also channels a demand for fresh traditional
foods, offering small producers the opportunity both to eamn
money and promote traditional eating habits as they use local
products.

Despite all of the aforementioned advantages, the street
food industry is not taken into consideration in the national
budget balance, as it is virtually impossible to estimate the
economic importance of this informal activity. Also, the
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sanitary and hygienic quality of these foods provokes unease
among public health authorities and various countries are
striving to incorporate this activity within the formal system of
retail sales.

Therefore, the existence of street food industries places
governments in the dilemma of either suppressing or assisting
this activity, which plays such an important role in the urban
food system of Third World cities, and which has an undeniable
importance, not yet determined but certainly great, in the supply
and demand of foods.

Conscious of the utility of this industry as a factor for the
integration of the most underpriviledged groups, many
governments are struggling to reconcile the advantages derived
from their informal character with a minimum of quality control
measures and necessary authorisation for sale to ensure the
health of the consumers.

A PROPOSAL FOR SOLUTIONS

The experience of the twentieth century shows that migration
to the cities is inevitable and, probably, in the long run, it
represents a positive point, given that, in one or two generations,
the social and economic status of the migrants reaches a much
higher level than that of the relatives that remained in the
countryside. But the price that must be paid by the poor and
unskilled immigrants while passing through this critical period
which begins right after leaving the villages, is high, in terms
of health, infant mortality and social and employment
exploitation.

Atanational level, the majority of Third World governments
are viewing, with considerable constemation, the phenomenal
and anarchical growth of the major cities, a growth that can no
longer be contained within the limits of the long-range social
and economic development plans. Certain countries have
responded to this situation by designing *spacial policies”
trying to constrain the growth via development of secondary
urban centres. Up to now, the results of these policies have been
mainly expensive and inefficient. Policies of sectorial
development have continued to be contrary to the initiatives for
decentralisation, and public or private investments have retained
their decentralising logic. As a consequence, rural-urban
migration has continued its accelerated rhythm.

The macro-economic policies and the prices continue to
favour the major cities, which receive the major part of the
national investment in electricity, water, markets, education,
health and transponation. With respect 1o food, subsidies keep
their prices low— forreasons of political stability—and continue
attracting multitudes of poor people in need of food.

For these reasons, there are so many migrants that have
moved in the recent decades 1o cities such as Nairobi, Manila,
Mexico, Sao Paulo, Rangoon and Puerto Principe.
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The lessons about the policies regarding the use of space in
urban development that we can glean, then, are that coersion
does not work. Only the attenuation of economic and social
inequality between rural areas and the secondary cities on the
one hand, and the major metropolitan areas on the other, can
reduce the migratory movement. Certain developing countries
have begun to take away more funds from the major cities and
invest them in rural areas and secondary cities (16), taking
advantage of the natural economic resources of the regions,
specially the processing of products and marketing, in addition
to the decentralisation of governmental services. The conclusion
is that a successful urban policy cannot be achieved without
simultaneously undertaking an ambitious programme of rural
development.

Meanwhile, it is of urgent necessity to undertake measures
toimprove food and nutrition for the most underprivileged, who
have already moved to the city and are living under the most
miserable conditions.

URBAN INFRASTRUCTURE FOR IMPROVED FEEDING

Rapid urban development creates acute problems for nutrition
and feeding, and problems for commercial distribution, as well
as overburdening the infrastructure and services aimed at
protecting the quality and security of the food supply.

The lack of services such as rubbish disposal, drinking
water supply systems, and sewage is the cause of the growing
contamination of food, which in turn leads to disorders and
diseases that reduce the working capacity of the population,
The lack of quality control for foods sold by street vendors, and
the slaughter of animals in new peripheral communities can be
responsible for the spread of disease. This is arisk with wider
implications, since some of the food workers originate in these
neighbourhoods. By virtue of the lack of education or the
scarcity of sanitary facilities at the workplace, the standards of
sanitary quality for processed foods might be less than that
established at national or international levels. The cholera
epidemic, which has broken out in South and Central America
results, without a doubt, from the lack of adequate infrastructure
for providing water and foods.

Among the priority measures which must be taken, improving
the system of food distribution in the cities is the most funda-
mental to stimulate an efficient process for sale and to ensurc an
adequate supply of food at reasonable prices for the majority.
Solutions 1o the problem of transport of fresh foods from rural
zones, quite distant from the city, is fundamental to reduce
losses and ensure a rapid turnaround by truck or rail, between
the production areas and the central markets. Also,toreduce the
expenses in marketing and distribution, governments should
step in to improve the storage, processing and quality-control
sevices. There is aiready abundant experience e.g. in Mexico
and Brazil, that this has provided positive results for the needy
groups. Nowadays, thanks to initiatives taken at the community
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level, we can observe the establishment of informal community
cooperatives in certain Latin American countries, which buy in
bulk so as to take advantage of wholesale prices. Sometimes
they rent transport as in the collective purchase of beef in
Argentina and of basic staples in Brazil.

To resolve all of these problems, it will be necessary to take
a series of educational, legislative and legal measures that can
only be implemented through the special efforts of officials,
producers, transporters, industrialists, marketers and aiso by
consumers.

PROGRAMMES OF NUTRITIONAL INTERVENTION

As in the majority of the developing countries, the
improvement in the infrastructure, the training of personnel,
and changes in the pattern and quality of food production will
take time. Taking into account the rapid growth of the cities and
the limited resorces, the nutritional intervention programmes
are directed towards the most vulnerable groups (children,
pregnant women, lactating women), which cannot wait for the
large scale socio-economic de velopment policies to bring them
nutritional and health security in the short term.

Many programmes have been implemented in the last few
decades in various parts of the world. The most effective have
come about for their integration into primary health and mater-
nal education programmes. For example, the World Bank has
mentioned a considerable reduction in infantile malnutrition in
Brazil and Colombia, using a combination of directed subsidies
to facilitate access to foods, direct food distribution, and
nutritional education (17). FAO, for its part, has carried out a
series of, studies in various urban centres in Africa, Asia and
Latin America w0 identify those interventions best suited to
improve the nutritional situation of the most underprivileged
groups, and to identify barriers to their implementation (18).
These studies are summarised in Table 6.

Asshown in Table 6, there is a series of interventions to help
resolve the food and nutrition problems of the urban poor.
Many of them have been carried out in various developing
countries, and their cost-benefit evaluation has clearly shown
interventions aimed at improving access to foods at the household
level, to be more efficient than those targeted toward specific
individuals. Nevertheless, intervention in the at-risk groups is
still necessary 1o satisfy the nutrient requirements of children.
Of course, what follows would not make much sense if the
macroeconomic policies for employment, health, credit, etc,
essential for the allieviation of urban poverty and mainutrition,
were not carried out simultaneously. These considerations,
however, are outside of the scope of this document.

ACCESS TO FOOD

The concept of access to food constitutes one of the essential
bases of the strategy of food security and consists in providing
low income groups with the means of acquiring their basic
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TABLE 6

REPORTS AND RESULT FROM THE 1986 FAQ MISSIONS TQO URBAN CENTERS QF AFRICA ASIA AND LATIN AMERICA
(NAIROBI, DACCA, JAKARTA, BANGKOK AND CITIES IN ARGENTINA, BRAZIL, COLUMBIA, CHILE,

ECUADOR, MEXICO, PERU, URUGUAY AND VENEZUELA

Problems

Prices of food too high for the poor:
food/packaging food ratio

Prices of basic foods fluctuate when
scarce and prices in parallel markets
increase excessively

Not enough time for breast-feeding,
preparation of food for unweaned infants,
reduction in infant care, nutritional
problems of the aged

Imbalanced food intake, deficiency of
micronutrients, lack of family food security

Poor enviroment, lack of cooking fuel,
insufficient sources of drinking water,
insanitary conditions

Long distances to markets
Lack of nutritional knowledge

Lack of statistics on poor urban population
and its nutritional condition and planning
and follow-up programs

Shortage of personnel to carry out programmes

Insufficient nutritional elements in current
community development activities

Wastage of resources and effort through lack
of coordination between public sector and NGOs

Interventions

1. fair price stores.
2. Simpler packaging, communal purchasing,
consumption cooperatives

Availability of municipal stocks, especially for
the poor, located in poor zones for easy access

Day centers at workplace, cheap food for
weaning, communal kitchens

Urban agriculture for fruit and vegetables,
encouragement and production of cheap
food mixiures rich in nutrients, fish ponds,
small cattle raising

1. Piped water on street corners

2. Firewood groves in cities

3. Widening of sanitary services to poor
areas

4. Education in environmental hygiene

Establishment of markets with intervention,

run in poor arcas

Nutritional education

Mandate f{or the collection of data for
urban statistics

In-service training for personel, volunteers
and young people

Awareness among city leaders and planners

Estabishment of coordination mechanism

Limitations

1. and 2. depend on economic and
political decisions

Political and economic action

Lack of pertinent legisiation for
working mothers; shortfalls in
technology and resources

Legal restictions on agriculture
in urban centres; lack of space

and extension services, lack of
fruit nurseries

Profitable interventions yet ones
which demand political decisions

Needs close planning and execution
and perhaps subsidies

Illiteracy, lack of funds for programs,
incorrect publicity

Legal problems such as not considering
shack districts as part of municipal
administration

Difficulty in finding sufficient literate
volunteers and a high drop-out rate

Need for more political conscience

Danger that NGO commitment and

initiatives would be diluted by
formalised mierventions
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staples or of giving them the wherewithal to produce them. To
facilitate access, one can act on purchasing power with policies
for jobs, training, and wages; alternatively, one can act on the
supply of food, with a view to containing the increasc in prices
and their fluctuations, in order to stabilise the supply of food.
This can be effected with the establishment of ration shops,
consumer cooperatives or with the construction of food depots
and community purchases, or both.

Measures to change the supply are generally more rapid
although they are more vulnerable to the economic complex—
than policies of socio-economic development.

SUBSIDISED FOODS

Subsidies assigned to certain basic staples to facilitate the
acquisition by poor are very popular because they are politically
visible and permit a large number of people to be reached.

These subsidies can be general or targeted and can be in the
form of food coupons, thus constituting a transfer of income to
the neediest. General subsidies are the most common type since
they are the easiest to implement, but they almost exclusively
favour urban consumers, and their benefits reach the rich as well
as the poor. In order to better target them, various systcms have
been implemented, such as operating ration shops only in poor
neighbourhoods, or passing out identification cards only to
eligible participants.

Programmes based on coupons which have a monetary
value and which can be exchanged in regular stores for certain
basic staples (food stamps), have been tried for a long time, but
notso much in developing countries, as the administrative costs
are high. Nevertheless, recent experience in Brazil (19), and
Columbia have provided promising results, especially because
they have directed their efforts at strengthening the
administrative-technical stucture and at training personnel.

Direct food aid aimed at certain target age-groups are also
a widespread measure to facilitate the access of foodstuffs to
vulnerable groups.

Programmes of food suplementation can supply edible
items in the same places where the beneficiaries are found, or
they can be given out from a central point for the participants to
take home with them.

These programmes are especially directed 1o mothers and
preschool- children, and are usually based in maternal child
centres, social services, and day-care centres as their distribution
network.

School feeding programmes are also very well known and
popular in Latin America. Even though their impact on height
and weight parameters has not been firmly established, there is
no doubt that this type of program is one of the most efficent
from a cost-benefit point of view, because it allows under-
nourished children to recover a medium level of physical and
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mental growth,

In particular, school-feeding increases enrolment and
attendance, and awakens the curiosity and attention of students,
allowing them to make maximum use of their studies.

Finally, another type of promising community action
initiative has recently been launched in Latin America under the
pressure of the economic crisis. There are self-help projects
promoted by women'’s clubs, neighbourhood committees and
cooperatives which, by virtue of their informal character, their
flexibility and small scale are best suited to resist the price and
supply fluctuations. They are also truly based on a community
spirit and they function at a low cost.

Some of these projects are being successfully developed in
Central America with the help of PVOs and bilateral
organizations and have established infrastructure such as popu-
lar kitchens, food shops and day-care centres for mothers who
work outside the community.

URBAN AGRICULTURE

Governments should assist the development of urban
agriculwre. This type of agriculture refers to the production of
food within the urban or peri-urban limits, thatcan be horticultural
(vegetable gardens), for basic staples, the raising of animals, or
full-scale agnculture. Urban agriculture also represents a
remunerative activity of easy access to many of the unemployed,
especially women. The promotion of urban agriculture should
be official and actively promoted as an important component of
urban development and as an additional source of food—or of
income—for the poor. The purpose of such a promotion should
be to’increase the health and nutritional status of the poor, 10
increase their income (50 to 70% of which is customarily spent
on foods) and to promote employment. Urban agriculture also
has the advantage of producing fresher and less expensive
foods, of contributing to the health of the ecology of the cities
with the creation of green areas, eliminating rubbish, and
recycling domestic waste.

CONCLUSIONS

The phenomenon of urbanisation is irreversible and it is still
accelerating in various regions of the world by virtue of an
endogenous increase in urban populations and through growing
internal and external migration.

To address the problem, the regional governments dedicate
the majority of their resources to the improvement of urban
infrastructures, to establishing industries to generate
employment, 1o assuring the regular supply of food, all of this
at the cost of agricultural investment which is declining in
almost all developing countries.

The urban masses enjoy a far superior political clout than the
more numerous, but dispersed and isolated rural populations.
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For this reason, little effort is spared in helping them to survive
and to integrate themselves within the urban fabric. Anessential
element in such apolicy is food, a vital necessity and at the same
time a visible manifestation of the concern for the poor by the
governmental authorities.

From the rural side, in contrast, the investments are specific
and modest, except for export crops that allow for the payment,
albeit partial, of the foreign debt. So widespread is the practice
of subsidising consumption in developing countries—almost
exclusively benefiting the cities—that subsidies for the
production of traditional basic staples are exceptional and rare.

Under these conditions, rural poverty increases, national
production of foods declineg, aggravating even more the
economic and social dependence on the importing countries.
On the other hand, because of lack of investment in collective
rural services such as schools, health centres, hygiene, and
transport, the phenomenon of “expulsion” of the productive
rural Iabor force accelerates and the importance of the urban
sector in the national economy increases even more.

As aresult, anational urban food and nutrition policy should
be formulated based on a just distribution of state investment to
revitalise the rural area. In this context, it is interesting to note
that the policies of economic adjustment proclaimed by the
International Monetary Fund and the World Bank have begun,
in certain countries, to invert this tendency and to increase the
production of food in order to improve the income of the peasant
farmers and reduce undernutrition.

‘What is centain, howerer, is that the producers will direct
their resources toward agricultural or industrial activities that
are most profitable, which are generally those of interest to the
consumer with substantial buying power.

National food security is therefore based on a more balanced
policy between the countryside and the city, both centralised
and decentralised, regarding both the supply and the demand
and integrating the agro-food chain with development.

On the part of the poor urban consumers, it is necessary 1o
emphasise the dyad of nutrition-health because one cannot
improve one without the other. With respect to nutrition, the
most efficient action, in addition to the basic social and macro-
economic policies, is that which facilites access 0 foods,
because, with the aid of a nutritional surveillance system, they
allow one 1o direct the effort to the neediest.

On a long-term basts, one could contemplate influencing
food demand to resirain the role—often damaging— of
commercial publicity so that the poor can obtain an optimun
nutritional value in the foods that they buy. Many programmes
are already operating, especially in Latin America, which are
disseminating education to the consumer, which control prices
for retail sales and control the quality and the safety of food.
These interventions are fortified also with initiatives of self-

help of the community, by the informal sector of street food
vendors, and by national non-governmental associations.
Nevertheless, confronted with a largely urban future, it is
imperative that we mobilise international cooperation for
developing the capacity for the countries themselves to nourish
their own cities by way of broad polices of urban and rural
development. Centain efforts have already been brought to
fruition under the auspices of international non-governmental
organisations such as the World Association of Cities in the
International Congress of “Man in this World” celebrated in
Madrid, Spain in February 1986.

Facing the magnitude of urbanisation problems that will
characterise the third millenium, it will be necessary to involve

~ the technical agencies of the United Nations which have adequate

100

technological bases to advise and aid the governments and to
mobilise those indispensible international resources to ensure
harmonious balanced development of the countryside and the
city. What needs to be taken into account is the external
pressures, the tme that it takes for these efforts to show an
effect, and the social forces that struggle to gain the attention of
those in power.

REFERENCES

Pryer, § & Crook, N. Cities of Hunger: Urban mautrition in
developing countries; - Oxfam, Oxford. 1988.

Prospects of world urbanization, revised 1984-1985,
Demographic studies n*101, U.N. New York, 1987.

World Commission on Environment and Development,Our
common future; Oxford University Press, 1987; 235-257.

Unicef, Social Planning with the urban poor, assignment Children
1982, 57/58.
Taglen, A. in: Metas nutricionales y guias de alimentacién para

América Latina, UNU/Fundacién Cavendes; Caracas. 1987;
378-393,

FAQ, Quinta Encuesta Alimentaria Mundial, Roma.
378-393,

Delisle, H. Urban food consumption patterns in developing
countries; Nutrition Consultant Report Series; FAO, 1989.

Guimares de Lima, JJ & Fishman, A. Boletin de la OPS, 19,3,
235-251, 1985.

James, WPT. Healthy Nutnition; Who Regional Office for
Europe, Copenhagen, 1988.

Bawouni, L & A, Chévez. Modernizacion de 1a dieta urbana y
enfermedades. Revista de Investigacién Clinica Mex. supie-
mento 38; p.21-26 1986.

FAOQ, El estado mundial de la agricultura y la alimentacién,
Roma. 1984,

Bricas, N & J. Muchinik. in “Nourrir les villes en Afrique

1987,



<13,

14,

18.

16.

FEEDING THE CITIES: A CHALLENGE FOR THE FUTURE

sud-saharienne”, Paris, 1'Harmattan, 1985, 299-310.

Lunven, P. La Cittd nel piatto, Doctor Nutrizione mayo-julio
1989, Roma.

FAO, New urban food demand, food supply and population
growth in developing countries, nutrition report series, Roma.
1988,

Mejia. Taller latinoaméricano FAO/OPS sobre alimentos calle-
jeros; Lima; 1985

Wertheimer, M. In Nourrir les villes en Afrique sud-saharienne,

101

17.

19.

20.

. 1985, 136-154.

Berg, A. Malnutrition : What can be done?, Johns Hopkins Univ.,
1987.

FAQ, Urbanizacién, modalidades de consumo de alimentos y
nutricién. Connité de Agricultura, (COAG/B9/S), Roma, 1989.

FAO, Support to food supply and nutrition intervention for low
income families in large urban areas ; Nutrition Report Series
ROMA. 1985-86,

Jusidman, C. En: Consumo alimentario y nutricién; Declaracién
de Barcelona, Marzo 1992 (in publication).



ARCHIVOS LATINOAMERICANOS DE NUTRICION
Organo Oficial de la Sociedad Latinoamericana de Nutricién

Vol. 44 No.2
(Suplemento)

WORLD FOOD PROGRAMME EXPERIENCES IN
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Roberto Christent
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SUMMARY The World Food Programme of the United Nations has
as its responsibility the implementation of food distribution projects as
a compensatory sirategy for socially vulnerable groups. In the last26
years, since the programme was started, the emphasis has been on
attending rural areas. However, in the light of recent demographic
changes, some regional offices are considering interventions in urban
areas. In this context an experimental project was started in Cicuta,
Colombia in the border area with Venezuela. The objective was to
distribute food to Colombians that were migrating to Venezuela and
also to Colombians that were returning back home because of eco-
nomic changes. Both groups were stationed in Ciicuta.

The project had 3 basic components:

I. The sale of subsidised packages of food to families in Ciicuta who
showed nutritional deficiencies.

The exchange of food for work performed in projects for social
welfare.

Operation of a rotating fund for the development of micro-indus-
tries in Cucuta and the support of social welfare projects in the area.

2.

3

The results were extremely satisfactory. In addition to combating
nutritional deficiencies, 170 microindustries were created, 17 schools
and an equal number of health centres were built. On the basis of this
success, the possibility of implementing similar projects in Medellin,
Cali, Barranquilla and Cartagena, but on alarger scale, are under study.
Another pilot project was also started in the City of San Carlos, next to
Medellin, geared also to fighing nutritional deficiencies and stimulat-
ing self-constructed housing projects, based on the concept of self-help.

EXPERIENCES

The World Food Programme, as its name indicates, is a
United Nations agency whose main objective is to transfer
commodity surplus (food) from developed countries, which are
willing to donate them, to those countries quite well disposed to

| Director de Operaciones, Programa Mundial de Alimentacién. Presidente
Masaryk 29, México D.F.
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accept these commodities through WFP, to alleviate nutritional
problems, as well as to improve development programmes, in
which the commodities contribute to the implementation of
infrastructure work.

The World Food Programme initiated its activities in 1963,
when the Annual FAO Conferencc of 1961 set up aninternational
institution within the United Nations system, capable of
implementing activities in a multilateral manner and therefore
apolitical.

In 1963, after exhaustive discussions, the WFP was created
with a food commodity fund equivalent to 20 million dollars
and an initial five-year trial period.

After three years of its implementation, the absolute need of
its continuation was obviocus and the United Nations General
Assembly fully supported the WFP as an unlimited duration
agency to function with the support of voluntary food commodity
contributions from donor countries.

Considering the scvere situation the world was facing in the
sixties, the Programme covered mainly two areas: the first one,
emergencies due to natural disasters (the majority) or human
action (the minority) and the second, rural development in
which the Programme was implemented, through projects aimed
at covering nutritional deficiencies in these rural areas.

Generally speaking, 30 yearsago —mainly in Latin America-
70% of the population was located in the rural area, and 30% in
urban areas. The changes have been so important in the last
three decades, that at present we find ourselves facing an
opposite situation, i.e., 70% is living in the cities and only 30%
in the rural areas. In this sense, the WFP has emphasised its
development action, taking into account that “development
projects” in rural areas arc more important for the Programme
than projects designed to cover only nutritional aspects.

However, the Programme has never stopped assisting the
most vulnerable groups, such as pre-school children, pregnant
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and lactating women, etc. In this regard, the WFP strategy is
increasingly emphasising the self-improvement of those groups,
so that when the WFP projects come to an end, dependency on
food assistance will be complemented and improved, by the
production of local food commodities, bearing in mind the
benefits of selfsufficiency.

Speaking of urban areas, the actions carried out by the WFP
are not yet significant since this is a new working phase for the
Programme, and most of its projects, implemented by the WFP,
in urban areas are designed towards the granting of food
assistance to cover nutritional deficiencies of poor urban
groups, such as the traditional *“glass of milk”, etc.

Here 1 would like to convey to you, two slightly different
experiences on the matter of WFP activities in urban areas,
which took place in Colombia, in which development aspects
were emphasised as a priority.

The first experience refers to a relatively small project
implemented in the city of Cucuta, near the border with Vene-
zuela, with a cost of approximately 1.5 million dollars in food
commodities.

When the Venezuelan economy was extremely attractive,
Colombian citizens used to enter Venezuela in search of the
positive economic opportunities offered by that country.

Due to changes in its economic policy and, mainly, to the
sbolition of subsilies in Venezuela, the City of Cucuta (the
meeting point of the Colombian emigrants to Venezuela), was
affected, by such a situation of emergency, that the Colombian
government had to request WFP assistance to cope with the
emergency. Thousands of Colombian emigrants to Venezuela
were held back in Cucuta, apparently in transit to Venezuela,
causing this situation of emergency. The problem was augmented
by the arrival of hundreds of Colombian citizens returning from
Venezuela into Cucuta.

The WFPaccepted the challenge proposed by the Colombian
government, and implemented an emergency project, whose
strategy was slightly different from the usual WFP regulations
of providing food commodities to affected populations.

The project was designed, based on three fundamental
components.

The first one was the pon-free distribution of food
commodities, but instead —once the affected families were

selected, using asanidentification parameter (family) nutritional
factors—, the WFP food basket would be sold to those families,
ata very low subsidized price.

The second component was the distribution of the food
basket as g compensation for various jobs to be performed by
one of the members of the selected families. The work to be
carried out was planned and coordinated by the “Corporation of
the north Santander District”, with the assistance of the

103

Colombian Institute of Family Welfare (Instituto Colombiano
de Bienestar Familiar).

The third component was that, from the proceeds obtained
from the sale of the food commodities, two thirds of this fund
would be used to establish a rotatory credit fund to support the
implementation of small productive projects, i.e., urban micro-
enterprises; and the third portion, from the same funds would be
applied toa“lost fund” (a fondo perdido) to purchase construction
material and carry out social infrastructure works such as health
centres, schools, sewage improvement, road repair, eic.

The Project proved to be so successful, from its
implementation, that the WFP was able to obtain additional
funds to continueits operation, as well as to increase the rotatory
and social funds, when only half of the project duration had
elapsed.

Perhaps the most interesting phase of the project was the
creation of microenterprises, since -considering that the majority
of the Colombians planning to emigrate to Venezuela had
different types of training or, at least, basic education- when
they were offered funds to create microenterprises, they had
very little problem implementing them. This was so evident
that at the end of the project, that is, after a year and half we
found that there were more than 170 active microenterprises.
The fund is still operational and 1 am certain that new
microenterprises continue to be created.

The other interesting aspect is that during the life-time of the
project it was noted that families suffering from nutritional
deficiencies, who received WFP food support during the food-
for-work-phase and also through the purchase of food rations,
showed, as was expected, an important improvement in their
nutritional level. However, the most important point was that
when the project commodities were exhausted, the families'
nutritional improvement did not remain steady, but -on the
contrary- continued to rise. This was possibly thanks to the
support provided by the infrastructure and rotatory funds as
well as to the nutritional education (dietetics) received by the
beneficiaries of the food basket. This, in fact, means that the
proceeds/profits obtained by those families when they were
given the opportunity o develop, which when added to the
social infrastructure work performed (by them) for their own
benefit and to the education they received, allowed them to
become not only self-sufficient but productive.

This emphasised something very well known, i.c. that
undernourishement is one of the consequences of poverty, and
that, as a corollary, if we fight against poverty, undoubtedly we
will improve the levels of nutrition.

Recapitulating, it could be stated, paradoxically, that the
emergency operation of the City of Cucuta really became a
development project, at the moment in which the food
commodities were exhausted and the WFP assistance, as such,
came to an end.
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Based on the experience achieved with this project by the
WEFP Officein Colombia, a second pilot project was carried out
in the municipality of San Carlos, near the City of Medellin.

This project, with a total value of commodities close to one
hundred thousand dollars, was executed by the non-government
Agency called “Antioquia Presente” and also supported by the
Government authorities of the Antioquia Department (capital,
Medellin),

The City of San Carlos was in a pathetic state, mainly due to
the violence that had affected the area for a long time, as well as
to the natural disasters that worsened the already dramatic
situation of this city.

[)
The WFP, in conjunction with the authorities of Antioquia,
decided to intervene with a pilot project, which was the “seed”
to attract programmes of higher importance.

The project had as a base two fundamental parameters:

The first, to provide a balanced diet to cover, in part, the
nutritional requirements of the population through communal
restaurants, calledin Colombia*‘almorzaderos™,and, the second,
to provide a family food basket to the beneficiary families
covered by the project, a member of which would be willing to
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carry out work in compensation for the food received.

The project, being so small, was basically focused on the
resettlement of the families that had lost their houses or
possessions, mainly due to the flood caused by the overflowing
of the river; and to assist some other families that, in some way,
were escaping from violence. In this regard, the organisation
“Antioquia Presente”, and the government authorities of
Antioquia, were both responsible for the design of the new
housing areas, the acquisition of the land, and the purchase of
the necessary construction materials and inputs. The families
interested in the project were registered and included in the
programme and, once they were participating, they started
receiving the programme’s benefits, that were, in the first place,
the “almorzaderos”, and in the second place, the food basket for
their participation in the self-help schemes.

In view of the previously mentioned success, three major
projects covering the cities of Medellin, Cartagena and
Barranquilla were implemented in Colombia.

The project objectives remain the same, the fight against
poverty and, thus, against malnutrition, and additionally in the
three last cases, the rehabilitation of poor groups.
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SUMMARY Services to improve nutrition are provided by many
organisations: by the government and private enterprises, by those
which arelocal and those which are national and even international, by
those for whom this is their central task as well as by those for whom
it is a secondary concern, or even an unexpected byproduct of their
mission. Such services are also provided by not-for-profit organiza-
tions (NFP’s) in the so called independent or third sector. It is the
purpose of this paper to analyse this sector and assess its usefulness in
enhancing nutrition in metropolitan areas. We will 1) give an overview
of the not-for-profitsector, 2) summarise the justification for this form
of organisation, particularly emphasising environments with few re-
-sources, 3) offer some thoughts why such NFP’s may be appropiate
vehicles for the improvement of nutrition and 4) consider the implica-
tions of policy and planning of not-for profit participation. The
presentation will finish 5) with an analysis of the experience of
programmes delivered by not-for-profit organizations.

GLOBAL VIEW

Not-for-profit organizations (NFP) are engaged in the deliv-
ery of many types of services in most parts of the world (James
1988, McCarthy 1992). The sector includes enterprises in the
welfare or charity domain, as well as in health, education, arts,
and culture provision. Churches and the many affiliated enter-
prises in the religious domain are included. For some purposes
it is useful to include in the NFP category membership entities
such as labour unions, credit unions and other financial enter-
prises, recreational groups, those which cater to shared voca-
tional and advocational interests, chambers of commerce and
even political organisations. A particularly important part of
the NFP domain is the foundation, an entity which is established
to channel funds and other resources to beneficiaries which
include service delivery.

1 Regional Science Departament 3718 Locust Walk. Philadelphia, PA
19104-6209, U.S.A.
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Not-for-profit enterprises have several important character-
istics. These distinguish them from organisations in the private
and in the public sector (see Figure I). Unlike private sector
enterprises, NFP’s can not distribute surplus: there is no “profit”
for stockholders. They must, of course (though this is often
overlooked) match expenses with revenues. If there is excess,
this can be dedicated to expanded service, capitalised and
returned to those who provided the revenue. NFP’s, unlike for-
profitenterprises or the public sector, receive significant shares
of their revenue as donations or gifts from individuals, other
NFP’s (such as foundations), businesses, or as grants from
various levels of the government. In addition to monetary
support, NFP’s are recipients of in-kind donations (surplus
material, property, etc.) and perhaps of greater importance,
volunteer labour ranging from holding positions on governing
boards to work as consultant experts to fund raising, to menial
client-directed activities and maintenance (see Figure I). In the
USA, one estimate is that this represents an input (5 million
workers) equal to two thirds that of the employed workforce
(Weisbrod 1988).

NFP’s may, and often do, practice price discrimination in
what they ask for their services (for example, giving free of
charge services to the needy or charging only nominal fees —
or to the donors, who tend to include the wealthy). NFP’s are
treated distinctively with respect to the tax code and other laws:
forexample, in most nations they are exempt from certain taxes,
and gifts to them may reduce tax obligations for the donors. All
these characteristics are part of the web of incentives to support
NFP’s. Most societies have set these in place to encourage their
existence and activities: activities which are expressive of some
public interest. This purported public interest is insured in
several ways: in particular in governance by boards which are
expected to represent the larger public (and clients), and by a
charter which spells out the mission of the organisation. Prohi-
bition on generating (and distributing) any profit is universally
seen as a necessary condition for public image.
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As elsewhere in the world, NFP organisations exist in all

parts of Latin America, though we have limited organised
information on this sector here (Consejo 1981, Smith 1989,
Stearns and Otero 1990). Like NFP’s in the USA and other
OECD nations, they are active in a variety of service fields, and
rely on support in part outside their community (indeed, in some
cases successfully raise funds intemmationally), and have dis-
tinct organisational structures, definition of mission, and rela-
tionships with other enterprises (Powell 1987, Reiner 1988,
Weisbrod 1988).

Simply to give some perspective on NFP’s, recent summa-
ries from the US A show that these constitute a large part of the
service sector and that this is one of the major growth sectors in
the economy (Independent Sector 1986, Weisbrod 1988). There
are well over one million entities (compared with some 3
million for profit enterprises), employing almost ten percent of
the labour force. About two fifths of these are religious bodies
and service organisations in the welfare, education, health, arts,
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and other subsectors. NFP’s are represented in the most rapid
growth areas in the economy (indeed constitute a significant
part of such growth), and in many metropolitan areas they are
the most important activity. Certain services are heavily iden-
tified with non-profits: religion, of course, is virtually 100%,
general hospitals 65%, higher education 20%, nursing homes
22%.

Why NFP’s? There are several rationales for this form of
enterprise. Perhaps the best and clearest is that the NFP form is
appropriate where, either in terms of mission or priority, there
is less than public consensus: but there is some considerable
interest that a particular service should be offered. This opens
the door for NFP’s as experimental entities, testing the waters,
so to speak. It also helps explain the growth of NFP’s in
circumstances where resources are scarce, and where a particu-
lar service is not judged by the majority (or the leadership) to be
necessary. NFP’s also arise where donors seek to establish
control over a particular domain.
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“If not for profit,” as has been asked, then for what purpose
(Young 1983)? Enhancement of assets, market share, or size of
organisation, all are criteria which have been found to motivate
management. An expanded entrepreneurial arena (not the least
the building of a political base or other network) are also
common purposes. Butaltruism clearly does have arole toplay:
with clients or beneficiaries defined as the public at large, a
sharper identified client group, or donor-members themselves.

Such a motivational and institutional context makes for
advantages where services are delivered by NFP’s. Their time
horizon will be longer than that of a government agency; indeed
some of the oldest enterprises in nations such as the US are
NFP’s. Their distance from private or public bureaucracies
makes them more acceptable or approachable to clients who
otherwise would not perhaps be served. Their situation in a
decentralised map of service delivery affords a variety of
innovations to be tried out. Of course, they are also more
vulnerable, as their resource base may not be assured.

What impact on the delivery of nutritionally-directed ser-
vices in the urban environment can NFP’s have? can they do
better than other organisational forms? We can see the follow-
ing effects:

Under conditions of resource scarcity (and this not only
refers to monetary considerations, but also to such resources as
administrative capabilities) NFP's can more effectively meet
client needs in a decentralised fashion.
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SUMMARY The paper begins looking for a conceptual framework
for the analysis of poverty in general and of food poverty in particular.
After discussing these problems and some related ones, such as
malnutrition, food needs and underconsumption, a theoretical
integration is attempted between the concept of “entitlements™
developed by Amartya Sen and the concepts of ways of access and
satisfiers, and of sources of household well-being developed by the
author of this paper. Conclusions arise from this conceptual framework
including the distinction between the human need for food and the
animal’s food needs, providing the distinctions between food poverty
and insufficient nutrition. In addition, the conclusion is reached that
food needs are primarily satisfied viacommercial means, implying that
the source of well-being, the shortage of which leads to food poverty,
is current income. Therefore, the determining factors of food poverty
must be sought among the determining factors of household income,
where the conceptual framework of “entitlements” is particularly
fruitful.

The text then takes a quick look at ways of measuring poverty and
reaches the main conclusion that the dominant method used in Latin
America, which I have christened as a variant of the Normative Food
Basket, is in fact an excellent way of measuring food poverty.

Based on the above conclusions, the author proceeds to analyze
poverty and food poverty in the last twenty years in the region. In
contrast, estimates made by Alexander Schejtman (Joint Agricultural
Division CEPAL-FAO) on malnutrition in Latin America, in addition
to data on child malnutrition from UNICEF, are also presented. The
evolution of poverty in Latin Americain the 70s and 80s is complemented
with analysis of the socio-demographic characteristics of homes and
with analysis of the association between certain macro-economic
variables and food poverty. Inboth cases, an attempt is made to express
the empirical variables analyzed with the concepts developed in the
first part.

1 Camino al Ajusco 20, México D.F. 01000
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BACKGROUND

In this section I propose to resume, with neither details nor
an explanation, a series of conceptual conclusions that, though
they may be provisional, I have found useful in structuring my
work in poverty, and which 1 propose to use in this paper to
introduce what I call food poverty.

As I have said elsewhere, any conceptual look at poverty
goes back to basics: the generic conception of basic human
needs and the specific way in which they exist in a concrete
human society.

Therefore, in the beginning I must state that:

a) Through his labor, man does not only change nature
but also himself. Therefore, human abilities and needs
are just as produced as goods and services. The above
gives us three consequences: Firstly, the historical
nature of human needs, Secondly, the rejection of the
idea that needs originate from he who needs as if he
were their original source. In other words, the rejection
of the abatement of needs since for the individual they
are as attributes for a substance. Thirdly, a rejection of
the view that holds production as a mere instrument in
the service of the satisfaction of pre-existing needs,
which leads to a much more complex idea of the
relationships between production and needs which
acknowledges, however, the determining nature of
production (1).

Despite the fact that the historical starting point for
production was the original set of man’s biological
needs, this origin also led to neceds generated by
production which direct the process of ulterior
production. This historical and ever more multilateral,
more universal nature of human needs, contrasting
with the permanent and biologically determined needs
of animals, may be seen in two ways. In the

b)
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humanization of man'’s biological needs, which Marx
expressed brilliantly in his famousintroductory sentence
to Criticism of the Political Economy: “Hunger is
hunger, but hunger satisfied with cooked meat, food
with a knife and fork, is a hunger very different from
that of he who devours raw meat using hands, nails and
teeth” (2). Also, the historical nature of human needs is
seen in the creation of new needs, of a non-biological
nature, such as scientific curiosity, esthetic needs and
religious needs.

¢) Determining concrete social needs in a specific society
is a complex task, for which only very general
methodological guides, at best, have been developed.
Here I should point out that the nature of the production
process (working conditions) and the nature of the
consumption process (restitution and reproduction of
the effort of labor), are the fundamental elements that
must be analyzed to understand the formation of social
needs. For example, as J. P. Temrail said, “as trade
relationships expand and beat back precapitalist
production and consumption forms, traditionally
domestic activities (cooking, sewing and mending,
child care) tend to escape to an ever greater extent from
the family environment. This change favors the
phenomenon of women in the workplace, whichin turn
acceleratesthe change. Family lifestylestend toundergo
in-depth change. Theconcentration of production means
the mass urbanization of the population and the
availability, for the work force, of suitable forms of
housing and transport. Increasing the average necessary
degree of qualification of the work force and the
disappearance of traditional ways of passing on
knowledge mean the generalization and prolongation
of public instruction, etc.” (3).

This example illustrates the path to be followed for an
analysis of concrete social needs suggested by the author. Now,
let us explore other paths often adopted in practice though their
conceptual framework, methodology and limitations are rarely
made fully explicit.

The aid of the experts, especially in the field of food, is often
enlisted to determine social needs. Nutritionists, it is supposed,
are in a better position than anyone to determine a human
being’s nutritional needs.However, as we shall see from examples
further on, itis one thing to determine protein, energy, eic. needs
and another very different thing to establish food needs, not to
mention, for the time being, basic elements for a human diet,
such as fuel for cooking. That is, what experts in nutrition can
contribute, putting the enormous difficulties present in that
determination of needs to one side, is only one small step. The
next one, transforming these requirements into a food basket or
adiet, is a matter where it is difficult for there to be experts who
can provide the answers or external normative guidelines.

109

Whereas the nutritional requirements of cattle may easily be
transformed by an exercise in linear programming into the
balanced feed that maximizes the rancher’s profits, in human
food -except perhaps in the case of slaves- we cannot think of
balanced feed/foods. The problem of diet is determined
culturally.

Another possible path, not exclusive of the former but
perhaps complementary, useful more than anything else for
non-food needs, is the analysis of legislation and popular
demands. This was what I did, for example, when I defined
some of the items of the Normative Basket of Essential Satisfiers
in 1982. The needs for education and leisure are obvious. The
rules stipulated in national legislation lay down minimum
norms defining the basic satisfiers (4). Whether or not these
normsreflect adequately the population’s real needs is aquestion
thathas not been answered. This procedure finds little application
in the field of food.

Another path consists of going directly to the population and
attempting to capture its sense of what is necessary and desirable.
This method has been used to masterful effect by Mack and
Lansley (5) in Great Britain, and recently copied in Bogota by
a Columbian government team under my guidance. It consists
of defining a list of goods, services and activities that could be
considered necessary. For each of the elements on the list a
sample population is asked if it feels an item mentioned is
necessary or simply desirable but not necessary. Afterwards, to
identify situations of poverty, as was the case in the
aforementioned examples, the population may be asked if it has
these items or not, and if not, whether this is out of an inability
to cover their cost. The first set of questions allows what a
society as a whole or a part thereof considers necessary to be
determined. "

Obviously, this procedure also has its weaknesses and it
must be borne in mind that it discovers the perception of need
and not needs themselves. However, it seems very interesting to
explore its potential use for human nutrition. In the two surveys
mentioned above, the problem of food is faced ina very generic
way, through critical items such “a special meal on Sundays or
occasions such as birthdays” or “milk everyday for the children”,
since the purpose of both exercises was to analyze poverty and,
therefore, all basic needs. Nevertheless, a survey of this kind
concentrated on food would be very interesting. For example,
it is well known that one of the fundamental methodological
problems of defining food baskets is the initial list of foods to
include.

This list is normally chosen based on the foods that make up
the largest part of a family’s food expenditure. Objections may
be made to this manner of proceeding since the reality observed
is taken as a basis for the norm, without verifying if families
consume these foods, and only these foods, because they want
to or because their resources are limited. An alternaiive path
could be to consult the population as to whether or not it
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considers necessary a food drawn from reasonably wide-ranging
lists. Critical items, determined by living and working conditions,
such as the consumption of food outside the home, or others
determined more by custom, such as the role of food in social
intercourse and community life, would also be aspects worthy
of treatment in a survey of this kind. The importance of this
focus is that it questions the idea that the researcher may define
basic satisfiers without consulting the population.

A creative combination of all the focuses mentioned could
be the recommended path to take in order to look at the
definition of basic satisfiers in a concrete society.

Taking up the initial thread; let us now look at food need and
try to define the concepts of malnutrition or deficient nutrition
and food poverty. The starting point in the case of food is the
humanization of the aforementioned biological needs. From the
viewpoint of biology, human food need is exactly the same as
that of certain animal species. However, as we glimpsed with
the quote from Marx (2) on different types of hunger, from the
viewpoint of the satisfaction of human needs, human food must
be seen as a complex phenomenon, where not only what is
eaten, but also how it is prepared and consumed, are important
factors. What is eaten, how it is prepared, how it is eaten and in
the company of whom, are elements that make up the human
food need. Eating like animals do, without cutlery, plates, table
and chairs, is one of the most extreme ways of offending human
dignity, degrading man to the category of animal, as torturers
through the ages have known so well. Satisfying a human
being’s nutritional requirements, though a condition of the
human food need, is not a sufficient condition. To the extent
that, for humans, eating is much more than nourishing
themselves, the food need is defined with social, and not solely
biological norms. I understand food poverty as that home
situation that does not allow access to “the types of diet”
developed by Townsend (6), and participation in the activities
that involve the consumption of food (such as entertaining
friends, celebrations, parties, etc.) that “are normal or at least are
widely encouraged or approved of in the societies to which they
belong” (Ibid). I would understand malnutrition as the insufficient
ingestion of foods or their inadequate assimilation, eventually
leading to weight loss and other symptoms. This paper deals
with the subject of food poverty, and in terms of access to diets
that would not shame those who consume them (7).

A suitable and highly fruitful framework for the analysis of
the factors that determine hunger and, especially, of famines is,
in my opinion, that of entitlements developed by Amartya Sen
(8). The concept of entitlements refers to “the ability of persons
to obtain food [and other goods, I would add] through the legal
means available in asociety, including the use of production and
commercial possibilities, entitlements vis § vis the State , and
othermethods...” A person’s set of possible entitlements depends
on two parameters: his initial Iot and the “map of entitlements
of exchange with nature and other persons (which must be
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interpreted in the same wide sense as entitlements themselves,
including, for example, rights acquired with respect to the
State)” (Ibid). Therefore, aperson may find himself inconditions
of poverty due to a very small initial lot, in which case his
poverty could be structural, or due to an unfavorable displacement
in his exchange entitlements map (e.g. a drop in the relative
prices of goods sold compared to goods bought), in which case
poverty may be transitory. This strategy is useful both for
analyzing the conditioning factors of poverty on the level of
specific homes and to analyze the general poverty rate on a
social level. For example, in most Latin American countries,
wages fell in real terms during the nineteen-eighties, which can
be seen as a negative displacement in the map of the exchange
entitiements of those who sell their labor, and which led to an
increase in poverty among wage-carners. By way of contrast,
the death of an active adult in a home is a reduction in its initial
lot and may also mean its impoverishment. Amartya Sen has
fruitfully applied this conceptual strategy to hunger andespecially
famines.

In different papers, I have developed analytical strategies
that complement that of entitlements. These are the forms of
access to basic satisfiers, the analysis of the Mexican legislative
framework establishing the rights of the population to satisfy
basic needs, a typology of the modes of production prevalent in
the Mexican economy and a strategy to analyze the sources of
household well-being, closely linked to the typology of forms
of access (4,9,10). The usefulness of the analytical framework
of entitlements is improved by integrating these concepts. For
example, typifying social and class rights and those of particu-
lar strata within the classes allows us to define the initials lots
of each population group in this aspect. The typology of forms
of access in a set society is an indispensable step in the
configuration of both initial lots and the map of exchange
entitlements. As Amartya Sen himself states: “The exchange
entitlements of a person depend, naturally, on his position in the
class structure, as well as on the modes of production in the
economy” (11),

WAYS OF MEASURING POVERTY

In this section, I shall try to quickly go over the different
methods of measuring poverty, in order to show that the method
most often used in Latin America and to a certain extent in the
world is, in fact, a way of measuring food poverty.

I have called this method the Normative Food Basket (NFB)
method (1,10). It consists of the following steps: a) Based on
information taken from income and household expenditure
surveys, and based on the recommendations of nutritional needs
by age, weight and size, sex and type of activity, a NFB is
defined for the average population (or for cach household). This
consists of a list of foods and quantities of each one that, for the
group in question, satisfy the predefined nutritional requirements
(nomally proteins and energy). Then, the quantities of the
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foods are multiplied by the prices which, in principle, each
home pays, although in practice this is often done with one set
of prices (or a rural and an urban set). The result of the
multiplication and sum of the costs of all the foods is the total
cost of the food basket. (We should note that fuel and all other
costs associated with food cooking and consumption are
excluded). This cost is interpreted as the extreme poverty, or
indigence, line. b) This line is then divided by what is known as
Engel’s coefficient (the % of family expenditure spent on food)
toobtain what is known as the poverty line. ¢) The poverty line,
normally expressed in per capita terms, is then compared with
the income, also per capita, of the home. Homes with a per
capita income lower than the poverty line are considered to be
poor.. Those with an income lower than the extreme poverty or
indigence line, are classified as extremely poor, Persons receive
the same classification as the home. To see why with this
method we are measuring what I have called food poverty, I
should describe some of the steps in greater detail and make
their implications specific.

The procedure’s critical point is moving from the “extreme
poverty” (cost of the NFB) to the poverty line. The first
observation to be made here is that although the food basket is
highly detailed, the other satisfiers-for which there is not even
ageneric list of items-end up in abig black box whose cost is the
only thing we know about it. In other words, whereas in food an
attitude that could be defined as “normative” is adopted, in the
other needs there is a position that could be described as
“revealed needs” to draw a similarity with the theory of revealed
needs developed by Paul Samuelson. Based on the income and
household expenditure surveys, we are looking for the population
stratum that fits the following two requirements: its acquisition
of food places it above nutritional requirements; and being the
lowest income stratum among all those that fit the first
requirement (in practice, the group with a food expenditure
closest to the cost of the food basket) (12). The food habits of
this group can be used as a basis for the definition of the food
basket. In addition, the food expenditure percentage of this
group (its Engel coefficient) is the figure used to change the
extreme poverty line into a poverty line. We know the group
chosen satisfies its nutritional requirements, but we donot know
its situation in other needs. The implicit assumption made
explicit by Oscar Altimir in his pioneering work on the subject
is “that those homes above the minimum food threshold are also
above the minimum thresholds for other basic needs” (13). As
has been shown in work by Beccaria and Minujin (14) in
Argentina, Katzman in Montevideo (15) and the Regional
Project to Overcome Poverty of the UNDP (16) in many Latin
American countries, the empirical evidence shows
overwhelmingly that this assumption is false. Its falseness is not
only empirical, since the assumption bears with it an implicit
distinct conception of the satisfaction of basic needs. In effect,
if we think for a moment about the heart of the assumption, we
will see that it implies a process of simultaneously coming close
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to satisfying all needs, which is the same as saying that there is
no kind of hierarchy between them, nor individual variation in
the order of satisfaction. It would suffice to observe one toknow
what the situation of all the others is. Since the satisfaction, real
or potential, of food is the hardest to observe empirically, it
would be better to observe education or housing satisfaction and
immediately obtain the general overview. In reality, as Mack
and Lansley have shown in their exhaustive study in Great
Britain (5), poverty needs "constant action to seek out the
balance between different sets of needs. This is an action that
never works, Impossible decisions have to be taken as to which
needs will remain unsatisfied. Some will neglect basic aspects
of clothing to ensure adequate food while others will make do
with a monotonous diet so their standards in more visible
aspects of life will be acceptable. As living standards fall more
and more below the minimum, even this limited degree of
choice is lost" (17).

If the assumption that is used as the basis for the NFB
procedure is not only empirically false but conceptually weak,
we should ask ourselves if the poverty and extreme poverty
lines, drawn as they are, measure anything. In the average of the
reference stratum, whose diet is used to construct the food
basket, and whose Engel coefficient is used to transform the
costof this basket into the poverty line, itis obvious that directly
comparing per capita food expenditure with the per capita cost
of the food basket is the same as comparing total expenditure or
the per capita income of the household with the poverty line. Let
us formalize this. Let Erbe the average Engel coefficient for the
reference stratum chosen. By definition, this will be equal to:

Er = G, /G, (1]

Where G, and G, are foodand total expenditure respectively,
per capita for the reference stratum. Let us also recall that the
poverty line is obtained thus:

LP = LPE/E, (2]

Where LP and LPE are the poverty and extreme poverty

lines. The condition of poverty is often defined as:
G,<LP (3]

However, the reader should see that this is the same, for the
reference stratum, as:

Gy <LPE [4]

Since all one has to do is divide both sides of [4] by Er to
obtain [3].

This proves, coincidentally, my statement that Altimir’s
assumption (13), that he who satisfies his food need satisfies all
needs, is the same as saying that the chosen reference stratum
(known only to satisfy its food need) is not poor, making the
whole NFB procedure a case of circular reasoning (18).

The conclusion drawn from the above is that the poverty line



BOLTVINIK J.

procedure based on the NFB is a way of measuring food
poverty, at least for the reference stratum. However, what
happens in the other strata? Those lower than the reference, as
weknow from Engel’s Law, which has been empirically proven
throughout the world, spend greater percentages of theirincome
on food, meaning that they cannot transform inequality [4] into
{3]. However, we also know, from empirical studies, although
the percentage spent on food decreases withincome, the absolute
value of per capita expenditure on food also increases, such that
we may be sure that, on average, homes in strata lower than that
used for reference would spend less, per capita, than this group
on food. Thus, if the reference stratum were very small and on
food spentexactly the cost of the basic basket, we could say that
the NFB method of drawing’ the poverty line allows us to
identify with almost total certainty that population whose per
capita food expenditure is lower than the cost of the food basket,
apopulation we have tentatively qualified as food poor. Although
these conditions are not fulfilled, since the reference stratum
chosen generally spend slightly more on food than the price of
the food basket and are generally very large in number, in the
last part of this chapter we interpret Latin American poverty
data, calculated using the NFB procedure, as indicators of food
poverty. Although it has to contain errors, the degree of error is
much lower than that arising from interpreting these figures as
general poverty.

As far as the exfreme poverty line is concerned, I have said
elsewhere (1,10) that the definition of extreme poverty as those
households that, even by spending all income on food, could not
satisfy food needs, is unacceptable. This is because food cannot
be eaten uncooked; at least fuel and some kitchen fittings are
required; because food is not eaten with the hands directly from
the pot where it was cooked; at least some tools are needed to
eat it; because nudity in public places is a crime the world over;
and because without transportation expenses the place of work
cannot be reached, to mention but a few of the most obvious
contradictions (18).

To(fpve on with the interpretation of what it means to be
below the poverty line, we must go a little deeper into the
procedure used to arrive at food baskets and the results obtained.
We can distinguish between two ways of constructing the basic
structural elements of the baskets. The firstconsists of observing,
using balance sheets, the per capita consumption of each food
and the second observes the dietary structure of some reference
stratum. In general,both procedures provide the list of foods in
the basket and their approximate relative proportions. After, the
basket must be finely tuned so it will exactly satisfy nutritional,
or at least energy, needs. There are also two procedures for this
aim: linear programming or other methods. Those seeking a
minimum-cost solution can use linear programming, and
incorporate dietary habits -obtained from balance sheets or
from income and expenditure surveys- as restrictions in the
model. Those not using linear programming or not secking
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minimum-cost diets, are looking for diets that give an
approximate reflection of the habits of the reference stratum by
satisfying nutritional requirements. The final makeup of the
basket may be highly varied, depending on the reference stratum
chosen or the average diet obtained from the balance sheets, the
nutritional requirements that the basket has to satisfy and the
procedure adopted to determine its contents.

It is illustrative to compare the food baskets defined for
Mexico by COPLAMAR (19), by CEPAL-UNNP (16) by the
CEPAL study ledby Oscar Altimir (13) in the nineteen seventies,
and the basket defined by the Salvador Zubirfn National
Nutrition Institute (NNI). Altimir bases his work on the average
diets obtained by the FAO’s balance sheets, on the energy and
protein requirements defined by the Mixed Special Expert
Committee FAO/WHO of 1971, and although he did not use a
linear programming model, he tried to define a minimum-cost
normative food basket. In the CEPAL-UNNP work, on the
other hand, the basis used was the habits of a reference stratum
-generally located in the second lowest income quartile; the
nutritional requirements were those decided by the 1981 group
of FAO/WHO/UN experts, and it did not try to devise minimum-
cost baskets, rather basically to reflect the dietary structure of
the reference stratum. In the COPLAMAR work on food, which
originally was part of the work carried out by the National Food
System (NFS), multiple reference strata were chosen and for
each one a basket was composed, using a linear programming
model that introduces the food habits of each reference stratum
as restrictions, expressed as maximum and minimum
consumptions of each food. Finally, from the 15 solutions
obtained, two that were called COPLAMAR models 1 and 2
were chosen. The first is based on the habits of the fifth national
decile and the second, on the sixth urban decile. Model 1 was
chosen and model 2 was used as a contrast. The nutritional
requirements used as a basis were those of the NNI. Table 1
shows the differential results for Mexico obtained with each
procedure. Although a strict comparison between the two
options cannot be drawn, since they refer to different years,
emphasis must be placed on the great difference in the proportion
of foods of an animal origin in the CEPAL-70 (low content) and
COPLAMAR 2 (high) baskets, with respect to the other three
that have similar levels. With reference to total grams per capita
inthe basket, once again CEPAL-70is at the lowest extreme and
NNI at the highest. Columns 3 and 4 present the average calory
and energy (high quality) requirements of the national population
in the three studies. The largest difference is in prowins in
CEPAL-70, 20% lower than the other three, because this study
defined a protein utilization efficiency (PUE) of 0.7 for all
countries, whereas that used by the COPLAMAR and NNI
studies was 0.55. For its part, the CEPAL-UNNP study used a
PUE of 0.6. For this paper I was not able to express the
COPLAMAR baskets at a price of a date that would allow its
comparison with the first two. As far as the NNI basket is
concerned, I know of no studies that show its costs. In any case,
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it is worth stressing the fact that the CEPAL-UNNP costs 50%
more than CEPAL-70. This is due both to the greater weight of
the basket and, especially, to the higher proportion of animal
products in the latter. The differences between the CEPAL-70
and NNI baskets (both based on balance sheets) would seem to
be due to the differences in protein requirements and the fact
that CEPAL-70, but not the NNI basket, attempts to be a
minimum-cost basket. Continuing with this comparative
analysis, though extremely interesting, goes beyond the scope
of this paper. Let us, then, return to the original proposal that led
us to this comparative analysis: improving our understanding of
what it means to be below the poverty line.

The evolution of the dietary habits of the populations of
Latin America in recent decades has been towards a growing
weight of the proportion of foods from animal derivatives and
a drop in the relative weight of basic grains (cereal and
leguminous). This has been widely documented by the CEPAL/

TABLE 1
COMPARISON OF VARIOUS FOOD BASKETS FOR
MEXICO
1 2 3 4 5

CEPAL-70 200 9794 2285 286 1.00
CEPAL-UNNP 330 1077.1 2139 348 153
COPLAMAR1 302 10142 2082 350 na.
COPLAMAR2 429 11847 2082 350 na.
NNI 30.1 14066 2082 350 na
1: % of animal derivatives in the basket's weight;
2: Total weight of the basket in grams per capita per day.
3 &4: Average energy and protein (ideal) requirements per day and per

person;
Coefficient of the basket’s cost and that of the CEPAL-70 basket.

FAO Joint Agricultural Division (20).

In this historical context and in view of nutritional
requirements modified between the 1971 and 1981 committees
of experts, whichin general terms means adrop in recommended
energy and an increase in protein intakes, we must investigate
what it means in food terms to be below the poverty line. The
first thing to note is that it does not necessarily mean inadequate
nutrition. An individual or a family nowadays can have a diet
similar -after corrections to account for the changes in
recommended nutritional intakes -to that which would exist as
a norm if the consumption patterns of the social environment
had not become more expensive, a diet that would fully satisfy
nutritional requirements but below current norms based ondiets
with a higher proportion of animal products. However, by
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saying -as I do- that this person is food poor, I am introducing
a concept of human diet adjusted to the socially dominant
patterns in each concrete society, both in time and in space. That
is to say, a person who maintains a diet for a large number of
years without changing it, in a social environment where
prevailing diets tend to become more expensive as a result of
general increases in income, could enter the category of food
poverty, without his nutritional state having altered. This concept
of food poverty corresponds to the relative concept of poverty
I have outlined when explaining, in the first part of this paper,
my conception of food poverty. Extreme food poverty
undoubtedly leads to biological deficiencies, malnutrition,
absolute poverty.

The huge range of reasonably considered solutions to a food
basket, that we tried to illustrate in Table 1, alerts us to several
inevitable problems in any form of planning a basic human food
basket which, as we have said, cannot take the form of a
balanced diet. One of these problems is chosing the reference
group to be used in comparisons to define this relative poverty.
As Amartya Sen points out (8), when chosing reference groups
one has to look at the groups the people involved actually
compare themselves with, and this can be one of the most
difficult aspects of the study of poverty based on relative
shortages. The viewpoint of this relative poverty cannot mean,
however, abandoning the overall viewpoint. More than
alternatives, these viewpoints complement each other.
Otherwise, the study of poverty degrades into the study of
inequality. In the Indian communities of Guatemala, Peru or
Mexico, where inequality is lower than in urban centers, one
would end by finding very little poverty. Inadequate human
nutrition is a sufficient, though not indispensable, condition for
food poverty. As the INCO’s (Instituto Nacional del Consumi-
dor: National Consumer Affairs Institute) surveys on food
expenditure show, the strategy adopted by families who suffer
a fall in income is to substitute the cheapest foods for the
expensive ones. With a purely absolute view of food poverty,
we would probably find no change in the family’s situation. On
the other hand, with the view proposed herein of food poverty,
those changes would be immediately identified as
impoverishment , unless we were to modify the reference
standards or guidelines. This alerts us to another problem in our
viewpoint, concerning the speed with which changes should be
made into norms, and if this speed should be the same both for
increases and falls. During a depression, should we change the
normative basket to adjust it to the reference group’s lowest
levels of consumption? The response of rigid relativism, as
Amartya Sen has said, would be yes. In a totally widespread
famine, this approach would indicate very little or zero food
poverty. Standards should not be changed instantly in the event
of either a boom or a depression. A person who goes (o a
marathon dinner one day does not feel food poor with a normal
meal the next day. In pragmatic terms, the food baskets would
have to be redefined based on, for example, mobile averages
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from the last ten years. As for choosing the reference stratum,
the basis here should be not the satisfaction of nutritional
requirements but the absence of poverty in general, based on the
norms defined in the previous period.

FOOD POVERTY IN LATIN AMERICA. 1970-1990 (23)

In 1970, food poverty (hereinafter FP), as defined above and
using empirical approximations, affected 130 million people,
47% of the population. Between 1970 and 1980, the number of
poor rose by 14 million, reaching 144, with a significant
percentage drop: from 47% to 41%. One way of appreciating
this change is calculating what could be calied the marginal
poverty rate, equal to the increase in the number of poor persons
divided by the increase in the total population. Whereas the
number of food poor rose by 14 million, the total population
grew by 76, giving amarginal poverty rate of 18.4%, well below
the average rate. Between 1980 and 1986, the last year for which
there are empirical studies covering Latin America, the number
of poor increased by 31 million reaching a total for the region
of 175 million. With this increase, the percentage of poor
persons -which fell in the seventies and which presumably fell
in the fifties and sixties- changed direction and rose from 41%
to 43%. The marginal rate in this period, when the total
population rose by 49 million, is 63%, much higher than the
average rate. The contrast between both periods is very marked,
as shown by the fact that the marginal increase of the second
period is 3.5 times greater than that in the first.

This evolution is closely related to the changes in economies
during both periods, as we shall see later. However, firstly let us
take a look at how this dynamic has behaved in the Region’s
urban and rural environments and how it has changed between
countries. For this exercise we only have data on poverty for
households and not per person. The FP rate in urban and rural
areas, which showed great contrasts in 1970, hastended towards
less inequality. In 1970, 62% of homes lived in FP, whereas the
figure for urban areas was 26%, aratio of 2.4¢1, Between 1970
and 1980, the urban poverty rate fell minimally by one percentage
point to 25% whilst rural poverty fell by 8 points to 54%. The
ratio between them fell to 2.2: 1. In the period 1980-1986, urban
poverty rose very quickly from 25% to 30%, whereas in rural
areas it fell another point to 53%. The ration dropped o 1.8:1.
These relatively uneven changes, together with accelerated
urbanization, have meant over sixteen years the complete
transformation of the rural-urban structure of food poverty. In
effect, in 1970 62% of the country’s poor households were in
rural areas; by 1980, half this number, and 41.5% in 1986. In
other words, in these 16 ycars the FP structure was turned
around from 60-401940-60 rural-urban. Thisis partly explained
by rapid migration to the cities, a process which sees poor
people moving from the countryside to the city, and partly also
by the fact that the crisis had a greater impact on urban areas in
Latin America. This urbanization of poverty in Latin America

114

and the seriousness of the problem of the increase in poverty
during the crisis is sharply reflected in the increase in the
marginal urban poverty rate in the period 1980-1986, measured
inpersons, arate of 65%. This means that two out of every three
new inhabitants of Latin American cities join the ranks of the
urban pocr.

Although there are no empirical regional studies available
from later than 1986, various correlation analyses between the
food poverty rate and the evolution of the percapita GDP, on the
basis of the evolution of this macroeconomic aggregate from
1986 through 1990, allowed the evolution of FB to be estimated.
The results must be interpreted as an estimate of FP with no
changes in income distribution. This estimate indicates a total
of 204 million FP in 1990, which would be 47% of the region's
population, and an absolute increase in the number of food poor
in this lost decade of 60 million people, 4.3 times the increase
secnbetween 1970 and 1980. The estimated food poor percentage
for 1990 is the same as the 1970 figure. This means that in terms
of poverty there are two lost decades, not one. Note that these
1970 and 1990 rates are the same despite the fact that the
Region’s per capita GDP is much higher in 1990 than in 1970,
This may be explained by two factors: a) a basic asymmetry in
the relationship between the evolution of per capita GDP and
that of poverty; during periods of rapid growth, poverty falls
slowly whereas in periods of crisis poverty increases rapidly;
andb) thechange in the population’s food consumption patterns,
which explains that in most countries the poverty line used for
1980 and 1986 is higher than in 1990. Though the cost of the
Mexican food basket is 50% higher than the one defined for
1970, the variation in the cost of baskets in other countries is
much lower. In fact, those of Argentina and Uruguay fall
between both studies. Brazil’s baskets, representing a great
weight inregional calculations, only grew by 4%; in CostaRica
and Peru there were moderate increases of 15 and 12% and in
Columbia and Venezuela the increases were of a third.
Projections made by the Regional Project to Overcome Poverty
in Latin America of the UNDP (16) show, for an annual rise in
per capita GDP of 1.28%, a 44% food poverty rate for the year
2000, very similar to that of 1986.

Most food poverty in Latin America is concentrated inafew
countries. In 1986 Brazil accounted for 36% of all food poor in
the region, with an absolute figure of 62 million. If we add
Mexico’s poor (17%, with 30 million), we have more than 50%
of the total. If to these we add Columbia and Peru’s food poor,
we have two-thirds.

The correlation between FP and per capita GDP -with a
transversal cut for 1986 with data for 12 countries- is very high.
The relationship improves yet further if instead of per capita
GDP expressed in market exchange rate dollars we use
purchasing power rate (ppr) dollars. The best fit was with a
straight line. It is interesting to analyze the deviations from this
pattern. Mexico and Argentina have very similar ppr dollar







































































































































































































































































































































